7 progiam
it objectives

"“the Surgeon General’s report
|| on physical activity and health
. o (SGI; U.S. Department of
Health and Human Services, 1996)
and three other national documents,
described below, offer important
guidelines for improving the physical
activity of individuals. These profes-
sional reports must be translated
from recommendations and guide-
lines into practices at local levels,
where teachers, community leaders,
and academicians will help people
to increase and maintain physical
activity and exercise in their busy,
complicated lives. Our ultimate goal
should be to design educational cur-
ricula and programs to increase move-
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ment, play, exercise, fitness, and physi-
cal activity for Americans who are
unlikely to read the reports or realize
the true impact of inactivity on public
health in this country.

This paper will invite professionals

_to turn the written recommendations

of the SGR into a [ocal plan of action
for curriculum', instruction, assess-
ment, and program planning,

Background on the Suigeon
Generval's Report

The SGRoutlines the benefits of physi-
cal activity and health for people of
different genders, ages, abilities, and
illnesses. Its Executive Summary
focuses on the effects of physical activ-
ity on health and diseases, patterns
and trends in physical activity, and
physiological responses and long-term
addptations to exercise. The SGR has
also been condensed and distributed
in a series of one-page leaflets for dif
ferent populations (e.g., adolescents
and young adults, adults, older adults,
women, and persons with disabilities).
The leaflets extend the emphasis on

-physical activity content in the Ex-

ecutive Summary to a more people-
centered focus. This attempt to focus

on people is noteworthy and com-
mendable.

“Guidelines for School and Com-
munity Programs to Promote Lifelong
Physical Activity Among Young
People” (Centers for Disease Control
and Prevention, 1997) is a popula-
tion-specific initiative that narrows’
the scope to children and adoles-
cents in school and community con-
texts, The guidelines seek to review
two major items: (1) the twelve objec-
tives for physical activity among
young people from Healthy People
2000 (U.S. Public Health Service,

1991}, and (2) ten broad recommen-

dations for school and community
programs to promote physical activity
among young people, The ten recom-
mendations are built on the coordi-
nated school health program model
(Marx, Wooley, & Northrop, 1998},
and offer ways to promote physical
activity in physical and health educa-
tion curricula and instruction, extra-
curricular programs, and community
sports and recreation programs. The
guidelines are written for profession-
als who design and deliver physical
activity curricula and programs for
young people,
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Similar to how public health initia-

tives can be population-specific, the
National Association for Sport and
Physical Education (NASPE, 1992}
and other educational organizations
have helped to promote learnercen-
tered practices in schools, Qutcomes of
Quality Physical Education Programs
(NASPE, 1992) identifies four learner-
centered outcomes that focus on physi-
cal activity, and a fifth outcome that
focuses on physical fitness. The differ
ence between the population-specific
reports from the SGRand the NASPE
outcomes is one of purpose. The
former document attempts to share
population-specific facts and key mes-
sages about physical activity and
health, then offers the bhenefits of
physical activity for the specific popu-
lation, and concludes with what com-
munities (of which schools are a part)
can do to help that population, In
contrast, the NASPE outcomes high-
light the types of knowledge, attitudes,
and behaviors that learners will ex-
hibit as a result of physical education
programs that emphasize physical ac-
tivity and fitness.

The President’s Council on Physi-
cal Fitness and Sports (PCPES, 1996)
has published a seven-page summary
of the SGR. The summary focuses pui-
marily on physical activity as it relates
to health and disease. The document
is unique in its practical suggestions
on how to implement physical activity
programs through parents, school
boards and superintendents, youth
sport coaches and recreation workers,
physical education teachers, employ-
ers, public officials,-insurance com-
panies, physicians, and other health
professionals.

The four documents above pr OVIde
the need, rationale, and substantial
evidence for improving physical activ-
ity curricula and programs in this
country. How many professionals
within physical education, health edu-
cation, and other academic disciplines
have read these reports? Why would
they do so? For what purpose would a
professional use one report over an-
other? In what instance would you use
all four together? Answers to these
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questions depend upon the particular
context and goa]s

How-to fAct on ﬁm SGR with
an ACTION Plan
This section will invite professionals
to act on the written recommenda-
tions of the SGR in order to help
people include moderate amounts of
physical activity in their daily lives. An
ACTION model will help profession-
als to implement and disseminate im-
portant content knowledge about
physical activity and health. ACTION
is an acronym to guide professionals
to acknowledge, collaborate, target,
implement, organize, and network so
that the CDC’s national physical activ-
ity initiative’ can be realized at the
grassroots level, AGTION is useful for
teachers, parents, administrators,
health service professionals, and
school board members who seek con-
nections with family, health, and com-
munity service agencies for improv-
ing the health status of different popu-
lations. For example, sonie- teachers
may call upon family, healih, and
community service agencies to find
classroom curricula and brochures.
The American Heart Association
{ATIA) offers HeartPower ciriiculum
kits for helping preK-8 students to in-
crease their physical activity, eat health-
ful foods, and stay tobacco free, Some
teachers may also help to implement
AHA’s programs like Jump Rope for
Heart, Dance for Heart, and Hoops
for Heart in addition to classroom in-
struction, Using the AHA as a model,
more programmatic connections need
to he established between classrocom
curricula and after-school programs
in schools and communities.
Distinctions in terrhinology be-
tween curricula and programs may
need clarification in health (Ubbes,
1997) and physical education litera-
ture. In this discussion, curricula re-
fers to instructional content that is
taught by professionals in classrooms
and gymnasia, Programs can also re-
fer to planned instruction, but pro-
grams make broader linkages to
people and services. For example,
there are some before- and atterschool

exercise and health
" shared with adolescents during school

recreational programs that include
community outreach to family mem-
bers of all ages. A program may in-
clude a variety of instructional classes
based on the unique needs and inter-
ests of the participants and the re-
sources. available at the school. An
evening aércbic dance program taught
by physical educators may use a spe-
cialized curriculum to instruct parents
about exercise and health. The cur-
riculum may or may not overlap with
information

in their health education and physical
education classes. However, coordinat-
ing people’s experiences across two
or more contexts, such as dwing
school with théir peers and after school
with their families, will help to-im-
prove the Jearning outcomes of the
program. Program planning is espe-
cially effective when two or more pro-
fessionals coordinate their ideas and
resources to structure programs for
participants across multiple settings.
or contexts. The instructional compo-
nents, namely the curricula, can be
implemented by one professional.
However, the curricula between health
and physical education classes need
to be articulated and coordinated in
the same way that cwrricula taught
during school howrs need to be ar-
ticulated and coordinated with pro-
grams offered before and afte1 school.

Acknowledge the SGR as a
Guiding Framework

The first step of the ACTION model
(table 1) directs professionals to ac-
knowledge that the SGR and other
physical activity reports like those de-
scribed above are useful as framewoiks
for curriculum, instruction, assess-
ment, and progiam planning in
schools, communities, and families.
Seefeldt (1998) has outlined addi-
tional physical activity, fitness, and
health reports that are foundational
to our profession.

The SGR addresses many impor-
tant concepts (e.g., benefits, barriers,
adaptations, effects, patterns, and
trends) and highlights multiple per
spectives (e.g., gender, age, and cul-
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ture). Tables 2 to 4 give an overview of
. the different types of knowledge and
- " skills to consider in the planmngstage :
Definitions for theé different’ types of
declarative knowledge (information)
- in table 2 have been adapted from
" Kendall and Marzano: (1996) and
Erickson (1998), Topics dre a body of
“Telated facts to be learned; they help
“to organize the content of a profes-

- 18

sion or a discipline. Concepts are ab-

stract words that are broad, universal,
and timeless; concepts help to bridge
disciplines. Facts are truths based on
evidence, Generalizations are two or
more concepts. stated as a relation-

ship, -and may use such qualifying

LTy

termis as “often,” “may,” or “can.” Prin-
ciples are truths, laws, or axioms that

‘hold consistently through time. Spe-

cific examples of these terms from the
SGR appear in table 2. Table 3 out-
lines procedural knowledge that fos-
ters skill development (e.g., thinking,
affective, behavioral, psychomotor)
from the SGR. Contextual knowledge,
which leads to deepe: understanding
of physical activity and heaith content
in selected situations, is described in
table 4.
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Collaborate with Others

The second ACTION step is to col-
laborate with teacher leaders, health
and human service professionals, aca-
demicians, and policy makers in or-
der to design and implement carricula
and programs for physical activity and
health. For example, the American
Association for Health Education and
the National Dance Assocjation have
teamed up for Dance for Health!, a pro-
gram that encourages clubs and orga-
nizations te host dance eveats for
health and well-being. The National
Coalition for Promoting Physical Ac-
tivity has eight major-initiatives that
unite the strengths of public, private,
and industry efforts into a collabora-
tive partnership to inspire Americans
to lead physically active lives to en-
hance their health and quality of life.
School curriculum connections be-
tween physical education, health edu-
cation, and other academic dfsciplines
have been established with the
JumpStart program (a collaboration
of Scholastic Inc.; the National Heart,
Lung, and Blood Institute; and the
National Recreation and Park Asso-
ciation). The curriculum encourages
parents to be partners, and promotes
collaboration between schools, local
parks, and recreation agercies.

Target a Population

The third step, targeting a popula-
tion, requires a balancing act of match-
ing the needs, interests, and dévelop«
mental skills of learners (participants)
with effective curricula and programs.
Guiding questions for targeting a
population during curriculum and
program development appear in table
1. Some effective programs for im-
proving physical activity and health
status include: Sports, Play, and Active
Recreation for Kids (McKenzie &
Sallis, 1996); Child and Adolescent
Trial for Cardiovascular Health (Stone,
McGraw, Osganian, & Elder, 1994);
Kansas LEAN School Intervention
Project (Harris et al, 1997); Go for
Health Program (Simons-Morton, Par-
cel, & (F’Hara, 1988). Programs that
promote physically active lifestyles
as important to lifelong learning
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{DePauw, 1998) and those that relate
to academic outcomes (Symons,
Ginelli, James, & Groff, 1997) also
show promise.

Implement Youwr Currlenlum
and/or Program

The fourth ACTION step involves
implementing your curriculum and/
or program: with a sensitivity toward
multdple perspectives (e.g., age, gen-
der, culture, race, ethnicity, intelli-

gence, ability, and disability). Some of
these perspectives should be explored ~
in the collaborative planning stages of
program and curriculum develop-
ment, then reexamined during the
implementation phase, Two questions
will guide your ACTION process: How
can our planned curriculum and/or
program meet the changing needs and
interests of -participants? What new
information can we acquire from our
participants as we implement our cur-
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riculum and/or program?

WellStage Resources from Health
Enhancement Systems offers bro-
chures based on the Stages of Change
by  Prochaska, Norcross, and
DiClemente (1994). The WellStage
brochures for physical activity support
health behavior change at five dif-
ferent stages of readiness. These
are: thinking about getting fit
(precontemplation), the benefits of
feeling fit {contemplation), preparing
to become physically fit (preparation),
feeling good about being fit (action),
and staying fit for good (mainte-
- nance). These print resources can help
. professionals meet the changing needs
and interests of participants during
the transition from the implementa-
tion step to the assessment step of the
ACTION model.

Organize for Assessinents

Another important step of the AC-
TION model is to organize for a vari-
ety of assessments so you can seée
whether the curricula or program
made a difference. Both quantitative
(numerical) and qualitative (narra-
tive) assessments are needed so you
can evaluate whether you are meeting
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the diverse needs and interests of your
learners (participants). Learners can
be taught to self-assess through both
written and psychomotor assessments
(Schwager, 1996). Doolittle (1996)
suggests that teachers need to collect
factual rather than intuitive or subjec-
tive information about their students’
progress on a daily basis. Building for-
mative assessments into daily lesson
plans will strengthen health and physi-
cal education teaching beyond the

summative assessments, which are typi-

cally grades at the end of the unit or
the semester, For example, data such
as movement time, recovery heart
rates, walking cadence, and subjective
exertion rates might be included in
student portfolios that are maintained
from year to year to showcase devel-
opmental changes over time, To as-
sess understanding, learners should
also write and/or draw a brief reac-
tion, approach, or evaluation of physi-
cal activity and movement skills
(Schwager, 1996). Veal (1995) suggests

that teachers can use both product

and process assessments as part of the
instructional process while students
are learning. Product assessments fo-
cus on a movement's outcome and

are usually quantitative and objective,
whereas process assessments focus on
a movement’s form and are usually
qualitative and subjective. The bottom
line is to provide continual assessments
of physical activity so learners have
ongoing feedback about their progress
toward learning goals and meeting the
SGR guidelines. -

Network

The final ACTION step is to network
with people by using mass media and
information technologies in order
to improve physical activity out
comes. The SPARK project (http://
wwiv.foundation,sdsu.edu/projects/
spark/index. html), JampStart (http:/
/www.arpa.org), and the National

* Coalition for Promoting Physical Ac-

tivity (http://www.ancppa.org/neppa)
all have websites, The U.S. Centers
for Disease Control and Prevention
has copies of the physical activity
guidelines on the Web (at http://
www.cde.gov/ncedphp/sgr/sgrhtm).
CDC guidelines for preventing the
spread of AIDS, preventing tobacco
use and addiction, and promeoting life-
long healthy eating are also available.
Consequently, the CDC promotes
“Programs that Work” for selected
health behaviors that have been sup-
ported by rigorous research standards
and skill-based outcomes.

The CDC has a poster called “Physi-
cal Activity—It’s Everywhere You Go;”
Park Nicollet HealthSource promotes
their “Activity Pyramid” for three dif-
ferent age groups in poster and pam-
phletformats; and the American Heart
Association offers online public ser-
vice announcementis on physical ac-
tivity and heaith using Quicktme video
(at http://www.americanheart.org/
Whats_News/PSA/PSAs1-98.html)

Lastly, school health and physical
education programs that aim to im-
prove the physical activity and health
status of their students have other elec-
tronic technologies available. Investi-
gators report effective learner out-
comes with the use of heart-rate moni-
tors (Strand, Mauch, & Terbizan, 1997,
Strand, Scantling, & Johnson, 1998;
Mohnsen, 1997), electronic blood
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pressure devices, Futrex body fat de-
vices, and computer-generated {imess
profiles {Mohnsen, 1997). These tech-
nologies help to measure whether
physical activity goals from the SGR
and other reports are being met.

Coneclusion

Many professionals might take AC-

TION for physical activity and health
by acknowledging that there are many
reports and guiding frameworks al-
ready available. By collaborating with
professionals and organizations to se-
lect or design curricula and programs
for physical activity and health, key
messages can be fargefed for use with a
population of learners (e.g., children,
adolescents, and adults). Implementa-
tion of a curriculum and/or program
should meet the changing needs and
interests of participants who have dif-
ferent backgrounds and profiles (i.e.,
age, gender, culiure, race, ethnicity,
intelligence, ability, and disability). By
organizing a variety of assessments
before, during, and .after implemen-
tation of the curriculum or program,
there is a higher probability of
measuring successes and setbacks of
the participants. By sharing results
through nefworks, including profes-
sional discourse and information tech-
nologies, we can continue to improve
the physical activity and health status
of Americans who aren’tlikely to read
the SGR and other reports. We want
Americans to increase their physical
activit'y every day. Professionals who
find ways to connect the critical con-
tent of the SGR to different popula-
tions using collaborative models and
a variety of assessments are on the way
toward making that goal a reality.
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