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Executive Summary: Tennessee 
Coordinated School Health (CSH)                   
2008-2009
For the first time in our country’s history, the next generation is expected to have a shorter life span 
than the current one. This prediction is based on the fact childhood obesity is at unprecedented levels 
nationwide. Tennessee has the third highest rate of pediatric obesity in the United States and ranks 
44th among the 50 states in health outcomes for its adult populace. Since health habits learned during 
the formative years are crucial to preventing negative health outcomes later in life, early intervention 
among school-aged youth is necessary and essential in reducing these alarming trends.

Tennessee is on the cutting edge of reducing these startling statistics by being the only state in the 
nation with a legislative mandate to implement the Centers for Disease Control and Prevention’s 
Coordinated School Health (CSH) model in all local education agencies (LEAs). In 2006-2007, the 
Tennessee General Assembly provided funding to support CSH statewide expansion. As a result of 
this financial commitment, by the 2008-2009 academic year 135 LEAs and four state special schools 
were participating in this ground-breaking initiative. Local LEA infrastructures are now in place that 
focuses on the health and wellness of all students. CSH Coordinators in each LEA provide the 
leadership necessary to develop school health policy, partnerships and activities that advance student 
health and thereby improve student academic outcomes. Healthy children learn better!

CSH History, Funding, Laws and Guidelines

The Coordinated School Health Model was developed by the Centers for Disease Control and 
Prevention (CDC) in 1987. From 2000-2008, Tennessee’s CSH initiative was modeled after and 
partially funded by the CDC. This funding provided the foundational infrastructure to begin building 
and supporting CSH.

In 2000, the Tennessee General Assembly passed the Coordinated School Health Improvement Act 
T.C.A. § 49-1-1002 and the State Board of Education created Coordinated School Health (CSH) 
Standards and Guidelines. The CSH initiative, aimed at improving the health of Tennessee public 
school children, began in 2001. The project was first implemented in these pilot LEAs: Gibson County 
Schools, Henry County Schools, Loudon County Schools, Macon County Schools, Monroe County 
Schools, Putnam County Schools, Tipton County Schools, Trenton Special School District, Warren 
County Schools and Washington County Schools.

In 2006, the Coordinated School Health Expansion and Physical Activity Laws T.C.A. § 49-6-1022 and 
T.C.A. § 49-6-1021 were passed. These laws established authority to expand CSH to all LEAs. In 
addition, these statutes created a Specialist in Physical Education and a School Health Coordinator 
position within the Tennessee Department of Education and mandated 90 minutes per week of 
physical activity in grades K-12.
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Coordinated School Health Model

Coordinated School Health (CSH) is a seamless model of support connecting students’ health and 
their capacity to learn through the support of families, communities and schools all working together in 
a coordinated and cost-effective manner. The model brings together school administrators, teachers, 
staff, students, families, and community members to assess health needs; set priorities; and plan, 
implement, and evaluate school health program activities.

CSH focuses on integrating efforts across eight inter-related components: health education, health 
services, nutrition services, health promotion for school staff, Physical Education, mental health and 
social services, healthy and safe school environments, and student, family, and community 
involvement.

Tennessee CSH is implemented in a way that addresses the unique needs of each school district, with 
the goal of effectively targeting resources within a particular school community.

Having a legislative mandate for CSH in Tennessee is crucial to the effectiveness of the program 
since it authorizes and funds staff, materials, training and evaluation for each LEA.

Tennessee Coordinated School Health In Action

ETSU TNCSH 2008‐2009 3



Body Mass Index: Declining Rates of Obesity in Tennessee’s Children

During the 2008-2009 school year, CSH Coordinators 
statewide collected a total of 225,461 measures of height 
and weight on Tennessee students in grades K, 2, 4, 6, 8 
and one year in high school.  Body Mass Index (BMI), a 
measure of weight related to height, was calculated for 
each student screened and assigned to one of the CDC’s 
four BMI categories which are based on age and sex-
specific BMI charts. 

Data analysis was used to ensure the information collected 
from these students represents the overall student 
population of the state.

In 2008-2009, 57.6% of the Tennessee students were 
classified as having a healthy weight, compared to 
56.8% in 2007-2008. While pediatric obesity rates are 
leveling off nationwide, this decline in the prevalence of 
obesity for Tennessee youth is both clinically and 
statistically significant.

8,000 more Tennessee 
children are at a healthy 
weight this year, compared to 
last year.  However, 39.0% of 
Tennessee students were still 
classified as either overweight 
or obese.

Two out of five students (39.0%) are still classified as either 
overweight or obese. One in five of Tennessee students 
were obese (21.9%), indicating that a significant number of 
students are at risk for future weight-related illnesses. 
While positive strides have been made, more work remains 
to be done.
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CSHCSHCSH County Schools
Tennessee Coordinated School Health Summary Report

2008-2009

Director of Schools: Dr. Clark Kensington Grades v : Ser ed PK-12
CSH Coordinator: Mary Marvelous Number c s: of S hool 999

Number of Students: 99,999
Percent r edu s: F ee/R ced Meal 99

CSH Highlights:

Childhood Obesity:
In  2008-2009, of students in your LEA were overweight or obese, based on having 
having body mass index measurements over the 85th percentile for age and grade.

Physical Activity Mandate:
In  2008-09, your LEA  reported  of  your  Elementary  schools, 

of  your  Middle  Schools,  and of your High Schools were in  
compliance with the "90 Minute Physical Activity Law".

School Nurses:
The total number of school nurses in  2008-09 in your LEA  was:

Health Screenings:
Health screenings in grades K, 2, 4, 6, 8, and high school totaled more than

Community Partnerships:
Your  LEA  reported  having  established community partnerships in 2008-2009.

Grants and In-Kind Funding:
In  2008-09  your  LEA  received in grants and in-kind gifts through the efforts of
CSH collaborations.
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Methodology
Evaluation Design 
A time series design, allowing for multiple observations of program outcomes, has formed the 
structure of the Tennessee Coordinated School Health (TNCSH) evaluation process since  the 
inception of the program.  This evaluation design has been in place from the first year of 
implementation of CSH in the pilot Local Education Agencies (LEAs) to what is currently the second 
year of statewide implementation (2008-2009).  While this evaluation methodology allows for a 
longitudinal examination of potential program impact, other contributing factors, such as policy or 
cultural change, cannot be ruled out.  

For each participating LEA, the first year of program implementation was also the initial year of data 
collection for program evaluation purposes.  Outcome variables at the system-level, school-level, and 
student-level were selected for the evaluation based on the insights of the TNCSH Advisory Board in 
consultation with the external evaluation team and the state Office of Coordinated School Health prior 
to beginning the implementation of CSH in the pilot LEAs.  These outcome variables, also called the 
TNCSH Indicators  (Appendix 1), are key measures for each of the eight components of CSH:  
physical activity; nutrition; comprehensive health education; school health services; staff wellness; 
student, family and community involvement; healthy school environment; and counseling, 
psychological and social services.  Two additional components were added for evaluation:  promoting 
and supporting academic outcomes and program administration.  

Evidence-based benchmarks are provided throughout the Annual Report for many of the Indicators.  
These benchmarks were developed to foster optimal health and academic outcomes.  In cases where 
Healthy People 2010  objectives were relevant; these objectives formed the basis of the goals for 
some Indicators.  In other cases, benchmarks were based on outcomes from published articles related 
to youth health and wellness.  The origin of the goals is footnoted in the Annual Report where 
applicable.  Further, some CSH benchmarks were matched with Tennessee Department of Education 
goals, and where applicable, with Tennessee state law.

Measurement
For the 2008-2009 academic year, data related to Indicators that addressed system-level and school-
level outcomes were provided by each participating LEA.  Secondary data pertaining to standardized 
achievement test scores, attendance, graduation rates, school-based student behavioral infractions, 
suspensions, and expulsions were provided by the Tennessee Department of Education.  Several of 
the Indicators that relate to student-level outcomes were the subject of individualized assessments of 
students in grades K, 2, 4, 6, 8 and at least one high school grade.  School-based personnel used the 
Tennessee School Health Screenings Guidelines  as a guide to ensure valid measurement for these 
student assessments.  Individual student assessments do not include identifiers (name or identification 
number) as a condition of student anonymity as agreed upon by the CSH Advisory Board and the East 
Tennessee State University Institutional Review Board.  The number of LEAs that submitted data for 
each data set and each Indicator has some variability over the years.  This fluctuation, while minimal, 
could be a factor in statewide rate changes observed between years.  Data were checked for out-of-
range values and duplications from one year to the next.  Data were confirmed with the LEA-based 
CSH coordinators when possible.  
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Additionally, the Tennessee Office of Coordinated School Health stipulation that individualized data be 
provided for students in “at least one high school grade” has resulted in the submission of student-
level data without actual grade levels specified for students in high school.  These students’ data for 
BMI are submitted with dates of birth, but not a specific grade level.  The BMI data are weighted to 
represent the entire school population, a process that requires exact grade levels.  For high school 
records, grades were assigned based on date of birth.  This estimation may introduce error since 
students’ ages in each grade can vary.  The time it takes to walk/run a mile is converted into a 
percentile based on student age and sex.  Mile run/walk data were reported by grade and sex.  
Therefore, age groupings were approximated based on grade level.  This process introduces added 
variation in the percentiles since there is a wide range of student ages in each grade.  Lastly, in using 
mile run times to approximate a level of fitness for students in high school, the 10th grade presidential 
score is used as a reference for all high school measures since most schools measure 9th graders and 
the test is measured in the spring semester.  

Data Analysis 
Outcomes of each TNCSH Indicator  are arranged by component area.  Frequencies and measures of 
central tendency (average or mean, median) are presented. 

Previous years’ data provided in this report, and include selected outcomes of the CSH pilot sites from 
the years ending in 2003, 2004, 2005, and 2006. Statewide outcomes are included from 2007-2008, 
the first year of expansion.  

Both weighted and unweighted data were used in the evaluation of statewide outcomes. In some 
instances, data were weighted to ensure that each respondent’s contribution to the overall results 
corresponds proportionally to his/her relative size in the survey population. Weighting data simply 
implies that statistical adjustments are made to balance the characteristics of the survey sample with 
the demographic characteristics of the general population. A combination of demographic 
characteristics from the survey population is used to develop the weights. These weights are then 
applied during the statistical analysis process resulting in outcomes that are generalized to the entire 
population. Weighting data does not mean that the respondent’s answer is changed. The weight 
represents the proportion of students in the survey population that each survey respondent 
represents. Unlike weighted data, unweighted data, also known as raw data, do not account for over-
or under-representation of population sub-groups within the sampling frame and therefore, may bias 
results when making inferences at a population level. Weighting data is the more appropriate method 
for generalizing results; however, unweighted data can also be used to investigate differences at a 
population level.
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Physical Education and Activity
Encouraging adequate physical activity and providing physical education for all students are the 
central tenets of the Coordinated School Health model. A comprehensive physical education program 
includes moderate to vigorous physical activity on a daily basis. Physical education includes 
curriculum, instruction, and assessment that begins in Kindergarten and continues through high school 
and meets the standards set forth in Tennessee Curriculum Standards  (USDHHS & USDA, 2008) and 
the Tennessee Physical Activity Policy  (TDOE, 2005). Physical education provides students with the 
knowledge and skills necessary to perform a variety of physical activities, to maintain physical fitness, 
and to value and enjoy physical activity as an integral part of a healthy lifestyle.

Students should have the opportunity to be physically active before, during, and after the school day. 
A supportive environment contributing to a healthy, physically active lifestyle involves collaboration 
between school and community organizations, successful partnerships with families, and role 
modeling by school staff. Also, having a sufficient number of certified physical education teachers for 
the student population is vital in achieving the goal of having students receive appropriate instruction 
in physical activity and wellness.

The benefits of participating in regular physical activity are well-established.  These advantages 
include: gains in school attendance, greater self-discipline (Bailey, 1973; Shephard, 1997; Taras, 
2005; Ortega, 2008), increased strength and endurance, building of healthy bones and muscles, 
weight control, reduced anxiety and stress, and potential improvements in blood pressure and 
cholesterol levels (USDHHS, 2008).  Physical activity is known to have positive effects on academic 
performance, mood, and self-esteem (Ortega, 2008).
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Physical Education and Activity 
(PAPE)    Indicators

SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Reported  "met" goal of providing physical education for 
all students by a certified physical education teacher1 NS NS

54.3% 
of all 
LEAs

100%

► Number of students per certified physical education 
teacher2

Median 
345

Median 
331

500 or 
less

► Met goal of at least one certified physical education 
teacher for every 500 students2 NA NA

► Percent of LEAs meeting goal of at least one certified 
physical education teacher for every 500 students2

Tennessee
2007-08 2008-09

No PE teachers reported 0.80% 0.00%
Did not meet goal 12.30% 9.30%

Met or exceeded goal 86.90% 90.70%

YRBS Middle School (unweighted) SystemName Tennessee
Goal*

Spring 2008 Spring 2008
► Percent of Middle School students who reported they 

participated in vigorous physical activity (physical 
activity that made you sweat or breathe hard for at least 
20 minutes a day on 3 or more of the past 7 days)3

71.60% 85%

► Percent of Middle School students who reported “on an 
average school day" that they watched 3 or more hours 
of TV3

43.10% Not 
established

► Percent of Middle School students who attended 
physical education class one or more days in an 
average school week3

76.60% 100%

YRBS High School (weighted) Tennessee
Spring 2007 Spring 2009 Goal*

► Percent of High School students who reported they 
participated in vigorous physical activity (physical 
activity that increased their heart rate and made them 
breathe hard some of the time for a total of at least 60 
minutes per day on 5 or more of the past 7 days)4

NS 39.7% 85%

► Percent of High School students who reported “on an 
average school day" that they watched 3 or more hours 
of TV4

38.3% 37.7% Not 
established

► Percent of High School students who reported 
enrollment in a physical education class4 39.2% 33.4% 100%

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
NS Not surveyed
NA Not applicable
1TNDOE 2007-2008 and 2008-2009 CSH Data and Compliance Report
2ETSU TNCSH Evaluation
3TNCSH Middle School Youth Risk Behavior Survey (YRBS), Spring 2008; unweighted data
4Tennessee High School Youth Risk Behavior Survey (YRBS) Spring 2007, Spring 2009; weighted data

ETSU TNCSH 2008‐2009 9



The “90 Minute Physical Activity Law” in Tennessee

The Centers for Disease Control and Prevention’s review of physical activity research resulted in the 
determination that school age youth should participate in 60 minutes or more of moderate to vigorous 
physical activity per day which is developmentally appropriate, enjoyable, and which involves a variety 
of activities (Fallon, 2007).   

Aware of the barriers hindering schools from fully integrating physical activity into the instructional day, 
the Tennessee General Assembly enacted legislation (TCA §49-6-1021) requiring every student to 
receive 90 minutes of physical activity per week during the normal school day throughout the school 
year. Teachers are required to document the number of minutes of physical activity offered during 
each school day. Incorporating physical activity is reported to have no negative effects on academic 
performance (Ahamed, 2007). When every participating student receives a minimum of 90 minutes of 
physical activity per week, the school is considered to be compliant with the law.  If students in one 
class or one grade do not receive the mandated minimum 90 minutes of physical activity, the school is 
non-compliant.

Physical Education and Activity 
(PAPE) Indicators

SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Percent of students in compliance with 
Tennessee’s 90 Minute Physical Activity Law 
by school level2

Elementary NA NA 71.10% 100%
Middle School NA NA 57.40% 100%

High School NA NA 36.90% 100%
► Percent of schools by median number of 

minutes students had physical education per 
week by school level2,3

Tennessee                                
2008-2009

0 minutes 30-60 minutes More than 60 
minutes

Elementary 2.20% 46.30% 51.50%
Middle School 15.00% 17.30% 67.70%

High School 85.30% 0.00% 14.70%
*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
NA Not available
1TNDOE 2007-2008 and 2008-2009 CSH Data and Compliance Report
2ETSU TNCSH Evaluation
3Physical Education was not always provided by a certified Physical Education teacher

ETSU TNCSH 2008‐2009 10



Student Performance on the Mile Run/Walk

Mile run/walk assessments provide some insights into students' fitness levels, and in particular the rate 
of overweight/obesity and levels of cardiovascular fitness.  There is benefit when comparing peer 
outcomes by grade level to nationally recognized standards (President’s Council on Physical Fitness 
and Sports for Mile Run/Walk  by gender). Students in grades 2, 4, 6, 8, and one grade in high school 
are required to complete the mile run/walk at least once during the school year. This measurement 
was not designed to assess individual speed, but rather to determine the median time all students take 
to complete the exercise by grade level. A student’s performance can then be compared to the median 
for his or her peers by school and grade. Students who complete the mile run/walk slower than the 
50th percentile of their peers are identified as at-risk students for cardiovascular fitness. The TNCSH 
goal requires times in all grades to be at or above the 50th percentile of the President’s Council on 
Physical Fitness  and Sports Standards  for the mile run/walk.

Mile Run Performance SystemName Tennessee Goal*
Males 2007-08 2008-09 2007-08 2008-09

► Number of male students participating1 1,500 2,000 62,376 83,002
► Percent of male students by categories of the 

Presidential Physical Fitness Mile Run Standards1

less than 50th 20.0% 10.0% 67.3% 66.7% 50th 
percentile 
or better

50th 60.0% 80.0% 22.1% 22.4%
85th and above 20.0% 10.0% 10.6% 10.9%

► Median male mile run percentiles Presidential Physical 
Fitness Standards1 2007-08 2008-09 2007-08 2008-09 Goal*

2nd grade 80 80 35 35

50th 

percentile 
or better

4th grade 70 70 30 30
6th grade 60 60 30 30
8th grade 50 50 25 20

High School 40 40 15 10
Females 2007-08 2008-09 2007-08 2008-09 Goal*

► Number of female students participating1 1,500 2,000 57,630 77,177
► Percent of female students by categories of the 

Presidential Physical Fitness Mile Run Standards1

less than 50th 20.0% 10.0% 62.30% 62.50% 50th 
percentile 
or better

50th 60.0% 80.0% 25.20% 25.20%
85th and above 20.0% 10.0% 12.30% 12.30%

► Median female mile run percentiles Presidential 
Physical Fitness Standards1 2007-08 2008-09 2007-08 2008-09 Goal*

2nd grade 75 80 40 40

50th 

percentile 
or better

4th grade 70 70 35 35
6th grade 60 55 35 35
8th grade 50 50 30 25

High School 40 40 20 20
*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
1ETSU TNCSH Evaluation
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Mile Run/Walk, percentile of male students, President's Council on Physical Fitness Standards, 
by grade, 2007-08 and 2008-09
SystemName

Mile Run/Walk, percentile of female students, President's Council on Physical Fitness 
Standards, by grade, 2007-08 and 2008-09
SystemName
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Nutrition Services
The Nutrition Services component of CSH is designed to assure access to a variety of nutritious, 
affordable and appealing meals which meet the nutritional requirements of all students. Providing 
students with healthy food options and equipping them to make wholesome dietary choices are prime 
objectives for CSH. 

The link between nutrition and learning is well documented (Frongillo, 2005). Healthy eating patterns 
are essential for students to achieve their full academic potential, full physical and mental 
development, and lifelong health and well-being. Under the guidance of the CSH Nutrition Services 
protocol, cafeteria personnel should encourage the consumption of wholesome foods, such as fresh 
fruits and vegetables and whole grains. Nutritionally balanced meals and snacks based on the Dietary 
Guidelines for Americans (USDDHS & USDA, 2005) should be provided at all schools. Students who 
are hungry or who do not receive a balanced diet will be less attentive in the classroom (Frongillo, 
2005).

Nutrition Services Indicators SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Percent of all students eligible for free or reduced 
meals1 54.50% 57.80% NA

► Number of students qualifying for free or reduced 
meals1 494,612 529,467 NA

► Percent participation of students eligible for free or 
reduced breakfast program2 42.60% 44.30% Not 

established

► Percent participation of total student body in breakfast 
program2 28.40% 30.00% Not 

established

► Percent participation of students eligible for free or 
reduced lunch program2 81.60% 82.90% Not 

established

► Percent participation of total student body in lunch 
program2 72.20% 73.00% Not 

established

► LEA has services of a Registered Dietitian3
NS NS 49% of 

all LEAs 100%

YRBS High School (weighted) Tennessee
Spring 2007 Spring 2009 Goal*

► Percent of high school students who drank three or 
more glasses of milk in the last seven days4 12.60% 11.20% Not 

established

► Percent of high school students who ate five or more 
servings of fruit and vegetables per day in the last 
seven days4

18.30% 18.10% Not 
established

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
NS Not surveyed
NR Not reported
1TNDOE 2008, 2009
2Compiled from October data from each school year, TNDOE School Nutrition Program
3ETSU TNCSH Evaluation
4Tennessee High School Youth Risk Behavior Survey (YRBS) Spring 2007, Spring 2009; weighted data
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Comprehensive Health Education
Comprehensive Health Education (CHE) addresses the physical, mental, emotional and social aspects 
of health and provides knowledge and skills which promote and enhance lifelong healthy behaviors. 
Beginning with Kindergarten and continuing through High School, CHE provides curriculum, instruction 
and assessment which meet the requirements of the Tennessee Curriculum Standards. Now that the 
second year of CSH’s statewide implementation is complete, the infrastructure and additional supports 
set in place will enable school personnel to target these healthy behaviors more effectively. 

In Tennessee, CHE training and materials have been provided to teachers in 82% of participating 
LEAs. The evidence-based program recommended by the state Health Education Specialist is the 
Michigan Model Curriculum (2009-2010 CSH Continuation Application). The Michigan Model 
Curriculum provides Comprehensive Health Education and promotes the practices of healthy eating 
and physical activity. 

Youth Risk Behavior Survey (YRBS)

The Youth Risk Behavior Survey (YRBS) was developed in 1990 by the Centers for Disease Control 
and Prevention (CDC) for the purpose of monitoring health risk behaviors that contribute to the leading 
causes of death, disability and social problems among youth and adults in the United States. The 
health behaviors monitored are: inadequate physical activity; unhealthy eating behaviors; tobacco use; 
sexual behaviors which may result in HIV infection, other sexually transmitted diseases and 
unintended pregnancies; alcohol and other drug use; and behaviors which contribute to unintentional 
injuries and violence. 

The TNCSH Middle School YRBS is administered in all LEAs biennially in even-numbered years. This 
survey includes items related to all categories of risk behavior except sexual behaviors. Data reported 
reflects the first statewide administration of the Middle School YRBS in 2008. The Tennessee High 
School YRBS is administered to a representative sample of Tennessee students statewide biennially 
in odd-numbered years.
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Comprehensive Health Education 
Indicators

SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Number of students per certified full time school health 
educator1

Median 
2480

Median 
3477 500

► Was a tobacco prevention program offered/presented to 
students?2 NS NS 81% of 

LEAs 100%

YRBS Middle School (unweighted) Spring 2008 Spring 2008 Goal*
► Percent of middle school students who have ever 

smoked a cigarette (even one or two puffs)3 30.70% less than 
21%

► Percent of middle school students who ever had a drink 
of alcohol, other than few sips3 32.80% less than 

9%

► Percent of middle school students who ever used 
marijuana3 9.80% Not 

established

► Percent of middle school students that have seriously 
thought about committing suicide3 19.50% Not 

established

► Percent of middle school students who described 
themselves as “slightly  or very overweight”3 28.30% Not 

established

► Percent of middle school students who are trying to lose 
weight3

49.10% Not 
established

► Percent of middle school students who were ever taught 
in school about AIDS or HIV infection3 56.30% 90%

YRBS High School (weighted) Tennessee
Spring 2007 Spring 2009 Goal*

► Percent of high school students who have ever smoked 
a cigarette (even one or two puffs)4 54.60% 50.70% less than 

21%

► Percent of high school students who ever had a drink of 
alcohol, other than few sips4 69.90% 67.90% less than 

9%

► Percent of high school students who drank alcohol in the 
past 30 days4 36.70% 33.50% Not 

established

► Percent of high school students who currently use 
marijuana4 38.10% 37.50% less than 

11%

► Percent of high school students that have seriously 
considered attempting suicide in the past twelve 18.30% 13.60% less than 8.0 

per 100,000

► Percent of high school students who described 
themselves as “slightly  or very overweight”4 27.90% 28.10% Not 

established

► Percent of high school students who are trying to lose 
weight4

43.60% 45.20% Not 
established

► Percent of high school students who have ever had 
sexual intercourse4 54.40% 53.40% Not 

established

► Percent of high school students who are currently 
sexually active (have had sexual intercourse in the past 40.30% 38.80% Not 

established

► Percent of high school students who were ever taught in 
school about AIDS or HIV infection4 88.90% 84.20% 90%

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
NS Not surveyed
1ETSU TNCSH Evaluation
22008-2009 and 2009-2010 CSH Continuation Application
3TNCSH Middle School Youth Risk Behavior Survey (YRBS), Spring 2008; unweighted data
4Tennessee High School Youth Risk Behavior Survey (YRBS) Spring 2007, Spring 2009; weighted data
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Body Mass Index (BMI)

In the United States, the prevalence of obesity among 6- to 11-year-old children has more than 
doubled in the past 25 years, rising from 6.5% in 1980 to 17.0% in 2006, however this trend is leveling 
off nationwide (Ogden, 2010). Obesity is associated with poor quality of life. Quality of life refers to the 
physical, psychological and social effects on one’s health which are the result of one’s beliefs, 
expectations and experiences. The diminished quality of life caused by childhood obesity can persist 
into adulthood (Fallon, 2005; Nelson, 2002).

The estimated and direct cost of obesity was approximately $117 billion per year nationwide in 2001 
(USDHHS, 2001). Tennessee’s adult obesity rate is the 4th highest in the nation and Tennessee ranks 
44th on America’s Health Rankings by the United Health Foundation. Since overweight adolescents 
experience an increased risk of becoming overweight adults, these statistics should raise considerable 
concern (Janssen et al., 2005). In addition, there is growing evidence to suggest longitudinal trends 
must be reversed to promote improved long-term health in adults (Nelson, 2002). 

Body Mass Index (BMI) is a measure of weight relative to height. BMI is a statistically valid means for 
determining a child’s risk of becoming an overweight adult with corresponding health-related 
pathologies such as cardiovascular disease, diabetes, and hypertension (Janssen et al., 2005). As a 
requirement for CSH data collection, LEAs assess heights and weights of students in grades K, 2, 4, 
6, 8, and one high school grade. For each student screened, BMI is calculated and the result is 
assigned to one of the CDC’s four categories of weight. The CDC’s BMI categories are based on age- 
and sex-specific charts and are expressed as follows: underweight (≤ 5th percentile), healthy weight (> 
5th percentile to < 85th percentile), overweight (≥ 85th percentile to < 95th percentile), and obese (≥ 95th 

percentile). Although not all students in these grades were assessed, the information that was 
collected is representative of all students in the state.

Obesity and Body Mass Index (BMI) Tennessee Goal*
2008 2009

► Tennessee adult obesity ranking in U.S. (highest = 1; 
lowest = 50)1 4 4 50

► Tennessee’s National Health Ranking (Healthiest = 1; 
Unhealthiest =50)1 47 44 1

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
1America’s Health Rankings  (United Health Foundation, 2009) 
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Tennessee
Body Mass Index (BMI) (weighted)
► Number of students measured for Body Mass Index (BMI)2 

Males Females Total
2007-08 2008-09 2007-08 2008-09 2007-08 2008-09

Actual number of students measured 92,620 116,996 85,598 108,465 178,218 225,461
Number of students measured – weighted 
frequencies 232,046 236,745 216,690 219,244 448,736 455,989

Tennessee 2007-2008 
► Percent of students per BMI classification for grades K, 2, 4, 6, 8, and one grade in high school2

K 2 4 6 8 HS Total
Underweight 2.9 2.6 2.5 2.5 1.4 1.8 2.2

Healthy Weight 63.7 58.7 54.3 53 55.8 56.5 57
Overweight 16.2 16.3 17.5 18.5 18.9 18.7 17.8

Obese 17.2 22.4 25.7 26 23.9 23.0 23.0
Tennessee 2008-2009

► Percent of students per BMI classification for grades K, 2, 4, 6, 8, and one grade in high school2

K 2 4 6 8 HS Total
Underweight 6.3 4.6 3.3 3.2 1.8 2 3.3

Healthy Weight 62.9 59.9 54.5 53.9 56 57.8 57.7
Overweight 14.8 15.6 17.8 18.3 18.4 17.6 17.1

Obese 16 19.9 24.4 24.6 23.8 22.6 21.9

SystemName
Body Mass Index (BMI) (weighted)
► Number of students measured for Body Mass Index (BMI)2 

Males Females Total
2007-08 2008-09 2007-08 2008-09 2007-08 2008-09

Actual number of students measured
Number of students measured – weighted 
frequencies

SystemName 2007-2008 
► Percent of students per BMI classification for grades K, 2, 4, 6, 8, and one grade in high school2

K 2 4 6 8 HS Total
Underweight 2.9 2.6 2.5 2.5 1.4 1.8 2.2

Healthy Weight 63.7 58.7 54.3 53 55.8 56.5 57.0
Overweight 16.2 16.3 17.5 18.5 18.9 18.7 17.8

Obese 17.2 22.4 25.7 26 23.9 23.0 23.0
SystemName 2008-2009

► Percent of students per BMI classification for grades K, 2, 4, 6, 8, and one grade in high school2

K 2 4 6 8 HS Total
Underweight 2.9 2.6 2.5 2.5 1.4 1.8 3.2

Healthy Weight 63.7 58.7 54.3 53.0 55.8 56.5 68.2
Overweight 16.2 16.3 17.5 18.5 18.9 18.7 12.2

Obese 17.2 22.4 25.7 26 23.9 23.0 25.0
*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
2ETSU TNCSH Evaluation weight frequencies
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Body Mass Index (BMI), Percent of students by weight status and gender; TNCSH 2007-08 and 
2008-09

CHART

Body Mass Index (BMI), Percent of students by grade; TNCSH 2008-09
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Health Services 
In Tennessee, on-site Comprehensive School Health services are provided in many schools. The CSH 
component of School Health Services is instrumental in reducing or eliminating many obstacles that 
may compromise a student’s academic success and potentially accounts for interventions which could 
change the course of his or her future health.  While school-based health services are available to all 
students, research reveals students with chronic health and dental conditions and those with no health 
insurance benefit most (Silberberg & Cantor, 2008; Joost et al., 1993).

School nurses care for students with acute health concerns, administer first aid, and offer 
management of chronic health conditions such as asthma, diabetes, and mental health issues. 
Furthermore, nurses conduct or oversee health screenings and referrals of students for vision, 
hearing, scoliosis, blood pressure, body mass index, and dental needs in accordance with the 
Tennessee Department of Education’s School Health Screening Guidelines.

Health Services Indicators SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Number of students per school nurse as reported by 
CSH Coordinator1 3,785 500 Median 

740
Median 

762 750

► Number of student visits to the school nurse1
45,125 57,225 1,483,619 2,700,234 Not 

established

► Number of students who visited the school nurse and 
returned to class1 40,000 52,000 1,001,338 1,654,609 Not 

established

► Percent of students who visited the school nurse and 
returned to class1 54.2% 85.3% 67% 61.30% Not 

established

► Number of visits to nurse per student1 2 2.9 Not 
established

► Number of schools with a school-based clinic2
NS NS 54 Not 

established

► Number of health screenings1
732,524 1,029,091 Not 

established

► Number of referrals1
104,532 116,659 Not 

established

► Percent referred of screened1
14.30% 11.30% Not 

established

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
NS Not surveyed
NR Not reported
1ETSU TNCSH Evaluation
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Number of students per school nurse; 2007-08 and 2008-09
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Percent of students who visited the school nurse and returned to class; TNCSH 2007-08 and 
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Promoting Staff Health and Wellness
An on-site school health promotion program, often referred to as a wellness program, is designed to 
encourage all school staff members to pursue a healthy lifestyle. Programs are designed to promote 
the physical, social, emotional, and mental health of school employees, thus advancing the goal of 
improved health, morale, and personal commitment to the school’s CSH initiatives. Health and 
wellness programs are beneficial to the entire school community. The CSH model incorporates 
opportunities for staff members to participate in physical fitness programs, diet and nutrition programs, 
and Healthy School Teams.  Healthy School Teams are school-based site teams comprised of school 
administrators, faculty, and staff as well as parents, community members, and students.  For CSH to 
succeed, it is imperative staff members model behaviors that encourage positive health outcomes 
among students. Such personal commitment to a healthy lifestyle lends greater support to the 
promotion of healthy lifestyle choices by students.

Role modeling by teachers, staff, and other school personnel has been shown to affect adolescent 
behaviors (Atkins, 2002). Poor lifestyle choices made by staff members reinforce negative behaviors 
among students (Rossiter, 2007). Eaton, Marx, and Bowie (2007) affirm school employees who 
participate in wellness programs experience beneficial health outcomes such as reduced 
absenteeism, increased physical activity, weight loss, and improved quality of life.

Promoting Staff Health and Wellness 
Indicators

SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Percent staff attendance1 95.90% 97.70% 96%
► Percent of staff participating in wellness programs1 32.30% 31.50% 50%
► Percent of staff on Healthy School Teams1 22.0% 51.2% 9.40% 8.00% 25%

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
1ETSU TNCSH Evaluation
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Student, Family, Staff, & Community 
Involvement
The Student, Family, Staff, and Community Involvement component of CSH reflects the awareness 
that health and academic performance are not the sole responsibility of the public school system. 
Student health and academic performance is the shared responsibility of school administrators, school 
staff, students, family, and the community. The collaboration and partnerships which exist between 
CSH coordinators and community leaders (parents, students, community representatives, healthcare 
specialists, and volunteers) are essential to the cultivation of an environment in which students can 
thrive academically and in which they can develop into healthy adults. Families and members of the 
community also benefit from ongoing health education opportunities, activities, and resources 
provided through CSH partnerships.

Research affirms the effectiveness of broad-based community involvement in improving student 
academic achievement, program quality, school climate, and safety (McDonald, 1997; Noonan, 2004; 
Ryan, 1994). Furthermore, pursuing broader community partnerships ensures not only the healthy 
development of students, but the community at large (Michael, Dittus, & Epstein, 2007). Researchers 
emphasize the importance of parental involvement, in particular, in shaping children’s health-related 
behaviors (Blake, 2001; Kumpfer, 1999; Miller, 1998; Welk, 1999). It is evident; therefore, family and 
community play integral roles in children’s health outcomes. If schools desire to make a significant 
difference in the health behaviors of students, they must work in alliance with students, their families, 
and leaders from the communities which surround them.

Students, family members, staff, and volunteers serve on School Health Advisory Councils (SHACs), 
Healthy School Teams, coalitions, and broad-based partnerships. Prime functions of community-
based partnerships include building support and enthusiasm for school health programs and creating 
mechanisms for sustainable change in health and academic outcomes.  These partnerships expand 
the capacity of schools to address the health needs of Tennessee children. 
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Student, Family and Community 
Involvement Indicators

SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Percent of parent and community representation and/or 
involvement in School Health Advisory Council (SHAC)1 52.70% 60.50% 50%

► Percent of parent and community representation and/or 
involvement in Healthy School Teams1 18.90% 21.70% 50%

► Percent of County Health Council members 
representing public education K-121 29.10% 32.00% 20%

► Average number of community/corporate sponsors and 
volunteers who took an active role in CSH activities1 34 50.3 Not 

established

► Median number of students participating in student-led 
CSH health initiatives1 240.6 236.5 Not 

established

► Median number of students assisting CSH activities1 212.6 201.9 Not  
established

► Grants and in-kind funds to LEA due to work of CSH 
Coordinator2 ########## ########## Increases 

annually

► Total number of active CSH partnerships2 1,688 2,839 Not  
established

► Number of community partners2
45 52 Average 

13.4
Average 

21
Not 

established
*Evidence-based goals were developed to foster optimal health and academic outcomes.
1ETSU TNCSH Evaluation
2TNDOE 2007-2008 and 2008-2009 CSH Data and Compliance Report
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Healthy School Environment
A Healthy School Environment is contingent on two things: the physical surroundings of the school 
and the school’s climate and culture. Healthy physical surroundings depend on the structure and 
aesthetics of the school. A school’s climate and culture is the combination of both formal and informal 
policies, procedures, activities, programs, and facilities, all of which affect the attitudes and behaviors 
of every student, staff member, parent, and visitor. Within each LEA, school administrators play a key 
role in creating a positive working environment for staff members, an environment conducive to 
learning and healthy development for students, and an environment welcoming to families (National 
Center on Addiction and Substance Abuse, 2001).

As a fundamental principal of CSH, the model emphasizes the shared responsibility of school 
administrators, faculty, students, family members, and community partners to foster a healthy school 
environment. Maintenance and improvements to school facilities and grounds, policy revisions, training 
and educational opportunities for students, faculty, and members of the community, student support 
groups and alliances, and countywide cooperatives are just a few examples of the methods employed 
by LEAs across Tennessee to promote a healthy school environment.

Research suggests a healthy physical environment and 
wholesome school climate provide a solid foundation for a 
positive learning experience, productivity, good health, and 
safety for students, faculty and staff.  A positive school 
climate reflects the degree to which students believe the 
adults and peers at their school care about their learning 
and about them as persons. Research indicates students 
who feel connected to their school are more likely to 
engage in healthy behaviors and to succeed academically. 
These students are also less likely to use alcohol and other 
drugs, miss or drop out of school, engage in sex at an early 
age, or to be involved in violence or behaviors which 
increase their risk for injury (Lanningham-Foster, 2008; 
Lee, 2004). In contrast to a healthy school environment, 
socially disruptive behaviors (e.g. vandalism, bullying, 
assault, verbal abuse of teachers, classroom disorder) may 
contribute to an environment in which violence and crime 
occur.   It is important to note students are less likely to be 
victims of violent crime at school than away from school 
and all forms of crime in schools have decreased between 
1992 and 2005 (National Center for Educational Statistics 
and Bureau of Justice Statistics).

ETSU TNCSH 2008‐2009 24



Healthy School Environment 
Indicators

SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Percent of CSH LEAs by number of firearm or weapon 
violations per 1000 students 1

0 violations NA NA 76.20% 74.20% 100%
0-2 violations NA NA 18.10% 23.40% 0%

More than 2 violations NA NA 5.20% 2.40% 0%
► Rate of firearm or weapon violations per 1000 students1

NA NA 0%

► Rate of drug and alcohol violations per 1000 students1 Median 
3.2

Median 
2.8 2

► Rate of tobacco incidents per 1000 students1 Median 
3.6

Median 
3.9 2

► Rate of fights/violent acts per 1000 students1 Median 
20.4

Median 
18.7 20

► Percent of total students suspended or expelled2
9.20% 8.20% 2.00%

► Number of Student Resource Officers (SROs)1
NA Median 

2
Not 

established

YRBS Middle School (unweighted) Spring 2008 Spring 2008 Goal*
► Percent of Middle School students who have ever been 

in a physical fight in which they were hurt and had to be 
treated by a doctor or nurse3

6.30% Not 
established

YRBS High School (weighted) Tennessee
Spring 2007 Spring 2009 Goal*

► Percent of High School students who have ever been in 
a physical fight in which they were hurt and had to be 
treated by a doctor or nurse4

5.10% 3.60% Not 
established

► Percent of High School students who did not go to 
school on one or more of the past 30 days because they 
felt unsafe at school or on their way to or from school4 8.50% 5.60% Not 

established

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
Changes in these indicators may be due to the increase in the number of systems that submitted data across the years and a variation in LEA 
policies as to when and how a violation is recorded. 
NA Not available
1ETSU TNCSH Evaluation
2Tennessee Department of Education
3TNCSH Middle School Youth Risk Behavior Survey (YRBS), Spring 2008; unweighted data
4Tennessee High School Youth Risk Behavior Survey (YRBS) Spring 2007, Spring 2009; weighted data
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Counseling, Psychological, and Social Services
The Counseling, Psychological, and Social Services component of CSH is designed to provide these 
services to every student in order to assess and optimize their mental, emotional, and social health. 
Developmental classroom guidance activities and preventative educational programs are provided in 
an effort to enhance and promote academic, personal, and social growth. Mental health professionals 
provide personal and academic assistance, assessments, counseling, and referrals to community 
agencies.

Timely interventions with students can be accomplished by providing adequate numbers of mental 
health professionals in schools. The mental health professionals employed by LEAs includes 
counselors, psychologists, and social workers. Students whose health needs are met holistically by a 
multi-disciplinary team of school-based and school-linked professions are better able to focus on 
achieving academic success. School guidance counselors are responsible for developing the school 
guidance curriculum, individual student planning, responsive services, and system support. 
Psychologists provide assessment, behavioral health, and support according to need. Social workers 
often act as the liaison between school services and community agencies and can provide individual, 
group, and family counseling, crisis intervention, referrals to community resources, instruction in 
parenting skills, anger management therapy, and a variety of other services as needed.

The professional skills of counselors, psychologists, and social workers, along with school health 
nurses, are utilized to provide coordinated “wrap around” services which contribute to the mental, 
emotional, and social health needs of students, their families, and the school environment (Nelson, 
2002). School counselors have been shown to reduce the amount of disruptive behaviors in class, to 
reduce the incidence of aggressive and bullying behaviors, and to serve as effective primary 
interveners for issues such as drug use and sexual harassment (2002). Mental health professionals 
can make significant contributions to creating a healthy and safe school environment (Noonan, 2004). 
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Counseling, Psychological and Social 
Services Indicators

SystemName Tennessee Goal*
2007-08 2008-09 2007-08 2008-09

► Number of students per certified school counselor1 Median 
435

Median 
434 500

► Number of students per certified school social worker1
** Median 

9695 1,500

► Number of students per certified school psychologists1 Median 
2317

Median 
2277 1,000a

► Percent of time counselors spend on each area of 
responsibility1 

Curriculum Planning Median 
30%

Median 
30% 30%b

Individual Planning Median 
14%

Median 
15% 20%b

Responsive Services Median 
22%

Median 
27% 35%b

Program Support Medina 
13%

Median 
13% 15%b

Non-counseling Activities Median 
10%

Median 
10% 0%b

► Percent of LEAs meeting goal of at least one counselor 
for every 500 students1

Tennessee
2007-08 2008-09 Goal*

No counselors reported 0.00% 0.00% 0%
Did not meet goal 24.00% 27.90% 0%

Met or exceeded goal 76.00% 72.10% 100%
► Percent of LEAs meeting goal of at least one social 

worker for every 1500 students1
Tennessee

2007-08 2008-09 Goal*
No social workers reported 53.00% 48.00%

Did not meet goal 35.90% 42.40%
Met or exceeded goal 11.10% 9.60% 100%

► Percent of LEAs meeting goal of at least one school 
psychologist for every 1,000 students1

Tennessee
2007-08 2008-09 Goal*

No school psychologists reported 18.60% 13.50%
Did not meet goal 74.60% 74.60%

Met or exceeded goal 6.80% 11.90% 100%
*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
**53% of LEAs did not have a social worker
aCharvat, 2005
bGysbers, 2000
1ETSU TNCSH Evaluation
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Promoting and Supporting Academic 
Performance
In the 1992 National Action Plan for Comprehensive School Health Education, the American Cancer 
Society, and over 40 national health, education, and social service organizations asserted that 
“education and health are interdependent systems.”  Contributors concluded that “healthy children are 
in a better position to acquire knowledge,” further cautioning that no curriculum is “brilliant enough to 
compensate for a hungry stomach or a distracted mind” (ACS, 1992). The Healthy Youth division of 
the CDC (2009) asserts that health-risk behaviors such as violence, substance abuse, and physical 
inactivity often affect students’ school attendance, grades, test scores, and ability to concentrate in 
class and are consistently linked to academic failure. Multiple studies have concluded that the 
coordination of services and the provision of evidence-based programs contribute to a student’s sense 
of connectedness to his or her school, ultimately serving to reduce health-risk behavior (Shephard, 
1997; Swingle, 1997; Deway, 1999; Mandel, 1999; Drake, 2003; Ellickson, 2003).

Academic Performance Indicators SystemName Tennessee Goal*2007-08 2008-09 2007-08 2008-09
► Percent attendance K-8 in LEAs1 Median 

95.2%
Median 
95.4% 93%a

► Percent attendance HS in LEAs1 Median 
93.7%

Median 
94% 93%a

► Percent promotion K-8 in LEAs1 Median 
98.3%

Median 
98.6% 97%a

► Cohort dropout rate HS (%) in LEAs1
2.5% 9.2% Median 

6.5%
Median 
5.6% <10%a

► Percent of HS students graduating in LEAs1
42.8% 85.2% Median 

87.9%
Median 

89% 90%a

► Percent of K-8 students proficient and advanced in 
Reading, Writing, Language Arts in LEAs1

Median 
93%

Median 
92% 89%a

► Percent of K-8 students proficient and advanced in Math 
in LEAs1

Median 
90%

Median 
91% 86%

► Percent of high school students proficient and advanced 
in Reading, Writing, Language Arts in LEAs1

Median 
93%

Median 
93% 93%a

► Percent of high school students proficient and advanced 
in Math in LEAs1

Median 
93%

Median 
94% 83%a

► Writing level assessment score 5th grade (Range: 0 to 
6) in LEAs1

Median 
4.1

Median 
4.1 4.0a

► Writing level assessment score 8th grade (Range: 0 to 
6) in LEAs1

Median 
4.2

Median 
4.2 4.0a

► Writing level assessment score 11th grade (Range: 0 to 
6) in LEAs1   

Median 
4.0

Median 
4.0 4.0a

► Composite ACT scores in LEAs1 Median 
20.2

Median 
20.2 21a

YRBS Middle School (unweighted) Spring 2008 Spring 2008 Goal*
► Percent of MS students who describe their grades as 

"mostly D's and F's"2 5.90% Not 
established

*Evidence-based goals were developed to foster optimal health and academic outcomes, and were developed based on Healthy People 2010 
objectives as well as on outcomes from published articles related to youth health and wellness. These goals have been matched with TNDOE goals.
a Tennessee Department of Education Goal
1Tennessee Department of Education 6.5% 5.6%
2TNCSH Middle School Youth Risk Behavior Survey (YRBS), Spring 2008; unweighted data 87.9% 89.0%
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Graduation Rate; TNDOE 2007-08 and 2008-09
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Tennessee Coordinated School Health Equals 
Hope for the Future
Duplication of scarce resources and services is minimized with the presence of a CSH Coordinator in 
school districts.

► Building capacity to improve student health through community partnerships.
► CSH Coordinators established over 2,800 partnerships with county health 

departments, universities, businesses, hospitals and non-profit organizations.
► Over 12 million dollars in grants and in-kind funds were brought to Tennessee LEAs 

during the 2008-2009 school year due to the work of the CSH coordinators.

► Statewide, more children are at a healthy weight now when compared to a year ago. 

► Over one million student health screenings resulted in over 100,000 referrals for needed 
health care and intervention. Health concerns included BMI, vision, hearing, dental, blood 
pressure and scoliosis.

► The basic health needs of students are addressed with collaboration among parents, schools 
and communities utilizing the CSH eight component model.

Key Action Steps for the Future
Moving Toward a Healthier Future

Tennessee’s adult obesity rate is the 4th highest in the nation and Tennessee ranks 44th on America’s 
Health Rankings by the United Health Foundation (2009). 

Action Steps

► Continue to utilize CSH to address effectively the problem of pediatric obesity, which offers 
long-term solutions to rising adult obesity rates and future increases in health care costs 
statewide.

► Provide education and the support needed to promote positive behaviors among children. 
Continued funding of CSH will ensure sustainability and expansion of these efforts.

► Include health-related goals in school reform efforts and policy development to emphasize the 
proven link between health and academics.

► Continue to provide legislative leadership and support to serve as a model for the nation. 
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