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Description

A. Children’s and Adolescents’ Oral Health
In the Surgeon General’s Report: Oral Health in America released in 2000, Dr. David Satcher, the
Surgeon General of the United States from 1998 to 2002, called oral disease “a silent epidemic affecting
our most vulnerable citizens-poor children, the elderly, and many member of racial and ethnic minority
groups. No schoolchild should suffer the stigma of craniofacial birth defects nor be found unable to
concentrate because of the pain from untreated oral infections.” Dr. Richard H. Carmona, the Surgeon
General of the United States from 2002 to 2006, reiterated this in A National Call to Action to Promote
Oral Health released in 2003.1
The focus of children’s oral health has historically been preventing and controlling tooth decay (dental
caries). Despite achievements in lowering rates of tooth decay since the early 1970s, tooth decay
remains the most common chronic disease of childhood in the United States.2 Approximately 80% of
tooth decay is found in 25% of children, primarily vulnerable children from low-income families.3
During 1999-2004, 42% of 2-11 year-olds have experienced tooth decay in their primary (baby)
teeth and 59% of 12-19 year olds have experienced tooth decay in their permanent (adult) teeth.2,4
Children from families living below the federal poverty level have more tooth decay; MexicanAmerican and non-Hispanic black children are more susceptible to tooth decay than non-Hispanic
white children.2-4
Another oral health concern for children is tobacco use. A well-documented association exists between
tobacco use and oral diseases. Smoking and the use of smokeless tobacco can cause oral cancer and
periodontal (“gum”) disease. While tobacco use among students in grades 9-12 has decreased yearly
since 1999 - 9% are still smoking cigarettes and 6% use smokeless tobacco, the use of electronic (e-)
cigarettes/vaping is rapidly rising. In 2015, 5% of middle school and 16% of high school students
reported using e-cigarettes with the belief that these products were “safer” than traditional tobacco.
Even more startling is the fact that almost one-third of high school students are regularly using more
than one tobacco product.5 While a percentage of teens from non-smoking households do smoke, young
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teens are more likely to smoke if an older sibling does, or if they live with a parent who is a heavy
smoker.6 If smoking continues at the current rate among youth in this country, 5.6 million of today’s
Americans younger than 18 will die early from a smoking-related illness. That’s about 1 of every 13
Americans aged 17 years or younger alive today.7
Optimal oral health also includes being free from injury to the teeth, mouth and face. During 1999-2004,
3% of 6-8 year-olds, 11% of 9-11 year-olds, 18% of 12-15 year-olds, and 23% of 16-19 year-olds have
experienced trauma to their permanent incisors (front teeth).2 Contributing to the significant number of
dental and facial injuries is the increase in participation in organized youth sports and their level of
competitiveness. Consequences of these injuries for children and their families are substantial because of
the potential for pain, psychological effects, and economic implications.8
B. Tooth Decay and Unmet Need for Dental Care
Tooth decay is progressive. If left untreated, it can significantly diminish overall health and quality of
life for children. Failure to prevent and treat tooth decay has long-term effects on children’s
development, compromising their ability to eat and speak, reducing self-esteem, and contributing to
failure to thrive.9 The cost of preventive dental care is minimal compared to cost and adverse
consequences of children suffering from dental pain/infection, who require extensive treatment to
repair damaged teeth.10,11
Oral health care is the most common unmet health care need among children. One-third (33%) of lowincome children age 2-11 have untreated tooth decay in their primary teeth, compared with 15% of
children at or above twice the poverty level.2 Almost 12% of low-income children age 6-11 have
untreated tooth decay in their permanent teeth, compared with 4% of children at or above twice the
poverty level.2

"The Affordable Care Act (ACA) specifically included oral care for children among the ten “essential

health benefits” that must be offered in individual and small-group insurance markets, including the
state health insurance marketplaces. The ACA allows pediatric dental benefits to be offered either as part
of a qualified health plan or through a stand-alone dental plan. Only three states (Nevada, Kentucky,
and Washington) require pediatric dental coverage to be purchased when offered separately. There is no
subsidy or penalty for parents living in the other forty-eight states to purchase coverage.12 While the
number of children able to receive dental benefits through Medicaid has increased each year since 2000,
this public insurance covered just 38% of children in 2013. In the same year, almost 50% had private
dental insurance and 12% had no coverage.13 Children who lack any dental insurance are more likely to
have an unmet need for care.14
Hand-in-hand, children from low-income families are less likely to obtain dental care.15 Just 48% of lowincome children served by Medicaid had a preventive dental visit and 22% had a dental treatment visit
in federal fiscal year (FFY) 2014.16 Also, African-American and Hispanic children are more likely to have
untreated tooth decay than white children, and they are less likely to have had a dental visit in the past
year.17 There is a disparity in the prevalence of dental sealants, a key component to preventing tooth
decay among school-age children, as well with just 39% of low-income children having one sealant
compared to 48% of their higher-income counterparts. Also, among low-income children aged 7–11
years, the mean number of decayed and filled first molars (DFFM) was almost three times higher
among children without sealants (0.82) than among children with sealants.18
Even though families may have the means to cover dental care, having dental professionals willing to
provide that care is as important.17 Just 38% of all US dentists participate in Medicaid or the Children’s
Health Insurance Plan (CHIP),19 only about 20% of the nation’s privately practicing dentists provide
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care to individuals across the lifespan covered by Medicaid; and of those who do, only a small
percentage devote a substantial part of their practice to serving those who are poor, chronically ill, or
living in rural communities.20
C. Relationship to Learning and Academic Success
There is a relationship between a child’s health and academic performance.21 The fundamental mission
of schools is to provide the knowledge and skills children need to become healthy and productive
adults. Promoting healthy and safe behaviors among students is an important part of this mission.
Improving personal health and safety can increase a student’s capacity to learn, reduce absenteeism,
and improve physical fitness and mental alertness.
Likewise, children with poor oral health status are more likely to experience dental pain, miss school,
and perform poorly in school. Children with poor oral health status are nearly three times more likely
than their counterparts to miss school as a result of dental pain.22 When children have poor oral health,
their ability to learn is affected.23 Students with toothaches are almost 4 times more likely to have a low
grade point average.24 In fact, students aged 5 to 17 years miss more than 1.6 million school days due
to acute dental problems.25 Children from families with low incomes had nearly 12 times as many
restricted-activity days (e.g., missing school) because of dental problems compared to children from
families with higher incomes.26,27
A child with a dental problem may have anxiety, fatigue, irritability and depression; and may withdraw
from normal activities.28,29 Children distracted by dental pain may be unable to concentrate and learn,
complete schoolwork and score well on tests.30 Poor oral health has been related to decreased school
performance, poor social relationships and less success later in life.31-32 When children’s acute dental
problems are treated, and they are no longer experiencing pain, their learning and school-attendance
records improve.33
Dental problems (e.g., pain, infection and teeth missing due to tooth decay) can cause chewing
problems. This can limit food choices and result in inadequate nutrition.34 Nutritional deficiencies also
hinder children’s school performance, reduce their ability to concentrate and perform complex tasks,
and contribute to behavioral problems.35,36
D. Preventing Tooth Decay in the School-Setting
Children with tooth decay suffer needlessly. Tooth decay can be prevented and prevention is costeffective.37 School-based oral health services have the advantage of reaching children and are able to
target preventive services to underserved, low-income children.38 School-based programs can provide
a range of services including oral health education and promotion, dental screenings and referrals,
dental sealants, fluoride mouth rinses or tablets, fluoride varnish applications, case management,
establishment of a dental home, and restorative treatment. These programs assure timely oral health
care for children with unmet treatment needs. Strategies to prevent tooth decay in school-settings
include the following:
Water Fluoridation and Topical Fluoride – Water remains the most cost-effective method of
delivering fluoride to communities.39-41 Community water fluoridation decreases tooth decay by up to
40% among children and adults.41 The Centers for Disease Control and Prevention (CDC) statement on
the Evidence Supporting the Safety and Effectiveness of Community Water Fluoridation highlighted a
finding that treating all community water supplies with fluoride additives was cost effective relative to
other interventions to prevent dental caries. CDC’s conclusions are consistent with The U.S. Preventive
Services Task Force’s (The Task Force) systematic review of the economic evaluations reporting
fluoridation to be cost saving.42 The return on investment (ROI) for community water fluoridation
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increases as community size increases but, as noted by The Task Force, community water fluoridation
is cost saving even for small communities.42,43 The estimated ROI for community water fluoridation
was $7 in small communities and $43 in large communities.43,44 Medicaid dental programs cost 50%
less in fluoridated communities compared to non-fluoridated communities.41 Assuring regular access to
fluoridated water in schools and limiting bottled water is integral to preventing tooth decay.
For school-age children with no or limited access to community water fluoridation and those that are at
high-risk for tooth decay, topical fluoride in the form of a mouthrinse or varnish provides a real
benefit. Evidence suggests the effectiveness of preventing tooth decay with 0.2%sodium fluoride
mouthrinse one time each week is 20% to 35% over a 2-3 year period.45 While used for more than
three decades for the prevention of tooth decay, the use of fluoride varnish in school-based programs
is relatively new. Preventing tooth decay in primary (baby) teeth by as much as 40%, fluoride varnish
is well tolerated by children and the frequency of its application is limited to 2-3 times annually, taking
less time away from learning.46
Limiting Sugar-Sweetened Beverages - Sugar-sweetened beverages (SSBs) or sugary drinks are
leading sources of added sugars in the American diet. Frequently drinking SBBs is associated with tooth
decay, among other serious health conditions. On average, U.S. youth consume 155 calories from SSBs
on a given day, though the intake is higher among boys, adolescents, and youth living in low-income
families.47 Education and nutritional counseling by those professionals working in school-based
programs, including an emphasis on drinking fluoridated water can play a role in reducing the risk of
tooth decay associated with consuming SSBs.
Dental Sealants – Dental sealants are effective in preventing tooth decay in the pits and fissures of
teeth.48,49 Approximately 6.5 million low-income children could potentially benefit from the delivery of
sealants through a school-based oral health program.18 Without access to regular preventive dental
services, dental care for many children is postponed until symptoms (e.g., a toothache or a facial
abscess) become so severe that care is sought in hospital emergency rooms.50 The consequences are
costly. A three-year comparison of Medicaid reimbursement for emergency room treatment for dental
problems versus preventive treatment showed that the cost to manage symptoms related to tooth
decay in the emergency room ($6,498) is approximately ten times more than if preventive care is
provided in a dental office ($660) for the same patients.50
Dental sealants are applied to the chewing surface of molar (back) teeth and provide a physical barrier
between the bacteria that causes tooth decay and the tooth’s enamel surface. Studies have
demonstrated that sealants prevent over 80% cavities 2 years after placement.46
Professional Dental Care – A dental professional can determine the appropriate use of fluoride to
prevent or slow the progression of tooth decay, place dental sealants, educate children about oral
hygiene, determine risk factors for appropriate disease management, and counsel parents on healthy
behaviors for optimal oral health.51 Early prevention is important and for some children – the low
income and those with special needs, their first experience with a dental professional is at school,
demonstrating the importance of school-based oral health programs in accessing regular care.
E. The Whole School, Whole Community, Whole Child Model
In 1987, the Centers for Disease Control and Prevention (CDC) developed a research-based model called
the Coordinated School Health Program (CSHP). The mission of the CSHP was to improve the health and
academic performance of school children by actively involving parents, teachers, students, families and
communities in the implementation. The program targeted long-term results. A CSHP helped students
establish and maintain healthy personal and social behaviors, improved student knowledge about health,
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and helped them develop personal and social skills to make smart choices in school and in life. In other
words, a CSHP is a planned, organized set of health-related programs, policies and services coordinated
to meet the health and safety needs of K-12 students at both the individual school level and in the larger
school district.
The CSHP model consisted of eight components (see Figure 1) to influence health and learning. During
the implementation phase of the CSHP, the CDC’s Division of Adolescent and School Health funded state
and territorial education agencies and tribal governments to help school districts and schools support the
model.
CSHPs demonstrated improved health outcomes and student academic achievement in the following
ways:52

Schools that offered breakfast programs had increased academic test scores,
daily attendance, and class participation.

Each $1 invested in school-based tobacco prevention, drug and alcohol education
and family life education saved $14 in avoided health costs.

Students who received mental health services experienced reduced failure rates and
disciplinary actions, while having improved grade point averages.
Figure 1: Coordinated School Health Model

In 2014, the CDC in partnership with the Association for Supervision and Curriculum Development
(ASCD) expanded on the eight components to address the education, public health and school health
requests for greater alignment, integration and collaboration between education and health to improve
each child’s cognitive, physical, social, and emotional development. This new expanded model is
known as the Whole School, Whole Community, Whole Child (WSCC) model and incorporates the
principles of a whole child approach to education.
The WSCC model includes ten components expanding two of the original CSH components. Healthy and
Safe School Environment and Family/Community Involvement were split into four new and distinct
components: 1) Physical Environment, 2) Social and Emotional Climate, 3) Family Engagement, and
4) Community Involvement (see Figure 2). This change places a greater emphasis on both the
psychosocial and physical environment, in addition to drawing attention to the expanded role that
community agencies and families must play. The new model also emphasizes the need to engage
students as active participants in their learning and health.
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Figure 2: Whole School, Whole Community,
Whole Child Model53
F. Recommendations for Integrating Oral Health into the Whole School, Whole Community,
Whole Child Model
The WSCC model highlights the importance of including all ten components to fully impact students’
health behaviors. A strategic approach to improve the oral health of school children is important to
assure that oral health is integrated into each of the ten components of the WSCC model. Figure 3 and
Table I illustrate and detail each component of the WSCC model, describes the integration of oral health
into each component and provides examples for its practical application. The WSCC model can provide
children and adolescents with the knowledge, skills, social support and environmental reinforcement
needed to adopt long-term behaviors for optimal oral health.
Existing school-based or school-linked oral health programs most likely have been developed and
implemented outside of the WSCC model. These programs are addressing at least one or more of the
ten components – (e.g., health education and health services), and they should be encouraged to
integrate with the WSCC initiative. Integrating oral health into the remaining components will assure
continuity for preventive health measurers, establish a foundation for optimal (oral) health behaviors,
and promote life-long oral health.
Based on evidence-based research, the CDC in collaboration with other federal agencies, state agencies,
educational institutions, voluntary organizations, and professional organizations has developed guidelines for
school health program strategies. Attachment A provides links to the CDC school health
guidelines/recommendations related to oral health (promotion of healthy eating, prevention of
unintentional injuries and violence, and prevention of tobacco use and addiction).
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Figure 3: Integration of Oral Health into the WSCC Model53

TABLE I: Integrating Oral Health into the Whole School, Whole Community, Whole Child Model
** Oral health Integration and Recommendations were developed and updated by the
ASTDD School and Adolescent Oral Health Committee in August 2015
WSCC Components55
Health Education
WSCC:
Formal, structured health education consists of
any combination of planned learning experiences
that provide the opportunity to acquire
information and the skills students need to make
quality health decisions. When provided by
qualified, trained teachers, health education helps
students acquire the knowledge, attitudes, and
skills they need for making health-promoting
decisions, achieving health literacy, adopting
health-enhancing behaviors, and promoting the
health of others. Comprehensive school health
education includes curricula and instruction for
students in pre-K through grade 12 that address
a variety of topics such as alcohol and other drug
use and abuse, healthy eating/nutrition, mental
and emotional health, personal health and
wellness, physical activity, safety and injury
prevention, sexual health, tobacco use, and
violence prevention. Health education curricula
and instruction should address the National

Oral Health Integration and Recommendations
Oral Health Integration:
Oral health education is an integral component of
school health education classes. The school
comprehensive health education curriculum includes
prevention and control of oral and dental diseases,
oral and facial injury prevention, and personal
health practices that promote oral health. Assure
that oral health education, whenever possible,
complies with the Department of Education
Standards and integrates with teachers’ lesson
plans.
Oral Health Recommendations:

Provide oral health education on disease
process, risk factors, and behavior to
promote oral health.

Provide tobacco-use prevention including
electronic cigarette education in
Kindergarten through 12th grade, and link
students using tobacco products to
cessation intervention programs.
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Health Education Standards and incorporate the
characteristics of an effective health education
curriculum. Health education, based on an
assessment of student health needs and planned
in collaboration with the community, ensures
reinforcement of health messages that are
relevant for students and meet community needs.
Students might also acquire health information
through education that occurs as part of a patient
visit with a school nurse, through posters or
public service announcements, or through
conversations with family and peers.
Physical Education and Physical Activity
WSCC:
Schools can create an environment that offers
many opportunities for students to be physically
active throughout the school day. A
comprehensive school physical activity program
(CSPAP) is the national framework for physical
education and youth physical activity. A CSPAP
reflects strong coordination across five
components: physical education, physical activity
during school, physical activity before and after
school, staff involvement, and family and
community engagement. Physical education
serves as the foundation of a CSPAP and is an
academic subject characterized by a planned,
sequential K-12 curriculum (course of study) that
is based on the national standards for physical
education. Physical education provides cognitive
content and instruction designed to develop
motor skills, knowledge, and behaviors for
healthy active living, physical fitness,
sportsmanship, self-efficacy, and emotional
intelligence. A well-designed physical education
program provides the opportunity for students to
learn key concepts and practice critical skills
needed to establish and maintain physically active
lifestyles throughout childhood, adolescence and
into adulthood. Teachers should be certified or
licensed, and endorsed by the state to teach
physical education.

Nutrition and Environment Services
WSCC:
The school nutrition environment provides
students with opportunities to learn about and
practice healthy eating through available foods
and beverages, nutrition education, and
messages about food in the cafeteria and
throughout the school campus. Students may
have access to foods and beverages in a variety
of venues at school including the cafeteria,






Integrate oral health into nutrition
education from preschool through
secondary school.
Implement health and safety education
curricula that help students adopt and
maintain safe lifestyles, advocate for health
and safety education that prevents oral and
facial injuries and including behaviors
impacting oral health such as
Methamphetamine use.
Assess/evaluate oral health education
programs at regular intervals.

Oral Health Integration:
Schools should promote the use of personal and
protective equipment while participating in all
school-associated sports and recreational activities.
Students should be provided with and required to
use personal protective equipment appropriate to
the type of physical activity that are well fitted, in
good condition and comply with state and national
standards.
Oral Health Recommendations:

Provide safe physical education and
extracurricular physical activity programs
that include appropriate protection from oral
and facial injuries including mouthguard
use.

Provide fabricated mouthguards and other
protective gear for physical activity
programs by engaging local dental providers
(e.g. conduct clinics for onsite fabrication of
mouthguards for student athletes).

Develop communication program and social
media platform integrating messages that
promote prevention and protection from
oral and facial injuries, (e.g. testimonials
and support of professional team players).

Expand campaigns for promoting prevention
and protection from oral and facial injuries
to community recreation and sports
programs.

Assess/evaluate oral and facial injury
prevention education programs and use of
mouthguard protection at regular intervals.

Oral Health Integration:
School nutrition programs teach students better
choices of foods for oral health. Lunches, snacks
and beverages offered by school foodservices
should be healthy and lower the risk of oral disease,
like tooth decay.
Oral Health Recommendations:

Adopt a well-balanced school nutrition policy
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vending machines, grab ‘n’ go kiosks, schools
stores, concession stands, classroom rewards,
classroom parties, school celebrations, and
fundraisers.
School nutrition services provide meals that meet
federal nutrition standards for the National School
Lunch and Breakfast Programs, accommodate the
health and nutrition needs of all students, and
help ensure that foods and beverages sold
outside of the school meal programs (i.e.,
competitive foods) meet Smart Snacks in School
nutrition standards. School nutrition professionals
should meet minimum education requirements
and receive annual professional development and
training to ensure that they have the knowledge
and skills to provide these services. All individuals
in the school community support a healthy school
nutrition environment by marketing and
promoting healthier foods and beverages,
encouraging participation in the school meal
programs, role-modeling healthy eating
behaviors, and ensuring that students have
access to free drinking water throughout the
school day.
Healthy eating has been linked in studies to
improved learning outcomes and helps ensure
that students are able to reach their potential.
Health Services
WSCC:
School health services intervene with actual and
potential health problems, including providing
first aid, emergency care and assessment and
planning for the management of chronic
conditions (such as asthma or diabetes). In
addition, wellness promotion, preventive services
and staff, student and parent education
complement the provision of care coordination
services. These services are also designed to
ensure access and/or referrals to the medical
home or private healthcare provider. Health
services connect school staff, students, families,
community and healthcare providers to promote
the health care of students and a healthy and
safe school environment. School health services
actively collaborate with school and community
support services to increase the ability of
students and families to adapt to health and
social stressors, such as chronic health conditions
or social and economic barriers to health, and to
be able to manage these stressors and advocate
for their own health and learning needs. Qualified
professionals such as school nurses, nurse
practitioners, dentists, health educators,
physicians, physician assistants and allied health
personnel provide these services.









that promotes health eating classroom
lessons and promotes a supportive school
environment including promoting balanced
school meals and no junk foods in vending
machines.
Integrate oral health in school nutrition
programs related to obesity, diabetes and
general health.
Integrate campaigns into school food
services that prohibit junk food and other
foods that increase the risk of tooth decay,
(e.g. “Stop the Pop” campaign).
Promote programs that use incentives other
than foods that increase the risk for tooth
decay for rewarding/incentivizing learning
and positive behavior.
Assure students have access to fluoridated
tap water throughout the day.
Assess/evaluate effectiveness of the school
health program in promoting healthy eating.

Oral Health Integration:
Services provided for students to appraise, protect
and promote health should include prevention and
treatment of oral and dental diseases. Services
assure access or referral to oral health care services
and provide emergency care for dental and mouth
pain, infection or injury. The school nurse or schoolbased health center medical personnel would have
oral health information services, provide effective
preventive services, and assure students with
dental treatment needs access to professional care.
Oral Health Recommendations:

Assure oral health is included in school
health services that meet the physical,
mental, social and emotional health needs
of students.

Assure students are receiving effective
preventive oral health services including
dental sealants in schools and school
fluoride programs, (e.g. fluoride mouthrinse
programs for schools in communities
without optimally fluoridated water and
fluoride varnish programs for high-risk
children).

Support the establishment of a dental home
for students. Develop a referral program or
system for students with unmet oral health
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Counseling, Psychological, & Social Services
WSCC:
These prevention and intervention services
support the mental, behavioral, and socialemotional health of students and promote success
in the learning process. Services include
psychological, psychoeducational, and
psychosocial assessments; direct and indirect
interventions to address psychological, academic,
and social barriers to learning, such as individual
or group counseling and consultation; and
referrals to school and community support
services as needed. Additionally, systems-level
assessment, prevention, intervention, and
program design by school-employed mental
health professionals contribute to the mental and
behavioral health of students as well as to the
health of the school environment. These can be
done through resource identification and needs
assessments, school-community-family
collaboration, and ongoing participation in school
safety and crisis response efforts. Additionally,
school-employed professionals can provide skilled
consultation with other school staff and
community resources and community providers.
School-employed mental health professionals
ensure that services provided in school reinforce
learning and help to align interventions provided
by community providers with the school
environment. Professionals such as certified
school counselors, school psychologists, and
school social workers provide these services.
Social and Emotional Climate
WSCC:
Social and Emotional School Climate refers to the
psychosocial aspects of students’ educational
experience that influence their social and
emotional development. The social and emotional
climate of a school can impact student
engagement in school activities; relationships
with other students, staff, family, and
community; and academic performance. A
positive social and emotional school climate is
conducive to effective teaching and learning.
Such climates promote health, growth, and
development by providing a safe and supportive
learning environment.

needs.
Promote a medical/dental integration model
for school-based health centers.
Provide a training program for school nurses
in the identification of oral health needs.
Assess/evaluate oral health prevention and
treatment service programs at regular
intervals.

Oral Health Integration:
Services to improve students’ mental, emotional
and social health should integrate the impact of oral
health to the well being of the students. These
services can help by ensuring that children with oral
health needs obtain the needed professional care.
Oral Health Recommendations:

Promote awareness that poor oral health
impacts self-esteem and the ability to learn
among school-age children.

Create an educational program to inform
school counselors, psychologists and social
workers regarding issues of oral health
related to self-esteem and the ability to
learn.

Inform school counselors, psychologists and
social workers on options for children with
unmet oral health needs to access care,
(e.g. school dental referral program).

Assess/evaluate oral health integrated with
counseling, psychological and social services
at regular intervals.

Oral Health Integration:
The psychosocial climate and culture of the school
can influence and promote oral health.
Oral Health Recommendations:

Establish a social environment that is
accepting of prevention initiatives that
promote safety and prevents unintentional
injuries of the face and mouth.

Establish a social environment that
promotes healthy lifestyles and healthy
eating – minimizing the risk for tooth decay.

Promote oral health self-care habits in the
school environment, (e.g. toothbrush, floss
and rinse after school breakfast and lunch).
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Physical Environment
WSCC:
A healthy and safe physical school environment
promotes learning by ensuring the health and
safety of students and staff. The physical school
environment encompasses the school building
and its contents, the land on which the school is
located, and the area surrounding it. A healthy
school environment will address a school’s
physical condition during normal operation as well
as during renovation (e.g., ventilation, moisture,
temperature, noise, and natural and artificial
lighting), and protect occupants from physical
threats (e.g., crime, violence, traffic, and injuries)
and biological and chemical agents in the air,
water, or soil as well as those purposefully
brought into the school (e.g., pollution, mold,
hazardous materials, pesticides, and cleaning
agents).

Employee Wellness
WSCC:
Schools are not only places of learning, but they
are also worksites. Fostering school employees’
physical and mental health protects school staff,
and by doing so, helps to support students’ health
and academic success. Healthy school
employees—including teachers, administrators,
bus drivers, cafeteria and custodial staff, and
contractors—are more productive and less likely
to be absent. They serve as powerful role models
for students and may increase their attention to
students’ health. Schools can create work
environments that support healthy eating, adopt
active lifestyles, be tobacco free, manage stress,
and avoid injury and exposure to hazards (e.g.,
mold, asbestos). A comprehensive school
employee wellness approach is a coordinated set
of programs, policies, benefits, and environmental
supports designed to address multiple risk factors
(e.g., lack of physical activity, tobacco use) and
health conditions (e.g., diabetes, depression) to
meet the health and safety needs of all
employees. Partnerships between school districts
and their health insurance providers can help
offer resources, including personalized health
assessments and flu vaccinations. Employee
wellness programs and healthy work
environments can improve a district’s bottom line
by decreasing employee health insurance

Oral Health Integration:
The physical and aesthetic surroundings of the
school can promote oral health in schools, by
utilizing available community resources such as
fluoridated water, enforcing public health laws, and
by not using junk food for fundraisers or as choices
in vending machines.
Oral Health Recommendations:

Develop and enforce a school policy on
tobacco use, including the use of electronic
cigarettes.

Establish a physical environment that
promotes safety and prevents unintentional
injuries of the face and mouth.

Promotes the availability of tap water for
cooking and human consumption, especially
if the water is optimally fluoridated.

Assure “easy” implementation of strategies
by school personnel for the integration of
oral health prevention services
programming that will fit into the school
routine with minimal loss of class time or
little disruption of class activities.

Assess/evaluate school environment for the
promotion of oral health at regular intervals.

Oral Health Integration:
Providing opportunities for school personnel to
improve their oral health status through various
activities and initiatives often transfers into a
greater commitment to the health of the students
and creates positive role modeling. Providing school
personnel with access to oral health information will
encourage them to set an example for students by
promoting good oral health behaviors.
Oral Health Recommendations:

Provide program-specific in-service for
teachers, athletic coaches and school
nutrition services personnel on oral health.

Support cessation efforts among school
personnel using tobacco and electronic
cigarettes.

For all school personnel, provide staff
development services that impart the
knowledge, skills and confidence to
effectively promote safety and prevent
unintentional facial and mouth injuries.

Provide personnel involved in nutrition
education with adequate training and
ongoing in-service training that focuses on
teaching strategies for oral health
behavioral change.
At regular intervals assess/evaluate oral health
programs targeted at school personnel.

Improving Children’s Oral Health through the Whole School, Whole Community, Whole Child (WSCC) Model

11

premiums, reducing employee turnover, and
cutting costs of substitutes.
Family Engagement
WSCC:
Families and school staff work together to support
and improve the learning, development, and
health of students. Family engagement with
schools is a shared responsibility of both school
staff and families. School staff are committed to
making families feel welcomed, engaging families
in a variety of meaningful ways, and sustaining
family engagement. Families are committed to
actively supporting their child’s learning and
development. This relationship between school
staff and families cuts across and reinforces
student health and learning in multiple settings—
at home, in school, in out-of-school programs,
and in the community. Family engagement should
be continuous across a child’s life and requires an
ongoing commitment as children mature into
young adulthood.

Community Involvement
WSCC:
Community groups, organizations, and local
businesses create partnerships with schools,
share resources, and volunteer to support student
learning, development, and health-related
activities. The school, its students, and their
families benefit when leaders and staff at the
district or school solicits and coordinates
information, resources, and services available
from community-based organizations, businesses,
cultural and civic organizations, social service
agencies, faith-based organizations, health
clinics, colleges and universities, and other
community groups. Schools, students, and their
families can contribute to the community through
service-learning opportunities and by sharing
school facilities with community members (e.g.,
school-based community health centers and
fitness facilities).

Oral Health Integration:
Support from family is needed to ensure success for
oral health programming in schools – both schoolbased and school-linked. Parents are invited to
attend workshops on oral health and to encourage
their children to develop good oral hygiene practices
at home and school, as well as provide permission
for their child(ren) to participate in preventive oral
health programs. In addition, parent organizations
can serve as the catalyst for social and
environmental changes within the school to promote
oral health.
Oral Health Recommendations:

Integrate school and family support of
school-based programs to prevent tobacco
use and electronic cigarette use for children
and their family members.

Integrate school and family efforts to
prevent unintentional injuries to the face
and mouth.

Integrate school and family efforts in
supporting and reinforcing nutrition
education.

Integrate school and family support in
providing preventive dental services and
improving access to dental care.

Promote school and family support for oral
health screenings.
Assess/evaluate family involvement in promoting
oral health at regular intervals.

Oral Health Integration:
Building support from school health advisory
councils, coalitions and other organizations in
addition to local businesses can contribute to
activities meant to improve oral health among
school-age children.
Oral Health Recommendations:

Integrate school and community efforts to
prevent unintentional injuries to the face
and mouth, (e.g. athletic/sporting events).

Integrate school and community support for
programs that prevent tobacco use.

Integrate school and community support in
providing preventive dental services and
screenings to improve access to dental care,
(e.g. local dental offices and FQHCs).

Involve school and community support in
integrating oral health into community
events, (e.g. fairs, athletic events).
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II. Guidelines & Recommendations from Authoritative Sources
Guidelines and recommendations for improving the oral health of children include the following:
Healthy People 2020
Healthy People 202061 objectives aim to improve the health of all people in the United States.
The following objectives related to children’s oral health:



Oral Health: Several oral health objectives relate to increasing dental sealant
placement, the use of the oral health care system, preventive services for low- income
children, school-based health centers with an oral health component, and systems for
recording and referring children with craniofacial anomalies.



Tobacco Use: Several objectives focus on reducing tobacco use, the initiation of
tobacco use, exposure to tobacco smoke, illegal tobacco sales to minors and tobacco
advertising, while increasing cessation of tobacco use and smoke-free environments.



Injury and Violence Prevention: An objective targets increasing the use of head, face,
eye and mouth protection.



Nutrition and Weight Status: An objective calls for increasing students’ dietary
quality at school.

American Academy of Pediatrics
The American Academy of Pediatrics (AAP)62 Section on Oral Health and Chapter Oral Health
Advocates provide education, training, and advocacy for pediatricians, dentists, other health
professionals, and families. The importance of improving children’s oral health and strategies to do
so are included in the Academic Pediatrics’ Special Issue on Children’s Oral Health published in
2009.
American Academy of Pediatric Dentistry
The mission of the American Academy of Pediatric Dentistry (AAPD)63 is to advocate policies,
guidelines and programs that promote optimal oral health and oral health care for children. The
AAPD 2012-2015 Strategic Plan has a goal that promotes optimal health for all children and
persons with special health care needs and includes objectives related to (a) an oral disease-free
population, (b) access to appropriate oral health care and (c) support for community water
fluoridation and other topical and systemic fluorides.
Children’s Dental Health Project
The Children's Dental Health Project (CDHP)64 advances research-driven policies and innovative
solutions to eliminate barriers to preventing tooth decay and to ensure that all children reach their
full potential. CDHP focuses on five policy areas: preventing tooth decay and managing dental
caries; access to affordable, quality dental care; assuring a strong oral health infrastructure;
reducing oral health disparities; and supporting families to achieve oral health.
National Association of School Nurses
The National Association of School Nurses’ (NASN)65 mission is to optimize student health and
learning by advancing the practice of school nursing. The professional organization hosts an online
forum that provides school nurses and other school oral health champions a place to discuss
assessment, planning, intervention and evaluation of student oral health needs. Resources for oral
health programs, information, fact sheets, education, screening, emergency care, and referrals will
be shared.
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School-Based Health Alliance
The School-Based Health Alliance (SBHA)66 works to improve the health of children and youth by
advancing and advocating for school-based health care. Through their “Innovation in School-Based
Oral Health Services” initiative, the Alliance has laid a solid foundation for collaboration between
school districts and national oral health experts. They have conducted research, key informant
interviews, and in-person meetings with the oral health stakeholders in seven of the top ten school
districts in the US.
III. Support for Whole School, Whole Community, Whole Child Programs
Many voices support the WSCC Model:

IV.



The American School Health Association (ASHA) believes that a multidisciplinary,
coordinated school health approach is the most effective and efficient means of
promoting healthy citizens. To this end, ASHA supports the Whole School, Whole
Community, Whole Child model, which combines and builds on elements of the
traditional coordinated school health approach and ASCD’s Whole Child Framework.
ASHA believes that the WSCC model makes visible the commitment of education and
health to collaboratively prepare today’s students to become successful and healthy
citizens.”67



The U.S. Department of Health and Human Services has noted that schools have more
influence on young people than any other social institution except the family, and
highlights the opportunity that schools offer for improving the health status of
children.60



Superintendents and school administrators nationwide have found benefits from
implementing the WSCC model. For example, the Superintendent of Adams 12 Five
Star Schools in Adams County, Colorado, Chris Gdowski stated: “We’ve made a
commitment to integrate health and wellness into our schools. This is an important
effort because research and first-hand experience clearly show that healthy students
are more likely to be academically successful students.”68

Research Evidence
A. Evidence Supporting the Whole School, Whole Community, Whole Child Model
The WSCC model is based on the close association of health and education. Research on health
and student achievement supported the development of the WSCC model.22 Scientific evidence of
the effectiveness should show that incorporating the WSCC components have a positive impact on
academic achievement, health-risk behaviors and health status outcomes. Research consisted of a
review of the existing literature, including scientific articles and key publications from national
agencies and organizations. These were reviewed and synthesized to describe (1) the historical
context for CSH and a whole child approach, and (2) lessons learned from the implementation and
evaluation of these approaches. The literature review revealed that interventions conducted in the
context of CSH do improve health-related and academic outcomes, as well as policies, programs,
or partnerships. Several structural elements and processes have proved useful for implementing
CSH and a whole child approach in schools, including use of school health coordinators, schoollevel and district-level councils or teams; systematic assessment and planning; strong leadership
and administrative support, particularly from school principals; integration of health-related goals
into school improvement plans; and strong community collaborations.69
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B. Evidence Supporting Preventive Oral Health Services
The Guide to Community Preventive Services70 conducted systematic reviews on the effectiveness
of population-based interventions to prevent or control (a) tooth decay, (b) oral and pharyngeal
cancers, and (c) sports-related craniofacial injuries.
The Task Force on Community Preventive Services recommends Community Water Fluoridation
(CWF) based on strong evidence of effectiveness in reducing dental decay. CWF reduces dental
caries approximately 30% to 50%.71 Stopping CWF (when other fluoride sources are inadequate)
can result in increases in new tooth decay by 13%.72 Years of research have demonstrated that
CWF is the most cost effective means for preventing tooth decay. The average cost of CWF is
$0.40 per person per year for communities with 20,000 or more people ($2.70 per person per
year for communities with 5,000 or less people).72,73
The Task Force recommends school-based and school-linked dental sealant programs on the
basis of strong evidence in reducing decay. Sealants were associated with an 81%decrease in
tooth decay.72,74 Applying sealants in school-based or linked programs was found to be effective
among children at different risk of tooth decay and in families of varying economic means.72 For
school-based and school-linked sealant programs, costs per child ranged from $18 to $60
(median cost is $39); the cost saving per tooth surface saved from decay ranged from $0 to
$487.72 (Additional systematic reviews by a work group sponsored by CDC concluded that
evidence supports recommendations to seal sound surfaces and non-cavitated lesions, to use
visual assessment to detect surface cavitation, to use a toothbrush or handpiece prophylaxis to
clean tooth surfaces, and to provide sealants to children even if follow-up cannot be ensured.)48
The American Dental Association Center for Evidence-Based Dentistry
The ADA Center for Evidence-Based Dentistry provides systematically assessed evidence as tools
and resources to support clinical decisions to integrate evidence into patient care.
An expert panel, convened by the ADA Council on Scientific Affairs, reevaluated the collective
evidence and developed evidence-based clinical practice guidelines for the use of pit-and-fissure
sealants (published in August 2016).75 The panel concluded that sealants are effective in
preventing and arresting pit-and-fissure occlusal carious lesions of primary and permanent molars
in children and adolescents compared with the nonuse of sealants or use of fluoride varnishes. The
panel also recommended that clinicians reorient their efforts toward increasing the use of sealants
on the occlusal surfaces of primary and permanent molars in children and adolescents.
An expert panel, established by the ADA Council on Scientific Affairs, evaluated the collective body
of scientific evidence and provided evidence-based recommendations on the use of professionally
applied topical fluoride (published in May 2006).76 The panel recommended that periodic fluoride
treatments (fluoride varnish or gel) be considered for children age 6-18 years who are at
moderate or high risk of developing tooth decay.
V. Best Practice Criteria
The ASTDD Best Practices Project has selected five best practice criteria to guide state and community
oral health programs in developing their best practices. For these criteria, initial review standards are
provided to help evaluate the strengths of a program or practice to prevent and control tooth decay.
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(1) Impact/Effectiveness

Program measures showing oral health benefits achieved. For example:
o Oral health surveillance documents improved oral health status (reduced levels of
tooth decay experience and untreated decay) as a result of programs reaching
school-aged children.
o A school-based dental sealant program increases the proportion of children with
sealants over time and achieves the Healthy People 2020 target.
o A program reduces the number of children who are treated in the hospital
emergency room (ER) for dental pain or infection. (Note: There are issues
translating limited ER diagnosis codes and reliable tracking to show trends.)


Program measures showing improved processes/systems for oral health. For example:
o Incorporation of the WSCC Model with integration of oral health into the model
components.
o New policies promoting oral health as an important focus for healthy schools.

(2) Efficiency

An analysis that demonstrates efficiency in terms of costs vs. benefits. For example:
o An intervention program showing cost savings for averted tooth decay or avoiding
the need to treat dental disease in an advanced stage.
o The cost of treating children in an outpatient dental facility (dental office) is less
than the costs of treating school-aged children in a hospital emergency room.

Demonstration of efficiency in terms of leveraging resources through collaborations with
other programs. For example:
o Using Medicaid reimbursement to sustain school-based dental programs.
o Collaboration with other chronic disease or Maternal and Child Health programs to
improve access to dental care and care coordination for high-risk children.
(3) Demonstrated Sustainability

Documentation of the sustainability of the program or a plan to address sustainability. For
example:
o Funding devoted to the integration of oral health services.
o The oral health components of the program have a long track record of successful
operation.
(4) Collaboration/Integration

Demonstration of partnerships developed through the WSCC model and the resulting
benefits. For example:
o Oral health services like dental sealants and fluoride have expanded through the
integration of oral health in the model.
o Having a formal Memorandum of Understanding or an informal relationship with
collaborating agencies supporting oral health integration.
(5) Objectives/Rationale

The goals and objectives of the WSCC include oral health and are consistent with
recommendations and guidelines promoted by authoritative sources, state oral health
plans, and Healthy People 2020 oral health objectives.
Evidence Supporting Best Practice Approaches
The ASTDD Best Practices Committee takes a broad view of evidence to support best practice
approaches for building effective state and community oral health programs. Practices which are linked
by strong causal reasoning to the desired outcome of improving oral health and total well being of
priority populations will be reported on by the Best Practices Committee. Strength of evidence from
research, expert opinion and field lessons fall within a spectrum: on one end of the spectrum are
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promising best practice approaches, which may be supported by little research, a beginning of
agreement in expert opinion, and very few field lessons evaluating effectiveness; on the other end of the
spectrum are proven best practice approaches, ones that are supported by strong research,
extensive expert opinion from multiple authoritative sources, and solid field lessons evaluating
effectiveness.
Research may range from a majority of studies in dental public health or other disciplines reporting
effectiveness to the majority of systematic review of scientific literature supporting effectiveness. Expert
opinion may range from one expert group or general professional opinion supporting the practice to
multiple authoritative sources (including national organizations, agencies or initiatives) supporting the
practice. Field lessons may range from success in state practices reported without evaluation
documenting effectiveness to cluster evaluation of several states (group evaluation) documenting
effectiveness.
To access information related to a systematic review vs. a narrative review: Systematic vs. Narrative
Reviews. (Accessed: 6/23/2016)

VI. State Practice Examples
The following practice examples illustrate various elements or dimensions of the best practice approach
of Improving Children’s Oral Health through the Whole School, Whole Community, Whole Child Model.
These reported success stories should be viewed in the context of the state’s and program’s
environment, infrastructure and resources. End-users are encouraged to review the practice descriptions
(click on the links of the practice names) and adapt ideas for a better fit to their state and program.
A. Summary Listing of Practice Examples
Table 1 provides a listing of programs and activities submitted by states. Each practice demonstrated
the implementation of at least eight of the WSCC components. Each practice name is linked to a detailed
description of the oral health program and includes a table outlining how each is implementing the
WSCC components.
Table 1. State Practice Examples Illustrating Strategies and Interventions for
Improving Children’s Oral Health through the WSCC Model
#

Practice Name

State

Practice

Chicago, IL

16013

1

Leading Chicago Children to Oral Health Improvement: A
Community Based Public-Private Collaboration

2

Tennessee School-Based Dental Prevention Program

TN

48006

3

Tooth Tutor Program

VT

51001

B. Highlights of Practice Examples
1. Chicago’s School-Based Oral Health Program (Practice 16013)
In 2000, the Chicago Department of Public Health (CDPH) initiated the School-Based Oral Health
Program (SBOHP) within the Chicago Public School System (CPS). Initially, CDPH dentists delivered the
school-based oral health services, including assessment/screenings, oral prophylaxis, fluoride
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treatments, and dental sealants. CDPH developed a referral network to care for those students in need
of urgent care by using the Illinois Medicaid provider list and providing each student with a referral letter
that provided them the name, number and address of two Medicaid providers in their zip code. It quickly
became apparent that the demand for school-based oral health services far exceeded CDPH’s dental
capacity. Therefore, a professional service agreement was developed to allow CDPH to contract with
private dental providers to reach more children in need of this service. Through this arrangement, the
number of dental providers has grown from one in 2002 to 18 for the current 2015-2018 contractperiod. The oral health referral network has also expanded to more than 300 providers and sites where
students can access follow up care. At the present, CDPH SBOHP is considered the largest school-based
oral health program in the country.
2. Tennessee School-Based Dental Prevention Program (Practice 48006)
Tennessee’s School-Based Dental Prevention Program (SBDPP) is a statewide comprehensive preventive
program that has been operational in its current design for 15 years. It is fully funded by the State’s
Tenncare program and provides services to eligible children for free.
Staffing consists of 77 licensed dentists and registered dental hygienists who are providing services with
support provided by an additional 14 clerical staff.
The program aims to reach high-risk children from low- income families who have reduced access to
care. Children in grades K – 8th in schools with 50% of the student population on free and reduced lunch
programs are eligible to receive the SBDPP services regardless of economic status.
Details for program implementation in each school and region vary. The program’s core component
areas are: Oral Health Education; Dental Hygienist Sealant Screening; Dentist Screening; Sealant
Application; Fluoride Varnish; Referral for Treatment; and TennCare Outreach (Tennessee’s Medicaid
program).
3. Vermont’s School-Based Oral Health Program: Tooth Tutor (Practice 51001)
Vermont’s Office of Oral Health (OOH) administers the Tooth Tutor Program (TTP), which aims primarily
to help children who have not accessed dental care (those who have not been to the dentist or who are
missing dental information on their health information records) in the previous year to find and connect
with a dental home where they can receive dental sealants and other procedures (i.e. restorative
treatment), as needed. Most of the children in this category are at higher risk for dental disease (i.e. low
income, rural populations). In Vermont, Medicaid-eligible children have no cap for dental services
through a program called Dr. Dynasaur. However, in spite of the availability of Medicaid benefits, these
children have a higher rate of decay: decay experience is 1.6 times more prevalent and untreated decay
is 2 times more prevalent in this group than in non-Medicaid children (2013 Burden of Oral Disease in
Vermont). Although the utilization rate of dental care among Medicaid-eligible children throughout
Vermont has been rising over time, there is still considerable room for improvement.
Public health dental hygienists (present in 5 of Vermont’s 12 district offices, as of 2016) provide support
for the program by helping to advertise openings to dental hygienists interested in working as Tooth
Tutors (TTs) and providing training, technical assistance, and monitoring. The OOH also provides
screening and teaching materials for the program and coordinates two meetings per year.
C. Resources to Support the Integration of Oral Health into the WSCC Model
ASTDD White Papers
• School Dental Sealant Programs (2016)
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•
•
•

Integrating Oral Health Education into Health Education Curricula in Schools (2013)
Integrating Oral Health into the Whole School, Whole Community, Whole Child School Health Model
(2015)
Nutrition Education and Healthy Eating in School Settings (2015)

ASTDD WSCC Toolkit
The ASTDD-WSCC toolkit contains resources to assist in integrating oral health into the WSCC model.
The toolkit is useful for oral health programs, school nurses and other health professionals, teachers and
school administrators, community health workers, parents, and others who are interested in promoting
oral health in the school setting following a model that addresses the whole child and whose goal is to
improve learning and health among school-age children.
•
•
•
•
•

WSCC fact sheet (ASTDD)
WSCC presentation and notes (ASTDD)
WSCC webinar (ASTDD)
ASTDD Best Practice Approach Report: Capacity Building Tool: Oral Health Integration and
Recommendations (ASTDD)
ASTDD Basic Screening Survey Tool (ASTDD)

CDC Resources
• WSCC Journal of School Health special issue (CDC, ASCD)
• WSCC overview (CDC)
• WSCC fact sheet (CDC)
• Healthy Schools website
In addition to the State Practice Examples in Section V of this report, ASTDD has WSCC state activity
submissions on the Best Practice website: Access to Care: School-Based Oral Health. While there is
much to be learned from these submissions, they were implementing less than the required eight
components to be considered a WSCC State Practice Example.
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VIII. Attachments
Attachment A
CDC Guidelines for School Health Program Strategies
CDC has published a series of guideline documents that identify the school health program strategies
most likely to be effective in promoting healthy behaviors among young people. Based on extensive
reviews of research literature, the guidelines were developed by CDC in collaboration with other
federal agencies, state agencies, universities, voluntary organizations, and professional organizations.
1. Guidelines for School Health Programs to Promote Lifelong Healthy Eating
(https://www.cdc.gov/healthyschools/npao/strategies.htm)
The guidelines serve as the foundation for developing, implementing, and evaluating school-based
healthy eating and physical activity policies and practices for students.
Based on the available scientific literature, national nutrition policy documents, and current
practice, these guidelines provide nine recommendations for ensuring a quality nutrition
program within a comprehensive school health program.
Guideline 1.
Guideline 2.
Guideline 3.

Guideline 4.
Guideline 5.

Guideline 6.

Guideline 7.

Guideline 8.
Guideline 9.

Use a coordinated approach to develop, implement and evaluate
healthy eating and physical activity policies and practices.
Establish school environments that support healthy eating and
physical activity.
Provide a quality school meal program and ensure that
students are provided with the knowledge, attitudes, skills, and
experiences needed for lifelong healthy eating and physical
activity.
Implement a comprehensive physical activity program with quality
physical education as the cornerstone.
Implement health education that provides students with the
knowledge, attitudes, skills and experiences needed for lifelong
healthy eating and physical activity.
Provide students with health, mental health and social services to
address healthy eating, physical activity, and related chronic
disease prevention.
Partner with families and community members in the development
and implementation of healthy eating and physical activity
policies, practices, and programs.
Provide a school employee wellness program that includes healthy
eating and physical activity services for all school staff members.
Employ qualified persons, and provide professional development
opportunities for physical education, health education, nutrition
services, and health, mental health and social services staff
members, as well a staff members who supervise recess, cafeteria
time, and out-of-school-time programs.

2. School Health Guidelines to Prevent Unintentional Injuries and Violence
(http://www.cdc.gov/mmwr/PDF/RR/RR5022.pdf)
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Centers for Disease Control and Prevention. School health guidelines to prevent unintentional
injuries and violence. MMWR 2001;50(No. RR-22):1-74.
Recommendations to prevent unintentional injuries, violence, and suicide:
Recommendation 1.
Recommendation 2.

Recommendation 3.

Recommendation 4.
Recommendation 5.

Recommendation 6.

Recommendation 7.
Recommendation 8.

Social environment. Establish a social environment that promotes
safety and prevents unintentional injuries, violence, and suicide.
Physical environment. Provide a physical environment, inside and
outside school buildings, that promotes safety and prevents
unintentional injuries and violence.
Health education. Implement health and safety education curricula
and instruction that help students develop the knowledge, attitudes,
behavioral skills, and confidence needed to adopt and maintain safe
lifestyles and to advocate for health and safety.
Physical education and physical activity programs. Provide safe
physical education and extracurricular physical activity programs.
Health services. Provide health, counseling, psychological, and social
services to meet the physical, mental, emotional, and social health
needs of students.
Crisis response. Establish mechanisms for short and long term
responses to crises, disasters, and injuries that affect the
school community.
Family and community. Integrate school, family, and community
efforts to prevent unintentional injuries, violence, and suicide.
Staff members. For all school personnel, provide staff development
services that impart the knowledge, skills, and confidence to
effectively promote safety and prevent unintentional injuries,
violence, and suicide, and support students in their efforts to do the
same.

3. Guidelines for School Health Programs to Prevent Tobacco Use and Addiction
(http://www.cdc.gov/mmwr/PDF/RR/RR4302.pdf)
Centers for Disease Control and Prevention. Guidelines for school health programs to
prevent tobacco use and addiction. MMWR 1994;43(No. RR-2):1-18.
Recommendations for school health programs to prevent tobacco use and
addiction:
The seven recommendations below summarize strategies that are effective in preventing
tobacco use among youth. To ensure the greatest impact, schools should implement all seven
recommendations.
Recommendation 1.
Recommendation 2.

Develop and enforce a school policy on tobacco use.
Provide instruction about the short and long-term negative
physiologic and social consequences of tobacco use, social
influences on tobacco use, peer norms regarding tobacco use, and
refusal skills.
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Recommendation 3.

Recommendation 4.
Recommendation 5.
Recommendation 6.
Recommendation 7.

Provide tobacco-use prevention education in kindergarten through
12th grade; this instruction should be especially intensive in junior
high or middle school and should be reinforced in high school.
Provide program-specific training for teachers.
Involve parents or families in support of school-based programs
to prevent tobacco use.
Support cessation efforts among students and all school staff who
use tobacco.
Assess the tobacco-use prevention programs at regular intervals

Attachment B
Organizations Dedicated to Promoting the
Whole School, Whole Community, Whole Child Model
The following national organizations have developed resources to support the adoption and
implementation of the WSCC model.


American School Health Association

www.ashaweb.org



ASCD

www.ascd.org



Centers for Disease Control and Prevention

www.cdc.org



National Association of Chronic Disease Directors

www.chronicdisease.org



National Education Association

www.nea.org



Oral Health America

www.oralhealthamerica.org
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