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INTRODUCTION

In 1995, the Centers for Disease Control and Prevention 
(CDC) collaborated with state, territory, and local educa-
tion and health agencies to develop the School Health 
Education Profiles. At that time, the survey assessed mainly 
health education and some school policies primarily related 
to HIV/AIDS prevention. Based on input from education 
and health agencies, the survey evolved to provide a more 
comprehensive assessment of school health programs. In 
2002, new topics were added to assess the areas of physi-
cal education and activity, nutrition and food service, and 
asthma. To reflect more accurately this expansion in the 
survey’s content, the word “education” was dropped from 
the title of the survey. Thus the new name for the survey is 
the School Health Profiles (Profiles).

The purpose of Profiles is to assist state, territory, and 
local education and health agencies in monitoring and 
assessing characteristics of and trends in school health 
education; physical education; asthma management 
activities; school health policies related to HIV/AIDS 
prevention, tobacco-use prevention, violence preven-
tion, physical activity, and nutrition and food service; 
and family and community involvement in school 
health programs. This broad focus now provides at least 
some information on six of the eight components of the 
Coordinated School Health Program (CSHP).1 The six 
components of CSHP assessed by Profiles are as follows:

• Health education, which provides students with the 
knowledge, attitudes, and skills they need to avoid 
or modify behaviors related to the leading causes of 
death, illness, and injury during youth and adulthood.

• Physical education, which provides students with the 
knowledge, attitudes, skills, behaviors, and confidence 
to adopt and maintain physically active lifestyles.

• Health services, which provide care to students who 
otherwise might not have access to care. Academic 
and social success is linked to positive physical and 
mental health.

• Food service, which can promote healthy dietary 
behaviors and help ensure appropriate nutrient intake, 
thus promoting optimal health, growth, and intellectual 
development.

• School policy and environment, which can provide 
a safe, positive physical and psychological setting; 
prevent injuries from occurring at school; and prevent 
student school failure, substance abuse, and violence.

• Family and community involvement in school health 
programs, which can help family members become 
more knowledgeable about health issues, thus enabling 
them to serve as positive role models by reinforcing 
healthy behaviors at home. 

Profiles data were collected in 1996, 1998, 2000, and 
2002. In each sampled middle/junior or senior high 
school, the principal and lead health education teacher 
(i.e., the person who coordinates health education policies 
and programs within a middle/junior high school or senior 
high school) each completed a self-administered question-
naire. This report summarizes data from the 2002 Profiles. 
Principals’ surveys were completed successfully in 43 states 
and 13 cities, and lead health education teachers’ surveys 
were completed successfully in 42 states and 13 cities. 
This report also examines both long-term (1996-2002) 
and short-term (2000-2002) trends in health education 
and school health policies. In addition, this report com-
pares the 2002 Profiles data with national data on health 
education and school health policies from the School 
Health Policies and Programs Study 2000 (SHPPS 2000).

1
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METHODOLOGY

report represents information from 35 states with data 
from both principals’ and lead health education teach-
ers’ surveys, 3 states with data from the principals’ survey 
only, and 13 cities with data from both principals’ and 
lead health education teachers’ surveys (Table 1).

Across states, the sample sizes of the principals’ surveys 
ranged from 52 to 608, and the response rates ranged 
from 50% to 91%; across cities, the sample sizes ranged 
from 14 to 223, and the response rates ranged from 65% 
to 100% (Table 1). The sample sizes of the lead health 
education teachers’ surveys across states ranged from 49 
to 591, and the response rates ranged from 53% to 90%; 
across cities, the sample sizes ranged from 8 to 217, and 
the response rates ranged from 53% to 100%.

SAS software was used to compute point estimates. 
Medians are presented for all states combined (i.e., those 
with weighted data and those with unweighted data 
combined) and for all cities combined (i.e., those 
with weighted data and those with unweighted data 
combined). The Wilcoxon rank-sum test was used to 
test for differences between 1996 data and 2002 data 
and between 2000 data and 2002 data across states and 
cities.2 This is a nonparametric analogue to a two-sample 
t-test. This statistical procedure (a) rank ordered all 
sites for both years separately for states and cities, (b) 
summed the ranks separately by year and for states and 
cities, and (c) compared the rank sums separately for 
states and cities to determine whether the distribution of 
the variable was the same for 1996 and 2002 or for 2000 
and 2002. Assuming the percentages have an underly-
ing continuous distribution, the distribution of ranks is 
approximately normal; therefore, a z value was used as 
the test statistic. The distributions were considered sig-
nificantly different if p was less than or equal to .05.

SAMPLING
The Profiles employ random systematic equal-probability 
sampling strategies to produce representative samples 
of schools serving students in grades 6 through 12 in 
each jurisdiction. In most states and cities, the sampling 
frame consists of all regular secondary public schools 
with one or more of grades 6 through 12. Twenty-three 
education and health agencies modify this procedure 
by inviting all schools, rather than just a sample, 
to participate.

DATA COLLECTION
Data are collected from each sampled school during 
the spring semester. Both the principal’s and teacher’s 
questionnaires are mailed to the principal, who then 
designates the school’s lead health education teacher 
to complete the teacher’s survey. Participation in the 
survey is confidential and voluntary; follow-up tele-
phone calls and written reminders are used to encourage 
participation. The principal and teacher record their 
responses in the questionnaire booklets and return them 
directly to the state or local education or health agency.

DATA ANALYSIS
The data are weighted to reflect the likelihood of princi-
pals or teachers being selected and to adjust for differing 
patterns of nonresponse. Data from a state or city that 
had an overall response rate of 70% or greater and 
appropriate documentation were weighted, whereas 
data from a state or city that did not meet these criteria 
were not weighted. Weighted data represent all public 
schools serving grades 6 through 12 in that jurisdic-
tion; unweighted data represent only the participating 
schools. Because of a low response rate (less than 50%), 
data from principals’ surveys conducted in five states 
and lead health education teachers’ surveys conducted 
in seven states are not included in this report. Thus, this 
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6.  Demonstrate the ability to use goal-setting and 
decision-making skills to enhance health. 

7.  Demonstrate the ability to advocate for personal, 
family, and community health.

School health education is supported by the Healthy 
People 2010 Objective 7-2, which looks to 

Increase the proportion of middle, junior high, 
and senior high schools that provide school 
health education to prevent health problems in 
the following areas: unintentional injury; vio-
lence; suicide; tobacco use and addiction; alco-
hol and other drug use; unintended pregnancy, 
HIV/AIDS, and STD [sexually transmitted 
disease] infection; unhealthy dietary patterns; 
inadequate physical activity; and environmental 
health.7 (pg. 7-14)

Coordination of Health Education

A necessary component of effective health education 
is management and coordination by a professional who 
is trained in health education.8 That person may work 
directly within the school or at the school district level. 
Curriculum planning and development is enhanced 
when schools have a school health coordinator. In addi-
tion, collaboration among health education teachers and 
other school staff members also improves the implemen-
tation of health education curricula. To supplement a 
separate health education course, health-related informa-
tion can be included in a range of disciplines, including 
physical education, the sciences, mathematics, language 
arts, social studies, home economics, and the arts.9

HEALTH EDUCATION
Requirements 

The Institute of Medicine recommends that schools 
require at least a one-semester health education course 
at the senior high school level.3  School health educa-
tion provides students with the knowledge, attitudes, 
and skills they need to avoid or modify behaviors related 
to the leading causes of death, illness, and injury during 
youth and adulthood. Health education should address 
the physical, mental, emotional, and social dimensions 
of health and be age appropriate.4 Health education cur-
ricula should be planned, sequential, and implemented for 
all grades in elementary and middle/junior high schools 
and through at least one semester in senior high schools.3,5

Standards and Guidelines

The seven National Health Education Standards, devel-
oped by the Joint Committee on National Health 
Education Standards, describe what students should 
know and be able to do as a result of school health 
education.6 According to these standards, students 
should be able to

1.  Comprehend concepts related to health promotion 
and disease prevention.

2.  Demonstrate the ability to access valid health infor-
mation and health-promoting products and services.

3.  Demonstrate the ability to practice health-enhancing 
behaviors and reduce health risks.

4.  Analyze the influence of culture, media, technology, 
and other factors on health.

5.  Demonstrate the ability to use interpersonal com-
munications skills to enhance health. 

BACKGROUND



School Health Profiles 2002

4 54

Professional Preparation and Staff Development

The quality of school health education is determined, in 
part, by teacher preparation.5  Professional preparation 
and staff development for teachers are critical for the 
implementation of effective school health education.10-12  
Staff development for health education teachers should 
focus on those strategies that will actively engage stu-
dents as well as facilitate their mastery of critical health 
information and skills.5 Teachers who receive training 
implement health education curricula with more fidelity 
than teachers who do not receive training, resulting in 
more knowledge gain among students.13 

PHYSICAL EDUCATION 
The 1999-2000 National Health and Nutrition 
Examination Survey (NHANES) estimated that more 
than 15% of adolescents aged 12 through 19 years 
were overweight.14 In 1999, there were nearly twice as 
many overweight children and almost three times as 
many overweight adolescents as there were in 1980.15 
Overweight or obesity that develops during childhood or 
adolescence may persist into adulthood and increase the 
risk later in life for coronary heart disease, gallbladder 
disease, some types of cancer, and osteoarthritis of the 
weight-bearing joints.16 Regular participation in physi-
cal activity during childhood and adolescence can help 
control weight, increase muscle mass, build bones, and 
prevent or delay the onset of high blood pressure and 
hypertension.17 Schools can play an important role in 
motivating students to be active and in providing oppor-
tunities for physical activity. CDC’s Guidelines for School 
and Community Programs to Promote Lifelong Physical 
Activity Among Young People recommends that schools 
adopt a comprehensive approach to physical activity, 
including daily physical education, teaching of skills 
and knowledge to maintain a physically active lifestyle, 
daily recess periods for elementary school students, and 
extracurricular physical activity programs.18 In 2001, 
the independent, nonfederal Task Force on Community 

Preventive Services, in conjunction with CDC, pub-
lished recommendations for increasing physical activity. 
Among the interventions that were strongly recom-
mended were school-based physical education curricula 
and policies that increased the amount of time spent in 
physical education class and increased the amount of time 
that students were active during physical education class.19

The importance of physical education in promoting the 
health of young people is supported by three Healthy 
People 20107 objectives:

• 22-8. Increase the proportion of the nation’s 
public and private schools that require daily physical 
education for all students.

• 22-9. Increase the proportion of adolescents who 
participate in daily school physical education.

• 22-10. Increase the proportion of adolescents who 
spend at least 50% of school physical education class 
time being physically active.

HEALTH SERVICES
Currently, 6.3 million U.S. children (8.7%) have asthma 
as diagnosed by a health professional. In 2000, children 
made 4.6 million visits to doctors’ offices and hospital 
outpatient departments, made 728,000 visits to hospital 
emergency departments, and had 214,000 hospitaliza-
tions due to asthma.20 An estimated 14 million lost 
school days are attributed to asthma among school-aged 
children.21 The impact of illness and death due to asthma 
is disproportionately higher among low-income popula-
tions, racial and ethnic minorities, and children in inner 
cities than in the general population.22

Although asthma cannot be cured, it can be controlled. 
By being “asthma friendly,” schools can help students 
manage their asthma, that is, by being more supportive 
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of students and staff members with asthma, adopting 
asthma-friendly policies and procedures, coordinating 
services for students with asthma, and providing asthma 
education for students and staff members.23 The following 
Healthy People 20107 objectives address asthma:

• 24-4. Reduce activity limitations among persons 
with asthma.

• 24-5. (Developmental) Reduce the number of school 
or work days missed by persons with asthma due 
to asthma.

One method for decreasing asthma-related absentee-
ism is to increase the proportion of schools that have a 
nurse-to-student ratio of at least 1:750, as called for in 
Healthy People 2010 Objective 7-4.7 CDC also has pro-
moted access to school nurses for asthmatic students in 
its Strategies for Addressing Asthma Within a Coordinated 
School Health Program.24

FOOD SERVICE 
The high prevalence of overweight young people and 
the concomitant rise in type 2 diabetes among children 
and adolescents are reminders of the important contri-
bution of nutrition and physical activity to health.14,25 
Around two-thirds of young people over-consume fat. In 
addition, an average of 25% of their caloric intake comes 
from added sugars, yet fewer than 20% consume the 
daily recommended servings of fruit.26,27 Schools provide 
a unique opportunity to teach students to make healthy 
dietary choices. Through both classroom instruction and 
the food service program, students can learn and practice 
skills for maintaining a healthy diet. To promote lifelong 
healthy eating habits, CDC developed the Guidelines 
for School Health Programs to Promote Lifelong Healthy 
Eating.28 These guidelines recommend that nutrition 
education be included as a part of school health educa-
tion. Nutrition education should be developmentally 

appropriate and use a participatory approach to help 
students adopt healthy eating behaviors. A second key 
recommendation is for the adoption of school nutrition 
policies that promote healthy eating through classroom 
nutrition education and a supportive school environ-
ment. Additional recommendations call for the integra-
tion of nutrition education and school food services, 
training for school staff members to prepare them for 
their roles, the involvement of families and communities 
in supporting and reinforcing nutrition education, and 
the evaluation of school nutrition programs.28

Nutrition, health, and education agencies and profes-
sional organizations are increasingly concerned about the 
widespread availability of foods and beverages sold on 
school campuses that are not part of the federally regu-
lated school meal programs.29 Teaching students to make 
healthful food choices, not only at mealtimes but also 
at all other times during the school day, should be an 
integral part of a school’s nutrition education program. 
Because federal regulations do not prohibit the sale of 
soft drinks and foods of low nutritional value (e.g., chips, 
most candy bars) in a la carte venues, schools must be 
particularly careful to monitor these areas. Schools can 
meet the challenges of “competitive” foods through poli-
cies and practices such as offering students more healthful 
choices in vending machines and at school stores, can-
teens, and snack bars.30 The importance of establishing a 
comprehensive school environment that supports a good 
overall diet is recognized by the Healthy People 2010 
Objective 19-15: to “increase the proportion of children 
and adolescents aged 6 to 19 years whose intake of meals 
and snacks at school contributes to good overall dietary 
quality.”7 (pg. 19-40)

SCHOOL POLICY AND ENVIRONMENT
Tobacco-Use Prevention

Tobacco use is the single most preventable cause of 
death in the United States and accounts for 430,000 

Background
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deaths each year. Approximately 80% of tobacco users 
initiate its use before the age of 18 years.31 CDC’s 
Guidelines for School Health Programs to Prevent Tobacco 
Use and Addiction identifies components of a school 
policy to help prevent tobacco use among youth.32 The 
following are key elements of such a policy:  

• Prohibit tobacco use by students, school staff, parents, 
and visitors on school property, in school buildings, 
and at school functions away from school property.

• Prohibit tobacco advertising in school buildings, on 
school property, and in school publications.

An inclusive tobacco-use prevention policy can help 
schools in achieving the Healthy People 2010 Objective 
27-11: to “increase smoke-free and tobacco-free environ-
ments in schools, including all school facilities, property, 
vehicles, and school events.”7 (pg. 27-27)

Violence Prevention

Seventy-one percent of all deaths among persons 10 
through 24 years of age result from only four causes: motor 
vehicle crashes, other unintentional injuries, homicide, 
and suicide.33 The No Child Left Behind Act of 2001 
authorizes federal funds for school programs to prevent 
violence in and around schools.34 Effective and safe 
schools are well prepared for any potential crisis or vio-
lent acts.35 The CDC’s School Health Guidelines to Prevent 
Unintentional Injury and Violence identifies strategies for 
schools that can help prevent unintentional injuries, vio-
lence, and suicide.36 An important strategy is to establish 
both social and physical environments that promote safety 
and prevent unintentional injuries, violence, and sui-
cide. Two Healthy People 20107 objectives also call for the 
reduction of violence and toxic exposures at schools:

• 8-20. (Developmental) Increase the proportion of the 
nation’s primary and secondary schools that have 

official school policies ensuring the safety of students 
and staff from environmental hazards, such as chemi-
cals in special classrooms, poor indoor air quality, 
asbestos, and exposure to pesticides.

• 15-39. Reduce weapon carrying by adolescents on 
school property.

HIV/AIDS Prevention 

In 2002, an estimated 1,909 young people aged 13 to 
24 were diagnosed with AIDS, for a cumulative total 
(through December 2002) of 36,299 AIDS cases in 
this age group.37 Among males aged 13 to 24, half of all 
AIDS cases reported in 2001 were among men who had 
sex with men, 7% were among injection drug users, and 
8% were among men infected with HIV through het-
erosexual contact. Among females aged 13 to 24, nearly 
45% of all AIDS cases reported in 2001 were attributed 
to heterosexual contact and 6% to injection drug use. 
The HIV exposure risk category is unknown for 28% of 
males and 48% of females in this age group who were 
reported with AIDS in 2001.38  

The majority of new AIDS cases are diagnosed among 
members of racial/ethnic minority populations. In areas 
with confidential HIV infection reporting, 85% of HIV 
infections and nearly 80% of AIDS cases reported in 
2001 among children under the age of 13 occurred among 
African American and Hispanic children. Through 
December 2001, more than 33,000 young people aged 
13 to 24 were reported with AIDS; 21,935 of these young 
people (almost 66%) were African American or Hispanic.38

Advances in the treatment of HIV infection have 
extended the lives of people living with HIV and 
AIDS.39,40 Thus, school health policies that address issues 
raised by HIV infection and AIDS are critical for pro-
tecting the rights of affected students and school staff 
members. The National Association of State Boards 
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of Education provides policy recommendations to help 
schools develop or modify policies that address issues 
raised by HIV infection among students and staff.41

FAMILY AND COMMUNITY INVOLVEMENT
Partnerships among schools, parents, community mem-
bers, and other professionals are key elements of effective 
school health programs. These partnerships contribute 
to successful school health programs and to improved 
health-related knowledge and skills among students.42 

A health committee or advisory council within the 
school or school district can help build support for 
school health initiatives. Schools that have a good 
relationship with parents are more likely to gain parent 
cooperation with school health efforts.43 Support from 
parents can lead to the overall success or failure of a 
student as well as the success or failure of a new health 
program in the school. In addition, parent involvement 
in health education increases both student achievement 
and self-esteem.44
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HEALTH EDUCATION
Required Health Education

Required health education is defined as instruction 
about specific health education topics that students must 
receive for promotion or graduation from school. Many 
schools required health education for students in grades 
6 through 12, and most schools offered one or more 
health education courses. 

• Across states, the percentage of schools that required 
health education for students in grades 6 through 
12 ranged from 32.7% to 100.0% (median: 92.3%) 
(Table 2). Among those schools, the median per-
centage that taught one or more separate required 
health education courses was 93.7% and ranged from 
77.6% to 100.0% across states. 

• Across cities, the percentage of schools that required 
health education for students in grades 6 through 
12 ranged from 68.8% to 100.0% (median: 88.3%) 
(Table 2). Among those schools, the median per-
centage that taught one or more separate required 
health education courses was 87.3% and ranged from 
64.3% to 100.0% across cities. 

Schools taught required health education in each of the 
following ways:

• The percentage of schools that taught required health 
education in a combined course with physical educa-
tion ranged from 31.8% to 96.1% across states 
(median: 60.2%) and from 12.1% to 96.6% across 
cities (median: 56.8%).

• The percentage of schools that taught required health 
education in a course mainly about another subject 

(e.g., science, social studies, English) ranged from 
8.3% to 55.0% across states (median: 23.8%) and 
from 18.8% to 100.0% across cities (median: 55.2%).

Standards, Curricula, Guidelines, and Frameworks 

for Required Health Education Courses

Many schools require that teachers use specific stan-
dards, curricula, or guidelines in required health educa-
tion courses. The ranges in percentage of schools that 
required their use were as follows* (Table 3): 

• The National Health Education Standards: from 
19.9% to 68.9% across states (median: 38.9%) and 
from 24.4% to 72.0% across cities (median: 47.5%).

• A state, district, or school curriculum, guidelines, or 
framework: from 82.9% to 100.0% (median: 95.9%) 
across states and from 80.0% to 100.0% across cities 
(median: 100.0%). 

• Materials from health organizations such as the 
American Red Cross or the American Cancer 
Society: from 17.7% to 61.7% across states (median: 
36.1%) and from 31.1% to 92.9% across cities 
(median: 58.0%).

• A commercially developed teacher’s guide: from 
25.6% to 80.2% across states (median: 49.4%) and 
from 33.1% to 80.0% across cities (median: 62.5%).

Content of Required Health Education Courses

Required health education courses aim to increase stu-
dent knowledge about a variety of health-related topics. 
The ranges in percentage of schools that covered 

RESULTS

* Schools could report use of one or more types of material.
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specific health-related topics in required health educa-
tion courses were as follows (Tables 4a, b, c, Figure 1):

• Accident or injury prevention: from 75.2% to 97.3% 
across states (median: 90.9%) and from 46.3% to 
100.0% across cities (median: 90.5%).

• Alcohol or other drug-use prevention: from 96.4% 
to 100.0% across states (median: 98.9%) and from 
96.4% to 100.0% across cities (median: 100.0%).

• Consumer health: from 70.6% to 88.4% across states 
(median: 80.3%) and from 66.7% to 93.4% across 
cities (median: 81.3%).

• Cardiopulmonary resuscitation (CPR): from 44.1% 
to 87.6% across states (median: 65.6%) and from 
17.1% to 93.4% across cities (median: 70.9%).

• Death and dying: from 34.5% to 75.2% across states 
(median: 56.3%) and from 19.5% to 69.9% across 
cities (median: 59.1%).

• Dental and oral health: from 40.2% to 82.1% across 
states (median: 63.3%) and from 19.5% to 88.5% 
across cities (median: 66.7%).

• Emotional and mental health: from 84.4% to 98.9% 
across states (median: 95.2%) and from 65.0% to 
100.0% across cities (median: 91.8%).

• Environmental health: from 53.9% to 86.1% across 
states (median: 72.8%) and from 27.5% to 89.7% 
across cities (median: 81.9%).

• First aid: from 56.7% to 92.6% across states (median: 
76.0%) and from 24.4% to 100.0% across cities 
(median: 78.6%).
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• Growth and development: from 80.7% to 97.1% 
across states (median: 90.3%) and from 63.4% to 
100.0% across cities (median: 96.4%).

• HIV prevention: from 84.4% to 100.0% across states 
(median: 97.2%) and from 90.2% to 100.0% across 
cities (median: 100.0%).

• Human sexuality: from 62.3% to 97.6% across states 
(median: 88.9%) and from 86.3% to 100.0% across 
cities (median: 96.6%).

• Immunization and vaccinations: from 36.2% to 
78.8% across states (median: 62.4%) and from 34.1% 
to 93.4% across cities (median: 75.8%).

• Nutrition and dietary behavior: from 92.9% to 
100.0% across states (median: 98.1%) and from 67.6% 
to 100.0% across cities (median: 100.0%).

• Personal hygiene: from 72.6% to 94.0% across states 
(median: 84.8%) and from 36.6% to 97.9% across 
cities (median: 88.2%).

• Physical activity and fitness: from 94.9% to 100.0% 
across states (median: 98.6%) and from 76.5% to 
100.0% across cities (median: 100.0%).

• Pregnancy prevention: from 61.0% to 95.3% across 
states (median: 84.5%) and from 78.2% to 100.0% 
across cities (median: 93.3%).

• STD prevention: from 74.0% to 97.7% across states 
(median: 92.3%) and from 81.0% to 100.0% across 
cities (median: 97.6%).

• Suicide prevention: from 55.3% to 92.0% across 
states (median: 73.4%) and from 51.2% to 96.6% 
across cities (median: 81.8%).

• Sun safety: from 42.7% to 82.8% across states 
(median: 71.9%) and from 22.0% to 88.7% across 
cities (median: 80.0%).

• Tobacco-use prevention: from 96.1% to 100.0% 
across states (median: 99.1%) and from 95.9% to 
100.0% across cities (median: 100.0%).

• Violence prevention: from 78.7% to 96.0% across 
states (median: 87.0%) and from 81.4% to 100.0% 
across cities (median: 92.9%).

Required health education courses aim to improve stu-
dent skills. The ranges in percentage of schools that cov-
ered specific skills were as follows (Table 5, Figure 2):

• Accessing health information: from 73.3% to 96.7% 
across states (median: 86.6%) and from 66.7% to 
96.9% across cities (median: 87.4%).

• Advocating for health: from 74.8% to 91.6% across 
states (median: 81.6%) and from 64.3% to 100.0% 
across cities (median: 88.1%).

• Analysis of media messages: from 61.0% to 98.5% 
across states (median: 84.9%) and from 66.7% to 
95.2% across cities (median: 83.3%).

• Communication: from 84.0% to 100.0% across states 
(median: 93.5%) and from 77.8% to 100.0% across 
cities (median: 96.3%).

• Decision making: from 89.7% to 100.0% across states 
(median: 97.7%) and from 89.3% to 100.0% across 
cities (median: 98.6%).

• Goal setting: from 83.4% to 100.0% across states 
(median: 93.4%) and from 91.7% to 100.0% across 
cities (median: 96.2%).
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• Conflict resolution: from 78.3% to 95.8% across 
states (median: 88.2%) and from 89.3% to 100.0% 
across cities (median: 93.4%).

• Resisting peer pressure: from 90.0% to 100.0% across 
states (median: 97.2%) and from 85.7% to 100.0% 
across cities (median: 100.0%).

• Stress management: from 70.5% to 98.6% across 
states (median: 89.5%) and from 75.0% to 100.0% 
across cities (median: 96.3%).

Tobacco-Use Prevention Topics

Specific tobacco-use prevention topics covered in 
required health education courses included health out-
comes and risks of tobacco use, external influences on 
tobacco use, skills to avoid tobacco use, and cessation of 
tobacco use.

The ranges in percentage of schools that taught about 
health outcomes and risks of tobacco use in a required 
health education course were as follows (Table 6a):

• Addictive effects of nicotine: from 90.3% to 100.0% 
across states (median: 97.3%) and from 84.0% to 
100.0% across cities (median: 97.5%).

• Benefits of not smoking cigarettes: from 90.0% to 
100.0% across states (median: 97.6%) and from 90.3% 
to 100.0% across cities (median: 97.7%).

• Benefits of not using smokeless tobacco: from 86.0% 
to 99.5% across states (median: 93.0%) and from 
63.0% to 100.0% across cities (median: 93.0%).

• Health consequences of cigarette smoking: from 
93.3% to 100.0% across states (median: 98.5%) and 
from 88.0% to 100.0% across cities (median: 100.0%).
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• Health consequences of smokeless tobacco use: from 
87.7% to 100.0% across states (median: 94.9%) and 
from 61.5% to 100.0% across cities (median: 93.0%).

• Health effects of environmental tobacco smoke 
(ETS): from 85.9% to 100.0% across states (median: 
95.9%) and from 80.0% to 100.0% across cities 
(median: 98.0%).

• Number of illnesses and deaths related to tobacco 
use: from 84.8% to 100.0% across states (median: 
94.5%) and from 80.0% to 100.0% across cities 
(median: 96.3%).

• Risks of cigar or pipe smoking: from 76.7% to 96.1% 
across states (median: 87.9%) and from 75.0% to 
100.0% across cities (median: 94.2%).

The ranges in percentage of schools that taught about 
the external influences on tobacco use in a required 
health education course were as follows (Table 6b):

• Influence of families: from 81.2% to 97.7% across 
states (median: 91.4%) and from 76.0% to 100.0% 
across cities (median: 93.0%).

• Influence of the media: from 84.2% to 100.0% across 
states (median: 95.5%) and from 83.3% to 100.0% 
across cities (median: 95.6%).

• Social or cultural influences: from 82.7% to 95.9% 
across states (median: 90.0%) and from 75.0% to 
100.0% across cities (median: 90.0%).

• How students can influence others to prevent 
tobacco use: from 77.6% to 97.5% across states 
(median: 88.1%) and from 76.0% to 100.0% across 
cities (median: 89.6%).

• How students can influence others to quit using 
tobacco: from 74.3% to 95.0% across states (median: 
85.0%) and from 75.3% to 100.0% across cities 
(median: 87.1%).

• How many young people use tobacco: from 80.9% 
to 100.0% across states (median: 92.8%) and from 
80.5% to 100.0% across cities (median: 93.0%).

The ranges in percentage of schools that taught skills to 
avoid tobacco use and to stop using tobacco in required 
health education courses were as follows (Table 6c):

• How to find information on tobacco-use cessation: 
from 62.1% to 86.5% across states (median: 72.6%) 
and from 68.0% to 92.7% across cities (median: 
82.6%).

• Making a personal commitment not to use tobacco: 
from 60.9% to 83.0% across states (median: 73.3%) 
and from 66.7% to 100.0% across cities (median: 
80.0%).

• How to say no to tobacco use: from 87.2% to 
100.0% across states (median: 95.0%) and from 84.0% 
to 100.0% across cities (median: 97.2%).

HIV/AIDS Prevention Topics

Specific HIV prevention topics covered in required health 
education courses included HIV transmission and preven-
tion and external influences on HIV risk behaviors.

The ranges in percentage of schools that covered HIV 
transmission and prevention topics in required health 
education courses were as follows (Table 7a):

• Abstinence to avoid HIV infection: from 70.5% to 
99.4% across states (median: 95.0%) and from 85.0% 
to 100.0% across cities (median: 100.0%).
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• How HIV is transmitted: from 75.7% to 99.4% 
across states (median: 95.1%) and from 84.7% to 
100.0% across cities (median: 100.0%).

• How HIV affects the body: from 74.3% to 99.3% 
across states (median: 94.7%) and from 85.1% to 
100.0% across cities (median: 97.9%).

• How to correctly use a condom: from 7.8% to 65.5% 
across states (median: 40.4%) and from 39.0% to 
100.0% across cities (median: 63.2%).

• Condom efficacy: from 40.6% to 88.1% across states 
(median: 71.4%) and from 50.0% to 100.0% across 
cities (median: 89.8%).

• The number of young people who get HIV: from 
66.5% to 94.9% across states (median: 85.2%) and 
from 76.8% to 100.0% across cities (median: 92.4%).

The ranges in percentage of schools that covered exter-
nal influences on HIV risk behavior topics in required 
health education courses were as follows (Table 7b):

• Influence of alcohol or other drugs: from 69.2% to 
98.4% across states (median: 89.9%) and from 77.3% 
to 100.0% across cities (median: 95.2%).

• Social or cultural influences: from 62.5% to 91.2% 
across states (median: 82.9%) and from 71.6% to 
100.0% across cities (median: 91.0%).

• How to find valid information on HIV: from 60.5% 
to 92.0% across states (median: 76.8%) and from 
66.6% to 100.0% across cities (median: 90.5%).

• Compassion for persons with HIV or AIDS: from 
59.6% to 94.5% across states (median: 82.2%) and 
from 73.3% to 100.0% across cities (median: 93.7%).

Nutrition and Dietary Intake Topics

Specific nutrition and dietary intake topics covered in 
required health education courses included choosing 
healthful foods, food safety, and behaviors that contribute 
to maintaining a healthy weight.

The ranges in percentage of schools that covered topics 
related to choosing healthful foods in required health 
education courses were as follows (Table 8a):

• Benefits of healthy eating: from 88.7% to 99.5% 
across states (median: 95.4%) and from 54.1% to 
100.0% across cities (median: 98.1%).

• Using food labels: from 77.3% to 96.5% across states 
(median: 86.4%) and from 44.4% to 99.0% across 
cities (median: 90.1%).

• Food guide pyramid: from 80.7% to 97.6% across 
states (median: 90.8%) and from 51.4% to 100.0% 
across cities (median: 95.7%).

• Choosing a variety of grains: from 77.3% to 93.0% 
across states (median: 84.7%) and from 40.0% to 
100.0% across cities (median: 88.9%).

• Choosing a variety of fruits and vegetables: from 
81.6% to 96.3% across states (median: 88.6%) and 
from 47.5% to 100.0% across cities (median: 95.0%).

• Choosing a low-fat diet: from 77.9% to 97.4% across 
states (median: 88.6%) and from 47.5% to 100.0% 
across cities (median: 91.9%).

• Using less salt: from 63.3% to 88.1% across states 
(median: 78.1%) and from 37.5% to 97.0% across 
cities (median: 83.1%).
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• Moderating intake of sugars: from 79.5% to 95.4% 
across states (median: 87.5%) and from 45.0% to 
100.0% across cities (median: 89.7%).

• Eating more calcium-rich foods: from 66.2% to 
88.3% across states (median: 80.7%) and from 45.0% 
to 97.0% across cities (median: 82.8%).

The ranges in percentage of schools that covered topics 
related to food safety and maintaining a healthy weight 
in required health education courses were as follows 
(Table 8b):

• Keeping food safe to eat: from 55.7% to 85.5% across 
states (median: 74.1%) and from 37.5% to 94.0% 
across cities (median: 81.7%).

• Preparing healthy meals and snacks: from 67.8% to 
90.4% across states (median: 81.5%) and from 40.5% 
to 100.0% across cities (median: 87.3%).

• Aiming for a healthy weight: from 83.2% to 98.1% 
across states (median: 91.5%) and from 51.4% to 
100.0% across cities (median: 93.0%).

• Risks of unhealthy weight control practices: from 
76.7% to 97.5% across states (median: 89.7%) and 
from 51.4% to 100.0% across cities (median: 93.0%).

• Accepting body size differences: from 74.1% to 
94.1% across states (median: 87.5%) and from 54.1% 
to 100.0% across cities (median: 86.2%).

• Eating disorders: from 74.9% to 99.3% across states 
(median: 90.0%) and from 57.6% to 100.0% across 
cities (median: 93.0%).

Physical Activity Topics

Specific physical activity topics covered in required 
health education courses included the benefits of physical 
activity and challenges to engaging in physical activity.

The ranges in percentage of schools that covered topics 
related to the benefits of physical activity in required 
health education courses were as follows (Table 9a):

• Physical, psychological, or social benefits: from 
83.3% to 100.0% across states (median: 93.1%) and 
from 58.3% to 100.0% across cities (median: 94.6%).

• Health-related fitness: from 74.0% to 97.8% across 
states (median: 88.6%) and from 55.6% to 96.3% 
across cities (median: 88.9%).

• Phases of a workout: from 60.1% to 96.2% across 
states (median: 83.6%) and from 47.4% to 93.4% 
across cities (median: 73.3%).

• How much physical activity is enough: from 59.5% 
to 92.7% across states (median: 81.5%) and from 
36.1% to 93.4% across cities (median: 77.6%).

• Decreasing sedentary activities: from 67.8% to 
92.8% across states (median: 83.2%) and from 35.9% 
to 100.0% across cities (median: 86.4%).

The ranges in percentage of schools that covered topics 
related to the challenges of physical activity in required 
health education courses were as follows (Table 9b):

• Overcoming barriers to physical activity: from 
50.2% to 81.8% across states (median: 67.8%) and 
from 30.8% to 93.0% across cities (median: 72.4%).
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• Developing an individualized physical activity plan: 
from 44.2% to 80.1% across states (median: 65.9%) and 
from 28.9% to 84.4% across cities (median: 63.6%).

• Monitoring progress toward reaching goals: from 
41.2% to 79.1% across states (median: 61.0%) and 
from 28.9% to 75.1% across cities (median: 60.2%).

• Opportunities for physical activity in the community: 
from 51.0% to 87.5% across states (median: 71.0%) and 
from 33.3% to 92.9% across cities (median: 73.3%).

• Preventing injury during physical activity: from 
60.5% to 94.6% across states (median: 82.6%) and 
from 48.6% to 95.5% across cities (median: 74.8%).

• Weather-related safety: from 57.2% to 93.9% across 
states (median: 80.1%) and from 33.3% to 97.7% 
across cities (median: 80.7%).

• Dangers of using performance-enhancing drugs: 
from 63.3% to 96.2% across states (median: 88.2%) 
and from 50.0% to 100.0% across cities (median: 
92.0%).

Use of Specific Teaching Methods

Teachers used a variety of teaching methods to facilitate 
the learning process. The ranges in percentage of schools 
that used specific teaching methods in required health 
education courses were as follows (Table 10, Figure 3):

• Group discussions: from 92.1% to 100.0% across 
states (median: 98.9%) and from 89.3% to 100.0% 
across cities (median: 100.0%).

• Cooperative group activities: from 88.0% to 100.0% 
across states (median: 96.1%) and from 83.3% to 
100.0% across cities (median: 97.2%).
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• Role play: from 62.8% to 93.7% across states (median: 
83.3%) and from 82.0% to 100.0% across cities 
(median: 90.4%).

• Language, performing, or visual arts: from 47.2% to 
82.5% across states (median: 65.9%) and from 53.7% 
to 95.9% across cities (median: 83.2%).

• Pledges or contracts: from 26.3% to 58.9% across 
states (median: 44.6%) and from 33.3% to 76.9% 
across cities (median: 62.0%).

• Adult guest speakers: from 69.3% to 95.0% across 
states (median: 83.5%) and from 50.0% to 96.2% 
across cities (median: 89.0%).

• Peer educators: from 44.4% to 68.1% across states 
(median: 56.5%) and from 43.9% to 87.5% across 
cities (median: 64.3%).

• The Internet: from 63.5% to 93.3% across states 
(median: 80.0%) and from 39.0% to 88.0% across 
cities (median: 71.6%).

• Computer-assisted instruction: from 39.9% to 71.6% 
across states (median: 55.8%) and from 29.3% to 
72.7% across cities (median: 57.1%).

Coordination of Health Education

Across states and cities, a health education teacher was 
identified most often (state median: 44.5%; city median: 
35.4%) as being responsible for coordinating health edu-
cation (Table 11). A school district administrator was 
less likely (state median: 25.0%; city median: 19.7%) 
to be responsible for coordinating health education, as 
was a school administrator (state median: 18.5%; city 
median: 17.5%). A school nurse infrequently or rarely 
(state median: 1.8%; city median: 2.3%) coordinated 

health education, as did an “other” staff person (state 
median: 3.8%; city median: 8.5%). The median per-
centage of schools in which no one was responsible for 
coordinating health education was 5.1% across states 
and 4.7% across cities. 

Health education staff planned or coordinated health-
related projects with other school staff or community 
members. The ranges in percentage of schools in which 
health education staff coordinated health-related activi-
ties with others were as follows (Table 12):

• Physical education staff: from 51.6% to 91.2% across 
states (median: 70.8%) and from 28.6% to 96.7% 
across cities (median: 53.1%).

• School health services staff: from 36.4% to 83.8% 
across states (median: 66.7%) and from 28.2% to 
90.4% across cities (median: 71.2%).

• School mental health staff: from 40.7% to 79.4% 
across states (median: 56.5%) and from 50.0% to 
71.4% across cities (median: 58.8%).

• Food service staff: from 9.8% to 35.0% across states 
(median: 21.1%) and from 0.0% to 39.5% across cities 
(median: 19.4%).

• Community members: from 30.2% to 73.0% across 
states (median: 56.2%) and from 28.6% to 69.4% 
across cities (median: 51.1%).

Professional Preparation and Staff Development

Lead health education teachers reported professional 
preparation in many disciplines. The median percentages 
of schools in which the lead health education teacher 
had professional preparation in a specific discipline were 
as follows (Table 13, Figure 4):
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• Health and physical education: 46.8% across states 
and 28.1% across cities.

• Health education only: 7.1% across states and 11.4% 
across cities.

• Physical education only: 13.2% across states and 
2.7% across cities.

• Science or other education degree: 11.5% across 
states and 36.6% across cities.

• Nursing or counseling: 4.6% across states and 4.9% 
across cities.

• Another discipline: 8.3% across states and 6.8% 
across cities.

Lead health education teachers received staff develop-
ment during the preceding 2 years in many health-
related topics. The ranges in percentage of schools in 
which the lead health education teacher had received 

staff development in a specific topic were as follows 
(Tables 14a, b, c): 

• Accident or injury prevention: from 23.3% to 61.0% 
across states (median: 40.2%) and from 20.8% to 
82.9% across cities (median: 37.5%).

• Alcohol or other drug-use prevention: from 34.8% 
to 68.0% across states (median: 50.8%) and from 
34.9% to 93.8% across cities (median: 68.1%).

• Consumer health: from 10.3% to 27.0% across states 
(median: 15.4%) and from 7.4% to 43.1% across 
cities (median: 22.6%).

• Cardiopulmonary resuscitation (CPR): from 37.0% 
to 81.3% across states (median: 60.7%) and from 
27.1% to 98.1% across cities (median: 52.3%).

• Death and dying: from 6.4% to 18.6% across states 
(median: 12.2%) and from 0.0% to 37.5% across 
cities (median: 16.5%).
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• Dental and oral health: from 2.3% to 20.0% across 
states (median: 8.6%) and from 0.0% to 38.6% across 
cities (median: 14.5%).

• Emotional and mental health: from 21.0% to 52.1% 
across states (median: 32.9%) and from 25.6% to 
58.3% across cities (median: 43.7%).

• Environmental health: from 9.4% to 29.6% across 
states (median: 15.1%) and from 14.3% to 50.1% 
across cities (median: 25.4%).

• First aid: from 24.6% to 68.7% across states (median: 
53.6%) and from 25.0% to 98.1% across cities 
(median: 50.2%).

• Growth and development: from 12.0% to 36.6% 
across states (median: 23.4%) and from 24.1% to 
66.7% across cities (median: 42.9%).

• HIV prevention: from 24.8% to 76.7% across states 
(median: 47.8%) and from 35.4% to 100.0% across 
cities (median: 71.9%).

• Human sexuality: from 13.9% to 59.0% across states 
(median: 31.3%) and from 25.6% to 89.6% across 
cities (median: 58.7%).

• Immunization and vaccinations: from 3.6% to 41.9% 
across states (median: 16.6%) and from 10.9% to 
45.2% across cities (median: 25.1%).

• Nutrition and dietary behavior: from 17.0% to 
48.2% across states (median: 26.6%) and from 16.5% 
to 56.9% across cities (median: 34.5%).

• Personal hygiene: from 5.3% to 23.1% across states 
(median: 11.6%) and from 0.0% to 48.2% across cities 
(median: 16.8%).

• Physical activity and fitness: from 29.7% to 67.3% 
across states (median: 40.9%) and from 15.3% to 
90.4% across cities (median: 39.3%).

• Pregnancy prevention: from 14.4% to 43.0% across 
states (median: 26.2%) and from 22.9% to 81.3% 
across cities (median: 45.0%).

• STD prevention: from 19.1% to 64.0% across states 
(median: 38.1%) and from 32.5% to 89.6% across 
cities (median: 60.1%).

• Suicide prevention: from 9.0% to 47.9% across states 
(median: 22.7%) and from 14.3% to 72.9% across 
cities (median: 27.9%).

• Sun safety: from 5.9% to 22.1% across states (median: 
11.4%) and from 6.0% to 52.0% across cities (median: 
18.6%).

• Tobacco-use prevention: from 26.6% to 57.1% across 
states (median: 38.1%) and from 26.8% to 83.3% 
across cities (median: 43.1%).

• Violence prevention: from 34.1% to 74.6% across 
states (median: 51.2%) and from 28.6% to 93.8% 
across cities (median: 59.7%).

The ranges in percentage of schools in which the lead 
health education teacher wanted but had not yet received 
staff development were as follows (Tables 15a, b, c):

• Accident or injury prevention: from 31.7% to 62.1% 
across states (median: 49.8%) and from 22.9% to 
72.0% across cities (median: 63.1%).

• Alcohol or other drug-use prevention: from 52.7% 
to 78.9% across states (median: 67.5%) and from 
62.5% to 88.0% across cities (median: 73.5%).

School Health Profiles 2002



• Consumer health: from 31.4% to 70.1% across states 
(median: 49.3%) and from 37.5% to 71.5% across 
cities (median: 59.8%).

• Cardiopulmonary resuscitation (CPR): from 37.8% 
to 74.3% across states (median: 61.3%) and from 
50.0% to 83.4% across cities (median: 74.2%).

• Death and dying: from 35.3% to 74.4% across states 
(median: 55.6%) and from 42.9% to 85.6% across 
cities (median: 62.9%).

• Dental and oral health: from 20.5% to 51.1% across 
states (median: 36.1%) and from 20.8% to 73.5% 
across cities (median: 52.8%).

• Emotional and mental health: from 48.8% to 77.8% 
across states (median: 64.7%) and from 63.5% to 
84.0% across cities (median: 73.1%).

• Environmental health: from 32.7% to 67.8% across 
states (median: 52.4%) and from 43.8% to 77.6% 
across cities (median: 65.2%).

• First aid: from 39.1% to 76.6% across states (median: 
61.2%) and from 35.2% to 80.3% across cities 
(median: 71.4%).

• Growth and development: from 32.6% to 61.9% 
across states (median: 49.4%) and from 41.0% to 
81.3% across cities (median: 61.6%).

• HIV prevention: from 46.9% to 83.4% across states 
(median: 62.6%) and from 53.5% to 88.0% across 
cities (median: 66.1%).

• Human sexuality: from 41.0% to 75.1% across states 
(median: 57.4%) and from 58.5% to 87.5% across 
cities (median: 68.5%).

• Immunization and vaccinations: from 23.0% to 
60.3% across states (median: 43.8%) and from 22.9% 
to 67.3% across cities (median: 55.9%).

• Nutrition and dietary behavior: from 46.3% to 
73.3% across states (median: 61.9%) and from 52.1% 
to 82.1% across cities (median: 66.6%).

• Personal hygiene: from 25.3% to 51.6% across states 
(median: 40.8%) and from 25.0% to 67.7% across 
cities (median: 53.8%).

• Physical activity and fitness: from 34.9% to 74.4% 
across states (median: 59.6%) and from 33.3% to 
84.0% across cities (median: 62.5%).

• Pregnancy prevention: from 39.2% to 71.0% across 
states (median: 56.3%) and from 56.2% to 87.8% 
across cities (median: 67.2%).

• STD prevention: from 45.9% to 79.0% across states 
(median: 62.8%) and from 56.2% to 87.8% across 
cities (median: 68.7%).

• Suicide prevention: from 57.9% to 84.8% across 
states (median: 70.8%) and from 62.5% to 92.0% 
across cities (median: 75.0%).

• Sun safety: from 34.0% to 66.2% across states 
(median: 50.7%) and from 22.9% to 73.0% across 
cities (median: 58.8%).

• Tobacco-use prevention: from 48.7% to 72.5% across 
states (median: 60.9%) and from 39.6% to 81.9% 
across cities (median: 61.2%).

• Violence prevention: from 65.6% to 87.7% across 
states (median: 78.2%) and from 66.9% to 96.0% 
across cities (median: 76.9%).
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Lead health education teachers received staff develop-
ment during the preceding 2 years on specific teaching 
methods. The ranges in percentage of schools in which 
the lead health education teacher had received staff 
development in a specific teaching method were as 
follows (Table 16):

• Teaching students with physical or cognitive 
disabilities: from 22.7% to 62.5% across states 
(median: 42.3%) and from 27.9% to 85.7% across 
cities (median: 54.8%).

• Teaching students of various cultural backgrounds: 
from 14.4% to 65.3% across states (median: 36.2%) 
and from 39.5% to 85.8% across cities (median: 
66.8%).

• Teaching students with limited English proficiency: 
from 3.5% to 58.8% across states (median: 18.3%) and 
from 19.3% to 88.0% across cities (median: 60.5%).

• Using interactive teaching methods such as role plays 
or cooperative group activities: from 40.9% to 70.0% 
across states (median: 54.7%) and from 53.6% to 
100.0% across cities (median: 71.8%).

• Encouraging family or community involvement: from 
20.1% to 53.7% across states (median: 32.9%) and 
from 28.9% to 71.4% across cities (median: 49.6%).

• Teaching skills for behavior change: from 29.2% to 
61.3% across states (median: 46.0%) and from 31.9% 
to 85.7% across cities (median: 57.9%).

The ranges in percentage of schools in which the 
lead health education teacher wanted but had not yet 
received staff development in a specific teaching method 
were as follows (Table 17):

• Teaching students with physical or cognitive 
disabilities: from 46.0% to 72.7% across states 
(median: 62.5%) and from 43.0% to 85.7% across 
cities (median: 65.8%).

• Teaching students of various cultural backgrounds: 
from 32.6% to 64.4% across states (median: 54.5%) 
and from 42.9% to 77.4% across cities (median: 
66.0%).

• Teaching students with limited English proficiency: 
from 27.1% to 66.1% across states (median: 52.6%) 
and from 52.8% to 80.0% across cities (median: 
62.9%).

• Using interactive teaching methods such as role plays 
or cooperative group activities: from 41.1% to 73.4% 
across states (median: 60.4%) and from 49.0% to 
86.7% across cities (median: 66.6%).

• Encouraging family or community involvement: from 
53.6% to 78.1% across states (median: 65.9%) and 
from 68.8% to 83.9% across cities (median: 74.6%).

• Teaching skills for behavior change: from 63.6% to 
87.7% across states (median: 74.8%) and from 62.5% 
to 100.0% across cities (median: 78.5%).

PHYSICAL EDUCATION
The percentage of schools that required at least some 
physical education for students in grades 6 through 12 
ranged from 47.7% to 100.0% across states (median: 
98.2%) and from 60.8% to 100.0% across cities (median: 
92.9%) (Table 18). Although most schools required physi-
cal education, some schools allowed students to be exempted 
from physical education for the following reasons:

•  Enrolled in another course, such as math or science: 
from 0.0% to 41.2% across states (median: 4.9%) and 
from 0.0% to 19.9% across cities (median: 3.3%).
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• Participated in school sports: from 0.0% to 81.6% 
across states (median: 5.1%) and from 0.0% to 58.0% 
across cities (median: 35.6%).

• Participated in other school activities, such as 
ROTC, marching band, chorus, or cheerleading: from 
0.0% to 58.5% across states (median: 6.0%) and from 
6.1% to 72.3% across cities (median: 15.1%).

• Participated in community sports activities: from 
0.0% to 22.7% across states (median: 2.0%) and from 
0.0% to 26.2% across cities (median: 2.0%).

In addition to physical education, many schools provide 
students with the opportunity to participate in intra-
mural activities or physical activity clubs. The median 
percentage of schools that offered those activities was 
68.5% across states and 92.4% across cities (Table 19). 
Among those schools, the median percentage of schools 
that provided students with transportation home after 
intramural activities or clubs was 32.3% among states 
and 35.6% among cities. The percentage of schools 
that allowed the use of their school’s activity or athletic 
facilities for community-sponsored sports teams or physi-
cal activity programs ranged from 69.2% to 97.3% across 
states (median: 90.9%) and from 46.9% to 100.0% 
across cities (median: 75.8%). 

HEALTH SERVICES
Asthma management activities are an important aspect 
of school health services. The ranges in percentage of 
schools that implemented school-based asthma manage-
ment activities were as follows (Tables 20a, b):

• Assuring immediate access to medications: from 
66.6% to 100.0% across states (median: 91.8%) and 
from 78.6% to 100.0% across cities (median: 89.8%).

• Having a full-time registered nurse: from 1.4% to 
98.0% across states (median: 41.2%) and from 6.1% 
to 100.0% across cities (median: 63.3%).

• Identifying and tracking students with asthma: from 
43.9% to 98.1% across states (median: 82.8%) and 
from 24.7% to 98.0% across cities (median: 80.0%).

• Obtaining and using an Asthma Action Plan: from 
26.8% to 79.7% across states (median: 56.4%) and 
from 19.5% to 95.6% across cities (median: 61.3%).

• Providing intensive case management for students 
with asthma: from 12.7% to 53.7% across states 
(median: 34.1%) and from 29.0% to 79.4% across 
cities (median: 46.0%).

• Educating school staff about asthma: from 25.0% to 
67.4% across states (median: 51.9%) and from 27.9% 
to 75.5% across cities (median: 57.1%).

• Educating students with asthma about asthma 
management: from 19.6% to 77.4% across states 
(median: 46.8%) and from 23.1% to 84.7% across 
cities (median: 64.2%).

• Teaching asthma awareness to all students: from 
13.5% to 47.6% across states (median: 24.8%) and 
from 8.7% to 50.0% across cities (median: 34.7%).

• Encouraging full participation in physical education 
and physical activity: from 77.5% to 99.4% across 
states (median: 95.5%) and from 81.3% to 100.0% 
across cities (median: 94.4%).

• Modifying physical education and physical activities: 
from 57.1% to 92.3% across states (median: 81.8%) 
and from 65.6% to 95.1% across cities (median: 
85.5%).

Results
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FOOD SERVICE
The percentage of schools that allowed students to buy 
snack foods or beverages from vending machines or 
at the school store, canteen, or snack bar ranged from 
70.0% to 98.1% (median: 89.3%) across states and from 
41.4% to 100.0% (median: 82.5%) across cities. The 
types of foods and beverages available for purchase from 
the vending machines or at the school store, canteen, or 
snack bar were as follows (Table 21):

• Chocolate candy: from 23.7% to 94.6% across states 
(median: 67.3%) and from 27.3% to 91.2% across 
cities (median: 60.0%).

• Other kinds of candy: from 28.8% to 94.1% across 
states (median: 70.0%) and from 27.3% to 90.1% 
across cities (median: 61.9%).

• Salty snacks not low in fat: from 31.2% to 92.1% 
across states (median: 79.1%) and from 46.7% to 
96.1% across cities (median: 80.3%).

• Salty snacks low in fat: from 30.7% to 91.8% across 
states (median: 79.4%) and from 50.9% to 90.0% 
across cities (median: 76.0%).

• Fruits or vegetables: from 15.5% to 64.5% across 
states (median: 39.9%) and from 16.3% to 80.3% 
across cities (median: 55.0%).

• Low-fat baked goods: from 25.6% to 75.8% across 
states (median: 62.3%) and from 47.7% to 76.4% 
across cities (median: 63.1%).

• Soft drinks, sports drinks, or fruit drinks that are 
not 100% juice: from 88.3% to 99.0% across states 
(median: 95.3%) and from 78.6% to 100.0% across 
cities (median: 97.1%).

• 100% fruit juice: from 51.5% to 91.9% across states 
(median: 79.3%) and from 59.0% to 91.3% across 
cities (median: 82.4%).

• Bottled water: from 62.5% to 98.4% across states 
(median: 90.3%) and from 72.7% to 100.0% across 
cities (median: 91.5%).

The percentage of schools that allowed students 20 or 
more minutes to eat lunch, once they were seated, ranged 
from 61.2% to 92.0% (median: 80.4%) across states and 
from 57.4% to 96.7% (median: 87.0%) across cities.

SCHOOL POLICY AND ENVIRONMENT
Tobacco-Use Prevention 

Tobacco-use prevention policies can help prevent tobacco 
use among students. The percentage of schools that had 
a policy prohibiting tobacco use ranged from 96.1% to 
100.0% across states (median: 99.1%) and from 87.3% 
to 100.0% across cities (median: 97.9%) (Table 22). 
Among those schools that had a policy prohibiting 
tobacco use, the ranges in percentage of schools that 
designated an individual to enforce the policy were 
from 38.4% to 79.5% across states (median: 62.4%) and 
from 35.5% to 94.1% across cities (median: 62.4%). An 
“ideal” tobacco-use prevention policy prohibits all tobacco 
use by all students, school staff members, and visitors on 
school property; in school vehicles; and at off-campus, 
school-sponsored events. The percentage of schools that 
had a policy that included all of these elements ranged 
from 12.6% to 65.4% across states (median: 45.9%) and 
from 34.6% to 71.1% across cities (median: 55.7%).

Consequences exist for students who are caught smok-
ing cigarettes in schools that have a policy prohibiting 
tobacco use. The ranges in percentage of schools that 
sometimes, almost always, or always took specific actions 
when students were caught smoking cigarettes were as 
follows (Table 23a, b, Figure 5):
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• Referring students to a school counselor: from 
56.5% to 94.2% across states (median: 77.1%) and 
from 65.4% to 93.5% across cities (median: 88.3%).

• Referring students to a school administrator: from 
95.1% to 100.0% across states (median: 99.4%) and 
from 90.6% to 100.0% across cities (median: 98.0%).

• Encouraging students to participate in an assistance, 
education, or cessation program: from 35.6% to 
82.0% across states (median: 64.9%) and from 37.8% 
to 85.7% across cities (median: 75.6%).

• Requiring students to participate in an assistance, 
education, or cessation program: from 14.3% to 
60.8% across states (median: 35.0%) and from 20.3% 
to 89.4% across cities (median: 49.9%).

• Referring students to legal authorities: from 13.3% 
to 96.3% across states (median: 46.1%) and from 
17.7% to 78.6% across cities (median: 47.1%).

• Placing students in detention: from 35.8% to 81.4% 
across states (median: 56.2%) and from 41.2% to 
79.9% across cities (median: 71.4%).

• Giving students in-school suspension: from 50.0% to 
88.1% across states (median: 69.7%) and from 41.9% 
to 93.1% across cities (median: 78.6%).

• Suspending students from school: from 53.6% to 
93.1% across states (median: 76.5%) and from 56.1% 
to 100.0% across cities (median: 81.6%).

• Informing parents or guardians: from 95.7% to 
100.0% across states (median: 99.1%) and from 93.9% 
to 100.0% across cities (median: 100.0%).
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Some schools implemented tobacco prevention policies 
that prohibit tobacco advertisements, sponsorship of 
events, and wearing of tobacco brand-name apparel 
by students. The ranges in percentage of schools that 
implemented such policies were as follows (Table 24):

• Prohibiting tobacco advertisements in school 
buildings, on school grounds, on school buses, and 
in school publications: from 88.6% to 96.3% across 
states (median: 93.0%) and from 78.6% to 98.1% 
across cities (median: 93.9%).

• Prohibiting tobacco advertisements through 
sponsorship of school events: from 80.3% to 96.9% 
across states (median: 92.2%) and from 71.4% to 
100.0% across cities (median: 91.8%). 

• Prohibiting students from wearing tobacco brand-
name apparel: from 64.6% to 98.6% across states 
(median: 92.4%) and from 70.0% to 100.0% across 
cities (median: 90.3%).

Violence Prevention

Schools implement safety and security measures to 
ensure the safety of students, staff members, and visitors. 
The median percentage of schools that had a written 
plan for responding to violence was 96.8% across states 
and 97.7% across cities. The ranges in percentage of 
schools that implemented safety and security measures 
were as follows (Table 25, Figure 6):

• Requiring visitors to report to the main office: from 
86.6% to 100.0% across states (median: 99.6%) and 
100.0% across all cities.

• Maintaining a closed campus: from 35.3% to 98.7% 
across states (median: 84.1%) and from 73.1% to 
100.0% across cities (median: 97.3%).

• Using staff to monitor school halls: from 63.6% to 
94.9% across states (median: 87.6%) and from 85.7% 
to 100.0% across cities (median: 95.1%).
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• Checking bags, desks, and lockers: from 2.7% to 
70.9% across states (median: 41.4%) and from 6.3% 
to 96.7% across cities (median: 61.5%).

• Prohibiting backpacks: from 0.0% to 50.7% across 
states (median: 25.8%) and from 0.0% to 30.0% across 
cities (median: 4.3%).

• Requiring school uniforms: from 0.0% to 23.7% 
across states (median: 3.7%) and from 0.0% to 96.6% 
across cities (median: 32.1%).

• Requiring student identification badges: from 0.0% 
to 36.6% across states (median: 5.5%) and from 0.0% 
to 76.7% across cities (median: 34.5%).

• Using metal detectors: from 0.0% to 38.5% across 
states (median: 4.3%) and from 0.0% to 96.7% across 
cities (median: 28.6%).

• Having uniformed police: from 9.0% to 90.4% across 
states (median: 44.7%) and from 75.6% to 100.0% 
across cities (median: 92.9%).

HIV/AIDS Prevention

HIV-related school policies provide support for infected 
students and staff. The percentage of schools with a writ-
ten policy that protects the rights of HIV-infected stu-
dents or school staff ranged from 32.5% to 90.3% across 
states (median: 67.8%) and from 56.5% to 92.9% across 
cities (median: 72.8%) (Table 26). Among those schools 
that had a written policy, the ranges in percentage of 
schools that addressed specific topics were as follows 
(Table 26, Figure 7):
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• Attendance at school of HIV-infected students: from 
82.6% to 96.3% across states (median: 90.2%) and 
from 74.7% to 97.6% across cities (median: 92.3%).

• Protection of HIV-infected students and staff 
members from discrimination: from 90.8% to 100.0% 
across states (median: 96.0%) and from 92.3% to 
100.0% across cities (median: 97.0%).

• Maintenance of confidentiality for HIV-infected 
students and staff members: from 94.3% to 100.0% 
across states (median: 98.4%) and from 92.3% to 
100.0% across cities (median: 100.0%).

• Worksite safety: from 91.0% to 100.0% across states 
(median: 97.8%) and from 92.3% to 100.0% across 
cities (median: 98.6%).

• Confidential counseling for HIV-infected students: 
from 58.9% to 88.2% across states (median: 77.5%) 
and from 59.3% to 100.0% across cities (median: 
87.9%).

• Communication of policy to students, school staff, 
and parents: from 78.4% to 91.3% across states 
(median: 85.1%) and from 84.6% to 96.9% across 
cities (median: 92.6%).

• Training for school staff about HIV infection: from 
65.5% to 93.4% across states (median: 84.4%) and 
from 72.5% to 100.0% across cities (median: 85.2%).

• Procedures for implementing the HIV infection 
policy: from 83.9% to 95.8% across states (median: 
89.6%) and from 85.2% to 100.0% across cities 
(median: 91.3%).

FA M I LY  A N D  CO M M U N I T Y  I N V O LV E M E N T
Partnerships between schools, families, and community 
members are important elements of a school health 
program. The percentage of schools that had a school 
health advisory committee to develop policies or coor-
dinate activities that address health issues ranged from 
18.9% to 77.6% across states (median: 47.2%) and from 
36.6% to 100.0% across cities (median: 78.5%). During 
the school year, the ranges in percentage of schools that 
engaged parents and families in health education activi-
ties were as follows (Table 27):

• Providing families with information on the health 
education program: from 46.4% to 86.5% across states 
(median: 69.5%) and from 52.7% to 91.0% across 
cities (median: 75.6%).

• Meeting with parent organizations (e.g., PTA, PTO) 
to discuss the health education program: from 7.9% 
to 43.0% across states (median: 20.3%) and from 
10.5% to 64.6% across cities (median: 28.5%).

• Inviting family members to attend a health education 
class: from 24.1% to 51.5% across states (median: 
35.5%) and from 29.5% to 64.5% across cities 
(median: 48.5%).

The ranges in the percentage of schools that had stu-
dents participate in health-related community activities 
as a part of a required health education course were as 
follows (Table 28, Figure 8):

• Performing volunteer work at a community 
organization that addresses health issues (e.g., 
hospital, local health department): from 10.2% to 
24.2% across states (median: 14.6%) and from 2.4% 
to 56.4% across cities (median: 27.4%).
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• Participating in or attending a health fair: from 
12.4% to 36.3% across states (median: 28.3%) and 
from 16.7% to 71.4% across cities (median: 42.9%).

• Gathering information on community health 
services: from 41.2% to 71.7% across states (median: 
54.4%) and from 21.4% to 75.0% across cities 
(median: 65.4%).

• Visiting a store to compare prices of health products: 
from 15.0% to 35.6% across states (median: 25.0%) 
and from 0.0% to 55.9% across cities (median: 37.9%).

• Identifying potential injury sites: from 39.7% to 
72.7% across states (median: 51.4%) and from 19.0% 
to 74.2% across cities (median: 56.4%).

• Analyzing advertising designed to influence health 
behaviors or health risk behaviors: from 43.3% to 
83.6% across states (median: 66.9%) and from 55.6% 
to 93.4% across cities (median: 71.3%).

• Advocating for health-related issues: from 30.4% to 
68.6% across states (median: 47.4%) and from 35.7% 
to 74.9% across cities (median: 60.0%).

• Completing homework with family members: from 
66.4% to 90.2% across states (median: 78.3%) and 
from 45.2% to 97.0% across cities (median: 84.1%).
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TRENDS
   

The Profiles were first conducted in 1996 and are 
repeated biennially. Although the questionnaires have 
been modified each year, some questions have remained 
constant, thereby allowing for analysis of change over 
time. Long-term trends compare data between the 1996 
and 2002 Profiles. Short-term trends compare data 
between the 2000 and 2002 Profiles.

LONG-TERM TRENDS
Significant improvements in health education and 
health policy were detected between 1996 and 2002 in 
the following areas:

• Across states, the median percentage of schools 
in which teachers taught about accident or injury 
prevention and about physical activity and fitness 
increased from 83.3% to 90.9% and from 94.5% to 
98.6%, respectively.

• Across states and cities, the median percentage of 
schools in which teachers taught about nutrition and 
dietary behavior increased from 94.3% to 98.1% for 
states and from 97.4% to 100.0% for cities.

• Across states and cities, the median percentage of 
schools in which teachers taught about tobacco-use 
prevention increased from 97.2% to 99.1% for states 
and from 95.3% to 100.0% for cities.

• Across states, increases were found in the median per-
centage of schools in which teachers tried to improve 
student skills in communication (from 90.2% to 
93.5%), decision making (from 96.5% to 97.7%), goal 
setting (from 89.8% to 93.4%), and conflict resolution 
(from 81.5% to 88.2%).

• Across states and cities, the median percentage of 
schools in which teachers tried to improve student 
skills in stress management increased from 85.6% to 
89.5% for states and from 80.1% to 96.3% for cities.

• Across states, the median percentage of schools in 
which the health education teacher coordinated the 
health education activities at the school increased 
from 33.0% to 44.5%.

• Across states, the median percentage of schools in 
which health education teachers planned or coordi-
nated health-related projects or activities with school 
health services staff increased from 44.3% to 66.7%.

• Across states, increases were found in the median per-
centage of schools that had a written HIV policy that 
protected students and staff from discrimination (from 
90.4% to 96.0%); maintained confidentiality of HIV-
infected students and staff (from 94.9% to 98.4%); 
ensured worksite safety (from 92.7% to 97.8%); and 
communicated the HIV policy to students, staff, and 
parents (from 75.7% to 85.1%).

• Across states and cities, the median percentage of 
schools that had a health advisory group to address 
health issues increased from 19.7% to 47.2% for states 
and from 18.1% to 78.5% for cities.

Significant deteriorations in health education and 
health policy were detected between 1996 and 2002 
in the following areas:

• Across states and cities, the median percentage 
of schools that required a health education course 
decreased from 95.4% to 92.3% for states and from 
97.1% to 88.3% for cities.
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• Across states, decreases were found in the median 
percentage of schools in which teachers taught how 
HIV is transmitted (from 99.4% to 95.1%), how to 
correctly use a condom (from 48.3% to 40.4%), and 
the influence of alcohol and other drugs on HIV risk 
behaviors (from 92.7% to 89.9%).

• Across cities, the median percentage of schools in 
which health education teachers planned or coordi-
nated health-related projects or activities with school 
food service staff decreased from 26.2% to 19.4%.

SHORT-TERM TRENDS
Significant improvements in health education and 
health policy were detected between 2000 and 2002 in 
the following areas:

•  Across states, the median percentage of schools in 
which the teacher used the Internet as a teaching 

method in the classroom increased from 70.4% 
to 80.0%.

• Across states, the median percentage of schools in 
which tobacco advertising through sponsorship of 
school events was prohibited increased from 90.2% 
to 92.2%.

• Across states, the median percentage of schools that 
had a written plan for responding to school violence 
increased from 94.5% to 96.8%.

• Across states, the median percentage of schools that 
had uniformed police, undercover police, or security 
guards during regular school hours as a part of safety 
and security measures increased from 32.8% to 44.7%.

No significant deteriorations in health education and 
health policy were detected between 2000 and 2002.

Trends
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To provide a comprehensive description of school health 
education and other components of the school health 
program, CDC periodically conducts the School Health 
Policies and Programs Study (SHPPS). SHPPS was first 
conducted in spring 199445 and repeated in spring 2000.46 
SHPPS 2000 school-level data were collected from a 
nationally representative sample of public and private 
elementary, middle/junior high, and senior high schools. 
The following section compares 2002 Profiles data 
(states and cities) with the national SHPPS 2000 data 
from middle/junior high and senior high schools.47,48

HEALTH EDUCATION
• Nearly all schools across states and cities (median: 

92.3% and 88.3%, respectively) and nationally 
(82.9%) required some health education.47

• Across states and cities, the median percentages of 
schools that taught specific tobacco topics were simi-
lar to the national percentages: the addictive effects 
of nicotine (median: 97.3% and 97.5%, respectively, 
versus 98.5%), the benefits of not smoking cigarettes 
(median: 97.6% and 97.7%, respectively, versus 
98.3%), the benefits of not using smokeless tobacco 
(median: 93.0% and 93.0%, respectively, versus 
87.5%), the number of illnesses and deaths related to 
tobacco use (median: 94.5% and 96.3%, respectively, 
versus 91.8%), the influence of families (median: 
91.4% and 93.0%, respectively, versus 86.2%), the 
influence of the media (median: 95.5% and 95.6%, 
respectively, versus 94.5%), social or cultural influ-
ences (median: 90.0% and 90.0%, respectively, versus 
84.9%), how students can influence others to prevent 
tobacco use (median: 88.1% and 89.6%, respectively, 
versus 87.8%), and how students can influence others 
to quit using tobacco (median: 85.0% and 87.1%, 
respectively, versus 80.0%).47 

• Across states, the median percentages of schools that 
taught how to correctly use a condom (median: 40.4%) 
and how HIV is transmitted (median: 95.1%) as a part 
of a required health education course were similar to 
the national percentages (33.6% and 93.2%, respective-
ly).47 Across cities, however, the median percentages 
of schools that taught how to correctly use a condom 
(median: 63.2%) and how HIV is transmitted (median: 
100.0%) were greater than the national percentages.

• Across states and cities, the median percentages of 
schools that used specific teaching methods were 
somewhat greater than the national percentages: role 
play (median: 83.3% and 90.4%, respectively, versus 
72.2%), pledges or contracts (median: 44.6% and 
62.0%, respectively, versus 32.3%), adult guest speak-
ers (median: 83.5% and 89.0%, respectively, versus 
69.4%), the Internet (median: 80.0% and 71.6%, 
respectively, versus 57.2%), and computer-assisted 
instruction (median: 55.8% and 57.1%, respectively, 
versus 38.7%).47

• Across states and cities, the median percentages of 
schools that used specific teaching methods were 
similar to the national percentages: group discussions 
(median: 98.9% and 100.0%, respectively, versus 
97.8%), cooperative group activities (median: 96.1% 
and 97.2%, respectively, versus 94.6%), and peer 
educators (median: 56.5% and 64.3%, respectively, 
versus 58.4%).47

• Across states and cities, the median percentages 
of schools in which the health education teacher 
planned or coordinated projects with other school 
staff members were somewhat greater than the nation-
al percentages: school health services staff (median: 
66.7% and 71.2%, respectively, versus 53.5%) and 

COMPARISON TO NATIONAL DATA
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school mental health staff (median: 56.5% and 58.8%, 
respectively, versus 41.1%). However, across states 
and cities, the median percentages of schools in which 
the health education teacher planned or coordi-
nated projects with the PE staff (median: 70.8% and 
53.1%, respectively, versus 61.0%) and food service 
staff (median: 21.1% and 19.4%, respectively, versus 
20.5%) were similar to the national percentages.47

PHYSICAL EDUCATION
• Nearly all schools across states and cities (median: 

98.2% and 92.9%, respectively) and nationally 
(95.9%) required some physical education.47

FOOD SERVICE
• Nearly all schools across states and cities (median: 

89.3% and 82.5%, respectively) and nationally 
(82.6%) allowed students to purchase snack foods or 
beverages from vending machines or at school stores, 
canteens, or snack bars.47

• Among schools that allowed students to purchase 
snack foods or beverages from vending machines or at 
school stores, canteens, or snack bars,

o  The median percentages of schools across states and 
cities that sold unhealthful snacks were similar to 
the national percentages: chocolate candy (median: 
67.3% and 60.0%, respectively, versus 57.5%), 
other kinds of candy (median: 70.0% and 61.9%, 
respectively, versus 62.2%), and salty snacks not 
low in fat (median: 79.1% and 80.3%, respectively, 
versus 71.2%).47

o  The median percentages of schools across states 
and cities that sold healthful snacks were greater 
than the national percentages: salty snacks low in 

fat (median: 79.4% and 76.0%, respectively, versus 
58.9%), fruits or vegetables (median: 39.9% and 
55.0%, respectively, versus 16.1%), low-fat baked 
goods (median: 62.3% and 63.1%, respectively, 
versus 42.7%), 100% fruit juice (median: 79.3% 
and 82.4%, respectively, versus 58.8%), and bottled 
water (median: 90.3% and 91.5%, respectively, 
versus 60.3%).47

SCHOOL POLICY AND ENVIRONMENT
• Across states, the median percentage of schools with 

an “ideal” tobacco-use policy (median: 45.9%) was 
nearly the same when compared to the national per-
centage (44.6%).48 Across cities, however, the median 
percentage of schools with an “ideal” tobacco-use 
policy (median: 55.7%) was somewhat greater than 
the national percentage.

• Across states and cities, the median percentages of 
schools that prohibited tobacco advertising were simi-
lar to the national percentages: in school buildings, on 
school grounds, on school buses, and in school publi-
cations (median: 93.0% and 93.9%, respectively, ver-
sus 92.0%) and through sponsorship of school events 
(median: 92.2% and 91.8%, respectively, versus 93.9%). 
In addition, the median percentages of schools across 
states and cities that prohibited students from wearing 
tobacco brand-name apparel or carrying merchandise 
with tobacco brand-name logos (median: 92.4% and 
90.3%, respectively) were similar to the national per-
centage (83.4%).47

• Across states and cities, the median percentages of 
schools that required visitors to report to the main 
office (median: 99.6% and 100.0%, respectively) were 
similar to the national percentage (96.1%).47

Comparison to National Data
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• Across states, the median percentages of schools that 
maintained a closed campus (median: 84.1%) and 
used metal detectors (4.3%) were similar to the na-
tional percentages (83.7% and 10.0%, respectively).47

• Across states and cities, the median percentages of 
schools that had uniformed police (44.7% and 92.9%, 
respectively) varied greatly between states, cities, and 
the national percentage (30.5%).47

FA M I LY  A N D  CO M M U N I T Y  I N V O LV E M E N T
• Across states and cities, the median percentages of 

schools that implemented activities with families were 
similar to the national percentages: provided informa-
tion on health education to families (median: 69.5% 
and 75.6%, respectively, versus 65.9%) and met with 

parents’ organizations (median: 20.3% and 28.5%, 
respectively, versus 24.9%).47

• Across states, the median percentages of schools that 
had students participate in specific health-related 
community activities were similar to the national 
percentages: perform volunteer work at a community 
organization that addresses health issues (median: 
14.6% versus 17.7%), participate in or attend a health 
fair (median: 28.3% versus 22.2%), visit a store to 
compare prices of health products (median: 25.0% 
versus 26.9%), identify potential injury sites (median: 
51.4% versus 48.5%), and analyze advertising designed 
to influence health behaviors or health risk behaviors 
(median: 66.9% versus 65.3%).47
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Schools with CSHPs are poised to help young people 
improve health-related knowledge, attitudes, and skills. 
In addition, these programs can help improve health 
behaviors and health outcomes, educational outcomes, 
and social outcomes among children and young adults.49 
The expanded School Health Profiles provides informa-
tion helpful for assessing some aspects of six of the eight 
components of CSHPs. Long- and short-term trends in 
Profiles data, as well as comparisons to national SHPPS 
2000 data, illustrate how school health programs have 
evolved over time to address the health needs of students.

The National Health Education Standards, the Institute 
of Medicine, and the Healthy People 2010 objectives all 
stress the importance of health education to help keep 
young people healthy.3,6,7 Frequency, coordination, and 
content are all important components of health educa-
tion that Profiles monitors. For example, Profiles showed 
that the median percentage of schools that required a 
health education course in 2002 was 92.3% across states 
and 88.3% across cities, a significant decrease from 
1996 (95.4% and 97.1%, respectively). Furthermore, 
comparisons with the SHPPS 2000 data show that the 
national estimate for required health education at the 
middle/junior and senior high school levels (82.9%) was 
somewhat less than current state and city medians.47 
These findings are significant because a required health 
education course is important for ensuring that students 
develop appropriate knowledge, attitudes, and skills to 
help keep them healthy.

Coordinating health education activities with other 
school staff members ensures health issues are consis-
tently addressed and reinforced within schools. The 
2002 Profiles data illustrate that the median percentage 
of schools that reported coordination between health 
education and health services, mental health, and physi-

cal education staff was more than 50%. However, since 
1996, the median percentage of schools across cities that 
reported coordination between health education and 
food service staffs has decreased. Nationally, according to 
SHPPS 2000, the percentage of health education teach-
ers who coordinated with health services and mental 
health staff members was somewhat less than the state 
and city medians and approximately the same for coor-
dination with the physical education and food service 
staff.47 Increased coordination between health education 
and other school staff members may help improve imple-
mentation of the health education curriculum.

The National Education Standards identified particular 
student skills, such as goal setting and decision making, 
that are important for enhancing health.6 The Profiles 
data indicated that greater than 75% of schools across 
states tried to improve student skills in communication, 
decision making, goal setting, and conflict resolution. 
This finding represents a significant increase since 1996 
in the median percentage of schools across states that 
have taught these skills.

Healthy People 2010 Objective 7-2 specifies that certain 
topics should be addressed during health education, such 
as tobacco use and addiction, alcohol and other drug 
use, and HIV/AIDS prevention.7 More than 90% of 
states and cities addressed topics related to tobacco-use 
prevention and alcohol- and other drug-use prevention 
in a required health education course. Since 1996, a 
significant decrease occurred in the median percentage 
of middle/junior and senior high schools across states 
that taught how HIV is transmitted. The median per-
centage of middle/junior high schools across states that 
taught how to correctly use a condom and the influence 
of alcohol and other drugs on HIV risk behaviors also 
decreased. Schools need to ensure that health education 

DISCUSSION
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topics address the priority health problems identified by 
the Healthy People 2010 objectives.

According to the U.S. Department of Education, 
Internet access in public schools increased from 3% 
in 1994 to 63% in 1999.50 As availability and connec-
tivity to the Internet increase, teachers are more likely 
to use the Internet as a teaching tool in the classroom. 
In 1999, the U.S. Department of Education reported 
that 53% of public school teachers had used computers 
or the Internet for instruction during class time.51 In 
2002, the median percentage of schools that reported 
using the Internet as a teaching method in a required 
health education course was 80.0% across states and 
71.6% across cities. This demonstrates a significant 
increase from 2000 in the median percentage of schools 
across states that use the Internet and indicates the positive 
effort teachers have made to incorporate this technology 
into required health education courses.

CDC guidelines and Healthy People 2010 objectives call 
for required daily physical education as part of a com-
prehensive approach to promoting health among young 
people.7 In 2002, the median percentage of schools 
across states and cities that required some physical edu-
cation for students in grades 6 through 12 was greater 
than 90%. However, according to national SHPPS 2000 
data, only 6.4% of middle/junior high schools and 5.8% 
of senior high schools met the recommended standard of 
daily physical education for all students.52  

Schools face a challenge in meeting the Healthy People 
2010 objective of increasing the proportion of children 
whose snack intake at school contributes to a good over-
all diet.7 Vending machines, school stores, canteens, and 
snack bars offer foods that are high in fat, sugar, and salt 
and compete with foods available through the school 
meal programs. One strategy for meeting the challenge 
of “competitive” foods is to offer more healthful options 

at the same venues. In 2002, among schools that allowed 
students to purchase snack foods or beverages from vend-
ing machines or at school stores, canteens, or snack bars, 
the median percentage of schools across states and cities 
that offered healthful options was substantially greater 
than the SHPPS 2000 national percentage.47 

Providing asthma management services in schools has 
become an important part of school health services. The 
2002 Profiles data provide important baseline measures 
of the types of services schools offer students. Many 
schools across states and cities assured immediate access 
to medication and modified physical education for stu-
dents with asthma. However, large ranges were identified 
in the percentages of schools that had a full-time regis-
tered nurse (1.4% to 100.0%), identified and tracked 
students with asthma (24.7% to 98.1%), and obtained 
and used an Asthma Action Plan (19.5% to 95.6%). 
Many schools need to improve their health services for 
students with asthma.

The No Child Left Behind Act of 2001 reauthorized 
the Pro-Children Act of 1994, which prohibits smok-
ing in any indoor facility that receives federal funds and 
provides routine or regular education, day care, health 
care, early childhood development, or library services 
to children.34,53 The Pro-Children Act is intended to 
protect children from the negative health consequences 
of second-hand smoke and is generally limited to indoor 
facilities. The CDC Guidelines for School Health Programs 
to Prevent Tobacco Use and Addiction established a higher 
standard of health protection and prevention of tobacco 
use by identifying key elements of a school policy.32 This 
“ideal” tobacco-use prevention policy prohibits tobacco 
use by students, faculty, staff, and visitors on school 
property; in school vehicles; and at school-sponsored 
functions away from school property. In 2002, the medi-
an percentage of schools across states (45.9%) with an 
“ideal” tobacco prevention policy was nearly identical 
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to the national estimate (44.6%).48  Across cities, the 
median percentage of schools with an “ideal” tobacco 
prevention policy was 55.7%. Clearly, more schools need 
to adopt and enforce “ideal” tobacco prevention poli-
cies to meet the Healthy People 2010 objective of 100% 
smoke-free and tobacco-free environments in schools.7

The No Child Left Behind Act of 2001 also authorized 
schools to use federal funds for programs to prevent vio-
lence in and around schools.34 The median percentages of 
schools across states that implemented safety and secu-
rity measures, such as requiring visitors to report to the 
main office and maintaining a closed campus, were simi-
lar to national estimates from SHPPS 2000. The median 
percentages of schools that implemented more visible 
safety and security measures, such as the use of uni-
formed police, varied greatly between states, cities, and 
nationally (44.7%, 92.9%, and 30.5%, respectively).47 

Collaboration between schools and families is critical to 
the success of CSHPs. Across states and cities, the median 
percentages of schools that provided families with infor-
mation on health education (69.5% and 75.6%, respec-
tively) were high. However, the median percentage of 
schools across states and cities that met with parents’ 
organizations to discuss health education or invited family 
members to attend health education courses was less 
than 50%. Most schools could increase the involvement 
of parents and families in school health programs.

The findings in this report are subject to several limita-
tions. First, these data apply only to public middle/junior 
high and senior high schools. Second, the data for the 
middle/junior and senior high schools have been com-
bined and may hide large differences in programs and 
policies between the two levels. Third, the data are self-
reported by school principals and lead health education 
teachers and may be subject to bias. Finally, the Profiles 
data do not provide an in-depth assessment of all ele-
ments of a CSHP.1

State and local education and health officials use Profiles 
data to improve school health programs. These data are 
used to advocate for health education and physical edu-
cation and to identify topics taught in health education 
and physical education courses. The data help identify 
and monitor asthma management activities and school 
health policies related to HIV/AIDS prevention, tobacco-
use prevention, violence prevention, physical activity, 
and food service. The data also identify and monitor 
community and parental involvement in school health 
programs and identify areas for improvement. Finally, 
Profiles data can help school administrators and staff 
members determine how well their schools are address-
ing the health and safety needs of their students.

Discussion
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