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ABSTRACT

BACKGROUND: School health education can effectively help reduce the prevalence

of health-risk behaviors among students and have a positive influence on students’

academic performance. This article describes the characteristics of school health

education policies and programs in the United States at the state, district, school,

and classroom levels.

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

Health Policies and Programs Study every 6 years. In 2006, computer-assisted tele-

phone interviews 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 representative sample of districts (n = 459). Computer-assisted personal

interviews were conducted with personnel in a nationally representative sample of ele-

mentary, middle, and high schools (n = 920) and with a nationally representative sam-

ple of teachers of classes covering required health instruction in elementary schools

and required health education courses in middle and high schools (n = 912).

RESULTS: Most states and districts had adopted a policy stating that schools will

teach at least 1 of the 14 health topics, and nearly all schools required students to

receive instruction on at least 1 of these topics. However, only 6.4% of elementary

schools, 20.6% of middle schools, and 35.8% of high schools required instruction on

all 14 topics. In support of schools, most states and districts offered staff develop-

ment for those who teach health education, although the percentage of teachers of

required health instruction receiving staff development was low.

CONCLUSIONS: Health education has the potential to help students maintain and

improve their health, prevent disease, and reduce health-related risk behaviors. How-

ever, despite signs of progress, this potential is not being fully realized, particularly at

the school level.
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School health education has been defined in vari-

ous, though similar ways. For example, the Cen-

ters for Disease Control and Prevention (CDC)

defines health education as: ‘‘A planned, sequential,

K-12 curriculum that addresses the physical, mental,

emotional, and social dimensions of health. The cur-

riculum is designed to motivate and assist students

to maintain and improve their health, prevent disease,

and reduce health-related risk behaviors. It allows stu-

dents to develop and demonstrate increasingly sophis-

ticated health-related knowledge, attitudes, skills, and

practices. The comprehensive health education curric-

ulum includes a variety of topics such as personal

health, family health, community health, consumer

health, environmental health, sexuality education,

mental and emotional health, injury prevention and

safety, nutrition, prevention and control of disease,

and substance use and abuse. Qualified, trained teach-

ers provide health education.’’1,2

In 2002, the 2000 Joint Committee on Health

Education Terminology defined health education as

‘‘the development, delivery, and evaluation of planned,

sequential, and developmentally appropriate instruc-

tion, learning experiences, and other activities

designed to protect, promote, and enhance the

health literacy, attitudes, skills, and well-being of

students, pre-kindergarten through grade 12.’’3

Regardless of the exact definition, reviews of

effective programs and curricula and input from

experts in the field of health education have identi-

fied the following characteristics of effective health

education:4-14

d focuses on specific behavioral outcomes
d is research based and theory driven
d addresses individual values and group norms that

support health-enhancing behaviors
d focuses on increasing the personal perception of

risk and harmfulness of engaging in specific

health-risk behaviors, as well as reinforcing protec-

tive factors
d addresses social pressures and influences
d builds personal competence, social competence,

and self-efficacy by addressing skills
d provides functional health knowledge that is basic,

accurate, and directly contributes to health-pro-

moting decisions and behaviors
d uses strategies designed to personalize information

and engage students
d provides age-appropriate and developmentally

appropriate information, learning strategies, teach-

ing methods, and materials
d incorporates learning strategies, teaching methods,

and materials that are culturally inclusive
d provides adequate time for instruction and

learning
d provides opportunities to reinforce skills and posi-

tive health behaviors

d provides opportunities to make positive connec-

tions with influential persons
d includes teacher information and plans for profes-

sional development and training that enhances

effectiveness of instruction and student learning.

The National Health Education Standards provide

a framework for designing or selecting health educa-

tion curricula and allocating instructional resources,

as well as providing a basis for the assessment of stu-

dent achievement. The National Health Education

Standards also offer students, families, and commu-

nities concrete expectations for health education.

The Joint Committee on National Health Education

Standards released the first set of standards in

1995.15 The National Health Education Standards

Review and Revision Panel released the following

updated set of 8 standards in 2007:16

1. Students will comprehend concepts related to

health promotion and disease prevention to

enhance health.

2. Students will analyze the influence of family,

peers, culture, media, technology, and other fac-

tors on health behaviors.

3. Students will demonstrate the ability to access

valid information and products and services to

enhance health.

4. Students will demonstrate the ability to use inter-

personal communication skills to enhance health

and avoid or reduce health risks.

5. Students will demonstrate the ability to use

decision-making skills to enhance health.

6. Students will demonstrate the ability to use goal-

setting skills to enhance health.

7. Students will demonstrate the ability to practice

health-enhancing behaviors and avoid or reduce

health risks.

8. Students will demonstrate the ability to advocate

for personal, family, and community health.

Research has shown that school health education

can effectively help reduce the prevalence of health-

risk behaviors among students and have a positive

influence on students’ academic performance. For

example, a tobacco-use prevention program reduced

by about 26% the number of students who started

smoking during grades 7-9;17 a comprehensive inter-

vention that included health education in public ele-

mentary schools that serve high-crime areas in

Seattle, Washington, was associated with increased

student commitment to school, reduced misbehavior

in school, and improved academic achievement, plus

fewer risk-taking behaviors such as violence and

heavy drinking;18 and the Coordinated Approach to

Child Health curriculum slowed increases in the

number of Hispanic students who were overweight

or at risk of becoming overweight when it was
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implemented in elementary schools in a low-income

community in El Paso, Texas.19

SELECTED FEDERAL SUPPORT AND RELATED RESEARCH

Support for school health education comes from

many sources. Through February 2008, the CDC’s

Division of Adolescent and School Health will be

supporting education agencies and health agencies

to help build and strengthen their capacity for

improving child and adolescent health within the

following 6 priority areas, all of which include

school health education activities:

d Human immunodeficiency virus (HIV) prevention—

CDC funds education agencies in 48 states, the

District of Columbia, 7 territories, and 17 large

urban school districts to help schools prevent sex-

ual risk behaviors that result in HIV infection,

especially among youth who are at highest risk.
d Coordinated school health programs—CDC funds

23 state education agencies, and through them

their state health agencies, to build state education

agency and state health agency partnerships and

their capacity to implement and coordinate school

health programs across agencies and within

schools and to help schools reduce chronic disease

risk factors, including tobacco use, poor nutrition,

and physical inactivity.
d Abstinence—CDC funds 11 state education agen-

cies to help schools increase the efficiency and

impact of their efforts to help young people

abstain from sexual risk behaviors.
d Asthma—CDC funds 1 state and 7 local education

agencies to implement demonstration programs

that help schools reduce asthma episodes and

asthma-related absences.
d Professional development—CDC funds 2 state edu-

cation agencies to help schools reduce health prob-

lems among youth by planning and delivering

professional development opportunities that build

the capacity of other funded agencies to support

the expansion, improvement, and sustainability of

their school health programs.
d Food safety—CDC provides funding for 1 state

education agency to implement a demonstration

program that helps schools reduce food-borne

illnesses.

The CDC also funds 30 national nongovernmental

organizations to provide capacity building services to

these funded agencies. In addition, many programs

at the CDC have developed instructional materials

that can be used by teachers for school health edu-

cation20 and some support state programs that

include school health education activities.

Several other federal agencies also support school

health education throughout the nation. The US

Department of Education, through the Office of Safe

and Drug Free Schools, funds drug and violence pre-

vention and activities that promote the health and

well being of students in elementary and secondary

schools.21 State and local education agencies carry

out most activities, many of which focus on school

health education. The US Departments of Education,

Health and Human Services, and Justice fund the

Safe Schools/Healthy Students program to prevent

violence and substance abuse among youth and

within schools and communities.22 The US Depart-

ment of Health and Human Services also supports

abstinence education with 3 programs, all of which

include school health education activities: the Ado-

lescent Family Life Abstinence Education Demon-

stration Projects,23 Section 510 State Abstinence

Education Program,24 and the Community-Based Ab-

stinence Education Program.25

Healthy People 2010 Objective 7-2a to ‘‘increase the

proportion of middle, junior high, and senior high

schools that provide school health education to pre-

vent health problems in the following areas: unin-

tentional injury; violence; suicide; tobacco use and

addiction; alcohol and other drug use; unintended

pregnancy, HIV/AIDS, and STD infection; unhealthy

dietary patterns; inadequate physical activity; and

environmental health’’ articulates further federal-

level support for health education.26

State and local agencies and many nongovern-

mental organizations also support school health edu-

cation. Universities and other research organizations

conduct studies to document the effectiveness of

school health education and its impact on students’

health and educational outcomes. This research pro-

vides a framework for advocating for further federal,

state, and local support for school health education

and is often the key to helping decision makers

understand the value of making room in the over-

crowded and testing-focused curriculum for school

health education. Most of these studies focus on

only 1 or 2 content areas, but taken together, they

provide evidence of the impact that school health

education can have and its critical role, along with

the other components of the school health program,

in helping students improve health, prevent disease,

and reduce risks.

The School Health Policies and Programs Study

(SHPPS) was conducted previously in 199427 and

again in 2000.28 The 1994 study focused only on

middle schools and high schools. The 2000 study

assessed health education in elementary schools,

middle schools, and high schools. Both studies pro-

vided a comprehensive assessment of health educa-

tion at the state, district, school, and classroom

levels, but they are now out of date. Other studies

since 2000 have examined various aspects of school

health education nationwide. For example, the
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National Association of State Boards of Education’s

Center for Safe and Healthy Schools maintains an

extensive database of state school health policies on

38 major school health topics in 6 major categories

including curriculum and instruction,29 and the

Guttmacher Institute monitors state-level policies on

sex education and sexually transmitted diseases

(STD)/HIV education.30 However, no other studies

since SHPPS 2000 are national in scope, cover most

aspects of health education, and address the state,

district, school, and classroom levels.

This article describes for the first time findings

from SHPPS 2006 about state- and district-level

health education standards and guidelines; elemen-

tary school, middle school, and high school instruc-

tion; professional preparation; staffing and staff

development; collaboration; evaluation; and health

education coordinators. At the school level, this arti-

cle describes health education requirements; elemen-

tary school, middle school, and high school

instruction; staffing and professional development;

and collaboration. At the classroom level, this article

describes elementary school, middle school, and high

school instruction; teaching methods; and staffing

and staff development. In addition, the article

describes changes in key health education policies

and programs from 2000 to 2006. While this article

is primarily descriptive in nature, the CDC intends

to conduct more detailed analyses and encourages

others to conduct their own analyses using the ques-

tionnaires 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. The following section

provides a brief overview of SHPPS 2006 methods

specific to the health education component of the

study.

SHPPS 2006 assessed health education at the

state, district, school, and classroom 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 represen-

tative sample of public school districts. School-level

data were collected from a nationally representative

sample of public and private elementary schools,

middle schools, and high schools. Classroom-level

data were collected from teachers of randomly

selected classes covering required health instruction

in elementary schools and randomly selected re-

quired health education courses in middle schools

and high schools.

Questionnaires
The state- and district-level questionnaires as-

sessed school health education policies for grades K-

12. Both questionnaires assessed use of school health

education standards and guidelines; required health

education instruction at the elementary school, mid-

dle school, and high school levels; staffing and staff

development; collaboration between health educa-

tion staff and other agency and organization staff;

and the educational background and credentials of

the person who oversees or coordinates school

health education for the state or district. The state-

level questionnaire also collected data on student

assessment practices and the district-level question-

naire also collected data on evaluation of health

education and how health education is promoted

among families, school personnel, and the media.

Because the entire district-level questionnaire

took longer than 20-30 minutes to complete and

covered such a wide range of topics that a single

respondent might not have sufficient knowledge to

complete it, the questionnaire was divided into 5

modules: (1) standards and guidelines, (2) elementary

school instruction, (3) middle/junior high school

instruction, (4) senior high school instruction, and

(5) staffing and staff development, collaboration,

promotion, evaluation, and health education coor-

dinator.

The school-level health education questionnaire

assessed health education practices in elementary

schools, middle schools, and high schools. Specifi-

cally, the questionnaire assessed use of school health

education standards, guidelines, and objectives; re-

quired health instruction; staffing and staff develop-

ment; collaboration between health education

teachers and other school and community person-

nel; promotion of health education among families

and students; and the educational background and

credentials of the person who oversees or coordi-

nates health education at the school.

The classroom-level health education question-

naire assessed general characteristics of health edu-

cation classes or courses; specific content taught;

teaching methods; and the educational background,

credentials, and recent staff development of health

education teachers.

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

computer-assisted telephone interviews or self-

administered mail questionnaires. Designated

respondents for each of 7 school health program

components (ie, health education, physical educa-

tion and activity, health services, mental health and

social services, nutrition services, healthy and safe

school environment, and faculty and staff health
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promotion) completed the interviews or question-

naires. At the state level, the state-level contact des-

ignated a single respondent for each questionnaire.

At the district level, the district-level contact could

designate a different respondent for each question-

naire or questionnaire module. All designated

respondents had primary responsibility for, or were the

most knowledgeable about, the policies and programs

addressed in 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 question-

naire(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 question-

naire(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 inter-

viewers from a call center placed calls to them to

schedule and conduct telephone interviews. In April

2006, telephone interviewing ceased and most of the

remaining state- and district-level data collection

occurred via a mail survey. All remaining respond-

ents were mailed paper questionnaires and return

envelopes; however, interviewers remained available

for any respondents who chose to contact the call

center.

At the end of the data collection period (October

2006), 88% of the completed state-level health edu-

cation questionnaires had been completed via tele-

phone interviews and 12% as paper questionnaires.

For the completed district-level questionnaires, mod-

ule 1 was completed via telephone interview 51% of

the time; module 2, 54%; module 3, 50%; module

4, 51%; and module 5, 52%.

School-level and classroom-level data were col-

lected by computer-assisted personal interviews.

During 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. The principal or school-level

contact could designate a different respondent for

each questionnaire or module. For the school-level

health education interview, the most common

respondents were health education teachers, physi-

cal education teachers, or other teachers.

At the classroom level, respondents to the

computer-assisted personal interviews were those

health education teachers whose elementary school

class or middle school or high school course was

selected during the sampling process. All school-level

and classroom-level interviews were completed

between January and June 2006.

Response Rates
One hundred percent (n = 51) of the state educa-

tion agencies completed the state-level health educa-

tion questionnaire. District eligibility for each

module was determined prior to beginning the inter-

view; 720 districts were eligible for each of modules

1 and 5, 697 districts were eligible for module 2, 695

for module 3, and 663 for module 4. Of the 720 dis-

tricts eligible to complete any health education ques-

tionnaire module, 64% (n = 459) completed at least

1 module. At the school level, 1338 schools were

eligible for the health education interview; 69%

(n = 920) of these schools completed the interview.

At the classroom level, 967 classes or courses were

selected for the health education interview; teachers

of 94% (n = 912) of these classes or courses com-

pleted the 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. Figures 1-3 in Appendix

1 of this issue of the Journal of School Health show

the estimated standard error associated with an

observed estimate from the district-, school-, and

classroom-level health education 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 included all states, districts, or

schools rather than a subset of states, districts, or

schools. As a result of this recalculation, percentages

previously reported for SHPPS 200028 might differ

from those reported in this article. Only estimates

from 2000 and 2006 based on this same denomina-

tor 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
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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. A

p value less than .01 was used as the sole criterion

for reporting on statistically significant differences

based on means and medians between 2000 and

2006. Note that not all variables meeting these crite-

ria are presented in this article.

RESULTS

Health Education at the State and District Levels
Standards and Guidelines. Most (74.5%) states

had adopted a policy stating that districts or schools

will follow national or state health education stand-

ards or guidelines. An additional 7.8% of states had

adopted a policy encouraging districts or schools to

follow national or state health education standards

or guidelines. Among all states, 72.0% required or

encouraged districts or schools to follow health edu-

cation standards or guidelines based specifically on

the National Health Education Standards.16 To improve

district or school compliance with any national or

state health education standards or guidelines,

87.8% of the 42 states that required or encouraged

following national or state standards or guidelines

used staff development for health education teach-

ers, 56.4% included health education when the state

did onsite reviews in school districts for overall com-

pliance with educational standards or guidelines,

34.2% used written reports from districts or schools

to document compliance, and 14.3% included health

education in statewide assessments or testing.

Most (79.3%) districts also had adopted a policy

stating that schools will follow national, state, or dis-

trict health education standards or guidelines. An

additional 5.6% of districts had adopted a policy

encouraging schools to follow national, state, or dis-

trict health education standards or guidelines.

Among all districts, 66.0% required or encouraged

schools to follow health education standards or

guidelines based specifically on the National Health

Education Standards.16 To improve school compliance

with any national, state, or district health education

standards or guidelines, 87.5% of the 84.9% of dis-

tricts that required or encouraged schools to follow

national, state, or district standards or guidelines

used teacher evaluations or classroom monitoring,

78.1% used staff development for health education

teachers, 74.2% used teachers to mentor other

teachers, and 53.9% used written reports from

schools to document compliance with health educa-

tion standards or guidelines.

Elementary School Instruction. Nationwide,

70.6% of states had adopted goals, objectives, or

expected outcomes for elementary school health

education. Similarly, among districts nationwide that

provide elementary school instruction, 70.2% had

adopted goals, objectives, or expected outcomes for

elementary school health education. Almost two

thirds or more of states and more than half of dis-

tricts had adopted goals and objectives for elemen-

tary school health education that addressed the

knowledge and skills articulated in the National

Health Education Standards,16 such as accessing valid

health information and health-promoting products

and services; advocating for personal, family, and

community health; analyzing the influence of cul-

ture, media, technology, and other factors on health;

comprehending concepts related to health promotion

and disease prevention; practicing health-enhancing

behaviors and reducing health risks; using goal-

setting and decision-making skills to enhance health;

and using interpersonal communication skills to

enhance health (Table 1).

Nationwide, 88.2% of states had adopted a policy

stating that elementary schools will teach at least 1 of

the 14 health topics (chosen to reflect the leading

causes of mortality and morbidity among both youth

and adults and other important public health issues)

and 62.8% had adopted a policy stating that elemen-

tary schools will teach at least 7 of the 14. Only 5.9%

of states had adopted a policy stating that elementary

schools will teach all 14. More than half of all states

had adopted a policy stating that elementary schools

will teach about alcohol-use or other drug-use pre-

vention, emotional and mental health, HIV preven-

tion, injury prevention and safety, nutrition and

dietary behavior, physical activity and fitness (ie,

classroom instruction not a physical education

period), tobacco-use prevention, and violence preven-

tion (Table 2). Less than half of all states had adopted

a policy stating that elementary schools will teach

about asthma awareness, food-borne illness preven-

tion, human sexuality, other STD prevention, preg-

nancy prevention, and suicide prevention. Only

19.6% of states had specified time requirements for

at least 1 health topic or any health instruction at the

elementary school level. Similarly, only 19.6% of

states had adopted a policy stating that elementary

school students will be tested on health topics.

Among all districts nationwide that provided ele-

mentary school instruction, 91.2% had adopted

a policy stating that elementary schools will teach at

least 1 of the 14 health topics and 64.2% had adop-

ted a policy stating that elementary schools will

teach at least 7 of the 14. Only 9.4% of districts had
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adopted a policy stating that elementary schools will

teach all 14. More than half of all districts had

adopted a policy stating that elementary schools will

teach alcohol-use or other drug-use prevention,

emotional and mental health, injury prevention and

safety, nutrition and dietary behavior, physical activ-

ity and fitness, tobacco-use prevention, and violence

prevention (Table 2). Less than half of districts had

adopted a policy stating that elementary schools will

teach about asthma awareness, food-borne illness

prevention, or suicide prevention. Similarly, less

than half of all districts had adopted a policy stating

that elementary schools will teach about HIV pre-

vention, human sexuality, other STD prevention,

and pregnancy prevention. Among the 60.8% of dis-

tricts that required that at least 1 of these 4 topics be

taught, 85.4% had adopted a policy stating that ele-

mentary schools will notify parents or guardians

before students receive the instruction and 92.0%

had adopted a policy stating that elementary schools

will allow parents or guardians to exclude their chil-

dren from receiving the instruction. Only 36.9% of

districts had specified time requirements for at least

1 health topic or any health instruction at the ele-

mentary school level.

Only 5.9% of states required and 15.7% recom-

mended that districts or schools use 1 particular cur-

riculum (defined as a written course of study that

generally describes what students will know and be

able to do by the end of a single grade or multiple

grades and for a particular subject area; often pre-

sented through a detailed set of directions, strategies,

and materials to facilitate student learning and

teaching of content) for elementary school health

Table 1. Percentage of All States, Districts, and Schools That Had Health Education Goals or Objectives Addressing Student Outcomes
From the Knowledge and Skills Articulated in the National Health Education Standards, by School Level, SHPPS 2006

Student Outcome

% of All States % of All Districts % of All Schools

Elementary
Schools

Middle
Schools

High
Schools

Elementary
Schools

Middle
Schools

High
Schools

Elementary
Schools

Middle
Schools

High
Schools

Accessing valid health information and
health-promoting products and services

66.7 70.6 72.5 54.7 68.7 77.8 67.7 68.4 80.3

Advocating for personal, family,
and community health

64.7 66.7 70.6 62.4 75.8 80.8 74.3 73.1 82.1

Analyzing the influence of culture, media,
technology, and other factors on health

64.7 70.6 74.5 54.9 71.3 76.6 63.3 73.6 80.7

Comprehending concepts related to health
promotion and disease prevention

70.6 72.5 76.5 65.8 78.5 82.1 78.6 78.2 83.6

Practicing health-enhancing behaviors
and reducing health risks

70.6 72.5 76.5 69.2 78.6 81.5 80.4 79.2 84.8

Using goal-setting and decision-making
skills to enhance health

68.6 70.6 74.5 66.4 76.6 81.8 76.6 77.8 84.1

Using interpersonal communication
skills to enhance health

68.6 70.6 74.5 62.9 71.5 80.4 76.2 74.8 81.7

Table 2. Percentage of All States, Districts, and Schools That Required the Teaching of Health Topics, by School Level, SHPPS 2006

Health Topic

% of All States % of All Districts % of All Schools

Elementary
Schools

Middle
Schools

High
Schools

Elementary
Schools

Middle
Schools

High
Schools

Elementary
Schools

Middle
Schools

High
Schools

Alcohol-use or other drug-use prevention 76.5 76.5 82.0 79.0 89.7 89.3 76.5 84.6 91.8
Asthma awareness 32.0 35.3 31.4 45.9 49.9 50.4 44.9 47.0 53.8
Emotional and mental health 66.0 68.0 65.3 58.4 78.1 85.5 66.9 78.0 83.5
Food-borne illness prevention 32.0 38.0 40.0 45.2 58.3 68.7 48.5 60.0 71.6
HIV prevention 60.8 74.5 74.5 48.6 79.0 89.3 39.1 74.5 88.4
Human sexuality 49.0 58.8 60.8 43.4 70.8 80.4 48.4 71.9 84.0
Injury prevention and safety 70.0 71.4 66.0 77.4 80.3 84.2 83.3 79.1 80.8
Nutrition and dietary behavior 72.0 67.3 72.0 77.4 85.1 87.9 84.6 82.3 86.3
Other STD prevention 45.1 68.6 66.7 32.8 77.3 87.3 21.7 69.6 88.2
Physical activity and fitness 60.8 56.0 62.0 61.1 72.0 83.3 79.4 76.7 82.3
Pregnancy prevention 27.5 58.8 58.0 27.2 70.0 85.9 16.4 61.3 81.6
Suicide prevention 44.0 52.0 55.1 33.6 62.3 77.4 25.5 54.4 76.5
Tobacco-use prevention 72.5 70.6 74.0 81.1 87.7 89.8 75.8 84.0 91.0
Violence prevention 61.2 65.3 65.3 83.6 83.8 85.0 86.4 76.9 77.3

HIV, human immunodeficiency virus; STD, sexually transmitted disease.
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education. Curriculum requirements were more

common at the district level than at the state level.

Among all districts that provided elementary school

instruction, 31.2% required and 27.3% recommen-

ded that schools use 1 particular curriculum for

elementary school health education. The state edu-

cation agency contributed to the development of this

curriculum in 33.3% of the districts that had

a requirement or recommendation. The district itself

contributed to the development of this curriculum in

24.8% of the districts, a commercial company did so

in 10.6% of the districts, and other state agencies,

academic institutions, or state-level organizations or

coalitions each contributed to the development of

this curriculum in fewer than 5% of districts.

During the 2 years preceding the study, states and

districts provided a variety of materials for elemen-

tary school health education (Table 3). Generally,

states were most likely to provide plans for how to

assess or evaluate students in health education, and

districts were most likely to provide health education

curricula and lesson plans or learning activities.

Middle School Instruction. Nationwide, 76.5% of

states had adopted goals, objectives, or expected out-

comes for middle school health education. Similarly,

among districts nationwide that provided middle

school instruction, 80.9% had adopted goals, objec-

tives, or expected outcomes for middle school health

education. At least two thirds of states and districts

had adopted goals and objectives for middle school

health education that addressed the knowledge and

skills articulated in the National Health Education

Standards16 (Table 1).

Nationwide, 86.3% of states had adopted a policy

stating that middle schools will teach at least 1 of

the 14 health topics and 62.8% had adopted a policy

stating those schools will teach at least 7 of the 14.

Only 21.6% of states had adopted a policy stating

that middle schools will teach all 14. More than half

of all states had adopted a policy stating that middle

schools will teach about alcohol-use or other drug-

use prevention, emotional and mental health, HIV

prevention, human sexuality, injury prevention and

safety, nutrition and dietary behavior, other STD

prevention, physical activity and fitness, pregnancy

prevention, suicide prevention, tobacco-use preven-

tion, and violence prevention (Table 2). Less than

half of all states had adopted a policy stating that

middle schools will teach about asthma awareness

and food-borne illness prevention. Only 31.4% of

states had specified time requirements for at least 1

health topic or any health instruction at the middle

school level. Nationwide, 21.6% of states had adop-

ted a policy stating that middle school students will

be tested on health topics.

Among all districts nationwide that provided mid-

dle school instruction, 94.3% had adopted a policy

stating that those schools will teach at least 1 of the

14 health topics and 82.3% had adopted a policy

stating that they will teach at least 7 of the 14. Only

27.2% of districts had adopted a policy stating that

middle schools will teach all 14. More than two

thirds of all districts had adopted a policy stating that

middle schools will teach about alcohol-use or other

drug-use prevention, emotional and mental health,

HIV prevention, human sexuality, injury prevention

and safety, nutrition and dietary behavior, other STD

prevention, physical activity and fitness, pregnancy

prevention, tobacco-use prevention, and violence pre-

vention (Table 2). Less than two thirds of all districts

had adopted a policy stating that middle schools will

teach about asthma awareness, food-borne illness pre-

vention, and suicide prevention. Among the 85.5%

of districts that required middle schools to teach HIV

prevention, human sexuality, other STD prevention,

or pregnancy prevention, 72.7% had adopted a policy

stating that those schools will notify parents or guard-

ians before students receive the instruction, and

85.7% had adopted a policy stating that middle

schools will allow parents or guardians to exclude

Table 3. Percentage of All States, Districts, and Schools That Provided Health Education Materials, by School Level, SHPPS 2006

Health Education Material

% of All States % of All Districts % of All Schools

Elementary
Schools

Middle
Schools

High
Schools

Elementary
Schools

Middle
Schools

High
Schools

Elementary
Schools

Middle
Schools

High
Schools

Chart describing the scope and sequence
of instruction for health education

51.0 49.0 43.1 43.9 54.4 53.4 58.9 53.0 59.0

Goals, objectives, and expected health outcomes NA NA NA NA NA NA 81.9 79.9 85.2
Health education curriculum 37.3 37.3 33.3 57.5 62.3 64.5 77.4 72.5 78.9
Lesson plans or learning activities
for health education

49.0 54.9 54.9 56.1 55.5 48.9 57.5 45.7 55.3

List of recommended health education curricula 39.2 41.2 43.1 47.0 53.3 54.0 NA NA NA
List of recommended health education textbooks 39.2 43.1 43.1 33.7 49.9 58.1 NA NA NA
Plans for how to assess or evaluate students
in health education

60.0 64.7 58.8 39.8 47.6 47.8 55.2 46.6 55.1

NA, not asked at this level.
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their children from receiving the instruction. Two

thirds (66.8%) of districts had specified time require-

ments for at least 1 health topic or any health

instruction at the middle school level.

Only 7.8% of states required and 9.8% recom-

mended that districts or schools use 1 particular

curriculum for middle school health education. Cur-

riculum requirements were more common at the

district level than at the state level. Among all dis-

tricts that provided middle school instruction, 36.8%

required and 25.8% recommended that schools use 1

particular curriculum for middle school health educa-

tion. The state education agency contributed to the

development of this curriculum in 32.0% of the dis-

tricts that had a requirement or recommendation. The

district itself contributed to the development of this cur-

riculum in 34.3% of the districts, a commercial com-

pany did so in 12.7% of the districts, and other state

agencies, academic institutions, or state-level organiza-

tions or coalitions each contributed to the development

of this curriculum in less than 6% of districts.

During the 2 years preceding the study, states and

districts provided a variety of materials for middle

school health education (Table 3). Generally, states

were most likely to provide plans for how to assess

or evaluate students in health education, and dis-

tricts were most likely to provide health education

curricula, lesson plans or learning activities for health

education, a chart describing the scope and

sequence of instruction for health education, and

a list of recommended health education curricula.

High School Instruction. Nationwide, 78.4% of

states had adopted goals, objectives, or expected out-

comes for high school health education. Similarly,

among districts nationwide that provide high school

instruction, 82.9% had adopted goals, objectives, or

expected outcomes for high school health education.

More than two thirds of states and more than three

fourths of districts had adopted goals and objectives

for high school health education that addressed the

knowledge and skills articulated in the National

Health Education Standards16 (Table 1).

Nationwide, 90.2% of states had adopted a policy

stating that high schools will teach at least 1 of the

14 health topics and 60.8% had adopted a policy

stating that they will teach at least 7 of the 14. Only

21.6% of states had adopted a policy stating that

high schools will teach all 14. More than half of all

states had adopted a policy stating that high schools

will teach about alcohol-use or other drug-use pre-

vention, emotional and mental health, HIV preven-

tion, human sexuality, injury prevention and safety,

nutrition and dietary behavior, other STD preven-

tion, physical activity and fitness, pregnancy preven-

tion, suicide prevention, tobacco-use prevention,

and violence prevention (Table 2). Less than half of

all states had adopted a policy stating that high

schools will teach about asthma awareness and food-

borne illness prevention. Nearly, two thirds (60.8%)

of states had specified time requirements for at least

1 health topic or any health instruction at the high

school level. Nationwide, 21.6% of states had adop-

ted a policy stating that high school students will be

tested on health topics.

Among all districts nationwide that provided high

school instruction, 95.1% had adopted a policy stat-

ing that high schools will teach at least 1 of the 14

health topics and 87.4% had adopted a policy stating

that they will teach at least 7 of the 14. About one

third (35.5%) of districts had adopted a policy stat-

ing that high schools will teach all 14. More than

three fourths of all districts had adopted a policy

stating that high schools will teach about alcohol-

use or other drug-use prevention, emotional and

mental health, HIV prevention, human sexuality,

injury prevention and safety, nutrition and dietary

behavior, other STD prevention, physical activity

and fitness, pregnancy prevention, suicide preven-

tion, tobacco-use prevention, and violence preven-

tion (Table 2). Less than three fourths of all districts

had adopted a policy stating that high schools will

teach about asthma awareness and food-borne ill-

ness prevention. Among the 90.5% of districts that

required high schools to teach HIV prevention,

human sexuality, other STD prevention, or preg-

nancy prevention, 59.9% had adopted a policy stat-

ing that those schools will notify parents or

guardians before students receive the instruction,

and 76.3% had adopted a policy stating that high

schools will allow parents or guardians to exclude

their children from receiving the instruction. Most

(81.9%) districts had specified time requirements for

at least 1 health topic or any health instruction at

the high school level.

Only 7.8% of states required and 11.8% recom-

mended that districts or schools use 1 particular

curriculum for high school health education. Cur-

riculum requirements were more common at the

district than at the state level. Among all districts

that provided high school instruction, 37.5%

required and 25.1% recommended that schools use

1 particular curriculum for high school health edu-

cation. The state education agency contributed to

the development of this curriculum in 34.8% of

the districts that had a requirement or recom-

mendation. The district itself contributed to the

development of this curriculum in 34.8% of the

districts, a commercial company did so in 9.7%,

and other state agencies, academic institutions, or

state-level organizations or coalitions each contrib-

uted to the development of this curriculum in 5%

or fewer districts.

During the 2 years preceding the study, states and

districts provided a variety of materials for high
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school health education (Table 3). Generally, states

were most likely to provide plans for how to assess

or evaluate students in health education and lesson

plans or learning activities for health education, and

districts were most likely to provide health education

curricula and a list of recommended health educa-

tion textbooks.

Professional Preparation. Nationwide, 34.0% of

all states and 33.7% of all districts had adopted a pol-

icy stating that newly hired staff who teach health

education at the elementary school level will have

undergraduate or graduate training in health educa-

tion, 72.0% of states and 59.0% of districts had

adopted this policy for newly hired staff who teach

health education at the middle school level and

82.0% of states and 78.1% of districts had adopted

this policy for newly hired staff who teach health

education at the high school level.

Nationwide, 94.1% of all states offered some type

of certification, licensure, or endorsement to teach

health education. Specifically, 62.7% of states offered

certification, licensure, or endorsement to teach

health education for grades K-12; 19.6% offered it

for elementary school; 54.9% offered it for middle

school; and 58.8% offered it for high school. In

addition, 44.0% of states offered a combined health

education and physical education certification,

licensure, or endorsement for grades K-12; 24.0% of-

fered it for elementary school; 30.0% offered it for

middle school; and 32.0% offered it for high school.

Only 21.3% of all states and 41.7% of all districts

had adopted a policy stating that newly hired staff

who teach health education at the elementary

school level will be certified, licensed, or endorsed

by the state to teach health education. In contrast,

72.3% of states and 69.7% of districts had adopted

this policy for newly hired staff at the middle school

level and 78.7% of states and 82.8% of districts

had adopted it for newly hired staff at the high

school level.

In addition, 15.7% of all states and 35.0% of all

districts had adopted a policy stating that newly

hired staff who teach health education at the middle

school level will be Certified Health Education Spe-

cialists (CHES), and 17.6% of states and 40.6% of

districts had adopted it for newly hired staff who

teach health education at the high school level.

Staffing and Staff Development. Nationwide,

22.0% of states had adopted a policy stating that

each school district will have someone oversee or

coordinate school health education and 13.7% of

states had adopted a policy stating that each school

will have someone perform this function at the

school (eg, a lead health education teacher). Among

all districts, 42.6% had adopted a policy stating that

each school will have someone oversee or coordi-

nate health education at the school.

Nationwide, 61.7% of states had adopted a policy

stating that teachers will earn continuing education

credits on health topics to maintain state certifica-

tion, licensure, or endorsement to teach health edu-

cation. Among all districts, 39.2% had a policy

stating that those who taught health education will

earn continuing education credits on health educa-

tion topics.

Staff development was defined as workshops, con-

ferences, continuing education, graduate courses, or

any other kind of in-service on health topics or

teaching methods. During the 2 years preceding the

study, 94.1% of all states provided funding for staff

development or offered staff development for those

who taught health education on at least 1 of the 14

health topics. Specifically, more than three fourths

of all states provided funding for staff development

or offered staff development for those who taught

health education on alcohol-use or other drug-use

prevention, HIV prevention, injury prevention and

safety, nutrition and dietary behavior, other STD

prevention, physical activity and fitness, tobacco-use

prevention, and violence prevention (Table 4). Less

than three fourths of all states provided funding for

staff development or offered staff development for

those who taught health education on asthma

awareness, emotional and mental health, food-borne

illness prevention, human sexuality, pregnancy pre-

vention, and suicide prevention. In addition, more

than three fourths of all states provided funding for

staff development or offered staff development on

encouraging family or community involvement,

teaching skills for behavior change, using classroom

management techniques (eg, social skills training,

environmental modification, conflict resolution and

mediation, and behavior management), and using

interactive teaching methods (eg, role plays or coop-

erative group activities). Less than three fourths of

all states provided funding for staff development or

offered staff development on assessing or evaluating

students in health education; teaching students of

various cultural backgrounds; teaching students with

limited English proficiency; and teaching students

with long-term physical, medical, or cognitive dis-

abilities.

Districts also provided funding for staff develop-

ment or offered staff development on health topics

and teaching methods (Table 4). During the 2 years

preceding the study, 94.7% of all districts provided

funding for staff development or offered staff devel-

opment for those who taught health education on at

least 1 of the 14 health topics. Specifically, more

than half of all districts provided funding for staff

development or offered staff development for those

who taught health education on alcohol-use or

other drug-use prevention, emotional and mental

health, HIV prevention, human sexuality, injury
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prevention and safety, nutrition and dietary behav-

ior, other STD prevention, physical activity and fit-

ness, suicide prevention, tobacco-use prevention,

and violence prevention. Less than half of all dis-

tricts provided funding for staff development or

offered staff development for those who taught

health education on asthma awareness, food-borne

illness prevention, and pregnancy prevention. More

than half of all districts provided funding for staff

development or offered staff development on enc-

ouraging family or community involvement; teach-

ing skills for behavior change; teaching students

with long-term physical, medical, or cognitive dis-

abilities; using classroom management techniques;

and using interactive teaching methods. Less than

half of all districts provided funding for staff develop-

ment or offered staff development on assessing or

evaluating students in health education, teaching

students of various cultural backgrounds, and teach-

ing students with limited English proficiency.

Collaboration. State-level health education staff

often collaborate with other staff in the state educa-

tion agency. During the 12 months preceding the

study, state-level health education staff worked on

health education activities with nutrition or food

service staff in 94.1% of states, with physical educa-

tion staff in 82.4%, with health services staff in

74.5%, and with mental health or social services

staff in 70.6%. State-level health education staff also

collaborated with staff from other agencies and

organizations. During the 12 months preceding the

study, in at least half of all states, state-level health

education staff worked on health education activities

with the state health department (98.0%); a state-

level school health committee, council, or team

(94.0%); colleges or universities (92.2%); a state-

level health organization (eg, American Heart Asso-

ciation or American Cancer Society) (90.0%); the

state-level American Alliance for Health, Physical

Education, Recreation, and Dance (86.0%); a

Table 4. Percentage of All States and Districts That Provided Funding for Staff Development or Offered Staff Development for Those
Who Teach Health Education* and Percentage of Elementary School Classes Covering Required Health Instruction and Required
Health Education Courses in Middle or High School That Had a Teacher Who Received Staff Development* and Who Wanted
Staff Development on Health Topics and Teaching Methods, SHPPS 2006

% of All States
That Provided Funding
for or Offered Staff

Development

% of All Districts
That Provided Funding
for or Offered Staff

Development

% of Classes or
Courses That Had a

Teacher Who Received
Staff Development

% of Classes or
Courses That Had a
Teacher Who Wanted
Staff Development

Health Topic
Alcohol-use or other drug-use prevention 82.0 71.0 26.6 29.1
Asthma awareness 63.3 45.9 23.6 26.9
Emotional and mental health 59.6 58.6 31.6 40.4
Food-borne illness prevention 47.9 41.3 16.7 19.5
HIV prevention 84.0 61.5 22.9 16.7
Human sexuality 68.0 52.7 12.9 14.2
Injury prevention and safety 76.0 66.2 41.3 20.3
Nutrition and dietary behavior 88.0 65.3 31.1 45.5
Other STD prevention 80.0 60.6 14.4 15.3
Physical activity and fitness 82.4 75.3 34.3 35.7
Pregnancy prevention 72.0 47.4 7.2 12.0
Suicide prevention 66.7 56.1 14.0 21.3
Tobacco-use prevention 82.4 67.5 21.4 24.4
Violence prevention 85.1 77.6 59.4 38.0

Teaching Method
Assessing or evaluating students in
health education

73.5 49.9 23.4 33.4

Encouraging family or community
involvement

79.2 64.2 41.4 25.8

Teaching skills for behavior change 85.7 66.8 52.5 34.5
Teaching students of various cultural
backgrounds

60.4 46.1 43.3 22.7

Teaching students with limited English
proficiency

36.2 44.8 35.9 23.3

Teaching students with long-term physical,
medical, or cognitive disabilities

57.1 58.5 56.1 26.5

Using classroom management techniques 77.1 74.9 70.5 32.4
Using interactive teaching methods 85.4 66.1 63.6 24.7

HIV, human immunodeficiency virus; STD, sexually transmitted disease.

*During the 2 years preceding the study.
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state-level nurses’ association (82.0%); the state

mental health or social services agency (74.0%);

businesses (62.7%); and a state-level physicians’

organization (eg, American Academy of Pediatrics)

(62.0%).

District-level health education staff collaborate

with other staff in the district office. During the 12

months preceding the study, district-level health

education staff worked on health education activities

with general curriculum coordinators or supervisors

in 65.2% of districts, physical education staff in

63.9%, health services staff in 55.3%, nutrition or

food service staff in 55.3%, and mental health or

social services staff in 38.9%. During the 12 months

preceding the study, district-level health education

staff also worked on health education activities with a

local law enforcement agency (64.6%), a health

organization (63.6%), local fire or emergency serv-

ices (55.1%), a local health department (48.1%),

a local mental health or social services agency

(44.6%), a local hospital (35.9%), local business

(26.8%), a local college or university (26.4%), and

a local service club (eg, Rotary Club) (22.4%).

Evaluation. During the 2 years preceding the

study, 66.6% of districts nationwide evaluated their

health education curricula, 63.3% evaluated

their health education policies, and 50.3% evaluated

their staff development or in-service programs.

Health Education Coordinators. Among the

94.1% of states that had someone who oversees or

coordinates school health education, 89.6% had that

person serve as the respondent to the state-level

health education SHPPS questionnaire. Among those

respondents, 100% had an undergraduate degree:

57.1% majored in health education; 50.0% in physi-

cal education; 9.5% in some other education field;

7.1% in biology or another science; 4.8% in kinesi-

ology, exercise physiology, or exercise science; 2.4%

in public health; and 2.4% in home economics or

family and consumer science. Among the state-level

coordinators who served as the SHPPS respondent,

64.3% had an undergraduate minor: 25.9% minored

in health education, 18.5% in some other education

field, 7.4% in physical education, and 7.4% in biol-

ogy or another science. Among the state-level coor-

dinators who served as the SHPPS respondent,

85.7% had a graduate degree: the most common

graduate degree was in health education (40.5%),

followed by some other education field (29.7%);

physical education (27.0%); kinesiology, exercise

physiology, or exercise science (8.1%); public health

(2.7%); and biology or another science (2.7%).

Among the state-level coordinators who served as

the SHPPS respondent, 89.2% had an undergraduate

major, an undergraduate minor, or a graduate

degree in health education. One third (32.6%) were

CHES. More than half (55.8%) were certified,

licensed, or endorsed by the state to teach health

education at the elementary school level, 69.8% at

the middle school level, and 69.8% at the high

school level.

At the district level, 70.3% of districts had some-

one who oversees or coordinates school health

education. Unfortunately, the number of these coor-

dinators who served as the respondent to the dis-

trict-level health education SHPPS questionnaire was

too small for meaningful analysis of the data about

their qualifications.

Changes Between 2000 and 2006 at the State and

District Levels. Between 2000 and 2006, the per-

centage of states that had adopted a policy stating

that districts or schools will follow national or state

health education standards or guidelines increased

from 60.8% to 74.5%, whereas the percentage of

states that had adopted a policy encouraging districts

or schools to follow health education standards or

guidelines decreased from 29.4% to 7.8%. Similarly,

the percentage of districts requiring schools to follow

national, state, or district health education standards

or guidelines increased from 68.8% to 79.3%.

Between 2000 and 2006, the percentage of states

and districts requiring schools to teach about topics

related to human sexuality, violence prevention,

and injury prevention increased. The percentage of

states requiring elementary schools to teach about

suicide prevention increased from 26.0% to 44.0%;

the percentage requiring middle schools to teach

about human sexuality and about pregnancy pre-

vention increased from 46.0% to 58.8% and from

45.1% to 58.8%, respectively; and the percentage

requiring high schools to teach about human sexual-

ity and about pregnancy prevention increased from

46.9% to 60.8% and from 45.1% to 58.0%, respec-

tively. The percentage of districts requiring elemen-

tary schools to teach about injury prevention and

safety and about violence prevention increased from

66.2% to 77.4% and from 73.4% to 83.6%, respec-

tively; the percentage requiring middle schools to

teach about injury prevention and safety and about

violence prevention increased from 66.7% to 80.3%

and from 71.6% to 83.8%, respectively; and the per-

centage requiring high schools to teach about vio-

lence prevention increased from 74.5% to 85.0%.

The percentage of states providing plans for how

to assess or evaluate students in elementary school

health education increased from 49.0% to 60.0%,

but the percentage of states providing other types of

materials decreased between 2000 and 2006. Specifi-

cally, the percentage of states providing a chart

describing the scope and sequence of instruction for

elementary school and for high school health educa-

tion decreased from 62.0% to 51.0% and from

57.1% to 43.1%, respectively, and the percentage

providing a high school health education curriculum
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decreased from 49.0% to 33.3%. In addition, the

percentage of states providing a list of 1 or more rec-

ommended health education curricula decreased for

elementary schools (from 56.0% to 39.2%), middle

schools (from 62.0% to 41.2%), and high schools

(from 61.2% to 43.1%).

Professional preparation expectations increased

among some states and districts between 2000 and

2006. The percentage of states adopting a policy stat-

ing that newly hired staff who teach health educa-

tion at the middle school and high school levels will

be CHES increased from 2.0% to 15.7% and from

2.0% to 17.6%, respectively. Similarly, the percent-

age of districts adopting such a policy at the middle

school and high school levels increased from 12.2%

to 35.0% and from 16.0% to 40.6%, respectively.

Further, the percentage of districts adopting a policy

stating that newly hired staff who teach health edu-

cation at the middle school level will be certified,

licensed, or endorsed by the state to teach health

education increased from 57.8% to 69.7%.

Between 2000 and 2006, the percentage of states

adopting a policy stating that teachers will earn con-

tinuing education credits on health topics to main-

tain state certification, licensure, or endorsement to

teach health education increased from 47.8% to

61.7%. To support this type of staff development

policy, an increased percentage of states provided

funding for staff development or offered staff devel-

opment for those who taught health education on

injury prevention and safety (from 39.6% to

76.0%), nutrition and dietary behavior (from 76.0%

to 88.0%), physical activity and fitness (from 68.8%

to 82.4%), and suicide prevention (from 50.0% to

66.7%). The percentage of states providing funding

for staff development or offering staff development

for those who taught health education on teaching

students with long-term physical, medical, or cogni-

tive disabilities also increased from 46.0% to 57.1%.

However, a decreased percentage of states provided

funding for staff development or offered staff devel-

opment for those who taught health education on

HIV prevention (from 96.1% to 84.0%) and other

STD prevention (from 92.2% to 80.0%). An in-

creased percentage of districts provided funding for

staff development or offered staff development on

emotional and mental health (from 44.0% to 58.6%),

injury prevention and safety (from 40.0% to

66.2%), nutrition and dietary behavior (43.3%

to 65.3%), physical activity and fitness (43.3% to

75.3%), other STD prevention (from 47.5% to

60.6%), suicide prevention (from 41.5% to 56.1%),

and violence prevention (from 62.1% to 77.6%).

More districts also provided funding for staff devel-

opment or offered staff development on encouraging

family and community involvement (from 51.0% to

64.2%), teaching skills for behavior change (from

54.6% to 66.8%), and teaching students with lim-

ited English proficiency (from 27.7% to 44.8%).

Between 2000 and 2006, increased collaboration

was detected between state-level health education

staff and state-level school nutrition or food service

staff (from 75.5% to 94.1%) and with businesses

(from 49.0% to 62.7%) and decreased collaboration

was detected with state-level health services staff

(from 90.0% to 74.5%). Increased collaboration was

detected between district-level health education staff

and district-level nutrition or food service staff (from

27.7% to 55.3%).

Evaluation activities at the district level increased

between 2000 and 2006. Specifically, increases were

noted in the percentage of districts evaluating health

education curricula (from 53.2% to 66.6%), health

education policies (from 37.3% to 63.3%), and

health education staff development programs (from

36.6% to 50.3%).

Health Education at the School Level
Health Education Requirements. Nationwide,

92.0% of all schools required students to receive in-

struction on at least 1 of the 14 health topics. Almost

two thirds (61.0%) of all schools required instruction

on health topics in at least 1 specific grade. Among all

schools that had kindergarten students, 35.8% required

health education in kindergarten, 44.6% of all schools

that had 1st-grade students required it in 1st grade,

43.5% required it in 2nd grade, 47.7% required it in

3rd grade, 50.3% required it in 4th grade, 60.4%

required it in 5th grade, 52.0% required it in 6th grade,

53.3% required it in 7th grade, 49.9% required it in

8th grade, 34.3% required it in 9th grade, 25.2%

required it in 10th grade, 12.0% required it in 11th

grade, and 8.5% required it in 12th grade.

The duration of required instruction on health

topics varied by grade. Rounding numbers to the

nearest whole number, required instruction on health

topics was taught for a median of 32 weeks in kinder-

garten, 31 weeks in grades 1-2, 19 weeks in grade 3,

17 weeks in grades 4-5, 12 weeks in grades 6-7, 11

weeks in grade 8, 17 weeks in grade 9, 15 weeks in

grade 10, 14 weeks in grade 11, and 12 weeks in

grade 12. Required instruction on health topics was

taught for a median of 2 days per week in each of

grades K-4, for a median of 3 days per week in grade

5, 2 days per week in grade 6, 3 days per week in

grades 7-8, and 5 days per week in grades 9-12. Each

class period of required instruction on health topics

lasted a median of 28 minutes in each of grades K-3,

a median of 32 minutes in grade 4, 38 minutes in

grade 5, 45 minutes in grades 6-8, 54 minutes in

grade 9, 52 minutes in grades 10-11, and 51 minutes

in grades 12. Across all grades, the median duration

of the required instruction on health topics was 17

weeks, 5 days per week, and 45 minutes per session.
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In some schools, health education was required

but not in a specific grade. Nationwide, 56.6% of all

schools required students to receive instruction on

health topics as part of a specific class or course. This

included 45.2% of elementary schools, 65.4% of

middle schools, and 69.0% of high schools. This

required instruction had to be taken before students

were promoted to the next school level.

In addition to required instruction on health topics,

39.8% of all middle schools and high schools offered

elective courses that include instruction on health

topics. Health education also was offered outside the

traditional classroom setting. For example, 67.5% of

schools used school assemblies and 28.8% used health

fairs to provide information about health topics to stu-

dents. Health education centers were defined as offer-

ing instruction on health topics in place of or to

enhance health education provided by schools. They

are either independent, nonprofit organizations or

affiliated with other public institutions, such as hospi-

tals, science museums, or universities. Nationwide,

53.3% of schools used health education centers to pro-

vide information on health topics to students.

The perceived importance of an academic subject

is often reflected in the grading system used to eval-

uate students. Among the 92.0% of schools that

required students to receive instruction on at least 1

of the 14 health topics, 71.6% provided letter or

numerical grades for required health education,

10.8% used a pass/fail system, and 14.1% did not

provide grades. When determining grade point aver-

ages, honor roll status, or other indicators of aca-

demic standing, 63.9% of schools used grades from

required health education in the same way as grades

from other subject areas. In 29.7% of schools, if stu-

dents failed required health education, they were

required to repeat it.

Nationwide, 75.7% of all schools had students with

long-term (defined as ongoing, not temporary disability

like a broken bone) physical, medical, or cognitive

disabilities. In 76.7% of these schools, health educa-

tion was included in those students’ individualized

education programs (defined as documents written

by school administrators, teachers, and parents that

identify annual goals, strategies, or services provided

for students with special educational needs) or 504

plans (defined as documents that describe a program

of instructional services to assist students with special

needs who are in a regular educational setting).

Elementary School Instruction. Nationwide,

83.2% of all elementary schools followed national,

state, or district health education standards or guide-

lines. These standards or guidelines were based on

the National Health Education Standards16 in 65.6% of

all elementary schools. Further, almost two thirds or

more of all elementary schools had adopted goals and

objectives for health education that specifically

addressed the knowledge and skills articulated in the

National Health Education Standards16 (Table 1).

Nationwide, 92.6% of elementary schools

required students to receive instruction on at least 1

of the 14 health topics and 70.0% required instruc-

tion on at least 7 of the 14. Only 6.4% of elemen-

tary schools required instruction on all 14. More

than two thirds of all elementary schools required

students to receive instruction on alcohol-use or

other drug-use prevention, emotional and mental

health, injury prevention and safety, nutrition and

dietary behavior, physical activity and fitness,

tobacco-use prevention, and violence prevention

(Table 2). Less than half required students to receive

instruction on asthma awareness, food-borne illness

prevention, HIV prevention, human sexuality, other

STD prevention, pregnancy prevention, and suicide

prevention. Among elementary schools that required

students to receive instruction on HIV prevention,

human sexuality, other STD prevention, or pregnancy

prevention, 90.6% notified parents or guardians

before students received instruction on these topics

and 94.3% allowed parents or guardians to exclude

their children from receiving such instruction.

Those who taught health education in elementary

schools were provided with a variety of materials

(Table 3). In particular, they were most likely to be

provided with goals, objectives, and expected health

outcomes and a health education curriculum.

Middle School Instruction. Nationwide, 81.3% of

all middle schools followed national, state, or district

health education standards or guidelines. These

standards or guidelines were based on the National

Health Education Standards16 in 69.0% of all middle

schools. Further, more than two thirds of all middle

schools had adopted goals and objectives for health

education that specifically addressed the knowledge

and skills articulated in the National Health Education

Standards16 (Table 1).

Nationwide, 90.1% of middle schools required stu-

dents to receive instruction on at least 1 of the 14

health topics; 83.0% required instruction on at least 7

of the 14. Only 20.6% of middle schools required

instruction on all 14. More than two thirds of all mid-

dle schools required students to receive instruction on

alcohol-use or other drug-use prevention, emotional

and mental health, HIV prevention, human sexuality,

injury prevention and safety, nutrition and dietary

behavior, other STD prevention, physical activity and

fitness, tobacco-use prevention, and violence preven-

tion (Table 2). Less than two thirds of all middle

schools required students to receive instruction on

asthma awareness, food-borne illness prevention, preg-

nancy prevention, and suicide prevention. Among

middle schools that required students to receive

instruction on HIV prevention, human sexuality, other

STD prevention, or pregnancy prevention, 79.4%
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notified parents or guardians before students received

instruction on these topics and 95.8% allowed parents

or guardians to exclude their children from receiving

such instruction.

Those who teach health education in middle

school were provided with a variety of materials

(Table 3). In particular, they were most likely to be

provided with goals, objectives, and expected health

outcomes and a health education curriculum.

High School Instruction. Nationwide, 88.6% of

all high schools followed national, state, or district

health education standards or guidelines. These

standards or guidelines were based on the National

Health Education Standards16 in 71.1% of all high

schools. Further, more than three fourths of all high

schools had adopted goals and objectives for health

education that specifically addressed the knowledge

and skills articulated in the National Health Education

Standards16 (Table 1).

Nationwide, 93.6% of high schools required stu-

dents to receive instruction on at least 1 of the 14

health topics; 89.7% required instruction on at least

7 of the 14. About one third (35.8%) required

instruction on all 14. More than three fourths of all

high schools required students to receive instruction

on alcohol-use or other drug-use prevention, emo-

tional and mental health, HIV prevention, human

sexuality, injury prevention and safety, nutrition

and dietary behavior, other STD prevention, physical

activity and fitness, pregnancy prevention, suicide

prevention, tobacco-use prevention, and violence

prevention (Table 2). Less than three fourths of all

high schools required students to receive instruction

on asthma awareness and food-borne illness preven-

tion. Among high schools that required students to

receive instruction on HIV prevention, human sexu-

ality, other STD prevention, or pregnancy preven-

tion, 63.3% notified parents or guardians before

students received instruction on these topics and

87.0% allowed parents or guardians to exclude their

children from receiving such instruction.

Those who taught health education in high

schools were provided with a variety of materials

(Table 3). In particular, they were most likely to be

provided with goals, objectives, and expected health

outcomes and a health education curriculum.

Staffing and Professional Preparation. Nation-

wide, 67.8% of schools had someone who oversees

or coordinates health education. Unfortunately, the

number of these coordinators who served as the re-

spondent to the school-level health education SHPPS

questionnaire was too small for meaningful analysis

of the data about their qualifications.

Health education was usually taught by more

than 1 teacher or staff member in each school; con-

sequently, the following percentages add up to

greater than 100%. At the elementary school level,

regular classroom teachers taught required health

instruction in 85.7% of schools, physical education

teachers or specialists in 55.0%, school nurses in

40.8%, school counselors in 31.4%, and health edu-

cation teachers or specialists in 19.0%.

At the middle school level, health education

teachers taught required health education in 58.8%

of schools, other teachers in 55.1%, physical educa-

tion teachers in 52.6%, school nurses in 20.6%, and

school counselors in 19.8%.

At the high school level, health education teach-

ers taught required health education in 78.4% of

schools, physical education teachers in 48.2%, other

teachers in 30.8%, school nurses in 18.8%, and

school counselors in 11.1%.

Nationwide, 35.5% of elementary schools, 56.9%

of middle schools, and 76.8% of high schools

required newly hired staff who teach required health

instruction to have undergraduate or graduate train-

ing in health education. Further, 32.9% of elemen-

tary schools, 50.7% of middle schools, and 72.8% of

high schools required newly hired staff who teach

required health instruction to be certified, licensed,

or endorsed by the state in health education. In

addition, 35.7% of elementary schools, 45.4% of

middle schools, and 56.0% of high schools required

such staff to earn continuing education credits on

health education topics. Nationwide, 9.5% of middle

schools and 16.5% of high school required such staff

to be CHES.

Collaboration. Health education staff collabo-

rated with other school staff on health education

activities. During the 12 months preceding the study,

school-level health education staff worked on health

education activities with physical education staff in

65.8% of schools, health services staff in 56.0%,

mental health or social services staff in 53.0%, and

nutrition or food service staff in 39.3%. Health edu-

cation staff also collaborated with staff from outside

agencies or organizations. During the 12 months

preceding the study, school-level health education

staff worked on health education activities with

a health organization in 53.8% of schools, a local

law enforcement agency in 48.5%, local fire or

emergency medical services in 43.7%, a local health

department in 38.4%, a local mental health or social

services agency in 33.3%, a local hospital in 25.8%,

a local college or university in 24.6%, a local busi-

ness in 21.3%, and a local service club (eg, Rotary

Club) in 16.7%.

Changes Between 2000 and 2006 at the School

Level. Between 2000 and 2006, the percentage of

schools requiring newly hired staff who teach health

topics to be certified, licensed, or endorsed by the

state in health education increased from 35.0% to

45.9%. No other changes in school-level estimates

met the criteria for inclusion.
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Health Education at the Classroom Level
Elementary schools generally have a class struc-

ture based on grade, whereas middle schools and

high schools have a course structure. This means

that in elementary schools, required instruction on

health topics usually occurs as part of the curriculum

for each (or a particular) grade, not as a separate

course of study. In contrast, 43.2% of required

health education courses in middle and high school

were devoted solely to health topics, 21.8% were

a combined health education or physical education

course, and 35.0% were mainly about some subject

other than health, such as science, social studies, or

language arts. The median enrollment for health

education classes was 20.5 students in elementary

schools, 24.3 students in middle schools, and 24.2

students in high schools.

Elementary School Instruction. For planning or

teaching required health instruction, teachers in at

least 1 class in more than half of elementary schools

used state-, district-, or school-developed curricula

or guidelines for health education (87.8%), materials

from health organizations (79.2%), the National

Health Education Standards16 (62.7%), a commercially

developed teacher’s guide (64.3%), a commercially

developed curriculum (62.0%), and health educa-

tion performance assessment materials (53.9%). In

addition, teachers in at least 1 class in 44.2% of ele-

mentary schools used a commercially developed stu-

dent textbook for planning or teaching, and students

in 45.5% of elementary schools used a textbook for

required health instruction in at least 1 class.

The percentage of all elementary schools teaching

14 health topics in at least 1 class as part of required

health instruction was assessed. In more than two

thirds of all elementary schools, teachers in at least 1

class taught alcohol-use or other drug-use preven-

tion (77.2%), emotional and mental health (70.3%),

injury prevention and safety (83.4%), nutrition and

dietary behavior (89.8%), physical activity and fit-

ness (80.4%), tobacco-use prevention (79.1%), and

violence prevention (85.3%). In less than half of all

elementary schools, teachers in at least 1 class taught

asthma awareness (35.1%), food-borne illness pre-

vention (41.0%), HIV prevention (18.5%), human

sexuality (23.7%), other STD prevention (7.0%),

pregnancy prevention (7.0%), and suicide preven-

tion (14.0%). Nationwide, 15.9% of elementary

school classes covering HIV prevention, human sex-

uality, other STD prevention, or pregnancy preven-

tion had at least 1 and a median of 1.5 students

excused from attending class by a parent or guardian

when these topics were presented. Table 5 shows

the median number of hours of instruction teachers

provided on 11 of the 14 health topics (among the

elementary school classes in which the topic was

taught as part of required health instruction).

Tables 6-18 describe the percentage of all elemen-

tary schools in which teachers in at least 1 class

taught subtopics related to alcohol-use or other drug-

use prevention, emotional and mental health, HIV

prevention, human sexuality, injury prevention,

nutrition and dietary behavior, physical activity, per-

sonal health and wellness, pregnancy prevention,

STD prevention, suicide prevention, tobacco-use pre-

vention, and violence prevention as part of required

health instruction.

SHPPS 2006 also assessed the percentage of ele-

mentary schools providing opportunities to practice

(eg, through role playing) communication, decision-

making, or goal-setting skills as part of required health

instruction. In more than half of all elementary

schools, teachers in at least 1 class provided opportu-

nities to practice these skills related to alcohol-use or

other drug-use prevention (62.5%), emotional and

mental health (56.5%), injury prevention and safety

Table 5. Median Number of Hours of Required Instruction That Teachers Provided on Health Topics,* by School Level, SHPPS 2006

Health Topic

Median Number of Hours of Instruction

Elementary School Classes Middle School Courses High School Courses

Alcohol-use or other drug-use prevention 2.6 5.5 7.0
Emotional and mental health 2.6 2.8 4.2
HIV prevention 1.1 1.5 2.2
Injury prevention and safety 2.1 1.8 2.4
Nutrition and dietary behavior 3.4 4.2 5.9
Other STD prevention 0.7 1.8 2.4
Physical activity and fitness 2.4 3.1 4.5
Pregnancy prevention 1.3 2.7 3.5
Suicide prevention NA 0.4 1.4
Tobacco-use prevention 1.9 3.5 4.1
Violence prevention 2.6 2.5 2.5

HIV, human immunodeficiency virus; NA, not asked at this level; STD, sexually transmitted disease.

*Among the elementary school classes in which the topic was taught as part of required health instruction, and among the required health education courses in middle schools and high

schools in which the topic was taught.
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(61.5%), nutrition and dietary behavior (63.3%),

physical activity and fitness (53.0%), tobacco-use

prevention (61.9%), and violence prevention

(70.5%). In only 10.4% of elementary schools did

teachers in at least 1 class provide opportunities to

practice these skills related to human sexuality. In

48.5% of elementary schools, teachers in at least 1

class provided students with opportunities to taste

new, healthful foods as part of required health

instruction.

Middle School Instruction. In more than half of

middle schools, teachers in at least 1 required health

education course used state-, district-, or school-

developed curricula or guidelines for health education

Table 6. Percentage of All Schools in Which Teachers Taught* Alcohol-Use or Other Drug-Use Prevention Topics as Part of Required
Instruction, by School Level, SHPPS 2006

Alcohol-Use or Other Drug-Use Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Benefits of not using alcohol 68.8 80.4 91.4
Benefits of not using illegal drugs 70.7 79.4 90.3
Distinguishing between medicinal and nonmedicinal drug use 66.4 75.1 83.1
Drink equivalents and blood alcohol content 17.1 62.9 87.5
Effects of alcohol or other drug use on decision making 70.2 81.5 92.8
How many young people use alcohol or other drugs 34.0 66.3 80.6
How students can influence or support others in efforts

to prevent alcohol or other drug use
66.9 79.2 88.2

How students can influence or support others in efforts
to quit using alcohol or other drugs

55.4 74.6 83.9

How to find valid information on services related to alcohol-use
or other drug-use prevention or cessation

29.2 66.0 81.8

Influence of families on alcohol or other drug use 62.5 79.2 91.2
Influence of the media on alcohol or other drug use 51.0 77.9 89.3
Long-term health consequences of alcohol use and addiction 61.9 80.2 92.8
Long-term health consequences of illegal drug use and addiction 63.8 78.1 90.6
Making a personal commitment not to use alcohol or other drugs 70.2 72.2 79.9
Resisting peer pressure to use alcohol or other drugs 71.4 81.6 92.2
Short-term health consequences of alcohol use and addiction 68.8 79.7 90.9
Short-term health consequences of illegal drug use and addiction 66.9 77.5 89.8
Social or cultural influences on alcohol or other drug use 54.9 76.8 87.3

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.

Table 7. Percentage of All Schools in Which Teachers Taught* Emotional and Mental Health Topics as Part of Required Instruction,
by School Level, SHPPS 2006

Emotional and Mental Health Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Appropriate ways to express and deal with emotions and feelings 67.0 74.1 86.6
Being sensitive to the feelings of others 67.7 75.1 86.6
Causes, signs, and effects of depression 30.1 63.5 82.6
Causes, signs, and effects of stress 47.3 73.1 88.5
Establishing and maintaining healthy relationships 63.9 73.3 85.4
Feelings and emotions associated with loss and grief 53.7 62.2 74.8
Healthy ways to express affection, love, friendship, and concern 65.8 70.1 79.7
How emotions change during adolescence NA 70.1 81.8
How mental illness is diagnosed and treated 12.1 39.1 65.0
How students can influence or support others to

promote emotional and mental health
54.2 67.6 78.3

How to find valid information or services related
to emotional or mental health

23.6 58.4 76.5

Influence of families on emotional and mental health 44.0 65.6 81.5
Influence of the media on emotional and mental health 26.9 53.2 65.0
Interrelationships of physical, mental, emotional,

social, and spiritual health
42.9 68.1 82.3

Positive and negative ways of dealing with stress 56.9 74.9 87.7
Social or cultural influences on emotional and mental health 33.8 61.4 74.2
Strategies for controlling impulsive behaviors 59.5 58.3 67.9
When to seek help for mental health problems 29.6 59.5 77.8

NA, not asked at this level.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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(86.0%); materials from health organizations

(73.3%); a commercially developed teacher’s guide

(71.5%); health education performance assessment

materials (67.8%); the National Health Education

Standards16 (58.7%); and a commercially developed

curriculum (51.2%). In 74.8% of middle schools,

teachers in at least 1 required health education

course used a commercially developed student text-

book for planning or teaching, and students in

78.4% of middle schools used a textbook in at least

1 required health education course.

The percentage of all middle schools teaching 14

health topics in at least 1 required health education

course was assessed. In more than two thirds of all

middle schools, teachers in at least 1 required health

education course taught alcohol-use or other drug-

use prevention (82.8%), emotional and mental

health (79.9%), HIV prevention (73.5%), human

sexuality (67.8%), injury prevention and safety

(76.8%), nutrition and dietary behavior (84.8%),

other STD prevention (68.0%), physical activity and

fitness (77.9%), tobacco-use prevention (81.5%),

and violence prevention (73.2%). In fewer than two

thirds of all middle schools, teachers in at least 1

required health education course taught asthma

awareness (46.6%), food-borne illness prevention

(54.0%), pregnancy prevention (61.4%), and suicide

prevention (52.4%). Nationwide, 26.1% of required

health education courses in middle schools covering

HIV prevention, human sexuality, other STD pre-

vention, or pregnancy prevention had at least 1 and

a median of 1.1 students excused from attending

class by a parent or guardian when these topics were

presented. Table 5 shows the median number of

hours of instruction teachers provided on 11 of the

14 health topics (among the required health educa-

tion courses in middle schools in which the topic

was taught).

Tables 6-18 describe the percentage of all middle

schools in which teachers in at least 1 class taught

subtopics related to alcohol-use or other drug-use

prevention, emotional and mental health, HIV pre-

vention, human sexuality, injury prevention, nutri-

tion and dietary behavior, physical activity, personal

Table 8. Percentage of All Schools in Which Teachers Taught* HIV Prevention Topics as Part of Required Instruction,
by School Level, SHPPS 2006

HIV Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Compassion for persons living with HIV or AIDS 11.0 57.9 69.2
How HIV affects the human body 12.2 68.9 81.1
How HIV is diagnosed and treated 6.4 58.2 76.7
How HIV is transmitted 14.8 71.6 84.6
How to find valid information or services related
to HIV or HIV counseling or testing

7.6 50.9 75.8

How to prevent HIV infection 15.4 69.5 85.2
Signs and symptoms of HIV and AIDS 9.6 63.7 80.0

AIDS, acquired immunodeficiency syndrome; HIV, human immunodeficiency virus.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.

Table 9. Percentage of All Schools in Which Teachers Taught* Human Sexuality Topics as Part of Required Instruction, by School
Level, SHPPS 2006

Human Sexuality Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Abstinence as the most effective method to avoid pregnancy,
HIV, and other STDs

12.3 75.8 86.6

Condom efficacy NA 42.0 65.4
Dating and relationships 9.2 66.2 79.0
How students can influence or support others to make healthy
decisions related to sexual behavior

13.8 67.1 79.8

How to correctly use a condom NA 21.0 38.5
Human development issues (eg, reproductive anatomy and puberty) 22.2 69.4 76.7
Influence of families on sexual behavior 6.5 45.2 62.1
Influence of the media on sexual behavior 12.4 60.3 77.1
Marriage and commitment 8.5 60.4 69.2
Resisting peer pressure to engage in sexual behavior 15.8 72.6 82.8
Risks associated with having multiple sexual partners NA 65.2 80.7
Sexual identity and sexual orientation NA 37.4 47.5
Social or cultural influences on sexual behavior 14.3 61.1 73.5

HIV, human immunodeficiency virus; NA, not asked at this level; STD, sexually transmitted disease.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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health and wellness, pregnancy prevention, STD pre-

vention, suicide prevention, tobacco-use prevention,

and violence prevention as part of required health

instruction.

SHPPS 2006 also assessed the percentage of mid-

dle schools providing opportunities to practice (eg,

through role playing) communication, decision-

making, or goal-setting skills as part of a required

health education course. In more than half of all mid-

dle schools, teachers in at least 1 required health edu-

cation course provided opportunities to practice these

skills related to alcohol-use or other drug-use preven-

tion (71.8%), emotional and mental health (53.9%),

human sexuality (50.5%), nutrition and dietary

behavior (55.8%), tobacco-use prevention (66.6%),

and violence prevention (54.3%). In fewer than half

of all middle schools, teachers in at least 1 required

health education course provided opportunities to

practice these skills related to injury prevention and

safety (44.8%) and physical activity and fitness

(44.7%). In 24.3% of middle schools, teachers in

at least 1 required health education course provided

students with opportunities to taste new, healthful

foods.

High School Instruction. In more than half of

high schools, teachers in at least 1 required health

education course used state-, district-, or school-

developed curricula or guidelines for health education

(90.6%); materials from health organizations

(80.3%); a commercially developed teacher’s guide

(78.7%); health education performance assessment

materials (72.5%); and the National Health Education

Standards16 (63.2%). In 44.0% of high schools,

teachers in at least 1 required health education

course used a commercially developed curriculum

for planning or teaching. In 82.3% of high schools,

teachers in at least 1 required health education

course used a commercially developed student text-

book for planning or teaching, and students in

84.7% of high schools used a textbook in at least 1

required health education course.

The percentage of all high schools teaching 14

health topics in at least 1 required health education

course was assessed. In more than two thirds of all

high schools, teachers in at least 1 required health

education course taught alcohol-use or other drug-

use prevention (93.3%), emotional and mental

health (90.0%), HIV prevention (85.7%), human

sexuality (73.7%), injury prevention and safety

(71.6%), nutrition and dietary behavior (86.7%),

other STD prevention (86.3%), physical activity and

fitness (80.2%), pregnancy prevention (79.9%), sui-

cide prevention (79.7%), tobacco-use prevention

(91.2%), and violence prevention (78.1%). In fewer

than two thirds of all high schools, teachers in at

least 1 required health education course taught

about asthma awareness (50.5%) and food-borne ill-

ness prevention (64.6%). Nationwide, 14.3% of

required health education courses in high schools

covering HIV prevention, human sexuality, other

STD prevention, or pregnancy prevention had at

least 1 and a median of 1.0 student excused from

attending class by a parent or guardian when these

topics were presented. Table 5 shows the median

number of hours of instruction teachers provided on

11 of the 14 health topics (among the required

health education courses in high schools in which

the topic was taught).

Table 10. Percentage of All Schools in Which Teachers Taught* Injury Prevention Topics as Part of Required Instruction, by School
Level, SHPPS 2006

Injury Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Cardiopulmonary resuscitation 15.2 37.1 48.6
Emergency preparedness 63.6 56.4 56.7
Fire safety 72.4 52.2 39.9
First aid 49.8 56.2 55.8
Gun safety 26.9 18.5 27.4
How students can influence or support others to prevent injuries 68.6 58.7 55.7
How to find valid information or services to prevent injuries 31.3 47.7 49.1
Influence of families on behaviors related to safety 51.1 47.0 45.8
Influence of the media on behaviors related to safety 39.7 43.5 44.5
Motor vehicle occupant safety (eg, seatbelt use) 68.5 54.3 56.3
Pedestrian safety 68.6 35.0 29.5
Playground safety 79.9 NA NA
Poisoning prevention 47.0 39.8 49.8
Relationship between alcohol or other drug use and injuries 51.3 60.0 64.0
Resisting peer pressure that would increase risk of injuries 69.9 60.9 58.7
Social or cultural influences on behaviors related to safety 37.8 41.8 45.1
Use of protective equipment for biking, skating, or other sports 69.2 55.4 50.0
Water safety 54.6 42.8 38.0

NA, not asked at this level.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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Tables 6-18 describe the percentage of all high

schools in which teachers in at least 1 class taught

subtopics related to alcohol-use or other drug-use

prevention, emotional and mental health, HIV pre-

vention, human sexuality, injury prevention, nutri-

tion and dietary behavior, physical activity, personal

health and wellness, pregnancy prevention, STD pre-

vention, suicide prevention, tobacco-use prevention,

and violence prevention as part of required health

instruction.

SHPPS 2006 also assessed the percentage of high

schools providing opportunities to practice (eg,

through role playing) communication, decision-

making, or goal-setting skills as part of a required

health education course. In more than half of all

high schools, teachers in at least 1 required health

education course provided opportunities to practice

these skills related to alcohol-use or other drug-use

prevention (80.7%), emotional and mental health

(65.1%), human sexuality (61.8%), nutrition and

dietary behavior (64.6%), physical activity and fit-

ness (54.5%), tobacco-use prevention (72.0%), and

violence prevention (55.3%). In 48.9% of all high

schools, teachers in at least 1 required health educa-

tion course provided opportunities to practice these

skills related to injury prevention and safety. In

24.7% of high schools, teachers in at least 1 required

health education course provided students with

opportunities to taste new, healthful foods.

Teaching Methods. Teachers used a variety of

teaching methods in elementary school classes that

cover required health instruction and in required

health education courses in middle schools and

high schools. Nationwide, teachers sometimes,

almost always, or always used group discussions in

92.0% of these classes or courses; cooperative group

activities in 81.1%; role play, simulations, or practice

in 67.4%; visual, performing, or language arts

in 60.6%; audiovisual media, such as videos in 59.2%;

the internet in 44.0%; guest speakers in 41.6%; peer

teaching in 38.0%; pledges or contracts for changing

behavior or abstaining from a behavior in 36.7%; com-

puter-assisted instruction in 25.6%; and health educa-

tion programs available through videoconferencing or

other distance learning methods in 7.3%.

Teachers also used a variety of methods to highlight

diversity or the values of various cultures when teach-

ing about health topics in elementary school classes

that cover required health instruction or in required

health education courses in middle schools and high

Table 11. Percentage of All Schools in Which Teachers Taught* Nutrition and Dietary Behavior Topics as Part of Required Instruction,
by School Level, SHPPS 2006

Nutrition and Dietary Behavior Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Accepting body size differences 71.2 77.0 80.6
Balancing food intake and physical activity 80.9 83.1 84.5
Benefits of healthy eating 87.9 84.3 86.1
Choosing foods that are low in fat, saturated fat,
and cholesterol

72.5 81.2 84.3

Dietary Guidelines for Americans NA 67.0 73.7
Eating a variety of foods 87.2 82.9 85.3
Eating disorders NA 74.0 81.7
Eating more calcium-rich foods 66.4 69.1 71.9
Eating more fruits, vegetables, and grain products 86.6 83.1 84.7
Food guidance using MyPyramid 76.9 76.1 77.7
Food safety 59.7 61.7 71.1
How students can influence or support others’
healthy dietary behavior

55.5 60.4 70.6

How to find valid information or services related
to nutrition and dietary behavior

42.1 63.9 74.0

Importance of eating breakfast 84.6 81.1 83.5
Importance of water consumption 82.1 81.7 83.8
Influence of families on dietary behavior 51.1 68.3 79.9
Influence of the media on dietary behavior 60.7 73.7 80.2
Making healthy choices while eating at restaurants 51.4 61.6 67.8
Preparing healthy meals and snacks 76.4 75.9 76.7
Resisting peer pressure related to unhealthy
dietary behaviors

43.4 61.0 67.4

Risks of unhealthy weight control practices 53.7 82.5 84.6
Social or cultural influences on dietary behaviors 48.5 71.9 81.0
Using food labels 68.0 76.9 81.5
Using salt and sodium in moderation NA 70.6 75.8
Using sugars in moderation 83.3 79.6 77.9

NA, not asked at this level.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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schools. Nationwide, in more than half of schools

teachers in at least 1 class or required course modified

their teaching methods to match students’ learning

styles, health beliefs, or cultural values (89.1%); used

textbooks or curricular materials reflective of various

cultures (74.7%); taught about cultural differences

and similarities (73.0%); and asked students’ families

to share their own cultural experiences related to

health topics (60.8%). In 38.6% of schools, teachers

in at least 1 class or required course used textbooks

or curricular materials designed for students with

limited English proficiency.

Table 13. Percentage of All Schools in Which Teachers Taught* Physical Activity Topics as Part of Required Instruction,
by School Level, SHPPS 2006

Physical Activity Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Dangers of using performance-enhancing drugs (eg, steroids) NA 61.4 73.0
Decreasing sedentary activities (eg, television watching) 72.7 71.5 75.6
Developing an individualized physical activity plan NA 45.4 57.5
Difference between physical activity, exercise, and fitness 53.0 61.3 72.0
Health-related fitness (ie, cardiovascular endurance, muscular

endurance, muscular strength, flexibility,
and body composition)

63.8 72.0 76.2

How much physical activity is enough (ie, determining frequency,
intensity, time, and type of physical activity)

NA 60.1 69.0

How students can influence or support others to engage
in physical activity

60.6 59.8 68.6

How to find valid information or services related to physical
activity and fitness

35.0 50.3 64.9

Influence of families on physical activity 51.1 53.8 63.3
Influence of the media on physical activity 42.9 52.8 63.1
Monitoring progress toward reaching goals in an individualized

fitness plan
NA 44.5 54.3

Opportunities for physical activity in the community 60.6 54.1 65.0
Overcoming barriers to physical activity 46.6 57.9 65.5
Phases of a workout (ie, warm up, workout, and cool down) 48.6 60.1 68.5
Physical, psychological, or social benefits of physical activity 72.1 70.3 78.0
Preventing injury during physical activity 62.5 62.9 71.6
Resisting peer pressure that discourages physical activity 38.4 48.1 55.9
Social or cultural influences on physical activity 43.5 51.7 61.8
Weather-related safety (eg, avoiding heat stroke, hypothermia,

and sunburn while physically active)
56.8 61.2 68.2

NA, not asked at this level.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.

Table 12. Percentage of All Schools in Which Teachers Taught* Personal Health and Wellness Topics as Part of Required Instruction, by
School Level, SHPPS 2006

Personal Health and Wellness Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Benefits of rest and sleep 92.3 86.1 91.2
Consumer health (eg, choosing sources of health-related

information, products, and services wisely)
44.1 63.8 73.9

Dental and oral health 74.5 54.6 55.1
Difference between infectious and chronic diseases 42.1 67.8 80.9
Environmental health (eg, how air and water

quality can affect health)
67.5 66.3 68.9

Growth and development 73.3 80.8 75.9
Hand washing or hand hygiene 90.4 77.4 74.5
How common infectious illnesses like the flu are transmitted 82.6 77.9 84.4
How positive health behaviors can benefit people

throughout the life span
88.0 88.6 94.2

Immunizations 39.0 55.3 59.4
Importance of health screenings and checkups 57.5 53.5 80.8
Potential health and social consequences of

popular fads and trends
52.8 76.1 84.6

Sun safety or skin cancer prevention 68.3 75.9 77.7
Ways to prevent vision and hearing loss 49.8 44.5 56.6

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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Nationwide, 33.6% of elementary school classes

that covered required health instruction and

required health education courses in middle schools

and high schools had at least 1 student with long-

term physical, medical, or cognitive disabilities. To

accommodate these students with disabilities, 81.9%

of the teachers of these classes or courses gave them

preferential seating; 79.6% simplified instructional

content or made variations in the amount or diffi-

culty of material taught; 77.9% used more skill

modeling, practice, or repetition; 70.4% modified

assessment criteria; 51.9% had a special education

teacher with whom they coordinated assignments

for those students; 45.3% had a teacher or aide who

came in to assist with those students; and 28.2%

assigned note takers or readers for class work.

Staffing and Staff Development. Staffing varies

for classes covering required health instruction in

elementary schools and required health education

courses in middle schools and high schools. Nation-

wide, teachers of elementary school classes covering

required health instruction had a median of 10.4

years of experience teaching health topics, whereas

teachers of required health education courses in

middle schools and high schools had a median of

7.9 years of experience. About two thirds (67.8%) of

teachers of elementary school classes covering

required health instruction and 67.1% of teachers of

required health education courses in middle schools

and high schools were certified, endorsed, or

licensed by the state to teach health education at the

appropriate grade level. About 1 in 10 (10.5%)

teachers of elementary school classes covering

required health instruction and 48.6% of teachers of

required health education courses in middle schools

and high schools also coached an interscholastic

sport.

Almost all (95.2%) teachers of elementary school

classes covering required health instruction had an

undergraduate degree: 56.0% majored in education,

18.4% in physical education, and 11.4% in health

education. Less than 3% majored in biology or

another science; home economics or family and con-

sumer science; kinesiology, exercise physiology, or

exercise science; nursing; or nutrition. About half

(48.8%) also had an undergraduate minor: 40.6% in

education and 9.0% in biology or another science.

Less than 5% minored in health education; kinesiol-

ogy, exercise physiology, or exercise science; nutri-

tion; or physical education.

Nationwide, 40.7% of teachers of elementary

school classes covering required health instruction

had a graduate degree and 71.6% of the graduate

degrees were in education. Less than 6% of the

graduate degrees were in biology or another science,

health education, home economics or family and

consumer science, or physical education.

Almost all (99.2%) teachers of required health

education courses in middle schools and high

schools had an undergraduate degree. Among these

teachers, 45.8% majored in physical education, 27.4%

in health education, 19.8% in education, and

14.8% in biology or another science. Less than 5%

majored in home economics or family and consumer

Table 15. Percentage of All Schools in Which Teachers Taught* STD Prevention Topics as Part of Required Instruction, by School Level,
SHPPS 2006

STD Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

How STDs are diagnosed and treated 3.2 58.9 78.2
How STDs, other than HIV, are transmitted 4.5 65.0 84.5
How to find valid information or services related
to STDs or STD screening

3.8 54.2 78.7

How to prevent STDs 5.7 65.6 84.5
Long-term health consequences of STDs 5.1 63.1 82.5
Signs and symptoms of STDs 3.9 62.0 83.5

STD, sexually transmitted disease.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.

Table 14. Percentage of All Schools in Which Teachers Taught* Pregnancy Prevention Topics as Part of Required Instruction, by School
Level, SHPPS 2006

Pregnancy Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Educational and social impact of teen pregnancy 3.2 54.2 74.8
How to find valid information or services related
to pregnancy or pregnancy testing

1.9 43.5 64.8

Methods of contraception NA 32.5 58.1
Risks associated with teen pregnancy 3.2 52.2 75.9

NA, not asked at this level.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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science; kinesiology, exercise physiology, or exercise

science; nursing; nutrition; or public health. About

half (56.5%) of these teachers also had an under-

graduate minor: 20.1% in education, 17.1% in

health education, and 16.0% in biology or another

science. Less than 5% minored in home economics

or family and consumer science; kinesiology, exer-

cise physiology, or exercise science; nursing; nutri-

tion; physical education; or public health.

Nationwide, 42.5% of teachers of required health

education courses in middle schools and high

schools had a graduate degree. Among these teach-

ers, 47.0% of their graduate degrees were in

education, 19.7% in physical education, and 10.9%

in health education. Less than 6% of their graduate

degrees were in biology or another science; home

economics or family and consumer science; kinesiol-

ogy, exercise physiology, or exercise science; nutrition;

Table 17. Percentage of All Schools in Which Teachers Taught* Tobacco-Use Prevention Topics as Part of Required Instruction, by
School Level, SHPPS 2006

Tobacco-Use Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Addictive effects of nicotine in tobacco products 63.8 79.5 87.9
Benefits of not smoking cigarettes 75.9 80.9 87.9
Benefits of not smoking cigars 32.6 49.1 67.0
Benefits of not using smokeless tobacco 48.9 74.0 85.3
Health effects of environmental tobacco smoke

or secondhand smoke
67.6 77.9 87.1

How many young people use tobacco 36.3 66.8 77.8
How students can influence or support others

in efforts to quit using tobacco
58.0 72.5 82.0

How students can influence or support others
to prevent tobacco use

65.7 76.6 82.7

How to avoid environmental tobacco smoke
or secondhand smoke

60.0 74.2 82.0

How to find valid information or services related
to tobacco use prevention or cessation

32.4 64.1 75.9

Importance of quitting tobacco use 66.9 78.3 87.7
Influence of families on tobacco use 59.9 75.3 83.0
Influence of the media on tobacco use 52.3 74.9 85.9
Long-term health consequences of cigarette smoking 73.9 80.3 88.5
Long-term health consequences of cigar smoking 32.6 48.0 64.7
Long-term health consequences of using smokeless tobacco 46.3 74.3 85.8
Making a personal commitment not to use tobacco 71.5 72.0 77.1
Resisting peer pressure to use tobacco 73.4 78.0 88.7
Risks of using other tobacco and tobacco-like products

(eg, pipes, kreteks, or bidis)
25.5 53.3 63.2

Short-term health consequences of cigarette smoking 68.8 78.5 87.4
Short-term health consequences of cigar smoking 31.4 49.7 64.9
Short-term health consequences of using smokeless tobacco 46.3 73.1 85.3
Social or cultural influences on tobacco use 52.9 73.4 81.9

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.

Table 16. Percentage of All Schools in Which Teachers Taught* Suicide Prevention Topics as Part of Required Instruction, by School
Level, SHPPS 2006

Suicide Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

How students can influence or support others
to prevent suicidal behaviors

19.6 56.1 78.8

How to find valid health information or services
to prevent suicidal behaviors

10.2 47.7 74.0

Influence of families on suicidal behaviors 10.2 40.0 68.3
Influence of the media on suicidal behaviors 8.2 37.5 60.5
Relationship between alcohol or other drug use

and suicidal behaviors
16.3 59.1 83.3

Resisting peer pressure that would increase risk
of suicidal behaviors

17.0 51.4 70.9

Social or cultural influences on suicidal behaviors 10.9 44.9 66.7

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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or public health. Only 6.3% of teachers of required

health education courses in middle schools or high

schools were CHES.

Nationwide, 95.4% of elementary school classes

covering required health instruction and required

health education courses in middle school or high

school had a teacher who received staff development

on 1 of the 14 health topics. Specifically, 59.4% of

teachers of elementary school classes covering re-

quired health instruction and required health educa-

tion courses in middle school or high school received

staff development on violence prevention (Table 4).

In contrast, less than half of teachers of elementary

school classes covering required health instruction

and required health education courses in middle

school or high school received staff development on

alcohol-use or other drug-use prevention, asthma

awareness, emotional and mental health, food-borne

illness prevention, HIV prevention, human sexuality,

injury prevention and safety, nutrition and dietary

behavior, other STD prevention, physical activity and

fitness, pregnancy prevention, suicide prevention,

and tobacco-use prevention.

More than half of teachers of elementary school

classes covering required health instruction and

required health education courses in middle schools

or high schools received staff development during

the 2 years preceding the study on classroom man-

agement techniques (eg, social skills training, envi-

ronmental modification, conflict resolution and

mediation, and behavior management); teaching

skills for behavior change; teaching students with

physical, medical, or cognitive disabilities; and using

interactive teaching methods (eg, role plays or coop-

erative group activities) (Table 4). Less than half of

the teachers received staff development during the 2

years preceding the study on assessing or evaluating

students in health education, encouraging family or

community involvement, teaching students of vari-

ous cultural backgrounds, and teaching students

with limited English proficiency.

Less than half of teachers of elementary school clas-

ses covering required health instruction and required

health education courses in middle schools or high

schools wanted to receive staff development on alcohol-

use or other drug-use prevention, asthma awareness,

Table 18. Percentage of All Schools in Which Teachers Taught* Violence Prevention Topics as Part of Required Instruction, by School
Level, SHPPS 2006

Violence Prevention Topic % of All Elementary Schools % of All Middle Schools % of All High Schools

Anger management 76.3 65.9 69.8
Bullying 81.4 67.4 68.4
Dating violence NA 48.7 69.0
Empathy (ie, identification with and understanding of another
person’s feelings, situation, or motives)

80.2 70.7 68.2

Gun safety 28.8 19.1 29.1
How students can influence or support others to prevent violence 69.2 61.5 68.9
How to find valid information or services to prevent violence 31.3 45.9 59.0
Inappropriate touching 61.0 NA NA
Influence of families on behaviors related to violence 53.6 52.0 70.2
Influence of the media on behaviors related to violence 56.6 58.9 68.7
Long-term consequences of violence 61.1 56.6 69.0
Personal safety (eg, avoiding becoming a victim of a crime) NA 53.1 66.7
Personal safety (eg, dealing with strangers) 74.2 NA NA
Perspective taking (ie, taking another person’s point of view) 73.1 64.6 68.8
Prejudice, discrimination, and bias 73.1 62.9 69.7
Prosocial behaviors (eg, cooperation, praise, or showing
support for others)

84.0 67.2 68.4

Recognizing signs and symptoms of people who are
in danger of hurting others

49.7 49.1 57.6

Recognizing signs and symptoms of people who are
in danger of hurting themselves

34.5 47.2 61.9

Relationship between alcohol or other drug use and violence 51.0 64.0 76.7
Resisting peer pressure that would increase risk of violence 70.5 63.7 67.7
Sexual assault and rape NA 43.4 67.3
Sexual harassment NA 57.8 66.7
Short-term consequences of violence 69.4 58.9 68.5
Social or cultural influences on behaviors related to violence 49.1 56.8 64.6
Techniques to resolve interpersonal conflicts without fighting 83.3 67.1 73.7
What to do if someone is thinking about hurting himself 35.7 50.1 66.3
What to do if someone is thinking about hurting others 53.9 52.0 63.2

NA, not asked at this level.

*In at least 1 elementary school class or in at least 1 required health education course in middle schools or high schools.
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emotional and mental health, food-borne illness pre-

vention, HIV prevention, human sexuality, injury

prevention and safety, nutrition and dietary behavior,

other STD prevention, physical activity and fitness,

pregnancy prevention, suicide prevention, tobacco-

use prevention, and violence prevention (Table 4).

Similarly, less than half of teachers of elementary

school classes covering required health instruction

and required health education courses in middle

schools or high schools wanted to receive staff devel-

opment on assessing or evaluating students in health

education; classroom management techniques; encour-

aging family or community involvement; teaching

skills for behavior change; teaching students of vari-

ous cultural backgrounds; teaching students with

physical, medical, or cognitive disabilities; teaching

students with limited English proficiency; and using

interactive teaching methods (Table 4).

Changes Between 2000 and 2006 at the Classroom

Level. The percentage of elementary schools in

which teachers in at least 1 class taught about HIV

prevention decreased from 35.9% to 18.5% between

2000 and 2006. Decreases also were detected in the

median number of hours spent teaching injury pre-

vention and safety (from 4.4 to 2.1), nutrition and

dietary behaviors (from 4.6 to 3.4), and violence

prevention (from 4.9 to 2.6) in elementary schools.

Further, in middle schools, the median number of

hours spent teaching injury prevention and safety

decreased from 3.6 to 1.8, but the median number

of hours spent teaching STD prevention increased

from 1.3 to 1.8.

Since 2000, 2 health topics have received increased

focus in required health education courses in high

schools. Between 2000 and 2006, the percentage of

high schools in which teachers in at least 1 required

health education course taught about suicide preven-

tion and violence prevention increased from 66.4%

to 79.7% and from 63.1% to 78.1%, respectively. In

high schools, the median number of hours spent

teaching injury prevention and safety decreased from

4.5 to 2.4, and the median number of hours spent

teaching violence prevention decreased from 4.1 to

2.5, but the median number of hours spent teaching

pregnancy prevention increased from 2.0 to 3.5.

Some changes in teaching methods occurred, par-

ticularly teaching methods involving technology. For

example, between 2000 and 2006, increases were

detected in the percentage of teachers of elementary

school classes covering required health instruction

and required health education courses in middle

schools or high schools using computer-assisted in-

struction (from 40.5% to 62.2%), the Internet (from

52.7% to 77.7%), and pledges and contracts for chang-

ing behavior or abstaining from a behavior (from

48.1% to 68.0%). (Note that the 2006 estimates pre-

sented here do not match those presented earlier in

this article. In SHPPS 2000, teachers were asked only

whether they used a particular teaching method. In

SHPPS 2006, teachers were asked whether they never,

rarely, sometimes, or almost always or always used

a particular teaching method. To compare 2000 and

2006 responses, 3 2006 response options [rarely, some-

times, and almost always or always] were collapsed to

produce a dichotomous variable more similar to the

2000 response options.)

A few changes in receipt of and interest in staff

development were detected among teachers of ele-

mentary school classes covering required health

instruction and of required health education courses

in middle schools or high schools. Between 2000

and 2006, increases were detected in the percentage

of teachers that received staff development on injury

prevention and safety (from 25.0% to 41.3%) and

teaching students with physical, medical, or cogni-

tive disabilities (from 42.7% to 56.1%). Between

2000 and 2006, an increase occurred in the

percentage of teachers who wanted to receive staff

development on alcohol-use or other drug-use preven-

tion (from 17.6% to 29.1%), nutrition and dietary

behavior (from 27.8% to 45.5%), physical activity

and fitness (from 20.5% to 35.7%), and tobacco-

use prevention (14.7% to 24.4%). A fewer percent-

age of teachers wanted to receive staff development

on teaching skills for behavior change (from 47.4%

to 34.5%).

DISCUSSION

SHPPS 2006 elicits both hope and concern about

the state of school health education nationwide. For

example, teachers of required health instruction had

a median of 10.4 years of experience teaching health

topics in elementary schools and a median of 7.9

years of experience in middle schools and high

schools. However, only 13.0% of elementary school

teachers and 37.2% of middle school and high

school teachers of required health instruction had an

undergraduate major, an undergraduate minor, or a

graduate degree in health education, and only 6.3%

of middle school and high school teachers of re-

quired health instruction were CHES. Although nearly

all states offered certification, licensure, or endorse-

ment to teach health education, far fewer actually

required certification, licensure, or endorsement to

teach health education, particularly at the elemen-

tary school level. If health education is best taught

by teachers with at least some training to teach the

subject, then district and school administrators

should place more emphasis on hiring new staff

with appropriate preservice training and provide

high-quality professional development opportunities

for all staff responsible for health instruction. Fortu-

nately, since 2000 states and districts have increased
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their professional preparation and staff development

expectations for teachers of required health instruc-

tion, particularly in middle schools and high schools.

Among schools that required students to receive

instruction on HIV prevention, human sexuality,

other STD prevention, or pregnancy prevention,

almost all allowed parents or guardians to exclude

their children from receiving instruction on these

topics. However, a median of only 1.5 students in

elementary school classes, a median of only 1.1 stu-

dents in middle school courses, and a median of only

1.0 students in high school courses was actually

excluded because of parental or guardian request.

These data should not be taken to suggest that

parental involvement is unnecessary, but rather that

parents overwhelmingly approve of these subjects

being taught in school.

The median number of total hours of required

health instruction on 11 of the 14 health topics

increased by grade level from 17.4 in elementary

school classes to 25.4 in middle school courses to 40.0

in high school courses. For the typical 18-week

semester, this means that students are getting from

about 1.0 to 2.2 hours of health instruction per week,

or from 12 to 27 minutes per day on these health

topics. It is hard to imagine that this much instruction

is sufficient to prevent or reduce the wide range of

health-risk behaviors schools are asked to address,

particularly because the median number of hours

spent on some topics has decreased since 2000.

At least 86.3% of states, districts, and schools

required the teaching of at least 1 health topic in

elementary schools, middle schools, and high

schools, and at least 60.8% of states, districts, and

schools required the teaching of at least 7 of the 14

health topics in elementary schools, middle schools,

and high schools. However, less than 10% of all

states, districts, and schools required the teaching of

all 14 topics in elementary schools, and less than

40% of all states, districts, and schools required the

teaching of all 14 topics in middle schools or high

schools. For almost all 14 topics at each grade level,

the percentage of states requiring each topic was

lower than the percentage of districts and schools

requiring the same topic, whereas the percentage of

districts and schools requiring most topics was quite

similar. The 2 exceptions were HIV prevention and

other STD prevention, which more states than dis-

tricts or schools required for elementary schools.

Both patterns reflect local control of the content of

instruction. Nonetheless, more state requirements

might prove useful in helping districts and schools

increase the number of required health topics.

Most states and districts provided funding for staff

development or offered staff development on a wide

range of health topics and teaching methods. How-

ever, during the 2 years preceding the study, the

average percentage of teachers of required health

instruction that received staff development on any

of the 14 health topics was only 25.5%, and the

average percentage that wanted staff development

on any of these 14 topics was only 25.7%. Teachers

of required health instruction received staff develop-

ment on violence prevention most often, but the

topic the largest percentage wanted staff develop-

ment on was nutrition and dietary behavior. They

received staff development on pregnancy prevention

least often, but the topic the smallest percentage

wanted staff development on was human sexuality.

In contrast, during the 2 years preceding the study,

the average percentage of teachers of required

health instruction that received staff development

on any of 8 teaching methods was 48.3%, and the

average percentage that wanted staff development

on any of these 8 topics was only 27.9%. The differ-

ence between the very high rates at which states

and districts provided funding for staff development

or offered staff development on both health topics

and teaching methods and the comparatively low

rates at which teachers providing required health

instruction received staff development during the 2

years preceding the study is cause for concern, par-

ticularly when one considers the low rates of teach-

ers that wanted staff development in the future.

Even allowing for the fact that some teachers were

adequately prepared to teach required health in-

struction, it seems important for future studies to

examine who is receiving staff development, how

accessible it is, and the quality of the staff develop-

ment methods and content.

Since 2000, the focus of staff development for

teachers of required health instruction has changed to

reflect the health topics of general concern nation-

wide. In general, more staff development was focused

on topics related to violence, mental health, and the

obesity epidemic. Although this new focus is appro-

priate, it is a cause of concern that fewer teachers

were offered staff development on HIV and STD pre-

vention even as the HIV epidemic continues to grow,

at least among some segments of our population.

Although health education has the potential to

help students maintain and improve their health,

prevent disease, and reduce health-related risk

behaviors, this potential is not being fully realized.

Positive changes were detected since 2000 at the

state and district levels. However, fewer positive

changes were detected at the school and classroom

levels. Nonetheless, it is possible that the increased

state and district efforts to improve health education

requirements and professional preparation and staff

development activities may have provided the sup-

port schools needed to at least maintain if not

improve their health education activities even in the

midst of new student assessment requirements and
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a testing-focused curriculum. SHPPS 2006 data

should be used to highlight the critical policy and

programmatic gaps that are not being addressed

sufficiently and to motivate all health and education

policymakers, researchers, and practitioners to re-

dedicate their efforts to improve health education

in schools nationwide.
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