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ABSTRACT 

The elementary classroom offers a potentially favorable setting to impact student health. However, 
research indicates that Elementary Health Education (EHE) is frequently omitted or haphazardly 
delivered. Traditional efforts in educational change have had limited success and lack a theoretical 
foundation. Purpose: The purpose of this study was to investigate the organizational readiness of a 
public school district in Alabama for the delivery of 60 minutes of weekly Elementary Health Education 
(EHE) using constructs of the Transtheoretical Model (TTM). The current study was intended to identify 
the stage of readiness; determine decisional balance, self-efficacy, and the extent to which the school 
district was engaging in behaviors and practices that may facilitate EHE; and to inform the development 
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of a customized intervention. Methods: A quantitative, non-experimental case study of a large Alabama 
school district was utilized for this research. A total of 161 school district faculty and administrators 
completed the Elementary Health Education District Assessment Tool (EHE-DAT). Scales and subscales 
included current delivery, readiness, decisional balance (pros, cons), self-efficacy, beliefs, and practices 
within the context of the TTM framework. Results: Results indicated that the school district is not fulfilling 
the state requirements for EHE. Most of the respondents were classified in the two earliest stages of 
readiness for EHE: Precontemplation and Contemplation. Self-efficacy, beliefs, and practices were 
related to EHE readiness. Conclusions: The current study enhanced understanding applicable to 
improving and sustaining health education policy and practice. It contributed to the limited research in 
addressing the integration of TTM theory, change processes of schools, and readiness for EHE. Further, 
this work addressed the dearth of literature investigating the organizational change process of school 
districts relative to integrating EHE. Recommendations: To facilitate increased readiness, the school 
district should gather and disseminate information about how EHE and its delivery are defined; who is 
responsible; and how it is related to student achievement, health outcomes, and accountability. School 
district supportive practices that may facilitate readiness level progression include providing EHE 
teachers manuals, textbooks, curriculum materials, and professional development. 

 
KEYWORDS:  health education, elementary education, Alabama school district, readiness, 
Transtheoretical Model 
 
 
 
INTRODUCTION 
 
     Schools play a vital role in helping young 
people establish and develop healthy behaviors 
that can last a lifetime (Centers for Disease 
Control and Prevention, 2018). Schools are one 
of the most important health settings because 
programs can impact students during the most 
formative years of life (Cook & Kohl, 2013). 
Furthermore, “establishing healthy behaviors 
during childhood and maintaining them is easier 
and more effective than trying to change 
unhealthy behaviors during adulthood,” (Centers 
for Disease Control and Prevention, 2011, p.2). 
 
     Health education is the combination of 
planned learning experiences that are designed 
to help individuals and communities improve 
their health through increasing knowledge or 
influencing attitudes (World Health Organization, 
2018). It is based on sound theory and provides 
students with opportunities to acquire the 
information and skills necessary to make sound 
health decisions (Nobling & Lyde, 2015).  
 
     There is compelling evidence that health 
education can reduce the prevalence of health 
risk behaviors as well as increase academic 
performance in students, but this potential is not 
being fully realized (O’Neill, Clark, & Jones, 
2016). Health behaviors and academic  
achievement are clearly interrelated and have 
far reaching consequences for students, adults, 
and society (Michael, Merlo, Basch, Wentzel, & 

Wechsler, 2015). Health outcomes are 
significantly related to education attainment, 
reducing absenteeism, increasing achievement 
and graduation rates--ultimately improving 
quality of life, increasing the years of healthy life, 
and stifling the cycle of poverty (Birch, 2017). 
 
     Healthy People 2020 (2018) calls for an 
increase in the proportion of elementary schools 
that provide cumulative health education 
instruction. Providing appropriate health 
education to children is an effective way to 
improve their health (Belcastro & Ramsaroop-
Hansen, 2017). Health promotion and 
prevention in students is largely influenced by 
health education (Rajan, Roberts, Guerra, 
Pirsch, & Morrell, 2017 ). Health education may 
increase content knowledge and create an 
environment supportive of healthy behaviors, 
making an impact in a variety of health 
behaviors in children such as tobacco 
prevention, nutrition, and physical activity 
(Fahlman, Hall, & Gutuskey, 2013; Birch, 2017).  
 
Elementary Health Education 
     Classroom teachers are the key to delivering 
quality health education to students (Clark, Brey, 
& Clark, 2013). One of the primary 
responsibilities of elementary teachers in health 
education is implementing instruction. Health 
instruction is crucial at the elementary level, and 
elementary teachers are the ones charged with 
teaching health to students (Clark, Clark, & 
Brey, 2014). Efficacious teachers have great 
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potential to positively impact the health status 
and academic performance of their students 
(Clark et al., 2013). However, teachers have 
little to no preservice training in the content area 
of health or health education methodology (Sofo, 
Thompson, Freshwater, & Krebs, 2014). Of the 
more than 3,000 four-year, degree-granting 
postsecondary Title IV institutions (National 
Center for Education Statistics, 2014), only 57 
offered accredited health education programs 
(Clark, et al., 2014). In a study of one teacher 
education program that did offer a health 
education methods course, 39% (n=28) of the 
education majors surveyed said that they would 
not integrate health education into their 
classrooms (Sofo et al., 2014). Among the 
reasons for planning to omit health education, 
the most common included:  not enough training 
in health education (67%, n=48), not enough 
training in integrating health education across 
the curriculum (50%, n=36), not enough time in 
the day / not enough class time (69%, n=49) 
(Sofo et al., 2014).   
 
     Current teaching practice in health education 
is far from ideal in elementary classrooms and 
current research in this topic area is virtually 
non-existent. Evidence exists that when 
teachers offer health education, it is provided 
using a crisis-response approach that includes 
short-term programs without allowing for a 
comprehensive, evidence-based curriculum 
(Vamos & Zhou, 2007; Raney, Henriksen, & 
Minton, 2017; Gregory, 2015). Only one of 16 
(6.25%) of class room teachers in the Raney et 
al. study endorsed integrating a full complement 
of fitness and health topics into her curriculum. 
All 16 teachers said that if they had not 
participated in the training by Raney et al., they 
would have introduced less than 25% of the 
health topics covered in the training.   
 
     Experienced teachers report significant 
barriers to a systematic approach to health 
education. In classrooms where elementary 
health topics are being taught, there is not 
enough time devoted to the subject to allow for 
any thoroughness (Gregory, 2015). Additionally, 
individual school districts vary in the resources 
they provide their teachers to implement national 
models of elementary health education (Rooney, 
Videto, & Birch, 2016). Research further 
demonstrates that when cost-free health and 
fitness programs are available, even physical 
education teachers frequently do not implement 
them (Allums-Featherston, Candelaria, 

Anderson, Bai, & Saint—Maurice, 2015).   
 

State Guidelines 
     The vast majority of states, 84%, require 
health education in elementary school (Clark et 
al., 2014). Health education is even more 
robustly supported at the local level, with 
approximately 93% of American public school 
districts supporting the integration of at least one 
of the 15 health topics into their local classrooms 
(Clark, et al., 2014). However, most teachers do 
not have certification in health education or any 
adequate training in health education (Fahlman 
et al., 2013). Only 20% of states and 35% 
districts require endorsement in health education 
of their new teachers (Clark et al., 2014).    
 
     In the state of Alabama, health education is 
required in kindergarten through eighth-grade 
and is to be provided by certified teachers 
(Alabama Course of Study, 2009). Additionally, 
the guidelines suggest that for first through sixth 
grade, there should be 60 minutes of health 
instruction per week separate from physical 
education (Alabama Course of Study, 2009). For 
Kindergarten, there are no established time 
allotments for any subject areas, including 
health (Alabama Course of Study, 2009).   
 
Transtheoretical Model 
     Overall, little is known about school district 
receptivity to change in the area of health 
education implementation. The Transtheoretical 
Model (TTM) has a sound record in explaining 
and facilitating change in a wide variety of health 
behaviors in individuals and has been 
successfully applied to organizations (Clark, 
2013; Horwath, Schembre, Motl, Dishman, & 
Nigg, 2013; Sams, Rozier, Wilder, & Quinonez, 
2013; Romain, Horwath, &  Bernard, 2018). 
 
Readiness Stages 
     According to the seminal work of Prochaska 
and DiClemente (1983), which was proven 
relevant still today (Hayden, 2014), the basic 
premise of the TTM is that behavior change 
occurs in specific and sequential readiness 
stages. These readiness stages are described 
as:   
1. Precontemplation—not intending to take  
action within the next 6 months. 
2. Contemplation—intending to take action  
within the next 6 months.  
3. Preparation—intending to take action in 
the next 30 days.  
4. Action—made overt changes less than 6 
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months ago. 
5. Maintenance—made overt changes more 
than 6 months ago. 
 
     Readiness stages are characterized as 
emotional or behavioral changes and 
experiences that are manifested by attitudes, 
beliefs, and receptiveness to information 
(Horwath 2013; Whysall, Haslam, & Haslam, 
2007; Velasquez, Crouch, Stephens, & 
DiClemente, 2016).   
 
Decisional Balance and Self-Efficacy 
     Core constructs of the TTM include 
decisional balance and self-efficacy 
(DiClemente, 2018).  Decisional balance, or the 
pros and cons of changing, is the consideration 
of potential gains and losses associated with the 
behavior change (DiClemente, 2018; Prochaska 
& Velicer, (1997). Self-efficacy is the belief in 
one’s own ability to attain a desired goal which 
can affect persistence and motivation (Bandura, 
1977). Decisional balance and self-efficacy are 
strong predictors of behavior change (Levesque, 
J. M. Prochaska, & J. O. Prochaska, 1999).   
 
PURPOSE 
 
     The purpose of this study was to investigate 
the organizational readiness of a public school 
district in Alabama for the delivery of 60 minutes 
of weekly Elementary Health Education (EHE) 
using constructs of the Transtheoretical Model 
(TTM). The current study was intended to 
identify the stage of readiness; determine 
decisional balance, self-efficacy, and the extent 
to which the school district was engaging in 
behaviors and practices that may facilitate EHE; 
and to inform the development of a customized 
intervention. 
 
Research Questions 
     Accordingly, the following questions were 
addressed: 
1.  To what extent are the Alabama Course of 
Study guidelines for EHE being met by the 
school district? 
2.  What is the school district’s level of readiness 
for EHE? 
3.  What is the school district’s decisional 
balance of pros and cons for EHE? 
4.  What is the school district’s level of self-
efficacy for EHE? 
5.  What are the school district’s beliefs for 
EHE? 

6.  What are the school district’s practices for 
EHE? 
 
METHODS 
 
     A quantitative, non-experimental case study 
was utilized for this study. Non-experimental 
quantitative research is highly important and 
frequently employed in the field of health 
education (Cottrell & McKenzie, 2011; Salazar, 
Crosby, & DiClemente, 2015). Not only is this 
design used for answering critical questions in 
the profession, it also examines participant 
attitudes, beliefs, behaviors, and knowledge. 
The study also used the TTM as a framework.   
 
IRB Approval and Informed Consent 
     The Institutional Review Board at the 
University of Alabama at Birmingham approved 
the study. Consent was gained from participants 
through a cover letter distributed with the EHE-
DAT. Return of the instrument implied consent. 
The cover letter described the purpose of the 
study, outlined participant rights, and stated that 
involvement in the research was voluntary.   
 
     The chosen school district was solicited 
because of its geographical location in Alabama, 
and it was large enough to accommodate the 
parameters of the study. It was selected 
because of school district administration interest 
in the research and willingness to participate. To 
protect anonymity and confidentiality, no 
additional description will be disclosed regarding 
the school district. Permission was gained from 
the district central office through a formal letter 
that included the purpose of the study, the 
estimated amount of time for data collection 
from participants, and the way data and results 
would be used.   
 
Data Collection 
     The school district’s in-service at the 
beginning of the school year, a mandatory time 
for the district faculty and administrators to meet 
together, was used for data collection. This 
event provided the researcher the opportunity to 
gather data at one time from the largest possible 
audience of school district administrators and 
elementary faculty. This dedicated time of 
preparation was ideal for the cross-sectional 
nature of the study. The EHE-DAT and cover 
letter were distributed to attendees. Surveys 
took less than ten minutes to complete and were 
immediately collected.   
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Instrumentation 
     The Elementary Health Education District 
Assessment Tool (EHE-DAT) was developed for 
use in this study. Scales and subscales included 
current delivery, readiness, decisional balance 
(pros, cons), self-efficacy, beliefs, and practices. 
Formation of this tool included a prior pilot study. 
The instrument was found to be reliable and 
valid through qualitative and quantitative review. 
All scales and subscales had high levels of 
internal consistency (Toth, O’Neal, & Evans, 
2018).   
 
Limitations 
     The study was delimited to elementary 
teachers, school administrators, and district 
administrators in one Alabama school district. As 
with any research, there were potential 
limitations that may have impacted study 
findings. Participants were not randomly 
selected and sample size was limited due to the 
finite nature of the school district. Additionally, 
data were self-reported by participants and may 
be biased as a result. 
 
RESULTS 
 
     There were 174 EHE-DAT respondents. 
However, 13 surveys were incomplete and 
excluded from the study. Surveys missing 
demographic data were included in the study as 
long as the rest of the sections were complete.   
 
Participants 
     A total of 161 school district faculty and 
administrators completed the survey. 
Demographic variables in the sample included in 
the study were age, gender, highest degree 
earned, race/ethnicity, job, number of years in 
profession, and number of years in current 
position. The majority of the participants were 
female (94.6%), white (82.3%), and regular 
classroom teachers (83.3%). Age ranges were 
somewhat evenly distributed with the exception 
of under the age of 25 (.7%) and 65 and over 
(0%).  The highest degree earned for most of 
the participants was a Master’s degree. 
Approximately 80% of participants reported 
being in their profession for at least ten years. 
The number of years spent in their current 
position varied. Approximately a quarter of 
participants endorsed 0 to 3 years of ex-
perience). Another quarter had taught between 
10 and 14 years. Far fewer had more than 29 
years in the classroom (2.8%).   
 

     Additionally, all of the participants indicated 
that they hold current teaching certification in the 
state of Alabama. A strong majority of 
respondents reported that they had at least one 
health methodology class during their 
professional preparation (65%). Fewer than one-
fifth of respondents had participated in health 
education training during the last year (18%).   
 
Current Delivery 
     Current delivery of EHE was determined in 
Section I of the EHE-DAT, and results are 
provided in Table 1. The three questions from 
the Current Delivery section of the EHE-DAT 
asked respondents about the extent that EHE in 
their school district is being delivered 60 minutes 
weekly, separate from physical education, and 
provided by a certified teacher. Likert scale 
response choices included  Not at All, A Little, 
Moderately, Quite a Bit, and Completely. Each 
ranked response choice was assigned a value of 
1.00 to 5.00, respectively. 
 
     For delivery of “60 Minutes Weekly,” an 
overwhelming majority of the respondents 
indicated Not at All or A Little, while very few 
respondents selected Quite a Bit or Completely. 
For delivery “Separate from Physical Education,” 
the majority selected A Little, and the district 
was under represented by respondents who 
endorsed Completely. Responses were 
somewhat evenly distributed for “Provided by a 
Certified Teacher” with the exception of A Little, 
which was endorsed by more than 1/3 of the 
respondents. Very few selected Quite a Bit, as 
detailed in Table 1.   
 
Readiness  
     Readiness was assessed by using a staging 
algorithm that is robust across populations and 
behaviors (Levesque et al., 1999). The staging 
algorithm applied to EHE read as follows in 
Section II of the EHE-DAT:  “Given your role in 
the school district, are you ensuring the delivery 
of elementary health education?” 

a.) NO, and I do not intend to in the next 6 
months. 

b.) NO, but I intend to in the next 6 months. 
c.) NO, but I intend to in the next 30 days. 
d.) YES, I have been, but for less than 6 

months. 
e.) YES, I have been for more than 6 

months.   
 
Multiple choice responses for the item 
correspond to the TTM readiness levels:  
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Precontemplation, Contemplation, Preparation, 
Action, and Maintenance. 
 
     Table 2 contains the frequencies and per-
centages for each response choice of the 
readiness item and corresponding TTM stage. A 
majority of the respondents were classified in 
the Precontemplation or Contemplation stages. 
The remainder were classified at various stages 
with almost a fifth in the Maintenance stage. 
 
Decisional Balance 
     For the purposes of this study, decisional 
balance was the weighing of the pros and cons 
of delivering EHE. Section III of the EHE-DAT 
measured decisional balance. Specifically, the 
even-numbered items were the pros-subscale, 
and the odd-numbered items were the cons-
subscale.  
 
     Respondents (n = 161) were asked to rate on 
a five-point, Likert-style scale how important 
each of the items was in their decision to ensure 
the delivery of EHE. Likert scale response 
choices for the importance of each item in 
ensuring the delivery of EHE included Not at All 
Important, Somewhat Important, Moderately 
Important, Very Important, and Extremely 
Important. Table 3 details respondents selec-
tions. 
 
Pros 
     For all three of the pros items, the majority of 
responses were in the Very or Extremely 
Important scale choices. More than three-fourths 
of respondents indicated that “Students will be 
healthier as adults” was Very or Extremely 
Important, while less than 10% considered it Not 
at All or Somewhat Important. A similar 
dichotomy was evident in the number of 
respondents who considered it Very or 
Extremely Important for “Students will be less 
likely to get sick,” as compared to those who 
indicated that mediating student illness was Not 
at All or Somewhat Important. Likewise, 
respondents were far more likely to endorse 
“Students will be more knowledgeable about 
health” as being Very or Extremely Important 
than those who chose Not at All or Somewhat 
Important (see Table 3). 
 
Cons 
     Table 3 also contains the cons items and 
corresponding percentages of response choices. 
Responses to “My workload will increase” were 
evenly distributed overall with the exception of 

Somewhat Important, which was endorsed by 
slightly less than one third of participants. “It will 
take away instructional time from other subjects” 
responses were also evenly distributed with the 
exception of Not at All Important, which 
garnered far fewer selections than any other 
option. Respondents were split regarding “It will 
take a lot of planning.” Very few indicated that 
planning was Extremely Important, while about a 
third of respondents considered planning to be a 
Somewhat Important factor.    
 
Self-efficacy 
     Self-efficacy, in context of the TTM, is the 
confidence in one’s own ability to perform the 
target behavior in difficult circumstances 
(Prochaska et al., 2006). Applied to the current 
study, it is the confidence in one’s ability to 
successfully deliver EHE in specific situations. 
Self-efficacy was addressed in Section IV of the 
EHE-DAT. 
 
     Table 4 shows self-efficacy items and the 
percentages of response choice. For all six of 
the self-efficacy items, the majority of responses 
were in the Not at All or Somewhat Confident 
scale choices. For all items, the percentages for 
Very or Extremely Confident were under 10% 
with the exception of “There was limited 
instructional time” and “Your workload was 
heavy,” neither of which exceeded 15%.  
 
Beliefs 
     Beliefs related to EHE were measured in 
Section V of the EHE-DAT. Respondents (n = 
161) were asked to use a five-point, Likert-style 
scale to rate how much they agreed or 
disagreed with statements related to EHE. Likert 
scale response choices for the importance of 
each item in ensuring the delivery of EHE 
included Strongly Disagree, Somewhat 
Disagree, Neither Agree or Disagree, Somewhat 
Agree, and Strongly Agree.   
 
     Table 5 shows the beliefs items and 
percentages for each response choice (n = 161). 
Strongly Agree had the lowest percentages for 
each item; ranging from 3% to 9%. Just under 
one third of respondents indicated Somewhat 
Agree for “It is my responsibility to ensure the 
delivery of EHE” and “I am accountable for the 
delivery of EHE,” respectively. Similar 
percentages of respondents indicated Strongly 
Disagree for “There is adequate instructional 
time in the elementary grades” and “There is 
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adequate planning time for elementary 
teachers.”  
 
Practices 
     Practices related to EHE were measured in 
Section VI of the EHE-DAT. Respondents were 
asked to answer yes or no to questions related 
to the school district’s EHE practices. For all of 
the items, no was the most likely response. 
Nearly all of the respondents indicated no for 
“Lists Health as a separate subject on 
elementary report cards.” Similar numbers of 
respondents denied that lesson plans were 
required to be submitted for Health lessons. 
Slightly fewer respondents denied that health 
textbooks were provided to elementary students. 
Table 6 contains the frequencies and percent-
ages for each response choice for each of the 
six practices items.   
 
CONCLUSIONS 
 
     In the state of Alabama, health education is 
required in kindergarten through eighth-grade 
(Alabama Course of Study, 2009). The target 
behavior for the school district was to provide 
EHE that requires 60 minutes of weekly delivery 
separate from physical education by a certified 
teacher (Alabama Course of Study, 2009).   
 
     Interestingly, not a single respondent 
answered Completely for all three of the 
currently delivery items. According to participant 
responses, EHE is being delivered less than 
Moderately in all three areas (60 Minutes 
Weekly, Separate from Physical Education, 
Provided by a Certified Teacher) and overall 
current delivery. Study results indicate that the 
school district is not completely fulfilling the state 
requirements for EHE in part or whole. This 
finding is congruent with current literature that 
indicates that health education is inconsistent 
and infrequently taking place at the elementary 
level (Clark, et al., 2014; Allums-Featherston, et 
al., 2015; Birch, 2017).   
 
     Readiness is the intention to take action for 
the delivery of EHE. For readiness of EHE, a 
majority of the respondents were classified in 
the two earliest stages:  Precontemplation (52% 
and Contemplation (13%).   
 
     In the Precontemplation or pre-thinking, 
stage of EHE teachers and administrators are 
resistant, in denial, unmotivated, or have a lack 
of recognition of the problem (Prochaska & 

DiClemente, 1982).  They are not ready to 
change, are unaware of the consequences, or 
have given up trying to change (Levesque et al., 
2001). Teachers and administrators may be 
uninformed or under-informed about the 
consequences of their behavior, such as failure 
to meet state guidelines and negative impact on 
student health outcomes and academic 
performance. At this stage, they tend to avoid 
reading, talking, or thinking about EHE (Glanz, 
Lewis, & Viswanath, 2015; Hayden, 2014; 
Prochaska et al., 2006).   
 
     Teachers and administrators move into the 
Contemplation stage when there is recognition 
of the problem and thinking about changing 
(Prochaska & DiClemente, 1982). They are 
aware of the pros and cons of changing but tend 
to be profoundly ambivalent about change and 
are not ready to take immediate action toward 
ensuring the delivery of EHE (Glanz et al., 2015; 
Levesque et al., 2001; Prochaska et al., 2006).   
 
     Overall, the pros composite scores ranked 
higher on the Likert-style scale than the cons 
composite scores. This contradicts the TTM, 
which theorizes that in the Precontemplation 
stage the pros outweigh the cons and in the 
Contemplation stage pros and cons are equally 
weighted (Glanz et al., 2015). In other words, 
based on the TTM placement in the lower two 
levels of readiness, respondents would be 
expected to rate cons (increased workload, 
decreased instructional time, planning) higher 
than pros (student health, health of students as 
adults, and increased student knowledge). This 
outcome could be reflective of the uniqueness of 
the educational process because frequently 
students, not only teachers or administrators, 
are the ones directly affected by the gains of the 
behavior change to deliver EHE. Perhaps even 
teachers and administrators in these lowest 
levels of readiness place high value in student 
outcomes. 
 
     Respondents indicated that they were only 
Somewhat Confident and Moderately Confident 
in their ability to successfully deliver EHE. This 
is consistent with the TTM premise that the 
readiness stage is positively correlated with self-
efficacy. These results also reinforce current 
research findings that elementary teacher self-
efficacy in health education is predictive of their 
intent to teach health, time spent on health 
instruction, and ultimately the establishment of 
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healthy behavior patterns in students (Fahlman 
et al., 2013).   
 
     Findings in the Beliefs Section concur with 
current studies that highlight a lack of 
instructional and planning time as two of the 
biggest barriers to EHE (Lohrmann, 2011; 
Thackeray, Neiger, Bartle, Hill, & Barnes, 2002; 
Wiley, 2002). This lack of time in combination 
with limited accountability and perceived 
responsibility create a significant barrier for EHE 
in this school district.   
 
     The Practices results are consistent with 
current literature indicating that teachers do not 
have access to adequate EHE materials, 
professional development, and resources 
(Rooney, et al., 2015). The lack of EHE lesson 
plan submission and the omission of health 
listed as a separate subject on report cards is 
related accountability. If teachers are not 
required by administrators to turn in EHE lesson 
plans or grades, then the district is limited in 
ensuring the delivery of EHE. Given the 
importance of health professional development, 
the low number of respondents that had 
participated in health education training during 
the last year is troubling.  
 
RECOMMENDATIONS 
 
     The current study aimed to contribute to the 
severely limited research in addressing the 
integration of TTM theory, change processes of 
schools, and readiness for EHE. The research 
was important because of its implications for 
improving health education delivery through 
policy and practice. Results from this study allow 
for the staging of readiness for EHE in school 
districts through the application of the TTM. 
Stage-matched interventions may have a more 
sizeable impact than generic programs that are 
frequently aimed at the action phase of the TTM 
(Li, Ho, Sit, & He, 2014; DiClemente, 2018).  
School district staging for EHE effectively may 
be used to develop future intervention efforts to 
impact professional practice.   
 
School district intervention 
recommendations 
     To facilitate increased readiness, the school 
district should gather and disseminate 
information about how EHE and its delivery are 
defined, who is responsible, and how it is related 
to student achievement and health outcomes. 
Interventions using this process may include 

feedback from the current study, a review of the 
Alabama Course of Study (2009), sharing 
relevant literature and research, and 
professional development provided by health 
education experts and/or health professionals 
geared toward EHE awareness. Perhaps 
participation in EHE training would rise if the 
school district offered EHE professional 
development in-house. Alternatively, the school 
district should provide support to enable 
teachers to attend conferences for professional 
development in health education. 
 
     School district beliefs about responsibility, 
accountability, instructional time, and planning 
time are related to EHE readiness levels. School 
district supportive practices that may facilitate 
readiness level progression include providing 
EHE teachers manuals, textbooks, curriculum 
materials, and professional development. 
Funding by the State Department of Education 
and/or the school district for EHE resources and 
training is a must. Without these resources, 
delivery of EHE is unlikely to be successful or 
sustained.  Examples of school district EHE 
accountability practices include requiring the 
submission of health lesson plans and listing 
health as a separate subject on report cards. 
The school district and/or State Department 
should not only require accountability through 
guidelines or policy in these areas of EHE but 
also stipulate evidence of compliance.  
 
Recommendations for future research 
     The study intended to determine if Alabama 
guidelines in EHE were being met and results 
may be relevant to future research regarding 
district or state EHE policy, policy accountability, 
instructional practices, professional develop-
ment, professional preparation, standardized 
testing, and certification.  Future research could 
assess EHE readiness in other school districts in 
Alabama. The EHE-DAT could also be applied 
on a broader scale; for example, with state 
professional organizations. Beyond Alabama, 
the EHE-DAT could be customized and applied 
to school districts in states that also require 
EHE.   
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Table 1: Percentages of Elementary Health Education Current Delivery Items 

Item %  
Not At All 

%  
A Little 

%  
Moderately 

%  
Quite  
a Bit 

%  
Completely 

60 Minutes Weekly 36.6% 30.4% 20.5% 4.3% 8.1% 

Separate from Physical Education 
 
Provided by Certified Teacher 

19.3% 
 

17.4% 

51.6% 
 

37.3% 

21.7% 
 

18.0% 

5.0% 
 

6.2% 

2.5% 
 

21.1% 

 

 

 

Table 2: Frequency for Readiness Item Response and Stage of Change 

Response Choice TTM Stage f % 

NO, and I do not intend to in the next 6 months. Precontemplation 83 51.6% 

NO, but I intend to in the next 6 months.  Contemplation 21 13.0% 

NO, but I intend to in the next 30 days. Preparation 8 5.0% 

YES, I have been, but for less than 6 months.  Action 17 10.6% 

YES, I have been for more than 6 months. Maintenance 32 19.9% 

 

 

http://www.who.int/topics/health_education/en/
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Table 3: Pros and Cons Items and Percentages of Each Response Choice 

Item %  
Not At All 
Important 

%   
Somewhat 
Important 

%  
Moderately 
Important 

%  
Very  

Important 

%  
Extremely 
Important 

Students will be healthier as 
adults. (pro) 
 

1.2% 6.2% 16.1% 44.1% 32.3% 

Students will be less likely to get 
sick. (pro) 
 

1.9% 15.5% 23.0% 36.0% 23.6% 

Students will be more 
knowledgeable about health. (pro) 
 

.6% 8.1% 25.5% 42.2% 23.6% 

My workload will increase. (con) 
 

18.6% 28.6% 19.9% 16.8% 16.1% 

It will take away instructional time 
from other subjects. (con) 
 

10.6% 21.1% 22.5% 22.4% 20.5% 

It will take a lot of planning. (con) 
 

10.6% 30.4% 28.0% 21.7% 9.3% 

 

 

 

Table 4: Self-Efficacy Items and Percentages of Each Response Choice 

Item %  
Not At  

All 
Confident 

%  
Somewhat 
Confident 

%  
Moderately 
Confident 

%  
Very 

Confident 

%  
Extremely 
Confident 

There was limited instructional time. 23.6% 28.6% 31.1% 10.6% 6.2% 

There was no health teacher’s 
manual provided. 
 

   28.6%      32.3%      24.2%       6.2%     8.7% 

There were no health curriculum 
materials provided. 
 

28.0% 31.1% 28.6% 4.3% 8.1% 

You had no professional preparation 
in health education. 
 

23.6% 32.3% 30.4% 5.0% 8.7% 

You had no training in the last year 
in health education. 
 

25.5% 31.1% 29.2% 5.6% 8.7% 

Your workload was heavy. 31.1% 30.4% 20.5% 5.0% 13.0% 
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Table 5: Beliefs Items and Percentages of Each Response Choice 

Item %  
Strongly 
Disagree 

%  
Somewhat 
Disagree 

%  
Neither Agree 
or Disagree 

%  
Somewhat 

Agree 

%  
Strongly 
Agree 

It is my responsibility to ensure the 
delivery of EHE. 
 

16.1% 23.6% 20.5% 30.4% 9.3% 

I am accountable for the delivery of 
EHE. 
 

16.8% 22.4% 24.8% 29.2% 6.8% 

There is adequate instructional time in 
the elementary grades. 

31.1% 29.2% 15.5% 19.9% 4.3% 

 
There is adequate planning time for 
elementary teachers.   

 
29.2% 

 
26.7% 

 
17.4% 

 
23.6% 

 
3.1% 

 

 

 
 
Table 6: Frequency of Elementary Health Education Practices Items 
 

  Response 
Choice 

 

Item  Yes       No 

 f % f % 

Provides a teacher’s manual for Health in the 
elementary grades. 
 

29 18.6%  132 82.0% 

Provides Health curriculum materials in the 
elementary grades. 
 

38 23.6%  123  76.4% 

Provides Health textbooks for elementary 
students. 
 

12 7.5%  149  92.5% 

Requires lesson plans to be submitted for 
Health in the elementary grades.   
 

10 6.2% 151 93.8% 

Lists Health as a separate subject on 
elementary report cards. 
 

7 4.3% 154 95.7% 

Offers professional development in Health. 19 11.8% 142 88.2% 

 
 
 
 
 
 
 
 
 


