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If the title of this writing appears
complex, it is because in education,
we are at a point where a great deal
of confusion exists between and
among school health education, pub.
lic health education and physical edu·
cation. In the recently published
summary report of the School Health
Education Study 1961-63, which was
a Bronfman Foundation sponsored
national study of health instruction in
the public schools under the direction
of Sliepcevicht, this point or con·
fusion was brought out unequivocally.
The reported findings indicate that
throughout the country administrators
responsible for school programs do
not know what school health educa·
tion really means. Basic to all of the
problems sighted in the study was
the lack or support and recognition
for health education in the curriculum. lndiHerence, disinterest, and
failure to provide financial support
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represented the kinds of altitudes
which seem to account for the unfn·
vorable climate of opinion about
health education. Students, school
personnel, health officers, and other
community members were mentioned
as partially responsible for the con·
fused status given to this subject in
the curriculum. More specifically,
parents were mentioned for failure to
follow through on health services for
children with health deficiencies, exerting pressure to give more attention to other subjects in the curricu·
lum, placing a seeming emphasis on
materialistic values, and reluctance
to face up to needed health instruct i o n . Oberteuffer2 approprialely
posed this question, "Why do the
curriculums and requirements in our
education structure pay so little at·
tention to education in and about
health?" It is suggested that a reply
to this question might well be the

Cnet that educalors have not as yet
fully comprehended 1his confusion
nnd therefore have not as yet con·
structed the educational program lo
enhance a reciprocal relationship of
health and education. Byrd3, in
a manner both straightforward and
explicit, points out ten common mis·
conceptions of the nature and ob·
j ectives of the school health program:
( l) health education in the classroom
consists of lhe teaching of anatomy
and physiology, (2) good grooming
is heahh education, (3) a school
nurse or school doctor insures an
adequale school health program, ( 4)
temperature and ventilation control
makes a major contribulion to lhe
field of health education, {5) family
life education is health education,
( 6) the annual school health exami·
nation is necessary for all pupils,
(7) posture education represents a
significant contribution to the health
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of the child, (8) health education is
a relatively trivial and superficial
subject-matter, (9) health leachings
should be abandoned when they conflict with religious convictions, {IO)
there is no room in an already
crowded curriculum for health education.
Perhaps one logical explanation of
this apparent confusion might be due
to the fact that health education and
physical education grew up together
in the same family and have been his·
torically identified together. Bucher1
has pointed out that historically
and even currently a shortage of pro·
fessional workers who have specialized in health has relegated the task
of health instruction to physical educators in many school situations,
This is rationalized that since the
training of a physical educator is in
some ways closely related, one can
further point to the fact that in many
instances the leaders in health education have been themselves at one
time or another physical educators or
coaches. However, a new problem
stems out of this that is yet unexplained to the many publics involved,
such as administrators, parents and
tax payers, professional educators,
etc. We have not fully convinced or
enlightened these publics to the fact
that health education and physical
education are two interrelated hut
different kinds of educational involvement. It is evident that to a con·
siderable extent our publics do not
fully realize that health education
and physical education are not
synonymous.
We are further faced with another
dimension of this problem. School
health education and public health
education, though closely related, are
dissimilar in emphasis and scope.
These really distinct areas have common objectives with the same inter·
ests. That is, both desire to educate
people and both desire to change
people's attitudes concerning health.
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Whether the activity involves a seat
belt campaign, or a no smoking campaign, or a unit on mental hygiene
at a definite grade level, each area
goes through different media to
achieve pre-determined goals. To put
it another way, they aim at different
publics. The school health education
program aims at young people of
various school ages, whereas, the
public health education program aims
at a broader and more comprehensive
general public. Obvious examples of
characleristically different concerns
are found in maternal child health,
the chronic diseases, or communicable disease among the economically
underprivileged. Perhaps the important question to ask at this point
is, how are these various groups educated? Obviously, the schools are not
expected to carry on health education
in toto. The schools have as their
responsibility the tremendously im·
portant segment of the population to
educate in health matters. This popu·
lation is essentially segmentary and
proportionate in that it is limited
to enrollment groups which include
the very young, say pre-school ages,
up through those in college. It re·
mains for the people in public health
to meet the challenge of total com·
munity health education. That there
exists an interrelational gap between
the administrative functions of school
heahh and public health education is
unquestionable. Generally speaking,
the colleges are not taking nearly
enough advantage of the talent and
resources available in the public
health services, Much educational materials may be made available to
school and college use through both
the public health departments and pri·
vale health agencies. On the other
hand, the public health people can
get considerable help from the health
educators in the schools and colleges,
and should do so. A sense of shyness
or hesitancy to intrude upon another
working group is the most probable

cause of this lack of synergistic in·
teraction, Most public health people,
for example, hesitate to approach a
school administrator and say "Mr.
Administrator, we'd like to give you
some information on public health
problems which exist in this community- now, we have these pam·
phlets, or we have these speakers, or
we have these films .•• etc." The
people in the voluntary agencies also
hesitate to "intrude" and are inclined
to he reticent until they are specifi·
cally invited. So, until the schools
invite them, the school health education programs may be deprived of
much valuable assistance. By the same
token, the official and non-official
health agencies probably could gain
more through a closer inter-relation·
ship with the schools. This problem
of coordination ol public health education and school health education
has not suddenly loomed upon our
post-Sputnik scene. For example, the
20th Year Book published by the
American Association of School Administrators5 clearly brought out
the need to be concerned with this
problem as it existed prior to World
War II.

Univeraity Role
Examining this matter in closer
perspective, we may still find another
facet where inter-relationship between
two separate agencies may be en·
couraged. This is at the university
level and within the university struc·
lure. Where a department or school
of health and physical education
exists and within the same university structure a school of public
health exists, much can be gained by
having students in these special areas
of study enroll in courses offered by
the other department or school. Here,
joint planning by the people in both
areas is necessary so that the best
kind of courses could be offered by
the most qualified people. This is
vital to graduate programs where im·
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plementation of instruction, research,
and service in public health educa·
tion and school health education are
important areas in the comprehensive
university program of health education.
Imminently attentive to all three of
these health education fields is the
urgency to clarify the major misconceptions held today by educators in
general, school administrators, public
administrators, and many other segments of the lay public in a number
of vital health education areas. Undoubtedly, one of the biggest problems in this regard is improving com·
munication. Often, we purposely
throw up a barrage of confusion by
hiding behind professional terms and
verbiage. At present, existing chan·
nels of communication are suffering
from this tendency to hide behind
phrases. Throughout the entire field
of health education, this problem is
common to professionals in the various specialties including doctors,
nurses and educators alike. Lines of
communication between and among
individual scholars, universities, priv a t e organizations, governmental
agencies, and the multiplicity of
school personnel need to be more
rigorously interconnected so that ad·
ministrative functions can lead to correlated efforts among the multidisciplines in health and physical education. In the opinion of the authors,
the following represents the outstanding misconceptions preponderantly in
need of immediate clarification:
1. Health is physical education,
especially if physical fitness is
evident. This is an objection·
ably limited concept. Suffice it
lo say, the point is not that phys·
ical fitness is insignificant in
itself, but it is not comprehen·
sive health education.
2. The school health education
program is health services. Administrators and many parents
are fooled by this. If we check
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the eyes and ears every year,
or get a tuberculin test every
other year or so, this professes
to consist of an adequate program. It is necessary to distin·
guish between the more limited
concept of services and the
broader involvements of program.
3. The presence of a school nurse
indicates an adequate school
health program. Obviously a
good nurse in the school makes
for good health services and possibly the nurse is of some help
in some phase of health instruc·
lion. But, a nurse who visits the
school one or two days a week
does not guarantee a basic
school health program.
4. Instruction in anatomy and
physiology- through the usual
biology and science route--con·
stitutes a school health program.
This is a carry over from the
good old "blood and hone"
approach. To take a step further, we have science educators
in our midst who still argue that
we have a good health program
in the schools when we have a
good science program. A careful
analysis of studies dealing with
concepts contained in lext hooks
on this subject indicates that 90
per cent of the concepts taught
are basically of a science orientation and 10 per cent of a
health and safety orientation.
The science teacher is not adequately prepitred to adequately
teach and handle health in its
modern context of the school
health program. The tendency
in the science approach is to
dwell upon the difficulty of the
learning task stressing vocabulary so that lessons of a rote
nature may be perpetuated for
weeks or longer. This makes, of
course, for a situation for the
instructor to rationalize one of

comfort in leaching as the students progressively show greater
evidence of learning the parts
of the body and how they work.
Byrd6 points to this prob·
lem and states that it is a
pathetic indictment of the total
health education picture when
pupils spend two weeks learning
the names of the teeth hut not
the ways in whicl? to keep the
gums and teeth healthy.
5. A family.Jiving unit in home
economics or social studies constitutes adequate sex education
in a school health education
p r o gram . Obviously, much
needs to he done in a condi·
tion that reflects this sort of
health instruction in the school
program. Kirkendall and Calderwood7 have expanded the
thinking concerning adequate
sex education into a concern for
the fact that we are all in a
period in which the sexual
mores are changing, and will
continue to change. They point
to the view that the time is ripe
for new and bolder experiments
in the teaching of sex education, marriage, and family living. Calderone8 points o u t
that there are too many inconsistencies and crossed wires in
our approach to sex education
and sexual behavior. This ls
attributed to the concept that
information alone is not enough
for this aspect of health education.
How do we get to the answer to
this problem, or what solutions seem
to he most feasible? One is, we can
physically and psychologically get
together, with representatives from
all three of these health education areas. Further, we should do this
preferably with a fourth representative group-the school administrators, and take a good look at common
continued on page 23
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