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The Role of Schools in Preventing Childhood Obesity
The childhood obesity epidemic is one of the major public health, social, and economic challenges of the 21st century.
Consequences of this epidemic include increased risk for chronic diseases, social and psychological problems among
young people, and high health care costs. Physical activity and eating behaviors that affect the childhood obesity
epidemic are influenced by many sectors of society, including families, community organizations, health care providers,
faith-based institutions, government agencies, the media, and schools. While schools cannot solve the problem alone,
they have a unique role to play in addressing childhood obesity. This paper summarizes data on overweight among
young people, describes 10 evidence-based strategies schools can use to improve student nutrition and physical activity,
and addresses challenges to improvement.

Overweight among Children and Adolescents
Since 1980, the percentage of children who are overweight has more than doubled, while rates among adolescents have
more than tripled (Ogden et al., 2002; Hedley et al., 2004; Ogden et al., 2006). In 2004, 18.8% of 6- to 11-year-old
children were overweight, and 17.4% of 12- to 19-year-old adolescents were overweight (Ogden et al., 2006). Sixteen
percent of female children and adolescents, compared with 18.2% of male children and adolescents, were considered
overweight (Ogden et al., 2006). While the rates of overweight have risen dramatically for all racial and ethnic groups,
the epidemic has disproportionately affected minority populations. The rates
of overweight are highest in non-Hispanic black girls (23.8%) and MexicanAmerican boys (22.0%) (Ogden et al., 2006).
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Childhood overweight is related to numerous health problems, including high
blood pressure, high cholesterol, and impaired fasting glucose (a prediabetic
state) (Burke et al., 2005; Ribeiro et al., 2003; Williams et al., 2005). A
community-based study found that 61% of overweight young people had at
least one risk factor for heart disease, such as high cholesterol or high insulin
(Freedman et al., 1999). Type 2 diabetes was almost unknown 20 years ago
among young people, but now accounts for nearly 50% of new cases of
pediatric diabetes in some communities (Fagot-Campagna, 2000). Nationally,
the current prevalence of impaired fasting glucose among youth aged 6-19 is
7%; that number increases to 18% among overweight youth (Williams et al.,
2005). In addition to physical conditions, childhood overweight is associated
with social and psychological problems such as discrimination and poor
self-esteem (Eisenberg, Neumark-Sztainer, and Story, 2003; Schwimmer,
Burwinkle, and Varni, 2003; Strauss and Pollack, 2003).
Rising rates of overweight among children is particularly worrisome because
children and adolescents who are overweight are more likely to become
overweight and obese adults (U.S. Department of Health and Human Services
[USDHHS], 2001). Obesity in adults is associated with an increased risk of
premature death, heart disease, type 2 diabetes, stroke, several types of cancer,
osteoarthritis, and many other health problems (USDHHS, 2001).
The obesity epidemic also jeopardizes the future economic competitiveness
and military security of our nation. In 2000, the total cost of obesity
(including medical costs and the value of wages lost) in the United States was

approximately $117 billion
(USDHHS, 2001). With the
Centers for Disease Control and
Prevention (CDC) estimating that
more than one in three children
born in 2000 will eventually suffer
from diabetes (Narayan et al.,
2003), the future costs of weightrelated health care could be
staggering. U.S. military leaders
have warned that the childhood
obesity epidemic threatens our
national security, because the high
prevalence of overweight among
young adults reduces the number
of recruits who are eligible for
service (Marchione, 2005).

The Role of Schools
The essential cause of the increase
in overweight among children and
adolescents is caloric imbalance,
which results from inadequate
physical activity, poor dietary
choices, or both. These behaviors
are influenced by many sectors of
society, including families,
community organizations, health
care providers, faith-based
institutions, government agencies,
the media, and schools. None of
these sectors can solve the
childhood obesity epidemic on its
own; however it is unlikely to be
solved without strong school-based
policies and programs. Schools
play an especially important role
because over 95% of young people
are enrolled in schools (National
Center for Education Statistics,
2005). Additionally, the promotion
of physical activity and healthy
eating in schools has long been a
part of education, and research has
shown that well-designed, wellimplemented programs can
effectively promote these behaviors
(Centers for Disease Control and
Prevention [CDC], 1996; CDC,
1997; Gortmaker et al., 1999;
Robinson, 1999).

Evidence-based Strategies
for Schools
School-based childhood
overweight prevention research is
still in its infancy; the few

TABLE 1.
RESOURCES TO ASSIST SCHOOLS WITH IMPLEMENTING
THE 10 KEY STRATEGIES
Coordinated School Health Program
Coordinated School Health Program (CSHP). Definitions, descriptions,
and guidance for implementing a CSHP are available on the CDC
website. www.cdc.gov/healthyyouth/CSHP
School Health Coordinator and School Health Council
Promoting Healthy Youth, Schools, and Communities: A Guide to
Community-School Health Councils. A practical guide to planning,
developing, maintaining, and evaluating School Health Councils from the
American Cancer Society. www.schoolhealth.info (Click on School
Health Advisory Councils)
Assess School Health Policies and Programs
School Health Index. A user-friendly tool from CDC that schools can use
to self-assess their health policies and practices and plan for
improvements. www.cdc.gov/healthyyouth/shi
Wellness Policy Tool. This tool on the Action for Healthy Kids website
provides information on how to create, implement, and evaluate wellness
policies. www.actionforhealthykids.org
Local Wellness Policy. Background information and guidance for school
districts on how to comply with the federal requirement to develop
wellness policies is available on the USDA’s Food and Nutrition Service
website. www.fns.usda.gov/tn/healthy/wellnesspolicy.html
Health Education
Health Education Curriculum Analysis Tool (HECAT). This tool from
CDC helps educators select curricula that best meet the health education
needs of students. Available in late 2006. www.cdc.gov/healthyyouth
Physical Education
Physical Education Curriculum Analysis Tool (PECAT). This tool from
CDC helps educators assess how well physical education curricula reflect
the national physical education standards.
www.cdc.gov/healthyyouth/PECAT
Physical Activity
KidsWalk-to-School. A manual from CDC that provides guidance for
schools and communities on how to create an environment that supports
safe walking and bicycling to school.
www.cdc.gov/nccdphp/dnpa/kidswalk
School Meals Program
Changing the Scene: Improving the School Nutrition Environment. A tool
kit from the U.S. Department of Agriculture that provides guidance on
implementing a comprehensive school program to promote healthy
eating. www.fns.usda.gov/tn/resources/changing.html
Healthy Eating Outside of the School Meals Program
Making It Happen: School Nutrition Success Stories. This resource
highlights six strategies for schools to improve their nutrition
environments and case studies of 32 schools and school districts that have
successfully implemented the strategies (from the U.S. Departments of
Agriculture, Health and Human Services [CDC], and Education).
www.cdc.gov/healthyyouth/nutrition/making-it-happen
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2. Designate a school health coordinator and
maintain an active school health council (SHC).

interventions to date that have evaluated weight status
as a primary outcome have produced mixed results
(Luepker et al., 1996; Gortmaker et al., 1999;
Robinson, 1999). More meaningful findings should
emerge over the next decade. In the meantime, a larger
body of evidence documents the effectiveness of
school-based physical activity and nutrition
interventions, policies, and practices that address
childhood overweight. CDC has published guidelines
that identify school policies and practices most likely to
be effective in promoting lifelong physical activity and
healthy eating (CDC, 1996; CDC, 1997). Updated
versions of these guidelines will be released in 2007;
however, the fundamental conclusions will remain
consistent. Based on comprehensive reviews of the
research literature and extensive input from academic
experts and school health practitioners, the guidelines
contain many recommendations. These
recommendations are summarized in the following 10
evidence-based strategies. It may not be feasible to
implement all of these strategies at once, but the more
strategies a school addresses, the more profound an
impact it is likely to have. A list of sample resources to
help schools implement these strategies is found in
Table 1.

A school health coordinator is responsible for
managing and coordinating all school health policies,
programs, activities, and resources. SHCs guide school
health coordinators and school administrators on school
health activities and policies to create a healthy school
environment (American Cancer Society, 1999). SHCs
comprise individuals representing different segments of
the school and community, including teachers, school
administrators, students, parents, and community
leaders (Shirer, 2003).
SHCs have helped strengthen physical education and
health education curricula, and implement sustainable
changes in school environments, such as establishing
walking programs for staff and students, adopting
nutrition standards, and opening school facilities for
after-school physical activity programs (Food and
Nutrition Service, 2005; CDC, 2003). The state-level
school health policy tracking service of the National
Association of State Boards of Education (NASBE)
reports that 29 states have policies supporting SHCs
(National Association of State Boards of Education
[NASBE], n.d.). For example, Florida, North Carolina,
Oklahoma, and Texas require that school districts form
health councils.

1. Address physical activity and nutrition
through a Coordinated School Health Program
(CSHP).

3. Assess the school’s health policies and
programs and develop a plan for improvement.

A CSHP is a planned, sequential, and integrated set of
courses, services, policies, and interventions designed
to meet the health and safety needs of K-12 students. It
features efforts to improve the quality and
interconnectedness of eight school components—health
education; physical education; health services; nutrition
services; counseling, psychological, and social
services; a healthy and safe environment;
parent/community involvement; and staff wellness. A
successful and well-coordinated school health program
is characterized by administrators, teachers, and school
board members who view health protection and
promotion as an essential part of the school’s mission.
The CSHP approach guides education agencies in most
states, and is funded by CDC in 23 state education
agencies (CDC, n.d.).

A plan for improving physical activity and healthy
eating opportunities within schools should begin with
an assessment of current policies and practices. Schools
can use CDC’s School Health Index: A Self-Assessment
and Planning Guide (SHI) to identify strengths and
weaknesses of current health policies and practices and
establish plans for improving physical activity and
healthy eating opportunities for students (CDC, 2005).
The tool focuses on school activities related to physical
activity, nutrition, tobacco, injury prevention, and
asthma.
Schools in at least 46 states have reported using the
SHI, with several states reporting use by hundreds of
schools. Completing the SHI can lead to positive
changes in the school health environment: for example,
schools have hired a physical education teacher for the
first time, added healthier food choices, and
incorporated structured fitness breaks into the school
day (Staten et al., 2005; Austin, Fung, Cohen-Bearak,
Wardle, & Cheung, 2006). Various state and local
health departments offer mini-grants to schools that
complete the SHI and implement changes. For
example, the Michigan Department of Community
Health, in collaboration with the Michigan Department
of Education and Michigan State University Extension,

Pate and colleagues (2005) used the CSHP approach to
design a program specifically promoting physical
activity among high school girls. Intervention schools
implemented the intervention through six main
components of CSHP: physical education, health
education, health services, family and community
involvement, school environment, and health promotion
for staff. Participation in regular vigorous physical
activity was higher among students enrolled in the
intervention schools than those in the control schools.
3

offered grants of $1,000 to support 47 schools for
completing the SHI and targeting one priority area
during the 2002-2003 academic year (Michigan
Department of Education, 2005).

identify chronic disease risk factors (e.g., high blood
pressure, high cholesterol), health education classes,
organizational policies that support worksite health
promotion, and employee assistance programs
(Grunbaum, Rutman, and Sathrum, 2001). Some
schools offer a variety of activities that can benefit all
staff (e.g., walking clubs, nutrition counseling), but
other schools may choose to offer programs that are
specific to the needs and health risks prevalent in their
school community (e.g., high blood pressure)
(Partnership for Prevention, 2001; Hyde and Guthrie,
1993). SEW programs for physical activity and healthy
eating should emphasize behavioral skills, such as selfassessment and self-monitoring of activity and eating
habits (Chan, Ryan, and Tudor-Locke, 2004; White and
Ransdell, 2003).

4. Strengthen the school’s physical activity and
nutrition policies.
The nine other strategies outlined here require as their
foundation the adoption of policies at the school
district, state, or federal level. Schools must also keep
staff, parents, and students informed of policies to
ensure support. A number of states have initiated the
trend of establishing policies to create a school climate
that supports student and staff health. California, for
example, founded California Project LEAN (Leaders
Encouraging Activity and Nutrition) to establish policy
and environmental changes that promote physical
activity and healthy eating (California Department of
Health Services and Public Health Institute, n.d.). In
2003, Grand Forks Public Schools in North Dakota
used their findings from a SHI assessment and passed a
board policy on nutrition education practices to assure
consistent nutrition messages from the classroom to the
cafeteria (Food and Nutrition Service, 2005).

6. Implement a high-quality health education
course of study.
Sophisticated health education features a sequential
curriculum consistent with state or national health
education standards (Joint Committee on National
Health Education Standards, 1995) and adequate
amounts of instructional time. To address childhood
overweight, health education curricula should
emphasize strategies for increasing physical activity
and healthy eating (CDC, 1996; CDC, 1997) and
reducing television viewing time (Gortmaker et al.,
1999; Robinson, 1999). Three-fourths of elementary,
middle, and high schools currently include dietary
behavior and physical activity topics within their health
education curriculum (Kann, Brener, and Allensworth,
2001).

At the federal level, legislation passed through the
Child Nutrition and WIC Reauthorization Act of 2004
requires every school district participating in the
federal school meals program to have a wellness policy
that addresses physical activity and nutrition by June
30, 2006 (Child Nutrition and WIC Reauthorization Act
of 2004). These policies should aim to create a school
environment that encourages sound nutrition and
physical activity (NASBE, 2000). The School District
of Pittsburgh defined its wellness policy around the
eight components of coordinated school health (School
District of Pittsburgh, 2005). The policy includes
guidelines for a planned, sequential, preschool-grade
12 physical education curriculum as well as nutrition
standards for competitive foods sold in school (School
District of Pittsburgh, 2005).

Curricula that emphasize factual information without
incorporating skill development are less likely to
change students’ health behaviors (CDC, 1996; CDC,
1997; Contento et al., 1995). Curricula are more likely
to improve health behaviors when they teach skills
needed to adopt healthy behaviors, provide ample
opportunities to practice these skills, and help students
overcome barriers to adopting behaviors. Students who
participated in an elementary school curriculum
intervention that emphasized self-monitoring, behavior
change, and media literacy for television viewing
reduction watched less television and lowered their
body mass index (BMI) significantly (Robinson, 1999).
The Planet Health intervention educated middle school
students on physical activity, nutrition, and sedentary
behaviors by integrating health education into core
subjects. The intervention effectively reduced television
viewing among both boys and girls. Further, girls who
received the 2-year intervention reported greater
consumption of fruits and vegetables and had a lower
prevalence of overweight than girls in the control group
(Gortmaker et al., 1999).

5. Implement a high-quality school employee
wellness program.
School employee wellness (SEW) programs can
improve staff morale, attendance, and overall
performance (Allegrante, 1998), as well as reduce
expenditures for employee health care (Aldana, 2001).
They also can make important contributions to student
health by giving staff skills and motivation they need to
become powerful role models for good health.
To create a meaningful SEW program, a school
employee wellness committee should assess staff needs
and the school environment (Valois, 1999; Galemore,
2000). SEW programs typically include screenings to
4

7. Implement a high-quality physical education
course of study.

academic achievement of participating students (Sallis
et al., 1999).

High-quality physical education provides the
opportunity for young people to learn knowledge and
skills needed to establish and maintain physically
active lifestyles throughout childhood and into
adulthood. A high-quality physical education program
1) is an enjoyable experience for students and meets
their needs, 2) keeps students active for most of
physical education class time, 3) teaches selfmanagement as well as movement skills, and
4) emphasizes knowledge and skills for a lifetime of
physical activity (National Association for Sport and
Physical Education [NASPE], 2004; Task Force on
Community Preventive Services, 2002). Like other
academic courses of study, physical education should
be based upon rigorous national standards that define
what physically educated students should know and be
able to do (NASPE, 2004).

8. Increase opportunities for students to engage
in physical activity.
The school setting offers multiple opportunities for
students to enjoy physical activity outside of physical
education class. A comprehensive school-based
physical activity program includes quality physical
education, recess, intramurals, interscholastic sports,
staff wellness, and walk- and bicycle-to-school
initiatives (NASPE, 2005). Such opportunities enable
students to apply the knowledge and skills learned in
physical education. Although some school districts
have stopped offering it, most elementary schools
continue to provide a daily recess period of at least 20
minutes (Burgeson et al., 2001). Studies have shown
that during recess, young people can accumulate up to
20 minutes of their recommended 60 minutes of daily
physical activity, with the majority engaging in
moderate physical activity (Ridgers, Stratton, and
Fairclough, 2005). Many teachers also are now
incorporating periodic breaks for physical activity as
part of classroom lessons (Michigan Department of
Education, n.d.; Stewart et al., 2004).

Participating in enhanced school-based physical
education courses (courses that increase time for
physical education and change instructional methods to
increase active time during physical education class)
not only increases the amount and intensity of
children’s daily physical activity, but also improves
their physical fitness (Task Force on Community
Preventive Services, 2002). Current physical activity
recommendations stress that youth ages 6-19 should
accumulate at least 60 minutes of daily physical
activity (USDHHS, 2005; Strong et al., 2005). Because
children spend the majority of their day at school, they
should be given the opportunity to participate in at least
30 minutes of the recommended amount during each
school day (Institute of Medicine of the National
Academies, 2004), and a daily physical education
course can help them meet this recommendation
(NASPE, 2004; USDHHS, 2000). A high-quality
course requires adequate time (i.e., at least 150 minutes
per week for elementary schools and 225 for secondary
schools), adequately prepared teachers (including
opportunities for professional development), adequate
facilities, and reasonable class sizes.

Intramural programs have broadened to encompass
physical activity clubs, open gym, and dance activities.
Noncompetitive lifetime physical activities such as
walking, running, hiking, tennis, and dancing should be
included to offer a wide range of options for young
people (National Association for Sport and Physical
Education, n.d.). The development and promotion of
walk- and bicycle-to-school programs have become
more popular among young people. Some studies
indicate that children who walk or bicycle to school
participate in more overall physical activity and have
lower BMIs than those who are driven to school
(Cooper, 2005; Tudor-Locke, et al., 2002). A promising
approach to developing and promoting walk- and
bicycle-to-school programs is helping communities
overcome obstacles to create a safer environment
within 1 mile of the school. Schools that are making
changes to the built environment have seen increases in
the prevalence of students walking and bicycling to
school (Staunton, Hubsmith, and Kallins, 2003).

The Sports, Play, and Active Recreation for Kids
(SPARK) physical education intervention included 30
minutes of physical education focusing on skill-related
and health-related fitness (Sallis et al., 1997). Classes
were taught by physical education specialists over a
2-year period. Students in this program participated in
more moderate and vigorous physical activity during
physical education class than students who were not
taught by a specialist or were not enrolled in the
program. Additionally, the authors reported that
increasing time for SPARK physical education
throughout the school week did not negatively impact

9. Implement a quality school meals program.
Currently, 29 million students participate in the
National School Lunch Program (NSLP), and 9 million
participate in the School Breakfast Program each day
(USDA, 2006). Since 1996, when schools were
required to serve meals that are consistent with the
Dietary Guidelines for Americans, schools have
reduced levels of fat and saturated fat in school meals,
while continuing to meet federal standards for energy
and key nutrients (Fox et al., 2001). A study of
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elementary school students found that those
participating in the NSLP had greater intake of fruits
and vegetables than those who ate from the snack bar
or brought their lunch from home (Cullen et al., 2000).

stories is that students will buy healthful foods and
beverages—and schools can make money from selling
healthful options. Private industry also has initiated
plans to regulate sugar-sweetened beverages in schools.
The Alliance for a Healthier Generation, a joint
initiative of the William J. Clinton Foundation and the
American Heart Association, partnered with the
American Beverage Association to create guidelines
that will limit portion sizes and the number of calories
that beverage manufacturers will offer to students in
schools (Alliance for a Healthier Generation, 2006).
Future guidance on this strategy will be available in
October 2006, when the Institute of Medicine releases
recommended nutrition standards for foods in schools.

Schools can support a high-quality meal program by
providing enough time to eat and a safe, clean, and
pleasant area to eat; ensuring that meals meet students’
cultural preferences; promoting healthy foods to
students in the cafeteria; promoting healthy school
meal choices to families through menus and
newsletters; and linking to the core nutrition education
curriculum (Position of the American Dietetic
Association, Society for Nutrition Education, and
American School Food Service Association, 2003). It is
important that food service personnel are trained
appropriately and have opportunities for professional
development. Most states and districts, however, have
minimal or no educational requirements for school food
service managers, and only a handful of states require
them to be certified (Wechsler, 2001).

Implementing Change
Most schools and districts face similar challenges to
improving policies and programs for physical activity
and nutrition, most notably 1) intense pressures to raise
standardized test scores and the conventional wisdom
that this can best be achieved by a narrowing of the
school’s focus and curriculum, and 2) limited budgets
that make program improvements difficult and tempt
schools to sell high-fat or high-sugar foods and
beverages to raise money. Often, it takes the leadership
of a local champion to initiate change. The identity of
this champion varies from community to community: it
might be a superintendent, school board member,
school administrator, parent, student, teacher, health
professional, or food service director. Local champions
interest others in physical activity and nutrition issues
and then establish a broad-based team to conduct needs
assessments, and to plan, implement, and evaluate
improvements to school policies and programs.

10. Ensure that students have appealing,
healthy choices in foods and beverages offered
outside of the school meals program.
Most schools offer foods and beverages to students
through a variety of channels outside of the federally
regulated school meal program: à la carte items in the
cafeteria, vending machines, school stores, concession
stands, after-school programs, fundraising sales, and
class parties. States vary with 60% to 95% of high
schools allowing students to purchase snack foods or
beverages from vending machines or at a school store
(Kann et al., 2005). In a study of 16 high schools in
Minnesota, greater opportunities to consume snack
food and beverages in schools was associated with
higher BMI among students (Kubik, Lytle, and Story,
2005)

Conclusion
The childhood obesity epidemic is one of the major
public health, social, and economic challenges of the
21st century. Without a strong contribution from
schools, we are not likely to reverse the epidemic.
Improving and intensifying efforts to promote physical
activity and healthy eating is entirely consistent with
the fundamental mission of schools: educating young
people to become healthy, productive citizens who can
make meaningful contributions to society. Fortunately,
we have learned a great deal in recent years about what
schools can do to effectively promote physical activity
and healthy eating, and we have a wealth of new
resources available to help schools get it done. Through
state and community leadership, schools can overcome
obstacles, implement strategies, and play a strong role
in addressing the childhood obesity epidemic.

Currently, the federal government does not prohibit
schools from selling many high-fat or high-sugar
products, such as chocolate bars, potato chips,
doughnuts, and fruit drinks (USDA, 1994; USDA
2001). States, school districts, and schools, however,
can establish their own regulations, and many are doing
so. Making It Happen: School Nutrition Success Stories
(Food and Nutrition Service, 2005) showcases 32
schools and school districts across the country for their
efforts to improve nutrition environments. Main
strategies included 1) making healthful foods and
beverages available, 2) influencing food and beverage
contracts, 3) establishing nutrition standards,
4) marketing healthful choices, 5) limiting access to
non-meal foods and beverages at school, and 6) using
non-food fundraising activities and student reward
programs. A key lesson learned from these success

The findings and conclusions in this paper are those of the authors and do
not necessarily represent the views of the Centers for Disease Control and
Prevention.
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The essential cause of the increase in
overweight among children and adolescents is
caloric imbalance, which results from inadequate
physical activity, poor dietary choices, or both.
These behaviors are influenced by many sectors of
society, including families, community
organizations, health care providers, faith-based
institutions, government agencies, the media, and
schools. None of these sectors can solve the
childhood obesity epidemic on its own; however it
is unlikely to be solved without strong
school-based policies and programs.
Sarah M. Lee
Howell Wechsler
Allison Balling
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