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Improving Academic Performance by Meeting Student Health Needs

The purpose of No Child Left Behind Act of 2001 (NCLB) is “…to ensure that all children have a fair,
equal, and significant opportunity to obtain a high-quality education and reach, at a minimum,
proficiency on challenging …academic achievement standards and academic assessments…” NCLB
requires schools to describe success by what each student accomplishes. The basic NCLB principles are
stronger accountability for results, increased flexibility and local control, expanded options for parents,
and emphasis on proven teaching methods.1 Iowa is progressing in this education reform and building
on these reforms by using multiple policy strategies to improve what each student accomplishes through
the district comprehensive school improvement plan.2 For many of Iowa's approximately one-half
million students, academic achievement will occur with implementation of the strategies. For other
students, academic achievement may be lower than expected because students are not ready and able to
learn when they arrive at school. There is a need to focus on eliminating barriers that affect these lowperforming students' readiness to learn. Among these barriers are physical, emotional, and social health
conditions that impact students' ability to succeed. Although the primary responsibility of public schools
is to educate students, health interventions provide a significant impact on the ability of students to
learn.
To assist schools in ensuring that students come to school ready to learn, this paper sites research
linking student health and achievement focusing on health services, physical fitness, nutrition, health
education, and the school environment with design data-driven programs. Accomplishing improved
student academic performance requires incorporating health and increasing interagency partnerships
between the health, human services, and education communities. Schools meeting their student's health
needs through scientific based research programs have the potential to increase all students’ capacity to
learn.

Although Iowa progresses in school improvement, there is an emerging crisis to improve student
achievement because some students continue to perform poorly and come to school not ready or able to
learn. With all students being at risk and over one-half of all students having health conditions, research
links healthy students and improved academic achievement. This scientific research provides direction
for schools to incorporate school health programs to improve academic achievement. In addition, health
promoting communities and schools are addressing the needs of students in poor health and not learning
well, students with poor health practices, which drain educational resources, and student choices
affecting their health. The results are encouraging.
Health promoting communities and schools become a reality through "coordinated school health," an
integrated set of planned, sequential, school-affiliated strategies, activities, and services designed to
promote the optimal physical, emotional, social, and educational development of students. Coordinated
school health programs are supportive of families, determined by the local community, and based on
community needs, resources, standards, and requirements. The program is coordinated by a
multidisciplinary team and accountable to the community for program quality and effectiveness.
Critical areas to consider in designing a program are health, counseling, psychological, social, nutrition,
and food services. Second, physical fitness, health education, and other curricular areas. Third, the
school environment, including physical, policy and administrative, and psychosocial environments. The
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most common models include:
•
•

The three-component model-health education, health services, and healthful environment.
The eight-component model-health education, physical education, health services, nutrition services, school staff health
promotion, counseling and psychological services, healthy school environment, and parent and community involvement.

•

Full-service schools-quality health education, a wide range of health services, mental health
services, and family welfare and social services for students and their families 3

The following programs improved the health of students and, as a result, their ability to learn.
•

•

•

•

•

•

•

•

Iowa School-Based Youth Service Programs. A study of 22,403 students participating in Iowa School-Based Youth
Services Programs, with multiple services-including health services, documented student improved or maintained
attendance and improved or maintained grade point average.4 These results were demonstrated repeatedly over 10 years.
Healthy and Well Kids in Iowa (hawk-i). The evaluation, of this Iowa Child Health Insurance Program for low income
uninsured children, was based on a comparison of parents’ responses to a survey given when their children were initially
enrolled in the program and survey responses one year later. The survey questions focused on parents’ perceived ability to
receive medical, dental, vision, behavioral health care, and prescription drugs for their children. Key findings of the survey
show that, after one year in the hawk-i program, parents report; overall, their children are healthier, had significantly
fewer sick days and missed less school, fewer emergency room visits, were significantly more likely to have a personal
doctor or nurse, and a significant reduction in family stress with over 90% of the respondents citing this as a program
benefit.5
New Jersey School Based Youth Services Program. A statewide initiative to integrate a range of services in one location
in or near schools in a three year evaluation found students receiving services increased educational aspirations;
accumulated a higher number of credits toward graduation; diminished feelings of unhappiness, sadness, depression, and
suicidal thoughts; improved sleep, worried less; and experienced more engagement with families and friends.6
California's Healthy Start Support Services for Children. Schools and collaborative partners coordinated and integrated
services-including health screening, counseling, dental, and vision care-across different child and family serving systems
to make services more accessible at or near the school. An evaluation based on data collected found student academic
achievement increased significantly. Test scores for schools in the lowest quartile improved substantially, reading scores
for the lowest-performing elementary schools increased by 25 percent and math scores increased by 50 percent. Students
in the lowest quartile showed similar improvements. Middle and high school students, most in need, improved their grade
point averages by 50 percent, adding 0.8 and 1.2 to their GPA.7
Florida's Coordinated School Health Program (CSHP) Pilot Schools. Schools incorporated the eight CSHP components
into their activities to enhance student health and promote the achievement of State Standards. Following the
implementation of CSHP, two middle schools reported their Florida Comprehensive Assessment Test (FCAT) math scores
improved by an average of 11.5 points and FCAT reading scores by an average of 15 points. Student attendance also
increased at each school.8
Vermont's Use of Youth Risk Behavior Survey. Vermont used the Centers for Disease Control and Prevention-Youth
Risk Behavior Survey (YRBS) to monitor six categories of priority health-risk behaviors among youth and young adults.
Vermont amended the survey to include questions about student achievement. The results showed a negative correlation
between risk behaviors and academic performance. Low-performing school districts received assistance to develop a
strategic plan to improve student achievement. The data correlated risk behaviors with low academic performance.9
SAMHSA Model Programs: Model Prevention Programs Supporting Academic Achievement. A number of programs
directly addressing or indirectly affecting risk and protective factors related to school performance.10

Physical Fitness
Schools offering intensive physical fitness programs found positive effects on academic achievement even when time
for physical activity is taken from the academics including increased concentration; improved mathematics, reading,
and writing test scores; and reduced disruptive behavior.11, 12
Reduced academic class time, 240 minutes per week, in two schools to increase physical fitness time resulted in
experimental group math scores to be consistently higher than others not in the program.13
The California Department of Education Healthy Kids Program found the lowest performing schools had lower
student physical activity levels, with little difference across schools in the top three quintiles. This suggests lowest
performing schools may benefit from quality physical fitness programs.7
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A California Department of Education study found physically fit children perform better academically showing a
distinct relationship between academic achievement and the physical fitness of California’s public school students.14

•

Nutrition.
Healthy, well-nourished children are more ready to learn and can take better advantage of educational opportunities
linking poor nutrition with lasting cognitive development and school performance effects.15
Minnesota and Massachusetts studies found students who ate breakfast at school increased standardized achievement
test scores and class participation, improved attendance, and reduced tardiness.16, 17
U.S. DHHS found students eating breakfast improved academic, behavioral, and emotional functioning.18
Students eating National School Food Program lunch had higher nutrient intakes than students who make other lunch
choices.19
Appropriate diet studies found improved problem-solving skills, test scores, and school attendance rates.20
Negative cognitive development and school performance was found on moderate undernourishment.21

•

Health Education.
A study of 259 high-risk youth in a life-skills class, grades 9-12 in the Pacific Northwest, showed increased grade
point averages (GPAs) across all classes while the control group GPAs stayed essentially the same.22
Schools enhancing child skill development through health education, parenting classes, and teacher training increased
student achievement.23
Three studies demonstrate comprehensive health and social skills programs for high-risk students improved school
and test performance, attendance, and school connectedness. This success was still apparent six years later.24, 25, 26

•

Health Services.
Absenteeism among students is clearly associated with school failure. Students missing more than 10 days of school
in a 90-day semester had trouble remaining at their grade level. School-based (or linked) health services reduce
absenteeism by providing on site services. School-based providers detect numerous emotional problems early and
institute needed services.27, 28
Health insurance is valuable in keeping children healthy through access to regular medical care. Children without
health insurance are less likely to have a family doctor, receive timely preventive care, receive medical treatment,
learn in school, and grow up to be healthy productive adults. Outreach and enrollment efforts related to hawk-i and
other affordable health programs help assure optimal learning for every child by addressing health and maximizing
school attendance.5, 29
School health services are one of the important elements of a comprehensive approach to promoting health and
preventing disease and disability in children and youth.28

•

School Environment.
The school physical, emotional, psychosocial, culture, and aesthetic environment and climate impact student
achievement including:
School building, playground, and surrounding area.
Physical conditions such as temperature, noise, lighting, air quality, pesticides, moisture, and mildew.
Psychosocial environment includes physical, emotional, and social conditions affecting the well-being of
students and staff.28

•

Parent, Family, and Community School Involvement.
School districts that collaborate with social service providers across other districts, counties, and cities strengthen
social structures for students, their families, parents, and observe improved scholastic performance. The combined
academic, health, and social programs began to show positive achievement gains by the third year of the project.30
The relationship between schooling and health outcomes is one of the strongest generalizations to emerge from
empirical research in the U.S.31

•

School Staff Health Promotion.

A healthy staff does a better job of teaching and creates a better working and learning environment.28
Staff health promotion programs are supportive messages that can make a difference in morale and absenteeism.32

Districts need to continually eliminate barriers preventing students from coming to school ready and able
to learn. To address this issue, schools must consider implementing some of the strategies and
philosophies evident in research based school health programs highlighted in this paper. Strategies to
address barriers include:
Raise awareness of the connections between student health and student achievement.
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Continually review the burgeoning research linking student health to student achievement and
use the research to incorporate health into the school program29
Ensure success by having data driven programs. Maintain data and evaluations that tie
program implementation to improved academic performance.
Increase interagency partnerships between health, education, and human service
communities. Help educators understand that health services in schools improves program
effectiveness, and service providers need to coordinate with the school's mission of educating
students in their work to maximize achievement.30
Schools are accountable for their entire mission of education and promotion of successful child
development. Coordinated School Health Programming is a fundamental piece of this larger mission.
Academic achievement will improve by addressing student health needs and incorporating coordinated
school health programs into our comprehensive school improvement system.
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