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ABSTRACT 

 

Background: The whole school, whole community, whole child (WSCC) model provides a 

framework for schools to support student health and academic achievement, however, 

implementation is a complex organizational change requiring the collective efforts of the school 

organization to be successful. Over half of all failed complex organizational change efforts, such 

as WSCC implementation, can be attributed to a lack of readiness. The ability to accurately 

assess school organizational readiness to implement the WSCC can improve preparation and 

processes necessary to promote successful and sustainable change. 

Purpose: The purpose of this study was to develop and validate a theory of organizational 

readiness for change (TORC)-based instrument to assess school organizational readiness to 

implement actions that support the WSCC model. 

Methods: A non-experimental, cross-sectional study design was employed with 271 public 

school employees from 43 schools. An instrument was drafted which operationalized readiness 

to implement the WSCC as eight actions supported in the literature to facilitate effective 

implementation. Instrumentation consisted of face and content validity by a panel of experts, 

stability reliability by test-retest, internal reliability applying Cronbach’s alpha, interrater 

agreement and reliability applying intraclass correlations and rwg(J) index, construct validity 

applying confirmatory factor analysis, and predictive validity applying multiple linear regression 

analysis. 
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Results: Measures of interrater reliability and agreement supported the aggregation of individual-

level readiness perceptions to the organization level of analysis for both general change 

commitment (GCC) (rwg(J).uniform=0.95, rwg(J).skew=0.79, ICC1=0.43, ICC2=0.91, p<.01) and 

general change efficacy (GCE) (rwg(J).uniform=0.95, rwg(J).skew=0.80, ICC1=0.49, ICC2=0.93, 

p<.01). The final structural model exhibited reasonable fit of the data (χ2=751.93, df=295, 

p<.001; GFI=0.833; AGFI=0.801; NFI=0.901; CFI=0.930; RMSEA=0.076). Both GCC (β=.589, 

p<.001) and GCE (β=.354, p<.001) were significant predictors of change-related effort, 

accounting for 77% of the variance. Overall, reported change-related effort was low (M=6.07; 

SD=2.70) with 74% of the scores below the scale midpoint. 

Discussion: A valid and reliable TORC-based instrument was developed to assess school 

organizational readiness to advance implementation of the WSCC model. Future research may 

seek to examine potential moderators and mediators of the TORC constructs in order to fully 

operationalize the theoretical framework. 
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CHAPTER 1 

 

INTRODUCTION 

 

Background 

 A directive of schools within the U.S. education system is to cultivate engaged citizens 

capable of managing contemporary and emerging challenges confronting the country, while also 

preparing students to be competitive within a global market (U.S. Department of Education, 

2016). Unfortunately, comparative assessment reports continue to provide evidence indicating 

U.S. students are failing to achieve this global parity as they consistently exhibit poor proficiency 

in core academic subjects compared to industrialized countries, while having higher expenditure 

per student than those comparison nations (Organization for Economic Cooperation and 

Development [OECD], 2013). Results from the 2015 Programme for International Student 

Assessment (PISA), an international education test of skills and knowledge, ranked U.S. student 

performance 19th in science, 20th in reading, and 31st in math out of the 35 countries included in 

the assessment (OECD, 2016). Additional support for the inadequacy of U.S. schools emanate 

from literature and reports indicating 20% of students do not graduate high school on time, 

inequity in opportunity and outcomes among minority students, and a significant achievement 

gap between low and high income families (Reardon, 2011; 2013; Bradbury, Corak, Waldfogel, 

& Washbrook, 2015; McFarland et al., 2017).  

 Many efforts have been made within the education domain to implement new strategies, 

programs, and policies to increase academic achievement and reduce the achievement gap. 
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Previously enacted federal and state legislation aimed to improve educational quality and equity 

by emphasizing academic proficiency; the most notable being the landmark No Child Left 

Behind (NCLB) Act implemented in 2001. Under NCLB, the utilization of accountability 

systems and assessments was mandated in an effort to increase student proficiency while 

concomitantly reducing achievement gaps (Bradbury et al., 2015). While NCLB was 

implemented as a way to standardize educational processes to improve student achievement, 

there has been much criticism regarding its lack of effectiveness in facilitating increased student 

progress and outcomes. Education researchers have asserted the relative ineffectiveness of 

NCLB on achieving stated objectives to increase student achievement (Hout & Elliott, 2011; Lee 

& Reeves, 2012) and also posited that an excessive focus on standardized testing precipitated 

unintended consequences such as the deprofessionalization of teachers, reallocation of resources 

from non-tested subjects, teaching towards the test, and even test tampering (Jacob & Levitt, 

2003; Koretz, 2008; Neal & Schanzenbach, 2010).  

 While many efforts have been implemented to improve student achievement and reduce 

inequity, the literature indicates minimal progress (Barton & Coley, 2010; Noguera & Wells, 

2011; Darling-Hammond, Wilhoit, & Pittenger, 2014). Scholars have asserted the need for more 

holistic approaches in policy and practice to support student development and reduce 

achievement gaps. Pedro Noguera (2013) poignantly summarized this perspective and stated: 

For the last thirty years or more the schools-alone strategy has been pursued by 

educational policy makers. Billions of dollars have been spent on plans to revamp school 

curriculum, retrain teachers, introduce new technology, and make schools smaller, but 

none of these costly measures have had the impact on academic and developmental 

outcomes of the most disadvantaged children that was expected or hoped for. The history 
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of failure in past school reform efforts has made it clear that a strategy based on a more 

holistic framework that explicitly tackles inequality is the only way sustainable progress 

in public education will be achieved. (p. 193) 

Proponents of a more holistic framework have also posited that a lack of progress in reducing 

gaps and increasing proficiency may be attributed to efforts and legislation that fail to recognize 

the influence of health-related barriers (Basch, 2010). Aligning with these assertions, the 

education domain has seen a gradual shift in defining a successful learner and addressing 

barriers that inhibit academic success. For example, ASCD (formally the Association for 

Supervision and Curriculum Development) developed the Whole Child Initiative which 

redefined success as long-term student development through a whole child approach that 

ensures students are healthy, safe, supported, engaged, and challenged (ASCD, 2007; 2012). 

Additionally, more legislation has attempted to promote development of the student through 

provisions that emphasize student health and well-being. Examples include the 2004 

reauthorization of the Individuals with Disabilities in Education Improvement Act which 

mandated positive behavior support for special education students, as well as the Child 

Nutrition and Women Infants and Children (WIC) Reauthorization Act of 2004 which provides 

students with increased food assistance and require local educational agencies to establish a 

local wellness policy (Hodge, Gable, & Mair, 2008). Most recently the Every Student Succeeds 

Act, a follow up to NCLB, explicitly categorizes health and physical education as part of a 

“well-rounded education” and provides access to Student Support and Academic Enrichment 

Grants which can be used to support student health and wellness (Darling-Hammond et al., 

2016).  
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 Health researchers and practitioners have long asserted that schools must address 

student’s psychosocial and health needs due to the interdependent nature of education and health 

(McGinnis, 1981; Allensworth & Kolbe, 1987). There is a substantial body of evidence that 

elucidates the interconnected and reciprocal relationship between academic performance and 

student health status (Harper & Lynch, 2007; Basch, 2010; Rasberry et al., 2011; Busch et al., 

2014). Understanding the multidirectional and synergistic interaction between health and 

education facilitates the identification of causal mechanisms linking these domains and 

establishes a common ground between health and education (Basch, 2010). At the youth level, 

research has indicated that poor health and engagement in risk behavior is associated with 

decreased academic performance and ultimately lower educational attainment (Koivusilta, Arja, 

& Andres, 2003; Hass & Fosse, 2008; Basch, 2010), while lower academic achievement may 

precede engagement in adverse health behaviors (Rasberry et al., 2011; Bradley & Greene, 2013; 

Busch et al., 2014). In a recent analysis of national Youth Risk Behavior Survey data, Rasberry 

and colleagues (2017) observed that students with higher grades reported a significantly higher 

prevalence of protective health behaviors and decreased prevalence of risk behaviors compared 

to students with lower grades. Addressing these concerns is critical as educational attainment is a 

primary predictor and determinant of health in adulthood (Harper & Lynch, 2007; Bernstein, 

Bilheimer, & Makuc, 2011). Causal mechanisms link higher levels of educational achievement 

to increased socio-economic status (SES) and better adherence to health-related behaviors 

(Hummer & Hernandez, 2013). Understanding these links is critical as increased SES and 

adherence to positive health behaviors has been shown to precede health status and life 

expectancy. These indicators and outcomes promote a cyclic interaction for the next generation 

of youth as poor student health and academic achievement is associated with low student SES, 
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poverty, a lack of access to health and social services, and a lack of health-promoting behavior 

modeling by parents (Heckman, 2008; Case, Fertig, & Paxson, 2005; Hummer & Hernandez, 

2013; Goodman, Gregg, & Washbrook, 2011).  

 As the education domain has recognized the need for more holistic approaches to 

improve student achievement, the health domain has also recognized a need to bridge 

traditionally siloed efforts through expanded components of school health emphasizing 

coordinated, interdisciplinary efforts. In a seminal article, Kolbe (1986) advocated for the 

expansion of the existing three component health education, health services, and healthy school 

environment model to also include school nutrition services, family and community 

involvement, staff wellness promotion, physical education, as well as counseling and social 

services. The justification for expanding to this new eight component model of coordinated 

school health (CSH) was to leverage the synergistic and connected mechanisms of health and 

education to improve academic achievement through the coordination of each component of the 

new model (Allensworth & Kolbe, 1987). A systematic implementation of this CSH approach 

could better facilitate the effective use of scarce resources and eliminate gaps or overlap to better 

attend to student needs. Over the past three decades, evidence has continued to support that the 

adoption and implementation of health efforts that address the components of CSH are 

associated with improved academic outcomes (Rosas, Case, & Tholstrup, 2009; Murray, Low, 

Hollis, Cross, & Davis, 2007; Vinciullo & Bradley, 2009; Dilley, 2009). In the most recent and 

comprehensive review linking CSH components and academic outcomes, Michael and 

colleagues (2015) analyzed 81 review articles, 1485 total articles, and 1207 unique articles with 

results indicating compelling evidence between the implementation of categorical school health 

components and improved academic indicators such as test scores, grades, educational behavior 



 

6 
 

and attitude, as well as cognitive ability. While there have been many successes in the 

implementation of the CSH model, adoption at a national level was not ubiquitous. Punitive 

measures and a lack of resources left administrators experiencing immense pressure to improve 

academic achievement measured through standardized testing while CSH, primarily viewed as a 

health framework, experienced a lack of support (Hoyle, Bartee, & Allensworth, 2010).  

 To further emphasize the synergistic relationship between health and education as well as 

the need for these sectors to achieve greater alignment, ASCD and CDC collaborated to develop 

the whole school, whole community, whole child (WSCC) model (Lewallen, Hunt, Potts-

Datema, Zaza, & Giles, 2015). This new framework combines and connects the five tenets of the 

Whole Child Initiative with the now expanded 10 component CSH model through the alignment 

of policies, processes, and practices while being situated within the greater community (Hunt, 

Barrios, Telljohann, & Mazyck, 2015). While health and education are investing in student 

success, these domains have frequently worked in silos to individually address elements of 

student need. Through the integration of health, education, and the community within the WSCC 

model, there is a collective benefit due to addressing the whole child through physical and social-

emotional development as well as facilitating efforts to ensure students are able to learn (ASCD, 

2012; 2014). Joint efforts and collaboration are critical to the success of the model as the 

elimination of fragmented efforts and the enactment of coordinated efforts, or a systems 

approach, improves implementation (Valois, Slade, & Ashford, 2011; Ferguson, Jordan, & 

Baldwin, 2010).  

 While the WSCC model has only been recently developed, previous implementation and 

evaluation of the CSH model and Whole Child Initiative have identified factors that promote 

alignment, implementation, and coordination of school health efforts. Frequently cited factors 
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include: (1) coordination among health and education; (2) shared school vision; (3) effective 

communication; (4) inclusivity and empowerment; (5) professional development opportunities to 

increase familiarity with WSCC benefits and processes; (6) the adoption of health-related policy; 

(7) the incorporation of health into accountability systems such as school improvement plans; (8) 

data driven analysis to inform policy and practice; (9) school leadership entities such as a school 

health coordinator or school health teams; and (10) administrator support inclusive of principals, 

superintendents, and school board members (Lewallen et al., 2015; Rooney, Videto, & Birch, 

2015; Paschal, 2015; Rasberry, Slade, Lohrmann, & Valois, 2015; Hunt et al., 2015; Murray, 

Hurley, & Ahmed, 2015).  

 The implementation of the WSCC model in schools is a complex innovation. Rogers 

(2003) defines an innovation as “an idea, practice, or object that is perceived as new by an 

individual, or other unit of adoption” (p. 12). Weiner, Lewis, and Linnan (2009) describe a 

complex innovation as a new practice or program in which implementation requires collective 

action and collaboration. Implementation of a complex innovation often requires organizational 

action due to the hierarchical structures encompassing decision-makers, implementers, and users 

as well as the collective efforts required to produce collective benefits. These same 

characteristics of hierarchical structures and collective effort are relevant within a school 

environment seeking to implement the WSCC. At the school level, the authority to decide 

whether the school will adopt and subsequently implement the WSCC model is largely 

influenced by the principal as they are a key influencer, driver, and gatekeeper (Fixsen et al., 

2005). Additionally, schools have a division of labor similar to other organizations in the form of 

administration, teachers, and staff. This division of labor and differentiation of roles promotes 

organizational dynamics relevant to an organizational theory of implementation. Effective 
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implementation needs to include representation and involvement from each component of the 

WSCC model in order to produce a supportive culture among stakeholders that promotes 

collaboration, discussion, and participation (Hodges & Angermeier, 2015). Independent attempts 

to implement the model are not possible and must be a part of a collective endeavor which 

results in collective benefits produced by the program. Lastly, the WSCC approach is expected to 

produce collective benefits including stronger community-school relationships, improved student 

and employee health, increased academic achievement, as well as an improved social and 

emotional climate. A focus on implementation structures, including determinants of effective 

implementation, is a critical factor between sustained positive outcomes and outcomes that 

remain stagnant or decline (Corrigan, 2005). As the complexity of the program increases, theory 

provides greater utility in understanding processes and outcomes associated with 

implementation. 

Theoretical Framework 

 A theory is a systematic way of associating events, context, behaviors, and situations 

(Rimer & Glanz, 2005). In health behavior, theories guide understanding of health-enhancing or 

health-diminishing actions, identify key variables that facilitate effective interventions, and 

provide insight into program design (Glanz, Rimer, & Viswanath, 2008). Commonly utilized 

health education and promotion frameworks include the health belief model, social cognitive 

theory, theory of reasoned action, theory of planned behavior, transtheoretical model, ecological 

models, diffusion of innovations, and coping theories (Weinstein & Rothman, 2005; Painter, 

Borba, Hynes, Mays, & Glanz, 2008). Yet while these frameworks are commonly utilized to 

explain health behavior and design interventions, there is a need to elucidate the theoretical 
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frameworks related to implementation effectiveness (Michie et al., 2005; Cane, O’Connor, & 

Michie, 2012). 

 According to the National Implementation Research Network (2015), implementation 

science is the “study of factors that influence the full and effective use of innovations in practice” 

(para. 3). Implementation science aims to comprehend determinants of optimal implementation 

by exploring salient facilitators and barriers of innovation and create processes to promote 

integration. Once identified, implementation scientists integrate these variables into frameworks 

to develop theories of implementation (Nilsen, 2015). A theory of implementation explains how 

courses of action chosen when employing a new process or program result in observed use of 

that process or program. In other words, a theory of implementation provides a framework to 

predict or explain why intervention activities (e.g. planning or training) generate observed 

program use (Weiner et al., 2009). A common construct within theories of implementation and 

key antecedent to effective implementation at the organization level is organizational readiness 

for change (Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou, 2004; Weiner, Amick, & Lee, 

2008; Weiner et al., 2009).  

 Organizational readiness refers to “the extent to which targeted employees are 

psychologically and behaviorally prepared to make the changes in organizational policies and 

practices that are necessary to put the innovation into practice and to support innovation use.” 

(Weiner et al., 2009, p. 294). Shared resolve and capacity is emphasized in organizational 

readiness as implementing complex innovations often requires change in structures and activities 

that necessitates contributions by many people. Any variability in shared resolve and capacity 

due to a lack of commitment among segments of the organization indicates less organizational 

readiness. One frequently cited study asserts that half of all organizational change efforts or 
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implementation of innovations are unsuccessful due to failure to establish readiness prior to 

initiation (Kotter, 2007). While distinct, the concept of organizational readiness articulates with 

individual readiness as innovation implementation often require both components (Owens et al., 

2014). Effectively implementing a complex innovation or change requires coordinated action by 

individuals whose contribution adds to the collective effort. In schools, principal enthusiasm or 

individual readiness to improve student health can spur change, yet a collective school readiness 

of stakeholders is necessary to facilitate the change and effective implementation of any 

initiatives that require interdependent action. Organizational readiness is also multifaceted as it is 

the product of personal values regarding the change, perceptions of choice, and obligation 

(Herscovitch & Meyer, 2002). Accurately assessing organizational readiness prior to 

implementation could allow for planners to predict successful implementation or develop 

strategies to increase organizational readiness. 

 A recent framework developed to better delineate the causal relationships between 

determinants of readiness is Weiner’s (2009) theory of organizational readiness for change 

(TORC) (Figure 1.1). The TORC delineates organizational readiness as multileveled and 

multifaceted with readiness for change operationalized as an organization’s collective change 

efficacy and change commitment. Change efficacy can be defined as organization members’ 

shared belief is their collective capacity to establish a course of action for implementation. 

Change efficacy is also expressed as a function of informational assessment which includes task 

demands, resource availability, and situational factors. Change commitment is the collective 

resolve for implementing change and is a function of change valence or value associated with the 

change. Change valence and informational assessment are influenced by contextual factors that 

may include perceptions or organizational resources, climate, and structure. Pro-social behaviors 
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that support a change, or change-related effort, are a function of collective change commitment 

and efficacy and a predictor of implementation success. Within this framework, implementation 

effectiveness refers to the quality and consistency of use corresponding to a program, process, or 

practice (Weiner, 2009). Recently, the TORC has been used as a framework to create valid and 

reliable instruments assessing organizational readiness for change in different fields and settings. 

Bilsker and Gilbert (2012) developed the 42-item Measure of Organization Readiness for 

Psychological Health (MORPH) to evaluate organizational readiness to engage in psychological 

health-promoting actions within a workplace setting. Shea and colleagues (2014) developed the 

brief Organizational Readiness for Implementing Change (ORIC). The 10-item instrument 

included the constructs of change efficacy and change commitment and targeted general, non-

specific organizational change to be adaptable for use in different organizations addressing 

specific change. Most recently, Hannon and colleagues (2017) developed a 30-item scale 

questionnaire to assess small workplaces’ readiness to implement wellness programs.  

 

 

 

 

 

 

 

 

Figure 1.1 Determinants and outcomes for the theory of organizational readiness for change. 

Adapted from “A theory of organizational readiness for change,” by Weiner, 2009, 

Implementation Science, 4:67, p. 1-9. 
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Statement of the Problem 

 Schools present an ideal setting for conducting health promoting activities, however, they 

are multilevel and complex systems due to the numerous variables that interact with each other 

and influence implementation. The implementation process of a complex school innovation is 

notably important to achieve program objectives, which are often improved student academic or 

health outcomes in the education and health domains (Kolbe, 2005; Pas & Bradshaw, 2012). 

Within these domains, Pas and Bradshaw (2012) indicate a need for research that addresses 

factors able to enhance implementation in real-world conditions within schools. Efforts to 

identify factors that enhance or inhibit the collective capacity of schools to implement change 

and develop strategies to overcome barriers will help facilitate successful change (Weiner et al., 

2009; Nilsen, 2015).  

While there is extensive research on school health programs, the structures and barriers 

for implementation of these programs have been investigated less frequently (Domitrovich et al., 

2008). The literature examining this topic provides evidence in support of readiness as a 

facilitatory or inhibitory factor for school health-related program adoption and implementation. 

Schools with increased support and readiness for health-related programs were associated with 

higher implementation quality as well as with stakeholders that valued school health prevention 

and had increased belief in the school’s collective capacity to adopt or implement change 

(MacDonald & Green, 2001; Gottfredson & Gottfredson, 2002; Payne, Gottfredson, & 

Gottfredson, 2006; Deschesnes, Trudeau, & Kebe, 2009). When stakeholders are assured of an 

innovation’s value and perceive they have the capacity to conduct change, the implementation 

itself is more effective (Barry, Domitrovich, & Lara, 2005). These findings support the 

attribution of time and resources towards identifying and cultivating school readiness as a critical 
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component in school health program implementation and should be further studied (Adelman & 

Taylor, 2007; Domitrovich et al., 2008; Gardner & Ollis, 2015). 

There are numerous resources that provide systematic guidance to facilitate WSCC 

implementation (Hunt et al., 2015; Chiang, 2016; Chiang, Peck, Hurley, & Labbo; 2017; RMC 

Health, 2014; Videto & Birch, 2015) and literature identifying critical barriers and facilitators to 

WSCC implementation (Lewallen et al., 2015; Rooney et al., 2015; Paschal, 2015; Rasberry et 

al., 2015; Hunt et al., 2015; Murray et al., 2015; Valois et al., 2011). Additionally, there is an 

extensive compilation of school health and whole child assessment tools and resources that can 

be used to track implementation progress (Barrios & Lee, 2015; Chiang, 2016).  To date there is 

a lack of information addressing readiness to implement the WSCC even though readiness for 

change has been identified as a necessary component in the planning process (Rooney et al., 

2015) and a facilitator of effective CSH efforts (Payne et al., 2006; Deschesnes et al., 2009; 

Gardner & Ollis, 2015; DeFosset, Gase, Ijadi-Maghsoodi, & Kuo, 2017; Butler, Sorace, & 

Beach, 2017). Assessing organizational readiness for change to advance implementation of the 

WSCC, using a valid and reliable instrument, could provide baseline information and evidence-

based guidance to school health and education professionals regarding strategies to increase 

readiness prior to implementation. As WSCC implementation is a complex innovation and 

organizational change, requiring coordinated action to address model components and tenets, an 

instrument designed to measure readiness for change at the organization level as well as 

differentiate readiness for specific actions that facilitate model implementation is warranted. 

Weiner and colleagues (2009) assert a need for focusing on the establishment of 

readiness to change as these changes are often complex and difficult, necessitating organizations 

and their members demonstrate readiness and capacity prior to the change. Until recently, 
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individual-level readiness for change, as opposed to organizational, has been emphasized in the 

literature. Additionally, identified instruments assessing readiness at either level have included 

limited measures of validity and reliability. In their systematic review, Weiner and colleagues 

(2008) identified 106 unique articles purported to discuss organizational readiness across all 

fields of study and found that only 57 of those articles operationalized readiness as an 

organization-level construct. In the same review, 43 unique organizational readiness instruments 

were identified but provided limited evidence of reliability and validity. Several instruments 

included antecedents, or indirect measures, or items that are distinct from organizational 

readiness (e.g. perceived need for change or innovativeness) which could lower construct 

validity. Only 22 identified instruments reported any assessment of face or content validity, and 

15 reported evidence for predictive validity. Additionally, 11 instruments only examined 

antecedents of organizational change, excluding measurement of proximal outcomes (such as 

change-related effort) which limits the ability to assess theoretical predictive validity. Lastly, the 

authors indicate three instruments demonstrated satisfactory psychometric properties; however, 

they all assessed readiness at the individual level of analysis.  

While past research has demonstrated positive associations between organizational 

readiness for change and the subsequent success of the implementation, the majority of this 

research occurred outside of the education domain. The exploration of change and its associated 

constructs within the education domain have often included notable measurement limitations. 

For example, Goh and coauthors (2006) surveyed school educators in order to elucidate 

perception of organizational learning, readiness for change in school, and evaluative inquiry 

among teachers and administrators, but failed to differentiate between these stakeholders in the 

assessment or validate the appropriateness of aggregating individual responses to the 
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organization level. This validation is important within education as research consistently 

demonstrates that school stakeholders such as teachers, principals, and staff have divergent 

perspectives related to varying school issues (Desimone, 2006). In organizational research, 

survey data is often gathered from individuals and then averaged or aggregated to the group or 

organization-level of analysis, however, this aggregation must be done purposefully in 

consideration with underlying theories and constructs (Kozlowski & Klein, 2000; Biemann, 

Cole, & Voelpel, 2012). Thus, before computing and reporting a group or organization-level 

mean, it is necessary to determine if that measure is a reliable and valid representation of the 

construct at that level by demonstrating the adequate levels of interrater reliability and agreement 

(Bliese, & Halverson, 1998; Klein, Dansereau, & Hall, 1994; LeBreton & Senter, 2008). 

Validation of reliability and agreement in addition to the utilization of group-referent items can 

ensure a collective measure of perceptions from school stakeholders will provide a more accurate 

representation of group attributes (Domitrovich et al., 2008). 

In summary, there are considerable gaps in the literature addressing effective 

implementation of the WSCC model as a function of organizational readiness. Reviews of 

readiness across fields of practice have predominately measured the construct at the individual 

level and also indicate a general lack of consistent and standardized measurement. Previously 

developed instruments assessed indirect measures of organizational readiness, lacked evidence of 

face and content validity, and lacked measurement of proximal behavioral outcomes. 

Additionally, previous studies and validated instruments predominately assessed readiness at an 

individual-level or failed to establish the validity and reliability of individual-level data as an 

appropriate representation of an organization-level construct. Finally, while the WSCC literature 

provides numerous resources, frameworks, and guides for implementation, there is a lack of 
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research or resources that empirically measure school stakeholder’s organizational readiness for 

change and the associated relationship to WSCC implementation efforts and specific actions that 

facilitate success. Thus, there is a need for a valid and reliable instrument that can assess direct 

measures of organizational readiness to advance implementation of the WSCC at the supra-

individual level and predict future efforts and implementation success.  

Purpose of the Study 

 The purpose of this study was to develop and validate a theory of organizational 

readiness for change (TORC)-based instrument to assess school organizational readiness to 

implement actions that support the WSCC model. Study objectives aimed to address several 

limitations presented in the literature by examining the psychometric properties of school 

readiness measures based on constructs of the TORC, determining the validity of the instrument 

to assess readiness at the organization level, predict change-related behaviors, and differentiate 

organizational readiness to implement unique actions that support WSCC implementation 

success. 

This study is significant as it is the first to develop an instrument to assess a collective 

measure of organizational readiness to implement the WSCC through the TORC framework. 

Further, this study operationalized readiness to implement the WSCC through a series of targeted 

actions supported in the literature to facilitate implementation. Additionally, by including items 

for change-related behavior, the theorized prediction of organization readiness and 

implementation outcomes can be tested. It was the ultimate goal of this research study to develop 

a valid and reliable instrument that could be utilized by health and education professionals to 

bridge individual and organizational limitations associated with WSCC implementation in 

schools. 
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Research Questions 

1. What is the relationship between change efficacy and change-related effort to advance 

implementation of the WSCC model? 

2. What is the relationship between change commitment and change-related effort to 

advance implementation of the WSCC model? 

3. To what extent do the constructs of change commitment and change efficacy predict 

change-related effort to advance implementation of the WSCC model? 

Operational Definitions 

 The following are operationalized definitions of select terms used in this study: 

 Action commitment score: The sum of all collective commitment items for each action 

that supports WSCC implementation. Scores ranged from 3 to 15. 

 Action efficacy score: The sum of all collective efficacy items for each action that support 

WSCC implementation. Scores ranged from 3 to 15. 

 Action readiness score: The sum score of all items (commitment plus efficacy) for each 

action that supports WSCC implementation. Scores ranged from 6 to 30. 

 Change commitment: Change commitment refers to an organization’s shared resolve to 

take actions that will result in successful implementation (Weiner, 2009). For the purpose of this 

study, change commitment was defined as school employees’ perceived collective resolve to 

carry out actions that support WSCC implementation within their school.  Change commitment 

items were assessed using a 5-point semantic differential scale and measured by the general 

commitment and action commitment scores. 

 Change efficacy: Change efficacy refers to an organization’s shared beliefs in their 

collective capabilities to organize or execute a course of action that will lead to successful 
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implementation (Weiner, 2009). For the purpose of this study, change efficacy was defined as 

school employees’ perceived collective capacity to carry out actions that support WSCC 

implementation within their school.  Change efficacy items were assessed using a 5-point 

semantic differential scale and measured by the general efficacy and action efficacy scores. 

 Change-related effort: Change-related effort refers to pro-social behaviors that support 

organizational change and is a function of collective change commitment and efficacy (Weiner, 

2009). For the purpose of this study, change-related effort was defined as health practices, 

processes, or policies in place at schools that correspond to eight actions that facilitate effective 

WSCC implementation. Structured multiple choice items were used to assess change-related 

effort and measured by the change-related effort score.  

 Change-related effort score: The sum of all change-related effort items. Scores ranged 

from 0 to 12. 

 General action readiness score: The sum of all readiness (commitment plus efficacy) 

items across all actions that support WSCC implementation. Scores ranged from 48 to 240. 

General commitment score: The sum of all collective commitment items across all 

actions that support WSCC implementation. Scores ranged from 24 to 120. 

 General efficacy score: The sum of all collective efficacy items for each WSCC action 

that supports WSCC implementation. Scores ranged from 24 to 120. 

 Implementation: A set of activities to put into practice an activity of known dimensions 

(Fixsen et al., 2005). 

 Organizational readiness for change: The extent to which targeted employees are 

behaviorally and psychologically prepared to implement organizational policies and practices to 

support innovation use. Organizational readiness is a measure of collective change commitment 
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and collective change efficacy (Weiner, 2009). For this study, organizational readiness for 

change will be defined as school stakeholders’ collective readiness to support WSCC 

implementation actions. Organizational readiness is measured by the general action readiness 

score. 

 Readiness: Structure assessed at developmental points in implementation process to 

determine if an organization is willing and able to engage in a particular activity (Weiner, 2009). 

 WSCC implementation action: A targeted organizational action of a school that supports 

successful WSCC implementation. The final instrument included eight actions that support 

WSCC implementation and includes: (1) establishing a school health team; (2) utilizing a school 

health coordinator; (3) securing administrative support for school health; (4) assessing needs for 

school health; (5) establishing beneficial community partnerships; (6) providing comprehensive 

professional development to support student health; (7) implementing coordinated health efforts; 

and (8) evaluating coordinated health efforts. 

 WSCC model: A collaborative approach to address facilitators and barriers that 

acknowledge learning, health, and the school as all being a part of the local community. The 

model aligns the 10 school health components (physical education and physical activity; family 

engagement; health education; employee wellness; physical environment; health services; 

counseling, psychological, and social services; social and emotional climate; nutrition 

environment and services; and community involvement) with the five tenets of the whole child 

initiative (healthy; safe; engaged; supported; and challenged) through the coordination of 

policies, processes, and practices (Lewallen et al., 2015) 

 Theory of organizational readiness for change: Theoretical framework that asserts 

organizational readiness and change-related effort is an antecedent to the effective 
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implementation of an organizational change. The theory defines organizational readiness as a 

supra-individual construct and operationalizes readiness for change as an organization’s 

collective change efficacy and change commitment (Weiner, 2009).  

Delimitations 

 Participation in this study was delimited to employees over 18 years of age at public 

schools within the continental U.S. Additionally, this study examined change commitment and 

change efficacy as direct measures of organizational readiness within the TORC and examined 

change-related effort as the outcome variable rather than implementation effectiveness. 

Limitations 

 This study includes several limitations that may impact the quality and interpretation of 

results. First, this study only investigated readiness for change using the change commitment and 

change efficacy constructs. Thus, generalizations regarding the distal constructs of contextual 

factors, change valence, and informational assessment within the TORC for change could not be 

interpreted. However, Weiner (2009) recommends instrument development focus on these two 

direct measures instead of antecedent conditions. Secondly, this study utilized a cross-sectional 

design which limits identification of temporal relationships and causal inference. A third 

limitation was the recruitment of schools and participants using a non-probability sampling 

method, limiting generalizability of results. Fourth, survey dissemination was facilitated through 

distribution by state, district, and school-level personnel, which limits the feasibility of 

determining a response rate and possible participation bias. Lastly, participant responses were 

self-report which could increase bias and misinterpretation of questions could lead to skewed 

responses.  
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Assumptions 

 For the purposes of this study, the following assumptions were made: (1) Participants 

responded to items honestly and accurately; (2) participants can accurately perceive collective 

measures (organizational) of readiness for change; and (3) participants were able to satisfactorily 

interpret instrument items. 

Summary 

 In this chapter, an overview of the historical development of whole school, whole 

community, whole child (WSCC) model and its implementation was presented. Implementation 

of the WSCC is a complex organizational change that could be better facilitated by gauging 

schools’ readiness for change using the theory of organizational readiness for change (TORC). A 

rationale for the development of an instrument to measure readiness to implement the WSCC 

model was presented, with subsequent sections including proposed research questions, 

operational definitions, delimitations, and assumptions for the study. 
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CHAPTER 2  

 

REVIEW OF LITERATURE 

 

 In Chapter 1 an introduction to this study was provided by delineating information 

regarding the problem and gap in the literature, the purpose of the study, theoretical framework 

to be utilized, and research questions to be examined. In this chapter, education as a public health 

issue, the link between health and academic achievement, evolution of school health in the 

United States, whole school, whole community, whole child (WSCC) model, and theory of 

organizational readiness for change are discussed.  

Education as a Public Health Issue 

 

 A directive of schools within the U.S. education system is to prepare engaged citizens 

capable of managing contemporary and emerging challenges confronting the country, while also 

preparing students to be competitive within a global market (DOE, 2016). Demands of the 21st 

century will require schools to continually evolve in order to fully prepare students to succeed in 

life, work, and citizenship. Future-ready students will need to be able to apply a broad range of 

knowledge and skills to solve evolving and unknown challenges. A quality education that 

prepares 21st century students promotes mastery of fundamental subjects, incorporates 

interdisciplinary themes into the curriculum, fosters critical thinking and collaboration, and 

prepares students to utilize information and technology (Partnership for 21st Century Learning, 

2007).  

 In contrast to a quality education that can promote lifelong success, school failure can 

adversely penalize a child for life. Students who do not complete high school have significantly 
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inhibited life prospects such as lower lifetime earnings, high risk of unemployment, and 

challenges adapting to changing economies (OECD, 2012). These same individuals are also less 

likely to fully participate in civic aspects of modern society. School failure also imposes costs on 

society as a poorly educated population limits economic growth and innovation while also results 

in higher expenditures to address health, social support, and crime (OECD, 2012). For these 

reasons, it is critical to ensure that each student obtains a quality and equitable education. 

Education Outcomes in the U.S. 

 

 Cultivating engaged citizens who are capable of managing contemporary and emerging 

challenges confronting the country and are prepared to be competitive within a global market 

requires that each student receive an equitable, quality education (OECD, 2012). Unfortunately, 

comparative assessment reports continue to provide evidence indicating U.S. students are failing 

to achieve this global parity in core academic subjects compared to industrialized countries, 

while having higher expenditure per student than those comparison nations (OECD, 2013). 

Results from the 2015 Programme for International Student Assessment (PISA), an international 

education test of skills and knowledge, ranked U.S. student performance 19th in science, 20th in 

reading, and 31st in math out of the 35 countries included in the assessment (OECD, 2016). A 

recent study has indicated that almost 20% of students in the U.S. did not graduate on time, with 

disparate outcomes for Black (32%) and Hispanic (24%) students (National Center for Education 

Statistics, 2012). The reported inadequacy of the U.S. education system is further supported by 

data indicating that there is a significant gap in achievement among students from low and high 

income families (Reardon 2011; 2013; Bradbury et al., 2015). Data from the PISA also indicated 

students who were classified as disadvantaged were 2.5 times more likely to be low performers 
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and students attending disadvantaged schools had significantly lower science scores than 

students attending advantaged schools (OECD, 2016). 

Educational Attainment and Health Status 

 

 These outcomes are important and concerning due to education being a significant 

predictor of life outcomes. Educational attainment serves as a primary predictor and determinant 

of increased health status (Harper & Lynch, 2007; Bernstein et al., 2011; Hummer & Hernandez, 

2013). Adults without a high school degree are significantly more likely to have worse health 

outcomes than college-educated individuals with the age-adjusted mortality rate of high school 

dropouts being double that of individuals with only some college education (Arendt, 2005). 

Those who do not complete high school are more likely to suffer from chronic and acute 

conditions such as heart disease, hypertension, stroke, diabetes, and asthma (Arendt, 2005; 

Harper & Lynch, 2007). Years of schooling has also been demonstrated to have direct positive 

effects on physical health conditions, depression, self-rated health, child mortality, smoking, 

obesity, physical activity, hospitalization, management of chronic disease, and use of 

preventative health care (Desjardins & Schuller, 2006). Hahn and Truman (2015) have proposed 

that the effects of education on health are mediated by three pathways that include increased 

knowledge and behavior, better employment opportunities and income, and improved social and 

psychological factors.  

 The first pathway proposed to explain the link between education and its influence on 

health outcomes is through knowledge and cognitive skill development. Higher levels of 

education have been associated with improved health behaviors and an ability to more easily 

adapt and respond to new health evidence and health campaigns (De Walque, 2010). Education 

also increases levels of literacy, including health literacy, which is associated with improved 
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health knowledge and adoption of healthy behaviors (Schillinger, Barton, Karter, Wang, & 

Adler, 2006; Berkman, Sheridan, Donahue, Halpern, & Crotty, 2011). The second proposed 

pathway explaining the link between education and health is through employment opportunities 

and income. Higher levels of education is linked to greater likelihood of being employed and 

having a job with healthier working conditions, benefits, and higher income (Braveman & 

Egerter, 2008). Individuals with employment who exhibit these characteristics have increased 

economic security which affords the opportunity to obtain needed health care, live in safer 

communities, adopt healthier lifestyles, and better cope with stressors (Braveman & Egerter, 

2008).  The third proposed pathway is through education’s positive effect on psychological 

factors such as control, social standing, and social support which all affect health (Berkman & 

Glass, 2000; Leganger & Kraft; 2003). The effects of education on health are also cross 

generational and cyclical as parent’s educational attainment is also linked to the health and 

educational attainment of their children and will predict health into adulthood. The proposed 

relationship between health and education is illustrated in Figure 2.1. 

Health and Academic Achievement 

 

 The relationship between education and unhealthy behavior is multidirectional and may 

also synergistically influence each other. That is, unhealthy behaviors may limit the ability for 

students to excel educationally, while factors such as the familial, physical, social, and economic 

environment may inhibit academic success or precede engagement in unhealthy behaviors (Case 

& Paxson, 2006; Woolf, Johnson, Phillips, & Phillipsen, 2007; Hass & Fosse, 2008). Research 

has supported that health behaviors and health status affects academic achievement. Engaging in 

risky health behaviors such as substance abuse, violence, physical inactivity, alcohol use, 

tobacco use, and unhealthy dietary behaviors are consistently associated with lower  
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Figure 2.1. The cross generational and cyclical effects of education on health. Adapted from 

“Issue brief 6: Education and health” by Egerter, Braveman, Sadegh-Nobari, Grossman-Kahn, 

and Dekker, 2008, p. 9. 

 

educational attainment as evidenced through academic indicators (Srabstein & Piazza, 2008; 

Carlson et al., 2008; Rasberry et al., 2011; Bradley & Greene, 2013; Busch et al., 2014). In the 

most recent report, Rasberry and colleagues (2017) analyzed results from the 2015 national 

Youth Risk Behavior Survey (YRBS) to assess the relationship between 30 health-related 

behaviors and academic achievement. After controlling for demographic variables, results 

indicated that students with the highest proportion of A’s, mostly B’s, or C’s demonstrated 

significantly increased protective health behaviors and less risk behaviors than students with 

mostly D’s and F’s.  



 

27 
 

 It has also been demonstrated that health status and specific health issues adversely 

impact student academic achievement. These health-related issues can serve as a barrier to limit 

motivation and capability to learn at school (Basch, 2010). Findings from a World Health 

Organization report detailed the link between health and academic achievement and indicated 

overall health positively affects educational attainment while smoking, poor nutrition, sleeping 

disorders, and obesity can inhibit academic performance and educational outcomes (Suhrcke & 

de Paz Nieves, 2011). Basch (2010) further supports that unhealthy students have reduced 

learning capacity by demonstrating the disparity in academic achievement and educational 

outcomes among students who were affected by an educationally-relevant health issues including 

asthma, vision problems, aggression and violence, teen pregnancy, physical inactivity, lack of 

breakfast, and inattention or hyperactivity.  

Directional mechanisms. It is important to understand the mechanisms in which health 

and education are associated and influenced in order to effectively leverage strategies to improve 

student outcomes. Prior research has consistently supported the association between the 

environment, education, and health outcomes (Hass & Fosse, 2008; Heckman, 2008; Egerter et 

al., 2008; Basch, 2010; Forrest, Bevans, Riley, Crespo, & Louis, 2013). One proposed directional 

model asserts that the relationship of social-environmental factors, such as socioeconomic status 

(SES) and education outcomes is influenced by health. Previous literature has indicated the 

impact of engagement in health behavior and chronic illness on academic performance 

(Koivusilta et al., 2003; Taras & Potts-Datema, 2005; CDC, 2014) while factors such as SES 

influences child health (Currie, 2009). Determinants that can influence both health and academic 

achievement include social underlying factors such as income (Rouse & Barrow, 2006; 
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Heckman, 2008) SES (Case, Fertig, & Paxson, 2005; Case & Paxson, 2006; Melchior, Moffi, 

Milne, Poulton, & Caspi, 2007), and childhood trauma (Cole et al., 2005). 

 At the school level, Basch (2010) asserts that health problems and poor health behaviors 

are linked to lower academic outcomes through five casual pathways that limit student 

motivation and ability to learn: (1) sensory perception; (2) cognition; (3) connectedness and 

engagement; (4) absenteeism; and (5) school dropout. Thus, students who suffer from priority 

health issues will have significant limitations to learning and achieving educational outcomes 

due to the influence of the health issue on the casual pathways. For example, good eyesight 

facilitates adequate learning and sensory issues will impair learning. Visual information 

processing, the ability to focus, and depth perception have all been linked to reading proficiency 

and could result in disengagement or less connectedness when impaired (Goldstand, Koslowe, & 

Parush, 2005). The negative effect of asthma on cognition, connectedness, and absenteeism is a 

significant barrier to achieving educational goals. Children with asthma may have reduced 

performance on tests of concentration and memory, experience increased psychological 

problems that may include anxiety or depression, and miss school (Blackman & Gurka, 2007). 

Teen pregnancy is also associated with lower educational outcomes, most significantly through 

temporary or permanent school dropout. Those who become pregnant have a reduced likelihood 

to obtain a high school diploma or attend college (Basch, 2011). 

Increasing Quality and Equity 

 

 Many efforts have been made within the education domain to implement new strategies, 

programs, and policies to increase academic achievement and reduce the achievement gap 

through improved educational quality and equity. Equity in education is ensuring all students 

have access to a quality education in order to acquire necessary skills and proficiency regardless 
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of social or economic status (OECD, 2012).  In the 1960s and 1970s, many educational reform 

efforts included programs or policies to reduce the effects of concentrated poverty and 

segregation to improve education outcomes (Barton & Coley, 2010). In the 1990s, reform efforts 

largely emphasized within-school factors such as curriculum, instruction, class size, and 

technology (Noguera & Wells, 2011). Starting in the early 2000s, attempts to increase quality 

and equity emphasized standards and accountability systems. The most prominent and sweeping 

example was the enactment of the federal education law No Child Left Behind which established 

state-level student achievement standards and punished schools who did not meet them (Reback, 

Rockoff, & Schwartz, 2014). 

The No Child Left Behind (NCLB) Act was enacted in 2001 and mandated assessment 

and accountability systems in each state in order to increase student achievement in core subject 

areas to a high and consistent level. This policy change emphasized not only an increase in 

student proficiency but also a reduction in the achievement gap between the most advantaged 

and disadvantaged students (Bradbury et al., 2015). To ensure standards were being met, schools 

and districts would be evaluated through student performance on standardized achievement tests 

in the subject areas of reading and math. Through NCLB, states were required to impose 

escalating sanctions on schools that failed to achieve adequate yearly progress for test 

proficiency. Potential sanctions could include allowing students to transfer, paying for low-

income students to enroll in tutoring programs, or even the closure of consistently failing schools 

(Reback, Rockoff, & Schwartz, 2014). The rationale behind this reform was that public 

information on school-specific performance to sanctions would enable schools to improve the 

focus and achievement of educational outcomes. Findings have largely indicated that NCLB was 

ineffective as the level of achievement has remained the same or regressed and changes in the 
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achievement gap fell short of established targets (Lee, 2006; Hout & Elliott, 2011). Any 

indicated increases in student performance relative to pre-NCLB trends were very small, if 

present, while college attendance rates have remained stagnant (Darling-Hammond, 2010; Lee & 

Reeves, 2012). Additionally, unintended effects resulting from NCLB have included educators 

shifting resources from non-tested subjects (Neal & Schanzenbach, 2010), overly-focused 

instruction on the tested subjects and topics, or “teaching to the test” (Koretz, 2008), and even 

the intentional manipulation of results (Jacob & Levitt, 2003). Taken together, these emphasized 

low-level skills and marginalized disciplines including the arts, social studies, physical 

education, and health education as schools spent less time on subjects that weren’t explicitly 

tested (Dee, Jacob, Hoxby, & Ladd, 2010). 

An evaluation of the reform efforts of the past 30 years has largely demonstrated the 

ineffectiveness of school-alone approaches to result in significant improvements in 

disadvantaged students and decrease the achievement gap (Barton & Coley, 2010; Noguera & 

Wells, 2011). While past research supports that equity does not come at the expense of quality, it 

has been asserted that sustainable improvements have not occurred due to educational policy that 

failed to account for environmental factors that influence academic outcomes (Bryk, 2010; 

Noguera & Wells, 2011; Lee & Reeves, 2012; Noguera, 2013). Youth with the greatest risk for 

poor educational outcomes often concomitantly experience many risk factors for adverse health 

outcomes, such as poverty and access to health or social services, which propagate these 

disparities (Koivusilta et al., 2003; Bryk, 2010; Basch, 2010). Basch (2010) asserts that 

regardless of the governing structures, student educational progress and academic achievement 

will be diminished if students are not “motivated and able to learn” (p. 4). A viable supplement 

to traditional educational approaches may be establishing common ground for education and 
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health through a more holistic framework that explicitly aims to address inequity and disparity 

through the creation of effective school health programs.  

Evolution of School Health in the U.S. 

 Horace Mann, the father of American public school education, acknowledged the critical 

foundation of health necessary to obtain knowledge by stating, “On the broad and firm 

foundation of health alone can the loftiest and most enduring structures of the intellect be reared” 

(Mann, 1891, p. 229). Following the 1850 report by the Sanitary Commission of Massachusetts 

(Shattuck, 1948), schools were identified as an optimal avenue for controlling the spread of 

communicable disease due to children and youth being congregated locally as a captive 

audience. At the beginning of the 20th century, life expectancy was under 50 years of age and the 

prevalent health priority was communicable diseases that included influenza, pneumonia, 

tuberculosis, and gastrointestinal tract infections (Armstrong, Conn, & Pinner, 1999). To address 

health in schools, children were provided with health services and screenings that included 

inspection for specific infectious diseases by physicians and nurses (Wilcox, 2005). Additionally, 

practices that included sanitary inspections in schools were instituted due to the poor conditions 

present at many institutions (Allensworth, Wyche, Lawson, & Nicholson, 1997). The beginning 

of the 20th century also saw the evolution of school health education and physical activity due to 

the poor conditioning of draftees during World War I. During this time, the majority of states 

implemented physical training as well as health education coursework that included “hygiene, 

nutrition, diseases, family health, sex education, healthy habits, and the consequences of alcohol 

and tobacco use” (Allensworth, 2015, p. 14). From this point until the late 1980s, school health 

programs primarily revolved around the three components of health education, health services, 

and the school environment.  
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 During the mid-20th century, priority health issues shifted from an emphasis on infectious 

diseases to direct diagnoses and treatment. This period, often referred to as the period of social 

engineering, included many political contributions to health and marked a time when the federal 

government became more active in health matters (McKenzie & Pinger, 2016). In 1946, the 

National School Lunch Act was enacted and served to promote the health and well-being of 

children through a federally-assisted meal program (Gunderson, 2003). Over the subsequent 60 

years, expansions to this initiative, including the School Breakfast Program, would assist 

millions of schools in addressing child hunger and nutrition. Starting in the 1960s, initiatives and 

legislation following the Great Society Program were enacted and included Head Start, the 

Elementary and Secondary Education Act, and the Community Health Center Program in 1965 

as well as the Child Nutrition Act in 1966, and the Education for All Handicap Children Act in 

1975 (Allensworth et al., 1997). As the end of the 20th century approached, there was an 

observable decline in communicable diseases and significant increase in chronic conditions.  

 The release of the Lalonde report (1974) challenged the current perceptions of health and 

health promotion by introducing the idea that health determinants are inclusive of environment 

and lifestyle, not only human biology or the health care system. This identification of 

determinants of health was also pivotal in identifying the need for intersectoral collaboration and 

for interventions to utilize multiple modalities and strategies (Glouberman & Millar, 2003). This 

report was influential within the U.S. as the national Public Health Service used the framework 

to analyze all mortality in the U.S. according to the four determinants outlined. The released 

findings from this analysis indicated that the majority of all premature death was due to lifestyle 

factors, followed by biological (bacteria, viruses, and genetics) and environmental (toxins, 

pollutants, and safety issues) factors, while health care (lack of access to care or mistakes 
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attributed to health care professionals) factors contributed the least (Allensworth, 2015). This 

information was revolutionary as it confirmed that lifestyle behaviors, behaviors that individuals 

chose to engage in or refrain from, contribute most significantly to chronic disease, morbidity, 

and mortality. Following this period, school health programming would shift to align with these 

expanded determinants to address chronic conditions. 

 Five years after the release of the LaLonde report, the Healthy People initiative was 

established by the U.S. Office of Disease Prevention and Health Promotion (ODPHP). The 

Healthy People program identifies direction and priorities for health promotion through the 

development of goals and objectives that then guide actions and interventions by researchers and 

practitioners (ODPHP, n.d.). The document elicits input from a variety of stakeholders in order 

to further narrow, define, and develop science-based, 10-year national objectives to improve the 

health of all Americans. The importance of schools in achieving these national health objectives 

became apparent following the second Healthy People iteration in 1990 as almost one-third of 

the included objectives would require support and participation of schools to be achieved 

(Allensworth, 2015).  

A Coordinated Approach to School Health  

 In the late 1980s, the CDC established the Division of Adolescent and School Health 

(DASH) which would result in the availability of funding opportunities, resources, and technical 

assistance for state agencies implementing school health programs (Allensworth, 2015). In a 

seminal article, Lloyd Kolbe, the founding director of DASH, proposed an expansion from the 

traditional three component model to eight components in order to be more comprehensive 

within schools (Kolbe, 1986). Kolbe suggested additional components including counseling and 

social services; school nutrition services; physical education; family and community 
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involvement; and health promotion for school faculty and staff be added to the initial three 

components of health education, health services, and the school environment. This expanded 

framework could result in more comprehensive coordinated efforts to further promote the 

acquisition of health-enhancing behaviors among students and ultimately improve health status 

and academic achievement. This expanded model was originally called the Comprehensive 

School Health Program and would later be called Coordinated School Health (CSH) 

(Allensworth, 2015).  

 The uniqueness and innovation of this approach was not solely due to the addition of the 

five new components. The rationale behind the coordinated approach was the potentially 

complementary and synergistic effects to improve student health and academic success through 

the coordination of all CSH components (Allensworth, 2015). A CSH program can be defined as: 

an integrated set of planned, sequential, school affiliated strategies, activities, and 

services designed to promote optimal, physical, emotional, social, and educational 

development of students. The Program involves and is supportive of families and is 

determined by the local community based on community needs, resources, standards, and 

requirements. It is coordinated by a multidisciplinary team and accountable to the 

community for program quality and effectiveness. (Allensworth, Wyche, Lawson, & 

Nicholson, 1995, p. 2) 

Through this approach of systematic coordination, gaps and overlap could be eliminated while 

ensuring available resources and personnel are used effectively. The strength of the CSH model 

results from coordinated interventions to address concomitant needs. This new framework was 

widely introduced by Allensworth and Kolbe (1987) in their article published in a special issue 

of the Journal of School Health, which also included articles from additional authors that 
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addressed each of the eight CSH components. Each article discussed the categorical component 

within the model and delineated its scope while providing evidence of mechanisms in which the 

component could improve health and academic performance among students (Allensworth, 

2015). The components of this new CSH approach and their corresponding descriptions are 

presented in Table 2.1. 

Table 2.1. 

Components and Descriptions of the Coordinated School Health (CSH) Approach* 

CSH Component Description 

Health Education Formal, and structured health education provide students with learning 

experiences that promote knowledge acquisition and skill development to 

engage in health-enhancing behavior. Health education curricula should 

be framed around the National Health Education Standards (CDC, 2016) 

while incorporating characteristics of an effective health education 

curriculum (CDC, 2015a) to help students improve health literacy. 

Optimal health education is relevant to student and community need and 

incorporates adequate assessment. 

Physical Education Physical education is characterized as an academic subject that is planned, 

sequential, and based on the national standards for physical education. 

Content incorporates cognitive instruction as well as skill development 

to improve motor skills, self-efficacy, and lifelong physical fitness. 

Schools can also develop a comprehensive school activity plan, physical 

education; staff involvement; as well as family and community 

engagement. 

School Health Services The purpose of school health services is to intervene with potential and 

existing health-related problems. Care coordination services may include 

first aid as well as the management of chronic conditions. School health 

services collaborate with school and community personnel and services 

such as physicians, nurses, health educators, and allied health 

professionals in order to increase student access and overcome barriers 

such as economic limitations. 

Healthy and Safe School 

Environment 

 

 

 

 

 

A healthy and safe school provides a climate that promotes positive social 

and emotional development to facilitate student health and development 

in a supportive learning environment. A healthy and safe environment 

also addresses the physical conditions of the school building and contents 

and protects students and staff from threats and chemical agents that may 

be hazardous. 

 

 Counseling, Psychological, and 

Social Services 

These services support the mental, emotional, and behavioral health of 

students. Prevention and intervention by mental health professionals 

promote to the health of the school environment by improving the mental 

and behavioral health of students. Services provided may include 

assessments, direct or indirect interventions; consultation and counseling; 
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and referrals to community services. Services provided should reinforce 

learning and align community interventions to the school environment.  

Family and Community 

Involvement 

Students benefit when families and staff collaborate to support their 

learning and health. There is also benefit when community organizations 

and groups create partnerships, volunteer, or share resources to promote 

student learning. These relationships bidirectional and family and 

community enhance student learning and students reciprocate through 

service-learning and the sharing of information and resource. 

Relationships between staff, parents, community, and students reinforce 

student health and learning through multiple settings including the home, 

school, and community environments. 

Health Promotion for Staff Schools serve simultaneously as a place or learning as well as a workplace. 

Supporting the physical and mental health of staff members also 

promotes student success. Healthier employees are more productive and 

have reduced absenteeism. A comprehensive employee wellness plan 

should address multiple risk factors and health conditions. In addition to 

improving student outcomes, employee wellness programs provide an 

economic benefit through reduced health insurance premiums, employee 

turnover, and reduced substitute teacher costs. 

Nutrition Services An optimal school nutrition environment allows students an opportunity to 

practice healthy eating while also having access to a variety of foods and 

beverages. School provided meals should meet federal nutrition standards 

and accommodate the dietary needs of all students. Staff should support a 

healthy nutrition environment by modeling healthy eating and promoting 

healthy foods. 

*(CDC, 2015) 

 

 Under the direction of Lloyd Kolbe, DASH was a prominent promoter of the new CSH 

approach and collaborated with other health organizations to develop resources and support for 

its implementation. Following the models development, CDC appropriated funding for state 

departments of education to implement HIV education within the coordinated framework. This 

funding would support state-level CSH coordinator positions (Allensworth, 2015). These 

positions would serve to better facilitate the implementation and adoption of CSH at the local 

level through the provision of support and training. To facilitate CSH implementation, CDC 

funded the development of the book Health is Academic: A Guide to Coordinated School Health 

Programs (Marx, Wooley, & Northrop, 1998) which delineated the components of CSH and 

provided strategies for dissemination and implementation. Trainings were developed in 
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cooperation with higher education faculty in order to improve professional preparation programs 

to better familiarize students, who would soon be school health professionals, with the CSH 

approach (Rasberry et al., 2015). Further collaboration with organizations such as the American 

Cancer Society resulted in the development of additional CSH resources including guides for 

school health councils and the role of the school health coordinator. In 2003, ASCD (formally 

the Association for Supervision and Curriculum Development), with funding from the Robert 

Wood Johnson Foundation, developed a tool to assess CSH status within schools. Following the 

expert panel review process and field testing, the tool was published (Lohrmann, 2005).  

 Coordinated school health and student achievement. A central premise of the CSH 

approach is the connection between student health and academic success. If academic success, 

student health, and risk behaviors are all interdependent, then changes in health status or risk 

behaviors precipitated by CSH programs should also result in the improvement of educational 

outcomes. As resources are limited within schools, it is necessary to demonstrate the 

effectiveness and viability of health programs to improve student and school indicators of 

academic success (Basch, 2010). As the CSH model had been a priority for decades, many 

reviews have espoused the evidence for a positive effect on educational outcomes resulting from 

healthy students or school health programs (Murray at al., 2007; Vinciullo, & Bradley, 2009; 

Dilley, 2009; Rasberry et al., 2011; Bradley & Greene, 2013; Busch et al., 2014; Rasberry et al., 

2017). 

 In one of the most comprehensive reviews of health and academic achievements, Michael 

and colleagues (2015) reviewed the available evidence to elucidate the relationship between the 

components included in CSH and academic achievement. A total of 1485 articles were compiled 

in the review including 81 meta-analyses, systematic reviews, or unstructured reviews (Table 
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2.2). For the review, achievement was categorized as academic performance inclusive of test 

scores and grades, educational behavior, as well as cognitive ability and attitude. School health 

components were grouped into four categories, illustrating a multilevel approach, which 

included: supporting healthy student behavior, supporting school health services, supporting safe 

and positive school environments, and supporting engagement of the family and community.  

 

Table 2.2 

 

 

Total Aggregated Articles Compiled Corresponding to Included School Health Component. 

Category and Components Reviews* 
Total 

Articles 

Unique 

Articles 

General 

Findingsa 

     

Supporting Health Student Behaviors     

Physical education and physical 

activity 

28 410 259 ↑CF ↑C ↑TS ↑G ↑B 

Nutrition environment and services 14 181 134 ↑CF CA ↑G ↑TS 

Health education    ↑G ↑TS ↑A ↑B 

Lack of Sleep 3 32 30 ↓CF 

Sex risk behaviors 3 34 32 ↓G  

Violence 2 37 33 ↓G ↓TS 

Alcohol/drug use 3 58 53 ↓EA 

Smoking 3 37 30 ↓G 

Supporting school health services     

Health services     

Asthma 4 91 86 ↓CF ↓A  

Diabetes 2 34 31 ↓TS 

Sickle cell anemia 1 9 9 ↓CF 

Epilepsy 1 8 8 ↓I 

Obesity 3 15 10 ↓TS  

Vision Problems 1 16 16 ↓TS ↓L 

Counseling, psychological, and social 

services 

5 129 129  

Employee wellness - - 7 ↑A ↑M 

Supporting safe and positive school 

environments 

    

Positive social and emotional school 3 260 226 ↓V ↑A ↑EA ↑G ↑B 
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climate ↑TS 

Positive Physical environment - - 14 ↑EA ↑A 

Supporting the engagement of family 

and community 

    

Family engagement 5 134 92 ↑A ↑EA ↑G ↑B ↑TS 

Community involvement - - 8 ↑A ↑G ↑TS  ↑B 

Totals 81 1485 1207  

Notes. A, attendance; B, behavior; C, concentration; CB, classroom behavior; CF, cognitive functioning; EA, 

educational attainment G, grades; I, intelligence; L, literacy; M, morale; TS, test scores; V, violence 

↑ = increased/improved; ↓ = decreased/reduced 

* included meta-analyses, systematic reviews, and unstructured literature reviews 
a 

Does not present all associations 

 

 

 Results of this study indicate the clear relationship between categorical school health 

components and student academic indicators. The evidence presented supports the potential for 

health-related components and programs to impact educational outcomes. However, while this 

review was extensive, it could not assess the relative contribution of individual components 

implemented within a more comprehensive program or intervention. Health promotion literature 

has indicated the benefit of including multiple components and strategies to increase school-

based health programs and intervention success (Brown & Summerbell, 2009; Videto & Birch, 

2015). While each of these components individually indicated positive associations, it is asserted 

that a coordinated approach can result in the whole being greater than the sum of its parts and 

produce improved student improvement or positive outcomes (Rosas, 2015). While further 

research and evaluation is necessary, reviews have indicated an increased benefit in programs 

that provide comprehensive, school-wide changes (Murray et al., 2007; Dilley, 2009; Vinciullo 

& Bradley, 2009).  

 CSH implementation quality. A limitation of past reviews assessing CSH and academic 

outcomes is the lack of focus on implementation quality. The proposed strength of the CSH 

model is its collaborative approach that leverages collective expertise and resources to achieve 
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the common goal of student success. True implementation goes beyond programmatic health 

interventions to become a systemic process that includes interconnected components and systems 

(Deschesnes, Martin, & Hill, 2003). Even though research has consistently linked quality 

implementation with program success and student outcomes, evaluating or monitoring 

implementation quality is rarely prioritized (Domitrovich et al., 2008). Assessing implementation 

quality of practices or programs in schools is essential as they do not occur in a vacuum and are 

influenced by federal, state, and local policy or practices. School characteristics can vary 

significantly and affect the implementation quality of programs. Previous research has 

demonstrated that schools lacking administrative support, organizational capacity, and 

professional competencies have increased difficulty with quality implementation of health 

programs (Gottfredson & Gottfredson, 2002; Payne, 2006). Failure to evaluate program 

implementation through measures such as fidelity, dosage, and quality of delivery, may limit the 

attribution of non-significant intervention outcomes due to ineffective program components as 

opposed to inadequate implementation (Domitrovich et al., 2008). Poor outcomes as a result of 

poor implementation can undermine the credibility of a CSH approach. 

 Rosas and colleagues (2009) presented the results of a retrospective study to assess the 

association between CSH program implementation and student academic outcomes over time. 

The authors assess three levels of CSH implementation (none, high, low) across five academic 

indicators. Implementation levels were categorized based on schools’ use of data-driven 

assessment, roles and responsibilities of team members, planning, strategy development, meeting 

frequency, training, goal attainment, staff commitment, and health-related programs and policies. 

Results of the analysis indicated that schools with increased implementation had higher 

performance and progress ratings at the school level. Low-implementing schools had a 
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significantly lower portion of students that met reading and math standards compared to high-

implementing schools. Another important finding was that schools with decreased 

implementation also had a lower proportion meeting those standards than schools without CSH 

program implementation. This finding is important as it supports the idea that low CSH 

implementation will not only result in reduced outcomes compared to higher implementation but 

can actually result in worse outcomes than no implementation at all due to resources being 

shifted away from other academic programs. 

 Reviews examining previous programs have largely confirmed that implementation most 

often focused on single domain or CSH component, lacked coordination and integration, and 

failed to assess implementation quality (Fetro, 1998; Deschesnes et al., 2003). These findings 

should not be surprising as there was a lack of available implementation guidelines or standards 

to illustrate how coordination between components should occur when the model was first 

introduced (Allensworth, 2015). It has been asserted that one of the most important 

characteristics for implementation success is standardization, which is clear and explicit 

guidelines, materials, and tasks (Gottfredson & Gottfredson, 2002). Guidance regarding 

coordination between stakeholders was not readily available and accessible until the mid-2000s 

when CDC identified roles and responsibilities to facilitate effective program implementation 

(Allensworth, 2015). Adoption and effective implementation of the CSH model was also limited 

by an inability to adequately convey the importance of health programs to achieving educational 

outcomes. Gaining local administrator support was a challenge as the first major document 

evidencing how the CSH components contributed to improved educational outcomes was not 

available until 2002. These factors combined ultimately limited the support and buy in at the 

local level (Allensworth, 2015). 
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The Whole Child Initiative 

 The CSH approach was innovative as an organizational framework that encouraged 

collective and collaborative efforts from professionals within different components of the model 

to more effectively support students. While there were many successes, it was also apparent that 

CSH adoption and implementation was sporadic across the U.S (Basch, 2010). It is surmised that 

much of the difficulty in adoption was due to the educational landscape in which school 

administrators faced immense pressure to improve student academic performance which was 

primarily assessed through test scores (Basch, 2010). Following the reauthorization of the 

Elementary and Secondary Education Act and No Child Left Behind, there was a significant shift 

towards a singular focus on academics. The resulting punitive measures imposed on 

underperforming schools and declining budgets due to these educational policies likely inhibited 

CSH adoption by school administrators. The shift in emphasis away from health initiatives and 

the relative ineffectiveness of traditional education reform led to leaders in both health and 

education domains asserting a need to evolve traditionally siloed practices to more effectively 

promote student development. The CSH approach was largely viewed as a solely health-oriented 

framework which needed to evolve to provide greater applicability and alignment to education, 

which could then promote a new and integrated strategy for education reform. As Lloyd Kolbe 

(2002) stated: 

In sum, if American schools do not coordinate and modernize their school health 

programs as a critical part of educational reform, our children will continue to benefit at 

the margins from a wide disarray of otherwise unrelated, if not underdeveloped, efforts to 

improve interdependent education, health, and social outcomes. And, we will forfeit one 

of the most appropriate and powerful means available to improve student performance. 

(p. 10) 
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Similarly, scholars within the education domain were recognizing the need for more holistic 

approaches in policy and practice to support student development and reduce achievement gaps. 

Pedro Noguera (2013) summarized this perspective and stated: 

For the last thirty years or more the schools-alone strategy has been pursued by 

educational policymakers. Billions of dollars have been spent on plans to revamp school 

curriculum, retrain teachers, introduce new technology, and make schools smaller, but 

none of these costly measures have had the impact on academic and developmental 

outcomes of the most disadvantaged children that was expected or hoped for. The history 

of failure in past school reform efforts has made it clear that a strategy based on a more 

holistic framework that explicitly tackles inequality is the only way sustainable progress 

in public education will be achieved. (p. 193) 

It was apparent that siloed health and education efforts failed to adequately address systematic 

barriers limiting student achievement and development. It was clear efforts going forward would 

require coordinated policies, processes, and practices to be prioritized if there was to be success 

in achieving intended outcomes (Slade, 2015a). 

 In 2006 ASCD convened a commission in order to redefine and delineate a successful 

learner that expanded beyond academic achievement to include physical and emotional health, 

engagement in the arts, preparedness, self-sufficiency, and readiness for the real world (ASCD, 

2007; Slade & Griffith, 2013). Comprised of leading researchers and practitioners, the 

commission began a dialogue to evolve what it meant to be a successful school and student 

within that school. The resulting conversations would seek to answer questions of how resources, 

staff, personnel, and even facilities would be arranged or modified if the student or child was the 
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focal point (ASCD, 2012). As stated by then Executive Director of ASCD, Gene R. Carter 

(2007): 

If decisions about education policy and practice started by asking what works for the 

child, how would resources—time, space, and human—be arrayed to ensure each child’s 

success? If the student were truly at the center of the system, what could we achieve? (p. 

4). 

The work of the commission culminated in the development of ASCD’s Whole Child Initiative 

which asserted a well-rounded and effective education must shift from a traditionally narrowed 

focus of student success towards a more holistic assessment. The Whole Child Initiative would 

characterize success as achieved when students at school are healthy and learn about protective 

health behaviors, are provided with a physically and emotionally safe environment, are 

connected to the community and engaged during learning, have access to personalized learning 

from qualified staff, and are academically challenged and prepared for life beyond the classroom 

(ASCD, 2012).  

 Five central evidence-based tenets form the basis of the Whole Child Initiative and assert 

that students are unable to learn if they are not safe, healthy, engaged, supported, or challenged 

(ASCD, 2012). These tenets align directly with Abraham Maslow’s hierarchy of needs (1943) 

which are categorized as physiological, safety, belonging, esteem, and self-actualization. The 

hierarchy of needs is commonly presented as a pyramid illustrating the relative importance of 

needs with physiological being the most important and located at the bottom, followed by safety, 

belonging, esteem, and self-actualization. Maslow asserted that higher-level needs within the 

pyramid were only able to be achieved after lower-level needs have been met. An illustration of 

Maslow’s hierarchy of needs articulating with the five tenets is presented in Figure 2.2. This 
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Whole Child Initiative further linked the importance of health and education by structuring the 

tenets of healthy and safe at the base of the pyramid as the foundation in which learning must 

occur. This structure emphasized the role of school services and health-promoting stakeholders 

as integral to student success and academic outcomes because students cannot learn if they are 

not healthy or safe and may have significant barriers to learning if they are not engaged, 

supported, and challenged (Rasberry et al., 2015). 

 While these initial five tenets outlined in the Whole Child Initiative conceptualized 

student and school success, indicators to better operationalize these components were needed. 

For this framework to be utilized by school administrators to positively influence student 

success, a more pragmatic solution needed to be presented that provided better assessment for 

achieving these measures. To solve this issue, a set of 10 indicators corresponding to each tenet 

was developed resulting in 50 total indicators (ASCD, 2013). These indicators would elucidate 

and outline how each tenet was defined and enable school personnel to conduct needs 

assessments, analyze assets, and align education elements to the whole child. It was also 

determined that for schools to make lasting change, it was necessary that change be systemic, not 

programmatic, and added the overarching concept of sustainability which also had 10 

corresponding indicators (Valois et al., 2011; ASCD, 2013).  

The Whole School, Whole Community, Whole Child Model 

 As previously indicated, the sectors of health and education are dedicated to serving the 

same youth population, yet have historically worked in silos, essentially dividing priorities 

instead of utilizing a coordinated and integrated approach. As the Whole Child Initiative sought 

to redefine the definition of a successful student and school to include more holistic indicators,  

school health needed to be redefined to be perceived as integral to the school mission as opposed  
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to an add-on program. As summarized by Hoyle, Bartee, & Allensworth, (2010): 

 

Insistence on alignment of programs under the ‘‘health’’ banner is detrimental to the 

purpose and mission of both school health and school improvement. Persistence in 

garnering support for health ‘‘programs’’ rather than finding the niche of the health-

promotion process in ongoing school improvement efforts contributes to insurmountable 

language and organizational barriers that detract from the existent value of health in the 

school setting. (p. 165) 

Integration will benefit both domains as education extends beyond traditional academic 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.2. Articulation of Maslow’s (1943) hierarchy of needs and the Whole Child Initiative’s 

tenets (ASCD, 2012) 
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achievement to cater to the whole child by addressing social, emotional, and physical 

development while health serves as a critical facilitator to ensure students are able to learn and 

achieve (Slade, 2015b).  

 In order to further bridge the divide between education and health, ASCD and the CDC 

collaboratively developed the whole school, whole community, whole child (WSCC) model. 

Similar to the Whole Child Initiative, this new evolution was developed in consultation with 

subject matter experts in school health and education (Allensworth, 2015). This new model 

combined the original CSH components with the tenets of the whole child framework. Through 

this integration, the newly developed WSCC model served as a framework that focused on health 

and educational outcomes and emphasized the need for professionals with a common purpose to 

work collaboratively to develop the whole child (Hunt et al., 2015). The final WSCC model 

places the student at the center surrounded by the five tenets which are critical to support student 

academic achievement and health. Expanded from the original eight elements of the CSH model, 

the WSCC situates 10 components of a coordinated approach to school health around the whole 

child tenets and are connected through coordinated policies, processes, and practices. Finally, the 

student, components, and tenets are placed inside a greater community (Lewallen et al., 2015). 

An illustration of the complete WSCC model can be viewed in Figure 2.3.   

 One notable change was the expansion of the existing eight elements from the CSH 

model to 10 in the WSCC. The new model divided two existing components in order to better 

adapt to the current culture and differentiate unique factors that were previously combined. The 

component “healthy and safe school environment” from the previous CSH model was in the 

WSCC by dividing the component into physical environment and social and emotional climate 

(Birch & Videto, 2015; Hunt et al., 2015). This change reflects the increasing need to 
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Figure 2.3. The whole school, whole community, whole child (WSCC) model. From Whole 

school, whole community, whole child by CDC, 2018a. Retrieved from: 

https://www.cdc.gov/healthyschools/wscc/index.htm 

 

better attend to students’ emotional and mental development (Joint Committee on National 

Health Education Standards, 2007; Durlak, Weissberg, Dymnicki, Taylor, & Schellinger, 2011). 

Another component expanded from the CSH model was “family and community engagement”, 

which was separated to emphasize the importance of these two forms of stakeholder engagement 

individually as they present distinct benefits and influence on student health and achievement. 

Parents have a significant influence on their children’s life and choices, with substantial evidence 
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demonstrating that family engagement in the education process is associated with increased 

student achievement and academic performance (CDC, 2014). Additionally, engaging 

community stakeholders and organizations can facilitate increased effectiveness in solving health 

and academic challenges (Adelman & Taylor, 2006). Additionally, “staff health promotion” from 

the CSH model was changed to “employee wellness”. Figure 2.4 illustrates the evolution of 

school health models as well as the addition of the new components in the WSCC model. 

 A notable consideration for the WSCC is translating the model from theory to application 

through coordinated and collaborative policies, process, and practices (ASCD 2014; Lewallen et 

al., 2015). As seen in the WSCC model, coordinating policies, processes, and practices are what 

link the tenets and components. These coordinated efforts are critical to move away from 

fragmented or random acts towards a systems approach. Fragmented efforts are often produced 

by committees with limited representation and lack sustainability. This programmatic approach 

often only lasts as long as the individual or committee, staffing, resources, and funding remain 

unchanged (Valois et al., 2011). As opposed to piecemeal efforts, a systems approach is a way to 

achieve long term and meaningful change to the school environment and structures (Rosas, 

2015). Through systems change, top-down support reinforces a shift in culture through a clear 

vision, collaborative goals and objectives, and multisector collaboration (Ferguson et al., 2010). 

Producing valid and meaningful systemic change necessitates that schools align policies, 

practices, and procedures to systemic reform. The framework of the WSCC provides an  

approach for school systems change by aligning tenets and components through policies, 

processes, and practices. 
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Figure 2.4. Evolution of the initial model of school health to coordinated school health (CSH) 

and the whole school, whole community, whole child (WSCC) models. Adapted from Promoting 

Health and Academic Success (p. 22), by D. D. Allensworth, in Birch & D. M. Videto (Eds.), 

2015. 

 

Lastly, the WSCC model intentionally places the student, tenets, and components within 

the greater community. In the document The Learning Compact Redefined: A Call to Action 

(ASCD, 2007), a firm assertion is made that students do not grow in silos and stated: “children 

do not develop and learn in isolation, but rather grow physically, socially, emotionally, ethically, 

expressively, and intellectually within networks of families, schools, neighborhoods, 

communities, and our larger society.’’ (p. 11). This emphasizes that students and the schools they 
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attend are an integral part of the communities in which they reside (ASCD, 2014). If schools and 

communities collaborate, they can manage and utilize resources more effectively to identify need 

at a community level. The framework of the WSCC recognizes the shared responsibility between 

the community and school in regard to fostering health educational attainment. The school and 

the community exert reciprocity, and the relationship between the two affects the entire 

community (Lewallen at al., 2015). With students at the center, schools represent an immediate 

environment to support their engagement in healthy behavior, while the greater community 

represents a distal context that can exert influence on youth directly, or through school systems, 

families, and neighborhoods.  

Facilitators and Challenges of WSCC Implementation 

 While the WSCC model has only been recently developed, previous implementation and 

evaluation of the CSH model and Whole Child Initiative have identified factors that promote 

alignment, implementation, and coordination of school health efforts while also presenting 

salient challenges to these processes. Challenges identified that may inhibit adoption and 

implementation of the WSCC include model complexity and budgetary constraints. Frequently 

cited factors purported to support utilization of the WSCC and overcome challenges include: (1) 

coordination among health and education; (2) shared school vision; (3) effective communication; 

(4) inclusivity and empowerment; (5) professional development opportunities; (6) the adoption 

of health-related policy; (7) data-driven assessment; and (8) school health leadership and 

administrator support (Valois, et al., 2011; Hodges & Angermeier, 2015; Chiang, Meagher, & 

Slade, 2015; Hunt et al., 2015; Lewallen et al., 2015; Rooney et al., 2015; Videto & Birch, 2015; 

Rasberry et al., 2015; Chiang, 2016).   
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Challenges.  

Model Complexity. As the WSCC model contains five tenets of the whole child 

surrounded by 10 components that need to be aligned through processes, policies, and practices 

within a greater community, there may be hesitancy to adopt and implement the model due to 

perceptions implementation complexity. When first examining the model, it may appear as a 

large and convoluted framework that will necessitate education, expertise, and familiarity with 

school health components. Even once schools or stakeholders adopt or commit to aligning 

systems to the WSCC, they may struggle with ultimate program implementation and success if 

efforts are not focused on systematic, as opposed to programmatic, change (Valois, et al., 2011). 

The process of establishing and implementing policies and practices aligned with the WSCC is 

also time and labor intensive, increasing the challenge (Valois & Hoyle, 2000). As every school 

and community is a unique setting, differences can increase the challenge of initiating a system-

level change (Rosas, 2015). This context affects implementation resulting in complex change 

initiatives where sustainability and effectiveness require an understanding of the diversity and 

complexity within the system (Deschesnes et al., 2003; Rosas, 2015). Additionally, decision-

making is often not linear and requires multilevel mechanisms and structures to enable a wide 

range of members to assess, provide feedback, and modify efforts in a timely manner (Lee, 

Cheng, & St. Leger, 2005). 

Additionally, evaluation efforts present their own unique challenges. Traditionally, 

evaluation of a health promotion program focuses on the modification of measures such as 

attitudes, skills, and behaviors and their relationship with achieved outcomes (Sharma & Petosa, 

2012). Because full integration and alignment with the WSCC involves systematic processes 

where interventions are complex, inherent evaluation challenges include isolating effects or 
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relative contribution of program components and identifying delayed results or distal impact 

(Sterman, 2006). To adequately evaluate these efforts, it is necessary to be able to employ a 

variety of techniques and methodologies to isolate significant program outcomes as well as 

determine the level of implementation fidelity (Valois, 2015). Determining any meaningful 

effects requires schools or personnel to understand the evaluation process, determine appropriate 

types of evaluation, methodologies to utilize, and appropriate data collection strategies (Sharma 

& Petosa, 2012; Valois, 2015).  

Budgetary constraints and funding. Funding continues to be a significant factor for 

consideration by school administrators when considering school health issues (Brown et al., 

2004; Hodges & Angermeier, 2015). Additionally, available funding for education and health 

has predominately remained categorically separate. Reform efforts and their corresponding 

funding has primarily been evaluated on its capacity to impact academic outcomes while health 

efforts were evaluated based on change in knowledge, beliefs, and skills (Symons, Cinelli, 

James, & Groff, 1997). Thus, research and funding has largely remained siloed, limiting 

interdisciplinary efforts to study the complexity and interaction between health and academic 

achievement (Murray et al., 2015). With administrators facing increased pressure to improve 

students’ academic outcomes, health efforts including WSCC adoption and implementation will 

be severely limited if programs cannot share resources to concomitantly improve health and 

academic achievement (Lewallen et al., 2015; Booth, 2015). Budgetary constraints can serve to 

prevent collaboration as many stakeholders perceive allocating funds to nonacademic initiatives 

as a waste of limited resources. As educational funding remains a constant challenge, funding 

mechanisms and processes need to become more flexible to allow schools to improve health and 
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education through whole child development (Hunt et al., 2015; Murray et al., 2015; Hodges & 

Videto, 2015). 

Facilitators. 

Coordination. The WSCC emphasizes increased alignment and integration between the 

domains of health and education in order to focus on the development of the whole child. A 

central premise of the model is coordinated processes, policy, and practice to increase alignment 

between these two domains. Although health and education are invested in student success, goals 

and accountability standards can be divergent (Lewallen et al., 2015). Any persistent siloing of 

health and education will limit application of the WSCC. It has been commonly reported that 

stakeholders have consistently separated academic achievement and health, neglecting their 

interdependence and synergy (Moyer, Foley, Hodges, & Pace, 2016; Hunt et al., 2015). 

Historically, the CSH model has been primarily viewed as a health initiative without a clear link 

to education and student success even though there have been numerous examples of policy 

aligning public health and education services to improve student success (Hodge, Gable, & Mair, 

2008; Valois et al., 2011). If schools continue to view school health as programmatic efforts, as 

opposed to systematic, it will be less likely to gain support from key stakeholders. Continued 

separation can be a result of an environment where key stakeholders continue to focus narrowly 

on their own components or domains and miss opportunities for enhanced outcomes through 

coordination (Hodges & Angermeier, 2015). It is critical that the conversation shifts to identify 

and define the educational benefits that can be attributed to healthy students and necessitate an 

approach where health and education work collaboratively to identify common objectives and 

strategies for student success. Any proposed initiative must clearly delineate the educational 
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benefits, as schools belong to the education domain, and support the symbiotic relationship 

between health and education (Rasberry et al., 2015). 

Shared vision. While there has been increased support over the years, the integration of 

health into the fundamental mission of the education system or as a strategy to reduce 

educational disparities has not been ubiquitous (Basch, 2010). Within the education domain, an 

effective school has a clear vision and mission with alignment among boards of education, 

districts, and schools (National Association of State Boards of Education [NASBE], 2014). 

There is evidence associating increased success of health initiatives when there is clear 

alignment to the mission of the school (Videto & Birch, 2015; Lewallen et al., 2015). The 

inclusion of health-related goals within the mission statements of schools can further align health 

and education and reduce operating in silos (Rasberry et al., 2015). A lack of this shared vision, 

values, and goals may serve as a barrier to establishing a school climate that concomitantly 

improves student health and academic achievement or one that prevents an understanding of how 

communities and institutions are equipped to achieve these outcomes (Hodges & Angermeier, 

2015). When there is a shared vision among stakeholders, systematic change that is 

transformative and sustainable can occur.  

School improvement plans. One way in which schools can demonstrate a shared vision 

for health and education is through the inclusion of health-related objectives in school 

improvement plans (SIP). The DOE (2006) describes the school improvement plan as a 

“framework for analyzing problems, identifying underlying causes, and addressing instructional 

issues in a school that has not made sufficient progress in student achievement.” (p. 8). Over the 

past two decades, SIPs have begun to emerge as a salient accountability system for increasing 

student achievement and educational outcomes. The goal of a SIP is to identify programmatic or 
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system deficiencies in order to develop and implement strategies that can be utilized to improve 

academic achievement (Chiang, 2016). If a SIP is consistently modified and implemented over a 

period of time, it can foster continued improvement within schools and ultimately improve 

student educational outcomes (Videto & Birch, 2015; Chiang, 2016). The development of a SIP 

is critical within education as the plan is a key driver of priorities. Goals and objectives that are 

included in the SIP are the indicators that end up measured while anything excluded in the plan 

may have a much lower priority (Leithwood, Seashore Louis, Anderson, and Wahistrom, 2004).  

A school or district SIP provides a medium that can be used to systematically address the 

needs of the whole child through the lens of the WSCC (Murray et al., 2015; Rooney et al., 2015; 

Chiang, 2016). While there is a clear link between health and student achievement, some 

stakeholders may remain resistant to the integration of health and wellness into an SIP. As 

schools have limited resources, health and wellness is often viewed as a competing endeavor to 

educational outcomes as opposed to a facilitating factor as illustrated in the WSCC (Hunt et al., 

2015; Hodges & Videto, 2015). Additionally, stakeholders may resist incorporation due to a 

perception that a SIP should be narrowly focused on traditional academic strategies and schools 

should not be accountable for health outcomes (Chiang, 2016). Yet there is evidence that when 

health and wellness are integrated into an SIP, they become a priority and focus for the school or 

district rather than a marginalized process or task (Rasberry et al., 2015; Lewallen et al., 2015). 

In a report articulating findings from the ASCD Healthy School Communities (HSC) pilot 

program, nine levers were identified that catalyzed change related to school health. Of these nine 

levers, the incorporation of health and wellness into the SIP was indicated as one of the most 

significant factors (Valois et al., 2011). When health and wellness are included in the SIP, they 
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become part of an accountability system which promotes a continued and cyclical process of 

review, modification, and implementation. 

 Inclusivity and empowerment. A supportive culture among internal and external 

stakeholders promotes collaboration, discussion, and participation while a culture that lacks these 

characteristics makes efforts more challenging (Valois et al., 2011). The WSCC emphasizes the 

importance of stakeholder involvement including parents, families, school staff, students, and 

community organizations. When stakeholders are engaged from the beginning of the planning 

process there is increased buy in and support. At a minimum, school teams should include 

representation from each component of the WSCC model but should ideally also include 

individuals from underrepresented groups (Lewallen et al., 2015; Rooney et al., 2015; Paschal, 

2015).  If inclusion efforts are not made explicit from the early stages, key stakeholders may be 

reluctant to participate due to a lack of perceived experience or explicit connection to the school 

through a child (Hodges & Angermeier, 2015; Blank, 2015). Critically, failure to be inclusive 

and have broad representation may result in a school or team that lacks beneficial perspective 

and expertise, generation of ideas, or support which may limit the success of initiatives and 

efforts.  

It is important to note that stakeholder participation is most effective when there is a 

collective commitment to objectives and appropriate empowerment to achieve them. The 

collaboration and involvement of stakeholders must be meaningful and promote input as well as 

shared-decision making (Rooney et al., 2015). Basic involvement in activities that consists of 

volunteering or providing services for only a short period of time does not foster engagement, 

empowerment, or sustainability. If stakeholders are not adequately empowered in decision-

making and planning, it is likely that initiatives will lack sustainability. For instance, if a key 
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school leader such as the principal was to retire or transfer, the process or efforts may stall if 

other stakeholders lacked ownership of the initiative (Valois et al., 2011; Slade, 2015a). For 

stakeholders to truly become engaged it is necessary to understand the benefits and contributions 

of their individual involvement which increases their investment and motivation to meaningfully 

contribute to the process (Hunt et al., 2015). 

Health-related policy. Policy is integral to implementation of the WSCC and can be 

defined as a “set of rules or guidelines formulated or adopted by an education organization,” 

(NASBE, 2014, p.5) and can be implemented at national, state, or local levels. These policies 

may be formal or informal but ultimately direct the education system. Policy at all levels is 

necessary in order to sustain processes and practices while also providing increased 

accountability and enforcement. Unfortunately, policymakers often neglect to incorporate health 

and well-being into school improvement efforts which limits success as these efforts become 

marginalized (Valois et al., 2011). To align with the WSCC model, policymakers should increase 

efforts to adopt and implement policy that connects school health components and educational 

outcomes, promotes collaborative partnerships, and establishes accountability systems to ensure 

implementation and track progress (Chiang, Meagher, & Slade, 2015; Lewallen et al., 2015). 

Policies that align to local values and are manageable, clear, and measurable have the potential to 

influence multiple components of the WSCC and promote systemic change within schools and 

districts (Videto & Birch, 2015; Murray et al., 2015; Valois et al., 2011).  

School wellness policies. One opportunity to integrate further coordination of health and 

education efforts is through the school wellness plan (Rooney et al., 2015). Beginning with 

section 204 of the Child Nutrition and WIC Reauthorization Act of 2004, every local education 

agency that participates in federal food programs, such as the National School Lunch Program or 
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School Breakfast Program, is required to have a developed wellness policy (CDC, 2014). A local 

wellness policy guides local districts and schools to create healthy nutrition and physical activity 

environments. Each local wellness policy is required to include five components, with a salient 

theme being nutrition guidelines to reduce obesity and promote student health (Hodge, Gable, & 

Mair, 2008). These local wellness policies provide an accountability mechanism due to an 

emphasis on transparency, engagement, and tracking. Wellness policies can be integrated into 

the WSCC model by examining and including the school health components and aligning with 

other school improvement plans (Murray et al., 2015; CDC, 2014).  

Accountability and Data. While schools have been using data for decades, many school 

systems have only recently begun to collect and analyze health-related data for school 

improvement. Effectively utilizing data to inform policy and practice has been demonstrated to 

result in improved outcomes and progress toward school objectives (Valois et al., 2011). 

Utilizing data to assess key indicators will provide a baseline in which progress can then be 

tracked while also allowing administrators to make informed decisions based on that 

information. Accountability systems should extend beyond student test scores due to their 

inability to accurately gauge educator contribution, college or career readiness, and academic 

achievement (ASCD, 2014). Schools, educators, and students should be evaluated using a variety 

of measures to provide a more comprehensive analysis of factors that produce quality 

educational outcomes. Consistent with the WSCC, schools can incorporate health and wellness 

metrics into accountability systems to better monitor and elucidate the interaction between health 

and academic achievement. Inserting model components into accountability systems provides a 

baseline and direction for addressing disparity in health as a barrier to learning (Basch, 2010; 

Murray et al., 2015; Hunt et al., 2015). However, it is also necessary that indicators collected are 
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meaningful and appropriate to provide evidence for the effectiveness or ineffectiveness of a 

process, program, or policy (Shipley, Lohrmann, Barnes, & O'neill, 2012). Thus, established 

systems for collecting and reporting data should incorporate a wide range of indicators that align 

to the WSCC in order to more effectively track progress towards health and education-related 

objectives (Murray et al., 2015). While collecting and analyzing data that corresponds to the 

WSCC may seem daunting, there is an abundance of available assessment tools and resources 

that can be utilized to facilitate these processes (Table 2.3). 

Table 2.3 

School Health Assessment Tools, Instruments, and Resources* 

Resource Description 

School Health Index (SHI) The SHI is self-assessment tool that can be utilized to assess 

school health policies and programs. The SHI contains a 

module for each component of CSH and six specific health 

topics.  

Healthy School Report Card 

(HSRC) 

Developed to assist schools in the development of a wellness 

plan, set improvement goals, and track progress, the HRSC 

aims to facilitate schools to become more effective and 

healthy.  

School Improvement Tool (SIT) The SIT is a free, online tool that measures the Whole Child 

tenets of healthy, safe, engaged, supported, and challenged 

by assessing the 10 indicators of each tenet. 

State School Health Policy 

Database 

The database contains comprehensive legislation and policy 

from all states and addresses over 40 different health topics. 

Descriptions of rules, legal codes, rules, mandates, and 

standards are all included. 

Fit, Healthy, and Ready to Learn First published in 2000, additional chapters have been added 

over time to provide a rationale to provide evidence and 

influence education leaders to support efforts to address 

each health topic. 

Wellness School Assessment 

Tool (WellSAT) 

The WellSAT is utilized to analyze school wellness policies. 

The tool measures the strength of policies while also 

providing guidance to address gaps or weaknesses. 

Health Education Curriculum 

Analysis Tool (HECAT) 

The HECAT is aligned to the National Health Education 

Standards and Characteristics of an Effective Health 
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*(Barrios & Lee, 2015) 

 

School Leadership and Administrator Support. The process of integrating the WSCC 

within districts and schools can be initiated by any stakeholder but requires school leadership and 

administration to authorize and support the process (Rooney et al., 2015). Administrators in this 

context may include school board members, superintendents, assistant superintendents, 

Education Curriculum and can be used to systematically 

evaluate school health education curricula. 

Physical  Education Curriculum 

Analysis Tool (PECAT) 

The PECAT facilitates the assessment of physical education 

curricula and their alignment to the national standards for 

physical education. 

School Physical Activity Policy 

Assessment (S-PAPA) 

The S-PAPA is a module based assessment tool that assists 

schools in assessing policies that relate to recess, physical 

education, before school activity, activity during school, 

and after school activity.  

School Physical Education 

Program Checklist 

The checklist can be used to perform an abbreviated 

assessment of a school physical education program 

including teacher qualifications, time requirements, student 

assessment, and communication strategies. 

Healthy School Environments 

Assessment Tool 

(HealthySEATv2) 

The HealthySEATv2 was designed to assist schools in 

evaluating environment, safety, and health issues.  

Discover School Breakfast 

Toolkit 

The toolkit can be utilized to help school assess the school 

breakfast environment such as calculating costs, modifying 

programs or offerings, identification of an appropriate meal 

service, and the creation of a marketing plan.. 

Safe at School and Ready to 

Learn 

This guide provides school board members with 

recommendations and guidance for consideration in the 

development of food allergy policies.  

School Employee Wellness – A 

Guide 

The guide promotes the importance of an employee wellness 

program including health education and promotion, 

screenings, and individual behavior change. 

Parent Engagement: Strategies 

for Involving Parents in School 

Health 

This resource presents strategies and actions to help parental 

involvement in school initiatives to improve student 

learning and health. 

US Department of Education 

School Climate Survey 

Survey to measure school engagement, environment, and 

safety. The survey includes measures of physical and 

mental health. 
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principals, assistant principals, or mid-level administrators such as directors of school 

department or division areas (American School Health Association, 2010). Administrators are 

well positioned to support and implement the WSCC approach as they are able to encourage 

health and wellbeing, build partnerships, allocate resources, illustrate benefits of the WSCC, and 

create a change in school culture (Lyon, 2015). An administrator who engages from a position of 

leadership can be a catalyst to promote health change within a school or district (Leithwood, et 

al., 2004). Additionally, administrators who champion health are strong facilitators as they hold 

influence and are familiar with the school or district processes related to committees, policies, 

and procedures that exist in the education system (Rooney et al., 2015; Lyon, 2015). This 

participation and leadership can break down barriers and silos that often exist between education 

and health domains. Administrators are also able to more feasibly obtain data or implement 

accountability systems, address policy, and facilitate the integration of WSCC components with 

community and educational initiatives (Moyer et al., 2016; Rasberry et al., 2015).  

In addition to having administrative support and establishing key infrastructure, the 

development of leaders and champions is necessary for WSCC implementation success. Within 

districts and schools there are staff, parents, students, and community members who understand 

the importance of health and student success yet lack outlets to become engaged. Formally 

activating or supporting these individuals as leaders or champions can provide additional 

opportunities to advance implementation of the WSCC model. These leaders can be either 

internal or external to the school system and further support health and education initiatives by 

encouraging collaboration and coordination of processes, policies, and practices. Key 

administrators and leadership entities identified as important in progressing a health and 
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education agenda are school health councils or teams, school health coordinators, state and local 

boards of education, superintendents, and principals (Lyon, 2015). 

School health councils or teams. A standard recommendation for supporting the WSCC 

model and its implementation is the establishment of a district-level school health council and 

school-level health team (Rasberry et al., 2015; Lewallen et al., 2015; Morse & Allensworth, 

2015). Historically these teams have had many different names including school health advisory 

committees, school health coordinating councils, school health committees, wellness teams, 

coordinated school health teams, or whole child teams (Murray et al., 2015; Morse & 

Allensworth, 2015; NASBE, 2014; Rasberry et al., 2015; Videto & Birch, 2015; Hunt et al., 

2015). To promote consistency, the CDC has traditionally referred to groups that address CSH 

on a district level as a school health council and a school health team at the school level (Rooney 

et al., 2015). While the terminology may vary, these councils and teams assist administration 

with oversight, management, planning, implementation, and evaluation of school health 

programs, policies, and processes (NASBE, 2014). The groups may serve purely as an advisory 

body or may be designated a level of authority that allows for the enhancement of program 

coordination among staff members working within the 10 school health components of the 

WSCC model. Participation and inclusion in these teams should be diverse, with representation 

from each component within the WSCC as well as students, parents, community members, and 

school employees (Rooney et al., 2015). Including broad representation within the school health 

team or council allows for the leveraging of the collective strength and expertise of the members 

to advise and implement school health initiatives, policies, and programs (Chiang et al., 2017). 

The roles of these councils and teams often include assessing health-related data and outcomes, 

developing a shared vision, obtaining community input, making policy recommendations, 
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coordinating community resources, increasing administrative support, and initiating planning for 

program adoption (Fetro, 1998; Videto & Birch, 2015). These responsibilities present a natural 

opportunity to build community organization and collaboration which can result in the 

availability of community resources to support efforts that improve student health and academic 

achievement (Murray et al., 2015; Leithwood, et al., 2004; Rasberry et al., 2015) 

Coordinators. An additional recommendation to advance WSCC implementation is the 

assignment and utilization of a school health leader, or coordinator, to work collaboratively with 

school administration, staff, and health teams to promote student health (Rooney et al., 2015). 

Evidence supports a stronger association between schools or districts that employ a school health 

coordinator and improved health policies and programs (O’Brien et al., 2010). Establishing a full 

or part-time coordinator position has positive implications for the successful implementation of 

WSCC efforts by championing student health, maximizing resources, implementing an evidence-

based action plan, integrating health into school accountability systems, and increasing 

communication between administrators, school health teams, and other stakeholders (Murray et 

al., 2015; Videto & Birch, 2015; Hunt et al., 2015). Additionally, a designated coordinator can 

help to ensure school health councils and teams remain active while providing leadership and 

direction to the coordination of the WSCC components through policies, processes, and practices 

(Videto & Birch, 2015; Rooney et al., 2015). While many school health efforts and initiatives are 

planned, implemented, and evaluated through the leadership of a school health coordinator, 

council, or team, the most effective health initiatives begin and are sustained through the 

leadership and support of school administrative entities (Valois et al., 2011). 

State and Local Boards of Education. While state governments hold the majority of 

responsibility for public education, local school boards act as their representatives (Bogden, 
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2000). State boards of education provide leadership at the state level through the implementation 

of policy, advocating for quality education, serving as liaisons, and ensuring public voice is 

heard and reflected in education initiatives. Local school boards may serve as arbitrators to 

mediate conflict at the school or district level. While local districts are subject to legislation from 

state policymakers, they have fiscal authority (NASBE, 2014). These boards are responsible for 

developing and adopting policies that will be implemented by local education agencies including 

schools. Most board members are elected by their constituents and, in addition to personal 

values, are strongly influenced by what their supporters perceive to be salient issues. Thus, 

community organizations and special interest groups may significantly influence board priorities, 

policies, and programs (Bodgen, 2000). Oftentimes communities view school boards and their 

responsibilities as separate from student achievement, focusing primarily on logistic and 

administrative issues. However, results from the Lighthouse Inquiry as well as a meta-analytic 

review of 27 studies indicate a strong correlation between school board governance practices and 

student achievement (Rice et al., 2000; Waters & Marzano, 2006). Due to the unique position of 

school boards to create and influence conditions in which schools and students reside, health 

initiatives will not be sustainable if they lack school board support and policy as decisions 

regarding the implementation and availability of health services are typically ascribed to school 

boards (Hodge, Gable, & Mair, 2008). Because of this influence, it is important that school 

boards understand the association between health and student learning as well as collaborative 

approaches and processes that efficiently utilize limited resources to achieve both health and 

academic outcomes (Murray et al., 2015; Morse & Allensworth, 2015). 

Superintendents. The district superintendent is responsible for educational leadership, 

aligning policy to pragmatic implementation processes while also being the public spokesperson 
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for the district (NASBE, 2014). Research on the role of superintendents and their impact on 

student learning indicate a positive correlation on student performance and effective functions 

that include: goal settings; staff selection; monitoring and evaluating staff; establishing a 

curricular focus; ensuring consistency in instruction; and monitoring curriculum and instruction 

(Leithwood, et al., 2004). Additionally, the attitudes and actions of superintendents as well as the 

organizational structures in place have been linked to student achievement (Waters & Marzano, 

2006). Due to their influence at the district level, garnering superintendent support is critical in 

order to implement and sustain WSCC efforts. Due to their role as a district leader, 

superintendents can provide encouragement, align the district mission with the WSCC model, 

identify and incorporate accountability systems that include metrics articulating with the WSCC, 

support evidence-based policies and practices, and provide tangible resources to facilitate the 

alignment and implementation of health initiatives at the local level (Allensworth, 2015; Chiang, 

2015; Lyon, 2015). However, while superintendents can support efforts to advance 

implementation of the WSCC, the efforts must be supported and sustained by administrators at 

the school level. 

Principals. Principals are the primary decision-makers at each school and are tasked with 

supervising school instructional programs, maintaining order, enforcing policies, supporting 

teaching, and being a representative of the school (NASBE, 2014). They are the gatekeepers and 

hold ultimate responsibility and authority for decision-making regarding school operations, 

programs, and daily management. There is considerable evidence supporting school principals as 

a key influencer in local implementation efforts (Fixsen et al., 2005; Knight, 2011). In a study 

that compiled data from a nationally representative sample from 544 schools, Payne and 

colleagues (2006) employed structural equation modeling to identify school predictors of 
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implementation intensity for school-based prevention programs. Results found that schools with 

more supportive principals had higher intensity of program implementation due to the provision 

of direction and encouragement from principals to program personnel. Additionally, principal 

support was positively associated with the variable “level of use” which suggested that program 

implementation support by the principal resulted in more extensive use of the program in the 

school. Knight (2011) asserts that principals are pivotal designers of the implementation 

processes and significant influencers of opportunities that promote successful implementation. 

Principals are the primary designers of their schools’ implementation processes and the most 

influential driver of those opportunity’s successful implementation (Fixsen et al., 2005; Knight, 

2011). Principals are critical to the implementation of school-wide systems due to their role 

serving as the building-level authority over numerous change-agents in a school which include 

staff and students. 

In a previous evaluation of a CSH pilot program, Valois and Hoyle (2000) identified 

factors related to increased program implementation which included: (1) coordination of 

personnel corresponding to the eight components of CSH; (2) school-based health promotion 

teams; (3) administrative support or buy-in; (4) program champions; and (5) staff wellness 

coordinator performance. Of these factors, the authors asserted principal buy in and participation 

was the largest determinant of meaningful health promoting activities and resulted in improved 

performance of coordinators and health promotion teams. Additionally, results from the ASCD 

HSC pilot evaluation identified the primary lever that was pivotal to program success was the 

principal as the leader (Valois et al., 2011). When the principal was in a leadership role, program 

development and progress was observed, while there was a clear stagnation in schools that 

lacked principal leadership. Additionally, school HSC teams with enthusiastic principal 
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leadership were more diverse, included more members, and were more likely to initiate change 

in school policies and processes.  

Effective communication. The WSCC model emphasizes the importance of collaboration 

and communication between students, families, schools, and the community in order to develop 

the whole child. A lack of communication among key stakeholders presents a challenge in 

sustaining initiatives and collaborations (Hodges & Angermeier, 2015). While evidence provides 

support that parents, administrators, and communities are in favor of school health, there is often 

a lack of these initiatives present within school systems (Symons, 1997). If the benefits as well as 

the links between education and health are poorly communicated, or not communicated at all, 

then there will likely be a lack of administrator and community support (Basch, 2010; Symons, 

1997; Lyon, 2015). Thus, it is necessary to develop clear messages as well as identify 

appropriate communication channels so messages are received by their intended audience 

(Hodges & Angermeier, 2015). Additionally, it is important that messages are consistent and 

sustained throughout the entire initiative, from planning to evaluation, and provided to all 

partners and stakeholders (Valois, 2015; Hunt et al., 2015). Failure to consistently communicate 

can result in efforts being duplicated, overlapping responsibilities, and a breakdown in trust 

which can ultimately reduce the potential for initiative success (Rooney et al., 2015).  

Professional development. Bryk (2010) denoted that professional development is one of 

the five key characteristics involved in school improvement due to the process being a human 

enterprise. School leaders and staff are not well versed in school health processes due to a lack of 

professional training and development necessitating further effort to provide both pre-service and 

in-service opportunities to better promote health (Lewallen et al., 2015). Due to the WSCC being 

a newly developed and implemented model, it is necessary that school systems and health 
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professionals make key stakeholders more familiar with WSCC benefits and processes. 

Providing opportunities for school leaders and staff to obtain knowledge regarding the link 

between health and academics can increase buy in to health initiatives and approaches 

articulating with the WSCC. Additionally, elucidating the critical connections between health 

and academic outcomes as well as processes to collaboratively achieve student success can 

increase the amount of school leaders who serve as a health champion (Rooney et al., 2015; 

Videto & Birch, 2015). Professional development in this capacity will allow staff and 

administration to identify areas of improvement within their school and evidence-based practices 

to address those areas, while also developing skills and problem solving strategies to support 

school health initiatives (Videto & Birch, 2015; Murray et al., 2015).  

Readiness to Implement the WSCC Model 

 While there is extensive research on school health programs, the theoretical antecedents 

for implementation of these programs have been investigated less frequently (Domitrovich et al., 

2008). However, the literature examining this topic provides evidence in support of readiness as 

a facilitatory or inhibitory factor for school health-related program adoption and implementation. 

Schools with increased support and readiness for health-related programs were associated with 

higher implementation quality as well as with stakeholders that valued school health prevention 

and had increased belief in the school’s collective capacity to adopt or implement the change 

(MacDonald & Green, 2001; Gottfredson & Gottfredson, 2002; Payne et al., 2006; Deschesnes et 

al., 2009). When stakeholders are assured of an innovation’s value and perceive they have the 

capacity to conduct change, the implementation itself is more effective (Barry et al., 2005). 

These findings support the attribution of time and resources towards assessing and cultivating 

school readiness as a critical component in school health program implementation and should be 
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further studied (Adelman & Taylor, 2007; Domitrovich et al., 2008; Fetro, 2010; Gardner & 

Ollis, 2015).  

 There are numerous resources that provide guidance to facilitate WSCC implementation 

(Hunt et al., 2015; Chiang, 2016; Chiang et al., 2017; RMC Health, 2014; Videto & Birch, 2015) 

and literature identifying critical barriers and facilitators to WSCC implementation (Lewallen et 

al., 2015; Rooney et al., 2015; Paschal, 2015; Rasberry et al., 2015; Hunt et al., 2015; Murray et 

al., 2015; Valois et al., 2011). Additionally, there is an extensive compilation of school health 

and whole child assessment tools and resources that can be used to track implementation 

progress (Barrios & Lee, 2015; Chiang, 2016). However, to date there is a lack of information 

addressing readiness to implement actions identified in the WSCC literature even though 

readiness for change has been identified as a necessary component in the planning process 

(Rooney et al., 2015) and a facilitator of effective health-related efforts (Payne et al., 2006; 

Deschesnes et al., 2009; Gardner & Ollis, 2015; DeFosset et al., 2017; Butler et al., 2017). 

Assessing organizational readiness for change to advance implementation of the WSCC, using a 

valid and reliable instrument, could provide baseline information and evidence-based guidance to 

implementation leaders regarding strategies to increase readiness prior to implementation. As 

WSCC implementation is a complex organizational change requiring coordinated action to 

address model components and tenets, the utilization of an implementation theory can improve 

research and practice related to the WSCC by examining factors, through theorized causal 

pathways, that reinforce or inhibit implementation effectiveness. 

Theoretical Framework 

 A theory is a systematic way of associating events, context, behaviors, and situations 

(Rimer & Glanz, 2005). A theory can also be viewed as interrelated concepts that collectively 
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serve to explain or predict events, contexts, or behaviors by delineating associations among 

variables. Theories are generally not specific to a particular topic, remaining broad and abstract. 

In health behavior, theories aim to guide researchers and practitioners in understanding why 

individuals or groups engage in or refrain from specific health-enhancing behaviors, identify 

information necessary for effective health interventions, and provide insight into optimal 

program design (Glanz, Rimer, & Viswanath, 2008). Currently there is no singular theory or 

framework predominately used in the fields of health education and promotion as researchers 

and practitioners commonly utilize multiple theoretical frameworks to address health issues. A 

review article identified over 50 specific theoretical concepts employed between 1986-1988, 

with the most commonly utilized being the social learning theory, theory of reasoned action 

(TRA), and the health belief model (HBM). Between 1992-1994, 66 models and theories were 

identified with 21 being mentioned at least eight times and included social cognitive theory 

(SCT), transtheoretical model (TTM), TRA, theory of planned behavior (TPB), ecological 

models, diffusion of innovations, community organization, as well as stress and coping theory 

(Weinstein & Rothman, 2005). More recently, a review of literature between 2000-2005 

indicated the prominence of the TTM, SCT, and HBM (Painter et al., 2008). Yet while the use of 

theories and models are commonly utilized to design health interventions, there is a need to 

explicate theoretical mechanisms in which implementation can facilitate or inhibit program 

success (Michie et al., 2005; Cane et al., 2012). 

Implementation Theory 

 Implementation can be defined as the process or actions used to apply a procedure, 

program, or idea. The study of procedures used to promote the systematic application of 

evidence-based processes to improve quality and effectiveness is known as implementation 
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science (Eccles & Mittman, 2006). Implementation science seeks to identify salient barriers and 

facilitators of innovations in order to better understand determinants of effective implementation 

and develop strategies to limit barriers to integration. These barriers and facilitators are 

commonly integrated into frameworks based on theorized associations with specific variables 

and their articulation with a given outcome. Three specific aims for the use of implementation 

theory have been identified and include: (1) translating research into practice; (2) understanding 

factors influencing implementation outcomes; and (3) implementation evaluation (Nilsen, 2015). 

These three approaches can be further delineated into five categories of theories or frameworks 

illustrating salient uses in implementation science: (1) process models; (2) determinant 

frameworks; (3) classic theories; (4) implementation theories; and (5) evaluation frameworks. 

These overarching aims and underlying categories are presented in Figure 2.5.  

 A theory of implementation uses variables to predict or explain how these pathways or 

courses of action result in observed levels of use and success (Weiner et al., 2009).  

Implementation theory is distinct from program theories, planning models, and theories of 

innovation adoption. A program theory explains why interventions address a specific problem 

and result in program outcomes whereas a theory of implementation explains implementation 

success. As opposed to program outcomes, it predicts how implementation activities result in 

program use. Program planning models assist professionals in prioritizing strategies based on the 

indicated need of a specific population in order to create and plan program implementation and 

evaluation (Green & Kreuter, 2005). These planning models serve as a guide but do not propose 

factors to explain or predict why or how differences in implementation components result in 

disparate program use and thus have limited usefulness in implementation research. 

Additionally, implementation theory differs from innovation adoption as adoption is a decision 
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to use a plan or procedure, similar to intention, while implementation is an overt action putting 

plans into practice (Weiner et al., 2008). 

 

  

 

 

 

 

 

 

 

 

 

Figure 2.5. Theoretical approaches and categories utilized in implementation science. Adapted 

from “Making sense of implementation theories, models and frameworks,” by Nilsen, 2015, 

Implementation Science, 10(53): 1-13. 

 

 Organizational theory of implementation. Organizational change is defined as any 

modifications in organizational structure or composition (Weiner et al., 2008). At the system or 

organizational level, the adoption and implementation of innovations is a complex process. 

Organizations are constantly implementing changes in order to increase positive outcomes for 

employers, employees, and consumers. Change at the organizational level has been demonstrated 

to be increasingly challenging as it requires concurrent modifications to staffing, communication, 

decision-making, and processes (Corrigan, 2005). As a result, many organizational change 

initiatives end in complete failure or only partial implementation success (Alexander, Weiner, 
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Shortell, Baker, & Becker, 2006). An organizational theory of implementation illustrates  

determinants of effective implementation in organizations initiating complex innovations where: 

(1) organizational member innovation adoption is precipitated by leadership adoption; (2) 

implementation necessitates training, resources, and support; and (3) coordinated use among 

organizational members is required to maximize organizational benefits (Weiner, et al., 2009).  

 Weiner, Lewis, and Linnan (2009) describe a complex innovation as a new practice or 

program in which implementation requires collective action and collaboration. As the complexity 

of the program increases, theory provides greater utility in understanding processes and 

outcomes associated with implementation. Weiner and colleagues (2009) regarded worksite 

health promotion programs as an organizational act and its corresponding success an 

organizational issue. Adopting and ultimately implementing these programs is complex due to 

hierarchical structures that encompass decision-makers, program implementers, and users. 

Essentially, independent implementation by an individual employee is not possible and must be a 

part of a collective endeavor which results in collective benefits produced by the program. 

Similarly, the implementation of the WSCC model in schools is a complex innovation. These 

same characteristics of hierarchical structures and collective effort are relevant within a school 

environment seeking to implement the WSCC. At the school level, the authority to decide 

whether the school will adopt and subsequently implement the WSCC model is largely 

influenced by principals as they are a key influencer, driver, and gatekeeper (Fixsen et al., 2005; 

Valois et al., 2011). Additionally, schools have a division of labor similar to other organizations 

in the form of administration, teachers, and staff. This division of labor and differentiation of 

roles promotes organizational dynamics relevant to an organizational theory of implementation. 

Secondly, implementing the WSCC must be a collaborative endeavor that includes all 
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stakeholders. The model emphasizes the importance of collaboration and communication 

between students, families, schools, and the community in order to develop the whole child 

(Hodges & Angermeier, 2015). Effective implementation needs to include representation and 

involvement from each component of the WSCC model in order to produce a supportive culture 

among stakeholders that promotes collaboration, discussion, and participation. A school culture 

that lacks these collaborative efforts makes model implementation and sustainability more 

challenging (Lewallen et al., 2015; Rooney et al., 2015; Paschal, 2015). Lastly, the WSCC 

approach is expected to produce collective benefits as optimal implementation of the initiative 

can result in improved employee health, improved student health and academic achievement, 

improved social and emotional climate, as well as improved community-school relationships. 

Thus, as collective efforts can significantly influence WSCC implementation and sustainability, 

a focus on organization-level determinants is warranted.  

 Organizational readiness for change. As illustrated in Figure 2.6, Weiner and 

colleagues (2009) assert that effective implementation is precipitated by organizational readiness 

for change, policies and practices, as well as the cultural climate. Thus prior to the actual 

adoption and implementation of a complex organizational change, it is necessary to ensure 

organizational readiness for that change. Organizational readiness refers to “the extent to which 

targeted employees are psychologically and behaviorally prepared to make the changes in 

organizational policies and practices that are necessary to put the innovation into practice and to 

support innovation use.” (Weiner et al., 2009, p. 294). Organizational readiness has been 

demonstrated to be a critical antecedent to effective implementation of complex organizational 

changes and is an integrated construct in numerous implementation theories and frameworks 
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(Greenhalgh et al., 2004). Organizations that fail to establish readiness for the proposed change 

often fail in their attempts to implement new programs, with some scholars positing that 50% of  

all unsuccessful organizational change efforts can be attributed to poor organizational readiness 

(Kotter, 2007). Organizational readiness as a construct has been significantly associated with 

implementation success indicating that more effective implementation is a product of 

cooperative behavior, increased member effort, and increased member persistence resulting from 

high organizational readiness (Weiner et al., 2009).  

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.6. Determinants of effective innovation implementation. Adapted from “Using 

organization theory to understand the determinants of effective implementation of worksite 

health promotion programs,” by Weiner, Lewis, and Linnan, 2009, Health Education Research, 

24(2): 292-305. 
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Readiness for change has been categorized as a multilevel construct signifying that 

readiness can be differentiated at the individual, group, and organizational level. While distinct, 

readiness for change at an individual level articulates with readiness in an organizational context. 

Effectively implementing a complex innovation or change within an organization requires 

coordinated action by individuals whose contribution adds to the collective effort. As the 

complexity of an innovation or implementation increases, individual efforts become more 

interdependent (Weiner et al., 2009). When the required interdependence is high, readiness at an 

organizational level must also be high as the innovation will fail or stall if only a portion of 

interdependent individuals are determined to implement the change. Understanding levels of 

readiness between individuals and as a collective is essential as WSCC implementation may 

require individual effort, such as principal leadership, within the context of the school 

organization’s collective commitment and capacity to support implementation. In addition to 

being a multilevel construct, organizational readiness is multifaceted as it is the composite of a 

member’s change commitment and change efficacy (Weiner, 2009). As asserted by Herscovitch 

and Meyer (2002), member’s commitment to organizational change is a combination of personal 

value aligned with the change, a lack of choice, and feelings of obligation. Thus, if 

organizational readiness can be accurately assessed prior to the adoption and implementation of a 

change initiative, measures could be utilized to predict implementation success, identify barriers, 

and provide guidance for necessary strategies to increase readiness and support.    

Measuring organizational readiness for change. In a systematic literature review of 

organizational readiness for change, Weiner and colleagues (2008) identified 106 unique articles 

purported to discuss organizational readiness across all fields of study. The results of this review 

indicated previous literature not only had divergent conceptual definitions for organizational 
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readiness but also lacked valid and reliable instruments to measure the phenomenon. In papers 

that provided a definition (n = 47), authors predominately described organizational readiness as a 

psychological or structural property. Organizational readiness as a psychological property 

emphasized organization members’ attitudes and intentions or was associated with the 

preparation stage of the TTM’s stages of change. As a structural property, authors defined the 

resources or capabilities needed as indicators of readiness such as information technology 

infrastructure. Additionally, there were differences in the level to which the construct applied. 

Only 57 of those articles operationalized readiness as an organization-level construct. Articles 

where readiness was observed to be an individual-level construct most often defined readiness as 

a psychological property. As an individual-level construct, organizational readiness was 

described as the degree to which individuals were cognitively and emotionally inclined to 

support change. Conversely, as an organization-level construct, readiness was described as 

shared or collective perceptions of commitment and capacity.  

In the same review, 43 unique organizational readiness instruments were identified but 

provided limited evidence of reliability and validity. Several instruments included antecedent 

items, or indirect measures, that are distinct from organizational readiness (e.g. perceived need 

for change or innovativeness) which could lower construct validity. Only 22 identified 

instruments reported any assessment of face or content validity, and 15 reported evidence for 

predictive validity. Additionally, 11 instruments only examined antecedents of organizational 

change, excluding measurement of proximal behavioral or implementation outcomes which 

limits the ability to assess theoretical predictive validity. Lastly, the authors indicate three 

instruments demonstrated satisfactory psychometric properties; however, they all assessed 

readiness at the individual level of analysis and none were used in an education setting.  
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  As organizations and schools are multilevel operations, the inclusion of multiple levels 

of analyses to study phenomenon in these areas have become increasingly important (Kozlowski 

& Klein, 2000; LeBreton & Senter, 2008). In organizational research, survey data is often 

gathered from individuals and then averaged or aggregated to the group or organization-level of 

analysis (Biemann et al., 2012). The purpose of this procedure is to measure the group affective 

tone from the aggregated individual-level measures of affect. It is important to note that this 

multilevel measurement through the aggregation of individual-level data to form higher level 

variables must be done purposefully in consideration with underlying theories and constructs 

(Kozlowski & Klein, 2000). Thus, before computing and reporting a group or organization-level 

mean, it is necessary to determine if that measure is a reliable and valid representation of the 

construct at that level (Klein et al., 1994). This justification to aggregate individual-level data to 

approximate a higher-level construct requires demonstrating that lower-level data exhibit 

adequate levels of reliability and agreement (Bliese, & Halverson, 1998; LeBreton & Senter, 

2008). Additionally, it is recommended to use group-referent items (we believe) as opposed to 

aggregating individual-referent items (I believe) when seeking to measure group attributes 

(Kozlowski & Klein, 2000; Weiner et al., 2008). For example, if collective efficacy is 

conceptualized as a shared property then it should be measured by items that reference the group 

and not the individual (Goddard & Goddard, 2001). 

Theory of Organizational Readiness for Change 

 A recent framework that delineates proposed causal relationships for readiness constructs 

is Weiner’s (2009) theory of organizational readiness for change (TORC). The TORC 

characterizes organizational readiness as a shared psychological property where members of an 

organization are committed and confident in their collective capacity to implement an 
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organizational change. As illustrated in Figure 2.7, the TORC emphasizes two components of 

organizational readiness for change: change efficacy and change commitment. Change 

commitment is a reflection of organization members’ collective resolve for change 

implementation, whereas change efficacy is a measure of shared belief or collective capacity to 

implement an organizational change. These two components are influenced by the degree to 

which members value the change, or change valence, as well as their informational assessment of 

the demands and resources necessary for organizational change. Change valence and 

informational assessment are in turn influenced by contextual factors that may include 

perceptions of organizational culture, resources, or structure. Lastly, pro-social behavior that 

supports a change, or change-related effort, is a product of change commitment and change 

efficacy and an antecedent or predictor of implementation success (Weiner, 2009).  

 As organizational readiness for change can be considered a multileveled and multifaceted 

construct, Weiner (2009) advocates for salient characteristics to include in future instrument 

development and measurement strategies. Specific to TORC-based instrument development, 

Weiner recommends focusing respondents towards a specific organizational change, even 

including a brief description; group-referenced or collective perception items; and tailoring items 

to the specific change while being broad enough to be utilized in other situations. Additionally, 

as readiness is a function of motivation and capability, instruments will be most useful when they 

are designed to assess readiness to implement a change instead of adopting a change. It is also 

recommended that instruments assess direct measures of capacity and motivation for change, or 

members’ shared psychological readiness, as opposed to structural factors of the organization. 

Lastly, as implementation of complex innovations require a high level of task interdependence, 

developed instruments and associated measurement should be able to aggregate individual 



 

81 
 

appraisals of the organization’s collective commitment and capability operating as a whole. 

Following these recommendations, several instruments assessing organizational readiness 

utilizing the TORC as a framework have begun to advance the knowledge base regarding the 

determinants of readiness (Weiner, 2009). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.7. Theoretical framework delineating organizational readiness for change determinants 

and outcomes. Adapted from “A theory of organizational readiness for change,” by Weiner, 

2009, Implementation Science, 4(6): 1-9. 
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 Bilsker and Gilbert (2012) utilized the TORC as a framework to develop an instrument to 

assess an organization’s readiness to take action to advance psychological health. The Measure 

of Organization Readiness for Psychological Health (MORPH) aims to evaluate organizational 

readiness to engage in seven health-promoting actions. These areas are: (1) offer resilience 

training to employees; (2) build a more respectful workplace; (3) improve knowledge regarding 

psychological health; (4) ensure a good psychological job fit; (5) prove access to psychological 

care; (6) support work-home balance; and (7) survey employees about psychology health and 

safety. The completed MORPH contains 42 items: a set of six statement items, with three items 

each measuring commitment and capability corresponding to each of the seven actions. Action 

readiness is scored as the mean of the six statements corresponding to each individual action 

while general commitment and general capability is determined by averaging all commitment 

and capability items respectively. Overall readiness is determined as the mean of all 42 items 

across all actions. The MORPH was pilot tested in order to determine the acceptability of the 

scale to respondents, statistical reliability, and construct validity through the indices of sensitivity 

and dimensionality. A total of 72 employees at a small organization completed the survey and 

indicated the items were clear, relevant, and acceptable. Internal reliability was determined using 

Cronbach’s alpha reliability coefficient. Coefficients indicated a high level of internal 

consistency for the general action readiness score (.930), general commitment score (.849), and 

general capability score (.918). Assessment of reliability for readiness within each action 

indicated sufficient internal reliability, but commitment and capability within some of the actions 

indicated low reliability with coefficients for some action components scoring as low as .457. A 

critical component of the TORC asserts that organizational members will indicate different 

degrees of readiness for various actions and these differences must be detectable. Differentiating 
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these will allow organizations to identify and prioritize which action to implement. The authors 

performed a repeated measures, within-subjects one-way ANOVA to determine any statistical 

differences among the seven action items, with results indicating the mean scores for action 

readiness were significantly different (F [4.857, 344.818] = 30.645, p < 0.001). This indicated 

the MORPH was sensitive enough to distinguish perceived readiness for included action 

components. Dimensionality was assessed using a principal components factor analysis on the 

seven action commitment and action capability scores. The largest component loaded 

significantly on all scores which the authors interpret as reflecting overall readiness for action 

and supports instrument validity. Limitations to the development of this instrument include a 

lack of diverse organizational representation, a lack of measures assessing concurrent or 

predictive validity, or failure to establish the appropriateness of aggregating individual-level 

responses to the organization level (Bilsker & Gilbert, 2012)   

 Shea and colleagues (2014) present the results of a psychometric assessment of the brief 

Organizational Readiness for Implementing Change (ORIC) instrument that was development 

based on the TORC framework. This 10-item instrument included the TORC components of 

change efficacy and change commitment. The authors assessed content adequacy, factor 

structure, as well as the reliability and validity of individual responses as an acceptable 

representation of organization-level measures of readiness. Content adequacy examination 

confirmed that change commitment and change efficacy items reflected TORC theoretical 

content and differentiated these facets from their determinants of change valence and 

informational assessment. Exploratory (EFA) and confirmatory factor (CFA) analysis identified 

the two correlated factors that indicated acceptable model fit and item loadings in both lab 

(comparative fit index (CFI) = 0.98; Tucker-Lewis fit index (TLI) = 0.97, standard root mean 
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square residual (SRMR) = 0.04; root mean square error of approximation (RMSEA) = 0.06; 

change commitment α = 0.92; change efficacy α = 0.88) and field (CFI = 0.97; TLI = 0.96; 

SRMR = 0.05; RMSEA = 0.08; change commitment α = 0.91; change efficacy α = 0.89) testing. 

Additionally, interrater reliability and interrater agreement supported the aggregation of 

perceptions to the organization level of analysis (change commitment rwg(j) = 0.82, ADM(J). = 

0.72, ICC(1) = 0.72, ICC(2) = 0.98; change efficacy rwg(j) = 0.82, ADM(J). = 0.76, ICC(1) = 0.51, 

ICC(2) = 0.97). Similar to the MORPH, the ORIC was also limited by a lack of assessment that 

could determine predictive validity. Assessing predictive validity is critical for determining 

whether readiness at an organizational level is an antecedent of change-related effort and 

effective implementation (Shea et al., 2014).  

 Most recently, Hannon and colleagues (2017) developed and psychometrically validated 

a TORC-based questionnaire to assess organizational readiness of small workplaces to 

implement wellness programs. Unlike the previous two studies, this instrument utilized the entire 

TORC with hypothesized determinants and developed items for change efficacy, change 

commitment, change valence, informational assessment, and contextual factors. The authors 

assessed instrument reliability using Cronbach’s alpha for each of the six subscales and 

performed a path analysis to test associations in the TORC. The initial 61 items that 

corresponded to the TORC subscales was reduced to 30 as items were eliminated that failed to 

achieve a minimum reliability threshold of 0.70. Reliability coefficients for subscales on the final 

instrument were strong for context (0.83), change valence (0.75), information assessment (0.81), 

change commitment (0.88), change efficacy (0.75), and change-related effort (0.75). The authors 

also included a measure of actual wellness program implementation which was used in the path 

analysis to determine if items within subscales correlated as predicted. Pairwise association 
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among subscales as well as between subscales and actual implementation were all associated, 

achieving statistical significance. Limitations to the development of this instrument include 

surveying only a singular representative from each workplace which limits the capacity to 

identify a collective readiness as proposed in the TORC. A key strength in the development of 

this instrument was the inclusion of a measure to assess actual wellness program implementation 

in order to assess subscale correlation to and prediction of implementation.   

Summary 

 In this chapter, a review of the literature was presented and including information 

regarding education as a public health issue, the evolution of school health in the U.S., the CSH 

approach, Whole Child Initiative, WSCC model, facilitators and challenges of WSCC 

implementation, readiness to implement the WSCC model, and the theory of organizational 

readiness for change were discussed. The methodology utilized for this study will be presented in 

Chapter 3. 
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CHAPTER 3 

 

METHODOLOGY 

 

 

In Chapter 1 an overview to this study was provided by presenting information 

concerning the problem and gap in the literature, the purpose of this investigation, theoretical 

framework to be incorporated, and the research questions to be examined. In Chapter 2 a detailed 

summary of pertinent research obtained through an in-depth literature review was provided. This 

chapter will address salient characteristics of the research methodology including the population 

sample, description of the data collection protocol, scale development, and statistical analyses 

employed corresponding to each research question. 

Research Design and Population 

 A non-experimental, cross-sectional research design with non-probability sampling was 

employed in this investigation.  

Inclusion Criteria 

Inclusion in the sample was limited to public school employees over the age of 18 in the 

continental U.S.  

Instrumentation Methodology  

The instrumentation process for this investigation consisted of the initial construction of a 

71-item whole school, whole community, whole child (WSCC) model and theory of 

organizational readiness for change (TORC)-based instrument. These models are based on 

salient literature; conducting Flesch-Kincaid and Flesch Reading Ease Grade Level tests; 
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subjecting the created instrument to expert panel review to assess face and content validity; and 

conducting primary data collection to test the model. Statistical analyses for testing procedures 

included internal consistency, interrater agreement and reliability, confirmatory factor analysis 

(CFA), and multiple regression analysis to assess internal reliability, construct validity, and 

predictive validity. A flow diagram illustrating instrument development is presented in Figure 

3.1. 

Constructing Initial TORC Instrument  

 Initial construction adhered to recommendations by Weiner (2009) for the development 

of TORC-based questionnaires that assess readiness for change at the organizational level. From 

this framework, Weiner advocates that future measurement view organizational change as: (1) 

multi-dimensional, assessing both capacity and motivation for change; (2) perceptual in nature to 

reflect the collective perception of change readiness rather than the organization’s structural 

characteristics; and (3) reflecting organizational inclination to implement change as opposed to 

merely supporting change. Weiner also recommends that measurement include focusing 

respondents towards a specific organizational change, even including a brief description; group- 

references or collective perception items; items assessing change commitment (CC) and change 

efficacy (CE), not distal constructs; and items tailored to the specific change (Weiner, 2009).  

Implementation action development. This study operationalized implementation of the 

WSCC through a series of targeted actions supported in the literature. Operationalizing provides 

an explicit process for the transformation into a measurable component with a set of score ranges 

(Sharma & Petosa, 2012). This allows for analysis of organizational readiness that differentiates 

between overall readiness and readiness for targeted actions that advance WSCC 

implementation. Being able to measure actions separately allows for the nuances of readiness  
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Figure 3.1. Flow chart of the instrumentation methodology. 
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associated within specific schools to elucidate factors associated with degrees of WSCC 

implementation. Drafting of the initial implementation actions began with a detailed review of 

WSCC and coordinated school health (CSH) implementation literature (Hunt et al., 2015; 

Chiang, 2016; Chiang et al., 2017; RMC Health, 2014; Videto & Birch, 2015; Rooney et al., 

2015; Valois et al., 2011; Rasberry et al., 2015; Murray et al., 2015). The literature was reviewed 

for implementation recommendations or empirically tested strategies to better facilitate adoption 

and implementation of the CSH approach or WSCC model. Recommendations were grouped 

according to similarity and eight implementation actions were developed: (1) establish a school 

health team (Hunt et al., 2015; Chiang, 2016; Chiang et al., 2017; RMC Health, 2014; Videto & 

Birch, 2015; Rooney et al., 2015; Rasberry et al., 2015; Murray et al., 2015); (2) utilize a school 

health coordinator (Chiang et al., 2017; RMC Health, 2014; Videto & Birch, 2015; Rooney et al., 

2015; Rasberry et al., 2015; Murray et al., 2015); (3) secure administrative support for school 

health (Chiang, 2016; Chiang et al., 2017; RMC Health, 2014; Videto & Birch, 2015; Rooney et 

al., 2015; Valois et al., 2011; Rasberry et al., 2015); (4) assess needs for school health (Hunt et 

al., 2015; Chiang, 2016; Chiang et al., 2017; RMC Health, 2014; Videto & Birch, 2015; Rooney 

et al., 2015; Valois et al., 2011; Rasberry et al., 2015; Murray et al., 2015); (5) establish 

beneficial community partnerships (Hunt et al., 2015; RMC Health, 2014; Rooney et al., 2015; 

Valois et al., 2011; Rasberry et al., 2015); (6) provide comprehensive professional development 

to support student health (Valois et al., 2011; Murray et al., 2015; Rooney et al., 2015; Videto & 

Birch, 2015); (7) implement coordinated health efforts (Valois et al., 2011; RMC Health, 2014; 

Hunt et al., 2015; Rooney et al., 2015; Videto & Birch, 2015; Chiang et al., 2017); and (8) 

evaluate coordinated health efforts (RMC Health, 2014; Hunt et al., 2015; Rooney et al., 2015; 

Videto & Birch, 2015; Chiang et al., 2017).  A corresponding description or explanation was 
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developed for each action item to provide additional information or concrete examples to better 

illustrate each action in practice. The eight actions and their corresponding explanations are 

presented in Appendix A. Appendix B illustrates a comparison of model criteria asserted by the 

TORC and how these criteria were addressed in instrument development. 

Instrumentation item development. Consistent with recommendations from Weiner 

(2009), survey items were constructed to measure the TORC constructs of change commitment 

(CC) and change efficacy (CE). All CC and CE items were structured using five-point semantic 

differential scaling. Items measuring change-related effort (CRE) were included to test the 

theorized relationship of organizational readiness (CC + CE) as a direct antecedent to CRE. All 

CC and CE items were structured to assess the collective perception of readiness for change in 

addition to being group referenced.  

 Change commitment subscale. Change commitment is a reflection of organization 

members’ collective resolve for change implementation and a component of readiness for change 

in the TORC (Weiner, 2009). Three items were used to assess each of the eight actions for a total 

of 24 items (items 1, 2, 3, 7, 8, 9, 13, 14, 15, 19, 20, 21, 25, 26, 27, 31, 32, 33, 37, 38, 39, 43, 44, 

45). The stems “Our school is committed,” “Our school is motivated,” and “fits with the 

priorities of this school” were used to assess CC to implement each of the WSCC actions. To 

reduce systematic bias, participants were instructed to consider “our school” as an individual 

school’s staff, resources, and efforts and not those at a district or state-level. Scale endpoints for 

all items included Strongly Disagree – Strongly Agree. An action commitment score was 

calculated as the sum of all collective commitment items for each action. A range of scores from 

3 to 15 was possible for each of the eight action commitment scores. Additionally, a general 

commitment score was calculated as the sum of all collective commitment items across all 
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actions. A range from 24 to 120 was possible for the general commitment score. Higher scores 

for both the action commitment scores and general commitment scores indicated greater 

perceived CC. 

 Change efficacy subscale. Change efficacy is a measure of shared belief or collective 

capacity to implement an organizational change and a component of readiness for change in the 

TORC (Weiner, 2009). Three items were used to assess each of the eight actions for a total of 24 

items (items 4, 5, 6, 10, 11, 12, 16, 17, 18, 22, 23, 24, 28, 29, 30, 34, 35, 36, 40, 41, 42, 46, 47, 

48). The item stems “Our school can coordinate skills and expertise,” “Our school will invest 

resources,” and “Our school will address challenges that might arise” were used to assess CE to 

implement each of the WSCC actions. To reduce systematic bias, participants were instructed to 

consider “our school” as an individual school’s staff, resources, and efforts and not those at a 

district or state-level. Scale endpoints for all items included Strongly Disagree – Strongly Agree. 

An action efficacy score was calculated as the sum of all collective efficacy items for each 

action. A range of scores from 3 to 15 was possible for each of the eight action efficacy scores. 

Additionally, a general efficacy score was calculated as the sum of all collective efficacy items 

across all actions. A range from 24 to 120 was possible for the general efficacy score. Higher 

scores for both the action efficacy scores and general efficacy scores indicated greater perceived 

CE. 

 Organizational readiness. Organizational readiness is a combined measure of CC and 

CE in the TORC. An action readiness score was calculated as the sum of all items for each 

action. A range of scores from 6 to 30 was possible for each of the eight action readiness scores. 

Additionally, a general readiness score was calculated as the sum of all items across all actions. 

A range from 48 to 240 was possible for the general readiness score. Higher scores for both the 
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action readiness scores and general readiness scores indicated greater perceived organizational 

readiness. 

 Change-related effort subscale. Change-related efforts are coordinated efforts between 

organizational members to implement a change (Hannon et al., 2017). Change-related effort is 

predicted by organizational readiness which is the combination of CC and CE. Specific items 

assessing CRE included modified questions from the Centers for Disease Control and 

Prevention’s (CDC) 2018 School Health Profiles (SHP) Principal Questionnaire. The SHP has 

traditionally been performed biennially and surveys middle and high school principals as well as 

lead health education teachers to assess school health policies, practices, and processes (CDC, 

2017c). Item 49 of the developed survey inquired about the presence of a school health 

coordinator. In order to distinguish the level of any coordinators, item response options included: 

coordinator at the school level, coordinator at the district level, coordinator at both the school 

and district level, and not sure. Item 50 inquired about the presence of a school group or 

committee to coordinate activities on health topics. Items 51 and 52 asked about school 

utilization of a health improvement assessment and the inclusion of health-related outcomes in 

school improvement plans, respectively. Item 53 inquired about parent and community 

participation in school health activities over the past 2 years, while item 54 inquired about school 

personnel professional development related to topics relevant to WSCC implementation. Item 55 

inquired about school implementation of four health activities. All CRE items, excluding item 

49, included the response options: yes/no/not sure. A CRE score was calculated as the sum of all 

yes responses for all items. All yes responses were coded a score of 1 with all other response 

options coded as a score of 0. A range of 0 to 12 was possible for the change-related effort score. 
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Higher scores indicated greater effort to implement changes related to WSCC implementation 

success. 

WSCC tenet items. The WSCC model incorporates 10 components of CSH and five 

tenets of the whole child framework to emphasize the importance of aligning health and 

education to address the needs of the whole child (ASCD, 2014). Items 56-65 were developed to 

assess perceptions regarding whole child tenets of the WSCC model that assert students are 

better learners when they are healthy, safe, engaged, supported, and challenged. To assess 

collective commitment and capacity, respondents were directed indicate their level of agreement 

with each item using the stem statement “Our school is willing and able to make sure each 

student…” Each item was measured using a five-point semantic differential scale and endpoints 

for all items included Strongly Disagree – Strongly Agree. Two items corresponded with each of 

the five tenets for a total of 10 items. Items assessing the healthy tenet stated “enters school 

healthy” and “learns about how to practice a healthy lifestyle”. Items addressing the safe tenet 

stated “learns in an environment that is physically safe” and “learns in an environment that is 

emotionally safe”. Items corresponding to the engaged tenet stated “is actively engaged in 

learning” and “is connected to the school”. Items corresponding to the supported tenet stated 

“has access to personalized instruction” and “is supported by qualified adults”. Items 

corresponding to the challenged tenet stated “has access to challenging curriculum in all content 

areas” and “is prepared for college or employment”. A range of scores from 10 to 50 was 

possible for the tenet score. Higher scores indicated greater agreement in achieving WSCC tenets 

within their school.  

Demographic and descriptive questions. Structured multiple choice items were used to 

gather information relating to current employment status, years employed at their school, 



 

94 
 

participation in a school health committee, length of participation in a school committee, 

professional development, and school classification. Open-ended items were used for 

respondents to provide the name of their school and location (item 66) as well as to indicate their 

current position or job at their school (item 67).  

Length of employment (item 68) was categorized into four time periods which included: 

less than a year, 1-5 years, 6-10 years, and more than 10 years. Participation in a school health 

committee or team (item 69) offered a dichotomous response of yes or no. If respondents 

selected no, a skip logic was used to bypass item 70. Item 70 asked respondents to indicate their 

length of participation in their school’s health committee and provided four possible responses: 

less than a year, 1-2 years, 3-5 years, and more than 5 years. Item 71 asked participants to 

indicate if they have received training in any of the following four areas: the link between health 

and academic success; utilizing health and academic data to improve student health; and how to 

plan, implement, and evaluate health efforts to improve the school environment. Respondents 

could answer yes, no, or not sure for item 71.  

Readability 

The constructed instrument was drafted in Microsoft Word 2016 for the Windows 

operating system and used to perform a Flesch Reading Ease and Flesch-Kincaid Grade Level 

readability analysis (Kincaid, Fishburne, Rogers, & Chissom, 1975). The Flesch Reading Ease 

score rates text on a 100-point scale with higher scores indicating easier understanding while the 

Flesch-Kincaid Grade Level calculates a value corresponding to a U.S. school grade level 

(Sharma & Petosa, 2014). Results of the analysis for instrument actions and items computed a 

Flesch Reading Ease score of 58.7 and Flesch-Kincaid Grade Level of 8.0 indicating the 

instrument was at an 8th grade reading level.  
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Expert Panel Review 

 Following construction of the initial instrument and computed readability analysis, the 

survey was e-mailed to an expert panel of reviewers (Appendix C) to assess face and content 

validity. Panel experts were selected based on their expertise relating to either the WSCC model 

or TORC, instrument development, and education or school administration. After initial 

identification of potential experts, e-mails were sent by the primary investigator (PI) to determine 

each expert’s willingness to participate in the review (Appendix D). Each expert who agreed to 

serve on the panel received an electronic copy of a cover letter explaining the purpose of the 

study, a copy of the constructed instrument, and an evaluation sheet to provide recommendations 

via e-mail (Appendix E). The panel was instructed to provide feedback through the evaluation 

sheet and email the feedback to the PI within a two-week period. Following the submission of 

expert panel feedback, revisions to the initial instrument were completed and are presented in 

Table 3.1. 

Table 3.1.  

 

Summary of Instrument Modifications as Recommended by the Expert Panel 

Instrument Modifications 

• For the general survey instruction, a definition for a Coordinated School Health Program 

was added. 

• For the Action 1 Explanation, “programs” was replaced with “services, practices, and 

policies” and the phrase “that contribute to academic success as well as healthier students” 

was added. 

• For items 5, 11, 17, 23, 29, 35, 41, and 47 - “(time or money)” was added  

• For items 6, 12, 18, 24, 30, 36, 42, and 48 - “is confident handling” was replaced with 

“will address”. 

• For Action 2 Explanation, “team members” and “to improve students’ health and learning” 

was added. 

• For Action 3 Explanation, “school health” was replaced with “establishing a safe, 

supportive school climate with high and consistent expectations for student achievement 

and health”. The phrases “related planning, implementation, and evaluation” and “mission 
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statements and/or” were removed. 

• For Action 4 Explanation, “student health behaviors and” and “services, practices, and 

policies” were added. “CDC” was replaced with “Centers for Disease Control and 

Prevention’s”. 

• For Action 5 Explanation, “with families and community agencies” was added. 

• For Action 6, “Student Health” was replaced with “Health Services, Practices, or Policies”. 

• For Action 6 Explanation, “as well as school health services, practices, and policies” was 

added. The phrases “should address” and “such as” were replaced with “may include” 

• For Action 7 Explanation, “and learning” was added. 

• Action 8 Explanation was reworded to “that can be used to determine the success of health 

services, policies, and practices. Information obtained from frequent evaluation can 

indicate where improvements are needed to help track progress towards health or academic 

goals”.  

• Previous items 51 and 52 were moved to the beginning of Section 2 to be items 49 and 50. 

• Responses for item 49 were changed to “Coordinator at the school level”, “Coordinator at 

the district level”, “Coordinator at both the school and district level”, “No coordinator at 

either the school or district level”, and “Not sure”. 

• Previous items 53a-53d were moved to the end of Section 2 to be items 55a-55d. 

• For item 53, “student’s families” was replaced with “family”. 

• For item 54, “The link between health and academic success; Utilizing health and 

academic data to improve student health; How to plan, implement, and evaluate health 

efforts to improve the school environment” was added. 

• For item 55a, “Identified student health needs based on a review of relevant data” was 

changed to “Utilized health and academic data to improve student health”. 

• For item 55b, the words “and implemented” and “health service, practices, or policies” 

were added. 

• For items 56-65, the words “Each student” was removed and added to the section stem 

statement. 

• For items 58-59, the phrase “for students and adults” was removed. 

• For item 61, the phrase “and the broader community” was removed. 

• For item 62, “learning” was replaced with “instruction”. 

• For item 63, the word “caring” was removed. 

• For item 64, “is challenged academically” was replaced with “has access to challenging 

curriculum in all content areas” 

• For item 65, “success in” was removed and “further study” was replaced with 

“employment”. 

• For item 71, the phrase “The link between health and academic success; Utilizing health 

and academic data to improve student health; How to plan, implement, and evaluate health 

efforts to improve the school environment” was added. 
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Primary Data Collection 

Data for this study were based on responses from school employees over 18 years of age 

in the U.S. A minimum sample of 200 public school employee responses was sought by the PI to 

provide an adequate sample size according to multivariate analysis guidelines that recommend 

10 to 20 cases per variable (Nunnally & Bernstein, 1994). Approval for this study was obtained 

from the Institutional Review Board (IRB) at The University of Alabama (UA) on 8-13-2018 

(Appendix F). An amended protocol was approved on 8-28-2018 (Appendix G). 

Mode. The instrument was disseminated to sample participants through the Qualtrics 

platform, which assists individuals, researchers, and organizations to create surveys and more 

easily facilitate dissemination. Following expert panel review, the revised instrument (Appendix 

J) was uploaded into UA’s Qualtrics platform. Qualtrics allows for the customization of survey 

options and filters for dissemination, navigation, and confidentiality. Options that allowed 

participants to complete questions at a later time and save responses were selected by the PI to 

facilitate ease of use. Participants were also allowed to navigate to previous questions, or 

backtrack, if respondents felt the need to modify their answers. A progress bar of survey 

completion was displayed for participants in order to track progress and the PI was also able to 

view the progress of each respondent. For security and to ensure a valid sample, the survey was 

prevented from being indexed in search engines so access was only possible through the 

disseminated link or Uniform Resource Locator (URL).   

An advantage of web-based surveys through platforms such as Qualtrics is the ability to 

reduce missing responses through reminders that inform participants of unanswered questions. 

Item validation criteria were established through Qualtrics so a reminder would be presented if a 

respondent attempted to navigate to the following page without answering a question. This pop-
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up would indicate a response is requested for unanswered questions by stating “There are 2 (#) 

unanswered questions on this page. Would you like to continue?” Beneath this message 

respondents were presented with the options “continue without answering” or “answer the 

questions” which allowed participants the choice to skip any items they did not desire to answer. 

It was hypothesized that this validation would provide a way to ensure participants did not miss 

questions by mistake and tactfully remind them of a missed response without requiring they 

answer.  

Participant eligibility. Inclusion in the study was limited to public school employees 

over the age of 18. In order to ensure responses from only eligible participants, a screening 

question was employed at the beginning of the survey. The screening question asked “Are you 

currently employed at a public school and over the age of 18?” Response options to the screening 

question were yes and no. If respondents selected yes to the screening question they were 

allowed to proceed and directed to the start of the instrument. If respondents selected no they 

were disallowed from taking the survey and were directed to a screen with the message “Thank 

you for your interest, unfortunately you do not qualify for this survey.” 

Recruitment. Participant recruitment involved contacting individuals who could 

facilitate survey dissemination to the sample population of public school employees. The PI sent 

email requests to individuals in state departments of education, administrators, and coordinators 

to ask for assistance in disseminating the survey to the priority population. Individuals were 

identified through committee recommendation, social media, and organizational affiliation. 

Additionally, requests were sent to professional organizations for assistance in connecting the PI 

to education contacts who could facilitate survey distribution. A school administrator permission 

packet (Appendix H) was sent to each potential distributor which included an information sheet 
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with the purpose of the study, the dissertation research invitation, an administrator permission 

sheet, and the PI’s contact information for further follow up. Distribution of the dissertation 

research invitation (Appendix I) was established in collaboration with each contact.  

Tennessee. A contact in the Office of Coordinated School Health (OCSH) at the 

Tennessee Department of Education responded to the request indicating willingness to assist in 

the dissemination of the survey. An administrator at the OCSH approved the study and 

instrument for dissemination and also agreed to directly disseminate the request for participation. 

The contact sent the request directly to district school health coordinators for response and to 

further disseminate to school staff members. Additionally, the PI contacted Tennessee school 

principals and superintendents recommended through social media to directly distribute the 

survey to their school or schools in their district.  

California.  Two school districts in California approved the study and request for 

dissemination. For the first district, a request for participation was returned by a city school 

board member who was identified through social media. The request was forwarded to the 

corresponding district superintendent who agreed to distribute the survey. The request was also 

forwarded to a nearby school district and was subsequently approved for dissemination by the 

district’s Office of Assessment and Evaluation. Due to restrictions on incoming mail from 

unknown recipients, the superintendent of the first district agreed to send the survey via a listserv 

that included current school employees in his district and was used to provide information, 

updates, and newsletters. Approval from the second district gave the PI permission to contact 

each school principal in the district and request dissemination among their employees.  

Alabama. The PI contacted the Director of Community of Education at the Center for 

Community-Based Partnerships at UA to request assistance connecting with local administrators 
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and school personnel to help distribute the survey. The director disseminated the request for help 

to multiple contacts and directed them to contact the PI if they were willing to help facilitate 

survey distribution. A request for assistance was returned by a school principal expressing his 

willingness to distribute the survey. The principal gave permission to the PI to directly contact 

employees at his school through their publicly available emails listed on the school’s website.  

Mississippi. A request for permission to distribute the survey was sent to a large school 

district superintendent who gave the PI permission to contact school principals regarding 

dissemination of the instrument to school employees. The PI then emailed school principals or 

assistant principals within the district with the request to disseminate the survey. School 

administrators who approved the distribution of the survey also agreed to directly disseminate 

the survey via email, newsletters, or inclusion of the request in an administrator school-wide 

message.  

Iowa. A request for participation was returned by a district health and wellness supervisor 

who was identified through involvement in a professional health organization. The supervisor 

agreed to participate by directly distributing the survey to school wellness committee chairs. Per 

district policy, each school was required to have a wellness committee or team, and each team’s 

chair was required to attend district wellness meetings. The district health and wellness 

supervisor agreed to distribute the survey to team chairs or co-chairs and requested that the URL 

link and request for participation be distributed to all members of the team and employees within 

their corresponding schools. 

Delivery. For all participants, the survey was available to be completed for 

approximately two weeks in order to obtain as many responses as possible. The survey was 

distributed to participants according to agreed-upon protocols by the PI and school contacts. 
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School employees who were interested in participating were instructed to select the included 

URL link which navigated to the survey in the Qualtrics platform. Following review of the 

information sheet, school employees could affirm consent in order to proceed to the survey.  

 Consent. School employees interested in participation could navigate directly to the 

survey through the disseminated URL link. Before beginning the survey, participants were 

presented with an information sheet describing the study. Information presented include the 

purpose of the study, eligibility requirements, benefits and risks to participation, participant 

rights including the ability to withdraw from participation at any time, and the voluntary nature 

of the study. Additionally, participants were informed that their answers to the survey would be 

kept confidential and no individual or school-identifiable information would be disseminated or 

reported. Estimated time to complete the instrument was indicated as 15 to 20 minutes. The 

information sheet also included the PI’s contact information as well as the contact information of 

the research compliance officer for the IRB at UA. In lieu of a signed consent form, participants 

indicated their understanding of the study and willingness to participate by affirming agreement 

with a consent statement option at the end of the information sheet. The consent statement was 

“By selecting yes and completing the subsequent questionnaire, you indicate consent for your 

responses to be used in this research study.” Participants were then presented with a forced 

response question that affirmed consent through agreement or disagreement. Agreement was 

indicated through the selection of the response, “Yes, my confidential responses may be used for 

research purposes as described above” while disagreement was indicated through selection of the 

response, “No, my confidential responses may not be used for research purposes as describe 

above”. If respondents selected no, they were navigated to a screen thanking them for their time.  
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 Data analysis. Following the closure of the survey, data were exported from Qualtrics to 

the International Business Machines (IBM) Statistical Package for the Social Sciences (SPSS) 

version 24.0 (2016). Data files were stored in a password-protect file on the PI’s computer 

located in a locked office. Back-up files were stored in a secure cloud storage service provided to 

UA students, faculty, and staff called UA Box. UA Box allows for sharing and collaboration 

while providing encryption both in transit and for storage of files. Access to the UA Box account 

requires dual authentication including a login and password as well as authentication through a 

mobile device.  

Descriptive statistics were used to describe sample characteristics. Reliability of scales 

was assessed using Cronbach’s alpha to measure the extent to which items of a given scale are 

related. Bivariate correlation coefficients were employed to assess relationships between the 

TORC constructs within each action and change-related effort. Conventional interpretations for 

weak (| r | < 0.30), moderate (0.30 < | r | < 0.70), or strong (| r | > 0.70) correlations was 

employed (Field, 2009). Analysis of variance was performed to assess individual-level means as 

an organizational measure as well as establish sensitivity between implementation actions. 

Linear regression was performed to determine significant predictors for change-related effort. 

An a priori significance level for analyses was set at p < .05.  

Measures of interrater reliability (IRR) and interrater agreement (IRA) were calculated to 

assess the appropriateness of using an aggregated school-level readiness measure created by 

averaging school employee readiness perceptions. To determine the reliability of organization-

level means for CC and CE within each action, two intraclass correlation coefficients were 

calculated (ICC1, ICC2) to measure IRR and rwg(J) was computed as a measure of IRA. The 

measures of ICC1 and ICC2 estimate the extent raters are interchangeable and the relative 
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stability of group-level means in the sample, respectively (Biemann et al., 2012) The rwg(J) index 

indicates the consensuses or within-unit variability in multi-item scales (LeBreton & Senter, 

2008). Values for ICC1 and ICC2 were computed from a one-way random effects analysis of 

variance (ANOVA) with school as the independent variable. Only schools represented by five or 

more survey respondents were included in these assessments. Measures for IRR and IRA were 

calculated using the Interrater Agreement & Interrater Reliability Estimates for Consensus 

Composition Constructs Tool (version 1.5) developed by Biemann and colleagues (2012). 

Formulas employed to calculate ICC1, ICC2, and rwg(J) are presented in Appendix K. 

Interpretive conventions of ICC1 for weak (0.01-0.09), medium (0.10-0.24), and strong (> .25) 

effect sizes were employed (Murphy & Myors, 1998). Conventional interpretations of rwg(J) for 

lack of agreement (.00-.30), weak agreement (.31-.50), moderate agreement (.51-.70), strong 

agreement (.71-.90), and very strong agreement (.91-1.00) were employed (LeBreton & Senter, 

2008). 

Confirmatory factor analysis (CFA) employing the maximum likelihood (ML) method 

was applied to establish construct validity of the proposed TORC model for each of the eight 

actions using Analysis of a Moment Structures (AMOS) (Arbuckle, 2016). Confirmatory factor 

analysis employs fit indices to assess model fit or the extent to which hypothesized models 

reproduce the multivariate structure of the underlying variables (Ryu, 2014).  To examine 

overall model fit, the model chi-square test (χ2), goodness-of-fit index (GFI), adjusted goodness-

of-fit index (AGFI), normed fit index (NFI), comparative fit index (CFI), and squared error of 

approximation (RMSEA) was applied. Satisfactory model fit was set a priori as a χ2 value of p 

< 0.05, GFI > 0.90, AGFI > 0.90, NFI > 0.90, CFI > 0.90, and RMSEA < 0.08 (Hooper, 

Coughlan, & Mullen, 2008; Hair et al., 2016).  
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Multiple regression analysis was employed to determine the predictive validity of the 

proposed TORC model. For this study, the organization-level constructs of CC and CE within 

each action were employed as predictor variables and CRE was employed as the outcome 

variable. As the TORC is a newly developed framework and no a priori hypotheses have been 

established to determine the order of entry for the predictor variables, standard multiple linear 

regression using the enter method was employed (Cohen, Cohen, West, & Aiken, 2003).  

 Coding. The open-ended survey items were recoded into categorical variables for 

analyses. Responses from employees at the same school (item 66) were transformed into a 

numerical designation to allow for the analysis of organization-level means. Employee job titles 

(item 67) were recoded into categorical group designations. As CRE is purported to be an 

objective measure of actions, scores for this variable were taken from the most knowledgeable 

respondent from each school and applied to all other employees from that school.  

 Missing data. If respondents failed to provide a response to TORC items within the eight 

implementation actions, it was considered missing. Any respondent with missing cases was 

removed from the analysis. 

Test-retest procedure. To assess instrument stability, a test-retest procedure was 

conducted. A minimum of 30 participants was sought for the test-retest as this sample size is the 

minimum necessary to detect statistically significant associations (Nunnally & Bernstein, 1994). 

The time between test and retest administration of the survey was set at two weeks. The test-

retest procedure sampled the same participants as the efficacy study. 

Data collection. Following the completion of the primary survey, a message was presented 

asking participants if they would be willing to complete the same survey in approximately two 

weeks by including the message, “Would you like to further assist with this research? If so, you will 

be emailed a link to complete this same survey in two weeks. If you are willing, select yes below 
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and enter your email. If this is your second time taking this survey, select yes and enter your email.” 

Participants had the option to select yes and enter their email address in a blank space or select no 

and exit the survey. Participants who selected the yes option and submitted their email were sent a 

link to the identical survey two weeks later. If participants did not complete the follow-up survey 

after one week, the PI sent a follow-up reminder through email.  

Data analysis. Data from the retest were exported from Qualtrics to SPSS. Each participant 

in the test-retest was assigned a unique identification code that was input in a new dataset along with 

scale scores labeled as “retest”. Using the identification code, initial survey response data was 

matched with the corresponding retest data to be entered into the test-retest dataset. Pearson 

correlation coefficients were employed to assess the stability of the instrument from initial test to 

retest. An a priori significance level for test-retest stability was set at p < .05. 

Research Questions and Statistical Analyses 

 Version 24 of SPSS was utilized for the statistical analyses of study research questions. 

Analyses were performed with a prior significance set at p < .05 level. Quantitative analyses to 

test hypotheses utilized descriptives, correlations, structural equation modeling, and linear 

regression. 

 Research question 1. What is the relationship between CE and change-related effort 

CRE to advance implementation of the WSCC model? It was hypothesized that CE will not have 

a significant relationship with CRE to advance implementation of the WSCC model. Statistical 

analysis of this research question employed a bivariate correlation coefficient. 

Research question 2. What is the relationship between CC and CRE to advance 

implementation of the WSCC model?  It was hypothesized that CC will not have a significant 

relationship with CRE to advance implementation of the WSCC model.  Statistical analysis of 

this research question employed a bivariate correlation coefficient. 
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Research question 3. To what extent do the constructs of change commitment and 

change efficacy predict change-related effort? It was hypothesized that the constructs of CC and 

CE will not significantly predict CRE to advance implementation of the WSCC model. Multiple 

linear regression was employed to determine the predictive validity of the theoretical model.  

Summary 

 The methodology for this investigation was presented in this chapter. The PI constructed 

an instrument to assess organizational readiness to implement the whole school, whole 

community, whole child model. Effective implementation was operationalized as the 

combination of eight unique actions as cited in prior literature. The developed instrument was 

assessed for readability and reviewed by an expert panel to ensure face and content validity. 

Feedback from the expert panel was used to revise items and create a final instrument. Primary 

data collection from a convenience sample of public school employees was conducted to 

determine evidence of scale validity. Quantitative analyses to test hypotheses included 

descriptive data, correlations, and linear regression modeling. The results of these analyses are 

presented in Chapter 4.  
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CHAPTER 4 
 

RESULTS 

 

 The purpose of this study was to develop and validate a theory of organizational 

readiness for change-based instrument to assess schools’ collective organizational readiness to 

take action to advance implementation of the whole school, whole community, whole child 

(WSCC) model. The results of this study are presented in this chapter, including salient 

demographic characteristics of the sample schools and participants, theoretical construct 

analyses, interrater agreement and reliability analyses, confirmatory factor analysis, and results 

from hypotheses testing. 

Data Screening and Respondents 

 A total of one state-level administrator, four district superintendents or administrators, 

and seven school principals responded to the primary investigator (PI) and agreed to distribute 

the survey or allow the PI to distribute the survey to their school employees. The estimated 

number of participants reached was over 1500 employees in 43 schools.  

A total of 350 people navigated to the instrument by clicking the link to the instrument 

via the dissemination request. Of respondents who began the survey, a total of 49 were not 

eligible because they indicated that they were not currently employed at a public school or over 

the age of 18 (14%). A total of 301 respondents (86%) that started the survey met the eligibility 

requirements for the study. Of the eligible respondents, 299 (85%) gave consent for their 

responses to be used for research purposes. A total of 28 respondents were removed from the 
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sample due to a lack of engagement which was determined by missing or incomplete responses 

for the theory of organizational readiness for change (TORC) construct items. Consequently, the 

final sample for the study consisted of 271 school employees from 43 schools.  

Demographic Characteristics of the Sample 

 The sample (N = 271) of school employees was predominately teacher (60%; n = 160) 

with 1-5 years of employment at their current school (48%; n = 130). The majority of school 

employees from the sample indicated working at schools in the state of Mississippi (36%; n = 

99); indicated lack of participation in a school health committee or healthy school team (86%; n 

= 234); and had not received training or professional development relating to topics such as the 

link between health and academic success, utilizing health and academic data to improve student 

health, or how to plan, implement, and evaluate health efforts to improve the school environment 

(71%; n = 192). A summary of participants and school demographic frequency statistics for the 

sample are summarized in Table 4.1.  

Demographics of Test-retest Reliability Study 

 The test-retest sample (N = 37) of school employees was predominately teachers (92%; n 

= 34) with 1-5 years of employment at their current school (67.6%; n = 25). The majority of 

school employees from the sample indicated working at suburban schools (51.4%; n = 19) in the 

state of Mississippi (59.5%; n = 22); indicated lack of participation in a school health committee 

or healthy school team (89.2%; n = 33); and had not received training or professional 

development relating to topics such as the link between health and academic success, utilizing 

health and academic data to improve student health, or how to plan, implement, and evaluate 

health efforts to improve the school environment (54.1%; n = 20). A summary of participants 

frequency statistics for the test-retest sample are summarized in Table 4.2.  
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Table 4.1  

Participant (N = 271) and School (N = 43) Demographic Characteristics of the Primary Sample  

Variables N %  N %  

Demographics School  Participants  

Current Role       

Administrator a                                                                                                              - -  26 9.6  

General Education Teacher                                                   - -  140 51.7  

Health or Physical Education Teacher                   - -  20 7.4  

Teacher Aides and Assistants - -  29 10.7  

Counseling, Psychological or Health Services Staffb - -  17 6.3  

Other Staffc - -  39 14.4  

Employment at Current School       

< 1 year        - -  50 18.5  

1-5 years      - -  130 48.0  

6-10 years    - -  82 30.3  

> 10 years      - -  9 3.3  

Participation in School Health Committee       

Yes      - -  37 13.7  

No      - -  234 86.3  

Training or Professional Development in WSCC Topicsd       

Yes      - -  79 29.2  

No      - -  192 70.8  

School Demographics       

State       

California     9 23.0  93 34.3  

Tennessee      8 18.6  26 9.59  

Alabama        1 2.3  11 4.06  

Mississippi    7 16.3  99 36.5  

Iowa              18 41.9  42 15.5  

Classification       

Primary/Elementary School      20 46.5  52 19.2  

Intermediate/Middle School     16 37.2  121 44.6  

High School                               

Locale 

7 16.3  
98 36.2 

 

City                 21 48.8  75 27.7  

Suburban         6 14.0  68 25.1  

Town               8 18.6  76 28.0  

Rural               8 18.6  52 19.2  

Notes. WSCC, whole school whole community whole child. 
a Included principals, associate principals, and assistant principals 
b Included counselors, nurses, behavioral aides,  
c Included coaches, librarians, custodians, food services, and admin staff 
d Topic areas including the link between health and academic success; utilizing health and academic data 

to improve student health; how to plan, implement, and evaluate health efforts to improve the school 

environment 
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Table 4.2 

Demographic Characteristics of the Test-retest Sample (N = 37) 

Variables N % 

Employee Demographics   

Current Role   

Administrator a 1 2.7 

Teacherb 34 92.0 

Other Staffc 2 5.4 

Employment at Current School   

< 1 year 2 5.4 

1-5 years 25 67.6 

6-10 years 10 27.0 

Participation in School Health Committee   

Yes 4 10.8 

No 33 89.2 

Training or Professional Development in WSCC Topicsd   

Yes 17 45.9 

No 20 54.1 

Notes.WSCC, whole school whole community whole child. 
a assistant principal 
b Included general education, physical education, and health teachers 
c Included teacher aides/assistants 
d Topic areas including the link between health and academic success; utilizing health and academic data 

to improve student health; how to plan, implement, and evaluate health efforts to improve the school 

environment 

 

Theoretical Construct Analyses 

 General change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for the general change commitment of all eight actions comprising 

whole school, whole community, whole child (WSCC) implementation is included in Table 4.3. 

General change commitment was assessed through 24 items (items 1, 2, 3, 7, 8, 9, 13, 14, 15, 19, 

20, 21, 25, 26, 27, 31, 32, 33, 37, 38, 39, 43, 44, 45) applying a 5-point semantic differential 

scale. The general change commitment had a possible range of 24 to 120 with higher scores 

indicating greater perceived commitment to implement actions that support the WSCC. The 

observed range for the construct was 30 to 120 with a mean of 67.49 and a standard deviation of 

20.45, with a skewness of 0.45 and kurtosis of -0.43. Visual inspection of the histogram and 
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results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A 

histogram with a superimposed normal curve of general change commitment is illustrated in 

Appendix L. A Spearman’s rank-order correlation was employed to assess stability reliability for 

test-retest data and found general change commitment was adequately correlated (r = 0.903). 

Cronbach’s alpha was used to assess internal reliability and found the general change 

commitment subscale was adequate (α = 0.96). A summary of interrater agreement (IRA) and 

interrater reliability (IRR) statistics for the general change commitment subscale is presented in 

Table 4.4. The one-way, random effects ANOVA yielded an ICC1 of 0.43 and an ICC2 of 0.91 

(p < .01). The sample values for rwg(J) with a null and alternate skewed distribution were 0.95 and 

0.79, respectively. 

 Action 1 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to establish a school health team (A1CC) is 

included in Table 4.3. A1CC was assessed through three items (items 1, 2, 3) applying a 5-point 

semantic differential scale. The A1CC subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived commitment to establish is school health team. The observed 

range for the construct was 3 to 15 with a mean of 7.83 and a standard deviation of 3.20, with a 

skewness of 0.52 and kurtosis of -0.56. Visual inspection of the histogram and results of the 

Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 

superimposed normal curve of the A1CC subscale is illustrated in Appendix L. A Spearman’s 

rank-order correlation was employed to assess stability reliability for test-retest data and found 

A1CC was adequately correlated (r = 0.839). Cronbach’s alpha was used to assess internal 

reliability and found the A1CC was adequate (α = 0.88). A summary of IRA and IRR statistics 

for the A1CC subscale is presented in Table 4.4. The one-way, random effects ANOVA yielded 
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an ICC1 of 0.39 and an ICC2 of 0.90 (p < .01). The sample values for rwg(J) with a null and 

alternate skewed distribution were 0.66 and 0.40, respectively. 

Action 2 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to utilize a school health coordinator (A2CC) 

is included in Table 4.3. A2CC was assessed through three items (items 7, 8, 9) applying a 5-

point semantic differential scale. The A2CC subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived commitment to utilize a school health coordinator. The 

observed range for the construct was 3 to 15 with a mean of 7.65 and a standard deviation of 

2.82, with a skewness of 0.67 and kurtosis of 0.15. Visual inspection of the histogram and results 

of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram 

with a superimposed normal curve of the A2CC subscale is illustrated in Appendix L. A 

Spearman’s rank-order correlation was employed to assess stability reliability for test-retest data 

and found A2CC was adequately correlated (r = 0.86). Cronbach’s alpha was used to assess 

internal reliability and found the A2CC subscale was adequate (α = 0.86). A summary of IRA 

and IRR statistics for the A2CC subscale is presented in Table 4.4. The one-way, random effects 

ANOVA yielded an ICC1 of 0.42 and an ICC2 of 0.90 (p < .01). The sample values for rwg(J) 

with a null and alternate skewed distribution were 0.80 and 0.63, respectively. 

Action 3 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to secure administrative support for school 

health (A3CC) is included in Table 4.3. A3CC was assessed through three items (items 13, 14, 

15) applying a 5-point semantic differential scale. The A3CC subscale had a possible range of 3 

to 15 with higher scores indicating greater perceived commitment to secure administrative 

support for school health. The observed range for the construct was 3 to 15 with a mean of 8.45 
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and a standard deviation of 3.06, with a skewness of 0.19 and kurtosis of -0.70. Visual inspection 

of the histogram and results of the Shapiro-Wilk’s test (p < .05) suggest the data were not 

normally distributed. A histogram with a superimposed normal curve of the A3CC is illustrated 

in Appendix L. A Spearman’s rank-order correlation was employed to assess stability reliability 

for test-retest data and found A3CC was adequately correlated (r = 0.773). Cronbach’s alpha was 

used to assess internal reliability and found the A3CC subscale was adequate (α = 0.87). A 

summary of IRA and IRR statistics for the A3CC subscale is presented in Table 4.4. The one-

way, random effects ANOVA yielded an ICC1 of 0.23 and an ICC2 of 0.80 (p < .01). The 

sample values for rwg(J) with a null and alternate skewed distribution were 0.68 and 0.44, 

respectively. 

Action 4 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to assess needs for school health (A4CC) is 

included in Table 4.3. A4CC was assessed through three items (items 19, 20, 21) applying a 5-

point semantic differential scale. The A4CC subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived commitment to assess needs for school health. The observed 

range for the construct was 3 to 15 with a mean of 8.79 and a standard deviation of 2.93, with a 

skewness of 0.07 and kurtosis of -0.29. Visual inspection of the histogram and results of the 

Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 

superimposed normal curve of the A4CC subscale is illustrated in Appendix L. A Spearman’s 

rank-order correlation was employed to assess stability reliability for test-retest data and found 

A4CC was adequately correlated (r = 0.772). Cronbach’s alpha was used to assess internal 

reliability and found the A4CC subscale was adequate (α = 0.82). A summary of IRA and IRR 

statistics for the A4CC subscale is presented in Table 4.4. The one-way, random effects ANOVA 
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yielded an ICC1 of 0.34 and an ICC2 of 0.88 (p < .01). The sample values for rwg(J) with a null 

and alternate skewed distribution were 0.74 and 0.45, respectively. 

Action 5 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to establish beneficial community 

partnerships (A5CC) is included in Table 4.3. A5CC was assessed through three items (items 25, 

26, 27) applying a 5-point semantic differential scale. The A5CC subscale had a possible range 

of 3 to 15 with higher scores indicating greater perceived commitment to establish beneficial 

community partnerships. The observed range for the construct was 3 to 15 with a mean of 9.62 

and a standard deviation of 2.79, with a skewness of -0.07 and kurtosis of -0.83. Visual 

inspection of the histogram and results of the Shapiro-Wilk’s test (p < .05) suggest the data were 

not normally distributed. A histogram with a superimposed normal curve of the A5CC subscale 

is illustrated in Appendix L. A Spearman’s rank-order correlation was employed to assess 

stability reliability for test-retest data and found A5CC was adequately correlated (r = 0.750). 

Cronbach’s alpha was used to assess internal reliability and found the A5CC subscale was 

adequate (α = 0.83). A summary of IRA and IRR statistics for the A5CC subscale is presented in 

Table 4.4. The one-way, random effects ANOVA yielded an ICC1 of 0.25 and an ICC2 of 0.82 

(p < .01). The sample values for rwg(J) with a null and alternate skewed distribution were 0.71 and 

0.43, respectively. 

Action 6 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to provide professional development to 

support health services, practices, or policies (A6CC) is included in Table 4.3. A6CC was 

assessed through three items (items 31, 32, 33) applying a 5-point semantic differential scale. 

The A6CC subscale had a possible range of 3 to 15 with higher scores indicating greater 
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perceived commitment to provide professional development to support health services, practices, 

or policies. The observed range for the construct was 3 to 15 with a mean of 8.72 and a standard 

deviation of 3.12, with a skewness of 0.12 and kurtosis of -0.79. Visual inspection of the 

histogram and results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally 

distributed. A histogram with a superimposed normal curve of the A6CC subscale is illustrated 

in Appendix L. A Spearman’s rank-order correlation was employed to assess stability reliability 

for test-retest data and found A6CC was adequately correlated (r = 0.715). Cronbach’s alpha was 

used to assess internal reliability and found the A6CC subscale was adequate (α = 0.88). A 

summary of IRA and IRR statistics for the A6CC subscale is presented in Table 4.4. The one-

way, random effects ANOVA yielded an ICC1 of 0.46 and an ICC2 of 0.92 (p < .01). The 

sample values for rwg(J) with a null and alternate skewed distribution were 0.76 and 0.54, 

respectively. 

Action 7 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to implement coordinated health efforts 

(A7CC) is included in Table 4.3. A7CC was assessed through three items (items 37, 38, 39) 

applying a 5-point semantic differential scale. The A7CC subscale had a possible range of 3 to 

15 with higher scores indicating greater perceived commitment to implement coordinated health 

efforts. The observed range for the construct was 3 to 15 with a mean of 8.60 and a standard 

deviation of 2.85, with a skewness of 0.15 and kurtosis of -0.73. Visual inspection of the 

histogram and results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally 

distributed. A histogram with a superimposed normal curve of the A7CC subscale is illustrated 

in Appendix L. A Spearman’s rank-order correlation was employed to assess stability reliability 

for test-retest data and found A7CC was adequately correlated (r = 0.807). Cronbach’s alpha was 
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used to assess internal reliability and found the A7CC subscale was adequate (α = 0.85). A 

summary of IRA and IRR statistics for the A7CC subscale is presented in Table 4.4. The one-

way, random effects ANOVA yielded an ICC1 of 0.42 and an ICC2 of 0.91 (p < .01). The 

sample values for rwg(J) with a null and alternate skewed distribution were 0.81 and 0.64, 

respectively. 

Action 8 change commitment. A summary of the mean, standard deviation, possible 

range, and observed range for change commitment to evaluate coordinated health efforts (A8CC) 

is included in Table 4.3. A8CC was assessed through three items (items 43, 44, 45) applying a 5-

point semantic differential scale. The A8CC subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived commitment to evaluate coordinated health efforts. The 

observed range for the construct was 3 to 15 with a mean of 7.76 and a standard deviation of 

3.06, with a skewness of 0.37 and kurtosis of -0.68. Visual inspection of the histogram and 

results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A 

histogram with a superimposed normal curve of the A8CC subscale is illustrated in Appendix L. 

A Spearman’s rank-order correlation was employed to assess stability reliability for test-retest 

data and found A8CC was adequately correlated (r = 0.90). Cronbach’s alpha was used to assess 

internal reliability and found the A8CC subscale was adequate (α = 0.90). A summary of IRA 

and IRR statistics for the A8CC subscale is presented in Table 4.4. The one-way, random effects 

ANOVA yielded an ICC1 of 0.34 and an ICC2 of 0.88 (p < .01). The sample values for rwg(J) 

with a null and alternate skewed distribution were 0.72 and 0.55, respectively. 

General change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for the general change efficacy of all eight actions comprising whole school, 

whole community, whole child (WSCC) implementation is included in Table 4.3. General 
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change efficacy was assessed through 24 items (items 4, 5, 6, 10, 11, 12, 16, 17, 18, 22, 23, 24, 

28, 29, 30, 34, 35, 36, 40, 41, 42, 46, 47, 48) applying a 5-point semantic differential scale. The 

general change efficacy had a possible range of 24 to 120 with higher scores indicating greater 

perceived capability to implement actions that support the WSCC. The observed range for the 

construct was 24 to 120 with a mean of 71.67 and a standard deviation of 1.41, with a skewness 

of 0.08 and kurtosis of -0.91. Visual inspection of the histogram and results of the Shapiro-

Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 

superimposed normal curve of general change efficacy is illustrated in Appendix L. A 

Spearman’s rank-order correlation was employed to assess stability reliability for test-retest data 

and found general change efficacy was adequately correlated (r = 0.914). Cronbach’s alpha was 

used to assess internal reliability and found the general change efficacy subscale was adequate (α 

= 0.88). A summary of IRA and IRR statistics for the general change efficacy subscale is 

presented in Table 4.4. The one-way, random effects ANOVA yielded an ICC1 of 0.49 and an 

ICC2 of 0.93 (p < .01). The sample values for rwg(J) with a null and alternate skewed distribution 

were 0.95 and 0.80, respectively. 

 Action 1 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to establish a school health team (A1CE) is included in 

Table 4.3. A1CE was assessed through three items (items 4, 5, 6) applying a 5-point semantic 

differential scale. The A1CE subscale had a possible range of 3 to 15 with higher scores 

indicating greater perceived capability to establish is school health team. The observed range for 

the construct was 3 to 15 with a mean of 7.89 and a standard deviation of 3.47, with a skewness 

of 0.36 and kurtosis of -0.98. Visual inspection of the histogram and results of the Shapiro-

Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 
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superimposed normal curve of the A1CE subscale is illustrated in Appendix L. A Spearman’s 

rank-order correlation was employed to assess stability reliability for test-retest data and found 

A1CE was adequately correlated (r = 0.830). Cronbach’s alpha was used to assess internal 

reliability and found the A1CE subscale was adequate (α = 0.92). A summary of IRA and IRR 

statistics for the A1CE subscale is presented in Table 4.4. The one-way, random effects ANOVA 

yielded an ICC1 of 0.44 and an ICC2 of 0.91 (p < .01). The sample values for rwg(J) with a null 

and alternate skewed distribution were 0.71 and 0.42, respectively. 

Action 2 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to utilize a school health coordinator (A2CE) is included 

in Table 4.3. A2CE was assessed through three items (items 10, 11, 12) applying a 5-point 

semantic differential scale. The A2CE subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived capability to utilize a school health coordinator. The observed 

range for the construct was 3 to 15 with a mean of 8.47 and a standard deviation of 3.16, with a 

skewness of 0.31 and kurtosis of -0.78. Visual inspection of the histogram and results of the 

Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 

superimposed normal curve of the A2CE subscale is illustrated in Appendix L. A Spearman’s 

rank-order correlation was employed to assess stability reliability for test-retest data and found 

A2CE was adequately correlated (r = 0.865). Cronbach’s alpha was used to assess internal 

reliability and found the A2CE subscale was adequate (α = 0.86). A summary of IRA and IRR 

statistics for the A2CE subscale is presented in Table 4.4. The one-way, random effects ANOVA 

yielded an ICC1 of 0.43 and an ICC2 of 0.91 (p < .01). The sample values for rwg(J) with a null 

and alternate skewed distribution were 0.74 and 0.49, respectively. 
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Action 3 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to secure administrative support for school health 

(A3CE) is included in Table 4.3. A3CE was assessed through three items (items 16, 17, 18) 

applying a 5-point semantic differential scale. The A3CE subscale had a possible range of 3 to 

15 with higher scores indicating greater perceived capability to secure administrative support for 

school health. The observed range for the construct was 3 to 15 with a mean of 9.07 and a 

standard deviation of 3.23, with a skewness of -0.09 and kurtosis of -0.77. Visual inspection of 

the histogram and results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally 

distributed.  A histogram with a superimposed normal curve of the A3CE subscale is illustrated 

in Appendix L. A Spearman’s rank-order correlation was employed to assess stability reliability 

for test-retest data and found A3CE was adequately correlated (r = 0.780). Cronbach’s alpha was 

used to assess internal reliability and found the A3CE subscale was adequate (α = 0.88). A 

summary of IRA and IRR statistics for the A3CE subscale is presented in Table 4.4. The one-

way, random effects ANOVA yielded an ICC1 of 0.33 and an ICC2 of 0.87 (p < .01). The 

sample values for rwg(J) with a null and alternate skewed distribution were 0.63 and 0.35, 

respectively. 

Action 4 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to assess needs for school health (A4CE) is included in 

Table 4.3. A4CE was assessed through three items (items 22, 23, 24) applying a 5-point semantic 

differential scale. The A4CE subscale had a possible range of 3 to 15 with higher scores 

indicating greater perceived capability to assess needs for school health. The observed range for 

the construct was 3 to 15 with a mean of 9.30 and a standard deviation of 3.34, with a skewness 

of -0.15 and kurtosis of -1.051. Visual inspection of the histogram and results of the Shapiro-
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Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 

superimposed normal curve of the A4CE subscale is illustrated in Appendix L. A Spearman’s 

rank-order correlation was employed to assess stability reliability for test-retest data and found 

A4CE was adequately correlated (r = 0.696). Cronbach’s alpha was used to assess internal 

reliability and found the action 4 change efficacy subscale was adequate (α = 0.89). A summary 

of IRA and IRR statistics for the A4CE subscale is presented in Table 4.4. The one-way, random 

effects ANOVA yielded an ICC1 of 0.45 and an ICC2 of 0.92 (p < .01). The sample values for 

rwg(J) with a null and alternate skewed distribution were 0.67 and 0.42, respectively. 

Action 5 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to establish beneficial community partnerships (A5CE) is 

included in Table 4.3. A5CE was assessed through three items (items 28, 29, 30) applying a 5-

point semantic differential scale. The A5CE subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived capability to establish beneficial community partnerships. 

The observed range for the construct was 3 to 15 with a mean of 10.23 and a standard deviation 

of 2.99, with a skewness of -0.39 and kurtosis of -0.55. Visual inspection of the histogram and 

results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A 

histogram with a superimposed normal curve of the A5CE subscale is illustrated in Appendix L. 

A Spearman’s rank-order correlation was employed to assess stability reliability for test-retest 

data and found A5CE was adequately correlated (r = 0.791). Cronbach’s alpha was used to 

assess internal reliability and found the A5CE subscale was adequate (α = 0.83). A summary of 

IRA and IRR statistics for the A5CE subscale is presented in Table 4.4. The one-way, random 

effects ANOVA yielded an ICC1 of 0.35 and an ICC2 of 0.88 (p < .01). The sample values for 

rwg(J) with a null and alternate skewed distribution were 0.68 and 0.37, respectively. 
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Action 6 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to provide professional development to support health 

services, practices, or policies (A6CE) is included in Table 4.3. A6CE was assessed through 

three items (items 34, 35, 36) applying a 5-point semantic differential scale. The A6CE subscale 

had a possible range of 3 to 15 with higher scores indicating greater perceived capability to 

provide professional development to support health services, practices, or policies. The observed 

range for the construct was 3 to 15 with a mean of 8.54 and a standard deviation of 3.37, with a 

skewness of 0.07 and kurtosis of -1.10. Visual inspection of the histogram and results of the 

Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 

superimposed normal curve of the A6CE subscale is illustrated in Appendix L. A Spearman’s 

rank-order correlation was employed to assess stability reliability for test-retest data and found 

A6CE was adequately correlated (r = 0.719). Cronbach’s alpha was used to assess internal 

reliability and found the A6CE subscale was adequate (α = 0.90). A summary of IRA and IRR 

statistics for the A6CE subscale is presented in Table 4.4. The one-way, random effects ANOVA 

yielded an ICC1 of 0.50 and an ICC2 of 0.93 (p < .01). The sample values for rwg(J) with a null 

and alternate skewed distribution were 0.77 and 0.53, respectively. 

Action 7 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to implement coordinated health efforts (A7CE) is 

included in Table 4.3. A7CE was assessed through three items (items 40, 41, 42) applying a 5-

point semantic differential scale. The A7CE subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived capability to implement coordinated health efforts. The 

observed range for the construct was 3 to 15 with a mean of 9.24 and a standard deviation of 

3.33, with a skewness of -0.02 and kurtosis of -1.08. Visual inspection of the histogram and 
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results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A 

histogram with a superimposed normal curve of the A7CE subscale is illustrated in Appendix L. 

A Spearman’s rank-order correlation was employed to assess stability reliability for test-retest 

data and found A7CE was adequately correlated (r = 0.828). Cronbach’s alpha was used to 

assess internal reliability and found the A7CE subscale was adequate (α = 0.88). A summary of 

IRA and IRR statistics for the A7CE subscale is presented in Table 4.4. The one-way, random 

effects ANOVA yielded an ICC1 of 0.42 and an ICC2 of 0.91 (p < .01). The sample values for 

rwg(J) with a null and alternate skewed distribution were 0.69 and 0.36, respectively. 

Action 8 change efficacy. A summary of the mean, standard deviation, possible range, 

and observed range for change efficacy to evaluate coordinated health efforts (A8CE) is included 

in Table 4.3. A8CE was assessed through three items (items 46, 47, 48) applying a 5-point 

semantic differential scale. The A8CE subscale had a possible range of 3 to 15 with higher 

scores indicating greater perceived capability to evaluate coordinated health efforts. The 

observed range for the construct was 3 to 15 with a mean of 8.51 and a standard deviation of 

3.37, with a skewness of 0.32 and kurtosis of -1.00. Visual inspection of the histogram and 

results of the Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A 

histogram with a superimposed normal curve of the A8CE subscale is illustrated in Appendix L. 

A Spearman’s rank-order correlation was employed to assess stability reliability for test-retest 

data and found A8CE was adequately correlated (r = 0.832). Cronbach’s alpha was used to 

assess internal reliability and found the A8CE subscale was adequate (α = 0.87). A summary of 

IRA and IRR statistics for the A8CE subscale is presented in Table 4.4. The one-way, random 

effects ANOVA yielded an ICC1 of 0.36 and an ICC2 of 0.88 (p < .01). The sample values for 

rwg(J) with a null and alternate skewed distribution were 0.63 and 0.22, respectively. 
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WSCC tenets. A summary of the mean, standard deviation, possible range, and observed 

range for the WSCC tenet subscale is included in Table 4.3. The WSCC tenets were assessed 

through 10 items (items 56-65) applying a 5-point semantic differential scale. The WSCC tenet 

subscale had a possible range of 10 to 50 with higher scores indicating greater perceived 

commitment and capability of schools to ensure students are healthy, safe, support, engaged, and 

challenged. The observed range for the construct was 13 to 15 with a mean of 38.06 and a 

standard deviation of 6.33. The WSCC tenet subscale appeared normally distributed, with a 

skewness of -0.67 and kurtosis of .791. Visual inspection of the histogram and results of the 

Shapiro-Wilk’s test (p < .05) suggest the data were not normally distributed. A histogram with a 

superimposed normal curve of the WSCC tenet subscale is illustrated in Appendix L. A 

Spearman’s rank-order correlation was employed to assess stability reliability for test-retest data 

and found the WSCC tenet subscale was adequately correlated (r = 0.899). Cronbach’s alpha was 

used to assess internal reliability and found the WSCC tenet subscale was adequate (α = 0.88). A 

summary of IRA and IRR statistics for the WSCC tenet subscale is presented in Table 4.4. The 

one-way, random effects ANOVA yielded an ICC1 of 0.33 and an ICC2 of 0.87 (p < .01). The 

sample values for rwg(J) with a null and alternate skewed distribution were 0.94 and 0.84, 

respectively. 

Change-related effort. A summary of the mean, standard deviation, possible range, and 

observed range for change-related behavior (CRE) included in Table 4.3. CRE was assessed 

through ten items (items 49, 50, 51, 52, 53, 54, 55) applying a multiple-choice item format. The 

CRE subscale had a possible range of 0 to 12 with higher scores indicating greater 

implementation of health-related services, policies, and practices. The observed range for the 

construct was 1 to 11 with a mean of 6.07and a standard deviation of 2.70, with a skewness of 
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0.15 and kurtosis of -1.05. Visual inspection of the histogram and results of the Shapiro-Wilk’s 

test (p < .05) suggest the data were not normally distributed. A histogram with a superimposed 

normal curve of the CRE subscale is illustrated in Appendix L. Cronbach’s alpha was used to 

assess internal reliability and found the WSCC tenet subscale was adequate (α = 0.75). A 

Spearman’s rank-order correlation was employed to assess stability reliability for test-retest data 

and found CRE was adequately correlated (r = 0.71).  

 

Table 4.3 

 

Ranges, Means, Standard Deviations, Cronbach’s Alpha Coefficients, and Test-Retest 

Correlation Coefficients for the Theory of Organizational Readiness for Change Actions (N = 

271) 

 Descriptive Statistics  Reliability Statistics 

        

Scales 

Possible 

Range 

Observed 

Range M SD 

 

Cronbach’s α Spearman’s r* 

General CC 24-120 30-120 67.49 20.45  0.96 0.90** 

A1CC 3-15 3-15 7.83 3.20  0.88 0.84** 

A2CC 3-15 3-15 7.65 2.82  0.86 0.85** 

A3CC 3-15 3-15 8.45 3.06  0.87 0.77** 

A4CC 3-15 3-15 8.79 2.93  0.82 0.77** 

A5CC 3-15 3-15 9.62 2.79  0.83 0.75** 

A6CC 3-15 3-15 8.72 3.12  0.88 0.72** 

A7CC 3-15 3-15 8.60 2.85  0.85 0.81** 

A8CC 3-15 3-15 7.76 3.06  0.90 0.90** 

General CE 24-120 24-120 71.67 1.41  0.97 0.91** 

A1CE 3-15 3-15 7.89 3.47  0.92 0.83** 

A2CE 3-15 3-15 8.47 3.16  0.86 0.87** 

A3CE 3-15 3-15 9.07 3.23  0.88 0.78** 

A4CE 3-15 3-15 9.30 3.34  0.89 0.70** 

A5CE 3-15 3-15 10.23 2.99  0.83 0.79** 

A6CE 3-15 3-15 8.54 3.37  0.90 0.72** 

A7CE 3-15 3-15 9.24 3.33  0.88 0.83** 

A8CE 3-15 3-15 8.51 3.37  0.87 0.83** 

WSCC Tenets 10-50 13-50 38.06 6.33  0.88 0.81** 

CRE 0-12 1-11 6.07 2.70  0.75 0.71** 
Notes. CC, change commitment; CE, change efficacy; CRE, change-related effort; M, mean; SD, standard 

deviation; WSCC, whole school whole community whole child. *Stability reliability was calculated in a 

sample of 37 school employees. **Correlation coefficient is significant at the p < 0.01 level. 
 



 

125 
 

Table 4.4 

 

Aggregation Results of Theory of Organizational Readiness for Change Constructs 

Employing Measures of Interrater Agreement and Reliability. a 

 rwg(J).uniform  rwg(J).measure-specific
b  

         

Measure M SD  M SD F ratio ICC1 ICC2 

General CC 0.95 0.02  0.79 0.29 11.26* 0.43 0.91 

A1CC 0.66 0.23  0.40 0.30 9.83* 0.39 0.90 

A2CC 0.80 0.12  0.63 0.24 10.70* 0.42 0.90 

A3CC 0.68 0.22  0.44 0.25 5.03* 0.23 0.80 

A4CC 0.74 0.10  0.45 0.27 8.03* 0.34 0.88 

A5CC 0.71 0.13  0.43 0.29 5.51* 0.25 0.82 

A6CC 0.76 0.11  0.54 0.26 12.53* 0.46 0.92 

A7CC 0.81 0.06  0.64 0.13 10.65* 0.42 0.91 

A8CC 0.72 0.23  0.55 0.27 8.05* 0.34 0.88 

General CE 0.95 0.04  0.80 0.24 14.01* 0.49 0.93 

A1CE 0.71 0.12  0.42 0.24 11.49* 0.44 0.91 

A2CE 0.74 0.13  0.49 0.26 11.26* 0.43 0.91 

A3CE 0.63 0.27  0.35 0.32 7.78* 0.33 0.87 

A4CE 0.67 0.23  0.42 0.28 12.07* 0.45 0.92 

A5CE 0.68 0.18  0.37 0.30 8.16* 0.35 0.88 

A6CE 0.77 0.10  0.53 0.27 14.38* 0.50 0.93 

A7CE 0.69 0.14  0.36 0.28 10.83* 0.42 0.91 

A8CE 0.63 0.12  0.22 0.12 8.65* 0.36 0.88 

WSCC Tenets 0.94 0.04  0.84 0.24 7.58* 0.33 0.87 
Notes.CC, change commitment; CE, change efficacy; M, mean; SD, standard deviation,  

WSCC, whole school whole community whole child. * p < 0.01 
aOnly schools with 5 or more respondents were included in the analysis (N = 16) 
bMeasure-specific was calculated using a slightly skewed alternative distribution 

 

 

Hypotheses Testing 

Null hypothesis 1. Change efficacy (CE) will not have a significant relationship with 

change-related effort (CRE) to implement the WSCC model. A Spearman’s rank-order 

correlation assessed the relationship between school aggregated general CE and CRE with 

results indicating a positive and strong correlation (r = .708, p < .01). Correlation coefficients of 

CE for actions 1-8 and CRE are presented in Table 4.5. 
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Null hypothesis 2. Change commitment (CC) will not have a significant relationship 

with change-related effort (CRE) to implement the WSCC model. A Spearman’s rank-order 

correlation assessed the relationship between school aggregated general CC and CRE with 

results indicating a positive and strong correlation (r = .813, p < .01). Correlation coefficients of 

CC for actions 1-8 and CRE are presented in Table 4.6. 

Table 4.5 

 

Spearman’s Rank-Order Correlation Coefficients for Aggregated Action Change Efficacy and 

Change-related Effort (N = 43). 

Constructs 9. 8. 7. 6. 5. 4. 3. 2. 1. 

1. CRE .569* .696* .717* .469* .562* .805* .549* .516* - 

2. A1CE .656* .615* .601* .676* .667* .576* .837 -  

3. A2CE .580* .685* .723* .644* .768* .517* -   

4. A3CE .739* .778* .739* .540* .634* -    

5. A4CE .751* .769* .771* .502* -     

6. A5CE .428* .606* .512* -      

7. A6CE .728* .885* -       

8. A7CE .834* -        

9. A8CE -         
Notes. CE, change efficacy; CRE, change-related effort. *p < .01 

 

Table 4.6 

 

Spearman’s Rank-Order Correlation Coefficients for Aggregated Action Change Commitment and 

Change-related Effort (N = 43). 

Constructs 9. 8. 7. 6. 5. 4. 3. 2. 1. 

1. CRE .714* .764* .712* .620* .793* .396* .528* .682* - 

2. A1CC .776* .659* .642* .428* .773* .537* .652* -  

3. A2CC .595* .319* .550* .304* .676* .342* -   

4. A3CC .587* .401* .277 .197 .446* -    

5. A4CC .782* .779* .775* .550* -     

6. A5CC .498* .666* .579* -      

7. A6CC .554* .778* -       

8. A7CC .687* -        

9. A8CC -         
Notes. CC, change commitment; CRE, change-related effort. *p < .01 
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Null hypothesis 3. The combined constructs of change efficacy (β1) and change 

commitment (β2) will not significantly predict change-related effort (ϒ) to implement the WSCC 

model.  

Measurement model. Confirmatory factor analysis (CFA) employing the maximum 

likelihood (ML) method was applied to assess construct validity of the proposed TORC model. 

Model fit was assessed through the chi-square test (χ2), goodness-of-fit index (GFI), adjusted 

goodness-of-fit index (AGFI), normed fit index (NFI), comparative fit index (CFI), and squared 

error of approximation (RMSEA). The initial measurement model for general CC and CE 

indicated poor fit (χ2 = 1037.714, df = 295, p < .001; GFI = 0.776; AGFI = 0.742; NFI = 0.848; 

CFI = 0.887; RMSEA = 0.095). Co-varying errors within constructs improved overall fit (χ2 = 

751.929, df = 295, p < .001; GFI = 0.833; AGFI = 0.801; NFI = 0.901; CFI = 0.930; RMSEA = 

0.076). An illustration for the overall CC and CE measurement model with indicator factor 

loadings, squared multiple correlations and the beta coefficients is displayed in Figure 4.1. 

Additionally, the maximum likelihood (ML) method was applied to assess construct 

validity of the proposed measurement model for each of the eight actions. The initial 

measurement model for action 1 indicated reasonable fit (χ2 = 400.905, df = 109, p < 001; GFI = 

0.852; AGFI = 0.816; NFI = 0.864; CFI = 0.897; RMSEA = 0.100). Co-varying errors within 

constructs improved overall fit (χ2 = 224.968, df = 106, p < .001; GFI = 0.909; AGFI = 0.883; 

NFI = 0.924; CFI = 0.958; RMSEA = 0.064). An illustration for the action 1 CC and CE 

measurement model with indicator factor loadings, squared multiple correlations and the beta 

coefficients is displayed in Figure 4.2. 

The initial measurement model for action 2 indicated reasonable fit (χ2 = 362.998, df = 

109, p < .001; GFI = 0.863 AGFI = 0.829; NFI = 0.864; CFI = 0.90; RMSEA = 0.093). Co-
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varying errors within constructs improved overall fit (χ2 = 226.763, df = 107, p < .001; GFI = 

0.910; AGFI = 0.885; NFI = 0.915; CFI = 0.953; RMSEA = 0.064). An illustration for the action 

2 CC and CE measurement model with indicator factor loadings, squared multiple correlations 

and the beta coefficients is displayed in Figure 4.3. 

 The initial measurement model for action 3 indicated reasonable fit (χ2 = 396.875, df = 

109, p < 0.001; GFI = 0.855; AGFI = 0.819; NFI = 0.857; CFI = 0.891; RMSEA = 0.099). Co-

varying errors within constructs improved overall fit (χ2 = 221.307, df = 106, p < .001; GFI = 

0.910; AGFI = 0.885; NFI = 0.920; CFI = 0.956; RMSEA = 0.063). An illustration for the action 

3 CC and CE measurement model with indicator factor loadings, squared multiple correlations 

and the beta coefficients is displayed in Figure 4.4. 

The initial measurement model for action 4 indicated reasonable fit (χ2 = 352.821, df = 

109, p < .001; GFI = 0.864; AGFI = 0.831; NFI = 0.867; CFI = 0.904; RMSEA = 0.091). Co-

varying errors within constructs improved overall fit (χ2 = 204.383, df = 107, p < .001; GFI = 

0.915; AGFI = 0.892; NFI = 0.923; CFI = 0.962; RMSEA = 0.058). An illustration for the action 

4 CC and CE measurement model with indicator factor loadings, squared multiple correlations 

and the beta coefficients is displayed in Figure 4.5. 

The initial measurement model for action 5 indicated reasonable fit (χ2 = 362.168, df = 

109, p < .001; GFI = 0.864; AGFI = 0.831; NFI = 0.855; CFI = 0.893; RMSEA = 0.093). Co-

varying errors within constructs improved overall fit (χ2 = 215.029, df = 107, p < .001; GFI = 

0.913; AGFI = 0.889; NFI = 0.914; CFI = 0.954; RMSEA = 0.061). An illustration for the action 

5 CC and CE measurement model with indicator factor loadings, squared multiple correlations 

and the beta coefficients is displayed in Figure 4.6. 
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The initial measurement model for action 6 indicated reasonable fit (χ2 = 366.514, df = 

109, p = .001; GFI = 0.865; AGFI = 0.831; NFI = 0.871; CFI = 0.905; RMSEA = 0.094). Co-

varying errors within constructs improved overall fit (χ2 = 192.260, df = 107, p < .001; GFI = 

0.923; AGFI = 0.902; NFI = 0.932; CFI = 0.968; RMSEA = 0.055). An illustration for the action 

6 CC and CE measurement model with indicator factor loadings, squared multiple correlations 

and the beta coefficients is displayed in Figure 4.7. 

The initial measurement model for action 7 indicated reasonable fit (χ2 = 363.571, df = 

109, p = 0.001; GFI = 0.864; AGFI = 0.830; NFI = 0.865; CFI = 0.901; RMSEA = 0.093). Co-

varying errors within constructs improved overall fit (χ2 = 216.352, df = 107, p < .001; GFI = 

0.912; AGFI = 0.888; NFI = 0.920; CFI = 0.958; RMSEA = 0.062). An illustration for the action 

7 CC and CE measurement model with indicator factor loadings, squared multiple correlations 

and the beta coefficients is displayed in Figure 4.8. 

The initial measurement model for action 8 indicated reasonable fit (χ2 = 356.159, df = 

109, p < .001; GFI = 0.867; AGFI = 0.834; NFI = 0.874; CFI = 0.908; RMSEA = 0.092). Co-

varying errors within constructs improved overall fit (χ2 = 208.577 df = 107, p < .001; GFI = 

0.917; AGFI = 0.894; NFI = 0.926; CFI = 0.962; RMSEA = 0.059). An illustration for the action 

8 CC and CE measurement model with indicator factor loadings, squared multiple correlations 

and the beta coefficients is displayed in Figure 4.9. 

Regression models. Multiple regression analyses applying the Enter method were 

conducted to assess the predictive validity of the general model as well as for each of the eight 

unique actions. As interrater agreement and reliability for instrument scales was adequate, 

individual school employee responses were aggregated to a school-level mean for regression 

analyses. Normality was assessed through visual inspection of the standardized residuals on a 
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histogram and P-P plot. Multicollinearity was assessed with tolerance values and variance 

inflation factor (VIF).  

General regression model. A multiple regression analysis was employed to predict CRE 

from general change efficacy (GCE) and general change commitment (GCC). Visual inspection 

of the histogram and P-P plot as well as a lack of standardized residuals greater than ±3 standard 

deviations illustrate a normal distribution without outliers (Figure 4.10). Tolerance and VIF were 

acceptable for GCE and GCC (0.469; VIF = 2.132). The multiple regression model significantly 

predicted CRE (F[2, 40] = 69.358, p < .001, adj. R2 = .77). Both variables significantly added to 

the model with GCC being the strongest predictor (β=.589, t[40]=5.395, p < .001) followed by 

GCE (β=.354, t[40]=3.238, p = .002). The resulting regression equation for the intercept and 

significant predictors was:  

CRE = -5.116 + 0.05(GCE) + 0.111(GCC) 

Action 1 regression model. A multiple regression analysis was employed to predict CRE 

from action 1 change efficacy (A1CE) and action 1 change commitment (A1CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 

±3 standard deviations illustrate a normal distribution without outliers (Figure 4.11). Tolerance 

and VIF was acceptable for A1CE and A1CC (0.573; VIF = 1.746). The multiple regression 

model significantly predicted CRE (F[2, 40] = 32.559, p < .001, adj. R2 = .60). Both variables 

significantly added to the model with A1CC being the strongest predictor (β=.564, t[40]=4.374, 

p < .001) followed by A1CE (β=.293, t[40]=2.274, p = .028). The resulting regression equation 

for the intercept and significant predictors was:  

CRE = -1.718 + 0.692(A1CC) + 0.294(A1CE) 
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Figure 4.1. Theory of organizational readiness for change-based measurement model for overall 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.2. Theory of organizational readiness for change-based measurement model for action 1 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.3. Theory of organizational readiness for change-based measurement model for action 2 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.4. Theory of organizational readiness for change-based measurement model for action 3 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.5. Theory of organizational readiness for change-based measurement model for action 4 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.6. Theory of organizational readiness for change-based measurement model for action 5 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.7. Theory of organizational readiness for change-based measurement model for action 6 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.8. Theory of organizational readiness for change-based measurement model for action 7 

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Figure 4.9. Theory of organizational readiness for change-based measurement model for action 8  

change efficacy, change commitment, and change-related effort illustrating indicator factor 

loadings, squared multiple correlations and beta-coefficients correlating latent factors among 

primary sample of school employees (N = 271). 
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Action 2 regression model. A multiple regression analysis was employed to predict CRE 

from action 2 change efficacy (A2CE) and action 2 change commitment (A2CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 

±3 standard deviations illustrate a slight deviation from normality without outliers (Figure 4.11). 

Tolerance and VIF was acceptable for A2CE and A2CC (0.632; VIF =1.583). The multiple 

regression model significantly predicted CRE (F[2, 40] = 20.658, p < .001, adj. R2 = .48). Both 

variables significantly added to the model with A2CE being the strongest predictor (β=.443, 

t[40]=3.174, p = .003) followed by A2CC (β=.351, t[40]=2.517, p = .016). The resulting 

regression equation for the intercept and significant predictors was:  

CRE = -1.625 + 0.443(A2CE) + 0.464(A1CC) 

 Action 3 regression model. A multiple regression analysis was employed to predict CRE 

from action 3 change efficacy (A3CE) and action 3 change commitment (A3CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 

±3 standard deviations illustrate an overall expression of normality without outliers (Figure 

4.11). Tolerance and VIF was acceptable for A3CE and A3CC (0.838; VIF = 1.194). The 

multiple regression model significantly predicted CRE (F[2, 40] = 43.483, p < .001, adj. R2 = 

.67). Only A3CE significantly added to the model (β=.758, t[40]=7.814, p < .001) while A3CC 

was not a significant predictor (β=.146, t[40]=1.510, p = .139). The resulting regression equation 

for the intercept and significant predictors was:  

CRE = -2.390 + 0.752(A3CE) + 0.172(A3CC) 

Action 4 regression model. A multiple regression analysis was employed to predict CRE 

from action 4 change efficacy (A4CE) and action 4 change commitment (A4CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 
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±3 standard deviations illustrate an overall expression of normality without outliers (Figure 

4.11). Tolerance and VIF was acceptable for A4CE and A4CC (0.709; VIF = 1.410). The 

multiple regression model significantly predicted CRE (F[2, 40] = 46.286, p < .001, adj. R2 = 

.68). Both variables significantly added to the model with A4CC being the strongest predictor 

(β=.652, t[40]=6.323, p < .001) followed by A4CE (β=.278, t[40]=2.700, p = .01). The resulting 

regression equation for the intercept and significant predictors was:  

CRE = -4.322 + 0.885(A4CC) + 0.254(A4CE) 

Action 5 regression model. A multiple regression analysis was employed to predict CRE 

from action 5 change efficacy (A5CE) and action 5 change commitment (A5CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 

±3 standard deviations illustrate an overall expression of normality without outliers (Figure 

4.11). Tolerance and VIF was acceptable for A5CE and A5CC (0.686; VIF = 1.458). The 

multiple regression model significantly predicted CRE (F[2, 40] = 13.719, p < .001, adj. R2 = 

.38). Only A5CC significantly added to the model (β=.436, t[40]=2.963, p = .005) while A5CE 

was not a significant predictor (β=.282, t[40]=1.917, p = .062). The resulting regression equation 

for the intercept and significant predictors was:  

CRE = -2.759 + 0.557(A5CC) + 0.350(A5CE) 

Action 6 regression model. A multiple regression analysis was employed to predict CRE 

from action 6 change efficacy (A6CE) and action 6 change commitment (A6CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 

±3 standard deviations illustrate an overall normal distribution without outliers (Figure 4.11). 

Tolerance and VIF was acceptable for A6CE and A6CC (0.647; VIF = 1.454). The multiple 

regression model significantly predicted CRE (F[2, 40] = 42.025, p < .001, adj. R2 = .66). Both 
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variables significantly added to the model with A6CC being the strongest predictor (β=.471, 

t[40]=4.218, p < .001) followed by A6CE (β=.451, t[40]=4.044, p < .001). The resulting 

regression equation for the intercept and significant predictors was:  

CRE = -2.626 + 0.542(A6CC) + 0.402(A6CE) 

Action 7 regression model. A multiple regression analysis was employed to predict CRE 

from action 7 change efficacy (A7CE) and action 7 change commitment (A7CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 

±3 standard deviations illustrate a slight deviation from normality without outliers (Figure 4.11). 

Tolerance and VIF was acceptable for A7CE and A7CC (0.732; VIF = 1.365). The multiple 

regression model significantly predicted CRE (F[2, 40] = 40.729, p < .001, adj. R2 = .65). Both 

variables significantly added to the model with A7CE being the strongest predictor (β=.482, 

t[40]=4.548, p < .001) followed by A7CC (β=.459, t[40]=4.331, p < .001). The resulting 

regression equation for the intercept and significant predictors was:  

CRE = -3.243 + 0.473(A7CE) + 0.524(A1CC) 

Action 8 regression model. A multiple regression analysis was employed to predict CRE 

from action 8 change efficacy (A8CE) and action 8 change commitment (A8CC). Visual 

inspection of the histogram and P-P plot as well as a lack of standardized residuals greater than 

±3 standard deviations illustrate a non-normal distribution without outliers (Figure 4.11). 

Tolerance and VIF was acceptable for A8CE and A8CC (0.621; VIF = 1.611). The multiple 

regression model significantly predicted CRE (F[2, 40] = 39.459, p < .001, adj. R2 = .64). Both 

variables significantly added to the model with A8CC being the strongest predictor (β=.552, 

t[40]=4.741, p < .001) followed by A8CE (β=.349, t[40]=2.999, p = .005). The resulting 

regression equation for the intercept and significant predictors was:  
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CRE = -1.628 + 0.631(A8CC) + 0.341(A8CE) 

 

  

 
 

  

 

Figure 4.10. Histograms with normal distribution curves applied and normality plot of 

standardized residuals of general, action 1, and action 2 organizational readiness multiple 

regression models (N = 43). 
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Figure 4.11. Histograms with normal distribution curves applied and normality plot of 

standardized residuals of action 3, action 4, and action 5 organizational readiness multiple 

regression models (N = 43). 
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Figure 4.12. Histograms with normal distribution curves applied and normality plot of 

standardized residuals of action 6, action 7, and action 8 organizational readiness multiple 

regression models (N = 43). 
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Summary 

 The results of this study were provided in this chapter. Descriptive statistics described the 

characteristics of the sample. Correlation coefficients assessed the internal consistency, construct 

reliability, and stability of the instrument scales, including TORC constructs. Measures of 

interrater agreement and reliability were employed to assess the adequacy of the aggregation of 

individual-level data to represent an organization-level mean. Bivariate correlation coefficients 

described the relationships among the TORC constructs. Confirmatory factor analysis using the 

maximum likelihood (ML) was employed to validate the measurement model. Multiple 

regression analysis was employed to test the predictive validity of the model 
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CHAPTER 5 
 

DISCUSSION 

 

 The purpose of this study was to develop and validate a theory of organizational 

readiness for change (TORC)-based instrument to assess schools’ collective organizational 

readiness to take action to advance implementation of the whole school, whole community, 

whole child (WSCC) model. The instrumentation process produced a psychometrically valid and 

reliable survey to assess school organizational readiness from the aggregation of individual 

perception responses. Additionally, the results of this study lend evidence in support of a 

theoretical framework that may be utilized to assess readiness at the school level and provide 

guidance to increase readiness to implement actions that support the WSCC model. This chapter 

presents an evaluation of the current investigation’s hypotheses and provides a discussion, 

implications for health education and promotion, limitations of the current study, and 

recommendations for future research. 

Results of Research Questions 

 Interrater Agreement and Reliability. As a pre-requisite step to research question testing, 

measures of interrater agreement (IRA) and reliability (IRR) were calculated to evaluate the 

extent to which individual-level readiness perceptions represented readiness at the organizational 

level. Interrater agreement using a standard null distribution indicated very strong agreement for 

overall change efficacy (rwg(J) = 0.95), overall change commitment (rwg(J) = 0.95), and the WSCC 

tenet scales (rwg(J) = 0.94). Interrater agreement for action change commitment scales using a 

standard null distribution indicated moderate agreement for action 1 and action 3 (rwg(J) = 0.66; 
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0.68) while there was strong agreement for action 2, action 4, action 5, action 6, action 7, and 

action 8 (rwg(J) = 0.71-0.81). Interrater agreement for action change efficacy scales using a 

standard null distribution indicated moderate agreement for action 3, action 4, action 5, action 7, 

and action 8 (rwg(J) = 0.63-0.69) while there was strong agreement for action 1, action 2, and 

action 6 (rwg(J) = 0.71-0.77). 

 Interrater agreement using a measure-specific skewed distribution indicated strong 

agreement for overall change efficacy (rwg(J) = 0.80), overall change commitment (rwg(J) = 0.79), 

and the WSCC tenet scales (rwg(J) = 0.84). Interrater agreement for action change commitment 

scales using a measure-specific skewed distribution demonstrated weak agreement for action 1, 

action 3, action 4, and action 5 (rwg(J) = 0.40-0.45) while there was moderate agreement for action 

2, action 6, action 7, and action 8 (rwg(J) = 0.54-0.64). Interrater agreement for action change 

efficacy scales using a measure-specific skewed distribution also demonstrated weak agreement 

for action 1, action 2, action 3, action 4, action 5, and action 7 (rwg(J) = 0.35-0.49) while there was 

moderate agreement for action 6 (rwg(J) = 0.53). 

 Interrater reliability using a one-way, random effects ANOVA was calculated to 

determine the extent responses are affected by group (school) membership (ICC1) and the 

reliability of mean ratings to differentiate groups (ICC2). Calculated measures of ICC1 indicated 

significant (p < .01), strong effect sizes for all general, action, and WSCC scales (ICC1 = 0.25-

0.50), with the exception of action 3 change commitment which demonstrated a medium effect 

(ICC1 = 0.23). Calculated measures of ICC2 demonstrated high reliability as mean ratings were 

strongly associated with group membership (ICC2 = 0.80-0.93). Thus, results from rwg(J), ICC1, 

and ICC2 support the validity of the aggregation of individual-level readiness perceptions to 

represent a school-level mean. 
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 Research question 1. What is the relationship between change efficacy and change-

related effort to advance implementation of the WSCC model? The null hypothesis for research 

question 1 stated: Change efficacy will not have a significant relationship with change-related 

effort to advance implementation of the WSCC model. A Spearman rank-order correlation was 

calculated to assess the direction and strength of association between change efficacy and 

change-related effort. Overall change efficacy, as assessed with the general change efficacy 

score, had a strong positive relationship with change-related effort (r = .708, p < .01). 

Additionally, change efficacy for actions 1-8 had significant, positive relationships with change-

related effort ranging from moderate to strong (r = .516-.717, p < .01). Consequently, the null 

hypothesis for research question 1 was rejected and change efficacy scales were retained for 

measurement models. 

 Research question 2. What is the relationship between change commitment and change-

related effort to advance implementation of the WSCC model? The null hypothesis for research 

question 2 stated: Change commitment will not have a significant relationship with change-

related effort to advance implementation of the WSCC model. A Spearman rank-order correlation 

was calculated to assess the direction and strength of association between change commitment 

and change-related effort. Overall change commitment, as assessed with the general change 

commitment score, had a strong positive relationship with change-related effort (r = .813, p < 

.01). Additionally, change commitment for actions 1-8 had significant, positive relationships 

with change-related effort ranging from moderate to strong (r = .396-.864, p < .01). 

Consequently, the null hypothesis for research question 2 was rejected and change commitment 

scales were retained for measurement models. 



 

150 
 

 Research question 3. To what extent do the constructs of change commitment and 

change efficacy predict change-related effort to advance implementation of the WSCC model? 

The null hypothesis for research question 3 stated: The combined constructs of change efficacy 

and change commitment will not significantly predict change-related effort to advance 

implementation of the WSCC model. Confirmatory factory analysis (CFA) applying the 

Maximum Likelihood (ML) method was conducted to assess measurement models as a 

prerequisite step prior to testing for predictive validity. The initial measurement model which 

included general change commitment and general change efficacy indicated reasonable fit, 

which was improved by co-varying errors within constructs. The eight initial measurement 

models assessing change commitment and change efficacy for each action indicated acceptable 

fit of the data. Co-varying errors within the change-related effort construct improved overall fit 

in all eight action models. Following measurement modeling, multiple linear regression was 

employed to determine the predictive validity of the theoretical model.  

 Multiple regression analyses applying the Enter Method were used to assess the 

predictive validity of the measurement model. The overall multiple regression model that 

included general change commitment and general change efficacy significantly predicted 

change-related effort (F[2, 40] = 69.358, p < .001, adj. R2 = .77) and both variables were 

significant in the model. Consequently, the null hypothesis for research question 3 was rejected. 

Similarly, the individual multiple regression analyses for action change commitment and 

change efficacy significantly predicted change-related effort in the models for action 1 (F[2, 40] 

= 32.559, p < .001, adj. R2 = .60), action 2 (F[2, 40] = 20.658, p < .001, adj. R2 = .48), action 4 

(F[2, 40] = 46.286, p < .001, adj. R2 = .68), action 6 (F[2, 40] = 42.025, p < .001, adj. R2 = .66), 

action 7 (F[2, 40] = 40.729, p < .001, adj. R2 = .66), and action 8 (F[2, 40] = 40.729, p < .001, 
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adj. R2 = .66), with both change commitment and change efficacy significantly adding to the 

models. Multiple regression models for action 3 (F[2, 40] = 43.483, p < .001, adj. R2 = .67) and 

action 5 also significantly predicted change-related effort (F[2, 40] = 13.719, p < .001, adj. R2 = 

.38), however, only action 3 change efficacy and action 5 change commitment significantly 

added to the model.  

Conclusions 

 A TORC-based instrument was developed from the literature, reviewed by an expert 

panel, and subsequently tested through data collection that included a sample of 271 school 

employees from 43 public schools. Change-related effort was used to measure school health 

practices, processes, or policies at each school. Change-related effort corresponded to the eight 

actions identified to facilitate effective WSCC implementation and was used as the outcome 

variable of interest. The mean value for change-related effort was 6.07 (SD = 2.70) which was 

based on a possible range of 0-12. The mean value was equal to the scale midpoint of 6. Further 

examination indicated that 74% of the scores were between 1 and 6. These values indicate a lack 

of practices, processes, or policies associated with WSCC implementation currently in place at 

schools in the sample. 

 The mean value for general change commitment was 67.49 (SD = 20.45) which was 

based on a possible range of 24-120. The mean value was lower than the scale midpoint of 72. 

Additionally, this value also included a large standard deviation and further examination 

indicated that 64% of the respondents scored between 30 and 72. This trend was also similar for 

change commitment in seven actions where the mean value was lower than the scale midpoint of 

9 (M = 7.65-8.79; SD = 2.85-3.85). The only exception was for change commitment to establish 

beneficial community partnerships (action 5) which had a mean value of 9.62 (SD = 2.79) and 
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was slightly above the scale midpoint. These values indicate a need to increase change 

commitment to implement the WSCC among schools as well as assess baseline levels prior to 

any intervention or training. 

 The mean value for general change efficacy was 71.67 (SD = 23.24) which was based on 

a possible range of 24-120. The mean value was approximately even with the scale midpoint of 

72. Additionally, this value also included a large standard deviation and further examination 

indicated that 53% of the respondents scored between 24 and 72. There was more variability 

among change efficacy actions. Change efficacy for establishing a school health team (action 1), 

utilizing a school health coordinator (action 2), providing professional development to support 

health services, practices, or policies (action 6), and evaluating coordinated health efforts (action 

8) were below the scale midpoint of 9 (M = 7.89-8.54; SD = 3.16-3.47). The mean values for 

change efficacy to secure administrative support for school health (action 3), assess needs for 

school health (action 4), establish beneficial community partnerships (action 5), and implement 

coordinated health efforts (action 7) were slightly above the scale midpoint of 9 (M = 9.07-10.23; 

SD = 2.99-3.34). While perceptions of organizational capacity to implement actions that support 

the WSCC were higher than change commitment, the low to moderate values also indicate a 

need to increase change efficacy among schools as well as to assess baseline levels prior to any 

intervention or training. 

 In order to determine whether it was appropriate to aggregate school employee 

perceptions within each school, three measures of interrater agreement and reliability were 

calculated which included rwg(J) (James, Demaree, & Wolf, 1984) as well as ICC1 and ICC2 

(Bliese & Halverson, 1998). First, rwg(J) was calculated for TORC constructs overall and for each 

of the eight WSCC implementation actions. The rwg(J) index of interrater agreement measures the 
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level of consensus in a multi-item scale through a comparison of within-group variance to an 

expected variance using a null hypothesis of no agreement (Klein & Kozlowski, 2000). A 

commonly cited limitation of rwg(J) is the appropriateness of the uniform null distribution to 

model a lack of rater agreement due to the potential selection of socially desirable responses 

instead of honest responses (James et al., 1984; LeBreton & Senter, 2008). To account for this 

potential bias, rwg(J) was calculated using both a uniform distribution as well as a slightly skewed 

distribution (Biemann et al., 2012). According to James and colleagues (1984), using multiple 

distributions allows for the identification of a range of values in which the true agreement value 

is likely contained. General as well as action change efficacy and change commitment exhibited 

moderate to strong agreement (rwg(J) = .63-.95) using a uniform distribution and significantly 

reduced agreement using the slightly skewed distribution (rwg(J) = .12-.80). This indicates that 

perceptions of school readiness may differ among segments of school employees due to differing 

levels of awareness, experiences, or knowledge (Weiner et al., 2009). Important to note is that 

agreement remained strong using the slightly skewed distribution for general change efficacy 

(rwg(J) = .80) and general change commitment (rwg(J) = .79), while agreement between action 

change commitment and change efficacy was weak. Thus, there is strong evidence to support the 

aggregation of change efficacy and change commitment combined across all actions, while 

evidence for the aggregation within individual actions is less conclusive.  

 Intraclass correlations were calculated as indices of interrater reliability by assessing if 

ratings are affected by group membership (ICC1) and the extent to which the mean ratings 

reliably distinguish groups (LeBreton & Senter, 2008). Results from one-way analysis of 

variance indicated that ICC1 values demonstrated strong effect sizes (ICC1 = .25-.49) attributing 

the variance to group (school) membership. Additionally, ICC2 values were high (ICC2 = .80-
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.93) indicating that the aggregate group-level means reliably distinguished groups. These results 

are expected as school characteristics can vary greatly, even within the same district, influencing 

employee perceptions of school readiness to implement actions that support the WSCC. Taken 

together, results of IRR and IRA measures indicate a large amount of individual-level variability 

can be reliably attributed to school membership, however, there may be variability in agreement 

of readiness to implement actions that support the WSCC among employees in a given school. 

 Spearman rank-order correlation coefficients were utilized to assess the relationships 

between TORC constructs. General change efficacy and general change commitment had a 

significant and strong correlation (r = .862, p < .01), while change efficacy and change 

commitment between actions were also significantly correlated (r = .685-.743, p < .01). These 

results are consistent with the TORC and previous literature which indicated strong correlations 

among the constructs of organizational readiness (Bilsker & Gilbert, 2012; Shea et al., 2014; 

Hannon et al., 2017). Correlations between the organizational readiness constructs and change-

related effort were all positive and significant. General change commitment exhibited a strong, 

positive correlation with change-related effort (r = .813, p < .01) and change commitment for 

actions exhibited moderate to strong, positive correlations with change-related effort (r = .396-

.717, p < .01). General change efficacy exhibited a strong, positive correlation with change-

related effort (r = .708, p < .01) and change efficacy for actions exhibited moderate to strong, 

positive correlations with change-related effort (r = .469-.717, p < .01). These results are similar 

to those of Hannon and colleagues (2017) who found change commitment (r = .51) and change 

efficacy (r = .34) were also positively correlated with change-related effort. 

 In order to determine the predictive validity of the model, a multiple regression analysis 

applying the Enter Method was utilized to assess the extent that change efficacy and change 



 

155 
 

commitment predicted change-related effort. The general model that included change efficacy 

and change commitment over all actions was significant and explained a large amount of the 

variance (adj. R2 = .77, p < .001). Analysis indicated that general change commitment was the 

strongest predictor followed by general change efficacy. Trends for action models were similar 

for actions 1, 4, 6, and 8 which explained a large amount of the variance (adj. R2 = .60-.66, p < 

.001) and had change commitment as the strongest predictor followed by change efficacy. 

Models for actions 2 (adj. R2 = .48, p < .001) and action 7 (adj. R2 = .66, p < .001) explained a 

large amount of the variance, however, change efficacy was the strongest predictor followed by 

change commitment. Lastly, models for action 3 (adj. R2 = .67, p < .001) and action 5 (adj. R2 = 

.38, p < .001) explained a large amount of the variance, however, each model only retained a 

single predictor. Change commitment was the significant predictor in the action 3 model, 

whereas change efficacy was the significant predictor in the action 5 model.  

Implications for Health Education and Promotion 

As a result of this study, a valid and reliable instrument was created to assess 

organizational readiness to implement actions that support the WSCC. It has been asserted that 

up to one-half of all unsuccessful large-scale organizational change efforts can be attributed to a 

failure to establish adequate readiness (Kotter, 2007). This is significant to the implementation of 

health services, policies, and practices aligning to the WSCC model as school funding is 

extremely limited and poor outcomes as a result of poor implementation can undermine the 

credibility of the WSCC approach (Brown et al., 2004; Hodges & Angermeier, 2015). With the 

development of this instrument, school organizational readiness to implement actions that 

support the WSCC can be measured in order to ensure adequate commitment and efficacy prior 

to implementation. Being able to gauge readiness prior to implementation may prevent the loss 
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of time and resources associated with unsuccessful efforts that could result from a lack of 

readiness. 

 Findings from this study also have implications for school organizational readiness and 

change regarding the WSCC model. Results indicate there is utility in using the TORC 

constructs of change efficacy and change commitment to predict change-related effort to 

implement the WSCC. Additionally, subsequent results from this study can be used to design and 

evaluate TORC-based trainings and interventions to increase school organizational readiness and 

subsequent implementation of WSCC-related efforts. Based on this study’s findings, intervention 

planning should seek to create strategies to improve change efficacy and change commitment.  

 Results of this study also provide support that change commitment and change efficacy 

related to WSCC implementation are correlated yet distinct constructs within organizational 

readiness. This finding is consistent with previous organizational readiness literature utilizing the 

TORC (Weiner, 2009; Shea et al., 2014; Hannon et al., 2017). As the constructs comprising 

organizational readiness were significant predictors of change-related effort, strategies to 

increase levels of change commitment and change efficacy can advance the implementation of 

the WSCC model in schools. Previous research exploring TORC antecedents of organizational 

readiness have indicated positive associations between informational assessment and change 

efficacy as well as between change valence and change commitment (Shea et al., 2014; 

Papadopoulos, 2016; Hannon et al., 2017; Philips, 2017). As described by Weiner (2009), when 

individuals or employees within an organization value a change and perceive that demands 

necessary for change are achieved, adequate resources are available, and the situation is 

amenable to change, organizational readiness will increase and may lead to improved 

implementation behaviors. 
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 As previously noted, the implementation of the WSCC model is a complex organizational 

change due to the hierarchical structures within the school environment and the collective effort 

required for successful implementation. Since complex organizational change requires a high 

level of interdependence among individuals to implement the change, readiness must also be 

high. An important factor that has been consistently demonstrated to increase collective 

readiness for change is support from organizational leaders (Weiner et al., 2009; Al-Faouri, Al-

Nsour, & Al-Kasasbeh, 2014). At the school level, adoption and implementation of health-

related efforts is largely influenced by school or district administrators, such as principals or 

district health coordinators (Fixsen et al., 2005; Valois et al., 2011). Leadership support for 

organizational change has been found to increase individual members’ perceived value and 

commitment towards the change, while also being a strong predictor of implementation success 

(Emmons et al., 2000; Payne et al., 2006; Domitrovich et al., 2008; Papadopoulos, 2016). 

Additionally, when leadership is committed and supportive of an organizational change, they are 

more likely to dedicate resources towards implementation which can promote engagement and 

efficacy among employees (Papadopoulos, 2016; Phillips, 2017). Therefore, efforts to promote 

the implementation of actions that support the WSCC should endeavor to increase school 

leaders’ commitment and efficacy first. Leadership support for implementation can then serve as 

a catalyst to increase school employee buy-in, commitment, and confidence.  

 Initial implementation of new and complex organizational changes may unintentionally 

result in employee stress and anxiety if levels of readiness are low (Shah, Irani, & Sharif, 2017). 

Initial implementation of actions that align to the WSCC model can be daunting as they are often 

time consuming, labor intensive, and require an understanding of the school and community 

dynamics to be effective and sustainable (Valois & Hoyle, 2000; Deschesnes et al., 2003; Rosas, 
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2015). In order to create opportunities to cultivate organizational readiness and increase the 

likelihood that implementation will succeed, it is necessary to identify and overcome barriers 

unique to each school or employee group. As evidenced in this study, many school employees 

perceived a lack of school organizational readiness to implement actions aligning to the WSCC. 

Traditionally, educational professionals are not well versed in school health processes or the 

WSCC model due to a lack of professional training in these areas (Lewallen et al., 2015). Due to 

this lack of training, it is necessary to increase organizational readiness by incorporating 

strategies to enhance school employees’ capability, motivation, and opportunity to better 

understand WSCC implementation actions. One option in which school organizational readiness 

can be strengthened is by ensuring that all employees have access to high-quality professional 

development and training that addresses the value of health services, policies, and practices 

aligning to the WSCC, while also providing opportunities for skill development to support 

school health initiatives (Klein & Sorra, 1996; Domitrovich et al., 2008; Videto & Birch, 2015; 

Murray et al., 2015). Providing opportunities to enhance knowledge and skills related to the 

organizational change or implementation may increase perceptions of appropriateness and 

necessity which has been associated with increased commitment (Papadopoulos, 2016). 

Enhancing knowledge and skills regarding WSCC implementation will also allow school 

employees to more accurately appraise task demands, resources, and contextual factors 

associated with WSCC implementation actions (Weiner, 2009). 

 Results of the IRA measure rwg(J) indicate the possibility of intra-organizational variability 

in readiness perceptions among school employees, even in schools that had high change-related 

effort. It is possible that change commitment and change efficacy may be high among certain 

employees who are more knowledgeable about implementation efforts and lower among those 
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who have not been actively involved. As emphasized by both WSCC implementation and 

organizational readiness literature, investment and value can be increased if school employees 

are included in the decision-making process or provided adequate information in order to 

understand the benefits, both personal and organizational, associated with implementation (Holt, 

Armenakis, Harris, & Field, 2007; Weiner, 2009; Hunt et al., 2015; Slade, 2015a; Hodges & 

Angermeier, 2015; Phillips, 2017). Effective communication is even more critical if past 

implementation efforts have failed or resulted in negative experiences. In this circumstance, it is 

possible that school personnel will be skeptical of new implementation efforts, necessitating 

direct communication that differentiates the current effort from past attempts and may include 

increased value, commitment, or attribution of resources and time (Holt et al., 2007; Weiner, 

2009). It is unlikely that school employees will have similar perceptions of readiness if 

messaging or actions regarding school health and WSCC efforts from school leaders are 

inconsistent or if information is only distributed to a small group of school personnel (Weiner, 

2009).  

Limitations 

There are several limitations to consider when interpreting the results of the present 

study. A cross-sectional design was employed in this study which inhibits the ability to establish 

temporal relationships or causality among variables. The recruitment of participants was from a 

convenience sample of school employees from a limited number of schools (n = 43) and states (n 

= 5). School personnel that were not employed at contacted schools and districts or those that did 

not provide approval for the study were unable to complete the questionnaire. As there was an 

unequal chance of being included in the study, these findings cannot be generalized beyond the 

participants in the sample. The sample also includes an oversampling of teachers with less 
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representation from administrators and staff. While this distribution was not surprising, 

administrators and staff represent key personnel for coordinated efforts among components of 

the WSCC model, making both their perceptions and participation important (Valois et al., 2011; 

Hodges & Angermeier, 2015; Rooney et al., 2015). It is possible that this response distribution 

could have influenced measures of IRR and IRA as employees who chose to participate may 

have had different perceptions compared to those who chose not to participate. Additionally, this 

study required participants to self-report their perceptions of school organizational readiness to 

implement actions that support the WSCC, which assumes that participants will respond honestly 

and accurately. In order to analyze measures of IRR and IRA, the survey asked respondents to 

indicate the school at which they were employed and could have led to responses perceived to be 

socially acceptable instead of authentic opinions. Efforts to reduce this social desirability bias 

included assuring participants that individual responses would be confidential and only aggregate 

data would be presented. It is also possible that participants may have misinterpreted specific 

actions or items on the instrument which could have led to skewed responses. To limit 

misinterpretation, the survey focused respondents towards specific organizational actions that 

support WSCC implementation and provided detailed descriptions for each action which were 

reviewed by a panel of experts for clarity and accuracy.  

 Several limitations should also be considered regarding the utilization of the TORC in the 

development of the instrument.  First, this study only measured the TORC constructs of change 

commitment and change efficacy while the constructs of change valence, informational 

assessment, and contextual factors were not assessed. As this is the first study to utilize the 

TORC as a framework for school implementation of the WSCC, the incorporation of these 

constructs was deemed adequate and consistent with previous research (Weiner, 2009; Bilsker & 
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Gilbert, 2012; Shea et al., 2014). An additional limitation was the assessment of change-related 

effort as the outcome variable as opposed to implementation effectiveness as referenced in the 

TORC. While there is a lack of literature indicating change-related effort as a direct antecedent 

to WSCC implementation effectiveness, the association has been demonstrated for the 

implementation of worksite wellness programs (Hannon et al., 2017). The survey also utilized 

brief scales to assess the conceptually complex constructs of change commitment and change 

efficacy to implement change. This study reduced change efficacy and change commitment into 

three items for each WSCC implementation action. It is possible that the combined constructs of 

organizational readiness for change may be a combination of more factors than are included in 

the constructed instrument. 

 It was not possible to test for a higher-order construct of organizational readiness for 

change as the proposed model would be under-identified with so few factors. However, it should 

be noted that combining change efficacy and change commitment into a higher-order construct 

may not be warranted as they represent distinct aspects of organizational readiness (Shea et al., 

2014). It is also possible that this study was limited by a lack of collected covariates that could 

feasibly alter notable findings. It is possible that the predictors of change efficacy and change 

commitment and the outcome variable of change-related effort could be moderated or mediated 

by school employee assessments of school or district leadership as well as school organizational 

agility or culture (Rajput & Novitskaya, 2013; Shea et al., 2014; Al-Faouri et al., 2014; Fair, 

Solari Williams, Warren, McKyer, & Ory, 2018). 

Future Research 

 The findings from this investigation support the need for future research regarding school 

organizational readiness to advance implementation of the WSCC. Replicating the current study 
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in a varied regional or national sample of schools could serve to strengthen the generalizability 

of results. School and district policies, processes, practices, and culture can vary greatly and 

expanding the sample could allow for the examination of differences related to regionality as 

well as characteristics specific to the school or district. Additionally, any replication should 

strive to increase the number of respondents serving as a school staff employee. While contact 

information for school and district teachers was easily accessible in most cases, information 

regarding school staff employees was often not publicly available which necessitated increased 

assistance from educational contacts to distribute research materials to these employees. 

Expanding the sample can also serve to confirm the validity of aggregating individual-level 

perceptions to an organizational (school) mean. As this study predominately included teachers 

from a small sample of schools, replication with a more diverse sample would be beneficial in 

validating measures of IRR and IRA. If there is inconsistency regarding readiness as a shared 

organizational property, it may be necessary to assess theoretical constructs at intra-

organizational levels of analysis such as departments, teams and committees, or employees 

associated with the components of the WSCC. This approach may be warranted as it is possible 

for these groups to have varied readiness perceptions based on their specific experience and 

knowledge of the topic (Klein & Kozlowski, 2000; Weiner, 2009). Additionally, a future 

direction for research is the collection or examination of employee and school demographic and 

descriptive information data in order to differentiate any potential differences between these 

variables and TORC constructs. 

 While findings of this study support change efficacy and change commitment as 

predictors of change-related effort, the TORC emphasizes implementation effectiveness as the 

desired outcome measure. Although change-related effort is a precursor to implementation, it is 
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not a direct measure of implementation effectiveness. Since the ultimate goal of the TORC is to 

improve actual implementation, examining methods to measure implementation effectiveness is 

necessary for future research, yet there has been limited testing of this proposed pathway. 

Hannon and colleagues (2017) developed a TORC-based questionnaire to assess readiness to 

implement wellness programs in small workplaces. Effective implementation was measured 

based on inspection of workplace policies, programs, and communication related to healthy 

eating, physical activity, and tobacco cessation with results of path analysis supporting change-

related effort as a predictor of implementation. The current study could be expanded by 

providing a measure of implementation which could be included in the model. The utilization of 

the Centers for Disease Control and Prevention’s (CDC) School Health Index or the ASCD 

School Improvement Tool could be utilized to obtain a measure of WSCC implementation. Both 

of these resources provide a way to assess the extent to which there is school implementation of 

policies and practices that align to WSCC school health component areas (CDC, 2018b; 

Scharberg, 2014).  

 As the results of this study support change efficacy and change commitment as predictors 

of change-related effort, examining the relationship of TORC antecedents such as change 

valence and informational assessment can test theorized pathways while providing insight into 

optimal strategies to improve the constructs of organizational readiness. Previous research has 

demonstrated the theorized pathways between these antecedents and measures of organizational 

readiness in other settings and topic areas. Research by Papadopoulos (2016) tested and 

confirmed a positive association between change valence and change commitment to implement 

more consistent design and control processes in an engineering company. Additionally, Hannon 

and colleagues (2017) as well as Phillips (2017) demonstrated that higher levels of informational 
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assessment and change valence were significantly associated with increased organizational 

readiness.  

 Prospective, longitudinal research is needed to examine the temporal relationship 

between change commitment, change efficacy, change-related effort, and implementation 

effectiveness. It is possible that antecedents will not always translate to action or actual 

implementation. If future interventions or trainings for school employees are to be based on the 

TORC, it is necessary to examine the strength of these relationships over time as changes in 

organization readiness may be gradual (Gottfredson & Gottfredson, 2002; Domitrovich et al., 

2008). Lastly, future research could seek to examine additional determinants of organizational 

readiness, such as the role of leadership or organizational agility, as well as possible mediating or 

moderating variables associated with change valence, self-efficacy, informational assessment, 

and change-related effort. 

Summary 

 In this chapter the results of research questions, discussion of study findings, implications 

for health education and promotion, study limitations, and recommendations for future research 

were presented. Results of the tested hypotheses indicated the development of a valid and 

reliable instrument and specification of a TORC-based model for predicting change-related effort 

to implement actions that support the WSCC. The findings of this investigation reinforce the 

need to increase perceptions of collective change commitment and change efficacy to implement 

actions that support the WSCC among school employees. Limitations of the current study were 

discussed and recommendations for future research related to school organizational readiness to 

advance implementation of the WSCC model were delineated. 
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Appendix A 

 
Eight Actions and Corresponding Explanations Operationalizing WSCC Implementation 
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Action Explanation 

1. Establish a School Health Team A school health team is a school committee that assesses, plans, 

implements, and evaluates health and wellness services, practices and 

policies that contribute to academic success as well as healthier 

students. School health team members should include principals, 

teachers, parents, community members, students, as well as food 

services, health services, and counseling staff. 

2. Utilize a School Health 

Coordinator 

The role of a coordinator is to provide leadership and vision for health 

and learning goals. The coordinator communicates with administrators 

and school health team members to lead and monitor the progress of 

school efforts to improve students’ health and learning. 

3. Secure Administrative Support 

for School Health 

Administrative support is important for effective and sustained efforts 

around the establishment of a safe, supportive school climate with high 

and consistent expectations for student achievement and health. 

Administrator support may be demonstrated through active 

participation in school health activities, assigning resources to address 

health-related goals, or including health-related goals into School 

Improvement Plans. 

4. Assess Needs for School Health 

 

 

 

 

 

Assessing needs for student health behaviors and school health services, 

practices, and policies should be based on a school health assessment such 

as the Centers for Disease Control and Prevention’s School Health Index, 

ASCD Healthy School Report Card, or other tool. This process is data-

driven, defines priorities, assesses available resources, develops 

measurable goals, and develops an action plan with a timeline for 

reaching those goals. 

 

 

 

 

5. Establish Beneficial 

Community Partnerships 

Schools and communities should connect and understand goals that are 

beneficial to both parties. Building strong partnerships with families 

and community agencies include identifying a common mission/vision, 

coordinating efforts, developing plans and timelines, and openly 

communicating. 

6. Provide Professional 

Development to Support Health 

Services, Practices, or Policies 

Training for administrators, teachers, and staff will prepare current 

educators to support student health and wellness as well as school 

health services, practices, and policies. Training topics may include 

knowledge regarding the link between health and academics; working 

with communities; utilizing health and academic data to improve 

student health; and how to implement and evaluate health efforts.   

7. Implement Coordinated Health 

Efforts 

Program implementation involves carrying out activities that work toward 

health and learning goals. This process includes adhering to a 

developed plan but allowing revision as needed, tracking progress, and 

monitoring team engagement. 

8. Evaluate Coordinated Health 

Efforts 

Program evaluation is a method for collecting and analyzing information 

that can be used to determine the success of health services, policies, 

and practices. Information obtained from frequent evaluation can 

indicate where improvements are needed and help track progress 

towards health or academic goals. 
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Appendix B 

 
Comparison of TORC Development Recommendations and the Constructed Instrument Features 
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Notes. CC, change commitment; CE. change efficacy; TORC, theory of organizational readiness 

for change; WSCC, whole school, whole community, whole child model 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

TORC Criterion Constructed Instrument Feature 

Multi-dimensional, assessing both 

capacity and motivation for change 

The developed questions include 3 items measuring 

CC and 3 items measuring CE for each action 

Reflect the collective perception of 

change readiness rather than the 

organization’s structural 

characteristics 

The constructed instrument emphasizes perceptions of 

school employees’ readiness to implement WSCC 

actions as opposed to actual measures of school 

capacity, funding, or resources. 

Reflecting organizational inclination 

to implement change as opposed to 

merely supporting change 

The constructed instrument emphasizes actual action 

implementation rather than endorsement and 

presents specific examples in action explanations. 

Focusing respondents towards a 

specific organizational change, even 

including a brief description; group-

references or collective perception 

items 

 

 

 

 

The constructed instrument incorporates eight specific 

actions evidenced in WSCC implementation guides 

and literature as referents for organizational 

readiness for change. Actions contain descriptions 

and are named in corresponding item sets. 

 

 

 

 

Group-referenced as opposed to 

individual-referenced items 

Items assessing CE and CC are structure to assess 

collective commitment and efficacy.  

Items tailored to the specific change Developed items are relevant to the proposed actions 

but could be applied for other changes without 

significant modification. 
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Appendix C 

 
Expert Panel Profiles 
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Name Position/Affiliation Email Address Expertise 

1. William Potts-

Datema, DrPH, 

MS, MCHES 

Chief, Program 

Development and 

Services Branch, 

Divisions of 

Adolescent and School 

Health (DASH) at 

Centers for Disease 

Control and Prevention 

wdd5@cdc.gov 

 

WSCC model 

2. Holly Hunt, MA  Chief, School Health 

Branch, Divisions of 

Population Health at 

Centers for Disease 

Control and Prevention 

hcc3@cdc.gov WSCC model 

3. Dan Bilsker, 

PhD 

Clinical Assistant 

Professor at the 

University of British 

Columbia; Consultant, 

Centre for Applied 

Research in Mental 

Health & Addition;  

dan@psychsafety.org Instrument 

Development; 

TORC 

4. Merv Gilbert, 

PhD 

Director, Vancouver 

Psych Health and 

Safety; Adjunct 

Professor at Simon 

Fraser University 

Merv@psychsafety.org Instrument 

Development; 

TORC 

5. Samuel Karns, 

M.Ed 

Assistant Principal, 

Landrum Middle 

School, Spring Branch 

Independent School 

District 

samuel.karns@ 

springbranchisd.com 

WSCC / Education 

and Administration 

6. Andrew Milne Health & Kinetic 

Wellness Teacher, 

New Trier High School 

milnea@nths.net WSCC / Education 

and Administration 
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Appendix D 

 
Email Request to Serve as a Panel Expert 
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Hello [Expert], 

 

  

 

My name is Eric Conrad and I am a doctoral student in health education and promotion at The 

University of Alabama. I am currently in the dissertation process under the supervision of Dr. 

David Birch and Dr. Adam Knowlden and am developing and validating an instrument to assess 

organizational readiness of schools to advance implementation of the Whole School, Whole 

Community, Whole Child (WSCC) model by the Centers for Disease Control and Prevention.  

 

  

I am contacting you to inquire if you would be willing to assist in this process by serving as a 

panel expert to review the instrument and provide your feedback. Based on your familiarity with 

[expertise] I believe your insight and feedback would be very valuable and beneficial to this 

project. If you are willing to participate and can fit this into your schedule, I would send you an 

electronic packet that details the purpose and framework for the instrument, a copy of the 

constructed instrument, and an evaluation sheet to provide recommendations. If you have any 

questions or require additional information please feel free to contact me via email 

(econrad@crimson.ua.edu) or at XXX-XXX-XXXX. 

 

  

Best, 
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Appendix E 

 
Expert Panel Evaluation Form 
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Dear Panel Members: 

Thank you for agreeing to assist me in the development of an instrument I conceptualized to assess 

Theory of Organizational Readiness for Change (TORC) constructs for assessing school employees’ 

organizational readiness to advance implementation of the Whole School, Whole Community, Whole 

Child (WSCC) model. I am requesting your assistance in establishing the readability, face validity, and 

content validity of this instrument. 

Public school employees including administrators, faculty, and staff have been selected as the priority 

population for this study. Eligibility to participate in this study will be limited to public school employees 

over 18 years of age.  

The instrument I have developed is comprised of four sections. Sections 1 and 2 contain 48 and 7 items, 

respectively, designed to assess constructs of the TORC. Initial construction adhered to recommendations 

by Weiner (2009) and previous structure utilized by Bilsker and Gilbert (2012) for the development of a 

TORC-based questionnaire that assesses readiness for change at the organizational level. This study 

operationalized implementation of the WSCC through a series of targeted actions supported in the 

literature. Section 3 contain 10 items to measure agreement with statements corresponding to whole child 

tenets of the WSCC model that assert students are better learners when they are healthy, safe, engaged, 

supported, and challenged (CDC, 2016; ASCD, 2014). Section 4 contains 7 items and will be used to 

collect descriptive and demographic information about the population.  

Please comment on the subscales and items in Section 1 in regard to the following: 

Readability: Is the meaning of each action, description, and item clear and at an appropriate 

reading level for school employees? 

Face validity: Does each item appear to measure the intended construct as operationally defined? 

Content validity: Do the items in Section 1 adequately assess each Theory of Organizational 

Readiness for Change constructs as operationally defined? 

To help you distinguish between panel instructions/items and the survey, all survey instructions/items will 

be displayed as red text. Lastly, I would like you to provide general comments or other suggestions to 

improve the instrument on the last page of the evaluation form (see p. 18). 

I am kindly requesting that you please review the instrument and provide your feedback by July 27th, 

2018. If you have any questions, I can be reached at 209-534-8828 (cell phone) or via e-mail at 

econrad@crimson.ua.edu. 

I am extremely grateful for your time and would like to convey my appreciation for your valuable 

comments on my instrument. 

 

Sincerely, 

Eric J. Conrad, MA, CHES 
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Theory of Organizational Readiness for Change Subscales 

 

Section 1 of this instrument will employ the Theory of Organizational Readiness for Change (TORC) to 

measure school employees’ organizational readiness to advance implementation the Whole School, 

Whole Community, Whole Child (WSCC) model. The TORC delineates hypothesized causal 

relationships between determinants of readiness in which implementation success is a function of change-

related effort which in turn is a function of organizational readiness. Organizational readiness refers to a 

shared psychological state for members' change commitment and change efficacy to implement 

organizational change (Weiner, 2009). Concepts of the TORC used in this survey include change 

commitment, change efficacy, and change-related effort. Change commitment refers to a shared resolve 

to pursue a course of action that will lead to successful implementation. Change efficacy refers to a 

shared belief in collective capabilities to organize or execute a course of action that will lead to successful 

implementation. Change-related effort refers to coordinated efforts that support organizational change. 

 

 

 

 

 

 

Figure 1. Determinants and outcomes of the theory of organizational readiness for change. 

(Weiner, 2009) 

 

This study operationalized implementation of the WSCC through a series of targeted actions supported in 

the literature. Drafting of the initial implementation actions began with a review of salient WSCC and 

coordinated school health (CSH) implementation literature. Recommendations were grouped according to 

similarity and eight actions were developed: (1) establish a school health team; (2) utilize a school health 

coordinator; (3) secure administrative support for school health; (4) assess needs for school health; (5) 

establish beneficial community partnerships; (6) provide professional development to support student 

health; (7) implement coordinated health efforts; and (8) evaluate coordinated health efforts. A 

corresponding description or explanation was developed for each action to provide additional information 

or concrete examples to better illustrate each action in practice. 

 

References 

Centers for Disease Control and Prevention (2017). Whole school, whole community, whole child model.  

ASCD (2014). Whole school, whole community, whole child: A collaborative approach to learning and health.  

Weiner, B. J. (2009). A theory of organizational readiness for change.  

Bilsker, D., & Gilbert, M. (2012). Development of the MORPH (Measure of Organizational Readiness for Psychological Health). 

Organizational 

Readiness for Change 

• Change commitment 

• Change efficacy 

Change-Related 

Effort 

 

Implementation 

Effectiveness 

 



 

193 
 

Section 1. Measuring Change Efficacy and Change Commitment 

Change Commitment 

Universal Definition: Change commitment refers to a shared resolve to pursue a course of action 

that will lead to successful implementation. 

Operational Definition: For the purpose of this study, change commitment (CC) was defined as 

school employees’ perceived collective resolve to carry out actions that support WSCC 

implementation within their school. The first three items under each of the eight actions 

correspond to CC, for a survey total of 24 CC items. A 5-point semantic differential scale will be 

used to measure each item.  A range of scores from 3 to 15 is possible for each of the eight action 

commitment scores. Action commitment scores are calculated as the sum of all collective 

commitment items for each action. Additionally, a range from 24 to 120 is possible for the 

general commitment score. General commitment scores are calculated as the sum of all 

collective commitment items across all actions. Higher values indicate greater change 

commitment. 

 

Change Efficacy 

Universal Definition: Change efficacy refers to a shared belief in collective capabilities to 

organize or execute a course of action that will lead to successful implementation. 

Operational Definition: For the purpose of this study, change efficacy (CE) was defined as 

school employees’ perceived collective capacity to carry out actions that support WSCC 

implementation within their school. The last three items under each of the eight actions 

correspond to CE, for a survey total of 24 CE items. A 5-point semantic differential scale will be 

used to measure each item. A range of scores from 3 to 15 is possible for each of the eight action 

efficacy scores. Action efficacy scores are calculated as the sum of all collective efficacy items 

for each action. Additionally, a range from 24 to 120 is possible for the general efficacy score. 

General efficacy scores are calculated as the sum of all collective efficacy items across all 

actions. Higher values indicate greater change efficacy. 
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General Instructions. Please answer the following questions as they apply to your experience within your 

own school. Completing the survey should take 15 to 20 minutes. When responding, please keep the 

following in mind: 

• Answer based on your personal opinions based on your current position 

• Consider your responses as they relate to your own school’s staff, resources, and efforts 

• Choose the answer that is true most of the time.  

• Personal responses will be kept confidential.  

 

Are the instructions readable? Comments on instructions: 

Yes ___ No ___ 
 

 

Section 1 Instructions. Thinking about your school, please indicate your agreement with each statement 

by selecting one number for each question. Please do not leave any questions blank. 

Are the instructions readable? Comments on instructions: 

Yes ___ No ___ 
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Is Action 1 appropriate? Comments on Action 1: 

Yes ___ No ___  

 

Does the explanation for 
Action 1 provide adequate 
information? 

Comments on the explanation for Action 1: 

Yes ___ No ___  

 

Is item 1 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 2 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 3 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 4 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 5 readable? Is the item face valid (Change efficacy)? 

Action 1. Establish a School Health Team 
A school health team is a school committee that assesses, plans, implements, and evaluates 
health and wellness programs throughout the school. School health team members should 

include principals, teachers, parents, community members, students, as well as food services, 
health services, and counseling staff.  

1. Our school is committed to establishing a school 
health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

2. Our school is motivated to establish a school 
health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

3. Establishing a school health team fits with the 
priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

4. Our school can coordinate skills and expertise to 
establish a school health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

5. Our school will invest resources to establish a 
school health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

6. Our school is confident handling challenges that 
might arise when establishing a school health 
team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 6 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 

 

 

Is Action 2 appropriate? Comments on Action 2: 

Yes ___ No ___  

 

Does the explanation for Action 2 
provide adequate information? 

Comments on the explanation for Action 2: 

Yes ___ No ___ 
 

 

Is item 7 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 8 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

 

Action 2. Utilize a School Health Coordinator 
The role of a coordinator is to provide leadership and vision for health and learning goals. The 

coordinator communicates with administrators and school health teams to lead and monitor the 
progress of school health efforts. 

7. Our school is committed to utilizing a school 
health coordinator  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

8. Our school is motivated to utilize a school health 
coordinator   

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

9. Utilizing a school health coordinator fits with the 
priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

10. Our school can coordinate skills and expertise to 
utilize a school health coordinator  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

11. Our school will invest resources to utilize a school 
health coordinator  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

12. Our school is confident handling challenges that 
might arise when utilizing a school health 
coordinator   

1 2 3 4 5 

Strongly Disagree    Strongly Agree 



 

197 
 

Is item 9 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 10 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 11 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 
 

 

Is item 12 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 

 

 

Is Action 3 appropriate? Comments on Action 3: 

Yes ___ No ___  

 

Does the explanation for Action 3 
provide adequate information? 

Comments on the explanation for Action 3: 

Action 3. Secure Administrative Support for School Health 
Administrative support is important for effective and sustained efforts around school health. 

Support may be demonstrated through active participation by administrators in school health-
related planning, implementation, and evaluation. Support may also include assigning resources 
to address health-related goals or including health-related goals into mission statements and/or 

School Improvement Plans. 

13. Our school is committed to securing 
administrative support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

14. Our school is motivated to secure administrative 
support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

15. Securing administrative support for school health  
fits with the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

16. Our school can coordinate skills and expertise to  
secure administrative support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

17. Our school will invest resources to secure 
administrative support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

18. Our school is confident handling challenges that 
might arise when securing administrative support 
for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Yes ___ No ___ 
 

 

Is item 13 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 14 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 15 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 16 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 17 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 
 

 

Is item 18 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 

 

Action 4. Assess Needs for School Health 
Assessing needs for school health should be structured around a school health assessment such 
as the CDC School Health Index, ASCD Healthy School Report Card, or other tool. This process is 

data-driven, defines priorities, assesses available resources, develops measurable goals, and 
develops an action plan with a timeline for reaching those goals. 

19. Our school is committed to assessing needs for 
school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

20. Our school is motivated to assess needs for 
school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

21. Assessing needs for school health fits with the 
priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

22. Our school can coordinate skills and expertise to   
assess needs for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

23. Our school will invest resources to assess needs 
for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Is Action 4 appropriate? Comments on Action 4: 

Yes ___ No ___  

 

Does the explanation for Action 4 
provide adequate information? 

Comments on the explanation for Action 4: 

Yes ___ No ___ 
 

 

Is item 19 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 20 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 21 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 22 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 23 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 
 

 

Is item 24 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 

 

 

 

24. Our school is confident handling challenges that 
might arise when assessing needs for school 
health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Is Action 5 appropriate? Comments on Action 5: 

Yes ___ No ___  

 

Does the explanation for Action 5 
provide adequate information? 

Comments on the explanation for Action 5: 

Yes ___ No ___ 
 

 

Is item 25 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 26 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 27 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 28 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 29 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 
 

 

Action 5. Establish Beneficial Community Partnerships 
Schools and communities should connect and understand goals that are beneficial to both 

parties. Building strong partnerships includes identifying a common mission/vision, coordinating 
efforts, developing plans and timelines, and openly communicating. 

25. Our school is committed to establishing beneficial 
community partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

26. Our school is motivated to establish beneficial 
community  partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

27. Establishing beneficial community partnerships  
fits with the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

28. Our school can coordinate skills and expertise to 
establish beneficial community  partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

29. Our school will invest resources to establish 
beneficial community  partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

30. Our school is confident handling challenges that 
might arise when establishing beneficial 
community  partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Is item 30 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 

 

 

Is Action 6 appropriate? Comments on Action 6: 

Yes ___ No ___  

 

Does the explanation for Action 6 
provide adequate information? 

Comments on the explanation for Action 6: 

Yes ___ No ___ 
 

 

Is item 31 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 32 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 33 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

Action 6.  Provide Professional Development to Support Student Health 
Training for administrators, teachers, and staff will prepare current educators to support student 

health and wellness. Training should address topics such as knowledge regarding the link between 
health and academics; working with communities; utilizing health and academic data to improve 

student health; and how to implement and evaluate health efforts.   

31. Our school is committed to providing professional 
development to support student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

32. Our school is motivated to provide professional 
development to support student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

33. Providing professional development to support 
student health fits with the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

34. Our school can coordinate skills and expertise to  
provide professional development to support student 
health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

35. Our school will invest resources to provide 
professional development to support student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

36. Our school is confident handling challenges that 
might arise when providing professional 
development to support student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Is item 34 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 35 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 36 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 

 

 

Is Action 7 appropriate? Comments on Action 7: 

Yes ___ No ___  

 

Does the explanation for Action 7 
provide adequate information? 

Comments on the explanation for Action 7: 

Yes ___ No ___ 
 

 

Is item 37 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

Action 7. Implement Coordinated Health Efforts 
Program implementation involves carrying out activities that work toward health goals. This 

process includes adhering to a developed plan but allowing revision as needed, tracking progress, 
and monitoring team engagement. 

37. Our school is committed to implementing 
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

38. Our school is motivated to implement 
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

39. Implementing  coordinated health efforts fits 
with the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

40. Our school can coordinate skills and expertise to   
implement coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

41. Our school will invest resources to implement 
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

42. Our school is confident handling challenges that 
might arise when implementing coordinated 
health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 



 

203 
 

 

Is item 38 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 39 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 40 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 41 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 
 

 

Is item 42 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 

 

 

 

Action 8. Evaluate Coordinated Health Efforts 
Program evaluation is a method for collecting and analyzing information. This information can be 

used to examine the success of projects, policies, and programs to achieve health or academic 
goals. Evaluating school health activities should be done regularly to monitor progress and make 

changes if needed. 

43. Our school is committed to evaluating 
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

44. Our school is motivated to evaluate coordinated 
health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

45. Evaluating coordinated health efforts fits with the 
priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

46. Our school can coordinate skills and expertise to  
evaluate coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

47. Our school will invest resources to evaluate 
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

48. Our school is confident handling challenges that 
might arise when evaluating coordinated health 
efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Is Action 8 appropriate? Comments on Action 8: 

Yes ___ No ___  

 

Does the explanation for Action 8 
provide adequate information? 

Comments on the explanation for Action 8: 

Yes ___ No ___ 
 

 

Is item 43 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 44 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 45 readable? Is the item face valid (Change commitment)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 46 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Is item 47 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 
 

 

Is item 48 readable? Is the item face valid (Change efficacy)? 

                            Yes ______ No ______                                  Yes______  No______ 

Comments on item: 

 

Are subscales content valid (items adequately assess CC 
and CE as operationally defined for this action)? 

Yes______  No______ 

Comments: 
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Section 2: Measuring Change-Related Effort 

 

Universal Definition: Change-related effort refers to coordinated efforts among organizational 

members to implement an actionable change.  

 

Operational Definition: For the purpose of this study, change-related effort was designed as 

health practices, processes, or policies in place at schools corresponding to the eight actions that 

facilitate effective WSCC implementation. A total of 7 items were used to assess change-related 

effort, with all items including yes/no/not sure options. Change-related effort score is calculated 

as the sum of all yes responses for all items. All yes responses are coded a score of 1 with all 

other response options coded as a score of 0. A range of scores from 0 to 10 is possible. Higher 

scores indicate greater change-related effort.  

 

Section 2 Instructions. For this section, please select the answer choice you think is correct. If you are 

unsure of the answer, please select “Not Sure”. 

Are the instructions readable? Comments on instructions: 

Yes ___ No ___  

 

49. Has your school ever used the School Health Index, Healthy School Report Card, or other self-

assessment tool to assess your school’s health policies, activities, and programs? 
a. Yes 

b. No 

c. Not Sure 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

50. Does your school’s written School Improvement Plan (SIP) include health-related objectives?  
a. Yes 

b. No 

c. No SIP 

d. Not Sure 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

51. Currently, is someone assigned at your school or district to coordinate school health and safety 

programs and activities?  

a. Yes 

b. No 

c. Not Sure 
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Is the item readable? Comments on item: 

Yes ___ No ___  

 

52. Is there a group (e.g., school health council, committee, team) at your school that coordinates 

activities on health topics? 

a. Yes 

b. No  

c. Not Sure 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

53. During the past year, has your school done any of the following activities?  

 

 Activity Yes No Not  Sure 

a. Identified student health needs based on a review of relevant data    

b. 

Developed local school health policies (e.g. breakfast/lunch 

programs, nutrition, physical education and fitness, staff health and 

wellness programs, or health care services)    

 

c. 
Carried out a program or activity aimed at improving student or 
staff health and wellness   

 

d. 
Evaluated progress or outcomes of school health policies, 
programs, or activities   

 

 

Is the item 53a readable? Comments on item: 

Yes ___ No ___  

Is the item 53b readable? Comments on item: 

Yes ___ No ___  

Is the item 53c readable? Comments on item: 

Yes ___ No ___  

Is the item 53d readable? Comments on item: 

Yes ___ No ___  

 

54. During the past two years, have students’ families helped develop policies or programs related 

to school health?  
a. Yes 

b. No 

c. Not Sure 
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Is the item readable? Comments on item: 

Yes ___ No ___  

 

55. During the past two years, have school personnel been trained in order to allow for informed 

decision making in adopting and implementing coordinated health efforts? 
a. Yes 

b. No 

c. Not Sure 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

Section 3. Measuring Whole Child Tenets 

Items 56-65 were developed to assess perceptions regarding whole child tenets of the WSCC 

model that assert students are better learners when they are healthy, safe, engaged, supported, 

and challenged. A total of 10 items will be used to assess the tenet components of healthy (items 

56 and 57), safe (items 58 and 59), engaged (items 60 and 61), supported, (items 62 and 63), and 

challenged (items 64 and 65). A range of 10 to 50 is possible for the tenet score. Higher scores 

indicated greater agreement achieving WSCC tenets within a school. 

Section 3 Instructions. Thinking about your school, please indicate your agreement with each statement 

by selecting one number for each question. Use the statement below to answer questions 56-65 

Our school is willing and able to make sure…. 

Are the instructions readable? Comments on instructions: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

56. Each student enters school healthy 1 2 3 4 5 

Strongly Disagree    Strongly Agree 

57. Each student learns about how to practice a 
healthy lifestyle 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

58. Each student learns in an environment that is 1 2 3 4 5 
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Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

physically safe for students and adults Strongly Disagree    Strongly Agree 

59. Each student learns in an environment that is 
emotionally safe for students and adults 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

60. Each student is actively engaged in learning 1 2 3 4 5 

Strongly Disagree    Strongly Agree 

61. Each student is connected to the school and 
broader community 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

62. Each student has access to personalized learning 1 2 3 4 5 

Strongly Disagree    Strongly Agree 

63. Each student is supported by qualified, caring 
adults 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

64. Each student is challenged academically 1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

Section 4: Demographic Data 

 

Section 4 Instructions. For this section, please select the appropriate response. All responses will be kept 

confidential and private. The data will only be reported as a group. 

 

Are the instructions readable? Comments on instructions: 

Yes ___ No ___ 
 

 

66. In the space below, please provide your school’s name, city, and state.  

Is the item readable? Comments on item: 

Yes ___ No ___  

 

67. What is your current title or job at your school? 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

68. How long have you been working at this school? 
a. Less than a year 
b. 1-5 years 
c. 6-10 years 
d. More than 10 years 

 

Is the item readable? Comments on item: 

Yes ___ No ___  

 
69. Do you currently participate in a school health committee or healthy school team at your school? 

a. Yes 

65. Each student is prepared for success in college or 
further study 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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b. No  

Is the item readable? Comments on item: 

Yes ___ No ___  

 
70. How long have you been involved in your school’s health committee or healthy school team? 

a. Less than a year 
b. 1-2 years 
c. 3-5 years 
d. More than 5 years 

Is the item readable? Comments on item: 

Yes ___ No ___  

 
71. Have you received any training or professional development relating to the following topics (the link 

between health and academic success; using health and academic data to improve student health; 
or how to plan, carry out, or evaluate health efforts)? 

a. Yes 
b. No 
c. Not Sure 

Is the item readable? Comments on item: 

Yes ___ No ___  

 

 

Please provide any additional feedback in the space below. I would appreciate any suggestions you 

have for improving the questionnaire.  

 

 

 

Thank you very much for your time! 

 

 

 

 

 



 

211 
 

 

 

 

 

 

 

Appendix F 

 
Copy of Letter of Approval from The University of Alabama Institutional Review Board 
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Appendix G 

 
Copy of Letter of Revision Approval from The University of Alabama Institutional Review Board 
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Appendix H 

 
School Administrator Permission Packet 
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Hello, 

My name is Eric Conrad and I am a doctoral student in health education and promotion at the 

University of Alabama. As part of my dissertation, I am seeking to develop and validate an 

instrument that assesses school organizational readiness to implement coordinated school health 

approaches such as the Whole School Whole Community Whole Child model (IRB#XX-XX-

XXXX). I wanted to contact you to request permission to allow this survey to be distributed in 

your school/district. 

In the attached packet you will find an information sheet describing the research project (p. 1), 

and a study invitation email to be distributed to school personnel (p. 4). If you are willing to 

allow this survey to be distributed in your school/district, I am requesting that you sign the 

attached permission sheet (p. 5) and return a copy to me prior to any distribution. If you have any 

questions or need further information please don't hesitate to email (econrad@crimson.ua.edu) or 

call at XXX-XXX-XXXX. 

 

Best,  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:econrad@crimson.ua.edu
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<Attached E-Packet> 

 

 

Introduction: You are being asked to take part in a research study. Please read this page carefully. 

The study is called Validation of a Theory-based Instrument to Assess School Organizational 

Readiness to Advance Implementation of the Whole School, Whole Community, Whole Child 

(WSCC) Model.  Eric Conrad, a graduate student at the University of Alabama, is conducting the 

study under the supervision of Dr. David Birch and Dr. Adam Knowlden. 
  
Is the researcher being paid for this study? 
The researcher is not receiving funding for this study. 
  
What is this study about? What is the investigator trying to learn? 
The purpose of this research is: (1) to examine perceptions of school organizational readiness to 

implement components of coordinated school health and the WSCC and (2) validate a theoretical 

framework to predict effective implementation of the WSCC. 
  
Why is this study important or useful? 
This knowledge is important because organizational readiness can influence effective 

implementation of organizational changes. The results may help health and education professionals 

better assess organizational readiness and develop training or interventions to increase organizational 

readiness. 
  
What will I be asked to do in this study? 
If you meet the criteria and agree to participate, you will be asked to complete an online 

questionnaire via Qualtrics. The questionnaire includes items asking your opinion about your 

school’s commitment and capacity to perform actions that support school health. Additionally, you 

will be asked a few questions about past school health efforts at your school and demographic 

information. 
  
Why have I been asked to take part in this study? 
You have been asked to be in this study because you are a school employee and we are interested in 

your responses on this topic. 
  
How much time will I spend being in this study? 
The questionnaire will take approximately 20 minutes to complete. The entire study will take 

approximately 25 minutes of your time. 

 

Information Sheet for Research 

Principal Investigator: Eric J. Conrad, MA, CHES 

Faculty Advisors: David A. Birch, MCHES, Ph.D. and Adam P. Knowlden, CHES, Ph.D. 

Department of Health Science  
The University of Alabama 
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To be in this study you must be: 
(1)   An employee at a public school located in the U.S. 
(2)   18 years of age or older 

  
Will being in this study cost me anything? 
The only cost to you from this study is your time. 
  
Will I be compensated for being in this study? 
You will not be compensated for participating in this research study. 
  
What are the risks (problems or dangers) from being in this study? 
There are no foreseeable risks associated with participation in this study. If you are not comfortable 

answering a question contained within the survey, you are free to skip the question. If you become 

uncomfortable and feel that you cannot continue, please feel free to stop filling out the survey at any 

time. 
  
What are the benefits of being in this study? 
There are no direct benefits to you for participating in this study. However, others may benefit in the 

future from the information that is learned in this study. 
   
How will my confidentiality be protected? 
We will keep the records of this study confidential. Aggregated data may be reported to participating 

schools/districts at the group level so no individual person or data is identifiable. Additionally, we 

will not store the IP address associated with your responses. The study data will be stored on a 

password protected computer in the researchers locked office. The results of the study may also be 

used for teaching, publications, or presentations at professional meetings. This information will be 

presented as a whole and individual results will not be discussed. 
  
What are the alternatives to being in this study? 
You have the option to not participate. 
  
What are my rights as a participant? 
Being in this study is voluntary. It is your free choice. You may refuse to participate in this study. If 

you start the study, you can stop at any time. Not participating or stopping participation will have no 

effect on your relationship with your school. 
  
The University of Alabama Institutional Review Board is a committee that looks out for the ethical 

treatment of people in research studies. They may review the study records to be sure that people in 

research studies are being treated fairly and that the study is being carried out as planned. 
  
Who do I call if I have questions or problems? 
If you have questions, concerns, or complaints about the study, please email Eric Conrad 

at econrad@crimson.ua.edu or call at (205)286-9815. If you have questions or complaints about your 

rights as a research participant, call Ms. Tanta Myles, the Research Compliance Officer of the 

University of Alabama at (205) 348-8461 or toll-free at 1-877-820-3066. 
  

mailto:econrad@crimson.ua.edu
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You may also ask questions, make suggestions, or file complaints and concerns through the IRB 

Outreach Website at http://ovpred.ua.edu/research-compliance/prco/ or email the Research 

Compliance office at rscompliance@research.ua.edu. 

  
After you participate, you are encouraged to complete the survey for research participants that is 

online at the outreach website or you may ask the investigator for a copy of it and mail it to the 

University Office for Research Compliance, Box 870127, 358 Rose Administration Building, 

Tuscaloosa, AL 35487-0127. 
 

**BY SELECTING YES BELOW AND COMPLETING THE QUESTIONNAIRE, YOU 

INDICATE CONSENT FOR YOUR ANSWERS TO BE USED IN THIS RESEARCH 

STUDY. PLEASE PRINT THIS INFORMATION SHEET FOR YOUR RECORDS IF 

NECESSARY** 

 

YES, my confidential responses may be used for research purposes as described above. 

NO, my confidential responses may not be used for research purposes as described above. 
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E-mail Message Subject: School Organizational Readiness Opinions Study Invitation 

 

Dear Prospective Participant: 

 

I am a doctoral candidate at The University of Alabama pursuing my Ph.D. in Health 

Education/Health Promotion. I am conducting a research study called “Validation of a Theory-

based Instrument to Assess School Organizational Readiness to Advance Implementation of the 

Whole School, Whole Community, Whole Child (WSCC) Model.” I hope to find out school 

employees opinions about school readiness to implement actions that support WSCC 

implementation. I am requesting that you share your opinions about this important issue by 

completing a brief online questionnaire. that will take about 20 minutes to complete. By clicking 

on the link below, you will be re-directed to the questionnaire.  

 

Please note that to participate in this study you must be: 

• An employee at a public school located in the U.S. 

• 18 years of age or older. 

 

Please rest assured that the website you will be directed to (Qualtrics.com) is completely safe and 

used regularly by universities for academic research. Your participation is completely voluntary. 

You are free not to participate or stop participating any time before you submit your answers. If 

you have questions about this study, please contact Eric Conrad by email at 

econrad@crimson.ua.edu.  

 

 

<QUESTIONNAIRE LINK> 

 

 

Sincerely, 

Eric Conrad, MA, CHES 

Department of Health Science 

econrad@crimson.ua.edu 

(205)286-9815 

Institutional Review Board Study #XX-XX-XXXX  
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Administrator Permission Sheet 

 

 

I hereby acknowledge that I am aware of the request to distribute a questionnaire as part of the 

research project titled “Validation of a Theory-based Instrument to Assess School Organizational 

Readiness to Advance Implementation of the Whole School, Whole Community, Whole Child 

(WSCC) Model” (IRB#XX-XX-XXXX). I grant permission to allow the principal investigator, 

Eric J. Conrad, to distribute a request for research participation to school employees in my 

jurisdiction and/or agree to directly distribute the request in my school/district. 

 

 

__________________________________                    __________________________________ 

Name                                                                              Date 

 

__________________________________ 

Title/Position 

 

__________________________________ 

School/District Affiliation 
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Appendix I 

 
Dissertation Research Invitation E-mail (Electronic Primary Data Collection) 
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Dear Prospective Participant: 

 

I am a doctoral candidate at The University of Alabama pursuing my Ph.D. in Health 

Education/Health Promotion. I am conducting a research study called “Validation of a Theory-

based Instrument to Assess School Organizational Readiness to Advance Implementation of the 

Whole School, Whole Community, Whole Child (WSCC) Model.” I hope to find out school 

employees opinions about school readiness to implement actions that support WSCC 

implementation. I am requesting that you share your opinions about this important issue by 

completing a brief online questionnaire that will take about 20 minutes to complete. By clicking 

on the link below, you will be re-directed to the questionnaire.  

 

Please note that to participate in this study you must be: 

• An employee at a public school located in the U.S. 

• Over 18 years of age. 

 

Please rest assured that the website you will be directed (Qualtrics.com) to is completely safe and 

used regularly by universities for academic research. Your participation is completely voluntary. 

You are free not to participate or stop participating any time before you submit your answers. If 

you have questions about this study, please contact Eric Conrad by email at 

econrad@crimson.ua.edu.  

 

<QUESTIONNAIRE LINK> 

 

 

Sincerely, 

Eric Conrad, MA, CHES 

Department of Health Science 

(XXX) XXX-XXXX 

econrad@crimson.ua.edu 

 

 

Institutional Review Board Study #XX-XX-XXXX 
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Appendix J 

 
Instrument Drafted in Word and Electronic Version 
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Please answer the following questions as they apply to your experience within your own school. 

Completing the survey should take 15 to 20 minutes. When responding, please keep the 

following in mind: 

• Answer based on your personal opinions and your current position 

• Consider your responses as they relate to your own school’s staff, resources, and efforts 

• Choose the answer that is true most of the time.  

• Personal responses will be kept confidential.  

• A Coordinated School Health Program (CSHP) as defined in this study is an integrated set of 

planned school-affiliated strategies, activities, and services designed to improve the health of 

students and enhance their academic success. The program involves support from students, 

staff, families and community organizations. 

 

 

 

 

 

Section 1. Thinking about your school, please indicate your agreement with each statement by 

selecting one number for each question. Please do not leave any questions blank. 

 

 

 

 

Action 1. Establish a School Health Team 
A school health team is a school committee that assesses, plans, implements, and evaluates 

health and wellness services, practices and policies that contribute to academic success as well as 
healthier students. School health team members should include principals, teachers, parents, 
community members, students, as well as food services, health services, and counseling staff.  

1. Our school is committed to establishing a school 
health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

2. Our school is motivated to establish a school 
health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

3. Establishing a school health team fits with the 
priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

4. Our school can coordinate skills and expertise to 
establish a school health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

5. Our school can invest resources (time or money) 
to establish a school health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

6. Our school can address challenges that might 
arise when establishing a school health team  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Action 2. Utilize a School Health Coordinator 
The role of a coordinator is to provide leadership and vision for health and learning goals. The 
coordinator communicates with administrators and school health team members to lead and 

monitor the progress of school efforts to improve students’ health and learning. 

7. Our school is committed to utilizing a school 
health coordinator  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

8. Our school is motivated to utilize a school health 
coordinator   

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

9. Utilizing a school health coordinator fits with the 
priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

10. Our school can coordinate skills and expertise to 
utilize a school health coordinator  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

11. Our school can invest resources (time or money) 
to utilize a school health coordinator  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

12. Our school can address challenges that might 
arise when utilizing a school health coordinator   

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

Action 3. Secure Administrative Support for School Health 
Administrative support is important for effective and sustained efforts around the establishment of a 
safe, supportive school climate with high and consistent expectations for student achievement and 
health. Administrator support may be demonstrated through active participation in school health 

activities, assigning resources to address health-related goals, or including health-related goals into 
School Improvement Plans. 

13. Our school is committed to securing administrative 
support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

14. Our school is motivated to secure administrative 
support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

15. Securing administrative support for school health  
fits with the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

16. Our school can coordinate skills and expertise to  
secure administrative support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

17. Our school can invest resources (time or money)  to 
secure administrative support for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

18. Our school can address challenges that might arise 
when securing administrative support for school 
health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Action 4. Assess Needs for School Health 
Assessing needs for student health behaviors and school health services, practices, and policies 

should be based on a school health assessment such as the Centers for Disease Control and 
Prevention’s School Health Index, ASCD Healthy School Report Card, or other tool. This process is 

data-driven, defines priorities, assesses available resources, develops measurable goals, and 
develops an action plan with a timeline for reaching those goals. 

19. Our school is committed to assessing needs for 
school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

20. Our school is motivated to assess needs for 
school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

21. Assessing needs for school health fits with the 
priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

22. Our school can coordinate skills and expertise to   
assess needs for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

23. Our school can invest resources (time or money)  
to assess needs for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

24. Our school can address challenges that might 
arise when assessing needs for school health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

Action 5. Establish Beneficial Community Partnerships 
Schools and communities should connect and understand goals that are beneficial to both 

parties. Building strong partnerships with families and community agencies include identifying a 
common mission/vision, coordinating efforts, developing plans and timelines, and openly 

communicating. 

25. Our school is committed to establishing 
beneficial community partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

26. Our school is motivated to establish beneficial 
community  partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

27. Establishing beneficial community partnerships  
fits with the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

28. Our school can coordinate skills and expertise to 
establish beneficial community  partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

29. Our school can invest resources (time or money)  
to establish beneficial community  partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

30. Our school can address challenges that might 
arise when establishing beneficial community  
partnerships 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Action 6.  Provide Professional Development to Support Health Services, Practices, or Policies 
Training for administrators, teachers, and staff will prepare current educators to support student 
health and wellness as well as school health services, practices, and policies. Training topics may 
include knowledge regarding the link between health and academics; working with communities; 

utilizing health and academic data to improve student health; and how to implement and 
evaluate health efforts.   

31. Our school is committed to providing 
professional development to support student 
health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

32. Our school is motivated to provide professional 
development to support student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

33. Providing professional development to support 
student health fits with the priorities of this 
school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

34. Our school can coordinate skills and expertise to  
provide professional development to support 
student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

35. Our school can invest resources (time or money)  
to provide professional development to support 
student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

36. Our school can address challenges that might 
arise when providing professional development 
to support student health 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

Action 7. Implement Coordinated Health Efforts 
Program implementation involves carrying out activities that work toward health and learning 

goals. This process includes adhering to a developed plan but allowing revision as needed, 
tracking progress, and monitoring team engagement. 

37. Our school is committed to implementing  
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

38. Our school is motivated to implement 
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

39. Implementing  coordinated health efforts fits 
with the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

40. Our school can coordinate skills and expertise to   
implement coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

41. Our school can invest resources (time or money)  
to implement coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

42. Our school can address challenges that might 
arise when implementing coordinated health 
efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Action 8. Evaluate Coordinated Health Efforts 
Program evaluation is a method for collecting and analyzing information that can be used to 
determine the success of health services, policies, and practices. Information obtained from 
frequent evaluation can indicate where improvements are needed and help track progress 

towards health or academic goals. 

43. Our school is committed to evaluating 
coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

44. Our school is motivated to evaluate coordinated 
health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

45. Evaluating coordinated health efforts fits with 
the priorities of this school  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

46. Our school can coordinate skills and expertise to  
evaluate coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

47. Our school will invest resources (time or money)  
to evaluate coordinated health efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

48. Our school can address challenges that might 
arise when evaluating coordinated health 
efforts 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 
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Section 2. For this section, please select the answer choice you think is correct. If you are unsure of the 

answer, please select “Not Sure”. 

 

49. Currently, is someone assigned at your school or district to coordinate school health and 

safety programs and activities?  

a. Coordinator at the school level 

b. Coordinator at the district level 

c. Coordinator at both the school and district level 

d. No coordinator at either the school or district level 

e. Not sure 

 

50. Is there a group (e.g., school health council, committee, team) at your school that 

coordinates activities on health topics? 

d. Yes 

e. No  

f. Not Sure 

 

51. Has your school ever used the School Health Index, Healthy School Report Card, or other self-

assessment tool to assess your school’s health policies, activities, and programs? 
d. Yes 

e. No 

f. Not Sure 

 

52. Does your school’s written School Improvement Plan (SIP) include health-related objectives?  
a. Yes 

b. No 

c. Not Sure 

 

53. During the past two years, have family or community members helped develop policies or 

programs related to school health?  

 
d. Yes 

e. No 

f. Not Sure 

 

54. During the past two years, have school personnel been trained in order to allow for informed 

decision making in adopting and implementing coordinated health efforts (E.g. The link 

between health and academic success; Utilizing health and academic data to improve student 

health; How to plan, implement, and evaluate health efforts to improve the school 

environment; etc) 

 
a. Yes 

b. No 

c. Not Sure 
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55. During the past year, has your school done any of the following activities?  

 

 Activity Yes No Not  Sure 

a. Utilized health and academic data to improve student health    

b. 
Developed and implemented local school health services, practices or 
policies (e.g. breakfast/lunch programs, nutrition, physical education and 
fitness, staff health and wellness programs, or health care services)     

 

c. 
Carried out a program or activity aimed at improving student or staff 
health and wellness   

 

d. 
Evaluated progress or outcomes of school health policies, programs, or 
activities   

 

 

 

 

Section 3. Thinking about your school, please indicate your agreement with each statement by 

selecting one number for each question. Use the statement below to answer questions 56-65. 

Our school is willing and able to make sure each student…. 

 

 

 

56. enters school healthy 1 2 3 4 5 

Strongly Disagree    Strongly Agree 

57. learns about how to practice a healthy lifestyle 1 2 3 4 5 

Strongly Disagree    Strongly Agree 

58. learns in an environment that is physically safe  1 2 3 4 5 
Strongly Disagree    Strongly Agree 

59. learns in an environment that is emotionally 
safe  

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

60. is actively engaged in learning  1 2 3 4 5 

Strongly Disagree    Strongly Agree 

61. is connected to the school  1 2 3 4 5 
Strongly Disagree    Strongly Agree 

62. has access to personalized instruction  1 2 3 4 5 
Strongly Disagree    Strongly Agree 

63. is supported by qualified adults 1 2 3 4 5 
Strongly Disagree    Strongly Agree 

64. has access to challenging curriculum in all 
content areas 

1 2 3 4 5 

Strongly Disagree    Strongly Agree 

65. is prepared for college or employment 1 2 3 4 5 
Strongly Disagree    Strongly Agree 
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Section 4. For this section, please select the appropriate response. All responses will be kept 

confidential and private. The data will only be reported as a group. 

 

66. In the space below, please provide your school’s name, city, and state.  

 

67. What is your current title or job at your school? 

 

68. How long have you been working at this school? 

e. Less than a year 

f. 1-5 years 

g. 6-10 years 

h. More than 10 years 

 

69. Do you currently participate in a school health committee or healthy school team at your school? 

a. Yes 

b. No  

 

70. How long have you been involved in your school’s health committee or healthy school team? 

a. Less than a year 

b. 1-2 years 

c. 3-5 years 

d. More than 5 years 

 

71. Have you received any training or professional development relating to the following topics: The 

link between health and academic success; Utilizing health and academic data to improve student 

health; How to plan, implement, and evaluate health efforts to improve the school environment? 

d. Yes 

e. No 

f. Not Sure 
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Screen 
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Screen 2 

 
Screen 3  
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Screen 4  
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Screen 5 
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Screen 6 
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Screen 7 

 
Screen 8 
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Screen 9 
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Appendix K 

 

ICC(1) ICC(2) and RWG(J) Formulas 
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Values obtained from a one-way analysis of variance (ANOVA) 

 

 

 

 

 

 

 

 

 

 

 

 

Where MSB = mean square between; MSW = mean square within; N = number of 

individual in the group 

 

 

 

 

 For a discreet scale of J parallel items, RWG(J) is defined as: 

 

 

 

 

 

 

 

 

 

 

 

Where 𝑠2 is the average of the observed variances on the J items, and ơ2 is the variance of 

the null distribution corresponding to some null response pattern 

 

 

(Biemann, Cole, & Voelpel, 2012; Shea et al., 2014) 
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Appendix L 

 

Histograms with normal distribution curves applied to survey subscales 
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