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Welcome to the first issue for 2018.
We receive articles from many parts of the world
and some do not make it into the journal. This is
mainly due to our focus on young people and,
although we do not specify an age range, most
published articles are about those between the
ages of 5-20 years old. There are exceptions and
the Editor welcomes your contribution.
This issue continues with the proud tradition of
independent publishing and offers an eclectic mix.
The journal, published since 1983, is aimed at
those involved with education and health who
are concerned with the health and wellbeing of
young people. Readers, in the UK, come from a
broad background and include: primary,
secondary and further education teachers,
university staff, and health-care professionals
working in education and health settings.
Readers outside of the UK share similar
backgrounds. The journal is also read by those
who commission and carry out health education
programmes in school and college.
Articles focus on recent health education
initiatives, relevant research findings, materials
and strategies for education and health-related
behaviour data.

Contributors (see a recent list)
Do you have up to 3000 words about a relevant
issue that you would like to see published?

Archive
http://sheu.org.uk/content/page/education-and-health-archive

I look forward to your company in the next issue.

‘Education and Health’ is published by SHEU, an
independent organisation, providing research,
survey and publishing services to those
concerned with the health and social
development
of
young
people.
SHEU
incorporates the Schools Health Education Unit,
founded in 1977 by John Balding. The address for
all correspondence is: SHEU, 3 Manaton Court,
Manaton Close, Matford Park, Exeter EX2 8PF
Many publications can be viewed online
http://sheu.org.uk or purchased from SHEU
e-mail: sheu@sheu.org.uk

SHEUbytes: nuggets of information about children
and young people health and wellbeing
A series of short reports showing SHEU data
with some Internet links to relevant websites.
Topics so far include: Water - Enjoy lessons Birth control services - Sleep - Smoking Teachers' expectations - Fitness - Visiting the
Doctor - Fruit Veg 5-a-day - Beer and Lager Good News about Young People - Self-esteem.

The Young People series
http://sheu.org.uk/content/page/young-people-free-reports

Large numbers of young people, between the
ages of 10 and 15 years, respond to over 100
questions about their health-related behaviour.

Free resources
http://sheu.org.uk/free

Topics include:- Planning PSHE in your school;
Research news about young people’s health and
wellbeing; Literature search resource; Young
People Reports into health and wellbeing; and
more.

SHEU
Schools and Students Health Education Unit

The specialist provider of reliable local survey data for schools and colleges
and recognised nationally since 1977.
"The survey reports have been used to inform commissioning at specific commissioning groups. They are also being used within our
Extended Schools Clusters and to inform The Annual Public Health and the Joint Strategic Needs Assessment."
Programme Manager - Young People
For more details please visit http://sheu.org.uk
TO SUPPORT YOUR WORK WITH YOUNG PEOPLE TRY SHEU’S FREE RESOURCES
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Mark D. Griffiths and Janarthanan Balakrishnan
The psychosocial impact of excessive selfie-taking in youth:
A brief overview

I

n March 2014, the Daily Mirror published the
story of Danny Bowman, a teenage ‘selfie addict’
who allegedly took up to 10 hours a day taking
200 selfies, dropped out of school, and tried to
kill himself when he was unable take the perfect
photo of himself (Aldridge & Harden, 2014).
According to the Oxford English Dictionary, a
‘selfie’ is a “photograph that one has taken of oneself,
typically one taken with a smartphone or webcam and
shared via social media”. Taking selfies has become
a very popular activity, particularly amongst
teenagers and young adults. However, selfietaking is more than just the taking of a
photograph and can include the editing of the
colour and contrast, changing backgrounds, and
adding other effects, before uploading the picture
onto a social media platform. These added
options and the use of integrative editing has
further popularized selfie-taking behaviour.
From a psychological perspective, the taking of
selfies is a self-oriented action which allows users
to establish their individuality and importance,
and is also associated with personality traits such
as narcissism. In an interview for the Daily
Mirror, Bowman said that:
“I was constantly in search of taking the perfect selfie
and when I realised I couldn’t I wanted to die. I lost
my friends, my education, my health and almost my
life. The only thing I cared about was having my
phone with me so I could satisfy the urge to capture a
picture of myself at any time of the day. I finally
realised I was never going to take a picture that made
the craving go away and that was when I hit rock
bottom. People don’t realise when they post a picture
of themselves on Facebook or Twitter it can so quickly
spiral out of control. It becomes a mission to get

approval and it can destroy anyone. It’s a real problem
like drugs, alcohol or gambling. I don’t want anyone
to go through what I’ve been through. People would
comment on [my selfies], but children can be cruel.
One told me my nose was too big for my face and
another picked on my skin. I started taking more and
more to try to get the approval of my friends. I would
be so high when someone wrote something nice but
gutted when they wrote something unkind. [Taking
lots of selfies] sounds trivial and harmless but that’s
the very thing that makes it so dangerous. It almost
took my life, but I survived and I am determined never
to get into that position again.”
While Bowman’s case is extreme, it doesn’t
mean that obsessive selfie-taking is a trivial
condition. Bowman was diagnosed as having
(and eventually treated for) body dysmorphic
disorder (BDD) which at its simplest level, is a
distressing, handicapping, and/or impairing
preoccupation with an imagined or slight defect
in body appearance that the sufferer perceives to
be ugly, unattractive, and/or deformed (Veale,
2004). Bowman’s psychiatrist, Dr. David Veale
(one of the world’s most foreknown experts on
BDD) said that: “Danny’s case is particularly
extreme. But this is a serious problem. It’s not a
vanity issue. It’s a mental health one which has an
extremely high suicide rate.”
To date, there has been very little research on
‘selfie addiction’ and most of what has been
academically published (both theorizing and
empirical research studies) has tended to come
from psychiatrists and psychologists in India.
The main reasons for this are that (i) no other
country has more Facebook users than India
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(thenextweb.com, 2017), and (ii) India accounts
for more selfie deaths in the world compared to
any other country with 76 deaths reported from a
total of 127 worldwide (Lamba et al., 2016). For
instance, the death on February 1, 2016, of the 16year old Dinesh Kumar killed by a train in
Chennai while taking a selfie was reported
widely in the media (Kaur & Vig, 2016)
In 2014, there were a handful of separate media
reports all reporting that ‘selfie addiction’ had
been
recognized
by
psychologists
and
psychiatrists as a genuine mental disorder (e.g.,
Barakat, 2014; Grossman, 2014). On March 31,
2014, a news story appeared in the Adobo
Chronicles website that the American Psychiatric
Association (APA) had classed ‘selfitis’ (i.e., the
obsessive taking of selfies) as a new mental
disorder (Vincent, 2014).
The article claimed that selfitis was “the
obsessive compulsive desire to take photos of one’s self
and post them on social media as a way to make up for
the lack of self-esteem and to fill a gap in intimacy”.
The same article also claimed there are three
levels of the disorder – borderline (“taking photos
of one’s self at least three times a day but not posting
them on social media”), acute (“taking photos of one’s
self at least three times a day and posting each of the
photos
on
social
media”),
and
chronic
(“uncontrollable urge to take photos of one’s self
round the clock and posting the photos on social media
more than six times a day”). The story was
republished on numerous news sites around the
world but it soon became clear the story was a
hoax. However, many of the academic papers
exploring the concept of ‘selfie addiction’ have
reported
the
story
as
genuine
(e.g.,
Bhattacharyya, 2017; Gupta & Pooja, 2016; Kaur
& Vig, 2016; Singh & Tripathi, 2017).
Other academics claim in a rather uncritical
way that ‘selfie addiction’ exists. For instance,
Shah (2015) claims that selfie-taking behaviour
“classically fits” the criteria of addiction (p.602)
but then fails to say what these criteria are. He
then goes onto argue that anyone taking more
than 3-5 selfies a day “may be considered as a
disease” and that spending more than 5 minutes
taking a single selfie or more than 30 minutes per
day may also be “considered as disease” (p.602).
Such proposals add little to the credence of
excessive
selfie-taking
being
potentially
addictive.
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In an editorial entitled ‘Selfie addiction’, Singh
and Lippmann (2017) assert that knowing about
the psychology of selfies and their consequences
is important for both individuals and the
communities in which they live. They claim that
the taking of selfies can sometimes be
“inconsiderate of other people, especially when
‘getting the perfect shot’ becomes an obsession” (p.2).
They claim that excessive selfie clicking can
become “a troublesome obsession and may be related
to different personality traits” (p.2) such as
psychopathy, narcissism, and Machiavellianism.
More specifically, the argue that:
“Narcissistic people exhibit feelings of superiority and
perfection, but also often harbor self-doubt. Those with
psychopathy have little compassion about harming
others. Persons with Machiavellian traits fulfill their
wishes with diminished ethics. All three utilize social
websites that allow posting and amending pictures.
Individuals with low self-esteem, obsession, and/or
hyperactivity also sometimes exhibit high rates of
“snapping” selfies” (pp. 2-3).
In a very brief review of the literature on selfietaking and mental health, Kaur and Vig (2016)
concluded that selfie addiction was most
associated with low self-esteem, narcissism,
loneliness and depression. Sunitha et al. (2016)
also reported similar findings based on their
review of selfie-taking. In an online populist
article on the rise of the ‘selfie generation’, Tolete
and Salarda (2017) interviewed a teen
development specialist, Dr. Robyn Silverman,
about how and why adolescents might get
hooked on selfie-taking. He said that teens “crave
positive feedback to help them see how their identity
fits into their world. Social media offers an
opportunity to garner immediate information…the
selfie generation ends up agonizing over very few likes
or one or two negative comments, as if these are the
only metrics that will prove they matter. One can only
imagine the vulnerability of their still fragile selfesteem in such an environment”.
Other academics have claimed that while the
evidence for ‘selfie addiction’ being a social
problem is lacking, it does not mean that it could
not be a ‘primary pathology’ in times to come
(Senft & Baym, 2015). However, there has been
very few empirical studies that have examined
‘selfie addiction‘, and those that have been
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published suffer from many methodological
weaknesses.
For instance, Gaddala et al. (2017) examined the
association between Internet addiction and ‘selfie
addiction’ among 402 Indian medical students
(262 females). They reported a significant
association between selfie dependence and
internet dependence. However, they used Shah’s
(2015) operationalization of ‘selfie addiction’ (the
taking of three or more selfies a day; 4% of the
total sample), therefore it is unlikely that very
few of the participants would have been
genuinely addicted to taking selfies.
Singh and Tripathi (2017) carried out a very
small study on 50 Indian adolescents aged 12-18
years of age (28 females; average age 14.6 years).
They found that narcissism and hyperactivity
were positively correlated with ‘selfie addiction’
whereas self-image was negatively correlated
with ‘selfie addiction’. However, in addition to
the very small sample size, the instrument used
to assess selfie tendencies had little to do with
addiction and simply asked questions about
typical selfie behaviour (e.g., how many selfies a
day/week are taken, how much time a day is
spent taking selfies, are the selfies posted onto
social media, etc.)
A study by Kela et al. (2017) examined the more
medical effects of excessive selfie-taking. In a survey
of 250 Indian students aged 18-25 years (56%
females), it was reported that 30% reported lower
back ache, 15% suffered stress, 20%, suffered from
cervical spondylitis, 25% suffered from headache,
and 10% suffered from ‘selfie elbow’ (a tendonitis
condition). However, it was unclear from the
methodology described to what extent these effects
were specifically attributable to selfie-taking.
More recently, we carried out a study trying to
establish whether ‘selfitis’ (obsessive selfie
taking) actually exists (i.e. Balakrishnan &
Griffiths, 2017). Across two studies we
empirically explored the concept of selfitis and
collected data on the existence of selfitis with
respect to the three alleged levels (borderline,
acute, and chronic) and developed a new scale to
assess sub-components of selfitis (the ‘Selfitis
Behaviour Scale’ which can be used to assess the
severity of selfitis).
The study began by using focus group
interviews with 225 teenagers and young adults
to gather an initial set of items that underlie
selfitis. Example questions used during the focus
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group interviews included “What compels you to
take selfies?”, “Do you feel addicted to taking
selfies?”, and “Do you think that someone can become
addicted to taking selfies?” Based on the findings a
scale was constructed and rigorously tested on a
further 400 participants (also teenagers and
young adults).
The scale we developed comprised questions
relating to the six main motivations for taking
selfies that were identified in the research using
focus groups. The six components of selfitis were:
environmental enhancement (e.g., taking selfies
in specific locations to feel good and show off to
others), social competition (e.g., taking selfies to
get more ‘likes’ on social media), attention
seeking (e.g., taking selfies to gain attention from
others), mood modification (e.g., taking selfies to
feel better), self-confidence (e.g., taking selfies to
feel more positive about oneself), and subjective
conformity (e.g., taking selfies to fit in with one’s
social group and peers). Our findings also
showed that those with chronic selfitis were more
likely to be motivated to take selfies due to
attention seeking, environmental enhancement,
and social competition.
Our findings suggest that those with chronic
levels of selfitis are seeking to ‘fit in’ with those
around them, and may display symptoms similar
to other potentially addictive behaviours. Now
the existence of the condition appears to have
been confirmed, it is hoped that further research
will be carried out to understand more about
how and why people develop this potentially
obsessive behaviour, and what can be done to
help people who are the most affected.
However, the findings of our research do not
indicate that selfitis is a mental disorder, only
that selfitis appears to be a condition that
requires further research to assess fully the
psychosocial impacts that the behaviour might
have on the individual.
Taking the academic literature as a whole, there
is little evidence – as yet – that ‘selfie addiction’
exists, although, if stories like Danny Bowman are
to be believed, it does appear possible for an
individual to become addicted to such an activity.
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How to test for selfitis using the Selfitis Behaviour Scale
Using the statements below, rate them 1-5, where 5 is strongly
agree, and 1 is strongly disagree. The higher your score, the
greater the likelihood is that you suffer from selfitis.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.

Taking selfies gives me a good feeling to better enjoy my
environment
Sharing my selfies creates healthy competition with my
friends and colleagues
I gain enormous attention by sharing my selfies on social
media
I am able to reduce my stress level by taking selfies
I feel confident when I take a selfie
I gain more acceptance among my peer group when I take
selfies and share them on social media
I am able to express myself more in my environment
through selfies
Taking different selfie poses helps increase my social status
I feel more popular when I post my selfies on social media
Taking more selfies improves my mood and makes me feel
happy
I become more positive about myself when I take selfies
I become a strong member of my peer group through selfie
postings
Taking selfies provides better memories about the occasion
and the experience
I post frequent selfies to get more ‘likes’ and comments on
social media
By posting selfies, I expect my friends to appraise me
Taking selfies instantly modifies my mood
I take more selfies and look at them privately to increase my
confidence
When I don’t take selfies, I feel detached from my peer
group
I take selfies as trophies for future memories
I use photo editing tools to enhance my selfie to look better
than others

Please note that Items 1, 7, 13, and 19 relate to environmental
enhancement; Items 2, 8, 14 and 20 relate to social competition;
Items 3, 9, and 15 relate to attention seeking; Items 4, 10, and 16
relate to mood modification; Items 5, 11, and 17 relate to selfconfidence; Items 6, 12, and 18 relate to subjective conformity

Education and Health Archive
Each issue of the journal, published since 1983, is available via the archive. There are several simple indices that
help to identify articles by keywords; year/issue number; author surname and article title. It can be seen that
some contributors have had a number of articles published and there are a range of topics that have been covered
over the years. Sometimes a contributor will update their article or develop points raised by another contributor.
The pages on the website, that have been provided for the Education and Health journal, usually have the highest
number of ‘reads’ across all pages on this Internet site.
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Christine Williams and Whitney Katirai
Improving Online Teaching Efficacy using Bloom’s
Taxonomy

E

-learning is grounded in many interconnected theories of learning and pedagogy,
such as Piaget’s theory of active learning and
Bloom’s influential (revised) taxonomy of
thinking and learning (Galway et al., 2014). For
the purposes of this study, Bloom’s taxonomy
will be the theory used to assess e-learning in the
context of teaching public health in higher
education. Bloom’s taxonomy differentiates
between cognitive skill levels, with higher levels
that can subsequently lead to deeper learning
and application of knowledge and skills gained
to other situations (Adams, 2015). Bloom’s
taxonomy is comprised of six categories:
knowledge, comprehension, application, analysis,
synthesis, and evaluation. Each of these “stages of
learning” are based in assessing cognitive skills
that range from low to high cognitive processing
(Adams, 2015). The most basic cognitive skill in
Bloom’s Taxonomy is knowledge and has been
defined by Adams (2015) as, “the retention of
specific, discrete pieces of information like facts
and definitions or methodology, such as the
sequence of events in a step-by-step process.”
Comprehension, which is the second level of
cognitive skill, and can be described as the ability
to paraphrase a concept/idea into your own
words, giving meaning to the information that is
being learned. Application, the third cognitive
skill, allows learners to use the knowledge, skills,
or techniques acquired in new situations or
applications (Adams, 2015).
Moving on to the higher levels of the
taxonomy, analysis, is the fourth level of Bloom’s
Taxonomy and initiates the importance of critical
thinking. This level of critical thinking and skill
would include distinguishing between evidence-

based information and opinion as well as
understanding how an argument is constructed
(Adams, 2015). The fifth cognitive skill is
synthesis, which involves creating an original
invention in a specific situation (Adams, 2015).
Evaluation is the highest level of the taxonomy.
Evaluation utilizes learner feedback and
assessment results to judge the value of a
learning opportunity (Adams, 2015). Bloom’s
Taxonomy has been used for many years to
assess and predict learning outcomes, but it has
been used most in a face-to-face context within
the walls of a classroom. This study attempts to
take the traditionally used Bloom’s Taxonomy
and transfers it to the e-Learning format in order
to demonstrate that traditionally used teaching
methodologies can be effectively implemented
through distance education.
Distance education in public health instruction
is growing due to student demand and has been
shown to be an effective method of teaching and
learning (Allen & Seaman, 2015). Allen and
Seaman (2015) also found that more than one in
four students (28%) now take at least one
distance education course (a total of 5,828,826
students, a year-to-year increase of 217,275).
Galway et al. (2014) reported on the design,
implementation, and evaluation of a “flipped”
classroom
instructional
model
for
an
Environmental and Occupational Health course.
Course content was delivered online while inclass sessions focused on active learning
activities. Using a mixed-methods approach,
investigators examined learning experiences and
perceptions of the flipped classroom model and
evaluated changes in students’ self-perceived
knowledge after taking the course. The students
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reported an increase in knowledge while survey
and focus group results demonstrated positive
learning experiences and perceptions of the
flipped classroom instructional model. Galway
and colleagues (2014) concluded that the
integration of this model can be effective in
public health higher education as the flipped
classroom students achieved similar test scores to
traditional students, though flipped classroom
students rated their course experience more
highly
and conveyed positive
learning
experiences and an increase in self-perceived
knowledge.
Halawi et al. (2009) evaluated e-learning
through WebCT, a web course tool, on the basis
of Bloom’s taxonomy among a sample of
management information systems (MIS) students
from a medium-sized university in the
southeastern region of the United States (Halawi
et al., 2009). WebCT is a program that provides
instructors with the tools to create and organize
assignments, discussions, course materials, and
exams in an online environment. The goal of this
study was to explore the relationship between
individual factors, instructional factors, and elearning through WebCT. The results of the
study concluded that there were no significant
differences among the constructs of individual
and instructional factors and learning through
WebCT. In addition, the results of the study
demonstrated that individual and instructional
factors did not have a significant effect on elearning; however, the study found that elearning is an effective learning tool when based
on Bloom’s taxonomy.

Implementing Bloom’s Taxonomy
with Online Learning
Bloom’s taxonomy has long been used as an
effective framework in education (Anderson &
Krathworthl, 2001) and ought to be considered
when creating the structure for online learning.
We apply a health education example, using the
health belief model (HBM) in e-learning. The
HBM is one of these most commonly used
theories in health and is widely taught in
undergraduate and master’s level theory courses
in health education, public health and health
promotion (Carpenter, 2010). We divide Bloom’s
taxonomy into three sections for logical ease of
implementation through distance education.
The first section includes remember, understand
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and apply. Students listen to a live or recorded
lecture on HBM and read textbook chapters
and/or peer reviewed journal articles pertaining
to HBM and how it is used in various settings. In
using HBM, lecture material includes defining
the theory and explaining each stage: perceived
susceptibility, perceived severity, cues to action,
perceived benefits, perceived barriers and selfefficacy (Rosenstock & Irwin, 1974). While the
readings serve as a tool to increase HBM
comprehension, the duplicate material increases
memory retention. These two processes create the
introduction to HBM material. To increase
concept recollection, students complete a
discussion board posting. The instructor poses a
question related to the readings and lecture, and
students are required to post a thoughtful
response. It is recommended that students not
only post a response but reply to a peer. A due
date for the initial posting and a separate due
date for the reply post could be assigned. A
rubric
for
posting
guidelines
is
also
recommended. Distance education studies
indicate that interaction improves perceived
learning (Rovai & Barnum, 2003). Student
engagement improves when replies to peers are
encouraged requiring students to read other
students’ posts. The continual interaction of
students on the lecture topic improves topic
retention. Yet, this low threshold activity forum
allows students to apply knowledge while the
instructor can assess comprehension. If students
are challenged on components of HBM, the
instructor
can
intervene
and
improve
comprehension prior to any high stakes
assignments being due.
The second section includes analyses and
evaluation of the HBM. In the analyze stage,
students will draw the connection between
concepts and ideas of the HBM. Following this,
students’ progress into activities oriented with
the evaluate level of Bloom’s taxonomy. We
combine these two stages with one activity. We
recommend assigning two journal articles where
investigators report on program implementation
and evaluation of the same specific health topic
using HBM. Firstly have the students analyze
implementation of the HBM and program
processes, then, have the students submit a
Dropbox homework assignment describing how
the HBM was used in one or both of the
programs and why. From here, students
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examine, differentiate and compare the two
programs for strengths and weaknesses. Students
may debate which program was better via the
discussion board. Another suggestion is a live
discussion with the class split into groups and
the groups evaluate the programs and the HBM.
Communication tools to use may be Google
hangouts, WebCT or another live interface
program.
Last is the create stage of Bloom’s taxonomy.
Here students construct new work generating
new ideas. The final assessment can be through
an essay asking students to implement the HBM
with a specific health problem or wellness
scenario. Students will need to address each stage
of the HBM with specific program planning ideas
while also offering an evaluation plan to
determine if the implementation was a success.
Students may use some peer reviewed research
for best practices but also need to generate new
ideas. As such, we recommend a health topic that
is less researched that uses a unique population.

Conclusion
Bloom’s taxonomy is widely used in a variety
of academic subjects and is therefore applicable
to many education courses and specifically health
education, public health, and health promotion
courses.

The application for online learning encourages
student learning outcomes while using up-todate technology and applications.
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Education and Health Archive
Each issue of the journal, published since 1983, is available via the archive. There are several simple indices that
help to identify articles by keywords; year/issue number; author surname and article title. The pages on the
website, that have been provided for the Education and Health journal, usually have the highest number of
‘reads’ across all pages on this Internet site.

SHEU
Schools and Students Health Education Unit

The specialist provider of reliable local survey data for schools and colleges and recognised nationally since 1977
“The (SHEU survey) helped us to prioritise where we needed to be in terms of PSHE education. We delivered assemblies based on the evidence as well
as curriculum development, and dealt with whole school issues – particularly in regard to pastoral care. The answers received to the question on the
survey Who are you most likely to approach if you needed help worried staff as teacher was not a popular answer. Subsequently the staff asked
themselves why this had happened and what needed to be done to address the issue. There was more emphasis on wider aspects of PSHE education
delivery, which needed more attention. To summarise, the (SHEU survey) allows the PSHE department to assess the impact of teaching and learning
and modify future lessons accordingly. It allows our school to look at whole school issues such as the extent to which the pastoral care system is
meeting the needs of our pupils. It helps us to do need analysis of our pupils. It helps to provide important evidence for SEF / the extent to which we
are meeting wellbeing indicators / National Healthy School standards.” Secondary School Head

For more details please visit http://sheu.org.uk
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Lucy Emmerson
Helping schools to be ready for statutory RSE

T

he legislation making relationships and sex
education (RSE) statutory was passed in an
Act of Parliament last March, but the details of
what schools will have to provide are yet to be
spelt out. Schools are waiting for updated RSE
guidance from Government, while the September
2019 start date creeps ever closer in our calendars.
Legislation about sex education has always
been fairly complicated, and the new
requirements for RSE are no different. At the Sex
Education Forum, we try to make things easier to
understand, so we put together a set of
frequently asked questions about the new
legislation. These cover the differences between
primary and secondary school requirements,
parent’s right to withdraw their children and
how the legislation applies to all schools
including independent schools, academies, free
schools, special schools, maintained schools and
faith schools. We have also developed a short
quiz covering key aspects of the legislation,
providing a fun way to test your knowledge and
share information with colleagues.
With the start date little more than a year away
it is important not to lose time. The evidence base
about what constitutes effective RSE is very clear,
so we have produced a poster setting out 12
principles for good quality RSE. This is a
framework, that starts with placing RSE as an
identifiable part of PSHE education, with
timetabled lessons, and it prompts schools to
consider the key people that need to be involved:
parents, staff and pupils, as well as the
underpinning values. Schools can use the poster
as a prompt for governors and staff to audit how
prepared they are for statutory RSE; and it can be

a springboard for discussion with parents and
pupils. The principles are supported by NSPCC,
The Children’s Society, Barnardo’s and NCB as
well as six education unions. Schools can make
their commitment to good quality RSE visible by
displaying the poster in the staffroom or
reception area. For more in-depth support on
implementing the 12 principles, we are
producing a series of themed bulletins for our
members this year.
We know from Ofsted and from what young
people say that the current quality of RSE
provision in schools varies greatly. For schools
that do not have an established programme of
RSE we recommend that a lead teacher for PSHE
attends our ‘Get ready for statutory’ one-day
training course, as this will provide the tools,
information and skills to implement a
programme that is right for your school. Teachers
and other school staff who have these
foundations under their belt will benefit from
ongoing professional development, for example
by exploring how inclusive their RSE is, and
sampling a range of resources that can foster
LGBT+ and gender equality.
The Sex Education Forum responded to the
Government ‘call for evidence’ on RSE on behalf
of our wide range of partners. We will continue
to highlight the widespread consensus of support
for evidence-based RSE, and to provide our
members with up-to-date and accessible
information about legislation and research
evidence as well as platforms for practicesharing.
To become more involved, please visit
www.sexeducationforum.org.uk
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Tara L. Crowell, Elizabeth G. Calamidas
and Laura Engelmann
Assessing school wellness through AtlantiCare Healthy
Schools-Healthy Children Grants

S

chools systems can have a great influence on
the health status of young people and health
education programs have existed in schools for
many years (Lynagh, Schofield & Sanson-Fisher,
1997). Given this relationship, it is important to
continue to identify and refine specifics regarding
school policies and procedures; especially given
the ever-changing nature of student health-related
issues. A comprehensive school health program
has been broadly defined as an integrated set of
planned, sequential, school-affiliated strategies,
activities and services designed to promote the
optimal physical, emotional, social, and
educational development of students (National
Academic Press, 1995). Furthermore, the
American School Health Association (ASHA) has
expanded this by listing that school health
includes the following:
• a healthful environment;
• nursing and other health services that
students need to stay in school;
• nutritious and appealing school meals;
• opportunities for physical activity that
include physical education;
• health education that covers a range of
developmentally appropriate topics taught
by knowledgeable teachers;
• programs that promote the health of school
faculty and staff; and
• counselling, psychological and social services
that promote healthy social and emotional
development and remove barriers to
students' learning.
More recently, the Whole School, Whole
Community, and Whole Child (WSCC) model,

was introduced by the Association for
Supervision and Curriculum Development
(ASCD) and the Centers for Disease Control and
Prevention. The WSCC outlines the educational
and health needs of children within a school
setting which, in turn, lies within a broader
context of the community. In addition, the WCSS
provides a framework for members of the schools
and communities to create systematic, integrated,
and collaborative approaches to health and
learning.
However, the mere existence of these models
may not speak to the content or the quality of
school health programs. Thus, when seeking to
identify not only quantity but quality of school
health programs, The American Cancer Society
identified the basic elements of a high-quality
school health program in a brochure Elements of
Excellence, (as stated by American Association of
School Health) as the following:
1. active leadership from school
administrators, a school and community
health council, and a school employee with
responsibility for coordination;
2. a coordinated and collaborative approach
overseen by a school health council that sets
priorities based on community needs and
values, and that links with community
resources;
3. a safe and nurturing learning environment
with supportive policies and practices,
facilities that are hazard free, and consistent
health-enhancing messages; and
4. a commitment of time, personnel, and
resources.

12 Education and Health

Vol.36 No.1, 2018

Adequate funding is required to offer high
quality school health programs. According to
Leachman, Albares, Masterson, and Wallace,
(2016), many states have cut school funding and
most supply less per student support than they
did prior to the Great Recession of 2007-2012. In
addition, most local funding sources do not make
up the needed difference. The literature reveals
that the lack of funding is a common and
longstanding barrier to comprehensive school
health education (Butler, 1993; Holland, Green,
Alexander, Phillips, 2016) and funding is often
driven by the health topics that are addressed
(Sorace, 2011). Consequently, many schools must
seek alternative funding sources in order to
support many of their health education
programs.

educational and community-based programs.
More specifically, goal ECBP-2 of Healthy People
2020 is to “increase the proportion of elementary,
middle, and senior high schools that provide
comprehensive school health education to
prevent health problems in the following areas:
unintentional injury; violence; suicide; tobacco
use and addiction; alcohol or other drug use;
unintended pregnancy, HIV/AIDS, and STD
infection; unhealthy dietary patterns; and
inadequate physical activity” (ODPHP, 2017).
Thus, this manuscript highlights the results of the
survey and identifies the strengths and weakness
of school health policies, procedures, and
initiatives in light of the Healthy People 2020
goals.

AtlantiCare Grants

As stated above, one of the requirements of the
grant application process is that all schools fill out
an AtlantiCare School Health Survey (see Appendix B
for the full survey). The four-page survey consists
of 22 nominal questions (“Yes” or “No”) regarding
various aspects of the following 6 dimensions of
school health: School Wellness Policies; Health
Physical Education and Physical Activity; Nutrition
Related Policies and Practices; Family and
Community Involvement; Collaboration; and
Professional Development. For each question, the
respondents were to indicate whether or not the
policy, practice, and/or activity occurred in the
years prior to completing the survey.
Between 2014-2017, a total of 147 AtlantiCare
School Health Surveys were completed; 39 from
the 2014-2015 grant round, 50 from the 2015-2016
grant round, and 56 from the 2016-2017 grant
round, by schools within the Atlantic, Cape May,
and Ocean Counties in New Jersey. Data from
the surveys were entered into SPSS and
frequency distributions were run on all 107

One way that school systems are able to reach
the goal of developing and implementing quality
comprehensive health programs is through the
attainment of external grants. Similar to many
other companies that offer healthy school grants,
AtlantiCare Health System of New Jersey has
been partnering with local schools for almost 15
years. AtlantiCare1 has been collaborating with
area schools to improve the health and wellness
of staff, students, and their families, with a vision
of building a healthier community. Specifically,
AtlantiCare offers several health school grants to
schools that meet the eligibility criteria2 . During
2014-2017, AtlantiCare has offered four grants
(see Appendix A for Descriptions of Grants). All
schools that apply for these grants are required to
fill out the AtlantiCare School Health Survey. This
survey assesses schools on six dimensions of
health. Many of the dimensions of health
addressed in the survey envelop those identified
in Healthy People 2020 as being integral to
1

Methodology

AtlantiCare is South Jersey’s largest healthcare organization and largest non-casino employer, with more than 5,170
employees and 600 physicians in nearly 70 locations. AtlantiCare and its business units are governed by boards comprised of
more than 70 volunteer community leaders. AtlantiCare’s focus is to serve the community as a provider of health and
wellness services and is committed to building healthy communities through partnerships with organizations that share their
interest in health. AtlantiCare’s primary service offering of healthcare delivery, integrated with the complementary and
strategic service offerings of health information and health engagement, focuses on delivering value at every stage of health:
healthy, at-risk, or with acute or chronic illness. AltantiCare’s philosophy is that together, these services offer the elements
necessary to achieve, maintain, or return each member of the community to optimal health.
2Applicants must be a K-12, public or private school serving students who reside within Atlantic County, Cape May County
and/or southern Ocean County, New Jersey. Applicant school agrees to become an active participating partner in
AtlantiCare’s Healthy Schools, Healthy Children Initiative. Applicant schools designate a representative from its
school/district to serve on the AtlantiCare Healthy Schools, Healthy Children Steering Committee. This Committee meets
two times per school year, and attendance is strongly encouraged.
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variables that made up questions within the
above six dimensions.

Results
The results from questions that operationalized

each of the 6 dimensions are listed below in table
format. These questions assess school’s practices
over the past year, except for Professional
Development, which is over the last 3 years.

Table 1: Dimension # 1 - School Health Policies exist for the identified variable
VARIABLES

Wellness policy
Wellness team
Physical activity
Nutrition
Tobacco prevention
Asthma
Injury violence prevention
Safer sex
Bullying, harassment or intimidation prevention
Policy regarding food for classroom celebrations
Identified student health needs based on a review of data
Recommend new or revised policies
Sought funding
Communicated importance of policies to district, parents
and community
Reviewed curriculum
Assessed availability of physical activity opportunities for
students
Family helped develop or implement policies or procedures
Parent active member of wellness team

N

YES

%

NO

%

145
144
144
142
143
144
145
141
142
145
144
144
145
145

113
108
120
118
92
100
109
66
124
112
112
109
110
129

77.9%
75%
83.3%
83.1%
64.3%
69.4%
75.2%
44.6%
87.3%
77.2%
77.8%
75.7%
75.9%
89%

32
36
23
24
51
44
36
75
18
33
32
35
35
16

146
145

129
128

88.4%
86.5%

17 11.6%
16 10.8%

147
146

80
75

54.4%
51.4%

67 45.6%
71 48.6%

22.1%
25%
16%
16.9%
35.7%
30.6%
24.8%
53.2%
12.7%
22.8%
22.2%
24.3%
24.1%
11%

Table 2: Dimension # 2 - Healthy Physical Education and Activity
VARIABLES

N

YES

%

NO

Received Professional Development
Physical exercise within the classroom
Physical exercise before the school day
Joint agreement for physical activity
Teach risks of being inactive
PE program structured around fitness
Teach importance of Energy Balance (calories consumed
vs. expended )
Teach injury prevention and workout phases
students encouraged to design and implement personal
fitness plans goals

147

136

92.5%

11

141
144
143
145
142
144

128
68
115
139
141
121

90.8%
47.2%
80.4%
95.9%
99.3%
84%

13 9.2%
76 52.8%
28 19.6%
6 4.1%
1 0.7%
23
16%

143
143

136
120

95.1%
83.9%

7 4.9%
23 16.1%

PE class builds confidence and competence

144

142

98.6%

1

%

7.5%

0.7%
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Table 3: Dimension # 3 - Nutrition
VARIABLES
Teach benefits of healthy eating
Teach benefits of drinking water
Teach benefits of eating a healthy breakfast
Teach food guidelines
Teach about reading nutritional labels
Teach about benefits of nutritious foods
Teach about eating fruits and vegetables
Teach benefits about low sodium, sugar, and fats
Teach food safety
Teach preparation of healthy meals and snacks
Priced nutritious foods and beverages lower and increased the price
of less nutritious ones
Gathered suggestions from staff, students, and families preference
on nutrition and strategies to promote healthy eating
Provide information to students or families on nutrition and caloric
content of foods available
Conduct taste test to determine food preference on nutritional items
Serve locally or regionally grown foods
Planted a school food or vegetable garden
Placed fruits and veggies near cafeteria cashier
Use attractive displays for fruit / vegetables in the cafeteria / lunchroom
Offer students a self-serve salad bar
Label healthful foods with appealing names
Encourage students to drink plenty of water
Prohibit school staff from giving food coupons for reward for good
behaviour or academic performance
Prohibit less nutritious foods and beverages from being sold for
fundraisers
Cafeteria displays positive messages about eating healthy
Cafeteria is inviting and colourful
Provide daily breakfast to at least 25% of students
At least 40% of students qualify for free or reduced lunch program

VARIABLE

N

Students are permitted to have water bottles

144

N

YES

%

NO

145
145
145
145
145
145
144
145
145
145

142
142
142
137
130
142
143
141
122
135

98.6%
97.9%
97.9%
94.5%
89.7%
97.9%
99.3%
97.2%
84.1%
93.1%

2 1.4%
3 2.1%
3 2.1%
8 5.5%
15 10.3%
3 2.1%
1 0.7%
4 2.8%
23 15.9%
10 6.9%

141

53

37.6%

58

145

98

67.6%

47 32.4%

143

94

65.7%

47

34.3%

145
146
143
145
144
145
144
142
142

83
115
104
134
111
30
83
130
73

57.2%
78.8%
72.7%
92.4%
77.1%
20.7%
57.5%
91%
51.4%

62
31
39
11
33
115
61
11
69

42.8%
21.8%
27.3%
7.6%
22.9%
79.3%
42.4%
7.7%
48.6%

143

79

55.2%

64

44.8%

144
144
146
146

127
126
110
107

88.2%
87.5%
75.3%
73.3%

17
18
36
39

11.8%
12.5%
24.7%
26.7%

Certain
%
All
%
NO
locations
locations
48
33.3%
91
61.5% 5

%

62.4%

%
3.5%

Table 4: Dimension # 4 - Family and Community Involvement
VARIABLES
Provided parent/ family with information about how to
communicate with child about health-related topics
Provided parent /family with information about how to monitor
their child (setting expectations and enforcing rules)
Involved parents as school volunteers in the delivery of health
education activities and services
Linked parents and family to health services and programs in the
community
Hosted a family event promoting physical activity and / or mental
health topics
Hosted a family event promoting healthy eating and food
preparation

N

YES

%

NO

143

106

74.1%

37 25.9%

142

100

70.4%

42 29.6%

142

72

50.7%

70 49.3%

145

126

86.9%

19 13.1%

144

95

66%

105

56

53.3%

49

%

34%

49 46.7%
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Table 5: Dimension # 5 - Collaboration
VARIABLES
Health/ PE staff worked with Health Services Staff
Health/ PE staff worked with Mental Health/Social Services
Health/ PE staff worked with nutritionist or food services
Health/ PE staff worked with classroom teachers
School provided family with information to increase knowledge
on Asthma
School provided family with information to increase knowledge
on nutrition and healthy eating
School provided family with information to increase knowledge
on Diabetes
School provided family with information to increase knowledge
on benefits of physical activities
School provided family with information to increase knowledge
on tobacco-use prevention
School provided family with information to increase knowledge
on substance abuse
School provided family with information to increase knowledge
on stress management
School provided family with information to increase knowledge
on preventing student bullying, intimidation and harassment
Teachers give health homework assignments / activities to do at
home with parents / families

N

YES

%

NO

145

132

91%

143
144
145
140

113
106
132
97

79%
73.6%
91%
69.3%

30
21%
38 26.4%
13 9.0%
43 30.7%

140

114

81.4%

26 18.6%

140

78

55.7%

62 44.3%

143

113

79%

141

94

66.7%

47 33.3%

139

99

70.2%

42 29.8%

139

88

63.3%

51 36.7%

145

137

94.5%

141

112

79.4%

13

30

8

%

9.0%

21%

5.5%

29 20.6%

Table 6: Dimension # 6 - Professional Development (school personnel participated in workshops and trainings)
VARIABLES
Alcohol and substance abuse prevention
Asthma
Diabetes
Emotional and Mental Health
Epilepsy or Seizure Disorders
Food Allergies
Food borne illness prevention
HIV prevention*

HIV & Pregnancy Prevention
Human Sexuality
Infectious Disease Prevention
Injury prevention and safety
Nutrition and dietary behaviour
Physical activity and fitness
STD prevention
Tobacco-use prevention
Violence prevention
Additional opportunities for physical activity
Stress Management

N

YES

%

138
141
141
142
139
140
140
34
102
135
138
142
140
141
136
135
144
141
137

111
119
110
128
102
114
92
20
53
78
114
120
106
125
65
83
132
113
105

80.4%
84.4%
78.0%
90.1%
73.4%
81.4%
65.7%
58.8%
52%
57.8%
82.6%
84.5%
75.7%
88.7%
47.8%
61.5%
91.7%
80.1%
76.6%

*For one year, HIV Prevention was a separate question, for the other two years, it was combined with Pregnancy Prevention.

NO

27
22
31
14
36
26
48
14
49
57
24
22
34
16
71
52
12
28
32

%

19.6%
15.6%
22%
9.9%
25.9%
18.6%
34.3%
41.2%
48%
42.2%
17.4%
15.5%
24.3%
11.3%
52.2%
38.5%
8.3%
19.9%
23.4%
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Discussion
These results provide valuable insight to
current school health programs. Thus, although
this survey was initially intended to establish
baseline scores as to what each school is currently
doing and not doing, for grant purposes, as a
whole it paints a bigger picture as to what
dimensions are represented in the area’s school
health programs. Specifically, these results
provide frequency data on the following 6
dimensions of school health programs: School
Wellness Policies; Health Physical Education and
Physical Activity; Nutrition Related Policies and
Practices; Family & Community Involvement;
Collaboration; and Professional Development.
Discussion of these results below highlights the
importance of such knowledge.
School Health Policies
Concerning School Health Policies, while the
results indicate a fairly high percentage of
schools have wellness policies and teams in
place, there are still 20-25% that do not. A reality
that needs to be addressed in future school health
education endeavours. The importance of
establishing sound school health policies cannot
be understated. According to the Centers for
Disease Control and Prevention (CDC, 2017),
policies set a foundation for school district
practice and procedures. More specifically, well
established policies “Inform, support, and direct
individuals throughout the school system;
reassure families, students, and school staff that
safety and health protection measures are in
place; provide legal protection for schools; and
help contain or prevent controversy”(CDC, 2017,
np). In addition, well-articulated school health
policies aid in integrating the importance of
health into the school culture (Grebow, Greene,
Harvey, and Head, 2002). Similarly, parent and
family involvement is lacking in the
implementation policies and procedure along
with participation in wellness teams. Given the
past research regarding the importance of parent
/ family involvement in health (CDC, 2012) this
is one area that schools need to consider as they
move forward with their health education
curriculum and endeavours.
Turning to specific health-related topics, results
reveal that while some schools have strong
policies on areas such as physical fitness,
nutrition, (including policies on food for school

celebrations), and bullying, programs on topics
such as safer sex, tobacco prevention, asthma,
and injury prevention are absent from 25-50% of
surveyed schools. Thus, future efforts and
funding may be geared towards programs with
these lower representations. Finally, results
indicate that schools also report high levels of
communication with parents regarding policies
and procedures, review of curriculum, seeking
funding and identifying student health needs
based on data. Also, 75% of schools reported they
have recommended new and revised policies.
These results posit that many schools are actively
engaging in both verbal and written
communication to develop, implement, and
assess their school wellness policies. This
commitment by most schools is in accordance
with the essential elements of a quality school
health program.
Healthy Physical Education and Activity
Concerning Healthy Physical Education and
Activity, results indicate very high participation
in this area. These results should not be
surprising, given the state-mandated regulations
for physical education within schools. However,
three interesting findings within this dimension
that are worth highlighting. First, while the
majority of students are encouraged to design
and implement personal fitness plans and goals,
there are still 16% of schools that do not engage
students in this practice. Students’ motivation
and ability to be active participants in their own
personal fitness is extremely important (Nurmi,
Hagger,
Haukkala,
Araujo—Soares,
&
Hankonen, 2016) and efforts need to be made to
help ensure that this is present in every school.
Second and similarly, about 16% of schools are
not including teaching regarding Energy Balance
or calories consumed vs. expended. Given the
more recent research which posits that weight
loss is more likely to be attained by combining
both physical activity and healthy dietary
practices than by either physical activity or
healthy dietary practices alone (Johns, HartmannBoyce,
Jebb,
Aveyard,
2014),
students’
comprehension of this relationship is imperative.
One recommendation is for schools to look at
national programs, such as Step It Up! (US
Department of Health and Human Services, 2015)
to identify strategies to incorporate this
information into the curriculum. Finally, the
lowest statistic in this dimension reveals that a
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little over half of the schools do not provide any
physical education or activity prior to the start of
the school day. This opens the door for
brainstorming to identify different intervention
opportunities that could be incorporated into the
time frame. For example, if students are already
eating breakfast at school, could there be a way to
incorporate information about Energy Balance
during this time? Or for schools that require
students to line up and wait for school to begin,
is there an opportunity to incorporate some type
of morning physical activity? The US Department
of Health and Human Services 2008 Physical
Activity Guidelines (PAG) recommends that
children and adolescents engage in at least 60
minutes of physical activity every day (2008). Yet
in 2015, 14.3% of 9th through 12th grade students
surveyed through the Youth Risk Behavior
Survey (YRBS) did not participate in at least 60
minutes of activity on at least one day during the
week (Centers for Disease Control & Prevention,
2015) and only 21.7% reported engaging in 60
minutes of physical activity 7 days of the week.
Based on the YRBS data, it is evident that schools
must increase their efforts to incorporate physical
activity within the school day in order to increase
the number of students who will reach the 60
minutes of activity recommended in the 2008
PAG.
Nutrition
By far, there are a greater number of questions
(27 separate items) regarding nutrition than any
other dimension on the survey. Thus, for clarity
discussion of the results is categorized into the
following three areas of concentration: teaching,
nutritional services schools provide, and
behaviours schools engage in to promote
nutrition and healthy eating. First, the data show
that schools are including elements of nutrition
within their curriculum. Schools indicate that
they are teaching about the benefits of healthy
eating; from drinking plenty of water, eating a
healthy breakfast, eating a diet low in fats,
sodium and sugar to eating enough fruits and
vegetables. In addition, results posit a high
percentage of schools teach them about
understanding basic knowledge of eating healthy
and how to prepare healthy meals and snacks
and how to read nutritional labels. Similarly,
almost all schools report both promoting
drinking plenty of water and provide an
environment where students are permitted to
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carry a water bottle during school hours.
Teaching nutrition on various levels of learning,
both cognitive and behavioural, will hopefully
increase students’ likelihood of adopting these
behaviours. Past research indicates that cognitive
learning is only one step in the process and
behavioural learning needs to link with the
cognitive to hope for an ultimate outcome of
affective learning (Martin & Reigeluth, 1999;
Reigeluth & Moore, 1999; Zimbardo & Leippe,
1991).
Schools were asked several questions about
their cafeteria and the services they provide.
Results indicate that 75% of schools provide
breakfast to at least a quarter of their students
and that almost half the schools provide at least
40% of students with a free or reduced lunch
program. These percentages provide a better
understanding of what daily services school
cafeterias provide and who they are servicing. In
addition, most schools indicated that their
cafeterias display positive messages about eating
healthy and that their cafeterias are inviting and
colourful. Also, a high percentage of schools
reported using attractive displays for healthy
foods and placing them in easily accessible places
in the lunch line. However, less than a quarter of
the schools provide a self-serve salad bar and
only a little over half indicate labelling healthy
foods with appealing names. Again, these results
shed a better light on what some schools are not
providing when it comes to daily food services.
Further investigation on the logistics of
providing these services is definitely warranted.
On a similar note, schools are even going
beyond daily services when it comes to
promoting healthy eating. Although results
report lower percentages in these areas, the
results also indicate other ways that some schools
may or may not be promoting healthy eating and
nutrition. Specifically, while two-thirds of
schools report gathering suggestions from staff,
parents and students on strategies to promote
healthy eating and providing information on
nutrition and caloric content of the foods
available, a little over half of the schools reported
conducting taste tests on food preference of
nutritional items. Similarly, only a little over half
the schools reported prohibiting the use of food
coupons for rewards and / or selling less
nutritional foods as school fundraisers.
However, around three- quarters of the schools
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did indicate that they serve locally, or regionallygrown food and have planted a school garden.
While some of these issues may come down to
funding, these results do reveal a gap between
providing knowledge or cognitive learning on
healthy eating and behavioural learning – actually
creating an environment where students have the
opportunity and ability to engage in healthy eating.
Family and Community Involvement
With regards to Family and Community
Involvement, results indicate several interesting
findings. Schools ranged from as low at 50% to as
high as 87% on the presence of family and
community involvement in their health
education. Schools report fairly high rates of
communication and information sharing with
parent / families with the highest percentage of
schools indicating they link parents and families
to health services and programs in the
community. However, schools report far less
involvement of parents in schools as volunteers
in health education and services. Specifically,
only 50-60% of schools have families host
activities / events focusing on physical and / or
mental health or events promoting healthy eating
and food preparation. The results reveal a lack of
parent and family involvement and identify an
area that needs further exploration. Future
efforts should focus on possible ideas and
innovative ways to increase parent involvement
in school health programs. These efforts could
result in possible models that schools could
adopt and implement in order to facilitate parent
/ family involvement.
Collaboration
With regards to Collaboration, results on
specifics about Health / PE staff and their
participation in collaborating with others
revealed fairly high to very high rates of
collaboration with other health service staff and
mental and social services, along with food
services and teachers. In addition, almost 80% of
schools posit that teachers are giving students
health-related homework and activities to work
on with parents. Results such as these are
positive in nature given the known benefits of
collaboration in both education and in healthrelated behaviours (Lewallen, Hunt, PottsDatema, Zaza, & Giles, 2015). Next, schools were
instructed to indicate their collaboration on
specific health topics; similar to results on School
Health Policies, percentages differ by topic.
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Collaboration was greatest on information
regarding bullying, intimidation, and harassment
followed by nutrition and healthy eating. Schools
reported lower collaboration on more specific
health topics such as Asthma, Diabetes, tobaccoprevention, and substance abuse. Moderating
variables such as age can account for some of the
reduction in these areas, such as schools with
younger school age children may be less likely to
address issues of tobacco and substance abuse. In
addition, health topics such as Asthma and
Diabetes do not impact students in the same
numbers as do issues such as bullying and
healthy eating. Even taking those moderating
factors into account, these findings provide
interesting and relevant knowledge.
Professional Development
Concerning Professional Development, the
survey results identified which of the 19
categories of professional development schools
participated in within the last three years. The
highest participation was reported in areas of
emotional and mental health and violence
prevention, while lowest participation was in
STD, HIV, and pregnancy prevention; human
sexuality; and tobacco-use. Again, student age is
a moderating factor especially for these variables.
Results for this dimension are similar to both
Policies and Collaboration results, indicating
higher presence in health topics that influence the
student body as a whole (injury prevention,
violence, physical activity and fitness and
nutrition) as opposed to those topics that may
only affect specific cohorts of students (Diabetes,
Asthma, and Epilepsy or seizure disorders).
Results indicate two possible exceptions to this
line of thinking with a lower percentage of
professional development on food-borne illness
and stress management. The importance of
school personnel participating in professional
development training in these two areas cannot
be underestimated since they are both linked to
overall health status. For example, according to
the Food and Drug Administration (US
Department of Health and Human Services, 2016)
approximately 1 out of 6 people in the US fall ill
due to a food-borne illness each year. This
equates to almost 48 million people getting sick
and results in approximately 3,000 deaths. With
respect to stress management, a recent study by
Stavrou et al. (2016) revealed that children who
participated in a stress management intervention

19 Education and Health

Vol.36 No.1, 2018

program experienced a decrease in body mass
index (BMI), depression, and anxiety.
One
explanation may be that, while these two topics
are definitely mainstream health concepts, they
are mistakenly less associated with children’s
health and more aligned with an older cohort of
individuals.

Conclusion
The focus of this manuscript is to highlight the
results gleaned from the AtlantiCare School Health
Survey and discuss the strengths and weakness of
school health policies, procedures, and initiatives
in an effort to paint a clearer picture of school
health programs in Southern and Central New
Jersey. Despite limitations due to sampling
procedures and instrument constraints, results
from 147 school health surveys provide valuable
frequency statistics that assess school wellness on
6 different dimensions of health: School Wellness
Policies; Health Physical Education and Physical
Activity; Nutrition Related Policies and Practices;
Family
&
Community
Involvement;
Collaboration; and Professional Development.
Results reveal that while, schools on the whole
report
high
levels
of
engagement
in
communication and practices that encourage
healthy behaviour, there are specific areas in
which schools can improve to help facilitate
schools cognitive, behavioural, and affective
learning regarding mental and physical health.
Specifically, schools can do more to include
parents and communities into health programs,
increase efforts to address health topics that may
affect a smaller number of students, develop and
implement practices that promote students to
make healthier choices, and creatively brainstorm
possible new ways to include physical activity
and education throughout the course of a
student’s day. Understanding the current state of
schools’ health programs allows for a better
assessment of the quality of these programs. This
knowledge helps to identify which elements of
excellence may exist and which elements need
further development and implementation. Thus,
regardless of where funding for such change may
come from - state, grants or other sources of
funding, continuous assessment and reassessment
of school health programs is vital to promoting
healthier lifestyles.
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APPENDIX A
Description of Grants
1. HEALTHY SCHOOL WELLNESS AWARD - This award will grant dollars for schools to initiate or sustain ongoing
wellness activities within the school setting. Students must be the main focus audience served by this grant;
however families and school staff can also be included. Grant dollars can be used to hire instructors to provide
activities to their students. Grant-funded activities must impact at least one of the following:
•

PHYSICAL ACTIVITY/FITNESS (ex: 8-week Zumba classes provided to students after school or during PE
classes; purchase of fitness equipment that will be used ongoing by students throughout the year)
• NUTRITION (ex: Healthy Food Preparation Lessons; Nutrition Assembly with aligned activities over the
course of several weeks; purchase of Salad Bar for student meals)
• LIFE SKILLS/MINDFULNESS OFFERINGS (ex: 6-week Yoga Class offered to staff and students; Coping
Skills lessons provided to students)
2. HEALTHY SCHOOL & HEALTHY GARDEN AWARD - This award is available to schools with an already
established edible school garden that plan to continue to enhance their existing garden and also provide wellness
activities within the school community. Grant dollars can be allocated at the discretion of the school, providing
funding supports activities and initiatives that address both wellness and garden programming (ex: $550 allocated
for Garden activities and $250 allocated for Wellness activities). One-day health fairs or one-day events will not
be permitted, as we will only be funding ongoing activities and/or programming that will result in long-lasting
behavioral changes and/or policy or environmental changes. The wellness activities must address one of the
following ongoing activities as outlined in the School Wellness Award description outlined above:
• Physical Activity/Fitness
• Nutrition
• Life Skills/Mindfulness
3. NEW HEALTHY SCHOOL EDIBLE GARDEN START-UP AWARD - This award will grant dollars to assist schools
in establishing a new edible school garden and any alternative gardening initiatives, such as hydroponics,
aquaponics, and purchase/installation of a greenhouse.
Substantial research indicates that when children participate in the cultivation of fruits and vegetables they are
more likely to eat them. Gardens not only offer students hands-on opportunities to learn about nutrition and
participate in physical activity, but also offer unique learning experiences for teachers to incorporate classroom
lessons into garden programming.
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4. SUSTAINED HEALTHY SCHOOL EDIBLE GARDEN AWARD - This award will grant dollars to assist schools in
continuing their edible gardening efforts. Only schools with established school gardens can apply for this award.
Dollars will be restricted to fund specific garden equipment, educational materials and supply/construction needs.

APPENDIX B
AtlanticCare School Health Survey
Please complete the entire survey, calculate and record the total points earned.
Please select only one answer, unless otherwise indicated.
SCHOOL WELLNESS POLICIES
Yes

No

1. Does your school have a Wellness Policy?
1  0
2. Does your school have a School Wellness Team?
1  0
3. Has your school ever used the CDC’s School Health Index or any other self-assessment tool, such as this survey, to assess your
school’s policies, activities, and programs in the following areas? (Mark Yes or No for each area.)
Yes
No
a. Physical activity
1
0
b. Nutrition
1
0
c. Tobacco-use prevention
1
0
d. Asthma
1
0
e. Injury and violence prevention
1
0
f.
HIV, STD, and teen pregnancy prevention
1
0
g. Bullying, Harassment and Intimidation prevention
1
0
4.

Does your school have a policy regarding foods that can be provided for school/classroom celebrations?
Yes
No
 1
0

5. During the past year, has any school health council, committee, or team at your school done any of the following activities?
(Mark Yes or No for each activity.)
Yes
No
a. Identified student health needs based on a review of relevant data
1
0
b. Recommended new or revised health and safety policies and activities to
1
0
school administrators or a school improvement team
c. Sought funding or leveraged resources to support health and safety
1
0
priorities for students and staff
d. Communicated the importance of health and safety policies and activities
1
0
to district administrators, school administrators, parent groups, or
community members
e. Reviewed health-related curricula or instructional materials
1
0
f.
Assessed the availability of physical activity opportunities for students
1
0
6. During the past two years, have students’ families helped develop or implement policies and programs related to school health?
Yes
No
1
0
7. Is at least one student’s parent an active member of your school’s Wellness Team?
Yes
No
1
0
TOTAL (out of possible 18 points): ___________________
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HEALTH & PHYSICAL EDUCATION AND PHYSICAL ACTIVITY
8. During the past year, did any teachers or specialists at your school receive professional development (ex: workshops,
conferences, continuing education, or any other kind of in-service) on physical education or physical activity?
Yes
No
 1
0
9. Outside of physical education, do students participate in physical activity breaks and/or is physical activity integrated into
classroom instruction during the school day? (ex: structured recess; walking club; movement associated with academic lessons,
brain breaks)
Yes
No
 1
0
10. Does your school offer opportunities for students to participate in physical activity before the school day through organized
physical activities or access to facilities or equipment for physical activity?
Yes
No
 1
0
11. A Joint Use Agreement is a formal agreement between a school or school district and another public or private entity to jointly
use either school facilities or community facilities to share costs and responsibilities. Does your school, either directly or through
the school district, have a Joint Use Agreement for shared use of school or community physical activity facilities?
Yes
No
1
0
12. During the school year did staff in your school teach students on the following topics?
(Mark Yes or No for each topic/lesson)
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.
n.
o.
p.

Benefits of healthy eating
Benefits of drinking plenty of water
Benefits of eating a healthy breakfast daily
Food Guidance using current Dietary Guidelines (ex: MyPlate)
Reading Food Labels
Differentiating between nutritious and non-nutritious beverages
Consuming more fruits, vegetables and whole grain products
Choosing foods and beverages low in sodium, sugars and solid fats
Food safety
Preparing healthy meals and snacks
Health risks related to being inactive
PE program is structured around the components of fitness
(cardiovascular, muscular endurance, flexibility)
The importance of Energy Balance (calories consumed vs. expended)
Injury prevention and workout phases (warm up, cool-down)
Students are encouraged to design and implement personal fitness plans
goals
PE classes build the confidence and competence of all students

Yes
1
1
1
1
1
1
1
1
1
1
1
1

No
0
0
0
0
0
0
0
0
0
0
0
0

1
1
1

0
0
0

1

0

13. During the school year has your staff tried to increase student knowledge on each of the following topics?
(please select only the grade levels appropriate for your school).
Elementary and Middle only: (Mark Yes or No for each topic)
a.
b.
c.
d.
e.

Asthma
Food Allergies
Emotional and Mental Health
Tobacco- use prevention
Violence Prevention

Yes

No

1
1
1
1
1

0
0
0
0
0
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High School only: (Mark Yes or No for each topic)
a.
b.
c.
d.
e.

Yes

Asthma
Violence Prevention
Emotional and Mental Health
Tobacco- use prevention
Suicide prevention

No

1
1
1
1
1

0
0
0
0
0

TOTAL (out of possible 25 points) _________________
NUTRITION-RELATED POLICIES AND PRACTICES
14. During this school year, has your school done any of the following?
(Mark Yes or No for each activity.)
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.
n.
o.
p.

Priced nutritious foods and beverages at a lower cost while increasing
the price of less nutritious foods and beverages
Collected suggestions from students, families, and school staff on
nutritious food preferences and strategies to promote healthy eating
Provided information to students or families on the nutrition and caloric
content of foods available
Conducted taste tests to determine food preferences for nutritious items
Provided opportunities for students to visit the cafeteria to learn about
food safety, food preparation, or other nutrition-related topics
Served locally or regionally grown foods in the cafeteria or classrooms
Planted a school food or vegetable garden
Placed fruits and vegetables near the cafeteria cashier, where they are
easy to access
Used attractive displays for fruits and vegetables in the
cafeteria/lunchroom
Offered a self-serve salad bar to students
Labeled healthful foods with appealing names (ex: Crunchy Carrots)
Encouraged students to drink plain water
Prohibited school staff from giving students food or food coupons as a
reward for good behavior or good academic performance
Prohibited less nutritious foods and beverages (ex: candy, baked goods)
from being sold for fundraising purposes
The cafeteria display positive messages (ex: healthy eating)?
The cafeteria is inviting and colorful

Yes
1

No
0

1

0

1

0

1
1

0
0

1
1
1

0
0
0

1

0

1
1
1
1

0
0
0
0

1

0

1
1

0
0

15. Are students permitted to have a drinking water bottle with them during the school day? (Mark only one response)
Yes, at all locations/times …….. 2 
Yes, at certain locations/times …1 
No………………… ….................0 
16. Does your school provide Breakfast to at least 25% of your students daily?

Yes
No
1 0

17. Do at least 40% of your students qualify for Free or Reduced Lunch program?

Yes
1

No
0

TOTAL (out of possible 20 points): ____________
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FAMILY AND COMMUNITY INVOLVEMENT
18. During this school year has your school done any of the following activities?
(Mark Yes or No for each activity.)
a.
b.
c.
d.
e.
f.

Provided parents and families with information about how to communicate
with their child about health related topics
Provided parents with information about how to monitor their child (ex:
setting parental expectations, responding when child breaks the rules)
Involved parents as school volunteers in the delivery of health education,
activities and services
Linked parents and families to health services and programs in the
community
Hosted a family event promoting physical activity and/or mental health
topics
Hosted a family event promoting healthy eating & food preparation

Yes

No

1

0

1

0

1

0

1

0

1

0

1

0

TOTAL (out of possible 6 points): ___________
COLLABORATION
19. During the school year, has your Health/PE staff worked with any of the following groups on health/wellness activities?
(Mark Yes or No for each topic)
Yes
No
a. Health Services Staff (School Nurse)
1
0
b. Mental Health/Social Services Staff (Psychologists, counselors, social
1
0
workers)
c. Nutrition or food services staff
1
0
d. Classroom Teachers
1
0
20. During the school year did your school provide parents/families with health information designed to increase parent/family
knowledge of the following topics?
(Mark Yes or No for each topic)
Yes
No
a. Asthma
1
0
b. Nutrition and Healthy eating
1
0
c. Diabetes
1
0
d. Benefits of Physical Activity
1
0
e. Tobacco-use prevention
1
0
f. Substance abuse prevention
1
0
g. Stress Management
1
0
h. Preventing student bullying, intimidation and harassment
1
0
21. During the school year have teachers given students homework assignments or health education activities to do at home with
their parents/families?
Yes
No
1
0
TOTAL (out of possible 13 points): ____________
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PROFESSIONAL DEVELOPMENT:
22. Over the past 3 years has any of your staff participated in professional development workshops/trainings on the following topics?
(Mark Yes or No for each topic)
Yes
No
a. Alcohol and substance abuse prevention
1
0
b. Asthma
1
0
c. Diabetes
1
0
d. Emotional and Mental Health
1
0
e. Epilepsy or Seizure Disorders
1
0
f. Food Allergies
1
0
g. Foodborne illness prevention
1
0
h. HIV prevention and Pregnancy Prevention
1
0
i. Human Sexuality
1
0
j. Infectious Disease Prevention (ex: flu prevention)
1
0
k. Injury prevention and safety
1
0
l. Nutrition and Dietary Behaviors
1
0
m. Physical Activity and Fitness
1
0
n. STD Prevention
1
0
0. Tobacco-use Prevention
1
0
p. Violence Prevention (HIB, date violence prevention, abuse & neglect)
1
0
q. Additional opportunities for Physical Activity
1
0
r. Stress Management
1
0
TOTAL (out of possible 18 points) _____________
GRAND TOTAL (out of possible 100) _____________

Education and Health Archive
Each issue of the journal, published since 1983, is available via the archive. There are several simple indices that
help to identify articles by keywords; year/issue number; author surname and article title. It can be seen that
some contributors have had a number of articles published and there are a range of topics that have been covered
over the years. Sometimes a contributor will update their article or develop points raised by another contributor.
The pages on the website, that have been provided for the Education and Health journal, usually have the highest
number of ‘reads’ across all pages on this Internet site.

SHEU
Schools and Students Health Education Unit

The specialist provider of reliable local survey data for schools and colleges and recognised nationally since 1977
“The (SHEU survey) helped us to prioritise where we needed to be in terms of PSHE education. We delivered assemblies based on the evidence as well
as curriculum development, and dealt with whole school issues – particularly in regard to pastoral care. The answers received to the question on the
survey Who are you most likely to approach if you needed help worried staff as teacher was not a popular answer. Subsequently the staff asked
themselves why this had happened and what needed to be done to address the issue. There was more emphasis on wider aspects of PSHE education
delivery, which needed more attention. To summarise, the (SHEU survey) allows the PSHE department to assess the impact of teaching and learning
and modify future lessons accordingly. It allows our school to look at whole school issues such as the extent to which the pastoral care system is
meeting the needs of our pupils. It helps us to do need analysis of our pupils. It helps to provide important evidence for SEF / the extent to which we
are meeting wellbeing indicators / National Healthy School standards.” Secondary School Head

For more details please visit http://sheu.org.uk
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Angela Balding is Surveys Manager and Executive Director at SHEU. David Regis is Research Manager at SHEU.
For communication, please email: david.regis@sheu.org.uk

Angela Balding and David Regis
Young People towards 2018

W

e have just published Young People into
2017, which presents figures from 92,193
young people completing surveys in 2016.
This report is the 31st in a series begun in 1987
and it provides a snapshot of our young people
as they were approaching 2018 and also offers
some trends where we are able to look back over
the last 30 years and more of our research. The
full report may be obtained in PDF format by
application to SHEU.

Where are the figures from?
Every year, SHEU carry out healthy lifestyle
surveys with young people for local authorities
and each year these surveys involve tens of
thousands of young people. At the end of each
calendar year, we put all the results from all the
surveys together, and publish a report. These
reports contain findings from over 100 healthrelated behaviour questions using answers from
pupils in primary and secondary schools. They
tell us about what they do at home, at school, and
with their friends.

What’s in the report?
The report has 7 chapters:
CHAPTER 1 - Food choices & weight control
CHAPTER 2 - Doctor & Dentist
CHAPTER 3 - Health & Safety
CHAPTER 4 - Family & Home
CHAPTER 5 - Legal & Illegal Drugs
CHAPTER 6 - Exercise & Sport
CHAPTER 7 - Social & Personal
The pages in each chapter show headline
results from one question (sometimes two) and
may also show links between questions and
trends in responses going back over decades.

The sample
The sample size was 92,193, but not all
respondents answered all questions.
Ages and year groups reported were:
Phase
Primary

Year group
Year 4
Year 6

Ages
8-9 years old
10-11 years old

Secondary

Year 8
Year 10

12-13 years old
14-15 years old

The accumulated databank from the hundreds
of school surveys we support each year,
involving tens of thousands of young people, is a
valuable resource of information and provides
many opportunities for insight and research. But
we caution against simple reporting and
interpretation of our figures as being from 'a
national survey'. Many authorities use us every
other year, and so will appear and disappear
from the data sets, and there are some trends in
which we can see evidence of a strong regional
effect in the figures we obtain – as in the case of
figures for eating wholemeal bread on most days
in the middle 2000s, which shows a
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‘rollercoaster’, as authorities drop in and out of
the sample on a regular cycle:
35%
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F 14-15y
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The range of topics we have been asked to look
at with schools continues to expand, but that
hasn't made the production of our annual reports
any easier! We have seen some items dropped
from the reports, as too few clients chose those
questions for their surveys, while a few items
have been added to the reports.
As regards the aggregate data sets from which
we publish this series of reports, they have
become more complex and diverse. Are the
figures still representative? We show in the
report some evidence to show that the
characteristics of the schools in the SHEU data
sets are reasonably well-matched to the national
population of schools, and that the results we see
are comparable to those seen in national surveys
using careful sampling methods.

What's new and different
in these reports?
For the first time, we have published responses
from Year 4 pupils (aged 8-9 years) alongside
those from older pupils. Their responses usually
line up in a way we might expect but there are
some interesting exceptions – for example, Year 4
pupils are much more likely than older pupils to
say that they enjoy all of their lessons at school.

Year 4
Year 6
Year 8
Year 10

Enjoy physical
activities a lot
52%
55%
38%
32%

Enjoy all school
lessons
32%
9%
12%
12%

Some of the latest figures are different from
those we last published in 2015, but not all the
differences are new – it’s better to describe them
as continuations of trends that we have seen
going on for some time.

We also have updated our newly published
findings about e-safety; second-hand smoke;
perceptions of drugs; barriers to exercise;
responses to problems, sexual orientation, and
religion and belief.
A list of the most striking findings from each
chapter is appended, but we summarise in prose
here:
• We have seen a further decline in young
people's reported involvement with tobacco
and alcohol. We saw a peak for many types of
substance use in the mid-1990s, and since then
there has been a general decline.
• The fall in experimentation with cannabis by
secondary pupils was quite marked after 2004
– ironically, a period when cannabis was
briefly placed in Class C of the Misuse of
Drugs schedule, which attracts less severe
penalties – but the picture for the last 5 10 years
is more level.
• We see a long-term decline in pupils’ regular
use of crisps – in favour of which other snacks
or none, we don’t know. There has been a
continued increase in the use of computer
games by secondary school males, which is
perhaps no surprise, but also in all pupils’
reported enjoyment of school lessons, which
was harder to predict.
• The individual questions and their trends are
fascinating, but just as interesting are the
connections we can show between questions
from different chapters – so, we can see links
between smoking and wellbeing, poverty,
ethnicity and religion. Lesbian, gay and
bisexual young people report being bullied
more often than do others – and there is also
more smoking in this group.
• Although we’ve seen a big increase in
awareness of young people’s emotional health
needs, the signals we see in the figures about
poor and even declining self-confidence among
young women are still there.
• Looking for links between the figures, we see
again that, among 14-15yo females, the
heaviest users of social media have poorer
emotional wellbeing and possibly a less
healthy lifestyle in general. But while we do
know there is a toxic element of online
interaction, including cyber-bullying, we can’t
say that being online is overall bad for these
young people – they may be getting a lot of
support there too, without which their wellbeing
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might be worse.
• A long-term increase in skipping lunch during
the 80s and 90s has stabilised, although the
figures for 2016 are still high – 18% of 14-15yo
females. And we appear no better at engaging
young women with exercise – their reported

enjoyment of physical activities continues to
decline.
• After climbing for many years, the proportion
of young people intending to stay in full-time
education has been falling since 2014.

Headlines and trends from the 2016 data set (Young People into 2017):
N.B. We discourage surveys being conducted on Mondays, so ‘the day before the survey’ will have
been a normal school day, and similarly ‘the week before the survey’ will not have been a holiday
week.
CHAPTER 1 - Food choices & weight control
Headlines

•

•
•

Trends
Links

•
•
•

Around 10% of all pupils said they ate no portions of fruit or vegetables
yesterday, while just 17% of 14-15-year-old pupils said they ate at least the
recommended 5 portions on the day before the survey
Up to 10% of pupils say they had no water to drink on the day before the survey
There is a marked increase once we get to the secondary age group among
females wanting to lose weight – 58% of 14-15-year-old females said they would
like to lose weight.
The trend for more pupils to skip lunch steadied about 10 years ago.
Daily consumption of crisps has declined steadily since about 2000.
Year 10 females who skipped breakfast on the morning of the survey were more
likely to have skipped lunch on the day before the survey.

CHAPTER 2 - Doctor & Dentist
Headlines

•
•
•
•

Trends

•

Nearly half of pupils have visited a doctor in the last three months.
25% of 14-15-year-old females felt quite or very uneasy on their last visit.
60-70% of all groups had been to the dentist in the last 6 months.
80-90% of all groups brushed their teeth at least twice on the day before the
survey.
The proportion visiting the dentist in the last 6 months has remained fairly
constant since 1986, despite several changed in the organisation of NHS dental
care.

CHAPTER 3 - Health & Safety
Headlines

•

•
•
•
•
•
•

Around 14% of primary pupils said they experienced bullying behaviours often or
every day – these behaviours included teasing and name-calling but also being
pushed/hit.
Of those bullied often, up to 34% report being bullied during school playtimes.
The most common reasons reported for being bullied were size or weight and the
way you look.
Fear of bullying at school declines with age.
Up to a quarter of older pupils report unwelcome behaviours from
boyfriends/girlfriends, like jealousy, hurtful language and checking my ‘phone.
80-90% of all groups say they have been told how to stay safe while online.
22% of older females (14-15yo) say they have sent personal information to
someone which they later regretted.
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•
Trends

•

Links

•

45% of 12-13-year-old males reported having an accident in the last year that
needed medical attention.
Reports of being bullied at or near school have been fairly steady for the last 5
years – around 20% for all groups.
Getting plenty of sleep is associated with fewer worries and more contentment
with their weight in 14-15-year-old females

CHAPTER 4 - Family & Home
Headlines

•

Trends

•
•
•

Links

•
•

Nearly 50% of the sample walked at least part of the way to school on the day of
the survey.
About 60% of the sample live with mother and father.
About 80% of the 14-15-year-olds identify as White British.
A rise in time spent playing computer games is shown clearly in our figures for
males of all ages.
Being a young carer is associated with several unwelcome outcomes – more
reports of being bullied, of smoking, of money worries and of accidents.
Similarly, having free school meals is also associated with being bullied.

CHAPTER 5 - Legal & Illegal Drugs
Headlines

•
•
•
•

Trends

•
•

Links

•

Over 10% of the 14-15-year-olds had drunk alcohol in the week before the survey.
Drinking was done most often at home.
About 5% of 14-15-year-olds had smoked a cigarette in the week before the
survey.
About 8% of pupils live in homes where someone smokes at home in rooms that
they use.
Over 10% of pupils aged 14-15 years had ever tried drugs – nearly always
cannabis, if nothing else.
Smoking, drinking alcohol and perhaps also the use of cannabis are all in longterm decline in our figures.
Figures for reported experience with cannabis are notable for an absence of much
effect of legislation during changes 2004-2009.
There is an association between finding drugs education lessons more useful and
lower substance use (see Chapter 7).

CHAPTER 6 - Exercise & Sport
Headlines

•

•

•

Trends

•
•

Around 10% of all groups say they did no exercise at all last week but less than
10% said they exercised every day. Recommendations are for daily exercise,
including some vigorous exercise.
Weekly sports and activities included going for walks (over half of secondary
females) soccer (over half of secondary males) and dancing (over a quarter of
secondary females).
Among secondary pupils, the most commonly reported barriers to taking exercise
were time, cost, availability and, especially in females, shyness (32% of 14-15yo
females).
Enjoyment of physical activities is lowest among 14-15-year-old females and is
declining.
Perceived fitness is in decline among both secondary year groups and both sexes.
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CHAPTER 7 - Social & Personal
Headlines

•
•
•

•

•

Trends

•
•

Links

•
•

Over half of 10-11-year-olds agree that the school cares whether I am happy or not but
just a third of 14-15-year-olds say the same.
The majority of 12-15-year-olds enjoy all or most of their lessons.
Worries about school and the way you look are higher in secondary age groups,
particularly among 14-15-year-old females (over 50% of whom are worried at least
‘quite a lot’ about each issue).
The most commonly reported response to having a problem or feeling stressed is
to talk to someone about it. Some pupils distract themselves with music or comfort
themselves with eating more; over 10% of secondary females say they cut or hurt
myself.
Over 2/3 of secondary pupils judge that they can usually or always say no if
someone wants them to do something that they don’t want to do.
Over 50% of 14-15-year-old pupils know where to get condoms free of charge.
We see a continued decline in the proportion of 14-15-year-old females who score
in the top bracket of self-esteem scores.
Worry about exams and tests seems to be increasing among 14-15 year-olds.
Lesbian, gay and bisexual young people are more likely than their peers to report
being bullied and also to have tried smoking or drugs.

Email yp@sheu.org.uk for a copy of the report with the subject line “REQUEST YP”.
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Each issue of the journal, published since 1983, is available via the archive. There are several simple indices that
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“The (SHEU survey) helped us to prioritise where we needed to be in terms of PSHE education. We delivered assemblies based on the evidence as well
as curriculum development, and dealt with whole school issues – particularly in regard to pastoral care. The answers received to the question on the
survey Who are you most likely to approach if you needed help worried staff as teacher was not a popular answer. Subsequently the staff asked
themselves why this had happened and what needed to be done to address the issue. There was more emphasis on wider aspects of PSHE education
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are meeting wellbeing indicators / National Healthy School standards.” Secondary School Head
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