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The Road Less Traveled-Robert Frost 

Two roads diverged in a yellow wood, 

And sorry I could not travel both 

And be one traveler, long I stood 

And looked down one as far as I could 

To where it bent in the undergrowth; 

 

Then took the other, as just as fair, 

And having perhaps the better claim, 

Because it was grassy and wanted wear; 

Though as for that the passing there 

Had worn them really about the same, 

 

And both that morning equally lay 

In leaves no step had trodden black. 

Oh, I kept the first for another day! 

Yet knowing how way leads on to way, 

I doubted if I should ever come back. 

 

I shall be telling this with a sigh 

Somewhere ages and ages hence: 

Two roads diverged in a wood, and I— 

I took the one less traveled by, 

And that has made all the difference. 
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Abstract of Dissertation 

 

 

What Are the Implications of State Wellness Policy Standards for Educational Leaders? 

 

The School Lunch and Child Nutrition Act of 1966 was reauthorized as the 

Child Nutrition and Women, Infants and Children (WIC) Reauthorization Act of 2004 

(CNA, 2004).  This legislation mandated all school systems participating in the National 

School Lunch program initiate a wellness policy by 2006 (SNA, 2005).  In response, 

states developed wellness policy templates to guide school systems in policy 

development.  The CNA was reauthorized as the Healthy, Hunger-Free Kids Act of 

2010 and 2016 (HHFKA).  Child nutrition, physical activity, and academic performance 

became part of educational policy in the HHFKA (Federal Register, 2016).  According 

to Welk et al. (2010), constituents must recognize that academics and health are 

complementary, not competing factors in education. 

Story, Nanney, and Schwartz (2009) stated, “schools alone cannot solve the 

childhood obesity epidemic, it also is unlikely that childhood obesity can be reversed 

without strong school-based policies” (p. 72).  School leaders are advocates in 

addressing policy standards to improve student health and academic success.   

A content analysis was conducted on state wellness policy templates to evaluate 

the relationships between obesity, high school graduation, and physical education 

practices.  The School Wellness Policy Evaluation Tool (SWPET) developed by the 

Robert Wood Johnson Foundation was used for analysis.  Wellness policy models for 

each state and the District of Columbia (N = 51) were evaluated for strength (specificity 

of language) and comprehensiveness (items mentioned) using the SWPET.  The 

relationship between strength and obesity (r2 = .05; r = -.22), graduation (r2 < .001;  
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r = -.03), as well as comprehensiveness scores for obesity (r2 = .04; r = -.20) and 

graduation (r2 < .001; r = -.03) was investigated through regression.   

Using Cohen’s d, a small effect (d = .19) was found between obesity rates in 

states that offer physical education on all levels and states that do not.  Heroux (2017) 

classifies the effect size for physical education and graduation as large (d = .68).  

Although these findings may be spurious due to the timing of the available data, they do 

warrant more research on the impact of wellness policies on obesity, graduation rates, 

and physical education. 
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Chapter 1-Introduction 

 

“We can’t make kids smarter, but with improved nutrition and physical activity, 

we can put a better student in the chair” (GENYOUth Foundation, 2013, p. 3).  To 

accomplish this, school nutrition and physical education programs across the United 

States have initiated more rigorous wellness policy benchmarks to comply with federal 

standards (School Nutrition Association (SNA), 2006).  Historically, policy initiatives 

have been introduced over the years to improve student health, fitness, and academic 

outcomes (Masse, Naimen, & Naylor, 2013).  The trend for a new generation of health 

initiatives began in 2004 with the modernization of the National School Lunch program 

and the conception of the school wellness policy.  This federal reauthorization 

empowered each state to monitor its localities for compliance in child nutrition and 

physical activity practices (National School Lunch Program Fact Sheet (NSLPF), 2013).   

 Wellness as defined in the online Merriam Webster dictionary is the state of being 

in good health as well as the ability to live an active lifestyle.  The federal government 

began focusing on issues of wellness as early as 1936 (Siedentop, 2008).  In 1946, the 

National School Lunch program was developed to provide nutrition outcomes to support 

student health and fitness standards (Story, Nanney, & Schwartz, 2009).  During this era, 

as many as one-third of the men drafted into the armed forces did not qualify for military 

service due to inadequate nutritional health (Story, Nanney, & Schwartz, 2009).  In 1954, 

a study by Kraus and Hirschland was published in the Journal of Health, Physical 

Education and Recreation regarding this inadequacy.  Their research compared the 

strength tests of 2870 European students and 4264 American students from similar urban 

and suburban backgrounds.  According to this study, 58% of the American students 
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tested failed their fitness tests whereas only 9% of tested European students failed (Kraus 

& Hirschland, 1954).  To address this issue, President Dwight Eisenhower became 

actively involved when the news media described the nation’s children as “frail and soft” 

(Siedentop, 2008, p. 36).  Subsequently, in 1956, President Eisenhower developed the 

President’s Council on Physical Fitness.  These events led to the first national fitness test 

program in 1957.  An additional incentive for the United States came when Russia 

launched the first space ship Sputnik in 1957.  This indicated America was also behind in 

scientific innovations and education as well as physical fitness (Rodenroth, 2010).  

 In 1966, the federal government reauthorized the School Lunch and Child 

Nutrition Act to address the most current nutritional needs of the nation’s schoolchildren 

(CNA, 1966).  This federal policy reinforced the link between nutrition and the 

importance of the national school lunch program as it applied to the nation’s school 

programs.  Early initiatives such as the School Lunch and Child Nutrition Act of 1966, A 

Nation at Risk, and the President’s Council on Physical Fitness set initial standards for 

improving student health and academic success.  These guidelines prompted newer 

legislation in fitness and nutrition such as the President’s Council on Fitness, Sports and 

Nutrition, the Child Nutrition and Women, Infants and Children (WIC) Reauthorization 

Act of 2004 (CNA), and the Healthy, Hunger-Free Kids Act of 2010 (HHFKA).  

 According to Masse, Naimen, and Naylor (2013) “The enactment of mandated 

policies/guidelines for schools is considered an essential step in improving physical 

activity and healthy eating” (p. 1).  Further, Masse, Naimen, and Naylor (2013) believed 

policy leaders needed to be concerned with helping schools implement and achieve 

benchmarks to support student health.  The CNA, and later the HHFKA, outlined vital 
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areas surrounding student health such as nutrition, physical education, and physical 

activity (CNA, 2004).  The criteria defined in the HHFKA such as nutrition guidelines, 

nutrition education, physical education, and physical activity position the HHFKA as a 

guide for educational leaders to improve student health and strengthen academic 

performance.  Educational leaders on the state level provide local benchmarks based on 

federal guidelines in order to develop wellness policies.  Advanced study is needed on 

state wellness policy model templates to determine the strength (wording) and 

comprehensiveness (areas covered) as they relate to federal guidelines established in the 

HHFKA.  The information gleaned from this study will provide data on the link between 

the strength and comprehensiveness of state wellness policy model templates and obesity 

rates, graduation rates, and state physical education practices as related to educational 

leadership.    

Federal Guidelines: Healthy, Hunger-Free Kids Act of 2010 

 School nutrition advocates, educational policy leaders, and health care 

organizations from across the United States assert “education and health are 

interdependent systems and healthy children are in a better position to acquire 

knowledge” [because] “no curriculum is brilliant enough to compensate for a hungry 

stomach or a distracted mind” (Symons, Cinelli, James, & Groff, 1997, p. 220).  To this 

end, federal mandates were refined to establish positive student health practices in 

nutrition and physical education/activity during the course of the school day (CNA 2004; 

SNA 2005).  In June 2004, the Child Nutrition Act of 1966 was reauthorized as the Child 

Nutrition and WIC Reauthorization Act of 2004 (CNA) and included a federal mandate 

that all school systems participating in the National School Lunch program initiate a 
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school-wide wellness policy by school year 2006 (Brener, Chriqui, O’Toole, Schwartz, & 

McManus, 2011; CNA, 2004).  

 In 2016, the Federal Register listed the HHFKA as an avenue to improve student 

academic performance in conjunction with positive health practices in nutrition and 

physical activity.  Further, federal policy directly tied funding for state agencies to the 

programming and promotion of appropriate school nutrition programs in the local school 

system (NSLPF, 2013).  Moll (2013) asserted:  

For the first time in 200 years, today’s children are likely to have a shorter life 

expectancy than their parents. Schools share the responsibility to help prevent 

obesity and promote physical activity, quality physical education, and healthy 

eating through policies, practices, and supportive environments. (p. 9)   

 

  A Nation at Risk: The Imperative for Educational Reform (National Commission 

on Excellence in Education (NCEE) (1983) mentions how previous generations of 

students surpassed their parents in educational literacy.  It read, “the educational skills of 

one generation will not surpass, will not equal, will not even approach those of their 

parents” (NCEE, p. 4).  In order to improve student scholarly outcomes, school leaders 

are held accountable for academic achievement by programs such as No Child Left 

Behind (NCLB) (Smith & Lounsbery, 2009) with the most recent educational directive, 

the Every Student Succeeds Act (ESSA) introduced in 2015.  These initiatives position 

the wellness policy as a performance benchmark for improved student health and success 

because research indicates student health, obesity, fitness, and academic performance are 

interrelated (Coe, Pivarnik, Womack, Reeves, Malina, 2012; Rodenroth, 2010; Symons et 

al., 1997).  Most of the criteria highlighted in the HHFKA lists nutrition information and 

standards whereas physical education and activity comprise a smaller portion of the 

overall policy.  The ESSA does promote physical education as a core subject area of 
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student study.  According to USDA Mealtalk (2014), the wellness policy can guide 

school systems as they provide a supportive environment in the promotion of student 

wellness through nutrition, physical activity as well as academic ability.  

Study Purpose and Research Perspective 

 

 The purpose of this quantitative study was to compare the strength and 

comprehensiveness of state wellness policy model templates across the United States 

using the SWPET.  In addition, the implications for educational leadership were 

reviewed.  The relationship between the state’s strength and comprehensiveness score 

were compared to state obesity rates and high school graduation rates through regression.  

The relationship between state physical education practices and obesity and graduation 

rates were evaluated with descriptive statistics.  To fill a gap in the literature, the 

robustness or rigor of state wellness policy model templates across the nation were 

reviewed.  Were state wellness policy model templates across the United States meeting 

the guidelines provided in the HHFKA, based on SWPET strength and 

comprehensiveness scores?  In addition, was there a relationship between the strength 

and comprehensiveness of state wellness policy model templates, obesity and high school 

graduation rates?  Also, physical education practices in the United States were 

investigated to discern a relationship between those practices and state obesity and high 

school graduation rates.  

 To examine the robustness of wellness policy templates as well as the impact on 

state graduation and obesity rates, and physical education practices, the following 

research questions and subquestions were addressed:  
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RQ 1: To what degree do state wellness policy models across the United States exhibit 

strength as evaluated by the School Wellness Policy Evaluation Tool (SWPET)?   

SQ 1a. To what degree does the strength of the state wellness policy template  

predict state obesity rates?   

SQ 1b. To what degree does the strength of the state wellness policy template  

predict state high school graduation rates?   

RQ 2. To what degree do state wellness policy models across the United States exhibit 

comprehensiveness as evaluated by the School Wellness Policy Evaluation Tool 

(SWPET)?   

SQ 2a. To what degree does the comprehensiveness of the state wellness policy    

template predict state obesity rates?   

SQ 2b. To what degree does the comprehensiveness of the state wellness policy  

template predict high school graduation rates?   

RQ 3. What is the difference in obesity rates between states that offer physical education 

in elementary, middle, and high schools and states that do not offer physical education on 

those levels?  

RQ 4: What is the difference in graduation rates between states that offer physical 

education in elementary, middle, and high schools and states that do not offer physical 

education on those levels?  

 O’Connor and Netting (2011) described content analysis as a way to understand a 

social problem and investigate the principles that influence the selection of goals.  In this 

study, the HHFKA directs the categories of research.  The subcategories of the HHFKA 

included in the SWPET were computed into a single strength score and a single 
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comprehensiveness score for each category.  The analysis was completed for each state 

wellness policy model template as well as the District of Columbia (WDC).  In this case, 

the HHFKA set a precedent for updated school nutrition programs and improved wellness 

practices as a method to decrease rising childhood obesity rates.  Through the lens of 

content analysis, this research provided data on how state wellness policy models mirror 

(comprehensiveness) and embrace (strength) federal policy mandates and how they 

varied in their approaches to wellness.  In addition, through descriptive statistics, this 

research supplied data on how state wellness policies model strength and 

comprehensiveness and their potential impact on obesity and graduation rates.  This will 

provide educational leaders information on how to produce robust wellness policy 

directives for future policy benchmarks.  

Study Framework. The HHFKA (Appendix A) was initiated as an avenue to 

guide educational leaders in ways to improve student health and reduce the increasing 

rate of childhood obesity (CNA, 2004).  Through the use of the SWPET, evidence on 

how the HHFKA goals were operationalized in state wellness policy templates across 

the nation was investigated.  The data gleaned from this study provided details on the 

relationship between strong and comprehensive state wellness policy model templates 

and state obesity rates, high school graduation rates, and state physical education 

practices.  According to Kraft (2020), educational policy can have unintended 

interventions that can support positive educational programs.  Educational leaders can 

use these data on wellness policy model templates to provide educational support to 

raise graduation rates as well as improve student health through wellness policy 

initiatives.  
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 According to Anderson (2003), policies are intended to provide an outline of 

support and governance for the group or organization they represent.  Educational leaders 

on the federal, state, and local level design policy for school programs and practices.  In 

this case, the federal government designed the HHFKA and directed state educational 

leaders to oversee policy implementation on the local level.  State education leaders 

provided resources and directives such as wellness policy model templates as they are 

needed to help support local health initiatives.  Local educational leaders enact these 

directives to establish wellness policy practices within school systems to support student 

health.  According to Anderson (2003), “policies are a relatively stable, purposive action” 

(p. 1) used to answer political issues of the day.  Anderson described how policies 

provide a framework and context for the political organization.  In the case of the 

HHFKA, policy is directly tied to political philosophy on the federal, state, and local 

level (SNA, 2006).  Yet the local organizations affected are diverse, which makes the 

task of developing and implementing policies such as the wellness policy seem 

impossible on the local level (Belansky et al., 2010; Hughes, 2011).  In a sense, state 

wellness policy models serve an intermediary function between the federal mandate and 

the local school system policy.  The HHFKA provides direction while simultaneously 

allowing the jurisdiction to address the demographics and diversity of the region.  

The importance of this research lies in how leaders on the state level can provide 

policy guidance in areas of student health and overall wellness. The HHFKA supplies 

federal guidelines that are to be implemented on the local level.  State wellness policy 

model templates allow state leaders the opportunity to bridge the gap between national 

and regional policy and offer insight and direction to local school systems.  The data 
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gleaned from this research highlighted the need for policy wording that meets federal 

standards while establishing guidelines for reducing student obesity rates and improving 

academic performance on the local level.  This information will allow state education 

and wellness leaders the opportunity to compare their wellness policy model templates 

to other states for future policy revisions.  

Methodology 

 This study was a nonexperimental research design using content analysis to 

compare the strength and comprehensiveness of state wellness policy model templates 

and their relationship to state obesity and state high school graduation rates.  To 

investigate their rigor, all available state wellness policy model templates within the 

United States and the District of Columbia (WDC) were reviewed using the SWPET as 

developed by the Robert Wood Johnson Foundation (RWJF) (Appendix B).  In addition, 

state physical education practices for each state were examined.  The data from this study 

provided valuable information on how leaders in each state interpret federal wellness 

policy compliance standards and what they prioritize for their educational systems.  

Wellness policy models from all 50 states and WDC were gathered via an internet search.  

Each state model policy was evaluated for strength (specific and directive language) and 

comprehensiveness (topics that are mentioned) using the SWPET.  Further, this research 

provided data on student academic success through high school graduation rates, obesity, 

and state physical education practices to provide a clearer understanding of the impact of 

the strength and comprehensiveness of state wellness policy model templates to these 

areas.   
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 The wellness policy model templates obtained for this study included 16 state 

policy templates that used the Alliance for a Healthier Generation wellness policy 

model; two state policy templates that used the National Alliance for Nutrition and 

Activity model; and, 33 individual state templates. The 16 state policy templates that 

used the Alliance for a Healthier Generation wellness policy template were evaluated as 

a unit because all had the same strength and comprehensiveness score.  Further, the two 

state policy templates that used the National Alliance for Nutrition and Activity model 

were evaluated as a unit as well.    

 To minimize bias and enhance credibility in this study, intercoder reliability was 

established using the SWPET.  Intracoder reliability was conducted to further reduce 

drift.            

 Obesity rates for school age children and adults were gathered from the 2016 

State of Obesity: Better Policies for a Healthy America developed by the RWJF.  Data 

on graduation rates per state for 2014-2015 were collected from the U.S. Department of 

Education, and the National Center for Education Statistics.  Physical Education 

requirements were collected from Shape of the Nation 2016.  

Limitations and Delimitations 

 Local wellness policy models may be derived from a template developed by the 

state or another federal agency, yet these policy models can reflect the values of multiple 

developers and a varied interpretation of national guidelines.  Namely, what information 

individuals perceive to be important in the development of the policy can be viewed 

through the lens of personal interpretation.  In other words, a nutritionist may provide 

greater detail on USDA requirements than they would physical education requirements 
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leaving an imbalance of information or detail in other policy areas.  This leaves the 

interpretation of federal mandates for state level wellness templates and the construction 

and application of those policies on the local level open for debate.  

 Further, in reviewing state wellness policy templates from across the nation, there 

is cause to reflect on several confounding factors such as regions of the country, 

population, physical education practices, and socioeconomic diversity (Hughes, 2011).  

In addition, state policy initiatives guide local policy actions, although the locality is 

ultimately responsible for local implementation.  This allows the locality autonomy in 

decision-making practices.  Even though the HHFKA establishes guidelines for local 

wellness policies, these confounding factors may affect information found in this current 

research.   

 Delimitations in this research included the purposeful exclusion of United States 

territories, as well as school programs in the private sector.  Supplemental references 

were excluded because not all states included addendums to their wellness policy 

templates.  Further, there was inconsistent formatting in supplemental references when 

they were included in state supplements.   

 Socioeconomic status, parent education, race/ethnicity, gender, and television 

watching patterns were purposely excluded from this research.  These factors were 

considered significant predictors for academic achievement and obesity in several articles 

in the literature review.  These areas were excluded as this current research study focused 

on factors relevant to school wellness practices that could affect graduation and obesity 

rates, rather than factors outside the school setting.   
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Research Significance 

 The research reviewed in this study established a positive link between healthier 

active students and academic success (Siegel, 2006; Symons et al., 1997; USDA, 2014).  

Robust wellness policies provide direction for the development of wellness objectives for 

students to become healthier through appropriate nutritional practices and improved 

physical activity (Longley & Sneed, 2009; Moliason & Carr, 2006).  To promote student 

health and success, wellness policies must be visible (Illinois State Board of Education, 

2006).  This was the case as all state wellness policy templates were available via an 

internet search.  

 Educational leaders on the state level establish wellness policy model templates to 

meet or exceed federal standards outlined in the HHFKA.  Currently, there is no research 

evaluating all state wellness policy model templates for strength and comprehensiveness 

and the relationship to obesity, high school graduation rates, physical education and 

educational leadership.  

There is a gap in the literature in that state-level wellness policy model templates 

have not been extensively studied.  Yet, state leaders serve as the intermediaries between 

the requirements of the HHFKA and the local school system.  

 Across the nation, state departments of education have provided a wellness policy 

model template for school systems to follow in the local policy manual.  This outline is 

designed to increase the likelihood that the local school system will develop and initiate a 

policy that will comply with federal guidelines.  As Anderson (2003) stated, policies 

provide choices and goals for society, even though these goals are not always achieved.  

The standards outlined in the HHFKA (USDA nutrition standards, competitive sales, 
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physical education, physical activity, nutrition education, stakeholders, and 

assessment/leadership) were designed to establish criteria to improve student health and 

academic performance (RWJF, 2009).  Further study was warranted to investigate the 

strength and comprehensiveness of state wellness policy model templates.  This will 

serve as a guide for leaders on the local school level as they strive to improve student 

obesity and graduation rates.  

Definitions   

 The following vocabulary words have been defined to assist the general reader 

with information on health-related and assessment-related terminology.  Definitions 

were obtained from the online Merriam and Webster dictionary.   

Aerobic--action involving, utilizing, or increasing oxygen consumption for metabolic 

 processes in the body to strengthen the heart and lungs.  

Body Mass Index (BMI)--a measurement that estimates the amount of fat in the body 

 based on weight and height. 

Obesity--a condition that is characterized by excessive accumulation and storage of fat 

 in the body and that in an adult is typically indicated by a body mass index of 

 30 or higher. 

Physical Activity--movement that uses extra physical energy to complete a task though 

 no fitness component is emphasized.  

Physical Fitness--movement skills that are designed with the specific purpose of 

 improving cardiovascular function, strength, or endurance.  

Robust--having or exhibiting strength under a wide range of conditions.  

Stakeholder--one who is involved in or affected by a course of action. 
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Socioeconomic Status (SES)--an economic measure of a person's work    

experience and social position in relation to others.  

Wellness--the quality or state of being in good health, especially as an actively sought 

 goal. 
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Chapter 2-Literature Review 

 

 After interviewing 17 principals, 21 classroom teachers, and three cafeteria staff 

members on wellness policy practices, Masse, Naimen, and Naylor (2013) noted healthy 

students are in a better position to be successful in school when wellness policies are 

implemented.  Though this study is small and lacks generalizability to all levels of 

wellness policy stakeholders, the study provides support for wellness policies as an 

established standard to improve student health as well as combat the rising obesity rate.  

Further, Story and colleagues (2009) maintained a school’s role is to coach students in 

academics and civic responsibilities to maximize their success.  As stated in A Nation at 

Risk: The Imperative for Educational Reform (National Commission on Excellence in 

Education [NCEE],1983), “Our goal must be to develop the talents of all to their fullest. 

Attaining that goal requires that we expect and assist all students to work to the limits of 

their capabilities” (p.5).  Further, it is the design of education to set goals and high 

expectations of excellence so that students can “respond to the challenges of a rapidly 

changing world” (NCEE, 1983, p. 5).  To meet these goals and expectations, programs 

and policies must focus on the needs of the whole child (Castelli & Hillman, 2007; Lyn et 

al., 2012).  

 All schools participating in the Child Nutrition and WIC Reauthorization Act of 

2004 (CNA) must have a wellness policy in place to secure federal monies.  This federal 

authorization was updated as the Healthy, Hunger-Free Kids Act of 2010 and again in 

2016 (HHFKA).  The purpose of this study was to investigate the robustness of state 

wellness policy model templates across the United States by examining the strength 

(specific language) and comprehensiveness (topics covered) using the School Wellness 
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Policy Evaluation Tool (SWPET).  In addition, the implications of wellness standards for 

educational leaders was investigated.  The relationship between the strength and 

comprehensiveness of state wellness policy model templates also was compared to state 

obesity rates, physical education practices, and state graduation rates.   

Conceptual Framework 

 Based on information from national sources such as the USDA, the School 

Nutrition Association (SNA), and SHAPE America, the federal government via the CNA 

and HHFKA established a program for schools to improve levels of student health and 

reduce obesity (Gaines et al., 2011).  These policies create goals and set the stage for 

public officials to determine a direction for those goals (Anderson, 2003). 

 According to Morgan (2006), a policy is directly tied to political mandates on the 

federal, state, and local levels.  Yet, the organizations affected by the political 

manifestation of this policy are so culturally diverse in areas such as socioeconomics, 

funding, and demographics that the task of implementing the local wellness policy can 

seem impossible on a national level (Belansky et al., 2010; Lyn et al., 2012).  Longley 

and Sneed (2009) stressed the importance of federal guidance in the wellness policy 

initiative as a need for determined effort and clear-cut federal laws in school nutrition and 

physical activity.  The effectiveness of school-based policies combating childhood 

obesity depends on successful policy implementation, which is often less than optimal 

even when these policies are publicly mandated (Masse et al., 2013; Metos & Murtaugh, 

2011; Tavenner & Tomlinson, 2011).  These factors, combined with the movement to 

improve student academic performance, are driving agents for student health and success 
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through initiatives such as the wellness policy (Datar et al., 2004; Moliason & Carr, 

2006; Vail, 2006). 

Early involvement in obesity intervention practices is designed to help improve 

student health in local school systems (Hughes, 2011; SNA, 2005).  According to the 

HHFKA, wellness policies should include plans to enhance student health practices in 

the locality.  There is extensive research in the literature on wellness policies, the 

importance of proper nutrition (CNA 2004), and the use of physical activity for 

improving student cognition (Castelli & Hillman, 2007; Smith, Capogrossi, & 

Estabrooks, 2012; Vail, 2006).  State wellness policy model templates provide a format 

for nutrition and physical activity standards.  Therefore, it is important to review the 

link between the areas of obesity, state graduation rates, and physical education to the 

strength and comprehensiveness of state wellness policy models across the nation using 

the SWPET.  Figure 1 highlights the conceptual framework for this study.  

Figure 1 

 

Outline of the Concepts that Shape this Research on Wellness Policy Model  

 

Templates and Policy Robustness.  
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 Information included in this study was limited to areas related to wellness policy 

development practices as outlined by the USDA standards.   

Consulted Databases, Search Terms 

 

Key terminology associated with the conceptual framework was chosen to drive 

the literature review on wellness policies. The following keywords were used to secure 

resources.  Articles surrounding obesity and graduation were chosen based on 

information relevant to wellness policies model templates.  Pertinent articles for this 

research spanned from 1954 - 2018, which coincides with the eras of public concern for 

national fitness and nationwide nutrition through current legislation surrounding the 

HHFKA:  

Wellness Policies School Nutrition          Standards of Learning (SOL) 

Wellness Policy Implementation       The Healthy, Hunger-Free Kids Act of 2010  

Physical Activity                             State Wellness Policies  

Physical Education               SOL Test Data School Board Policy     

Educational Funding           Educational Leadership 

Nutrition           Wellness 

Federal Policy           Local Wellness 

Obesity          Student Health/COVID 19          

Nutrition, Physical Activity, Physical Education and Academic performance    

The Child Nutrition and WIC Reauthorization Act of 2004  

 The following databases and academic resources were reviewed during the 

literature search: 

Gelman Library Subject Databases    
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Commonwealth of Virginia Department of Education website  

Websites on Physical Education, School Nutrition, School Board Policy  

Journals on Physical Education, School Nutrition, School Leadership 

United States Department of Agriculture (USDA)                    

ProQuest                  

Google Scholar               

 After review, 112 academic resources were compiled and organized into five 

overall categories. These sources were chosen based on their relevance to the content of 

this study in areas that included wellness policies, fitness, physical activity, academics, 

leadership, and nutrition.  The five categories include:  

1. Quantitative and qualitative studies that included 63 peer-reviewed articles. 

2. Policy analysis articles and wellness reports from state and federal agencies, 

which included 36 items.  

3. Five anecdotal articles for online education newsletters were included.  

4. Textbooks comprised five items.  

5. Dissertations and working papers included three sources.  

 Within these categories, the studies used for this research were further 

subdivided into the following sections: (a) research related to academic performance, 

physical activity, physical education, nutrition, obesity, and finance/socioeconomics (b) 

research and reports based on relevance to federal policy, leadership, state wellness 

information across the nation as well as wellness policy initiatives; and, (c) research 

based on school wellness policy initiatives.  The resources secured for this research 

provided the basis for building the conceptual framework outlined in Figure 1.  
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The Purpose of the Healthy, Hunger-Free Kids Act of 2010 

School nutrition advocates and health care organizations from across the United 

States assert, “education and health are interdependent systems” and “healthy children are 

in a better position to acquire knowledge” because “no curriculum is brilliant enough to 

compensate for a hungry stomach or a distracted mind” (Symons et al., 1997, p. 220).  To 

this end, the HHFKA was refined in 2016 to ensure positive student health practices 

during the course of the school day.  The CNA required all school systems participating 

in the National School Lunch Program have local wellness policies by July 1, 2006 

(Falbe, Kenny, Henderson, & Schwartz, 2011).  With this, the CNA became the first 

initiative to tackle not only school nutrition but also physical activity in the schools 

(Story et al., 2009).  This initiative was refined and reauthorized as the HHFKA in 2010 

and again in 2016.  

The guiding premise of the local wellness policy is to improve the level of student 

health for the nation’s students as well as provide students and parents with the needed 

tools for early intervention and prevention of disease (Chriqui, Schneider, Chaloupka, 

2009; Moag-Stahlberg et al., 2008).  The Centers for Disease Control and Prevention 

(CDC, 2010), Action for Healthy Kids (2013), and Graber, Woods, and O’Connor (2012) 

noted that more than 25 million students or more than one-third of adolescents are 

overweight or obese.  Metos and Murtaugh (2011) described policies such as the CNA as 

a substantial step in obesity prevention.  Further, Hughes (2011), Graber et al. (2012), 

and Tavenner and Tomlinson (2011) cited obesity as a critical health problem.  To 

combat this trend, the HHFKA was designed to provide a broad and realistic policy guide 

for school systems to follow in developing local wellness practices.  Items presented in 
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the HHFKA highlight school breakfast and lunch programs, competitive sales, and school 

vending, although physical education is not explicitly mentioned.  There is, however, 

limited verbiage in the HHFKA on physical activity and the link to overall student health.   

State Wellness Policy Model Templates 

 Policy standards are made at the federal, state, and local levels (Story et al., 

2009).  Most school systems choose to include a wellness policy in their regional policy 

manual to meet federal policy standards (Brener et al., 2011).  Eyler et al. (2010) 

reviewed 781 legislative bills surrounding physical education.  Their policy content 

analysis examined wording, requirements, enactment, and funding.  They found states 

across the nation often provided general guidelines or models for policies, but school 

systems devised local wellness strategy (Eyler et al., 2010).  They indicated this was 

because the school board’s rulemaking role set the stage for regulations that were 

considered appropriate requirements on the local level.  Eyler et al. (2010) suggested 

state school board influence as a limitation because the school board’s role in 

rulemaking may vary from state to state, which could affect policy quality.  This would 

lead to stronger or weaker policy directives on the local level.  Metos and Murtaugh 

(2011) conducted a literature review of 16 articles on the content, implementation, and 

outcome of the CNA in school systems.  Through their analysis, they suggested school 

systems could plan policies that meet local needs yet state and national policy content 

lack cohesiveness.  Further, an established local policy does not guarantee the suggested 

guidelines are actually occurring within the schools.  Story et al. (2009) proposed the 

need for a “uniform national policy” (p. 77) to combat vague and weak policies in areas 

such as school nutrition.  According to the University of Washington Center for Public 
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Health and Nutrition (www.cphn.org), a uniform national policy template would reduce 

confusion in policy implementation practices.  Even though education is considered a 

responsibility of state and local governments, Chriqui, Schneider, and Chaloupka 

(2009) stated federal mandates should “ensure that district policies across the country 

would uniformly address certain issues” (p. 43) in health and wellness.  In conclusion, 

USDA standards provide the needed benchmarks for individual states to develop 

wellness policy model templates to guide school systems in developing local wellness 

policies.  Yet, the interpretation of these standards at the local and state level does not 

guarantee uniformity in local policy development or implementation.  

Educational Leadership and the Healthy, Hunger-Free Kids Act of 2016 

 

 Educational leaders have the responsibility of evaluating federal mandates and, in 

many cases providing an appropriate plan of action to promote the implementation of 

those policies.  According to Bush (2007), leaders develop goals and motivate 

constituents to achieve them.  In this case, leaders in the state department of education 

serve as experts in providing wellness guidance to localities within the state (Lewallan, 

2004).  Even though the state is not required to provide a wellness policy model template, 

the state’s intermediary role in developing this document gives local leaders the tools 

needed to create a local policy that would best meet federal standards.  Based on federal 

requirements and state-level guidance, local leaders set specific policy standards for the 

school system to follow (Eyler et al., 2010).  This includes a recommendation outlined in 

the HHFKA, which suggests recruiting stakeholders in policy development.  Stakeholders 

include principals, teachers, nutrition personnel, health and physical education teachers, 

parents, community members, and students.  They are considered key members of the 
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advisory and supervisory team responsible for policy development, implementation, and 

evaluation.   

Developing Local Wellness Policies 

 

The HHFKA outlines vital standards to be included in the local wellness policy.  

These standards included specific language on nutrition education, USDA standards on 

healthy meals, competitive food sales, physical activity, promotions, and policy 

evaluation.  To assist school systems with the task of including a wellness policy in the 

local policy manual, state agencies typically provide a wellness policy model template or 

an outside wellness link as a guide for the school system to use on the local level.  The 

responsibility of developing, implementing, and evaluating the local policy is often 

assigned to school leaders such as the school system superintendent, local school board, 

or school nutrition director.  The literature review yielded information on several factors 

that affect wellness policy initiatives such as stakeholder involvement, gatekeepers, local 

finance, and socioeconomics.  

The HealthierUS School Challenge (USDA, 2012) highlights general wellness 

policy guidelines and outlined criteria for stakeholder involvement in the development 

and implementation phase of the wellness policy initiative. Though it seems 

organizational barriers and administrative perceptions present issues in wellness policy 

development and implementation (Hughes, 2011; Lyn et al., 2012), this includes 

involving outside stakeholders in policy development (Fede, 2012; Moore, 2012; SNA, 

2006).  According to Longley and Sneed’s (2009) mixed methods study of 847 medium 

and large school divisions across the United States, wellness policy development 

directives should involve constituents in the public schools, as stakeholder involvement is 
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a crucial premise of the HHFKA.  With surveys and phone interviews, nutrition 

education, physical education, nutrition policy, school-based activities, and 

implementation and monitoring practices were studied.  Longley and Sneed found 

expanded food choices, nutrition education, physical education, and training programs 

were needed to increase knowledge and visibility for local stakeholders in the school 

system.  This visibility provides information for stakeholders to consider when 

supporting the school system as a major avenue to combat obesity and improve student 

health.  Though Longley and Sneed’s policy study included a large purposive sample, a 

limitation was the exclusion of smaller school divisions in the study as well as the 

reliability of self-reported data.  Longley and Sneed and Hughes (2011) believed 

organizational barriers such as lack of teacher, parental, and administrative support were 

detrimental to the organizational structure needed to develop and implement wellness 

policies.  Similarly, the University of Washington Center for Public Health and Nutrition 

(www.cphn.org) suggested the lack of priority in areas of health and wellness for 

administrators and teachers was caused by the emphasis and time placed on standardized 

tests.  

According to Moore (2012), in her anecdotal article on “Let’s Move in Schools,” 

key stakeholders in the school and community are essential to the successful operation of 

the school nutrition and activity program if one wishes to make progress in student 

health.  The California School Boards Association and Project LEAN (2008) suggested, 

“partnering with a diverse group of health, education and community stakeholders 

promotes positive policy and environmental change” (p. 8) thus promoting a better-

informed community and stronger wellness environment.  
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 The SNA has conducted several national surveys on school wellness policies such 

as From Cupcakes to Carrots (2007).  This study included 976 survey responses (a 28% 

response rate) on wellness policy development and implementation practices with a 

representative sample of responses from across the country.  By distributing survey 

question responses into implementation categories, the SNA (2007) found nutrition 

guidelines were more successfully initiated in the wellness policy above other areas such 

as physical education or physical activity.  These surveys provided valuable information, 

yet a significant limitation in the study was the sample of respondents included only 

school nutrition directors (SNA, 2007).  School nutrition directors see information 

through the lens of school nutrition, their viewpoint can be biased or the respondents may 

not be as knowledgeable of other HHFKA guidelines or implementation practices.  

According to SNA’s (2006) research on policy development, School Nutrition Directors 

are mostly responsible for the development of wellness policies on the local level.  The 

SNA (2006) found School Nutrition Directors developed 78% of local wellness policies 

across the nation.  This limitation was also evident in Longley and Sneed’s (2009) study 

as the 847 school interviews completed were with school nutrition directors. The 

stratified random sample used in their analysis included 363 responses yielding a 43% 

response rate.  According to Moore (2012), there appears to be a significant distance to 

cover to involve key stakeholders such as parents, students, and teachers in the 

development of the local wellness policy. Whereas some articles presented findings from 

the perspective of school nutrition administrators, Goidel (2007) presented findings 

through the lens of school principals in Louisiana.  Even though Goidel’s study (N = 934) 

yielded a small response rate (25%) to funding questions, the majority of principals 
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agreed that stakeholders provided a foundation for local financial support by providing a 

link between the community and the school system.  Early in the enactment of the CNA, 

Serrano et al. (2007) found only 34% of Virginia’s 132 school systems met the 

recommendations set for inclusion of stakeholders in local wellness policy development.  

In their literature review, Novello, DeGraw and Dushanka (1992) discussed the 

importance of “creating a climate that fosters innovative and effective collaboration 

between programs at the federal and state levels, and especially at the community levels” 

(p. 8).  

 The school principal is considered the gatekeeper of the local wellness policy on 

the school level (Moliason & Carr, 2006; National Food Service Management Institute 

(NFSMI), 2007).  Moliason and Carr (2006) described the school principal as the key 

person determining how the wellness policy is communicated to the school and business 

community.  Though 64% of the 934 principals surveyed were on the elementary level, 

Goidel (2007) noted principals were unsure of local stakeholder support of wellness 

policy standards and the impact on student performance.  Likewise, the GENYOUth 

Foundation (2013) suggested principals “may mistakenly believe that physical education 

curricular time should be sacrificed and reallocated to reading, mathematics and science” 

(p. 14) when there is no evidence in the literature to support the benefit of sacrificing 

physical education time.  Scheuer and Mitchell (2004) reviewed seven articles that 

promoted a positive correlation between student academics and fitness.  Some of the 

reviewed studies included the positive relationship between fitness test scores and the 

Stanford Nine test in California for grades five, seven and nine (N = 954,000); fitness test 

scores and academic performance in Australia (N = 7,961); and, academics and self-
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reported physical activity in Hong Kong (N = 4,691). 

Further, Moliason and Carr in The National Food Service Management Institute 

(NFSMI) (2006) presented a questionnaire to 3,235 principals on their awareness of the 

local wellness policy (692 responses were received for a response rate of 21%).  

Moliason and Carr (2006) discovered principals perceived several obstacles to wellness 

policy implementation such as time available for instruction, teacher support, and 

funding.  Similarly, Budd et al. (2009), whose study included surveys of 112 

principals/assistant principals (n = 55), nurses (n = 23), nutrition directors (n = 15), and 

various coordinators (n = 19), cited issues such as lack of time, financial resources, staff 

support, training, and leadership as obstacles to wellness policy implementation.  Though 

the number of participants in each study varied, these articles provided valuable 

information on the administrator’s role in school and community wellness policy 

perceptions and implementation practices.   

 The stress of funding educational practices occurs on every level of the political 

tier.  States strive for additional federal funding and localities lobby for state funding.  

The HHFKA was inspired by the need for improved student nutrition, health, and 

wellness practices, and school nutrition funding drives the initiative (Brener et al., 2011; 

CNA, 2004).  To meet federal program wellness mandates necessary to receive federal 

funding, state guidelines outline local compliance benchmarks with the established 

standards of the HHFKA.  To assist the locality with developing their wellness policy 

states, reference or develop a wellness template for the local school system to model.  As 

Moag-Stahlberg et al. (2008) pointed out, funding is pivotal.  
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 Belansky et al. (2010) surveyed 45 low-income, rural elementary school nutrition 

directors in Colorado and found school systems struggle with the application of funding 

programs, and the local wellness initiative was no exception (2010).  Symons et al. 

(1997) completed a literature review of 25 wellness related articles based on academic 

outcomes and adolescent health risks.  In addition to recommendations on effective 

communication with stakeholders and the link between good student health and 

academics, Symons et al. described previous research in which time limitations and 

budgetary constraints were the impetus behind the reduction and elimination of school 

health programs.  These areas were “perceived to consume valuable time and resources 

that could be spent in more academically productive ways” (p. 221).   

 Moliason and Carr in NFSMI (2006) reported local administrators viewed the 

local wellness policy as a barrier to success.  Administrators believed USDA restrictions 

on selling nonnutritional foods hindered fundraising events.  Similarly, Moag-Stahlberg 

et al.’s (2008) study of 256 school divisions across the continental United States and 

Story et al.’s (2009) literature review of seven school based nutrition and activity 

programs showed one of the most consistently cited concerns expressed by administrators 

was the amount of revenue lost in school vending.  Subsequently, administrators became 

agitated when they were not allowed to subsidize their budget by selling items in vending 

machines or school stores (Moliason & Carr, 2006).  By continuing to sell less healthy 

items, administrators can sabotage the guiding premise of the wellness program 

(Moliason & Carr, 2006; Taras & Potts-Datema, 2005).  Hughes (2011) studied wellness 

policies, policy implementation, and obesity prevention as well as school leadership.  

Hughes’ study included a national sample of 1103 schools with a 78% response rate.  The 
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study examined school participation in the School Health Policies and Program Study 

(SHPPS) and Hughes’ showed policy compliance differed on the school level.  For 

example, even with increased nutrition accountability through the HHFKA, Hughes 

found school vending (32.7% elementary, 71.3% middle, 89.4% high school) still 

included foods with low nutritional value and those foods had been associated with 

increased obesity rates.  In the study, respondents included such people as cafeteria 

managers, principals, physical education teachers, athletic directors, and counselors.  It 

should be noted that some of the respondents, due to their varied professional roles, may 

be unfamiliar with all of the areas included in the HHFKA.  Hughes pointed out that 

individuals completing the survey might have limited scope in their response based on 

their professional area of expertise.  

  Another key area in policy implementation is the local socioeconomic profile 

(Datar, Sturm & Magnabosco, 2004; Schwartz et al., 2012).  To lessen the financial 

strain on the local school system budget, the CNA and HHFKA suggested partnerships 

with local businesses and outside educational organizations to provide funding to 

support student and employee wellness programming (Moore, 2012).  To study the 

success of the CNA in Virginia, Serrano et al. (2007) distributed a questionnaire to the 

132 state school systems and received a 70% response rate.  Similar to Serrano et al., 

Lyn et al. (2012) studied Georgia school district wellness policies and received a 97% 

response rate.  The questionnaires returned in both Virginia and Georgia found outside 

funding opportunities were essential to rural localities as they often lack the financial 

resources needed to provide advanced programming to support student health practices, 
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physical activity, and local wellness policy initiatives.  Moag-Stahlberg et al. (2008) 

summarized this point by stating:  

  School districts face budgetary challenges with pressure to devote scarce 

 resources toward meeting academic performance goals, leaving limited time and 

 funds to devote to improvements to student health.  Although progress has been

 made, with limited funding and other resources, it remains difficult to make 

 wellness practices a school priority. (p. 563) 

 

 The locality may likely exhibit some budgetary changes due to increased food 

costs though most of these costs are subsidized by funding provided by the federal free 

and reduced lunch program (SNA, 2005).  In previous decades, the increased costs of 

food products were often offset by `a la carte sales and vending practices (Moliason & 

Carr, 2006; Taras & Potts-Datema, 2005).  The enactment of the HHFKA initiated a new 

level of recommendations for the sale of `a la carte foods and vending products.  Taras 

and Potts-Datema (2005) give this example in their literature review “administrators must 

grapple with decisions about how to balance the benefits of lucrative district contracts 

with soft drink companies and of food sales that do not meet the USDA standards” 

(p.292).  Execution of state regulations and policy compliance is monitored by reviews 

such as the Coordinated Review Effort (CRE).  The CRE allows outside federal school 

nutrition specialists to evaluate not only school meals but also food and beverage 

vending.  Noncompliance can put the local program’s funding in jeopardy (Longley & 

Sneed, 2009).   

 In 2008, Moag-Stahlberg et al. compared sample wellness policies to federal 

guidelines and the Action for Healthy Kids Wellness Policy Fundamentals (nd) for the 

consistency and comprehensive components of policy initiatives.  For their study, Moag-

Stahlberg et al. used a convenience sample with a goal of three policies per state, though 
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ultimately, 13 states had less than three policies to review.  After a quantitative analysis 

of 67 small, 89 medium, and 100 large (N = 256) school systems encompassing all states 

except Hawaii, Moag-Stahlberg et al. discussed the ongoing financial challenges school 

systems face.  Due to the number of significant financial decisions school systems make, 

it is often difficult for local monies to be allocated to health and wellness programs.  

Even though this sample included school systems from around the United States, the 

reader should note that not all small, medium, and large school divisions are 

economically the same (Moag-Stahlberg et al., 2008).  

 Socioeconomic factors affect local funding initiatives, and these issues are often 

tied to free and reduced lunch ratios (Longley & Sneed, 2009).  According to the RWJF 

(2009), free and reduced-price lunch participation is often “used as a proxy for 

socioeconomic status (SES) within districts” (p. 21).  Federal assistance for school 

systems with a wellness policy in place enables students to receive free and reduced-price 

breakfast and lunch (FRL).  Eligibility for FRL is based on family income (RWJF, 2009).  

In essence, the HHFKA was created to promote equity in health practices due to potential 

economic restrictions, although there are concerns over whether wealthy school systems 

have more developed policies than lower-income systems (Schwartz et al., 2012). 

Nevertheless, several studies found that jurisdictions with higher free and reduced 

lunch rates actually had stronger wellness policies (RWJF, 2009; Schwartz et al., 2012; 

Story et al., 2009) as well as more mandatory regulations (Metos, & Nanney, 2007).  

Welk et al. (2010) reviewed the association between state fitness tests and the 

standardized academic achievement tests in Texas (N = 1,263) as well as confounding 

factors such as SES.  According to Welk et al., “SES has been associated with physical 
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activity/physical fitness and academic achievement” (p. 516) suggesting wellness policy 

standards and the connection to academic success should be reviewed in connection with 

SES.  Further, Welk et al. found a positive association between the academic test and the 

fitness test, even though they considered inconsistent fitness test administration as a 

potential limitation in their study.   

Factors Impacting Wellness Policies on the Local Level 

 Once educational leaders develop a wellness policy model template, several 

factors can influence the effectiveness of that policy.  In their literature review, Smith and 

Lounsbery (2009) suggested a more defined policy to offset “national incongruence” in 

wellness policies as “schools do not view health as their responsibility and this is unlikely 

to change without a policy intervention from the federal government” (p. 42).  This 

statement highlights the importance of state-level wellness policy templates as a way to 

interface between local and federal policy.  Some factors that affect wellness policies on 

the local level include policy ambiguity, implementation practices, policy visibility, and 

policy evaluation practices (Story et al., 2009; Taveneer & Tomlinson, 2011).  

The vitality of the local wellness policy must be considered, as in many cases 

goals and programs seem vague or underdeveloped (Lyn et al., 2012; Probart et al., 2008; 

Schwartz et al., 2012).  If policies are unclear or vague, then their intended strength is 

limited with a lack of specific wording and initiatives.  Schwartz et al. (2009) evaluated 

60 wellness policies from Connecticut, Minnesota, Pennsylvania, and Washington.  

These policies appeared to be more comprehensive as they met most standards outlined 

in the CNA; yet, the strength of the local policy components seemed to be a more 

“difficult bar to reach” (Schwartz et al., 2009, p. 8).  According to Serrano, Kowaleska, 
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Hosig, Fuller, Fellin, and Wigand (2007) developing robust policies is a critical initiative 

if we wish to reach wellness goals for our school population.  Probart et al. (2008) 

believed the promotion of proper nutrition and appropriate physical activity and physical 

education is often met with skepticism due to a school system’s discomfort in 

“committing to specific goals because of concerns that they may not be able to achieve” 

(p. 1502) them.  This failure to commit to definite goals leads to nonspecific wording.   

Serrano et al. (2007) sent an 18 question survey to the 132 school systems in 

Virginia and 92 school systems responded.  Probart et al. (2008) completed a descriptive 

study of all 499 (480 used state templates) Pennsylvania localities.  Surveys were 

completed by the School Health Advisory Committees in Virginia and Probart et al. 

(2008) used trained reviewers to evaluate the Pennsylvania School Board Association 

wellness template as compared to local school system policies.  In addition, Probart et al. 

distributed wellness checklists to all school systems.  Serrano et al. and Probart et al. had 

high response rates of 70% and 96% respectfully.  Both studies found a lack of specific 

wording and measures to gauge the implementation and success of the local wellness 

policy. 

Nevertheless, responses were limited to School Health Advisory Board members 

in Virginia and the respondents in the school systems were not identified in Probart’s 

study.  This vagueness does not provide the reader with an idea of the respondents’ 

expertise or knowledge of wellness policy practices for these two states.  Due to the lack 

of minimal federal standards for nutrition and physical activity, Story, Nanney, and 

Schwartz (2009) suggested ambiguity created weak local wellness policies across the 

nation.  Further, Tavenner and Tomlinson (2011) noted that even though the CNA 
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required schools receiving federal monies to have a local wellness plan, there was no 

commitment to implement the wellness policies or assess their success.  The revision of 

the CNA, the HHFKA of 2010, and HHFKA 2016 provided more updates to improve 

student health such as the local triennial assessment. This assessment requires school 

system documents to use the local wellness policy for federal review (HHFKA, 2016).  

According to Anderson (2003), policy-making involves politics, which can be 

complicated by ambiguity and conflict.  Belansky et al.’s (2010) mixed methods study of 

rural school divisions (N = 45), Probart et al. (2008) quantitative study of wellness 

policies (N = 499), and Castelli et al.’s (2007) analysis of numerous wellness articles 

indicated local school systems tend to use vague wording in writing local wellness 

policies to maintain control over local autonomy.  Probart et al. based their findings on 

wellness policy comparisons to the state policy models whereas Belansky et al. used the 

SWPET.  Smith and Lounsbery (2009) postulated, after their review of several studies in 

physical education, physical activity, and academic achievement, federal interventions 

were the only way schools would take ownership of student health.  Even though these 

studies found similarities in policy vagueness, none of the studies investigated the 

reasons why the policies studied included vague wording.  Chriqui et al. (2009) studied a 

national representative sample (N = 638) of wellness policies and suggested federal 

policy such as the CNA created the uniformity needed to establish compliant policy.  As 

Eyler et al. (2010) proposed, strategies like the CNA could improve health by creating 

positive changes in the school environment.  Probart et al.’s descriptive study of 

Pennsylvania school systems (N = 499) discussed the importance and need for strong 

policy goals, language, and implementation practices to promote policy rigor.  Even 



 35 

though Probart et al.’s study lacked generalizability because it only involved 

Pennsylvania schools, their review yielded similar findings to other studies.  For 

example, policies were difficult to measure because the goals were broad suggesting 

school divisions hesitated to commit to specific targets.  With telephone interviews and 

questionnaires, Brener et al. (2011) conducted a wellness policy coding study of public 

schools across the United States (N = 538).  The data for this study were gained from a 

representative sample of schools in the School Health Policies and Programs Study.  

Based on the data gleaned in the study, Brener et al. described inadequate training as an 

issue in wellness program evaluation and implementation practices. 

Further, Brener et al. (2011) found most policies scored higher in the nutrition 

mandates, yet other components, specifically physical activity scored lower in their 

coding results.  Brener et al. initially planned to review baseline policy data for strength 

and comprehensiveness; however, their research design only allowed policy information 

to be evaluated for comprehensiveness.  Based on their coded findings of wellness policy 

categories, both Probart et al. (2008) and Brener et al. suggested there was significant 

variance in district policies and implementation practices due to financial resources, 

conflicting priorities in funding, and lack of administrative support.   

NASBE (2012) described policy by suggesting, “An excellent policy may fade 

away unnoticed unless the responsibility for its implementation is clearly placed and 

mechanisms are established to ensure ongoing accountability” (p. 19).  Further, in Eyler 

and colleagues’ (2010) content analysis of state legislation bills (N = 781), they noted the 

wellness policy as a starting point for the locality as local policy should meet or exceed 
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designated standards.  The HHFKA assigns accountability to all stakeholders involved in 

developing the local wellness policy including the students.  

 A common issue related to wellness policy implementation is the visibility of the 

wellness policy as an active policy in the school system (Belansky et al., 2010; Castelli & 

Hillman, 2007).  Brener et al. coded responses from telephone interviews and mailed 

questionnaires and found local administrative personnel perceived localities lacked strong 

wellness policies because students, parents, and community members did not know the 

policy or tools to support its implementation.  According to Brener and colleagues, the 

strength of their study was the accumulation of baseline data for the CNA using the 

School Health Policies and Program Study, whereas the weakness was with the timing of 

the data collection.  The authors noted the majority of the data collection began before the 

CNA deadline of 2006.  They suggested further analysis as localities have had additional 

time to develop policies. 

Similarly, Budd, Schwarz, Yount, and Joshu (2009) linked wellness policy 

accountability to policy transparency.  Their study included a survey sample of high 

school administrators from 22 states (N = 112) and assessed their data with a two-step 

cluster analysis.  In both clusters, Budd et al. found promotion and communication of 

wellness policies ranked lowest in effectiveness and quality.   

Policy evaluation methods are considered an essential standard in the HHFKA.  

The American Dairy Association and Dairy Council Inc. (ADADC, 2014) emphasized 

the importance of policy evaluation as “effective policies should include strong, clear 

goals with specific measurable objectives, and benchmarks stating WHO, will make 

WHAT change, by HOW MUCH, WHERE, and by WHEN, with attention to both long 
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and short term goals” (p. 10695).  According to Lyn et al. (2012), there is a need for 

consistent methods in which to develop practices relating to wellness policies and 

evaluate relevant data on the local and state level.  Lyn et al. reviewed the submitted 

wellness policies for 176 of the 180 school divisions in Georgia.  They concluded 

localities must designate financial resources as well as training to help schools develop 

goals and assessments surrounding the local wellness policy.  They stated, “Local control 

over developing wellness policies is a double-edged sword. It provides flexibility to tailor 

each policy, yet it relies on school systems that are under-resourced to make wellness a 

high priority” (p. 7).  Through coding of the 176 school system wellness policies, Lyn et 

al. found school systems with stronger and more comprehensive wellness goals had 

stronger academic performance and higher graduation rates.  Each of the seven areas of 

the CNA were reviewed, yet only 52% of the reviewed policies were compliant in all 

areas.  The most substantial relationship to graduation rates was linked to higher nutrition 

education goals, whereas physical activity provided the weakest connection.  This study 

included limited information on physical activity for districts in Georgia and only 

referenced physical education teacher credentials, not programming.  Further, the study 

did not review implementation practices only items included in the wellness policy.  

Strength of policy wording was the unit of measure, but it did overlap with 

comprehensiveness of topics covered.  

School Nutrition, Weight Status, Academic Performance, and the Healthy, Hunger-

Free Kids Act of 2010 

 Local wellness policies are designed to improve school system health and 

wellness practices for students and personnel (SNA, 2005).  According to Lyn et al. 
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(2012), Abbey (2014), and Graber et al. (2012), and the USDA (2019), 30-31 million 

students participate not only in the national school lunch program but also in the local 

breakfast program each day.  The USDA (2013) defined the national school lunch 

program as a federal program that supplies nutritional meals for school-age children.  

These meals are provided free or at a low cost.  Statistics show 60% of the nation’s 

school-age children participate in the national school lunch program (USDA, 2019).  In 

addition, Action for Healthy Kids (2013) found that students eat and drink almost half of 

their calories at school.  This information, coupled with the number of students in the 

national school lunch program, highlighted the importance of nutrition programs in 

schools (Graber et al., 2012).  Further, Eyler et al. (2010); Hood, Colabianchi, Terry-

McElrath, O’Malley, and Johnston (2013); and Metos and Murtaugh (2011) suggested 

school-based policy standards as outlined by the USDA provide the best opportunity to 

reduce childhood obesity because children spend more time in school than any other 

venue.   

As far back as 2005, the Healthy Virginians Initiative (VDOE, 2005) described 

one in three children in Virginia as obese in a nation where the number of overweight 

children has more than doubled.  The information presented in the Healthy Virginian 

Initiative (2005) represented a small amount of available data on the increasing obesity 

rate of school-age children because it was limited to the demographics in Virginia.  

According to the SNA (2005), improved school food choices, healthy food options as 

well as fresh food options are essential outcomes of the CNA as the nation combats the 

increasing childhood obesity rate.  As Story et al. (2009) and Hood et al. (2013) stated, 
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the school setting is a vital site for addressing the challenges surrounding childhood 

obesity.                      

The enactment of the CNA and subsequently the HHFKA was a significant step 

in addressing the diverse needs of the nutrition and activity challenges in the United 

States (Gaines et al., 2011).  Areas in the wellness policy such as nutrition guidelines, 

nutrition education, activity programs, and meal programs, provide a basis for student 

health and success.  Even though the CNA was enacted in 2004, wellness policies still 

should describe, at length, school-based child nutrition programs, as per federal 

guidelines (CNA, 2004).  The HHFKA of 2010 and most recently 2016 also provided 

recommendations on school nutrition education and healthy programming.  School 

nutrition and activity programs provide a plan to help decrease the rate of obesity and 

improve student health by increasing physical activity in school as well as other school 

based programs (Brener et al., 2011; Gaines et al., 2011).  Symons et al. (1997) suggested 

proper nutrition as a tool to improve student academic success as at a minimum, healthy 

students miss less time from school and this alone can impact student performance.  

Through the diverse insights of school, public health, and fitness leaders, organizations 

such as the SNA (2006), GENYOUth Foundation (2013), and individuals such as former 

United States Surgeon General David Satcher (2005), the use of proper nutrition in 

school is deemed a significant factor for improved student academic accomplishment.  

School meal programs outlined in the HHFKA meet USDA meal guidelines and provide 

healthier meal options for students.  Physical activity guidelines outlined in the HHFKA 

suggest more physically active lifestyle options for students.  Further, the implementation 

of school breakfast programs was linked with higher standardized test scores particularly 
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in reading and math (GENYOUth, 2013).  Similarly, Symons et al. (1997), Longley and 

Sneed (2009), and Datar and Sturm (2006) suggested students who participated in school 

nutrition programs had better attendance records, improved behavior, and better academic 

performance.  In summary, the components highlighted in the HHFKA suggest a positive 

impact on student academics and health through improved nutrition and increased 

activity (Byrd, 2007).  

Discussion regarding academic performance and obesity revealed connections 

between academics, obesity, and physical activity as driving agents in the wellness policy 

initiative (Datar & Sturm, 2006; SNA, 2005; Taras & Potts-Datema, 2005).  Datar, 

Sturm, and Magnabosco (2004) studied first-time kindergartners (N = 11,192) in the 

ECLS-K.  They statistically analyzed the association of overweight students’ 

standardized math and reading scores.  After allowing for confounding factors such as 

socioeconomic status, race/ethnicity and mother’s education, Datar, Sturm, and 

Magnabosco (2004) found students who were overweight had lower test scores in reading 

and math, though causation could not be established.  This achievement gap continued 

throughout the school year and through first grade.  Dater and Sturm (2006) expanded the 

previous study to include additional student data through third grade.  Datar and Sturm’s 

second study in 2006 (N = 7,000) indicated that the achievement gap became more 

significant for overweight girls in third grade.  Judge and Jahns (2007) reviewed the 

ECLS-K sample of 13,680 students.  Students in Judge and Jahns’ study were classified 

as obese with body mass index calculations.  Judge and Jahns’ findings supported Datar 

and Sturm’s (2006) research by stating overweight third-graders scored lower than their 

non-overweight third-grade peers on standardized tests.  Judge and Jahns used an 
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ANCOVA and controlled for levels of socioeconomic status, ethnicity, and mother’s 

education as well as a Teacher Behavior Rating analysis to gain their findings.  Judge and 

Jahns suggested other factors contribute to student academic performance such as family 

socioeconomic status, parent’s educational level, and television viewing.  They further 

stated a student’s weight status is just one factor in student academic performance (Judge 

& Jahns, 2007) 

Physical Activity, Physical Education, Fitness, Academic Performance, and the 

Healthy, Hunger-Free Kids Act of 2010 

 The “cutting of physical exercise-the very activity most likely to promote 

cognitive performance--to do better on a test score is like trying to gain weight by 

starving yourself” (Moll, 2013, p. 87).  The practitioner cannot ignore the connection of 

physical activity, and academic success as fitness, cognition, and achievement are 

complementary, not competing competencies (Davis, & Cooper, 2011; Welk et al., 

2010).  There are several studies, which examined standardized testing and fitness such 

as Davis and Cooper’s (2011) study in West Virginia (N = 170), Welk et al.’s (2010) 

study in Texas (N = 7,772), Smith and Lounsbery (2009) literature review of 10 

sources, and Martin and Chalmers’ (2007) study in Seattle (N = 5,847).  Davis and 

Cooper, Welk et al., and Martin and Chalmers used standardized test scores to assess 

student academic performance.  Davis and Cooper used treadmill performance to 

evaluate physical performance whereas Welk et al., Martin, and Chalmers (2007) used 

standardized physical fitness test batteries.  All considered various indicators such as 

school attendance, SES, grade level, and gender.  Each discussed standardized testing, 

fitness, and research findings that linked student academic success and fitness.  It 
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should be noted that Martin and Chalmers did not express conviction on the link 

between academics and fitness, whereas others supported the association of the two. 

This information will be discussed further in this section.  

The inclusion of physical activity in the local wellness policy is a component of 

the HHFKA.  However, the coverage of physical activity appeared to be a less 

developed aspect of the local wellness policy across the country (Belansky et al., 2010; 

RWJF, 2009).  According to the literature, local wellness policies attempted to meet the 

CNA physical activity component of the wellness policy with recess rather than 

increased physical education and activity options throughout the school day (Brener et 

al. 2011, Metos & Nanney, 2007, Moag-Stahlberg et al., 2008, Serrano et al., 2007).  

The RWJF (2009) found 44-46% of school districts (N = 499) reviewed had strong 

activity implementation goals in their wellness policies.  Further, the SNA (2005) 

compiled survey results on the reasons physical education was not fully implemented on 

the school level.  These reasons included areas of conflict in scheduling, equipment, 

administrators and teacher priority, funding, and a lack of wellness knowledge.  Lyn et 

al. (2012) noted 97% of Georgia’s 180 school systems (N = 176) mentioned physical 

activity goals in their wellness plans in Georgia.  NASBE (2012) suggested that 

physical education provided the “cornerstone” for lifelong activity and habits.   

 Some localities use school athletics as an option for student physical activity, and 

the Centers for Disease Control and Prevention (CDC) (2015) noted participation in 

interscholastic sports activities had been associated with better student grades. Further, 

Lumpkin and Favor (2012) discussed how athletes in high school not only achieved 

higher grades but they also scored higher on state assessment tests than non-athletes.  
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According to Gardner and Erk (2012) and the National Federation of State High School 

Associations (NFHS, 2012) annual participation survey, 55.2% of students participated in 

high school athletics in 2009.  Though this percentage is substantial, it does indicate a 

large gap, as 44.8% of students do not participate in high school athletics.  Most recently, 

the NFHS (2017-2018) reported a continued increase in high school athletics with 

participation reaching almost 8 million students.  This information suggests the need to 

review physical activity options for students in addition to interscholastic activities.      

The studies detailed in this research revealed increased time in physical education 

and physical activity did not adversely affect academic success in core curriculum areas 

(Castelli, & Hillman, 2007; Fede, 2012; GENYOUth, 2013; Huber, Howard, Razzano, 

Lorenzi & Wuestner, 2012; Martin & Chambers, 2007; Shelton, 2009).  Martin and 

Chambers (2007) stated “children can spend less time in academic learning and more 

time being physically active during the school day without affecting academic success or 

progress” (p. 3).  Physical education promotes a spectrum of learning styles through 

verbal, visual, and kinesthetic learning modalities (Hall, 2007).  Pica (2004) described 

movement in her anecdotal article as a “preferred mode of learning” (p. 2), which is a 

crucial consideration for classroom instruction because 85% of students are considered 

kinesthetic learners (Shelton, 2009).  Kinesthetic learning and cross-curricular teaching 

lessons supported core classroom curriculum instruction and have the potential to 

improve instruction pivotal to standardized test performance (Grissom, 2005; Shelton, 

2009; Wittberg, Cottrell, Davis, & Northrup, 2010).   

 In the research reviewed, several studies discussed academic performance as it 

related to student activity, physical education, and physical fitness.  For example, 
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Symons et al. (1997) reviewed the National Action Plan for Comprehensive School 

Health Education and discussed improvement in math, reading, and writing test scores 

for those students having increased physical activity time during the school day.  

Through their synthesis of 25 articles on health principles and behaviors, Symons et al. 

(1997) supported the National Action Plan for Comprehensive School Health Education 

and found physical education was an effective strategy for improving academic 

performance as well as health.  In addition, Roberts et al.’s (2010) compared student 

standardized reading test scores and their improved mile run times for 1989 students in 

California.  Their study of students in grades 5, 7, and 9 showed a correlation between 

increased physical activity and improved cognitive function.  Roberts et al. noted effort 

on the mile run test and other confounding factors such as economic and racial diversity 

as strands that could affect the generalizability of their study.  Siegel (2006) discussed 

the correlation of 884,715 Scholastic Aptitude Tests (SAT) scores with FITNESSGRAM 

fitness scores in California.  A small effect was found between math scores (.217), 

reading (.186), and FITNESSGRAM scores using statistical analysis.  

 The National Association for Sport and Physical Education (NASPE) activity 

standards recommends 60 minutes of activity per day to help children and adults 

maintain a healthy weight and improve muscle strength and endurance (Faber, Kullina, 

& Darst, 2007).  Further, Allington (2011) noted “two out of every three students in the 

U.S. schools have reading proficiencies below the level needed to adequately do grade-

level work” (p. 1).  As educators seek to address these deficiencies, authors such as 

Fede (2012), and Faber and colleagues (2007) described research to improve 

educational practices.  In their anecdotal review or personal account of literature, they 
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discussed how the integration of activity with core subject areas could strengthen the 

comprehensive school program.  Satcher (2005) and Pica (2004) argued students did 

better in academics because increased time in physical education did not reduce student 

performance in academic subjects.  In fact, more time in physical activity improved 

math test scores even if class instructional time was reduced (Satcher, 2005).  Ironically, 

the Center for Education Policy (2007) studied 349 school systems across the United 

States and noted since NCLB, 62% of elementary schools studied and 20% of middle 

schools studied had increased instructional time in reading, language arts, and math.  In 

addition, 44% of the school systems revealed cutting time in areas such as social 

studies, art, music, physical education, and recess by as much as 30 minutes per day 

(Center for Education Policy, 2007; Rodenroth, 2010). 

 Pica (2004) suggested that students who received five hours of physical activity a 

week had stronger academic performance in math, English, and science than students 

who participated in two hours of physical activity a week.  Similarly, Tremarche, 

Robinson, and Graham (2007) studied 311 Massachusetts students in 4th-grade physical 

education.  Their study, though small, compared the physical education programs in two 

schools and found that students with 56 or more hours of physical education per year 

scored higher on English standardized tests as compared to students who received 28 

hours of physical education per year.  The number of males and females and the specific 

ways physical education improved performance was not indicated.  Through their review 

of the literature, Rodenroth (2010) and Fede (2012) suggested daily physical education 

was positively linked to improved academics as well as increased aptitude test scores.   
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 “Simply put, physical activity will help kids learn better. There’s nothing 

magical going on. Physical activity causes changes in the brain” (Action for Healthy 

Kids, 2013, p. 6).  Yet Lyn et al. (2012) found only 7.9% of elementary, 14.5% of 

middle, and 6.6% of high schools in Georgia provided daily physical education. This 

study was based on 176 of 180 Georgia school systems reporting on wellness policy 

strength and compliance.  NASBE (2012) continued to argue the importance of 

including physical activity and physical education in the curriculum with this powerful 

statement, “as educators and policymakers focus on leaving no child behind 

academically, some state board of education members are wondering if schools are 

inadvertently leaving half of the child’s education behind” (p. 13).    

State Wellness Policy Model Template: Research Purpose and Significance 

 Many studies on wellness have focused on the locality, whereas there is a limited 

examination of the role of the state in providing wellness policy guidance.  Guidance in 

the form of state wellness policy model templates is available at the state level, but there 

is no research on the strength and comprehensiveness of state wellness policy model 

templates for all 50 states and WDC.  Further, there is no research investigating the 

strength and comprehensiveness of state wellness policy model templates and their 

relationship to state obesity rates, high school graduation rates, and physical education 

practices or the implications of these findings for educational leadership.  

Policies are designed to set guidelines for clarity and uniformity in areas of public 

interest.  The significance of this research is that it focused on the interface between state 

wellness policy template strength and comprehensiveness in areas outlined in the 

HHFKA for the local school system as well as obesity, physical education practices, and 
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state high school graduation rates.  This leads to the following research questions and 

subquestions:  

RQ 1: To what degree do state wellness policy models across the United States exhibit 

strength as evaluated by the School Wellness Policy Evaluation Tool (SWPET)? 

 SQ 1a. To what degree does the strength of the state wellness policy template 

predict state obesity rates? 

SQ 1b. To what degree does the strength of the state wellness policy template  

predict state high school graduation rates?   

RQ 2: To what degree do state wellness policy models across the United States exhibit 

comprehensiveness as evaluated by the School Wellness Policy Evaluation Tool 

(SWPET)? 

 SQ 2a. To what degree does the comprehensiveness of the state wellness policy  

template predict state obesity rates? 

 SQ 2b. To what degree does the comprehensiveness of the state wellness policy 

template predict high school graduation rates? 

RQ 3. What is the difference in obesity rates between states that offer physical education 

in elementary, middle, and high schools and states that do not offer physical education on 

those levels?  

RQ 4: What is the difference in graduation rates between states that offer physical 

education in elementary, middle, and high schools and states that do not offer physical 

education on those levels?  

 Content analysis studies allow the researcher to assess policies for technical 

strength and interpretation of content.  Through the SWPET, this study investigated 
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several areas discussed in the conceptual framework such as finance, gatekeepers, 

academics, obesity, physical education, nutrition, and assessment, as well as their 

potential impact on policy development and implementation.  According to O’Connor 

and Netting (2011), the conceptual framework allows the researcher to identify 

relationships between policy and policy goals.  

 Studies such as those by Lyn et al. (2011) and Rodenroth (2010) provided a basis 

for investigating the positive link between wellness initiatives and academic 

performance.  With the support of educational leaders on the state level, state wellness 

policy model templates can provide local wellness policy stakeholders with the 

benchmarks needed to meet federal mandates as well as the tools to improve academic 

performance.  

Summary 

 In summary, there is a gap in the literature in that no other study has reviewed 

state wellness policy model templates for all 50 states and WDC.  Specifically, no other 

research has examined each state wellness policy model template for strength and 

comprehensiveness using the SWPET.  Further, no other study has investigated the link 

between the strength and comprehensiveness of state wellness policy models, obesity, 

graduation rates, physical education practices and the implications for educational 

leadership.  

 Previous sections of this literature review have outlined and reviewed the 

information designated in the conceptual framework of this study.  Each of these 

components can influence the seven areas of emphasis designated in the HHFKA.  To 

thoroughly investigate the wellness policy initiative, the SWPET (Schwartz et al., 2009) 
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was used to assess state-level wellness policy templates.  The categories included in the 

HHFKA and highlighted in the SWPET include nutrition education, USDA guidelines for 

reimbursable meals, and nutrition guidelines for school foods/competitive sales, physical 

education, physical activity, promotion/stakeholder involvement, and policy 

leadership/assessment.  The connection between state obesity rates, state high school 

graduation rates, and state physical education practices to strong and comprehensive 

policies was investigated.  These categories provided the basis for this research study of 

state wellness policy model templates and will address the robustness of wellness policy 

models across the United States.  

Conclusion 

 GENYOUth Foundation (2013) suggested “Too little time is devoted to wellness 

or it ranks low on the totem pole of school objectives” (p. 4).  Yet there are several 

factors previously discussed in the literature review that promote the importance of 

student health and wellness through the principles outlined in the local wellness policy.  

These factors are described in the conceptual framework and set the foundation for a 

robust wellness policy.  

 The Minnesota Wellness Toolkit (https://healthymeals.fns.usda.gov 

/mnwellnesstoolkit.pdf, 2016) described the critical steps in drafting and implementing a 

robust wellness policy.  The suggestions reviewed mirror the issues discussed in this 

research study.  For example, nutritious meals set the foundation to improve student 

health and reduce obesity (Minnesota Wellness Toolkit, 2016).  In addition, the 

Minnesota Wellness Toolkit conveys increased activity to improve student health and 

academics through higher test scores.  This premise is supported by NASBE (2012), “a 
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growing body of evidence suggests that a healthy and physically active student is more 

likely to be academically motivated, alert and successful” (p. 9).  Further, the Minnesota 

Wellness Toolkit outlines business partnerships, staff wellness programs, improved 

healthier vending options, regular policy assessment and revisions, outreach, promotion, 

and documentation as a foundation for a robust wellness policy.  Based on the evidence 

presented, wellness policies are viable documents outlining the needed outcomes for 

student health.  State wellness policy model templates provide the guidance needed to 

support local policy practices as local and state leaders develop them.  
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Chapter 3-Methodology 

 

 The National School Lunch Program report indicates, “56 million American 

children are enrolled in the nation’s public schools, spending approximately one-half of 

their waking hours there.  Moreover, 31 million participate in the National School Lunch 

Program” (NSLP) (Icokovics et al., 2014, p. 41).  Based on the amount of time students 

are in school and the number of students enrolled in the NSLP, public policy, in this case, 

the local wellness policy provides many practical guidelines for school division leaders as 

they strive to improve student health and success.  Specifically, more research is needed 

to study the impact of wellness policy practices on current student graduation rates and 

state obesity rates.  Moreover, the implications of these findings offer educational leaders 

the opportunity to study the impact of wellness policy models on state obesity and 

graduation rates.  To gather more in-depth information on wellness policies, particularly 

state wellness policy model templates, the latest versions of these policies were accessed 

on-line through state agency websites.  The unit of analysis in this study was the state.   

 In education, assessments are essential in the process of evaluating and improving 

school programming.  According to Pellegrini and Bohn (2005), strategies, standards, and 

accountability are manifested in core subject standardized assessment tests in areas such 

as math, science, and language arts and these standards are established in programs such 

as No Child Left Behind (NCLB) and most recently the Every Student Succeeds Act 

(ESSA).  Further, assessments have become an area of significant stress for school 

systems, administrators, teachers, and students (Byrd, 2007).  Wellness policies were 

borne out of the Child Nutrition Women, Infant and Children (WIC) Reauthorization Act 

of 2004 (CNA) to improve student health.  Nutrition and education leaders on the federal 
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level believed this policy was necessary to combat the rising rate of childhood obesity 

(Karp & Gessell, 2015) and improve student health.  The CNA was reauthorized as the 

Healthy, Hunger-Free Kids Act (HHFKA) in 2010 and the link between healthy students 

and academic success was promoted.  The HHFKA was reauthorized in 2016.  It can be 

noted, healthier students perform better academically and this can lead to an 

improvement in educational assessment scores (Martin & Chambers, 2007).  The 

educational leader’s role in developing the wellness policy and informing constituents of 

its purpose and use is essential on both the state and local level.  Based on the HHFKA, 

section seven of the School Wellness Policy Evaluation Tool (SWPET) is dedicated to 

assessment and evaluation in administrative leadership.  The specific review of this area 

provided information on how the state wellness policy model template outlined this 

responsibility for local leaders.  

 The purpose of this study was to examine the robustness of wellness policy 

models across the United States.  State wellness policy models from across the United 

States and the District of Columbia (N = 51) were individually evaluated for strength 

(specificity of language) and comprehensiveness (items mentioned) using the SWPET.  

The relationship between the state’s strength and comprehensiveness scores were 

compared to obesity, high school graduation rates, and physical education practices 

through regression and descriptive statistics.  

This leads to the following research questions and subquestions:  

RQ 1: To what degree do state wellness policy models across the United States exhibit 

strength as evaluated by the School Wellness Policy Evaluation Tool (SWPET)? 

SQ 1a. To what degree does the strength of the state wellness policy template     
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predict state obesity rates? 

SQ 1b. To what degree does the strength of the state wellness policy template  

predict state high school graduation rates?  

RQ 2: To what degree do state wellness policy models across the United States exhibit 

comprehensiveness as evaluated by the School Wellness Policy Evaluation Tool 

(SWPET)? 

 SQ 2a. To what degree does the comprehensiveness of the state wellness policy  

template predict state obesity rates? 

 SQ 2b. To what degree does the comprehensiveness of the state wellness policy  

template predict high school graduation rates? 

RQ 3. What is the difference in obesity rates between states that offer physical education 

in elementary, middle, and high schools and states that do not offer physical education on 

those levels?  

RQ 4: What is the difference in graduation rates between states that offer physical 

education in elementary, middle, and high schools and states that do not offer physical 

education on those levels? 

 By using The School Wellness Policy Evaluation Tool (SWPET), state wellness 

policy model template scores were analyzed for “comprehensiveness (breadth of areas 

covered) and strength (the degree to which policies included specific and firm language)” 

(Schwartz et al., 2009, p.3).  Obesity rates were analyzed and discussed due to the 

relevance of school-based policy and programming in nutrition education, activity, 

obesity (Karp & Gessell, 2015), and academic performance.  Educational leaders will 

find this information valuable in the quest to improve student health and academic 
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success.  Further, school programming that supports “augmenting the school curriculum 

to increase physical activity” (Karp & Gessell, 2015, p. 4), as well as providing nutrition 

education can reduce the current obesity trend of school-age children.   

Research Overview 

 This study is a quantitative study using content analysis and simple regression. 

Quantitative content analysis was used to establish the robustness of state wellness 

policy model templates by using the SWPET.  This analysis yielded insight on what 

strong, comprehensive wellness templates “said” to comply with the HHFKA.  This 

study provided data identifying examples of strong and comprehensive language in state 

wellness policy model templates.  Further, state obesity rates, high school graduation, 

and physical education practices were reviewed to determine how these factors were 

related to the strength and comprehensiveness of state wellness policy templates.  

 According to O’Connor and Netting (2011), research scrutinizes issues rooted in 

policy.  The HHFKA was formulated to address student health issues and the rising 

obesity rate.  The format of this study required a systematic review of available state 

wellness policy models acquired from state websites.  Content analysis is a method to 

study the “relationship between subcategories” to “combine or organize a larger number 

of subcategories into a smaller number” (Hsieh & Shannon, 2005, p. 1279).  In this 

study, the HHFKA directs the categories of research.  The subcategories of the HHFKA 

included in the SWPET were computed into a single strength score and a single 

comprehensiveness score for each category.  This computation was completed for each 

state and the District of Columbia’s (WDC) wellness policy model template.  The 

HHFKA categories examined for strength and comprehensiveness include nutrition 
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education, USDA guidelines for reimbursable meals, nutrition guidelines for school 

foods/competitive sales, physical education, physical activity, promotion/stakeholder 

involvement, and leadership/policy assessment.  

Research Design 

 A nonexperimental research design was selected for this study.  Content analysis 

was used as a data tool as its descriptive format aligned with the strategic review of the 

categories of the HHFKA and the overall statistical evaluation of policy model strength 

and comprehensiveness.  Descriptive statistics were used to analyze data gleaned in this 

study.  The SWPET was used to evaluate each state wellness policy model.  The 

strength and comprehensiveness score for each subcategory included under the seven 

previously mentioned categories were tabulated and each policy was assigned a total 

strength and comprehensiveness score for review.  With the use of linear regression, the 

impact of strength and comprehensiveness scores of state wellness policy model 

templates on obesity rates and high school graduation was analyzed.  Further, the 

relationship between graduation and obesity rates between states that offer physical 

education and those that do not provide physical education was investigated.    

 Department of Education websites for each state and WDC were used to locate 

wellness policy model templates.  By navigating these website links, wellness policy 

templates were secured from all 50 states and WDC.  Further, information on obesity 

rates, high school graduation rates, and physical education practices was gathered 

during an internet search of reporting agencies.  The weakness of a nonexperimental 

research design lies in the fact that cause and effect can not be determined; instead, it 

can only suggest relationships.  An additional limitation is the information is self-
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reported to the RWJF on obesity, SHAPE America for health and physical education 

scores, and the United States Department of Education Center for Educational Statistics 

for graduation rates.  Further, what is considered physical education criteria may vary 

from state to state and locality to locality. 

Procedures 

 Available wellness policy model templates from each of the 50 states and WDC 

were reviewed and assessed using the SWPET.  The wellness policy model templates 

obtained for this study included 16 state policy templates that used the Alliance for a 

Healthier Generation wellness policy model; two state policy templates used the 

National Alliance for Nutrition and Activity model; and, 33 individual state templates.  

The 16 state policy templates that used the Alliance for a Healthier Generation wellness 

policy template were evaluated as a unit because all would have the same strength and 

comprehensiveness score.  Further, the two state policy templates that used the National 

Alliance for Nutrition and Activity model were evaluated as a unit as well.    

 All information was placed in Appendix C.  This includes strength and 

comprehensiveness scores for each state wellness policy model template, data on high 

school graduation rates, physical education practices, and state obesity rates.  Data were 

gathered online from the RWJF report on The State of Obesity: Better Policies for a 

Healthier America 2016; SHAPE America on physical education practices 2016; and the 

United States Department of Education Center for Educational Statistics for high school 

graduation rates 2014-2015. These data years were chosen as they aligned with the last 

revision of the HHRKA in 2016.   
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Instrument--School Wellness Policy Evaluation Tool 

 To evaluate the effectiveness of the CNA directed wellness policy, researchers 

working with the RWJF Healthy Eating Research program began to review current 

literature and current wellness evaluation tools in 2006.  To support reliability, the 

existing policy tools were organized into a coding system to identify score discrepancies 

(Schwartz et al., 2009).  The coding system developed was then peer-reviewed by health 

care professionals at the CDC, Pennsylvania and Connecticut State Education Boards, 

and the Washington Department of Health.  These findings resulted in the SWPET, which 

includes 96 items in seven-goal areas.  The categories cover the areas included in the 

HHFKA: nutrition education, USDA guidelines for reimbursable meals, nutrition 

guidelines for school foods/competitive sales, physical education, physical activity, 

promotion/stakeholder involvement, and policy assessment/leadership.  The SWPET 

scores include a 0, 1, or 2 on the categorized item. A zero means the topic is not 

addressed.  A “one [is designated] if the topic is mentioned within a recommendation or 

with vague language, two if the topic is addressed in specific or directive manner” 

(Schwartz et al., 2009, p. 1257).  According to Schwartz et al., vague wording indicates a 

category that does not create measurable or direct language.  From this initial scoring, a 

strength and comprehensiveness score is calculated in each subscale area.  For example, a 

comprehensive policy would include nutrition curriculum ideas outlined for each grade 

level (2) as opposed to a plan that suggests nutrition education would occur (1).  

Strengths reflect items that are addressed with specific and directive language.  An 

example of a strong policy would include a statement such as students would be provided 

activity breaks each school day (2); whereas, a weaker policy would say physical activity 
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occurs before or after school, or short breaks occur whenever possible (1).  For the 

comprehensiveness score, each item scored as a 1 or 2 is counted as 1 point, and each 

item scored as 2 is counted as 1 point for the strength score.  These scores are then 

divided by the total number of items in that subset and that score is then multiplied by 

100. This yields a total percentage in each subset category.    

 To validate the SWPET, Schwartz et al. (2009) completed several evaluation 

methods.  First, based on student enrollment numbers and location, 15 random wellness 

policies from each of the participating states and CDC were obtained as policy samples 

(N = 60).  Using ten coders, inter-rater reliability was achieved by using one in-state and 

one out-of-state coder for each policy evaluation. 

  Intraclass correlation coefficient (ICC) statistics were computed to  

  evaluate coding consistency between the two independent coders. For  

each policy, three sets of ICC values were calculated to examine inter-

rater reliability of each item, the comprehensiveness and strength subscale 

scores, and the total comprehensiveness and total strength scores. The 

mean scores across all policies were calculated for the final inter-rater 

reliability coefficients. (Schwartz et al., 2009, p. 1257)  

 

 The mean inter-rater reliability score for total strength and comprehensiveness 

was .82, supported by ICC statistics for individual raters and no outliers; ICC .70 for 

individual items in the analyses, and ICC .72 for the total subscore items (Schwartz et al., 

2009).  This rating encompassed 96 elements in seven-goal areas included in the 

HHFKA: nutrition education, USDA guidelines for reimbursable meals, nutrition 

guidelines for school foods/competitive sales, physical education, physical activity, 

promotion/stakeholder involvement, and policy assessment/leadership.  They examined 

the range and variability of “subscale domain scores and the total scores for each state” 

(Schwartz et al., 2009).  Schwartz et al. (2009) assessed validity by ranking strength and 
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comprehensiveness scores on a continuum that showed overall policy quality.  The 

results of these findings indicated “this is a reliable and valid measure of the quality of 

school wellness policies” (Schwartz et al., 2009, p. 1257).  Based on the information 

obtained on the SWPET, this evaluation tool was a reliable and valid measure of state 

wellness policy model templates and the components authorized in the HHFKA.  

Therefore, its use in the analysis of strength and comprehensiveness of state wellness 

policy model templates was justified.   

Intercoder and intracoder reliability measures were used to strengthen this study 

and reduce the likelihood of bias and subjectivity.  To establish intercoder reliability, two 

additional coders were invited to complete the SWPET evaluation on randomly selected  

state wellness policy model templates.  These coders included a school nutrition program 

administrator and a retired school system assistant superintendent.  For consistency, the 

coders were trained on the evaluation process as outlined by the SWPET rubric.  Initially, 

each coder was asked to code one wellness policy model template and then asked to code 

two additional policies afterwards.  The coded scores for the SWPET rubric were used to 

develop evaluation consistency for the other state wellness policy model templates in the 

study; and, establish the overall strength and comprehensiveness score of the same state 

wellness policy model template.  A checklist of the 96 SWPET areas was applied to the 

state wellness policy model template.  The process for coders is as follows: 

1. Candidates were asked permission to be included as an intercoder. 

2. The SWPET was shared with the coder, and the details and scoring of the 

policies were discussed as needed. 

3. An unrelated person randomly drew six wellness policy models for the 

distribution of three models per intercoder. 
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4. The coder received a wellness policy to review using the SWPET.  

5. Once the policy was reviewed and the score comparisons were completed and 

discussed, the coder received a second policy to review.  

6. Once the second policy was reviewed, and the score comparisons were 

completed and discussed, the coder received a third policy to review.  

 Each coder rated the 96 items and their scores were placed in a chart.  

 To reduce the threat to subjectivity, intracoder reliability was used to eliminate 

drift in the analysis process.  To accomplish this, an additional wellness policy model 

template was re-evaluated ten days after its initial evaluation.  This evaluation included a 

policy not encompassed in the intercoder reliability measure.  Percent of agreement 

between reviews was used to test reliability.  

The State of Obesity 

 The Robert Wood Johnson Foundation provided nationwide obesity rates for 2016 

in collaboration with Trust for America’s Health (TFAH).  TFAH is “a non-profit, non-

partisan organization that promotes optimal health for every person and community and 

makes the prevention of illness and injury a national priority” (TFAH, 2016, p. 12).  The 

TFAH obtains statistical information on national obesity rates from the Behavioral Risk 

Factor Surveillance System (BRFSS) and The National Health and Nutrition Examination 

Survey (NHANES).  The BRFSS includes a phone interview where participants self-

report height and weight measurement.  The TFAH noted that participants tend to 

overestimate their height and underestimate their weight as much as 10%.   

 To combat the design flaw noted in the BRFSS, the NHANES was developed.  

This assessment was based on personal interviews and physical exams.  The downside of 

this analysis is the amount of time needed to accumulate information and report findings.  

In this analysis, all counties in the United States were subdivided into 15 segments, and 
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then one county is selected in each of the 15 areas (TFAH, 2018).  Twenty to twenty-four 

households were chosen in each county.  Interviewers then visit these households to 

gather information and schedule physical examinations.  Obesity percentages for each 

state were established from this information.  Even though the sample used is small, 

reliability within a county is high, which increases the validity as the format and 

personnel completing the evaluation would be the same.  The reliability and validity 

measure could potentially be lower from county to county as personnel administering the 

examination would be different.  Data for ages 10-17 were used as it most closely aligned 

with age of high school graduates.  It is unclear if all of the 20-24 households had 10-17 

year olds to access, yet this appears a more reliable and valid method to gather obesity 

data than self-report.  Obesity is defined in the online Merriam and Webster dictionary as 

a body mass index over 30 %.  

High School Graduation Rates 

 Based on the adjusted cohort graduation rate (ACGR), each state reports the 

percentage of students that graduate from a public high school in four years.  Graduation 

data for the 2014-2015 school year were collected from the United States Department of 

Education National Center for Educational Statistics (NCES) for high school graduation 

rates.  In the note section of the data table, there is a disclaimer reporting potential 

differences in how states calculate ACGR.  To further investigate the rigor of the data 

provided, it was found that the Common Core of Data (CCD) became the primary 

database for public school information and score submissions.  Evaluators analyze 

descriptive statistics surrounding the self-reported data from the states.  EDfacts provided 

the central collection portal for the NCES.  Flaws in the self-reported data from the state 
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included sampling errors, nonresponse, or inaccurate reports, yet specific information on 

these flaws is not shared in the report. Analysts evaluate the quality of these data for 

errors and states are allowed to update their annual reports. The checks and balances in 

the data analysis are provided to increase reliability of data for state reports, but there is 

no information outlining reliability statistics.  

Physical Education 

Data on state physical education practices were obtained from SHAPE America. 

SHAPE America is a national organization for physical education and the organization 

supports physical education professionals and practices across the country.   

In 2015-2016 SHAPE America asked physical education coordinators in 

all 50 state education agencies and the District of Columbia (which is 

treated as a state in this report) to complete a detailed online questionnaire 

about K-12 physical education and physical activity requirements and 

practices in their states. Follow-up email messages and phone calls 

achieved complete response by all 51 entities. The data were reviewed and 

compiled into individual state and summary charts.  (p. 7) 

 

 The summary information gathered from each state showed that elementary 

physical education was required in schools in 39 states (76.5%), middle school physical 

education was required in 37 states (72.5%), and high school physical education was 

required in 44 states (86.3%).  Thirty-four states (67%) and WDC include physical 

education in all three levels of the curriculum (SHAPE America, p. 18).  These data were 

self-reported and cross referenced with legal guidelines.  Response data were adjusted 

based on unanswered questions in the returned state surveys to ensure consistency in the 

data submitted.  Statistics or information on how many or what questions were 

unanswered is not included in the report.  How response data were adjusted for validity 

and reliability data is not known either.  
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A comprehensive table with all state physical education practices is included in 

Appendix C.  For the purpose of this study, states with physical education on all three 

levels was compared to states without physical education on all three levels.  The level of 

physical education that was included, if below all three levels, was not a factor in the data 

analysis.  

Data Analysis 

 Fifty-one wellness policy models from across the United States were reviewed 

using the SWPET developed by the RWJF.  Total strength and comprehensiveness scores 

for each policy were established.  

 After all scores were tabulated, the degree to which strength and 

comprehensiveness scores on the SWPET related to obesity, high school graduation rates, 

and physical education practices was investigated.  The analysis included the population 

(N = 51).  The protocol for each research question follows: 

RQ 1: To what degree do state wellness policy models across the United States exhibit 

strength as evaluated by the School Wellness Policy Evaluation Tool (SWPET)?   

Each state, as well as WDC, has a state wellness policy model template (N = 51).  

Descriptive statistics were used to measure and report the mean, median, and standard 

deviation of the SWPET strength scores on state wellness policy model templates.   

 SQ 1a. To what degree does the strength of the state wellness policy template 

predict state obesity rates?    

The relationship between state wellness policy model template strength scores to state 

obesity rates was investigated using simple regression.  The relationship between the 

dependent variable (state obesity rates) and the independent variable (strength) of policy 
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was denoted in a scatter plot.  The r (direction and strength of the relationship) and r2 

score (the amount of the variability of the dependent variable explained by the 

independent variable) were also reported. 

 SQ 1b. To what degree does the strength of the state wellness policy   

template predict state high school graduation rates?   

The relationship between state wellness policy model template strength scores to 

high school graduation rates was investigated using simple regression.  The relationship 

between the dependent variable (high school graduation rates) and the independent 

variable (strength) of policy was denoted in a scatter plot.  The r and r2 score were also 

reported. 

RQ 2. To what degree do state wellness policy models across the United States      

exhibit comprehensiveness as evaluated by the School Wellness Policy Evaluation Tool 

(SWPET)?  

Descriptive statistics were used to measure and report the mean, median, and 

standard deviation of the SWPET comprehensiveness scores on state wellness policy 

model templates (N = 51).   

 SQ 2a. To what degree does the comprehensiveness of the state wellness   

policy template predict state obesity rates?   

The relationship of comprehensive scores to state obesity rates of policy was 

investigated using simple regression. The r and r2 score were reported. 

            SQ 2b. To what degree does the comprehensiveness of the state wellness policy 

template predict high school graduation rates?  
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The relationship of comprehensive scores of policy templates to high school 

graduation rates was investigated using simple regression.  The r and r2 score were 

reported. 

RQ 3. What is the difference in obesity rates between states that offer physical education 

in elementary, middle, and high schools and states that do not offer physical education on 

those levels?  

A comparison of state obesity rates was conducted to determine if states with 

required physical education at all levels had lower obesity rates than states that did not 

require physical education on all three levels.  Effect size was determined using Cohen d 

and a pooled standard deviation was used because the population sizes were different.  

RQ 4: What is the difference in graduation rates between states that offer physical 

education in elementary, middle, and high schools and states that do not offer physical 

education on those levels?  

State graduation rates were compared to determine if states with more required 

physical education had higher graduation rates.  Cohen’s d was determined.  

Ethical Procedures 

 An exempt registration request was granted from The George Washington 

University Institutional Review Board (IRB) before the research began.  The risk 

associated with obtaining and protecting the information on state wellness policy 

templates, state obesity rates, state graduation rates, and physical education practices was 

minimal as they were part of public record and did not require access to human subjects.   

Permission to use the SWPET for this research was obtained from Schwartz, the principal 

investigator on the instrument development with the RWJF.   



 66 

Summary 

 The elements of a social problem can be researched with content analysis 

(O’Connor & Netting, 2011).  Gathering multiple sources of data, reviewing and making 

sense of the information provided develops the study, which in this case deals with the 

relationship of strong and comprehensive state wellness policy model templates to 

obesity, graduation rates, and physical education practices.  Simple regression was 

completed in conjunction with content analysis to strengthen the rigor of this study.   

  The interpretation of the SWPET strength and comprehensiveness scores and the 

relationship of these scores to state obesity rates, high school graduation rates, physical 

education practices, and implications for educational leaders is further discussed in 

Chapter 5 of this research.  
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Chapter 4-Results 

The local wellness policy provides many practical guidelines for school division  

leaders as they strive to improve student health and success.  Guidance for the local 

school division is derived from wellness policy model templates developed by 

educational leaders on the state level.  Further research is needed to study the impact of 

wellness policy practices on student graduation and obesity rates on the state level and 

the implications for educational leaders.  To gather more in-depth information on 

wellness policies, particularly state wellness policy model templates, the School Wellness 

Policy Evaluation Tool (SWPET) was used to evaluate each state wellness policy model 

template.  The strength and comprehensiveness score for each of the seven wellness 

policy categories were tabulated and each policy was assigned a score for review.  The 

impact of strength and comprehensiveness scores of state wellness policy model 

templates on state obesity and high school graduation rates was analyzed through content 

analysis, regression, and descriptive statistics.  Further, the difference in graduation rates 

and obesity rates between states that offer physical education and those that do not 

provide physical education was investigated.  

Data Collection 

 Department of Education websites for each state and Washington D.C. (WDC)  

were used to locate wellness policy model templates.  Further, information on obesity,  

high school graduation, and physical education practices was gathered from  

the Robert Wood Johnson Foundation (RWJF), SHAPE America, and the United States  

Department of Education Center for Educational Statistics.  Scores for strength and  

comprehensiveness for each state and the WDC were entered into Appendix C.  Physical  



 68 

education practices by state and WDC, as well as obesity and high school graduation  

rates were also entered into Appendix C.  The entire population of 50 states and WDC  

(N = 51) was used for analysis.   

   Reliability of the SWPET analysis was confirmed with intracoder and intercoder  

tests.  South Carolina’s Wellness Policy Model Template was used for intracoder  

reliability (coder 1).  A 10-day period occurred between the intracoder reliability  

measures and percent of agreement was used to determine reliability.  Scores for  

intracoder reliability can be found in Appendix D.  According to Cohen, a score of 71%  

reliability indicated an acceptable level of agreement. 

 For intercoder reliability, two additional coders, a school nutrition director (coder  

2) and a retired school system superintendent (coder 3) were used.  Appendix E, F, and  

G include completed SWPET scores for Coder 2 as well as percent of agreement with  

Coder 1.  The scores of 71%, 71%, and 79% indicated an acceptable level of agreement.   

Appendix H, I, and J include completed SWPET scores for Coder 3.  The percent of 

agreement scores of 14%, 36%, and 36% indicated a slight to low level of agreement.  It 

should be noted that the level of agreement between Coder 1 and Coder 2 was similar to 

coder scores established for reliability and validity measures by Schwartz et al (2009) for 

the SWPET.  Based on this and the evidence from the intracoder reliability, the data from 

the SWPET were considered reliable.  The difference in percent of agreement between 

coder 1 and coder 3 warrants further study to investigate the perceptions that caused 

variation in the scores. 

 The SWPET was used as an instrument to measure the strength and 

comprehensiveness of state wellness policy model templates.  In chapter 3, the  
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validation of the SWPET by the Robert Wood Johnson was discussed.  This instrument  

is a valid measure for this research as the SWPET is being used for similar policy  

evaluation. 

 The relationship between independent and dependent variables are reflected by  

linear regression.  There are several assumptions to address in statistical analysis.  

The assumption of normality is met as the residuals in the probability plot are distributed  

diagonally along the normality line, and the assumption of homoscedasticity is not met 

as residuals are not evenly distributed on the residual scatterplot. This indicates the data  

are heteroscedastic, which affects the variance estimate of regression.  This conclusion  

encourages tentative consideration of the regression analysis in this research.  The  

assumption of linearity is met as the dependent and independent variables have a linear  

relationship.  

Data Analysis 

 After all scores were tabulated, the total strength and comprehensiveness scores 

on the SWPET were examined in relation to state obesity rates, high school graduation, 

and state physical education practices.  The research questions are: 

RQ 1: To what degree do state wellness policy models across the United States exhibit 

strength as evaluated by the School Wellness Policy Evaluation Tool (SWPET)?   

Each state, as well as WDC, has a state wellness policy model template (N = 51). 

The mean, median, and standard deviation of the SWPET strength scores on state 

wellness policy model templates was measured and recorded.  The strength score for each 

of the seven areas of the SWPET was calculated.  There are 96 items in the SWPET 

embedded in the seven categories, the maximum score for each scale’s strength and 
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comprehensiveness is 100.  

Appendix C contains SWPET strength scores, mean, median, and standard 

deviation for each category.  The mean for total strength score (a possible 100 points) for 

all states and WDC (N = 51) was 46.56, the median was 50, and the standard deviation 

was 17.83.  Several states used a standard predeveloped template as a model for local 

wellness policies, which created the same score for 18 wellness policy model templates.  

To allow for the artificial inflation of the mean and reduction of the standard deviation, 

parameters were calculated after these scores were removed.  When state wellness policy 

model templates using the Alliance for a Healthier Generation (n = 16) and National 

Alliance for Nutrition and Activity (n = 2) models were removed from the table (leaving 

n = 33), the mean for total strength scores was 36.0, the median was 38, and the standard 

deviation for states that did not use predesigned templates was 15.7.  These are classified 

as nonstandardized (NS) templates.  

SQ 1a. To what degree does the strength of the state wellness policy   

template predict state obesity rates?   

The relationship of strength to state obesity rates was investigated using simple  

regression (N = 51) and is shown in Figure 2 below.  Figure 3 includes the relationship of 

strength to state obesity rates for states that use a NS template such as the National 

Alliance for Nutrition and Activity or the Alliance for a Healthier Generation (n = 33).  A 

trendline shows a general direction of the data in each figure.  
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Figure 2 

   Scatter Plot for Total Strength and State Obesity Rates (N = 51) 

 

Figure 3 

Scatter Plot Total Strength and State Obesity Rates from the NS Template Population   

(n = 33) 
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strength for the entire population (N = 51) is .05.  In this case, the data suggests only 5% 

of the obesity scores are explained by the strength of the wellness policy model template.  

The r value, which measures the strength and direction of the relationship is -.22.  This 

indicates a weak negative relationship, which shows stronger state wellness policy 

models predict lower state obesity rates in adolescents, albeit weakly.   

 SQ 1b. To what degree does the strength of the state wellness policy template 

predict state high school graduation rates?   

The relationship between strength (independent variable) scores to high school 

graduation rates (dependent variable) was investigated using simple regression.  The 

results are denoted in the following scatter plot for the population (Figure 4) and NS 

policies (Figure 5).  

Figure 4  

Scatter Plot for Total Strength and Graduation Rates for the Population (N = 51) 
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Figure 5 

Scatter Plot for Total Strength and Graduation Rates from NS Policies (n = 33) 

 

The r2 is < .001 for the entire population (N = 51). The r value for the entire 

population is -.03.  These data suggest graduation rates are not explained by the strength 

of the wellness policy model template.  

RQ 2. To what degree do state wellness policy models across the United States 

exhibit comprehensiveness as evaluated by the School Wellness Policy Evaluation    

Tool (SWPET)?   

The total comprehensiveness score for each of the seven areas of the SWPET  is 

based on a 96 point scale.  Appendix C contains SWPET comprehensiveness scores, 

mean, median, and standard deviation for each category.  Out of 100 possible points, the 

mean for total comprehensiveness scores for each state and WDC (N = 51) was 62.17, the 

median for each state and WDC was 70, and the standard deviation for each state and 
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Healthier Generation (n = 16) and National Alliance for Nutrition and Activity (n = 2) 
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models were removed from the table (n = 33), the mean for total comprehensiveness 

scores was 49.5, the median was 50, and the standard deviation for the NS template states 

was 16.0.  

SQ 2a. To what degree does the comprehensiveness of the state wellness policy  

template predict state obesity rates?   

The relationship of comprehensive scores to state obesity rates was investigated using 

simple regression.  The relationship between the dependent variable (state obesity rates) 

and the independent variable (comprehensiveness) was denoted in a scatter plot.  Figure 6 

shows the total comprehensiveness scores and state obesity rates for the population (N = 

51) and Figure 7 shows the total comprehensiveness scores and state obesity rates for the 

NS policy states (n = 33).  

Figure 6  

Total Comprehensiveness Scores and State Obesity Rates for the Population (N = 51) 
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Figure 7 

Total Comprehensiveness Scores and State Obesity Rates from NS Template Policies 

(n = 33) 

 

       The r2   = .04 for the entire population (N = 51) and r = -.20 for the entire 

population.  In this case, the data suggest 4% of the obesity scores are explained by the 

comprehensiveness of the wellness policy model template.  There is a weak negative 

predictive relationship between state wellness policy model comprehensiveness and 

obesity.  

SQ 2b. To what degree does the comprehensiveness of the state wellness policy 

template predict high school graduation rates?   

The relationship of comprehensive scores (independent variable) to high school 

graduation rates (dependent variable) was investigated using simple regression.  Figure 8 

shows the information on total comprehensiveness and graduation rates for the 

population (N = 51) and Figure 9 shows data on overall comprehensiveness and 

graduation rates for NS templates (n = 33).  
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Figure 8 

Total Comprehensiveness Scores and State Graduation Rates for the Population (N = 51) 

 

Figure 9 

Total Comprehensiveness Scores and State Graduation Rates from NS Policies (n = 33) 

 

The r2 is < .001 for the entire population (N = 51). The r value for the entire 

population is -.03.  These data suggest graduation rates are not explained by the 

comprehensiveness of the wellness policy model template. 

0

10

20

30

40

50

60

70

80

90

100

0 20 40 60 80 100

G
ra

d
u

at
io

n
 R

at
es

Total Comprehensiveness Score

Comprehensiveness and Graduation Rates 
Population 

0

10

20

30

40

50

60

70

80

90

100

0 10 20 30 40 50 60 70 80

G
ra

d
u

at
io

n
 R

at
es

Comprehensiveness

Comprehensiveness Score and Graduation Rate 
NS policies



 77 

RQ 3. What is the difference in obesity rates between states that offer physical education 

in elementary, middle, and high schools and states that do not offer physical education on 

those levels?  

Thirty-nine states (76%) include elementary physical education in the curriculum, 

37 states (73%) include middle school physical education, and 44 states (86%) include 

high school physical education.  Thirty-four states (67%) and WDC include physical 

education in all three levels of the curriculum.  Seventeen states (33%) do not include 

physical education on all three levels of the curriculum.  All states have some level of 

physical education.  Summary information is found in Appendix C.  

According to the State of Obesity (2016), the nationwide rate for obesity in 

children 10 - 17 is 15.1% nationwide.  This is the age group most aligned with this 

research for graduation rates.  When viewing obesity rates, which equates to a body mass 

index over 30%, the 34 states with physical education on all levels had an obesity rate 

mean of 15.35, median of 14.30, and a standard deviation of 3.26.  The states that do not 

offer physical education on all levels have a mean of 14.74, median of 14.3, and a 

standard deviation of 2.94.  The Cohen’s d of .19, according to Heroux (2017) was a 

small effect.  The states without physical education on all levels show a slightly lower 

obesity rate in adolescents.  

RQ 4: What is the difference in graduation rates between states that offer physical 

education in elementary, middle, and high schools and states that do not offer physical 

education on those levels?   

The United States Department of Education Center for Educational Statistics 

reported the mean high school graduation rate for the United States as 83% in 2014-2015.  
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Thirty four states offer physical education on all levels. The graduation mean for 

states with physical education on all levels was 84.15, the median was 85.70, and the 

standard deviation was 5.18.  States without physical education on all levels (n = 17) 

yielded a mean of 80.44, median of 80.25, and standard deviation of 5.39.  According to 

Cohen’s convention for interpretation, the Cohen’s d of .68 is a medium effect; however, 

Heroux (2017) would consider this a large effect size for educational research.  In this 

instance, states with physical education on all levels had higher graduation rates than 

those states without physical education on all levels.  

Table 1 summarizes graduation rates, obesity rates, and SWPET scores for states 

offering physical education on all levels and states not offering physical education on all 

levels. The number of states with physical education on all levels and the number of 

states without physical education varied so a pooled standard deviation was used. 

Table 1  

 

Obesity, Graduation and SWPET Scores in States with Physical Education and 

States without Physical Education 

 National 

Average 

Mean Median N Pooled 

Standard 

Deviation 

Cohen’s 

d 

Heroux 

effect 

size 

Obesity Rates 

states with PE all 

levels 

15.05 15.35 14.3 34 3.14 .19 small 

Obesity rates states 

without PE all 

levels 

 14.74   14.3 17 
 

  

Graduation states 

PE all levels 

83 84.15 85.7 34 5.44 .68 large  

Graduation states 

without PE all 

levels 

 80.44 80.25 17 
 

  

SWPET strength 

scores for states 

with PE 

 47.57 54 34 17.83 .25 small 
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SWPET strength 

scores for states 

without PE 

 43.05 47 17 
 

  

SWPET 

comprehensiveness 

scores for states 

with PE 

 63.21 72 34 20.47 .26   small 

SWPET 

comprehensiveness 

scores for states 

without PE 

 57.77 60.5 17 
 

  

Note: Effect size is interpreted using Heroux (2017). 

Summary 

Wellness policy model templates were gathered and reviewed for all 50 states  

and WDC (N =51).  This information was gathered from an internet search and website  

review for each entity.  In total, 18 states used templates developed by outside  

organizations, whereas 33 states used state developed wellness policy model templates.   

The School Wellness Policy Evaluation Tool (SWPET) was used to review each  

wellness policy template.  Additional information was gathered for graduation, obesity 

rates, and physical education practices from the United States Department of Education 

Center for Educational Statistics for high school graduation rates 2014-2015; Robert 

Wood Johnson Foundation report on Obesity in the Nation 2016; and, SHAPE America 

on physical education practices 2016.  

 In the findings, RQ 1 (µ = 46.56, σ = 17.83) and RQ 2 (µ = 62.17, σ = 20.47) were 

related to how state wellness policy templates exhibited strength and comprehensiveness 

through the use of the SWPET.  SQ1a provided data on the predictive relationship 

between strength of the state template and obesity (r2 = .05) and SQ2a provided data on 

comprehensiveness and obesity (r2 = .04).  Both these findings show a weak relationship 

between state wellness policy model strength and comprehensiveness as related to 
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obesity. These analyses indicated a very weak relationship whereby lower obesity rates 

were predicted by stronger and more comprehensive templates.  The results for strength 

and comprehensiveness as related to state graduation rates showed no relationship (r2 < 

.001). 

In RQ 3 and RQ 4, the rates of obesity and graduation between states with 

physical education on all levels was compared to states without physical education on all 

levels.  Physical education showed a small effect (Cohen’s d = .19) on obesity.  Physical 

education showed a large effect on state graduation rates (Cohen’s d = .68).   
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Chapter 5-Interpretation and Conclusion 

 

The purpose of this study was to examine the robustness of wellness policy  

models across the United States and the relationship between strength (specific  

language) and comprehensiveness (topics covered) wellness policies, obesity, high  

school graduation rates, physical education practices, and implications for educational  

leaders.   

The educational leader’s role in developing the wellness policy and informing 

constituents of its purpose and use is essential on both the state and local level.  Section 

seven of the School Wellness Evaluation Tool (SWPET) is dedicated to wellness 

administration and evaluation.  This area provided information on how the state wellness 

policy model template outlined leadership responsibility for local leaders in policy 

implementation.   

The following research questions provided the format to investigate the 

relationship between the strength and comprehensiveness of state wellness policy model 

templates and state graduation rates, obesity, and physical education practices.  

RQ 1: To what degree do state wellness policy models across the United States exhibit 

strength as evaluated by the School Wellness Policy Evaluation Tool (SWPET)? 

 SQ 1a. To what degree does the strength of the state wellness policy template 

predict state obesity rates? 

SQ 1b. To what degree does the strength of the state wellness policy template  

predict state high school graduation rates?   
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RQ 2: To what degree do state wellness policy models across the United States exhibit 

comprehensiveness as evaluated by the School Wellness Policy Evaluation Tool 

(SWPET)? 

 SQ 2a. To what degree does the comprehensiveness of the state wellness policy  

template predict state obesity rates? 

 SQ 2b. To what degree does the comprehensiveness of the state wellness policy 

template predict high school graduation rates? 

RQ 3. What is the difference in obesity rates between states that offer physical education 

in elementary, middle, and high schools and states that do not offer physical education on 

those levels?  

RQ 4: What is the difference in graduation rates between states that offer physical 

education in elementary, middle, and high schools and states that do not offer physical 

education on those levels?  

Discussion of Results 

  The strength and comprehensiveness of the state wellness policy template is 

important to establish standards of performance for local implementation.  The total 

strength scores (RQ 1) for each state wellness policy model template (N = 51) was lower 

(µ = 46.56; σ = 17.83; M = 50) than the comprehensiveness scores (µ = 62.17; σ = 20.47; 

M = 70) in all states reviewed.   The overall state strength score mean of 46.56 (σ = 

17.83) and state comprehensiveness score mean of 62 (σ = 20.47) out of a possible 100 

indicate low benchmarks for state wellness policy templates in both areas.  If the state 

models score low in these areas, are models at the state level providing good guidance for 

the localities?  This interpretation implies more consideration should be given to specific 
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wording and commitment to wellness goals within the state wellness policy model 

template.    

The lower overall SWPET strength score and higher overall SWPET 

comprehensiveness score were consistent with the findings in the literature review.  In 

other words, more items were included in state wellness policy model templates, but the 

wording was more often vague. Yet this comparison is difficult to interpret due to scoring 

of the SWPET.  Comprehensiveness ratings of 1 or 2 are included in the tabulation, yet 

only a rating of 2 counts toward the total strength.  Using this scoring, strength scores 

would be lower in most instances or at best equal to comprehensiveness, which makes it 

difficult to compare the scoring of strength and comprehensiveness in the state wellness 

policy model.  According to Schwartz et al. (2009), local wellness policies were more 

comprehensive as they met most standards outlined in the Child Nutrition Act (CNA); 

yet, the strength of the local policy components seemed to be a more “difficult bar to 

reach” (Schwartz et al., 2009, p. 8).  The inequity of scoring between comprehensiveness 

and strength translates to state level model templates as well.  Probart et al. (2008) 

believed the promotion of proper nutrition and appropriate physical activity and physical 

education is often met with skepticism due to a school system’s discomfort in 

“committing to specific goals because of concerns that they may not be able to achieve” 

(p. 1502) them.  Both Schwartz et al. and Probart linked nonspecific wording and failure 

to commit to definite goals to weakened wellness directives and practices on the local 

level.  A strong and comprehensiveness state wellness policy template could provide the 

model needed for local systems to combat policy ambiguity.  Comprehensive policies are 

important to the diversity of benchmarks established by the USDA.   
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 The strength of the wellness policy model templates and their relationship to 

obesity and graduation rates were evaluated using simple regression.  A pooled standard 

deviation was used because the group sizes were unequal (Kraft, 2020).  Heroux (2017) 

suggests criteria to interpret Cohen’s d for educational research and describes .2 as a 

small effect, .5 as a medium effect, and .6 as a large effect.  There is a weak negative 

relationship between the state wellness policy model template strength and state 

adolescent obesity rates (r2 = .05; r = -.22).   In this case, the data indicate that states with 

stronger wellness policy model templates predicted lower obesity rates.  However, there 

was no apparent relationship between the strength of the policy model template and state 

graduation rates (r2 < .001; r = -.03).  Further, there was a weak negative relationship 

between state wellness policy model comprehensiveness (r2 = .04; r = -.20) and state 

obesity rates, indicating that states with more comprehensive wellness templates 

predicted lower obesity rates.  However, there was no apparent relationship (r2 < .001; r 

= -.03) between state wellness policy model comprehensiveness and state graduation 

rates.  The link between weak negative strength and comprehensiveness scores and 

obesity is an area requiring further investigation.  State templates are created to provide 

the needed guidance to reduce state obesity rates by developing stronger more 

comprehensive wellness policy templates for the locality to model.  Yet this may be a 

difficult bar to reach as the negative relationships between model wellness policy 

strength, comprehensiveness, graduation, and obesity only indicates 0 - 5% of the 

outcomes were explained by the SWPET.  However, the utility of the state templates may 

be difficult to assess due to the timing of the measures.  The data for this study were 

obtained in 2019 for state wellness policy updates established with the Healthy, Hunger 
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Free Kids Act (HHFKA) of 2016.  Wellness policies have evolved since the Child 

Nutrition Act (CNA) of 2004, the HHFKA of 2010 and most recently the HHFKA of 

2016 and further revisions of USDA guidelines are currently being discussed at the 

federal level.  These revisions will likely impact the present trends of wellness 

established by the current policy.  Unfortunately, there is no precedent for how long it 

takes a state wellness policy to be in effect to see outcomes at the local level.  The data 

obtained in this research may be better seen as a baseline for additional long-term 

wellness analysis using such tools as longitudinal studies.  There is a need to measure the 

long-term impact of wellness templates on the state level to combat state obesity and 

improve state graduation rates.  Added considerations would include local policy 

implementation to measure the impact of stronger and more comprehensive wellness 

policies on obesity and graduation rates.  

The third and fourth research questions were related to state physical education 

practices. Thirty four states offer physical education on all levels and 17 states do not.  

All states offer physical education on at least one level.  The HHFKA suggests physical 

activity as an important aspect of wellness and the Every Child Succeeds Act (ESSA) 

confirms physical education as a core course of study in academics.  

The relationship between state obesity rates and states that offered physical 

education on all levels as opposed to the states that did not offer physical education on all 

levels was investigated in RQ3.  Cohen’s d was used to establish effect size based on the 

difference between the two groups.  The effect size for the difference in obesity rates 

between states with and states without physical education (d = .19) (Table 1) indicated a 

small effect.  From this result, it appears that physical education has a weak impact on 
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obesity rates.  However, the data obtained for this research were dated around the 

implementation of the latest update of the HHFKA and as noted previously, it is unclear 

whether obesity data from 2016 are most appropriate.  To truly gain long-term insight on 

the effects of physical education on obesity, a longitudinal wellness policy study is 

suggested to follow students in physical education from K-12 and monitor obesity rates 

surrounding their school years.  This would allow researchers to study years of data to see 

if physical education practices and programs stipulated by the wellness policy improved 

adolescent obesity rates over time.  

 The relationship between graduation rates and states that offered physical  

education as opposed to the states that did not offer physical education on all levels was 

investigated in RQ4.  Using a pooled standard deviation, the Cohen’s d for state 

graduation rates and physical education practices (d = .68) was large.  When considering 

this model, physical education practices have a large effect on state graduation rates 

indicating states that have physical education (µ = 84.15, σ = 5.18) had higher graduation 

rates than states that do not (µ =  80.44, σ = 5.39).  The value of programs such as 

physical education have been down played as many educators have difficulty linking the 

mind and body in education (Hall, 2007).  This premise has caused the reduction and 

elimination of physical education and the substitution of extra class time for test 

preparation (Alvarez-Bueno, 2017; Martin & Chambers, 2007).  GENYOUth (2013), 

Moll (2013), and Shelton (2009) found administrators believed physical education 

curriculum cuts were necessary to improve academic success in core subjects such as 

math, English, and science.   Yet, Tremarche et al. (2007) provided research on the 
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positive relationship of physical education on academics and found students with more 

physical education scored higher on academic assessments.   

The percentage of states offering physical education on all levels is only 67%.  

Ironically, 86% states offer physical education on the secondary level as opposed to 76% 

on the elementary level. (SHAPE America, p. 18).  The foundation for lifelong wellness 

habits should begin early in a child’s curriculum such as elementary school, rather than 

later when habits for or against exercise and diet have already been established (Alvarez-

Bueno et al., 2017).  Based on the relationship between state wellness policy templates 

and physical education, educational leaders should evaluate the local physical education 

curriculum through the lens of academic success.  Yet, there is considerable information 

on eliminating or reducing physical education for academics (Pica, 2004; Satcher, 2005).  

The positive relationship between physical education and graduation suggests the use of 

physical education as a method to support, as noted in the literature review, student 

academic success on all levels (Castelli & Hillman, 2007; Fede, 2012; GENYOUth, 

2013).   

Local leaders have the opportunity and research-base to build physical education 

as a tool to improve student health and academic performance.  These leaders have the 

opportunity to act on the positive relationship between physical education and academics 

to maximize the improvement of state graduation rates.   

Further Considerations 

Several areas of interest were identified in this research and they are discussed 

further in this section.  For example, reliability and validity of data sources, policy 
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development and practitioners, intercoder data, SWPET scoring, policy changes, and 

regression assumptions are worthy of further examination.  

Graduation data obtained from the United States Department of Education did not 

provide specific information on how reliability and validity information was tabulated.  

Further, how Shape America verified state survey data in physical education was left 

unanswered, which could affect reliability and validity of their data.   

Local wellness policy models may be derived from a template developed by the 

state or another federal agency; however, these policy models can reflect the values and 

expertise of multiple developers and a varied interpretation of national guidelines.  For 

example, when reviewing a written document on a website, how and by whom the policy 

was developed is not known.  Namely, what information individuals perceive to be 

important in the development of the policy can be viewed through the lens of personal 

interpretation.  A nutritionist may provide greater detail on USDA requirements than they 

would physical education requirements leaving an imbalance of information or detail in 

other policy areas.  Or, an individual’s qualifications, or lack thereof, may be an indicator 

of their response to the development of the criteria in the wellness policy.  For example, a 

stakeholder included in drafting a wellness policy may not be qualified in areas of the 

USDA guidelines and therefore their response may not be as inclusive as someone 

trained in USDA guidelines.  This imbalance can leave state wellness policy models 

underdeveloped in one or more of the seven core USDA standards or weaken overall 

policy practices and implementation standards on the local level.  Notably, the USDA 

lists the involvement of stakeholders from the community, school, and administration as 



 89 

valuable contributors in policy development and the inclusion of stakeholders in policy 

development is an evaluation area in the SWPET..  

The SWPET was used as a measurement instrument for state wellness policy 

model templates.  To establish reliability of the SWPET scoring in this research, 

intercoder and intracoder analyses were used.  These ratings provided an example of how 

policy information may be interpreted by various stakeholders, which could impact 

overall reliability of the use of the SWPET template. 

In review, two areas are worthy of consideration in the intercoder analyses.  First, 

total strength and comprehensiveness rating may be the same in the content areas of the 

SWPET (nutrition education, competitive food sales, USDA guidelines, physical 

education, physical activity, stakeholders, and administration/assessment); however, each 

coder could have a different distribution of those ratings (0, 1, 2) to equal the same total 

score.  This distribution may suggest the intercoder’s difficulty interpreting the 

information or analysis of different priorities in state wellness policy model templates 

under the categories of not mentioned, weak, or meets expectations.  The intercoder 

ratings were very similar for the school nutrition director (coder 2) and the physical 

education teacher (coder 1).  These intercoder ratings were 71%, 71%, and 79% 

indicating an acceptable level of reliability.  In contrast, the ratings between the physical 

education teacher and the retired school administrator (coder 3) indicated lower (14%, 

36%, 36%) reliability.  Intercoder scoring can be found in Appendix E-J.  The differences 

between coder agreements may be attributed to professional background, policy wording, 

and personal lens of expertise.  The interrater reliability between coder 1 and coder 2 as 

well as the similarity to SWPET reliability reported in previous studies support the use of 



 90 

the coder 1 and coder 2 data for the reliability of this research.  The information 

highlighted in the intercoder reliability efforts is emblematic of how policy may be 

interpreted by different practitioners.  This observation further suggests research is 

needed on how school personnel and other stakeholders interpret and build wellness 

policy guidelines at the state and local level, particularly on the specificity of language 

used to gauge policy strength.    

SWPET rankings include a “0” for not mentioned, a “1” for vague terminology, 

and a “2” for specific terminology related to the seven USDA concepts.  Consequently, a 

score of “1” or “2” counts as a point toward comprehensiveness but strength is only 

scored for items rated “2.”  A point of consideration is this does not allow strength to 

receive a higher score than comprehensiveness, indicating at best strength and 

comprehensiveness would be equal.  Further, the content of the seven areas is subject to 

interpretation of USDA guidelines as evidenced in the subset area questions.  For 

example, competitive foods has 29 rating  items, which is considerably more than other 

areas such as physical education (17), leadership/assessment (6), stakeholders (12), 

nutrition education (9), USDA guidelines (13) or physical activity (10).  Are these 

questions adequately addressing USDA guidelines or do the differences in each subset 

area represent the developers’ interpretation of policy standards in their area of expertise? 

Another consideration involves state physical education practices as there are no 

mandated national standards in physical education, rather there are national 

recommendations.  Physical education criteria may vary from state to state and locality to 

locality.  Due to these unknown variables, specifics such as those outlined for physical 

education standards in section four of the SWPET are important.  For example, are 
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qualified physical education teachers receiving in-service training with appropriate class 

size, and adequate equipment?  This ambiguity indicates the need for 

administrators/policy makers to consider implementing more uniform national standards 

from organizations such as The National Association of Sport and Physical Education 

(NASPE) for physical education and its implementation.  

Policies are living documents and they change as programs are updated on the  

local, state, and federal level.  Some information may already be updated on state  

wellness policy model templates as web retrieval of the state model templates began in  

2019.  The 51 state wellness policy model templates reviewed had 30 state policy  

revisions starting in 2016 which was the last update of the HHFKA required by USDA  

legislation.  This means 21 policies need to be updated to meet current HHFKA 

standards.  

Data for adolescent obesity, high school graduation, and physical education were  

obtained for 2014 - 2016.  This date spread was chosen as this was the same timeframe as 

the update to the HHFKA.  A limitation of this study is the timeline to observe the effect 

of the state wellness policy template is unknown and data obtained in this research may 

more accurately reflect a pre-implementation benchmark to which long term data can be 

compared.  To truly evaluate the impact of well-written, implemented wellness policy 

standards and the outcome for obesity and graduation rates as well as physical education 

practices a longitudinal study is suggested. 

Some state wellness policy model templates included addenda that expanded on 

the general wellness template available to localities.  Supplemental documents referenced 

in the review of state wellness policy models were excluded from this study as they 
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referenced resources outside the actual state wellness policy model template.  These 

addenda were not reviewed when using the SWPET due to the lack of uniformity of data; 

however, they may provide information to further strengthen wellness policy practices on 

the local level.  These addenda may have supplied more specific, detailed information on 

wellness areas impacting the comprehensiveness and strength of state wellness policy 

model templates. A potential consideration for administrators/policy makers would be to 

draft a wellness document that encompassed all USDA guidelines without the use of 

addenda.  This would allow practitioners ease of access for implementation as well as 

policy reference and uniformity.   

Socioeconomic status, parent education, race/ethnicity, gender, and television 

watching patterns were purposely excluded from this research. The current research 

investigated factors relevant to school practices related to wellness policies that could 

affect graduation and obesity rates, rather than factors that occur outside of the school 

environment.  However, the influence of these areas on health and academic achievement 

have repeatedly been studied.  These points were considered important discussion issues 

in several of the research articles in the literature reviewed.  Smith and Lounsbery (2009) 

suggested school systems avoided health related issues and as such interventions were 

needed in school to offset “national incongruence” (p. 42).  The HHFKA was created to 

promote equity in the important areas of health such as nutrition and physical activity 

(Longley & Sneed, 2009).   

One final caveat regarding the statistical validity of this research, are related to the 

assumptions of regression.  All of the assumptions of regression were met with the 
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exception of the assumption of homoscedasticity.  This further encourages tentative 

consideration of the regression analyses in this research.   

Summary 

 Three of the studies examined in this research provided a review of the  

components of the wellness policy as they related to state standards.  Though dated,  

Lyn et. al. (2011), Metos and Nanney (2007), Probart et al. (2008) studied the  

components of the federal guidelines as they related to local school systems.  Metos and  

Nanney explored how school systems in Utah (N = 30) adhered to federal guidelines.  

This was a common theme in all three articles.  Each study found that meeting federal  

compliance standards did not guarantee a strong or comprehensive wellness policy on  

the local level, but it did allow a structure for school systems to follow.  Probart et al.  

promoted the use of qualified leadership in the coordination, development, and  

implementation of the local wellness policy.  Further, they expressed the need for  

“centrally developed resources to meet the mandate requirements” (p. 1502).  The  

common distinction of a uniform template and uniform local implementation practices  

was relevant in all three articles.  The SWPET, which used federal standards for  

wellness policies, provided a uniform format for this study.  State wellness policy model  

templates should provide an exemplary guide for school systems.  If state wellness  

policy model templates are to be of support to local school systems, benchmarks need to  

be more detailed and direct in wellness directives.  Lyn et al. suggested a need to  

evaluate wellness policies on the local level to better inform decision makers on relevant  

policy standards.  Further, Lyn et al. evaluated the impact of wellness policy standards 

in all seven areas outlined in the CNA and found a positive link to nutrition education  
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and graduation rates, whereas the current study suggests a relationship between physical  

education and graduation rates.  Similar to Metos and Nanney and Probart, Lyn et al.  

found policy wording was often vague whereas having the categories needed for federal  

compliance was high.  This indicated more federal standards were met but the  

commitment to strong policy wording was not designated.  The state wellness policy  

model provides the locality with a template to address federal guidelines but evidence of  

implementation of these guidelines is not known.  Local leaders need to promote more  

specific guidelines and implementation practices to maximize student health and  

academic improvement.   

The Centers for Disease Control and Prevention (CDC, 2010) reported more than  

25 million students are overweight or obese.  Based on the amount of time students are in 

school and the number of students enrolled in the National School Lunch Program 

(NSLP), USDA funding can provide a sound financial basis for school division leaders as 

they strive to improve student health, success and implement practical wellness 

guidelines. Educational leaders have the responsibility of evaluating federal mandates 

and, in many cases providing an appropriate plan of action to promote the 

implementation of those policies at the state and local level.  The state wellness policy 

model template provides those protocols at the state level and the relationship, albeit 

small, between a strong state wellness policy model and obesity supports further research 

on the state and local level.  Stronger wellness policies can provide the needed plan for 

students to become healthier through appropriate nutritional practices and improved 

physical activity (Longley & Sneed, 2009; Moliason, & Carr, 2006).  To accomplish this, 
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wellness policies must be visible, funded, and implemented (Illinois State Board of 

Education, p. 4).  

The Teachable Moment: COVID 19 

A pedagogue would describe the teachable moment as an unplanned event or idea 

that presents itself during an activity.  It is a concept that is not part of the lesson plan but 

provides a teaching opportunity that should not be missed.  The COVID 19 pandemic 

wreaked havoc around the world in 2020 resulting in national closures of businesses, 

churches, and schools across the United States.  This timeframe included the final few 

months of this research.  It seems important to briefly review wellness through this event, 

even though it is not included in the state wellness policy model template.  The purpose 

of this research was to investigate the relationship of state wellness policy model 

templates and state obesity and graduation rates.  When reviewing USDA guidelines, 

there is no information for student wellness other than nutrition education, competitive 

foods, USDA compliance, physical education, physical activity, stakeholders, and 

leadership/assessment.  When considering current events, it becomes apparent that states 

and school systems are missing important aspects of student health and wellness that go 

beyond the scope of the United States Department of Agriculture (USDA) requirements.  

Wellness, as previously defined in this research, is the quality or state of being in 

good health.  Payne, Hahn, and Lucas (2013) outline wellness in terms of health equity 

and behaviors and the elimination of preventable disease through emotional, physical, 

social, spiritual, and intellectual health.  When considering the many facets of wellness, 

there appears to be a number of important points for educational leaders to consider 

surrounding diseases such as COVID 19 in an important document such as the school 
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wellness plan.  The HHFKA vaguely addresses areas that can be interpreted as 

intellectual health such as nutrition education.  Physical health is addressed in federal 

directives through the lens of physical education.  Yet, there is no mention of other areas 

of wellness, which leaves a gap in the literature on the impact of wellness not only on 

physical health, but also emotional and intellectual health.  

The USDA does not provide any instruction on student wellness in spiritual, 

social or emotional health.  The word mental health is mentioned in Part 246 of the 

Supplemental Nutrition Program for Women, Infant, and Children (SNAP) in August 

2019 (prior to COVID 19).  The only description this legislation provided is that low 

income households have a higher risk for mental health issues because of poor nutrition 

and health care disparity.  The overarching theme for this legislation still lies in nutrition 

programs.  On the USDA website, there is a COVID 19 link.  This link lists local benefits 

for nutrition such as funding of food banks, increased SNAP benefits, and increased free 

school meal programs for all students to assist struggling families.  Currently, the USDA 

does not share plans to help students and their families deal with the stress of quarantine, 

job loss, school attendance, and academic success.  If the point of USDA wellness 

guidelines is to increase student health, the local school system must consider ways to 

incorporate a well rounded vision of wellness in their local policies.  The research in this 

study provided information on the strength and comprehensiveness of the existing 

wellness policies and the relationship of those policies to obesity and graduation rates.  

The long range impact of COVID 19 to obesity due to quarantine and increased sedentary 

lifestyles and graduation rates based on online instruction remains to be seen.  
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To delve deeper into the potential effect of current health issues such as COVID 

19 on student success and academic programs, the Every Student Succeeds Act (ESSA) 

was reviewed for areas of wellness.  In addition to supporting health and activity through 

physical education, chronic disease management was briefly mentioned.  There was no 

discussion on spiritual, social, or emotional health in this document either.   

 Current events have impacted families around the country in a variety of ways.  

The USDA has provided nutritional programs to assist struggling communities with 

feeding programs and supplemental food resources.  Yet it appears that programs 

designed to support areas such as spiritual, social, and emotional health have no 

directives from the federal government.  Churches around the country have closed or 

modified their programs, and the full social and emotional impact of this pandemic may 

not be known for years to come.  Singh et al. (2020) support this premise as they 

reviewed numerous articles on the emotional health of children during the pandemic.  

Isolation, previous mental health issues, and economic complications add layers of stress 

to already vulnerable households.  Singh et al. advocate for avenues to support students 

and families during this stressful time.   

Educational leaders should consider ways to add physical activity components to 

online classroom education to enhance kinesthetic learning for class work and 

complement existing physical education classes.  Further, one of the areas of the USDA 

guidelines for wellness includes stakeholder involvement.  Now, more than ever, 

involving and providing constituents with not only nutrition assistance, but also, other 

services such as mental health counseling should be considered in order to help families 

cope during these stressful times. 



 98 

 The school wellness policy would be an excellent resource to provide a more 

comprehensive guide for state and local officials to provide community care for students 

through not only programs in nutrition, but also other aspects of student health.  School 

nutrition programs are designed to meet the ever demanding stress of socioeconomic 

disparity in child nutrition, yet why do we need to limit school wellness policies to just 

nutrition, physical education, and physical activity practices?  The teachable moment 

provides an opportunity for federal and local leaders to consider other arenas such as 

emotional wellness as part of what makes a child well.  A future recommendation would 

be to consider adding federal components to the school wellness policy directives in the 

HHFKA to support student health across the spectrum of all areas of wellness.   
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Appendix A-Healthy, Hunger-Free Kids Act of 2010 

 

 

PUBLIC LAW 111–296—DEC. 13, 2010 124 STAT. 3183 

Public Law 111–296 

111th Congress 

An Act 

To reauthorize child nutrition programs, and for other purposes. 

Be it enacted by the Senate and House of Representatives of 

the United States of America in Congress assembled, 

SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

 (a) SHORT  TITLE .—This Act may be cited as the ‘‘Healthy, 

Hunger-Free Kids Act of 2010’’. 

(b) TABLE OF  CONTENTS .—The table of contents for this Act 

is as follows: 

Sec. 1. Short title; table of contents. 

Sec. 2. Definition of Secretary. 

TITLE I—A PATH TO END CHILDHOOD HUNGER 

Subtitle A—National School Lunch Program 

Sec. 101. Improving direct certification. 

Sec. 102. Categorical eligibility of foster children. 

Sec. 103. Direct certification for children receiving Medicaid benefits. 

Sec. 104. Eliminating individual applications through community eligibility. 

Sec. 105. Grants for expansion of school breakfast programs. 

Subtitle B—Summer Food Service Program 

Sec. 111. Alignment of eligibility rules for public and private sponsors. 

Sec. 112. Outreach to eligible families. 

Sec. 113. Summer food service support grants. 

Subtitle C—Child and Adult Care Food Program 

Sec. 121. Simplifying area eligibility determinations in the child and adult care 

food program. 

Sec. 122. Expansion of afterschool meals for at-risk children. 

Subtitle D—Special Supplemental Nutrition Program for Women, Infants, and 

Children 

Sec. 131. Certification periods. 

Subtitle E—Miscellaneous 

Sec. 141. Childhood hunger research. 

Sec. 142. State childhood hunger challenge grants. 

Sec. 143. Review of local policies on meal charges and provision of alternate meals. 

TITLE II—REDUCING CHILDHOOD OBESITY AND IMPROVING THE DIETS 

OF CHILDREN 

Subtitle A—National School Lunch Program 

Sec. 201. Performance-based reimbursement rate increases for new meal patterns. 

Sec. 202. Nutrition requirements for fluid milk. 

Sec. 203. Water. 

Sec. 204. Local school wellness policy implementation. 
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Sec. 205. Equity in school lunch pricing. 

Sec. 206. Revenue from nonprogram foods sold in schools. 

42 USC 1751 

note. 

Healthy, Hunger- 

Free Kids Act of 

2010. 

Dec. 13, 2010 

[S. 3307] 

on DSK9Q6SHH1PROD with PUBLAW 

124 STAT. 3184 PUBLIC LAW 111–296—DEC. 13, 2010 

Sec. 207. Reporting and notification of school performance. 

Sec. 208. Nutrition standards for all foods sold in school. 

Sec. 209. Information for the public on the school nutrition environment. 

Sec. 210. Organic food pilot program. 

Subtitle B—Child and Adult Care Food Program 

Sec. 221. Nutrition and wellness goals for meals served through the child and adult 

care food program. 

Sec. 222. Interagency coordination to promote health and wellness in child care licensing. 

Sec. 223. Study on nutrition and wellness quality of child care settings. 

Subtitle C—Special Supplemental Nutrition Program for Women, Infants, and 

Children 

Sec. 231. Support for breastfeeding in the WIC Program. 

Sec. 232. Review of available supplemental foods. 

Subtitle D—Miscellaneous 

Sec. 241. Nutrition education and obesity prevention grant program. 

Sec. 242. Procurement and processing of food service products and commodities. 

Sec. 243. Access to Local Foods: Farm to School Program. 

Sec. 244. Research on strategies to promote the selection and consumption of 

healthy foods. 

TITLE III—IMPROVING THE MANAGEMENT AND INTEGRITY OF CHILD 

NUTRITION PROGRAMS 

Subtitle A—National School Lunch Program 

Sec. 301. Privacy protection. 

Sec. 302. Applicability of food safety program on entire school campus. 

Sec. 303. Fines for violating program requirements. 

Sec. 304. Independent review of applications. 

Sec. 305. Program evaluation. 

Sec. 306. Professional standards for school food service. 

Sec. 307. Indirect costs. 

Sec. 308. Ensuring safety of school meals. 

Subtitle B—Summer Food Service Program 

Sec. 321. Summer food service program permanent operating agreements. 

Sec. 322. Summer food service program disqualification. 

Subtitle C—Child and Adult Care Food Program 

Sec. 331. Renewal of application materials and permanent operating agreements. 
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Sec. 332. State liability for payments to aggrieved child care institutions. 

Sec. 333. Transmission of income information by sponsored family or group day 

care homes. 

Sec. 334. Simplifying and enhancing administrative payments to sponsoring 

organizations. 

Sec. 335. Child and adult care food program audit funding. 

Sec. 336. Reducing paperwork and improving program administration. 

Sec. 337. Study relating to the child and adult care food program. 

Subtitle D—Special Supplemental Nutrition Program for Women, Infants, and 

Children 

Sec. 351. Sharing of materials with other programs. 

Sec. 352. WIC program management. 

Subtitle E—Miscellaneous 

Sec. 361. Full use of Federal funds. 

Sec. 362. Disqualified schools, institutions, and individuals. 

TITLE IV—MISCELLANEOUS 

Subtitle A—Reauthorization of Expiring Provisions 

PART I—RICHARD B. RUSSELL NATIONAL SCHOOL LUNCH ACT 

Sec. 401. Commodity support. 

Sec. 402. Food safety audits and reports by States. 

Sec. 403. Procurement training. 

DSK9Q6SHH1PROD with PUBLAW 

PUBLIC LAW 111–296—DEC. 13, 2010 124 STAT. 3185 

Sec. 404. Authorization of the summer food service program for children. 

Sec. 405. Year-round services for eligible entities. 

Sec. 406. Training, technical assistance, and food service management institute. 

Sec. 407. Federal administrative support. 

Sec. 408. Compliance and accountability. 

Sec. 409. Information clearinghouse. 

PART II—CHILD NUTRITION ACT OF 1966 

Sec. 421. Technology infrastructure improvement. 

Sec. 422. State administrative expenses. 

Sec. 423. Special supplemental nutrition program for women, infants, and children. 

Sec. 424. Farmers market nutrition program. 

Subtitle B—Technical Amendments 

Sec. 441. Technical amendments. 

Sec. 442. Use of unspent future funds from the American Recovery and Reinvestment 

Act of 2009. 

Sec. 443. Equipment assistance technical correction. 

Sec. 444. Budgetary effects. 

Sec. 445. Effective date. 

SEC. 2. DEFINITION OF SECRETARY. 

 In this Act, the term ‘‘Secretary’’ means the Secretary of Agriculture. 

TITLE I—A PATH TO END CHILDHOOD HUNGER 
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Appendix B-WELLSAT 
 

 

 
 

 

Developed by the Robert Wood Johnson 

Foundation Healthy Eating Research Program, 

Working Group 1 

 

 

Chair: Marlene B. Schwartz, Ph.D. (Connecticut) 

Members: Anne Lund, M.P.H., R.D. and Mollie Greves, M.D., M.P.H. 

(Washington) Elaine McDonnell, M.S., R.D. and Claudia 

Probart, Ph.D., R.D. (Pennsylvania) Anne Samuelson, M.P.H. 

and Leslie Lytle, Ph.D., R.D. (Minnesota) 

 

 

 

 
 

For a description of the development and reliability analyses of this tool, please see 

Schwartz et al., 2008, available from author. 

 

 

 

                                                          August 2008 

SCHOOL WELLNESS POLICY EVALUATION TOOL 

The School Wellness Policy Evaluation Tool provides a standard method for 
the quantitative assessment of school wellness policies. Such policies have 
been required since 2006 in all school districts participating in the National 
School Lunch Program. This tool offers a consistent and reliable means of 
assessing the comprehensiveness and strength of school wellness policies 
within or among states. It was developed by researchers funded by the Robert 
Wood Johnson Foundation. 
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How to use the School Wellness Policy Evaluation Tool 

How to Rate Policy Statements .......................................................................... 1 

How to Score School Wellness Policies ............................................................. 2 

Rating Guidance 

Section 1: Nutrition Education ........................................................................... 3 

Section 2: Standards for USDA Child Nutrition Programs and School Meals .. 5 

Section 3: Nutrition Standards for Competitive and Other Foods and 

Beverages ........................................................................................................... 9 

Section 4: Physical Education .......................................................................... 18 

Section 5: Physical Activity ............................................................................. 23 

Section 6: Communication and Promotion ....................................................... 25 

Section 7: Evaluation ........................................................................................ 28 

School Wellness Policy Score Sheet .............................................................. 30 

 

 

School wellness policies are evaluated based on the degree to which they 

address 96 policy items, which are categorized into seven sections. The 

sections include Nutrition Education, Standards for USDA Child Nutrition 

Programs and School Meals, Nutrition Standards for Competitive and Other 

Foods and Beverages, Physical Education, Physical Activity, 

Communication and Promotion, and Evaluation. 

For each of the 96 policy items, school wellness policy statements are to be rated 

“0,” “1,” or “2,” using the definitions below. This evaluation tool lists each 

policy item followed by an explanation of the item and examples of "1" and "2" 

statements. 

 

 

 

 

 

 

Contents 

How to Rate Policy Statements 
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Rating Explanation 

0 = Not Mentioned The item is not included in the text of the policy. 

 

 

 

 

 

1 = Weak Statement 
 

 

 

 

 

 

 

 

 

 

 

2 
= Meets / 

Exceeds 
Expectations 

Assign a rating of “1” when the item is mentioned, but: 

 The policy will be hard to enforce because the 

statement is vague, unclear, or confusing. 

 Statements are listed as goals, aspirations, 

suggestions, or 

recommendations. 

 There are loopholes in the policy that weaken 

enforcement of the item. 

 The policy mentions a future plan to act without 

specifying when the plan will be established. 

Words often used include: may, can, could, should, 

might, encourage, suggest, urge, some, partial, make 

an effort, and try. 

Assign a rating of “2” when the item is mentioned, 

and it is clear that the policy makers are committed 

to making the item happen because: 

 The item is described using specific 

language (e.g., a concept followed by 

concrete plans or strategies for 

implementation). 

 Strong language is used to indicate that action 

or regulation is required, including: shall, will, 

must, have to, insist, require, all, total, comply 

and enforce. 

 A district is unable to enforce an item (e.g., 

teachers role modeling healthy behaviors), but the 

goal is clearly stated (e.g., “shall encourage 

teachers to role model healthy behaviors”). 

  

 

The School Wellness Policy Score Sheet summarizes a district’s school wellness 

policy scores based on seven sections, containing a total of 96 policy items. Each 

policy item is rated as “0” (item is not mentioned), “1”(weak statement is made 

regarding the item), or    “2” (strong statement is made regarding the item). Each 

policy section receives a score  for comprehensiveness and strength. 

Comprehensiveness is calculated by counting the number of items rated as either 1” 

or “2,” dividing by the number of items in the section, and multiplying by 100. 

Strength is calculated by counting the number of  items rated as  “2,” dividing by 

the number of items in the section, and multiplying  by 100. 
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Appendix C-State Comprehensiveness and Strength; Physical Education; Obesity 

Rates; Graduation Rates 
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Appendix C continued:  Legend 

 

Column 1-Total Strength 

Column 2-Total Comprehensiveness 

Column 3-Nutrition Education Strength 

Column 4-Nutrition Education Comprehensiveness 

Column 5-USDA Strength 

Column 6-USDA Comprehensiveness 

Column 7-Competitive Food Strength 

Column 8-Competitive Food Comprehensiveness 

Column 9-Physical Education Strength 

Column 10-Physical Education Comprehensiveness 

Column 11-Physical Activity Strength 

Column 12-Physical Activity Comprehensiveness 

Column 13-Stakeholder Strength 

Column 14-Stakeholder Comprehensiveness 

Column 15-Leadership/Assessment Strength 

Column 16-Leadership/Assessment Comprehensiveness 

Column 17-Elementary Physical Education 

Column 18-Middle School Physical Education 

Column 19-High School Physical Education 

Column 20-State Graduation Rates 

Column 21-State Obesity Rates 

Column 22-Last Year Updated 
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Appendix D: South Carolina intrarater SWPET policy scores 

 

Rater 1: Physical Education Teacher 

Rater 2: School Nutrition Director from southwest Virginia 

Rater 3: Retired School Superintendent from central Virginia 

 

Column 1: total strength nutrition education (N = 9) 

Column 2: total comprehensiveness nutrition education (N = 9) 

Column 3: total strength USDA (N =13) 

Column 4: total comprehensiveness USDA (N =13) 

Column 5: total strength competitive sales (N = 29) 

Column 6: total comprehensiveness competitive sales (N = 29) 

Column 7: total strength physical education (N = 17) 

Column 8: total comprehensiveness physical education (N = 17) 

Column 9: total strength physical activity (N = 10) 

Column 10: total comprehensiveness physical activity (N = 10) 

Column 11: total strength promotion (N = 12) 

Column 12: total comprehensiveness promotion (N = 12) 

Column 13: total strength evaluation (N = 6) 

Column 14: total comprehensiveness evaluation (N = 6) 

 

A score of 0 indicates no agreement between ratings/raters on the total score for the 

subscale ; A score of 1 indicates agreement between/ratings/raters on the subscale.  

 

 

  1 2 3 4 5 6 7 8 9 10 11 12 13 14 

 

Evaluation 

1 

9 44 31 54 3 28 0 6 40 40 17 25 50 50 

    

Evaluation   

        2 

22 44 31 54 3 28 0 12 20 40 17 1 50 50 

Score 

10/14=71% 

0 1 1 1 1 1 1 0 0 1 1 0 1 1 
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Appendix E: Wyoming-Intercoder reliability in each category Coder 1 and 2 

 

Rater 1: Physical Education Teacher 

Rater 2: School Nutrition Director from southwest Virginia 

Rater 3: Retired School Superintendent from central Virginia 

 

Column 1: total strength nutrition education (N = 9) 

Column 2: total comprehensiveness nutrition education (N = 9) 

Column 3: total strength USDA (N =13) 

Column 4: total comprehensiveness USDA (N =13) 

Column 5: total strength competitive sales (N = 29) 

Column 6: total comprehensiveness competitive sales (N = 29) 

Column 7: total strength physical education (N = 17) 

Column 8: total comprehensiveness physical education (N = 17) 

Column 9: total strength physical activity (N = 10) 

Column 10: total comprehensiveness physical activity (N = 10) 

Column 11: total strength promotion (N = 12) 

Column 12: total comprehensiveness promotion (N = 12) 

Column 13: total strength evaluation (N = 6) 

Column 14: total comprehensiveness evaluation (N = 6) 

 

A score of 0 indicates no agreement between ratings/raters on the total score for the 

subscale ; A score of 1 indicates agreement between/ratings/raters on the subscale.  

 

 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

Rater 1 44 89 15 23 7 7 18 24 30 40 42 67 50 67 

Rater 2 

 

67 89 23 23 7 35 24 24 30 40 42 67 50 67 

Score 

10/14=71% 

0 1 0 1 1 0 0 1 1 1 1 1 1 1 
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Appendix F: Pennsylvania-Intercoder reliability in each category Coder 1 and 2 

 

Rater 1: Physical Education Teacher 

Rater 2: School Nutrition Director from southwest Virginia 

Rater 3: Retired School Superintendent from central Virginia 

 

Column 1: total strength nutrition education (N = 9) 

Column 2: total comprehensiveness nutrition education (N = 9) 

Column 3: total strength USDA (N =13) 

Column 4: total comprehensiveness USDA (N =13) 

Column 5: total strength competitive sales (N = 29) 

Column 6: total comprehensiveness competitive sales (N = 29) 

Column 7: total strength physical education (N = 17) 

Column 8: total comprehensiveness physical education (N = 17) 

Column 9: total strength physical activity (N = 10) 

Column 10: total comprehensiveness physical activity (N = 10) 

Column 11: total strength promotion (N = 12) 

Column 12: total comprehensiveness promotion (N = 12) 

Column 13: total strength evaluation (N = 6) 

Column 14: total comprehensiveness evaluation (N = 6) 

 

A score of 0 indicates no agreement between ratings/raters on the total score for the 

subscale ; A score of 1 indicates agreement between/ratings/raters on the subscale.  

 

 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

Coder 1 67 78 62 69 7 14 41 59 70 90 67 83 67 83 

Coder 2 

 

67 78 62 69 7 24 65 71 80 90 67 83 67 83 

Score 

10/14=71% 

1 1 1 1 1 0 0 0 0 1 1 1 1 1 
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Appendix G: West Virginia-Intercoder reliability in each category Coder 1 and 2 

 

Rater 1: Physical Education Teacher 

Rater 2: School Nutrition Director from southwest Virginia 

Rater 3: Retired School Superintendent from central Virginia 

 

Column 1: total strength nutrition education (N = 9) 

Column 2: total comprehensiveness nutrition education (N = 9) 

Column 3: total strength USDA (N =13) 

Column 4: total comprehensiveness USDA (N =13) 

Column 5: total strength competitive sales (N = 29) 

Column 6: total comprehensiveness competitive sales (N = 29) 

Column 7: total strength physical education (N = 17) 

Column 8: total comprehensiveness physical education (N = 17) 

Column 9: total strength physical activity (N = 10) 

Column 10: total comprehensiveness physical activity (N = 10) 

Column 11: total strength promotion (N = 12) 

Column 12: total comprehensiveness promotion (N = 12) 

Column 13: total strength evaluation (N = 6) 

Column 14: total comprehensiveness evaluation (N = 6) 

 

A score of 0 indicates no agreement between ratings/raters on the total score for the 

subscale ; A score of 1 indicates agreement between/ratings/raters on the subscale.  

 

 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

Coder 1 22 44 15 38 41 66 6 12 20 70 50 67 33 33 

Coder 2 

 

22 89 8 38 41 66 0 12 20 70 50 67 33 33 

Score 11/14=79% 1 0 0 1 1 1 0 1 1 1 1 1 1 1 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

 129 

Appendix H:  Maine-Intercoder reliability in each category Coder 1 and 3 

 

Rater 1: Physical Education Teacher 

Rater 2: School Nutrition Director from southwest Virginia 

Rater 3: Retired School Superintendent from central Virginia 

 

Column 1: total strength nutrition education (N = 9) 

Column 2: total comprehensiveness nutrition education (N = 9) 

Column 3: total strength USDA (N =13) 

Column 4: total comprehensiveness USDA (N =13) 

Column 5: total strength competitive sales (N = 29) 

Column 6: total comprehensiveness competitive sales (N = 29) 

Column 7: total strength physical education (N = 17) 

Column 8: total comprehensiveness physical education (N = 17) 

Column 9: total strength physical activity (N = 10) 

Column 10: total comprehensiveness physical activity (N = 10) 

Column 11: total strength promotion (N = 12) 

Column 12: total comprehensiveness promotion (N = 12) 

Column 13: total strength evaluation (N = 6) 

Column 14: total comprehensiveness evaluation (N = 6) 

 

A score of 0 indicates no agreement between ratings/raters on the total score for the 

subscale ; A score of 1 indicates agreement between/ratings/raters on the subscale.  

 

 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

Coder 1 22 22 46 46 14 21 6 12 20 40 33 33 67 83 

Coder 3 

 

0 56 0 31 0 21 0 41 0 30 0 42 0 83 

Score 

2/14=14% 

0 0 0 0 0 1 0 0 0 0 0 0 0 1 
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Appendix I:  Indiana-Intercoder reliability in each category Coder 1 and 3 

 

Rater 1: Physical Education Teacher 

Rater 2: School Nutrition Director from southwest Virginia 

Rater 3: Retired School Superintendent from central Virginia 

 

Column 1: total strength nutrition education (N = 9) 

Column 2: total comprehensiveness nutrition education (N = 9) 

Column 3: total strength USDA (N =13) 

Column 4: total comprehensiveness USDA (N =13) 

Column 5: total strength competitive sales (N = 29) 

Column 6: total comprehensiveness competitive sales (N = 29) 

Column 7: total strength physical education (N = 17) 

Column 8: total comprehensiveness physical education (N = 17) 

Column 9: total strength physical activity (N = 10) 

Column 10: total comprehensiveness physical activity (N = 10) 

Column 11: total strength promotion (N = 12) 

Column 12: total comprehensiveness promotion (N = 12) 

Column 13: total strength evaluation (N = 6) 

Column 14: total comprehensiveness evaluation (N = 6) 

 

A score of 0 indicates no agreement between ratings/raters on the total score for the 

subscale ; A score of 1 indicates agreement between/ratings/raters on the subscale.  

 

 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

Coder 1 67 67 92 92 57 76 59 65 80 90 42 58 83 83 

Coder 3 

 

78 89 92 100 86 90 59 76 80 90 17 58 83 100 

Score 

5/14=36% 

0 0 0 0 0 0 1 0 1 1 0 1 1 0 
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Appendix J:  Texas-Intercoder reliability in each category Coder 1 and 3 

 

Rater 1: Physical Education Teacher 

Rater 2: School Nutrition Director from southwest Virginia 

Rater 3: Retired School Superintendent from central Virginia 

 

Column 1: total strength nutrition education (N = 9) 

Column 2: total comprehensiveness nutrition education (N = 9) 

Column 3: total strength USDA (N =13) 

Column 4: total comprehensiveness USDA (N =13) 

Column 5: total strength competitive sales (N = 29) 

Column 6: total comprehensiveness competitive sales (N = 29) 

Column 7: total strength physical education (N = 17) 

Column 8: total comprehensiveness physical education (N = 17) 

Column 9: total strength physical activity (N = 10) 

Column 10: total comprehensiveness physical activity (N = 10) 

Column 11: total strength promotion (N = 12) 

Column 12: total comprehensiveness promotion (N = 12) 

Column 13: total strength evaluation (N = 6) 

Column 14: total comprehensiveness evaluation (N = 6) 

 

A score of 0 indicates no agreement between ratings/raters on the total score for the 

subscale ; A score of 1 indicates agreement between/ratings/raters on the subscale.  

 

 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

Coder 3 67 89 0 3 0 14 18 8 40 0 25 4 33 3 

Coder 3 

 

56 89 0 1 0 14 18 29 20 50 0 17 0 0 

Score 

5/14=36% 

0 1 1 0 1 1 1 0 0 0 0 0 0 0 

 


