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During the 1986 session of the Virginia
General Assembly, state Senator Robert C.
Scott (D-Newport News) introduced a resolution requesting the Secretary of Human
Resources to study the health needs oj'schoolage children. In response, Secretary of Human Resources Eva S. Teig convened a special
taskforce to assist with the efforts ofthe study.
During the same period, the American Medical Association completed and released a
"White Paper on Adolescent Health, "finding
that both morbidity and mortality rates for
adolescents are 11 percent higher today than
they were twenty years ago,
More recently, the Committee for Economic
Development, an independent research and
educational organization of over twohundred business executives and educators,
issued similar findings and called for schools
to engage in early intervention andprevention
strategies to better equip today s students to
be the employees of tomorrow.
This News Letter, from the Office of the
Secretary of Human Resources, reflects the
findings and recommendations of these three
timely studies.
School-age children statistically are among
the healthiest segments of our population.
Most have escaped childhood's contagious
diseases and are not yet plagued with the
chronic, degenerative diseases associated with
later adulthood. Not all of Virginia's children
share in this good health, however. Many still
face traditional illnesses and health-related
conditions like vision and hearing impairments or dental and nutritional problems.

In addition, another set of health-related
conditions exists that have been collectively
termed the "new morbidity." The "new morbidity" is defined as those disorders that have
social and educational rather than biological
causes; it is associated with the increased pace
and demands of today's society. For schoolage children, the "new morbidity" takes the
form of problems like learning disorders,
alcohol abuse, drug abuse, school dropout,
teenage pregnancy, violent behavior, depression, and suicide. Twenty years ago, these
problems were not so prominent as they are
today, when morbidity and mortality rates
for adolescents are 11 percent higher than
they were then.
Children are also socially vulnerable, dependent on others for resources, guidance, and
support. In most cases children do not have
the capacity or the foresight to deal with
health concerns that may have longterm negative consequences on their lifestyle patterns
and life expectancies. Yet it is becoming
increasingly difficult for the family alone to
meet the basic health care needs of its children. The majority of children today live in
either one-parent families or two-parent families where both parents work. Low income,
poverty, and the limited availability of health
care resources to families further reduce the
quality of our school-age children's health.
The Committee for Economic Development
(CEO) has noted the correlation between
school failure and poverty:
Children of the poor suffer more frequently from almost every form of
childhood deficiency, including infant

mortality, gross malnutrition, recurrent and untreated health problems,
psychological and physical stress, child
abuse and learning disabilities.
These poor students are three times more
likely to become dropouts than students from
more economically advantaged homes.
Twenty-five percent of all children under age
6 now live in poverty. If these trends continue,
American business will face a severe employment crisis. The scarcity of well-educated,
well-qualified people in the work force will
seriously damage this country's competitive
position in an increasingly challenging global
marketplace. The impact of new technologies
is expected to drive total demand for privatesector employment to 156.6 million jobs,
nearly twice that in 1978. If these estimates
are only close to the mark, there will be a
shortage of over 23 million Americans willing
and able to work.
School health services offer one way to address the unmet health needs of children so
they are better prepared for learning and
functioning successfully in school. The
schools alone cannot be expected to meet all
health care needs; they are, however, a key
part of a child's world, and important health
services can be provided in this setting.
This News Letter will assess the health status
and needs of school-age children in Virginia
between the ages of 5 and 19. It will examine
the adequacy of the current health services
system in Virginia's public schools and recommend ways to improve the provision of
school health services to this population.

8

HEALTH STATUS OF
SCHOOL-AGE CHILDREN
The health problems of school-age children
have shifted substantially. At one time in the
recent past, infectious diseases like measles,
polio, and diphtheria were major threats to
children's health. Today these are no longer
a serious problem, thanks to the widespread
use of vaccines and antibiotics, as well as
improved sanitation, nutrition, and housing.
Current health problems of school-age children often relate to growth and development,
adverse conditions resulting from risk-taking
behavior, and the accumulated effects of
inadequate health care. The following data
reflect these changing patterns within the
Commonwealth.

Population Estimates
u:€ nUmb€f of schoGl-age childr~n .n Virginia
in 1985 was estimated to be 1,242,574 (22
percent of the total population). This is
projected to decline over the next two decades, to about 16 percent of the total population.

-----:I..

Mortality
The age groups 5-9 and 10-14 have the lowest
mortality rates of all age groups. In 1985 the
5-19 year age group had 477 deaths statewide,
50 percent of which were due to accidents.
In the 15-19 year age group, accidents were
the leading cause of death, followed by suicide
and homicide. Suicide rates are increasing in
both the 10-14 and 15-19 age groups; in
addition, there are 50-100 suicidal gestures
for every successful suicide. Alcohol has been
implicated in 50 percent of motor vehicle
fatalities and homicides.

Morbidity and Pregnancy
Injuries. Injuries are the leading cause of
hospital visits and hospitalizations for males.
The ratio of motor vehicle accident fatalities
to injuries is I: 100. The other common injuries
are related to sports, athletics, bicycle, and
other recreational activities.
Pregnancy. In 1985, 19,864 pregnancies occurred among teenagers 19 years of age and
under. Of that number, 53 percent terminated
in live births. This proportion varies from
39 percent in northern Virginia to 62 percent
in the southwest region. An estimated 60 to
90 percent of pregnant teenagers never finish
high school.
Gonorrhea. In 1984-85 there were 5,092 cases
of gonorrhea in children 10-19 years, co?stituting 27 percent of all gonorrhea cases In
the state.
Abuse and Neglect. In 1983-84, 56 percent
of the confirmed reports of abuse and neglect
(6,760 of 12,072 reports) were in the 7-18 age
group.
Special Education. In 1985, 101,517 children
and young adults, or about 10 percent of that

population group, were in special education
programs. Of that number, 44 percent were
enrolled for learning disabilities; 29 percent
for speech/language impairments; 14 percent
for mental retardation; and 7 percent for
serious emotional disturbance.

ages 6-11, and more than 32 percent of those
ages 11-17, have gingivitis. While gingivitis
is generally mild in the early years, the danger
lies in the disease's gradual progression, which
results in the loss of supporting tooth structures and eventually of the teeth.

Juvenile Arrests. In 1984, there were 33,622
arrests of children under 18-and 12,237 of
those were of children under 15 years of age.

These data present compelling challenges to
all of those involved in health care delivery
to children and adolescents.

Substance Abuse. National estimates indicate
that I in 16 high school seniors drinks alcoholic beverages daily; and, when surveyed,
41 percent said they had consumed five or
more drinks on a single occasion in the
preceding two weeks. At least I in 5 high
school seniors smokes cigarettes daily.

SCHOOL HEALTH SERVICES

Nutrition. Nationally, about 10-15 percent of
all students are overweight. Further, 5 to 10
percent of adolescent girls suffers from bulimia or anorexia nervosa, with mortality
rates for anorexia exceeding 9 percent.
Emotional Disorders. Best estimates indicate
that 12 percent of the children in Virginia
(i.e., 177,500) suffer from a diagnosable behavioral or emotional disorder. About 77,500
children can be classified as having a serious
emotional disturbance, leading to impaired
family, school, or peer relationships. In fiscal
year 1985-86, 602 children were admitted to
public mental health facilities in the state.
Behavioral and emotional disorders are assuming major priority due to their longterm
adverse outcomes.

Dental Health
Despite the real gains made during the past
thirty years in preventing tooth decay, dental
defects remain the number one condition
reported by the Department of Education in
its annual health screening program.
Dental caries (a localized, progressive, and
irreversible destruction of the tooth) strikes
early in life and accelerates throughout childhood and early teenage years. Virginia's statistics ind·cate that by 5 year-s af age, more
than three primary teeth have been affected
by caries in the average child. By the age
of 13, three permanent teeth have been affected; and by the age of 17, this average
rises to almost six teeth.
Recent surveys in the Commonwealth indicate that over 50 percent of the school-age
children at anyone time need dental care
to restore carious teeth. In a recent study done
in a rural Virginia county, 75 percent of the
children eligible for free lunches needed dental
care. A 1979 study by the Virginia Department of Health, based on personal interviews,
indicated that 27 percent of those children
under age 17 years had never been to a dentist.
Periodontal disease, the other major cause
of tooth loss among adults, usually begins
during childhood as inflammation of the
gums (gingivitis). Based on national figures,
it is estimated that 14 percent of all children

To examine the ability of the health services
system in Virginia's public schools to meet
the needs of school-age children, the Virginia
Department of Education, in cooperation
with the Virginia Department of Health,
surveyed all of the state's 134 school divisions
from October to December 1986. The findings
of that written survey (returned by 130 divisions, OL 97 percent) are disc s d blow.
The agency responsible for school health
services varies across the Commonwealth. In
58 percent of the school divisions, the school
board and the local health department jointly
share responsibility for school health services,
while in 38.5 percent of the divisions, the
school boards assume the total responsibility.
In a few areas (3 percent), the local health
department has sole authority.
Most school divisions have other resourcesprivate health care practitioners, public health
agencies, clubs, and volunteer organizations-to help provide school health services.
Only 13 school divisions, however, have an
advisory body to assist with school health
policies.
The school nurse is usually the primary
provider of health services in the schools.
School nurses are employed directly by the
school board in some Virginia localities, and
by the local health department in others.
During the 1985-86 school year, Virginia had
1,735 public schools serving 968,104 students.
A total of 560.0 full-time equivalent school
nurse positions were available through the
school divisions and local health departments
to serve the school-age population. On a
statewide average, this amounts to one school
nurse for every three schools, or .58 of a
fulltime position per 1,000 students-substantially below the National Education Association's recommended ratio of one registered
nurse per 1,000 school-age population.
Fourteen divisions have no school nurse,
while only a handful have hired one nurse
per school. Others rely on teachers, secretaries, and volunteers to provide health services.
Only a few school divisions have a medical
director to supervise school health services.
This wide variance in school health personnel
is reflected in a disparate range of student
health services available. Vision and hearing
assessments for all school-age children, required by state law, are available at the
elementary level, but the number of school

10

TABLE 2. Special Activities and Initiatives Effective in Meeting
the Health Needs of School-Age Children
Administrative Activities

Programmatic Activities

1. Nurse in every school

1. Individual and group counseling by
peers or counselors

2. Follow-up on referrals by school nurse

2. Special events that promote health and
inform students about wise health behaviors (e.g., health and dental fairs,
smoke-out day)

3. Provisio of screenings by school
nurses rather than teachers

3. Special, regularly scheduled classroom
programs to address a particular health
issue (e.g., weight control, dental screening, wellness, substance abuse, schoolage parents)

4. Use of Licensed Practical Nurses

4. Enhanced health curriculum that includes classes on drug abuse, prenatal
care, blood pressure, weight control

5. Regular inservice trainings and
continuing education for
school nurses, teachers, and
school staff

5. Regular screenings for vision, hearing,
scoliosis, and pediculosis and screenings
for all new students

6. Assistance from local health
professionals, local health departments,
and medical students

6. Immunization clinics

7. Daily records of illnesses / accidents /
injuries

7. Dental services

8. Policy on administration of medication

8. Parent study groups and resource
centers

9. Involvement of community resources
(e.g., churches, PTA, fire
departments, Lions clubs)

9. Specially designed, short-term programs covering a particular health-re
lated subject area (e.g., "Especially for
You," "Operation Aware," and "Hugs
and Kisses")

10. Parent volunteers to assist with
screenings

1O. School lunch and breakfast programs

Source: Virgi ia Departments of Health and Education, Survey of School Health Services
for Students, 1986.

failure to obtain an education was not an
obstacle to employment; in fact, until the
1950s, fewer than 50 percent of all students
graduated from high school. Today's job
market, however~ is dramatically different.
Manufacturing jobs demand greater intellectual ability, and jobs in the rapidly expanding
service and knowledge industries require
more literate workers with good problemsolving skills.
In its 1987 report Children in Need: Investment Strategies for Educationally Disadvantaged Youth, the Committee for Economic
Development (CEO) warns that our nation
cannot continue to meet the denlands of the
technological revolution and global competition when more than one-fifth of our

family background must receive the extra
societal support that their circumstances demand:
We believe that for children in need,
we must begin to view the needs of
the whole child from prenatal care
through adulthood. Such efforts must
also involve parents who may themselves be disadvantaged and in need
of support services to help them learn
how to prepare their children for a
better future. We call for early and
sustained intervention into the lives of
at-risk children as the best way to
ensure that they embark and stay on
the road to success.
The CEO recommends that all schools, particularly those serving disadvantaged students, have comprehensive health and social
services to address problems that intertere
with learning:
Disadvantaged students seldom have
the family resources to respond to such
needs as preventive health care, nutritional guidance, and psychological and
family counseling. The efficiency and
effectiveness with which these services
could be delivered would be much
greater if they were centralized at the
school building level.
Even though many of these programs are
expensive, every $1 spent today to prevent
educational failure will save $4.75 in the future
costs of remedial education, welfare, and
crime. This country cannot afford to ignore
the educationally disadvantaged in an era that
has no economic or social use for the uneducated.
The breadth of the problem, as CED acknowledges, means that no one entity or
institution can address it alone:
But neither business nor education
alone can meet the challenge posed by
the millions of children who each year
experience failure instead of success in
our public schools. What is needed is
a broad coalition of business, education, parent organizations, civic
groups, and all levels of government
working together and generating the
political will to accomplish the task.
More fully developing the talents of
our children in need and simultaneously improving their lives represent
the best investment this nation can
make in its future.

children live in poverty and one-third grow
up in ignorance. In recent years this country
has dramatically improved the quality of
education by setting higher standards and
course requirements at the high school level,
actions that were essential to restore the high
school diploma as a measure of meaningful
educational achievement. But these reforms
will only go partway toward realizing the
nation's educational goals. They will leave a
significant proportion of the population underskilled and probably unemployable.

IMPROVEMENTS IN SCHOOL
HEALTH SERVICES

Accordingly, the CEO has called for educational reform efforts that give highest priority
to early and sustained intervention in the lives
of disadvantaged children. Children who
begin their lives handicapped by poverty and

As the school survey reveals, health services
for children enrolled in Virginia's 134 school
divisions range from none at all to innovative
programs of health services and education.
While all school divisions do not need to have
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identical programs, more effective planning
and coordination is needed at both the state
and local levels to assure that school health
programs augment other health services for
children. The scope of health services that
a school offers should depend on the needs
of the children enrolled and the other resources available in the community. These needs
and resources will vary, depending on the
economic, social, and cultural makeup of
each community.
The challenge is to make school health services a part of the overall school plan, especially for disadvantaged children. The Committee for Economic Development stresses
the need for a holistic approach to these
children-a support system within the schools
that includes health services and nutritional
guidance as well as psychological, career, and
family counseling.
The goals of any plan for school-age children
should include:
1. reducing preventable diseases and illnesses
among children;
2. maximizing the health of children through
early identification and intervention;
3. guiding children and families to appropriate community resources;
4. providing necessary health care to those
unable to pay for health services;
5. increasing the availability, accessibility,
and coordination of needed services; and
6. improving and monitoring the quality of
health care.
At present the Commonwealth is considering
several different courses of action to improve
Virginia's school health services.

Personnel and Training
The most pervasive health care need identified
through the school survey was to increase
school nursing personnel. The statewide average of only one school nurse for every three
public schools is clearly inadequate when at
east one nurse in every school-or a ratio
of one nurse per 1,000 students-is needed
to meet even the most basic health needs of
school-age children.
Another issue is the need to establish a "school
health position" at the state level to emphasize
and coordinate the provision of school health
services. To meet the changing morbidity
patterns of children in the state, it is essential
to examine, to redefine, and potentially to
reorganize health services. Increased guidance
and supervision for the localities could strengthen the Commonwealth's school health services.
Many training needs among school health
professionals also appear to be unmet. Of
particular concern is developing the needed
skills to identify and treat those disorders that
are part of the changing morbidity patterns
in children. An intensive continuing education campaign for both public and private

health care providers is needed to address
the "new morbidity" facing today's youth.
Other school personnel must also be informed
and educated about the new health concerns.
Many children have coexisting, multidisciplinary problems such as learning, emotional, and
social disorders. Interdisciplinary diagnostic
and intervention services are essential to prevent fragmentation. School personnel should
be adequately trained to identify signs of
problems like alcohol and drug abuse, suicidal
behavior, and depression in the school-age
population, and to refer children to appropriate interventions.
Finally, every school division should establish
a cooperative agreement with a physician to
provide medical care consultation and
backup to nursing personnel. According to
the school survey, 87 percent of the school
divi ion do not have a medical director to
assist with the school health program. Both
school nursing personnel and school officials
could benefit from an ongoing medical care
c??sultation arrangement with a local phySiCian.

Standards and Curriculum
Minimum standards for school health services in Virginia should be developed jointly
by the boards of Education; Health; and
Mental Health, Mental Retardation, and Substance Abuse Services. At present, health
services are left to the discretion of the local
school boards. Minimum standards would
help to ensure a basic level of care while still
permitting individual localities to build on
those minimum standards.
Health education, a complementary component of school health services, is part of the
Department of Education's required curriculum. As the school survey indicated, however, the amount of time devoted to it is often
inadequate. Increased classroom time dealing
with concerns like safety in sports, substance
abuse, nutrition and diet, stress management,
and development of self-esteem would elp
to expand knowledge about healthful lifestyles. After-school programs addressing
health issues and special activities like
"Smoke-Out Day" are other ways to increase
the time devoted to health education.

Better Coordination
The health needs of school-age children cut
across agency lines and require the coordination of a variety of agencies-including
health, education, mental health and mental
retardation, social services, and medical assistance. At the state level, it is appropriate
that formal agreements between the governor's secretaries of Human Resources and
Education be developed to address overlapping concerns related to the health needs and
care of school-age children. Further, the
boards of the departments of Education and
Health should establish a formal agreement
to meet jointly to discuss and advise each
other about matters of school health services
policy.

Policies and Procedures

At the local level, each school division within
the Commonwealth should establish formal
interagency agreements with appropriate com'munity resources involved in providing health
care to school-age children. These may include (but should not be limited to) local
health departments, child development services, community services boards, social services agencies, institutions of higher education, and private-sector health professionals.

Establishing formal, written emergency medical procedures is also essential to school
health services. The school survey revealed
that 18 school divisions have no established
procedures for dealing with medical, dental,
and mental health emergencies. Further, 24
percent of the divisions do not keep documentation on school injuries. Maintaining
such records is essential for establishing effective injury prevention programs. All school
divisions also need to maintain a summary
of school injuries for liability purposes.

Stronger relationships with volunteer organizations and the business community should
also be developed to enhance health care for
school-age children. Medical societies, dental
associations, parent-teacher associations, and
similar organizations can take a leadership
role at the state and local levels to advocate
and provide a coordinated health care system
for school-age children. The Committee for
Economic Development urges corporations
to promote ways for their employees to take
part in local school district activities, and to
encourage parents to be involved in their
children's activities.

It would be desirable for every school division
within the Commonwealth to have a school
health advisory body to assist with school
health policy. According to the school survey,
90 percent of the school divisions in Virginia
do not have such a group.
Yet those localities that do have advisory
bodies find them quite useful in improving
the overall quality of school health services.
By including both public and private-sector
representatives, the advisory body could
further enhance the integration of school
health with each community's overall plan
for health services.

Finally, the State Department of Education
should continue to monitor and insist that
all schools comply with state laws on vision
and hearing assessments. While all of the
school divisions provide these assessments at
the elementary level, compliance appears to
decrease at the junior and senior high school
levels. Preventive health screening activities
make it possible for professionals to identify
and correct diseases early and to plan preventive long-term health care for all schoolage children.
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divisions doing these screenings at the junior
and senior high chool level drops off substantially.
This trend holds true for dental, height/
weight, orthopedic, and other screenings as
well. A lack of screenings at the upper grade
levels is of concern. Adolescents have the
lowest rate of physician office visits of any
age group-even though they report a higher
incidence of acute conditions than most age
groups. Vision and dental problems especially
occur at a high -frequency in older children.
To help alleviate the dental problems, local
health departments, where state and local
funds can be obtained, employ dental personnel to treat the indigent school-age child
in either the health department facility or a
mobile trailer that travels from school to
school. Currently, 94 of the state's 136 jurisdictions (72 percent) offer this program.
Dental personnel often assist the schools with
their annual dental screenings. This program
has traditionally been supported strongly by
local school boards and the Virginia Dental
Association.
The fact that school health programs were
originally founded on a disease orientation
has made it difficult to change to the prevention-based orientation needed for today's
major health concerns. The more traditional
health care activities-like first aid, emergency care, administration of medication, and
speech and occupational therapy-are available in a majority of the school divisions.
The ability of school divisions to perform
these functions varies greatly, however. Fourteen percent of the school divisions do not
have a protocol for emergency procedures,
and 31 percent do not keep records on student
injuries. Since a majority of injuries in schools
are related to athletic or playground activities,
maintaining records can assist in targeting
injury prevention programs.
Health care activities that focus on prevention
and early intervention and respond to the
ev
ess frenew or idi ie' a e f 0
quently. Only 65 school divisions offer substance abuse counseling at the senior high
school level; only 80 offer guidance for pregnant students. Psychological counseling is
available in less than 70 percent of the school
divisions.
I.l.

One successful program for preventing dental
disease has been that of community water
fluoridation, which will reduce dental decay
by an average of 60-65 percent for those
persons who consume it from birth. For
school-age children living in rural areas where
fluoridated water is not available, the Department of Health encourages and financially supports school fluoridation or fluoride
mouthrinse programs. At present, over 52,000
elementary school-age children are taking
part in such programs.

Health instruction (often called health education) helps students develop healthful and
safe behavior. The Department of Education
has developed two guidelines, Health Education, Grade K-7 and Health Education,
Grades 7-12, which present a comprehensive
health education program. This program focuses on topics like drugs, smoking, nutrition,
physical fitness, mental health, accident prevention, and consumer health. Even though
these guidelines were prepared to help school
personnel improve instruction in Virginia's
public schools, many schools appear to be
devoting inadequate time to the subject.
National guidance for elementary education
recommends an average of 100-150 minutes
per week in health instruction. Of the state's
134 school divisions, 102 report spending 90
minutes a week or less in health instruction
at the elementary level. At the junior and
senior high sc 001 leve s, t e tandards for
Accrediting Schools in Virginia require 40
percent of health and physical education time
to be devoted to health education; 25 school
divisions at the junior high level and 10 school
divisions at the senior high school level fail
to meet this requirement.
The health needs that ar,e not being addressed
by the current school health services system
are listed in rank order in Table 1. That table

includes both those health needs of schoolage children and the special training needs
of school health personnel that were reported
most frequently in the survey. Of the items
included in Table 1, seven of the ten student
health needs, and four of the ten staff training
needs, are directly related to the "new morbidity" faced by today's school-age population.
A final question on the survey asked school
divisions to describe special activities or initiatives that have been particularly effective
in meeting school-age children's health needs.
The activities most frequently reported, as
shown in Table 2, can serve as models to
be replicated in other areas of the state.

SCHOOL HEALTH AND
ECONOMIC DEVELOPMENT
Conservative estimates suggest that as much
as 30 percent of our nation's school population is educationally disadvantaged-meaning that they cannot take advantage of available educational opportunities or that the
educational resources available to them are
inherently unequal.
In the past, when American industry needed
massive numbers of unskilled workers, the

TABLE 1. Most Frequently Reported Needs
Not Being Addressed by Current School Health Services System
Health Needs of School-Age Children

Special Training Needs of Staff

1. Inadequate nursing personnel

1. Cardiopulmonary resuscitation (CPR)

2. Dental care

2. Scoliosis screening

3. Nutrition/ diet/ obesity

3. First aid

4. Family life education

4. Recognizing and dealing with psycho-

logical and emotional problems

5. Substance abuse (including
alcohol, drugs, and tobacco)

5. Health promotion activities

6. Psychological and emotional problems

6. Recognizing and dealing with alcohol

and drug abuse

7. Teenage pregnancy

7. Nutritional needs

8. Family planning

8. Current practices and techniques In
school nursing

9. Access to care for medically

9. Meeting the health needs of

indigent students
10. Sexually transmitted diseases

handicapped students
10. Supervisory position for school health

services in the State Department of
Education

Source: Virginia Departments of Health and Education, Survey of School Health Services
for Students, 1986.
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