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Abstract 
 

In response to the dramatic increase in the prevalence of childhood overweight, a 

provision of the Child Nutrition and WIC Reauthorization Act of 2004 required school 

divisions participating in the National School Lunch and Breakfast Programs to adopt 

local school wellness policies (LWP) by the fall of 2006. The local school wellness 

policies were to include guidelines for nutrition education, physical education (PE) and 

physical activity, and foods offered on campus. The purpose of this study was two-fold: 

1) compare and contrast proposed goals versus adopted policies in Virginia; and 2) 

analyze the rigor of LWPs in Virginia. All LWPs in Virginia were reviewed with each 

item scored as required or recommended and specific or broad. Chi-square analyses were 

used to compare policies that were proposed and adopted. Eighty-one local wellness 

policies were matched to goals.  In general, school divisions did not adopt as many 

policies as proposed. LWPs met only the minimum requirements mandated. Only 56 

(69.1%) had policy language for more than one category in each of the three areas studied 

with nutrition education policies more popular than physical education/physical activity 

and nutrition guidelines. For example, 60 schools adopted policies to promote classroom 

nutrition education, whereas no LWPs contained policy language to improve PE teacher-

student ratio. Further, specificity proved to be a concern.  The results suggest that while 

schools may be meeting the minimum requirements, the LWPs may not be promoting 

school health to the degree intended.  
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Chapter I: Introduction 
 

 Childhood is a critical time to promote healthy lifestyles (1).  Children in the 

United States spend a considerable amount of time in school and consume and expend a 

considerable proportion of energy at school (1).  Schools provide an ideal avenue for 

reaching children.  In Virginia, 1,246,822 youths attend public school (2).  In children, 

about one third of their total energy (calorie) intake comes from foods and beverages 

consumed at school. As a result, it is essential for schools to promote a healthy 

environment.      

 In 2006, the University of Baltimore issued the “Childhood Obesity Report Card” 

(3).  Virginia ranks 24th in the United States regarding childhood overweight legislation.  

The report card was based on analyses of childhood obesity legislation in the U.S.  A 

letter grade (A-F) designation was given to each state based on their efforts in the 

following areas: 

• nutrition standards—controlling the types of foods and beverages offered during 
school hours  

• vending machine usage—prohibiting types of foods and beverages sold in school 
and prohibiting access to vending machines at certain times  

• body mass index measured in school  
• recess and physical education—state-mandated additional recess and physical 

education time  
• obesity programs and education—programs established as part of curriculum  
• obesity research—legislative support for other institutions or groups to study 

obesity  
• obesity treatment in health insurance—expanding health insurance to cover 

obesity treatment where applicable  
• obesity commissions—legislature-established commissions designed to study 

obesity  

 Based on these criteria, Virginia is one of fourteen states that earned a “C” grade 

based on legislative efforts, highlighting improvements that can be made to address this 

epidemic, particularly in schools. Twenty-eight other states were designated as either “A” 

or “B” while nine states earned either “D” or “F”(see Appendix A).   

 A number of education and health agencies have issued recommendations or 

guidelines for addressing childhood overweight including the American Dietetic 

Association, American Academy of Pediatrics, Centers for Disease Control and 
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Prevention, and National Association for Sport and Physical Education.  For example, 

nutrition and overweight and physical activity and fitness are now central components of 

Healthy People 2010 (4), a set of health objectives or goals for preventive health for the 

nation.  In fact, several of the specific objectives of Healthy People 2010 encompass 

school-based efforts.  Related indicators include:   

• reducing overweight or obesity in children and adolescents   
• increasing vigorous physical activity to 20 minutes or more at least 3 days per 

week  
• increasing physical education in schools  
• requiring daily physical education and increase physical activity levels at school  
• increasing physical activity to 30 minutes per day at least 5 days per week, and  
• providing healthy meals and snacks at school.   

   
  In response to the dramatic increase in childhood obesity, the cyclical five-year 

reauthorization-and therefore reexamination- of child nutrition programs included 

numerous changes. In terms of school-based incentives, the Child Nutrition and WIC 

Reauthorization Act of 2004 (CNRA)(5)(Appendix B) mandated that each school 

division participating in the National School Lunch Program (NSLP) or National School 

Breakfast Program (NSBP) adopt a local school wellness policy. The idea was that 

legislation would ultimately help reduce childhood overweight and be driven by needs 

identified at the local level. While the legislation was considered a hallmark for health 

promotion, to date, few studies have reported on them, including evidence or 

effectiveness toward improving the health status of school-aged children (6).   

 The purpose of this study is two-fold: 1) examine the language and focus of local 

school wellness policies (LWPs) across the state of Virginia; and 2) compare and contrast 

earlier school divisions’ proposed local school wellness policies to their adopted policies.  

These findings will provide insight to the trends in LWPs and the potential effectiveness 

of them in promoting a healthier school environment through improvements in nutrition 

and increasing physical activity.  Also, results from this study will help identify 

additional methods or suggestions for improving the school health environment, or 

existing legislation at the school, state, and national levels.  
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Chapter II: Review of the Literature 
 

Childhood Overweight Epidemic Rationale 
 
 The prevalence of childhood overweight has risen dramatically in the United 

States (7).   In the last thirty years, rates have increased nearly three-fold in certain age 

groups.  Body mass index (BMI) is often used as a tool to determine the weight status of 

an individual.  BMI is calculated using the formula of weight (in pounds) X 703 divided 

by height (in inches) squared (8).  For youth, BMI is determined based on growth chart 

percentiles with weight categories of underweight, healthy weight, at-risk for overweight 

and overweight. Youth with BMI-for-age and gender percentiles less than the fifth 

percentile are considered underweight, percentiles of  ≥ 5th and < 85th healthy weight, ≥ 

85th and < 95th at-risk for overweight, and  ≥ 95th percentile overweight.  According to 

data from the National Health and Nutrition Examination Survey (NHANES), the 

prevalence of overweight has increased dramatically from 1980 to 2004 (9).  In children 

aged 6-11, prevalence increased from 6.5% to 18.8% and from 5.0% to 17.4 in 

adolescents aged 12-19.  The following table shows the increase in overweight among 

children and adolescents. 

Table 1: Childhood Overweight Prevalence in the U.S. 

Age Group NHANES I 
1971-1974 

NHANES II 
1976-1980 

NHANES III 
1988-1994 

NHANES 
2003-2004 

2-5 years 5% 5% 7.2% 13.9% 
6-11 years 4% 6.5% 11.3% 18.8% 
12-19 years 6.1% 5% 10.5% 17.4% 

NHANES=National Health and Nutrition Examination Survey (7) 
Overweight data is sex-and age-specific BMI > 95th percentile based on CDC growth charts. 
 
 Healthy People 2010 has established overweight and obesity as leading health 

indicators and called for a reduction in the proportion of overweight and obesity in 

children and adolescents (4).  Today’s overweight children are at an increased risk for 

chronic diseases, including coronary heart disease, into adulthood than healthy weight 

children (10).  Perhaps more troubling, overweight children are at a significantly greater 

likelihood of becoming obese adults (11, 12). Further, children who are overweight 

before the age of eight will likely be severely obese in adulthood.  With more than 25 
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million children already overweight, the consequences of overweight and obesity in the 

future likely will have a profound effect on health care costs and a decline in the overall 

productivity as adults (12). 

Consequences of Overweight and Obesity 
 
 Childhood overweight can lead to serious health consequences for children and 

adolescents (13).  Overweight and obesity has a detrimental effect on health-related 

diseases and conditions that affect millions of Americans.   Heart disease and stroke, type 

2 diabetes, certain forms of cancer, and premature death have been associated with poor 

nutrition and physical inactivity in adults (14).  Considering the prevalence of childhood 

overweight, future incidence of these health-related diseases are expected to rise.  

Overweight children and adolescents are at risk for health problems as youth and adults. 

Immediate consequences of childhood overweight have surfaced in response to the 

increasing number of overweight children.  Overweight children and adolescents are 

more likely to have high blood pressure, high cholesterol, and Type 2 diabetes, risk 

factors for cardiovascular disease, compared to children and adolescents with healthy 

weights.    As many as sixty percent of overweight children and adolescents have one risk 

factor for cardiovascular disease (CVD), and while twenty-five percent experience two or 

more risk factors (14).  The preventable (lifestyle-related) risk factors for CVD include 

hypertension, high cholesterol and abnormal glucose tolerance (15).  Also, studies 

suggest that childhood overweight is associated with asthma, sleep apnea and type 2 

diabetes (16-18).  Additionally, overweight children and adolescents are considered high-

risk for psychosocial problems including systematic social discrimination, low self 

esteem and can hinder academic and social functioning (19).  

Role of Public Schools to Address Diet and Physical Activity 
 
 More than 95% of American children aged 5 to 17 years-old are enrolled in 

school (1).  In Virginia, 1,246,822 youth were enrolled in public schools at the beginning 

of the 2007-08 school year (2).  For most youth, schools provide the most continuous and 

interactive contact than any other institution.  Thus, schools play a major role in 

promoting healthy, physically active lifestyles through health and physical education and 

providing nutritious foods.  A correlation between lower scores on standardized tests and 
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overweight in the school years have surfaced in recent years (19), underscoring the 

importance of nutrition and physical activity opportunities in schools.  It remains unclear 

whether excess weight is the cause of poor academic performance or underlying issues 

such as socioeconomic status, ethnicity, and perhaps lack of parent-child engagement, or 

absenteeism (20).  Regardless of the unclear association between being overweight and 

impaired academic performance, it is clear that nutrient deficiencies can interfere with 

cognitive function (21).   

School Food Environment and Influence on Eating Behavior 
 
 Foods and beverages sold in schools have been demonstrated to have a substantial 

influence on the eating behaviors of students (22).  School-based policies should restrict 

foods and beverages consumed throughout the school day (22-24).  Competitive foods, 

foods and beverages available outside of the National School Lunch Program (NSLP), 

have raised many concerns regarding their nutritional quality.  A-la-carte foods, vending 

machines, school stores and foods and beverages sold for fundraising have been 

negatively associated with fruit and vegetable consumption, calcium and dietary fiber, 

however positively associated with calorie and saturated fat intake.  Also, fried potatoes 

accounted for 38% of the total fruit and vegetable intake and 56% of vegetable servings.  

Students in schools without a-la-carte options and access to vending machines during 

breakfast and lunch consumed an additional serving of both fruits and vegetables, on 

average, per day.   

 According to  the report, “Nutrition Standards for Food in Schools: Leading the 

Way Toward Healthier Youth,” many policies include only minimal guidelines and fail to 

include guidelines set by the National Institute of Medicine recommendations on 

competitive foods (25).  The report identified three primary school nutrition 

recommendations: 

• federally reimbursable meals should be the main source of nutrition at school 
• opportunities for competitive foods should be limited, and 
• competitive foods should consist of fruits and vegetables, whole grains, and low-

fat or non-fat dairy products aligned with the Dietary Guidelines of 2005. 
 

 Results of the 2006 School Health Policies and Programs Study (SHPPS) 

demonstrated a continued need for changes in the school food environment.  While many 
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strides have been made recently in an effort to promote healthier available options, many 

schools continue to offer foods and beverages high in fat, sodium, and added sugars in 

vending machines and a-la-carte choices (26).  The findings revealed 86% of high 

schools, 62% of middle schools and 21% of elementary schools have access to foods and 

beverages sold in vending machines.  About three-fourths of schools sell sodas and sport 

drinks and foods that are high in both fat and sodium.  More than one-fifth of schools 

allow students to purchase foods and beverages from vending machine during the lunch 

period.  These findings are disconcerting given the evidence regarding the increased 

calorie intake and an increased consumption of less nutrient-dense foods available 

outside the school lunch program.    

Nutrition Education in Schools 
 
 Nutrition education plays a critical role in promoting healthy eating habits for a 

lifetime.  At its core, nutrition education should be delivered as a planned and sequential 

framework to increase the knowledge and skills necessary for adopting healthy food 

behaviors (27).  Nutrition education can be integrated into other curriculum to maximize 

instruction, since schools continue to increase the emphasis on core-area academic 

achievement (28).   

 Studies support multi-year, sequential nutrition education curriculum throughout 

the school years increases exposure to nutrition education, thus, maximizing limited 

instruction time (29).  Further, healthy dietary behavior is positively associated with the 

amount of nutrition education received.  Using culturally appropriate nutrition education 

curriculum emphasizing cognitive, affective, and behavioral teaching methods increases 

the likelihood of healthy dietary behaviors, however fewer than one-third of schools 

provide nutrition education curriculum that address these areas (30).  Most effective 

school-based nutrition education includes multiple strategies to reinforce nutrition 

education concepts, family involvement, and increased time and intensity that children 

spend in nutrition education (31, 32).  

Child and Adolescent Physical Activity Levels 
 
 Lack of physical activity is one likely contributor to increased weight in children 

and adolescents (33).  Energy balance, or calorie intake equal to calories expended, is 
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critical for maintaining healthy weight.  Again, given the time children spend in school, 

schools are capable of assuring children meet minimum levels of physical activity.  

Further, physical activity is instrumental in bone and cardiovascular health and in 

controlling blood pressure.  The recommended level of physical activity in children and 

adolescents is sixty minutes of moderate to vigorous activity on at least most days, but 

preferably, everyday (34).  The 2005 Youth Risk Behavior Surveillance (YRBS) 

indicates only 28% of high school students are achieving the minimum physical activity 

guidelines and only 6% of elementary schools and 8% of secondary schools provide at 

least thirty minutes of daily physical education (35).  Yet, at least thirty minutes of daily 

physical activity during the school day has demonstrated a positive effect on body 

composition (36).   

 Physical education (PE) is critical in providing students with skills, knowledge 

and concepts to increase the likelihood of incorporating healthy, physically active 

lifestyles for a lifetime.  Schools are not necessarily providing the children with an 

environment that is conducive being physically active.  The National Association of 

Sport and Physical Education (NASPE) recommend schools provide at least one 

hundred-fifty minutes of weekly PE for elementary schools and two hundred-twenty five 

minutes per week for secondary schools (37).  Further, children are recommended to 

expend at least fifty percent of the recommended sixty minutes of daily physical activity 

during the school day. Only eight percent of elementary schools and six percent of 

secondary schools require daily PE (38).  There is an increasing need to provide 

additional physical activity opportunities throughout the school day (39).  More than 40% 

of elementary schools and nearly half of secondary schools include regular physical 

activities outside of physical education including recess, physical activity clubs, and 

intramural sports.  The additional time devoted to physical activity is beneficial to 

establishing a healthier school environment and creates active lifestyles as the social 

norm (40).     

   PE uses physical activity to acquire skills for exercise, incorporates health 

education to provide knowledge and resources to be healthy and increases the likelihood 

of future participation in exercise by increasing self-efficacy and self-esteem (41).  

However, several barriers exist related to participation in and delivery of PE.  Currently, 
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only 56% of students in U.S. public schools are enrolled in PE classes (42).  Also, less 

than one-third of students enrolled in PE are active at least 20 minutes.  The No Child 

Left Behind Act of 2001 places a greater emphasis on student achievement in core 

academic subjects.  In response to achieving the minimum guidelines set by the 

legislation, states have established tests to measure student achievement in the core area 

subjects.  PE is not tested since it is not considered a core area subject-thereby becoming 

a lower priority (41).  

 Recess is another way to increase physical activity in children.  Unstructured 

physical activity allows children to utilize concepts learned in PE, release energy and 

further develop social skills (43).  Further, recess should be characterized as support for 

learning and increasing physical activity levels.  With the combination of recess and PE, 

schools can easily achieve at least half of the recommended sixty minutes of physical 

activity during each school day.  However, the SHPPS indicated 29% of elementary 

schools had no scheduled recess for kindergarten through fifth grade (39).  

 Extracurricular activities that promote physical activity in children and 

adolescents is another method to increase calorie expenditure (44).  Intramural and 

interscholastic sports and physical activity clubs provide students with a wide variety of 

physical activity opportunities.  However, only 49% of schools offer physical activity 

programs outside of interscholastic sports (42).  

 Health education (HE), specifically nutrition education and the importance of 

daily physical activity, is another component of coordinated school health (45).  HE can 

incorporate the concepts of physical activity and healthy eating into strategies to maintain 

a physically active, healthy lifestyle.  Studies support a behavior-oriented curriculum 

approach that focuses on the long-term benefits of physical activity and healthy eating.  

However, six states do not require health education and only 70% of states require 

nutrition education and fitness concepts.  Combined, it has been estimated that teachers 

spend nine hours per year on both topics (46).  Schools can integrate nutrition education 

and physical activity into other subject areas, science and math for example, to increase 

exposure to the topics (22).  
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Coordinated School Health Approach 
 
 Nutritious foods, physical education and physical activity, and health education 

are among components of coordinated school health (47). Coordinated school health 

consists of eight components to create a health child- physical activity, nutrition services, 

health services, health education, counseling, family/community involvement, staff health 

promotion, and a healthy school environment (Appendix C). Still, many schools do not 

provide these activities to engage schoolchildren in activities that promote better health.   

State-Level Approach to Expand on Local School Wellness Policies 
 
 Schools have been recognized for their capacity to influence physical activity and 

healthy eating in children and adolescents (22).  In response to the dramatic increase in 

childhood obesity, public health professionals have urged school administrators to find 

ways to increase students’ improve dietary behavior physical and activity levels.  Several 

initiatives have taken place to address school-based wellness in addition to national 

policies, both at state and local levels.    

 Receiving a substantial amount of media attention, in 2003, the Arkansas General 

Assembly passed Act 1220 to address the childhood obesity crisis (48).  The provisions 

within this landmark legislation included:  

• creating a fifteen member statewide Child Health Advisory Committee (CHAC) 
which would be responsible to make recommendations to the State Board of 
Education and the State Board of Health regarding nutrition and physical activity 
standards in public schools,  

• hiring community health promotion professionals,  
• eliminating vending machines in all elementary schools,  
• requiring schools to disclose food and beverage contracts (competitive foods and 

beverages outside of the USDA National School Lunch Program),  
• calculating body mass index (BMI) for all public school students (K-12) with the 

measure and an explanation of the health effects of being overweight reported on 
the student’s report card, and  

• creating a school-district level advisory committee to create local school wellness 
policies. 

 
 Arkansas used its legislative power to change the school health environment in 

response to the state’s continuing struggle as one of the highest ranking states in both 

adult and child overweight and obesity in the U.S (49).  According to the study, 

resistance from some school administrators regarding some of the provisions of the law 



10 
 

surfaced.  Sporadic failure to calculate or report BMI to parents was noted.  Privacy 

concerns of the student’s BMI scores, concerns regarding the school’s role in assessing 

BMI instead of health care agencies and the fear that BMI screenings could lead to eating 

disorders, especially among female students, were noted.  Subsequent changes were made 

to address most of the concerns of school administrators.  Student BMI was reported in a 

separate health report.  Support was garnered from local and state public health officials.  

At the conclusion of the second year of BMI screening, student BMI did not increase.  

Although more time is needed to assess the effectiveness of this strategy, a halt in the 

increase of childhood overweight, perhaps, is a step toward decreasing the overweight 

prevalence- perhaps due to the legislation.   

 A four percent increase in families limiting fried foods, sodas and sweets was 

reported (49).  Also, eating home cooked meals increased from 27% to 46% and 53% of 

physicians reported that at least one parent produced a child BMI health report.   

 The Robert Wood Johnson Foundation report “State Action to Promote Nutrition, 

Increase Physical Activity and Prevent Obesity” highlights several other state-level 

initiatives to address child overweight (50).  The following are examples of school-based 

policies adopted and cited in the report, representing a wide range of policies. 

  In Connecticut, lawmakers approved a measure that would provide incentives for 

schools participating in the NSLP to serve foods that meet more stringent nutritional 

guidelines beyond the current minimum USDA requirements (51).  If the school division 

agreed to provide food items that meet the new standards, an additional ten cents per 

lunch would be allocated to the school division.  The result is a substantial revenue 

increase for the schools. 

 Delaware lawmakers passed a bill that funds a pilot program in elementary and 

middle schools to provide PE five days per week, with a minimum of 30 minutes per 

class in elementary schools and 45 minutes in middle schools (52).  Delaware also 

requires testing for physical fitness levels in elementary, middle, and secondary schools 

(53).  All reports will be shared with parents and will allow for baseline and follow-up 

measurements to be analyzed raising awareness to childhood obesity and the potential 

health consequences of being overweight.   
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National Initiative to Address Childhood Overweight 
 
 In response to childhood overweight, the requirement for reauthorization of child 

nutrition programs, the Child Nutrition and WIC Reauthorization Act of 2004 (CNRA) 

was enacted (5).  While the Act provides guidance for other nutrition programs such as 

Special Supplemental Nutrition Program for Women, Infants, and Children, it also 

provides guidance to the National School Lunch Program and the National School 

Breakfast Program. For those programs, the Act mandated that each school district 

participating in either of those programs develop a local school wellness policy. The local 

school wellness policy was to include the following:  

• goals for nutrition education, physical activity and other school wellness 
programs,  

• goals for nutrition guidelines for foods provided at school,  
• goals to assure that guidelines for school meals met the United States Department 

of Agriculture (USDA) guidelines,  
• goals to develop a plan to monitor the policies, and 
• goals to include parents, students, representatives of the school nutrition services, 

the school board, school administrators and the public in the development and 
implementation of the policies. 

 

 The provisions of the CNRA require school divisions to adopt local school 

wellness policies at a local level.  This allows school divisions to consider the needs 

unique to the school division.   The bill also authorized four million dollars for USDA to 

collaborate with school divisions to establish healthy school nutrition environments, 

reducing childhood overweight, and preventing chronic disease related to diet (54).   

Overview of Local School Wellness Policies in the U.S. 
 
 A study of local school wellness policies one year after implementation reveals 

some promising results (55).  The study revealed that as of December 2006, 88% of 

adopted policies in school divisions across 49 states addressed nutrition guidelines for a-

la-carte foods and beverages and 87% addressed foods and beverages in vending 

machines.  Further, 69% addressed nutrition guidelines for fundraising and 66% foods 

and beverages for classroom celebrations.  However, only 16% of the policies provided 

specific nutrition requirements for competitive foods and beverages.  
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  A 2007 study examining local school wellness policies was conducted by Action 

For Healthy Kids examining 256 urban, suburban and rural districts provides additional 

school nutrition policies (56).  The findings revealed: 

• 81% contained policies for nutrition education 
• 79% contained policies for specifically for physical education 
• 88% developed policies to form wellness teams 
• 81% of the policies encouraged community and/or family involvement, and 
• 78% of the policies established nutrition guidelines based on the Dietary 

Guidelines for Americans 
• 40% of nutrition guidelines specifically addressed whole grains, fruit and 

vegetables, and low-fat or non-fat dairy products in nutrition education or school 
meals. 

 
 While these studies provided an overview of goals and trends around the country 

pertaining to local school wellness policies, only a few studies have examined local 

school wellness policies on a state level.  In a study of Pennsylvania local school wellness 

policies, data from 300 wellness policies collected showed that 83% of school divisions 

adopted a general nutrition education policy and only 29% addressed the interplay 

between school foods service and nutrition education (57).  Likewise, 82% of the policies 

for addressed physical activity opportunities yet only 47% included a target of obtaining 

60 minutes of physical activity.  Finally, only 53% of the policies prohibited the use of 

foods as rewards or punishment and only 33% included after-school physical activity 

opportunities.  The authors concluded that the majority of the policies were broad and 

general when addressing nutrition education, physical activity, and other school-based 

activities (57), questioning the integrity and strength of policies to truly address 

childhood overweight. 

Local School Wellness Policies in Virginia 
 
  In 2006, a study was completed to examine proposed local school wellness policy 

goals in Virginia (6).  With every school division contacted, a total of 92 responded, 

representing 69.7%.  The survey consisted of four main categories: nutrition education; 

physical activity; nutrition standards; and other school-based wellness activities.  Overall, 

many school divisions’ anticipated ambitious policies to be adopted according to the 

survey.  The results (Appendix D) showed a mean number of 5.7 goals out of 11 possible 

choices for food and nutrition guidelines, 3.7 goals out of 9 physical activity guidelines, 
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and 2.5 goals out of 4 nutrition education guidelines.  Non-rural school divisions reported 

a significantly higher number of goals compared to rural divisions (5.4 versus 3.5).   

 Nutrition education goals favored classroom teaching with less emphasis on 

teacher training.  Nutrition standards focused on developing guidelines for nutritional 

values of foods and beverages and for a la carte, vending machines, and concession 

stands.  Also, most schools favored establishing guidelines for food and beverage 

contracts, use of food as rewards or punishment, and guidelines for foods and beverages 

available for class parties and celebrations. 

 Physical activity goals focused on recess requirements and physical activity 

opportunities outside of physical education.  Goals associated with additional resources 

for physical activity opportunities (gym or outdoor space and more time devoted for 

physical education) were less accepted.   

 In terms of evaluation, most school divisions (89.1%) identified at least one goal 

to measure progress.  Goals included collecting height/weight, calculating BMI, and 

conducting surveys or interviews.  Appendix 2 provides a more in-depth overview of the 

findings. 

 While local school wellness policies hold promise for facilitating the creation of a 

healthier school environment, numerous questions still exist regarding their effectiveness 

and overall impact on children’s health. 

 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 



14 
 

Chapter III: An Examination of Local Wellness Policies in Virginia 
 

Abstract 
 In response to the dramatic increase in the prevalence of childhood overweight, a 

provision of the Child Nutrition and WIC Reauthorization Act of 2004 required school 

divisions participating in the National School Lunch and Breakfast Programs to adopt 

local school wellness policies (LWP) by the fall of 2006. The local school wellness 

policies were to include guidelines for nutrition education, physical education (PE) and 

physical activity, and foods offered on campus. The purpose of this study was two-fold: 

1) compare and contrast proposed goals versus adopted policies in Virginia; and 2) 

analyze the rigor of LWPs in Virginia. All LWPs in Virginia were reviewed with each 

item scored as required or recommended and specific or broad. Chi-square analyses were 

used to compare policies that were proposed and adopted. Eighty-one local wellness 

policies were matched to goals.  In general, school divisions did not adopt as many 

policies as proposed. LWPS met only the minimum requirements mandated. Only 56 

(69.1%) had policy language for more than one category in each of the three areas studied 

with nutrition education policies more popular than physical education/physical activity 

and nutrition guidelines. For example, 60 schools adopted policies to promote classroom 

nutrition education, whereas no LWPs contained policy language to improve PE teacher-

student ratio. Further, specificity proved to be a concern.  The results suggest that while 

schools may be meeting the minimum requirements, the LWPs may not be promoting 

school health to the degree intended.   

Introduction 
 Schools provide an excellent opportunity for promoting better health in 

schoolchildren.  Nearly one-and-one quarter million attend public schools (2).  

Schoolchildren consume and expend a considerable portion of energy (calories) 

throughout the school day (1).  There has been a dramatic rise in the prevalence of 

childhood overweight in the United States in the past few decades.   

 In part, due to the response to the rapid increase in childhood overweight, the 

Child Nutrition and WIC Reauthorization Act of 2004 was passed into law (5).   The 

legislation required that schools participating in the National School Lunch and Breakfast 
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Program to adopt a local school wellness policy by fall 2006.  The policy was to include 

five components:  

• goals for nutrition education, physical activity and other school wellness 
programs,  

• goals for nutrition guidelines for foods provided at school,  
• goals to assure that guidelines for school meals met the United States Department 

of Agriculture (USDA) guidelines,  
• goals to develop a plan to monitor the policies, and 
• goals to include parents, students, representatives of the school nutrition services, 

the school board, school administrators and the public in the development and 
implementation of the policies. 

 
 The purpose of this study was two-fold: 1) analyze the language of the policies to 

provide insight into the integrity of LWPs in Virginia; and 2) compare adopted LWPs in 

Virginia to proposed goals based on a study completed two years ago.  The results from 

this study highlight trends in school wellness initiatives as they relate to nutrition 

education, physical activity and food at a state level.  Results can be used to render 

recommendations for effective policies promoting better health in schools and to further 

strengthen the LWPs in the future. 

Methods 
 Local wellness policies were collected from 119 (88.8%) of the state’s 134 school 

divisions.  Of those 81 were matched to proposed goals. 

Coding 

 Every LWP was coded to address the rigor of the language for nutrition 

education, nutrition guidelines, and physical education and physical activity.  

Measurement and evaluation goals were not analyzed as part of this study. Items coded 

“0” were classified as policies that were not included or failed to provide a 

recommendation or requirement.  Each topic was categorized as: 1) recommendation, 2) 

specific recommendation, 3) requirement, or 4) specific requirement.  Language used 

within the guidelines determined this classification.  Language such as “is encouraged,” 

“if possible,” “should,” and “suggest” indicates a recommendation.  Recommendations 

with specific goals or criteria were labeled specific recommendations.   For an item to be 

classified as a requirement, stronger language such as “will,” “shall,” “required”, and 

“will exceed” was included.  Additional provisions related to the requirement (e.g. 
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requiring a la carte foods to meet very specific nutrition guidelines) indicated a specific 

requirement. 

Analysis 

 Descriptive statistics were used to analyze policy trends in the three main areas: 

nutrition education, nutrition guidelines, and physical education and physical activity.  

Chi-square analyses were conducted to determine if significant differences in proportions 

existed. If small cell sizes prohibited chi-square analysis, bivariate spearman correlations 

were conducted, along with one-way ANOVA to confirm results. 

Results and Discussion 
School Divisions Represented  

 The 81 local school wellness policies examined in this study represented a total of 

848,304 schoolchildren enrolled in these divisions (Appendix E).  School division 

enrollment ranged from 488 to 165,740 with a mean of 10,473 students (median 4,687) 

(2).  Seventy-one (87.7%) of the school divisions were rural and ten (12.3%) non-rural.  

Per pupil expenditure for school divisions ranged from $7,705 to $18,201 with a mean of 

$9,505.  

General Information on LWPs 

 Results indicated that not all school divisions met the minimal requirements of 

having at least one guideline in each area. In fact, 15 school divisions were deficient in 

guidelines in one of the three areas (nutrition education, physical education/physical 

activity, and nutrition), six in two areas, and three in all three areas. Of those, the most 

discrepancies were seen in nutrition education (11 school divisions) and physical 

education/physical activity (11); and five were missing nutrition guidelines. In terms of 

total number of goals and policies, there were fewer adopted policies than proposed goals 

in all areas: 2.5 goals versus 1.9 policies for nutrition education; 5.2 versus 3.7 for 

nutrition; and 3.2 versus 2.5 for physical education/physical activity.  

 LWPs ranged from one page to 46 pages. Twenty-four (29.6%) school divisions 

adopted a LWP using identical language and format (Appendix F).  

Nutrition Education 

 Of the different required components of the policy, nutrition education (see Table 

2) was the most popular proposed and adopted goal. Of the 74 schools planning on 
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including policy language on nutrition education, 81.1% adopted a policy (60 school 

divisions). Almost two-thirds of school divisions adopted policies on teacher training and 

education and marketing - 62.5% and 64.7% respectively.  χ2 analysis detected a 

significant difference in proposed goals versus adopted policy regarding teacher training 

(p=.021) ; fewer local school wellness policies were adopted in this area than expected. 

No other statistical significance was detected.  Few school divisions had specific 

requirements in the final policies: only three schools divisions’ total of those surveyed 

adopted specific requirements for classroom teaching (4.1%) and education and 

marketing (4.4%).  The majority of school divisions adopted more “requirements” than 

“recommendations” for all three categories.   

Nutrition Guidelines 

 In contrast to nutrition education, there was a wider series of school divisions that 

adopted proposed policies on nutrition guidelines - ranging from one to fifty-four and 

2.2% and to 79.4%, respectively (see Table 3). Eighty-four percent of school divisions 

intended to adopt a policy on nutritional guidelines for foods and beverages.  Of these, 

fifty-four (79.4%) adopted a policy.  Nearly half (39, 48.1%) of the adopted policies 

focused on adherence to the United States Department of Agriculture (USDA) Dietary 

Guidelines for Americans. Thirteen (19.1%) school divisions adopted specific nutritional 

guidelines beyond USDA requirements in their adopted policy.  Language on a-la-carte 

items and vending machines resulted in 60 (74.0%) adopted policies, with fourteen 

(23.3%) of the adopted policies being recommendations and 26 (43.3%) requirements.  

Of these, 18 of 26 contained specific language.  Common examples include restricting 

total and saturated fat, sodium, and added sugars and assuring that these foods and 

beverages contained at least a certain level of vitamins, minerals, and dietary fiber in a-la-

carte foods.  Another example included replacing high-sugar sodas and juice drinks with 

low-fat milk, 100% fruit juices, and foods that met the preceding nutrition criteria in 

vending machines. 

 Celebrations, using food as rewards or punishment, foods and beverages sold for 

fundraisers, and nutrition guidelines disclosed in food and beverage contracts were 

identified as goals by about half of the school divisions surveyed.  This translated into 

25(59.5%) school divisions adopting policies for foods and beverages at celebrations, 
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with only four (9.5%) adopting a requirement.  Twenty-four (55.8%) school divisions 

adopted a policy regarding the use of foods for rewards or punishment with 

recommended and required policies nearly equally split between recommendations and 

requirements.   Twenty-six (66.7%) school division surveyed adopted policies addressing 

food and beverages sold in fundraisers, with more than twice as many recommendations 

as required policies.  Food and beverage contracts experienced the most dramatic 

difference between proposed goals and adopted policies as only one (2.2%) of the school 

divisions surveyed actually adopted a policy.  Policies addressing portion size and 

celebrations were adopted by 10 (23.8%) and 25 (59.5%) school divisions, respectively, 

in contrast to proposed policy goals.  Other policy areas that were identified as policy 

goals include adherence to the Virginia Action for Health Kids (VAFHK) guidelines and 

sustainable food practices.  Of these, four (13.8%) policies were adopted for VAFHK 

guidelines and 3 (20.0%) sustainable food practices.  No significant differences were 

detected between proposed and adopted policies for any category of nutrition guidelines. 

For four categories, school divisions adopted more “recommendations” than 

“requirements” and in seven more “requirements” than “recommendations.” 

Physical Education and Physical Activity 

 Physical education (PE) standards, physical activity (PA) opportunities, and 

recess requirements were the most popular activity related goals indicated in the initial 

survey (see Table 4).  These translated into the most popular adopted policies as well, in 

addition to PE certification and training, which resulted in 15 (51.7%) adopted policies 

out of 47 (58.0%) school divisions. Recess requirements resulted in the largest number, 

35 (72.9%) adopted policies, in the PE and PA component. Increasing physical activity 

opportunities outside of PE resulted in 32 (69.6%) of policies adopted, however 15 of the 

32 policies were recommendations, not requirements.  Goals for frequency, intensity, and 

time (FIT) in PE were identified by 39 (48.1%) school divisions with 20 (51.2%) 

divisions’ adopting a policy.  Although only seven (23.3%) divisions adopted policies 

addressing high school PE requirements, all of the policies were required.  Only nine 

(11.1%) school divisions proposed policy goals addressing PE student to teacher ratio, 

with no school divisions adopting a policy in this area.  χ2 analysis detected significant 

differences in achieving FIT guidelines (p=.002) and walking/biking to school (p=.001). 
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For all categories in this area, school divisions adopted more “requirements” than 

“recommendations.”  

Conclusion and Applications 
 

 The local school wellness policies that were reviewed varied in both length and 

depth.  As stated earlier, some were one page in length and some exceeded forty pages.  

Many were completely identical, perhaps generated from one entity, and distributed to 

school administrators or health coordinators.  On the other hand, a small number of 

school divisions’ adopted rather elaborate and comprehensive LWPs (Appendix G).   

 Overall trends were observed in adopting more practical policies versus those 

requiring additional resources to comply.  Nutrition education LWPs represented a 

greater number of required policies than some of the nutrition guidelines components.  

For example, requirements for nutrition education in the classroom led to more adopted 

policies than policies for food and beverage contracts and sustainable food practices.  

Classroom nutrition education is more practical than implementing new food and 

beverage contracts for the fear of lost revenue and facilitating the practice of sustainable 

foods.  Again, more practical measures resulted in a greater likelihood of policies being 

adopted.   

 Similar to nutrition education and guidelines, physical education and physical 

activity policies were more likely to be adopted in areas which are practical for the school 

division.  Policies requiring daily recess would be practical to adopt by the school 

divisions’, as they are already mandated by the state.  Only 48 (59.3) school divisions’ 

anticipated adopting a policy for recess and 35 (72.9%) actually adopted a recess 

requirement policy.   

 Finally, what may be the most striking finding was that 21 school divisions did 

not meet the minimum requirements for the LWP – with 14 being deficient in one area, 

five in two, and two in all three studied.  

 Local school wellness policies could be an important first step toward 

implementing a coordinated school health approach in schools.  Guidelines within the 

framework of the LWPs  
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Implications for future research and practice 

 Local school wellness policies may serve as the first step toward improving the 

health of youth.  School administrators, along with faculty and staff, should identify ways 

to increase the exposure of nutrition education, nutritious foods and beverages offered at 

school, and physical education and physical activity.  Promoting a healthier school 

environment could have a substantial effect with regard to the childhood overweight 

epidemic.  Involving parents/guardians, health promotion professionals, and the 

community in addressing the needs to facilitate a healthier school environment will 

benefit both the school personnel and schoolchildren.  Throughout this process, school 

administrators may realize the benefits of promoting better health in youth through the 

school environment equaling both better health and higher academic achievement.   

 Future research is warranted regarding the effect of local school wellness policies 

and the impact on improving school health.  Future studies could explore the barriers and 

facilitators involved in adopting school-based policies to address improving health in 

youth through the school environment.  School divisions should examine school health 

models, such as the CDC’s Coordinated School Health Model, and identify strategies for 

implementing programs known to improve the school health environment.  Perhaps 

further examination into the effectiveness of local school wellness policies can lead to 

future legislation to address the inadequacy of the provisions within the Child Nutrition 

and WIC Reauthorization Act.   Further, examination into LWPs could provide details 

regarding the actual changes in the school health environment.  Monitoring and 

evaluating LWPs could uncover details of these changes as it is unknown if the adopted 

policies are translated into practice.  Additionally, this study did not examine individual 

schools within the division which may have their own wellness policies which could 

further benefit improving school health.   
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Table 2: Nutrition Education in Proposed Versus Actual Local School Wellness Policies 

 
Proposed Policy (2006)/Actual 

Policy (2007) 
Planned 

2006 
n=81 
(%) 

Recommendation 
(%) 

Specific 
Recommendation 

(%) 

Requirement 
(%) 

Specific 
Requirement 

(%) 

Total # of School 
Divisions with 

Req. or Rec. (%) 

Classroom Teaching 74 (91.3) 4 (5.4) 0 53 (71.6) 3 (4.1) 60 (81.1) 
Teacher Traininga 48 (59.2) 2 (4.1) 0 28 (58.3) 0 30 (62.5) 

Education & Marketing 68 (83.9) 3 (4.4) 0 38 (55.8) 3 (4.4) 44 (64.7) 
Numbers and percentages under Planned indicate the school divisions that planned policies for each nutrition education component of the 81 school divisions 
matched for this study. Numbers and percentages in the remaining columns represent the total number of school divisions that adopted a LWP of the school 
divisions that planned a local school wellness policy. 
aStatistically significant (p<.05) difference in proportions between planned and actual local school wellness policies based on χ2 analysis. 
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Table 3: Nutritional Guidelines for School Foods and Beverages in Proposed Versus Actual Local School Wellness Policies 
 

Proposed Policy (2006)/Actual 
Policy (2007) 

Planned 
(2006) 
N=81 
(%) 

Recommendation 
(%) 

Specific 
Recommendation 

(%) 

Requirement
(%) 

Specific 
Requirement

(%) 

Total # of School 
Divisions with Req. 

or Rec. (%) 

Nutritional Guidelines for 
Foods and Beverages 

68 (84.0) 2 (2.9) 0 39 (48.1) 13 (19.1) 54 (79.4) 

Portion Size 42 (51.9) 0 1 (2.4) 5 (11.9) 4 (9.5) 10 (23.8) 
A-la-carte and Vending 60 (74.0) 11 (18.3) 3 (5.0) 8 (13.3) 18 (30.0) 40 (66.7) 

After School Parties 25 (30.9) 6 (24.0) 4 (16.0) 0 2 (8.0) 12 (48.0) 
Celebrations 42 (51.9) 13 (31.0) 8 (19.0) 0 4 (9.5) 25 (59.5) 

Food As Rewards 43 (53.1) 6 (14.0) 4 (9.3) 8 (18.6) 6 (14.0) 24 (55.8) 
Fundraising 39 (48.1) 13 (33.3) 5 (12.8) 1 (2.6) 7 (17.9) 26 (66.7) 

Food or Beverage Contracts3 45 (55.5) 0 0 0 1 (2.2) 1 (2.2) 
VAFHK2 Guidelines3 29 (35.8) 0 0 4 (13.8) 0 4 (13.8) 

Sustainable Foods Practice 15 (18.5) 2 (13.3) 0 1 (6.7) 0 3 (20.0) 
Numbers and percentages under Planned indicate the school divisions that planned policies for each Nutritional Guidelines for School Foods component of the 
81 school divisions matched for this study. Numbers and percentages in the remaining columns represent the total number of school divisions that adopted a 
LWP of the school divisions that planned a local school wellness policy. 
No statistical significance was detected for the above components. 
2 Virginia Action for Healthy Kids. 
3 Small sample sizes prevented χ2 analysis 
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Table 4: Physical Education (PE) and Physical Activity (PA) in Proposed Versus Actual Local School Wellness Policies 
 

Proposed Policy (2006)/Actual 
Policy (2007) 

Planned 
(2006) 
N=81 
(%) 

Recommendation 
(%) 

Specific 
Recommendation 

(%) 

Requirement 
(%) 

Specific 
Requirement

(%) 

Total # of School 
Divisions with Req. 

or Rec. (%) 

High School PE 
Requirement 

30 (37.0) 0 0 6 (20.0) 1 (3.3) 7 (23.3) 

PE Teacher-Student Ratio3 9 (11.1) 0 0 0 0 0 
PE Standards 47 (58.0) 1 (2.1) 0 15 (31.9) 0 16 (34.0) 

FIT  Standards 1a 39 (48.1) 2 (5.1) 0 16 (41.0) 2 (5.1) 20 (51.2) 
PE Certification/Training 29 (35.8) 0 0 15 (51.7) 0 15 (51.7) 

PA Outside of PE 46 (56.8) 13 (28.3) 2 (4.3) 16 (34.7) 1 (2.2) 32 (69.6) 
Recess Requirements 48 (59.3) 2 (4.2) 0 30 (62.5) 3 (6.3) 35 (72.9) 

Walking/Biking to School*a 8 (9.9) 9 (112.5)2 0 8 1 18 (225.0) 
Numbers and percentages in under Planned indicate the school divisions that planned policies for each PE or PA component of the 81 school divisions matched 
for this study. Numbers and percentages in the remaining columns represent the total number of school divisions that adopted a LWP of the school divisions that 
planned a local school wellness policy. 
1 Frequency, intensity, and time spent in PE. 
2 Since more schools adopted recommendations in LWP than planned to adopt, the percentage here is above 100.0%.  
3 Small sample sizes prevented χ2 analysis 
a  significant differences in proportions between planned and actual local school wellness policies based on χ2 analysis. 
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Chapter IV: Discussion and Conclusion 
 

 Virginia school divisions’ local wellness policies (LWP), overall, address only the 

minimum requirements of the Child Nutrition and WIC Reauthorization Act (CNRA).  

Most of the recommended and required policies used “general” language to address the 

components of the LWP.  Policy recommendations raise questions regarding the level of 

commitment by the school divisions to improve the school health environment.  For 

example, “schools should encourage nutritious food and beverage options in vending 

machines”, thus, may or may not lead to stringent nutrition guidelines in vending 

machines.  Also, many similar policies fail to address monitoring of the recommended or 

required policy.  Only a few LWP’s collected require guidelines to comply with the 

LWP.  Language, again, is a key indicator as to potential changes in the school health 

environment.   

 Many LWP guidelines were vague or mandated policies were not addressed.  

Perhaps many barriers were presented in the implementation process which led to less 

stringent policies or simply a failure to address the issue.  Also, to achieve some goals to 

promote a healthier school environment requires additional resources.  Changes in 

vending and beverage contracts could result in lost revenue.  Additional space, personnel, 

and equipment would likely be needed to provide additional physical activity 

opportunities outside of physical education.  Providing more nutritious foods during 

breakfast and lunch requires additional equipment and training.  Resistance from 

classroom teachers to incorporate physical activity in the classroom and eliminating food 

as rewards may have also surfaced.  Other known strategies to promote better health may 

have been avoided due to a fear of interfering with classroom time devoted to achieving 

higher Standards of Learning test scores, which places added pressure on school 

administrators and classroom teachers.  After school physical activity and nutrition 

education programs require dedicated personnel and additional physical resources. 

 Many LWP’s contained one and one-half page of general, sometimes vague 

policy guidelines.  Fifty-six of the eighty-one (69.1%) matched LWP’s two or more areas 

in nutrition education, physical activity, and nutrition guidelines.  Interestingly, twenty-

four LWP’s used identical language and format, perhaps from one entity.  Is this 

suggestive of a lack of motivation to plan and implement a LWP?  It would be interesting 
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to determine whether or not the LWP was developed as new guidelines to promote school 

health, or simply drafting a policy to ensure compliance with federal law.  Perhaps school 

divisions or individual schools within the division may already have more stringent 

policies developed prior to July 1, 2006, the deadline for an adopted LWP.   

 Political pressure regarding the school’s attempt to adopt more rigorous policies 

may have been presented.  Economical issues surrounding restricting vending machines 

to provide more nutritious options may have influenced the decision to adopt policies 

with this regard.  Collecting BMI data and other methods to categorize weight status has 

met resistance in other school divisions’ nationally (49).  Further, school administrators 

and parents have expressed resistance in programs that emphasize health, particularly 

school nutrition.  A disconnect exists between the schools responsibility to maximize 

achievement scores and providing a coordinated school health program.  Essentially, 

many school administrators and parents assume the schools do not have the responsibility 

of assuring that schoolchildren receive health services and education centering on 

nutrition and physical activity.  

 Local school wellness policies have the potential to create a healthier school 

environment.  The goal is to establish a coordinated approach to school health.  The 

Centers for Disease Control (CDC) has created an eight-component model to assist 

schools with supporting a healthy environment (58) (Appendix C).  Schools should not 

have the responsibility of single-handedly improving the health of schoolchildren.  

However, schools do have an opportunity to greatly influence the health behaviors in 

children.  The coordinated school health model, previously referred as “comprehensive 

school health” involves providing health education, including nutrition education.  To 

enhance nutrition education, school nutrition services can promote healthy foods as tasty 

and trendy.  Also, food services can influence dietary behaviors by providing a warm and 

friendly environment for children to eat.  Consistent messages’ regarding the importance 

of consuming healthy foods is also important.  School administrators can greatly 

influence these services and ensure cooperation.  Beyond academics and learning of 

health concepts, schools can involve families and the community to establish healthy, 

physically active lifestyles as the social norm.  Modeling healthy behaviors is 

instrumental in changing the health behaviors as a school.  This is facilitated through 
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efforts to promote better health for faculty and staff members.  Psychological and 

counseling services can assist with mental and social health, along with guiding 

interventions to change unhealthy behaviors.  Health services, such as school nurses, can 

collect and monitor child body mass index (BMI) data, further educate the importance of 

healthy foods and regular physical activity, and communicate with parents to address any 

health concerns.   

 Nutrition education for all children is essential for to increase the likelihood of 

consuming healthier foods.  Proper nutrition, along with increased physical activity, are 

major contributors for a healthy lifestyle.  Most states require nutrition education of some 

form to be included in the health curriculum.  Inadequate amount of time spent discussing 

nutrition, along with the depth of the topics covered, are of great concern.  According to a 

recent study, 61% of U.S. schools do not have a nutrition education coordination program 

(26).  Also, the amount of time spent discussing nutrition education in the classroom was 

thirteen hours per school year, far less than the recommended fifty hours.  Less than 

thirty percent of nutrition education is taught as a separate curriculum.  Approximately 

seventy-two percent is incorporated into health and physical education and in science 

curricula.  Fifty-two percent of teachers who design nutrition lessons in the classroom do 

not have adequate nutrition training.  These percentages were significantly higher among 

kindergarten through second grade teachers.  At this point, the need for more stringent 

requirements regarding the quality and amount of physical education and nutrition 

education in the schools are paramount.  There have been many programs designed and 

implemented across our nation’s schools to assist teachers and parents with providing 

useful information and resources pertaining to the benefits and consequences of nutrition 

and physical activity behaviors.    

 Classroom teachers can greatly influence the attitudes and behaviors of children.  

Nutrition education can be integrated into other curriculum and incorporating healthier 

teaching practices (using foods as rewards or punishment) can be controlled through 

policy and using other forms of rewards (extended recess time) as ways to reinforce good 

behavior.  Classroom teachers should not restrict physical activity punishment.  Many 

strategies can be used to increase physical activity while learning (learning in motion.) 



 

27 
 

 Physical education also plays a vital role in allowing children to expend more 

energy during the school day.  In the previous twenty-five years, participation in physical 

education has decreased dramatically.  President George Bush introduced “No Child Left 

Behind” in 2001.  Described as “sweeping education reform”, this initiative placed 

additional responsibility and accountability to every school in the U.S. with regard to 

students’ academic achievement.  Many schools were forced to accommodate the need 

for more time spent during the school day providing additional instruction in the core 

areas of knowledge, math, science, reading, and writing, by reducing the time spent in 

physical education (PE).  This developed during the surge of increased weight in children 

and the rapid increase in type 2 diabetes.   

 According to the National Association of Sport and Physical Education (NASPE), 

student enrollment in physical education declined significantly in the past decade.  In 

1991, 49% of high school students were enrolled in a physical education class (38).  

Further, high school students enrolled in physical education dropped to 28% in 2003 and 

only 27% of high school students have PE on a daily basis.  Elementary schools have also 

reduced the time each student will spend in physical education.  Only 8% of elementary 

schools required daily participation in structured physical education totaling 150 minutes 

per week, currently the minimum standards for elementary physical education 

recommended by NASPE and the American Heart Association.  The minimum standards 

for physical education for secondary schools include 225 minutes of physical education 

per week.  Only one state, Montana, requires schools to provide the minimum amount of 

physical education.  However, this is only mandatory until the tenth grade.  Illinois and 

New Jersey are the only states that require K-12 physical education, however both states 

fail to meet the weekly time recommendations spent in physical education class.  

Nationally, the average elementary student will spend only 77 minutes per week in 

structured physical education class.  This is roughly half of the recommended amount.   

 Another issue regarding physical education in schools is the quality of instruction.  

Currently, only 28 states require physical education teachers in elementary schools to 

possess a state teaching license.  Thirty-three states will allow physical education classes 

to be taught from individuals possessing an alternative form of teaching license 

(NASPE).  A recent study analyzing physical education in Texas elementary schools 



 

28 
 

found that the average third-grade student acquired only three minutes and twenty-four 

seconds of moderate or vigorous activity for every forty minutes of instruction time (59).  

As a result, states need to design and implement guidelines for physical education in 

every school.  A reference for legislators could be the recommended guidelines provided 

by NASPE.  Some guidelines could include daily physical education (150 minutes for 

elementary schools and 225 minutes in secondary schools) in all K-12 schools.   

 The theory and practice of physical education is evolving into a new curriculum.  

In years past, physical education has been viewed as an unsafe emotional environment for 

many children, specifically, those that are overweight who need an increased amount of 

physical activity.  Many PE classes consist of elimination games and team sport oriented 

games.  There is a strong argument for discontinuing these activities.  In elimination 

games, such as tag games and invasion or elusive activities in a competitive format, 

typically results in the elimination of the children who are overweight.  The net result is 

more time spent inactive during class (60).  From a psychological perspective, these 

events have detrimental implications with regard to the likelihood of living a physically 

active lifestyle in adulthood.  There is a need for a shift in the physical education 

curriculum nationwide.  The focus needs to be centered in more leisure activities along 

with individual or dual activities that are more conducive for lifelong commitment to 

physical activity.   

 Gender specific sports and activities need to be addressed.  Several studies have 

concluded boys accumulate more moderate to vigorously active than females that results 

in increased energy expenditure (0.075 vs. 0.072) (61).  The curriculum design must have 

activities that are more conducive for total student population (62).  Some recommended 

activities include aerobics, dance, and gymnastics for example.  Female students need to 

be encouraged to participate in strength training exercises and avoid activities that are 

usually considered male oriented or male dominated activities. 

Limitations of this study 
 

 Local wellness policies reviewed provides some insight into the efforts of school 

divisions promoting better school health.  However, one cannot assume that all of the 

policies adopted have led to changes in the school health environment.  School divisions, 

perhaps, had already made significant changes in school health promotion and the LWP 
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served as fulfilling a mandate.  Moreover, school divisions may have additional policies 

regulating school health that were not collected or distributed for the purposes of this 

study.   Sample size of this study is another limitation.  Of the reviewed LWP, eighty-one 

(71.l %) matched the 2006 survey.  Many school divisions did not adopt policies in all 

areas which, in some cases, statistical analysis was not allowed.   

 Additional wellness policies in individual schools may add to the existing LWP 

adopted by the school division.  Also, wellness policies may have existed prior to the 

adopting the LWP and may not have been included in the final LWP.  Further, the lack of 

evaluation and monitoring of the LWPs makes it difficult to examine the current school 

health environment as some policies may or may not be followed. 
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APPENDIX B: Child Nutrition & WIC Reauthorization Act of 2004 
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Section 204 of Public Law 108­265—June 30, 2004 
Child Nutrition and WIC Reauthorization Act of 2004 
SEC. 204 LOCAL WELLNESS POLICY 
 
(a) IN GENERAL ‐ Not later than the first day of the school year beginning after June 30, 2006, 
each local education agency participating in a program authorized by the Richard B. Russell 
National School Lunch Act (42 U.S.C.1751 et seq.) or the Child Nutrition Act of 1966 (42 
U.S.C. 1771 et seq.) shall establish a local school wellness policy for schools under the local 
educational agency that, at a minimum— 
1) Includes goals for nutrition education, physical activity and other school‐ based activities 
that are designed to promote student wellness in a manner that the local educational 
agency determines is appropriate; 
2) Includes nutrition guidelines selected by the local educational agency for all foods 
available on each school campus under the local educational agency during the school 
day with the objectives of promoting student health and reducing childhood obesity; 
3) Provides an assurance that guidelines for reimbursable school meals shall not be less 
restrictive than regulations and guidance issued by the Secretary of Agriculture pursuant 
to subsections (a) and (b) of section 10 of the Child Nutrition Act (42 U.S.C. 1779) and 
section 9(f)(1) and 17(a) of the Richard B Russell National School Lunch Act (42 U.S.C. 
1758(f)(1), 1766(a)0, as those regulations and guidance apply to schools; 
4) Establishes a plan for measuring implementation of the local wellness policy, including 
designation of 1 or more persons within the local educational agency or at each school, as 
appropriate, charged with operational responsibility for ensuring that the school meets the 
local wellness policy; and 
5) Involves parents, students, and representatives of the school food authority, the school 
board, school administrators, and the public in the development of the school wellness 
policy. 
(b) TECHNICAL ASSISTANCE AND BEST PRACTICES. ‐ 
(1) IN GENERAL. ‐ The Secretary, in coordination with the Secretary of Education and in 
consultation with the Secretary of Health and Human Services, acting through the Centers for 
Disease Control and Prevention, shall make available to local educational agencies, school food 
authorities, and State educational agencies, on request, information and technical assistance for 
use in— 
(A) Establishing healthy school nutrition environments; 
(B) Reducing childhood obesity; and 
(C) Preventing diet‐related chronic diseases. 
(2) CONTENT. ‐ Technical assistance provided by the Secretary under this subsection shall— 
(A) Include relevant and applicable examples of schools and local educational agencies 
that have taken steps to offer healthy options for foods sold or served in schools; 
(B) Include such other technical assistance as is required to carry out the goals of 
promoting sound nutrition and establishing healthy school nutrition environments that are 
consistent with this section; 
(C) Be provided in such a manner as to be consistent with the specific needs and 
requirements of local educational agencies; and 
(D) Be for guidance purposes only and not be construed as binding or as a mandate to 
schools, local educational agencies, school food authorities, or State educational 
agencies. 
(3) FUNDING. – 
(A) IN GENERAL. – On July 1, 2006, out of any funds in the Treasury not 
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otherwise appropriated, the Secretary of the Treasury shall transfer to the 
Secretary of Agriculture to carry out this subsection $4,000,000, to remain 
available until September 30, 2009. 
(B) RECEIPT AND ACCEPTANCE. – The Secretary shall be entitled to receive, 
shall accept, and shall use to carry out this subsection the funds transferred under 
subparagraph (A), without further appropriation. 
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APPENDIX C: CDC Coordinated School Health Model 
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APPENDIX D: 2006 Local Wellness Policy Survey Results 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

45 
 

 
 
 
 
 
 
 
 
 
 



 

46 
 

APPENDIX E: Map of School Divisions Represented in this Study 
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APPENDIX F: General Local Wellness Policy Sample 
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APPENDIX G: Specific Local Wellness Policy Sample 
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Hampton City School Division's Wellness Policy on Nutrition and Physical Activity  

The Hampton City School is committed to providing school environments that promote and protect children's health, well-being, 
and ability to learn by supporting healthy eating and physical activity. Therefore, in accordance with Public Law 108-265, 
Nutrition and  

Reauthorization Act of 2004, it is the policy of the Hampton City School Division that:  

Child Nutrition Programs comply with federal, state and local requirements. Child Nutrition Programs are accessible to  
children.  
The school division engages students, parents, teachers, food service professionals, health professionals, and other interested  
community members in developing, implementing, monitoring, and reviewing district-wide nutrition and physical activity  
policies.  
All students in grades K-12 have opportunities, support, and encouragement to be physically active on a regular basis.  
Foods and beverages sold or served at school meet the nutrition recommendations of the Guidelines for Americans.  
Qualified school nutrition professionals provide students with access to a variety of affordable, nutritious, and appealing foods  
that meet the health and nutrition needs of students; will accommodate the religious, ethnic, and cultural diversity of the  
student body in meal planning; and will provide clean, safe and pleasant settings and adequate time for students to eat.  
To the extent practicable, all schools participate in available federal school meal programs to include the National  
School Breakfast Program and the National School Lunch Program (including after-school snacks).  
Schools provide nutrition education and physical education to foster lifelong habits of healthy eating and physical activity.  
Schools will establish linkages between health education, school meal programs, and related community services.  
The school environment is safe, comfortable, pleasing, and allows ample time and space for eating meals. Food and/or  
physical activity is not used as a reward or punishment.  
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Hampton City School Division's Wellness Policy on Nutrition and Physical Activity  

The Hampton City School Division is committed to providing school environments that promote and protect health. 
well- being, and liability to by supporting healthy eating and physical activity. Therefore, in accordance with Public Law 108-265, 
Child and WIC Reauthorization Act of 2004, it is the policy of the Hampton City School Division that: Child Nutrition Programs 
comply with federal, state and local requirements. Child Nutrition Programs are accessible to all children.  

School division engages students, parents, teachers, food service professionals, health professionals, and other interested 
members in developing, implementing, monitoring, and reviewing district-wide nutrition and physical activity policies in 
grades K-12 have opportunities, support, and encouragement to be physically active on a regular basis. Foods and beverages 
sold or served at school meet the nutrition recommendations of the U.S. Dietary Guidelines for Americans 

Qualified school nutrition professionals provide students with access to a variety of affordable, nutritious, and appealing foods that 
meet the health and nutrition needs of students; will accommodate the religious, ethnic, and cultural diversity of student body in 
meal planning; and will provide clean, safe, and pleasant settings and adequate time for students to eat. To the maximum extent 
practicable, all schools participate in available federal school meal programs to include the National School Breakfast Program 
and the National School Lunch Program (including after-school snacks). Schools provide nutrition education and physical 
education to foster lifelong habits of healthy eating and physical activity. Schools will establish linkages between health 
education, school meal programs, and related. The school environment is safe, comfortable, pleasing, and allows ample time and 
space for eating meals. Food physical activity is not used as a reward or punishment.  
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Proposed 

 
 

Wellness Policy Guidelines  

To Achieve These Goals:  

City Schools designed a three-year phase-in approach to support efforts to create a healthier environment for students and staff based 
on flexibility, credible guidelines from across the nation, and local needs. The guidelines will be divided into three parts:  

I. Nutrition Standards  
1. 2. Nutrition Education  
2. 3. Physical Activity and Education  
 
Within each part, there will be three levels to be phased in over a three-year period.  

Bronze (Minimum Requirements)  
1. 2. Silver (More Healthful than Bronze)  
2. 3. Gold (More Healthful than Silver)  
 
School Meals, A la Carte, and After-school Snack Programs will be phased in the first year at the Silver  
Vending, Classroom Celebrations. Class Rewards, and Fundraisers will be phased in the first year at the Bronze  
During the third year, after-school sponsored events will be phased in at the Bronze level.  

In addition, all activities and guidelines in this policy are consistent with the recommended actions outlined in Healthy Kids and the 
Virginia Healthy Initiatives. These policies will be implemented by a cooperative effort between the school administrators, Food and 
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Nutrition Services, the School Health Coordinators, the Physical Education Department, parents, and community volunteers.  

 

Food and Nutrition Services will administer the production and service of school meals and after-school snacks through the National 
School Lunch Program and the National School Breakfast Program. They must meet, at a minimum, nutrition requirements 
established by local, state, and federal statutes and regulations. Qualified nutrition professionals will administer the school meal 
programs. As part of the district's responsibility to operate a food service program, continuing professional development should be 
provided for all nutrition professionals in schools. Staff development programs should include appropriate certification and/or 
training programs for child nutrition directors, school nutrition managers, and cafeteria workers, according to their levels of 
responsibility.  

 
The School Health Coordinators and the Physical Education Department will facilitate the development of a process to provide parents 
with a health-related fitness report that includes body mass index.  

The Physical Education Department will administer the physical activity and education program. They must meet, at a minimum, the 
requirements established by local, state, and federal statutes and regulations. Health and Physical Education Specialists will teach the 
classes.  

There should be a wellness committee established in each school. It can be a sub-committee of the school health committee. The  
committee should include the following:  

Building Administrator  
Instructional Leader for the Health and Physical Education Department  
School Nurse  
Curriculum Specialist for Health and Physical Education  
A Student  
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A Parent  
A School Nutrition Professional  
 

 

The committee should: Assess the policy, and environmental needs of the school in order to implement the Wellness Policy. Develop 
a process to gather and record the relevant information needed to implement the Wellness Policy.  

 

Each school committee should be established no later than October 1,2006. 

 

Nutrition Standards:  

Meals served through child nutrition programs in  

City Schools will offer and promote the following: Be appealing and attractive to children be served in clean and pleasant 
settings Meet, at a minimum, nutrition requirements established by local, state, and federal statutes and regulations Offer a 
variety of fruits and vegetables  

 
Nutrition Standards (cont'd)  

only low-fat (1%) and fat-free milk or a nutritionally equivalent non-dairy alternative (to be defined by the 
USDA)  

 Ensure that half of the served grains are whole grain  

Through surveys and taste-tests of new entrees, schools engage students and parents in selecting foods sold through the meal programs 
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in order to identify new, and appealing food choices. In addition, Food and Nutrition Services will share information about the 
nutritional content of meal with parents and students. Such information will be made available on menus, and point-of-purchase 
materials.  

Breakfast: To ensure that all children have breakfast either at home or at school, in order to meet their nutritional needs and enhance 
their ability to learn. Schools will:  

 Operate the School Breakfast Program Arrange bus schedules and utilize methods to serve school breakfasts that 
encourage participation. including serving breakfast in the classroom, and "grab and go" breakfast Will notify parents 
and students of the availability of the School Breakfast Program Through newsletter articles, take-home material, or 
other means, Food and Nutrition Services, in collaboration with schools. will encourage children participate in the 
School Breakfast Program.  

Free and Reduced-priced Meals: Schools will make every effort to eliminate any social stigma attached to and prevent the overt 
school meals to all students: use nontraditional methods for serving school meals such as "grab-and-go “or classroom breakfast.  

Meal Times and Scheduling: Schools will, where practicable:  

 Provide students with at least 10 minutes to eat after sitting down for breakfast and 20 minutes after sitting down for 
lunch Schedule meal periods at appropriate times, lunch should be scheduled between 11 a.m. and 1 p.m. Avoid 
scheduling tutoring, club, organizational meetings, or activities during mealtimes unless students may eat during such 
activities.  

Schools will, where practicable: Fundraising Activities: To support children's health and school nutrition-education efforts, school  
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Fundraising activities either not involve food or will use only foods that meet the above nutrition and portion size standards for 



 

62 
 

foods and beverages individually. Schools will encourage fundraising activities that promote physical activity. The school 
district will make available list of ideas for acceptable fundraising activities. 

 

Snacks: With an emphasis on serving fruits and vegetables as the primary snacks and water as the primary beverage, snacks served 
during the school day, in after-school care, or enrichment programs will make a positive contribution to children's diets and health. 
Schools will assess if and when to offer snacks based on timing of school meals, children's needs, children's ages and considerations. 
The school division will disseminate a list of healthful snack items to teachers, after-school program personnel, and parents (see 
attachment 2).  

Rewards: Schools will not use foods or beverages as rewards for academic performance or good behavior, and will not withhold food 
or beverages (including food served through school meals) as a punishment. (see attachment 3)  

Celebrations. Schools should limit celebrations that involve food during the school day.  

 food items served must meet established standards. The district will disseminate a list of healthy party ideas to parents and 
(see attachment 4).  
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Nutrition Education and Promotion:  

Hampton City School Division aims to teach, encourage and support healthy eating by students. Schools will provide nutrition 
education and engage in nutrition promotion that: Is offered at each grade level as part of a sequential, comprehensive, 
standards-based program designed to provide students with the knowledge and skills necessary to promote and protect their 
health Is part of not only health education classes, but also classroom instruction in subjects such as math, science, language 
arts, social sciences, and elective subjects Includes enjoyable developmentally-appropriate, culturally-relevant, participatory 
activities, such as contests, promotions, taste testing, farm visits, and school gardens Promotes fruits, vegetables, whole grains, 
produce, low-fat and fat-free dairy products, healthy food preparation methods, and health-enhancing nutrition practices  

 Emphasizes caloric balance between food intake and energy expenditure Links school meal programs, other school 
foods, and nutrition-related community services Includes training for teachers and other staff.  

Communication with Parents: The division will support parents' efforts to provide a healthy diet and daily physical activity for 
their children. The district will:  

Offer healthy eating seminars for parents, send home nutrition information  
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Post nutrition tips on school  
Provide nutrient analyses of school menus.  
Schools should encourage parents to pack healthy lunches and snacks and to refrain from including beverages and foods that do not 
meet the stated nutrition standards for individual foods and beverages. The division will provide parents a list of foods that meet 
district's snack standards and ideas for healthy celebrations, parties, rewards, and fundraising activities. (see attachment 4) Nutrition 
messages be put on or into materials sent home with students. In addition, the district will provide opportunities for parents to 
share their healthy food practices with others in the school community.  
Food Marketing in Schools: School-based marketing will be consistent with nutrition education and health promotion. As such, 
schools will limit food and beverage marketing to the promotion of foods and beverages that meet the nutrition standards for meals 
or for foods and beverages sold individually the promotion of healthy foods, including vegetables, whole grains, and fat dairy 
products is encouraged.  

 
Examples of Allowable marketing techniques may include, but are not limited to:  

Vending machines covers promoting water  
Pricing that promote healthy options on a la carte lines or vending machines  
Sales of fruit for fundraisers  
Coupons for discount gym memberships.  

 
Examples of marketing techniques Not include, but are not limited to:  

Logos and brand names, vending machines, books or curricula, textbook covers, school supplies, scoreboards, school structures, and 
equipment  
Educational incentive programs that provide food as a reward  
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Programs that provide school with supplies when families buy low-nutrition food products  
In-school television, such as Channel One  
Free samples or coupons  
Food sales (of minimal nutritional value) through fundraising activities. 
 

.  
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Physical Activity and Education:  

Due to student and adult sedentary behavior, the reduced amount of physical activity in the educational setting, reduction or 
elimination of recess time and physical education classes, the health status of students is declining. The best resource to reverse 
present day obesity trend is the making the Physical Activity and Education mandatory in grades K-12 and ensuring that each has 
certified Physical Educators. The system will provide opportunities for physical activity and education during the regular school day.  

In order to meet the following goals, the Physical Activity and Education portion of Hampton City Schools' Policy will phased in over 
a three-year period:  

 

Provide all students in grades Pre-K through 12, including students with disabilities, special needs and in alternative settings the 
opportunity to participate in moderate to vigorous physical activity on a regular basis each week during the entire school year. 

 

 Schools provide a physical and social environment that encourages safe and enjoyable physical activity Provide a sequential 
curriculum that is consistent with the Virginia Physical Education Standards, Physical Fitness and the Governor's Fitness Program 
Provide certified Health and Physical Education instructors Provide a period of recess for Pre-K through grade five Provide before 
and after school programs Provide opportunities for Family and Community Activities Provide safe routes to and from school 
Integrate importance of Nutrition and Physical Activity into core subjects Provide and encourage Nutrition and Physical Activities 
for all district personnel  

The program should be implemented at the Bronze level.  
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Nutrition Standards for School Meals -National School Lunch Program (NSLP) and National School 
Breakfast Program (NSBP)  

Bronze  Silver Gold 
(Minimum Requirements)  (More Healthful than Bronze)  (More Healthful than Silver)  

school meals comply with USDA regulations  All school meals comply with USDA regulations  All school meals comply with USDA regulations  
and state policies.  and state policies.  and state policies.  

Barriers to student participation in school nutrition  Barriers to student participation in school nutrition  Barriers to student participation in school nutrition  
programs are eliminated:  programs are eliminated:  programs are eliminated:  

After leaving the serving line, students  After leaving the serving line. students  After leaving the serving line, students  
will have minutes to eat breakfast and will have 10 minutes to eat breakfast and will have minutes to eat breakfast and 

15 minutes to eat lunch.  minutes to eat lunch.  20 minutes eat lunch.  
The cafeteria is clean. orderly, and  The cafeteria is clean, orderly, and  The cafeteria is clean. orderly. and  

inviting.  inviting.  inviting.  
Adequate seating is available to  Adequate seating is available to  Adequate is available to  

accommodate all students served during accommodate all students served during accommodate all students during 
the lunch period.  the lunch period.  the lunch period.  

While consuming their meals. students are While consuming their meals, students are While consuming their meals. students are 
allowed to converse with each other.  allowed to converse with each other.  allowed to converse with each other.  

Whenever feasible, secondary schools  Whenever feasible, secondary schools  Whenever schools  
should operate "closed" lunch periods to should operate "closed" lunch periods to should operate "closed" lunch periods to 

encourage students to eat a nutritious  encourage students to eat a nutritious  encourage students to eat a nutritious  
lunch.  lunch.  lunch.  
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Breakfast: At least 25% ofpre-packaged cereals 
offered contain: No more than 35% weight from total 
sugar (or less than 9 gm per calories) and At least 1 
gm of fiber per serving. Foods containing whole 
grains are offered at least day a week.  

Breakfast: At least of pre-packaged cereals offered 
contain: No more than 35% weight from total sugar 
(or less than 9 gm per calories) and At least I gm of 
fiber per serving. Foods containing whole grains are 
offered at least 3 days a week.  

Breakfast: pre-packaged cereals contain: No more 
than weight from total sugar (or less than 9 per 
calories) At least I gm of fiber per serving. Foods 
containing whole grains are offered daily.  

Fresh, canned, dried or frozen vegetables are  Fresh, canned, dried or frozen vegetables are  Fresh. canned, dried. or frozen fruits or vegetables  
offered at least once a week.  offered at least 3 days a week.  are offered daily.  
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ill. Nutrition Standards for Foods and Beverages Sold in Vending Machines and School Stores  
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IV. 

 
Bronze (Minimum Requirements)  

All foods and beverages are offered in compliance with USDA regulations prohibiting the sale of "Food of Minimal Nutritional Value" where 
school meals are served or during the meal period.  

Students are encouraged to drink water throughout the day.  

Foods and beverages used for classroom celebrations will:  
Meet the following requirements  
Not be provided until after the lunch  
period  

Food: Fat -except for nuts. seeds. and nut butters, not more than of total calories from fat (or 4 gm per calories)  

Sugar -Except for fruit without added sugar, not more than 35% of weight from total sugar (or 9 gm per calories) 

Beverages are limited to: Water, non-caloric Milk. 360 calories Soy or Rice beverages with not more that 35% of weight from total sugar 9 gm per calories) 25 -

fruit juices  
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Nutrition Standards for Classroom Celebrations, Classroom Rewards, and Fundraisers
Silver Gold (More Healthful than Bronze) (More 

Healthful than Silver) All foods and beverages are offered in compliance with 
USDA regulations prohibiting the sale of "Food of Minimal Nutritional Value" where 
school meals are served or eaten during the meal period. foods and beverages are offered in 
compliance with USDA regulations prohibiting the sale of of Minimal Nutritional Value" 
where school meals are served or eaten during the meal period.  

Students are allowed to have individual water Students are allowed to have individual 
water bottles in the classroom. bottles in the classroom.  

Foods and beverages used for classroom  
celebrations will: Meet following requirements Not be provided until after the lunch period Foods and 

beverages used for classroom celebrations will: Meet following requirements Not be provided 
until after the lunch period  

Food: Fat -except for nuts, seeds. and nut butters. not more than 35% of total calories from fat (or 4 per 
calories) Food: Fat -except for nuts. and nut butters. not more than 200 total calories from (or 

4 gm per 
calories) Sugar -Except for fruit without added sugar. not Sugar -Except for fruit without added sugar. 
not more than of weight from total sugar (or 9 more than 35% of weight from total sugar (or 9 per 
calories) per calories) 

 
  

  

  
Calories -Not more than 200 calories per selling Calories Not more than calories selling unit unit  

Beverages are limited to: Water. non-caloric Milk, 360 calories Soy or Rice beverages 
with not more that 35% of weight from total sugar 9 gm per calories) 50% -100% 
fruit juices Beveages are limited to: Water. non-caloric Milk. 360 calories Soy or Rice 
beverages with not more that 35% of weight from total sugar 9 per calories) 100% fruit juices  
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Nutrition Education: Classroom, Cafeteria, Events During the School Day, Family and 
Community, and Staff Wellness 

 
Bronze  

Silver 
 

(More Healthful than Bronze)  

(Minimum Requirements)  

All students in grades Pre-K-12, including students with disabilities, special healthcare students with disabilities, special healthcare needs and in 
altemative education settings, needs and in alternative education settings, have the opportunity to participate in a variety have the opportunity to 
participate in a variety of learning experiences that support the of learning experiences that support the development of life-long healthful eating 
development of life-long healthful eating habits. 

 

Classroom: The nutrition education curriculum is sequential and consistent with  
curriculum is sequential and consistent with the current Virginia State Board of Education  
the current Virginia State Board of Education approved health education teaching standards  
approved health education teaching standards for Pre-K through grade 12.  
for Pre-K through grade 12.  
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Gold (More Healthful than Silver)  

Students in grades Pre-K-12, including students with disabilities, special healthcare needs and in alternative education settings, have the opportunity 
to participate in a variety of learning experiences that support the development of life-long healthful eating habits.  

Classroom: The nutrition education curriculum is sequential and consistent with the current Virginia State Board of Education approved health education 
teaching standards for Pre-K through grade 2.  
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Nutrition Education: Classroom, Cafeteria, Events During the School Day, Family and Community, and 
Staff Wellness (cont'd)  
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VI. Physical Activity and Education  
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Physical Activity and Education (cont'd)  
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Physical Activity and Education (cont'd)  
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Physical Activity and Education (cont'd)  

 



 

89 
 



 

90 
 



 

91 
 

 
Monitoring and Policy  

The superintendent or designee will ensure compliance with established district policy. At the district  
City Schools will form a rom the school committees.  
This committee will be responsible for compiling the yearly progress reports and forwarding to the superintendent or the principal or 
designee (should include, but not limited to a physical education teacher. building administrator, students. PTA. food service policy in 

and will report on the  
Compliance to the HCS Wellness Committee.  

At the district level, to ensure compliance with policy school  

School nutrition services will report on this matter to the (or. if done at the school level, to the school   
or designee). In addition, school district will report on School Meals Initiative (SMI) review and resulting changes. 
District has not received a SMI from the state agency within the past five years, the district request from the state that 
review be scheduled as so n as possible.  

The superintendent or designee will provide a summary report every three years on district-wide compliance the district's established 
wellness policy, based on from schools within the district. That report will be provided to the school hoard and distributed to school 
health councils, parent/teacher organizations, school principals, and school health services personnel in the district 

Review. To help with the development of school's plan. Each will conduct a Index (SHI). The SHI results and Policy will then be used 
to identify and prioritize school wellness needs and develop a plan to meet those needs.  

At the end of the school year, the will assess the school's progress by using the Physical Activity Scorecard.  
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This policy will occur with the advice and recommendations of the School Health Advisory Board.  
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