The RMC Health Educator

A national publication featuring practical strategies and best practices
Volume 7 - Number 2 - Winter 2006/2007

Using Stories to Describe Success

by Karen Connell, Director of Coordinated School Health Programs, Colorado Department of Education,
and Donna Duffy, Vice President, Rocky Mountain Center for Health Promotion and Education

"j'torytelling is the most powerful way to
put ideas into the world today.”
—Robert McKee

Columbine  Elementary School in
Woodland Park, Colorado decided to
schedule recess before lunch to allow
students an opportunity to eat in a
more relaxed manner. Their rationale:
when students don’t rush through
lunch to get to recess, they eat more
and waste less. Staff also wanted to
decrease the number of disciplinary
referrals that were occurring during
lunch recess. A challenge arose as
a result of the new schedule—10%
of the students that finished eating
early became mildly disruptive. To
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resolve this issue, books and games
were provided in the cafeteria as an
alternative activity for those students
who had finished their lunches
before the lunch period was over.
The initiative was successful. The
amount of food thrown away by
students decreased 15% over a six-
month period. Additionally, discipline
referrals during lunch recess decreased
20%, leading staff to believe the
schedule change was beneficial for
both students and staff. Teachers
reported that student engagement
improved after the schedule change
to recess before lunch, a change that
they anticipate will lead to increased
student achievement over time.

Humans are made of stories. We live
them, breathe them, understand them,
remember them. The act of telling a story
has woven together people, experience
and cultures throughout the ages. And
now, in this age of instant communication,
telling stories to describe success is
receiving increasing attention in the
business and education arenas. What is
new today about the art of telling stories is
the purposeful use of narrative to describe
practical outcomes with individuals,
organizations, and communities.

When you read the story of Columbine
Elementary School, were you emotionally
drawn in to that school and lunchroom?
Were you able to visualize those young
students hurrying through lunch to get
outside and play? Perhaps you even
nodded your head in appreciation of the
staff’s challenges and solutions. Ideally,
your mind raced ahead to consider ways

this success story might be retold in your
own school. Success stories can spark
actions that lead to a different future for
schools, staff, and students.

Balancing Anecdotal Information with Formal Data

Schools in many states have adopted
success stories as a method for sharing
information about their coordinated
school health programs. An Internet
search for “school success stories”
yielded over 14,000 hits! Given the
interest in writing and sharing success
stories, it’s helpful to consider the value
that anecdotal information adds to our
research and evaluation efforts. Anecdotes
are powerful tools that can be used to
increase understanding, guide efforts,
and help make decisions. Anecdotal
information is not a replacement for, but
a complement to, formal research and
evaluation data.

Anecdotal information deepens our
understanding of how coordinated school
health programs are envisioned and
implemented at the local level. It provides
clues about where the coordinated school
health “movement” may be headed, most
notably by providing information ahead
of formal data collection. The process of
gathering success stories puts us in direct
contact with people facing challenges
and coming up with innovative solutions.
The information enables us to critically
examine the formal data and provides a
view of coordinated school health that
formal methods may miss.

However, anecdotes are just one aspect
of a success story. They are casual
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observations or indications rather than
rigorous or scientific analysis. Used in
isolation, anecdotes may be misleading
and provide incomplete or inaccurate
information. Furthermore, veracity —of
anecdotes is dependent on the credibility
of the person providing the information.
Often, evaluators utilize anecdotes to
supplement traditional data sources such
as surveys and interviews. Although
anecdotal information is not scientific,
it may invite more rigorous study of
coordinated school health programs.

What’s in a Success Story?

CDC has developed criteria for writing a
success story, adapted from the Preventive
Health and Health Services Block Grant
Success Story Criteria. CDC's success sto-
ry criteria include four components: title,
public health problem, program/activity,
and impact. The most effective success
stories will balance anecdotal information
with measurable outcomes.

The next section of the success story
describes the program or activity
that was designed to respond to the
identified problem. Answer all the who,
what, when, where, and how questions
in this section. For example, who was
involved? What steps were taken to
implement the program? When and
where did the program take place?
How was it monitored? Provide enough
information to give the reader a thorough
understanding—avoiding  unnecessary
details. Here’s an example:

Orchard Mesa Middle School in Mesa,
Colorado discovered an easy way to
motivate staff to achieve weight loss
in a 49-day period. E-mails and fliers
were sent to all staff inviting them to
join a “Get Fit” contest. Two awards
of $100 were offered: $100 to the
person who lost the most weight by
comparing the percentage of the be-
ginning and ending bulk; and $100 to
the person who lost the most inches
by comparing the percentage of be-
ginning and ending girth. Individuals

Many people decide
whether or not to read
an article or story based
on the catchiness of the
title. An effective title
contains  verbs and
action, avoids jargon,

hen you share your
story,
“buzz”, and begin to
change social norms.

who  participated
were not given a
prescribed  weight
loss program; in-
stead, they were
allowed to choose
their own method.

you  create

and pulls the reader
deeper into the story. Consider which
of these titles would be more likely to
capture a reader’s attention: “Local
School Adopts Staff Wellness Program”
versus “School Staff on the Move!”

Describing the public health/school
problem provides context for the
remainder of the story. Here’s an
example of a strong lead-in: “St. Vrain
Valley students came back to school last
fall to an Xtreme lunch makeover. The
community determined that nobody was
going to super-size their kids, at least not
while they were in school.” Following an
engaging lead-in, describe the problem,
who is impacted, and the extent and
consequences of the impact. This is the
time to be specific rather than providing
general information. If you can hook the
reader’s emotions by making the problem
compelling and real, all the better.
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A trainer donated
his time before the start of school
in January to weigh and measure 19
staff members. The trainer also cre-
ated a chart that listed all measure-
ments by staff name and provided
a goal sheet to each staff member.
In March, the trainer returned to re-
weigh and re-measure.

The impact section is your opportunity to
report on the outcomes of the project. The
following example from Denver Public
Schools provides specific outcomes and
avoids broad, sweeping statements.

“Within the seven study schools, class
time recorded as spent in activity
increased from 29% at pre-test to
an average of 66% at post-test—an
increase of 37%. A significant
increase was also seen from pre-
to post-test in how many teachers

encouraged their students during
class to be physically active outside
of the classroom. Whereas only 3 of
11 (27%) encouraged their students
to be physically active outside at the
pre-test time point, all 11 (100%)
encouraged this at the post-test time
point. “

Finally, pay attention to the terms
and formatting in your story. Did you
use jargon or acronyms that might
be unfamiliar to readers? How’s the
formatting? Does it make the story easy
to read with multiple paragraphs, bullets
and white space? Either at the beginning
or end, include contact information for
those who want to go deeper into the
story.

Get the Story Out......Start the Commotion!

Once you have your story, with some
measurable outcomes, it’s time to share
it. Marketing your success is important to
create buy-in from your constituents and
continue to raise awareness about the links
between health and positive educational
outcomes. Start the commotion! When
you share your story, you create “buzz”,
and begin to change social norms.
Remember, we are selling a “social”
product rather than a consumer product,
so successes are key in motivating others
to make personal changes.

The marketing of your success story is a
three-step process:

1. Identify your audience
2. Define your message
3. Develop a marketing strategy

First, think about your audience and
make a list of groups. Who do you want
to reach? What do you want to tell them?
Why should they care? Likely groups to
begin sharing with are the local health
advisory council members, the district
accountability team, the school board,
your school staff and administration, your
parents, and your students.

Second, define your message. You have
some great outcomes! What would
your audience like to know? What
do they absolutely need to know?
Start by saying it in a paragraph, then
25 words, then 10 words. Can it be
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communicated succinctly? Remember to
stay “on message” and stress the value of
coordination.

Get Your Story Out!

Once you've written a success story, don’t tuck it away on a bookshelf or in a file
folder. Your story is a valuable resource that can be marketed to a variety of audiences.
This “Marketing Brief” can help guide your efforts in reaching out to target audiences

Third, develop a marketing plan for each
group you want to reach. What is the

best way to reach them? What type of
information will be most useful (outcome
summaries, data, or links between health
and education, for example)? What style
of information will be most helpful for
them (print materials, PowerPoint, one-
on-one meetings, phone calls and emails,
or group presentations, for example)?
Who can help get your story out to
more people (school newsletter, local
media, local community groups, radio
public service announcements, and local
newspapers, for example)? Be sure to
identify who will contact each group and
a timeline to “start the commotion”.

Let the commotion begin!

AN

IWant To Know More?

Would you like to read
success stories from other
schools/districts across the
U.s.?

Visit our website and look
for the “Success Stories”
link. There you’ll find links to
websites that offer a variety
of stories that illustrate
how others have achieved
success.

WWW.rme.org
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with tailored messages.

Marketing Brief

Goal:

Target Audience:

Who do you want to reach?

Contact Information:

Key Messages:

What do you want to tell them?

Why should they care?

Strategy:

Timeline;

Who is responsible for implementation?




Roadmap to Implementing Coordinated
Jchool Health: The Colorado Model

Over the past three years, Colorado has
emerged as a leader in implementing
coordinated school health programs.
Across the state there are currently 60+
school-level coordinated school health
teams representing 14 school districts,
including Colorado’s two largest school
districts. Nine of these districts are
funded by the Colorado Department of
Education through a CDC infrastructure
grant. Five districts receive funding from
the Colorado Department of Public
Health and Environment, Steps to a
Healthier Colorado. Additional funding is
provided through the Kaiser Permanente
“Thriving Communities” Initiative.

Given this growing level of interest in
coordinated school health in Colorado,
a multi-agency team has begun
developing a Colorado-specific model
(the “Roadmap”) for implementing
coordinated school health at the building
level. The team includes staff from the
Colorado Department of Education, the
Colorado Department of Public Health
and Environment, Rocky Mountain
Center for Health Promotion and
Education and the Center for Research
Strategies. Our goal is to create a step-by-
step guide for schools that is user-friendly,
based on best practices, and grounded in
our collective experience in Colorado
over the past three years. The Roadmap
will include resource links as well as
tools for planning, documenting process,
evaluating progress and describing
successes. CDC'’s School Health Index is
used as the foundation for developing a
school health improvement plan.

The Roadmap is built around four distinct
phases:
1) establishing a team;
2) developing a School
Improvement Plan;
3) implementing the plan; and
4) achieving.

Health
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Each phase includes specific steps in a
recommended sequence, and a checklist
to determine when the step has been
completed. The completion of each step
can be viewed as an endpoint unto itself.
From that perspective, each step and
each phase represent a level of realized
success, with step four, achieving,
representing the highest level of success
where teams are able to report outcomes.
When the Roadmap is completed, it will
be available to school teams statewide
that wish to create a coordinated school
health team.

Phase 1: Establishing a Coordinated School
Health (CSH) team in your building

Get administrative buy-in.
[dentify team leader(s).

Assemble a team representing all
eight components.

Some members of the team attend a
coordinated school health training.

The team completes the School
Health Index.

Phase 2: Developing a School Health
Improvement Plan (SHIP)

The coordinated school health team
reviews the School Health Index results
and identifies the lowest scoring items
and modules.

The coordinated school health team
solicits input about the development
of the School Health Improvement
Plan from other building staff.

The coordinated school health team
starts drafting a School Health
Improvement Plan (SHIP).

The coordinated school health team
researches best practices for imple-
menting the SHIP.

The coordinated school health team
completes the School Health Im-
provement Plan by writing action
steps based on best practices.

The coordinated school health team
obtains approval from building
administration to implement the
School Health Improvement Plan.

The coordinated school health team
meets regularly to conduct CSH
business.

Team leader(s) submit documentation
of their progress to appropriate
person(s).

Phase 3: Implementing the School Health
Improvement Plan (SHIP)

The coordinated school health team
meets 3-4 times per year to work on
the School Health Improvement Plan.

The coordinated school health team
starts collecting data.

The coordinated school health team
documents  progress and shares
successes.

Phase 4: Achieving outcomes and Improving
School Health

The coordinated school health team
continues to implement the plan.

The coordinated school health team
starts to measure outcome objectives
(e.g., are you achieving your school-
and student-level outcomes.

The coordinated school health team
continues to report progress and write
success stories.

The coordinated school health team
updates the School Health Index and
repeats Phases 2, 3 and 4.

A




Make a Difference at Your School!

CDC Resources Can Help You Implement Strategies to Prevent Obesity Among Children and Adolescents

Source: Centers for Disease Control and Prevention, Division of Adolescent and School Heatlh

The Impact of Obesity

besity is increasing rapidly in the
UUnited States, affecting adults and

children and people of all races,
ethnicities, and income levels.

Since 1980, the percentage of overweight
children ages 6 to 11 has doubled, and
the percentage of overweight adolescents
ages 12 to 19 has tripled. Childhood
obesity has both immediate and long-
term serious health impacts.

B In some communities almost half
of pediatric diabetes cases are
type 2 diabetes, which was once
believed to affect only adults.

B In one large study, 61% of over-
weight 5-to10-year-olds already
had risk factors for heart disease,
and 26% had two or more risk fac-
tors for the disease.

B Overweight children have a greater
risk of social and psychological
problems such as discrimination
and poor self-esteem.

B Overweight children have a 70%
chance of being overweight as
adults — facing higher risks for
many diseases such as heart dis-
ease, diabetes, stroke, and several
types of cancers.

The costs of treating obesity-related
diseases are staggering and rising rapidly.
Direct health costs rose from $52 billion
in 1995 to $75 billion in 2003.

Good eating habits and regular physical
activity are critical for maintaining a
healthy weight. Unfortunately, less than
25% of adolescents eat enough fruits and
vegetables each day. More than a third of
students in grades 9-12 do not regularly
engage in vigorous physical activity.
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The Role of Schools in Preventing
Childhood Obesity

Reversing the obesity epidemic requires
a long-term, well-coordinated approach
to reach young people where they
live, learn, and play. Schools have a
big part to play. Working with other
public, voluntary, and private sector
organizations, schools can play a critical
role in reshaping social and physical
environments and providing information,
tools, and practical strategies to help
students adopt healthy lifestyles.

B More than 95% percent of young
people are enrolled in schools.

B Students have the opportunity to
eat a large portion of their daily
food intake and to be physically
active at school.

B Schools are an ideal setting for
teaching young people how to
adopt and maintain a healthy,
active lifestyle.

B Research has shown that well-
designed, well-implemented school
programs can effectively promote
physical activity and healthy eating.

B Emerging research documents the
connections between physical
activity, good nutrition, physical
education and nutrition programs,
and academic performance.

Ten Strategies for Schools to Promote
Physical Activity and Healthy Eating

The Centers for Disease Control and
Prevention (CDC) reviews scientific
evidence to determine which school-
based policies and practices are most
likely to improve key health behaviors
among young people, including physical
activity and healthy eating. Based on

these reviews, CDC has identified 10
strategies to help schools prevent obesity
by promoting physical activity and
healthy eating.

Building the Foundation

Strategy 1: Address physical activity and
nutrition through a Coordinated School
Health Program (CSHP).

Strategy 2: Maintain an active school
health council and designate a school
health coordinator.

Strategy 3: Assess the school’s health
policies and programs and develop a
plan for improvement.

Strategy 4: Strengthen the school’s nutri-
tion and physical activity policies.

Taking Action

Strategy 5: Implement a high-quality
promotion program for school staff.

Strategy 6: Implement a high-quality
course of study in health education.

Strategy 7: Implement a high-quality
course of study in physical education

Strategy 8: Increase opportunities for
students to engage in physical activity

Strategy 9: Implement a quality school
meals program.

Strategy 10: Ensure that students have
appealing, healthy choices in foods and
beverages offered outside of the school
meals programs.

CDC and its partners have developed
user-friendly tools that help schools
effectively implement each of the
strategies.

To access these tools and learn more
about preventing obesity among children
and adolescents, please vist:

http://www.cdc.gov/Healthy Youth/

KeyStrategies
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Tantalizing Tips for New Year's
Resolutions at the Office
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@Ul health goal every day. Y

Takel2 trips up and down the staifs. |—|_I_

> Make 3 healthy food choices.

)
Jt-r-e-t-c-h 4 times,

Give someone a high S for their efforts

SN2

Ly Bet outside for [ deep breaths of fresh air.

Drink 8 glosses of water every duy.-

ﬁrk ot least 9 spaces away from your building. .

Laugh 10 times a day!




RMC Awarded
New CDC Contract

RMC is the winner of a new five-
year  $2,893,037 contract with
the Centers for Disease Control
and Prevention (CDC), Division
of Adolescent and School Health
(DASH).  Through  this  contract,
RMC staff will provide evaluation
technical assistance (ETA) to education
agencies and  non-governmental
organizations funded by CDC-DASH
to implement adolescent and school
health programs. As members of the
CDC-DASH Evaluation Team, RMC
staff will work to strengthen CDC-
DASH funded partners’ capacities in
program evaluation through intensive
evaluation technical assistance, the
development and dissemination of
evaluation resources, and evaluation
trainings.

RMC also houses the Professional
Development Partnership, the CDC-
DASH contract for strengthening the
capacity of funded partners to provide
professional development. By working
in tandem, the two RMC projects
will be able share information and
resources to better serve the needs of
CDC-DASH-funded partners and the
CDC-DASH mission of preventing
the most serious health risk behaviors
among children, adolescents, and
young adults.

Dr. Pat Lauer, RMC Evaluation Director,
will direct the ETA project. Other RMC
staff with contract responsibilities
include Ms. Tracy Harnetiaux,
elLearning/Professional Development
Consultant; Ms. Jill Elnicki, Evaluation
Consultant;  Ms. Anne  Milliken,
Resource Specialist; and Ms. Carolyn
Horcher, Administrative  Assistant.
RMC anticipates hiring an additional
evaluator to assist with the ETA project.
Questions about the contract can be
directed to Pat Lauer (patl@rmc.org).

A
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Anne Zanders, Project Director
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