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ABSTRACT

Background: Launched 50 years ago, the School Health Education Study (SHES) examined the health education of-
ferings in 135 public school systems, in 38 states, and over 1100 elementary schools and 350 secondary schools. In its
second year, knowledge surveys were administered to students in grades 6, 9 and 12 at many of these schools. Analysis
of the results in year three led to a one-word description of the state of health education in public schools - “appalling.”
Subsequent years saw the SHES writing team engage in development of a conceptual approach to health education
(through physical, mental and social dimensions) applied at four levels (K-3, 4-6, 7-9, 10-12) and in three learner
domains (cognitive, affective and psychomotor). The SHES has been identified time and again for its pioneering effort
fo bring prominence to school health education. Purpose: We attempted to identify ways that the SHES has influenced
health education practice in schools as told by school health education scholars. Methods: Between April and June
2011, we used a snowball sampling approach with saturation to identify individuals believed to have historiographic
knowledge of the SHES; we asked them to respond to eight questions (developed by the primary authors and modified
though the individual judgments of four school health scholars) about the SHES influence and legacy, its relevance
after 50 years and issues pertinent to today’s practice of school health education. Twenty-eight individuals were
contacted (based on having been named by at least two people as authorities) through their active email addresses;
22 agreed to participate, and ultimately, 16 responded to the questions (The School Health Education Study Fifty-
Year Reflection Group). Three people did not respond to the original invitation and three others indicated they did
not believe they had insights to offer. All participants did not respond to each item. Some responses have been edited
for length or clarity, or because they intersected with comments already presented by other participants. However, a
full transcript of all responses received can be obtained by writing to the primary authors. Results: We found a wide
array of thoughts about the SHES. Whereas we see much consensus about the SHES’ impact and legacy, we also
acknowledge that some disparate opinions emerged. The details of these perspectives are contained herein, mostly
in the participants’ own words. Discussion: The importance of the SHES continues to be recognized. Participants
concur that the SHES: (1) Demonstrated application of an exemplary process and set of principles for curriculum
development, including a conceptual approach that minimized the potential impact of content or factual changes
over time; and (2) Was the forerunner of the development of the National Health Education Standards, the School
Health Policy and Practices Study, and countless other initiatives. Whereas no conclusions can be drawn, participants
raised points about the SHES that we see worthy of further note, discussion and debate: (1) The SHES conceptual
approach may have been too complex for some school systems to interpret or adopt; (2) It may have lacked thorough
description of an implementation strategy; and (3) It may have failed to gain sufficient involvement of administra-
tors and policymakers during development and implementation to achieve more widespread buy-in. With respect
to school health education in general, some participants argue that: (1) A more sustained foothold for school health
education may have failed due to reliance on K-6 teachers in a vanguard role when so many teacher preparation
institutions lack requirements for school health for elementary teachers; and (2) Some academicians have abandoned
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their advocacy role, contributing to the demise of school health in some communities. At least some participants see
gains being accomplished in the future if school health education proponents consider: (1) Marketing health educa-
tion as education for health literacy, thereby bringing health into better philosophical alignment with core subjects
such as reading and mathematics and integrating it more fully into the curriculum, or in a similar vein, focusing
more on educational and productivity outcome metrics, rather than on health outcomes alone, whose long-term ef-
fects are both difficult to trace and to measure; and (2) Viewing school health education as a component of a broader
community or public health construct, thereby drawing the full breadth of health resources and health education
venues into a supportive matrix. Whereas these respondents’ comments likely represent mainstream historiographic
reflections about the SHES and school health education, the collection of remarks is obviously limited to ones made
by these 16 participants. Additional invitees may have wanted to participate, but could not because of the timing of
the request, their personal obligations, and other constraints. Moreover, other scholars whose names did not surface in
the sampling procedure might have different but equally valid remarks to make about the SHES. Because all responses
were created independently, alternative interpretations might have emerged had these individuals been part of a
face-to-face panel where a discussion ensued. Translation to Health Education Practice: Concerns abound that the
legacy of the SHES is already being lost in the rising generation of health education practitioners, and that, therefore,
the heritage brought to health education by the SHES and its key personnel needs to be transmitted via identified
stewards of the profession. We leave further interpretation and the translation experience of “lessons-to-be-learned”
up to readers as a dialogue building exercise related to the SHES and contemporary school health education issues.
We recommend that some of these participants or other school health scholars be invited as panelists at forthcom-
ing health education conferences over the next few years and react to questions like ones presented here. Further, we
recommend that a similar project be pursued on a recurring basis so that future generations of health educators can
glean insights from their historic heritage.

McDermott RJ, Mayer AB, The School Health Education Study Fifty-Year Reflection Group. The School Health Education Study + 50 years
—scholars’ on its impact and legacy. Am ] Health Educ. 2011;42(6):330-348.

QUESTION 1

Fifty years after the initiation of the
study, describe the relevance of the original
research; and the 10 concepts that served as
the “major organizing elements” of the con-
ceptual approach used during the curricu-
lum development project phases of the SHES.
These concepts included: (1) Growth and
development influences and is influenced
by the structure and functioning of the indi-
vidual; (2) Growing and developing follows
apredictable sequence, yet is unique for each
individual; (3) Protection and promotion of
health is an individual, community and in-
ternational responsibility; (4) The potential
for hazards and accidents exists, whatever
the environment; (5) There are reciprocal
relationships involving man (humanity),
disease and environment; (6) The family
serves to perpetuate man (humanity) and
to fulfill certain health needs; (7) Personal
health practices are affected by a complexity
of forces, often conflicting; (8) Utilization of

health information, products, and services is
guided by values and perceptions; (9) Use of
substances that modify mood and behavior
arises from a variety of motivations; and (10)
Food selection and eating patterns are deter-
mined by physical, social, mental, economic,
and cultural factors.

Robert S. Gold, University of Maryland:
With the publication of Health Education:
A Conceptual Approach to Curriculum Design
in 1967 there was an immediate impact.
Most of the leaders in the field at the time
“knew” that something significant had
happened; that for the first time we had a
broadly-based national study that could and
should impact the training of health educa-
tors, as well as the planning and delivery of
health instruction in the nation’s schools;
and perhaps most importantly, everyone
(as I remember it) thought this was so well

done that there was consensus that its results
should be utilized.
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The Bronfman Foundation, the 3M
Corporation, and other sponsors made it
possible to distribute the results of the study
and the subsequent curriculum develop-
ment efforts in several different formats
and these materials were well regarded. And,
the writing team became health education
“rock stars.”

What is sometime lost are the prin-
ciples identified by the writing team that
served as the guideposts for all subsequent
development, and perhaps they should be
recollected. In short: (1) Well-planned cur-
riculum development is time-consuming,
is costly and requires participation across
many different disciplines. It should not be
limited to “health experts” and should not be
done piecemeal. (2) Because of competing
demands, and because most school systems
could not afford otherwise, curriculum
development in health education had, to
that time, received little attention or sup-
port. (3) Scope and sequence decisions for
health instruction were never afforded the
substantive attention required in a compre-
hensive approach to health instruction; thus,
the quality of health education materials
suffered in comparison with other subjects
and our own wishes. (4) Materials and plan-
ning for content-based health instruction
is rarely able to keep up with the pace of
science — the lag time between discovery,
updating the workforce, and influencing
curricular content was, and still is substan-
tial. As a result, a conceptual, rather than
content orientation is critical. (5) Change
in thinking about curricula should not be
fragmented or piecemeal — which challenges
individual school systems and teachers to
make changes needed. (6) Even a nationally
developed conceptual approach by a “rock
star” writing team with significant financial
support and research backing should not be
seen as a national curriculum, but rather, a
set of materials that should be adapted to
local context, local capacity, and local need.
(7) The conceptual framework was intended
to provide direction for learning experience
opportunities at any level of learning,

If we were to re-examine these principles,
they probably could have been written last
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week by the greatest minds in health educa-
tion — or any field. For me, that is both the
brilliance and the sustaining impact of the
writing effort.

Perhaps as importantly, the 10 areas
may change, but the conceptual approach
and its underlying components remain a
crisp model for visualizing multiple factors
influencing health, the variety of potential
responses to those factors, and the variety of
levels (individual, family, and community)
that are involved in health.

Clint E. Bruess, Birmingham-Southern
College: There are so many reasons the SHES
was relevant that they are hard to count.
However, among them are: (1) It focused
attention on the state of the art in school
health education, (2) It helped promote
a broader concept of what health is, what
school health education is (and could be),
and why it is important to have health educa-
tion programs in schools, and (3) It helped
unify the thinking of health educators of the
time and for many years to come.

The 10 concepts contributed to a broader
understanding of the goals of school health
education and what it is—or at least is sup-
posed to be. Although they are all important,
in my mind, concepts 3, 7 and 10 are the
most important because collectively they
emphasize the importance of a broader con-
cept of health (not just absence of disease),
point out the broad responsibility for health
promotion, and set up thinking for broader
study of the many factors that influence
health behavior. These points were not con-
sidered much before that time, and continue
to be emphasized today. For example, much
research through the years has focused on
factors influencing health behavior.

Marlene K. Tappe, Minnesota State
University-Mankato: One of the fascinating
aspects of the SHES research is the fact that
many of its elements can be found in present
day surveillance activities conducted by the
Centers for Disease Control and Prevention
(CDC). The SHES Committee examined
instructional practices in health education
as well as students’ health-related knowl-
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edge, attitudes and behaviors. Similarly, the
CDC’s School Health Policies and Practices
(formerly Programs) Study (SHPPS) and
School Health Profiles (SHP) monitor
instructional practices in health education
while the CDC’s Youth Risk Behavior Survey
(YRBS) monitors students’” health-related
behaviors. An optimistic comparison of
the results may suggest the status of health
education as a required subject in second-
ary schools has improved since the SHES.
Unfortunately, there remains a ring of truth
to the observations of the SHES Committee
that“...there certainly are a majority of situ-
ations where health instruction is virtually
non-existent, or where prevailing practices
can be legitimately challenged. What passes
for a program of health education in far too
many instances is dubious.” Further, many
of the categorical problems related to health
instruction that were identified through the
use of open-ended questions in the SHES
may be similar to those that would identified
by respondents today: “Provision of health
education in the curriculum (lack of time to
teach, an overcrowded curriculum, lack of
continuity in course as offered, and neglect
of course when combined with physical
education);” “Health instruction and specific
content areas (parental and community op-
position to controversial health areas, lack
of family support to reinforce good health
habits, need to improve instruction in cer-
tain content areas, need for an enriched and
more specific health curriculum, and student
disinterest);”“Staff assigned to health instruc-
tion (inadequate professional preparation
of teachers, inability to secure qualified
personnel, and weak specialized prepara-
tion of teachers with a combined major in
health and physical education;” “Facilities
and instructional materials (inadequate
classroom facilities and lack of high quality
instructional materials); and “Support and
recognition of health education (attitude of
indifference toward health education, lack
of status accorded the subject, and need for
parental support and community educa-
tion).” One distinct example of how the find-
ings of the SHES research are not relevant
today relates to the instructional practice of
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grouping (i.e., separation of) boys and girls
for health instruction.

The SHES Committee applied the work
of Bloom, Krathwohl and others to identify
the three classifications of health behavior
as the ways in which people think (cognitive
domain), feel (affective domain) and act
(action domain). The SHES Committee’s
dimensions of health, key concepts, and
classifications of health behavior remain
relevant today when compared to the Na-
tional Health Education Standards: Achieving
Excellence (NHES) and the Health Education
Curriculum Analysis Tool (HECAT). The
NHES and HECAT serve as the primary tools
for contemporary curriculum development
in health education and are based on CDC’s
Characteristics of an Effective Health Educa-
tion Curriculum.

David K. Lohrmann, Indiana Univer-
sity: The findings garnered the attention of
health groups such as the American Medical
Association (AMA) and education groups
such as the National Education Association
(NEA) and the Association for Supervision
and Curriculum Development (ASCD). All
of these groups participated in an advisory
capacity following release of the research
findings. The late 1960s witnessed the first
of several education reform movements to
the present time. This initial reform was
stimulated by the National Defense Educa-
tion Act of 1958 which focused on science
and technology but which also spurred
curriculum projects in numerous other
subjects. Though not supported by federal
funds, health education was “in the mix”
due to the SHES. Additionally, the SHES
was the first program surveillance initiative
in health education and could be considered
the forerunner of CDC’s biennial School
Health Education Profile (SHEP) survey
and the SHPPS. Unfortunately, many of the
SHES findings such as ineffectiveness of
instructional methods, insufficient time in
the school day for health instruction, and
parental and community resistance to cer-
tain health topics, to name a few, still apply
50 years later.

The SHES is relevant today in four ways.

First, the national research study was the
forerunner of several ongoing school health
surveillance systems in place today. Second,
it clearly influenced the final product of the
committees that developed the National
Health Education Standards. These stan-
dards serve as the framework for curriculum
content, assessment tools, materials, and
textbooks today. Third, the process of devel-
oping the standards was guided via “lessons
learned” by health educators who served on
both the SHES Writing Group and the Joint
Committee on National Health Education
Standards. Finally, and I'm not sure health
education leaders of today fully appreciate
this, the SHES study was clearly imbedded
in curriculum theory and practice so that its
work was viewed as a model for the educa-
tion community.

Kathleen Middleton, ToucanEd, Inc: I
think the concepts are still as comprehensive
today as they were 50 years ago. They were
written in a way to withstand time. However,
now, we would need to link the concepts to
standards and to skills. Whereas the concepts
imply the use of skills, on the surface they
look like content.

R.Morgan Pigg, Jr., University of Florida:
The original 10 objectives (Level 3) from the
SHES require no substantive changes. Nei-
ther does Level 1, which identifies “health”
as a unified comprehensive concept, nor
Level 2, which specifies three key concepts:
growing and developing, decision making,
and interacting. However, the lower levels of
the model (i.e. 3, 4 and 5) must adequately
incorporate substantial new content related
to evolving developments in information
technology, health behavior genomics and
the contemporary social morbidities of
youth. Changes in content and method
should occur primarily at Level 4, which
includes 33 sub-concepts that address health
content,and Level 5, which sets goals and be-
havioral outcomes in the cognitive, affective
and practice domains of learning,

Chet Bradley, Wisconsin Department of
Public Instruction (retired): A significant
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finding in this study, along with other studies
that followed, was that in our schools health
education is not taught at all or it is tacked on
to other subjects and taught by teachers who
are not professionally prepared in health edu-
cation. Unfortunately, I think this is still the
case today in many of our school districts.

This research was a driving force in
motivating the University of Oregon’s De-
partment of Health Education to request
and receive a major grant to fund an Experi-
enced Teacher Fellowship Program [ETFP] in
1966-1967 to prepare selected experienced
teachers as Master Health Educators, under
the direction of the late Dr. Darwin Gillespie
and Dr. Robert Kime. I was a fortunate re-
cipient of one of those fellowships and this
experience changed me from a high school
history and physical education teacher, as-
signed to teach health, into a competent and
confident health educator. In this fellowship
program, the SHES was one of the most
critical documents studied in the profes-
sional preparation of the Teacher Fellows
and significantly influenced what we did
with this background when we returned to
the schools.

In addition, from 1990 to 1995, while I
was still Health Education Consultant for the
Wisconsin Department of Public Instruc-
tion, [DPI], I wrote and received a significant
grant from the U.S. Department of Educa-
tion and Metropolitan Life Foundation to
fund a project designed to prepare success-
ful elementary teachers as master health
educators. This program was modeled after
the ETFP that I had completed in Oregon.
The participating Wisconsin elementary
teachers in this project earned a Master of
Science degree in school health education
and demonstrated effective health instruc-
tion at the elementary level. In addition, they
were prepared to create leadership teams to
implement meaningful health instruction
infused by all teachers in their elementary
school. This five-year project successfully
demonstrated that professional preparation
is critical to successful health teaching and
leadership at the elementary level.

Finally, from 1999 to 2002 the Ameri-
can Cancer Society [ACS] created and
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implemented the National School Health
Coordinator Leadership Institute to prepare
school health personnel to become success-
ful leaders as district-wide school health
coordinators. Over 40 school health coordi-
nators were prepared through this national
institute which represented 34 states. This
program also was both modeled after the
University of Oregon ETFP and influenced
by the SHES. The SHES concepts framed the
knowledge, attitudes, and skills necessary for
one to become health literate. This study was
instrumental in framing the Health Educa-
tion Curriculum initiatives and guidelines
developed and undertaken by state depart-
ments of education and universities/colleges
since 1967 when the 3M Company published
the SHES curriculum documents. When I
served as Health Education Consultant for
the Wisconsin DPI (1972-2000), the SHES
curriculum initiative was important in guid-
ing my work with school district curriculum
committees and in writing future DPT health
education curriculum guides.

Susan K. Telljohann, University of
Toledo: The SHES was a groundbreaking
study to determine the status of school
health education in the US. Because of the
“appalling” results, many noteworthy school
health education professionals participated
in writing a health education curriculum.
Many of the original concepts are still used
today in modern health education curri-
cula; however, additions and changes have
happened in health education curriculum
development over the past 50 years. First, the
NHES were developed. The NHES are based
on theory, school health curriculum evalu-
ation that has been conducted over the past
two decades, best practices and input from
school health professionals. Most states have
adopted or adapted the NHES, thus allow-
ing for consistency in the delivery of health
education. Although there is some overlap
in the NHES and the majoring organizing
concepts from SHES, there are significant
differences. For example, the NHES are
primarily skill focused (e.g. communication,
advocacy, etc.) whereas the SHES organiz-
ing concepts have more of a health content

334 American Journal of Health Education —November/December 2011, Volume 42, No. 6

focus (e.g., nutrition, injury prevention,
drug prevention).

The advantage that health education
curriculum developers have today is that
there has been significant curriculum
evaluation conducted over the past two
decades, which has resulted in identifying
common characteristics of effective health
education curricula. If these common char-
acteristics are included in health education
curricula and teaching, the results should
be an improvement in health outcomes for
today’s youth.

Larry K. Olsen, A.T. Still University
of Health Sciences: What is interesting is
that the 10 conceptual areas that emanated
from the SHES still are appropriate today.
The original research that was done was, at
the time, cutting edge, and if it were to be
repeated today, my guess is that many of the
same concepts from the original research
would again emerge. Yes, there would be nu-
ances (e.g., more related to violence issues)
but if we take an overview of the totality of
the health issues we face today, all of them
could “fit” into one of the original 10 con-
cepts that were developed by this wonderful
team of health educators.

Becky J. Smith, Former Executive Direc-
tor, American Association for Health Edu-
cation: To my knowledge — the SHES was
the first time that research was undertaken
to gain a “national picture” of the status of
health education in schools. Although there
have been several attempts to get a national
picture of health knowledge, attitudes, and
behaviors of adolescents since the 1980s,
including the National Adolescent Student
Health Survey (NASHS) — which transi-
tioned from the Office of Disease Prevention
and Health Promotion to the CDC as the
biennial YRBS, it was not until the CDC
conducted the first SHPPS in 1994 that an
attempt was made to get a national picture
of the status of school health education. The
SHPPS includes health education as one of
the 8 components of coordinated school
health. The SHES also provided substance
for the need and value of the curriculum
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project both to the Bronfman Foundation
and the 3M Company in funding various
activities over the years of the SHES.

Flaine M. Vitello, Southern Illinois
University-Carbondale:

A modern-day team should read, review
and reflect upon all the multidisciplinary
background material as Elena [Sliepcevich]
did and shared with her team members. The
SHES was designed and written to be adapt-
able regardless of time or place. In reviewing
the 10 concepts it is difficult to challenge that
guiding principle. Obviously, because of the
way in which local schools are organized, it is
necessary to understand the social, econom-
ic, political and social cultures of the area.
[Getting] challenges from sub-groups is a
given and knowing which ones they are and
what their perspectives are is important. Ad-
ditionally, school boards, administrators,
parents, and other significant community
entities (including teachers) must all be kept
apprised and on board with implementing
any curriculum, but especially this one due
to its potential controversial topics. The
“buy-in” is critical to success.

QUESTION 2

When it entered the curriculum develop-
ment stage beginning in 1963-64, the writing
team developed the 10 curriculum concepts
shown above. If you were advising this team
today (or a modern day team, if you prefer),
given the passage of 50 years, and your many
years of experience in the field of school health
education, what would you recommend to
them in terms of organizing health education
curriculum guidance for schools?

Susan K. Telljohann, University of To-
ledo: Since the SHES organizing concepts
were developed, significant curriculum
evaluation research has occurred. If T were
advising a team of school health curriculum
developers today, I would make the follow-
ing recommendations: (1) Determine the
healthy behavior outcomes that are desired
for students by the time they graduate from
high school. Next, the concepts and skills
that are most likely needed to help students
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practice those healthy behavior outcomes
should be identified. These concepts and
skills should be the underpinning of any
health education curriculum. (2) Base the
health education curriculum on “Char-
acteristics of Effective Health Education
Curriculum” summarized by the CDC’s
[former] Division of Adolescent and School
Health (DASH). These characteristics were
created through a synthesis of school health
curricula evaluation studies. If these char-
acteristics are incorporated into the health
education curriculum and teaching, the
results should be an improvement in health
behavior outcomes among youth. (3) Base
the curriculum on the National Health
Education Standards.

Having identified these three steps, the
CDC’s DASH created the HECAT to help
ensure that the three steps listed above are
incorporated when either selecting a cur-
riculum or writing a curriculum. If the steps
in the HECAT are followed, school districts
can create or select a curriculum that is based
on research, best practices, and input from
many school health professionals.

Robert S. Gold, University of Maryland:

If we were able to re-charge the writing
team for today, I would ask them to consider
an expansion of the scope in three ways.
First, I would ask them to consider the sig-
nificant developments resulting from CDC/
DASH efforts to define the coordinated
school health education program. The con-
ceptual approach as originally written has
built-in hooks to the important elements,
but they should explicitly examine how the
connections provide new opportunities.
Second, I would ask that they consider the
schools to be an agency in the community
just as any other agency — and that in the
end school health education is public health
education in a particular setting in the com-
munity. With that assertion there may be an
expansion of the conceptual and theoretical
foundation both for what is expected and
for what might be done. Finally, I think the
three-pronged individual/family/commu-
nity approach needs to be expanded in both
directions. The science base today is clear

enough to suggest attention to cellular and
sub-cellular implications on the one side,
and policy (institutional; organizational;
geopolitical) on the other side.

Chet Bradley, Wisconsin Department of
Public Instruction (retired): First I would
recommend that we start referring to the old
historical name of school health education as
education for health literacy, or health literacy
education. Health education, for too long,
has been seen by most people in the general
public as something attached to physical
education. I think using instruction for health
literacy as a change of name could help break
that stereotype in our country.

Concerning the curriculum, I would
emphasize the importance of articulating
what it means to be health literate at differ-
ent stages in a student’s life. This curriculum
should focus on the most critical knowledge,
attitudes and skills necessary for students
to demonstrate personal, family, and com-
munity health literacy skills appropriate for
their age group. At the elementary level this
should be part of the total school curriculum
and not tacked on to science or some other
discipline. At the middle school and high
school this instruction should be in-depth
rather than just touching superficially on a
long list of health issues. A focused health
literacy curriculum should not be a mile
wide but only an inch deep. Less means
more to me here.

Evelyn Ames, Western Washington Uni-
versity: SHES was an excellent curriculum
concept for school health education; but
when it came to organizing and developing
curriculum at the local and/or district level,
it didn’t “fly” because teachers were usually
not prepared in school health and had vague
ideas of what should/could be included in
school health education. When teachers
were given two to three days to develop their
school’s curriculum, they usually wanted to
spend time writing objectives rather than
figuring out what students should know,
learn, or do as a result of health instruction.
The classroom teacher had a difficult time
interpreting SHES. Hence, SHES was less
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likely to be used. It is imperative to bring on
board classroom teachers who are profes-
sionally prepared in school health education.
Because health issues do not exist in isolation
from one another, planners must explore
various approaches that can