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1. An Overview of the Obesity Epidemic

T

his nation is facing a serious childhood obesity
epidemic. Today 16.3 percent of children
and adolescents ages 2 to 19 are obese, and
31.9 percent are obese or overweight.1 This
translates into 12 million children and adolescents who
are obese and more than 23 million who are either obese
or overweight.2 During the past four decades, the obesity
rate for children ages 6 to 11 has more than quadrupled
(from 4.2 to 17 percent) and more than tripled for
adolescents ages 12 to 19 (from 4.6 to 17.6 percent).3
Obese and overweight children are likely to suﬀer health
consequences not only during childhood and adolescence,
but also throughout their adult lives. They are at greater
risk as children and as adults for bone and joint problems,
sleep apnea, social and psychological problems (e.g.,
stigmatization and poor self-esteem), heart disease, type 2
diabetes, stroke, cancer, and osteoarthritis.4
The childhood obesity epidemic cuts across all categories
of race, ethnicity, family income and locale, but some
populations are at higher risk than others. Low-income
individuals, African Americans, Latinos, Native
Americans and those living in the southern part of
the United States are among those aﬀected more than

their peers. For example, Mexican American children
are more likely to be obese or overweight than white
and African-American children. Thirty-eight percent
of Mexican American children are obese or overweight,
while 34.9 percent of African-American and 30.7
percent of white children are obese or overweight.5
Thus, in many cases those children who are most at-risk
academically are also those who are facing the obesity
crisis at a disproportionate rate.
Schools have many powerful tools at their disposal
to serve as one of the primary agents to address the
obesity crisis (e.g., access to children for signiﬁcant
amounts of time in their daily lives, mechanisms for
education and reinforcement of healthy behaviors, and
are portals to accessing the community at large).6 This
policy guide is based on the National Association of
State Boards of Education’s Fit, Healthy, and Ready to
Learn: A School Health Policy Guide, a comprehensive
document developed in cooperation with the Division
of Adolescent and School Health of the U.S. Centers
for Disease and Control and Prevention (CDC) divided
into several chapters addressing various student health
needs and the school’s role in addressing those needs.
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Figure 1. A Large and Growing Epidemic of Childhood Obesity
Prevalence of obesity among children and adolescents ages 6-19 years, for
selected years 1963-65 through 2003-04
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The goal of this guide is to oﬀer the latest policy updates
and recommendations about how to promote physical
education and activity and healthy eating policies in
schools. To accomplish this goal, the guide refocuses the
research and policy recommendations in these chapters
to provide speciﬁc models for schools to address the

childhood obesity epidemic. It is important to note
however, schools cannot and should not be expected
to conquer this crisis alone. Instead, schools have a
responsibility to work with parents, state and local
government, and communities to take the necessary
steps to truly address the epidemic.
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2. Rationale for Obesity Prevention

P

reventing childhood obesity is a pivotal
issue for the United States that requires toppriority attention from policymakers at all
levels of government. An ever-expanding base
of credible evidence indicates the childhood obesity
epidemic has far-reaching consequences for the nation’s
public health system, economy, and overall prosperity.
The epidemic is even more pronounced for children,
whose development is being adversely impacted not
only physically and mentally but also academically.
The following sections explore the key consequences of
childhood obesity in more detail.

Public Health Impact
At its most basic level, preventing childhood obesity
is a public health issue. Obesity and overweight are
risk factors for myriad diseases, many of which are
crippling or fatal and telling signs of these impending
diseases are manifesting at earlier ages than ever before.
People begin to acquire and establish health-related
behaviors as children, and these patterns profoundly
aﬀect their chances of dying prematurely in adulthood.8
For example, early indicators of atherosclerosis, which

is associated with poor dietary habits and is the most
common cause of heart disease, can already be found
in many children and youth.9 In fact, a recent study
conducted by the University of Missouri Kansas City’s
School of Medicine shows that obese children as young
as 10 had thickened arteries more commonly seen in
45-year-old adults. The ﬁndings, one researcher said,
suggest that cardiovascular disease could someday
become a pediatric illness.10
Children and adolescents who are overweight are more
likely to be overweight or obese adults.11 In fact, research
shows that children who become overweight by age 8
are more severely obese as adults.12 Given that obesity
in adults is associated with increased risks of premature
death, heart disease, type 2 diabetes, stroke, several
types of cancer, osteoarthritis, and many other health
problems, it is critical to prevent obesity and overweight
in childhood before these chronic health problems
arise.13,14
Of particular concern is the rapidly rising rate of
diabetes. Overweight and obesity, especially at younger
ages, substantially increase a person’s lifetime risk of
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“This [obesity epidemic] may
be the end of the trend
toward increased lifespan
that we have seen in this country
for the last century. And it
may in fact actually shorten
lifespan by two or three
years, which is more than
the effect of all cancers
combined.”
Dr. David Ludwig, Boston
Children’s Hospital17
diagnosed diabetes; the risk of diabetes among 18 yearolds who are obese is 70 percent for men and 74 percent
for women.15 American Indians, Alaska Natives, Native
Hawaiians, and other Paciﬁc Islanders are at particularly
high risk.16
The U.S. Centers for Disease Control and Prevention
(CDC) has conservatively estimated that 1 in 3 American
children born in 2000 are likely to develop diabetes in
their lifetime, with the odds being especially high for
minority children. The life expectancy of those who
develop diabetes is projected to be 13 years less than the
national average.18 Thus, 1 in 3 children born in the new
millennium can be expected to live substantially shorter
lives than those in the previous generation.

Economic Impact
Policymakers and education leaders need to be
concerned about the impact of childhood obesity on
government budgets at all levels over the long term.
Obese children are two to three times more likely to be
hospitalized and are about three times more costly to
care for and treat than the average insured child.19 In
2004 alone, the United States spent an estimated $98
to $129 billion on direct and indirect health care costs
associated with obesity.20 With obese children likely to
remain as such into adulthood, these costs will continue
to persist if not increase over time.

Of particular note for governments are the health care
costs for obese children. Childhood obesity alone is
estimated to cost $14 billion annually in direct health
expenses. Children covered by Medicaid account for
$3 billion of those expenses. Annually, the average
health expenses for a child treated for obesity under
Medicaid is $6,730, while the average expenditure
for all children on Medicaid is $2,446. Further,
the average health expenses for a child treated for
obesity under private insurance is $3,743, while the
average health cost of a child under private insurance
is $1,108.21 Direct state-level estimates of medical
expenditures attributable to obesity in 2002 ranged
from $87 million in sparsely populated Wyoming to
$7.7 billion in densely populated California.22 Thus,
childhood obesity places substantial strain on the cost
of health care at every level.
Since 1970, health care costs have grown on average 2.5
percentage points faster than the U.S. gross domestic
product (GDP); by 2005, the health care portion of
the GDP was 16 percent (ﬁg. 2).23 The U.S. Centers
for Medicare and Medicaid Services (CMS) projects
that health spending will be nearly 20 percent of
GDP by the year 2016.24 Although obesity is not the
only reason for this steady increase, the Council of
State Governments (CSG) warns that, “The economic
burden of obesity and the associated chronic diseases
will continue to rise if work is not done today to
reduce the childhood obesity epidemic, even though
the positive beneﬁts of these eﬀorts may not be fully
realized until today’s children reach adulthood.”25
Overall, the amount spent on health care will continue
to rise dramatically as the current generation of children
enters adulthood with higher rates of overweight and
obesity, increasing the rates of and decreasing the age of
onset for heart attacks, strokes, diabetes, hypertension,
and cancer.
Health care costs are not the only cause for concern.
With the rise in obesity and its related health issues,
employers will be faced with an ever-growing problem
related to the productivity of their workforce. Recent
studies have found that obesity results in about
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Figure 2. The Rising Share of Health Care Costs in the Gross Domestic Product
National health expenditures (NHE) per capita and their share of gross domestic product,
1960–2005
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$117 billion in lost wages and other indirect costs to
employers annually. These losses are even greater than
those accrued as a result of smoking.27

Absenteeism

The consequences of obesity are signiﬁcant for the
government, employers, and families because the
associated costs will force reductions in government
budgets for other services and programs like education,
may result in decreased productivity and proﬁts for
business and industry. Likewise, obesity may cause
families to have less disposable income for savings,
consumption, and investment due to increased
spending on health care and lost wages due to obesityrelated illnesses.

One well-documented impact is obesity’s eﬀect on
student absenteeism. A recent study of 1,069 students
in grades 4 through 6 in nine low-income Philadelphia
elementary schools found that on average, obese
schoolchildren were absent two school days more than
their normal-weight classmates. Furthermore, obesity
was a better predictor for absenteeism than any other
factor.28 This increase in absenteeism is directly tied to
the myriad health issues associated with obesity and
overweight that was discussed in the previous section.
Thus, overweight and obese children are less likely to be
in school regularly, impeding their ability to learn.

Academic Impact

Emotional and Health Effects

A student’s weight status can aﬀect academic
performance in a variety of ways, as described below.

Emotional eﬀects resulting from obesity also exists,
impeding students’ academic performance. Studies have
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documented that overweight students are more likely
to be teased, be depressed, and have poor self-esteem,
which keeps these students away from the classroom.29
As one researcher said, overweight students are “missing
school because they don’t want to be bullied and called
names.”30 The emotional health problems caused by this
type of stigmatization and chronic bullying have been
found to signiﬁcantly aﬀect student attendance rates and
academic performance, especially in girls.31,32

The CDC has reported that regular physical activity
in childhood and adolescence helps to reduce anxiety
and stress and to increase self-esteem, mood, and
concentration—all factors that inﬂuence learning.38
Some researchers suggest that physical activity enhances
academic performance by increasing the ﬂow of blood to
the brain, which can in turn enhance mood and increase
mental alertness; however, more evidence is needed to
conclusively prove this hypothesis.39

The emotional and health eﬀects of obesity on student
academic performance were quite evident in a study
of Philadelphia area students. A Temple University
research team found that the grade point averages of
overweight middle school students in a Philadelphia
suburb were half a grade point lower than those students
whose weight was normal. Overweight students also
scored lower in reading comprehension on national
standardized tests, were ﬁve times more likely to
have six or more detentions, were absent more often,
scored lower in physical ﬁtness, and were less likely to
participate in athletics than their normal-weight peers.33

There is further evidence that school meals can play a
critical role in improving academic performance as well.
A recent Harvard study of more than 100 studies of the
School Breakfast Program found that serving nutritious
breakfasts to children who were not getting breakfast
otherwise had signiﬁcant impacts on cognitive abilities,
including increased attention span, heightened alertness,
and improved reading, math, and other standardized
test scores. Thus, by ensuring students receive nutritious
meals, especially those who would not otherwise have
access, schools can potentially see profound impacts on
achievement in student populations who are more likely
to be at-risk for underperforming.40

Academic Achievement
* * *
On the other hand, several studies have found positive
academic and other gains from implementing policies
and practices that promote physical activity and
nutrition. Researchers are continually ﬁnding that
students who are healthy and physically active are
more likely to be motivated, attentive, and successful
academically.34, 35 For example, a national study
conducted in 2008 of more than 5,300 elementary
school students found a small but signiﬁcant increase
in both math and reading test scores among girls who
spent the most amount of time in physical education
(P.E.) compared to girls who spent the least amount
of time in P.E.36 Another study conducted in 2005
included a systematic evaluation of the evidence
on the eﬀects of physical activity. The study found
that physical activity has a positive inﬂuence on
concentration, memory, and classroom behavior and
that the addition of P.E. to the curriculum can result in
small positive gains in academic performance.37

Although general awareness about obesity and its consequences have increased, in many cases long-term policies
and practices have not been adjusted or fully implement
to help prevent childhood obesity. For example, the latest ﬁndings from the third School Nutrition Dietary Assessment Study (SNDA-III), which is sponsored by the
USDA’s Food and Nutrition Service, shows that among
schools participating in the National School Lunch Program, only 6 percent oﬀered lunches that met all of the
School Meal Initiative (SMI) standards for energy, fat,
saturated fat, protein, Vitamin A, Vitamin C, calcium and
iron. Other SNDA-III ﬁndings showed that 42 percent of
schools did not oﬀer any fresh fruits or raw vegetables in
the reimbursable school lunch on a daily basis. In addition,
the study indicated that one or more sources of competitive foods, typically characterize as low-nutrient, energydense foods and beverages, were available in 73 percent of
elementary schools, 97 percent of middle schools and 100
percent of high schools.41 Additionally, a large number of
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students still do not receive opportunities to be physically
active, as 64 percent of high school students do not meet
their quota for daily recommended physical activity.42
To eﬀectively ﬁght and prevent obesity, policymakers
face a daunting challenge that requires action in

schools, communities, and in homes. Because schools
are singular entities where the interests of community,
families, and government intersect, we can start to
reverse the obesity epidemic by implementing and
enforcing positive policies and practices in schools
nationwide.

Principles of Obesity Prevention in the School Environment
Prevention, not treatment of obesity, is the goal of school interventions. In framing the childhood obesity
problem, prevention needs to be clearly differentiated from medical treatment for children who are
already obese.
Prevention requires small but consistent changes in schools. Normal-weight children need only small
daily changes to achieve a balance between calories consumed and calories expended through physical
activity.
Prevention requires environmental changes to achieve consistent effects. Most school-based programs
that focus solely on individual change have relatively small effects or no effect on obesity-related
behaviors, while programs that include environmental changes generally have larger effects.
A variety of environmental changes are needed in schools. No quick fixes or single policy solutions exist
for the school environment.
Prevention will be best served when children’s environments give them a variety of opportunities to
consume healthy food and to be physically active. An abbreviated logic model might be as follows:
The physical activity connection:

• If time is made for physical education and supervised recess, then kids are more physically active; and
• If they are more physically active, then they expend more calories and are closer to achieving an
energy balance.

The food environment connection:

• If schools limit competitive foods and provide appetizing school meals that meet dietary guidelines,
in appealing circumstances with sufficient time to eat, then they will consume appropriate calories
and come closer to achieving an energy balance.

The school environment:

• If schools have a healthy environment for eating and physical activity, and community and family

environments are also healthy, then children will achieve an energy balance and maintain healthy
weight.
Laura C. Leviton, Robert Wood Johnson Foundation43
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3. Policies to Promote Physical Education
and Activity

P

olicymakers can have a signiﬁcant impact on the
level of quality and quantity of physical education and activity in schools. The following model
policy is based on the best evidence and practices
in the ﬁeld. The goal is to create a culture or environment
in schools that promotes physical activity that will instill
students with an ethic that lends itself to being physically
active into adulthood. At the heart of any comprehensive
physical activity and education policy are three things:
1. Providing students with the knowledge and
skills necessary to remain physically strong and
healthy;
2. Providing opportunities for students to be active during the school day; and
3. Motivating students to be active on a daily basis
every day.
To these ends, education policymakers and leaders can
enact policies that promote multiple opportunities in

addition to physical education (P.E.) for students to be
physically active. Daily recess periods, promoting student and staﬀ walking or biking to school, and oﬀering
after-school intramural programs, interscholastic athletics, and other school-sponsored or community-based
sports and recreation programs are all ways in which
schools can contribute.

Physical Activity
A scientiﬁc consensus has emerged that every young
person needs to participate in at least 60 minutes of
moderate to vigorous physical activity daily.44 Given that
schools can provide multiple means by which students
can be active and that students are in school for a large
portion of the waking day, the Institute of Medicine
recommends that schools at every level should aim to
provide students with at least half of the total, or 30
minutes of physical activity every school day.45
Several strategies are available to policymakers and
school administrators to get students active. One of the
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most common is recess, which has social and cognitive
beneﬁts for younger children in addition to the positive eﬀects on physical health.46 Supporting intramural
and interscholastic sports, promoting physical activity
breaks during and between classes, and establishing
safe and accessible walk-to-school routes are other opportunities that schools have successfully implemented.
Policymakers need to note that many of these strategies
require teachers and staﬀ to be provided with professional development if they are to be successful.

Physical Education
P.E. has also played a strong role in keeping students active and teaching them skills; however, the current state
of inactivity of children requires that P.E. be more than
what it has been in years past. High-quality standardsbased P.E. now focuses on imparting the skills, knowledge, and motivation for children to remain active even
outside of school and into adulthood. Key components
of high-quality P.E. curriculum include: 47
• what being physically ﬁt means and the importance
of ﬁtness;
• how to interpret ﬁtness test results and use the information to develop scientiﬁcally based personal
ﬁtness goals;
• how to develop personal activity plans that include
enjoyable activities and sports to help achieve and
maintain personal ﬁtness goals;
• lessons about the safety issues and protocols that
exist within a variety of physical activities, ﬁtness
assessments, games, and sports; and
• principles of healthy weight management and reasons to avoid unhealthy weight loss practices.
Experts agree that P.E. should be oﬀered on a daily basis for grades PK-12 by certiﬁed instructional staﬀ that
is provided with consistent, high-quality professional
development opportunities. Additionally, many of the
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concepts in a standards-based P.E. curriculum can and
should be incorporated into the core curriculum (e.g.,
beneﬁts of physical activity in science class).

Body-Mass Index Screening
One of the most controversial issues facing policymakers
in regards to obesity prevention policy is body-mass index
(BMI) screening. Arkansas’ Act 1220 was the ﬁrst state
policy to mandate BMI screenings in school.48 The results
are kept conﬁdential and sent to the parents in a Child
Health Report that contains evidence-based guidance
for parents to help improve their child’s weight status,
tailored to the individual students’ BMI screening results.
The goal is not only for schools to identify students who
are or are at risk for becoming overweight or obese but
also to raise family and community awareness of the epidemic. Recent studies have found that many families of
overweight and obese children do not recognize that fact,
with most families underestimating the severity of their
child’s weight situation.49 Thus, BMI screening can prove
to be a powerful tool for both schools and families.
However, concerns about using mandatory BMI screenings have arisen. Many parents worry that their child, if
labeled as obese or overweight, will be subject to bullying
and harassment. A University of Arkansas study of the
Act 1220 policy has found that there has yet to be any
increase in teasing since the state implemented mandatory BMI measurement.50 Another issue to consider in
addition to the cost and logistics of implementing mandatory measurements is the use of the information once it
is collected. Some worry that this data could be used in
the future—for example, by insurance companies to deny
coverage, using overweight or obesity as a pre-existing
condition. Therefore, states and districts must seriously
consider the conﬁdentiality of the results of such measurements, and some may wish to consider implementing a
surveillance program instead of screenings where only a
random sample of students are measured and identities
are kept conﬁdential. While such a surveillance approach
fails to provide help for students who need it directly, the
data collected can inform schools and policymakers as to
which student populations are most in need of inter-
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vention. Whichever BMI measuring approach a state
or district chooses to take, the research is clear that follow-up with parent and student education is critical if
there are to be lifestyle changes.51
The following model policy provides a framework for
adopting an integrated policy that promotes physical
activity and education in schools. It addresses the issues

raised above and others that lay the groundwork for
creating a positive, health-promoting school environment. Policymakers are urged to use this model policy
as a guide in a collaborative policymaking process that
involves all stakeholders. Additional details and in-depth
discussion can be found in Fit, Healthy, and Ready to
Learn, Chapter D: Policies to Promote Physical Education
and Physical Activity.

Integrated Policy for Physical Education and Physical Activity
Note: Users will need to adapt this model policy to fit their unique education governance structure
and established policy format, particularly the phrases in italics.

GOALS. An active lifestyle at every age is essential to health, well-being and the enjoyment of life.
Every student shall develop the knowledge and skills necessary to perform a variety of physical
activities, maintain physical fitness, regularly participate in physical activity, understand the shortand long-term benefits of physical activity, and value and enjoy physical activity as an ongoing part
of a healthy lifestyle.
RATIONALE. All schools need to promote physically active lifestyles among young people for the
following reasons:
• through its positive effects on concentration, attention, mood, anxiety and stress, physical activity
can help increase students’ capacity for learning;
• the evidence is compelling that regular physical activity improves academic performance;
• physical activity has substantial health benefits for children and adolescents, including favorable
effects on endurance capacity, muscular strength, body weight, and blood pressure;
• regular physical activity reduces the risk of premature death in general and of heart disease,
high blood pressure, colon cancer, diabetes, and osteoporosis in particular; and
• positive experiences with physical activity at a young age help lay the basis for a person to
become physically active throughout life.

INTEGRATED POLICY. With guidance from the school health advisory council, each school
district/school shall develop and implement a multifaceted, integrated policy to encourage physical
activity that incorporates the following components:
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• a sequential program of physical education for all students on a daily basis in grades PK–12
that teaches knowledge, motor skills, goal-setting, self-management skills, and positive
attitudes; provides moderate to vigorous physical activity; promotes activities and sports that
students enjoy and can pursue throughout their lives; is taught by qualified, well-prepared,
and well-supported physical education specialists; and is coordinated with the health
education curriculum;
• adapted physical education lessons for students with disabilities or chronic health conditions;
• a sequential program of PK–12 health education that reinforces the knowledge and selfmanagement skills needed to maintain a physically active lifestyle, maintain a healthy weight,
and reduce time spent being sedentary;
• collaboration with community planning and public safety agencies to establish safe routes
for walking and biking to schools and promote active commuting by students and staff
members;
• daily periods of supervised recess in elementary schools, which may not be denied for
disciplinary reasons or to make up lessons;
• opportunities and encouragement for students to participate in before- and after-school physical
activity programs, including activity clubs, intramural sports, and interscholastic athletics that
equitably serve the needs and interests of all students;
• coordinated school and community recreation activities at times when school is not in session;
• opportunities and encouragement for staff members to be physically active;
• strategies to encourage students’ families to support their children’s participation in physical
activity and to be involved in program development and implementation;
• designation of one or more persons charged with operational responsibility for policy
implementation; and
• a plan to measure policy implementation fidelity and policy effectiveness.

EFFECTIVE DATE. Each district/school shall submit its integrated physical activity policy to whom
by date. The policy shall be implemented by date.
REPORT TO THE COMMUNITY. At the end of each school year, the physical education
coordinator/school health program coordinator/other shall submit an annual report to the school
health advisory council/board of education on the implementation and effectiveness of the physical
activity policy with recommendations for improvement. The report shall be posted on the Internet for
easy public access.

National Association of State Boards of Education

POLICY DEFINITIONS. Optional: Many state and local policies incorporate definitions of key terms.
• Active commuting: Modes of transportation to and from school that involve physical activity,
including walking, biking, skating, and rollerblading.
• Adapted physical education: Physical education programs that include guidance on how to
appropriately modify physical activities, equipment, and assessments for students with a disability
or chronic health condition in ways that provide them with the same instruction and opportunity to
develop skills that other students receive.
• Extracurricular activities: School-sponsored voluntary programs that supplement regular
education and contribute to the educational objectives of the school.
• Interscholastic athletics: Organized and coached individual and team sports that involve
competition between schools according to rules established by _________________.
• Intramural sports: Organized, supervised sports programs of within-school teams that provide
opportunities for all students to participate.
• Moderate physical activity: Physical exertion that is equivalent in intensity to brisk walking.
• Physical activity clubs: Organized or informal groups of students or staff who wish to pursue
shared interests in physical activities such as yoga, dance, aerobics, martial arts, weightlifting, or
active “exergames.”
• Physical education: A planned, sequential PK–12 program of curricula and instruction that
helps students develop the knowledge, attitudes, motor skills, self-management skills, and confidence
needed to adopt and maintain physically active lifestyles.
• Recess: Regularly scheduled periods within the school day for supervised physical activity and play.
• Regular physical activity: For youth ages 6-19, participation in moderate to vigorous physical
activity for at least 60 minutes per day on most, preferably all, days of the week.
• Vigorous physical activity: Physical exertion that makes a person sweat and breathe hard,
such as basketball, soccer, running, swimming laps, fast bicycling, fast dancing, and similar aerobic
activities.
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4. Policies to Promote Nutrition and Healthy
Eating

A

s with physical activity and education, policymakers can have a signiﬁcant impact on the
quality and nutrition of food available in schools
and the habits students form in their food
selection. The following model policy is based on the best
evidence and practices in the ﬁeld. The goal is to create a
culture or environment in schools that encourages students
to make healthy food choices now and into adulthood.
A comprehensive, integrated school nutrition policy
should include the following:
• the purpose and goals of school nutrition programs
and practices;
• guiding principles for school food service staﬀ, nutrition educators and professional pupil service staﬀ;

• standards for all food and beverages served or sold
at school and the conditions under which they are
served or sold; and
• responsibilities for implementation, accountability
and ongoing policy evaluation.

Federal Meal Programs
The goal of any nutrition policy should be to help students and staﬀ meet the Dietary Guidelines for Americans (DGA) developed by the U.S. Departments of
Agriculture (USDA) and Health and Human Services
(DHHS).* One excellent way to do this is encouraging participation in federal school meals programs,
which include the National School Lunch Program, the
National School Breakfast Program, and other federal

*The DGA are updated every ﬁve years by the Dietary Guidelines Advisory Committee, selected by both the USDA and DHHS, which is
composed of medical and scientiﬁc experts in the ﬁelds of dietary intake, human metabolism, behavioral change, and physical activity. The
Committee, which received public comment in addition to its own deliberations, reports its recommendations to both USDA and DHHS
for updating the DGA, which both agencies then use to create the new DGA. The next iteration of the DGA will be released in 2010.
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nutrition and meals programs. Participants are required
to adhere to the DGA, and evidence points to these
programs as being more eﬀective in providing students
with nutritious meals.52,53 Furthermore, these meals are
reimbursable and the rate of reimbursement for school
districts increases as the number of students participating increases, creating a win-win situation for students
and schools. A major issue facing schools, however, is
the fact many students, especially those eligible for free
or reduced-price meals, are not enrolling or participating in these programs.54 Thus, a key goal of any nutrition policy should be to increase participation in federal
school meals programs, including eﬀorts to assist families whose children are eligible for free- and reducedprice meals enroll in the program.

that will matter in the long run if students do not make
healthy food choices outside of the school setting. As a
recent study of 5th graders nationwide found, banning
sugary, high-calorie soft drinks alone only led to a 4 percent reduction in student consumption of these drinks.58
An American Dietetic Association (ADA) review of 12
rigorously evaluated school nutrition education programs found that nine had positive eﬀects and ﬁve had
a measurable impact on children’s weight status. The
researchers hypothesize that those programs that did not
correlate with positive impacts on students eating habits had insuﬃcient student exposure to the programs.59
Therefore, simply implementing a policy for foods in
schools is not enough to combat the obesity epidemic:
education must be a critical component.

Competitive Foods

Policymakers must note that traditional, knowledgebased programs and curricula have been found to be less
eﬀective (e.g., learning and memorizing the food pyramid) than behavior-directed programs and curricula.60
Such programs and curricula include components aimed
at changing group views and norms about eating healthy
foods, providing practical health information and strategies, changing personal values to support healthy lifestyles, and including families in the process.61,62 Policies
that support this type of integrated, behavioral-directed
education strategy are critical to the sustainability of
obesity prevention eﬀorts.

Addressing the problem of unhealthy competitive foods
in schools is another major concern nutrition policies
need to address. As much as one-ﬁfth of the average
increase in adolescent weight can be attributed to increased availability of junk food in schools.55 In 2006,
33 percent of elementary schools, 71 percent of middle
schools, and 89 percent of high schools either had a
vending machine or a school store, canteen, or snack
bar where students could purchase foods or beverages
in competition with the school meals program.56 Even
more schools sell foods and beverages á la carte (i.e., extra entrées, side items, and beverages on a per-item basis) in the cafeteria outside of the school meals program.
Although most schools have fruit available for sale, á
la carte items do not have to meet USDA nutrition
standards.57 Therefore, if schools are to make a serious
impact, provisions must be put into place that set nutritional standards for these competitive foods.

Nutrition Education
Policies should also include the provision of comprehensive, standards-based nutrition education that is integrated throughout the school curriculum. While providing students with healthy meals and limiting their access
to unhealthy competitive options are important, none of

Health Education
Nutrition education should not be taught as a distinct
program; rather, it should be one module within a greater comprehensive health education program. Student
health behaviors tend to be interrelated, and combined
messages can address multiple student health behaviors.
For example, adolescent smoking is linked to poorer diet
and unhealthy eating habits. Coupling tobacco prevention education with nutrition education can produce
positive spill-over eﬀects that beneﬁt both eﬀorts.63 Additionally, nutrition education and physical education
should be closely aligned to reinforce the importance of
the “calories-in/calories-out” energy balance equation
that is critical to maintaining healthy weight.
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The following model policy provides a framework for
adopting an integrated policy that promotes healthy
eating in schools. It addresses the issues raised above
and others that will lay the groundwork for creating a positive, health-promoting school environment.

Policymakers are urged to use this model policy as a
guide in a collaborative policymaking process that involves all stakeholders. Additional details and in-depth
discussion can be found in Fit, Healthy, and Ready to
Learn, Chapter E: Policies to Promote Healthy Eating.

Integrated Policy to Promote Healthy Eating
Note: Users will need to adapt this model policy to fit their unique education governance structure
and established policy format, particularly the phrases in italics.

GOAL. Schools share responsibility with families and the community to help students meet the
Dietary Guidelines for Americans. All schools shall encourage and provide opportunities for students
and staff members to practice making healthy eating choices on a daily basis, and shall educate
every student on essential knowledge and skills for a lifetime of healthy eating. Nutritious school
meals should be the main source of foods and beverages available at school; other foods and
beverages that may be available shall also provide necessary nutrients.

RATIONALE. The link between nutrition and learning is well documented. Healthy eating is
essential for students to achieve their academic potential, full physical and mental growth, and
lifelong health and well-being. Well-planned and implemented school meals programs have been
shown to positively influence students’ health, academic performance, and eating habits. The overall
school environment plays a significant role in teaching and modeling eating and health behaviors.
HEALTH-PROMOTING SCHOOL CULTURE. Each school, in consultation with the school
health advisory council/staff members/family representatives/student government, shall foster and
actively promote a safe, supportive, and health-promoting social environment for student growth
and learning. School leaders shall emphasize respect, support, caring, academic achievement, and
healthy lifestyles, and adopt a mission statement and code of conduct that includes expectations and
standards of behavior for students and staff. Teasing or bullying based on weight, body size, or other
personal attributes shall not be tolerated.
INTEGRATED POLICY. The state department of education/All school districts shall develop,
adopt, and implement a multifaceted, integrated policy to help students and staff members meet
the Dietary Guidelines for Americans and prepare students for a lifetime of healthy eating. The
integrated policy shall include the following elements:
• school meals programs with well-prepared staff who efficiently serve a variety of healthy and
nutritious meals that meet federal nutrition standards and appeal to students;
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• active encouragement for students and staff members to participate in reimbursable school
meals programs;
• pleasant dining areas with drinking water and hand-washing facilities;
• adequate time for unhurried eating;
• nutrition standards for all foods and beverages sold or offered at school that are not part of
reimbursable school meals programs;
• a sequential program of behavior-focused nutrition instruction that aims to influence students’
knowledge, attitudes, planning skills, and eating habits; is part of the comprehensive school
health education curriculum; is taught by qualified staff; and is coordinated with school meals
programs;
• encouragement and opportunities for school staff to model healthy eating habits;
• procedures to ensure that students with diabetes, special nutritional needs, eating disorders,
and other nutrition-related health problems are provided with or referred to appropriate
counseling or medical treatment services;
• collaboration with related agencies and programs in the community; and
• [Optional] procedures to screen students for weight disorders every year, with results and
recommendations for appropriate action provided confidentially to parents/guardians.

ACCOUNTABILITY. The state/tribal/district board of education and local school administrators
shall comply with the provisions of this policy and ensure proper accountability for all funds
received from food and beverage sales.
The Child Nutrition Director/School Nutrition Manager/School Health Program Coordinator/Team
Leader shall be held responsible for the following:
• ensuring the implementation of all elements of the integrated policy;
• providing information about best practices to staff implementing the policy;
• facilitating communication among child nutrition, physical education, school health program,
and other school staff as well as collaborating agencies;
• conducting policy evaluation activities, such as student, family, and staff satisfaction surveys; and
• submitting an annual progress report that includes recommendations for policy improvement to
the state board of education/district board of education/school health advisory council.
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5. Next Steps for Policymakers

T

he model policies contained within this
guide provide a solid foundation for states
and school districts to address many of the
issues around childhood obesity, but they are
only a ﬁrst step. The following are important next steps
for policymakers to consider after these policies have
been developed and approved.

Implementation of Local Wellness
Policies
On the surface, implementation is an obvious next step
for any policymaker to be concerned with, but given all
that schools are held accountable for under the No Child
Left Behind Act, it is easy for nutrition and physical activity and education policies to fall by the wayside. Therefore, it is imperative that policymakers ﬁnd ways to hold
state agencies, local school districts, and individual schools
accountable for properly implementing these policies.
Local wellness policies, mandated for all schools under
Section 204 of the Child Nutrition and Women, Infants,

and Children Reauthorization Act of 2004 (PL 108-265),
are required to have provisions addressing nutrition and
physical activity. Many states and districts have used Section 204 to push through school health and nutrition
policies where there either was little or no policy guidance
in place. However, as schools receive no incentive or penalty around local wellness policies, they often are ignored
or implemented only to meet the minimum standard as
required under the policy. Indeed, a nationwide survey of
school and community health professionals found that
at least 70 percent do not feel that schools are adequately
implementing wellness policies.64
One policy option is to integrate local wellness policies,
school nutrition policies, and school physical activity and education policies into the overarching school
improvement plan process. Arkansas, South Carolina,
and Rhode Island are three states that currently require
local wellness policies be addressed in this process. This
strategy places nutrition and physical activity on equal
standing with math, science, and reading in terms of
state accreditation and/or funding.65
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Other states have implemented public reporting requirements around local wellness policies that compel
districts to report on the progress of implementation not
only to the state department of education, but in some
cases to the general public as well.* In this way, districts
not only have to ensure they are implementing their
nutrition and physical education and activity polices but
also collect data on the eﬀects of such policies.66 Even if
the policies are not successful at the time, such data can
prove useful to policymakers in adapting current policies
to meet the challenges districts face.

Professional Development/Support
for Teachers and Staff
While it is relatively easy for policymakers to develop and
approve health-related policies and for those policies to be
implemented and assessed, school staﬀ and administrators are left with the challenge of actually ﬁnding a way
to meet those expectations without compromising their
core academic mission. Therefore, it is imperative for
policymakers to provide ample opportunities via funding and/or directives to the department of education
for teachers, school support staﬀ, and administrators to
receive professional development around the provision
of quality physical education, physical activity, nutrition,
and nutrition education. For many, these areas and the
best practice strategies for providing these services and
opportunities to students were not part of their training.
Professional development, then, is not only needed to
impart the skills necessary for school staﬀ to properly and
successfully implement policy, but to improve staﬀ and
administrator conﬁdence in being able to do so without
undue stress on their core responsibilities.

Engaging Families and Communities
While schools play a key role in combating the obesity
epidemic, they cannot singlehandedly reverse it. Parents
and the community at-large have a major responsibility
for developing the habits of children, as any progress
made in schools can easily be undone as soon as students
step oﬀ campus. Education policymakers can encourage
and provide guidance to schools as they oﬀer parent education programs around nutrition and physical activity
and partner with community organizations (especially
those that work extensively with at-risk student populations) to provide before- and after-school opportunities
for physical activity and nutrition.
One successful strategy for community and parental
partnership has been the implementation of school
health advisory councils. These councils are comprised
of school administrators, teachers, school staﬀ, parents,
public health community members, and others from the
community at-large. They oﬀer a forum for open dialogue in addressing health and safety issues for schools,
and provide recommendations to school boards to address the issues particular to each school and school
district. They also can act as an oversight committee for
the implementation and evaluation of school nutrition,
physical activity, and other critical health policies.
These recommendations will provide the foundation
for improved services and results for the nation’s youth
as we move further into the 21st century. It is vital not
only to the health and success of our children but that of
the entire nation that policymakers seriously undertake
the challenge of reversing the obesity epidemic.

*Alabama, Florida, Kentucky, Indiana, New Mexico, Mississippi, and Tennessee have state requirements for local accountability for the
implementation of local wellness policies; Colorado, Kansas, New Jersey, New Mexico, Pennsylvania, North Carolina, Hawaii, and
Maryland require state-level review and evaluation of local wellness policies; and Kentucky, Nevada, North Carolina, Oklahoma, and
Tennessee require school districts to regularly report to the state on the implementation of local wellness policies.

22

Preventing Childhood Obesity: A School Policy Guide

Endnotes
1.

C. L. Ogden, M. D. Carroll, and K. M. Flegal, “High
Body Mass Index for Age Among US Children and
Adolescents, 2003-2006,” Journal of the American Medical
Association, 299, no. 20 (2008):2401-2405.

2.

U.S. Census Bureau, “Resident Population Projections
by Sex and Age 2005 to 2050,” Statistical Abstract of the
United States, 2006. Table 12; Ogden, et al., “High Body
Mass Index for Age.”

3.

Ogden et al., “High Body Mass Index for Age”; C. L.
Ogden, M. D. Carroll, L. R. Curtin, M. A. McDowell,
C. J. Tabak, and K. M. Flegal, “Prevalence of Overweight
and Obesity in the United States, 1999-2004” Journal
of the American Medical Association 295, April 5, 2006:
1549–1555.

4.

U.S. Surgeon General, “Overweight and Obesity: Health
Consequences,” online at www.surgeongeneral.gov/topics/obesity/
calltoaction/fact_consequences.htm, accessed March 23, 2009.

5.

Ogden et al., “High Body Mass Index for Age.”

6.

J. F. Bogden, How Schools Work and How to Work with
Schools: A Primer for Professionals Who Serve Children and
Youth (Alexandria, VA: National Association of State
Boards of Education, 2003).

7.

Ogden et al., “Prevalence of Overweight.”

8.

H. Wechsler, M.L. McKenna, S.M. Lee, and W.H. Dietz,
“The Role of Schools in Preventing Childhood Obesity,”
State Education Standard 5, no. 2 (2004): 4-12.

9.

R. W. Kavey, S. R. Daniels, R. M. Lauer, D. L. Atkins, L.
L. Hayman, and K. Taubert, “American Heart Association
Guidelines for Primary Prevention of Atherosclerotic
Cardiovascular Disease Beginning in Childhood,” AHA
scientiﬁc statement, Circulation 107 (2003): 1562.

10. P. Belluck, “Child Obesity Seen as Warning of Heart
Disease,” New York Times, (Nov. 11, 2008), A16.
11. K. F. Ferraro, R. J. Thorpe, Jr., and J. A. Wilkinson,“The
Life Course of Severe Obesity: Does Childhood Overweight
Matter?” Journals of Gerontology Series B: Psychological
Sciences and Social Sciences 58 (2003): S110-S119.
12. D. S. Freedman, L. K. Khan, W. H. Dietz, S. R.
Srinivasan, and G.S . Berenson, “Relationship of

Childhood Obesity to Coronary Heart Disease Risk
Factors in Adulthood: The Bogalusa Heart Study,”
Pediatrics 108, no 3 (2001): 712-18.
13. H. Wechsler, et al. “The Role of Schools in Preventing
Childhood Obesity,”
14. Institute of Medicine Committee on Prevention of
Obesity in Children and Youth, Preventing Childhood
Obesity: Health in the Balance, J. P. Koplan, C. T.
Liverman, and V. A. Kraak, eds. (Washington, DC:
National Academies Press; 2005).
15. K. M. V. Narayan, J. P. Boyle, T. J. Thompson, E. W.
Gregg, and D. F. Williamson, “Eﬀect of BMI on Lifetime
Risk for Diabetes in the U.S.,” Diabetes Care 30, no. 6
(2007): 1562-1566.
16. Centers for Disease Control and Prevention, “National
Diabetes Fact Sheet: General Information and National
Estimates on Diabetes in the United States, 2005,”
available online at apps.nccd.cdc.gov/ddtstrs/FactSheet.aspx.
17. P. Roberts, The End of Food (New York: Houghton
Miﬄin, 2008).
18. K. M. V. Narayan, J. P. Boyle, T. J. Thompson, S. W.
Sorensen, and D. F. Williamson, “Lifetime Risk for
Diabetes Mellitus in the United States,” Journal of the
American Medical Association 290, no. 14 (2003): 18841890.
19. W. D. Marder and S. Chang, Childhood Obesity: Costs,
Treatment Patterns, Disparities in Care, and Prevalent
Medical Conditions (Stamford, CT: Thomson Medstat,
December 5, 2005).
20. Institute of Medicine Committee on Prevention of
Obesity in Children and Youth, Preventing Childhood
Obesity: Health in the Balance, J.P. Koplan, C.T. Liverman
and V.A. Kraak, eds. (Washington, DC: National
Academies Press; 2005).
21. Childhood Obesity: Costs, Treatment Patterns, Disparities
in Care, and Prevalent Medical Conditions, Thomson
Medstat Research Brief (2006), available online at www.
medstat.com/pdfs/childhood_obesity.pdf.
22. Centers for Disease Control and Prevention, “Economic
Consequences” (online document updated May 22,
2007), available at www.cdc.gov/nccdphp/dnpa/obesity/economic_
consequences.htm.

23

National Association of State Boards of Education

23. Kaiser Family Foundation, Health Care Costs: A Primer:
Key Information on Health Care Costs and Their Impact
(Menlo Park, CA: author, 2007).
24. Ibid.
25. Council of State Governments, Childhood Obesity Tool
Kit (Lexington, KY: author, 2007).
26. Kaiser Family Foundation, Health Care Costs: A Primer,
chart based on data from the U.S. Centers for Medicare
and Medicaid Services.
27. E. A. Finkelstein, I. C. Fiebelkorn, G. Wang, “National
Medical Spending Attributable to Overweight and
Obesity: How Much, and Who’s Paying?” Health Aﬀairs
Web Exclusive (2003).
28. A. B. Geier, G. D. Foster, L. G. Womble, J. McLaughlin,
K. E. Borradaile, J. Nachmani, S. Sherman, S.
Kumanyika, and J. Shults, “The Relationship Between
Relative Weight and School Attendance Among
Elementary Schoolchildren,” Obesity 15 (2007): 21572161.
29. Institute of Medicine, Preventing Childhood Obesity.
30. Associated Press, “Obesity Cited as Elementary School
Absenteeism Predictor” (August 12, 2007). Cited by
Healthﬁnder.gov.
31. American Association of University Women Educational
Foundation, Hostile Hallways: Bullying, Teasing, and Sexual
Harassment in School (Washington, DC: author, 2001).
32. P. Fonagy, S. W. Twemlow, E. Vernberg, F. C. Sacco,
and T. Little, “Creating a Peaceful School Learning
Environment: The Impact of Anti-Bullying Programs on
Educational Attainment in Elementary Schools,” Medical
Science Monitor 11 (2005): 317-325.
33. S. M. Shore, M. L. Sachs, J. R. Lidicker, S. N. Brett,
A. R. Wright and J. R. Libonat, “Decreased Scholastic
Achievement in Overweight Middle School Students,”
Obesity 16 7 2005: 1535–1538.
34. Council of Physical Education for Children, “Physical
Education is Critical to a Complete Education,” Position
paper of the National Association for Sport and Physical
Education (July 2001).
35. J.B. Grissom, “Physical Fitness and Academic

Achievement,” Journal of Exercise Physiology Online 8, no.
1 (2005): 11-25.
36. S. A. Carlson, J. E. Fulton, S. M. Lee, L. M. Maynard,
D. R. Brown, H. W. Kohl, W. H. Dietz, “Physical
Education and Academic Achievement in Elementary
School: Data from the Early Childhood Longitudinal
Study,” American Journal of Public Health 98, no. 4
(2008): 721-7.
37. W. B. Strong, R. M. Malina, C. J. R. Blimkie, S. R.
Daniels, R. K. Dishman, B. Gutin, A. C. Hergenroeder,
A. Must, P. A. Nixon, J. M. Pivarnik, T. Rowland, S.
Trost, and F. Trudeau, “Evidence Based Physical Activity
for School-Age Youth,” Journal of Pediatrics 146 (2005):
732-737.
38. Centers for Disease Control and Prevention, “Guidelines
for School and Community Programs to Promote
Lifelong Physical Activity among Young People,”
Morbidity and Mortality Weekly Report 46, RR-6 (March
7, 1997).
39. R. Bailey, “Physical Education and Sports in Schools:
A Review of Beneﬁts and Outcomes” Journal of School
Health 76, no. 8 (October 2006): 397-401.
40. J. L. Brown, W. H. Beardslee, D. Prothrow-Stith,
“Impact of School Breakfast on Children’s Health and
Learning” (Cambridge, MA: Harvard School of Public
Health, 2008).
41. E. Condon, M. K. Crepinsek, and M. K. Fox, “School
Meals: The Types of Foods Oﬀered to and Consumed by
Children at Lunch and Breakfast,” Journal of the American
Dietetic Association 109, suppl. 1 (2009).
42 L. C. Leviton, “Children’s Healthy Weight and the
School Environment,” Annals of the American Academy of
Political and Social Science 615, no.1 (2008): 38-55.
43 Ibid.
44. W. B. Strong, R. M. Malina, C. J. R. Blimkie, S. R.
Daniels, R. K. Dishman, B. Gutin, A. C. Hergenroeder, A.
Must, P. A. Nixon, J. M. Pivarnik, T. Rowland, S. Trost, and
F. Trudeau, “Evidence-Based Physical Activity for SchoolAge Youth,” Journal of Pediatrics 146 (2005): 732-737.
45. Institute of Medicine Committee on Prevention of Obesity
in Children and Youth, Preventing Childhood Obesity.

24

46. National Association of State Boards of Education, “Recess
and Playtime,” Policy Update 16, no. 6 (May 2008).
47. Centers for Disease Control and Prevention, Physical
Education Curriculum Analysis Tool (Atlanta, GA: CDC,
2006).
48. State of Arkansas, “Act 1220 of 2003: An Act to Create
a Child Health Advisory Committee; to Coordinate
Statewide Eﬀorts to Combat Childhood Obesity and
Related Illnesses; to Improve the Health of the Next
Generation of Arkansans; and for Other Purposes” (2003).
49. A. J. Nihiser, S. M. Lee, H. Wechsler, M. McKenna, E.
Odom, C. Reinold, D. Thompson, and L. GrummerStrawn, “Body Mass Index Measurement in Schools,”
Journal of School Health 77, no. 10 (December 2007):
651-671.
50. R. A. Krukowski, D. S. West, N. J. Siddiqui, Z. Bursac, M.
M. Phillips, and J. M. Raczynski, “No Change in WeightBased Teasing When School-Based Obesity Policies
are Implemented,” Archives of Pediatric and Adolescent
Medicine 162, no. 10 (October 2008): 936-942.
51. J. M. Raczynski, M. Phillips, et al., Year Three Evaluation:
Arkansas Act 1220 of 2003 to Combat Childhood Obesity
(Little Rock, AR: University of Arkansas for Medical
Sciences, College of Public Health, 2006).
52. A. Gordon and M. K. Fox, School Nutrition Dietary
Assessment Study III: Summary of Findings (Alexandria,
VA: Food and Nutrition Service, U.S. Department of
Agriculture, 2007).
53. A. Rainville, “Nutritional Quality of Reimbursable
School Lunches Compared to Lunches Brought from
Home in Elementary Schools in Two Southeastern
Michigan Districts,” Journal of Child Nutrition and
Management 25, no. 1 (Spring 2001): 13-18.
54. Gordon and Fox, School Nutrition Dietary Assessment
Study.
55. P. M. Anderson and K. F. Butcher, “Reading, Writing,
and Raisinets: Are School Finances Contributing to
Children’s Obesity?” National Bureau of Economic
Research Working Paper Series (Cambridge, MA: NBER,
March 2005).

Preventing Childhood Obesity: A School Policy Guide

56. Centers for Disease Control and Prevention, State-Level
School Health Policies and Practices: A State-by-State
Summary from the School Health Policies and Programs
Study, 2006 (Atlanta: U.S. Department of Health and
Human Services, 2007).
57. School Nutrition Association, School Nutrition Operations
Report: The State of School Nutrition 2007 (Alexandria,
VA: School Nutrition Association/School Nutrition
Foundation, 2007).
58. M. M. Fernandes, “The Eﬀect of Soft Drink Availability
in Elementary Schools on Consumption,” Journal of the
American Dietetic Association 108, no. 9 (2008).
59. American Dietetic Association, “Position Statement
of the American Dietetic Association on Individual-,
Family-, School-, and Community-Based Interventions
for Pediatric Overweight,” Journal of the American
Dietetic Association 106, no. 6 (June 2006): 925-945.
60. Centers for Disease Control and Prevention, Health Education Curriculum Analysis Tool (Atlanta, GA: CDC, 2007).
61. Ibid.
62. M. Briggs, S. Safaii, and D. L. Beall, “Nutrition
Services: An Essential Component of Comprehensive
School Health Programs,” Joint position statement
of the American Dietetic Association, Society for
Nutrition Education, and American School Food Service
Association, Journal of Nutrition Education and Behavior
35, no. 2 (March/April 2003): 57-67.
63. N. I. Larson, M. Story, C. L. Perry, D. NeumarkSztainer, and P. J. Hannan, “Are Diet and Physical
Activity Patterns Related to Cigarette Smoking in
Adolescents? Findings from Project EAT,” Preventing
Chronic Disease 4, no. 3 (July 2007).
64. Action for Healthy Kids. Progress or Promises? What’s
Working For and Against Healthy Schools (Skokie, IL:
author, 2008).
65. C. Pekruhn and J. Bogden. Issue Brief: State Strategies to
Support Local Wellness Policies (Alexandria, VA: National
Association of State Boards of Education, Oct. 2007).
66. Ibid.

