Reducing Youth Health Disparities Requires

Data for Continuous Improvement

OVERVIEW
SOPHE-ASCD Expert Panel on
Reducing Youth Health Disparities
In June 2010, the Society for Public
Health Education (SOPHE) and
ASCD convened 24 subject matter
experts in health education, health
care, public health and education
to develop recommendations for
eliminating
health
disparities
among youth, based on best
practices
and
policies.
Recommendations from the Expert
Panel
includes
these
five
overarching areas:



Cross-agency collaboration

 Using data for continuous
improvement





Health care access
Supportive, nurturing &
healthy learning environments
Promotion of healthenhancing behaviors through
K-12 health education and
physical education

Using appropriate data to ensure continuous
improvements in education outcomes is critical to our
productivity as a nation. Measuring the inputs in
education (i.e. the process variables such as experienced
teachers, equitable resources and a nurturing and
supportive learning environment) is also critical to
understanding and improving the outcomes of
education (e.g., achievement scores, high school graduation and attending college). This fact
sheet examines the SOPHE-ASCD Expert Panel on Reducing Youth Health Disparities
recommendation to better access and utilize data to promote continuous improvements in
health and educational programming.

FOCUSING ONLY ON SCHOOL OUTCOMES DOES NOT ADDRESS ROOT
CAUSES OF THE ACHIEVEMENT GAP.
Focusing only on the outcomes of schooling — grades, achievement scores, graduation, and
college attendance — does not reveal many of the root causes of the achievement gap.
These factors include inequitable distribution of experienced teachers, 1 inequities in funding,2
lower parent involvement in the education of poor students 3 and chronic absenteeism among
some students.4 The inequity in educational resources that poor and minority students
experience is often not emphasized, nor addressed. Another major barrier to the
achievement of poor students that is often overlooked is their physical and mental health
status.

POOR CHILDREN’S HEALTH STATUS AND BEHAVIORS HINDERS LEARNING.
Poor children have more chronic and infectious disease, injury and social/emotional and
behavioral problems than their more affluent peers. 5 Low-income children have nearly 12
times as many missed school days because of oral health problems. 6 Poor students are more
likely to be diagnosed with asthma (17% versus 12%) than youth living in more affluent
families.7 Poor children living in families with an income of less than $35,000, were twice as
likely to have a learning disability (12%) than children (6%) living in families with an income of
$100,000 or more.8 Poor children experience more food insufficiency.7 These children are
less likely to eat breakfast and are more likely to have poorer nutritional habits. 9 Being
undernourished can have lasting effects on overall health, cognitive growth, school
performance, and behavioral and psychosocial problems.10 Finally, students living in poor
families engage in more health risk behaviors, such as smoking, binge drinking, and a
sedentary lifestyle,11 which can also threaten learning.
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DATA MUST BE MONITORED TO ADDRESS THE
ACHIEVEMENT GAP.
To successfully address the achievement gap, schools must
increase their focus on those modifiable risk factors such as
chronic absenteeism and behavioral problems. These factors
are more salient predictors of poor achievement than are
the socioeconomic factors of race, poverty and family
background.12,4

“No Child Left Behind and its emphasis on
standards, assessment, and accountability
provided us with a way to know which students
are succeeding and which are falling short.
That’s why we must continue to measure —
because what gets measured gets done.”21

Chronic absenteeism among students is associated with low
academic achievement13 and dropping out of school,14,4 yet
most schools do not track chronic absenteeism of individual
students.15 Even poor 6th grade attendance predicts
dropping out in high school.16 Chronic absenteeism can be
reduced through the implementation of an early warning
system that monitors and reports data,15 so that targeted
interventions can be implemented.

Margaret Spellings, Education Week, January 12, 2012

Poor study behaviors reduces achievement. Allensworth
and Easton4 found that those students in the 9th grade in
Chicago Public Schools who reported higher rates of
studying failed about 0.4 fewer courses than students with
similar test scores and attendance rates but who studied less
time.

ENGAGING IN HEALTH RISK-BEHAVIOR IS
ASSOCIATED WITH REDUCED ACADEMIC
ACHIEVEMENT.
Over half of all high school students have engaged in two or
more health-risk behaviors, with 15% of students involved in
at least five health-risk behaviors:17
 21.9% of students had engaged in binge drinking
during the 30 days before the survey18
 20.7% of students had taken prescription drugs (e.g.,
Oxycontin, Percocet, Vicodin, codeine, Adderall,
Ritalin, or Xanax) without a doctor’s prescription18
 33.7% of high school students are sexually active18

CONTINUOUS IMPROVEMENT IN ACHIEVEMENT
OCCURS WHEN DATA ARE USED TO INFORM
STAKEHOLDERS ABOUT STUDENTS’ PROGRESS.
One of the benefits of the No Child Left Behind legislation
was to begin to track students’ achievement by gender,
ethnicity, income and English proficiency. Ten years after
the legislation, systems of accountability have been
established in every state. Further, the education sector in
2005 developed a nationwide system to assess 10 essential
elements of achievement such as progress through K-12,
test scores, graduation and drop out data, college readiness
indicators and demographic data. By 2011, all but one state
had incorporated at least eight elements into their state
data tracking systems. Thirty-six states have all 10 Elements,
up from zero in 2005.20 States are also working to
implement 10 necessary policies or actions to support
effective data use. The first of the ten policies to make the
data actionable is to: Link state K–12 data systems with
early learning, postsecondary education, workforce, social
services, and other critical agencies.20 One of the critical
agencies would be the state’s public health agency.

Students who engage in health-risk behaviors tend to
receive lower grades than their classmates who do not
engage in health-risk behaviors.19 While this association
does not prove causation, academic failure is consistently
associated with increased involvement across a variety of
health risk-behaviors. Monitoring health-risk behaviors and
implementing evidenced-based programming to reduce
these behaviors can improve student outcomes.
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CONTINUOUSLY MEASURING REDUCTIONS IN
BARRIERS TO ACADEMIC ACHIEVEMENT ENSURES
ACADEMIC IMPROVEMENT OF POOR STUDENTS.
Measuring the outcomes of education alone, such as test
scores and graduation rates, is not sufficient. Measuring
continuous improvement in reducing the barriers to
achievement (e.g., a poor learning environment, lack of
family involvement, lack of health care access, engaging in
health risk behaviors, inequitable resources, chronic
absenteeism, and inexperienced teachers) are also critical to
promoting student achievement and high school graduation.
Margaret Spellings, former head of the U.S. Department of
Education, has noted that what gets measured, gets
addressed.21
One factor that is critical to students’ success is a safe and
supportive learning environment,22 yet only 21 states
required schools to report school climate data to the
public.23 The research is also quite clear that family
involvement improves achievement,22 as well as safety at
school.24 In low-income schools, teachers are less likely to
initiate family involvement activities.25 Requiring schools to
monitor and improve student, staff and family perceptions
of the learning environment, as well as increasing family
involvement in their child’s education, would improve

outcomes for poor students.
Additionally, the monitoring of health data (e.g.,
health-related absenteeism, health care access, chronic
disease management and health-risk behaviors) would assist
stakeholders to assess and correct additional barriers to
academic progress.

THE LEGISLATIVE PRIORITY AGENDA OF ASCD17
HAS CALLED FOR THE ESTABLISHMENT OF A
SYSTEM OF RECIPROCAL ACCOUNTABILITY
AMONG POLICYMAKERS, FAMILIES, EDUCATORS
AND STUDENTS TO ENSURE SUCCESSFUL
STUDENT OUTCOMES.
“Just as educators have accepted accountability, so, too,
must policymakers, parents, and communities accept their
roles in student success. Public, user-friendly reporting of all
education and student achievement data in disaggregated
formats, including resource allocations and funding levels,
will allow transparency, promote equity, and empower all
interested parties to hold appropriate entities accountable
for their responsibilities to children.” - ASCD17

Every community needs the public health, health care, juvenile justice, social
services agencies and education agencies engaged in cross-agency
collaboration to improve students’ health and learning, particularly for our
most vulnerable children. These agencies can link efforts by sharing
assessment data, measuring inputs as well as outputs in a process of
continuous improvement of the health, learning and
well-being of all students.

“We believe that investment in student
performance data that is accessible,
meaningful, and actionable to families is a core
component of 21st century
family engagement strategies.”26
Weiss & Lopez, Handbook on Family and
Community Engagement, 2011
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Expert Panel Policy Recommendations
Ensuring that all students progress equitably through the educational systems requires the collaboration of the
education sector and the public health and health care sectors in each community to measure, report and
reduce those learning barriers facing poor students. The Expert Panel recommended tracking of indicators that
would indicate continuous improvement in measuring and reducing barriers, including:

Community and School Level:







A district/municipal community coordinating committee measures the following indicators
annually and disaggregates the data for each school in the district by SES status, race and
ethnicity; disease-related absenteeism; chronic absenteeism; truancy; suspensions; student
health behaviors; health literacy; fitness rates; teen birth rates; and perceptions of school climate
of students, staff, and families; as well as the scores on national proficiency exams in the 4 th, 8th
and 12th grade and graduation rates.
A district/municipal community coordinating committee reports annually to the community and
to the state students’ health, safety, and achievement indicators as a means to promote
continuous improvement of academic achievement of low-income students.
Public health, health care, social service and juvenile justice agencies utilize the education sector’s
student identification numbers so that their data can be shared and aggregated with educational
data.
Evidence of family communication and engagement activities within each component of the
school health program occur and are annually reported to the municipal/district community
coordinating committee.

State Level:




State education agencies require students’ fitness scores reported to the state as a mechanism to
monitor continuous improvement in student fitness and physical activity.
The State Health Department and the State Education Agency collaborate to share data and
require the reporting of relevant local health and educational data of students.

National Level:



Implementation of health care reforms includes attention to student indicators that influence
achievement (e.g., chronic absenteeism, chronic disease management, health risk behaviors and
preventative health care services).

About the SOPHE-ASCD Panel on Eliminating Youth Health Disparities
Convened in June 2010 in Washington, DC, the SOPHE-ASCD Panel on Eliminating Youth Health Disparities was a major first step in breaking down the silos
between the education and public health leaders to address some of the most pressing problems facing poor children and youth. The summit promoted
expert and innovative solutions for improved collaboration, programs and policies at the federal, state, district, community and school levels to reduce
youth disparities and provide all children with a foundation for a healthy and productive future. For more information, see http://www.sophe.org/
SchoolHealth/Disparities.cfm.
About the Expert Panel Sponsors
Founded in 1950, the Society for Public Health Education (SOPHE) provides global leadership to the profession of health education and health promotion
and promotes the health of society. SOPHE’s 4,000 National and chapter members work in schools, community-based organizations, health care setting,
worksites and national/state/local government. For more information, see www.sophe.org. Founded in 1943, ASCD (formerly the Association for
Supervision and Curriculum Development) is an educational leadership organization dedicated to advancing best practices and policies for the success of
each learner. ASCD’s membership includes 150,000 professional educators from all levels and subject areas - superintendents, supervisors, principals,
teachers, professors of education, and school board members – in more than 145 countries. For more information, see www.ascd.org.
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