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Overview
The performance of public schools and the achievement of their students influence many important outcomes
beyond the classroom, including one that may seem surprising: health. Studies consistently show a strong
correlation between educational level and health over a lifetime, even after controlling for demographic
characteristics such as income.1 Those with more education live longer and have a lower risk of chronic diseases,
such as diabetes.
However, about 1 in 6 U.S. public schools—more than 16,000—did not meet state standards for student
achievement in the 2014-15 school year, the most recent for which data are available. This poor performance
was reflected, for example, in on-time graduation rates: At 12 percent of public high schools, at least a third
of students did not graduate within four years.2 Further, although graduation rates are on the rise nationwide,
nearly 10 percent of adults ages 25-34 have not earned a high school diploma or GED.3
Most students attending low-performing schools are children of color and come from low-income families.
Disparities in academic achievement (including graduation rates) persist between these students and
white children and those from higher-income families. In addition, compared with their white and more
well-to-do peers, students of color and those from low-income families experience higher rates of lifelong
health problems, such as asthma, obesity, and stress, many of which are correlated with lower educational
attainment. (See Figure 1.)
In 2015, in an effort to improve the nation’s public schools and close achievement gaps among students of
different racial, ethnic, and socio-economic backgrounds, Congress passed the Every Student Succeeds Act
(ESSA), modifying the nation’s 50-year-old public education policy. The law requires states to identify every
three years which schools are low-performing. It also mandates that local educational agencies (LEAs), which
include school districts, conduct needs assessments for those schools to identify areas of underperformance
and determine what steps should be taken to raise achievement. LEAs must then create plans for the schools
to reach the stated goals. Importantly, ESSA outlines the basic steps that LEAs need to take to meet these
requirements, but it does not explicitly say what issues should be assessed.
Research shows that academic achievement can be affected not only by issues that fall within LEAs’ typical
purview (including teacher quality, curricula, and testing) but also by factors such as housing instability, food
insecurity, and health problems—known in the educational field as “root causes.” A strong body of evidence
demonstrates that these outside-the-classroom challenges can inhibit children from reaching their full
academic potential, which can have cascading effects on their lifelong health. However, although LEAs generally
acknowledge the importance of root causes to educational outcomes, they have tended to limit their focus to
traditional academic issues when conducting needs assessments and developing school improvement plans.
Despite LEAs’ strong efforts, many schools face persistent gaps in student achievement and continued low
ratings on state evaluations. As a result, LEAs may need to take a broader approach that considers the full range
of factors affecting student outcomes.
To determine whether LEAs and low-performing schools could leverage ESSA requirements to address root
causes among their students, the Health Impact Project, a collaboration of the Robert Wood Johnson Foundation
and The Pew Charitable Trusts, conducted a health impact assessment (HIA) of how needs assessments and
improvement plan strategies, including expanded family and community involvement, might affect achievement
and related health outcomes across diverse student populations. HIAs bring together research, health expertise,
and stakeholder input to identify the potential and often-overlooked health effects of proposed laws, regulations,
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projects, policies, and programs. For this assessment, the HIA team conducted a literature review,
stakeholder interviews, and an examination of efforts in nine states and localities to illustrate a number
of innovative approaches to needs assessment and school improvement strategies.
The HIA found that of the more than 9 million children and teens enrolled in low-performing schools in
2013-14, nearly 70 percent were students of color and nearly three-quarters were eligible for free or
reduced-price lunches, a common proxy for low family income. Research suggests that these students
disproportionately encounter circumstances that can hurt their academic performance, including school
disciplinary policies and housing instability.
The literature, interviews, and state and local examples suggest that LEAs could more effectively improve
schools if they examined factors outside the classroom that affect academic achievement and if they established
partnerships with social service agencies, public health departments, hospitals, and other community
organizations to address identified problems. Notably, examining the costs of such efforts was beyond the
scope of the HIA, but the U.S. Department of Education, states, and public health institutions could support
LEAs with dedicated funds, staff, training, and technical assistance. Taking these steps could not only help
schools meet higher performance standards but also lead to better educational and health outcomes for
students. Some schools and LEAs are making efforts to address root causes, but needs assessments required
under ESSA provide an opportunity for more of them to do so.
States have flexibility in implementing the needs assessment requirement for low-performing schools and can
encourage LEAs and schools to consider the broader range of factors that affect student performance. The
appropriate strategy for any school depends on its local context, but this HIA includes state and local examples
that illustrate a number of innovative approaches and promising outcomes, such as reduced absenteeism.
Conducting a more robust needs assessment, and developing a community-based strategy to address those
needs, may strain limited school resources. However, many community assets can support needs assessment
and school improvement efforts. For example, data related to housing stability and food security can be accessed
if LEAs and schools are given tools and resources or if they partner with agencies that address these issues. The
Department of Education and state educational agencies can give schools and LEAs guidance on how best to
leverage organizations’ resources and develop strong partnerships.
The research reviewed by the HIA team suggests that the following steps could be taken to improve needs
assessments in low-performing schools:
1. State educational agencies could:
a. Partner with other agencies within their states to develop or enhance tools and systems that can help
districts and schools examine data on a broad range of social, economic, and environmental factors. Public
health departments, for example, could provide data that could be linked to accountability metrics, such as
how chronic illness might affect absenteeism.
b. Give districts guidance and a template for conducting school needs assessments that examine root causes
and their connection to required academic indicators.
c. Help school districts engage more fully with stakeholders, including students, and demonstrate the
importance of such partnerships by working with a broad set of groups when developing their state plans.
d. Ensure that improvement plans for schools identified as low-performing are responsive to the issues found
through the needs assessment process.
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2. Local educational agencies could facilitate partnerships between schools and organizations that address
factors affecting education and health—such as housing, transportation, and mental health—to identify
and address students’ needs. Potential tactics include writing memorandums of understanding, creating
districtwide coalitions and local wellness policies, supporting school health teams, and developing staff
positions with responsibility for connecting schools with available community resources and programs to
address identified student needs.
3. Schools could work with their LEAs to involve a broad range of stakeholders in collecting and analyzing data
for their assessments and developing strategies to address identified needs. At a minimum, they should
include students, instructional support personnel such as social workers and school nurses, families, and key
community organizations and local agency partners.
4. To support state and local efforts to strengthen needs assessments in low-performing schools, the U.S.
Department of Education could encourage state educational agencies to:
a. Emphasize the importance of examining root causes affecting student performance, such as neighborhood
conditions, as well as in-school health factors like physical activity and healthy eating, and include them
when designing school needs assessments. When possible, such factors should be aligned with existing
state and district indicators and accountability metrics.
b. Address identified social, economic, and health needs of students and their families by leveraging the work
of health and human services departments and other relevant agencies.
This document provides a detailed discussion of ESSA and state and local strategies for school evaluation and
improvement and examines the HIA findings in depth. Although the HIA focused on needs assessments for
schools already identified as low-performing, its findings can be used by any school, district, or state. Education
advocates could also develop detailed guidance, tools, and other resources to help states and local districts
conduct needs assessments and carry out improvement plans that address root causes.4
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Figure 1

Education Is a Strong Predictor of Health
How schooling affects health over a lifetime
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School environment
Because children spend most of their day in school,
ensuring that the building is clean, maintained, and free of
contaminants can help protect their health. Schools can
also promote student health by providing opportunities
for physical activity, nutritious food, and access to health
services. Students’ mental health can also be affected by
their school’s climate, curriculum, and discipline policies.

Employment and income
People with higher levels of education are more likely to
have a stable job and make a living wage, which improves
their ability to meet basic needs, afford resources to
promote their health, and access health insurance and
retirement benefits. All of these can affect health outcomes,
including life expectancy, stress and mental well-being, and
chronic diseases such as diabetes and heart disease.

Health knowledge and skills
Individuals who have at least a college degree are more likely
to learn about health-promoting behaviors and gain skills
that help them advocate for themselves within care settings.
These skills can improve health in many ways. People are
better able to manage diseases, follow recommended
treatments, and use preventive care services.
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Community resources
People with higher levels of education are more likely to
afford homes in neighborhoods with easy access to public
transportation, parks and recreation, quality schools, good
jobs, healthy foods, and medical care. These resources can
improve mental health, lower the risk of injury or chronic
disease, and lead to longer lives.

Generational impacts
A person’s educational level affects not only his or her
health, but also the health of future generations. Children
whose parents have higher levels of education are less likely
to be exposed to violence and housing instability, and face
health outcomes associated with poverty. These children
are also more likely to earn a college degree, which benefits
their health over their lifetime.
Sources: Virginia Commonwealth University Center on Society and
Health, “Why Education Matters to Health: Exploring the Causes,”
accessed Nov. 16, 2016, http://societyhealth.vcu.edu/work/theprojects/why-education-matters-to-health-exploring-the-causes.
html#; Robert Wood Johnson Foundation, “Why Does Education
Matter So Much to Health?” (March 2013), http://www.rwjf.org/en/
library/research/2012/12/why-does-education-matter-so-much-tohealth-.html.
© 2017 The Pew Charitable Trusts

Policy background and context
History of ESSA
The bipartisan Every Student Succeeds Act, signed into law in December 2015, reauthorized the nation’s
foundational education legislation: the 52-year-old Elementary and Secondary Education Act (ESEA). ESEA
originally emerged from President Lyndon B. Johnson’s War on Poverty and reflected the relationship between
student achievement and income.5 It aimed to use federal grants to address funding disparities and raise the quality
of education in low-income school districts.6 Title I of the law, which has been in place since the original act, focuses
on improving basic programs operated by state and local educational agencies and provides financial assistance to
schools and local educational agencies with high numbers or percentages of students from low-income families.
In the years since ESEA’s passage, Congress has expanded the law’s reach to provide resources targeted to
certain subgroups of students, such as migrant and “neglected or delinquent” youth.7 When President Jimmy
Carter reauthorized ESEA in 1978, the law’s Title I included a notable change to allow any school with a student
poverty rate of at least 75 percent to spend Title I funds on all students—as opposed to only those from lowincome families.8 In the next two decades, the emphasis of federal legislation shifted to academic accountability
and standards. Almost 25 years later, the 2002 reauthorization law, No Child Left Behind, required schools to
significantly expand testing, assess and make yearly progress in reading and math, and implement school choice
as well as free tutoring and other academic support services. In 2011, President Barack Obama offered states
federal waivers to ease the mandates set under the 2002 law. In 2015, ESSA amended the No Child Left Behind
legislation. It retained the law’s focus on accountability but provides more flexibility and control to the states
than did its predecessor.
At the core of ESSA is the goal to improve every student’s education by giving teachers, schools, and states the
resources and support they need and placing more emphasis on addressing racial and socio-economic achievement
gaps instead of on standardized testing.9 ESSA gives states more power to make decisions on education, particularly
over how Title I funds are spent, as well as those provided through Title IV of the law, which outlines various grant
programs to enhance instructional programs and support technology and other school upgrades. States are to set
their own goals, design and implement plans and accountability systems, and develop structures to support school
improvement efforts.10
ESSA also emphasizes funding for the lowest-performing schools and is more focused on how well subgroups of
students, such as low-income or Hispanic youth, perform.11 In developing plans and accountability systems, states
need to determine performance goals for students who fall into any of these categories: those who are English
learners, receive special education, are racial and ethnic minorities, or who live in poverty.12 ESSA promotes engaging
principals, teachers, families, business groups, and others affected by and involved in education planning to design
the best possible educational systems for students and increase public buy-in as new plans are designed and put
in place.13
For more detailed definitions of ESSA, No Child Left Behind, and other important terms used in this document, see
Appendix A.
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Needs assessments for low-performing schools
Title I of ESSA requires states to identify schools in need of “comprehensive support and improvement” based on
their performance compared with other public schools in the state.14 The identified schools include the lowestperforming 5 percent of elementary, middle, and high schools receiving Title I funding; any public high school with
a graduation rate of 67 percent or less; and any school with one or more chronically underperforming subgroups
of students.15 For each identified school, LEAs must conduct, in partnership with stakeholders such as principals
and families, a comprehensive needs assessment. This assessment is to be used as the basis for a school’s
improvement plan.
ESSA authorized increases in Title I funding from about $14.4 billion in 2014 to $15 billion in 2017 and $16.2 billion
by 2020.16 Several provisions in Title I are designed to close the achievement gap by providing funding and
resources to students considered most academically at risk. Title I funds are distributed to districts via a formula
that prioritizes resources to the highest-poverty districts and schools in each state.17 Seven percent of the money
that states receive through LEA Grants (Title I, Part A) must be used to improve schools.18 And states may reserve
up to an additional 3 percent of other Title I funds to help districts provide direct student services, such as technical
education coursework or tutoring.19 ESSA did not authorize funding specifically for school needs assessments.
Although this HIA focused on the needs assessments for low-performing schools required under Title I of the law,
the assessments are also required by other components of ESSA. For example, district needs assessments are a core
component of Student Support and Academic Enrichment Grants under Title IV of the law, and LEAs and schools
must complete assessments before they can use their Title I funding for schoolwide programs.20 The findings and
recommended actions from this HIA could be used more broadly to inform other needs assessments and school
improvement efforts under ESSA.
ESSA also requires states to identify schools in need of “targeted support and improvement.” These include
schools with one or more consistently underperforming subgroups of students and those in which one or more
subgroups of students is performing at or below the level of the state’s lowest-performing schools. Although
these schools must develop and implement a plan for improvement, they are not required to conduct a needs
assessment as part of this process and therefore were not the focus of this HIA, but they could still benefit from
its findings and recommended actions.

Regulations for school-level needs assessments
ESSA does not specify required components of or a process for conducting needs assessments of schools
identified as needing comprehensive support and improvement. On May 31, 2016, the Department of Education
published a draft rule to amend regulations for implementing public school programs under Title I, among other
changes, and issued a request for public comments.21 This HIA was produced in response to that appeal and
focused exclusively on section 200.21(c) of the draft, which covers needs assessments for schools identified for
comprehensive support and improvement and would have required that those assessments include:22
•• Academic achievement data on specific state standardized tests required by ESSA, such as reading or
mathematics, for all students in the school, including English learners, students with disabilities, students who
are economically disadvantaged, and those from each major racial and ethnic group.
•• The school’s performance on long-term goals and measurements of interim progress described in its state’s
accountability system. This includes at least one indicator of school quality or student success, such as
student or educator engagement, postsecondary readiness, or school climate and safety.
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•• The reason(s) the school was identified for comprehensive support and improvement.
•• At the LEA’s discretion, the school’s performance on additional, locally selected indicators that are not
included in the state’s accountability system.23
The proposed regulations also would have required LEAs to partner with, at a minimum, principals and other school
leaders, teachers, and parents when they conduct an assessment.
On Nov. 29, 2016, after completion but before release of this HIA, the department issued the final regulations
on accountability and state plans under Title I.24 In March 2017, Congress voted to repeal the final regulations
for accountability and state plans under Title I of the Every Student Succeeds Act, including the component that
was the focus of this HIA. However, the repeal does not remove the requirement to conduct needs assessments
for low-performing schools under the law. Without the directives provided in the rule, states have flexibility
in implementation and might benefit from additional guidance. Accordingly, the findings and recommended
actions from this HIA are still relevant, and this document focuses on the opportunities that remain as part of
implementation of needs assessments and improvement plans.

School-level needs assessment and school improvement
The needs assessments are a new Title I school improvement requirement for low-performing schools, though many
schools and LEAs have conducted such assessments, either voluntarily or under state requirements, before ESSA.
By comparison, under No Child Left Behind, each local educational agency had to identify Title I schools that did not
make adequate yearly progress, which is the improvement expected to enable children in low-performing schools
to meet high-performance levels.25 For most states, this was measured predominantly by academic indicators such
as graduation rate and standardized test scores. LEAs had to identify whether schools fell into one of three groups
based on the number of years (one to five) they did not hit this mark, and schools had to take corresponding actions
for improvement.26
Under ESSA, states are required every three years to identify schools that need improvement, after which LEAs
must create and carry out plans for these schools to boost student outcomes. These plans must be based on the
school’s needs assessment, be developed with stakeholders, be approved and monitored by states, and include
evidence-based strategies. The plans must also review resource inequities between the identified school and others
in the district, including per-pupil spending and access to effective and experienced teachers. They must also review
resource inequities among subgroups of students at the identified school.27 In developing the plans, districts must:
•• Notify parents that their students attend an identified school and describe how they can engage in developing
the plans.
•• Make the plans publicly available.
•• Describe how stakeholder input was received and integrated.28
States are required to direct school improvement funds, either by formula or competitively, to districts with schools
determined to be most in need of support. Districts must receive a minimum of $500,000 for each school identified
as needing comprehensive support and improvement, unless the state determines that a smaller amount is
sufficient.29 States are also required to give districts technical assistance and to monitor how funds were spent.30
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Socio-economic characteristics and prevalent health risks of students in
low-performing schools
Most of the students attending low-performing schools are children of color and come from low-income families.
According to the most recent data available from the National Center for Education Statistics at the time of this
health impact assessment, there were 98,271 public elementary and secondary schools in the United States in the
2013-14 school year, including 91,806 traditional public schools and 6,465 charter schools.31 These schools serve
nearly 50 million students, about half of whom are white, a quarter Hispanic, 16 percent black, 5 percent Asian or
Pacific Islander, 1 percent American Indian or Alaska Native, and 3 percent of two or more races.32 About 24 percent
of traditional public schools and 39 percent of charter schools are considered high-poverty, meaning that more
than three-quarters of the students qualify for free or reduced-price lunch because their families have incomes at
or below 185 percent of the poverty level.33 Higher percentages of black, Hispanic, and American Indian or Alaska
Native students attend high-poverty public schools compared with other races.34 Students living in urban areas are
more likely to attend these schools than students in rural or suburban areas.35
Federal data analyzed for this HIA found 16,113 schools—enrolling more than 9 million students—that were
identified as needing improvement in 2013-14 based on their failure to meet adequate yearly progress, as defined
by the state, for at least two consecutive years under No Child Left Behind.36 These or similar schools are likely to be
identified as needing comprehensive support and improvement under ESSA. On average, 69 percent of the students
in these schools were students of color, and nearly three-quarters were eligible for free or reduced-price lunch,
a common proxy for the income levels of students’ families.37 Forty-four percent of these schools were in cities,
27 percent in suburbs, 17 percent in rural areas, and 13 percent in towns.

Figure 2

24% of Traditional Public Schools, 39% of Charters Considered
High-Poverty
School year 2013-14
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Sources: National Center for Education Statistics, “Table 216.20. Number and Enrollment of Public Elementary and Secondary Schools, by
School Level, Type, and Charter and Magnet Status: Selected Years, 1990-91 through 2013-14,” accessed July 13, 2016, https://nces.ed.gov/
programs/digest/d15/tables/dt15_216.20.asp; National Center for Education Statistics, “Characteristics of Traditional Public and Public
Charter Schools,” http://nces.ed.gov/programs/coe/indicator_cla.asp; National Center for Education Statistics, “Concentration of Public
School Students Eligible for Free and Reduced-Price Lunch,” accessed July 13, 2016, http://nces.ed.gov/programs/coe/indicator_clb.asp
© 2017 The Pew Charitable Trusts
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Figure 3

Nearly 50 Million Students Attend Public Elementary, Secondary
Schools
Race and ethnicity of U.S. students, 2013-14
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Sources: National Center for Education Statistics, “Table 216.20. Number and Enrollment of Public Elementary and Secondary Schools,
by School Level, Type, and Charter and Magnet Status: Selected Years, 1990-91 through 2013-14,” accessed July 13, 2016, http://nces.
ed.gov/programs/digest/d15/tables/dt15_216.20.asp; National Center for Education Statistics, “Table 203.50. Enrollment and Percentage
Distribution of Enrollment in Public Elementary and Secondary Schools, by Race/Ethnicity and Regions: Selected Years, Fall 1995 Through
Fall 2025,” accessed July 13, 2016, http://nces.ed.gov/programs/digest/d15/tables/dt15_203.50.asp
© 2017 The Pew Charitable Trusts

Students in schools that are identified as needing improvement are also more likely to face health disparities than
are students in high-performing schools. For example, low-income children and children from racial and ethnic
minority groups are more likely to live in substandard housing and be exposed to poor air quality and pesticides,
contributing to greater asthma rates and other health conditions.38 Those same populations often have less access
to affordable, healthy foods and have higher rates of diabetes and premature mortality than do their white and more
affluent counterparts.39 Latino and black children are most likely to be overweight or obese, as are children from
families with incomes under 200 percent of the federal poverty level.40
Graduation rates offer another indicator of school performance and are also strongly linked to a child’s earning
potential and health outcomes, including premature death. Schools in which a third or more of students do not
graduate are to be identified as low-performing under ESSA. A study examining 2013-14 data found that for every
four U.S. high schools with a graduation rate at or above 85 percent, there is one with a graduation rate of
67 percent or less, and that schools with low graduation rates are predominantly in urban areas.41 Although only a
quarter of public high schools are in cities, they represent more than half of those with low graduation rates. And
while high schools with low graduation rates are found nationwide, some states have a greater proportion than
others. For example, they represent 20 to 40 percent of all public high schools in 10 states—Arizona, Colorado,
Delaware, Florida, Georgia, Idaho, Nevada, New York, Oregon, and Washington. In two states, Alaska and New
Mexico, they make up 40 percent or more.42 Half of low-graduation-rate schools are alternative, charter, and virtual
schools, where all instruction is carried out online.43 However, many of these schools target students that face
barriers to graduation, so their performance figures may reflect those challenges rather than school quality.44
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Methods Summary
HIAs bring together scientific data, health expertise, and stakeholder input to identify the
potential and often-overlooked positive and negative effects on public health of proposed laws,
regulations, projects, policies, and programs.45 These assessments can provide pragmatic,
evidence-informed recommendations about how to modify the proposed action to reduce risks
and promote benefits, as well as recommendations for how to monitor health effects after the
decision is implemented.46 These assessments have been used to inform decision-making in a
range of sectors, including agriculture, criminal justice, economic policy, education, housing,
and transportation.
To be responsive to the timeline and context of the federal regulatory process, the study team
used an approach known in the field as “rapid HIA,” which enabled the team to conduct the
majority of its research and submit preliminary findings to the Department of Education within
six weeks. Rapid HIAs can be completed in weeks or months and allow for consideration of health
in decision-making—while retaining an emphasis on stakeholder engagement and equity—in
cases of compressed timelines, limited resources, or a smaller scope of analysis. As with all types
of HIAs, they examine social, economic, and environmental influences and a range of outcomes
related to physical, mental, and social well-being.
The research methods for this HIA included a literature review, stakeholder interviews, and an
examination of efforts in nine states and localities to illustrate a number of innovative approaches
to needs assessment and school improvement strategies. The HIA also examined whether and to
what extent these approaches could reduce disparities and improve health equity—the concept
that every person should have the same opportunity to be healthy—across diverse student
populations. The team conducted an examination of peer-reviewed literature and searched for
relevant reports and publications outside of academic journals and in subject-specific sources,
such as the National Center for Education Statistics. It studied about 100 peer-reviewed articles
and reports, as well as fact sheets and policy briefs.
The HIA team conducted semi-structured interviews with 35 people to capture perspectives from
key stakeholder groups, including local and state educational agency staff, school and district
leaders, public health and school health professionals, teachers and staff, parents, and national
and local policy experts. The term “families” is used where possible instead of “parents” in this
HIA to reflect the diversity of family types and adults responsible for students. Finally, the team
examined nine state and local examples that were selected to identify innovative approaches that
could be applied in other schools, districts, and states when they implement needs assessments.
Based on the HIA findings, the team made suggestions for five stakeholder groups: SEAs, LEAs,
schools, the U.S. Department of Education, and public health and health care professionals. The
team then consulted with its advisory group to refine and prioritize the recommended actions. For
a detailed summary of the methods, please see Appendix D.
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Figure 4

Stakeholders Nationwide Provided Input on This HIA
Distribution of interviews and state and local examples
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Needs assessment and health: Educational outcomes
Issues affecting achievement and school performance: How do they relate to
health and equity?
Many well-documented issues inside and outside of school affect students’ academic achievement—and often
their health and well-being.47 Research shows that many of these disproportionately affect children who are living
in poverty, are from various racial and ethnic backgrounds, are English learners, and/or have disabilities.48
Within schools, they include:
•• Instructional factors: Learning time (length of the school day or number of instruction days in a year); class
size; and teacher experience, preparedness, and turnover are important to student achievement and have been
a focus of school improvement efforts.49
•• Funding: Higher per-pupil spending improves student outcomes, both in the amount and in the way the
money is spent.50 A school’s funding can also affect whether it has sufficient specialized instructional support
personnel, including social workers, school nurses, counselors, psychologists, and others, who can help meet
student needs and support educators.
•• School-based physical activity and nutrition: Schools can play an important role in promoting physical
activity and healthy eating, which affect health and student achievement. Recess, physical education classes,
and sports help not only to control weight, but also to enhance students’ focus and concentration, improve
academic performance, and support social and emotional development.51
•• School climate and culture: The feelings, attitudes, and experiences elicited by a school environment can
affect student achievement through their impact on students’ social and emotional learning and mental and
physical health.52 A positive school climate—defined by norms, values, and expectations that help students
to feel safe, respected, and engaged—is associated with greater self-esteem and lower drug use among
middle school students. For high school students, such a climate is also linked to fewer self-reports of
psychiatric issues and, for both middle and high school students, to decreased absenteeism and healthy social
and emotional development.53 Administrators and staff play an important role in influencing school climate.54
•• Quality of school facilities: The physical condition of school facilities contributes to the academic
performance, attitude, and behavior of students and teachers.55 For example, one study found that students
in run-down buildings attend fewer days of school and have lower test scores than students in newer, highquality buildings.56 Buildings and facilities also have direct impacts on the health of students and adults using
them through, for example, air quality, noise, and lighting.57
•• Parent and family involvement: Parent and family involvement is a critical element of student and school
performance.58 This includes parents having positive relationships with teachers and other staff and being
engaged in the school’s functioning and governance.
•• School leadership: Principals and other leaders can play a key role in educational outcomes. For example,
research has found that positive leadership behaviors by the school administration—including knowledge
of and involvement in the curriculum, visibility, flexibility, and strong communication—enhance student
achievement. Similarly, a national survey found that students’ math scores rise when their teachers have
more trust in the principal.59
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In interviews for this HIA, many respondents described the challenges that low-performing schools face regarding
instructional and institutional factors such as teacher turnover and recruitment, leadership, and funding inequities
across states and districts. When asked to describe the characteristics of schools likely to be identified as needing
comprehensive support and improvement, one interviewee said:

 hese schools are historically underfunded. They are denied all
T
the supports you would need. … The problems they face are largely
outside of their control, so their inability to hire the best teachers [and]
implement the most effective interventions are largely a result of
the underinvestment and lack of support from the districts and the
states. From that perspective, we take the highest-needs students, we
concentrate them in schools with the least power, and then we look
at them and say, ‘[Come on,] schools, get your act together.’”
Although they are not issues that schools can address alone, root causes include challenges in students’ households
and communities that can affect educational outcomes and ultimately school performance, such as:
•• Neighborhood and household characteristics: Neighborhoods with high crime and unemployment rates are
associated with poor academic achievement.60 Poverty significantly affects the financial, emotional, social,
and physical resources available to children, as well as family and community expectations of achievement.61
Other neighborhood risk factors that affect academic achievement include housing quality, residential
crowding, and neighborhood deterioration.62 Limited access to neighborhood resources such as affordable
public transportation can also be a barrier to student attendance and parent involvement in school activities.63
•• Housing instability and homelessness: Homeless children and those who are “doubled up” with relatives or
friends because their families cannot afford separate housing experience physical, developmental, and mental
health issues and educational problems that affect academic achievement at much greater rates than children
in stable housing.64 Homelessness and housing instability are also associated with barriers to accessing
school, such as commuting and enrolling, which results in more absences and less learning time.65
•• Food insecurity: Children living in food-insecure households are more at risk of being overweight or obese
compared with those living in food-secure households.66 These children also face limited availability of
nutritionally adequate foods and balanced meals, and they often skip breakfast—a meal that is critical
for children’s cognitive functioning and is especially important for students whose nutritional status is
compromised.67 School breakfast programs are beneficial to children’s academic performance by improving
their capacity to learn and encouraging school attendance.68 However, many students who are eligible for
a school breakfast program and have access to one do not participate because they are not aware of the
program, or because of timing and scheduling challenges, enrollment and administrative requirements, and
stigma.69
•• Community violence: In HIA interviews, several respondents said that students in schools identified as
needing improvement are likely to face more violence in their neighborhoods and that simply walking to school
can be unsafe. Research shows that adolescents who are exposed to violence have a greater risk of developing
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post-traumatic stress disorder symptoms and not performing well in school than are peers who are not.70
•• Parent and family involvement: The active engagement of a parent or adult with a child outside of the school
day, in an activity that centers on enhancing academic performance, has a positive and significant effect on
children’s overall academic performance and reading achievement.71 Factors such as parental expectations,
parenting style, home environment, discipline, and parents’ educational attainment also affect children’s
academic achievement.72 In interviews for this HIA, respondents described the impact of low parental literacy
on children’s school readiness, as measured by language development. Time and resource constraints can
serve as a barrier to parent and family engagement, particularly in low-income families.73
•• Physical and behavioral health: Health status can affect a child’s attendance and academic achievement.
The connections between asthma and absenteeism are well-documented, and a range of health issues—
including psychological, emotional, and behavioral problems—are associated with a greater risk of dropping
out of school.74
•• Adverse childhood experiences: Eviction and living in unsafe neighborhoods may cause children to live in a
state of fear and have been shown to increase the risk of disruptive behaviors, unhealthy coping strategies
such as drug use, and poor mental health outcomes, which can affect performance in school.75
Evidence shows that disparities in academic achievement for students from various racial and ethnic backgrounds
are strongly influenced by family poverty, inequitable school funding and resources, and teacher experience.76 It is
also well-documented that black, Latino, and American Indian students face more disciplinary actions in school,
including suspension and expulsion.77 A recent review of education literature found that suspensions may lead to
a higher risk of academic underperformance for students of color.78 Many interviewees also said that enforcing
disproportionate disciplinary policies hurts these students’ achievement. This is because it does not address root
causes of behavior, such as learning disabilities, and contributes to chronic absenteeism through out-of-school
suspension, seclusion, and restraint tactics. English learners often face challenges that can affect their academic
performance, such as adjusting to new instructional techniques and school environments, and transferring between
schools more frequently than other students.79 Evidence also shows that students with disabilities and LGBTQ youth
disproportionately experience negative school climates and bullying, which can affect academic performance
and health.80
Poverty and instability in families and communities influence educational and health outcomes. For example,
students who live in poor-quality or unsafe housing are at greater risk of having asthma and other respiratory
conditions, as well as increased stress and other mental health problems.81 Because students attending identified
schools are disproportionately from low-income households, research suggests that these students are more likely
to face dynamics at school and in their homes and communities that limit their ability to reach their full potential.
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Figure 5

Student Academic Performance Is Affected by Issues Inside and
Outside School
Factors influencing achievement

School characteristics
Many school characteristics affect students’ academic achievement,
including the physical condition of facilities; access to programs and
services to meet student needs; the time students spend learning; and
whether students feel safe, respected, and engaged.

People
The people involved in students’ academic experiences, including
teachers, school leaders, families, and specialized personnel such
as social workers and counselors, play a critical role in supporting
educational outcomes. For example, access to experienced and
prepared teachers and family involvement in students’ educational
experiences support academic achievement.

Root causes
Several household, community, and societal factors—including housing
instability, food insecurity, community violence, and household and
neighborhood poverty—can be important drivers of educational
outcomes. These root causes disproportionately affect low-income
students, students of color, and English learners.

Student health
A student’s health status can directly affect his or her attendance and
academic achievement. For example, asthma is linked with chronic
absenteeism, and a range of health issues are associated with a bigger
risk of dropping out of school.

Funding
Source: Miami-Dade County Public Schools,
“Out-of-School Factors Affecting Academic
Achievement,” Information Capsule 1004 (September
2010), http://files.eric.ed.gov/fulltext/ED536510.pdf
© 2017 The Pew Charitable Trusts

High levels of per-pupil spending are linked with better educational
outcomes. Greater funding allows for smaller classes, more
programming, higher teacher compensation, and other resources.
Funding inequities across districts and states can lead to more teacher
turnover and recruitment problems, which hurt student achievement.
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How Root Causes Affect Achievement: Chronic Absenteeism
Students who are chronically absent—missing at least 15 days of school in a year—are at serious
risk of falling behind. For example, they may not reach early learning milestones and are at greater
risk of dropping out than peers with better attendance.
In the 2013-14 school year, more than 6 million students at public schools—14 percent—were
chronically absent.82 Disparities exist among students based on race and disability status.
American Indian and Pacific Islander, black, and Hispanic students are over 65 percent, 36
percent, and 11 percent more likely, respectively, to lose three weeks or more of school than their
white peers.83 Students with disabilities are almost 1.5 times more likely to be chronically absent
than students without disabilities.84
The data also show that chronic absenteeism is most common in high school, although there is
evidence that children in elementary school also experience chronic absenteeism, suggesting
a need for early intervention.85 There are many reasons for chronic absenteeism, but poor
health, limited transportation, and a lack of community safety stand out. These challenges
disproportionately affect students living in low-income communities. In 2016, the Department
of Education for the first time released these data from nearly every public school in the country,
illuminating the magnitude and impact of chronic absenteeism.

Opportunities to identify and address root causes through needs assessments
The stronger a person’s educational and academic record, the more opportunities he or she will have for a betterpaying job and, in turn, access to safe and decent housing, nutritious food, and good medical care.86 Adults who
lack these things have poorer health overall, reflected in higher rates of injury, asthma, obesity, diabetes, and mental
health conditions. Therefore, needs assessments and the resulting improvement plans are likely to improve public
health if they boost the achievement of students attending low-performing schools.
However, the law does not specify the metrics that LEAs must examine as part of the needs assessment and does
not require or encourage LEAs to examine root causes that influence student learning and academic indicators.
School needs assessments typically include traditional academic data such as test scores and attendance, and
focus on some aspects of the school and learning environment that can affect student performance, such as school
leadership, the number of instruction days in a year, class size, and teacher preparedness.
To test the hypothesis that improvement plans achieve their objectives if they address root causes, the HIA process
included a review of literature on factors that contribute to failed attempts to get underperforming schools back on
track. The HIA identified this as a research gap in the field.87 However, the evidence base makes clear the strong link
between root causes and education, leading the HIA team to predict that a more systematic examination of these
factors could bolster school improvement efforts.
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In interviews for this HIA, respondents said many of the schools likely to be identified under ESSA have been
struggling for years, despite improvement efforts, suggesting that traditional methods of assessing student and
school needs may be falling short. Indeed, a recent evaluation of the School Improvement Grants program, which
targeted $7 billion to low-performing schools between 2010 and 2015, found that these improvement activities had
no significant impact on academic performance, high school graduation rates, or college enrollment.88 The program
focused primarily on academic factors such as curriculum and instructional reform, increasing teacher and principal
effectiveness, and increasing learning time.89 It also allowed schools to use funds to address social, economic,
and health factors affecting their students, but it is unclear the extent to which that has occurred. In some cases,
it required or encouraged them to change the school’s strategies regarding parent and community engagement,
discipline, safe school environments, and nonacademic services such as counseling or mental health support.
Researchers have observed that traditional methods to improve schools by concentrating on academic indicators
have resulted in schools taking surface-level actions to make the problem less visible and then “implement[ing]
a patchwork of ad hoc solutions they hope will prevent recurrence.”90 In most cases, the problems recur, and the
schools that were identified as struggling remain on the list. Given the strong connection between root causes and
educational outcomes, addressing issues contributing to poor results—the social, economic, and health factors
that influence academic achievement—may prevent schools’ being identified again as low-performing and lead to
sustainable school improvement.91 However, estimating the costs of such efforts was beyond the scope of this HIA.
The Jennings School District in St. Louis County, Missouri, is an example of reaching this goal by addressing
challenges that students face, in particular those resulting from poverty. Its superintendent took a holistic approach
rather than focusing just on traditional turnaround interventions. Among other school improvement activities, she
opened a food pantry, a shelter for homeless students, and a health clinic to address key issues affecting students.
Donations from local businesses supplemented public dollars for these efforts. In 2012, the district had nearly lost
its accreditation after receiving a score of 57 percent on state educational standards. Within two years, it improved
to 78 percent. In 2015-16, the score rose again, to 81 percent. It now also has a 92 percent four-year graduation rate,
and a 100 percent college and career-placement rate. While more work remains for academic improvement, the
superintendent continues to harness the strengths of the district, its schools, and its community.92
Improvement plans are only as good as the needs assessments that inform them. The assessments can provide
useful information that school districts can act on, both immediately by themselves but also longer term in
partnerships that leverage additional resources for children and youth. In a study of 45 North Carolina public
elementary, middle, and high schools that completed needs assessments, 71 percent incorporated at least threequarters of the resulting recommendations in their school improvement plans.93
Because the law does not require that root causes be addressed in needs assessments and resulting improvement
plans, LEAs are unlikely to incorporate them as indicators. This could ultimately limit the effectiveness of efforts
to improve these schools. As one interviewee said: “It starts with the assessment piece. If you don’t have an
assessment that asks these questions, you won’t end up with a plan that addresses these issues.” Several
participants also said that for the needs assessment to examine root causes affecting students, the data systems
and templates provided by districts and states need to provide more guidance and flexibility. For example, several
interviewees noted that the school improvement planning process in some states has given schools preset
categories of goals and strategies, making it difficult to incorporate goals related to root causes and health
and wellness.
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Innovative approach
Colorado: Using Data to Improve Health and Educational Outcomes
The Center Consolidated School District, a small, rural district in south-central Colorado that serves
a high proportion of English learners, is incorporating public health, education, and school policy
data into district and school improvement planning. The district relies heavily on Healthy Kids
Colorado Survey data that are collected every two years. Through a partnership with the University
of Colorado, it also conducts a school climate survey every two years in grades four through 12 to
identify needs and assess progress toward goals. After analyzing data on behavioral and mental
health, student grades, and school performance, the district’s health and wellness coordinator
works with schools to set goals for their annual improvement plans, which are required for all
Colorado schools and districts, and identifies strategies to achieve those goals. This initiative has
been funded by grants from state agencies and nonprofit and philanthropic organizations. The
inclusion of health data in this plan has important implications because the plan drives funding and
resource allocation and guides programming decisions.
The district’s use of data to propel decision-making is paying off. The community had been aware
for years that it had a high teen pregnancy rate compared with surrounding counties. In 2007, the
school district combined education and public health data sources and confirmed that not only was
teen pregnancy prevalent, it was hurting academic performance and graduation rates. This data
analysis also revealed high numbers of sexually active students who were not using birth control.
The district engaged students, who offered insights on factors affecting their behavior, such as low
parental support and depression. Students then worked with officials to develop a program to help
parents build skills to better support their children, among other initiatives. The district also used
the Colorado Comprehensive Health standards to implement an evidence-based curriculum for
K-12 students to build life skills and knowledge about relationships and sex education.
In the years since, the teen pregnancy rate has been cut nearly in half. Although the national teen
pregnancy rate has also fallen, district staff reported that its county experienced a greater drop than
the state as a whole and several other counties in the area. The district’s health and wellness efforts
have yielded other tangible results: higher attendance rates, fewer students using substances and
dropping out, and more students continuing to college. One district staff member said: “I know for
our school district, even though I can’t really directly say, that there is a definite correlation. We
have had some of the highest growth within Colorado in academic performance, and I know that
wouldn’t have happened without the health and wellness work we are doing.”
This case also highlights some of the challenges with collecting and applying comprehensive data
on student education and health. Schools, students, and families pushed back when the district first
conducted the surveys because of concerns about privacy and the time required. The district won
their support by making clear the value of devoting time to data collection and how the results could
be a useful tool to guide decisions that would improve academic outcomes. It also created systems
to monitor compliance with local wellness policies. Schools may need coaching and support on how
to analyze such public health data and address the findings.
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In interviews for this HIA, stakeholders highlighted several examples of districts and states, such as Colorado and
Arkansas, that are collecting data on a wide range of indicators that go beyond minimal requirements. However,
several respondents predicted that high-capacity districts that are already examining root causes as core parts of
school improvement efforts will continue to do so, while smaller districts with more limited capacity will not without
federal or state support. Many expressed concern that because it was optional under the Department of Education’s
initial proposal to include locally selected indicators, districts will probably not include them, given competing
requirements and limited resources. As one interviewee said, “Unfortunately, if you put the word ‘voluntary,’ things
won’t get done because so many things are report-driven. That is not a negative reflection on people; it is part of
the system.”
A few cautioned that examining root causes of academic performance will improve students’ academic
performance and health only if schools have the resources or partnerships in place to address identified needs. They
cited school budget challenges, noting that when weighed against other priorities, health-focused efforts often don’t
rise to the top. Indeed, recent data show that K-12 public education funding has struggled to bounce back from the
Great Recession. Nearly two-thirds of states provided less state funding per student in 2013-14 than they did in
2007-08, before the economic decline.94 One interviewee expressed concern that when schools try to take on too
much and expand beyond their core educational mission, student academic achievement can suffer, and so can
health. Three participants captured these perspectives:
“[We] don’t want to pile more onto schools’ plates, but it is an opportunity for schools to think about how to
help kids achieve at high levels and be career ready. It is not necessary that a school has to be responsible for
fixing everything [that is] identified—but it can help them identify better, more effective strategies for addressing
education.”
“If a district goes through a process, and they identify a problem, but there aren’t resources to address that, then
what do they do?”
“We have schools that are doing such a terrible [job] of getting the school part of school right that to hand them
more of children’s lives is a terrible idea. But at the same time, kids need dental care, and a school is as good a
place as any to provide [it]. They need access to mental health supports and laundry and family counseling. I’m
hoping it doesn’t become either/or, that either schools are about raising academic achievement or we meet the
other obvious, critical, high needs of families.”
One way for schools to address the potential burden but not stray from their primary mission of education is to
partner with other agencies, nonprofits, or service providers. Schools cannot, and should not, address root causes
alone. However, they can serve as a critical partner and convener given their important role in children’s lives and
in the community. The needs assessment process can be an important starting point for engaging partners and
identifying community assets that can be leveraged to support school improvement efforts. From a long-term cost
perspective, if students and schools are supported more comprehensively and therefore able to improve educational
outcomes, communities are likely to have fewer costs associated with the use of social services and incarceration.95
For example, students who drop out of high school are more likely to face unemployment, poverty, poor health, and
incarceration and rely on social services than are their peers who graduate.
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Innovative approach
Wisconsin: Hospital Addresses Roots of Health, Education Through
Partnerships
In 2010, Children’s Hospital of Wisconsin began reaching out to low-income communities through
its “partner neighborhood” initiative to improve children’s health. The hospital identified these
neighborhoods by examining demographics and rates of health disparities and the resources
available for this goal and broader community empowerment. In the years since, Children’s has
partnered with nine elementary schools in three low-income neighborhoods in the Milwaukee
school district. The hospital is helping them align available school, clinical, and community
resources to promote and support student and school health.
Milwaukee Public Schools is the largest district in Wisconsin. Each of its schools completes
a needs assessment and school improvement plan guided by the state’s Framework for
Comprehensive School Health Programs. To help its partner schools meet health goals, a
coordinator from Children’s has trained school staff in the Whole School, Whole Community,
Whole Child model, which promotes coordinated efforts across school staff and programs, and
keeps students’ needs at the center. Each school has designated a health champion to continue
this work.
The hospital works with community partners to reach out to families and link them to resources
to help them improve community safety and meet basic needs, including safe and decent
housing and enough food. These partners—called community health navigators—work with
school nurses, school health coordinators, social workers, foster care workers, and primary care
providers to ensure that care for students is cohesive and successful. For example, a school nurse
may alert a community health navigator if he or she is concerned that a child might be at risk
for diabetes. Through conversation with the family, they may discover that a relative needs help
with dental care, electricity bills, or job training. These relationships offer children and families
comprehensive services that meet their needs. Through the combination of education and
interaction with students, schools, and caregivers, Children’s has helped align resources to better
meet student needs. At schools in this district, more children are filling their asthma medication
prescriptions and students spend less time with school nurses and more in the classroom.
Schools’ ability to implement and fund health-related programs required by the district can be
difficult. Children’s is helping them comply with requirements to have a school health advisory
board or wellness team that meets regularly; design action plans around health, physical activity,
and nutrition; and work with school nurses and health navigators to ensure that students are
ready to learn.
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Leveraging data and needs assessment findings to improve schools
In addition to examining important academic indicators, many schools are beginning to analyze student health
issues as part of their improvement plans. For example, the Centers for Disease Control and Prevention’s 2014
50-state analysis of improvement planning efforts found that a median of 54.8 percent of high schools reviewed
data related to health and safety, such as students’ physical activity and whether schools offered social services
and a healthy school environment.96
Although these data are important examples of nonacademic indicators, they do not fully capture the range of
root causes that can affect student performance. Schools can build on this work by examining external factors—
such as poverty—that affect their students. Interview respondents indicated that most schools complete their
needs assessments using a combination of data from the state, the district, and the school itself. One respondent
said school information is the most useful because other data sets have geographic boundaries, such as county
or census areas, that do not line up consistently with the school population or cannot be used at small enough
scales to draw meaningful conclusions. One interviewee said health indicators should be clearly linked to
academic metrics to be useful. For example, gathering data on an acute illness when it keeps the student from
attending school can inform academic planning and intervention. Regardless of what additional information is
collected, determining appropriate data and learning how to collect and analyze it—and having enough staff to
do so—remain a challenge. And applicable data are often limited. Similarly, interviewees said privacy concerns of
students and families may limit schools’ ability to collect information related to physical and mental health. Some
states have responded to that challenge by committing resources to developing and expanding more secure
statewide data collection efforts. (See Innovative approach on Page 22.)
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Innovative approach
Colorado: State Systems to Identify School Needs, Ease Data Collection
Colorado is among a handful of states working to improve student health and academic
achievement by helping schools and districts examine the needs and tailor programs to best
meet them. The Colorado Department of Education (CDE) requires all districts and schools to
submit improvement plans and provides a standardized process and uniform templates for them.
CDE then helps the districts and schools meet performance goals with technical assistance and
training. All improvement plans are published online to promote transparency and encourage
public participation.
Colorado requires that student health be included in academic accountability and improvement
planning and has made funding and technical assistance available to help schools carry out this
mandate. CDE’s Office of Health and Wellness spearheaded efforts in 2013 to collect relevant
health and wellness data—reducing the burden on schools. Before then, schools were inundated
with academic and health assessments and could not accomplish all they wanted with the data
available. Colorado committed funds to expand a survey that the CDC asks states to conduct on
youth and adolescents. The Healthy Kids Colorado Survey collects health information biennially
from Colorado public school students. The survey allows for both state and regional estimates
and is used to inform research, programming, and resource allocation. For example, school
districts have used the data to select and implement evidence-based programs to address
identified student needs, develop local wellness policies, and secure grant funding for new
programs. And local public health departments and community coalitions have used them to
shape prevention programs to address student health issues identified through the survey.97
These data have also been used to identify issues that some subpopulations of students face at
disproportionate rates. For example, CDE added questions about sexual orientation to the survey
and found that LGBTQ students were much more likely to report that they did not feel valued or
respected at school and to use alcohol and drugs. This is one example of how more holistic data
have helped staff and administrators uncover challenges and address them.
About the same time, the Office of Health and Wellness launched Colorado Healthy
Schools Smart Source, a tool that helps public schools inventory their health efforts. It helps
administrators and others understand school health policy and practice, and can be used in
conjunction with the Healthy Kids survey to explore the effect of policies and interventions on
health outcomes. Smart Source is aligned with both the Whole School, Whole Community, Whole
Child model and the Coordinated School Health model, and assesses school health efforts across
nine issues: general health policies and practices; nutrition; physical education and activity; health
education; health services; counseling, psychological, and social services; healthy and safe school
environments; family, community, and student involvement; and staff health promotion.
Continued on next page
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The Healthy Kids Colorado Survey and Smart Source are intended for use in district and school
improvement plans. The data captured in these surveys can be used by schools, state and local
agencies, and community partners to identify needs and design appropriate strategies to address
them. It can also help students, parents, teachers and staff, administrators, and community
partners learn how to support better health and educational achievement. This example
illustrates how a state’s decision to collect data can facilitate LEAs’ use of root cause information
in needs assessments.

Several respondents described challenges regarding data privacy in collecting and analyzing health-related
indicators to inform school improvement planning. These problems have implications for collecting data on root
causes. For instance, important data about poverty, food insecurity, and health insurance may be most useful
for schools and LEAs when measured at a neighborhood level—as opposed to aggregated across a district or
county—which can present challenges for maintaining confidentiality. The Department of Education has helped
to address these concerns by releasing a toolkit that highlights strategies for overcoming confidentiality and datasharing challenges.98 The department should continue to expand this toolkit to guide data sharing on root causes.
Through partnerships with public health and other organizations, schools can access data to help document
student health problems and their relationship to educational outcomes. Schools and LEAs can leverage a
number of resources and assessment tools to incorporate root causes into their needs assessments and
improvement plans. For example:
•• Approaches and tools such as root cause analysis, the CDC’s School Health Index, ASCD’s School
Improvement Tool, the Department of Education’s School Climate Survey, the Wellness School Assessment
Tool (WellSAT), the Center for Health and Health Care in Schools’ “Partner, Build, Grow” action guide, and
the Strengthening Partnerships: Community School Assessment Checklist from the Coalition for Community
Schools and the Finance Project could serve as useful resources for districts.
•• Sources such as County Health Rankings and Roadmaps and data from Community Commons and the
National Neighborhood Indicators Partnership can illuminate community characteristics affecting health and
education, such as poverty, housing instability, and crime.
•• Some states are partnering with local districts to make sure that Youth Risk Behavior Survey data are used
effectively to show connections between student behavior and academic performance, and to drive decisionmaking for school improvement plans. These data are available for most big cities but are less available in
smaller, rural communities.
•• Nonprofit hospitals collect and make public a broad array of data as part of their required community
health needs assessments that could be used in school-level needs assessments.99 However, one interview
respondent from a state department of health noted that few districts and schools are using those data.
•• A number of states have developed and issued guidance to LEAs on how to conduct comprehensive needs
assessments that include health and wellness. Decision-makers and leaders can examine the state, district,
and school innovative approaches provided throughout this HIA to better understand opportunities to build on
and scale existing efforts.

23

Needs assessment and health: Stakeholder engagement
Role of engagement in educational and health outcomes
Parent and family involvement in schools boosts academic achievement and encourages students to raise their
educational aspirations.100 Several studies that examined the successful turnaround of low-performing schools
or compared them with high-performing, high-needs schools have shown that parent engagement is not only a
critical part of student achievement, but it also affects overall school quality and performance.101 In interviews for
this HIA, several respondents said it is a challenge to engage low-income families that may have had negative
interactions with schools. Others said many administrators and teachers lack the time, capacity, or formal training
to successfully engage families.
Community partnerships can also play an important role in supporting student educational achievement and
school performance. Although the size and scale of these partnerships can vary by school, district, and state,
research shows that the quality of collaboration is most important.102 One example of effective community-school
partnerships is the Communities in Schools model, an approach to dropout prevention that places coordinators
in schools to assess the needs of students and their families and establish local partnerships to address identified
issues.103 A five-year national evaluation of this model found that schools that use it have fewer dropouts and
higher rates of graduation, attendance, and academic achievement.104
Evidence suggests that stakeholder engagement can improve factors important to health. A systematic review of
research on community engagement initiatives found that most stakeholders involved experience benefits in terms
of physical and emotional health and well-being, and increased self-confidence, self-esteem, social relationships,
and individual empowerment.105 Evidence suggests that stakeholder engagement in decision-making can strengthen
connections between communities and decision-makers, decrease exclusion of population groups, and positively
affect school environments.106 Several interviewees also described the importance of including students in
stakeholder engagement efforts and decision-making at the school level.
A systematic literature review found that when students meaningfully engage in school or class dialogues with
administrators and other decision-makers, such as by participating on school or student councils, they build life
skills, boost their self-esteem, and improve their relationships with adults.107 These conclusions are supported
by research by the Search Institute, which has found that traits associated with student engagement—such as
empowerment, responsibility, planning and decision-making, personal power, and sense of purpose—help young
people develop into successful and contributing adults.108
In interviews for this HIA, respondents said the types of stakeholders that schools engage with vary. Rural school
districts, for example, have fewer potential partners than do urban schools, which work with many nonprofits
that support educational outcomes. But rural districts often develop strong collaborations to leverage their
limited capacity and funding. Some respondents said LEAs and schools often actively engage only with staff
and parents and other stakeholders singled out in federal or state requirements—and that interaction can be
minimal. Respondents indicated that stakeholders need to be involved early in the needs assessment process to be
included in a meaningful way. Interviewees also highlighted several challenges schools and LEAs face in engaging
stakeholders: cultural differences, language barriers, ability to listen to and address multiple and sometimes
diverging perspectives, and limited time and capacity.
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Innovative approach
Texas: Using Data to Address Chronic Absenteeism
E3 Alliance is a nonprofit organization focused on improving educational outcomes for students in
five counties in central Texas.
School districts in Texas, as in some other states, are funded based on the average daily
attendance of students each year. In 2011, pending cuts to the state education budget prompted
E3 Alliance to partner with philanthropic leaders and school superintendents to better understand
the most pressing issues facing schools in the region. Superintendents unanimously agreed that
a regional student attendance campaign was needed. Students cannot learn if they are not in
school; teachers cannot teach if the students are not there; and every day that a student misses
costs schools money. These conversations prompted E3 Alliance to launch the Missing School
Matters public awareness campaign to increase student attendance by an average of three days
per student per year, which would not only increase student achievement, but also bring an
additional $35 million to central Texas schools.
Missing School Matters includes an annual attendance kickoff celebration, local advertisements,
celebrity public service announcements, and mailings to families about the importance of children
being in school. E3 Alliance also partnered with school nurses to write short, comprehensive
guides for families about managing student attendance.
In addition to the public awareness campaign, E3 Alliance conducted research in 2013 to
understand the root causes of chronic absenteeism. This nine-school representative study, funded
by St. David’s Foundation and Central Health, allowed E3 Alliance to more comprehensively
collect data on attendance and reasons for absences. Why are which students absent, and
where? The research found that the primary reason students missed school was acute illness and
that absences matched spikes in reported flu cases. The study also found that central Texas not
only had more absences than the Texas average in every grade, but also that low-income students
in this region had lower attendance than those in any urban area in the state. In 2014, as a result
of this study, E3 Alliance launched the Kick the Flu campaign to provide in-school vaccines at no
cost to districts or families. It began in 56 elementary schools. Two years later, it had expanded to
more than 350.
Since Missing School Matters was launched in 2011, overall student absences have, for the first
time in two decades, dropped even with continued increases in school enrollments, saving central
Texas schools $33 million from decreased absences, with $8.5 million saved in 2015-16 alone.
Partnerships have been integral to E3 Alliance’s success. Each school district had strategies to
combat chronic absenteeism, but those efforts were independent and often did not address the
root causes of these absences. By working with community and business partners, E3 Alliance
has helped amplify the message about school attendance, increase community awareness,
address root causes of health and absenteeism issues, and get students back in the classroom.
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Opportunities to promote stakeholder engagement through needs assessments
Given the clear importance of engaging families, teachers, principals, and other stakeholders in efforts to improve
schools and boost student achievement and health—and the factors inside and outside of school that affect
academic performance—the HIA findings supported the proposed requirement that needs assessments be done in
partnership with these groups. Moreover, evidence shows that the process of engaging stakeholders can promote
health by facilitating improvements in educational outcomes, strengthening social relationships, and supporting
individual empowerment.
In interviews for this HIA, nearly all respondents cited the importance of engaging a broad array of stakeholders in
school improvement efforts. However, they described a wide variation in the extent to which schools and LEAs are
likely to do this when they conduct needs assessments and develop improvement plans. As one interviewee said:
“Most schools are at the informing stage, not engagement. It’s scary for schools to turn that around and really
listen. For parents in some of these areas, they may not have had a positive experience with their interactions
with the school, or their student is struggling. There is no training on parent engagement or parent-teacher
assessment. If we can’t get to a strong student-teacher relationship, then how do we get to this bigger picture
when the parent’s first interest is their own child?”
Others expressed concern that schools and LEAs are not likely to engage stakeholders—students, families, or
community—from or representing subgroups with the greatest needs, the very students these plans are intended to
assist. As one interviewee said:
“Schools are set with old ways of engagement. … They need to hear from parents who might be on the fringe
of the community, [parents who] probably have some of the highest needs [in order to] feel they’re getting the
support [they need] to raise their children.”
The Department of Education can help schools identify and respond to their students’ needs by encouraging LEAs
to partner with multiple stakeholders, such as students, specialized instructional support personnel, community
representatives, and individuals knowledgeable about how to meet the needs of specific subgroups. Involving these
partners at the needs assessment stage will lay the foundation for future partnerships and resource sharing during
improvement planning and potentially will expand the school’s ability to address student needs. The findings also
suggest that the health benefits of stakeholder engagement could be enhanced when partners other than teachers,
principals, and parents also participate in the process. Additional potential stakeholders include public health
departments, local federally qualified health centers, hospitals, health and mental health providers, managed care
organizations, and public health-focused community organizations. LEAs and schools will need to determine which
organizations will be the most appropriate partners based on their local context and needs.
In interviews for this HIA, some participants described how engaging with families, students, and other stakeholders
in their needs assessment and school improvement efforts can directly promote health. For example, one
respondent described how family involvement in these activities has led to the development of joint use agreements
with local schools—agreements that allow the use of school facilities for recreational activities—which have helped
students and families become more physically active.
The Department of Education, by encouraging LEAs to engage these important stakeholders in needs assessments,
could help ensure that the process includes perspectives on a broad range of social, economic, and academic
factors that may contribute to student learning and other key academic metrics. The department and states could
give LEAs guidance and best practice examples for meaningful stakeholder engagement to enhance their school
improvement efforts in terms of educational outcomes and health.
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Innovative approach
New York: Engaging Families Through the Whole Child Model
The Whole School, Whole Community, Whole Child (WSCC) model is an evidence-based
approach to better address students’ physical and emotional needs by coordinating the school
and local community. Buffalo (New York) Public Schools adopted it in 2013 after a decade of
laying the groundwork. This involved creating working groups and holding meetings to develop
and adopt a district wellness policy, leveraging public and private funding, and hiring personnel
to spearhead the effort. Buffalo hired a district wellness coordinator, funded by a New York state
school health grant, to: expand the role of health-related services in the schools, which led to
the implementation of WSCC; implement a comprehensive district wellness policy that aligned
various departments; and collect student health data through the Youth Risk Behavior Survey.
In Buffalo, families play a significant role in shaping school activities, and WSCC provides a
structure to engage them. A key part of the model is shared responsibility. Families commit to
supporting their child’s learning in multiple settings inside and outside the school, and school staff
members create an environment in which families feel welcome and meaningfully involved. The
Community Health Worker Network, funded by a grant, collaborates with the district wellness
coordinator to train parents over the summer to work on school wellness teams. Parent facilitators
are paid $3,000 to work 30 hours a month to enhance and support family involvement initiatives
that focus on improving student achievement. After 10 parents and 10 students participated the
first summer, the network persuaded more families to participate the following summer, fall, and
spring. Participation has since more than doubled. Engaging more families through this model led
the district to reinstate salad bars in every school, explore reinstating recess in several schools,
and add 30 physical education teachers.
Family engagement in Buffalo public schools also led the district to implement a community
schools model in 13 schools in fall 2016. The Strong Community Schools initiative stemmed
from parents’ desire to have their children in neighborhood schools rather than across town in
schools categorized as failing. This distance, and disconnect from these schools, contributed to
limited parental involvement in their children’s education. With a new superintendent in 2015
and a new state law supporting the funding for community schools programming, this option was
embraced by the Buffalo community, educators, and parents. Like WSCC, Strong Community
Schools aims to build bridges between families and communities to improve learning and health
and increase parent engagement. Participating schools partner with community- and faith-based
organizations, colleges, city and county services, and businesses, which will help provide housing,
parent and adult learning opportunities, and other community services. Implementation of WSCC
set the groundwork, climate, and infrastructure for these schools to transition to community
schools in the 2016-17 school year in Buffalo.
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Leveraging partnerships to support school improvement
Many schools, districts, and states have developed strong partnerships to help implement school improvement
activities and address student needs identified through local assessments. This includes working with health
departments, community health workers, local hospitals, cooperative extension programs, mental health service
providers, local YMCAs and Boys & Girls Clubs, police departments, local businesses, and faith-based organizations
to promote the health of students and families.
Several interview respondents stressed that although a school or district may examine root causes affecting
educational and health outcomes as part of a needs assessment, it is not accountable for addressing all identified
needs. Indeed, schools and LEAs cannot address these issues alone. Several people said schools should stay focused
on educational goals and let partners address social, economic, environmental, and health challenges that may
affect academic performance. As one said:
“I think the biggest thing that a partnership between a school and an outside organization can bring is that it
allows [the] school to focus on [its] number one priority—which is education—and it allows the organization to
supplement the educational goals with their programming. Schools don’t have to become health experts or food
insecurity experts or transportation experts. They can let the experts come in and work with them, and they get
to be the facilitator.”
In addition, interviewees described the important role of public health partners in collecting and producing data in a
form that is meaningful for schools and LEAs to act on. Two participants had these comments:

I have never once heard anyone argue over the fact that healthy
students learn better. But we’re not equipped to allow schools to reach
a different vision. If you’re going to be a champion for change, you
can’t just come in and say that you need to change this—you need
data measures that demonstrate what the issue is and how your
proposal is going to change [academic] outcomes.”
“To be collected, these indicators have to [relate to] accountability measures and directly impact student
performance. It has to be related to something concrete that the school leadership can get their head around and
can act on immediately with minimal resources.”
Several of the state and local examples, presented earlier in the document and in the appendices that follow, show
how stakeholder engagement and partnership can be used to move from identifying needs to taking actions to
improve schools. These examples, among others across the country, can be used to support other schools, districts,
and states as they implement ESSA.
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Actions to consider
The evidence collected from a review of the literature, interviews, and research on state and local examples suggests
that state educational agencies, LEAs, schools, the federal Department of Education, and public health and health
care stakeholders could take the following steps to improve implementation of the needs assessment requirements
under ESSA.

State educational agencies can:
1. Partner with other state agencies, such as public health departments or departments of social services and
state Medicaid agencies, to develop or enhance data collection tools and systems that can help districts and
schools examine data on a broad range of social, economic, and environmental factors affecting health and
education and their connection to required academic indicators. These tools and systems should aim to:
a. Ameliorate the challenges that districts and schools face in collecting data for required needs assessments.
b. Streamline and reduce the data collection burden for districts and schools.
c. Result in strategic data collection that benefits and is valuable to schools and LEAs.
d. Provide a template with sufficient flexibility to enable districts and schools to be innovative and responsive
to local needs, such as providing a menu of options that districts and schools could choose from.
e. Assist school and district leaders in understanding the connection between suggested metrics and
educational outcomes.
2. Provide guidance to districts and a template for conducting school needs assessments that examine root
causes of student performance and their connection to required academic indicators. States could also urge
districts to address student health and wellness and respond to the results of these assessments through
local partnerships. To facilitate data collection and alignment with other aspects of ESSA implementation, the
needs assessment templates could complement and build upon other required data collection efforts, such as
local report cards.
3. Provide guidance to districts to assist them in meaningful and authentic engagement with stakeholders,
including students, and model this engagement as they develop their state plans under ESSA.
4. Ensure that improvement plans for schools identified as low-performing are responsive to the issues found
through the needs assessment process. And SEAs should help districts translate needs assessment findings,
including those related to root causes, into effective plans. For example, states could:
a. Provide a framework for these plans that provides enough flexibility to address issues identified in the
needs assessments and explicitly include references to social, emotional, and physical health issues.
b. Partner with state and local public health, social service, and health care agencies to review, provide
feedback, and offer assistance on plans for identified schools to ensure districts are capable of responding
to problems identified in the needs assessment and use evidence-informed strategies in their plans.
c. Encourage education leaders to highlight the value of addressing root causes in improvement plans,
including clear and consistent talking points about how student health strategies will help schools meet
indicators on the state’s accountability systems.
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Local educational agencies can:
1. Select indicators of local relevance when conducting needs assessments. LEAs should work with local
stakeholders to include relevant indicators in the needs assessment process and to develop improvement
plans that address priority root causes identified through the needs assessments, while avoiding duplicative
effort or burdens that could exacerbate existing resource inequities among schools.
2. Support all identified schools in consistently collecting metrics reflecting local priorities to facilitate school
comparisons and to support districtwide efforts to address priority issues affecting students and their families.
3. Facilitate partnerships between schools and organizations that address key factors affecting education and
health—such as housing, transportation, and mental health—to identify and address student needs. Potential
tactics include writing memorandums of understanding, creating districtwide coalitions and local wellness
policies, supporting school health teams, and developing staff positions responsible for connecting schools
with available community resources and programs to address identified student needs.
4. Work with schools to ensure that the needs assessment and resulting improvement process identifies and
leverages the strengths and assets of students, families, staff, and the broader community. Once these
strengths are identified, districts can use them to support school improvement.

Schools can:
1. Leverage partnerships to address social, economic, environmental, and health challenges that affect their
educational goals. Building on the Department of Education’s previous guidance, schools can work with
relevant local partners to share local data on root causes of educational outcomes, providing mutual benefits.
2. Work with their LEAs to involve a broad range of stakeholders in collecting data for needs assessments,
analyzing the resulting data, and developing strategies to address identified needs. At a minimum, these
stakeholders should include students, instructional support personnel, families, and key community
organizations and local agency partners. Schools should consider using existing mechanisms for collecting
information from families to gather relevant data and information from parents outside of the school
setting. This could include engaging local partners and service providers who have frequent contact with
students’ families.
3. Communicate the needs assessment findings and corresponding school improvement activities in an
accessible way, for example, by ensuring that findings are translated into the primary languages spoken by
students and their families, and making them widely available through web-based or social media platforms.
4. Work with their LEAs and SEAs to develop ways to conduct needs assessments and implement improvement
plans, such as helping teachers pursue professional development that responds to identified needs and
creating cross-functional teams and mechanisms for ongoing student engagement in improvement efforts.

The Department of Education can:
1. Issue guidance to LEAs, either directly or through SEAs, to help them:
a. Examine a broad range of in- and out-of-school factors affecting student performance that contribute
to the reason(s) a school was identified for comprehensive support and improvement.
b. Use the needs assessment findings to create local partnerships and develop and implement
improvement plans.
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c. Engage a broad group of stakeholders in a meaningful way when developing school needs assessments
and improvement plans, such as students, specialized instructional support personnel, community
representatives, families, and individuals knowledgeable about how to meet the needs of specific
subgroups of students.
d. Examine whether they have the available resources, such as infrastructure and staffing capacity, to address
needs identified in the assessment.
2. Encourage SEAs to:
a. Emphasize the importance of examining root causes affecting student performance, such as neighborhood
conditions, as well as in-school health factors like physical activity and healthy eating, and including them
when designing school needs assessments. When possible, such factors should be aligned with existing
state and district indicators and accountability metrics.
b. Address identified needs by leveraging existing efforts and helping LEAs establish partnerships.
For example:
i. The Department of Agriculture released a final rule in July 2016 that strengthens requirements for
ensuring transparency and stakeholder engagement in the development of local wellness policies and
requires a triennial assessment of these policies.109
ii. Many schools will be conducting needs assessments with a focus on well-rounded educational
opportunities and healthy and safe school environments as part of their applications for funding under
Title IV, Part A. LEAs can build upon these partnerships and activities in conducting needs assessments
for identified schools.
iii. The Department of Education could build on prior collaborations with the Department of Health and
Human Services and issue joint guidance to LEAs to support them in accessing existing data sources,
addressing data privacy issues, and leveraging health and wellness activities already underway in their
districts.
iv. Starting with the 2016-17 school year, state child nutrition agencies should post the results of
each school district’s administrative review on their websites. Conducted once every three years,
these reviews cover all aspects of how the district is implementing federal school meal programs,
including participation rates and compliance with meal patterns, food safety, local wellness policies,
competitive food and fundraising policies, and civil rights. LEAs could incorporate these data into
their needs assessments.
3. Coordinate with other federal agencies to include health effects in monitoring and evaluation research related
to ESSA implementation (see next section).

Public health and health care stakeholders can:
1. Work in partnership with schools and LEAs to collect and disseminate information that is useful to their
educational agency partners, including linking public health data to educational outcomes for which schools,
districts, and states are accountable, such as attendance and academic performance. For example, under
ESSA, schools will report data on measurements of school climate and safety, such as chronic absenteeism
and discipline rates, for use in state and local report cards. Public health and health care stakeholders can
support schools in understanding root cause and health-related issues affecting their performance on these
metrics. This work should be aligned with existing efforts to collect and use data, such as the community
health needs assessment process and school surveys like the Youth Risk Behavior Survey. They should also
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develop tools and platforms, such as data dashboards (tools for visualizing and communicating important
data), that help schools align available public health data within their district boundaries.
2. Work with education leaders to conduct more research on the educational and financial impacts of school
improvement interventions focused on root causes in educational settings.
3. Clearly convey, in their health and education efforts, how a broad array of determinants can affect academic
achievement and school performance.
4. Consider sharing personnel, such as public health workers, across schools or LEAs to address the issues
identified by needs assessments.
5. Seek opportunities, by nonprofit hospitals and health departments in close partnership with schools and
LEAs, to coordinate and leverage community health improvement and community benefit activities to support
improvements in local educational outcomes.
6. Seek to align priorities of local and state funders working at the intersection of education and health with
those identified by schools and LEAs through their needs assessments and improvement plans.

Monitoring and evaluation
The team conducted the HIA on the draft regulations of ESSA’s Title I, Section 200.21(c) School-Level Needs
Assessment, as well its future implementation, and submitted comments to the Department of Education on
Aug. 1, 2016. On Nov. 29, 2016, the Department of Education released final regulations for Title I accountability
and state plans, under which the school-level needs assessment provision falls.110 Of the recommendations
the team made to the Department of Education regarding changes to the regulation’s language, the agency
partially adopted two. Specifically, the department revised the proposed regulations to:
•• Require that when LEAs conduct needs assessments for schools identified for comprehensive support and
improvement, they consider a school’s unmet needs, specifically related to students, school leadership
and teachers, the quality of classes offered, family and community involvement, school climate, and the
distribution of resources.
•• Encourage the involvement of students, as appropriate, in developing school improvement plans.
However, as previously mentioned, Congress voted in March 2017 to repeal the final regulations on accountability
and state plans under Title I, including these revisions. Nevertheless, because needs assessments are still required
for low-performing schools, SEAs, LEAs, schools, the Department of Education, and public health and health care
stakeholders can still use the 21 actions proposed in this HIA to guide implementation of ESSA requirements.
The team developed a monitoring plan that can be used by state and local educational agencies, schools, and the
department to track the health-related outcomes related to the implementation of the needs assessments. (See
Appendix E.)
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Conclusions
For years, high-need and low-performing schools have been required to develop improvement plans. Despite
great intentions and enormous efforts, many of the same schools and student populations still face disparities in
educational outcomes. The new needs assessment requirements under ESSA provide an opportunity to help schools
and LEAs use data to drive their school improvement efforts. The literature, interviews, and state and local examples
examined in this HIA indicate that by identifying and addressing the broad range of factors inside and outside of
school that influence academic achievement and school performance, school needs assessments and subsequent
improvement plans can enhance the likelihood that every child in the United States will receive a quality education,
with potential benefits to the student’s health and equity.
States can encourage districts to conduct needs assessments that address root causes affecting children’s ability to
do well in school—and assist those that do. The Department of Education can support this approach by giving SEAs,
LEAs, and schools more training, technical assistance, and capacity building.
The HIA findings also suggest that broad stakeholder engagement is an essential part of improving schools and
boosting student achievement. By encouraging its inclusion in needs assessments and through ESSA, states and the
Department of Education can improve outcomes for students and their families that are tied to better health and
academic achievement.
LEAs and schools face significant resource and capacity constraints. The research reviewed in this HIA revealed
that, to help implement needs assessments, SEAs and the department should avoid duplicative efforts or the
imposition of burdens that could exacerbate inequities in school resources. States and the department can guide
districts in how best to maximize resources and opportunities for partnerships. For example, required pre-service
and professional development training for staff members provides an opportunity to build their capacity to identify
and respond to root cause issues that affect their students.
By better addressing these root causes when developing and implementing school improvement plans, the nation’s
public education system and its partners can truly achieve what the law intends: that every student succeeds.
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Appendix A: Glossary
Elementary and Secondary Education Act (ESEA) is the nation’s foundational education law. Enacted in 1965,
it regulates federal funding for primary and secondary education. The original intention of ESEA was to improve
educational quality for students from lower-income families by providing federal funds to school districts serving
low-income students.
Every Student Succeeds Act (ESSA), passed in 2015, is the most recent reauthorization of ESEA. The law shifts
more decision-making power and accountability to states and emphasizes funding for the lowest-performing
schools and subgroups of students.
Local educational agencies (LEAs) are entities such as a public board of education or other public authority that
operates local public primary and secondary schools. LEAs can be at the city, county, township, or school district
level or other political subdivision, or a combination of school districts or counties.
The No Child Left Behind Act was the 2002 reauthorization of ESEA. It increased the federal role in public education
by emphasizing academic accountability and testing standards and requiring schools and educational agencies to
demonstrate improvements in academic performance.
Root causes are factors external to the classroom that affect a student’s academic performance, such as housing
instability, food insecurity, community violence, and health problems.
Social determinants of health, also known as health determinants, are the social, economic, and environmental
conditions in which people are born, live, learn, work, play, worship, and age that affect quality-of-life outcomes and
health risks.
Stakeholder engagement is the ongoing and intentional involvement of people or entities that may be affected by
changes to or decisions regarding schools and the education system, such as families, students, school staff and
leadership, community-based organizations, businesses, and colleges and universities.
State educational agencies (SEAs) are the state-level government bodies, often called the state department of
education, responsible for implementing state educational policies and providing resources and technical assistance
to local educational agencies, schools, and residents.
Whole School, Whole Community, Whole Child (WSCC) is an educational model that aims to address the physical,
social, mental, and emotional needs of students by coordinating and unifying the school and local community in
which students learn. It builds on the CDC’s coordinated school health approach for integrating health-promoting
practices in the school setting.
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Appendix B: Additional innovative approaches
Arkansas: Helping Schools Improve Student Health
In 2003, Arkansas became a leader among states in using legislation to promote student health. Under a law it
passed that year to combat childhood obesity, schools must create child health advisory and local district wellness
committees; reduce access to unhealthy foods and beverages; and report body mass index for each student and
results from the CDC’s School Health Index survey. Schools are also required to incorporate health and wellness
goals and objectives for nutrition and physical activity in the annual improvement plans they submit to the state.
Arkansas, unlike many states, also requires all public and charter schools to complete an annual comprehensive
needs assessment and improvement plan, regardless of their performance status. The plans must include evidencebased actions to boost student achievement for the subsequent school year. Requiring that health and wellness
goals be included in these plans provides an opportunity for schools to improve health and increase academic
achievement. The school improvement plans also function as each school’s application for applicable federal funds
and programming distributed by the Arkansas Department of Education (ADE).
Although the requirements for improvement plans have increased schools’ attention to and responsibility for
student health outcomes, ADE has found that there has been little connection between school health and wellness
priorities and other goals. In October 2016, in an effort to infuse health and wellness into schools’ priority goals
and bridge gaps identified in needs assessments, ADE’s Departments of School Health Services and School
Improvement and Child Nutrition began partnering with the Arkansas Department of Health’s community health
promotion specialists and community health nurse specialists to evaluate each school’s wellness priorities. They
help schools establish smarter objectives and promote incremental change. School improvement plans should
encourage inter- and intra-agency collaboration since schools are also now required to identify their wellness
committee chairs.

New Jersey: Using Partnerships to Promote Healthy School Climates
The School Culture and Climate Initiative, a partnership between the College of Saint Elizabeth and United Way of
Northern New Jersey, is helping more than 40 schools in the northern part of the state complete a comprehensive
needs assessment. Based on identified needs, it is also helping them build a better school culture and climate and
improve students’ social-emotional skills and health through school improvement plans. The initiative helps schools
understand the importance of building an infrastructure that supports sustainable progress in reaching goals. It
has been successful because it works with schools that are ready to devote time and resources and recognizes the
different needs of schools and tailors its work accordingly.
This has included first identifying how much capacity schools have at the start of the partnership. For some, this
means supporting initiatives that do not require additional time or resources. For example, one school in New
Jersey began its efforts by simply putting the name of every student in the building on a separate note during a staff
meeting. The adults then described their relationship with the students, from knowing them really well to knowing
just their name. School climate and the level of student engagement can affect academic achievement and mental
and physical health. This activity launched a needs assessment, as the school was able to identify students who
were disconnected or disengaged and ensure that programming and staff interactions were directed toward them.
Although this process did not capture all of the needs and root causes of academic achievement in that school, it
was a good starting point to create an inventory of assets and needs that can be built upon to improve students’
social-emotional skills and health.
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Through partnerships with local health care systems, the School Culture and Climate Initiative has increased
schools’ focus on health without adding burdens on staff and resources. Once the initiative identifies schools
that are ready to participate, it builds partnerships with school leaders, provides training to introduce goals and
its process for school staff, and forms teams that examine staff and student climate and health. A consultant is
assigned to each school and helps the teams determine a vision for their ideal school environment. The consultant
also helps them create an inventory of existing assets and programs that address the school’s culture, climate, and
health. Students, staff, administrators, and families then complete a school climate and health survey to measure
their perception of the school environment. The activities and survey help guide school improvement plans for both
student and staff teams. This approach takes into consideration various school priorities and needs, while helping
all to pursue positive and healthy environments.
The initiative received seed funding from the Robert Wood Johnson Foundation and a large local health care system.
It is sustained through a collaborative community funding model, including a modest contribution from each school
and small grants from Municipal Alliance funds, educational foundations, and other community organizations.
This funding structure helps the initiative assess needs and create school improvement plans, build capacity and
infrastructure within schools, and develop school-community ties to ensure the schools can continue to access
resources in the community.
Evidence suggests that efforts to improve school climate can benefit students, teachers, and schools in several
ways. Schools with positive school climates have fewer discipline problems and suspensions, higher student
academic motivation, and improved teacher morale. Carrying out these strategies has been linked to improvements
in academic performance.111

District of Columbia: Expanding Access to Care Through Medicaid Partnerships
The District of Columbia has long aligned health care services and education, with leaders recognizing the
interconnectedness of health and learning. Schools in the District identify children and families that lack health
insurance but are eligible, enroll them in an insurance program, and help connect them with the care they need to
stay healthy. As of October 2016, more than 97 percent of the students in its public schools have health insurance.
The District’s Office of Health and Wellness is able to analyze the Medicaid data and, with information from the
school nurse, identify and deliver needed services for students. By examining students’ needs, the office is able
to negotiate additional reimbursable services with the District’s Department of Health Care Finance. In 2016, the
office examined data from school nurses and identified students who lacked adequate dental care and transgender
students, who might have unmet mental health needs. Its director passed this information to school leaders so they
could help connect these students with care and fund appropriate interventions.
During fiscal year 2010, the District’s government, through the Department of Health Care Finance, became the
second jurisdiction in the nation to implement the Medicaid expansion under the Patient Protection and Affordable
Care Act. The District also had the second lowest percentage of uninsured residents in the nation that year, with
only 3.2 percent of children lacking health insurance coverage.112 Contributing to this rate was the District’s change
in Medicaid billing for its schools and its ability to secure federal funds to improve residents’ access to health
services. The Department of Health Care Finance submitted a state plan amendment for school-based health
services to change the reimbursement methodology to align with federal policy and allow District public schools
to bill Medicaid for newly eligible services, such as behavioral support, mental health and counseling, and nutrition
services.113 This change allowed the District to bring service providers to school campuses to deliver this care, as well
as preventive, less costly services. The partnership also created an easy way to enroll eligible children and families.
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Illinois: Engaging School Health Professionals in Data Collection
The Orland School District in Orland Park, Illinois, a suburb southwest of Chicago, serves close to 5,000 students in
10 schools that have a growing population of English learner households. It has made addressing student health a
priority by using school nurse data. Fifteen years ago, a few school nurses served the entire district. It now has one
in every school. One of these nurses in a Title I school began collecting student health data. Initially, she recorded
information manually, capturing the number of and reasons why students came to her. When the district made a
large technology investment of $6,000, she and other nurses started to use a software program to collect healthrelated data—making the process easier and the information gathered more accurate and robust. This includes
data on students with chronic health conditions, the number of students who receive insulin injections, medications
administered, the number of student visits per school nurse, and causes for 911 calls.
This information has been used to secure funding for additional medical staff, develop community support and
partnerships to improve student health, and influence state policy decisions on school health delivery models.
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Appendix C: Resources for states, districts, and schools for
school-level needs assessments
ASCD (http://www.ascd.org): ASCD developed and supports the WSCC model, a collaborative approach to learning
and health. ASCD offers publications, opportunities for professional learning and training, and a clearinghouse of
tools such as the School Improvement Tool, as well as implementation examples and lessons learned.
Centers for Disease Control and Prevention (http://www.cdc.gov/healthyschools/shi/index.htm): The CDC
provides guidance, tools, and resources to local schools on implementing a wellness policy; administers the Youth
Risk Behavior Surveillance System; and supports the WSCC model and the use of the School Health
Index, an online self-assessment and planning tool that schools can use to improve their health and safety
policies and programs.
Department of Education (https://safesupportivelearning.ed.gov/edscls): The department has developed the
School Climate Surveys, an adaptable, web-based platform that allows states, local districts, and schools to collect
and act on reliable, nationally validated school climate data.
Wellness School Assessment Tool (http://www.wellsat.org/resources.aspx): The Rudd Center for Food Policy
and Obesity developed WellSAT for schools, advocates, and leaders to assess the quality of a district’s written
wellness policy. The tool also provides personalized guidance and resources for making improvements. WellSAT is
an abbreviated version of the 96-item Comprehensive Coding System to Measure the Quality of School Wellness
Policies and covers topics such as nutrition education, school food, and physical activity in schools.
Partner Build Grow (http://actionguide.healthinschools.org): Sponsored by the Center for Health and Health Care
in Schools, Partner Build Grow gives tools to school administrators, program directors, civic leaders, and other
stakeholders to improve the sustainability of approaches that promote students’ cognitive, social, and emotional
health and educational success.
Coalition for Community Schools (http://www.communityschools.org/resources/needs_and_capacity_
assessments.aspx): The Coalition for Community Schools has developed or consolidated several needs and
capacity assessments, including the Strengthening Partnerships: Community School Assessment Checklist, a tool
to help school and community leaders create and/or strengthen community school partnerships emerging out of
the community schools movement. The checklist can serve as a planning tool to develop strategies to strengthen
partnerships, improve coordination of existing programs and services, and/or expand current levels of support.
University of Kansas Work Group for Community Health and Development (https://communityhealth.drupal.
ku.edu/ctb/overview): This online toolbox describes the process and provides examples of conducting an
assessment survey to identify important community needs.
National Association of State Boards of Education (http://www.nasbe.org/healthy_schools/hs and http://www.
nasbe.org/wp-content/uploads/NASBE-HSW-FINAL.pdf): This association offers several resources to support
the integration of health and education, including the State School Health Policy Database, which catalogs all state
policies related to school health, and “How Schools Work and How to Work with Schools,” a primer on building
strong partnerships with the education community.
“A Handbook for Meaningful Stakeholder Engagement” (http://partnersforeachandeverychild.org/P4_
EngagementHandbook_ESSA_0616.pdf): Partners for Each and Every Child, a project to advance equity
and excellence in education, created several resources to support equity in ESSA implementation and
stakeholder engagement.
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States’ Needs Assessments Guidance: Many states issued guidance on conducting needs assessments before
ESSA. Colorado and North Carolina are examples, but other states may create their own guidance as part of
finalizing their state plans. See for example:
•• Colorado (https://www.cde.state.co.us/fedprograms/consapp/na).
•• North Carolina (http://www.dpi.state.nc.us/schooltransformation/assessments).
National PTA (http://www.pta.org/programs/content.cfm?ItemNumber=4624&navItemNumber=4625): The
National PTA offers several tools to facilitate family engagement with schools to promote student success, including
the PTA National Standards for Family-School Partnerships, and toolkits for diversity and inclusion, engaging males,
military families, and urban families.
The California Endowment’s Building Healthy Communities Initiative (http://www.calendow.org/places): The
endowment partnered with 14 communities in the state to promote healthy changes in areas such as education,
health, recreation, and economic development. It offers several case studies highlighting the role of schools in
promoting healthy communities.
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Table C.1

Relevant Data Resources
Resource

Website

State and national data sets and tools
Department of Education ESSA resources

http://www.ed.gov/essa?src=rn

American Community Survey

http://www.census.gov/acs/www/#

Behavioral Risk Factor Surveillance System (BRFSS) City and
County Data

https://www.cdc.gov/brfss/smart/smart_data.htm

CDC Web-Based Injury Statistics Query and Reporting System
(WISQARS), Injury Prevention and Control, Data and Statistics

http://www.cdc.gov/injury/wisqars

Community Action Partnership

http://www.communityactionpartnership.com

Community Commons

http://www.communitycommons.org/maps-data

Community Health Needs Assessment/Community Health
Improvement Planning

http://assessment.communitycommons.org/CHNA
http://www.naccho.org/programs/public-health-infrastructure/
community-health-assessment

Consolidated Planning/CHAS (Comprehensive Housing
Affordability Strategy) Data

http://www.huduser.org/portal/datasets/cp.html

County Health Rankings and Roadmaps

http://www.countyhealthrankings.org

State Health Compare

http://statehealthcompare.shadac.org

Health Resources and Services Administration Health Center
Data and Reporting

https://bphc.hrsa.gov/datareporting

State and Local Tracking Programs on Health Data (CDC)

https://ephtracking.cdc.gov/showStateTracking

Homelessness Data Exchange (Point-in-Time Counts)

http://www.hudhdx.info

Healthy Communities Assessment Tool

https://www.huduser.gov/healthycommunities

Location Affordability Portal

http://locationaffordability.info

National Census of School-Based Health Centers

http://www.sbh4all.org/school-health-care/national-census-ofschool-based-health-centers

Resident Characteristics Report

http://portal.hud.gov/hudportal/HUD?src=/program_offices/
public_indian_housing/systems/pic/50058/rcr

Step Up and Be Counted (National School Nurse Standardized
Data Set)

https://schoolnursenet.nasn.org/stepupbecounted/home

Census Bureau

http://www.census.gov

Department of Agriculture School Meals Data

http://www.fns.usda.gov/pd/child-nutrition-tables

Department of Justice, Office of Juvenile Justice and Delinquency
Prevention

https://www.ojjdp.gov/ojstatbb/crime/JAR.asp

Walkscore (community walkability index)

https://www.walkscore.com

Youth Risk Behavior Surveillance System

http://www.cdc.gov/healthyyouth/data/yrbs
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Resource

Website

Neighborhood or community-level health data sets
Baltimore Neighborhood Indicators Alliance

http://bniajfi.org

Boston Indicators Project

http://www.bostonindicators.org/indicators/health

Chicago Public Health Indicators by Community

https://data.cityofchicago.org/Health-Human-Services/PublicHealth-Statistics-Selected-public-health-in/iqnk-2tcu

Metro Atlanta Health Equity Atlas

http://atlantaequityatlas.com

Minnesota Compass

http://www.mncompass.org

Neighborhood Nexus (Atlanta)

http://neighborhoodnexus.org

New York Open Portal

https://data.ny.gov

New York City Environmental Tracking and Sustainability Portal

http://www.nyc.gov/health/tracking

New York City Interactive Health Data

http://a816-healthpsi.nyc.gov/epiquery

PLAN for a Healthy Los Angeles

http://healthyplan.la/the-health-profiles

Philadelphia Community Health Database

http://www.chdbdata.org

San Francisco Indicator Project

http://www.sfindicatorproject.org

San Francisco OpenData Portal

https://data.sfgov.org
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Appendix D: Methods
HIA process
An HIA is conducted in six steps. Engaging stakeholders—including those who may be affected by a policy, project,
or program decision; policymakers; and others with an interest in the outcome—is essential to conducting an HIA
and occurs throughout the process.

The HIA Process
Step 1: Screening. The HIA team and stakeholders determine whether an HIA is needed, can be
accomplished in a timely manner, and would add value to the decision-making process.
Step 2: Scoping. The team and stakeholders identify the potential health effects that will
be considered and develop a plan for completing the assessment, including specifying their
respective roles and responsibilities.
Step 3: Assessment. The team evaluates the proposed project, program, policy, or plan and
identifies its most likely health effects. It uses a range of data sources, analytic methods, and
stakeholder input to answer the research questions developed during scoping.
Step 4: Recommendations. The team and stakeholders develop practical solutions that can be
implemented within the political, economic, or technical limitations of the project or policy to
minimize identified health risks and maximize potential health benefits.
Step 5: Reporting. The team disseminates information—including the HIA’s purpose, process,
findings, and recommendations—to a wide range of stakeholders.
Step 6: Monitoring and evaluation. The team and stakeholders evaluate the HIA according to
accepted standards of practice. They also propose a plan for monitoring and measuring the HIA’s
impact on decision-making and the effects of the implemented decision on health.

Step 1: Screening
The Health Impact Project and its partners determined that an HIA could add value to the Department of
Education’s decision-making regarding school needs assessment regulations by documenting the range of factors
that can affect student educational outcomes and their connection to health, and by identifying opportunities for
LEAs to collect data on and address these issues through their needs assessments and resulting improvement
plans. The rule-making in this area had important equity implications, because it focused on schools that are
identified as low-performing relative to other schools in the state. The May 2016 release of the draft regulations
provided a timely decision point for the team to respond using a rapid HIA.
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Step 2: Scoping
Scoping generally begins with a broad consideration of all potential effects and then focuses on those deemed most
likely to have a significant impact on health. For this HIA, this phase began with identifying those components of
the proposed regulations that could affect health and equity and that could be assessed in a short time frame. In
consultation with an advisory group and other partners, the HIA team hypothesized pathways through which the
school-level needs assessment regulations and their implementation could affect health (see Figure D.1), which in
turn were used to develop detailed research questions (see Table D.1).

Figure D.1

Health Pathways Related to the Proposed Needs Assessment
Regulations
Hypothetical connections between the rule-making and health
Policy

Direct Impacts

Intermediate Effects

Health Outcomes

Change in:
Needs assessments
conducted by
local educational
agencies (LEAs) and
stakeholders for
each school
identified as needing
comprehensive
support and
improvement

School-level
needs assessment
regulations

Collection of data on
academic achievement
and the school’s
performance

Partnership with
stakeholders, including
principals and other
school leaders,
teachers, and parents

At the LEA’s
discretion, collection
of data on
locally selected
indicators

Development and
implementation of
comprehensive
support and
improvement plan
based on needs
assessment results

Educational
outcomes

Income and
employment

Life expectancy

Nonacademic
factors that affect
school attendance and
educational outcomes

Health behaviors

Chronic illness:
obesity, diabetes,
heart disease

School environment

Anxiety and
depression

Civic agency and
engagement

Empowerment

Self-reported
health status

Social cohesion

Self-efficacy

Generational
effects on health

Power dynamics

Injury
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Step 3: Assessment
The HIA team used a range of data sources, analytic methods, and stakeholder input to analyze the research
questions developed during scoping.
•• Literature review: The HIA team conducted a review of the peer-reviewed literature and searched for relevant
reports and publications outside of academic journals and in subject-specific sources, such as the National
Center for Education Statistics. The team examined about 100 peer-reviewed articles (including systematic
reviews and meta-analyses) and reports, as well as fact sheets and policy briefs.
•• Interviews: Stakeholders, such as school superintendents, SEA staff, parents, and school staff, served as an
important source of information for this HIA because they possess expertise and community knowledge that
can ground the assessment in the lives of affected populations.114 The HIA team conducted semi-structured
interviews with 35 people to capture perspectives from key stakeholders, including local and state educational
agency staff, school and district leaders, public health and school health professionals, teachers, parents,
and national and local policy experts. The team used a rapid qualitative analysis approach in which HIA team
members read and summarized interview notes that aligned with each research issue that it examined, and
then identified and aggregated key themes. Topic coding, a detailed review of the text that aims to identify
categories of content related to the research questions, guided this approach.115 Because these interviews were
semi-structured, the qualitative data presented are not enumerated according to the frequency with which
people expressed each statement being shared. Rather, the frequency of each topic was described qualitatively
to present common themes, as well as unexpected experiences. To ensure that the collected data were valid,
this aspect of the research was guided by the concepts of credibility (i.e., internal validity), confirmability (i.e.,
objectivity), and transferability (similar to external validity of quantitative data).116
•• State and local examples: In consultation with the advisory group, the HIA team examined efforts in nine
states and localities that were selected to identify innovative approaches that could be applied in other
schools, districts, and states as they implement needs assessments. These data also supplement the literature
review and interview data. To develop the state and local examples, the team reviewed existing documents
summarizing the sites’ initiatives and history, and interviewed at least one person directly involved with the
program or policy examined.
•• Quantitative analysis: The HIA team used Department of Education data on school status for 2014-15 and
2013-14 to identify priority and focus schools, as well as schools in any of the following stages of improvement
action: improvement Year 1, improvement Year 2, corrective action, restructuring planning, or restructuring.117
These schools were used as a proxy for schools likely to be identified as needing comprehensive support and
improvement under ESSA, though there are limitations to this approach because the schools identified under
No Child Left Behind may differ somewhat from those identified under ESSA. To examine the characteristics
of these schools, the team used ArcGIS to join the data on school status with the Department of Education’s
2013-14 school-level Common Core of Data, and then exported the combined data to a spreadsheet for
analysis.118 The 2013-14 Common Core Data were the most recently available at the time the team conducted
the assessment.
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Step 4: Recommendations
The recommendations phase of health impact assessments suggests actions to consider to minimize identified
health risks and maximize potential health benefits of the proposed policy, plan, program, or project being
studied. Based on the impacts identified during the assessment phase, the HIA team consulted with the
advisory group and other stakeholders to develop and refine actions that various stakeholders can take when
implementing needs assessments for low-performing schools.

Step 5: Reporting
This phase involves dissemination of information to a wide range of stakeholders. According to the National
Research Council guidance on HIAs, it is “in the interest of decision-makers and the HIA team to keep in constant
communication throughout the HIA process so that emerging results can be incorporated into the policy, plan,
program, or project.”119 The team did so, not limiting its reporting to this final document. It disseminated its findings
in a variety of ways and at different points in the process, including:
•• Submitting public comments on the proposed Department of Education regulations on Aug. 1, 2016.120
•• Presenting findings to the National Collaborative on Education and Health and the Trust for America’s Health’s
health and education working group in September and October 2016, respectively.
•• Engaging advisory group members in disseminating the findings.
•• Developing and disseminating this final HIA.

Step 6: Monitoring and evaluation
This phase involves evaluating the HIA according to accepted standards of practice and monitoring and measuring
the impact of the HIA on decision-making. The team evaluated the HIA against the Minimum Elements and Practice
Standards for HIA—which describe the essential components of assessments and provide guidance for effective
HIA practice—and conducted a conversation to assess the HIA process during the in-person advisory group
meeting.121 In addition, the team highlighted opportunities for tracking and monitoring health-related outcomes of
the Department of Education’s decision-making regarding school-level needs assessments under Title I and their
implementation.
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Table D.1

Research Questions Guiding the Assessment
Topics examined through the HIA
Baseline

Impact

What are the socio-economic characteristics and prevalent
health risks of students who are attending schools likely to be
identified as needing comprehensive support and improvement,
as defined by the Department of Education’s proposed
regulations?

To what extent would the proposed required elements of a school
needs assessment (academic achievement information, school
performance on long-term goals and accountability measures,
and reasons the school was identified for comprehensive support
and improvement) lead to the development of improvement plans
that address root causes and health outcomes in their student
populations?

What academic and nonacademic factors affect academic
achievement and school performance and ultimately health
outcomes?
How do these factors vary by key subpopulations (e.g.,
students with disabilities, low-income students) or by school
characteristics (e.g., funding level)?
What types of data are LEAs using to plan for school support and
improvement activities? To what extent and in what ways are
LEAs using data related to root causes such as housing stability
and violence, and outcomes in planning for school support and
improvement activities?

To what extent do the proposed regulations facilitate opportunities
to include data related to root causes and health outcomes in a
school needs assessment?
What types of indicators would LEAs be likely to include under
the proposed regulations? How would these indicators affect the
needs assessment, the subsequent improvement plan, and student
health?
What data sources, indicators, or existing needs assessments
related to root causes and health outcomes are available to all
LEAs that could be used in school-level needs assessments?

To what extent are LEAs currently partnering with stakeholders
such as principals, school leaders, teachers, and parents in
planning for school support and improvement activities?
To what extent does stakeholder engagement affect health
outcomes or health determinants such as civic agency or social
cohesion?
© 2017 The Pew Charitable Trusts
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How would requiring LEAs to partner with stakeholders to conduct
a comprehensive needs assessment for schools affect health?

Stakeholder engagement
Stakeholder engagement continues throughout an HIA and informs all steps of the assessment. Below are the
components of stakeholder engagement conducted for this HIA:
•• Advisory group: The HIA team convened a 12-member advisory group composed of national organizations
with a range of perspectives on education policy, school administration, academic measurement, as well as
student health and health determinants. The group met twice by telephone, once during scoping and again
during assessment, and once in person to provide input on the recommended actions. Following the meeting,
the advisory group completed a questionnaire to evaluate the HIA process. The HIA team also sought the
group’s input at key points in the process via email and conference calls with individual members. The advisory
group was not a decision-making body. Although its advice was given substantial weight, the team had final
authority and responsibility for the HIA process and its findings and recommended actions.
•• Expert consultation: The team consulted with partners at the Trust for America’s Health, the Healthy Schools
Campaign, the Robert Wood Johnson Foundation, and members of the National Collaborative on Education
and Health throughout the HIA process. These experts were engaged in person and by phone to share insights
on the policy context and history, offer suggestions on the assessment’s scope and analyses, and provide
feedback on the HIA findings.
•• Interviews and state and local examples: As described above, the HIA team conducted semi-structured
interviews with local and state educational agency staff, school and district leaders, public health and school
health professionals, teachers, parents, and national and local policy experts. The team also examined nine
state and local examples, through which it engaged school health professionals, local and state educational
agency staff, and community partners. For each of the groups, the HIA team asked about opportunities
to promote health through the school needs assessments under ESSA, characteristics of schools having
to complete needs assessments, factors contributing to student achievement, data to include in needs
assessments, stakeholder engagement in the needs assessment process, and the role of families in planning
for school improvement activities.
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Appendix E: Monitoring plan
The monitoring step of HIA, sometimes referred to as outcome evaluation, tracks the effect of the implemented
decision on health determinants and outcomes.122 Guided by the Minimum Elements and Practice Standards
for HIA, the team developed a monitoring plan that could be used to track the health-related outcomes of the
implementation of school-level needs assessments under Title I.

Table E.1

Monitoring Tracks the Effects of the Decision on Health
Suggested monitoring approach
Indicator

Agency or organization
responsible for monitoring

Frequency

Proportion of school-level needs assessments that examine at least
one root cause that could contribute to the reason(s) the school
was identified for comprehensive support and improvement, such
as drivers of absenteeism, neighborhood factors, and student
household factors

SEAs, as reported to the Department
of Education

Every 3 years

Proportion of comprehensive support and improvement plans that
include strategies to address any root causes that are identified
through the needs assessment as affecting academic achievement
of students

SEAs, as reported to the Department
of Education

Every 3 years

Trend data on select health determinants and indicators for
identified schools, examining comparisons between schools
where the needs assessments and comprehensive support
and improvement plans identified and addressed root causes
compared with those whose did not

LEAs

Every 3 years

Number and types of stakeholders engaged in the development of
the needs assessment and resulting comprehensive support and
improvement plans

LEAs

Every 3 years

Number of partnerships established to address root causes and
evaluations of those efforts to examine the impact on health

Schools and LEAs

Annually

Changes in academic achievement and educational outcomes
among previously identified schools, using the indicators measured
in the first needs assessment

LEAs and SEAs

Every 3 years
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Appendix F: Summary of impacts
Health driver
or outcome

Direction of
impact

Likelihood
of impact

Summary of findings

Strength of
evidence

Pathway 1: Academic performance and educational outcomes
Health outcomes
associated with
educational
attainment, such
as life expectancy,
mental health, and
diabetes

Positive

Possible

The stronger a person’s education and academic
record, the more opportunities he or she will
have for a better-paying job and, in turn, access
to safe and decent housing, nutritious food, and
good medical care. Those with more education
live longer and have a lower risk of chronic
diseases such as diabetes. The HIA found that
the regulations examined during the assessment
would probably improve public health if they
boosted the achievement of students attending
low-performing schools.

High: Studies
consistently show
a strong correlation
between a person’s
educational level
and health over his
or her lifetime, even
after controlling
for demographic
characteristics such
as income.

Effective school
improvement
efforts

Positive

Possible

Root causes such as housing instability, food
insecurity, poverty, and health challenges can
prevent children from achieving their full academic
potential. The HIA found that school improvement
efforts could be strengthened if local educational
agencies examined these and other root causes
in their needs assessments and establish
partnerships to address identified problems, and
predicted that this could help to maximize the
effectiveness of school improvement strategies
and lead to better education and health outcomes
for students in the short and long term.

Low: More
research is needed
to measure the
effect of school
improvement
activities on
short- and long-term
health of students.

Disparities in
health outcomes
such as asthma,
obesity, injury,
and mental health
issues between
students of
different racial,
ethnic, and income
groups

Positive

Possible

Most of the children attending low-performing
schools are students of color and from low-income
families. These populations also experience gaps
in academic achievement and health outcomes
compared with higher-income and white students.
Of the more than 9 million students enrolled in
low-performing schools in 2013-14, nearly
70 percent were students of color. Based on the
strong evidence linking educational attainment
and health, the HIA team predicts that if the
needs assessments and improvement plans lead
to better educational outcomes, they could boost
efforts to reduce racial and economic disparities
in health.

Moderate:
Research has not
yet examined the
association between
implementation of
school improvement
strategies and
long-term health
outcomes. However,
the evidence
linking educational
attainment and
health is very strong.

Continued on next page
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Health driver or
outcome

Direction of
impact

Likelihood
of impact

Strength of
evidence

Summary of findings

Pathway 2: Stakeholder engagement
Effective school
improvement
efforts

Positive

Possible

Parent and family involvement in schools
boosts students’ academic achievement and
encourages them to have higher educational
aspirations. Several studies that examined
the successful turnaround of low-performing
schools or compared them with high-performing,
high-needs schools have shown that parent
engagement is not only a critical part of student
achievement, but it affects overall school quality
and performance. Community partnerships can
also play an important role in supporting student
educational achievement and school performance.
The evidence shows the importance of engaging
families, teachers, principals, and other
stakeholders in efforts to improve schools and
boost students’ achievement. Involving partners
such as students, specialized instructional support
personnel, and community representatives at the
needs assessment stage will lay the foundation for
future partnerships and resource sharing during
improvement planning, as well as potentially
expanding the school’s ability to address student
needs and root causes.

Moderate: Studies
have demonstrated
the link between
parent and family
engagement
in school and
students’ academic
achievement.
More research is
needed to connect
community
partnership and
participation of
other stakeholders
in effective school
improvement and
corresponding
health benefits.

Health outcomes
related to
stakeholder
engagement, such
as self-esteem,
social relationships,
and individual
empowerment

Positive

Possible

Evidence suggests that stakeholder engagement
can improve factors important to health. Engaging
with families, students, and other stakeholders
in needs assessment and school improvement
efforts could directly promote health.

Moderate: Studies
have documented
the health benefits
of stakeholder
engagement in
various community
initiatives and
interventions. More
research is needed
to demonstrate
the link between
engagement in
school improvement
activities and health.

Legend
Direction of impact:

Likelihood of impact:

Strength of evidence:

Positive = Changes that may improve health.

Likely = It is likely that impacts will occur as
a result of the proposed changes.

High = Multiple peer-reviewed studies
provide consistent support for the finding;
evidence from other sources (for example,
qualitative data, modeling, and gray
literature) is consistent with peer-reviewed
studies and supports the finding.

Negative = Changes that may detract from
health.
Uncertain = Unknown how health will be
affected.

Possible = It is possible that impacts will
occur as a result of the proposed changes.

No effect = No effect on health.

Unlikely = It is unlikely that impacts will
occur as a result of the proposed changes.

Mixed = Changes that may both improve
and detract from health.

Uncertain = It is unclear if impacts will occur
as a result of the proposed changes.

Moderate = Fewer peer-reviewed studies are
available, but the available studies support
the finding and are consistent with evidence
from other sources.
Low = Limited or conflicting evidence.
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