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CHAPTER I
INTRODUCTION

Health knowledge has long been declared a necessary and signif-
icant facet of a student's complete education. Throughout the his-
tory of public edubation in this Country, health has been regarded
as one of the basic educational subjects to be included in the cur-
riculum. Health knowledge provides the very foundation of informa-
tion which enables mankind toc carry on the wor»k_ of the world. As
Delbert Oberteuffer, a well-known health and physical educator,
stated:

To educate in health- is to equip the individual with the

concepts and behaviors fundamental to sound and consis-

tent decisions and choices that tend to promote his

well-being and that of his family and neighbors.l

It is a basic prémisé of this research that health education is
and has been considered an important part of a person's total educa-
tion. Consequently, health instruction, a major part of health edu-
cation, must also, be vital to the student's acquisition of health
knbwledge. What then, is the best method for conveying this know-
ledge to students, to instruct them? Can a student better learn
health knowledge through information presented in related subject
areas, l.e., an indirect approach to teaching health? Or is health
knowledge learned more effectively by means of direct instruction in
a regular classroom environment?

t is the purpose of this research to determine which method



of instruction, direct or indirect, enables students to acquire an

increased knowledge of health.
Statement of the Problem

The problem investigated in this study was to measure the
health knowledge acquired by selected ninth grade students during a
semester of direct health instruction and ‘to compare these results
with the health knowledge acquired by ninth grade students who were

not exposed to direct health instruction.
Hypothesis

There is no significant difference at the .01 level of confi-
dence between thé health knowledge gained by ninth grade students
who were exposed to direct health instruction and the health know-
ledge acquired by ninth grade studénts who did not have direct

health instruction.
Delimitations

The subjects for this study were limited to male and female
ninth grade students in the Edmond, Oklahoma Public School System.

The students had no prior health class taught as a separate
subject unless a student had transferred from a school district
where health was taught as a separate subject.

Edmond lMid-High health classes were limtied to 55 minutes in
length.

There was no conscious attempt to control the students' acqui-

sition of health knowledge outside the classroom.



Limitations

Administration of the test, provision of instructions and man-
agement of the classroom situation during the testing period was the
responsibility of the classroom teacher.

The presentation of the health subject matter to the students
was limited by_tﬁe proficiency of the individual teacheir.

The réading ability and basic intelligence level of the sub-
jects in the study were not controlled factors.

The students were encouraged to anwer all' questions to the best
of their ability.

The health teachers for these classes were experiencing their
initial effort in teaching health as a subject.

The students for this investigation may have been 'exposed to
health information indirectly through related subjects (i.e., home

economics, family living, science or physical education).
Assumptions

It was assumed that:

1. Students were able to comprehend testing questions.

2. Students' knowledge regarding health was wvaried.

3. Students employed optimal effort at answering test
questions.

4. The testing environment was conducive to accurate testing.
Significance of the Study

Health education in the public schools is an essential part of

a student's complete education. Furthermore, the teaching of health



in the schools is mandated by Oklahoma State law. 2 According to
Fawole's research,S health instruction in this state is delivered

to students for the most part via indirect health instruction in
related subject area classes. Therefore, it is important to deter-
mine if indirect health instruction is the better method of teaching
this vital, man-dated subject. It is the intent of this research to
evaluate which method--direct health instruction, which the majority
of health professionals recommend or indirect health instruction,
the latter being the method empldyed in the majority of Oklahoma

schools--enables students to acquire increased health knowledge.
Definition of Terms

Following are terms used to help clarify the content of this
dissertation:
1. Health - The quality, resulting from the total func-
tioning of the individual that empowers him to achieve
a personally satisfying and socially useful life.4

2. Health Concepts - General ideas which relate to health

knowledge. For example, there is considerable empir-
ical evidence suggesting the importance of regular

exercise in preventing heart disease.

3. Health Education - The process of préviding learning
experiences for the purpose of influencing knowledge,
attitudes and conduct relating to individual and group
health.®

4. Direct-Health Instruction - Involves primarily a well-

" planned, sequential program of classroom instruction

focusing on health topics. It attempts to relate these



topics to students in a meaningful way, with emphasis
on the individual, the family and c:ommunity.6

Indirect Health Instruction - Refers to teaching in

related subject fields such as science, physical edu-
cation, home economics or social studies. Through
these subjects areas, health information may be pre-
sented incidentially in conjunction with the regular
subject material.’

Comprehensive Health Education - A sequential and

ordered program scientifically based and educationally
designed to postively influence the individual's
health knowledge, attitudes and practices as the indi-
vidual interacts with the internal and external

environment. 8
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CHAPTER II
REVIEW OF THE LITERATURE

The review of literature is divided into four areas about which
this study is concerned: (1) significance of health education in
the United States Public School curricula, (2) background of health
education in Oklahoma Public Schools, (3) literature related to
health education instruction, and (4) literature related to health

education evaluation.

Significance of Ilealth Education
in the American Public

School Curricula

During the colonial period, several educators supported the
health education concept. John Lockel advocated the need for the
classroom instructor to be trained in health maintenance and
instruction. Henry Barnard listed a number of relevant topics for
classroom discussion which centered around such ideas as "appur-
tenances for injury," personal hygiene, importance of physical act-
ivity and cause and prevention of illness and disease. 2 Benjamin
Franklin, in discussing the environment and curriculum of the
academy schools, declared that schools should foster a "healthful
situation," and he promoted physical exercise as one of the acad-

emy's primary subjects.3



In 1932, Horace llann advanced the idea of teacher training in
health education; he felt that students exposed to health informa-
tion would have a better and longer life. 4

During the mid-1800's, as public education expanded and became
tax-supported, one of the earliest and most significant education
documents, "The Report of the Sanitary Commission of Massachusetts,"
which concerned the need for health instruction, was written. This
1850 report, compiled by one of the commission members, Lemuel
Shattuck, stated:

- It has recently been recommended that the science of phys-

iology be taught in the public schools, and the recommen-

dation should be universally approved . . . . Every child
should be taught early in life, that, to preserve his life

and his own health and the lives and health of others, is

one of the most important and abiding duties . . .

Everything connected with wealth, happiness and long life

depends upon health . . . .5 '

Health education in the schools made slow progress prior to
World War I. However, as man after man was rejected to serve in the
armed forces, due to physical and emotional disorders, the need to
public awareness of health knowledge was recognized.6 In 1918, the

Commission on the Re-organization of Secondary Education listed

"health" as the first of the Seven Cardinal Principles of Educa-

tion.” The initial report of the 1924 Joint Committee of Health
Problems in Education of the Iational Education Association and the

American lMedical Association, entitled Health Education8 was a sig-

nificant stimulus to the development of health instruction in Amer-
ican schools. The 1948 edition re-emphasized this committee's
strong advocacy that "health is a basic and major objective of edu-

cation and is fundamental to the present and future welfare of the



nation . . .".9 The Educational Policies Commission, in their 1952

document, "Educatién for all Youth -~ A Further Look," said that the
nation's youth needed to "develop and maintain good health and
physical fitness".10 One of the educational objectives identified by
the 1955 Presidential White House conferences was the "development
of physical and mental health", 11

More recently, noted education professionals have advocated the
need for and importance of the teaching of health concepts in the
school setting. Oberteuffer spent his professional life promoting
health and physical education. He believed that the goal of health
education was "to give man the tools by which his potential
strengths, energies, and social, physical and mental-emotional effec-
tiveness can be fully realized".12 Elena Sliepcevich conducted an
extensive status study to determine the extent of health education

and activities in the United States during the early 1960's. A Sum-

mary Report,le‘ published in 1964 detailed the findings of this study
which involved health knowledge, attitudes and practices of public
school children. As a result of this research study a foundation for
curricula development and further research was laid and the impetus
for the conceptual approach to health education had its beginning.
Other influential professionals, Kilander!4 Meansl® 16 and Mayer,17
to name a few, demonstrated their support of health education through
their writings, research, lectures and/or teaching.

Numerous national organizations, which included a cross section
of parental groups, religious and medical groups, public health,
educational and civic groups have made statements supporting the

teaching of health concepts in the schools. Members of the National
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Education Association, National Congress of Parents and Teachers,
American Medical Association and many other related organizations

have drafted resolutigns urging the development of health education
programs as a necessary and important part of every school pro-
gramlg. Following are quoteé from a number of these and other organ-
izations that have endorsed and supported school health education.

The American Public Health Association:

. . . health instruction should be an integral and
basic part of elementary school, high school and
college curriculum for all students . . . 19

The American College Health Association:

« « o instruction in health should be an integral,
but distinct part of all school and college
curriculums and that health services coordinate their
efforts in planning for and obtaining these
objectives . . . .40

The American Dental Association:

. . . approve and support a strong program of health
education as a basic part of the school and college
curriculum . 21

The American !Medical Association:

« « o health education should be an integral and basic
part of school and college curriculum 22

World Health Organization:

« « « The health of all peoples is fundamental to the
attainment of peace and security and is dependent upon
the fullest cooperation of individuals and states.

The Society of ‘State Directors of Health, Physical Education
and Recreation:

The ultimate goal of the comprehensive school health
program is to help every young person to achieve his
full potential through becoming responsible for his
own personal health decisions and practices . . . 2
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State of Oklahoma, Department of Education, Annual Bulletin,
1978:

A program of health education should be included as a
part of the student's schedule. This course should
‘include consumer community health, personal health,
dental health, mental health, nutrition, safety,
environmental health, tobacco and alcohol.2%

Letters from these organizations and others are found in

Appendix A.

Background of Health Education in

Oklahoma Public Schools

The earliest literature with reference ’to school health was
located by this researcher in the 1908 publication of Laws and Opin-
ions for the Regulation and Su'pport of the Common Schools?6. The law
stated that teachers were required to teach students morality and
acceptable behavior as members of society. Five years later how-
ever, state laws specifically required the teaching of physiology
and hygiene,27 effects of alcoholic drink and narcotics, 28 and,
again, morality and human Kkindness. Time requirements for these
subjects were not spelled out for the teacher; however, they were to
be part of physiology and hygiene, and no additional textbook was to
be purchased.

A 1924 bulletin, Course of Study for Science, included a require-

ment for indirect health teaching in general science. The following
is a quote from that bulletin:

Health. INo science work.is worthy of consideration in the
first year of the secondary school unless it makes

possible an understanding of the laws of healthy living.
Much of this teaching may be indirect but some of it must
certainly be through the agency of direct and simple
experiments.29
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Winslow's Health Living was listed as a required textbook in the

Department of Public Education's 1926 bulletin.30 A health program
based on a curriculum guide specifying subject material and instruc-
tional time was developed for grades 1-8.

Article XI in School Laws of Oklahoma, 1949,31 detailed the

public school curriculum. Health, physical fitness and safety were
included as required subjects; however, there were no specific
guidelines detailing time allotment or method of instruction.

Curricula research indicates that health information was
delivered to public school students in Oklahoma through indirect
instruction in subjects such as reading, civics, home. economics, in
addition to science and physical education. An instructor who was
certified to teach in the classroom was considered to be qualified
to teach ﬁealth education as no guidelines were established for
heath education prior to 1970. |

A summary report for health education in Oklahoma was included
in the Twenty-Sixth Biennial Report of 1956.32  This report
detailed a state health education meeting held at Lake Texoma and
revealed the issues discussed: (1) status of health instruction,
(2) hindrance to more effective health instruction, (3) knowledge
needed by health teachers; and (4) changes needed in the curricu-
lum. It was noted that the majority of health instruction in
Oklahoma was integrated with other subjects. Health education was
recelving attention.

The following year, 1957, a curriculum bulletin for alcohol and
narcotics was developed.33 This was intended to offer guidelines to

teachers for the instruction of this subject. Ten years later, a
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curriculum guide was developéd for grades K-6; this guide was com-
prehensive in its content, yet, it was not explicit in detailing

when and how this material was to be taught.34 In 1970, the Oklahoma
Health Planning Commission con’duc,ted-a‘survey involving a five

percent sample of Oklaﬁoma public schools.35 This survey included 98
public schools from which 25 were drawn for testing at the sixth,

ninth and twelfth grade levels.

A summary of findings indicated that health practices and know-
ledge scores of Oklahoma ninth and twelfth gradérs fell considerably
below national averages; sixth grade scores were nearer the national
average. The survey revealed that the majority of health instruc-
tion was integrated with other subjects.

State legislation in the form of the Drug Abuse Act of 197236
provided the impetus for the health education movement in Okla-
homa. The primary purpose of this act was to "insure the develop-
ment of a comprehensive drug abuse education program for all
children and youth in kindergarten and grades 1 through 12 for the
public schools of this state".37

Attention was drawn to the subject of health via this law ;'
inservice programs were offered to teachers, and textbooks and other
materials were made available in the schools. All levels of each
public school were requiréd to teach drug education as a part of the
curriculum. This one topic became the focal point of public school
health education for a number of years.

A push for comprehensive health education program taught by
health educators as separate courses was promoted by several inter-

ested groups in the late 1970's. From this interest, Senate Bill
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136 was written and presented to the legislature in 1981. Iis

intent was the development of a statewide comprehensive health edu-
cation program.38 This bill was not passed by the Senate; however,
money was allocated to the Office of Comprehensive llealth Education
to fund 26 health education pilot programs in Oklahoma public
schools and has been refunded for the 1982-83 school year.

Separate teacher certification for health is now pending before
the Professional Standards Board; the fate of this deveclopment is,
of course, unknown.

The state of Oklahoma has included health education in its pub-
lic school curriculum requirements since the early 1900's with var-
ious content areas receiving emphasis from time to time. It now
appears that the State Department of Education is making strides to
implement a comprehensive format for statewide health education and

health instruction.
Literature Related to Health Instruction

How should a subject be taught? What method of instruction
enables a student to more effectively comprehend the content of the
course subject matter? Should class material be presented to stu-
dents through direct instrucvtion, correlated or integrated with
other subject areas, or perhaps taught 2 or 3 days per week alter-
nating with another class? For decades, educators have studied,
researched and debated in order to determine the most effective
method to present subject matter material to public school students.
This is, of course, true with instruction in health education.

Mitchell39 in 1934, surveyed health education experts and
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teachers in public schools to determine the best method to instruct
in health. He fouﬁd that the vast majority of schools present
health information through integration with other subjects, while
health experts recommended instruction through a comprehensive,
balanced and separate health course.

Bechtel?0 in 1937 and Sliepcevich?l in 1958 conducted
studies to determine the contributions to health instruction made by
means of the correlation method.

The results of Bechtel's study revealed that only a small per-
centage of health topics can be taught thoroughly by correlation,
yet, this method of instruction offered a number of advantages: (1)
health material was presented in new and varied settings, (2) health
knowledge was reinforced through offerings in numerous subjects, and
(3) teachers in other subjects made contributions to the health
field.

Sliepcevich, in her study concerning health instruction through
correlation, stated that all instruction relating to health cannot be
handled through direct health teaching. Opportunities for correlat-
ing health with otﬁer subject areas were outlined in order to assist
teachers in presenting health information in conjunction with their
primary subject matter. However, it was reiterated that correlation
was intended to supplement direct instruction, not replace it.

In a speech delivered to the University of Texas Health Educa-
tion Workshop Conference in 1940, Cassidy?? discussed the use of
the total school environment in regard to the teaching of health

through integration with subject areas.

In 1951, Kilander?3 reported on a study undertaken to determine
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the status of various organizational and administrative factors
related to health instruction in secondary schools. The researcher
surveyed 33 states in order to develop an overview of different
cormponents of healthieducation. It was revealed in this report that
while health leaders recommended a separate course in health educa-
tion, integrétion with other subjects was also beneficial in expos-
ing student to. health information.r The infegration method of health
instruction seemed to be more successful in schools where a separate
health course was also offered.

The State Curriculum Commnittee on Health Education in the state
of Michigan summarizéd a number of research projects in a 1958 prog-
ress report.44 Among these projects was an experiment concerning
direct instruction in a family living unit taught one day per week
in an already existing class (i.e., English class or science class).
Evaluators of the project reported that this type of instruction had
been sﬁccessful because of the effectiveness of teacher instruction,
the variety of techniques and the rapport established between teach-
ers and pupils. A summary of other projects, concerning varying
methods of instruction were reported and it was concluded that a
variety of health teaching methods were successful when rproperly
planned and presented to classes.

A 1959 article by Synder49 reviewed the contributions organ-
izational patterns of teaching methods made to school health instruc-
tion. He stated that incidental instructioAn in everyday living,
correlation of health with other established subjects, integration of
health through identified projects and direct teaching were all valu-

able health instructional tools. Snyder added that specific time for
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direct health instruction should be established as with other sub-
jects and the other approaches to teaching health should be consid-
ered supplemental.

Oberteuffer?6 in a 1968 health education appraisal report
explained the value in using discussion, research and problem sol-
ving as updated approaches to health instruction. He stated that
health educators "better get busy and teach things that are signifi-
cant for 1970 and 1980".47 Continuing he declared that with the
expanding importance of health instruction more time will be needed.
"None of this once a week, or rainy day period will do in the
future. Someone has to more over",48

The American Association of Health, Physical Education and
Recreation49 issued, in 1970, a position statement with recommen-
dations concerning the importance of health instruction in contem-
porary society. It was recommended that:

1. There be a unified approach to health teaching, a

program of health instruction organized and scheduled
in such a way that there is scope and sequence
through the school years (K-12).
2. A program of curriculum development be undertaken
which will involve: (a) the identification of
specific courses with content, learning activities
and evaluation activities, and, (b) coordination and
integration with other subject matter areas.
It further stated that health instruction, to be effective, must be
on a continuing basis and not a crash program.

Adams®l conducted a study in 1974 to determine the status of

health instruction in order to provide a basis for its improvement

in the secondary schools of Tennessce. It was found that time

allotted for health instruction was cquivalent to that of other
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subjects and was a requiremeht for graduation. As -a result, the stu-
dents in Tennessee secondary schools evaluated in this study, had a
higher mean score on health knowledge tests than averages estab-
lished by national norms.

A 1977 article by Yarber9? emphasized the need and impor-
‘tance of accouhtability in health instruction. The author stated
that due to the importance of health instruction in the total educa-
tion of the child, accountability in instructional practices should
be stressed. Instruments and procedures to evaluate health instruc-
“tion as well as appropriate grade levels and populations were sug-
gested in this report.

Faulkenberry53 conducted a study in 1979 which assessed the
status of health instruction programs in South Carolina high
schools. The findings of this research concluded that the majority
of the high schools offered health as a separate subject, however, a
large percentage of the teachers were academically unqualified to
teach health. Not only was the method of health instruction impor-
tant, but the personnel utilized to present the material must be
qualified and effective, it was concluded.

In summary, experts in the fiéld of health éducation recommend
direct instruction as the most effective method to instruct in
health. However, studies revealed that instruction through correla-
tion, integration, discussions and problem solving activities were,
also, beneficial as supplementary method.s in exposing health infor-

mation to public school students.
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Studies Related‘ to Health Evalaution

Researchers evaluate in health foer numerous reasons. These
reasons may include the desire to evaluate ‘“the effectiveness of
health or to compare effectiveness of teaching methods in order to
refine or improve the health programs. *'?}‘Pigg54 stated that- health
evaluation can help determine the student's level of health know-
ledge and/or make assessment of the health instruction program as
one segment of the total school health plan. Health educators may
feel the need to demonstrate "proof of worth" of their subject.

This aspect of evaluation was commented on by Suchman:

All the social institutions or subéystems, whether medi-

cal, educational, religious, economic or political are

required to provide 'proof' of their regitimacy and

effectiveness in order to justify society's continued

support. Both the demand for and the type of acceptable

'proof' will depend largely upon the mature of the rela-

tionship between the social institution and the public.

In general, a balance- will be struck between faith and

fact, reflecting the degree of man's respect for author-

ity and tradition within the partigcular system verses his

skepticisim and desire for tangibie ‘proofs of worth!. 29

Whatever the need or desire for heal-th education evaluation, it
has been in progress in one form or another for decades. However,
prior to 1800, evaluation of school health programs was practicélly
non-existent due to the lack of organized school health education.

After the turn of the century, as these programs were in devel-
opmental stages, health educators believed school children would
benefit from a planned program of health instruction. Thus, numer-
ous evaluative studies were conducted to determine the impact of

quality health instruction on school children. A number of these

earlier studies were conducted in Baltimore, Maryland in 1914; in
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Malden, Massachusetts in 1922; in Ohio from 1922-1925; in Fargo,
North Dakota from 1923-1927; and other areas of the country.56
It was found that the level of health knowledge of school children
could be improved through a structured health instruction program.

An early study to determine gain in health knowledge was con-
ducted by Murphy®7 in 1937. Women physical education students
were placed in two groups; one received health instruction, the other
did not. Both groups were given a pre-test and a retest.

Women who received health instruction displayed a larger gain
than the women who did not receive instruction. It was also shown
that women who attended related classes, such as biology, general
science and home economics, but did not attend health classes, did
not exceed the health knowledge of freshmen entering college.

Gmurd®® in 1959, compared three different patterns of curric-
ulum organization and instruction: correlation, integration and the
separate course. Pre-test and post-test scores of 100 high school
freshmen and 100 high school seniors for each of the curricular pop-
ulations were analyzed. The results showed a statistically signifi-
cant difference in the post-test scores. The students in the direct
or separate course scored significantly higher on the post-test that
the students in the other type health classes even though there was
no significant difference in pre-test scores of the curricular popu-
lations. This evidence supports the conclusion that the best
results in health instruction can be achieved by direct teaching in
a separate course in health education.

Jensen®? selected an elementary population with which to

evaluated the merits of two different health programs. Prior to
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instruction the same objectives were established for both programs.
One treatment used in this 1859 study was the unit organization of
subject matter in which teacher-pupil planning and problem solving
techniques were utlized. The second treatment of this sixth grade
population was the method of intégrating health information with

other related subjects. After evaluation of the two programs, Jensen
found that students in both situations had made a significant gain in
health knowledge but that no significant differences were found
between the mean achievement for the two treatments. The researcher,
in this study had shown the 'proof of worth' of the health program in
this elementary setting. -

Another study that was desigried to show worthiness of the health
program was conducted by Johnsb0 in 1962. This research evaluated
the effectiveness of school health education in terms of program act-
ivities, pupils' health knowledge, attitudes and practices and the
value of evaluation of programs in éelected schools and colleges in
the Los Angeles area. This study provided data for student,
teachers, administrators, board members and citizens that justified
the health education program in these schools and opened avenues for
improvements in this area. The author states that "the School Health
Education Evaluative Study did provide uncontrovertible evidence of
the vaiue of health education and evaluation as a process in health
education".61

Witham's62 purpose in evaluation was to compare health
instruction methods and the contributions these methods made to
health knowledge. In this 1860 study, Witham evaluated three plans

of health instruction in the IMinnesota Public Schools. He uscd a
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comparison for the mean scorés of tests from 60 selected llinnesota
Public High Schools involving 2,785 high school seniors. Direct
health instruction, instruction alternating with physical education
and indirect health instruction through related subject fields were
the instructional plans evaluated. The statistical analysis of the
Iﬂean test scores from these three methods of instruction revealed
that direct health instruction yielded mean scores statistically
superior to the other two plans for teaching health information.

Morton63 in 1976, compared direct and non-direct health
instruction and its relationship to senior students' acquisition of
health knowledge and size of the school district. He concluded that
the importance of health instructioniin the curriculum was confirmed
and that health instruction and district size were important vari-
ables in student health knowledge scoi‘es.

A research study by Shawb4 conducted at the University of
llassachusetts, was intended to evaluate the efficiency or effective-
ness of general health courses. Following pre-test, post-test eval-
uation of the usefulness of a general health course for college
students, Shaw concluded that this type was beneficial to all under-
graduate students.

Assessment of high school programs were conducted by Papenfuss65
in 1972 and Slcan‘66 in 1978. Papenfuss, in the state of lowa, eval-
uated types of instruction, qualifications of the instructors, time
allotment, size of classes and course content. The findings of this
study established a sound basis for confirming the status of health.
education in lowa and therefore, realistic goals and objectives could

be offered to the state in order to work toward improving the health
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programs in the public schools.

Sloan's research attempted to measure the level of health know-
ledge and decifer the strengths and weaknesses of South Carolina
public high school seniors. Professional health educators adminis-
tered the Fast-Tyson Health Knowledge Test to seniors in 33 high
schools. Following analysis of the data, thé researcher was able
to conclude that South Carolina high school students ranked at a low
level in health’ knowledge as compared to standards on the Fast-Tyson
Test. As a result the researcher recommended the following: health
education teachers be better prepared; dual certification for health
and physical education be eliminated; specific health requirements
for all school students be established; and, certified health teach-
ers be employed.

An évaluative study which assessed the health knowledge of col-
lege freshmen in a wide geographical area was conducted by
Nazaretian®7 in 1978. Two of the purposes of her study were to
analyze health knowledge of college freshmen in 13 southern states
and compare this information with the health pfogram requirements of
the individual states. After analyzing the data, the researcher
concluded that the provisions of state adopted curricula, textbooks,
teaching guides and regularly scheduled classes have not been imple-
mented in such a way as to develop a positive relationship between
these factors and the health knowledge of students. The majority of
health education programs in these 13 states were not 'proving their
worth.' Through evaluation the- researcher was able to access the
present status of health programs and offer recommendations for

improvement.
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Redican, Olsen and P.iatﬁissg conducted a study in 1978 to
compare the cognitive effects of two nationally available prototype
health education curricula at the elementary level. The design of
the study was such that the Midwest sixth grade students, (N=168)
drawn from six different classes, were measured against both a con-
trol group and each other. Following exposure to health concepts
through reguiar health instruction, School Health Curriculum Project
material or the A. J. Nystrom Company's "Being Healthy" units, the
researcher found that there were significant differences in stu-
dents' health knowledge in favor of the prototype health curricula.
The researchers contributed the differences to the number and qual-
ity of teachers inservice programs for the prototyoe units.

One of the most recent studies was conducted in Arkansas by
Burgess69 in 1978. The purpose of this research was to analyze
the health knowledge of eighth graders in order to construct a
health knowledge curriculum guide for this age group. After measur-
ing health knowledge, compaﬁng it tb national norms and evaluating
health instruction, the researcher was able to assess the hefalth
education program at the eighth grade level and develop a curriculum
guide to help refine and direct that partiCular health program.

Fawole’0 surveyed junior and senior high schools in Oklahoma in
1979 to determine among other things, the status of health instruc-
tion in this state. The researcher found that the majority of
health instruction in Oklahoma public schools was presented through
indirect instruction, mainly in physical education classes. Other
findings indicated that the lecture method was most often used in

health classes and health students were most often evaluated through
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the observation method.

An article by Dearborn’l discussed the merits of pre-testing

in health education. However, his ideas might be paraphrased to

include the merits of evaluation in the entire realm of health edu-

cation.

1.

Reasons for health education evaluation include:

to assist in the selection of appropriate content
material with placement of needed emphasis on certain
areas to meet the revealed needs of the students;
to measure class and/or individual progress;

to provide added motivation for learning;

to create an increased interest in health subject
matter material; |

to assist in structuring, defining and/or refining
of health education programs;

to compare the effectiveness of teaching methods,
and,

to measure qualifications of health educators.
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CHAPTER III

METHODS AND PROCEDURES

The intent of this study was to compare the effectiveness of
direct health instruction with the effectiveness of indirect health
instruction and to evaluate this instruction by measuring the stu-
dents' acquisition of health knowledge. The following areas are
considered in the analysis: health education courses and teachers,
selection of subjects, the experimental and control group, selection
of the test to evaluate health knowledge, procedures for testing,

coding of the computer cards and statistical treatmont of the data.

Health Education Course and Teachers

Comprehensive health education classes were required of all
ninth grade students at Edmond Mid-High in Edmond, Oklahoma. The
topics taught in these classes included the following: mental-
emotional health, chemical use and abuse, communicable disease,
nutrition, fitness, safety, consumer health and personal hygiene.
Students met these 16-week classes 55 minutes daily. There were 12
class sections utilizing three teachers. A lecture-discussion mode

of teaching based on reading of the text, Modern Health, was used.

Resources such as health films, filmstrips, magazines, posters and
other references supplemented textbook material and classroom

instruction.
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The three teachers were first-year health educ}ators. Each held
an Oklahoma teaching certificate and was a physical education major
with varying health backgrounds: one, a health minor, another an
athletic trainer and the third, a track coach. They expressed a
desire to teach health education when Edmond Public Schools placed
‘health in the curriculum, thus were selected by the administration to
fill these positions.

In only a small percentage of Oklahoma schools, according to
Fawole,1 is health offered as a separate subject.. TFor the first
year, Edmond Public Schools offered health as a separate subject, as
well as a required course. The health classes and Oklahoma history
classes in Edmond IMid-High provided fhé needed population and the
teaching situation in Which to conduct and evaluate the purpose of

this research.
Selection of Subjects

The subjects for this study consisted of 406 ninth grade stu-
dents in health education and Oklahoma history classes at Edmond
Mid-High in Edmond, Oklahoma. The 194 students in health education,
which was for the firsf time required for high school graduation,
comprised the fall experimental group. The control group consisted
of 212 students in the Oklahoma history classes. Because the Okla-
homa history students were required to fake the health education
course during the spring semester, they became a second experimental

group, increasing the final pre-and post-testing population to 406.
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The Control and Experimental Groups

The control group was comprised of students who attended required
Oklahoma history classes for 16 weeks during the fall semester. The
students in these classes provided a population similar in age, envi-
ronment and background to the experimental group and they encompassed
the remainder ‘of the ninth grade students. Throughout the semester,
students in the control group acquired health information by means of
indirect instruction through attending classes in related subject areas
such as home economics, science and/or physical education. No attempt
was made to direct or control the health knowledge acquisition of this
group. The majority of Oklahoma public school students, according to
Fawole,2 acquired health knowledge through indirect instruction.

The fall experimental groups was Comprised of ninth grade stu-
dents who. attended 16 weeks of required health education classes that
met daily for 55 minutes. These students were taught through the
direct instruction method with teachers utilizing a variety of

resources to complement the instruction.

Selection of the Test to Evaluate

Health Knowledge

The researcher reviewed a number of tests in order to locate an
instrument to evaluate the studeﬁts‘ acquisition of health know-
ledge. For this study, the researcher desired an evaluation instru-
ment that met the following criteria:

1. comprehensive in content;

2. recently constructed;

3. accessibility of the author for interviewing;



4, sufficiently difficult to allow measurement between pre-

and post-test;

5. easy to acquire permissioh to use test;

6. not expensive to duplicate; and

7. easy to administer.

The Hamrick-Anspaugh Comprehensive Health Knowledge Test, 3
met the above criteria. This test was constructed in 1981 and con-
tained 100 items. - Fifty of these 100 items, which coinéided with
the Edmond health course content, were selected. Table I reveals
the percentage of time spent teaching a particular topic and the

percentage of the test that dealt with the same topic.

TABLE I

COMPARISON OF HEALTH COURSE CONTENT
AND HEALTH TEST CONTENT

Health Classes Health Test (50 questions)
A. Drugs 2.5 wks. 15% (.1562) A. Drugs 16% (8 questions)
B. Hentél H1l. 3 wks. 18-19% (.1875) B. Mental Hl. 18% (9 questions)
C. Fitness 3 wks. 18-19% (.1875) C. Fitness 10% (5 questions)
D. Disease 3 wks. 18-19% (.1875) D. Disease 22% (11 questions)
E. Consumerism 1 wk. b% (.0620) E. Consumerism 12% (6 questions)
F. Nutrition 3 }wks. 18-19%  (.1875) F. Rutrition 14% (7 questions)
6. Safety 3 .days 1% (.0312) G. Environment 8% (4 questions)
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Reliability of the test was determined through computer analysis
using test-retest reliability procedures for the fifty item test.
Upon evaluation of the testing instrument, a jury of health experts,
consisting of the following members, attested to its content valid-
ity: Dr. Dale Evans, Director of Allied Health, University of
Houston; Dr. Warren McNabb, Coordinator of Health Education, Univer-
sity of Nevada - Las Vegas; Dr. Larry Bridges, Coordinator of Com-
munity Health Education, St. Francis Hospital, Tulsa, Oklahoma. Dr.
Michael Hamrick, Health Educator, Memphis State University, and
author of the 100 item test and Dr. McNabb offered numerous sugges-
tions for revisions of the test, if used again, for a similar

study.
Procedures for Testing

At the beginning of the fall semester, the classroom teachers
administered the revised Hamrick-Anspaugh Comprehensive Health Test,
as the pre-test, during the regular class period to 406 ninth
graders enrolled in the required health education and Oklahoma his-
tory classes. The researcher gave the teachers instructions prior
to the testing session. Following the pre-test, students in the
health classes were exposed to health information for 16 weeks
through direct instruction while the Oklahoma history students were
indirectly exposed to health information via class atten.dance in
related subjects: science, home economics and/or physical eduation.
After 16 weeks of classes, the same test was given as a post-test to
all 406 students following the same procedures as used in the pre-

test administration.
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During the spring semester, the students who had been in Oklahoma
history classes were required to take health education classes. As
these students completed the health classes, they were given a second
post-test. These students, who had been the control group for the fall
testing, became a second experimental group. This procedure not only
doubled the size of the testing population for evaluating direct health
instruction, bﬁt allowed the researcher to compare a group with itself,

as well as with another group.
Coding of the Computer Cards

Students recorded their test answers on OMR computer cards which
were coded with numbers that enabled the researqher to match each
student's cards following post-tests examinations. These were then
fed into the computer for statistical analysis. Coding, which estab-
lished an identifying number for each student, was numbered as
follows:

1st column: 1, 2, or 3 for .1st, 2nd or 3rd test

2nd column: 1 for experimental group or 2 for control group

3rd column: 1 - 6 for teacher number

4th column: 1 - 5 for class period of teacher and students

5th and 6th column: 1 - 33 to give each student a number in

each class

After all the tests were administered (pre-, post-and post-
post-test), each student had three cards which were matched, placed
in order and then fed into the computer for statistical analysis.

Cards which could not be matched for all examinations were elimin-

ated from the study. The final numbers of 194 for the experimental
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group and 212 for the control group were used for statistical analysis.
Zeros on the OMR conputer print-outs indicated omitted or multiple

responses on the answer cards. The zeros were counted as incorrect.
Statistical Treatment of the Data

Standard procedures for determining significant differences within
and between the means of population groups' test scores were utilized
in the statistical analysis of the data.

The paired t-test was utilized to measure differences within the
means of the fall experimental group by administering pre;and
post-tests before and after the 16 week health education classes
taught by direct instruction. To measure differences within the
control group, also using pre-and post-test, the paired t-test was
also employed following a semester of indirect health instruction.

This same group, after a semester of direct health instruction during
the spring, was given a second post-test; the paired t-test was used
to measure differences in the means within this group before and
after direct instruction in health classes.

A two group t-test was utilized to identify any statistical
difference between the means of the fall experimental group and the
control group prior to exposure to health knowledge by diréct or
indirect instruction.

A two-group t-test was employed to determine any significant
difference between the means of the fall experimental and control group

following a semester of direct and indirect health instruction.
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CHAPTER IV
RESULTS AND DISCUSSION

The problem investigated in this study was to compare the
health knowledge acquired by selected ninth grade students during a
semester of direct health instruction with the knowledge acquired by
ninth grade students who were exposed to health information through
indirect health instruction. It was the purpose of this research to
determine which method of instructibn,' direct or indirect, enables
students to better acquire health knowledge.

Subjects for this study were 406 ninth grade students in health
education and Oklahoma history classes at Edmond Mid-High in Edmond,
Oklahoma. The fall experimental group consisted of 194 students
attending required health classes taught by direct instruction, and
the control group was comprised of 212 ninth grade students enrolled
in OKklahoma history classes. The control group received health
instruction indirectly through attendance in related subject area
classes. It then became a second experimental group when these stu-
dents attended the required health classes during the spring semes-
ter and received health information through direct instruction. A
‘pre—test was administered to the fall experimental and control groups
at the beginning and a post-test was administered at the end of the
fall semester. A second post-test was administered to the spring

experimental group at the end of the spring semester after they had
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attended thé health classes. The .01 level of confidence was
accepted as the level which was indicative of significance.

Results of this research were drawn from evidence based on the
total scores made on the revised Hamfick—Anspaugh Comprehensive
Health Knowledge Test, a 100 item test reduced to 50 items. The
data were based upon a comparison of mean scores which were treated

statistically by use of the paired t-test and the two group t-test.
Comparison of the Pre-test Population

A two group t-test was used to compare mean scores between
groups on the pre-test which was administered at the beginning of
the fall semester. The 194 students in the fall experiment group
had a pre-test mean of 18.67, a standard deviation of 4.67 and a
range of 24, (9 to 33 points). The control group, comprised of 212
students, had a pre-test mean of 20.25, a standard deviation of 4.62
and a range of 24, (9 to 33) points. There was not a significant
difference in the mean scores on the pre-test between the fall
experimental group and the control group. It would appear from
these statistics that these two groups of ninth grade students began
the fall semester equal in their knowledge concerning health. Table
II provides a visual comparison of the pre-test mean scores, stan-
dard deviation and range between the fall experimental group and the

control group. Test was administered prior to instruction.
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TABLE 1I

COMPARISON OF THE PRE-TEST MEAINS BETWEEN THE
FALL EXPERIMENTAL AND CONTROL GROUPS

N Mean S.D. Range D. F. Prob.
Experimental
Group 194 19.67 4,67 | 24 (9-33)
404.0 0.2025
Control
Group 212 20.25 4.62 24 (9-33)

Comparison of the Post-test Population

This research sought to determine by use of a two group t-test
if there was a significant difference between two groups of mean
scores following a semester of direct or indirect health instruc-
tion. The fall experimental group, after 16 weeks of direct health
instruction, had a mean post-test score of 23.23, a standard devia-
tion of 5.45 and a range of 29, (8 to 37 points). For the fall
experimental group, there was an increase of 18% in health knowledge
acquired during the semester of direct health instruction.

After 16 weeks of indirect health instruction, the control group
had a post-test mean score of 19.82, a standard deviation of 5.54 and
a range of 31 (4 to 35 points). The control group actually recorded
a loss on the mean test score between the pre-and post-test. Table
III illustrates a comparison of the post-test mean scores between the
fall experimental group who received direct health instruction and
the control group who were exposed to health information through

indirect instruction.
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TABLE III

COMPARISON OF POST-TEST MEANS BETWEEN THE FALL
EXPERIMENTAL AND CONTRL GROUPS FOLLOWING
DIRECT-INDIRECT INSTRUCTION

N Mean S.D. Range D. F. t-Value Probabilicy
Experimental
Group 194 23.23 5.45 29 (8-37)
404.0 6.2371 0.0001
Control
Group 212 19.82 5.54 31 (4-35)

Therg was a significant difference between the means of the
post-test scores of the fall experimental and the control groups at
the .01 level of confidence. Therefore, the researcher rejects the
null hypothesis that there is no significant difference between the
health knowledge gained by ninth grade students who were exposed to
direct health instruction and the health knowledge acquired by ninth
grade .students who were exposed to health information through indi-
rect instruction. |

In summary, after a semester of direct health instruction, the
fall experimental group had a post-test mean score which was signif-

icantly higher than the post-test mean score of the control group.

Health Information Gained or Lost

Between Pre- and Post-Test

The average amount of health information gained by each group

during the fall semester was compared by the use of the two group
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t-test. Each student in the fall experimental group gained an aver-
age of 3.56 points between the pre-test and the post-test, following
a semester of direct health instruction. The range in the fall
experimental group scores was from a -11.00 (loss of information) to
a +17.00 (gain of information). In other words, at least one stu-
dent lost 11 points between the pre-and post-test and at least one
student gained as many as 17 points between the pre—and post-test.
Figure I shows the range of health information gained or lost
between pre-and post-test for the fall experimental groups. Ver-
tical numbers represent frequencies at which that particular point

gain or loss occurred.
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Students in the control group had an average lqss of -0.43
between the pre-and post-test following a semester of indirect
health instruction. There was a range from -17.00 (loss of informa-
tion) to a +11.00 (gain of information) between the pre-and post-
test. Figure II illustrates the range of information gained or lost
between the pre-and post-test. Vertical numbers represent frequency

at which the point of gain of loss occurred.
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Comparing the "gain" in knowledge of the fall experimental
group to that of the control group, the two group t-test yielded a
t-value of 8.86 which is significant at the .01 level of confidence.
The fall experimental group after 16 weeks of direct health instruc-
tion had a significant increase in knowledge as compared to the con-
trol group who were exposed to health information via indirect
instruction.

Another statistical procedure was used to compared direct and
indirect health instruction. A paired t-test was employed to measure
if there were any significant differences within the means of the
groups that had received health instruction by the direct or indirect

methods.
Comparison of Mean Scores Within Groups

The fall experimental group, which received direct health
instruction during the fall sémester, showed a significant differ-
ence between the mean scores of pre-and post-test. Use of the
paired t-test gave a t value of 11.02 which is significant at the
.01 level of confidence. This statistic revealed that these students
gained significantly in health information between the pre-and post-
test within the group following a semester of direct health instruc-
tion. Table IV shows the difference within the pre-test mean score

and the post-test mean score of the fall experimental group.



46

TABLE IV

PRE- AND POST-TEST MEAN SCORE GCOLMPARISON WITHIN
THE FALL EXPERIMENTAL GROUP

Mean S.Dh. Range t-value Probability
Pre-test 19.67 4.67 24 (9-33)
11.02 ' .01
Post-test 23.23 5.45 29 (8-37)

The control group did not display any significant difference
within the pre-test and post-test mean scores of the group following
a semester of indirect health instruction. The paired t-test gave a
t-value of -1.36 which is not significant at the .01 level of confi-
dence. Hence, there was no vsignificant change in health knowledge.
Table V illustrates the pre-and post—test mean scores of the control

group following indirect health instruction during the fall semester.

TABLE V

PRE- AND POST—TEST MEAIl SCORE COMPARISON
WITHIN THE CONTROL GROUP (FALL)

N Mean S.D. Range t-value Probability
Pre-test 20.25 4,62 24 (9-33)
212 -1.36 u.17
Post-test 19.85 5.54 31 (4-35)
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However, this same group attended the requireq health classes
taught by the same teachers that the fall experimental group had
attended during the first semester.” Instead of being exposed to
health information by indirect instruction as they had in the fall,
this group received health information through direct instruction.
After being administered a second post-test at the ena of the spring
semester, this spring experimental group, who had been the fall con-
trol group, showed a significant difference in vthe mean score between
the first pre-test and the second post-test at the .01 level of
confidence. Table VI displays the difference within the pre-test

and second post-test mean scores for the spring experimental group.

TABLE VI

PRE-TEST AND SECOND POST-TEST COMPARISON WITHIN
THE SPRING EXPERIMENTAL GROUP - (ORIGIIJAL
FALL CONTROL GROUP) FOLLOWING DIRECT
INSTRUCTION IN THE SPRING

N Mean S.D. Range
Pre-test 20.25 4,62 24 (9-33)
212
Second .
Post-test 23.66 6.15 29 (8-37)
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There was a significant difference at the .01 level of confi-
dence between the original pre-test scores for both experimental
groups and the post-test mean scores of the fall group, and the
second post~test of the spring experimental groups immediately fol-
lowing completion of a separate health education course taught by
direct instruction.

Did one group gain more from having direct instruction than the
other group? By comparing the mean scores of both groups on the
pre-test (fall experimental group: 19.67, control group: 20.25),
it was determined that the groups were initially equal in knowledge
concerning health. The mean gain in points on the health test
immediately following direct health instruction for both fall and
spring experimental groups was as follows: 3.56 for the fall experi-
mental group and 3.83 for the spfing experimental group. Comparison
of the means within the groups after direct health instruction yieled
a t-value of 11.02 for the fall experimental group and 10.41 for the
spring experimental group. Table VII makes a visual comparison of
the fall and spring experimental groups. The fall control group
(spring experimental group) statistics reveals pre-and post-test
means concerning indirect health instruction. It appears from these
statistics that the groups responded approximately the same to direct
health instruction. Both groups showed a significant gain in know-
ledge after being exposed to health information via direct health

instruction.
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TABLE VII

COMPARISON OF LIKENESSES BETWEEN FALL AND
SPRING EXPERIMENTAI GROUPS AFTER BOTH
GROUPS RECEIVED DIRECT HEALTH
INSTRUCTION.  FALL GONTROL
GROUP PRE-AND POST-LIEAN
SCORES ARE INCLUDED

Mean Mean points gained t-value for
N Pre- Post~ after direct both groups
instruction after direct

instruction

Fall Experimental 194 19.67 23.23 3.56 11.02
Group
Spring Experimental 212 20.25 23.66 3.83 10.41
Group

Indirect Instruction

212 20.25 19.85 -0.43
Fall Control
Group

Discussion of the Results

It 'was found, after analysis of ’the pre-test data, that there
was no significant difference between the experimental and control
groups' health knowledge. These 406 ninth grade students appeared
to have approximately an equal amount of health knowledge. It is
probable that the majority of these s‘tudenté, throughout their
public school education to this point, had been exposed to health
information in the same manner of teaching:  incidental instruction.
This assumption is based on Fawole's! researCh in’which he found
that the large percentage of the public schools students in Oklahoma -
were taught health by indirect instruction.

Between the pre-and the post-test, thesc 406 ninth grade stu—A
dents were presented health information via two methods of instruc-

tion: direct or indirect. After analyzing data from the post-test
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scores, it was determined that the fall experimental group, which
received direct instruction, had a significantly -higher mean score
than did the group receiving indirect instruction. The control
group, in fact, had a small loss of information between the pre-and
post-testing period. It may be speculated that these students had a
lack of motivation for retaking a test for which there had been no
actual class. Or perhaps they simply saw no need to perform well on
the test, even though they were encouraged to do so. For whatever
the reason, the results of the post-test scores of the control group
produced a slight loss from the score made on the pre-test.

Gmur? and Witham3 in each of their studies determined
that direct health instruction resulted in significantly higher
post-test scores in their research population. It was discussed in
the literature that various methods of instruction each have merit,
yet in numerous studies, the method of direct instruction seems to
produce the greatest amount of cognitive gain.

The researcher not only evaluated differences between the fall
experimental and control group, but also, within the groups
themselves. The fall and spring experimental groups which had been
taught health through direct instruction showed a significant gain
in health knowledge between the pre-and post-test. The post-test
scores of the control group produced no significant difference in
knowledge gained after 16 weeks of indirect health instruction. It
would appear that attendance in classes such as science, home econo-
mics and/or physical education did not provide enough health infor-
mation to allow for a significant gain in scores on the post-test.

However, this same group of students, having received indirect
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instruction in the fall, was required to attend the health classes
in the spring where they received direct health iﬁstruction. They
were given a second post-test and after data analysis, this group
did show a significant difference between their pre-test score and
their second post-test score.

The use of direct instruction as a method of delivering health
knowledge to these students produced a significant difference in the
test score means between two different population groups and within
the same population group. The statistical outcomé of this study
suggests that since health is an integral part of the public school
curriculum, it should be delivered to the public school students by
the direct instruction method as a separate subject for a minimum of

one semester.



ENDNOTES
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Outcomes Derived from Three Curriculum Patterns in Secondary
Schools" (unpub. doctoral dissertation, U.C.L.A., 1959).

3James H. Witham, "An Appraisal of Health Instruction in

Selected Secondary Schools of Minnesota Under Three Plans of Sched-
uling" (unpub. doctoral dissertation, University of Indiana, 1960)}.
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CHAPTER V

SUMMARY, CONCLUSIONS AND

RECOMMENDATIONS
Summary

The purpose of this research was to determine whether direct or
indirect instruction in health education more effectively enables
students to acquire health knowledge.

Subjects for this study were ninth grade students at Edmond Mid-
High in Edmond, Oklahoma. The fall experimental group was composed of
194 students attending health classes taught through direct instruc-
tion and the control group was Oklahoma history students (N=212) who
received indirect health instruction through class attendance in
related subject areas.

The revised Hamrick-Anspaugh Comprehensive Health Knowledge Test
was administered to these 406 students in the fall semester prior to
direct or indirect instruction. The same test was given at the end of
the semester following instruction. The original control group was
required to attend the health education classes during the spring
semester; this group became a second experimental group following
direct instruction in health. They were administered a second post-
test at the end of the spring semester.

It was hypothesized that there would be no significant difference

at the .01 level of confidence between the health knowledge gained by
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ninth grade students who were exposed to direct health instruction and
the health knowledge acquired by ninth grade students who did not have
direct health instruction.

The statistical procedures used in this study were the paired
t-test to measure differences within the mean scores of the groups and
the two group t-test was used to compare differences between the means

of the two groups.
Conclusions

Based on the limitations of ’this study the following conclusions

were drawn concerning direct and indirect health instruction:

1. The ﬁre—test mean scores of the experimental and control
group were not significéntly different prior to health
instruction (fall experimental group - 19.67; control
group - 20.25). The ninth grade students in both groups
appeared to have approximately equal cognitive understand-
ing of health information. The level of health knowledge
of ninth graders at this school in Oklahoma cannot be com-
pared to other national norms since the testing instrument
has not been utilized in a national study. However, a
study comparing the health knowledge of Oklahoma students
to national norms was conducted in 19“70, as reported in
the review of literature. It was found at that time that
Oklahoma students were far below national health level
norms. It is the opinion of this researcher that this was
due, in part, to the method of health instruction, (i.e.,

‘indirect), that was being employed in the majority of
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Oklahoma public schools. Since the indirect method of
instruction is still being used in the majority of Okla-
homa Public Schools, it is assumed that Oklahoma students
are below national health knowledge norms in 1982.
Following a semester of direct instruction compared to
indirect health instruction, post-test evaluation revealed
that there was a significant difference between the mean
scores of the two groups. The group exposed to health
information via direct instruction had a significantly higher
post-test score than students exposed to health through
indirect instruction (fall experimental group - 23.23;
control group 19.82). This was also the findings of the
second experimental group following post-test evaluation
at the conclusions of the spring semester (spring
experimental group - 23.66). It is concluded that the
method of health instruction does produce a significant
difference in the information acquired. It can be
reasonably assumed that the direct method of instruction
in health education is significantly better than the
method of indirect instruction.

Edmond ninth grade students responded similarly in their
acquisition of health knowledge through direct
instruction. As the fall control group became a second
experimental group during the spring semester, these
students demonstrated a significant increase in health
knowledge following direct instruction (pre-test - 20.25,

second post-test - 23.66). It was shown through testing
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procedures that the experimental and control groups were
similar before direct or indirect instruction (fall
experimental group - 19.67; control group - 20.25) and
that the fall experimental group had a significantly

higher mean score than the control group following direct
instruction (fall experimental group: 23.23; control group
19.82) and that the spring experimental group had a
significantly higher post-test mean score after direct
health instruction (pre-test 20.25; post-test 23.66).

Both groups, following direct instruction, displayed a
significant increase in health knowledge between pre-and
post-test. It may reasonably assumed that other Oklahoma
Public School students would demonstrate an increased
acquisition of health knowledge through exposure to direct
instruction in health education.

4. Revision of the Hamrick-Anspaugh Comprehensive Health
Test should be performed if this test were used for a
second study at this grade level. Health experts, in
evaluating this instrument, expressed their concern
regarding the difficulty of the vocabulary and suggested
revisions in content for better representation of
health topics.

The evidence presented in this study leads the researcher to
conclude that the most effective learning in health education can be
achieved through direct health instruction in a comprehensive health

class.
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Recommendations

On the basis of the results and conclusions of this study, the
following recommendations are presented for consideration.

A study should be Conduétéd to compare Oklahoma health students
with national norms in order to determine the level at which Oklahoma
studgnts presently compare. The results of this study could aid the
State Departrﬁent of Education in developing aims and objectives for
the health education program in this state.

Health education should be offered as a separate course taught Dby
direct instruction in all Oklahoma Public Schools. It has been
documented by this study, as well as other studies, that this method
of exposing students to health information is far Superior to the
indirect method of teaching health knowledge in related subjects.

School administrators should be made aware that direct teaching
in a separate course is the better method of instruction in health
education. Administrators should use the results of this study to
influence state education officials, in particular the Office of
Comprchensive Health Education, to implement health education classes
with direct instruction by qualified health educators in the Oklahoma
Public Schools. |

In finding significant differences in the health knowledge gained
by students receiving direct or indirect instruction, it is further
recommended that research in this field be concerned with the
following areas:

1. a similar study at a different Oklahoma Public School

and grade level to reinforce the findings of this study;

2. a new testing instrument should be located or constructed
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for use at this grade level;
research to determine in which content areas the
strengths and weaknesses lie for public school health
students;
evaluation to determine the qualifications of health
educators in the Oklahoma Public Schools and the effect
these qualifications have on students' acquisition of
health knowledge;
a study to evaluate the implications of health knowledge
on public school students' health attitudes and health
behaviors;
a survey to determine the type and extent of health
information being taught in related subject areas and
its effect on students' health attitudes and behaviors;
research to determine the level of health knowledge of

incoming freshmen and outgoing college seniors;

" a longitudinal study involving elementary students in

regard to acquisition of health knowledge and it's
long term effects on health behaviors through the

high school years.



BIBLIOGRAPHY

A. Books

Baumgartner, Ted A., and Andrew S. Jackson. DMeasurement for
Evaluation in Physical Education. Boston: Houghton Mifflin,
Co., 1974.

Best, John W. Research in Education. 2nd Ed. New Jersey:
Prentice-Hall, Inc., 1970.

Beyer, lMary K. Health Education Completed Research. Washington:-
American Alliance for Health, Physical Education and
Recreation, 1979.

. Health Education Completed Research, Vol. II.
Washington: American Alliance for Health, Physical Education
and Recreation, 1979.

Bormuth, John R. On_the Theoi‘y of Achievement Test Items. Chicago:
The University of Chicago Press, 1970.

Bruess, Clint E. and John E. Gay. Implementing Comprehensive School
Health. New York: [IMacmillan Publishing Co., 1978.

Gorow, Frank F. Statistical I-leasu_res: A Programmed Text. San

Francisco: Chandler Publishing Co., 1962.

Hamrick, IMichael and David Anspaugh. Health Decisions. North
Carolina: Hunter Publishing Co., 1980.

Irwin, Leslie W., James H. Humphrey, and Warren R. Johnson. IMethods
and Materials in School Health Education. St. Louis: The C.
V. Mosby Co., 1956, ‘

Isaac, Stephen. Handbook in Research and Evaluation. San Diego:
Robert R. Knapp, Pub., 1974.

Johns, Edward, Wilfred C. Sutton, and Lloyd E. Webster. Health For
Effective Living. New York: INMcGraw Hill Book Co., 1958.

Johnson, Barry L., and Jack K. Nelson. Practical Measurement for

Evaluation in Physical Education. IMinneapolis: Burgess
Publishing Co., 1879.

59



60

Kime, Robert E., Richard G. Schlaadt, and Leonary E. Tritsch.
Health Instruction: An Action Approach. New Jersey:
Prentice-Hall, Inc., 1977.

Leedy, Paul D. Practical Research: Planning and Design. New York:
MacMilliam Pub. Co., Inc., 1974.

Mayer, Jean. Health. New York: D. VanNostrand Co., 1974.

Means, Richard K. Historical Perspective on School Health. New
Jersey: Charles B. Slack, Inc., 1975.

Nachmias, David, and Chava Nachmias. Research Methods in the Social
Science. New York: St. Martin's Press, 1976.

National Study of Secondary School Evaluation. Evaluative Criteria.
4th Ed. Washington: National Study of Secondary School
Evaluation, 1969.

National Committee on School Health Practices. Suggested School
Health Practices. Washington: National Education Association,
19586.

Oberteuffer, Delbert, Orvis A. Harrelson, and Marion B. Pollock.
School Health Education. ©5th Ed. New York: Harper & Row,
Pub., 1972.

Popham, W. James and Kenneth A. Sirotnik. Educational Statistics,
Use and Interpretation. 2nd Ed. New York: Harper & Row,
Pub., 1973. :

Sheehan, Thomas J. An Introduction to the Evaluation of lMeasurement
Data in Physical Education. IMassachusetts: Addison-Wesley,
Pub., Co., 1971.

Sliepcevich, Elena M. School Health Evaluative Study: A Summary
Report. Washington: Government Printing Office, 1964.

Tuckman, Bruce W. Measuring Educational Outcomes, Fundamentals of
Testing. New York: Harcourt Brace Jovanovich, Inc., 1975.

Turner, C. E. Planning for Health Education in the Schools. Frome
& London: Longmans, Green and Co., Limited, 1966.

. Principles of School Health. New York: D. D. Heath
& Co., 1932.

Turnér, C. E., Harriett B. Randall, and Sara Louise Smith. School
Health and Health Education, 6th Ed. St. Louise: The C. V.
Mosby Co., 1370.

Tyler, Ralph W. (ed.) Educati“qggl__E_va_}uation:‘ New Roles, New

Means. (68th Yearbook of the National society for the Study of
Education) Chicago: The University of Chicago Press, 1969.




61

Willgoose, Carl E. Health Teaching in Secondary Schools.
Philadelphia: W. B. Saunders Co., 1972.

B. Periodicals

American Alliance for Health, Physical Education and Recreation.
"A Unified Approach to Health Teaching." The Journal of School
Health, 41 (April, 1971), p. 171.

Bechtel, P. C. "The Correlation of Health Instruction." Research
Quarterly, 8 (Oct., 1937), pp. 142-154.

Boneau, C. Alan. "The Effects of Violations of Assumptions
Underlying the t Test." Psychological Bulletin, 57 (1960), pp.
49-64. .

Cassidy, Rosalind. "The Concept of Integration As It Functions in
Health Education." Journal of Health, Physical Education_ and

Recreation, 12 (lMay, 1941), pp. 306-308, 342.

Castile, A. S., and S. J. Jerrick. "School Health in America, A
Survey of State School Health Programs.” Journal of School
Health, 46 (April, 1976), pp. 212-216.

Cobb, Robert S. "Health Education . . . A Separate and Unique
Discipline." The Journal of School Health, 51 (llov., 1981),

pp. 603-604.

Committee on Terminology in School Health Education." Journal of

Health, Physical Education and Recreation, 22 (Sept., 1951),
p. 14.

Conley, John A., and Clarence George Jackson. "Is a Mandated
Comprehensive Health Education Program a Guarantee of
Successful Health Education?" The Journal of School Health,
48 (June, 1978), pp. 337-340.

Creswell, Wiliam H., Jr. "Health Education and the Science
Program." National Association of Secondary School Principals
Bulletin, No. 44 (Dec., 1960), pp. 183-200.

Dearborn, Terry H. "A Plan for Pretesting in Health Education."
Journal of Health, Physical Education and Recreation, 35 (Feb.,
1964), pp. 28-29.

- . "Personal Health Knowledge of College Students Before
Instruction.” Research Quarterly, 29 (lMay, 1958), pp. 154-159.

Ernest, Zola A., and Arlynne Lake Jones. "A Comparative Study of
Two llethods of Teaching Personal Hygiene to Certain Grambling
College Students." The Journal of School Health (June, 1855),
pp. 162-164.




62

Fors, Stuart, and lMary Judson Devereaux. "Sugestions for Evaluation
Design for School Health Education." Health Education, 10
(July/Aug., 1979), pp. 26-29.

Gilman, Susan, and Philip R. Nader. '"lMeasuring the Effectiveness of
a School Health Program: IMethods and Preliminary Analysis."
The Journal of School Health, 49 (January, 1979), pp. 10-14.

Jensen, Authur M. "An Experimental Evaluation of Two Different
Programs of Teaching Health in the Sixth Grade and the
Administrative Implications Involved." Journal of Experimental
Education, 27 (lMarch, 1959), pp. 203-219.

Johns, Edward B. "The School Health Education Evaluation Study, Los
Angeles Area: An Example of a Modern Evaluation Plan." The
Journal of School Health, 32 (Jan., 1962), pp. 5-10.

Kilander, H. Fredrick. "Evaluating Health Teaching." Journal of

Health, Physical Education and Recreation, 32 (Nov., 1961), p.
45,

"Health Knowledge." Journal of Health, Education and
Recreation, 32 (lMay, 1961), pp. 28-29.

"Health Knowledge of High School and College
Students." Research Quarterly, 8 (Oct., 1937), pp. 3-32.

Kreuter, Marshall. "School Health Evaluation - It's Now or INever."
Health Education, 8 (lMarch/April, 1977), pp. 2-3.

Kreuter, larshall W., and Lawrence W. Green. "Evaluation of School
Health Education: Identifying Purpose, Keeping Perspective."
The Journal of School Health, 14 (April, 1978), pp. 228-235.

Litchfield, T. B. "A School System With a Comprehensive Program in
Health Education." The Journal of School Health, 43 (April,
1973)1 ppo 235""239-

Mayshark, Cyrus. "How to Integrate Health Instruction." Journal of

Health, Physical Education and Recreation, 32 (lMarch, 1961),
pp. 28-28.

Means, Richard K. "Horace lMann - Pioneer in Health Education." The
Journal of School Health, 32 (Nov., 1962), pp. 372-374.

"Required College Health Education: Past to Present."
Journal of Health, Physical Education and Recreation, 35 (Sept.,
1964), pp. 30-31.

Mitchell, D. C. "A Survey of Health Instruction in Senior High
Schools." Rescarch Quarterly, 5 (Oct., 1934), pp. 125-135.

Murphy, Mary Agnes. "Gain in Health Knowledge of Two Groups of Women
Students Classified in Physical Education." Research Quarterly,
8 (Dec., 1437), pp. 78-85.




63
lNolte, Ann, and Joyce Brannan.

"Through the Looking Glass: Health
Education Curriculum." Health Education, 10 (Nov./Dec.,
1979), pp. 5-11. ‘

Oberteuffer, Delbert. "Health and Education - An Appraisal II."
The Journal of School Health, 38 (Feb., 1968), pp. 72-84.

Olsen, larry K., Ketty J. Redican,
Health Curricular Project:

and Patricia H. Krus. "The School
Health Education,

A Review of Research Studies."
11 (Jan./FBb., 1980)1 pp- 16"21-

Pigg, lMorton R. "A History of School Health Program Evaluation in
the United States." The Journal of School Health,
1976), pp. 583-588.

47 (Dec.,

Redican, Kerry J., Larry K. Olsen, and Rex M. Mathis.

"A Comparison
of the Cognitive Effects of Two Protype Health Education
Curriculum on Selected Elementary School Children."
Journal of School Health, 49 (June, 1979},

The

pp. 340-342.

Report of the State Curriculum Committee on Health Education.
Does Research Say About Health Education."

"What
Michigan State
Journal, 35 (Jan., 1958), pp. 194, 198.

Shaw, Clayton T. "A Before and After Analysis of Increase in Health
Knowledge: A Basic Evaluation of an Elementary College Health
Course." The Journal of School Health, 39 (Jan., 1969), pp.
64-68.

Shaw, Don. "Evaluation:

The Classroom Dilemma." Health Education,
8 (March/April, 1977), pp. 5-6.

Simon, James E.

"An Historical and Philosophical Analysis of Dual
Professional Preparation in Health and Physical Education."
The Journal of School Health, 41 (Sept., 1971),

Sleipcevich, Elena M.,

and Charles Carroll. "The Correlation of
Health With Other Areas of the High School Curriculum."
Journal of School Health,

28 (Nov., 1958),

pp. 284-292.
Sollender,

Marian K. "Evaluation in the Cognitive Domain."
Journal of School Health, 42 (Jan., 1972}, pp. 16-20.

"Evaluation Instruments in Health Education."
Journal of Health, Physical Education and Recreation, 32 (Nov.,
1961), pp. 42-45.

The

Snyder, Raymond, A.

"Development in School Health Education."
California Journal of Secondary Education, 34 (Dec., 1959),
pp. 461-464.

Tyler, Eunice. "Health Education - Past,

Present, Future." The
High School Journal, 31 (Oct., 1948), pp. 181-187.




64

Yarber, William L. "Accounting for Health Instruction." Health
Education, 8 (March/April, 1977), pp. 4-5.

C. Unpublished Materials

Adams, David Lee. "A Study of Health Instructional Programs in the
Public Secondary Schools in Tennessee." (Unpub. doctoral
dissertation, Indiana University, 1974.)

Burgess, James David. "An Analysis of Health Knowledge of Eighth
Grade Students in Arkansas for the Purpose of Developing a
Prospective Curriculum Guide." (Unpub. doctoral dissertation,
North Texas State University, 1980.)

Cannava, Margarite M. "Evaluation of the Health Knmowledge of
Students in the 5th and 6th Grades of Wappinger Central School
District in New York." (Unpub. master's thesis, University of
Tennessee, 1973.)

Collins, Jule Ann. "An Instrument to Evaluate Health Instruction
Programs in Secondary Schools." {(Unpub. doctoral
dissertation, Purdue University, 1973.)

Faulkenbetty, James Ronald. "A Study of Health Instruction in South
Carolina Public Senior High Schools." (Unpub. doctoral
dissertation, University of Oklahoma, 1979.)

Fawole, Joseph O. "A Survey of the Status of Health Instruction in
Oklahoma Junior and Senior High Schools." (Unpub. doctoral
dissertation, University of Oklahoma, 1979.)

Garner, James L. "The Evaluation of a Fourth Year Health Education
Program Using Two Types of Organizational patterns and Two
Methods of Teaching." (Unpub. doctoral dissertation, Boston
University, 1974.)

Gmur, Benjamin C. "A Comparative Study of Health Education Outcomes
Derived from 3 Curriculum Patterns in Secondary Schools."
(Unpub. doctoral dissertation, University of California, Los
Angeles, 1959.)

Hodary, Evelyn B. "An Evaluation of the Effectiveness of a Tenth
Grade Health Course Based on Health Knowledge Gained and
Retained." (Unpub. master's thesis, Ohio State University,
1961.)

Kennison, James L. "A Study of the Health Instruction Programs
Offered in Selected Junior and Senior High Schools in the
Commonwealth of Kentucky." (Unpublished doctoral dissertation,
University of Kentucky, 1965.)



65

Laurie, David R. "A Study Comparing the Lecture Method and Tutorial
(Slide-Taped) Method of Instruction for a Health Class Unit on
Physical Fitness." (Unpub. doctoral dissertation, Oklahoma State
University, 1974.)

McAdams, William Winslow. "The Relationship Between Selected
Characteristics of Health Education Programs and the Acquisition
of Student Health Knowledge in Secondary Schools of the State of
Virginia." (Unpub. doctoral dissertation, Polytechnic Institute
and State University, 1976.)

Morton, Bruce G. "Student Health Knowledge and It's Relationship to
District. Size and Health Instruction in Randomly Selected
Colorado High Schools." (Unpub. doctoral dissertation,
University of Northern Colorado, 1976.)

Nazaretian, Angeline. "An Assessment of the Health Knowledge of
College Freshmen in Selected Institutions of Higher Education in
Thirteen Southern States." (Unpub. doctoral dissertation,
University of Alabama, 1978.)

Papenfuss, Richard L. "An Assessment of the Health Instruction
Programs in the High Schools." (Unpub. doctoral dissertation,
University of Utah, 1972.) '

Sinacore, John S. "A Study and An Evaluation of the Health Education
Programs of the Secondary Schools of Suffolk County, Long
Island, New York." (Unpub. doctoral dissertation, New York
University, 1956.) :

Sloan, Linda Alt. "Health Knowledge Assessment of South Carolina
Public High School Seniors." (Unpub. doctoral dissertation,
University of South Carolina, 1978.)

Watts, Parris P. "Comparison of Knowledge Gain and Attitude Change
Among 3 Methods of Teaching Sex Education in University Personal
Health Classes." (Unpub. doctoral dissertation, Indiana
University, 1974.)

Witham, James Harold. "An Appraisal of Health Instruction in
Selected Secondary Schools of Minnesota Under Three Plans of
Scheduling." (Unpub. doctoral dissertation, Indiana University,
1960.)

Yeh, Fa-jaw. "A Comparative Analysis of the Health Knowledge and
Health Interests Derived From Different Curricular Patterns at
the Junior High School Level." (Unpub. doctoral dissertation,
Oregan State University, 1976.)



66

D. Publications of the Government, Learned
Societies and Other Organizations
Association for the Advancement of Health Education. HE-XTRA, Vol.
VII, No. 1 (Fall, 1981).
Educational Policies Commission. Policies for Education in Democracy.

Washington, The Commission, National Education Association,
1946, pp. 201-203. '

Joint Committee on Health Problems in Education of the National
Education Association and the American Medical Association.
Health Education. Washington: Government Printing Office,
1948.

Kilander, H. F. Health Instruction in the Secondary Schools. Federal
Security Agency, Office of Education, Pamphlet No. 110
Washington: Government Printing Office, 1951.

Oklahoma Department of Education. Course of Study for Science.
Bulletin No. 105, 1924.

Oklahoma Department of Education. Course of Study for the Common
Schools, Grades 1-8. Revised Bulletin, No. 101, 1929.

Oklahoma Health Planning Commission. Health Education Oklahoma

Schools. A Survey Study. Oklahoma: State Department of
Education, 1970).

Oklahoma State Department of Education. Alcohol and_ Narcotic
Education, Curriculum Bulletin, 1957.

Oklahoma State Health Committee. Health Education in Oklahoma

Elementary Schools, Grades 1-6. Oklahoma: State Department of
Education.

President's Commission on Higher Education. Higher Education for

American Democracy, Vol. 1. Washington: Government Printing
Office, 1947.

School Health Division of American Alliance for Health, Physical
Education and Recreation. Separate Certification for Health
Education Teachers. Washington: Government Printing Office,
October, 1973.

Society of State Directors of Health, Physical Education and
Recreation. A Statement of Basic Beliefs. The School Programs
of Health, Physical Education and Recreation, Washington:
Government Printing Office, 1975.

State Superintendent of Public Instruction. Laws and Opinions for the
Regulation and Support of the Common Schools. Section XI.
Oklahoma: State Department of Education, 1908.




State

State

State

State

State

67

Superintendent of Public Instruction. School Laws of
Oklahoma: Legislative Laws Relating to School Affairs.

Article 3, Section 28. Oklahoma: State Department of
Education, 1913.

Superintendent of Public Instruction. Schools Laws of
Oklahoma.. Article XI, Section 170-b. Oklahoma: State

Department of Education, 1949.

Superintendent of Public Ivnstruction. Supplement to School
Laws. Article IX, Section 580. OKklahoma: State Department of
Education, 1972.

Superintendent of Public Instruction. School Laws of
Oklahoma. Bulletin No. 112-X. Oklahoma: State Department of

Education, 1978.

Superintendent of Public Instruction. The Twenty-Sixth
Biennial Report. Oklahoma: State Department of Education,

1956.

Thirty-Eighth Legislature. The Comprehensive Health Education

U. Sl

U. S.

U. S.

Instruction Act of 1981. Senate Bill, 136.

Department of Interior, Bureau of Education. Cardinal

Principles of Secondary Education. Bulletin No. 25, Washington:

Government Printing Office, 1918.

Public Health Service. 'Proceedings of the National Conference
on Promoting Health Through Schools. Washington: Government

Printing Office, Summer, 1981.

States Public Health Service. Promoting Health/Prevention
Disease: Objectives for the Nation. Washington: Government

Printing Office, 1980.



"APPENDIXES

68



APPENDIX A

STATEMENTS OF SUPPORT FOR SCHOOL HEALTH

EDUCATION FROM NATIONAL ORGANIZATIONS

69



70

=11

Oklahoma State University SILWATER, OKAHOMA 707t

COLVIN PHYSICAL EDUCATION CENTER
(405) 624-5493

School of Health, Physical Education and Leisure Services

December 3, 1981

Gentlemen:

A dissertation concerning school health education is being written at
this time at Oklahoma State University. It is important that a statement
from your organization concerning the endorsement of school health edu-
cation and your support for this subject be included in this research
project,

May I ask that you assist us by sending your organization's statement
supporting school health education.

Thank you in advance.

Sincerely,

Danny Ballard
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GROUPS ENDORSE SCHOOL HEALTH EDUCATION

Many national organizations, including a cross-section of
public health, parenmal, rehigious, and civic groups, have
mada stalements supporting health education in schoois.
The statements range from official organizauon position
papers or policy declarations, 10 supporiive stalgmeants
included within program. dascriptions and goal specifi-

nutrition,

accident prevention, and consumer
education. We uigs provision for inservice and
preservice  weaches aducation, updated teaching
maierials, and other factors in strengthening a
comprahensive health instruciion program, We

cations, to promotional phrases in agency brochures.

During the past several months, SHEP staft mermnbers
have been identfying and collecting statements that
could assist planners of school health education progiams
IN wWriting grants, in engaging community support and in
developing curriculurn content. A sample statement
entitled 11970 Positiun Statement by the Big Six”’
reads.

We urge that tfederal legislation give support to a
comprehensive (K-12) health education program
that wilf combine needed attention to such health
problems as alcohol and drug abuse, smoking and
health, physical fitness, mental heaith, family life
and human development, hiuman ecology, the need
for continuous health supervision, venereal disease,

further urge the Congress, the Secretary of Health,
Education, and-Weifare, and the U.S. Comimis--
sioner of Education to establish a higher federal
priority for this program.

{National Congress of Parents and Teachers,
American Association of School Administrators,
Council of Chief State School Officers, National
Association of State Boards of Education, National
Education Assucistion, end  Nauocnal  School
Boards Associstion)

Alistot organizations with statements supporting school

health education is printed below. To obtain a copy of

the statement, contact the organization; copies are not
available from the SHEP office. However, the staff
welcomes any information about other organizations
that may be added 10 this list.

NATIONAL ORGANIZATIONS HAVING STATEMENTS
IN SUPPORT OF SCHOOL HEALTH EDUCATION

ALENICAY ACADEMY OF PEDIATAICS
1801 Funman Avance

Evanglon, 1L 60204

1312) 8094285

AMERICAN ALLIANTE FOR HEALTH. PRYSICAL
EDULATION, RECREATION AND DANCE

1900 Avo.aton Dive

Reston, VA 22081

(703) 476300

AMe RICAN ASSOCIATION OF SCHOOL
ADHNISTRATURS

1601 N Moore Sireet

Arnngion, VA 22209

17031 5280700

1 Jourt StaNrTAOl with
NATIONAL SCHOOL BOARDS ASSOCIATION

AMER.CAN COLLEGE OF OBSTETRICIANG
AND GYNTFCOLOGISTS

Orw Eastihacner Drve. Suite 2700

Crwa), 1L 50601

13121222 1600

ANERICAN DeNTAL ASSOCIATION
211 33 Chec syo Avenue

Coie ayd 1L GUGTE

13121 4402500

ALILRICAN F EOURATION OF TEACHERS
Tt Covw N W

Wasatn OC 20030

[INURIFER R F ST

AR AICAN BEART ASSOCTATION
7320 Grovnaue Swetue

D, Tx 75230

(214) 750 5300

AME e LCAN LUNG ASLOCIA TN
ARespd sty Disc.met

1740 i sy

Feeve Yark Ry 10019

12121 245 BO)

AMERICAN MEDICAL ASSOCIATION
535 N - Owarorn Stoewt

Chicago, 1, 60610

(3123 7516000

AMERICAN MEDICAL ASSOCIATION AuXILIARY
53L N Dearouin Suwet

Chicago, IL 60610

13121 7016166

AL ICAN NURSES ASSOCIATION
2329 Pershing Rood

Kovzas City, MU 84108

w18 445220

AMERICAN PUBLIC HEALTH ASSOCIATION
1015 18I0 Strewt N W

Wanirquon DC 20036

1202) 789 5000

AME RICAN SCHOOL HEALTH ASSUCIATION
1521 5 Water Stievl

PO Box 708

Kent, O+l 44240

12161 676 1601

EDUCATION COMMISSION OF ThE STATES
300 Lo Tuwer

1860 Lincan Streut

Danver, CO BURG

13031 B30 350

PARUH OF OiILS BIRTH CEFLCTS FOUNDATION
1215 Mamarae s Avenud

Bon 2000

Whue Praing, NY 10602

1814) 428 N0y

RAVIONAL ALSUCIATION OF ELEMENTARY
SCHOUL FHINCIFALS

BT N Moute Sueet

Athngton, VA 22209

12031 528 6000 |

NATIONAL ANSOOIATION FOR Mt TAL HEALTH
BHLO N Renit Stner

Hosstyn v 2200

H10) 526 wivs

NATIONAL CONGRESS OF PARENTS AND
TEACHERS (PTA}

JO0N. Aush Sueat

Chyago. 1L 60611

312) 71870977

NATIONAL EDUCATION ASSOCIATION
1201 16th Suwer, NW

Washingion, DC 20036

(202} 8344000

#n Joint Statement with
AMERICAN MEDICAL ASSOCIATION

NATIONAL SCHOOL BOARDS ASSUCIATION
1065 Thames Jefterson st N w

Suite 600

Waunagion, DC 20007

12021 337-7668

SOCIETY OF STATE DIHLCTOAS OF HEALTH,
PHYSICAL ELUCATION & RECREATION

c/o Secretary Yiuasarer

9805 Hitinage Orive

Kensington MD 20785

12021 2458407

NATIONAL ASSOCIATION OF ELEMENTARY
" SCHOGL PRINCIPALS
in Joknt 3 o0 “The of o
with:

AMERICAN COUNCIL ON THi TEACHING
UF FOREICN LANGUAGLS
ASSOCIATION FOR SUPLRVISION AND
CURRICULUM DEVE L OFSEN T
INTEBNATIONAL HEADINL ASSOCIATION
MUSIC U DUCATORS NATICRAL CONFE #ENCE
NATIONAL ART LDULUATICN ASSUCIATION
NATIONAL COCHOIL For THE SaCAal aTubies
NATIUNAL COURMCIL 1 TEAUR 18 OF ENGLISH
NALIONAL LOUNCIL O TEAUHERS OF
MATHEMA S
SPELCH COMMUNICATION ASSOCIATION




The National 700 North Rush Street

Chicago lilinois 60611-2571
PTA 3127870977

December 15, 1981

Larxy M. Bridges, Ph.D., Chairman

Health Department

School of Health, Physical Education and Leisure Services
Oklahoma State University

Stillwater, OK 74078

Dear Dr. Bridges:
Per your request of December 3 for the National PTA statement supporting
health education, I am enclosing a copy of the 1973 convention

resolution on that issue.

Thank you for contacting the National PTA. If we can be of further service,
please do not hesitate to call.

(i

oan Kuersten
Division of Communications

Sincerely,

:jmk
Enc.
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NATIONAL CONGRESS OF PARENTS AND TEACHERS
700 North Rush Street, Chicago, illinois 60611
RESOLUTION

Adopted by the 1973 Convention of the National PTA

COMPREHENSIVE SCHOOL HEALTH EDUCATION PROGRAM

WHEREAS, The National PTA is vitally interested in the teaching of health
in the public schools, and

WHEREAS,. The school health curriculum has been fragmented into separate
programs in sguch areas as drug abuse, venereal disease, environ-
mental health, and family life education, and

WHEREAS , Many local school digtricts have combined health education and
physical education programs, and

WHEREAS, There 1s a need for a compréhensive program of health instruc-
tion in our schools which will meet the total needs of all chil-
dren and youth, therefore be it

Resolved, That the National PTA lend its full and active support to the
development of an identifiable comprehensive school health
education program to include dental health, dlsease control,
environmental health, family 1ife, mental health, nutrition,
gafety, and gubstance abuse, and that the National PTA reaflfirm
the 1970 dosition statement of the National PTA Board of Managers
relating to Federal and State Support to Comprehensive School
Health Education Programs* while giving wide publicity to the
similar position statement adopted by the Big Six** (National Con-
gress of Parents and Teachers, American Assoclation of School
Administrators, Council of Chief ‘State School Officers, National
Association of State Boavrds of Education, National Education
Association, and National School Boards Association); and be it
further

Resolved, That the National PTA urge 1its state branches to cooperate with
their state departments of education and health, and with local
gchool districts, to develop such a program.

*FEDERAL AND STATE SUPPORT TO COMPREHENSIVE
SCHOOL HEALTH EDUCATION PROGRAMS

Adopted by the National PTA Board of Managers, .January 29, 1970

The Natjonal Congress of Parents and Teachers has consistently supported the
inclusion of various health topilcs in the gchool curriculum. Resolutions aund
programs at both national and state levels have indicated PTA concern for alcohol
and drug abuse education, smoking and health, physical fitness, mehtal health,
family life and sex education, the need for continuous health supervision, con-
sumer health, venereal disease education, nutrition, and accident prevention.
Other health issues have received attentlon perlodically through the years.
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Support for a comprehensive school health education program with a specified
time allotment, qualified teachers, and an adequate budget has been growing in
acceptance among educators as they have endeavored to include in instructlonal
programs the many facets of health. From time to time, national, state, and
community agencies and organizations have encouraged attention to particular
health problems. In recent years, additional health problems, such as air and
water pollution and other environmental health concerms, have been presented
to school administratore for inclusion in the curriculum. The net result has
been a proliferation of speclalized health intereets that individually and ex-
clusively could not be included in the curriculum without the excluslon of
many other Iimportant health topics.

Limitations of time and the already overcrowded aschool curriculum do not per-
mit separate courses for each of the health topics. Therefore a unified,
planned program of health instructiom with scope, sequence, progression, and
continuity becomes necessary for a coordinated total approach to the health
of man.  1In some states, such programs have been developed within the frame-
wook of "critical health problems.' Provision has also been made for
inservice and preservice education for teachers, updated teaching materials,
and other factors in strengthening the school health instruction program.

State laws and state board of educatlon regulations (elither permissive or
mandatory) Influence the nature of educational programs offered in schools.
Some states have recently revigsed outmoded laws and regulations to meet cur-
rent needs, including the provision of definite time in the curriculum and
qualified leadership. Funding from governmental agenciles at federal, state,
and local levels also has great bearing on the quality of educational offer-
ings. Often such funding has not included the subject-matter area of health as
a part of the instructional program,

The National Congress of Parents and Teachers supports the concept of compre-
hensive school health education programs and believes these programs should be
given higher priority at national, state, and local levels. It urges vducators
to develop such programs and governmental agencies at all levels to provide

the necessary funds. Further, it urges members of Congress, the Secretary of
Health, Education, and Welfare, the U.S. Commissioner of Education, state de-
partments of education, and local school districts to establish higher prior-
ities for these programs on a level comparable to other curricular subjects.

**pOSTTION STATEMENT BY THE BIG SIX

(National Congress of Parents and Teachers, American Association of School
Administratora, Council of Chief State School Officers, National Association
of State Boards of Education, National Education Agsociatlion, and National
School Boards Association)

We urge that federal legislation give support to a comprehensive (K-12) health
education program that will combine needed attention to such health problems

as alcohol and drug abuse, smoking and health, physical fitneds, mental health
problems as alecohol and drug abuse, smoking and health, physlcal {ltness, men-
tal health, family 1ife and human development, human ecology, the ‘need for con-
tinuous health supervision, venereal disease, nutrition, accident previention,
and consumer education. We urge provision for inservice and preservice teacher
education, updated teaching materials, and other factors {n srrengthening a com-
prehensive health instruction program. We further urge the Congress, the
Secretary of Health, Education, and Welfare, and the U.S. Commissioner of Fduca-
tion to establish a higher federal priority for this program.



211 EAST CHICAGO AVENUE., CHICAGO ILLINOIS 60611 ¢* AREA CODE 312 440-2%00

440-2596

AMERICAN DENTAL ASSOCIATION

December 14, 1981

Larry M. Bridges, Ph. D.
Chairman, Department of Health
Oklahoma State University
Stillwater, Oklahoma 74078

Dear Doctor Bridges:

As you reqguested, I have enclosed a copy of the American Dental
Association's endorsement of school health education.

We are more than happy to provide necessary information for the
dissertation you mentioned. If you are in need of additional
assistance, please let me know.

Sincerely,

:[:>&4~L~é. 321/4<3/:V-C_,.

Denise S. LeBloch
School Program Specialist
Bureau of Health Education
and Audiovisual Services
DSL:1b
enc.
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DENTAL HEALTH EDUCATION

The community program should make specific provision for the education of
the public in matters relating to dental health hazards and diseases and
to desirable and undesirable health habits and practices. Instructions in
dental health for school children should be an integral part of the school
curriculum. Dental health facts and proven methods for imparting them to
children should be available to all school teachers. Speakers should be
furnished for meetings of special groups which can be interested in dental
health. Factual, simple and attractive dental health pamphlets should be
provided and the press, radio, posters, motion pictures, television, news-
papers and magazines should be employed in a continuing program of educa-
tion for the general public. Whenever possible, dental health education
activities should be directed or supervised by a person qualified in the
field of health education. (From A Dental Health Program for the Commu-
nity, State and Nation, Trans.1949:264; see Appendix I)

Dental health education should be carried on through appropriate state
and community agencies to provide authentic information on health prac-
tices, to motivate people to assume personal responsibility for health
and to inform them of the facilities available for dental health care.
(From A Dental Health Program for the Community, State and Nation, Trans.
1949:264; see Appendix I)

Resolved, that the American Dental Association approve and support a
strong program of health education as a basic part of the school and
college curriculum and that constituent and component dental societies
be encouraged to work with the appropriate health and education officials
and agencies in their communities to achieve this end. (Trans.1960:234)

Resolved, that constituent and component dental societies be encouraged
to support the dental health education efforts of the American Dental
Association by actively promoting the use of Association dental health
education materials and professional aids. (Trans.1963:288)

Employment of Trained Health Educators
and Public Relations Counsel

Experience has shown that when the services of professional educators and
public relations counsel are utilized by dental societies, there is a
marked improvement in their dental health education programs and their
effectiveness in relations with the communications media. The American
Dental Association recommends, therefore, that dental societies give

(Over)
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consideration to the employment of such personnel to assist in the
specialized problem of communicating the dental profession's
recommendations for improving the health of the public and moti-
vating it to action. (Trans.1963:288)

This program should be designed to encourage the appreciation of dental
health and the practice of proper oral hygiene. Dental health educa-
tion for parents, children and personnel working with children should
be an essential component of all programs. (From American Dental
Association Dental Health Program for Children, Trans.l1966:306; see
Appendix II)

Resolved, that the American Dental Association explore and implement a
nationwide public relations effort directed toward dental health educa-
tion with emphasis on prevention so that the public will be better able
to seek oral care that is in its best interest for immediate and long
range health and comfort. (Trans.1970:491)

Resolved, that constituent and component dental societies work with
school boards and other appropriate groups to assure that dental health
education programs in schools are based on current information on oral
hygiene and preventive dentistry, and be it further

Resolved, that component dental societies make available teacher train-
ing programs on prevention. (Trans.1972:670)
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‘ AMERICAN ASSOCIATION
foy | OF SCHOOL ADMINISTRATORS

IMPROVEMENT
OF LEARNING

December 15, 1981

Larry M, Bridges, Ph.D.

Chairman

Department of Health

Oklahoma State University

Schoel of Health, Physical Education
and Leisure Services

Stillwater, OK 74078

Dear Professor Bridges:

Enclosed you will find two sheets containing official 1981 Resolutions of
the American Association of School Administrators. Resolutions 45, 48,
and 54 speak directly to issues associated with school health education.

We are pleased to be of assistance to you.

Sincere]y,

it 2, \,/;4/

William G. Spady
Director
National Center for the Improvement of Learning

‘\

cc: Paul B. Salmon

Enclosures

WGS/1v

(703) 528-0700
- 1801 North Moore Street -+ Arlington, Virginia 22209

An Faual Ooootinity Erpiover
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tary multi-district efforts to provide more
efTicienz and effective educational services.

35. Native Americans

AASA recognizes the complexity and diver-
sity of the Native American population
throughout the nation, and in this recognition
realizes that Native Americans must be in-
volved in local decision making regarding
scheols eperating with public funds when
applicable.
36. Organized School Volunteer

Programs

AASA recognizes the value of organized
school volunteer programs and the ability of
trained school volunteers to assist with
solutions of many of the problems facing
educators today.

37. Advocacy for the Aging

AASA recognizes the complexities of the
issues of gerontology and wrges all adminis-
trators and boards of cducation. to become
advocates of programs that develop anaware-
ness of the issues and problems related there-
to. AASA supports the participation and in-
volvement of retired persons in schools and
will support rescarch concerning the issues
and problems of aging in our society and the
impact upon school administration,

EDUCATIONAL/
INSTRUCTIONAL PROGRAMS

38. Minimum Compectencies and Basic
Skilis Examinations for Students

AASA recognizes that programs for estab-
lishing minimal competencies and basic skill
examinations for promotion and/or gradua-
tion khave been instituted both by legistative
actionand by mandates of local school boards.
AASA helieves that such programs should be
hased upon the acknowledgement that mul-
tiple levels of individual differences exist
amony all students. Such programs should not
limit expectations of student performance by
establishing single standards of achievement,
but should provide assessment including pro-
fessional judgments of the students’ cumu-
lative experiences and acquisition of basic
skills consistent with their identified learning
abilities.  AASA believes these programs

12

should reflect concern for student needs
beyond expected minimal competencies and
should consider their goals beyond high
school.

39. Curriculum .

AASA believes that curriculum decisions
are best made at the level of governance
closest to the delivery of services.

AASA, recognizing the continued need fora
high level of attainment in skills and knowl-
edge, encourages Association members to
continue to place priority on:

® Rcading, with special emphasis on the
needs of the individual.

* Other hasic skills and knowledge
necessany for effective societal function-
ing including written and verbal com-
munications, mathematics, the arts of
L’i(izr_‘ns'l’.ip.

o Critical thinking.

® Recognizing the aced for muhi-cultural
cducation.

e Competency based programs where
individual student needs can be assessed
and programs implemented to meet
those individual needs.

e Application of economic and environ-
mental knowledge.

e The effective arca of student develop-

ment which encourages appreciation .’

and understanding of the pluralistic
culture, particularly an understanding of
those indigenous to the local region.

e Carcer cducation at all levels with
adequate funding for the expansion and
improvement of programs aimed at pre-

paring voung people for the world of.

work. AASA fecls that the community,
labor, management, and otherinterested
groups must be involved in building
broad-baved support for these activities.
AASA encourages educational leaders to
study the applications of technology. AASA
encourages its members to exertJeadership in
the development and implementation of new
instructional management technologies with
the view toward their effective and practical
use in cducation.
40. Inmates of Correctional

Institutions
AASA endorses, supports, and encourages

[

————

——— p——— .

cxpanded cducational opportunity within cor-
rectional institutions and urges that both the
state and federal governments provide the

. . *
neeessary funllmg to meet the educational

needs of the inmate population.

41. High School Athletic Competition

AASA opposes the concept of national
sports competition among high <chool teams
and the ¢fforts of any organization, agency or
individual to establish such competition. Ad-
ministrators and school boards throughout the
nation are encouraged 1o resist invitations 1o
all high schools within their jurisdiction to
participate in such national ¢ ompetition or in
play-ofl cvents destined 1o lead to such
national competition.

42. Evaluation of Educational
Programs
AASA believes that the evaluation of all
cducational programs is a sital responsibility
of cducational administration. Such evalua-
tion must:
® Besystematically done.
e Involve those affected in the design of
the system. '
® Include evaluation criteria that are
thoroughly understood by those in-
volved prior to evaluation. )
e Provide for the cvaluation results (o be
used for the improvement of the edu-
cational program.

43. International Education

AASA urges the cstablishment of edu-
cational programs which:

¢ Reflect an international point of view
and cengender respect for and apprecia-
tion of the diversity of the world's cul-
tures and its people.

* Promote knowledge concerning various
peoples and problems that relate to the
world community.

® Provide opportunities to acquire com-
petence in foreign languages.

AASA supports cfforts 10 help developing
countrics establish meaningful educational
systems.

AASA urges hetter communications among
the communities of the world.

44, Bilingual Instruction

AASA recognizes bilingual instruction as a
useful educational strategy for students whose
home languageis other than English. Bilingual
instruction should be transitional in nature.

45. Drug Education

AASA urges every school district to provide
students with programs of drug education
which include alcoholand tebacco.

46. Early Childhood Education

AASA supports preschool cducation and
urges state organizations to work with state
legistatures to cnact laws which provide
adequate funding for educational opportuni-
ties for preschool children and programs for
parent imvolvement and wraining.

47. Equality in Education

AASA urges school-districts to continue to
promote cquality, to eliminate sterotyping in
cducational materials, and to correct all pro-
cedures which use human differences o limit
opportunities for students.

* 48. Education for Parenthood

AASA encourages cducational leaders to
design and implement effective programs for
the educasion of present and future parents.

49. Continuing/Adult Education

AASA believes that learning is a lifelong
experience and urges the schools of Amierica
l()pursu('d\ (‘I'}U(‘Slhﬂl r()slt‘r('onlinuingicarw
ing and retraining where needed for all
citizens.

50. Community Education

AASA urges its members to develop com-
munity education programs serving a broad
cross section of their constituents. Such pro-
grams should be oriented to the unique needs
of diverse populations within the school
community,

STUDENTS

51. Student Testing

AASA recognizesthe needtoaccountforthe
educational progress of individual learners.
Recognizing the limitations of standardized

13
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testing procedures, AASA urges its members
to:
® Point out the strengths and weaknesses
of standardized tests and work to prevent
their misuse.
* Work for the development of viable,
ind

idually-based alternatives such as
criterion-referenced tests.

Secure and publish information related
tothe full und
* \Make constru

standing of test results.
ve use of test results to
improve the educational program, avoid-
ing mislcading comparisens of schaols
based upon test results.

® QOppasc any form of n
whict

tional testing
s construcied or administered by
the federal government Truth in testing

concerns should be resolved atthelocal/
state level.

wi
(=]
.

Student Behavior, Disc"
Suspension, and Expulsion

AASA encourages school administrators to
continue to provide leadership in developing
schoo! environments that enable students to
meet appropriate citizenship standards.

These environments must be supported by
policies and procedures developed through
involvement of staff, students, parents, and”
community leaders.

AASA is concerned with suspension and
expulsion of students from the schools of our
nation,

SA urges school administraters to
give pasitive leadership in developing alter-
native practices. Such alternatives must pro-
vide opportunities that focus on the edu-
cational needs of students and guarantee due
process. )

Students who do not corﬁply with policies
and procedures must be confronted with con-
sequences appropriate for violations and
dcsigncd to improve behavior.

53. Child Abuse

AASA urges administrators to set up system-
atic monitoring procedures which will reveal
the victims of child abuse. Administrators
must be among the active protectors of chil-
dren, using the resources of the district, other
agencics, and the law to s.op child abuse.

14

54. Student Needs and Societal
Concerns
AASAurgesits membership toseek coop-
eration with other child advocacy groups to
develop and/or to implement programs of in-
struction and strategies to assist students to
recognize, understand, and cope with the fol-
lowing societal concerns: -
* Increased teen-age pregnancies.
® Venercal disease,
® Violence in our everyday life includ:
that presented by the news media.
e Addiction to alcchol, drugs, narcotics
and tabacca.
® Varied family siructures.
Parental absence from the home.
Excessive and indiscriminate television
viewing.
Unhealthy nutritional intake.
Child abuse.
Unemployment
Life-time physical ftness.
Imununization and communicable dis-
eases.

g

® Comprehensive health screening pro-
grams.

55. Education for Students with
Exceptional Needs

AASA supports the establishment and
strengthening of free and appropriate public
educational programs for students with ex-
ceptional needs. AASA belieyves health ser-
vices essential for life maintenance should be
the responsibility of agencies established 1o
provide those services. Sufficient additional
federal and state financial resources must he
made available toappropriate agencies so that
educational and other essential services are
not adversely affected.

PERSONNEL

56. Retirement Systems

AASA recognizes that there are a variety of
retirement programs affecting those in the
educational profession. The various retire-
ment programs should permit school per-
sonnel to pursue their profession in any state
or overseas assignment without restriction or

pcnalty.

[,

AASA .urges its membership and state
associations  of schoo! administrators to
encourage legislation at the state and federal
levels that establishes a reciprocal retirement
system. ]

AASA encourages, when desired, the avail-
ability of social security on a nondiscrimina-
tory basis toall eiigible personnel butepposes
the enforced merger of teacher. retirement
systems with the federal social security pro-
gran‘L
AASA is urged to continue rescarch of
ng retirement systems and te study.and
report the feasibility of developing a model
retirement system forschool personnel which
includes credit for mi nary service.

ex

57. Tax Treatmueat of Overseas
Educators
AASA supports an amendment to PL 95-

. 615 (the Farcign Earned Income Actof 1978)

returning exemptions to Amcrican cducators
employed by the State Department sponsored
overseas schools towhich such educators pre-

. viously have been entited.

58, Collective Bargaining

AASA supports the position that the direc-
tion of collective. bargaining should be re-
tained at state and localfevels where provided
for by state law. Collectis ¢ bargaining should
be limited to salary, directly related financial

‘conditions ofcmpio_\'mcm,and grievance pro-

cedures. Arbitration should be Jimited 10
matters of contract interpretation. Manage-
ment personnel should not be part of any
formal bargaining unit. Collective bargaining
legislation and/or contracts should include
adequate provision for the resolution of unfair
practices and provide for adequate protection
of employer and empleyee rights.

59. Work Stoppages

AASA opposes the strike as a weaponsin
stalemated negotiations. Sanctiony and other
types of withdrawal of services have the same
deleterious effect upon school operations and
are cqually objectivnable. If a school district
experiences a work stoppage, the adminis-
trative team has an obligation to remain on the
job 1o protect the students who report 1o
school; to maintain communication within the
C(m\munil)' amonhg pnr\‘nls. teachers and the

public; and to seck, through reasonable
methods, the protection of school property.

AASA recommends that all school districts
develop an administrative plan to be used in
the event of a work stoppage.

60. Evaluation of Personnel

AASA believes thatthe evaluation of all per-
sonncl is an essential part of good admin-
istration and cncourages cach cducational
system to design and carry out a systematic
evaluation of all personncl. Prior 1o the evalu-
ation the design of the evaluation process tobe
used must involve all who are affected.

AASA urges huards of education o adopt
systems of evaluation of administrators and 1o
assume their x‘('s;iomihili!) for the evaluation
of the superintendent of schouls. AASA urges
superintendents to assume responsibility for
the evaluation of all administrators. AASA
beliey ey that the confidentiality of evaluative
reports should be guaranteed.

61. Staifing

AASA believes that program considerations,
student needs and staff competence should be
the major prioritics in retention of staff when
reductions in persorinel are required.

62. Inservice Education for
Educational Leadership

AASA believes that school governance and
administrater feadership skills must he main-
wined and advanced in a regular progran of
inservice educationih orderto ensurea quality
cducational prugmirﬂ. NSBA, AASA and state
school boards and administrators associations
are in a unique position to design such inser-
vice education programs thatare sensitive and
responsive tothe developing leadership nveds
()r\('h(}()] h('}ﬂr(, nl\'n!h\‘rq and ﬂdmi"i:\(rﬂ‘l“r\.

AASA with the suppartof NSBA encourages
local school boards and superintendents 10
support and participate in adequate inservice
education programs for school board mem-
bers and «chool administrators that are
designed and offered by NSBA, AASA, and
state  school  boards  and  administratonsi
associations. Such inservice cducation pro

. grams are an essential district expense.

15
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NATIONAL SCHOOL BOARDS ASSOCIATION
1055 Thomas Jefferson Street, N.W., Suite 600, Washington, D.C 20007/ (202) 337-7666

December 18, 1981

Dr. Larry M. Bridges, Chairman
Department of Health

Colvin Physical Education Center
Oklahoma State University
Stillwater, OK 74078

Dear Dr. Bridges:

Thank you for your December 3 letter seeking a statement from the National
School Boards Association concerning school health education.

The most authoritative response is to refer you to the enclosed booklet detailing
resolutions adopted by our policy-making Delegate Assembly at NSBA's annual convention
last April. Those resolutions relating to safety and health are checked on Pages
7, 9, 12, 15, 17 and also in the Beliefs & Policies section on Page 38.

Since NSBA represents the nation's 16,000 local school boards, it is axiomatic

that NSBA is vitally interested in maintaining a safe and healthful environment

in the public schools. An important aspect of this is school health education.
Since NSBA is dedicated to perpetuating local lay control of public education
through duly-constituted school boards, the Association believes that specific
policies and practices in school health education should be determined by local
school boards in response to the needs and wishes of their constituents and in
compliance with federal, state and local law.

I hope that this information serves your needs.

G St

Philip A. Smith
Director, Public Information

PAS:1a
enclosure

..SERVING AMERICAN EDUCATION THROUGH SCHOOL BOARD LEADERSHIP



WHEREAS

WHEREAS

WHEREAS

WHEREAS

WHEREAS

RESOLVED

RESOLVED

RESOLVED
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SCHOOL HEALTH NURSING

school nursing is a specialized service contributing to
the process of education, and

nursing provided as part of the school program for

children is a direct constructive and effective
contribution to building a healthful and dynamic society,
and '

the health status of children has a direct influence upon
their educational achievement, and

for many children in the United States, the school nurse
is the only contact the child has with the health care
system, and

the professional school nurse, with his/her experience
and knowledge of growth and behavioral patterns of
children, is in a unique position in the school sstting
to assist children in- acquiring health knowledge, in
developing attitudes conducive to healthful living and

in meeting their needs resulting from disease, accidents,
congenital defects and/or psycho social maladjustments;
therefore, be it

that the ANA actively seek legislation to mandate nursing
services as an integral part of every school basic
services, and, be it further

that school nurses participate in school health education
programs both in teaching segments of the curriculum and
as a resource to teachers and administrators in the
school system, and be it further

that ANA and its constituent associations work with
institutions of high learning to provide opportunities

for school nurses to supplement and update their
preparation in health education so that they may actively
participate in school health education programs.

House of Delegates 1974
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COMPREHENSIVE SCHOOL HEALTH EDUCATION PROCESS

each school-aged child and adolescent in the United
States should have the opportunity to develop his/her
potential to the fullest, and

WHEREAS

WHEREAS edu.cation for personal health and health citizenship
assists the individual to make his/her maximum
contribution to the welfare of his/her community and
country, and :

WHEREAS advances in health sciences can only be utilized when
. people are properly informed about them, and

WHEREAS in many schools, heglth .education programs are
fragmented and crisis oriented to meet a current need,
as veneral disease, drug abuse, etc.; therefore, be it

RESOLVED that the American Nurses' Association promote and
. support a unified, integrated, sequential approach for
comprehensive school health education program, grade K
through 12, and, be it

RESOLVED that ANA ‘promote and support hea_lth education programs
as a basit segment of college curriculums, and be it
further

RESOLVED that ANA, state and local nurses' associations work
caoorperatively with the NEA and other appropriate
educational officials and agencies -and represcntatives
of federal, state and local governments to secure
legislation and funding for school health education
programs.

House of Delegates 1974
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National Mental Health Association

1800 North Kent Street ® Arlington, Virginia 22209 * (703) 528-6405

NATIONAL OFFICERS 1982

President
THOMAS C. BINKLEY
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VERNON, JR.
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March 24, 1982

Larry M. Bridges Ph.D.

Chairman, Department of Health
Colvin Physical Education Center
Oklahoma State University
Stillwater, 0K 74048

Dear Dr. Bridges:

1 apologize for the long delay in responding to your letter of
December on health education. You should have heard from us at
a much earlier date, but unfortunately conditions beyond our
control made that impossible.  In any event, I don't know that
we could have been or now will be very helpful.

This organization has taken no formal position of endorsement
concerning school health education. We do support the concept
of health education and 1ike to think that a great deal of what
we do could be so classified. If one believes in education on
any topic, certainly it would be difficult to conceive of any
reason why health would not be an appropriate subject on which
to educate.

Similarly, since the primary function of a school is to educate,
it is not unhreasonable to think that health education might be

a part of any school curriculum, having in mind student readiness
to deal with specific aspects of health education,

What 1've stated above is only my personal opinion. It does not
represent any official stand of the Association. However, it
would seem difficult to find any basis for challenging such ob-
vious statements.

Your Tetter does not indicate why at this point in time there is

a need for the preparation of a dissertation on.the topic., I

can only assume that the issue arises out of some conflict related
to the respective roles of family and church. It is also not un-
reasonable to assume that the precipitating concern may be sex
education under the title of health education. Attached is a
statement developed in 1970 dealing with this issue. 1 do not
offer it as the current position of the Association, since the
subject has not been subsequently reviewed. Any statement made



page 2 :
March 24, 198

now might be worded differently. Therefore, the document
should not be quoted as our current position. The language,
however, may prove useful as a position held in 1970. It is
a position which might still be held today, but unfortunately
1 have no way of knowing whether that is true.

Sincerely yours,

Bichanst C. Yurter ()

Richard C. Hunter
Deputy Executive Director
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The National Association for Mental Health, Inc.

POSITION STATEMENT ON FAMILY LIFE AND SEX EDUCATION

Adopted by the Board of Directo;s on June 19, 1970

The mental health implications of family 1life and sex education programs
are self evident. Examination of the current scene as it affects young
people, parents and families as well as the community at large, with all
its attendant suffering, leaves little doubt about the need for responsi-
ble, relevant and effective education programs in family life and sex
education., Indeed, it is one of the most practical mental heslth issues
upon vhich a position can be taken. In supporting such, NAMH Joins an
impressive list of major educational, religious, medical and health
organizations throughout the country who are endorsing responsible family
life and sex education.

The increasing controversy surrounding the introduction of family life
and sex education programs in public schocls has extended itself to a
degree vhere it poses a serious threat to this essential aspect in the
health education of children and young people., Responsible programs
directed towards improving knowledge about this critical phase of human
development as well as bettering understanding between young people and
their peers, young people and adults, are being subjected to strong
opposition stemming from a variety of sources.

The primary source of family 1life and sex education should be in the home.
For a variety of reasons, evidence indicates that in many, if not most
instances, children do not receive this type of essential information
given in a comfortable, accurate and relevant form by their parents.
Presentation of this essential component of health education under publiec
educational muspices requires especially the participation (i.e.,
sanction) of parents not only te endorse such programs, but also to

share in the matter of material to be presented, vhen and how such will
be carried out and vho shall teach the matter, Family life and sex
education ovrograms without this essential contribution of Joint partici-

pation by parentas and educators are subject to misunderstanding, suspi-
cion, attack, and early failure. ’

In addition to the parent role and effective pedagological techniques
including special teachers, family life and sex information programs
require the support of a variety of helping agencies and individuals,
Mental Health organizations with their awareness ag to the importance
of these matters have sn unusual opportunity to support and aid in the
direction of family life and sex education programs in cooperation with
other appropriate groups. A considerable number of national, state and
local organizations have developed program materials or actual programs
vhich may be useful to local mental health associations in their role
as a resource group to a2 community's effort to develop an appropriate
program in family life and sex education.



2

It i{s recommended by the NAMH Professional Advisory Council that the
local professional advisory committee of the mental health association
- be consulted when the Association considers programming in this field.

References

Sex Information and Education Council of the U.S.
1855 Broadway, New York, New York 10023

Guidelines for developing School Programs in Sex Educatiom

New Jersey Department of Education

225 West State Street, Trenton, New Jersey 08624 | -

Family Life and Sex Education Course Outlines for Grades Seven Thrcugh
Tvelve

Anaheim Union High School District ,

1765 Wast Cerritos Street, Anaheim, California 92805

American Medical Association .
535 North Dearborn Street, Chicago, Illinois 60610 -

Fsmily Service Association of America
Ll Fast 23rd Street, Nev York, New York 10010

Family Life Literature and Pilms - an annotated biblicgraphy
Minnesota Council or Family Relations
1219 University Avenue, S.E., Minneapolis, Minnesota 35LkLlh

The National Association for Mental Health
1800 North Rent Street !
Arlington, Virginia 22209
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Committee on School Health

Health Education

The American Academy of Pediatricsbelieves
that it is necessary to reaffirm its support for the
concept of school health education, from kinder-
garten through grade 12, for all schoolchildren in
the United States. :

A basic concept of pediatrics is prevention, and
health education is a basic element in the delivery
of comprehensive health care. The public is
continually bombarded by the media about the
high cost of medical caré and the overutilization
and incorrect use of medical facilities. The media
also writes about the problems of increasing
promiscuity and illegitimacy; the money wasted
on quackery; practices that are detrimental to the
health of people in the United States; and the lag
in the dissemination of new health information
and facts to the public. The Committee on School
Health believes that community health education
programs, of which school health education
programs from kindergarten through grade 12 are
an integral part, are one of the most viable
methods to help alleviate these and similar prob-
lems. Therefore, the Committee on School Health
makes the following recommendations and urges
action for them at state and local levels.

1. Health education is a basic education
subject, and it should be taught as such. Health
education is compatible with other traditional
subjects and can enhance the contribution that
other basic subjects make to general life experi-
ence, understanding, and skills.

2. Planned, integrated programs of compre-
hensive health education should be required for
students from kindergarten through grade 12.
Instruction should be given by teachers qualified
to teach health education. The health curriculum
should be planned and be appropriate for the age
and maturity of the children at each grade level.
A comprehensive  health  education  program
should include the following subjects: courses that
yield an understanding of basic biology. physiol-
ogy, and genetics: accident prevention; venereal
disease; alcoholising mental health; parenting; sex
education; drug abuse; o virenmental and con-
sumer health: and preventive medicine.

3. The health education program should help
teach students to use the facts and the concepts

discussed for healthful living and for making
knowledgeable decisions to solve personal, fami-
ly, and community health problems.

4. Financial support must be assured for health
education programs because proper funding is
critical in developing effective programs. Local
boards of education and state and federal govern-
ment bodies dealing: with education must be
convinced to continue or increase their portion of
funding for health education programs. Funding
should also be sought from corporations, founda-
tions, and private and governmental agencies that
have specific interests (such as heart, cancer,
alcoholism, or mental health). The most effective
way to provide education about these specific
subjects is to incorporate them into a well-
planned, comprehensive health education curric-
ulum.

5. Comprehensive health education programs
in elementary and secondary schools should be
dirccted by qualified health educators function-
ing in consultation and cooperation with school
personnel, parents, students, physicians, and
health agencies in the community.

6. Health education should be a part of every
elementary and secondary teachers” training
program. Professional preparation programs in
health education should be developed in the
schools of education. These schools should set
high standards and have requirements as exacting
as those requirements for other fields of instruc-
tion. All teachers should be required to complete
courses in health science.

7. School districts, other public agencies, the
medical community, and private agencies should
intensify their health education programs for
adults as part of a coordinated community health
education effort.

CoMMITTEE ON ScHooL HEALTH

Donald E. Cook, M.D., Chairman; Conrad L. Andringa,
MDD Karl W, Tess, M.D.: Leonard L. Kishner, M.D.;
Samuel R. Leavitt, M.D.; Stanley F. Novak, M.DD.; Kenneth
D. Rogers, M.D; J. Ward Stackpole, M.D.; Casper Wiggins,
M.D.

This statement has been reviewed and approved by the
Academy’s Council on Child Health,

PEDIATPICS Vol 62 Mo, 1 Inly 1978 117
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Health education-—particularly that aspectiden-
tified as heaith instruction-—is of greater concern
in contemporary socicty than cver before. The
variely of choices and decisions to be made by
the individual and society have multiplied in
number and increased in consequence.
educational cfforts, isolated “once-a-year lec-
tures,” in a hephazard or “spur of the moment”
fashion, are both difficuit (o administer and vir-
tually incffective. A unificd approach 1o health
teaching-—that is, a planned, sequential curricu-
lum in healith cducation throughout the school
years—is necessary (o help attain the objective of
education, the healthy, educated man.

Discussion

Today many people enjoy a higher fevel of
health and a greater life span than ever before.
This has heen brought about primarily through
the development of new drugs, rescarch, better
public health programs, improvod medical care,
and healih education. In spite of these advances
in medicine and personal w LH b”\ﬂx,, millions of
- peaple are not living at their optimal level of
health. Modern patierns of living have intensified
health problems such as heart disease, obesity,
cancer, mental illness, alcoholism, diug addiction,
and venereal disease. Moreover, some of these
discases loom larger than before because of our
aging population.

In their enthusiasm to find solutions to existing
health problems and most immediate noeds,

many official and voluntary health agencies and
organizations have developed toaJnn,; materials
especially for school use. Both official and volun-
tary agencies are lo be commended for maling
these teaching aids available to schools. Many are
well planned ard have been most hf‘lpfu! in fill-
ing a void. However, the number of health prob-
lems deserving, spccu! consideration in the cur-
riculum has become so great that these very
teaching aids and materials often inteifere with

the developmient of a comprehensive and sequen-

tial health instruction program requited to mect
the many health needs and problems of today’s
childien and youth, -

School adminictrators, in the absence of well
planned health instruction, and in theirowilling-
ness o cooperate with lecal groups, have incor-
porated these materials in their cuiriculum. This

Sporadic

is especially true when pressure builds in a com-
munity to have the schools “do something” about
drups, sex, smoking, and alcohol. This results in
the hadtily schedoled two-week unit or one-lec-
ture type of health offering to cover a specific
problem—-a problem “shot down’ this year and
forgotten-next year in order 1o concentrate atten-
tion on something else. This kind of scheduling
may tead to overemphadic on a health problem or
it may be responsible for the neglect. or omission
of a number of other pertinent health problems.
Health instruction, to he effective, must be on a
continuing basis and not a crash program.

decommendations

In view of the nced for a comprehensive pro-
gram of heelth instruction, it is recommended
that:

1. There be a unified approach to heakih teach-
ing, a program of health instruction organized
and scheduled in such a way that ihm'o is
scope and sequence lhxou;,h the school ye
(K-12).

2. A programof curriculum development be un-
dertaken which will involve (a) the identifica-
tion of ¢pecific courses with content, learning
activitics, and cvaluation activities and (b) co-
ordinalion and integration with other subject
matter areas.

3. The health curriculum be developed by school
personnel and curriculum directors who work
closely with the lay public, with individuals
from the voluntary and official health agen-
cies, and with consultants from the state and
national level when available.

4. Those who teach health be specifically pre-
pared and have a genuine interest in the ficld
of health education.

This statement, prepared by a commitiee of \ln- Sehool
Health Divioon, was appioved by the School Health
Division Uxecntive Council and officially approved

and cndorsed by the AANPER Boerd of Directors.,



In 1960 the Division of Health Education of the American Association for
Hcalth, Physical Education, and Recrcation under the divisional vice-presi-
dency of Jidward B. Johns appointed a Commission en Philasophy jor
School Health Education. It was the task of this Commission to prepare a
staterient of “health education principles that are fundamental to curricu-
lum development” or to devclop a “statement of beliefs for the whole field
of health educaldon to scrve as a platform for the field.” T'o this end the Com-
mission addressed itsclf and carly in ils dcliberations becane convinced that
it wonld be tmpossible to devclop a “vhilosophy for health education” as
somcthing different froin a philosophy of educalion 1tsclf. Thus the Com-
mission has prepared “A Point of View for School Iealth Education” which
{t hopes will serve as an appropriate guide for teachers, administrators, ond

others interested in the ficld of health cducation.

Philosophy is concerned with
questions pertaining to the nature
of {ruth, goodness, and beauty,
questions that seck to deseribe the
characteristics of the good life. It
is defined in Webster as “a system-
atic body of general conceptions or

prineiples, ordinarily with implica- .

tion for their practical application.”

Philosophy of education is con-
cerned with questions that relate to
the nature of the educational process
and to the scientific study of edu-
cation, It asks: What is education?
What is knowiedyge, and what knowli-
edge is of most worth? How shall
human nature and the world or so-
ciety in which we live be perceived?

What are the ultimate purposes for-

being? It is wilthin this context, a
context of probing and inquiry into
questions that affect the basic diree-
tion and character of education, that
the purpose and practice of health
education must be sought. Iealth
education does not stand alone.

At the present time educators in
all ficlds are discussing the need for
a clearly defined philosophy of or
for cducation. IHcalth educators are
no exception. Al wish to provide
betier direction for the total edu-

cational process and programs. But
to what extent should such a philo-
sophical approach accept, say, the
concepls of pragmatism, realism,
idealism? And do specific applica-
tions {o school practices flow in a
kind of onc-to-onec relationship from
cach of these philosophies?

A philosophy of education is basice
to the systematic development of
objectives and programs in health
educafion, Philosophy should pro-
vide a foundation for values. The
philosophy accepted by a teacher or
school group concerned  with  the
health education of children and
youth may beeome a guide and sta-

bilizing force for prorram develop- |

ment, Insofar as it does, and in this
sense, a philosophy of health educa-
tion emerges. Kach teachcer and each
school group has the responsibility
for developing a philosophy for ed-
ucation.  Most teachers, however,
need some help in doing this,

The discussion which follows is
intended to stimulate and give di-
rection to thinking about a philoso-
phy of health edueation. Jt repre-
sents an effort to synthesize a series
of beliefs about the nature of health,
edncation, the educational process,

schools, people, and society into a
coherent and recasonable philosophy
for health education, the acceptance
and refinement of which may pro-
vide a basis for program develop-
ment.

A Statemcnt of Position

Health education as both process
and program implies chanzes in in-
dividual development, attitudes, and
behavior. It secks no ends other than
the improvement of individual and
community health. DBecause the
emphasis is upon health, both the
process and the program become per-
sonal in their focus. A philosophy
of health education may be said to
originate in_ an understanding of
the nature of health as it relates to
the personal.

The term “health” does not re-
late to a whelly measurable qualitly
or condition. It can best be de-
seribed in terms of the degree to
which the composite or aggrerate
powers of the the human orranism
are able to function. The term be-
comes, fully mcaningful only when
we are confronted with its opposite,
disease or defect.

This concept of health embraces
Assoriation

for the

: {) Advancement of
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Adopted by the Representative Assembly of
the Amierican A<sociation for Heafth,
Physical Lducation, and Recreation,

meceting at the 8:1th Anniversary Convention,

. 4
Q’pgﬂ[l G’JCD/][}{)' Boston. Massachuselts, April 15, 1969

22 {
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HEALTH EDUCATION
FOR ALL STUDENTS

Whereas, The healih problems and ‘values of inner
city youth and youth'in other problem areas have
certain unique characteristics, and

Whereas, Health education for students from such
areas presents a distinet type of challenge and focus,
and

Whereas, Often health teachers have cultural values
and mores different from those of such students,
therefore be it

Resolved, That teacher preparation in health educa-
tion for both the clementary and secondary level
give special consideration and emphasis to the pro-
fessional preparation nceded for eftectne teaching
of all students,
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Resolution
ADOPTED BY THE AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
"AND REFERRED TO THE BOARD OF TRUSTEES
JULY, 1980

HEALTH EDUCATION

Resolved, That the American Medical Association increase its activity
in the promotion of health education in kindergarten through grade 12

and the physician's office in the following ways:

1. Encourage and assist physicians on patient education/

‘Anformation programs for their offices.

2. Encourage physicians to support comprehensive health

education programs in kindergarten through grade 12.

3. Seek out and identify good health education programs
from throughout the nation and provide a mechanism

of informing and sharing these programs or projects.

4, Provide information and methods for physician organi-
zations to take leadership roles in their communities
in regard to health education and risk reduction; and

be it further

Resolved, That the AMA provide sufficlent staff, materials and finan-

cial support to assure successful achievement of these goals.
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Resolution

ADOPTED BY THE AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
JULY, 1980

AMA SUPPORT OF FAMILY LIFE EDUCATION IN THE SCHOOLS

Resolved, That the American Medical Association recognizes that
the primary responsibility for family life education is in the home
and additionally supports the concept of a complementary family life
and sgex education program in the schools at all levels, at local
option and direction; such program should (1) be part of an overall
health education program, (2) be presented in a manner commensurate
with the maturation level of the students, (3) have professionally
developed curriculae, (4) include ample involvement of parents and
other concerned members of the community, and (5) utilize classroom
teachers and other professionals who have shown an aptitude for work-

ing with young people and who have received special training.
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the author. They are available for
consultation, however, in the author's
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University
Microfilms
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Drugs
Mental
Fitness
Disease
Consume
Nutriti
Safety

May 21, 1982

As a doctoral student working toward comptetion of my degree, I am
asking you to complete the enclosed form that expresses your opinion
of the 50-item test that is accompanying this letter.

This test was administered to approximately 450 ninth grade students
during 50-minute class periods. One half of these students attended
required health education classes and the remainder, the control

group, were students in Oklahoma history classes. The latter group

only had exposure to health knowledge indirectly, through attendance

in related subject area classes. The purpose in conducting this research
was to determine by which instructional method students better acquire
health knowledge.

Through pre- and post-testing procedures, it was determined that there
was a significant difference in the knowledge acquired by students who
attended health classes and the students who were exposed to health
information indirectly through attendnace in classes in related subjects.

The 50-test items were taken from a 100-item test. They were seiectled
in order to coincide with the major areas taught in the health classes.
The following table reveals the percentage of time spent teaching a
particular topic and the percentage of the test that dealt with the

same topic. Please note that questions concerning sexually transmitted
diseases were designated as communicable disease questions by the author
of the test, as opposed to being classified as sex cducation questions.

Hea1§h5C1isses 15%(.1562) Health Test (50 items)

.5 wks. %\ Drugs 16% 8 questions
Health 3 wks. 18-19%(.1875) Mental Health 18% EQ)q )
3 wks. 18-19%(.1875) Fitness 10% (5)

. 3 wks. 18-19%(.1875) Disease 22 (11)
rism 1 wk. 6%(.062) Consumerism 12% (6)
on 3 wks. 18-19%(.1875) Nutrition 14% (7)

3 days <9@%(.0312) Environmental 8% (4)
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36

May 21, 1982
Page 2

I would very much appreciate you taking the time to complete the enclosed
questionnaire and, if possible, to return it in the enclosed envelope by
June 18, 1982. Any comments concerning the test or the study would be
appreciated.

Thank you in advance.

Sincerely,

(Mrs.) Danny Ballard
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1. General Information Congérning Test:
1. Type of test: Comprehensive Health Knowledge Test
2. Publication Date: 1981
3. Length of Test: 50 items
4. Administration Time for Test: 50 minutes

IT. Opinion of Test: (Please make comments following each question)
1. In your cpinion is the test approprizte for purpose of this study?

2. In your opinion does the test evaluate the topic content of the health course? (see table in-letter)

3. Is the length of the test, both for number of questions and administering time appropriate?

4, Is the vocabulary appropriate for ninth grade level?

5. Considering the content of the course and of the test, in your opinion does this test possess content
validity and, if so, to what degree?
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HEALTH KNOWLEDGE TEST

The earliest sign of breast cancer is usually:

A severe pain in the breast.

A Jump in the breust tissue.

A persistent ache in the breast,
Bleeding from the nipple.

O oe

An agent that produces cancer is referred to as a:

a. Carcinoma.
b. Sarcoma.
Carcinogen.
Netastasis.

a0

When a heart attack is termed a myocardial infarction, it means that:

a. No structural damage was done to the heart,
b. A clot in the artery caused the attack.
c. Part of the heart muscle has died.

d. Disease has affected one of the valves of the heart.

The medical term for high blood pressure is:

a. Hpyertcnsion.
b Inflexancmia.
c. Cystic fibrosis.
d. Atherosclerosis.

A Papunicolaou test is used to detect:

a. Stomach cancer.

b. Cancer of the breast.
c. Cancer of the cervix.
d.- Lung cancer.

Angina pectoris:

a. A substance that induces the production of antibodies.

b. Pains in the chest.

c. Sudden paralysis with partial or total loss of consciousness,
d. Hardening of the arteries.

e. One of the upper chambers of the heart.

All of the following statements regarding strokes are true except:

They are often caused by blood clots.

They may cause paralysis on one side of the body.
They often cause permancnt brain damage.

They are sometimes called cercbrovascular accidents.
. They are never a cause of death.

o N o

Of all the environmental effects on the circulatory system, the three that
seem to have the closest relationship to increased risk of cardiovascular
discase are:

Smoking, obesity, and insufficient exercise.
Hypertension, high serum cholesterol, and obesity.
Smoking, hypertension, and high serum cholesterol.
Urban residence, insufficient slcep, and smoking.
Hypertension, obesity, and smoking.

o o0 op



10.

11.

12.

13.

14.

15.

16.
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Of the following possibilities, how will a woman with gonorrhca‘bo most likely
to find out she has the discase? ’

a. Her doctor will tell her when she sees him for a physical cxamination
or other illness.

b. She can tell from her own discomfort and other symptoms,

c. A man who has sexual contact with her will notice symptoms and may
tell her.

d. There are no reliablc signs of having honorrhea in either men or women.

Syphillis is most likely to cause serious damage to the body of a person
infected:

a. During the first three months after he is infected.

b. Between three months and six months after he is infected.
c. Between six months and two years after he is infected.

d. More than two ycars after he is infeccted.

The most common drug used in the treatment of syphillis is:

a. Cortisone.

b. Tetramyocin.

c Penicillin.

d Not yect discovered.

Stamina training:

a. Involves continuous rhythmic cardiovascular respiratory overload.
b. Promotes collateral circulation,

c. Tmproves peripheral circulation,

d. Does all of the above.

A major cause of obesity is:

Inactivity.

Poor posture. .
Inability to produce muscle tissue.
Lack of adcquate protein in the diet.
. Extreme hypothyroidism.

o QLN oo

Someone who is in condition and who is active may have a resting heart
rate of:

a. 80 to 90 beats per minute.

b. 14 to 20 beats per minute.

c. 70 to 120 beats per minute.

d. 55 to 70 beats per minute.

e. The average for the general population.

Acrobic capacity is the:

a. Maximum carbon dioxide reclease.

b. Amount of energy produced by the body.

c. Maximum oxygen intake of a person.

d. Point of fatigue.

e.  Amount of cnergy needed to perform daily activities.

In Cooper's 12-minute run/walk test, a person's fitness category is determined
by:

a. The ratio of running to walking.
b. The distance covered.

c. The pulse rate at the. end.



17.

18.

19.

20.

21.

22.

23.

24.
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Tobacco addiction and most of the cardiovascular damage done by smoking
are caused by:

a. Nicotine
b. Tar.
c. Carbon monoxide.

The characteristic drug of tabacco is known as:

a. Tar.

b. Nicotine.

c. Phenol.

d. Benzopyrene.

The most extensively used of all mind-altering drugs in America is

Nicotine.
Caffeine,
. Marijuana.
. Carbonic acid.

a0 o

Which of the following drugs is the most responsible for acute poisoning
cases admitted to hospitals, for the largest percent of suicides, and the
largest percent of accidental deaths?

a., Alcohol

b. Nicotine

c. Amphetamines
d. Barbiturates.

When an immediately plcasurable feeling, or cuphoria, is experienced after
taking a drug, .the feeling is termed a

a. rush
b. run.
c. vrise
d. bummer.

When the dosage of a drug must be continually increased to achieve the same
ef{ects, the user is developing a

a. continuous vertigo.
b. tolerance.

c. cyton projection.

d. spasm.

e. habhit.

The withdrawal syndrome of the alcoholic is known as:

a. cold turkey.
b. coming down.
c. a bummer.

d. delirium tremens.

The food value of alcoholic beverages could be described as:

a. High in vitamins, proteins, and calories.
b. Low in vitamins, proteins, and calories.
c. High in vitamins and proteins, low in calories.
d. High in proteins, low in vitamins and calories.
e. High in calories, low in vitamins and proteins.



25.

26.

27.

28.

29.

30.

31.

32.

An individual suffering psychological pain but able to cope with his environ-
ment and function is likely to be considered:

a. crazy.

b. psychosomatic.
c. psychotic.

d. neurotic.

When we give plausible rcasons for some bechavior that stems from other causes
we are using:

a. rationalization.
b. ‘repression.

c. projection.

d. substitution.

Automatic responses that help onec alleviate or avoid stress, rather than
solve the problem causing it, are known as :

a. allegations.

b. repressive behavior.

c. defense mechanisms.

d. the displacement syndrome.

The act of transferring an cmotion from the situation that caused it to
a less stressful situation is called:

avoidance,
denial.

. compensation.
displaccment.

an o

Phobia:

an unrealistic fear of an external object or situation.
. the unconscious and conscious mental processes.

. self-love.

. a sin.

an o

Self-actualization means:

to be totally independent of others.
to reach one's full potential.

to be self-educated.

. to be a '"self-starter'.

. about the same as narcissism.

o Qa0 Tr

Regarding ego-defense mechanisms:

a. their use is a sign of weakness.

b. their use is recognized as necessary and valuable in dealing with
stress. .

each mechanism can be classified as either desirable or undesirable.

c. ecach mechanism can be classified as ecither desirable or undesirable.

d. their use is a sign of emotional illness.

e. most people never have to use them.

Which of the following would not be classified as a psychosomatic reaction?

a. asthma.
b. cpilepsy.

" ¢. peptic ulcer.

d. tension headaches,
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33.

34,

35.

36.

37.

38.

39.

40.

Schizophrenia:

a. rape.

b. self-love.

c. split from reality.

d. pleasure by inflicting pain.
e. unusual motor activity.

Most common cause of obesity is:

a. hceredity.

b. lack of adequate cxercise.
c. cndocrine dysfunction.

d. a diet high in calories.

The principal use which the body makes of proteins is:

a, for quick energy.

b. to aid digestion.

c for growth and replaccment of tissue.

d. to add bulk to the diet and thus prevent constipation.

Which one of the vitamins is found in citrus frutis, tomatoes, green peppers,
and broccoli and is necessary for the prevention of scurvy?

thiamine,
riboflavin

. pyridoxine

. ascorbic acid

a0 on

Some amino acids are called essential because:

every protein molecule must include one of these.
. they do not contain nitrogen.

they cannot be produced within the body.

they can be produced within the body,

. a person really does not need these in his diet.

a.
b.
c.
d.
e
Because water is considered so cssential to the body, a safe guide to water
consumption shoude be:

drink 2 quarts of water every day without exception.

. drink at least one glass per 25 pounds of body weight per day.
drink merely what one's thirst dictates.

drink slightly in excess of what one's thirst dictates.

drink as little water as possible, especially while eating.

o a0 o

I1f a housewife generally overcooked her food, she would be apt to destroy:

a. vitamin C.

b. vitamin B.

c. vitamin D.

d. niacin.

e. any two of the above.

Carbohydrates include sugars and starches.

a. tlrue b. false
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41.

42.

43.

44.

45.

46.

47.

Water pollution can be caused by

sewage contamination.
chemical agents.
nitrates.

all of the above.

The science that studies the realtionship between living things and their
environment is:

a.
b.
c.
d.

ecology.
biology.
zoology.
physiology.

Which of the following contributes the most to noise pollution?

a.

b
c.
d

motorcycles

subway trains

jet planes at takeoff
average traffic

Thermal inversion refers to:

a.
b.

C.

d.

the production of pollutants by heat.

the entrapment of polluted air in an area as a result of atmospheric
conditions.

the production of carbon monoxide by the internal combustion engine.

al

of the above.

Which federal agency actively fights fraudulent hcalth practices?

a.
b.
c.
d.

Your hest line of protection against suspected health frauds, fakes, quacks,
- and rackets is:

the federal bureau of investigation.
the food and drug administration.
the bureau of Indian affairs.

the department of labor,

study their statistics.

talk to people who have preﬁumably bcnefltted by them.
review their literature carefully.

check their claims against reliable sources.

food faddists have a legitimate concern, because it has been

scientifically established that:

food that is not grown organically or naturally is of little nutri-
tional value,

there are a certain few products that contain essential nutrients not
commonly found.

a. to
b. to
c. to
d. to
Health
a.
b.
c.

the American farmer's soil is sadly depleted of most essential minerals
and that food grown on such soil will lead to ma]nutrltlon.
none of the above.
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48.

49.

In contrast to the quack, an ethical physician:

a. never guarantees a cure.

b. publishes a letter of testimony from someone he knows he has really
cured.

c. belittles the use of surgery and drugs.

d. not uncommonly rents space in a department or discount store.

Which of the following professions requires a medical degree?

a. clinical psychologist
b. medical-social worker.
c. social psychologist.
d. psychiatrist.

The best trained person for treating problems of the eye is the:

a. optician.

b. optometrist.

c. ophthalmologist.
d. otologist.
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