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“The schools can’t do it all, but children spend an 
awful lot of time in school. And it’s always been my 
view that when they are in our custody, so to speak, 
that we have a fiduciary relationship and that we are 
responsible for them. So we are responsible for them 
in reading and math and phys[ical] ed[ucation], but  
also we’re responsible for them in terms of nutrition.”

Washington, DC Councilmember Mary Cheh 
Author of the Healthy Schools Act of 2010 

Healthy Schools Act Conference, American University, January 2012
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INTRODUCTION

For the past five years, American University has partnered with Kaiser Foundation of the Mid-Atlantic States 
to assess the implementation and impact of the 2010 Healthy Schools Act in Washington, DC. The Healthy 
Schools Act (henceforth referred to as the “HSA” or the “Act”) is the comprehensive wellness legislation 
enacted by the DC Council that seeks to make schools healthier environments in which to learn and work. 
Kaiser Permanente, in acting on their commitment to total health for its members and member communities, 
has funded programs, projects, and research through their regional offices focused on improving health 
outcomes for all. In DC, Kaiser Foundation of the Mid-Atlantic States has funded both implementation and 
evaluation of the Healthy Schools Act and has been an advocate for healthier school environments. 

The HSA went into effect during the 2010–2011 school year. Since that time, policymakers, administrators, 
educators, and other stakeholders have worked tirelessly to transform schools into healthier environments. 
Data collected each spring from 2011–2015 provide an opportunity for a longitudinal analysis of the 
implementation of the HSA and allow stakeholders to better understand how school health influences 
students’ personal health and academic performance. The data also allow for identification of provisions  
and best practices that are yet to be actualized. 

This report is divided into three sections and details the progress schools have made in meeting the provisions 
of the HSA over five years. Section one provides data on the implementation of specific provisions of the 
HSA from 2011–2015. Section two presents the Composite Score, a strategy to evaluate each school’s level of 
implementation of the Act, developed by American University. Section three discusses the implementation 
of the HSA and makes observations and recommendations that schools and community leaders might use to 
advance health in the school environment.

The Healthy Schools Act 
Childhood obesity has reached epidemic proportions in the United States. As of 2012, more than one-third of 
all children aged 2–19 years are overweight or obese, which means that they are at a higher risk for developing 
type 2 diabetes, hypertension, and other chronic diseases compared to their normal weight peers1, all of 
which have profound health and financial implications for the future of America’s youth. Federal legislation 
such as the 2004 Child Nutrition and WIC Reauthorization Act and the 2010 Healthy, Hunger-Free Kids 
Act (HHFKA) has created enhanced requirements for promoting child health in the school environment, 
prompting the creation of school wellness policies and improved nutrition standards for school meals and 
competitive foods served in schools across the country.

A 2013 District of Columbia Obesity Report revealed that while DC as a whole has one of the lowest combined 
rates of overweight and obesity in the country, there are profound disparities among its citizens. The wards 
in the city with the highest poverty rates also have rates of overweight or obesity among the highest in  
the nation2. Additionally, due to the fact that the majority of DC youth live in the more impoverished wards 
of the city, DC has one of the highest rates of pediatric obesity in the nation, with an obesity rate of 21.4% 
among youth ages 10–173,4. Schools are often at the center of health promotion efforts given that students 
spend a minimum of six hours per day during critical development years in the school setting5.

1 Ogden CL, Carroll MD, Kit BK, Flegal KM. Prevalence of childhood and adult obesity in the United States, 2011–2012. Journal of the 
American Medical Association 2014;311(8):806–814.

2 DC’s Young Child Population, by Neighborhood and Ward. DC Action for Children. Retrieved on 29 December 2015 from  
www.dcactionforchildren.org/node/1201.

3 Garner, T., Kassaye, T., & Lewis T. (2013). District of Columbia communities putting prevention to work: Obesity. Retrieved from  
doh.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/CPPW%20Obesity%20Report%202013.pdf.

4 Garner, T., and Lewis, T. (2014). Obesity in the District of Columbia. Retrieved from doh.dc.gov/sites/default/files/dc/sites/doh/
publication/attachments/Obesity%20Report%202014.pdf.

5 Centers for Disease Control and Prevention. (2013). The case for coordinated school health. Retrieved from www.cdc.gov/healthyyouth/
cshp/case.htm.
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In response to the high rates of obesity among DC’s youth, DC Council passed the Healthy Schools Act  
in 2010. This legislation requires DC Public Schools (DCPS or “public”), DC Public Charter Schools (PCS or  
“public charter”), and private schools participating in the National School Lunch Program (NSLP) to undertake  
a number of initiatives to advance the health of DC children, including improving school nutrition beyond  
the most recent federal requirements, expanding physical and health education, increasing student physical  
activity time, and monitoring the implementation of these and other provisions through an annual reporting 
mechanism, the School Health Profile (SHP). The Healthy Schools Act grants oversight of many of the 
provisions to the Office of the State Superintendent of Education (OSSE), the DC government agency 
responsible for setting statewide education policy.

PUBLIC SCHOOLS IN WASHINGTON, DC: BY THE NUMBERS
Washington, DC enrolls over 85,000 students in more than 200 schools. The DC public school system 
has both traditional public schools, which, as of the 2014–2015 school year, enroll approximately 56% of 
the public school students, and public charter schools, which enroll 44% of students6. Demographically 
in 2015, 71.0% of students were black, 16.6% were Hispanic, 8.9% were white, and 3.6% identified as 
another race or ethnicity7,8. Of the students enrolled in the District’s public school system, 76% were 
eligible for Free and Reduced Price Meals (FARM).

School Health Profile
The HSA mandates that each school submit responses to an annual survey regarding implementation of 
the HSA. This survey, known as the School Health Profile (SHP), asks questions related to the provisions of the 
HSA, including nutritional components of the school meals, minutes per week allocated toward physical and 
health education, curricular alignment with the city’s health standards, and the presence of health personnel, 
such as a school nurse or mental health clinician.

The SHP is a self-report survey measure, completed annually by the school principal or his/her designee. 
Individual school reports are posted on OSSE’s website as well as each school’s website. OSSE also compiles 
a District-wide dataset with the data from all schools, which is made available to stakeholders upon request. 
See the annual School Health Profile here: osse.dc.gov/service/healthy-schools-act-school-health-profiles.

Data Analysis
In alignment with the statistical approach used by OSSE, the following data were eliminated prior to analysis: 
data reflecting more than 225 minutes of physical education in grades K-5, more than 300 minutes of physical 
education in grades 6–8, and/or more than 125 minutes of health education in grades K-8. Statistical analyses 
were completed utilizing the software package R™. Elementary schools, middle schools, DCPS, and PCS 
were evaluated separately after undertaking a comprehensive overview of all schools. The results from the 
data analyses are presented in two ways: 1) presentation of specific findings over the course of the five-year 
period; and 2) a comparison of schools’ Composite Scores as compared to other schools. Other metrics, such 
as standardized test results and percent of students enrolled in FARM, were utilized to further disaggregate 
results and make comparisons among similar schools.

6 Office of the State Superintendent of Education. District Releases Final 2014-2015 Student Enrollment Audit. Retrieved on 30 
November 2015 from osse.dc.gov/release/district-releases-final-2014-2015-student-enrollment-audit.

7 DC Public Charter School Board. Facts and Figures. Retrieved on 30 November 2015. www.dcpcsb.org/facts-and-figures-student-
demographics.

8 DCPS at a Glance: Enrollment. Retrieved on 30 November 2015. dcps.dc.gov/page/dcps-glance-enrollment.
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“We participate in the fresh fruit and 
vegetable program, have baskets 
of fruit for snack . . . we also have 
a salad bar. We want [students] to 
have exposure to things like hummus, 
edamame, and fruit on salads.”

 —Executive Director, Public Charter School

SECTION 1

The Healthy Schools Act: A Longitudinal Look

INTRODUCTION
The research team at American University has compiled and analyzed data on the implementation of the HSA 
since the legislation was passed in 2010. The five-year window of data allows the team, as well as stakeholders, 
to better reflect on which provisions are being met, as well as to explore the relationship between the school 
health environment and academic achievement. Researchers conducted a longitudinal analysis of the following 
components of the Act: School Meals, School Gardens & Farm to School, Local Wellness Policy, School Nurses, 
Health Education, and Physical Education.

SCHOOL MEALS
The HSA requires that all meals served meet the nutritional 
standards set forth by the HSA, which includes the 
standards of the Child Nutrition and WIC Reauthorization 
Act and the Healthy Hunger-Free Kids Act (HHFKA). The 
HSA eliminated the reduced-price meal copay for students 
and provides the following financial incentives for meeting 
the meal requirements: forty cents per lunch meal served 
to a student who qualifies for a reduced-price meal, ten 
cents for each breakfast and lunch served that meets the 
nutritional requirements, and five cents per day for serving 
a locally grown, unprocessed food for either breakfast 
or lunch. Table 1 represents the percent of schools that 
indicated their school meals met or exceeded the meal 
requirements set forth by the Healthy Schools Act. 

Table 1 . Percent of Schools Reporting Meals Served Met the HSA Requirements

School Year Public Schools Public Charter Schools All Schools

2010–2011* 90% 90% 90%

2011–2012** 61.1% 41.3% 47.8%

2012–2013 97.4% 97.8% 95.6%

2013–2014 100% 100% 100%

2014–2015 100% 99.0% 99.5%

*From the 2011 Healthy Schools Act Report

**207 out of 215 schools (100% of DCPS) received meal reimbursements indicating they met HSA meal requirements . DCPS Office of Food and Nutrition Services 
began completing this section of the SHP for DCPS schools in the 2012–2013 school year .

In addition, under the HSA, schools are required to offer free breakfast to all students, with various 
requirements around serving models depending on the type of school (elementary, middle, or high school)  
and the school’s breakfast participation rate. Eligible schools can receive $7 per student to defray the 
start-up cost associated with serving breakfast. These incentives aided DC in reporting one of the highest 
breakfast participation rates in the country. In 2013–2014, the ratio of low-income students in DC in the school 
breakfast program as compared to NSLP was 70:100, meaning that for every 100 students enrolled in NSLP, 
70 participated in the breakfast program.9

9 School Breakfast Scorecard: 2013 - 2014. Food Action Research Council. February 2015. Retrieved on 11 January 2016 from  
frac.org/pdf/School_Breakfast_Scorecard_SY_2013_2014.pdf.
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SCHOOL GARDENS & FARM TO SCHOOL
School gardens are experiencing a surge in popularity 
across the United States, and Washington, DC is no 
exception; however, school gardens are not an entirely 
new concept. School gardens were common in the 19th 
century, as they were known for promoting “honesty and 
hard work, while allowing children to be physically active 
outside”10. In an effort to promote school gardens, the 
HSA requires funds to be set aside to create and maintain 
school gardens, and the school garden grant program has 
grown each year since the first grants totaling $197,236 
were awarded to 22 schools in 2012. In 2015, OSSE awarded 
$375,000 in garden grant funds to 26 schools in the 
District. Section 503 of the Healthy Schools Act details 
aspects of the School Gardens Program, such as the 
creation of a garden advisory committee, the offering of 
training and technical assistance to schools, composting 
when feasible, and reporting requirements. In accordance 
with the HSA, OSSE submits an annual school garden report to the DC Council and the Office of the Mayor; 
these reports are available on the OSSE website. Graph 1 shows the prevalence of school gardens in public and 
public charter schools, as reported through the School Health Profile.

Graph 1 . Prevalence of School Gardens

Schools are also required to report if they serve locally grown and/or locally processed and unprocessed 
foods at meal times from growers engaged in sustainable agricultural practices. According to Section 101 of 
the HSA, unprocessed foods are those that are “nearest their whole, raw, and natural state, and contain no 
artificial flavors or colors, synthetic ingredients, chemical preservatives, or dyes.” In 2015, over 95% of schools 
reported serving locally grown and/or locally processed and unprocessed foods during meal times. As part 
of the HSA’s emphasis on locally grown foods and to complement these practices, OSSE began funding 
“farm field trips,” (visits to local farms) in the 2014–2015 school year. This funding is distributed through a 
competitive grant process, and up to $40,000 is available annually to support these field trips. 

10 School Gardens with Constance Carter. Library of Congress. www.loc.gov/rr/program/journey/schoolgardens.html.
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LOCAL WELLNESS POLICY
The 2004 passage of the Child Nutrition and WIC 
Reauthorization Act included a mandate that school 
districts participating in the National School Lunch 
Program create a comprehensive local wellness policy 
(LWP). These federal regulations put forth specific 
requirements for local wellness policies; they must, at a 
minimum, include goals related to nutrition education 
and standards, physical education goals, stakeholder 
involvement and communication, and evaluation. Along 
with the federally-mandated goals, the HSA aims to build 
on these requirements by improving local wellness policies 
in DC public and public charter schools by requiring the 
inclusion of goals such as expanding local sourcing of 
produce, improving school environmental sustainability, 
increasing physical activity, and ensuring stakeholders 
are involved in the creation of the policy. Furthermore, 
the HSA emphasizes communication of the LWP and 
states that it should be distributed to parents, food 
service staff members, and made accessible both online 
and in the school office. A 2012 analysis of the strength 
and comprehensiveness of wellness policies found 
that districts with stronger written policies were more 
successful in implementing them, and that these written 
policies can improve the school health environment11. 
Schools in DC are required to report annually through 
the SHP whether they are implementing their local 
wellness policy; the percent of schools reporting 
implementation of their LWP is shown in Graph 2.

Graph 2 . Percent of Schools Implementing their Local Wellness Policy
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11 Schwartz MB, Henderson KE, Falbe J, Novak SA, Wharton CM, Long MW, O’Connell ML. Strength and comprehensiveness of district 
school wellness policies predict policy implementation at the school level. Journal of School Health. 2012;82:262-267.

“The Healthy Schools Act was a huge 
game changer for us . . . through the 
Healthy Schools Act and through our 
grants, we transformed our landscape 
and our campus with green spaces and 
gardens and a gardening program.”

 —DCPS parent

“We now have a wellness committee 
that meets frequently and we are 
increasing physical activity. We 
recently had a Zumba night for  
dads and daughters and a mother/
son yoga night.”

 —DCPS Principal
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SCHOOL NURSES
Nurses play a critical role in the health of students, and the HSA encourages all schools to have a minimum  
of part-time nurse on staff. DC public and public charter schools, in partnership with Children’s National 
Health System, employ approximately 200 school nurses in elementary, middle, and high schools across the 
District12. From diagnosing pink eye to distributing condoms, school nurses serve as the link between family, 
community, school personnel, and healthcare providers. Additionally, over ten thousand students in the DCPS 
public school system fall under one of the following categories: students in special education programs, who 
are medically fragile, or who have special healthcare needs13. This reinforces the need for highly-qualified 
nurses within the school setting14. Graph 3, found below, shows the percent of schools that report having a 
part-time or full-time nurse.

Graph 3 . Percent of Schools with School Nurses (Part-time or full-time coverage)
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HEALTH EDUCATION
Prior to the 2014–2015 school year, elementary and  
middle schools students were required to spend an 
average of 15 minutes per week in health education class. 
Pursuant to the HSA, as of fall 2014, both elementary and 
middle school students are required to have a minimum 
of 75 minutes of health education per week. Additionally, 
health education in schools must be based on the OSSE 
Health Education standards, and schools are encouraged 
to form partnerships with health education organizations. 
As Tables 2 and 3 show, both elementary and middle schools are lagging behind in meeting the 75-minute-per-
week requirement. Middle schools are offering more health education and are closer to the 75-minute mark, as 
evidenced in Table 3; however, universally, the findings of five years of study of the implementation of the HSA 
indicate that neither elementary nor middle schools are meeting this requirement.

In the spring of 2012, 2013, and 2014, public and public charter fifth graders, eighth graders, and high school 
students enrolled in health participated in a standardized health test, the DC Comprehensive Assessment 

12 School Nurses. Department of Health. Retrieved from doh.dc.gov/service/school-nurses-dcps.

13 SY 2013-2014 General Education Enrollment Audit Data and Overview. Office of the State Superintendent of Education. Retrieved on 
29 December 2015 from osse.dc.gov/sites/default/files/dc/sites/osse/publication/attachments/SY13-14%20Enrollment%20Audit%20
Overview%20%282.26.2014%29%5B1%5D.pdf.

14 Who we serve. Children’s National Health System. Retrieved from childrensnational.org/careers-and-training/nursing/childrens-school-
services/who-we-serve.

“I think my school is a healthy place  
to learn.”

 —DCPS student
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System (DC CAS) for Health. This test was the first standardized health knowledge test in the country, and 
DC garnered attention for placing an emphasis on health knowledge. The ability of the District to report on 
student achievement as it relates to health has stalled with the removal of the DC CAS for Health from the 
battery of standardized tests students take each spring. 

Table 2 . Average Minutes of Health Education per Week in Elementary Schools

School Year Public Public Charter All Schools

2010–2011 36.0 31.4 34.6

2011–2012 33.4 28.6 31.8

2012–2013 30.7 30 30.5

2013–2014 32.7 28.4 31.0

2014–2015 34.2 37.1 35.3

Table 3 . Average Minutes of Health Education per Week in Middle Schools

School Year Public Public Charter All Schools

2010–2011 60 37.8 48.7

2011–2012 55.1 40.7 47.3

2012–2013 50.4 40.3 45.3

2013–2014 60.6 34.0 43.7

2014–2015 46.6 43.0 44.5

PHYSICAL EDUCATION
Sedentary behaviors among the youth of our nation 
have contributed to the obesity epidemic, and research 
demonstrates a relationship between a sedentary  
lifestyle, obesity, and cognitive deficits beginning in 
childhood and continuing across the lifespan15. Thus, 
physical activity is critical to optimizing cognitive function 
during the school day. Prior to the 2014–2015 school year,  
DC required 30 minutes of physical education (PE) per 
week for elementary school students and 45 minutes 
per week for middle school students. Beginning with the 
2014-2015 school year, requirements for PE increased to 
150 minutes per week for elementary school students and 
225 minutes per week for middle school students, with 
students spending at least 50% of the PE class engaged in moderate to vigorous activity. As seen in  
Graphs 4 and 5, physical education minutes fall below the current requirements; however, the average minutes 
have increased among both elementary and middle school students since the passage of the Act. While 
reported PE minutes consist only of time spent in PE classes, the HSA also states that 60 minutes is the daily 
physical activity goal for DC students. This may be achieved through recess, before school/after school activities, 
physical activity breaks in the classroom, walk/bike to school, and partnerships with outside organizations.

15 Smith E, Hay P, Campbell L, Trollor JN. A review of the association between obesity and cognitive function across the lifespan: 
implications for novel approaches to prevention and treatment. Obesity Reviews. 2011;12(9), 740–755.

“[The biggest positive change is] 
teachers are no longer allowed to 
withhold physical activity or recess as  
a punishment. It’s made a big change 
in my school.”

 —DCPS Physical Education Teacher
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Graph 4 . Average Minutes of Physical Education per Week in Elementary Schools
( denotes current requirement)
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Graph 5 . Average Minutes of Physical Education per Week in Middle Schools
( denotes current requirement)
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SECTION 2

The Healthy Schools Act Composite Score: An approach to a comprehensive 
analysis of school-wide health 
Since the inception of the Healthy Schools Act, stakeholders have asked how to measure the success of  
the policy. While success can be defined a number of ways, one of our primary areas of interest has been 
the level of implementation of the policy at the individual school level. A measurement of this would provide 
valuable information to OSSE, organizations that partner with schools, service providers, and maybe most 
importantly, the schools themselves. To that end, the research team created a tool, called the Composite 
Score, based on responses from the SHP. The Composite Score measures the implementation of the HSA by 
utilizing a point system to award points for each requirement in place at the school. Measuring implementation 
assists with follow-through and allows stakeholders to better understand the challenges and best practices 
associated with implementation of a policy.

Developing the Composite Score
The Composite Score is designed to measure the implementation of the HSA within each individual school. 
Select questions from the SHP are assigned a value; 28 questions comprise the elementary school Composite 
Score and 29 questions comprise the middle school Composite Score. These questions are those that reflect 
requirements of the Act, such as, “Does your school offer free breakfast to all students?” with response options 
as “Yes” (1 point) or “No” (0 points). Each question is given either a “0” (absent/provision not in place) or  
“1” (present/provision in place); however, a limited number of questions are on a sliding scale, with a total  
value of three points. 

The questions fall into one of five categories:

• Nutrition

• Physical Education and Activity

• Health Education

• Health and Wellness

• Farm to School

The categories are weighted differently based on emphasis of the corresponding provisions in the Healthy 
Schools Act. For example, the Healthy Schools Act places importance on and has many requirements around 
school meals; thus, the School Nutrition portion of the Composite Score is more heavily weighted than other 
sections. The maximum Composite Score is 33 for elementary schools and 34 for middle schools, and a higher 
score indicates stronger compliance with the provisions of the HSA. Linking the questions to the requirements 
of the Act and assigning them a point value provides a measurement of the degree to which schools are 
implementing the policy. See Appendix 1 for the complete Composite Score tool, SHP questions utilized, and 
point values associated with each question. Due to the changing nature of the SHP, the Composite Score 
can only be analyzed over the previous three-year period. See Graph 6 and Graph 7 for the percent of each 
category comprising the Composite Score.

The one-point difference between the highest possible elementary school score and the middle 
school score is related to serving breakfast. Middle schools must utilize alternative breakfast models, 
such as grab-and-go carts located in high-traffic areas, other than the cafeteria. As this is an added 
requirement, the question of use and location of the alternative breakfast models appears on the 
middle school survey and is worth one additional point.



10The Healthy Schools Act of 2010: Building Healthy School Environments

 

2013–2015 Findings: The Composite Score
In addition to the ability to provide school-level data on progress toward full implementation of the HSA,  
the Composite Score has allowed researchers and key stakeholders to begin investigating relationships.  
The Composite Score has been analyzed over a three-year period, in public and public charter schools, by  
free and reduced priced meals rates (FARM), by ward, and by academic outcomes, which are represented  
by standardized test scores. 

ANALYSIS OF MEAN COMPOSITE SCORES BY SCHOOL TYPE AND FARM
Each school’s Composite Score was calculated for each of the three years. Mean scores were then calculated 
for all elementary and middle schools, DCPS only, PCS only, and by percent of students enrolled in FARM. 
Tables 4 and 5 detail the mean scores for each of these analyses. Across all three school years, elementary 
charter schools report a significantly higher Composite Score when compared to traditional public elementary 
schools (p<.0001). See Table 4 for mean scores. As shown in Table 5, public charter middle schools have 
demonstrated higher scores than their traditional public school counterparts; however, only the previous two 
school years (2013–14 and 2014–15) have shown a significant difference. Although they report lower scores, 
the public elementary and middle schools made a significant gain between school years 2013–14 and 2014–15 
(p<.05), the latter of which was the year of full implementation of the HSA. 

In DC, 76% of students qualify for free or reduced-price meals; however, the percent of students enrolled 
in FARM can vary widely by school. For this analysis, schools were divided into three groups by percent of 
students enrolled in FARM: schools with less than 40% FARM, schools with 40%–80% FARM, and schools with 
greater than 80% FARM. When categorizing schools by this variable and analyzing their Composite Scores,  
no relationship was seen among the groups.

Graph 6 . Composition of the Elementary School 
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Table 4: Elementary Schools Composite Scores by School Type and FARM

School Characteristic School Year Number of Schools  
in the Sample

Mean Composite Score

Total 2012–13 139 22.59

2013–14 139 21.99

2014–15 148 23.16

Public Schools 2012–13 82 21.37

2013–14 76 20.65

2014–15 78 21.34

Public Charter Schools 2012–13 57 24.35

2013–14 63 23.60

2014–15 70 25.20

FARM less than 40% 2012–13 25 22.23

2013–14 22 21.14

2014–15 22 21.56

FARM 40%-80% 2012–13 15 23.63

2013–14 38 24.34

2014–15 16 25.01

FARM greater than 80% 2012–13 80 22.41

2013–14 85 21.33

2014–15 84 22.75

Table 5 . Middle Schools Composite Scores by School Type and FARM

School Characteristic School Year Number of Schools  
in the Sample

Mean Composite Score

Total 2012–13 76 23.49

2013–14 74 22.04

2014–15 71 24.17

Public Schools 2012–13 36 22.74

2013–14 29 21.06

2014–15 32 22.90

Public Charter Schools 2012–13 40 24.16

2013–14 45 22.67

2014–15 39 25.21

FARM less than 40% 2012–13 4 20.46

2013–14 6 21.20

2014–15 6 22.50

FARM 40%-80% 2012–13 15 24.17

2013–14 21 24.08

2014–15 12 25.59

FARM greater than 80% 2012–13 47 23.71

2013–14 48 21.44

2014–15 39 23.98
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ANALYSIS OF MEAN COMPOSITE SCORES BY WARD
The research team analyzed mean Composite Scores by ward. Graphs 8 and 9 show the results for each 
ward over three school years. These results complement the results by FARM rate, demonstrating no 
significant difference by ward, despite the fact that socioeconomic status varies widely by ward.

Graph 8 . Elementary School Composite Scores by Ward (Maximum score = 33)
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Graph 9 . Middle School Composite Scores by Ward (Maximum score = 34)
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ANALYSIS OF MEAN COMPOSITE SCORE BY ACADEMIC OUTCOMES
The research team analyzed the average Composite Score as related to standardized test scores, represented 
by DC Comprehensive Assessment System (DC CAS) in 2013 and 2014 and the Partnership for Assessment  
of Readiness in College and Careers (PARCC) in 2015. The schools were placed into quartiles (lower 25%,  
lower middle 25%, upper middle 25%, and upper 25%) based on their average Composite Score. Table 6 
shows each quartile, the average composite score within that quartile, and the proficiency rate, or the percent 
of students meeting or exceeding expectations, for those schools. An upward trend emerges when relating 
academic proficiency with composite scores; schools with higher composite scores report slightly higher 
standardized test scores. The data for the 2014–2015 school year show that when comparing the lower 25% 
and the upper 25%, the percent of elementary students proficient in math increases from 23.83% to 30.58%. 
For middle school students, the percent proficient increases from 13.22% to 21.21%. Note that in the transition  
to PARCC testing, the percent of students meeting or exceeding expectations dropped, a result that 
mirrored national trends. 

Table 6 . Elementary Schools: Quartiles Divided by average HSA Composite Score

Tier School Year Number of Schools Average HSA 
Composite Score

Average Math 
Proficiency Rate  

(DC CAS 2013/2014, 
PARCC 2015)

Lower 25% 2012–13 34 17.61 40.83

2013–14 35 18.11 50.75

2014–15 35 18.87 23.83

Lower Middle 25% 2012–13 41 21.86 53.53

2013–14 35 21.16 54.94

2014–15 39 21.79 24.06

Upper Middle 25% 2012–13 29 24.02 52.58

2013–14 44 23.14 53.14

2014–15 25 24.52 23.93

Upper 25% 2012–13 35 27.09 54.68

2013–14 32 26.00 57.79

2014–15 29 28.16 30.58

Table 7 . Middle Schools: Quartiles Divided by average HSA Composite Score

Tier School Year Number of Schools Average HSA 
Composite Score

Average Math 
Proficiency Rate  

(DC CAS 2013/2014, 
PARCC 2015)

Lower 25% 2012–13 13 18.35 48.23

2013–14 19 18.16 53.17

2014–15 18 19.43 13.22

Lower Middle 25% 2012–13 17 22.84 49.82

2013–14 16 21.36 57.28

2014–15 16 23.26 13.78

Upper Middle 25% 2012–13 19 24.88 55.79

2013–14 21 22.88 51.28

2014–15 17 25.47 15.99

Upper 25% 2012–13 18 27.78 49.48

2013–14 16 25.92 56.22

2014–15 17 28.49 21.21
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SECTION 3

Limitations
There are, of course, limitations to the findings of this evaluation and the implications of these to the HSA. 
OSSE collected the SHP from each public and public charter school in the District for five years. Over the five-
year period, a few schools have not completed the SHP each year. New schools have opened and schools have 
closed, both of which change the number of schools in the sample. In addition, the survey instrument has been 
altered each year due to question deletions, additions, or rewordings; thus, there are no Composite Scores 
for school years 2010–2011 or 2011–2012. The self-reporting nature of the data also has inherent possibility for 
error. Responses are not externally validated; however, the relative stability of the responses over time suggests 
reliability of the measure16. The standardized academic test used by all schools changed dramatically in the 
final year of the study (2014–2015), as DC schools moved from the DC CAS to PARCC. Due to a lack of 2015 
FARM data, for the purposes of this study, each school’s 2014 FARM rate was also used for 2015. 

Discussion
The implementation of the HSA can be linked to progress in terms of health and wellness within school 
environments in Washington DC. Today, nutrition requirements are being met widely, and in addition to 
providing healthier options, the HSA is helping address the larger issue of food insecurity among children in 
DC by ensuring free breakfast to all students served through alternative service models. OSSE has made 
hundreds of thousands of grant dollars available each year for school gardens, physical activity initiatives, 
and farm to school activities that may not have otherwise taken place. More schools have a full or part-time 
nurse in 2015 than in 2011, when data was initially collected through the SHP. The overall number of minutes 
of physical education in schools has increased; however, health education minutes have remained flat over 
the five-year period, and neither elementary nor middle schools are meeting the required minutes for health 
or physical education. 

Wellness policies are often a starting point for schools and stakeholders in improving the health of the  
school environment. The Alliance for a Healthier Generation’s Healthy Schools Program, in which 31,000 
schools around the country are enrolled, starts with an assessment of the school’s health and wellness policies 
and programs. The results of this assessment then become the starting point for change17. In DC, each local 
education agency (LEA) has a local wellness policy on file with OSSE, and schools report annually if they are 
implementing this policy. A higher percent of charter schools report they are implementing their local wellness 
policy, and they are also implementing the HSA with more fidelity. Given that a local wellness policy should be 
tailored to a school’s environment, this could be one link between the success of the smaller charter schools 
and their Composite Scores. Some LEAs consist of only one charter school; however, DCPS has a wellness 
policy that applies to over 100 schools. Thus, a smaller LEA could proactively engage stakeholders, create a 
wellness policy that meets the needs of their students, and tailor it to the strengths and areas of improvement 
for their school or schools. 

The Composite Score is a representation of the school health environment, as defined by the Healthy 
Schools Act. The higher the Composite Score, the more required provisions of the Act a given school is 
implementing. While public elementary schools made a significant gain between school year 2013–2014 and 
2014–2015 (p<.05), over the three-year study, public charter elementary schools demonstrated significantly 
higher Composite Scores than traditional public elementary schools (p <.0001). This could be due to the 
autonomous nature of the charter schools, a factor that may increase these schools’ ability to implement 
policies more quickly than the larger public school system. However, the findings for those schools within 
the traditional public school system demonstrate strength in consistency across geography and varied 
demographics. While schools in higher socioeconomic wards of the city may have higher academic scores, 
these schools have similar composite scores when compared to their counterparts in lower socioeconomic 

16 Conway, J. M., Jako, R. A., & Goodman, D. E. (1995). A Meta-Analysis of Interrater and Internal Consistency Reliability of Selection 
Interviews. Journal of Applied Psychology, 80(5), 565–579.

17 Healthy Schools Program. Alliance for a Healthier Generation. Retrieved on 5 January 2016 from schools.healthiergeneration.org.
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areas of the city, which may be reflective of the role that socioeconomic factors play in influencing academic 
outcomes. As increasing access to health may increase academic outcomes, it is vital to attend to health in 
areas with lower academic proficiency among children18. 

Final Observations & Recommendations
After five years of the Healthy Schools Act, many of the activities of the HSA are vital to DC’s children, 
and increased focus on health and wellness in DC can and should continue. Below are observations and 
recommendations from the research team that may facilitate schools’ ability to create healthy school 
environments in the months and years ahead. 

1. Meal reimbursements have had a positive effect on local produce sourcing, which facilitates serving fresh 
fruit and vegetables, as well as provides potential lessons in sustainability and farm to school. In addition, 
enhanced meal standards have required and incentivized schools and school meal vendors to serve more 
healthful food, including more fruits, vegetables, and whole grains. 

2. Grants administered by OSSE have increased the number of school gardens across the city. While the 
percentage of schools reporting a school garden has dipped from the highest point in 2012–2013, the 
percent of schools reporting to have a school garden is nearly 10% higher in 2015 than in 2011. 

3. Grants administered by OSSE have increased the physical activity in schools across the city. Many schools 
utilize the physical activity grants for before or after school activities and thus cannot count these minutes 
towards the required physical education minutes; however, schools are acting in the spirit of the Act by 
providing opportunities for students to be physically active. 

4. Despite evidence that demonstrates that healthier students are better learners19, schools are not meeting 
the requirements for health and physical education. Stakeholders may consider recommending separating 
requirements for physical education and physical activity as to provide schools with realistic options for  
creating opportunities for physical activity. This would allow schools to become successful and take 
another step in creating a culture of health. 

5. Data from the SHP provide a meaningful snapshot of the health of individual schools across the  
District. The research team believes that principals and school leaders would benefit from feedback  
on their successes, areas of improvement, and ways to meet the requirements. These key stakeholders 
should understand how their schools are faring, and be made aware of tangible steps they can take  
towards improvement, including tailoring the LWP to meet their specific needs and goals.

6. A higher or lower Composite Score cannot be predicted by a school’s ward or the percent of its students 
enrolled in FARM. All schools, regardless of economic status or academic achievement, should continue to 
focus on improving the school health environment.

7. A continued evaluation plan for schools is strongly recommended. In addition to an ongoing school-level 
evaluation, a plan to conduct a student-level analysis that will answer the question of whether student 
health is improving is critical. The impact of the HSA, the ultimate goal of which is a healthy student 
population ready to meet its academic potential, remains to be seen.

18 King, C. (n.d.). In D.C. schools, the racial gap is a chasm, not a crack - The Washington Post. Retrieved January 4, 2016, from  
www.washingtonpost.com/opinions/in-dc-schools-the-racial-gap-is-a-chasm-not-a-crack/2016/01/01/7cfc33e6-afe9-11e5-b711-
1998289ffcea_story.html.

19 Basch CE. Healthier students are better learners: a missing link in school reforms to close the achievement gap. J School Health. 
2011;81(10):593–8. doi: 10.1111/j.1746-1561.2011.00632.x.
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APPENDIX 1

The Healthy Schools Act Composite Score

Healthy Schools 
Act Title

School Health Profile Questions 0 Points 1 Point 2 Points 3 Points Max 
Points 
for the 

Question

Title 2: School 
Nutrition

Does your school provide meals that 
meet the nutritional standards required 
by the federal and District laws, such as 
the Healthy, Hunger-Free Kids Act and 
the Healthy Schools Act?

no yes 1

Is water available to students during  
meal times?

no yes 1

Does your school offer free breakfast 
to all students?

no yes 1

ELEMENTARY SCHOOL: Does 
your school offer breakfast in the 
classroom? 

no yes 1

MIDDLE SCHOOL: Does your school 
offer any alternative breakfast models?

no yes 1

MIDDLE SCHOOL: Is your grab or go 
cart located…?

Cafeteria only Main entrance 
or other

1

Where is the following item located at 
your school: School menu for breakfast 
and lunch

Not available If "yes" to 
website, 

web must 
be checked. 
School main 

office must be 
checked. Other 

checked options 
are not counted.

1

Where is the following item located 
at your school: Nutritional content of 
each menu item

Not available 1

Where is the following item located at 
your school: Ingredients of each menu 
item

Not available 1

Where is the following item located 
at your school: Information on where 
fruits/vegetables served in schools 
are grown and process and whether 
growers are engaged in sustainable 
agriculture practices

Not available 1

Are students and parents informed 
about the availability of milk 
alternatives at your school?

no yes 1

Are students and parents informed 
about the availability of the vegetarian 
food options?

no yes 1

If yes [to vending machines], do items 
comply with the Healthy Schools Act?

no yes 1

Title 3: Farm-to-
School Program

Does your school serve locally 
grown and/or locally processed and 
unprocessed foods at meal times 
from growers engaged in sustainable 
agricultural practices?

no yes 1
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Title 4: Physical 
and Health 
Education

(Composite 
Score category: 
Physical 
Education)

Are students required to take physical 
education at your school?

no yes 1

How many physical education teachers 
does your school have on staff?

0 or 1:>451 1:300 - 1:450 1:151 - 
1:299

1:<150 3

ELEMENTARY SCHOOL: For each 
grade level, please indicate the 
average number of minutes per week 
during the regular instructional school 
week that students receive physical 
education instruction.

0 1-50 51-100 101-150 3

MIDDLE SCHOOL: For each grade 
level, please indicate the average 
number of minutes per week during 
the regular instructional school 
week that students receive physical 
education instruction.

0 1-75 76-150 151-225 3

Is at least 50% of the physical 
education course dedicated to actual 
physical activity?

no yes 1

Is the physical education insruction 
based on the OSSE's physical 
education standards?

no yes 1

What strategies does your school use, 
during or outside of regular school 
hours, to promote phsyical activity?

None checked Any other 
option checked

1

Title 4: Physical 
and Health 
Education  

(Composite 
Score category: 
Health 
Education)

Are students required to take health 
education at your school?

no yes 1

How many health education teachers 
does your school have on staff?

0 1 or more 1

For each grade level, please indicate 
the average number of minutes per 
week during the regular instructional 
school wekk that a student receives 
health education instruction.

0-14 15-30 31-45 46-75 3

Is the health education instruction 
based on the OSSE's health education 
standards?

no yes 1

Title 6: Health 
and Wellness

Has your LEA's local wellness policy 
been distributed to your school's food 
service staff?

no yes 1

Has your LEA's local wellness policy 
been distributed to your school's 
parent/teacher organization (PTO)?

no yes 1

Is your school implementing your 
LEA's local wellness policy?

no yes 1

Where is the following item located 
at your school: LEA's Local Wellness 
Policy

Not available If "yes" to 
website, 

web must 
be checked. 
School main 

office must be 
checked. Other 

checked options 
are not counted.

1

How will you make this information 
[SHP] available to parents?

Not available 1






