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Suggested Framework
A suggested framework to move toward a coordinated school health program includes the following strategies.

1. Employ the Healthy and Fit School Advisory Committee, led by an outside facilitator, to use the School Health Index Self-Assessment and Planning Guide to identify and prioritize school health needs and issues particular to the local community.

2. Identify and solicit key community and health-care resources that will be committed to vigorous, coordinated and sustained support of a school health program. 

3. Develop and/or revise the School Wellness Policy to address the identified needs and issues.

4. Provide school faculty and staff with ongoing in-service and wellness programs that focuses on teaching strategies  and personnel commitment to behavior changes.

5. Provide opportunities for family and community involvement in participating in, supporting and reinforcing health education.

6. Regularly evaluate the effectiveness of the school health program in promoting healthy behaviors and modify the program as appropriate to increase effectiveness.

Objective: The purpose of the study was to evaluate the status of coordinated school health (CSH) in Oklahoma. Specific objectives were to 1) evaluate the effectiveness of CSH programs in improving elementary school student outcomes in the areas of nutrition knowledge, attitudes and behaviors, level of physical fitness, and academic performance; and 2) identify differences in practices, perceived effectiveness and barriers between schools with CSH and those without. 
Design, Setting and Participants:  A mixed methodology, case-control design was used in a convenience sample of eight Oklahoma elementary schools.  Four intervention schools participating in formalized CSH programs (model schools) were compared to four schools self-acknowledging their not exceeding minimum state and federal requirements for health and safety (control schools). Schools were matched based on demographic characteristics and all were in or within close proximity of major metropolitan areas.  The study was conducted during the 2007-2008 school year. Schools were provided a monetary incentive for their involvement.

Outcome Measures and Analysis:  Quantitative data for student outcomes was collected using nutrition knowledge, attitudes and behavior surveys used by two CSH programs (It’s All About Kids and Schools for Healthy Lifestyles), the Cooper FitnessGram and school Academic Performance Index (API) scores. Quantitative data to assess levels of CSH implementation included School Health Index (SHI) module scores for 8 components of CSH (health education, physical education, health services, nutrition services, counseling/psychological services, school environment, staff wellness, and family/community involvement) and Likert scale responses to personal interview questions. Qualitative data collected in personal interviews assessed disparities, challenges, barriers and successes of implementing CSH.   

Statistical Package for Social Sciences (SPSS) software was used to evaluate quantitative data.  Analysis of variance (ANOVA) statistics evaluated mean differences for student outcomes of nutrition knowledge and physical fitness and Likert scale interview questions.  SPSS chi-square was used to evaluate pre/post nutrition survey data between model and control schools.  Descriptive statistics were used to evaluate SHI and API scores.  MAX- Qualitative Data Analysis (MAX-QDA) software was used to analyze qualitative data. 
Results:  Statistical analysis of paired schools using the IAAK nutrition survey indicated some significant differences in pre/post scores between model schools and control schools with students in model schools having greater improvements in all but one analysis. In schools using the SHL survey, there was statistical significance from pre-test to post-test scores for model schools, but no significant difference in pre/post test scores for control schools.  

There were no statistically significant findings in physical fitness between pre/post tests in either model or control schools.

Analysis of qualitative data revealed significant differences in response themes from school nurses, classroom teachers and physical education teachers.  Likewise, differences in mean scores of Likert response questions were significantly different between school nurses, classroom teachers and physical education teachers from model and control schools.
While there was no significant difference in overall SHI index scores between model and control schools, the data suggest model schools were implementing CSH at a higher level than control  schools.

Over a 5-year period from 2002 to 2007, model schools showed a greater percent increase in API scores compared to control schools for the same time period.  
Conclusions and Implications:  Time spent in integrating school health and safety programming into the school day was not detrimental to students’ academic performance. Successes of implementing CSH were attributed to use of community resources to fund and implement CSH and availability of formalized CSH programs such as IAAK and SHL.  Schools and community constituents should collaboratively assess local school health strengths and weaknesses using the SHI and subsequently partner to develop and implement a CSH program to meet the specific needs of the community.
This work was funded by the Oklahoma State Department of Health and the Oklahoma State University’s Research Incentive Program. The study protocol was reviewed by the Oklahoma State University Institutional Review Board and determined to not qualify as human subject research.
THE IMPLICATION FOR EXTENSION:  


Coordinated school health programs help children attain full educational potential and good health by providing them with the knowledge, skills, social support, and environmental reinforcement needed to become healthy, productive citizens.  However, the Centers for Disease Control and Prevention (CDC) states “schools can and should not be expected to solve the health and social problems of youth.”  This study supports the critical, coordinated and sustained contributions of community stakeholders, local and state education and health agencies, and family involvement essential for successful coordinated school health programs. 





Oklahoma Cooperative Extension Service educators are uniquely trained and placed within communities to serve as a facilitator in the development of a school health program that address issues particular to the local school and community.  These efforts are consistent with the mission of OCES to improve the quality of life of Oklahomans.
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