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ABSTRACT 

The purpose of this study is to explore what being a teacher using a Comprehensive 

School Health (CSH) approach means to four health teachers. The need for CSH stems from 

the realization that the most serious and threatening health problems are primarily related to 

personal decisions and lifestyle choices which are almost always dsveloped andlor sustained 

during the school years (Kolbe, 1993). CSH is cunently understood more conceptually than 

practically. There appears to be little or no symbiosis between CSH theory and practice 

reported in the literature. This study seeks to give authenticity to CSH prasis by proieiding 

specific situations and practical leaming experiences that create and refine CSH theop. 

In-depth. semi-structured inteniews ivere conducted with each of four participants. 

Bassd on the conversations in these in ten ieus  the information ivas organized into four 

themes. Thsse thsmes become pan of a metaphor. which compares a heart and cardiac 

conditions to CSH. The three cardiac themes are: (a)  Megaheartopia is a fictirious ailnient 

that is characterized by the participant's caring and hopeful nature. (b) Bradycardia describes 

how CSH is sloiver and less efficient than it could be. and (c) Arteriosclerosis discusses the 

sevue blockages that inlpedc the efficiency of the CSH components. The founh themc 

provides the basis for a discussion of the "cardiac care unit." the team of individuals u h o  

address rhese conditions. 

From the findings of this study. a clear picnire emerges of what being a CSH teacher 

means to these four participants. The participants describe a unique profile of the CSH 

teacher and iIluminate the successes and challenges of the elements of CSH. The findings are 

discussed under four headings. The first section entitled "1s There A Doctor in the House?" 
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discusses the need for coordination in CSH. Although there are no officiai coordinators of 

CSH. each participant assumes a leadership role. particularly in the area of instruction. 

The second section entitled "Coping with a Heart Disease" discusses how the 

participants cope with obstacles when implementing CSH. Chronic Iack of tirne. money and 

inadeqiiare and inaccessible resources obstruct optimum functioning of CSH and contribute 

to the participants' sense of hstration, To cope with their frustrations. participants avoid 

issues related to dsveloping healthy school policies and extensive parental involvement. 

The third section. "Bsing a Cardiac Tearn Member." examines the relationships 

bet\veen teachers and health senice professionals and also illuminates tuo  Isvels of teacher 

initiated community in\-olvenient. A variety of po~ver stniggles between health senice 

agencirs and teachers dernonsrrate the complesity of the role of the CSH teacher. 

Unable ro neglect the obvious needs of students in crisis. the participants are forced to 

stay groundcd in the students' dailq lives. The final section. "Valuing the Patient" analyzes 

how teachrrs maintain their comrnitment to CSH through strong bonds with iheir studrnts 

and by t'ocusing on health instruction. Their commitment to health education is energized by 

thsir sense of morai obligation to sttive to improve health conditions for their students. 

The stud). concludes with a closing statement that argues the need to irnprove 

conditions for primaq health interventions and draws attention to systemic concerns. 
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CHAPTER 1: THE PROBLEM 

The young people of today face health problems v e q  different frorn past generations 

of children \vho died from diseases such as smallpox and polio. Once vacciries were 

discovered. immunization \vas the key to significantly reducing the numbsr of mortalities. 

Fsw people now suffcr the ravages of communicable diseases: but children continue to die as 

a result of modern maladies, narnely motor vehicle accidents (alcuhol and other dnigs are a 

major factor in injury and dectth). unintentional injuries, homicide and suicide. al1 of which 

are potentiall) preventable. '.social" issues (Black. 1997: Kann et al.. 1998: Statistical Report. 

1999). The vaccine for thess contemporav health issues has been largely developed. '-et the 

dissemination of the vaccine is far more complex than an injection ~ . i t l i  a s>.ringe fillrd \vitIl 

a concoction of antigens. Today. children need to de\.elop kno~vledge. attitudes. behaviours 

and social support that \vil1 act as the irnmunization against needless deaths or suffering 

(\lason. 1969). 

The concept of school health has evolved drarnatically from the 1940s. uhen health 

\\as drfinsd as the absence of disease. to current ideas that health embodies a much more 

Iiolistic perspective. Currently in North America. inclusive approaches to school health 

promotion are referred to as Comprehensive School Health (CSH). CSH is "a broad 

spectrum of programs. policies. activities and senices that take place in schools and their 

surrounding communities" (Canadian Association for School Health [CASH]. 199 1 ). As 

McCall ( 1999) describes it. "the approach is designed to affect not only individual health 

behaviours. but also to improve the environments where young people live and learn" (p. 4). 

Specificall!~. CASH (1991) focuses on an integrated approach to CSH. using specific 

stratesies uithin four categories of rneans: instruction. health services. social support and 
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physical environment. It ernphasizes the need for collaboration between schools. students, 

families and cornrnunities and the importance of leadership from elected officials. adequate 

funding. effective administrative support and appropriate policy. 

%'hile there is certainly research that provides supportive evidence for school health 

(Anderson 8: Thorsen. 1997: Kolbe. 1985; Metropolitan Life. 1988: Report of the 1990 Joint 

Committee on Health Education Terminolog. 1991 : Seffrin. 1990) there still is a trernendous 

amount of ii.ork that needs to be done to fully understand CSH. It is currently understood 

more conceptuall! than practically (Anderson et al.. 1999). Current literature outlinos 

definitions. frameworks and strategies but there are few nationally documented studies of 

CSH in practice (Allensivorth. 1994). Very little is known about how teachers actualize the 

CSH ideals and hoii this actualization affects the way they teach and understand CSH 

programs. 

Even though there is significant evidence of a rich body of academic discourse 

contemplating the promises and perils of CSH. it is critical to note that CSH is more than an 

insritutional constnict. Teachers must connect personally with the philosophy that drives 

CSH in order to interact intensely and effectively with the students and the acti1,ities. 

Esploration of the lived experience of teachers who are teaching health education from a 

CSH perspective has not been reported in the literature. particularly Canadian literature. and 

thus veT  little is k n o w  about CSH as a lived realih. 

Because CSH theory is currently not informed by practice. there appears to be little or 

no reciprcicity or symbiosis benveen theory and practice. This neglected negotiated realiry of 

CSH is what intrigues me. 1 am confident that the basic premise and the general philosophy 

of CSH are ivsll prounded and must guide the intentions and interventions in schools and 
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cornmuniries in the 2 1" century. However. the potential for this theory will only be 

optimized when feedback from the practice provides the necessary link as praxis. 

DEFlNlTIONS 

Conipr.ehrnsii*r Sckool Hralth (CSH). C S H  is an approach which includes a broad 

spéctrum of activities and senlices which take place in schools and their surrounding 

communities in order to enable children and youth to enhance their health. to develop to 

thsir fullest potential. and to establish productive and satisfying relationships in their 

present and future lives. I t  incorporates the following strategies. instruction. senices. 

suppon and en~ironment (CASH. 199 1 ). 

Coniprelten.sii*e Sclrool Hecilrh Edlrcation (Instrzrction). C S H  education is health education 

that is a planned. sequential prekindergarten to Grade 12 curriculuin that addresses tht  

ph1,sical. mental. emotional and social dimensions of health and is designed to motivate 

studrnts io promote health and not merely prevent disease (Xational Professional School 

Hsalth Education Organization VPSHEO]. 1984). 

C'rrrcio:\t T ~ I I C ~ I L ' I * .  This is a teacher ivho has met the requirements outlined by 

Saskatchenan Education for ri Catalyst Teacher and lias been selected and is citrrently 

participating in this program. The Saskatchewan Education selected practicing. Middle 

Le\.el I~ealth teachers from a variety of regions in the province tu participate in this 2-year 

program ivhich enables them to be seconded up to 10 days per year for curriculum in- 

semice. Each year the teachers are trained in a 2-day workshop which "certifies" them to 

conduct Middle Level Health Cumculum irnplementation workshops. which aIso describe 

CS!-!* 
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PCRFOSE OF THE STUDY 

The purpose of this qualitative study is to explore what being a teacher using 

Comprehensi1.e School Health (CSH) has meant to four health teachers. In doing this study. 

a profile can be created and knowledge gained about the role of CSH in schools where there 

is a Catal!*st Health Teacher who is intimatel? involved with the implementation of the 

curriculum endorsing CSH. Primarily. the study will explore what it  means to be engaged in 

the role of the CSH teacher. 

This study presents the teacher's role in CSH. however. this role is only a small 

portion of a much larger picture in terrns of understanding the roles of other key members in 

CSH. 

THE RESE-ARCH PROBLEM 

The ressarch question on ivhich this study is based is: What does it mean to be a 

teacher who is attempting to implement a Comprehensive School Health approach? 

The subproblems focus on learning what teachers pe rce i~ t  their role in CSH to be and 

what the!. perceive thrmselves as capable of doing and changing. There is also a need to 

focus on understanding how the teachers perceive each of the four main elements of CSH 

(instruction. healthy environments. social supports and health services) and how thess 

perceptions reflect both obstacles and advantages in implementing CSH. 

SIGNIFICAKCE OF THE STUDY 

Anderson et al. (1999) have suggested that more research needs to be done to 

understand the intricacies of the various components of CSH (school policies. relationships 

with the community. the role of health services. cost effectiveness and professional 
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developmsnt). At the same time. they have stated that CSH is more of a concept than a 

reality. This is evidenced through the fact that the voice of teachers is virtually nonexistent 

in the literature. In Saskatchewan. Catalyst Teachers are a CSH reality and. if given a voice. 

could contribute to the "realness" of CSH. Currently. the renewed Middle Level Health 

Curriculum has bcen implemented too recently for general classroom tearhers to provide 

appropriate data for this study. The individuals best suited to explore and get an adequate 

reading of the CSH pulse are the CataIyst Teachers who are also classroom teachers. Catal>*st 

Tsachers are at the heart of'school health in Saskatchewan and i t  is timely to study this 

population. 

This study \vil1 deepen the understanding of how the ideals of CSH are actualized. 

Through the narrative stories of the participants. the realities of being a CSH teacher \vil1 bs 

illuminatsd. Also. this h o ~ v l s d g e  \vil1 contribute to a grsater understanding of the actual 

challenges and successes of CSH in a proiincial serting. Most imponantly. it \vil1 give 

authenticity and "life" to CSH praxis by providing a context. specific situations and learning 

sspsrirncss that. in practice. m a t e  and refine CSH theoy. Linderstanding the teachsr's 

psrspectii.~ ma! s e n e  to improve our ability to overcome some of the obstacles related to 

CSH and perhaps enhance sociep's understanding and appreciation of the CSH approach. 

DELIR.IITATIONS, LIMITATIONS AND ASSUMPTIONS 

This study has certain delimitations. Iimitations and assumptions. which do not allow 

for funher generalization of this study beyond the four participants. This research presents 

the experiences and stories of four Catalyst Health Teachers in different school divisions in 

urban and rural Saskatchewan. Each teacher has been a part of the Catalyst Teacher program 
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since its inception in 1997. Limiting the number of participants in this way, and recognizing 

that these teachers have had special in-service training in CSH and unique experiences as 

Catalyst Health Teachers. preclude an examination of others' experiences. which rnay be v e n  

different from these four. 

While none of the participants were more than slight acquaintances. 1 had conversed 

and been in catalyst groups with them in the past. Additionally, they know that in al1 

likelihood our professional paths could cross again because of our common interest in health 

education and the small network that esists in Saskatchewan. This rnay have affected the 

intenk\vs in that the participants may have spoken more freely with someone with whom 

the! had an established and trusting relationship. On the other hand. they rnay have been 

more comfortablt: ivith a complete stranger or someone the' were not likely to ever meet 

again. 

The first intenieu. was in person and  vas about 2 hours in length and the second 

intsn.ieiv. over the telephone. was about 45 minutes. Because the second interview was not 

in person. thcrr could have been nonverbal rues which n w e  not reflcctcd in the transcript. 

All the teachers are considered "ambassadors" for health education and have 

panicipated in workshops organized by Saskatchewan Education. which endorses CSH and 

has included this approach as a part of the health curriculum. Since provincial education 

personnel are often considered to be educational "gurus" there rnay have been a particular 

skew in some of their comments. The teachers' responses may have also been affected as 

the!, knew that 1 am deeply committed to CSH and also teach in this area of study. 
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While the interviews took pIace in a variety of senings and were al1 conducted in the 

spring of 2000. it is possible that different results may have been obtained at other times or 

places. 

ORGANIZATION OF THE THESIS: THE HEART OF THE STUDY 

Central to the human system is the hem. the epicenter for life and the long- 

established s'mbol of love. In coming to know healrh education in another way through this 

project. the images of the h e m  frequently emerged and the a n a l o c  of "the Cardiac Care 

Unit" and Comprehsnsi~.e School Heatth being at the "heart" of health education began to 

take form. Siinilar to the hem's four chambers. CSH is divided into four cornponents: 

instruction. health senices. social support and the healthy environment. Like the hem. CSH 

is the center of a vastly complicaied and interdepondent systern. However. the h e m  is just a 

piecr of smooth n~uscle tissue until it is energized by an intanrible and rnysterious electrical 

catal!.st that "kick starts." conrrols. and regulates this vital element of existence. 

Comprtthensive School Health is a framework - msrely smooth muscle tissue - until it is 

civen the depth and meaning through the rh'hrn that is created when Catalyst Teachers 
L 

initiate and niaintain the heat in health education. While CSH teachers ma)- not be the only 

or the most pivota1 person in kick starting CSI-I. the role of these teachers is critical because 

they have their finger on the pulse of the school. They are in a position to identifi the kinds 

of strategies that are needed to gain the trust and develop relationships with students and 

families. Additionally. they are at the center of health instruction. one of the four main 

components of CSH. 
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This study will review the literature relevant to CSH prograrns and approaches in 

Chapter 2. describe the m e t h o d o l o ~  and explain how the data were collected and analyzed in 

Chapter 3. and present the research findings under four themes in Chapter 4. The study 

concludes with Chapter 5. which includes a s u m m q  and the discussion of the findings. 

conclusions. recommendations. and suggestions for future research. 
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CHAPTER 2: REVIEW OF THE LITERATURE 

OVERVIEW 

Schools do have an important role in promoting the health 
of Canadian children. but ultirnately. success in this complex 
task requires the creation of partnerships involving schools. 
conununities and Young people working together. 
(Anderson et al., 1999. p. 1) 

The little red schoolhouse in a contemporary setting has become more than a place of 

instruction and educati\.e lessons. By default. when obiious needs of students require 

attention. teachers' roles have espanded to include the roles of crisis managers. fight 

mediators. grief counselors. advocates. social workers and liaisons to a varien. of 

bureaucraties (Tyson. 1999). During the last few decades there has been a distinct and 

intsntioiial d i~is ion bet~veen public health services and education ivliich has compounded the 

effect of rwo "helping s!fstems" working simultaneouslq. but. oftentimes. oblivious to one 

another. This division has only recently begun to be mended. The guiding principle of CSH. 

and other similar school health rnovernents. is that schools and communities can be more 

efficient and effective in prornoting health when the' coordinate their staff. costs. resources 

and creativit!,. The underlying premise suggests that taking care of students' needs is not thc 

sols responsibility of schools. If health agencies. comrnunity members. families and schools 

can dei,elop approaches to kvork together. it would lower the barriers that often esist which 

irnpede student Iearning and academic progress. At the same time. it might be emphasized 

that there is rvide-spread agreement that schools should accept responsibility for providing 

health education for children (Johnson & Deshpande. 2000). According to the Gallup 

Organization (1994). over 80% of parents and administrators thought that health education 

was of equal or greater importance than other subjects. An overwhelming 86% of students 
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reported that schools should spend more time on health education than on subjects such as 

English. Math and Science (Lawton. 1999). 

The notion of CSH rests on the idea of sharcd responsibility and cooperation. The 

Canadian Association for School Hcalth (CASH, 1991) focuses on an integrated approach to 

CSH using specific strategies within four categories of means: instruction, health senfices. 

social support. and physical environment. They ernphasize the need for collaboration 

bet~veen schools. students. families and cornmunities and the imponance of leadership from 

elected officiais. adequate funding. effective administrative support and appropriate policy. 

In an espanded concept of a CSH approach. rsflecting an American perspective offered by 

Allens~vorth and Kolbs ( 1987). there are eight elements ~vhich are not particularly unique to 

most schools but are developed in this mode1 in a coordinated fashion to reflect high quality. 

continuity and adaptability (Mars. 1999). The eight components are as follo\vs: 

Healt lr~ eriviroiinterrt. 1s reflected in policirs. programs and safety measures. 

Healtlr irtstructiorr. Uses classroom instrucrion to develop the kno~vledge. attitudes and 

skills to avoid hsalth-risking beha\.iours. 

PIysicol education. Teaches life-long actijit).. 

Healtlr services. Focuses on prevention and early diagnosis. as well as management of 

acute and chronic conditions. 

Counseling. Offers intervention. semices and referrals for emotional. behavioral and 

social needs of children. 

Food services. Provides nutritious and affordable rneals and promotes healthy options. 

Staffliealth promotiori. Promotes activities to improve the health of school staff. This 

also promotes healthy role models for children. 
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8. Familj. and community involvement. Creates partnerships to share and make the rnost 

of health resources and expertise. 

It  is not uncornmon for schools to have some or al1 of these elements. Many teachers 

ha1.e needed to cal1 upon nurses. social workers. or counselors to deal with individual 

student's nerds. The difference between this piecemeal approach and CSH is much iess 

duplication of senices. missed class time. students "falling through the cracks." or students 

receiving inadequate or inappropriate services (Wooley. Eberst. Bradly. 2000). In many CSH 

schools. administrators. staff. students and family members. community members. and health 

agencies mert as a team ( M m  & Northrop. 2000). Other schools designate a health 

coordinator ivith authorit! and release time to formalize and expand collaborative efforts and 

coordinate the eight components (Wooley et al.. 1000). 

The pidelines for Comprehensive School Health Prograrns. developed by the 

Americrtn School Health Association, include ail eight of these components and provids 

direction for practice and outcomes for local school districts to develop strategies for 

assessing their needs and planning and implementing a local CSH program (Arnerican 

Cancer Society. 1993). Most recently in the United States. the term Coniprehensive School 

Health has been replaced ivith Coordinated School Health. The term coordinared further 

specifies the focus of an approach that seeks to link the resources in the school ivith families 

and community agencies to address the array of health needs of children (Wooley et al.. 

2000). The momentum for this approach has been growing as schools recognize this strateg) 

as an effective way to address comples health and education issues. M m .  Wooley. and 

Northrop ( 1998) state. "When schools do not deal uith children's health by design. they dea1 
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ivith i t  b). default . . . . Until schools address students' health as directly as the! do math. 

reading and science. the!. will not produce employable and productive graduates" (p. 7). 

Even though the health-promoting strategies used within a Comprehensive School 

Health approach are varied. the fundamental goals remain cornrnon. The goals of such 

comprehensive approaches are to: 

promote heaIth and wellness 

prevent specific disease. disorders and injury 

intenene by assisting children and youth ivho are in need or at risk 

help support those ~vho are alread!. experiencing poor health (CASH. 1991 ). 

Thsse broad goals of CSH suggest an ackno\vledgment that man! children are in 

nesd. at risk. or in poor health. 15th  that. the rationale for a CSH program must brgin ivith 

understanding the children. 

N'fi\' CO.MPREHENSIVE SCHOOL HEALTH? 

State of the Children 

The nlost serious and tlmatening health problems are related primarily to personal 

decisions and lifesele choices which are almost always developed andlor sustained during 

the school >cars (Kolbe. 1993: Seffrin 1990). Unrecognized by most Canadians. the health of 

Canada's children in many areas has not improved during the 1990s and. accordingIy, Canada 

has received the lowest ranking in the industrialized world for child health support. Overall 

mortality and hospitalization rates have fallen somewhat but those children in poorer 

situations have suffered disproportionately during this time (Chance. 1994). Kazemipur and 

Halli (2000) sureyed 19 of the major cities in Canada. Both Regina and Saskatoon hai.e a 
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significantly higher poverty rate than the national cify average. Reflective of other North 

American situations. Saskatchewan adolescents are engaging in many high-risk health 

activities. To illustrate this point Schissel and Eisler (1999) provide copious amounts of data 

generated from a survey of 2500 Saskatchewan adolescents. For example. they report that 

58% of sesually active females "always" or "sometimes" had unprotected ses. 39% of 

frmales and M O / O  of males smoked cigarettes eveq  day. 19% of males drank beer more than 

once a w e k .  and 3 1% of females had "sometimes" or "often" thought seriously about 

suicide. 

The National (G.S.) Commission on the Role of the School and the Community in 

Improving .Adolescent Health ( 1  990) States, "Never before has one generation of American 

teenagers been less healthy. less cared for. or less prepared for Iife than their parents were at 

their same age." As a response to this rather startling situation. practically al1 national and 

sratt. organizations related to health. education and social senfices support the notion related 

ro the development and implementation of Comprehensivs School Health education as one 

approach to reducing many preventablr problems (CASH. 1991 : Deten, Bradl',. & Schindler. 

1996). 

Despite the fact that there is considerable support for the ideals of CSH. a plethora of 

health issues (O'Rourke. 1996). and the recognition rhat school is the only stable influence in 

some children's lives (Dryfoos. 1990). there is not exactly a boisterous campaign raging 

locally or nationally to improl~e health education. Awareness and recognition of the need for 

quality health education is irnproving hoivever. as 40% of school boards across Canada 

support CSH (McCall. 1999). 
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Cal1 for Schools to Act 

"Inestricably intertwined" is a comrnonly cited expression that describes the cohesive 

relationship behveen health and academic achievement (McGinnis 198 1; National 

Commission on the Role of the School. 1990: Novello, DeGraw R: Kleinrnan, 1992). While 

Bronn. Grubb. Wicker and O'Tuel(1985) foimd that health problems are related to 

cIassroom problems. it is a well-documented position that students have difficulty learning 

when the? are not in good health (O'Rourke, 1996) and that healthy children are able to 

acquire kno~vIedge more readily (McGinnis. 198 1 ). Furthemore. it stands to reason that "no 

curriculum is brilliant enough to compensate for a h u n g ~  stomach or a distracted rnind" 

(Amsrican Cancer Sociec. 1995). It is recognized that there are a multitude of factors - 

ranging from persona1 to societal variables - that impact academic achievement but 

rsgardless. S~.mons. Cinelli. and James (1997) conclude there is a strong relationship bet\veen 

studsnt hedth and education outcomes. The prospect that CSH approaches may improvti 

academic success appears to be a significant inotivator for implementing CSH in h e r i c a n  

schools. 

Mars and Northrop (2000) state that teachers are undrr a significant amount of 

pressure to improve their students' standardized scores thus addressing some of the students' 

basic health needs ma! iinprove test scores. When health needs are met. children are more 

likely to be in school and engaged with learning (Wooley et al.. 2000). Simply. the health of 

students is a prerequisite for effective learning and since health and iearning are syrnbiotically 

related. the state of one of these factors significantly affects the other. 

From Kolbe's (1  985) perspective, not only is academic performance. cognition and 

concentration aifected by a CSH program. but problem-solving siuiis and peer sociabiii?' are 
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also enhanced when children are healthy. This type of fundamental knowledge and skill. 

which is related to CSH. is essential for growtli and developrnent throughout the life cycle 

and contributes to general life satisfaction (DeFriese. Crossland. MacPhail-WiIcox. 1990). 

The U.S. Public Health Service (1999) reports that students use fewer drugs, are less likely to 

bingo drinh. becorne pregnant and leave school when support services such as nurses and 

counselors are involved with quality health instruction in the schools. 

Effective health education could and does take place in other venues. but Kirby 

( 1  990) States that schools are the one public institution with the greatest opportuni?, to 

inipro\.tt the health of students. 

Nest to the famil?. schools are the rnost significant influence in Young people's 1 i t .e~ 
and as such. provide unique and exciting opponunities for educators and their 
cornmunit? panners to help Young people enjoy the important possibilities in their 
li\.ss. (.Anderson et al. 1999. p. 23) 

The role of the school in health education should not be underesîirnated. Given a 

choice among media. teachers. friends. parents and medical professionals about their 

preferred source of information regarding sex. Saskatchewan students show an ovenvhelming 

preference for teachers. Sirnilarly. the students show an even greater preference for 

information about birth control to be addressed by teachers (40%). nvice as high as media 

( l9?;0) and rnedical prof es si^ rials (7 1 %) and about si': times more preferred than parents 

(6.09'0) (Schissel & Eisler. 1999). 

Anderson and Thorsen (1997) suggest that schools must provide teachers who are 

pedagogicaIIy prepared (at least theoreticaily) to facilitate students in collaboration with their 

peers to engage in a systematic exploration of health issues. CSH teachers avoid prescriptive 

guidelines and emphasizc skill building that affects attitudes and behavior for a lifetime 
b 
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(Mars & Northrop. 1995). Here is where a planned. sequeniial. purposeful CSH curriculum. 

in combination with a broader CSH program. will be more effective than addressing 

individual topics outside a school health framework (Kolbe 1993). 

DOES SCHOOL HEALTH MAKE A DIFFERENCE? 

School health education does make a positive difference (Anaerson gi Thorsen. 1997: 

Kolbe. 1982: hletropolitan Life. 1988: Repon of the 1990 Joint Cornmittee on Health 

Education Terminology. 199 1; Seffnn 1990). Kolbe (1985) States that at least 15 

metaevaluations havs synthesized the results from hundreds of health education 

intenentions. One of the generalizations concedcs that school-based health education 

programs consistentl> improved health knowledge. attitude and skills but inconsistently 

irnproved health behriiiours. Other studies shon that a behavioural impact may occur. 

especirilly in school-based interventions which are meticulously planned and irnplemented 

(ConneIl. Turner & Mason. 1985: Mason. 1989). Seffrin (1990) contends that schools are 

clearly effective in reducing the incidence of students engaging in man' risk-taking 

hehaiiours and also in supporting students to maintain a high level of wellness. 

School Health Programs 

The U.S. Public Health Senice (1999) reviewed more than 50 programs that 

addressed some aspect of student phyical. emotional. or social health through school-based 

programs. Such programs have led to irnproved school attendance. graduation rates. and 

standardized test scores. as well as Iifestyles that contribute to good health. One of these 

prograrns called ACHIEVE, located in Fiorida. involves teachers and support staff, as well as 

school psychologists. in an effort to provide iraining in problem solving. social skills and 
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arger management. effective tsaching. cu~culum-based assessment. parent training. 

organizational planning and development and evaluation. The evaluation showed a 75% 

reduction in referrals for special-education assessment and a decline fiom 6% to 2% of 

students placed in special education. 

Prograrns that use a comprehensive approach to target specific health-risking 

bshairiors such as poor nutrition (Luepker et al., 1996), physical inactivity (Kelder. Perry & 

Klepp. 1993 1. smoking ( P e v .  Kelder. Murray & Klepp. 1992). unprotected sexual behax.ior 

(Lirbj. 1992). and alcohùl-and-dmg abuse (Botvin et al.. 1990) have shotbm significant 

behaliour benefits in programs using a CSH approach. Another well-doc~mented program 

tvhich uses the CSH approach. and is successful in behaviour changes. is a program called 

The Adolescent Trial for Cardiovascular Health (CATCH). It uses a variep of intementions 

related to healthy eating. ph>.sical activi'. and nontobacco promotion to reduce the risk of 

cardio\asctilrir dissase in cliildren ( P e m  et al. 1990). The results show not only an 

improi.oment in the students' school lunches but also that this behaviour carries over into 

their home-eating choices. Physical activity also increases in these students. 

"Raising Healthy Children." a CSH-based program. was developed in Seattle. 

U'ashington. and provides parenting education for parents of students in Grades 1 though 6. 

The U.S. Public 1-Iealth Service (1999) reports that for the students who participated in the 

program for sevcral years there was an improved academic achievement and lower rates of 

delinquency. pregnancy. tobacco use. and illegal substance use. 

Roper ( 1  991) reponed on the Teenage Health Teaching Modules Cumculum - a 

large-scale. conrrolled study involving almost 5000 students. In the self-reported study. a 

r c d u c i i u ~ ~  in drug u x .  dcuiiui  c u m u ~ ~ ~ p i i u ~ ~ .  &id cig&ïGe j f i i ü h g  %% âdïk ;d  hi SC!~ÛG!S 
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iising a Cornprehensive School Health education cumculum. M i l e  there are changes to 

behaviour and attitudes. the most outstanding results relate to student health knowledge 

(Gold et al.. 1991 ). 

As sumrnarized b~ Connell. Tumer. and Mason (1985). similar results were found 

regarding a large-scale study that evaluated four CSH curricula that included over 30.000 

students. In classrooms ~vhere "The School Health Curriculum Project." "Project 

Prevention." "3 Rs and High Blood Pressure." or the "Health Education Curriculum Guide" 

wére irnplemented. students had a marked increase in health knowledge and statistically 

siyificant increases in positive attitudes and in their self-reported health practices. Students 

reponsd that attitudes and behaviours bencfir most when there was a second esposure to the 

program. This ma' support the theory that CSH needs to be coordinated and evolve over 

man!. grades and should begin in an elementary school setting. 

The "Health Curriculum Project" involved elementary children in a preventativs 

smoking program. Students participating in this program had a more positive health attitude. 

esperimented less mith cigarettes. and had a lower future expectancy to engage in cigarette 

smoking (.qndre~vs 6i: Heame. 1984). Another program that shows CSH has an impact on 

irnproling schooi health was developed in Calgaq with the "Learning Through Health 

Partnerships" ( 1997). Results from this extensive evaluation of 24 Calgary schools found 

that health cumculum had been strengthened. self-reported student health knowledge and 

behaviour had improved. the environment was enhanced though health displays. posters and 

newsletters. there was increased parental involvement in the school, especially regarding 

communication with heaith issues. and many outside agencies becarne active in the school. 
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One of the most recently completed formative evaluations of a CSM program is the 

"Mariner Project" in South Carolina (Valois & Hoyle. 3000). The main fucus of this studs 

n a s  to determine the extent to which a CSH infrastructure could be developed in a two to 

three year period. In the "Mariner Project" staff, families and interagency teams work 

together in program development and implementation as they strived to share leadership. 

responsibilit!.. and interagency commitment to develop health-promoting schools. Findings 

frorn the seleen schools involved with this project show that two of the schools (primarily the 

administrators) did not "buy into" the project and CSH was essentially not even attempted. 

In the orhsr fi1.e schools. the performance score. which is a rigorous set of scores based on 

specific criteria. nas  in the "aboie average" and "approaching escellence" rangs. 

T!.son ( 1999) reports that there are at least 900 school-based hsalth conters in the 

Vnited States and several of these esamplos of successful school- based programs ivere 

shoucased at the American School Health .Association's annual conference (Wooley et al.. 

2000). It  appears there are man' CSH programs functioning in the schools that are not 

necessaril! researchsd in a systematic and standardized way. but have been deemed ~aluabli: 

in an anecdotal ivay from those ~vho  are involved. Marx ( 1  999) describes programs in 

Louisiana uhere there is a CSH program with an on-site (part-time) pediatrician. parents who 

attend literacy classes. and a counselor u h o  offers group sessions to teen rnothers. In a 

Rhode Island school. a multidisciplinary team of administrators. parents. nurses. 

psqchologists and counselors meets regularly to problem solve on c o m o n  issues. In 

Harvey. Illinois. the school district and the health district coordinate a concerted effort to 

meet the health needs of a low-income student body using their school nurse. a social worker. 

and a hcalth educator. 
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Cortese (1993) suggests that the Michigan Model for CSH has been deemed very 

successful and frequently serves as a mode1 for other prograrns. Hardy 11999) describes a 

succcssful CSH program at Marrington Middle School in South Carolina whcre a small 

teacher-initiatcd prograrn espanded to a 3-year. comrnunip-type project with a grant of 

$450.000 which involved six other schools in the area. Even though Comprehensive Hsalth 

Programs cm cost a considerable amount of money. the) are a bargain in cornparison to the 

cost of secondary and tertiary health care. 

1t is Cost Effective 

The moral issues related ta health education alone warrant the costs that ma' bc: 

incurrsd for CSH (Cameron. 199 1 ). but CSH is also financiaIly feasible and economical 

(Kirb!. 1990: 0'Rourke. 1985) not only for schools but also for rhe nation. In addition to the 

fact that the economic state of the countnr rests on a healthy producti\*e workforce (Mars & 

Northrop. 1995). prevention efforts are cost effective (Anderson & Thorsen. 1997: Kolbe. 

1985). 

\'hile rising medical costs rire the most obvious concem. there are man' othrr costs 

rslatrd ro decreased health. These include Iost wages. reduced productivity, increased 

absenteeism. high job turnover. and disability pajments. The costs related to health care may 

be reduced through health education. in general. and school health education. in particular 

(O'Rourke. 1985). Dr. Seffrin (1995). chief staff officer for the American Cancer Societ?. 

says that "If evech ing  we already know about p r i m q  and secondary cancer prevention 

were only taught and applied universally. we could reduce cancer deaths by 50% to 60%" (p. 

398). 
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This is tme for cancer and for each of the 1 1 leading causes of death in the U.S. 

population a measure of prevention now exists. Seven of the 10 causes of death in the U.S. 

could be significantly reduced if people at risk were to address just five behaviours: diet. 

smoking. lack of exercise. alcohol abuse. and use of antihypertensive medication. Estimates 

indicate that 400.000 lives and 20 billion dollar could be saved each year if individuals made 

particular changes in lifestyle decisions related to smoking, alcohol and exercise (O'Rourke. 

1985). To strengthen the cost-effective argument. Resnicow. Cherry and Cross (1 993) cal1 

for rigorous studies to be conducted to support these estimates with quantifiable data. Evsn 

g i \ m  a rnodest reduction in risky behaviour it ~vould be significantly cost effective (Lavin. 

Shapiro & Mesile. 1992). O'Rourke (1985) speculates that if school health education 

programs tvsre only 29'0 successful in decreasing smoking. STDs. teen pregnancy. and child- 

and-drug abuse there could be 480 billion dollars saved. Rothrnan et al. (cited in Anderson et 

al.. 1999) re\.iei\ed esemplaq, CSH programs and claimed that the potential costs of 

seconda? and tertiary treatment programs n w c  13.8 times the cost of the CSH propam. As 

Tyson ( 1999) reports. many schools already have foundational parts of the eight components 

in the niudel of a comprehensive program but do not have them well coordinatsd. In these 

circumstances. coordinating and delegating tasks may incur slight. if any. costs and the pa>,off 

may be p o t .  

It  All Adds Up 

There appears to be considerable consistency consuming what a successful 

comprehensive program must entüil. even within a very broad range of locations and 

programs. The "Hanard School Health Education Project" initiated a national policy anaI!.sis 
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related to school health promotion. The project reviewed a variety of publications including 

govcmment documents. commercial books. and reports produced independently b j  private 

and professional organizations. There were 25 reports. which addressed children's health and 

education in a comprehensive way. rather than focusing on a single categorical concern. Five 

themes emerged from the reports. even though the sources were very diverse (Lavin et al.. 

1992). 

1 .  Education and health are interrelated. 

2. The biçgest threats to health are "social morbidities" or preventab!e behaviours ivhich are 

often established during >.outh. 

3. A more comprehensive. integrated approach is required. 

4. Health promotion and education efforts should be centered in and around schools. 

5. Prevention efforts are cost effective and social and economic costs of inaction are too 

high and still escalating. 

This report summarizes ivhat health educators have knoim. studied. and debated for a 

long time. With a sound theoretical base. a more global understanding. and the collaboration 

of man!, partners. the emphasis of CSH literature as of late has been not "Why'?" but "How?" 

IMPLEMENTATIOR 

In an attempt to standardize and create an oveniew of CSH. the National Professional 

School Health Education Organization (NPSHEO. 1984) developed 10 standards of 

performance which function as criteria for successful CSH education. Complementing these 

standards. Davis. Gonser. Kirkpatrick. Lave.. and Owen (1 985) studied four CSH programs 

and deduced a lis[ similar to the NPSHEO elements and supplementzd the criteria to address 
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entire CSH programs including health services. environment. and comrnunity. Others such as 

DeGraw ( 1994). English (1 994). and Lavin (1  993) also suggest that findamental parameters 

and innovatii-e practices are needed to ensure successful programs. many of which are in 

agreement ~vith the NPSHEO standards. but some of which are more detailed or emphasize 

specific factors. This vanety of recommended or essential components will be described 

under the following seven headings: Including All Dimensions. Curriculum Issues. 

Communiry and Outreach. The Tcaching Package. In-service. Assessment and Management. 

Including Al1 Dimensions 

NPSHEO ( 1  984) recommends that health instruction should motivate health 

maintenance and proniote ivellness ivhile integrating al1 dimensions of hrsalth v.ithin a range 

of topics. The' recommend that a comprehensive program should includr the follo~ving 

areas: conirnunity hea!th. consumer health. environmental health. family life. grou-th and 

de\dopnic.nt. nutrition. personai health. prevention and control of disease. safet\. and 

accident prewntion and substance abuse. E\,en though most professionais reach uithin the 

suggested 10 comrnonly accepted topic areas. it is important to focus on priority health issues 

and to apply multiple theories and models when developing interventions to promote health 

(Allens\vonh. 1994). 

Curriculum Issues 

A well-plmed. sequential curriculum (Davis et al.. 1985) that provides a state-\vide 

(or provincial-\vide) fiamework of standards (English. 1994) and develops specific program 

eoals and 0bjectit.e~ is critical. There must be opponunities to develop and demonstrate 
b 

knotvledge. attitudes and practices that are intenvoven within the context of personal life. 
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family and community (NPSHEO. 1984). Cameron (1991) reports that most provinces have 

a sequential curricula but only from Grades 1 to 9. Quebec is the only province that has a 

complete program spanning the e lementq  and secondary years. Saskatchewan curriculum 

addresses health issues and continues the CSH philosophy in the s e c o n d q  level through 

\Vrllness 10 and Life Transitions 20i30. Teaching generic skills. such as decision making. 

refusal skills. and problem solving helps students learn skills that relate tù a variery of health 

issues (Allensu.onh. 1994) and opportuniîies to develop and demonstrare appropriate 

kno~vlsd~s .  attitudts and practices (NPSHEO. 1984). 

Comrnuniiy and Outreach 

A congruency noted in the literature reflects an emphatic need for outreach programs 

that link schools to their families and the communities (Killip. Lovick. Goldman. 8r 

.4llens\vonh. 1987). Health education is energerized by community and farnily in~.ol~.ement. 

especially since students are significantly influenced by the attitudes and behaviours of their 

parents (DeGra~v. 1994: Lavin. 1993). Outreach activities assist families and community 

rnembers to support. understand and reinforce CSH goals (Allensworth. 1994). Conversely. 

family and community members cm contribute valuable information. resources. and 

expertise to the school health curriculum (Davis et al.. 1985). DeGraw (1994) calls for the 

reconceptualized notion of health. which is a cornrnunity-based system that is highly student 

focused and needs driven. Establishing a CSH program with such an emphasis uould also 

address the need of CSH to be more culturally sensitive and prevention oriented. 

'rhere are a varie' of models which integrate schools and communities and. 

depending on the needs of the partisular comrnunih. an appropriate mode1 or combination of 
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rnodels are utilized (Killip et al.. 1987). There appears to be some overlap in the literarure 

related to "community schools" and "coordinated school health programs." Cornmuniri; 

schools focus on creating partnerships that open the school doors to the corn muni^ and on 

addressing both child and family needs from early in the morning to late at night. The school 

building is a safe. comfortable and central meeting place at any time of day for al1 cornmunit\. 

members ( D ~ f o o s .  2000). It seems that CSH and Community School Models have some 

distinct similarities and the research supporting Cornrnunity School philosophies and 

initiatives uith parents and communil  partnerships would also support CSH ideals. 

n'hile most parents (83%) and community members favour health education (Gallup 

Organization. 1994; Lavin. 1993). they can potentially seme as advocates or critics (La\ in. 

199; 1. Epstein (1987) reports that effective schools are charactenzed by a signifkant parent 

in\ol\ m e n t .  Hoive~er. fetv scliools effectivel~ encourage parental. familial. and community 

in~~ol \misn t .  a . e n  though parents are ultimately responsible for the student's hedth care 

( Broivn st al.. 1985: English. 1994; Tyson. 1999). DeGraw ( 1994) suggests that the school 

should b2 the focal point in ~vhich a varie'. of resources are available. Social senice 

agttncies. nonprofit organizations. community hsalth centers. hospitals. local practitioners and 

health depanrnents can al1 contribute to form school health services. 

Community involvement also contributes to understanding health in a Iarger social 

contest and to establishinç a caring. nurturing school that has increased expectations for 

student success (Allensworth. 1994). Cornrnunity involvement is vital in not only 

understanding national health concems but in dealing with local and community issues 

(Davis et al.. 1985). 
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The Teaching Package 

Time. money, and resources, continue to play a significant role in successful 

programs. Davis et al. (1985) isolate the need for age-appropriate. "rich" teaching and 

leaming resources that accommodate students with a variety of leaming styles. as a distinct 

element for successful programs. Lavin (1993) concludes that financial resources for school 

health education have been meager. even though funding for specitic health crises is often 

provided. In relation to time. Connell et al. (1985) state that 30 to 50 hours/year of classroom 

liealth instruction is required to affect changes in behaviour. Cameron (1991) reports that 

wliilt. the tinie allotted to health education varies from province to province. health is 

affordcd lsss time than most other subjects. The time allotment for hoalth in Saskatchewan 

ranges tiom 80-1 00 minutes per week depending on the grade. 

In-Senice 

Perhaps part of the problem related to the lack of time scheduled for health education 

ma' be linked to teacher preparation and confidence. Hausman and Ruzek (1995) studied a 

teacher-de\.elopment project that attempted to reduce elementary school teachers concerns 

regarding feelings of preparedness and comfort in teaching a Comprehensive School Health 

education curricula. Because there was a widespread vieu that health is not taught. teachers 

were involved in professional development opponunities and provided with materials and 

resources. Findings from the evaluation suggest teacher-development efforts can have 

significant classroom effects with training and on-going reinforcement. Not only does in- 

service assist teachers to gain confidence and plan and prepare bener. but it also provides an 

on-going update of relevant knowledge and teaching skills (NPSHEO. 1984). In-senice also 
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provides time for curriculum input (Davis et al., 1985) and for designing work site health- 

promotion activities for the teachers and staff in the school (Allegrante. 1998). Ross. 

Luepker. Nelson. Savedra and Hubbard (1 991 ) found in-service training is often neglected 

even though it has been s h o m  to be a critical factor in program effectiveness. 

Despite the fact that teachers with a variety of backgrounds and at v q i n g  career 

stages se& and value good professional development in health education (Macnna. Creswell. 

Forouzesh. &: Stone. 1986). lack of teacher training in health education continues to present a 

major obstacle to program implementation and effectiveness (Lavin. 1993). English (1994) 

recommends that colleges and universities upgrade their presewice programs. provide 

separats courses for elementary and secondan' presenice teachers. and satisfactorily 

complere a persona1 health c o m e  prior to becorning a health educator. Mutter. .Ash~sorth. 

and Cameron (1990) identif'; the need for more university-based programs that would 

pro1 ide teachers tvho are traiwd in CSH education. The' state that Health and Wdfare 

Canada. in conjunction with other national organizations. has created a national advison. 

cornmittee to assist in this process. The purpose of this group is to promote enhanced qualit' 

in presen.ice teachrr-education health programs and to rlevate the prioriq assigned tu these 

prograrns. 

Assessrnent 

Some argue that implementing assessments which measure how well students meet 

statev.ide/provincial goals would enhance the public perception of health education (English. 

1994: NPSHEO. 1983). Lavin (1993) notes that health wouid assume greater respect if it 

were included in national achievement tests but admits. due to the nature of health outcornes. 
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especially in the attitude and behavioral domain. assessment would be difficult. Davis et al. 

( 1  985) emphasize that assessrnent should not only be considered for students. but also for the 

CSH program as a whole. Feedback from students. teachers, school districts. parents and 

cornmunity members would also contribute to identiQing whether objectives have been inet 

(XPSHEO. 1984). Gmnbaum. Gingiss. Orpinas. Batey and Parcel (1995) offer a needs- 

assessment method that can be used to set p h n t i e s  and guide policy and prograrn decisions. 

This is ivould be of particuiar benefit as resources are often declining and demands on 

schools are increasing. Additionally. periodic but intense assessment of the school lsarning 

mironment is i3al bscause students are being exposed to conditions that may motivate or 

reinforce factors that contribute to their overall health or lack thereof (Davis et al.. 1985: 

NPSHEO 1984). 

 managern ne nt Systern 

.As al1 systems. a cornplex program such as CSH needs some type of management or 

leadership to coordinate al1 the components (Davis et al.. 1985: Kolbe. 1993: NPSHEO. 

1984: Seffrin. 1990). Conducting these programs ivith some coordinated orchestration is 

vital (Kane. 1993: Stone. 1990). yet Cameron (1991) reports that this issue is poorly 

addressed in Canadian curricuia and. at best. is only superficially considered. Gibson-Laemrl 

(1987) suggests that individual teachers should take the initiative to develop an advisorp 

committee but others can also Iook to the curriculum for guidance. 

The Saskatchewan Middle Level Health Curriculum (1998) suggests and provides 

guidelines for the rnembership and function of a local liaison committee. Liaison cornmittees 

demonstrate hoiv local cornmunity members, teachers. administrators and students can 
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embody a management system for CSH. At this tirne. there are several schooIs in the 

province at various stages of development with a CSH liaison committee. Other successful 

liaison cornminees h a ~ t  been created. such as in "Project Prevention" (Davis et al. l98j)  in 

Dalles. Oregon. but regardless of where the health promotion idea is initiated, the school is 

deemed the central and rnost logical liaison for the community (Pentz. 1986). Some contend 

that program management mai  be accomplished by a variety of means such as a 

multidisciplinq team. a committee or/and advisory board (Davis & Allenswonh. 1994). 

ivhereas Resnicûw and Plllensworth (1996) specifi that ivhile many goals of CSH c m  be 

achieied rhrough cornmittees. a health coordinator position is necessap: in this \var. one 

individual is responsible for ensuring effectiire and accountablr leadership. 

Regardless of the structure of the management system. the leadership responsibilities 

remain similar. A health coordinator must not only provide coordination and liaison senices 

bu1 also hmee fiscal planning skills. deal in direct health intemention related to policy. 

program. and in-senice. offer accountabili&. evaluarion and quality control (Dalis 8: 

Allrnsivorth. 1994: Resnicoiv & Allensworth. 19%). Seffrin ( I W O )  concludes that one of 

the keys to overcoming some of the baniers for successful implementation is to ensure that 

an adoquate and efficient management system is in place because it is essential tliat 

individuals be inforrned and work as pannes. 

It appears that the previously mentioned essential elements which contribute to a 

successfui CSH program seem to be congruent with the predominant trends in education. 

The trends for education. according to Sullivan and Bogden (1993). are to: 

set goals 

employ management though outcornes 
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1 strengthen teacher skills by in-service 

promots innovative schools; esperience new strategies 

establish interagency collaboration. 

Sullivan and Bogden (1993) state there is a cunent national movement to rcform the 

Lvays schools operate. They suggest that school health educators should capitalize on this 

situation and look at this as an unprecedented opportunity to implement effective health 

education programs. 

Gi\.en the congruency between education trends and the common essential elenienrs 

of CSH. ~vhy is CSH not a ividely accepted reality (Black. !997)? Unfortunately. CSH is not 

a redit! in man!. schools because. in many cases. the obstacles have been too ovenvhelming. 

B.-\RRIEKS 

Gii tn  that primary prevention in the form o f a  Comprehensive School Health has 

been uidsl! accepted as the action needed to combat current health and social issues. it is 

astonishing that there are so man? barriers to implement programs successfully. b'hen 

programs are categoricall!. funded for a specific health issue. such as AIDS or smoking 

prevention. there appears to be "estemal pressure" to bscome divened from the prim- goals 

of comprehensiveness. Frequently. a particular program extends for a short time period. with 

limitsd impact. The issue-specific. "cnsis-of-the-day" programs result in fragmented. 

inefficient and unintegrated prograrns (English. 1993; Jackson. 1994; Oetter. 1987). If health 

education is based on the concept of gnergy - that the whole is greater than the parts (Kolbr. 

1986) - individualiy funded projects for specific health concems d l  distract from the goals 

related to comprehensive health. rather than reinforce the concept (English. 1994). Only 
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recently have Amsrican federal agencies initiated funding partnerships that stimulate Iocal 

collaboration by requiring cornmunities and schools to work cooperatively and share 

resources. In Canada such well-defined funding for collaboration does not seen to be quite so 

apparent (Osorio. Marx & Bauer. 2000). 

Additionally. while funding and resources may be available at times. and great strides 

relating to theop have been made at the national level, very little has filtered down to the 

local school level. Part of the difficulty is thai many of the resowces are from Health and not 

from Education. As a result. the need for dollars (Auter. 1993) and people for planning. 

implemsnting. and evaluating health prograrns within schools is still great (Cortese. 1993). 

The local level is an area with an enorrnous amount of potential impact. yet Butler's ( 1  993 ) 

study re ia led  that the most influential barrier for CSH was weah local administrative 

commitment. This ma! be related to what Oetter (1987) calls a general arnbiialence to ths 

necrssit! and importance of hsalth education. Yet. a Gallup Poll (1993) suggests that 9200 of 

adniinistrritors bslieved health ivas as useful as other subjects. 

Contributing to the sorneivhat negative attitude hovenng around the area of health 

sducation may be the lack of qualified teachers who feel confident and prepared to address 

hsalth education (Butler. 1993; Cortese. 1993). Mutter et al. ( 1  990) note that only threc 

Canadian unii.ersities offer specialized teacher training in health education. while others 

include school health education in the physical education elective. A study of presewice 

teachers. conducted in Ontario. concludes that beginning teachers neither feel prepared to 

teach most topics in health education nor to plan. implement. and evaluate prograrns or work 
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professional responsibility to protect and promote students' health and regard CSH as an 

important part of preservice training. Prospective teachers. regardless of their subject area 

expertise. comprehend the link between students' health and their capacity for learning. The 

"Wisconsin Elementary Health Education Pilot Project" studied the impact that experienced 

elemsntary teachers. professionally trained in heahh education. had on delivery of CSH 

education. The project concluded that professionally prepared elementary teachers have a 

positi1.e impact on the delivery of CSH at the elementary IeveI (Detert. Bradly. & Schindler. 

1996 ). 

Insufficient time. rnoney. lack of parental support. lack of the credibility of health as 

an academic subject. ana concerns about teaching controversial topics. cornplete the list of 

the major obstacles in Butler's (1993) study of barriers. Thé recommendations for change 

center around improved quality and quantin of in-service programs, and especially target 

administrators. .41so. there is a recommendation to market CSH prograrns to increase 

administrative support. Clearly, a stable foundational CSH program must be tïrrnly in place 

to proiide bedrock for the shifting foci or "hot topics" that erupt from time to time to disturb 

the integrity of a program intendrd to be comprehensive and focused on the child in a holistic 

w y  (Oener. 1987). Establishing that foundation is not a whimsical task. Evaluations of 

established programs find that developing and implementing CSH requires considerable 

cornmitment (Anderson et al.. 1999) and a significant amount of time and energu. 

THE CANADIAN PERSPECTIVE 

Most provinces now mandate sorne aspects of health education in the e l e m e n t q  and 

junior high: this is reflected in separate health curricula guidelines (Mutter et al.. 1990). 
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McCall ( 1999) reports that 10 out of the 12 ministries suppon CSH and 40% of school 

boards support CSH. While this may seem woefully minuscule. he remarks that Canada has 

made excellent progress in adopting the CSH approach: in 1990 only 3% of health and 

educational leaders had even heard of CSH (CASH. 1991). Cameron (1991) echoes this 

sentiment as her examination of Canadian provincial and territorial health C U ~ ~ ~ C U I U ~  

concludes that CSH was far from a reality in Canada. 

While qualit!' was a concem. quantity was as well. At least 50 hours of health 

instruclion per year is needsd tu make an impact (Conne11 et al.. 1985). yet Canadian students 

receive a broad range from 30 to 60 hours (Cameron. 1991). A large study in Canada that has 

attempted to test the irnpacr of CSH litas a longitudinal. quasiesperimental evnluation of a 

Cornprehsnsi~~e School bledth program in Dartmouth. Nova Scotia (Cogdon & Belzer. 

1991 ) .  Whilr the authors state that qualitatively there is supportive elaidence for 

recommending the prograrn. quantitatively tliere is no favorable impact on mental health and 

hem health coniparsd to the standard health program. Hoivever. the' suggest that the 

benefits mai  have more longevie than a standard prograrn. 

Mani. other initiatives across the nation refl ect the international cal1 for the alliance of 

education and health. The "Global School Health Initiative" in Europe. sponsored b~ the 

U'orld Health Organization (WHO). advocates the "HeaIth Promoting School" (HPS) 

charactsrized as "a school that is constantly strengliening its capacity as a healthy serting for 

living learning and working" (WHO. 1992). The goal of this initiative is to encourage health 

promotion and education activities at the local. national, regional and global levels. The 

initiative is designed. under the umbrelia of CSH ideals. to improve the health of students. 

school personnel. families and members of the cornmuni-.. through schools. The 
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detfeloprnent of a health-promoting school stems fiom an initial project tailored to meet the 

needs of the community. as defined by the community. The HPS focuses on improving the 

schooI environment rather than on changing individual student behiiviour. The fundarnental 

guiding principles for decisions and actions related to health promotion are founded on 

democracy, equitj.. empowerment. a healthy school environment. effective curriculum. 

adequate teacher preparation, assessing effectiveness, collaboration. c o m r n u n i ~  partnerships 

and sustainability through financial and human resources (Anderson & Piran. 1999). 

Even though 37 countrics and 5.000 schools have participated in "Health Promoting 

Schools" projects. there are only a few CSH programs that have been implemented and 

studied in Canada (PLnderson et al.. 1999). However. there are a few initiatives. such as in 

British Columbia tvhere the Ministry for Children and Families currently coordinates the 

"Healrhy School" prqjects (Myers. H., personal communication. 1999). In 1994 the ministn 

reported that 300 schools and 25.000 students had been involved with a "iiealthy School" 

project (Healthy Schools Update. 1994). A similar initiative. coordinated by the Eastern 

Ontario Health Cnit (Hralthy School. 1996). provides guidelines and directions for schools 

prepared to embark on a healthy schools project. Anderson et al. ( 1  999) describe a ver) 

successful healthy school project. which involved a tvorld-class ballet school that used the 

"Healthy Schools" approach to prevent eating disorders in the school. 

CONCLUSIONS 

Comprehensive School Health manifests itself in many forms. but the fundarnental 

ideals of coordination between health and education and the colIaboration of students, 

schools, families and communities is needed to ensure that students Iive longer. healthier and 
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productive lives. Nevertheless. CSH should not be considered a panacea, but rather a tool 

that prepares students for healthy. life-long decision making (Brindis. 1993). Regardless of 

the considerable support for CSH' there is still much to be learned regarding its feasibility 

and effectiveness. Resnicow et al. (1 993) propose 10 questions which they suggest need to 

be answered for CSH to be fully accepted. funded and implernented. Clearly. more research 

is required to establish a deeper knowledge base. understand the effects of cumculum and 

CSH models. and determine the effects of longitudinal studies. specifica!!? in the area of 

CSH. Inociilation to decrease disease and death has never been so cornples and multifaceted 

but CSH may be the "shot in the a m "  that many students need. 

SC'LI>I:IRI' 

This broad literature review defined and described CSH. the approach ar the center of 

this research. Also. a rationale for the need for school health education was outlined. Here. 

the revis\\. focused on the state of child health and the potential impact that schools and 

progranis c m  ha\.e on improving the health of children. Additionally. several health 

education initiatives were described to demonstrate the effectiveness of comprehensive 

programs and to examine the current condition of health education in schools. The literature 

highlighted and described key components of CSH such as "community outreach" and 

"curriculum." which frarned questions for the participants in the current study. 

The notion that there should be as much emphasis on the prevention of disease as on 

the treatment of disease has been recognized since early Greek culture (1000 - 400 B.C.). 

Asclepius \vas a god of healing. with powers so great he could bring the dead back ro Iife, but 

he tvas killed because he defied the basic laws of nature. Before his death he bestowed 
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health-related powers to his two daughters. Hygeia was given the power to prevent disease. 

while Panacea was given the ability to treat disease. Of the two daughters. Hygeia was the 

more prominent in Greek culture. Someplace in histoq, society changed its focus and in the 

contemporary sening thers seems to be rnuch greater emphasis on Panacea. The following 

chapters seek to explore the methods and findings which further enlighten Hygeia's quest to 

deepen the understanding of how to teach mortals to live wisely and preserve their bodies. 
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CHAPTER 3: METHOD 

This chapter provides an account of the qualitative procedures used in the collection 

and analysis of the data for this study. It focuses on the description of the methodological 

theoc.. confidentiality and ethics approval. the research questions. the selection and 

description of participants. and data collection and analysis. 

METHODOLOGY 

The purpose of this study is to investigate what it means to be a teacher ivho is 

attsmpting to implement a CSH approach. I t  is anticipated that the study may illuminate the 

rols of the hcalth teacher in CSH. as ive11 as the teachers' perceptions about CSH and their 

insights rsgarding the impact thcy may have on CSH in the future. 

Thr stiid~ is interpretive research. a descriptiie study that searches for a deeper 

uiiderstanding of the participants' lived experience in teaching health education. Because the 

[.alus of this stud! is dependcnt on the respecthl ivorth of esperiential knoit*ledge. 1 hai.e 

bten motiiated and justified in this approach b'. Clandinin's work. M! research is reilectii-c 

of her stud! ivhere "the intent is to understand the personal practical knowledge" (Clandinin. 

1986. p. 1 f ). There are elements in this study that are reflective of narrative inquip. 

Connelly and Clandinin (1991) \.+rite that. "The study of narrative is the study of the ways 

humans experience the world. This general notion transIates into the vieiv that education is 

the construction and reconstruction of persona1 and social stories" (p. 2). 

-4sking participants to share stories or narratives will be one of the methods used to 

encourage expression (instead of primarily explanation) of how the teachers are experiencing 

CSH. B!. so doing. the study attempts to exemplie Mason's (1989) definition of qualitative 
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research by being concerned with how the social world is interpreted, understood. 

esperienced or produced. based on methods of data generation. which are flexible and 

ssnsitive to social context, to produce understandings based on rich. contextual data. 

My aim is not to provide causal explanations of why teachers think or behave in a 

certain May. but to deepen and extend my knowledge of why they find meaning the way the!, 

do. Reason ( 1  994) uses the term hrtman inquiry to encompass research which aims to moLte 

beyond the narroiv. positivistic world-view to engage in practices which are "engaged deeply 

and ssnsitively with esperience. participatii-e and aim to integrate action with refl sction" (p. 

10 1. The process of going beyond was difficult: many times 1 have had to resist returning to a 

positivistic orientation. especially when 1 planned my interview questions. 1 i+.anted to 

engage in communication and dialogue with teachers and attempt to clari- meaning in a 

situation that is practical and specific. To do research is "to always question the tvay u e  

esptlrience the world. to \vant to know the world in which we live as human being" (im 

Mansn. 1990. p. 5 )  and to make rneaning of it. Through "thick description." "esperiential 

understanding." and "multiple realities." this study seeks to pursue a deeper meaning of \%ha[ 

i t  is to be a CSH teacher by identibing comnion patterns and themes in their lived 

esperience. Peshkin (1993) describes the value of descriptive research in stating. -'the 

soundness of the nondescriptive and the prescriptive aspects of research rests essenrially on 

what has been provided by the accuracy. sensitivity and comprehensiveness of its descriptive 

foundation" (p. 24). 
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CONFIDENTI.4LITY AND ETHICS APPROVAL 

Ethical approval was obtained from the University of Regina Research Ethics Board 

(.4ppendix A) in March 2000. A Letter of Consent (see Appendix B) approved by the 

Research Ethics Board, outlining the details of the ethical considerations was signed by each 

participant. 1 was careful to esplain their ethical rights and provided an opportunity for them 

to ask questions. The study was done in confidence. Anonymity of the participants is ensured 

as al1 the narnes and locations used are pseudon>ms. The data are secured in a locked cabinet 

and !vil1 be destroyed in 3 years. 

THE QLESTIOXS 

1 detdoped a frame~iork of questions that stemmed frorn persona1 interest. as well as 

froni the literature. Because the intent was to have a semi-structured interview. the format of 

opcn-énded questions pro~ides a broad scope of general topics that 1 anticipated would frame 

the intenieLi.. but not direct it. The prepared questions were used as prompts. not as drill 

questions. This c p e  of inteniew has a sequence of themes to be covered. as well as 

suggestsd questions. ?et tliere is flesibilip for changes in sequence which form the questions 

that follo~s. and relate to. the conversation and stories told by the participant (Kvale. 19%). 

In preparation for the interviews. 1 thematized the questions to be asked and spent 

considerable time developing the e-pe of questions (see Appendis C) that rnay encourage the 

participants to offer greater description. 1 recognized however, that these questions were onl!. 

a frame\vork and that the intemiew would be more conversational than the list of questions 

might suggest. The prepared questions were not intended to be adarnantly adhered to but to 

provids me with a level of security. In the end. this was not needed. Having said that. 1 think 
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it is important to note that some of rny questions and responses to the participants' remarks or 

stories Lvere guided hy the thoughts that formed the original list of questions. While there 

[vas a  varie^. of ivays of asking. 1 primarily solicited responses that pertained to their 

esperiences as a CSH teacher. the role of the CSH teacher, and why they were committed to 

this role. Because 1 had deterrnined the interviews would be conversational in structure. the 

natural flow of the conversation was not intempted with a question-answer format. 

SELECTION OF PARTICIPANTS 

In selecting participants. it was critical that the teachers be: 

currentl! teaching health education 

interested in health education issues 

knoivledgeable about CSH 

using a CS14 approach. 

At  pressnr. Saskatchewan Education has iinplemented a "Catalyst Teacher Program" 

ro facili~ate the implementation of the renetved Middle Level Health Curriculum. which 

boasts a CSH approach. Saskatchewan Education selects practicing. Middle Level health 

teachers from rhroughout the province to participate in a 2-da!, in-sewice each year which 

"certifies" them to conduct Health Curriculum implementation workshops for other teachers. 

Each Catalyst Teacher is seconded for up to 10 dais per year to conduct these workshops. 

The creation of the Catalyst Teacher has created a unique group of health teachers; it was. 

therefore. necessary to drau from this population, 

These teachers are distinct in that they have voluntarily been involved in the atternpt 

to actualize the theory and philosophy of Comprehensive School Health and have had to 
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promote the notion through the Health Curriculum Implementation workshops. As 

ambassadors of health education, they have had a vested, intensified interest in attempting to 

think about and implement the C U ~ C U ~ U ~  and they have expenenced both the glory and the 

frustration of creating a meaningful school heaith program. These qualities are potentially a 

valuable resource for informing the reciprocity between CSH theory and CStI in practice. 1 

would like to emphasize that the rationale for using this population is not to study the 

Catall~st Teacher program but as an efficient means of identibing participants with the 

desired characteristics for this study. 

Catalyst Teachers are strategically positioned al1 over the province. which makes 

personal contact for in tenhving somewhat challenging. Fortunately. four teachers were 

located uithin a reasonable distance and. for this reason. 1 initially approached these teachers. 

Becausr 1 ha\,s bsen a part of the Catalyst Teacher in-senice da)s. 1 am familiar with the 

narnes and faces of al1 the Catal1,st Teachers. Through this same network. 1 have access to 

their names. addresses and telephone numbers and. using these identified the four individuals 

ivho panicipated in this study. During a telephone conversation 1 briefiy outlined my study 

and asked each to the first meeting where 1 could explain the study and the Consent Form in 

greater detail. Each participant was accommodating and interested in becoming part of the 
L 

study. Before the inteniew began. each participant signed the consent and a copy was left 

\vi th each person. 
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THE PARTICIPANTS 

1 feel compelled to note that the participants made a smooth e n t l .  The' were almost 

eager to participate and their willingness. positive attitude and flexibility was advantageous in 

developing ri research relationship. 

The following profiles were developed at the time of the interview. 

Rhonda 

Rhonda has spent the last 24 years teaching in a varie9 of schools in an urban setting. 

Physical education and health were two of her specialties in universip, She has primaril:. 

taught Middle Letel students. although she has elementary esperisnce as well. She has 

alu,ays taught health. in addition to other homeroom teacher responsibilitii-s and has 

participated in the reuriting of the "revitalization of the Middle Level" curriculum. as well as 

heing a Catalyst Teacher. Rhonda has recently expressed a desire to "retire" from the 

Catalyst Teacher group and \vil1 only be called upon if there is a crucial need. 

Linda 

For the last 6 years. Linda has been teaching in a rural school division. She is 

currently the hiiiddle Level and high school physical education and health teacher. as her 

major and minor in universip were physical education and health. respectively. Linda has 

taught both Grade 8 and 9 health but is presently teaching it only in Grade 9. She has been 

activsl!. incolced with the Catalyst Teacher program for 2 years and has taken on a number of 

other roles in her Diiision regarding health. Linda is highly involved with sports and 

extracurricular activities within her community. 
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Tirn 

Tim is an administrator in an urban elementau schooi. He has been there for 2 years 

and. prior to that. taught in another urban setting in the province for 7 years. Tirn has been 

invol\-ed ivith the %metval" of the Middle Level Health Curriculum over the past several 

years and has been a Catalyst Teacher for 2 years. He has recently resigned as a Catalyst 

Teachsr but continues to play an active role in implementing Middle Level Health 

Curriculum in his division and actively contributes to health education in his school. Tirn has 

taught Grades 6 to 9 health over the years but is currently teaching only Grade 7. 

Be\. 

Be!. taches Grade 8 health in addition to being the toacher-li brarian in a large high 

school in a small rural cornmunit>. She has been at this school for 22 of the 78 she has 

~aughr. Bsv has been involved with the proihcial health cumculurn in a variety of ways 

since 1984. She is currently a Catalyst Teacher and has bern actively pro~.iding health 

norkshops around her school division. One of Bev's specialties in university was ph>,sical 

sducation and health. âlthough she has not raught physical education in several years. She 

has taught Grades 6 to 9 health and has been vsp involvsd with coaching and school sports. 

TRUSTWORTHINESS 

Linda and I had been acquaintances before this study because we have anended 

cornmon functions and have a few common acquaintances/hends. Sharing these 

commonalities and a certain level of "social cornfort" would. I believed. provide a foundation 

for a trusting relationship. The other participants. Rhonda. Tirn and Bev tvere knom to me 

only superficiail through the Catalyst Workshops. We were barel? acquaintances. so 1 was 
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uncertain about how they might respond to the invitation to participate in the study and about 

the level of trust that rnay or rnay not be established. As 1 will elaborate later. there was 

significant evidence that rapport was established and reason to believe that a trusting 

relationship was initiated with al1 participants. 

INTERVIEWS 

The intenkws were completed within a few weeks of each other and subsequently 

transcribed. 1 chose to allow the participants discretion in choosing where they wanted to 

mert. Linda came to my home. Rhonda to rny workplace. and Tim and Bev met with me at 

their schools. 1 was acutrly aware of my research protocol and initiated the inten.iews ivith 

perhaps a slightly regimented brie$ng (Kvale. 1996). I described the purpose of the 

i n t e n k ~ v .  \vent over the consent form. and asked each participant to pose questions if they 

had an!.. All the inteniews ran longer than intended as rnost were about 7 hours. and one 

kvas 2 . 5  hours. Cognizant of the importance of rapport in de\,eIoping a research relationship 

(Glesne & Peshkin. 1993) 1 was concemed that ive might not "hit it  off:" however. early in 

the meetings 1 realized that rapport. at least initially. had bern established quickly because the 

participants spoke frcely and openly about a wide range of issues. 

After the transcnpts were prepared, they were mailed to each participant and we 

scheduled a second inteniew. to be conducted over the telephone. During the telephone 

intenie~v.  we discussed changes the participants wanted in the transcripts. They had the 

opportunity to clarifv or elaborate on any comments they had made during the interview. At 

times. 1 would seek clarification of certain parts of the transcription. In the cover letter sent 

to each participant along with their transcript. 1 aslied them IO relate a storv about teaching 
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health education. During their telephone conversation, they told their stories which 1 

recorded on paper, 

The cover letter was particular in asking the participants to check for meaning as 1 had 

used an oral coinputer program to transcribe the interviews and there were many places 

uhere meaning could have been potentially changed because the program does not 

necessarily print what you think you have said. 1 did. however. check the transcriptions 

against the tapes before they were sent to the participants. Only a few minor changes were 

made on tu'o of the transcriptions and no significant amount of information or changes Lvere 

nude  by an! of the participants. 

The candidates agreed to be available during the witing of this thesis should 1 require 

clarification. Such contact Lvas required with one participant in order to chri@ one point she 

had made. 

AXALYSIS 

Ttxhnically. the intenieivs went smoothly. Aware that it is important to transcribe 

fairl! quickly afier the inteniew (.Altrichter. Posch. & Somekh. 1993). 1 promptly transcribed 

each in tenkw ivith the assistance of the computer program. "Dragon Naturally Speaking." 

This oral transcribing program permitted me to repeat each word of the intemiew into the 

cornputer's microphone. the rnonitor displaying the typed interview as 1 spoke. Listening to 

the tapes repeatedly helped me come to know the conversations quite intimately. 

The interviews were studied and an in-depth interpretive analysis of the data was 

conducted. Dunng the analysis phase 1 followed Altrichter's et al. (1993) constructive stages 

of analysis as follows: 
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Readitig the data. As 1 listened to the tapes 1 read and reread the data and eventually 

possible themes emerged from the patterns. 

e Selecting the data This stage involves grouping important details from unimportant ones. 

1 began highlighting sentences with certain colors that indicated particular groupings and 

crossing out the less important information. Al1 the transcriptions were coded with a 

variet) of highlighter colours. noting key words in the margins. In the process of category 

gencration. 1 was looking for themes and patterns (Rossman & Rallis. 1998) which uere 

identified with different colows and keg words. After subsequent reads, 1 often found 

myself crossing out key words and changing them as rny understanding deepened. 

Prrsetiting rlie data, This stage involves coding and putting the data into a form that is 

easy to see at a glance. At first. 1 used the infonnation synthesized through the literature 

reiieiv to frarne ivhat 1 undsrstood about the participants' information. 1 organized the 

headings and possible themes. making notes and rough charts to get some sense of the 

eight intenieivs. After recognizing the material I wanted to work with. 1 coded i t  so that 1 

could access the quotations efficiently during the witing phase. 

Interpretittg the data. When 1 felt that 1 had "dwelled" in the data for a time and had 

becoine comfortable that 1 had unscrarnbled the chaos. 1 hand wrote a data summary that 

served as anotlier foundation for teasing out the final themes. At the end of this process. 

the data seemed to have "matured" in my rnind, and 1 was able to look at the patterns and 

chart the similarities and differencss. even subtle ones, between the participants. 

Once the themes were vivid and distinct. 1 was able to develop statements about 

the findings of the study, draw conclusions. and consider recornrnendations. 
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CHAPTER 4: THE FINDINGS 

The purpose of this study is to explore what being a teacher using CSH means to four 

health teachers. The complex social problems that exist for Our youth have spilled over into 

our schools. calling teachers to deal with an increasing amount of health-related issues that go 

well beyond health instruction. The theoretical concepts underlying CSH provide a 

frarnework for educators to begin to restructure the way schools interact with the cornmunit? 

and social institutions to help address children's health issues. Presently. we knolv ver). linle 

about what teachers are able to do and what they think they are capable of doing in t e m s  of 

providing instruction. facilitating health services. involving support semices and enhancing 

the physical environment. What is the role of the teacher in CSH'? What do the teachers 

ihink the' are capable of doing and changing? How do they perceive the challenges and 

successes of the four main elements of CSH? These are the questions that needed discussion. 

It \vas hoped that in talking to the teachers the theop of CSH would corne ta "life" in 

a more three-dimensional way. Having a more thorough understanding of CSH gives a 

Saskatche\vrin audience a foundation on which the) can continue to build ideas and programs 

xhich berter meet the changing needs of today's youth not only from a health perspective but 

also f'rom an academic point of view. 

The metaphor of comparing a heart to CSH. as outlined in Chapter 1. serves tu deepen 

the understanding of the dynamic and interrelated components of CSH. Cornprehensii.e 

School Health is a conceptual framework. similar to the fiamework of a heart. CSH has four 

main parts - health instruction, support services. social support and healthy environments - 

!ha! E ~ P  jn?en&rf !Q !~gethpt {Q e n y ~ r e  h ~ ~ l t h l :  y ~ t e z .  The y ,qez .  kp::~y~,y. O' ---""J 
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is highly dependent on the catalyst that initiates and maintains the entire function of the heart. 

Despite the fact that CSH has been in existence for more than 20 years. it is a new focus in 

Saskatchewan health cumciila. It has the potential to be strong and vital but currently it  

seems to be suffering from several "hean conditions." Three such CSH ..heart afflictions" - 

Megaheartopia. Bradycardia and Arteriosclerosis - will be illuminated in this chapter. 

illustrated by the participants' (block) quotations which will be italicized throughout. The 

chapter concludes with a discussion which focuses on the "cardiac care unit." the team of 

individuals \vho address these conditions. 

The findings from the interviews are in narrative form. There are four themes. each 

ivith emergent subthemes. Discussion of these themss and subtirles will follow the outline 

1.  Megaheartopia: Rhonda. Linda. Tim. Be\ 

3. Bradycardia: Rhonda. Linda. Tim. Bev 

3. Aneriosclerosis: 
(a) Rhonda 

Instruction 
Heaithy Environments 
Social Support 
Angina 

(b) Linda 
Instruction 
Healthy Environments 
Social Supports 
Angina 

(c) Tiin 
Instruction 
Healthy Environrnents 
Social Supports 
Angina 
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(d) Bev 
Instruction 
Healthy Environrnents 
Social Supports 
Angina 

4. Cardiac Support Tearn: Rhonda, Linda. Tirn, Bev. 

The data reported in the following chapter are based on two. in-depth. semistructured 

intenieivs with each of four health teachers. The participants represent both an urban and 

rural perspective from various regions in the province. They have al1 taught health for more 

than tivo years and are currently teaching health to Middle Level students. Trained as 

facilitators for Middle Level Health Curriculum Implementation workshops. they know what 

CSH entails and are currently implementing a CSW approach. 

MEGAHEARTOPIA 

Rrgitia Medical Jourtial 
"New Disease Discovered" 

Megaheanopia is a recentl). detected 
disorder. ( \vitIlin the last few days) 
discovered by a researcher apparently 
unknow in the scientific community+. The 
researchers' subjects were CSH teachers 
and during an interview that focused on 
the meaning of being a CSH teacher. the 
teachers suffered several ernotional 
outbursts. inexplicable in medical terms. 
Debing al1 medical and reasonable 
esplanation the teachers engaged in 
several anempts to explain their desire to 
teach CSH and they spoke willingly, fiom 
the hean. about their experiences with 
children that reinforced their cornrnitment 

to health education. Their tone of voice. at 
times teary eyes and gestures could not be 
adequately captured in this report. Further 
to this. the teacher experienced several 
episodes of. what some might call. 
delusions of utopian which also may be 
construed as hopefulness. During 
exarnination and under closer scrutiny. 
their hearts appeared much larger than 
normal. Initially considered quite rare. this 
condition may be more widespread than 
first believed. Further studies are 
warranted from Cardiologists in the fieId 
of education for a closer examination of 
Megaheartopia. 

1 jest with Megaheartopia. but the therne was so prevalent in the intentiews that it can 

not be overlooked as an obvious attribute in rhese educators. Megaheartopia is part of the 
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heart metaphor initially outlined in Chapter 1 .  Oversized Iiearts, symbolic and sgmptomatic 

of committed. dedicated health teachers were evident in al1 interviews. The participanrs seem 

to have a philosophy of education that not only values. but is also grounded in the belief that 

there is a need for. p r i m e  and s e c o n d q  heaith intervention with students. This belief is so 

integral it is almost synonjmous with their understanding of education. 

First. they lvere al1 confident that school health education was not only needed but. b). 

and large. it was effecti~se. What does effecrive mean to them? Health education is effecti\.e 

because it  proieides a medium to develop strong pedagogical relationships and student- 

centered teaching. As well. i t  provides structure to channel their persona1 sense of hope and 

mord obligation that their role in education will contribute to the quest to improve studsnt 

health. The follou.ing section describes each participant's affliction ~vith blegaheartopia. 

Rhonda 

Rhonda has been imeol\.ed tvith man! health education initiatiws over the years. Hsr 

cornmitment to health education is exemplified through her many years of senice to creating 

and impro~ing health curriculum. She was involved with the 1984 version of the Middle 

Level Healtn Curriculum and has been involved with the latsst edition as she describes. "I've 

also been a part of the writing. actually the rennting . . . 1 feel very immersed in it" Health 

instruction is sornething that Rhonda strongly advocates and remains highly dedicated to it. 

As she States: 

In  schools. heulrh is vitally inrportanf. Even rhozigh rhey gel lots of informariûn und 
ij"ir is norfiom rheirparents, some rimes ir isfrom a book or TC'- Ir is kind oflike 

-l;mlilj, ediication. U'e have ro pidl out what is the right and ivrong informa ri or.^ 
and sorr that oiit iiirh [hem. 
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Rhonda is particularly sensitive and passionate about improving the conditions for 

children and expresses an ovenvhelming need to focus on health education: 

Thil school 1 un] ar right now. i f  is in a very low-incomr urea, quite ojten strtdents haw 
nor ltad breakfasr. ofien ut a ivry early age rhey are smoking. I halte some d r i s  
dilemnias in ml* classroom right now. Ifeel i f .  IW, heurt is in ir. I feel ihai f I  cail ar 
lrasr e~iircare [hem maybe there will be an improvemcnr. Some people do nor, ir is not c m  
arrn of interesr rhey m g *  think thar it is somerhing rhar I can nor deal with. The}! think 
rhar ir is a home issue. The icay the}) deal wirh ir [is] they rhink i f  is more imporrant ro 
do reading. rvriring and arithmeric. Where I do not know . . . I think rhar rhis 
[Coniprdrrnsive Healrh Ehcarion] is equallj! iniporrant. .h i  if'ir is nor happening ar 
home, ir is o w  job ro make sitre rhat if  happens ut school. 

One of the stories that Rhonda shared exemplifies her belief and hope in health 

education and hsr affliction Lvith Megaheanopia. She describes Jessica a Grade 7 student. 

~ v h o  had started sporting large. obvious hickies on her neck. While Jessica was parading 

around in hsr classroom shoiving off these hickies. Rhonda began to develop a dialogue ivitli 

Jessica. I t  started off in a conversation about the appropriateness of revealing and bragging 

about the hickiss to a meaningful conversation about her perception of her self-ivorth and 

about her srsuality. During the unit. Rhonda used the s e x u a l i ~  information that she talked 

abour in class to ini~iate conversations with Jessica. This did not transpire ivith ease. 

Jessica's attitude \vas somerimes aloof and arrogant. but the health instruction during the 

sesualit> unit bridged the developing relationship and Jessica's behaviour. One day. after 

watching a video that dealt with cornmonly held myths in sexuality. Jessica was noticeably 

flushed and agitated. Finding an excuse to have a private moment with Jessica. Rhonda 

offersd Jessica time to express herself. This time Jessica. only 12 years old. displajed a more 

humble and accepting attitude, disclosing she had been sexually active for quite some time 

and had believed the boys when they told her that "pulling out" was an effective form of birth 

control. Rhonda was able to provide the necessary information at an age-appropriate level. 
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but most importantly Rhonda felt Jessica would respond and act on the information because 

she felt Jessica tmsted and respected what she said. Rhonda is not naïve; she was not 

suggesting that Jessica would radically change her behaviour. but she did believe the 

information would delay. if not offset. the strong chance that Jessica would get pregnant or 

contract a sesually transmitted infection. "Maybz just maybe, there was a seed planted that 

might change the way she thinks about herself or how others see her." For certain. a 

relationship e ~ ~ o l v e d  that had the potential to decrease health-risking behaviours which was 

fostsrrd ~iot  only b>. Rhonda's caring ways but also through the legitirnate structure of the 

hsalth instruction. 

Rhonda shared another incident which displays her sense of purpose and cotiviction 

concerninp the merits of a holistic approach to education. as well as her educational 

prioritiss. 

S o m  ot'rhoji Iioi-c goitc. rhroirgh. in 6 or ". ),cars niore rhcitt Fair «nd I cnrtlri iniugiirw 
i 1 i Onc lirrle hoj- rold me arorrnd Easrer rime [rhal] ir al1 srarirti ri'hen Iir 
ji11 qlj'his hikc und scruped hk kwe.  Hi hud ro wuir.foirr koiirs rmril his moni gcir 
ho~nc. rheri he hcid ro wair al rhc hospirnl for hoitrs ru ger rhe srirclirs airdgor honid - 
rhur was Easrer nighr. I said, "Thar is roo bad. " bicr he soid, "That is riof ihe worsr of 
ir. " :b7d ke jmr kepr going on. " lt'hen I woke up on Easrer morning rhere w i s  an 
nore rltar said rhnr the Eosrer Bunn~v hud rirn out of' choculair. " I cried; 1 rhoiiphr. Ii 

iiscrs or leusr a 11-eek ojirr Eusrer and 1 wenr ro rhe drugsrore und hoirghr u holloir 
bunn~. und I.filled it wirh fitn bars andjuice boxes. sonie chocolnre. bur I tiiif m i imr  

roo mirch chocolarc. yoic know. I called him down ro VZJ' room and he peakrd in and I 
suid "This lerter suys 'To Tyler j?om the Easrer Bitnnj ' and yolc are rhe onlv Glcr I 
ioto~..  " He said, " ï o u  are the Easter Bunny " and 1 said, ".Vo, I am no1 the Easrer 
Brrrît~j. " The love on his face said rhe world  tus okay because rhere reallj iras un 
Eusrer Bumly and he hadn 'i forgo! fen him. Thar is a given: yorrr kids should n a  
rhink the Easrer Bunnjl ran out ofchocolare. . . . Whar is rhr borrorn line? Ukar is 
reallj* imporranr here? Ir is nor page 26 in your marh book, because for rhose kids ir 
certair?!~ is nor imporrunt. 

Developing a relationship with her students where "they feel very comfortable" is an 

important part of teaching for Monda. she has wofked very nard to aeveiop a rappon ana 
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connect nith e v e q  student and values her health class because. in this class. "1 get to eveq 

student." 

%%en Linda speaks of the value of health instruction it is with passion. Clearly. she 

articulates a high affinity for quality health education, especially when she reflects on the 

health issues that are prevalent with her students. 

I do nor wanr ro sav rhur ir [health educnrion] is more imporranr than marli but noi 
heing able lo solve rhr qitadratic eqrrarion isill nor kill rheni . . . a STD coztld kill 
rhem. Kids ore h u ~ i n g  sex. whether parenrs wanr ro agree with me or no!. Kids are 
c«nintirring sriicitke. The)' are inro a lor qf'high-risk hehavioiirs. The), nerd IO deal 
iisirh ir and ir isjizrsrraring us I look ur o w  school. rhrre are srill girls gertirig 
prcgrtant. 

Linda illustrates her high degree of commitment to CSH in volunteering to t-rite a 

comprehensit.e unit plan that would be accessible to al1 health teachers in her di\ision. At 

the time of the intenisw. she kvas going through the process of "uriting a unit for the entire 

school dit.ision . . . so 1 am making up the unit and getting it  appro~,ed." Linda expresses 

frustration that. despite a concentratsd effort to improve health through quality education. 

students continue to engage in high-risk behaviour. The necessity for intervention is 

frequsnt. Dsspits her frustration. she remains devoted to the merits of health education and 

sho~vs tremendous perseverance and dedication to student health. even when health 

improvornents are slow to change. 

I spend a lot of rime talking ivith the guidance counselor $1 feel thar someone needs 
ro go in. I have spent I don 't know how many hoitrs sirting in the barhroom talking ro 
girls. Ifsumeone has a problem, ir is automatically my problem. Ifir is a gujV 
reacher. I am rhe one that is called, if Karen is busy lfl am in the junior end and I 
go ro rhe barhroom and there is someone in rhere, I have to dcal irlith il. 
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Linda is proud she "wear[s] my emotions on rny sleeve" and confesses to be a v e y  

caring person but is under no illusion that caring is easy and glan~orous - increasing 

emotional ties \vil1 inevitably complicate a relationship. In fact. caring is difficult. In m 

incident ~vhere shc tried to be thoughtful and caring to a particular student. she was 

vulnerable to criticism from the students' friends. parents and, to a certain extent. her 

adminisirator. Despite the angst that accornpanilrs having Megaheartopia. Linda descnbes 

her hopefulness and sense of purpose as a teacher. 

1 rrcrch them in Gracie Y and now [in] Grade 10 Murh. The!! s q * ,  "If  2 dit1 not do rhis 
lnsr j3ern. " I saq', "[the] purple sheer , rhe one I told yolî never. ne iw  [ose. " "Oh 
yes. niq~be I did see rhar! " They mighr reniember the color. pretgl color, hitr th-. do 
no! - in rhe big scheme oj'rhings - [they] cun nor remembrr. IKhar I wanr then1 ro 
rr~twmber is M s s  L. helped me throitgh . . . Gradc 9 when rhis gic* dinlped nie. or 
\t*hrtt this girl chruied on me. or whareivr ir is. or r h q  don 'r ger prrgncrnr. or r h q  
LW LWW IO tne und rell nie rliar rheirjiiend suid rhq. iiunred ro kill rhetnscli~es [sic]. 

Linda is not under any illusion that health instruction. or even CSH programming. 

ti.oulcl make an! radical differences in the students' hsalth and she does becorne frustrated. 

"girls are still getting pregnant in our school: sometimes 1 think is it something 1 am doing?" 

Optimisticall!.. Linda focuses on areas tvhere she might have the greatest impact. The 

allottsd health instruction time is valuable but she recognizes the greater depth in the 

pedagogical relationship when she sees the rtudents for more classes than just health. Linda 

esplains. "1 have a different relationship with my homeroom. 1 know what the' do on the 

weekend. 1 bought a car from one of their dads." She can be more sensitive to their needs 

uhen she has good rapport and "if someone is feeling upset and 1 Say "you are having a 

problem . . . just get up and go to the bathroom . . . and 1 will come and check on you." 
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Tim 

As an administrator of a school in a lower socioeconomic area, Tim deals hith health- 

reiated issues on a daily basis in his office. as well as his classroom. Sometimes it is as 

simple as dealing with parents and their children who have conflicting views about using 

make-up or wearing a particular kind of clothing. Sometimes i t  is as demanding as dealing 

\vith students ~vith complex emotional and behavioural problems. Currently. Tim is 

engrossed in several committees and projects where the primary concerns are health-related 

issues. The common thread of these sndeavors is the need for greater focus. understanding. 

and coordination of'health senices with the common denomi~ator of improving children's 

health conditions. 

Tim is more than just hopeful that health education is effecrive. he seems to belie~pe it 

i s  the most iiabls way to ivork toiyards a more healthful socieh. M i l e  he recognizes the 

rois and i-alus of the parent in health education. he also segregates school health instruction 

into a unique categop. School health has particular components that other health 

information might lack. 

.-lx ci purrnr. if1 wcis no! in eclirccrrion, \r*otdd I ever rhink qf talking io mj. s o r t s  crhoiu 
euring disorders? I btow whrn ive did rhe Fun~ib* Srriccrtu+~s ~iriii, i t ~  huw LI loi of' 
pcrreltr siruarions here - a lor of childrrn living wirh grandpar-rnrs und d@erenr rhir?ys 
. . . w r  gor into a real rhing on structures and roles and / rhorighr it was t ~ n .  

interesring in rernzs of what these kids rhoughr: How ive shared wirh each other and I 
rhitlk it became an appreciarion for some of (hem atywa):, an appreciarion for ir-kere 
rhe other kid was comingfrom . . , the mareness rhat kids gor from rhar and rhe 
appreciarion for ofher [kids]. 

Tim also notes that school health offers more than just awareness: it is also concerned 

with taking healthy action. He provides the example of teaching the Grade 8 theme of 

supporting peers. Here. students practice supporting each other and. regardless of the topic or 
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grade. the idea is to make informed decisions that increase health-enhancing behaviours. Tim - 
States. "1 think that if it were left to the home it would be just a total awareness thing." 

Bev 

In Be\.'s case. the syniptoms of Megaheartopia are manifest in a conscientious effort 

to provide a highly student centered classroom. Students democratically vote on the units 

thep want to take each pear and have input into the assignments and activities that Bev 

develops. She is a strong advocate for resource-based learning: consequently, many of the 

students' assignments are personalized and customized according to their needs. While the 

students do a lot of research and reporting. Bev uses a variety of approaches to meet the 

needs of a range of leaming epes .  Research rnay be a trip to the l i b r q .  a personal intenieiv. 

or field trip. 

I tlid tr lor oj'resoiuce-hased learning becuiise ofrhc lihrarj: The kid.~ liked rhe 
rcso~ri-cc-buse Ieurning and also. v)*oir have sorne difjicdr srtidenrs. rhe kids who 
r e r d ~ .  i i~ i i i r  ru lecirn can und rhej. are nor injluencrd so much. .4s itne did more 
tl~horing and acrii-iries, the kitls gor more inidi.ed Solne r.ear.7 I had jusr e'ccellet~, 
ck.w.s und W P  jiisr wenr oj 'on rangenrs urid rhe kids were inreresred as long as rhq. 
wi-e le~ir~nittg somerhing ahoiir healrh. 

One of the attractions of teaching health is the freedom to be tmly student centered 

\vithout the dark shadow of "content-oriented" espectations accompanied by the "lecture. 

practice and drill and al1 that." as in subject areas such as math and English. "In health. 

discussion is a big part of participation and what 1 have always liked about it. " Affording 

students this approach to learning ensures that students, at al1 levels. have the opportunity to 

succesd: rhis is \vhat makes Bev's class truly student centercd. 

This one girl I had in Grnde 8 und she was jirsr "working her btitr o f f ' .  Erer) rinie 
irSe had an cissignmenr, il rcorild conre back al1 typed andjust pe$ecr and I thozighr. 
* ,T l . : . .  , r r r J  ii . f i  ïeu::j. gi38d Jiiidciîi " ;;;d ZNr ii.UZ û~ruYJ^puï;ic~pu;~iig iii F:uJJ. Igh.< -5:: 
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[of rhejfil~al grade] for participation . . . This girl got 93% and I said "really good 
job!" I foirnd oui ajier her report card rhar that had been her highesr mark ewr.  She 
was in Grade 8 wirh a Grade 3 reading level. She \vas a resoitrce-room kid. I did no[ 
e w n  know it and ir made me fiel good thar this was an area where she coirld do well 
i~7 becartse ir doesn 't rejlecr on her other disabilities . . . some kids who are no/ 
n o r m u l ~  sitccessfitl can succeed here. 

Developing a classroom atmosphere of participation and accepmce has contnbuted 

to the health instruction component by linking and making meaning of the health content 

through a trusting relationship. 

Lasr reear [afrer] we talked about diet and exercise. then ir led inro eating disorders 
ami I talk a lof aboirr icghar to do "lf. . . . " I had severnl girls comc back ro nie 
throrrghorrr the year and saj  " I  think so-and-so has an earing disorder. Ct'har shorrld I 
do?" 1 Itaw hud kids tell me [thut] "1 think thar rhat kid is changing und / think he 
iuighr he ou drirgs or suicidai. " 

Connecting uith students is an important pan of being a health teacher for Bei.. She 

panicularly enjoys the freedom to use health classes to respond directly to the daily needs of 

studenrs. She describes a situation where she overheard a student say that during health class 

the! had "gone on a tangent." From Bev's perspective. the' were not on a tangent at all. Shs 

has integrated the content so intricately with the students' needs that the- did not recognize 

their health class as school work. 

As with Linda. Bev e'cperiences the dark side of being open and caring: developing a 

strong pedagogical relationship leaves her open to more comples. uncomfortable situations. 

Bev describes several situations where students felt comfortable enough to discuss highly 

personal and sensitive matters in confidence. Bev reports these types of disclosure made her 

feel very uncomfortable at tirnes. These personal conversations with her students. however. 

reinforce the notion that very unique relationships exists between students and their health 

teachers. The pedagogical rrlationship that is established is both parental and professional in 
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nature. Bey says. "some kids will Say things to teachers that they would never say to a 

parent" but she acknowledges that a pedagogical relarionship is not paranteed? even though 

she tries to be student centered and caring. 

Ei,cr~, kid is dij'ferenr. Nor al1 teachers are going to interacr ivirh some kids in the 
sa~ne w'aj: E ~ e n  wilhin health tltere will be kids you ni11 know thaf will ne iw  tell y011 
anyrhing, and there are some kids rhat you wish were nor even [here. Some kids cun 
iiwck the ivhole arrnosphere and it has happened ro me. roo. 

Drspite the rather sensitive situations that ssem to accompany teaching health. Bev 

remains true to her advocacy for health education. Her hope is kindled in the ease that health 

education is reletant to the students' lives. Whether i t  is faciliiating grcater acceptance and 

empathy for students ~vith leukemia or cystic fibrosis. or seeing the fascination students have 

for undsrstanding and grappling with issues related to death and dying. or their ravenous 

apperite for scsual i t~  information. Bev is reininded of the need to interact with health issues 

in their lives. To help students make the relevancy connection. Bey uses a newspaper 

actiiit!.. "Ir hslps them realize that health is an important issue in our communin.. Whsn !.ou 

think of the amount of dollars that our province spends on health . . . so much money goes 

toivards health: health is an important thing." 

BRADl'CARDI.4 

The second heart condition that emerges from this study resembles Bradycardia. 

Bradycardia is a medical disorder where the heart beat is much slower than it should be for 

maximum efficiency ( L u c h a n  & Sorenson. 1987). An intervention for this medical 

disorder is to insert a pacemaker. As the participants describe their work. it becomes clear 

that they believe Comprehensive School Health Education (instruction), for a varien: of 
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Be\,. Linda. Tim, and Rhonda have a history of assuining leadership roles in health 

education. Sometimes these roles have been formal, such as with the Catalyst Teacher 

commitment, but often their leadership has been informa1 as advocates and guides for health 

education. When the participants described their role in health instruction (one specific 

component of CSH). tliey functioned as cardiac pacemakers. A pacemaker. according to 

L u c h a n  and Sorenson (1987), is "an electric apparatus used for maintaining a normal 

rh>.thm by electrically stimulating the heart" (p. 1238). A pacemaker. inserted directly in the 

chesr. beconies an integral part of the heart yet it is always a foreign objcct. 

A comparison could be draw-n with the teachers who are an integral part of their 

school system but haire slements of being a foreigner. Their interest and commitment to 

hsaIth education set [hem apart from other teachers. The teachers are like pacemakers in that 

th* ha1.e tried to be catalysts to initiate change in school health instruction. They also have a 

regulating role. ~ v h i c h  involves balancing the desire to meet the ideals of CSH and simply 

s u n i ~ i n g  the daily demands of teaching. The participants feel personally accountable and 

responsible IO other staff members and administrators for providing direction for quality 

health education. They generate a rhythm in their willingness to accept leadership in their 

school. motivated by both self-imposed measures and by more overt expectations from 

others. Currently. Comprehensive School Health is dependent on individuals to initiate and 

rnaintain a pace that will drive the initiatives related to curriculum and instniction in CSH. 

As a cardiac pacemaker. the participants are attempting to initiate that spark of energy. 

kno\\ledge and skill that brings CSH to life. The following section describes each 

participant's perception of the bradycardie tendencies of CSH education and activities that 
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demonstrate how the participants function as pacemakers in their attempts to improve lhis 

condition. 

Rhonda 

Rhonda believes that health instruction is a significant component to Comprehensi\.e 

School Health but it  is not thnving robustly in schools: "Unfortunately. health isn't being 

taught to the extent that it  should be." noting that some teachers specifically plan to avoid 

health instruction. While she is sensitive to the fact that not al1 teachers would have the same 

kind of commitment to health education as she does. Rhonda is frustrated by the blatant 

neglect of adequate and meaningful health instruction that sometimes occurs. 

1 set sonie oj'rhe rinierahles - Gtri(iunce rhe lasr period on Friduy afrernoon or on rhe 
prrioci wr c i l i ~ q ~ s  hure .4ssemhlj.. Oh. come on. ..lndjou knoic  the^ are pllrring rhose 
[~~lrrssrs] . . . uheud m d  see thur th-. reall>* do nor have ro rcach i f .  

Because Rhonda --strongly believes in health" she assumes pacemaking roles in her 

school ro gcnerate support and guidance for teachers who are struggling with health 

instruction. Rhonda States. -'I make promises: '1 will teach your health.' Famil!. Life is the 

big one ri-ht noiv. Some of our teachers say that they are not comfortable uith it. 1 ivill sa',. 

'k'ou do thnt social unit for me . . ."' Offering support to other teachers by eschanging 

classes. ideas. and activities is one way Rhonda has been able to assist others with their 

health instruction. 

In terms of CSH. one of the fundamental elements required. according to NPSHEO 

( 1954). is a well-planned. sequential curriculum that has specific program goals and 

objectives. In Saskatchewan. the Middle Level Health Curriculum is current and has a 

sequential nature uith specific program goals. The merit of the cumculum has resulted in a 
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reasonable amount of acceptance from al1 participants but Rhonda, who had been on the 

curriculum (re)~i;ri:ing cornminec. Rhonda recognizes, and is sympathetic with. a number of 

her colleagues who engage in minimal health instruction. Having experirnented with a 

\lariet? of resources and ideas, Rhonda hopes to share and create revisions to the cumculurn 

to enable other teachers to engage in quality instruction. Rhonda experimented with. and has 

formed opinions about. the cumculum. 

Tllese kids had neiter been rhrough rhe decisiun-mtlking pracêss, t h g  are cil1 
lesrrriing arld I don 'I niakr rhem [do the decisiun-rnakingproce.~~ ewryrime]. T h i  is 
c r 1 i i q . s  rhejirsr unir rhai i r e  lia und 1 don ' r  folloir if siep by srep qfrhe i ~ h o l e  process 
ri~rotrph the yecrr hrca~rse l Jnd  rhat ir kills i f .  So i re  rotrch OH if. l r j / f i !s  into a lot of' 
rhe clris.icrcium nrra. i don '1. lise dun 'r. follori. ir with eveyrhing ive do. For me, rliert, 
ure LI Iot of'good ~lzings in rhe henlrlt curriculum and Ipicll ouf the goodparrs. btrr l - 

, 

it i.s izur nv bible. 1 huiv a lor oj'other good rlzii~gs rhar I use r l m  ic.ork for nie. 

In the end. Rhonda did not feel that the changes made to revise the curriculum would 

suppon teachers tvho \vue  inesperienced in teaching health. She sumrnarizes her concerns 

lvith the curriculum as "too much information and not user friendly." The lack of concrete 

ideas and activities \vas a particular concern. At a time ~ v h e n  teachers ha\.e been bombarded 

ivith several neiv curricula in û ~ar ie ty  of subject areas. she thought it  especiall!. pertinent to 

have clear. supportire curricula. Rhonda senscs that nothing will change or impro1.e for 

health sducation when teachers are ovenvhelmed and inadequately supported. She specifies 

that yciung teachers m q  have diffîcultl; dealing with the inaccessibility of the resourcos in the 

curricuium but she felt that they. at least. have been recently trained in resource-based 

I sming .  Man! veteran teachers. according to Rhonda. are not as resourcefil and confident 

in choosing and finding quality content and activities in health education and therefore just 

do not do it. Rhonda feels that the revisions "did not change anything and it (the curriculum) 

is stiIL a paper weight to hoId open the door." 
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Rhonda. a seasoned health teacher, addresses the demands and the deficits in the 

curriculum in this way: 

I srrong!~ believe in rhe health area and I think /ha( 2 would say "Okay '' andfolloitq 
whar is laid oicr. 1 will follow ihe guidelines as they are made oirr for us and toitch on 
the nreas rhar I rhink I shoitld roitch on and uiid in some of my ideas. 

While Rhonda is eager to function as a pacemaker to help teachers implement quality 

health cducation. she changed her mind in t ems  of the venue of her contribution. At first. 

she uas  a Catalyst Teacher but this required her to promote health education through the 

Middle Level Curriculum Implementation workshops and she realized that. "1 am not sure 

that I'm in total support of it." Rhonda was. at times. embmassed to be associated with the 

new Middle Level Health Curriculum. Health instruction and in-service were vitally 

important to Rhonda but the manner in uhich the Catalyst Teacher in-sen,ice was presented 

\vas "so adarnant . . . that this is the way it should be" that she felt uncomfonable. 

I uni sirring irroitrrci und Iaoking und !hqt [v coUèagttes] ure looking al me urid 
sqYrtg. "So ~ w r  siipporr this? " .t!y hirsbund NUS or a [healrli] in-serlUice und rhe 
peuple kepr sq ing ,  " lbitr wu2 stipporrs ihis, does she? " He iooirld su!*. " Hold on 
jitsl ci minute herc. " Thar is nar a goodjeeling. 

Rhonda resigned as a Catalyst Teacher because in-senice promotes a curriculum she 

belisvss is fla~ved. and slie is so passiona~e about health sducation that she is intolerant of the 

h v s .  She said. "1 do not know what we c m  do for heal th  but she had higher expectations 

for health education than merel? superficial and general health instruction. 
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Linda feels there are many dedicated health teachers but also notes. "A lot of time you 

are the health teacher because it fits into your time table and you have to fil1 out your time 

table." It was from this vantage point that she describes the rnarginalization of health 

education and the difficulties for CSH education when the conditions are so unfavorable. 

One of her main concerns is the teachers who were required to teach health but did so without 

cornmitment or sincerip. Linda describes a particular situation when she "spoon fed" one of 

her colleagues who did not want to teach health. 

Ir's so hird Lots oj'rhe rime ir WOUICI he, "Lincia whnr am I reaching in hctrlth 
ru~kij.:)" Il7ten he iiaoitld have a suh he ivoitld usrire, "Go see Linda" [in his 
th--hook]. So I iiwitld sq. [ro rhe sith], "This is whar jeu urr reaching. " 

Linda reports that even her administrators were cognizant that some teachers assigned 

lisalth education lackrd kno\cledge in the subjrct area. Linda appreciated the administrator's 

cornmsnts. u.hich led her to beliette that the! not only acknowledged the deficiencies in 

health instmction but also uantsd to facilitate a resolution. 

[The c~iministruiur srarcs] " Thesr people nced help with hralth andyori are going IO 

help [hem undyoic itill give rhem jour lessorts. " .hi 1 iimftfine with rhar becaitsr 
once [hq' got IO n y  gru& I knew whar the), had donc. 

Linda also feels that teachers are not the only proup to marginalize the importance of CSH 

education. In speaking about parents and communiiy members. Linda says: 

Ir is nor iniportant 10 people . . . they [schools] are getiingpressure for more science. 
more rechnologi: I have never heard that parents come inro the school and sail ire 
need more healrh . . . . @%ut does soties* think is imporrant? What do parenrs rhir~k is 
mosl important? The gosernment agencies want standardked testing. Really the), 
want ro prtshjbr the three Rs. 

Despite Linda's generai fi-ustration uith the lack of respect for CSH education. she finds 

places where there is support and encouragement and feels she is needed. As a busy Catalyst 
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Teacher. Linda facilitated several workshops and volunteered to write a unit that would be 

available to. and recommended for. her division. Linda States: 

Sire [Direcror] rhanked me for lhem [workshops] and she has been to several . . . and 
so ske kno\ts rhar I am doing rhis curriculum unir. I approached her and 1 said, " I  
will do rhis. Ir c m  be approved and then everyone can do i f  and 1 am nor asking 
unjlonr ro do ir itith ntc, bitr I said rhar ifany one irranrs to be a pur1 of it, join in! . . . 
. " [whar rhev sa]* is] "Linda. htrrv zrp and do J1ow ,KY unir becairse 1 am doing ii 
.S0011. 

The thought of becoming a facilitator and in-senking her colleagues was not 

attracti\*e and Linda said the thought of it made her want to "pass out." Overcoming her fear 

of  speaking. she becarne a CataIyst Tsacher. She had always been "into the health aspect" 

and iiantrd to improve and refine her abilities as a health tsacher and share hcr experiences 

\t.ith others. Wlien the occasion to become a Catalyst Teacher arose. Linda felt i t  ~vould be a 

oood professional gro~cîh opportunie. but realized. "1 will teach health but to be efftcti1.e 
6 

!ou need to ivant to do it  and you have to put in the tirne." Bocause she was going to put 

tirne into learning the new curriculum anyway. it seemed advantageous to be supported by the 

Catalyst Tsachers. 

For Linda brlinz a pacemaker meant in-senicing teachers about the Middle Level 

Health Curriculum. This proved to be a trernendous challenge. Sometimes teachers are less 

than recepti1.e to the in-semices, Although Linda advocates for in-service and health 

workshops. she qualifies her statement by noting that only teachers who would find the 

information relevant and meaningful to their current teaching responsibilities and have a 

cornmitment and interest in health should be in attendance. It is clear Linda does not want to 

cive in-services to. or participate in workshops where a majorih of the teachers are not 
b 

interestrd in health education. Linda compares these sentiments to the irrelevancy of her 



The Cardiac Conditions 6 5 

taking a social studies curriculum in-service when she has not taughr social studies and never 

intends to: "1 won't remenlber it anyway because it is not relevant to me . . . unless you are 

doing it and committed to it. it will mean absolutely nothing." Linda understands that some 

teachers are not interested in teaching health and. in her opinion, there is no purpose in 

noncommitted teachers being forced to attend health in-services. 

Tim 

Tim describes the familiar scene of teachers feeling disappointed when they are 

assigned to teach health: "When we got our teaching load this spring someone said. 'Oh. I 

have Grade 8 healtli' and the: corne to me and sa', '1s there any way 1 crin trade you for 

somerhing else?"' Bscause Tirn is a strong advocats of CSH education. he is happy to 

eschange classes but this arrangement is not always feasible or possible. As a result. there 

are ofien teachers in his school teaching health ivho have little interest. training. or 

knowledge in ternis of CSH education. For this reason. Tim advocates that health specialists 

be esclusively assipned to health courses. E\.en though Tim is an administrator and in a 

position to make some of these decisions. he is not yet able to ensure this will occur. First. 

the small staff impedes a lot of the flexibility afforded to larger schools. Second. there is 

some opposition to specialists. as some teachers want to remain generalists. As a 

compromise. there are both specialists and generalists in Tim's school. 

Tirn operates as a pacemaker in curriculum issues by contributing to the writing and 

development of health units for his division. He becarne part of a team representing three 

schod divisions. As a u;riter, he was asked to create al1 the undeveloped, but required. units 

from Grades 6 to 9 health. He also serves as an active Catalyst Teacher. Both activities are 
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significant commitments in time and effort and speaks to the teachers' needs to have more 

detailed curriculum inaterial in health education. N'hile the curriculum mandates generic 

skills such as decision making, refusal skills, and problem solving, thc c~miculum is viewed 

as inadequate because it does not include activities, Rotes. or detailed content. Thrse 

elements are imperative to Tim. who views the curriculum as unfriendl} at times. He is 

particularly concerned about the quality of health education when new or uninterested 

teachers have to navigate their way through health education. 

Tim. also. resigned as a Catalyst Teacher this year. He was glad to have been a part 

of it  hecause it improved his knowledge of the curriculum. provided "awareness in differenr 

things." and g w e  him a better understanding of Saskatchetvan of Education. Tirn deliversd 

ss\.eral in-srnices as a Catalyst Teacher and began to deviate from the "canned'- script 

providsd by Saskatchewan Education because he felt it did not meet teachers' needs. He fslt 

he could berter serve CSH in his division by becoming more involved in the local unit n-riting 

process and move beyond curriculum issues to health issues of sentices and policy. He doss 

not want to "drop something that 1 got involved w i t h  but *'I feel that 1 have got into helping 

the division here" (in a significant way). One way he provides service to his division as a 

pacemaker is "trouble-shooting." Perhaps because he is also an administrator and a Catalyst 

Teacher. he often fields questions and telephone calls tvhere advocacy is needed. 

Here. local-: ! w m  receiving a lot ofcalls rhat Ijust did no! know the answers ro. I 
i i m  doing mj- besr: I \sas wriring lerrers to find our and I \,:us saying to people rhat I 
iidl look inro it and differenr rhings along rhar line. 
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Be\. recalls being "stuck" wiih health many years ago saying. "they gave me the 

leftovers - the things no one else wanted." NOM;. teaching health education is Bev's pnorih. 

The years of growth have helped her understand the Bradycardia in CSH education. whereas 

she notes some teachers are still assigned health even though they are not too keen about ir. 

Bev states there are elements of CSH she has no control over. but she did find health 

instruction a place where she could contribute to health education. Functioning as a 

pacemaker. she anempts to support other teachers in their efforts to improive health education 

and has assumed a number of leadership roles. Some of her roles have been both formal and 

informal. The follo\vinrl, presents an example of an informal pacemaker role. 

The j-ears when 1 ralighr al1 rhe healrit. ut- ei9en icvhen I didn 'r reach ir all. I \r*oiild 
coodinare ir all. There w r e  u-feu' years when 1 rarrght [Grades] 6, 7,  8 und rhrrr 
w r e  orhers tltar raicght healtlr roo. I aiivuys roordinared ihings: I tvoitld irrire the 
I~r t~~r . j i ) r  ses rdircirriotz. rnukt. the grorrp lelier. and have rlient al1 sign ir. 

Ha\.ing taught health for man! years. Be!? remembers the original version of the 

curent curriculum as "huge and horrible" but grew to like i t  as she became more familiar 

nith the contents. No\v. having taught al1 of the Middle Level health at some point. and 

having tried and tested many units. she is v e n  comfortable with the recommendations of tlio 

present curriculum. Having this cornfort and interest has given her the reputation as the 

"health expert" in her school. even though she states. "1 am not any more (of an expert) than 

an: one else." 

Bei.'s fonnal contribution as a pacemaker was her appointment as a Catalyst Teacher. 

Bet. is a seasoned in-senice facilitator having been a workshop facilitator in other subject 

areas in the past. She says shr continues to be involved in this voluntary p r o m m  because of 
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the self-satisfaction. professional development. resources. and the people she meets. On the 

other hand. she also notes the personal costs and inconveniences are many. The challenges. 

however, are downplayed when Bev compares it to past facilitating experiences where the 

physical and financial expectations were more demanding. She descnbes the inconveniences 

of being a facilitator at in-services where travel is required. 

Ir is n lot of'organkarion. IfIo is going to g i w  r q 9  kid a ride ro school? I haw ro gri 
sotiironr 10 bring him and someone IO pick hinr up and ruke hitn to al1 his acrii*iries - 
al1 01o.w kinils qj'hassles, rspeciallj+ when rhqb are owrnighr. [ln rhr pust] rhq. jrtst 
p~iiii.fi~r 011r xub and oirr gus monejn and rke.facr rhar I had ro leuw here ur 4:30 in rhc. 
rtlorning und driw soniewhere and the extra babjsirting mld al1 rhar. IVc did rtor ger 
un honorariiint, now I do. The hows thar i1ou ptii inro preparing isas a lor. [In 
healrh] ir is al1 rhere and you do not have I O  do a grear deal ojpreparation - btisr] a 
fëu' hoirrs. 

At the provincial level. the Department has made improvements to ease some of the 

incon\.eniences. but Bsv did not ask for much and wits gratehl for small conveniences. 

O)ze rime I lzud ru go ro a workhop in Buffalo .larra\r-s and, rarher than leuve u j r r  
school und driw w~ril niPo in fhe marning became 1 )vus rhe feucher-lihruriun d l  
uji~~rnoon. r h q  suid rlirxt I cotrld leave ut noon brcause I did no( nerd a siib und rh+. 
ler t w  tiriw when ir wus mosrl} light. ljilsr hud ro rearrunge [the sritdenr.s.fbr I ~ L I  

c!Jj~>rm)017]. 

The Catal'.st Teacher commitments are more formal and in-depth obligations. but there are 

man! isss formal ivays Bsv tries to help others. She offers advice. lends lesson plans and 

units: as she States it. "1 gave her some activities that gave her some breathers." 

After identieing a number of problems impeding the efficiency and qualit) of health 

instruction. the participants concentrate their efforts on one goal: to improve health 

instruction by assistinrg others. As they suggest. there are both formal and informal avenues 

to be a catalyst in health instruction. Their willingness to provide tirne and attention to othsr 
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teachers to improve or change the way they instruct health education defines them as 

pacemakers in a Bradycardia situation. 

ARTEMOSCLEROSIS 

The third heart condition that emerges from this study resembles .4rteriosclerosis. a 

condition where the h e m  muscle must have an adequate blood supply to function properly. 

Should one of the coronary arteries be blocked and circulation fail. infarction of the heart 

muscle ine~itably results. Because of insufficient blood to the myocardium, the result is a 

major disorder called Angina Pectoris. Angina Pectoris is most often caused by 

Arteriosclerosis or a narrowing of the arterial walls as an accumulation of cholesterol lines. 

and e\.entually occludes. the coronary vessels (Luckman 6C Sorenson. 1987). 

Similar to Arteriosclerosis, the participants describo how the "arteries" or 

infrastructure supplying the vital requirements for CSH are experiencing sorne severe 

blockages \\.hich impede the efficiency of the CSH components. Unlike Bradycardia. where 

pacemakers provide intenlent.ion, Arteriosclerosis seems to develop without any measures to 

check it .  As a result of the accumulation of bamers and challenges related to CSH. each 

participant described his or her version of CSH Angina Pectoris. Even though CSH 

embodies four necessary interrelated components, this section will only focus on three. The 

fourth element. Health Services (Community Involvement) will be discussed in the last 

section of this chapter. The purpose of this section is to explore participants' perceptions and 

acti\tities. illuminating the barriers related to health instruction. health environment. and 

support services. Each section will conclude with participants' cornrnents that detail their 
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sense of being in a situation of persistent obstacles. m e s e  barriers represent the participants' 

notion of angina. 

Rhonda 

Instruction 

Rhonda outlines inadequate time. money. and accessibility to resources as th 

main blockages that affect the qualip of CSH instruction. The shortage of these three 

important slsments Lvere the source of Rhonda's chronic frustration with implementing CSH. 

[Resoio.ce.s] Th~7r is haQ!f of rhc prohleni. 1 biew rhis when we w r e  wriring anci iw 
\t-otild sir and .WQ~ rhese are iiwnde~fiil resorirces und ir mighr even br cc \ d e o  ~ ~ C I I  

cccrt gcr.fiom .!ledia H o m  and on.. cosr one dollar. Brrr ir also involws pickitzg ir [{p. 
g~vring ir senr ottr. und our librariuti is forever sa~ing,  "Thesr arc rhe books we need 
nzqfw in nexr JVUI.'S budgrr. " There jirs~ isn 't rhe monej-. Thrrr is lors c>J'rrsoirr~w . 
. . hiir the mon-. is no! otrr rhere. So again. ir means rhcit ifyozt need ro hniv 
son~erhiag~filr rke nesr irssotl andyoir S.', "Oh 1 need rhis. hiit 1 have ro order i f  brrr 1 
t ~ r r ~ i  11 f i ~ r  ror?iorroit- so 1 p e s s  1'11 order ir nexr p u r .  " There is a problem in sirring 
~initw and rokinp rhe rime ro figure orir whsr yotr need. . . ir is jtisr rhrrr timr elrnwnr. 

Because R+onda is highly committed to health. she espends estra effort to ensure shr 

has a quality program. howt.er. she recognizcs the personal sacrifices she must rnakr, 

I f  is cc niafrer of rhe rime elernenr . . . this is mjt 14'" jqrur of reaclting attd 1 am srili 
ruking home probubij- a minimum oj'one hour w r r h  o f  icork everj* nighr ccnd $1 h n ' ~  
do ir. l j i e l  so gitilg* 1 gel irp an h o w  earlj and ger ro school . . . 1 helieiqe in rhc heulrh 
a t m  so I will rakc the finie IO do ii bill I know rhut other people do nor. 

Healtlij en vironmetit 

Having barely enough time to satisfi. her standards for CSH instruction. Rhonda does 

not concern herself a great deal with other parts of CSH. notably healthy environrnents. 

Rhonda spoke very little about being involved with other elements of CSH. such as creating 

and developing healthy school policies as a part of a healthy environment. In terms of 

involving herself in policy initiatives. she States that "we have very explicit (health) policies" 
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~vhich \vere developed by her school division. She notes. "It is black and white. It is like - 
'these are the rules.' Suspension is your option if you are not going to follow it. The board 

has done quite a good job of laying it out." 

Social support (parental involvement) 

Lack of time is noted as a bamer in generating social support (parental involvement). 

another fundamental element in CSH. Rhonda, however. always invites parents into the 

school when she is teaching her Family Life unit. This year. Parent Information Night is the 

only time she had formalIy invited parental involvement. Parents' Night. however, is a well- 

estahlishrd tradirion as Rhonda describes. 

On Purenrs ' .llghr rhe kids corne in ami 1 have a vide0 thai 1 show. II is jusr ihe htrsic 
sruf/.* Busicallj,, ive go rhrortgh whcrr we have been ralking about und 1 ctl~r-aj:s wrirr 
~cp the di&enr ropics and concepts and rhen kids will ralk . . . . 1 rhink rhur here irt 
rhis areu rhar 1 uni teaching . . .the parrnis. . . rhe knowledge is nor iherejor rhem 
eifker.. Ir is alniosr like we are nor only perring the kids but rhe parerus ioo. 

Parental ini~ol\~ement in this school is less prevalent when compared to other schools 

\\,l~erl: Rhonda h a  taupht. She attributes this to the nature of the socioeconomic makeup of 

the school. bu1 that is not to say the parents are not supportive. Rhonda describcs parents as 

fitting into tu.0 t>.pes: eithcr the' are "out of the pictiire" or easy te work nith because they 

want better for their children. She cites a campaign affiliated with a science carnival ~vhere 

the children had to collect pop bottles to fundraise for a charitable contribution to the 

neonatal unit. Parents generously donated their pop bottles even though many could have 

kept theni and used the money for their own basic needs. Community involvement. support. 

and rnembership occurs in many subtle ways, even though not directly associated with health 

education or a CSH program. 
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Rhonda acknowledges that parental involvement is important. but many teachers are 

nenous about planning a Parents' Night. As a result. parental involvement is usually 

limited to information nights. One of the suggestions Rhonda made to deal with the 

uncertainty of Parents' Night was to use a prepackaged program that outlines how to 

conduct a parent meeting. 

The nice thing about thar program [Lions Quest]. and I haven 'r iised it in rhree 
years. is the Parents ' ,Vighr is boldly laid ouf for yoii and anyone cotlld lise ir . . . 
rhat is i i h~  cr lot of reachers use that program . . . ir basicall~ tells you whur to do 
ciml whar to sa)' and ir cun make yoii very cotnforroble. 

L l i l e  Rhonda strives to implement CSH. she faces a number of barriers tliat 

inrerfere ivith her optimal vision of CSH. This. in addition to the high demands of teachins. 

has lsfi her feeling highly stressed. Lately this stress has made her physicall!. il1 and she has 

reqursted a transfer in hopes thar she will be placed in a school that is less demanding in 

terms of hsalth issues. 

The entorionol part wears on >,ou. 1 know I need a changc . . . I haw IO leurn. .\li- 

l~irshund is ivry gootl . . . I can deal wirh this at school . . . us hesr / canfi.ont ëighr 
in rhe morninp to.foiir ut ni&. blir when he comcs home he leaiw ir ut school urd 1 
brijg ir home. and he never tells school srories or rhe supper rable and I ne iw  srop. 
Ir is re~dlj. druining and rhe older yoli ger you sorr uf think. "Oh bol- . . . . " 

Linds 

Linda underscores two notable factors that interfere with an optimal CSH approach. 

She is particularly attuned to the financial restraints and high costs of resources. 

!Ci! do nor have rnonej!. They have funneled some money ro me as a Caralyst Teacher. 
f sa~ing l  "Go ottr, buy somerhing, " but when one video ~ m l d  rvipe out the whole 
rhing, ir jirsr cosrs a lot of money I hourd the resoitrces and I gel quesrioned about i f .  
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I wanr ro know i f1  am responsihle for health. I want 10 know whert rhe st i f f is  so I 
lock srirffirp so ir lloesn 'r go missing. 

Linda identifies large class sires and inadequate facilities. both ultimately related to 

lack of monsy and resources. as problernatic bamers for quality instruction. She describes a 

project Ithich was irnpeded by these concerns. 

In mrrririon ive ralk abour healrhy earing, we talk about fad diers, anorexia, and 
bulimia. Ré take a menu and the)? can take a "lunch" or "dinner; " rhen. the)? hmqe ro 
decide how ro loiser rhe-far . . . . Wirh rhe class ntrmbers - I have 36 - I du not k-now 
hoiv ir is ~ o i n g  ru g o .  . . lasr year ive splir rhem irp. Even 23 in rhe home ec lab is 
lrtdicnm~. 

Thsse obstacles were problems she had to contend with as best as she was able. 

Linda does not feel she is involved uith the Healthy Environrnent componsnt to an! 

great estent. She describes Healthy Environment as pnmarily shaped at the division levei 

At the school Ie\.el rhere is little teacher involvement. escept for what Linda calls a fen 

"players." These are teachers in the school who hold unofficial authority but. on occasion. 

seem to be able to effect change at the school division level. From Linda's perspective. being 

the health teacher and advocating policies based on healthy choices does not posssss an' 

poivrr at an' Ie\.el. Healthy policies are clearly outlined in the student agendas and Linda 

seems satisfied with not being part of the policy rnaking: "1 would hate to see that even  

single person in our school who taught health having a say (about policies)." Linda is clear 

about not being particularly interested in the Healthy Environrnent eIement of CSH. 

1 do nor iilant anything ro do ivirh ir mosr of the rime. Ijusr wanr ro be in mj 
classroorn, teaching my sntff 1 do no1 wanr 10 deal ivirh everyrhing else and I ivould 
like ro be alone 10 do whar I do best, which is reach, no1 make decisions. i make 
enoirgh in mj. classroom and I can prery much do anyrhing that I wanr in rhere. 
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On the other hand. she is fmstrated with some policies that are contradictory to a 

healthy lifestyle. 

For rhe record. I am completely opposed to hming smoking on the school grounds. 
Philosophically, I am the hea11h feacher, and we are letring [hem smoke? I do nor 
likc ir [rhe smoking policfl bill I iiill support ii 100% becairse i f  is a school polic~: 

Social support 

Linda has incorporated very few parental-involvernent opportunities in health. She 

recalls her students saying they would be uncornfortable with their parents participating in 

CSH. She rarely incorporates parental involvement in her classes even though she States. "1 

ha1.e alivays said. 'If !.ou (parents) ever feel that !.ou \vant to come in and listen to a class and 

you can help me out.' 1 have never had an!, one take me up on it." Linda describes her v i e w  

on parental in\.ol~.sment. 

Linda's perception was that parents were not very interested in knowing what was 

coing on in health education and did not \vant to participate in an? way. Linda laments, "at - 
Meet the Teacher night. \+ken 1 go through what we are taking. three parents from a class. no 

parents from a class [show up]. Most of them do not h o u .  what we are taking." Even 

though Linda suggests many reasons why involving parents is difficult and time consurning. 

she is going to have a parent information night before she starts her Farnily Life unit this year. 
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Altginn 

There is a certain degree of frustration in Linda's tone when she notes the many 

elements of CSH that need attention. In advocating for health education. Linda gets 

frustrated. 

.Ind 2 snilf. "l'ou know rhar is the class rhar needs it the most! (I am going - "ugg "). 
This [hhealrh edtcarion] is importanr. In the lasrfew years, I have been making mywlf' 
sick: I p t  checked for gallbladder and itlcers on .Mortdaj, rhar is why I was nor in 
school. I unz. " Like. is rhis rsorrh gerting sick owr?" I am gerting rhar jiitstrnred 

Perhaps Linda suinmarizes the theme of blocked artenes best by saying. "it is sunival 

in there and 1 have been teaching it for 6 years and it is different every time." 

Tim 

Instritctiorr 

Lack of funding is a general undenone for man! of the concems expressed b'; al1 of 

tlic participants. This lack of money seems to impact resources in a variety of w a ~ s  Tim 

discusses a common concern that even if resources are available, the' are not alu.ays 

accessitils. He talks about "the fingertip thing" ~vhich means that sometimes the resources 

rnight he available. some~vhere in the division. but if the' are not readily at the teacher's 

disposal rhey are not used. Anothrr problem was that many of the materials in his division 

resource csnter are purchased by a librarian (not a teacher-librarian) who does not understand 

that teachers need resources that match the curriculum bibliographies. As a result. resources 

are purchased that are not necessarily supportinp the curriculum. Tim reports that he and 

other teachers found this problematic when û-ying to follow curriculum suggestions. 
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Healthy eiivironmen t 

In terms of policy making. Tim is an administrator and privy to many decisions 

regarding policy but since he is new to his school division. he is still orisnting himself in this 

area. He did. however, acknowledgs that since he has moved into administration there is a 

different awareness level associated with being in "the office." Promoting a healthy 

environment is an integral part of the "Wellness Club" at Tim's school. This club is an 

estracurricular actii'ity incorporated into the Fly Higher Program (smùke-fret program) thrit 

"lias dons a lot of health promotion stuff with in our school." One of the initiati~es is an 

intrrcom campaign ii here they start off the morning announcements ivith messages 

heralding. "Did !.ou know that . . .?" They also had poster campaigns and interesting 

inhrn.ia:ion signs o\.er the ivater fountains. 

Social sicpporr 

Tim is \.en. alvars of the need for parental invoh.emrnt as an integra1 part of a CSH 

program. He supports invol\ing parents in a varie8 of u.a'.s in a CSH approach. saying. "1 

think if n e  do not do it  at the schools and think of the comprehensive idea." parents have a 

difficult time ensuring their child gets the best possible health information. Tim says hcr has 

not focused his efforts on improving parental involvement. rnostly because he is new to the 

cornmunit!.. although he notes, "1 would like to do more of bringing in not just agencies. but 

parents. Maybe 1 $vil1 get that (element) back." T h ' s  past esperiences with parental 

involvemen! have been positive. For the most part. he reports that parents are "glad" that the 

teachers are covering health topics. especially HIV/AiDS. 
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Angiriu 

Tim discusses his sense of overload in a pragmatic way. as he outlines the challenges 

of balancing family life hith the many demands of being a teacher. He describes his 

commitrnent to his o u n  children and family responsibilities as his priority. He has recently 

made c h a n ~ e s  to licghten Iiis workload and larnents. briefly. that certain goals and projects 

ivould ha\.e to wait until the. moved up on the priori5 list. One of the items rccently deleted 

from his load uas  his role as the Catalyst Teacher. Tim did not expect this would radically 

reduce his workload as he is still v e y  involved at the division le~.el with health education. 

Ittstrrtcriori 

A s  rhs other participants. Bev agrees that the obstacles for optimal health instruction 

are focused on lack of money for buying resources and on lack of time. Because Bel. is the 

teachsr-librarian. she seems to have greater control over resources and has managed to 

acquirs some relatively significant resources over the years. However. she States: 

I'L's, I h-i~u~r ~ ~ I C I I  e w t  a [or of rhe sitflrhar I have asked f o r  . . . " Itéll. yoir crin '1 hal*e 
if rhis jwir.. " Sonre tkings I haiv askedjor ~ e a r  a jer  v a r  und somerimes. ewrzrirol!~.. 
jrw grr il ( i d  somerimes jtoir n e i w  do. Ir depends. 

At a time ~vhen "budgets keep getting cut in education and it is difficult." Bev 

uonders h o u  one does more when "we are already doing more with less. How are you going 

to do even more?" She feels it woüld be reasonable to expect more money to implement 

CSH. but is very skeptical it will ever occur. 'rhey (government) are already short of h n d s  so 

1 can not ses them putting in a lot of money." If money is found, one of Bev's drearns to 

improve her CSH education would be to increase and improve the field trips. According to 
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Bev. another serious infrastructure problem impeding CSH education is administrative 

decisions that rnarginalize health in subtle ways. 

i heur the sirrrarions of'orher teachersfiom the workshops, lots of schools are like 
this. One school sain rhar they were only schedziled for a htrndred mintires per week 
and one ojrhose periods was taken for Band One of the healrh periods was for 
bund!! I see the same rhing happening here. In my class. in rhejîrsr rerm. one of rhe 
srudcnrs MUT hlind and he go1 pulled out [of healrh] to go for Braille ... 1 think he 
\i*odd hm'e gor waj- more fiom health but 1 do nor ger ro choose what class he hos tc~ 
miss.for Braille. 

Healtly environment 

Bel. notes that she feels quite removed from policy niaking as "most of it ivould corne 

from central office. 1 \vould Say. 1 guess if there was something that you noticed." The 

smoking policy was ri central office decision. and Bey points out that although teachers i{.ere 

not a part of the de\,elopment the' are espected to be "patrollers." She is avare ofsome 

school-based policies: She is glad to see a junk food policy that removed the junh-food 

machine tiom her school. but she acknon4edged that the decision \vas based more on 

imdalisni issues and Iess on health reasons. She describes some of the school-initiated 

nutrition policies. 

Hé hm.e a serve,., in ozrr school. Ci'e rook eire~*rhing olrt containing an~lthing wirh 
mrrs or ntct oil. Ke have also stcggesred [there shorrld be healthy food]. We hu\ge 
h r r ~ l r ~ ~ . f o o ~ i s .  lié have vegerables and dip and rhar kind offood. There are no pop 
rmxhines i ) ~  ~ h e  elementan* end and \rte sel1 rnilk eilerqldaj: 

I t  is difficult for Bev to comment on other policies. as she was unfarniliar with the 

specific nature of many of them. For exarnple, she did not know of a harassment policy but 

suggests that it might be one part of the main rule of the school. which is to respect other 

people. 
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Social support 

Over the years. Bev has involved parents in a varie. of ways. such as guests on 

panels and for interviews. Several years ago when she started teaching about AIDS, she had 

a 1 . s~ .  ~vell-attended parent meeting and continues to keep parents comected during the 

sexualih- unit through detailed Ietters and permission slips. For example. she uses a specific 

permission slip for students to be involved in a condom dernonstration. While shc has had 

almost no opposition to this health activih. she acknauledges that. "1 think that the) 

(parents) liks to be inipoli.ed." Bev describes her "parental involvement" as keeping parents 

infomwd and connectrd tu her health classes through occasional activities and letters that 

incorporate their permission. She îïnds that "most parents are v e q  supportive that way." 

Ar the same time. she thinks health can be difficult io teach because parents do not 

support health education in the same way the? would other subjects. such as math or English. 

Bei. imagines the parents saying. "It is only health!" In response to those remarks Bev 

beliaes:  

H~rddt  is an imporranr rhiilg. 1 rhink d l  ofrhr p a r c m  know rhar. The>, hno\is ~har il 
is an i~porrnnr Îssirr. J-ei don? iltink fhat ir i.s in school. Ir is o contratlicrinn. 

hnother major deterrent to involving parents is Bev's perception that students are 

opposed to their parents' involvement. She recalls the students saying. "No. no. not mu 

parent. Don't ask my parent." 

,4 ttgirta 

Bev has a regimentat work schedule that begins at 8:00 a.m. and she stays at school 

until9:OO p.m.. three times a week. This time is primarily used to prepare for classes. She is 

also heavily involved in extracurricular activities which extend her hours at school on other 
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days of the week. She says she is ovemhelmed at times. This spring she was adamant that 

her administrator sase her load. Nest year, for the first time in her career she will have one 

preparation period. 

THE CARDIAC SUPPORT TEAM 

DeGraw (1994) calls for a reconceptualized notion of health. He describes an optimal 

situation as one that relies on a comrnunity-based system. is highly student focused. and 

nreds dri\,en. A cardiac support team is based on similar principles and that is why an entire 

team of specialized professionals care for one cardiac patient. Through incidental comments 

and the participants' responses to questions about CSH. it  becanle clear that the defining 

cornponent of CSH. [!.hich differentiates it from just "health education." is the comrnunity- 

irnvlwrnent elemrnt. For esampie. in discussing resources Bey volunteers. "that is i+.here 

our C0mprehensit.e School Hralth works in - using the agencies - a  lot of the agencies \\-il1 

comt out (to the rural a r a )  nots.." H a t h &  recognized this during the inten.ie\v, the nest area 

I inquired about was the participants' meaning of "cornmunity involvement." Rhonda. Bev 

and Linda discuss community int.olvement mainly in the contest of health instruction. 

Comniunity in\-olitment is basically syonymous with guest speakers and field trips in the 

community. although not limited to these. Even though they seemed to downplay their 

current use of cornmunit', resources throughout the intentiews. there are numerous references 

to the use of a variety of support services and people. Perhaps this is partly because teachers 

do not have much control over the amount of time that most services are offered or proiided 

to the school. There is evidence that a varies. of cornrnunity members representing a varie' 

of perspecti~w were exposed to the students and the school. The third theme explores how 
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each of the participants view health services (cominunity involvement). who makes up their 

cardiac team. and how it functions. 

Rhonda 

Rhonda has the suppon of a varicty of people but the extent that she is able to use 

them is v q  limited. 

The Prrhlic Henlrh :\>me is in the school one rnorning per week and rhr Resolrrce 
Oflcer. stops in once in a while rilhen he is in the neighhorhood and he will set i(p ;he 
clcrssrnom visirs, bu1 o$en has ro cancel because he is one person rrying ro do 12 
schools. p h  ci high school ihro1i.n in. So you knoii' /ha/ you i d 1  nar h a i ~  access ro 
hini iw:i* ?fien. 

Most rsadily available are the Resource Oficçr. a Public Health Nurse. a "grandma- 

~ p r "  volunteer. a university preintern. psyhiatrists. social services. and basically. "if you 

uere in a dilemrna. the principal MIGHT be someone you could go to. but it is basically 

' M ' h m  do 1 go from here?"' Rhonda seems flesible and open to have guests i n  her 

classrooni and it  is not because of disinterest that she does not have a greater community 

in td~.ement .  She dcscribes the complesi'l; of getting people to corne on the school schedule 

and the rime in\.olved in organizing and communicating with othec people. This added 

tariable made her already comples classroom that much more demanding: "It invohts 

pu1ling in a variety of different agencies or going on field trips. it is a little more work, l'es. 1 

think that is a deterrent." 

When particular health issues hit a critical peak, it  is usuaIly then that cornmunih 

resources are called upon: in some ways it is a Iast resort. Rhonda describes the bullying and 

racial harassment that is a significant probIem in her schooI. To combat this problem, one 
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classroom. Because this "project" is not a direct part of her health instruction, Rhonda seems 

to separate this type of health education from her health course. 

Rhonda is creative in the Bray she incorporates the community resource people. She 

does not al\va)*s have them as guest speakers - sometimes they help with individual children 

or srnall groups of children. in some projects the helpers assist Rhonda to assess student 

work. In this way. Rhonda's students consider these assessments more authentic because 

the! have been through a type of triangulated marking design. There are many roles that 

cornmunit? msmbers can fiIl in an effort to develop healthy schools. Rhonda describes a 

common situation where she feels outside help would be an asset. 

D n i v ~ ~ ,  is a good kid, but they haw reall~v becanirfriends und Danni* dors rtot hcriv u 
g o d  home l i j i  and ii-ithout [hé direcrion rhrre. 1 am reallj~ icorrird the), will not e w n  
norice it-har hr is getring involved wirh. II  would be really nice IO hcrw someone ihrw 
jrisl ro spénd sonw rime with him. lo ir  jusr don 't haiv the tinrefor one on one. 

M'hen Rhonda spoke. it was evident she was reiterating the varies of needs in hsr 

clrissroonl and \.alidating the ovsnvhelming sense that she cannot fulfill them all. In man>- 

\va!.s Rhonda has tried to address the shortfall in communin member participation. For 

esample. she had broadened the scope of the extracurricular activities to include programs 

that were responsiit to health concerns. Recognizing that many of the Grade 2. 3.4 studenrs 

are responsible for their o i n  nutrition and often in charge of cooking at home. Rhonda 

tsaches an after-school nutrition class to improve their knowledge. skill. and safety in the 

kitchen. 

Linda 

Linda uses fewer classroom resources than the other participants. She primarily relies 

on the guidance counselor and the school psychologist. but she seems to have access to them 
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on a more regular and intricate level. In terms of health instruction Linda does not care for 

having other people teach in her classroom. especially in the more sensitive units. The 

thought of a substitue teacher or an intern teaching her ou-n material does not appeal to 

Linda and she says she would rather teach the classes herself. She has not made any 

arrangements to bring in outside agencies or professionals from the cornmuni'.. She has. 

hoive~rer, developed a trusting relationship benveen the school guidance counselor and the 

school psychologist. The guidance counselor semes as a guest speaher and she is planning to 

include the counselor as a primary teacher for the upcoming Dating Unit. The counselor also 

s e n a  as a resource person and one that Linda can refer her students in need to. 

Linda has accsss to a school psychologist and employs him ris a resource for her 

studrnts i t  ith se\,erc or critical health concerns. Linda describes. but is not associated lvith. a 

cornrnunity-based U'ellness Centrr that promotes the Fly Higher Program (female smoke-free 

prograrn) and other healihy lifesn.le activities as an option for studcnts ivho uere prone to 

hanging out on the streets. The guidance counselor is one of the Wellness Centers leaders 

but. other than that. the communiq-based program is quiie separato from the school health 

program. Linda does promots the Center in her health class. 

There are other health initiatives. beyond the health classroom. that the school 

administrztion has supported. For example, the R.C.M.P. and school administration initiaied 

a c p e  of "Crime Stoppers Program" for high schools: yet, this is not related to. or intrgrated 

into. the health prograrn at all. There seem to be other health-related issues that demonstrate 

the need for community involvement and problem solving with school and cornrnunity 

rnembers. but at the moment the>: remained unresolved or politically volatile. 
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We jusr rook a lot offlackfiorn the commrrnig and rhe R.C.itl. P. becairse the), [rhe 
smoking high school srudents] were wrecking people Sfinces und ynrtfs und 
congregating on rhe streets and the R.C.,hï.P. rvould nor move (hem. 

Cornmunih proparns and problerns related to health issues are viewed separate from 

the health instruction which focuses on unrelated health issues. Despite the fact that there 

Ivere concrete issues that needed resolving. Linda was skeptical that any design. CSH or any 

other. ~vould provide a structure for resolving these issues. She believes that the c o m m u n i ~ .  

including parents and school staff. will continue to emphasis and put their efforts towards 

trchnology and science related issues, wiih lirtle regard to health related issues. Linda 

0 b s e n . e ~  that money. time. and emphasis is not focused on fostering community ini.olvement 

and problem solving. I t  is placed on priorities rather than dei.eloping healthy situations for 

kids, 

T h ' s  situation differed somewhat from the other participants' situation because hc i s  

new to his community and is in an administrative role. Tim incorporated limited cornmunit). 

in~~olcement into his health classes. Yet. he had extensive knowledge of the agencies that 

support students' health. as he is part of a school division committee studying cornmunit\. 

agencies that provide direct and indirect health-related services to schools. The committee is 

in the early stages of their mandate and are t ~ i n g  to develop a thorough understanding of the 

Iocal programs and services available for youth and people who might best use them. 

Although 1 do not believe it was intentional. his comments led me to believe he is 

some~vhat skeptical that interagency involvement would develop into anything significant. at 

!ers? i:! the :!rz h ~ e .  s L!: ichrixtioii k xczires fiûil( G U ~ T  Secicjïa ia üficii ifi~xâf. 
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Ct'hrn 1 called Social Services, I said that if  was myparr on the cornmirtee tu ask but 
ifiej' do no[ eser see having on-site (services) because the fitnding is not rhew and 
thq*  simpl~. do not have the people to stajfman~l elementary schools. But ihe 
contnrrcnication thing has gor JO become berter. 

On the other hand. Tim is begiming to use the terrn inferagency for teachers 

becoming part of a tearn, along with other health-care professionals, involved with particular 

students at an individual level. As well, he envisions a role for other agencies within the 

contest of school life and classroom instruction. In addition. Tirn described an interagency 

meeting he had attended. As a professional, his role would be to deal kvith particular students 

u h o  tvere associated ~vith several Social Senice agencies. Tirn was quite excited that he 

tvould br pan of this professional tearn. having never been part of an interagencl.. 

mulridisciplinary meeting such as this. He perceives the role of the teachsr as mort of' an 

obsrnm and leamer than a contributor on this professional team: "That is the idea. We are 

supposed to gst quite an awreness of the background of this Young fellotv." 

In his role as adrninistratorlteacher. Tim has referred students to. and utiiized the 

sen,ices of. man). organizations. but the most prevalent community resource t ias the Police 

Liaison Ofîïcer. Tirn described how the officer has worked in classrooms and with indi~,idual 

students and is available for consultation on legal marters. From Tim's perspective the Police 

Liaison Officer is an invaluable resource and he expressed concern that the School Resource 

Officer Program was in jeopardy. 

[The police liaison program] is going to change. They are doing some resrrrrctliring 
bit[ that i d 1  be mandated by them. He visits each sdiool. He is coming thU 
Kédnesday. I think ive get 12 i~isits for the year. 

Even though the Resource Officer is presently allocated one day a month at Tim's 

school. he had been extensively involved with the health of the school. Tim points out that 
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the R.C.M.P. officer would ofien corne to the school on demand, when requested. and 

frequently contributed his own personal rime. This may account for the strong connection 

between Tim and the police officer. 

Tim reports that the Family Services Bureau (FSB) is strongly connscted with the 

school. An FSB social worker. who was a guest speaker in Tim's class. also provides anger- 

management courses and afier-school counseling for referred students. Tim works quite 

closely uith this cornmunity resource. describing it as an o p p o n u n i ~  to bridge school and 

community health. Another intriente connection between the school and the community was 

the Community b'ellness Center. L'nlike man', Communiry Wellness Centers, this one is 

strongl!. associated ~vith the schools. Tim says "the); provide a fulI-time service for students. 

It is out of school programs but the!, are in~rolved with schools and counseling." The Center 

has also offkred io provide guesr lecturers but Tim lias not ?et used them. One area that the 

T m  i?'tllness Center counselors (who are not teachers) contributed to was in the division 

initiati~e to develop and wi te  the health units. -4s noted earlier. Tim and two other school 

divisions ssconded trachers to \Tite complete units for the undeveloped areas in the Middle 

Lei.el Health Curriculum. Each of the three school divisions was responsible for one grade 

level and the remaining grade level (Middle Level Curriculum is Grade 6 - 9) was developed 

bj- the individuals frorn the Teen Wellness Center. In the end, the tearn of health teachers 

from three divisions and the individual From the Wellness Center produced a thick binder of 

dei~eloped units for al1 health teachers in ali the school divisions. This is a rare example of 

joint communie-school project. 

Tim's superintenden: is open to extending this cornmunity process in CSH and to 

including others in the decision making and planning reIated to heaIth education. Tim States 
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that the superintendent wanted teacher feedback to determine their perception and desire to 

initiate a health "liaison cornmittee." The Middle Level Health Curriculum advocates use of 

a liaison committee to facilitate bridging the needs of communit-y health and school health. 

Tim and his fellow committee members advised the superintendent that no liaison committee 

would be needed because they had developed these instructional units for the teachers to use. 

speculating there would be little need for a liaison cornmittee and cornmunity input. As a 

result. no liaison was ever started. 

Durin$ Bev's coniwsation there were many references to community ini.olvement. 

although almost al 1 related to CSH instruction at a classroom level. Bey has used a vast arrriy 

of community members as guest speakers and is the only participant to take the studenrs on 

hsaltll-rrlated field trips. The people she had in her classroom included Public Health 

Nurses. the R.C.M.P. and school counselors. These individuals are often the only health- 

rolated resources available in rural Saskatcheuan. 

I I>  harr o school coiauelor rhur comes one duj. a w e k .  . . rhar is nor mirch.for a 
s i h o 1  ou). six. bltr 1 have had her come in and ralk. . . . Hé hai*e shared semices 
ri~cir i.s vely d@czrlt. They are onljv in oitr school once a ntonrh. Ir is vev .  d$ficidt ro 
ger r h m  ro corne inro the classroom when rhejs are nor here. 

On occasion. she made special arrangements for organizations such as the Lung 

Association. The Heart and Stroke Foundation. AIDs organizations. and a health district 

speaker to make special presentations. 

In rlze Grade 9 irnit, Promote Health in Your Commrtniiy, we promore healrh in ozo. 
school becazise it is kind of hard to do ourside of the school. Ft'har I did was send rhe 
kids d o m  ta Grade 3 ro teach [hem how ta brush andfloss and piitring on 'harinred 
hnr,cnr ' n m , i  thnt Linrl n f  cti l f f  nmA thnt ir Ln*,-  thn A 1°C yrcsc,r:ntic,y ;ycz Anr. T,hc 
i a V i I J c J  d I b C ( i  ib.l.C. UJ JbUJJ UOH 6.1UI ad # b u I I  b # b C  . I A U O  

conzn2itnity is invired ro attend. If would go out in rhe newdetrers rhat a presentafion 
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was [coming up] and somerirnes . . . parenrs will come . . . . With older kids ii gers 
more dficttlr because mosr oj'ihe parerrrs go back 10 w r k  atzd ha~te a hard fime 
jiurfiing raking rime off 

Bev has been very resourceful in asking community members who have particular 

diseases such as leukemia. diabetes. and cystic fibrosis to speak to her class. For 5 years. as 

part of the Death and Dying unit, Bev has taken her Grade 9 class to a funeral home and 

crematorium. During this field trip a health educator who works for the funeral home gave 

thern a tour and discussed issues related to death and dying. One of the components that Bey 

encourages is a discussion about different traditions within a varieh of cultures, with the 

students learning similarities and differences bstween the custorns. It is esperiential in that 

the studenrs are permittsd to act as pallbearers and c a p  a casket. determine the cos1 of urns 

and other hneral espenses, climb in and around the hearse. and push the button on the 

crematorium. 

These ondeavors. it  seerns. have not been primarily motivated through her 

inl.olvement as a Catalyst Teacher or through hsr knowledge about CSH gained through the 

new curriculum. as she has been involved with these undenakings for man. years. 

II rakes a lof of work ar$rsr and ir de pend.^ on how long J-oir 're been in the 
cnnirniinin-. Tlir longer ~toii hmv been in the coinrniiriio- rhe more conrrecriom~w 
irill hm-e. If hen Ifirsr came here if \ras ven* d@culr becausc fhere is no 
"cornmiinin." here and [fyou connecr ii,irh fhe ci@ rhey already have lors ofschools. 
T i q ,  do no, irwzt ro be driving ouf and ive do nor have monej. r o p q .  [hem niilcage 
and ir \im i 'ey  dijficulr. Some of them Ijicsl gave up on and yoli phone rhem and rhej. 
nei-er iilant ro come. I (r). ro bring in guesr speakers becairse I rhink rhar mnkes the 
class interesring for rhe kids. 

Bev's focus is clearly on invoIving cornmunity and agencies at an instruction IeveI as 

pan of her cIassroom CSH education and not as a part of a CSH progrm within the school. 

There were. hoivever. elements of coordination at a school Ievel that suggested a "Iarger 
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vision." For example, when the Public Health Nurses stoppsd lending a valuable (both 

instnictionally and economicallp) reproductive kit for sexuality education. Bev convinced the 

school board to buy it for the division. Also. at tirnes. classroom instruction has been 

influential in health promotion that involved the entire school. 

The other healrh reachrr, her cluss ,vas doing AIDS in Grade 9 u n d  1 wax doing AIRS 
in Grade 8 und the rheme was "Promote Healih. " Th- learned a lirtle bit aboirr 
A ILS und rhen did a presenrarion for rhe schod in the giPm and thej? brol@r in 
speakers . . . and a feu* orher people. Ir wus jusi presentations bicr rhey hud the P m  
d l  se! ~ i p  und rhey coltld rake rurns going and ~ h e n  the), woitld have the speakers in 
hemeen. I rhi~lk the). hudfiom Grade 5 [and] up joi- the ic*hoir rnorning. 

The preceding has been a presentation of the data collected in the two inteniews with 

four CSH rsachers. The purpose of the study is to explore what it means tu these four people 

to be a teacher using CSH. The data reveals a broad range of information about the rote of 

the CSH rsachsr. ivhat the! are capable of doing and changing. and Iiow the? perceive the 

challenges and successes of the four main elements of CSH. To deepen and chrifi the 

infornlation that is illuminated in this study. a metaphor using the h e m  and cardiac 

conditions supported the communication of the themes: Megahearropia. Bradycardia. 

Artenosclerosis and Cardiac Care u'nit. These themes represent common elements found in 

al1 the participants' stories. 

From each of the themes presented in Chapter 4, particular issues emerged as critical 

points in understanding what being a teacher using CSH means. In the foIlouing chapter. 

these poignant items are discussed and analyed. with support fiom the literature. to gain a 

deeper understanding of what the common theaes reveal about what i t  means to be a teacher 

using CSH. 
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CHAPTER 5: DISCUSSION AND RECOMMENDATIONS 

From the findings of this studq'. a clear picture of what being a CSH teacher means to 

these four participants has emerged. The participants have described a unique profils of the 

role of the CSH teacher and have illuminated the successes and challenges of the four 

elcrnents of CSH. The findings will be discusscd in greater detail in the following sections 

under four headings. Thr first section entitled "1s There A Doctor in the House?" discusses 

the nred for coordination in CSH. "Being a Cardiac Tearn Member" examines the poxver 

strugdes and the different levels involved with community involvement. "Coping wirh a 

Heart Disease" studies how the participants coped with the obstacles when irnplementing 

CSH. The final secrion. -'Valuing the Patient" analyzes how teachers maintain their 

conmit~nent to CSH through the strong bonds tvith their students and by focusing on healtli 

instruction. 

"IS THERE A DOCTOR IN THE HOUSE?" 

Even though a cardiac patient ma!. have se\tral specialists contributing to h i s k r  

care. the doctor plays a crucial role regarding decision making and coordination of senices. 

U'hrle al1 tearn members may contribute equally and provids a vital senice. the doctor's roll: 

as team leader sets him/her apart from the rest of the group. Sirnilar to a cardiac condition. 

CSH also needs a leader. The participants describe their roles as Ieaders and pacemakers but. 

depending on the situation. they are also foI1owers. 

Leaders 

N3en the participants voiunteered for the Catalyst Teacher program. the. were 

sezrchinz - fer cuperisncec u?d c ~ p ~ c z i ? i e ~ ,  krt û f k d  2 cvixxctiü:: :Y VL!P; !xz!:L, 
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educators. They wanted guidance to improve their health programs. more information on the 

emerging approaches and issues in health education, and were keen to leam and impiement 

change in their own practice. On a journey that started as a desire to improve their o u n  

practice and their students' health, the participants becarne the catalysts for change and 

leaders for other teachers. They did nor perceive themselves as experts or leaders in health 

education but they have become unofficial coordinators of CSH education. 

Each participant describes his or her unofficial duties as the Health Education 

Coordinator for their school and. in rnost cases. their school divisions. Their primary 

responsibilit!. is coordinating particular aspects of instruction. sharing and developing units. 

and coordinating cornmunity involvement such as guest spehers.  Resnicow and 

.c\llsnstvorth ( 1996) adamantly describe the need for "a dedicated individual to coordinate 

school health progranis" but the' recognize that this position requires the undivided attention 

of a prokssional ivho has been freed tiom teaching responsibiliiies. The implication is that 

succsssful irnplttmentation of CSH requires a Health Education Coordinator that is dedicated 

to the management and coordination of al1 health education policies. activities and resources 

ivithin a panicuiar setting or circumstance. No such coordinator position exists in an!. of the 

participants' school di1,isions. By default. the participants have become tne quasi HeaIth 

Education Coordinator because of their knowledge. cornmitment. and generosip. The 

problem in acquiring this unofficial position is their inabiliry to hIIy c a r y  out the 

respûnsibilities expected of a "true" coordinator because this is not a legitimate. 

acknowledged position. Being quite humble, they are careful not to impose thernseIves on 

others and generally provide Ieadership onIy when requested. They are aiso dividing this 

responsibiiity with an aireaày fuii wofkioad and, as a resuit. are iimirea in wnat they are abie 
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to accomplish. Eiecause of the need for a CSH Education Coordinator. the role subversively 

edges its way into each of the participants' lives. In al1 four situations. the participants quite 

naturally assume leadership roles in terms of instruction. The other three elements of CSH 

(health services. social support and healthy environment) are more on the penphery and they 

al1 struggle ~vith implementing social support (parent involvement) and the Healthy 

Environment coinponents. The Catalyst Teacher program offers them the coordination and 

guidance they ivere seeking in the area of health instruction. Because they are al1 teachers. 

curriculum issues u.ere important to them and pertinent to their teaching responsibilities. I t  

is. thereî'ore. sensible that this would be an area of teacher commitment and also a 

comfonable place to detnote energy, as their roles as health instructors are well defined by 

tradirional teaching responsibilities. 

Followers (But Not By Choice) 

In addition to not having a legitimate coordinator. another problem emerges - the 

mininial amount of health management within the school. While Seffrin (1990) contends 

that a management system is a vital component of CSH. the participants are often detached 

frorn managing an'thing other than health instruction. They are definitely not the managers 

of school health programs where the entire school is involved. In fact. they are only 

minimally supp0rtii.e of some of the school-health initiatives implemented by the 

administration. All four of the participants' schools have implemented the same canned 

health program called "Second Steplq' a very popular product because it is an anti-bullying. 

violence-prevention program. Health teachers had not initiated implementation of this 

program and generall do not associate it with their health course. Yet. the school 
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administration mandates Second Step for certain grade levels and the program is often 

expected to bs  taught in health periods. Bev comments that she is grateful that "Second 

Step-' \vas mandated to other teachers in her school because it would put her in an 

uncomfortable position. Bev States. "Now. who do you follow?" You know you should be 

follouing the Department but your Director is really close and if you are not doing what he 

says . . .?" 

I t  is here where the management system falls short. The intent of an effective 

management system is not only to inform but also to work together as partners (Seffin. 

1990). The participants do not feel they \vers partners in the decision for. or the 

implenlentation of. "Second Step" and other school health initiatives. It is. therefore. met 

N ith resistance and resentment as it was considered m unnecessary add-on and duplication of' 

the CSH curriculum. Instruction is one of the sacred areas in CSH where teachers feel 

confident. This is their territon.. They do not. however. challenge the authority that 

mandated "Second Step." even though it is contradicton. to their belief in CSH. 

The participants are far more likely to be followers in other areas of CSH. such as 

Health! Eniironment and Social Support. but there does not seem to be much leadership in 

this area. If there is administration activity in these areas it does not necessarilg filter doim 

to the teacher. It appears that both teachers and administrators want power at an instructional 

level. Administrators have the authority to mandate certain requirements but teachers hold 

the power to direct the quality of what is dictated to them. 
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COPING WlTH A HEART CONDITION 

Throughout their time as CSH teachers, the participants have dealt with a myriad of 

potentially deflating barriers. Chronic lack of time, money. and inadequate, inaccessible 

resources obstruct optimum functioning and contribute to their sense of frustration. Also. 

the. feel health education is marginalized by the lack of parental interest and sometimes 

14xx.k administrative support. Al1 these factors contribute to their sense of being 

o 1 . e ~  helmed and eshausted. The problems are not only related to CSH. but also to the 

number of rolss to which teachers are professionally and personally commirted. Presenrl>. 

thc conditions are such that "in al1 kinds of communities teachers' energies are sapped by 

having to attend to students who are upset, angn.. depressed or ill" (Tyson. 1999). I t  is not 

surprising thai the four panicipants are esperiencing a sense of eshaustion. The enlightening 

compunent is the 1ei.el of endurance and commitment to CSH that the participants eshibitsd 

undsr thesr conditions. 

E1.m the two participants who recently resigned from Catalyst Teaching state it is not 

from their lack of interest or belief in CSH. In fact, the opposite might be said to be true. 

Instead of spending time being Catalyst facilitators, they both feel their services would be 

better usrd in othcr capacities to ensure CSH occurs in their own schools. Their roles have 

not \\eAened or lessened: they have only changed. 

Faced with daily reminders of the need for a supportive. healthy and quaiity health 

instruction. the participants find ways to cope. Sacrificing their own time and effort has 

become a way of life. There is no expectation that they would receive any "reirnbursement" 

for the estraordinan. amount of time thev dedicated to teaching health and al1 that i t  
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policy de\*elopment. Students are never mentioned as potential contributors to policy 

devslopment. 

They are al1 quite unapologetic about their disinterest in contributing to healthy 

policies. Each participant is relatively cornfortable with allowing his or her division to set 

most of the policies. Grebow et el. (2000) suggest it  is the role of the educator to make 

recomnlendations to improve policies after caretùl consideration of the division's mission. 

goals and budget. I t  is probably too daunting for health teachers to refine and contribute to 

e v q .  health-related policy: hoivever. there is no protocol or structure in place for them to 

contribute at any let.el. There is. howevsr. more to the participants' disengagement \vith 

policy making thün being ovenvhelmed ivith a heavy workioad. Teachers are not in a 

lsgitirnate poner position to implemenr change or affect decisions about man" policics. 

N'hile tht'ir input might be considered valuable. and may even be solicited at times. the! ha1.e 

no direct inilutme or poiver ovsr policies in their school and. subsequently. direct their 

intmsr and energies to places where the! have greater po1ver for change. Although the 

participants are disengaged from the notions related to Healthy Environments. there is one 

tension that did arise which seemed to evoke some emotion. Often school policies are 

blatantl! contradicton. to good health practices. Even though the participants are clearly 

irritated b! the policies. and they describe the conflicts of interest that are generated. it is 

n e l u  considsred of enough significance to warrant taking action. 

Social Support 

The participants are more sensitive to their neglect of the social support element. 

particularly parental involvement. They h o w  it is in the best interests of the students to 
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develop connections with parents, but they do not follow through, to any great extent. with 

this element of CSH. Al1 the participants seem to harbor some guilt that they have not been 

more diligent in creating greater parental involvement and they made suggestions about hou 

they ~vanted to improve this element. One of the obstacles to implementing greater parental 

invohtement is their belief that parents were rather unsupportive of health education: 

ho~vever. this premise is not supported by current research. A survey entitled. "What 

Americans Believe Studsnts Should Know" (Lawon. 1999) reveals that adults ranked health 

education as the numbsr one consideration. more than Iiistory. language arts and math. The 

participants are also detsrred from irnplementing parental-involvement initiatives becauss 

their studsnts discouraged it. Students are not particularly keen about inbulving their parents. 

This is notrd in a Saskatchewan stud), by Schissel and Eislrr ( 1999). Thsy asked studsnts 

~vhert. the! preferred to Cet their information regarding sesuality. Not surprisingly. parents 

ranked ven. lo~v  as a preference for information and teachers ranked very high. N'ithout the 

support oftheir students. coupled with the extra time and organization that inevitably 

accompmiss parental ini.ol~,ement. including parents is kept at a minimum. 

E i m  though there are elements of parental involvement. it is not driven ivith the zest 

of a fundamental philosophy that parents need to bs intricately connected with the decisions 

regarding hsalth education and healthy situations within the school environment. The fact 

that CSH ad~.ocates parental involvement does not seern to rnotivate the participants to 

change their previous behaiiours. Given the fact that they already feel ovewhelmed with 

comrnitments. it is highly unlikely that they will pursue greater parental involvement. 

Perhaps the participants are in a position of conflict. knouing that parental involvement is 

important but not persistentty and actively pursuing it. 
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BEIXC .4 CARDIAC TEAM MEMBER 

The one defining CSH component that separates health instruction from CSH - for al1 

participants - was the involi.ement of health services (comrnunity involvement) in a health 

program. The participants depict how the need for a cardiac support team. or greater 

community involvement. ofien evolves From the variety and intensity of students' health 

nceds. Even though comrnunity involvement is considered a worthy pursuit. this level of 

involt.ement in CSH is ad hoc and sporadic. Involving health services. such as a social 

uorker. is oficn perceived as an isolated event and is frequently unsupported by a strong 

infrastructure. Additionally. the participants' lack knowledge and confidence about tearning 

~vith cornmunit?, agencies. makes them generally tentative about their role in the school as an 

intrragency tsam member. As the following section outlines. the pariicipants are more likely 

to bs invol~ed ~ i i t h  hralth senices through classroom and instruction events than in school- 

~vidt. pro, ilrams. 

Although they are often tentative about cornmunit\. involvement. there are arcas 

tvhere the participants feel very confident and resent health services interfering on their 

territon. .As in an! relationship. connecting and communicating with the community proves 

to be in need of nurturing. The final component of this section will illuminate the 

controi.ersies in\.olt.ed in forming relationships and interacting with individuals from health 

s e n k s  in the comrnunih. 

Cornmuni@ Involvement in the Classroom and School 

Comrnunip in\.olvernent is not only a challenge for each participant. but it is also an 

endeavor in which they are al1 engaged. Teachers are at a greater cornfort level in their role 
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as hsalth instructors when community members participate as guest speakers, From the 

participants' interviews. two levels of community involvement emergc. First, there is an 

instructional level, where teachers involve community members in their health classes in 

events such as guest speaking. Second, there is a comrnunity-involvement level that is 

related to the u.ay the school infiastructure deals with health program issues. such as how 

communi~ .  agencies interact \vith specific students. 

In man' cases. teachers have not been socialized or supported to develop and 

implement hsaltli programs through a team effort. Rhonda points out that she felt cornpletely 

isolatsd and unsupported in the health domain. 

The premise of  communi~ .  involvement is to alloc. specialized and appropriate people to 

hriw 3 role in contributing to health in the school. Not only is the job ovcnvhelming for a 

trachor. but it is also beyond their specialty. In a second inteniew uith Bey this Secame 

more clear. She describes a meeting kvith a social worker that is not necessarily. in her \,iev.. . 

3 Iegitimat~ pan a teacher's job description. Even though the conversation is relaied to 

students' health. she feels that if she is representing an? role. it ~vould be as a homerosm 

!sacher and not as the CSH teacher. Communicating with community agencies as an 

advocate for a particular student. seems to be an ausiliary role to a homeroorn teacher's job. 

Superficially. the participants suggest that having to deal with. for example a social worker, 

about a particular child is considered an isolated incident in response to a particular situation, 

IncreasingIy. howei.er, the participants becarne aware that the frequency of these seerningl!- 
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'isolated' situations suggest this additional responsibilih is more of a n o m  than an anomaly. 

Since each problem and situation is somewhat unique. it ma? be perceived as an isolated 

incident. the underlying problems are essentially the same and teachers are frequently 

required to assume an advocacy role. 

Linda. Rhonda. and Bev may not define "coMecting with comrnunity agencies" as 

being outside the instructional role of a teacher: however. the need for "forced teaming" \\rith 

other agencies appears to be increasingly cornmonplace. Linda describes. "1 don't h o u  hotv 

man' times 1 have gone to the office and cailed Stan (di~ision psychologist) because I shouid 

not be dealing \vith this. this is way out of my league." The participants acknoivledge and 

agrec tliat increasing intcra_genc>, commrinicrition and facilitating greater comn~unity 

in\.ol~~cnicnt ~vould enhance student health. but doing so e~,okes additional dilemmas and 

stru~glss that compound an already cornples profession. 

Power Struggles 

i \ l l  participants espress a general frustration with bureaucracy when dealing ~vith 

othrr protocols and institutions. According to Rhonda. 

L's~rall~~ we codd go throirgh ihejellou- thar is in charge of'rhe fosrer k i k  and he  
nlight cal! Social Sen.ices. There are not the resolrrces and people. well you know 
what it is like, f j w u  are waitingfor rhe people dowttown, social services ro do 
a l 7 ~ ~  h g .  

There is also the issue of relinquishing control, becausc the teacher cannot control how 

cominunity involvement mi@ impact the students. Inviting guests into a classroom is more 

risky and less predictable than direct teacher instruction. Bev descnbes her attempts to direct 

the b p e  of information speakers would bring to her class. as she carefully hand picks her 

panel speakers. "1 brought him in especially when he was really young 18. 19.20.2 1 because 
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he is just out of school and . . . 1 knew he had the perspective that 1 want to corne across . . . ." 

She goes on to describe another situation that did not work out as she intended. 

I had [invired inro rke classroom a groilp called] Ioiing Adulr Parents and we did 
rren pregnuncj9 wirh rhrrn. I had wished rhat I had heard rheir answers before . . . 
sonte ofrhe girls were " It2ll. I loved i f .  I have ihree kids und / am 1 '" and rhqv 
niud~l ir somd qlrire glorious and rhat is nor rhe image rhar I wanred ro project. 

Linda notes that communil involvernent does not just happen even if you teach to the 

curriculum. "you need to make a conscious effort and a lot of people do not have the time to 

do il." Sht. also dçscribes her oun desire to teach health and relinquish the classes "it is hard 

for me to gi\,e up i t  up . . . I don'i want to gite it up. HeaIrh is just one of those things thar I 

kesp ~vanting to do more things with." 

Be\. seems to have a food rslationship with the Public Health Nurses. She has 3 

positi1.e tone as she describes. 

Om] thMg iiv do ger help in. in somr. i c q x  1 know ulnrosr d l  of the Public. Healrh 
.\'w.se.s are itilling ro coirie in ro the schuol and help rmch ancl hriyqs sirpplies 
trttd iiv h a w  our public healrh irt here lors. 

Furtlier discussions reveal that, although she feels that Public Health Nurses (Pm) 

are a n.illing and capable resource. there are some logistical problems that impede her froni 

She h m  ahcajs offered ro do ii [feachj.for me. 1 had hrr come in a couple of times 
crnd she c m  onlj. come in like once or nvice. U'ith rhe public health rhere is less - kids 
didit 'r ask qitesrions. 

In the end. the semices of the PHN are not used much in Bev's classroom. In fact. 

this year Bel. provided service to the PHN. The Pm was a mentor to a student nurse and shr 

u.anted the student to ha1.e a teaching experience. so the PHN asked Bev to allow the student 

to corne to her class. Bev describes the conversation she had with the PHN. 
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The Plthlic Healrh h'urse said ro me. "1 know rhar yoic do not use me mich  a y  more 
becairse yorr woidci rarher do ir jourself: but I have a studerir inrern and she w o d d  
l i k  IO reuch und I itlouid like her in your healih class. 

Be\, gave the student nurse a simple. somewhat menial lecture of what to do and she was 

satisfied ~ i t h  the outcome. The content needed to be covered, but the fact that it was 

de l i~wed  by a community person did nor make i i  a more meaningtùl addition to the program. 

Rhonda. Linda. and Bev do not 01-edy express any uneasiness working with community 

members as much as they describe the situations that were more inconvenient and fnistrating. 

Tim. hwvever. is clearly dealing u i th  the several tensions that erupted as ri result of 

conimuni t' msmbers and agencies trying to work together. As described earlier. Tim and 

se~wri l  othsr teachers \i.ere seconded by their respective divisions to produce a binder lillrd 

u i r h  mirs that ivould bc available IO al1 teachers in their three school divisions. One set of 

units w s  developed b). a woman uho worked at the Community Wellness Centsr and Kas 

not a t t xhc r .  Tim statsd. 

1 ~ L V  rIic,fidit~g h 1 1  sonw schools. ~h-8 do no[ ii9anr /ter irt ~herr .  I ihink W ~ L I I  h m  
h q p w e d  is. i~ 'sumeo~ic woirld haiv contc. bock and said. " I l  -ho is dris la+. ralking 
"ses C'O. ' *  with ,ni. sari or it.harei.er?" That hus corne rrp u hir. V'hen rhis [rhr u n i ~ s ]  
rumc> ouf. 1 go1 a couple of phone calls ro s a e .  " Haiv yotr looked a! ir? " I gor into ir 
rmi I stcrrred k~nlring ut some qfihr ropics and ooohh! 1 said " Rowl " / did ilor h o u .  
il r d 1  enoirgh, so 1 dicg oiit the ciirricriluni gui& and Iphoned rhe direcror qf'rhc 
Con~n~rrriin. Ijkllnrss Cenier. She said. "Let's have a look ai fhr ciirricirlicnr 
ohjwri\.es se; ottr 6). Snsk Ed. " ..lcrzrullj: shejollo~.i'ed ir. I rhink some ii~ozild hure a 
i3c.rj. rolrgh tinre ialking al1 abolir pregtzanq. wiih their Grude -S. Thq.  ore looking ar 
rhc clrniculum giridr rhinking, I am nor supposed ro reach this unril Grade 9. f rkink 
rha, is whar happened. Some of the Grade 7 ieachers thoughr " ~ ~ h o o o "  shoirld 1 be 
reaching rhis yer? Btti $)ou look ar rhe objectives . .? 

The curriculum objectives are quite broad and sornewhat ambiguous and. even though 

this unir did nor go beyond the scope o f  the curriculum. the b i l e r .  who is not a teacher. was 

called into question. 
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This unit witing project is at the center of another controversy involving community 

participation. Tini and his colleagues were responsible for the Grade 8 portion of this 

project. One of the units they were developing was related to eating disorders. Somehow., 

the local PHK \vas advised this unit was being developed and called to inquire about the 

process and wanted to be involved. 

i guess ir wus kimi of$innj! on rhe phone becazcse 1 guess d t a t  she said ro Friedu wus 
shc. ic,olrlii like tu APPROL'E oitr marerials. Somebody had made the cal/ abolrr r r h r  
th- codd ofel. lis in rerms of resources and she ivas ivanting ro ..1PPROFT our 
ntatrricrls. rhar ire w'ottld he reaching in OC'R classrooms??? loir sec ptrhlic heulrli 
cornes inro otir classrooms so we were rhinking the~qjirsr wanred ro know whar we 
w r . e  LiOir~g. She u~rtruI(v askedfor a copy of' it and she did not ger one. 

Tim tells another stop* about a new student that got into a violent rage on his first day 

of school. hfisr a fsw phone calls. Tim learned that this boy had severe behavioural 

problerns which ivere not relayed to the school by either the former school or the parents. 

The nest dilemnia \vas to determine whether the boy's teachers should be prit? to 

confidential information about his behaviour. Tirn seems sometvhat resentful and perplesrd 

tliat there is no1 a standard and esplicit protocol to direct him concerning what information is 

appropriate to disclose. 

Hori* mitch car? I tell my sraff On one hand. MVe could cal1 a merring righr airaja uml 
sa!. rhis is . . . . The Grade 1 reacher was down rhere and she said, " I  have nor seert a 
kid go like rhar,for. arvhile. " So the orher adminisrrator and I said, "People haiv ru 
Att O i i.. " 

The "shoe was on the other foot" in a reverse situation one day for Tim. A police 

ot'ficer. not k n o ~ n  by Tim. came to the school to get one of the student's address. After 

checking to be sure this was appropriate, Tim gave the officer the information he required. 

The conversation that ensued. disclosed a great deal of personal information about this 

student that the school was not aware of. Tim was uncertain and uncornfortable that the 
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officer mal7 have crossed a professional boundary and disclosed too much information. It 

also caused Tim to ivonder what he should do with this information. "it was almost like 1 had 

bstter go and tell the classroom teacher.-' It bothered Tim that he did not know the correct 

protocol for either the police officer or himself and he sought more information from other 

administrators and legal advisors. In the end. he learned that what the police officer had said 

was not inappropriate and that. in supplying the school with information for the purposes of 

health prevention. his actions were appropriate and acceptable. 

VALCING THE PATIENT 

CSH is suffering from several cardiac ailments. but the participants found Lvays to 

li1.s wirh these conditions. Engaged in the process of change. the participants have. at times. 

been ovenvhelmed and confused. Throughout the turmoil and chaos. the' hat.e begun to 

create 3 comfonable health education niche of their oun.  While their condition is constantl~, 

changin:. the prssent snapshot is indicative of how they are currently tinding satisfaction in 

their rols as ;i CSH teacher. 

One of the arras that each participant cultivated is strengtheriing the link benveen the 

students' needs and the instructional content and strategies ihey incorporate into their health 

courses. Having strong pedagogical relationships with the students contributes to the 

direction and the i n t e n s i ~  of the health instruction. Reciprocally thoughtful health 

instruction contributes to developing strong pedagogical relations. This symbiotic 

relaiionship between health instruction and students' needs is a microversion of how health 

instruction (theorv) is strengthened through practice and how practice is informed through 

theoq. 



The Cardiac Conditions 1 O5 

Unable to neglect the obvious needs of students in crisis. participants are forced to 

stay grounded in their students' daily lives. This sense of reality reinforces their cornmitment 

to health sducation and energizes their sense of moral obligaiiun to strive ta improve health 

conditions for their students. While trying to change conditions for children. the!. are also 

bound by a self-imposed sense that the change must occur within the financial and structural 

restraints the!, perceive as confining. Cenainly, there are financial and structural barriers to 

CSH. but there has been veT lirnited testing to see what the barriers really are and how 

confining the' mighr be. ln some situations. for esample. where administration inquired 

about initiatinp a Liaison Conimittee or when they initiated health-related speakers. the 

participants did not altva!.s capitalize on potential opportunities. There are several examples 

that suggest ~ v h r n  the participants feel strongIy that they need some spe of support. whether 

IinanciaI or other. adjustments are made and their demands are met. Belielhg that thc 

cofftrs are ernpty and that other supponive katures are unlikelj.. the participants are not yen 

drmanding. There does not appear to be a strong sensr of apathy but a sense of tolerance and 

of coping in situations that have chronic and systernic problems. 

RECOhIiMENDATIONS 

Based on the findings in this study. the folloi\ing recomrnendations are made. 

Teachers 

1.  HeaIth teachers should continue to understand and remain committed to CSH bu 

anending in-senices. participating in research. and marketing CSH. 

2. Tsachers need to participate in policy deveIopment that relates to health issues in their 

school divisions. 
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3. Teachers should increasc the extent to which parents are involved in CSH programs. 

4. All teachers need to be involved with CSH, but health specialists need to take leadership 

positions in CSH instruction. 

5 .  Tsachcrs should explore ways to build relationships that foster an expanded notion of 

community in\,olvement. 

School Divisions and School Administration 

School divisions and school administrators should focus on improving the understanding 

and cornmitment to CSH bby providing in-senices and engaging in marketing CSH. 

Administrators should ad\,ocate for an expanded integration of Health Senices 

(cornmunit! iniolvement) in schools. In doing this. arrangements must he made to 

Fdcilitate rslationship building and communication arnong teachers. administrarors and 

cornmunit! rilembers. 

Tsac1lt.r resources shouid be readily available and accessible for teachers to plan. 

implement. and evalurite CSH prograrns. 

There should be a CSH Coordinator rhat manages and coordinates the four CSH 

components and assists ivith irnplementation and evaluation of CSH programs. 

SchooI di\ isiuns need to provide protocol, structure. and encouragement for teachers to 

contributs to policy development that is related to Healthy Environrnents. 

School administrators need to acknowledge the connection between school health and 

health instruction. and work towards having h e m  complement each other. rather than 

ivork in isolation. 
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7. There needs to be an acknowledgement that teachers are experiencing a sense of 

eshaustion. 

Governrnent and Lniversities 

1. The Saskatchewan goverment needs to support the integration of Health Senices 

(cornrnunity involvement) in schools. in doing this. considerations must be made to 

facilitate relztionship building in al1 stakeholders. For esample. funding could be 

a\ ailable for projects that clearly represent greater interagency cooperation between 

tiealth-sen icl: agenciss and schools. 

2. .4 i'ariet! of accommodations could be made at the govemmenral level that ivould sase 

thc sense ot'eshaustion tznchers are esperisncing (ie. increase funding for grenter 

prcparation time and loner pupil teacher ratio). 

3 There nceds to he funding for greater access to health senices dedicated to primaq 

healrh care (cg.. Public Health Kurses or Rssource Officers). 

4. Cniversities niust provide greater opponunities for al1 presenice teachers. regardless of 

their major. to become confident and qualified to implement CSH. 

RECOMMENDATIONS FOR FUTURE RESEARCH 

U'ignall (1998) dsscnbes the difficulty that interpretive researchers experience in 

concluding their ivork. because the emergent nature of their work leads to another focus of 

interest. The folloir.ing areas for Further research are suggested. 

1 .  Variations of this study. usine other participants with various heaith education interests 

and esperiences. 
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Esplore what being a teacher of CSH means to school administrators or Directors of 

Education. 

Investigate the ways that teachers overcome and develop coping strategies to meet the 

challenges of CSH. 

Determine a profile of the rype of person that embodies a CSH teacher. 

Explore the role of the teacher in relation to specific componeots of CSH. such as 

interagenc), participation, parental involvement. or policy development. 

Investigate how teachers perpetuate the status quo in healrh education. 

Collect stories of CSH teachers implementing CSH and determine hou those stories 

empower them. 

Determine how administrators' attitudes and the behaviour affect the beliefs and actions 

of CSH teachers. 

Esplort ~ v h a t  power relationships exist in being a teacher of CSH. 

CLOSING STATEMENTS 

Impro\ing health through education is probably not as difficult as open heart surgc-. 

but i t  is also no{ as qiiick to fis. The role of the cardiac-care nurse is to be Panacea and heal 

the sick: the role of a teacher is to be Hygeia and prevent sickness. Like nurses. teachers 

uork with a varirty of team members to accomplish their goals. Both Panacea and Hygeia 

and their team members are n e c e s s q  elements in a healthy socie'; however. the 

philosophical underpinnings of health care in modem h i s t o l  have been mainly influenced by 

a belief syste~n which resembles a "Panacea influence" and is dominated by the notion that 

p r ~ v e n t a t i v ~  ac?ivj!i~c %e f j y ~ ! ~ y 5 .  4.5 &isseS i~ rhgp!~: 1 .  yltcicgic; fûr  rüKcu: 
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health problerns does nor corne in a handy. fast-acting serum. It seems unacceptable to 

continue to function in a paradigm that relies on second? and tertiary interventions when 

ivhat is needed most. especially for adolescents. is p r i m q  health intervention. Typicall!.. n e  

do not want to wait years to see a significant results; nevertheless. in the case of adolescent 

health concems. there is no alternative. 

The participants in this study share common characteristics in that the? al1 are deepl! 

concerned Ivith their students' health and are working v e q  hard as leaders in their field to 

improve the conditions for children. The! have attempted to create coping mechanis~ns to 

combat the barriers the! are facing. but the' seem to be losing that battle on some fronts as 

t h q  arc ph! sically and msntally esperiencing bumout. As indi\*iduals. the' have created 

programs in ivhich the! iake great pridc and have assisted individual students with health- 

relatsd cuncerns. but the' are working in a system and a society that is not structured with an 

emphasis on healthful li\.ing for p n m q  prevenrion. In fact. n~uch of the school 

infrastructure impedes gromh in this area. Common barriers such as insufficient money. 

tirne and resources. as outlined in Butler's (1993) study. ivere confirmed by the participants. 

The barriers that the literature does not address relate to the philosophies and structures in 

society and schools that are beyond the control of a teacher's practice. For esample. CSH 

demands strong links to the community and with parents. Presently. not al1 schools seem to 

be sincere in their anempts to create an infrastructure where parents are more involved and in 

a less traditional ivay. 

Allens~vonh and Kolbe (1987) outline eight essential elements for CSH. The 

participants rngaged in these practices. in v q i n g  degrees. but would have shouldered a 

tremendous amount of responsibility to create a new paradigm of education if the' pursued 
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CSH to the fullest. Clearly, the intent of CSH is for the ideals to be supported through a 

community approach. but teachers are bearing a disproportionate amount of the 

responsibility. Even in terms of CSH education where the teachers are the p r i m q  

stakeholders. there are many e'tpectations and ver). little support. The literature and current 

research offer very little information to help teachers address pertinent issues related to 

implsmenting CSH. The power struggles between helping professionals are a significant 

concem related to implementing greater community involvement. Moreover. little is knonn 

about how to help teachers and other professionals work amicably together to impro1.e 

conditions for children. Program effectiveness is at the center of most of the research related 

to CSH programs. V e n  little has been n.ntten about the relarionships and the people ~vho  

ernbody the practice 1vhich inforrns CSH theoq. 

The participants outlined other concems. such as their lack of involvement with 

policies. The! could ha1.e an important role in this area. if the! knew more clearly ivhat the 

role shvuld bs. The stud! illuminated other concems not addressed in the literature. such as 

the discrepnncies between the teacher role in CSH education in the classroom and a CSH 

approach in a school program. This two-tiered understanding of CSH as a school approach 

and CSH education as a course needs further study, as it affects the way teachers understand 

their rols. 

In Saskatcheivan classrooms. crucial health concems present themselves on a daily 

basis. Kolbe ( 1993 States that it is a critical time for students because many children are 

engaging in high-risk behaviour that puts their health in jeopardy. Conditions that do arise. 

are most often preventable. and it is unacceptable that greater conviction for p r i m e  health 

programs nas not been empiiasizeci in a more comprehensive way. 
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The participants in this study are visionaries: insightful and hopefül as they discussed 

whar being a teacher of CSH has meant to them. They must be cornrnended for their 

motivation to pursue a CSH approach in a world that is not CSH friendly. They truly believe 

that children lvho are exposed to good health education in their school career will be 

empouwed to make better lifestyle and healthy choices over their lifetiine. 

Emotion runs high in cardiac care. Evep  day nurses Save lives and 1 think teachers do 

100. 
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DATE: September 20,2000 

TO: Twyla Salm 
8 Falcon Bay 
Regina. SK 
S4S 4L8 

FROM: K. McNaughton, Ph.D. 
Chair, Research Ethics Board 

Re: The Cardiac Conditions: The Heart of Being a Teacher lmplementing a Comprehensive 
School Health Approach. 

Please be advised that the University of Regina Research Ethics Board has reviewed your proposal 
and found it to be: 

i /  1. ACCEPTABLE AS SUBMITTED. Only applicants with this designation have ethicîl 
approval to proceed with their research as described in their applications. The Tri- 
Council Policy Statement on Ethical Conduct for Research lnvolving Hurnans requires 
the researcher to send the Chair of the REB annual reports and notice of project 
conclusion for research lasting more than one year (Section 1 F). ETHICAL 
CLEARANCE MUST BE RENEWED BY SUBMlTTlNG A BRIEF STATUS REPORT 
EVERY TWELVE MONTHS. CLEARANCE WlLL BE REVOKED UNLESS A 
SATISFACTORY STATUS REPORT IS RECEIVED. 

2. ACCEPTABLE SUBJECT TO CHANGES AND PRECAUTIONS (SEE ATTACHED) 
Changes must be submitted to the RE0 and subsequently approved prior to 
beginning research. Please address the concerns raised by the rcviewer(s) by 
means of a supplementarv memo to the Chair of the REB. Do not submit a new 
application. Once changes are deemed acceptable, approval will be granted. 

3. UNACCEPTABLE AS SUBMITTED. Please contact the Chair of the RE6 for advice 
on how the project proposal might be revised. 

O-,' 

K.  ~ c ~ a u g h t o n ,  Ph D. 

C.C. Dr. C. Kesten, supervisor 

CMlmut i~th ic~? do1 
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FACLJLTY OF EDUCATION 

Lei ie r  of Consent 
Regard ing 

Comprclicnsivc School Healtb: A Coniernporan Vaccination 

liealth Canada ( 1  999) siales ihat despite the theorerical suppon for schools tu 
proniore optimal Iiealrh educaiion programs and rhe ample guidelines for implernenlaiion 
oi'such programs. Comprehensive School Health (CS H), tends to be developed moie 
conceptually than practically. Current literature outlincs definitions, frarneworks and 
strategies but there are few narionally documented CSH studies and ver! I irt le 1s k n o w  
about how teachers actualize rhe CSH ideals and how i t  affects the way they leach and 
understand CSH cducation. Understanding the teacher's perspective of CSH may serve  to 
improve our ability to overcorne some of the obstacles related to CSH ducalion and 
pertinpq c n h ~ n c c  c n c i r t i . ' c  ~ r n ~ + r ~ ~ ~ n r j i r ~ g  and apprcciarinn nf healrh r c i 1 1 ~ 3 ~ i n n  I I  i.; (-lc.:~r 

ihat whai is needed io hlly understand the beneiiis and challenges of CSH i i  an accuratc 
d e s c r i p h  and exploration of the lived experience of teachers currenrly iraching ~r~iihin 
the CSH framework. The purpose of this study is to explore the meaning at' 
Cornprchensive School Health (CSH) Education for Catalyst Teachers. 

The undersigned. , agrc'es IO 

participaie in the program of research enti tled Comprehensiw School H?cllrh .4 
Cmmrporary Yaccinarion, to be u n d e d e n  by Twyla Salm as the iopic of her Masrer's 
thesis for the University of Regina, under the following tems and conditions: 

I ! The participant will record on audio-tape two 1.5 h o u  interviews describing whai 
Comprehensive School H a l t h  has meant to [hem. (Potential inten,ieti questions are 
attached) 

2) There will be two interviews, which are expected to take no more ihat 1.5 hours each. 
3) The participant has the right to withdraw hisher assistance from this projec at any 

tirne without penalty, even after signing this letter of consent. 
4)  The participant has the right to refuse to answer one or more of the questions without 

penairy and may continue to be a part of the snidy. 
5)  The participant wiIl receive a report summary, which will corne as a resuli of ihis 

stud y. 
6) The participant wiIl be entirely free to discuss issues and will no! be i n  an! urajr  

coerced inio providing information thai is confidential or of a sensitive nature. Even 
though this study's questions are not of a sensitive nature, if illegal activity i s  

disclosed the researcher wiII be obliged to report this to the appropriaie aurhori t les. 
7)  Pseudonyms witl be used to conceal the identity of the participants. Thr. inlomarion 

disclosed in the interviews will be confidential. 
8) Audio-tapes and transcripts will be kept under lock and key in a secure cabinet and 

destroyed afier three years. 
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Letter of Consent 
Regarding 

Comprehensive School Healtb: A Contemporaq  Vaccination 
(page 2) 

1, agrec ro the condirions statsd in rhis lener of 
rnnscnt  

--. --- 
(Signature) (Date) 

This project was appro~cd h! the Research Ethics Board. University of Rqina. I f  the 
research subjects have an! quesrions or concems about their rights or rrearnirnr as 
subjects they may contacr the Chair of the Research Eihics Board at 585-4775 or by 
email: ann.bishopca>,ureeina.ca. Questions conceming the study c m  be direcred ta the 
researcher, Twyla Salm, or hrr advisor Dr. Cyril Kesten at 585-4532. 

This is to certify that the panicipant has received n copy of the consent fom.  

(S i gnature) (Date) 

T\v la  Salm 
#8 Falcon Bay 
Regina, SK 
S4S 4L8 
Tel: 306-585-0354 
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The interview will be guided by t h e  main question: 
W hat has being a teacher using CSH rneant t o  you? 

Three main sub-questions: 

1. What is t h e  role o f  a CSH teacher? 
2. How important is this d e ?  
3. Why are you cornmitted t o  th is  role? 

Other discussion quesfions that may be used in the interview 
Dimension of health 
1. What areas or dimensions o f  heolth have you embraced/avoided? Why? 
2. What does Comprehençive Schoai ~ e a l r h  mean t ù  you? 
3. What insigh t s  have you had about teaching/students/health/society as you have 

explored CSH? 

Curriculum Issues 
4.  How has the Middle Level Health curriculum contributed t o  p u r  understanding 

of CSH? 

Community and Outreach 
5.  What health services/ community agencie are available in your school? What 

community agencieç have been a part 3f your hw l th  progrum? Why did you 
choose or use these resources? 

6. How do you feei about eliciting cornmunity and family involvement with your 
progrum? How does your health program link t o  student families and 
communities? How would you like t o  change, delete, expund certain elements o f  
this2 Why did you select these particular experiences for  the students? 

The Teaching Package 
7. How have you attempted to  develop a healthy environment your classroom? 

Why have you focused your attention in This a r a ?  
8. What does it meun t o  have a healthy environment in this school/classroorn? 
9. What does it mean t o  have t o  be culturally sensitive in CSH? 

Inservice and Assessrnent 
10. What meoning has inservice pluyed in contributing to your understanding of 

CSH? 
11. What is important in assessment of CSH? 




