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Prevalence of School Policies, Programs, and Facilities
That Promote a Healthy Physical School Environment
| Sherry Everett Jones, PhD, MPH, JD, Nancy D. Brener, PhD, and Tim McManus, MS

The physical environment in schools is receiving increased national attention. Several federal efforts to improve school environments
have been implemented during the past 5
years. In 1997, President Clinton created the
Task Force on Environmental Health Risks
and Safety Risks to Children.1 On April 18,
2003, President Bush signed an executive
order to extend the work of the task force
through 2005.2 Cochaired by the administrator of the Environmental Protection Agency
and the secretary of the Department of
Health and Human Services, the task force is
charged with identifying and developing federal strategies to protect children from environmental health threats.1
In October 2001, the task force created a
Schools Workgroup to explore ways for federal departments and agencies to expand cooperation to improve school environmental
health. The Schools Workgroup’s goals are to
improve children’s health and school performance by making existing and new schools
healthier places to learn, and to ease the burden on underfunded and overextended
school districts and schools by improving coordination and collaboration among federal,
state, and local programs.
This improved coordination and collaboration comes at a critical time for schools. The
average child spends about 1300 hours in a
school building each year; teachers and other
employees spend even more time.3 Today, the
average school building is about 42 years old;
more than 75% of America’s schools were
built before 1970.4
More than 45 million elementary and secondary students attend approximately 86 000
public schools in the United States.5 The
number of students in kindergarten through
twelfth grade is projected to reach 54.2 million by 2009.6 It is estimated that 6000 new
schools will be needed by 2007 to accommodate increasing enrollments, and thousands
more schools will be needed later.7

Objectives. We examined the extent to which schools in the United States have healthpromoting policies, programs, and facilities.
Methods. We analyzed data from the School Health Policies and Programs Study
2000.
Results. We found that public schools (vs private and Catholic schools), urban schools
(vs rural and suburban schools), and schools with larger enrollments (vs smaller schools)
had more health-promoting policies, programs, and facilities in place. On average, middle schools had 11.0 and middle/junior and high schools had 10.4 out of a possible
18 policies, programs, and facilities.
Conclusions. Although some schools had many healthy physical environment features, room for improvement exists. Resources are available to help schools improve
their health-promoting policies, programs, and facilities. (Am J Public Health. 2003;93:
1570–1575)

Unfortunately, about one third of schools,
affecting about 14 million students, report
needing extensive repair or replacement of 1
or more buildings.8 About one half of schools
report at least 1 “unsatisfactory environmental condition,” such as poor ventilation, heating or lighting problems, or poor physical security.8 These unsatisfactory environmental
conditions are most often reported in urban
schools, in schools with a high minority student enrollment, and in schools with a high
percentage of low-income students.9–11
Decisions about where a school is built,
how the building is designed, how the school
is maintained, and what school policies and
programs are implemented have important
implications for the health and learning potential of children who spend time in the
school. Healthy People 2010 sets public health
objectives for the nation to achieve by
2010.12 Objective 8-20 specifically focuses on
the school setting: “Increase the proportion of
the Nation’s primary and secondary schools
that have official school policies ensuring the
safety of students and staff from environmental hazards, such as chemicals in special classrooms, poor indoor air quality, asbestos, and
exposure to pesticides.”12(p8-26)
No study has comprehensively assessed the
extent to which schools have health-promoting policies, programs, and facilities. However,
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the School Health Policies and Programs
Study (SHPPS) 2000, conducted by the Centers for Disease Control and Prevention
(CDC), provided data on physical and tangible
features of school buildings and on policies
that promote a physically and socially healthy
built environment. In this study, we analyzed
data from SHPPS 2000 to examine the extent to which schools in the United States
have health-promoting policies, programs, and
facilities.

METHODS
SHPPS 2000 assessed programs and policies on 8 components of the school health
program at the state, district, and school levels. This report summarizes selected schoollevel data only; state- and district-level results
are reported elsewhere.13 School-level data
were collected from a nationally representative sample of public and private elementary,
middle/junior high, and senior high schools.
Questionnaire development took 2 years
and included extensive literature reviews; expert panel meetings; reviews by representatives of federal agencies and national organizations; cognitive testing with school, district,
and state education agency volunteers; and a
formal field test of 4 questionnaires. In conjunction with the administration of SHPPS
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2000, a test–retest substudy was designed
and implemented to assess data quality.14
SHPPS 2000 data were generally of high
quality. Among the 99 categorical and ordinal questions selected from across all schoollevel questionnaires, 5% exhibited almost
perfect reliability (κ > 80%), 41% exhibited
substantial reliability (κ > 60%), 42% exhibited moderate reliability (κ > 40%), and 11%
exhibited poor reliability (κ ≤ 40%).14
The SHPPS 2000 questionnaires relevant
to this study assessed physical education and
activity, health services, mental health and social services, food service, and school policy
and environment. These data were then
linked with extant data on school characteristics from the Quality Education Data (QED)
database.15 QED variables included in this
analysis were school type (public, private, or
Catholic), urbanicity (urban, suburban, or
rural), school enrollment size, discretionary
per-pupil expenditure, percentage of White
students, and percentage of college-bound
students.
School-level data were collected by computer-assisted personal interviews. During recruitment, the principal or other school-level
contact designated, for each component, a
faculty or staff respondent who had primary
responsibility for, or was the most knowledgeable about, that component. All interviews
were completed between January and June
2000. Smith et al. have provided a detailed
description of SHPPS 2000 methodology.16
Response rates for the interviews varied
by school health program component. The
response rate for physical education and activity was 69% (n = 921); for health services, 71% (n = 938); for mental health and
social services, 67% (n = 876); for food service, 70% (n = 841); and for school policy
and environment, 70% (n = 927). We compared the characteristics of responding
schools (schools that completed at least 1 of
the 7 SHPPS 2000 school-level interviews)
with those of nonresponding schools
(schools that did not complete any interviews). Participation varied by school type
(χ2 = 103.3; P < .01). Of the schools that responded, 83% were public, 11% were private, and 7% were Catholic. Of the schools
that did not respond, 53% were public,
37% were private, and 9% were Catholic.

Responding schools also were significantly
larger (mean enrollment: 550 in responding
schools vs 404 in nonresponding schools;
t = 4.5; P < .01) and had a higher percentage
of White students enrolled (56% in responding schools vs 32% in nonresponding
schools; t = 10.5; P < .01). Participation did
not vary by school level (elementary, middle/junior high, or senior high), urbanicity,
percentage of college-bound students, or
discretionary per-pupil expenditure.
All analyses used SUDAAN (Research Triangle Institute, Research Triangle Park, NC)
to account for the complex sample design in
SHPPS 2000; results are based on weighted
data. The selection of policies, programs,
and facilities for this analysis was based primarily on CDC guidelines.17–20 To determine
whether the prevalence of each of these policies, programs, and facilities varied by school
level, we conducted χ2 analyses (the significance level was set at P < .01 to account for
multiple comparisons).
The following policy, program, and facility
variables were used to examine unintentional injury and violence prevention: (1) requires uniforms or dress code (students must
wear school uniforms or there is a dress
code), (2) uses communication devices (during the school day, the school staff uses communication devices, such as cell phones,
2-way radios, walkie-talkies, or intercoms),
(3) designates a weapons-free school zone
(the school posts signs marking a specified
distance from school grounds in which
weapons are not allowed), (4) participates in
a “safe passages” program (school has safe
routes to school so students do not have to
go through dangerous areas), and (5) has
performed all appropriate inspection and
maintenance of facilities and equipment
(school buses and other vehicles; playground
facilities and equipment; indoor and outdoor
athletic facilities and equipment; environmental hazards, such as asbestos, pesticides,
and laboratory chemicals; school kitchen facilities and equipment; special classrooms,
such as chemistry labs and workshops;
smoke detectors; fire extinguishers; and indoor and outdoor lighting) and uses the Consumer Product Safety Commission checklist
for playground safety (safety checklist and
equipment guidelines).21
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Variables used to examine tobacco, alcohol,
and other drug use policies, programs, and facilities included (1) prohibits all tobacco use
(by students, all school staff, and visitors on
school property, in school vehicles, and at
school-sponsored functions away from school
property), (2) prohibits tobacco advertising (in
the school building, on school grounds, on
school buses, in school publications, and
through sponsorship of school events),
(3) designates a tobacco-free school zone
(school posts signs marking a tobacco-free
school zone), and (4) designates a drug-free
school zone (school posts signs marking a
drug-free school zone).
Variables used to examine nutrition and dietary policies, programs, and facilities included (1) does not have “junk food” (food
that provides calories primarily through fats
or added sugars and has minimal amounts of
vitamins and minerals) available before or
during school hours, (2) does not have a soft
drink contract or does not allow soft drink advertising (in the school building, on school
grounds, or on school buses), (3) does not
promote junk food (school does not promote
consumption of candy, meals from fast-food
restaurants, or soft drinks through posters or
displays; advertisements on textbook covers,
on school food service menus, or in the
school newsletter, newspaper, or other publication; coupons for free or reduced prices on
those products; or sponsorship of school
events), (4) has a cafeteria, and (5) operates
cafeteria at or below capacity at peak mealtimes (100% full or less).
Finally, variables used to examine health
services, mental health and social services,
and physical activity policies, programs, and
facilities included (1) has a sickroom (nurse’s
office or other area reserved for providing
standard health services), (2) has supplies
for universal precautions (in all classrooms,
in gymnasiums, on playgrounds, on playing
fields, and on school buses or other vehicles
used to transport students), (3) has a private
room for providing mental health and social
services, and (4) has any indoor or outdoor
facilities for physical education.
Except for the variable assessing compliance with playground safety guidelines (because that question was asked only of elementary schools), the variables measuring
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school health policies, programs, and facilities
were combined in an index. The index provides a count of the policies, programs, and
facilities in place; each school, therefore, received a score between 0 and 18. This score,
referred to as the school’s “policy, program,
and facility” score, was used as the dependent
variable in regression models.
Preliminary analyses indicated that pairwise correlations among the independent variables (the QED variables) were all less than
or equal to .27; thus, we included all independent variables in the regression model.
The full model was overspecified. Although
pairwise correlations analysis will not diagnose collinearity between a given independent variable and a linear combination of a
subset of other independent variables, more
robust multicollinearity diagnostics were not
possible. Because of this limitation, it was necessary to run separate models, each with independent variables that were conceptually
related.
The first regression model included the
following independent variables: school level
(elementary vs middle/junior high vs senior
high), school type (public vs private vs Catholic), urbanicity (urban vs suburban vs rural),
and school enrollment size (included as a
continuous variable). The second model included school level plus 2 continuous independent variables: discretionary per-pupil expenditure and percentage of White students
in the school. Because the percentage of college-bound students was assessed only at the
high school level, the third model—which included discretionary per-pupil expenditure,
percentage of White students, and percentage of college-bound students as independent
continuous variables—was run for high
schools only.

RESULTS
The percentage of schools that inspected
and provided appropriate maintenance to
their equipment and facilities is shown in
Table 1. More than 80% of schools performed each type of inspection and maintenance, with most types being performed by
more than 95% of schools. Because of the
lack of variability among these types of inspection and maintenance, they were com-

TABLE 1—Percentage of Schools That
Inspected and Provided Appropriate
Maintenance to Equipment and
Facilities During the 12 Months
Preceding the Study: School Health
Policies and Programs Study, 2000
Type of Policy

Schools (%)

Fire extinguishers
Inspection or maintenance of halls,
stairs, and regular classrooms
Inspection or maintenance of indoor
athletic facilities and equipment
Inspection or maintenance of kitchen
facilities and equipment
Inspection or maintenance of outdoor
athletic facilities and equipment
Inspection or maintenance of playground
facilities or equipmenta
Inspection or maintenance of school
buses or other vehicles used to
transport students
Inspection or maintenance of special
classroom areas (e.g., chemistry
labs, workshops, art rooms)
Lighting inside of the buildings
Lighting outside of the buildings
Protection of students and staff from
environmental hazards
Smoke detectors

99.3
96.6
95.5
96.6
94.8
94.8
98.4

80.8

97.5
94.6
94.4
85.2

a

Among elementary and middle/junior high
schools only.

bined into a single variable that indicated
whether the school performed all of these
types of inspection and maintenance.
For each school level, the prevalence of
each policy, program, and facility related to a
healthy physical school environment, including the combined inspection and maintenance
variable just described, is shown in Table 2.
Although many of the policies, programs, and
facilities were equally likely to be in place at
all school levels, the analysis revealed a few
exceptions. For example, senior high schools
were the most likely to have performed appropriate inspections and maintenance in the
12 months preceding the study. Middle/junior
high schools were more likely than elementary schools to require uniforms or a dress
code. In addition, elementary schools were
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the most likely, and senior high schools the
least likely, to limit the availability of junk
food to students through vending machines,
canteens, and school stores. Similarly, elementary schools were the most likely, and
senior high schools the least likely, to prohibit
soft drink advertising or to not have a soft
drink contract.
The distribution of policy, program, and facility scores for each school level is shown in
Table 3. Elementary schools had a mean of
11.0 (95% confidence interval [CI] = 10.6,
11.4) policies, programs, and facilities in
place; middle/junior high schools had a mean
of 10.4 (95% CI = 10.0, 10.8); and senior
high schools had a mean of 10.4 (95% CI =
10.1, 10.7). No school had all 18 of these
policies, programs, and facilities in place, and
fewer than 10% of schools at any level had
15 or more in place.
Regression analysis indicated that school
level was significantly associated with the
policy, program, and facility score, with elementary schools having significantly higher
scores than senior high schools (β = 0.6; P =
.02). On the basis of this finding, school
level was included as a control variable in
subsequent analyses. The first regression
model (including school type, urbanicity,
and school size as independent variables)
revealed that the policy, program, and facility score was significantly associated with
each of the independent variables. Specifically, Catholic schools (β = –2.2; P < .0001;
mean score = 9.3) and private schools (β =
–3.9; P < .0001; mean score = 7.4) had significantly lower scores than did public
schools (mean score = 11.7). In addition,
rural schools (β = –0.6; P = .05; mean score
= 10.5) and suburban schools (β = –0.4; P =
.04; mean score = 10.5) had significantly
lower scores than did urban schools (mean
score = 11.2). School size was positively associated with score, indicating that the
larger the school, the higher its score (β =
.001; P < .001).
The second and third regression analyses
did not reveal any statistically significant associations among policy, program, and facility
score and the percentage of White students,
the school’s discretionary per-pupil expenditure, or, among high schools, the percentage
of college-bound students (all P ≥ .2).
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TABLE 2—Percentage of Elementary, Middle/Junior High, and Senior High Schools With
Policies, Programs, and Facilities Related to a Healthy Physical School Environment: School
Health Policies and Programs Study, 2000
Policies, Programs, and Facilities
Has performed all appropriate inspection and
maintenance of facilities and equipmenta
Requires uniforms or dress code
Uses communication devices
Designates a weapons-free school zone
Has a safe passages program
Prohibits all tobacco use
Prohibits tobacco advertising
Designates a tobacco-free school zone
Designates a drug-free school zone
Uses Consumer Product Safety Commission
checklist for playground safetyb
Does not have junk food available before or
during school hours
Does not have a soft drink contract or does
not allow soft drink advertising
Does not promote junk food
Has a cafeteria
Cafeteria operates at or below capacity at
peak mealtimes
Has a sickroom
Has supplies for universal precautions
Has a private room for providing mental health
and social services
Has any indoor or outdoor facilities for
physical education

Elementary
Schools (%)

Middle/Junior
High Schools (%)

Senior
High Schools (%)

2

35.7

40.3

56.8

24.9**

82.1
80.7
24.4
16.4
47.8
91.3
43.2
53.3
47.8

93.5
78.0
21.2
13.0
41.9
91.1
38.6
48.1
...

88.3
80.1
25.8
8.1
49.4
91.2
46.5
49.4
...

19.6**
0.6
2.4
10.9*
3.4
0.01
3.3
1.7
...

60.9

34.4

5.7

180.8**

88.2

77.2

56.4

72.2**

66.2
88.6
98.5

65.8
91.7
96.0

59.3
93.6
92.6

3.8
3.3
11.9*

84.8
36.9
90.7

75.4
34.6
88.7

78.6
36.8
96.2

8.6*
0.5
12.1*

100.0

100.0

99.6

1.0

TABLE 3—Distribution of Policy,
Program, and Facility Scores Related to
a Healthy Physical School Environment,
by School Level: School Health Policies
and Programs Study, 2000
Policy,
Program,
Middle/Junior Senior
and Facility Elementary
High
High
Scorea Schools (%) Schools (%) Schools (%)
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18

0.5
1.0
0.4
1.3
3.8
4.9
2.3
7.2
6.9
7.9
11.2
15.6
17.9
10.3
5.0
2.3
1.6
0.0

0.6
0.6
0.0
3.2
1.8
3.0
6.5
7.3
13.8
11.0
12.7
15.7
11.2
7.8
3.4
1.4
0.0
0.0

0.0
0.7
0.6
0.7
1.6
2.1
5.4
11.0
15.5
9.9
18.6
10.3
14.4
6.1
1.8
1.4
0.0
0.0

a
The policies, programs, and facilities examined in
this study (see Table 2) were combined into an index
counting the number of policies and programs in
place. Each school received a policy and program
score between 0 and 18.

a

See Table 1 for types of inspection and maintenance included in this variable.
Not included in index.
*P < .01; **P < .0001. P values are 2-tailed.
b

DISCUSSION
The policies and programs that a school
chooses to adopt and the physical environment it maintains are important aspects of the
school environment that promote health,
safety, and learning among students. This
study examined various physical features of
school buildings as well as policies and programs that influence the physical nature of the
school in a variety of areas, including violence
and unintentional injury; alcohol, tobacco,
and other drug use; nutrition and dietary behaviors; health services; mental health and social services; and physical activity and fitness.

Whereas SHPPS 2000 examined other features of the physical school environment, the
policies, programs, and facilities examined in
this analysis were limited to those recommended in literature such as the CDC guidelines for school health programs.
For example, the CDC School Health
Guidelines to Prevent Unintentional Injuries
and Violence17 advocates conducting regular
safety and hazard assessments of the building facility and equipment, and, for elementary schools, using the Consumer Product
Safety Commission playground safety checklist,21 which can be used to ensure that playground equipment is safely maintained. Only
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57% of senior high schools and less than
50% of elementary and middle/junior high
schools reported performing all appropriate
inspection and maintenance of facilities and
equipment. Fewer than one half of elementary schools reported using the Consumer
Product Safety Commission playground
safety checklist. SHPPS 2000 did not examine the reasons for deficits in inspections and
maintenance; however, it may be that tight
school budgets are contributing to understaffing or inadequate repair budgets. These
data are not surprising, given that the US
General Accounting Office found that about
one third of schools reported needing extensive repair or replacement of 1 or more
buildings.8
The CDC Guidelines for School Health Programs to Prevent Tobacco Use and Addiction
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supports the prohibition of tobacco product
use and advertising on school grounds.18 Such
policies not only prevent exposure of students
and staff to environmental tobacco smoke but
also create an environment that supports nonsmoking and a student’s decision not to
smoke.18 By analogy, drug-free school zones
were included in this analysis as well. Although 9 of 10 schools prohibit tobacco advertising, far fewer schools prohibit all tobacco use among students, teachers, staff, and
visitors and specifically designate a tobaccofree and drug-free school zone.
This analysis found that most schools had a
cafeteria that could accommodate students
during mealtimes; however, far fewer schools,
especially senior high schools (6%), reported
that junk food was unavailable to students
during school hours. These data are relevant
to national concern regarding the increasing
obesity epidemic among youth. Results from
the 1999–2000 National Health and Nutrition Examination Survey indicate that an estimated 15% of children and adolescents aged
6 to 19 years are overweight.22 School-based
environmental strategies to promote physical
activity and healthy eating are important in
addressing this problem.23 As described in
the CDC Guidelines for School and Community
Programs to Promote Lifelong Physical Activity
Among Young People19 and Guidelines for
School Health Programs to Promote Lifelong
Healthy Eating,20 school cafeterias that allow
children to eat in comfortable surroundings,
school policies that promote healthy eating
and provide healthy choices, and opportunities for physical activity during the school day
are critical environmental elements for addressing obesity among youth.19,20,23,24
Most schools reported that they had a sickroom for providing standard health services
for students and a private room for providing
mental health and social services. However,
only about one-third of schools reported that
they had supplies for universal precautions in
all classrooms, in gymnasiums, on playgrounds, on playing fields, and on school
buses or other vehicles used to transport students. Research has shown that whereas most
(77%) schools have a part- or full-time school
nurse who provides health services to students at the school, those school nurses are
present for only an average of 22 hours per

week.25 Consequently, it is likely that some
student injuries will occur when a school
nurse is unavailable. If supplies for universal
precautions were widely available to teachers
and staff, they would be better able to protect
themselves and students in the event of an
emergency.
Other research suggests that urban schools,
schools with a high minority student enrollment, and schools with a high percentage of
low-income students are more likely to experience unsatisfactory school environmental
conditions, such as poor ventilation, heating
or lighting problems, or inadequate physical
security.8–11 Our analysis found contrary results for the particular environmental variables investigated in our study; that is, urban
schools were implementing more environmental policies and programs and had more
facilities. In addition, the percentage of White
students, the school’s discretionary per-pupil
expenditure, and, among high schools, the
percentage of college-bound students were
not indicative of a more health-promoting
physical environment as measured in this
study. This analysis also found that elementary schools were more likely than senior
high schools, public schools more likely than
private and Catholic schools, and larger
schools (i.e., those with higher enrollment)
more likely than smaller schools to adopt
more policies and programs or to have these
facilities. However, these data do not provide
insight into the reasons for these differences.
It is not clear, for example, whether schools
with lower policy, program, and facility scores
fail to perceive a need for these school features, have less oversight, or lack the financial
or human resources to implement the policies
and programs.
This study has at least 3 important limitations. First, SHPPS 2000 was not designed to
investigate fully all aspects of the physical
school environment, and some important data
on this topic are absent. For example, recent
reports suggest that daylighting in schools26
and indoor air quality issues27 are linked to
school attendance and student performance,
but these variables were not examined in
SHPPS 2000. Second, the school demographic variables we used might not fully capture the characteristics of a school. For example, the percentage of college-bound students
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is just 1 measure of the level of student
achievement in the school. Third, these data
are cross-sectional and do not allow us to
infer causality.
Although schools are implementing some
important school building policies and programs and have important facilities in place,
room for improvement exists. On average, elementary schools had 11.0 and middle/junior
and senior high schools had 10.4 out of a
possible 18 policies, programs, and facilities
examined in this study. The CDC’s school
health guidelines provide guidance to personnel and policymakers at the school, district,
state, and national levels on unintentional injuries and violence,17 tobacco use and addiction,18 physical activity,19 and healthy eating.20 These guidelines include a school
environment component. To help put the recommendations included in these guidelines
into action, the CDC also developed the
School Health Index, a self-assessment and
planning guide that enables schools to identify the strengths and weaknesses of their
health promotion policies and programs; develop an action plan for improving student
health; and involve teachers, parents, students, and the community in improving
school services.28 The results of the analyses
presented in this article suggest that many
schools could benefit from these resources.

About the Authors
All of the authors are with the Division of Adolescent and
School Health, National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control
and Prevention, Atlanta, Ga.
Requests for reprints should be sent to Sherry Everett
Jones, PhD, MPH, JD, Centers for Disease Control and
Prevention, 4770 Buford Hwy NE, Mail Stop K-33, Atlanta, GA 30341 (e-mail: sce2@cdc.gov).
This article was accepted May 8, 2003.

Contributors
S. Everett Jones and N. D. Brener planned the analysis
and wrote the article. N. D. Brener supervised data analysis. T. McManus conducted the data analysis.

Acknowledgments
The authors thank Gregory Todd Jones, a Fellow with
the Consortium on Negotiation and Conflict Resolution
at the Georgia State University College of Law, for statistical consultation.

Human Participant Protection
The centers for Disease Control and Prevention’s institutional review board determined the School Health

American Journal of Public Health | September 2003, Vol 93, No. 9

 RESEARCH AND PRACTICE 

Policies and Programs Study 2000 to be exempt from
review.

References
1. Executive Order 13045: Protection of children
from environmental health risks and safety risks. 62
Federal Register 19 885 (1997).
2. Amendments to Executive Order 13045, protection of children from environmental health risks and
safety risks, 68 Federal Register 19 931 (2003).
3. Day DR. Environmental Law: Fundamentals for
Schools. Alexandria, Va: National School Boards Association; 1995.
4. Lyons JB. IssueTrak: Do School Facilities Really Impact a Child’s Education? Scottsdale, Ariz: Council of
Educational Facility Planners International; November
2001.
5. US General Accounting Office. School Facilities:
Construction Expenditures Have Grown Significantly in
Recent Years. Washington, DC: US General Accounting
Office; 2000. GAO/HEHS-00-41.
6. US Department of Education. A Back to School
Special Report on the Baby Boom Echo: No End in Sight.
Washington, DC: US Dept of Education; August 19,
1999. Available at: http://www.ed.gov/pubs/
bbech099. Accessed June 7, 2003.
7. Sustainable Buildings Industry Council. High Performance School Buildings: Resource and Strategy Guide.
Washington, DC: Sustainable Buildings Industry Council; 2001.
8. US General Accounting Office. School Facilities:
Condition of America’s Schools. Washington, DC: US
General Accounting Office; 1995. GAO/HEHS-95-61.
9. US General Accounting Office. School Facilities:
America’s Schools Report Differing Conditions. Washington, DC: US General Accounting Office; 1996. GAO/
HEHS-96-103.
10. American Public Health Association. Creating
Healthier School Facilities. Washington, DC: American
Public Health Association; 2000. Policy Number
200010.
11. School Siting Committee, Child Proofing Our
Communities Campaign. Creating Safe Learning Zones:
Invisible Threats, Visible Actions. Falls Church, Va: Center for Health, Environment and Justice; January 2002.
Available at: http://www.childproofing.org/cslzindex.
html. Accessed June 7, 2003.
12. US Department of Health and Human Services.
Healthy People 2010. Conference ed. 2 vols. Washington, DC: US Dept of Health and Human Services;
2000.
13. School Health Policies and Programs Study 2000:
a summary report. J Sch Health. 2001;71:251–350.
14. Brener ND, Kann L, Smith TK. Reliability and validity of the School Health Policies and Programs Study
2000 questionnaires. J Sch Health. 2003;73:29–37.

17. Centers for Disease Control and Prevention.
School health guidelines to prevent unintentional injuries and violence. MMWR Morb Mortal Wkly Rep.
2001;50(RR-22):1–73.
18. Centers for Disease Control and Prevention.
Guidelines for school health programs to prevent tobacco use and addiction. MMWR Morb Mortal Wkly
Rep. 1994;43(RR-2):1–18.
19. Centers for Disease Control and Prevention.
Guidelines for school and community programs to promote lifelong physical activity among young people.
MMWR Morb Mortal Wkly Rep. 1997;46(RR-6):1–36.
20. Centers for Disease Control and Prevention.
Guidelines for school health programs to promote lifelong healthy eating. MMWR Morb Mortal Wkly Rep.
1996;45(RR-9):1–41.
21. US Consumer Product Safety Commission. Washington, DC: US Consumer Product Safety Commission,
Office of Information and Public Affairs; 1997. Number 325.
22. Centers for Disease Control and Prevention. Prevalence of Overweight Among Children and Adolescents:
United States, 1999–2000. Hyattsville, Md: Centers for
Disease Control and Prevention, National Center for
Health Statistics. Available at: http://www.cdc.gov/
nchs/products/pubs/pubd/hestats/overwght99.htm.
Accessed June 7, 2003.
23. Wechsler H, Devereaux RS, Davis M, Collins J.
Using the school environment to promote physical activity and healthy eating. Prev Med. 2000;
31:S121–S137.
24. Hannan P, French SA, Story M, Fulkerson JA. A
pricing strategy to promote sales of lower fat foods in
high school cafeterias: acceptability and sensitivity
analysis. Am J Health Promot. 2002;17:1–6, 11.
25. Brener ND, Burstein GR, DuShaw ML, Vernon
ME, Wheeler L, Robinson J. Health services: results
from the School Health Policies and Programs Study
2000. J Sch Health. 2001;71:294–304.
26. Heschong Mahone Group. Daylighting in Schools:
An Investigation Into the Relationship Between Daylighting and Human Performance. San Francisco, Calif: Pacific Gas & Electric Co; 1999.
27. US Environmental Protection Agency. IAQ Tools for
Schools: IAQ Backgrounder. Washington, DC: US Environmental Protection Agency; 2000. Available at: http://
www.epa.gov/iaq/schools/tfs/iaqback.pdf. Document
Number 402-C-00-002. Accessed June 7, 2003.

Children’s
Environmental Health
By Dona Schneider and
Natalie Freeman

T

he health of our children is a critical
issue facing our society today. The toll
of childhood death and disability extends
well beyond the individual child to affect
all of us. This book empowers readers by
providing clear information about environmental threats and what we can do to
prevent them.
The six chapters include Infectious
Diseases in the Environment; Injuries and
Child Health; The Legacy of Lead;
Environmental Chemicals and Pests;
Childhood Asthma; and Reducing
Environmental Health Risks. An
Appendix of activities to do with children
is included.
Pediatricians, child health care practitioners and parents will find this book an
invaluable resource.
ISBN 0-87553-241-1
2000 ❚ 149 pages ❚ softcover
$13.50 APHA Members
$19.95 Nonmembers
plus shipping and handling

American Public Health Association
Publication Sales
Web: www.apha.org
E-mail: APHA@TASCO1.com
Tel: (301) 893-1894
CE01J7
FAX: (301) 843-0159

28. Centers for Disease Control and Prevention. SHI:
School Health Index for Physical Activity, Healthy Eating
and a Tobacco-Free Lifestyle. A Self-Assessment and
Planning Guide. Atlanta, Ga: Centers for Disease Control and Prevention; 2002. Available at: http://www.
cdc.gov/nccdphp/dash/SHI/index.htm. Accessed June
7, 2003.

15. Quality Education Data National Education Database. Denver, Colo: Quality Education Data; 1998.
Available at: http://www.qeddata.com. Accessed June
7, 2003.
16. Smith TK, Brener ND, Kann L, Kinchen SA,
McManus T, Thorne J. Methodology for the School
Health Policies and Programs Study 2000. J Sch Health.
2001;71:260–265.

September 2003, Vol 93, No. 9 | American Journal of Public Health

Everett Jones et al. | Peer Reviewed | Research and Practice | 1575

