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ABSTRACT 

The purpose of this dissertation study was to conduct an exploratory content analysis on 

conceptually-based physical education (CPE) courses available to students in randomized 

baccalaureate degree-offering colleges and universities located in the Southeastern United States.  

From a randomized sample of 56 institutions, each was screened to determine whether physical 

education (PE) and CPE courses were offered and/or required, followed by a closer examination 

of the CPE courses.  It was hypothesized that all of the CPE courses would share many 

commonalities, as would their components, description and objectives, curriculum, and 

coursework/evaluation after content analysis.  Secondary hypotheses were included that 

predicted the likely existence of PE general education requirements, and offering of CPE at each 

institution. 

Preliminary research indicated that 41 of the 56 screened institutions offered CPE 

courses. A request was made to the Chair for the PE-related department of each of these 

institutions for their  CPE course information including:  course syllabus, schedule of topics to be 

covered, exam copies, and any other additional course handouts and instructional aids used in the 

delivery of the course material.  Since the majority of the information that was collected from all 

of the solicited institutions came in the form of a syllabus and topic schedule, these were the two 

primary sources of CPE course information that were examined. 

Among the data collected, the course content analysis criteria dependent variables 

examined were separated into the following sections:  components, description and objectives, 

curriculum, and evaluation.  The data was then compared to standards provided by the Health 

Education Curriculum Analysis Tool (HECAT), Physical Education Curriculum Analysis Tool 
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(PECAT), ACSM’s Knowledge, Skills and Abilities (KSAs), along with a small number of 

additions and modifications to the health education curricular topics. 

Descriptive statistics were relied upon in this exploratory content analysis study and 

demonstrated commonalities between all of the institutions’ CPE courses.  Many of the course 

content criteria dependent variables scored 50% or higher, which indicated shared commonalities 

and characteristics among all of the CPE courses.  Descriptive statistics also indicated the 

inclusion of PE in general education requirements in 40 out of the 56 (71%) randomized 

institutions.  Among these institutions, 29 out of 56 (52%) specifically had a CPE requirement, 

and a CPE course offering (required or elective) was found in 41 out of the 56 (73%) of the 

institutions. 

This sample of courses shared many commonalities which could suggest the 

generalization that most CPE courses are grounded by research and driven by theory, with 

clearly stated health goals and behavioral outcomes; last the duration of a semester and include 

regular PA; focus on physical health-related curriculum topics; and base evaluation on primarily 

exams and quizzes, and self-improvement coursework.  PE/CPE is an important component of 

higher education, with the majority of these baccalaureate degree-offering institutions including 

PE in their general education requirements.  In addition, most of these institutions offered CPE, 

with nearly half specifically requiring a CPE course.  Such programming combining classroom 

concepts and regular PA in a laboratory setting can encourage active, healthy lifestyles.  CPE can 

potentially be a very effective measure in positively impacting the lives of college students 

enrolled in the course, as well as combatting physical inactivity among this population of 

vulnerable young adults.   
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CHAPTER 1 

The Problem 

Introduction 

In the United States, the lack of physical activity (PA) has become prevalent and persists 

as a major health issue among all ages, including young college adults.  Physical inactivity 

compromises health and poses an increased risk for chronic disease and other adverse long-term 

health outcomes (Calfas, Sallis, Nichols, Sarkin, Johnson, Caparosa & Alcaraz, 2000).  

Consequently, the effects pose harm to the personal health of Americans and adversely impact 

the overall state of public health in this country.  According to the most recent available data 

provided by the Centers for Disease Control and Prevention (CDC), only 48% of Americans 

meet the minimal guidelines for moderate PA (Centers for Disease Control and Prevention, 

2012b).  Physical inactivity is not only a problem that is prevalent in adults, but it is starting at 

younger ages.  Evidence has suggested that this has become a crisis beginning in children and 

adolescents who are not engaging in sufficient amounts of PA (Caspersen, Pereira, & Curran, 

2000; Kimm, Glynn, Kriska, Barton, Kronsberg, Daniels & et al., 2002).  Youth Risk Behavior 

Surveillance System (YRBSS) statistics showed that the prevalence of not participating in at 

least 60 minutes of PA on any day was higher among 11th grade (14.7%) and 12th grade (15.6%) 

than 9th grade (11.2%) students and higher among 10th grade female (17.9%), 11th grade female 

(19.0%), and 12th grade female (20.6%) than 9th grade female (13.9%) students (Centers for 

Disease Control and Prevention, 2011b).  This trend in PA levels follows, and actually worsens, 

as individuals grow from adolescents into adults. Furthermore, national epidemiological data 

indicate that the majority of health behaviors, including PA and exercise, regress as adolescents 
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age into young adulthood.  When surveyed, college students have yielded even more 

unacceptable levels than the general adult population.  According to the Spring, 2012 National 

College Health Assessment (NCHA), only 50.6% of college students met the recommended PA 

and exercise guidelines for moderate- or vigorous-intensity, or a combination of the two 

guidelines as developed for adults by the American College of Sports Medicine (ACSM) and the 

American Heart Association (AHA).  The American College Health Association (ACHA) 

statistics on the amount of PA and exercise that college students reported within seven days prior 

to taking the NCHA survey are presented in Table 1. 

 

Table 1  Physical Activity and Exercise Among College Students in United States 
 

ACSM/AHA Recommendations:  Moderate-Intensity Cardiorespiratory Exercise (CRE) > 30 
minutes on > 5 days per week 
 

 

Male Compliance 
(%) 

 

Female Compliance 
(%) 

 

Total Compliance 
(%) 

0 days 21.6 21.5 21.6 
1-4 days 55.1 58.9 57.5 
5-7 days 23.3 19.6 20.8 
 

ACSM/AHA Recommendations:  Vigorous-Intensity Cardiorespiratory Exercise (CRE) > 20 
minutes on > 3 days per week 
 

 

Male Compliance 
(%) 

 

Female Compliance 
(%) 

 

Total Compliance 
(%) 

0 days 31.8 39.2 36.7 
1-4 days 31.5 30.4 30.7 
5-7 days 36.7 30.4 32.6 
 

 

Male Compliance 
(%) 

 

Female Compliance 
(%) 

 

Total Compliance 
(%) 

Recommended 
Guidelines Met 

54.2 48.8 50.6 

(American College Health Association, 2012b; American College of Sports Medicine, 2010a) 

The consequences of physical inactivity producing many adverse personal health effects 

have been acknowledged; likewise, research efforts have also exposed the multiple benefits of 

PA and exercise (Blair et al., 1996; S. N. Blair et al., 1995; Blair et al., 1989; K. J. Calfas et al., 
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2000; RS Paffenbarger et al., 1993; RK Paffenbarger, Wing, & Hsieh, 1986; US Department of 

Health and Human Services, 1996, 2000, 2008, 2010).  While most perceived benefits that fuel 

motivation are based on body image and health concerns, documented and proven benefits can 

be derived from research and consensus statements from such agencies including the CDC and 

ACSM (Schrop, 2006).  These scientific and political agencies have emphasized the importance 

of regular PA in decreasing the risk of cardiovascular disease, some forms of cancer, non-

insulin-dependent diabetes, osteoporosis, and early mortality; as well as improving weight 

management, performance, stamina, and quality of life (Blair et al., 1996; S. N. Blair et al., 1995; 

Blair et al., 1989; K. J. Calfas et al., 2000; Leslie, Sparling, & Owen, 2001; RS Paffenbarger et 

al., 1993; RK Paffenbarger et al., 1986; Sailors et al., 2010; US Department of Health and 

Human Services, 1996, 2000, 2008, 2010).  In addition, exercise has been shown to improve 

other aspects of health, including the psychological, intellectual and social dimensions (Hughes, 

2004; Landers, 1997; Taylor, James, & Needle, 1985; Wankel & Bonnie, 1990; Warburton, 

Crystal, & Bredin, 2006).  In fact, young college adults may benefit the most, given their 

transitional stage of growth and development as they embark on their independent lives (K. J. 

Calfas et al., 2000; Sailors et al., 2010). 

Despite the strong evidence for the health-promoting benefits of engaging in regular PA 

and exercise, the sharpest decline in this health behavior occurs during young adulthood and 

continues to decrease over the life span (Fischer & Bryant, 2008; Sailors et al., 2010).  There are 

a number of determinants or perceived barriers that inhibit participation for this young adult 

population.  According to the research, some of these determinants include insufficient time 

and/or motivation, low finances, less education, accessibility/location, fatigue, fear, dislike and 

lack of social support (Harne, 2005; Reichert, Aluisio, Domingues, & Hallal, 2007; Schrop et al., 
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2006).  However, these factors vary based on the student population and geographical location 

(Reichert et al., 2007).  These studies seem to have mixed conclusions and recommendations.  

Some authors conclude that health professionals and policymakers should broadly base their 

efforts and interventions on the many influential aspects including self-efficacy, social support 

and environment (Reichert et al., 2007).  Other recommendations were based on particular 

aspects with strategies focusing on a specific population or increasing awareness of select 

components of PA and exercise in order to better motivate individuals to overcome the perceived 

barriers (Harne, 2005; Reichert et al., 2007).   

On behalf of the United States Department of Health and Human Services (HHS), the 

United States Surgeon General came out with the claim in 1996 that PA, as well as increased 

exercise and resulting physical fitness levels are associated with better physical health.  The 

United States Preventive Services Task Force has recommended that all individuals be counseled 

on the importance and opportunity of incorporating PA into their daily lives (Schrop et al., 

2006).  Health professionals must educate about the vital role of regular PA and exercise in 

disease prevention; determine their participants’ level of PA and recognize perceived barriers 

specific to them; as well as provide instruction and techniques to better enable their intended 

populations to lead healthier, more active lifestyles (Harne, 2005; Schrop et al., 2006).  Hence, 

public health efforts have been initiated to educate the American population about the 

importance of PA, as well as provide activity and exercise guidelines for health promotion and 

optimal health.  This includes the recommendations originating from the US Surgeon General’s 

findings on the relationship between PA and health in 1996 to campus health initiatives such as 

Healthy Campus 2010 (American College Health Association, 2009; US Department of Health 
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and Human Services, 2000).  Health education and promotion, including PA intervention 

programs, are needed to improve health, longevity and quality of life.   

Another campus health initiative, specifically PA- and education-related, well preceded 

these efforts, namely physical education (PE).  Colleges and universities began offering classes 

in PE as far back as the early 1800s, and declaring them as a requirement since post-World War 

II (Mitchell, 2012).  Basic activity- or skills-related PE (ASPE) instructional programs were 

initially developed to be offered to the general college student population.  The basic activity 

programs were designed to focus on physical and skill development.  Eventually, conceptually-

based PE (CPE) courses were developed as an alternative to provide further education in the 

activity course.  While trends have fluctuated some, they seem to now be progressing from the 

offering of traditional, activity- or skills-based PE to increased conceptually-based PE, along 

with the requirement of such into the general education core curriculum.  CPE has grown to 

educate students about the importance of a physically active lifestyle, as well as provide 

strategies and support to encourage PA and exercise with its experiential and intellectual 

qualities.  Recent literature has suggested that there is a variety of PE programs being offered in 

higher education, including numerous successful conceptually-based PE programs that have 

proved successful in combatting physical inactivity in the young adult college student 

population. 

Given the public health issue of physical inactivity among college students, measures 

such as PE need to be implemented to improve the health of young adults attending higher 

education institutions.  CPE at this level can serve as a means of intervention, since young adults 

are more likely to engage in unhealthy behavior, and vulnerable to continue to do so over the life 

span (Sailors et al., 2010).  Such programming can reach and influence a large population of 
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adults, providing education and motivation to encourage healthier behaviors, especially the 

adoption of PA into their lifestyle (Fischer & Bryant, 2008).   

Statement of Purpose 

The primary purpose of this study was to conduct an exploratory content analysis on 

conceptually-based PE (CPE) courses available to students in colleges and universities located in 

the Southeastern United States.  The secondary purpose was two-fold:  (1) a description of the 

PE requirements (including ASPE and CPE) at each institution was obtained and analyzed; (2) it 

was determined whether each institution offered CPE as a requirement.  

Hypotheses 

H1:  All CPE courses would be relatively similar, as would their components, description 

and objectives, curriculum, and coursework/evaluation after content analysis.  

H2:  PE (ASPE and/or CPE) would likely be included in the general education 

requirements, and CPE would likely be offered at each institution.   

Scope 

The following were delimiting factors to the study: 

1. Fifty-six four-year general education public and private liberal arts colleges and 

universities located in the Southeastern region of the US were selected for this study.   

2. PE requirements were identified and referenced through preliminary research on each 

of the selected colleges and universities.  

3. CPE requirements were obtained only as reported by the participating institutions.  
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4. Data were analyzed by a pre-determined modified content analysis system designed 

for the dissertation study.  

Assumptions and Limitations 

The following assumptions were made: 

1. Selected college and universities provided current, reliable and inclusive information 

via website and/or direct communication. 

2. Modified content analysis system was a valid and reliable method for this study. 

The following were limitations to the study:   

1. Interpretation of institutions’ CPE course information was objective. 

2. Voluntary participation from selected institutions potentially limited data collection 

efforts.   

Definitions  

Activity- or Skills-Based Physical Education (ASPE):  This consists of physical 

instructional programming involving skill performance and participation in activities (Adams, 

1995). 

Conceptually-Based Physical Education (CPE):  This is a type of physical instructional 

programming which includes the combination of theoretical fitness and wellness concepts 

learned in the classroom and exercise in a laboratory setting (Adams, 1995).   

Content Analysis:  Any technique of making inferences by objectively and systematically 

identifying specified characteristics of messages (Stemler, 2001). 
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Exercise:  A specific subset of physical activity which is planned, structured and 

repetitive with the distinct goal of maintaining or improving physical fitness (Casperson, Powell, 

& Christenson, 1985).  

Frequency:  This aspect of exercise prescription describes the number of exercise 

sessions per week (American College of Sports Medicine, 2010b). 

Intensity:  An aspect of exercise prescription that refers to the level of effort, which may 

be expressed as a percentage of oxygen consumption reserve; once selected it can be translated 

to a heart rate, workload or subjective level of perceived exertion (American College of Sports 

Medicine, 2010b). 

Oxygen Consumption Reserve (VO2R):  This is the range of oxygen consumption from 

rest to maximum effort; a percentage of this range is used to establish cardiorespiratory 

endurance intensity (American College of Sports Medicine, 2010b).   

Physical Activity (PA):  Any movement of the body produced by skeletal muscles which 

results in energy expenditure (Casperson et al., 1985). 

Physical Education (PE):  A type of instructional programming that is concerned with 

education of the whole person through physical activities; and is designed to help students 

develop the skills, knowledge and attitudes necessary for confident, lifelong participation in sport 

and recreation activities (National Association for Sport and Physical Education, 2004). 

Physical Fitness:  A set of health- and/or skill-related attributes that relate to one’s ability 

to perform PA and contribute to improved performance and health (US Department of Health 

and Human Services, 1996).  
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Time:  Another aspect of exercise prescription which refers to the duration of each 

exercise session that is generally expressed in minutes (American College of Sports Medicine, 

2010b). 
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CHAPTER 2 

Literature Review 

Introduction 

There is no question that the lack of PA and exercise potentially decreases the length and 

quality of life, and is a national public health concern; this prevalence is so widespread that it has 

been described as a health crisis for all ages, including young college adults (K. J. Calfas et al., 

2000; Jacobson & Mazurek, 2010; National Institutes of Health, 1998; Nicklas, Jill, Legault, 

Leng, & Rejeski, 2012; Ogden, Margaret, Curtin, Lamb, & Flegal, 2010; Sailors et al., 2010; 

Serdula, Coates, Freedman, Williamson, & Byers, 1993; PB Sparling, 2003).  Due to the lack of 

the states’ requirement of daily PE in primary and secondary schools, or even the lack of time to 

meet the recommended guidelines in limited class periods, PA is declining with age, with the 

most rapid declines occurring during late adolescence and early adulthood (Stephens & White, 

1985).  According to a survey conducted in 1994, 47% of recent high school graduates reported a 

decrease in PA, compared to levels demonstrated in previous school days (K. Calfas, Sallis, 

Lovato, & Campbell, 1994).  School PE programs do not effectively prepare students for the 

transition to optimal self-directed PA (J. Sallis, 1991).  This is particularly true for young 

college-aged adults who not only witness the sharpest decline in PA between adolescence and 

young adulthood, but also begin to experience the potentially long-lasting, detrimental effects to 

their health, which only continue to worsen over their lifetime (K. J. Calfas et al., 2000; Kulinna, 

Warfield, Jonaitis, Dean, & Corbin, 2009; Leslie et al., 2001; Sailors et al., 2010).  With the 

increased likelihood of physical inactivity and its life-threatening effects, this young college 

student population requires the attention, research and proper exercise intervention.  As a result, 

10



it has been concluded that college and university settings offer great opportunities for health 

promotion programming despite challenges including insufficient attention and intervention that 

the college population seems to receive due to the current pressures and lack of funding that 

confronts most administrators in higher education (PB Sparling, 2003).    In addition to providing 

much needed intervention, large numbers of students in attendance can be reached at this 

important transitory stage from young adult to adulthood, and these college students are often a 

captive audience in classes where they are required to complete the course assignments to earn a 

grade. 

Much research on the generally healthy adult population has demonstrated the countless 

benefits of PA and exercise in terms of generally improved health and the prevention of serious 

acute and chronic health problems, and this research is slowly extending to include the college 

population (Blair et al., 1996; S. N. Blair et al., 1995; Blair et al., 1989; K. J. Calfas et al., 2000; 

Hughes, 2004; Landers, 1997; Leslie et al., 2001; RS Paffenbarger et al., 1993; RK Paffenbarger 

et al., 1986; Sailors et al., 2010; Taylor et al., 1985; US Department of Health and Human 

Services, 1996, 2008, 2010; Warburton et al., 2006).  In addition to improvements in physical 

health, many findings are indicative of the improvement in the psychological, intellectual and 

social dimensions, as well (Hughes, 2004; Landers, 1997; Taylor et al., 1985; Wankel & Bonnie, 

1990; Warburton et al., 2006).  Among these documented findings, much of the motivation 

behind exercise intentions and behavior for many individuals, including young college adults, is 

driven by the perceived benefits of improved health and body image (Harne, 2005).  However, 

even with all of the improvements in health, many young adult college students seem to be 

inhibited by obstacles or barriers, and lack the motivation to engage in regular exercise.  
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In addition to benefits, research findings have also recognized a number of determinants 

historically recognized as barriers.  These perceived barriers constitute a large role in behavioral 

change.  The HHS has identified seven primary categories of factors hindering exercise.  These 

include fear of injuries, and lack of time, resources, energy, and skill (US Department of Health 

and Human Services, 2000).  Other documented barriers to exercise include low socioeconomic 

status, poor health, inconvenient access, and the perception of getting adequate activity at one’s 

job (Brownson et al., 2000; Schrop et al., 2006).  Racial/ethnic minorities seem to be more likely 

to face additional barriers such as cost, child care responsibilities, high crime rate and fear for 

personal safety, family priorities, specific cultural barriers, and lack of past exercise experience 

and community support (Eyler & Vest, 2002; Schrop et al., 2006; Seefeldt & Clark, 2002).  

Researchers studying particularly college students’ exercise behavior have found that those who 

do not exercise regularly perceive more of these barriers to exercise and rate their self-

confidence lower (Myers, Zasha, Anzaldua, & Trinidad, 2011). This may pose further problems 

to students’ motivation and exercise self-efficacy. 

Perceived benefits and barriers related to a behavior contribute significantly to whether 

individuals engage in a given behavior, including regular PA and exercise (Myers et al., 2011).  

Social- and cognitive-related theories have attempted to examine benefits and outcomes 

affiliated with such behavior (Bandura, 1991).  The results from some studies have revealed that 

active and inactive individuals view benefits similarly and do not differ significantly regarding 

perceived psychological, body image, social and health benefits (Harne, 2005).  However, 

previous research contradicts this by finding that individuals in early stages of exercise adoption 

perceive fewer benefits than those in the latter stages (Marcus, Rakowski, & Rossi, 1992; 

Marcus, Rossi, Selby, Niaura, & Abrams, 1992).  Like research conducted by Marcus, Harne and 
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Bixby (2011) believed that the college student population was exposed to greater amounts of 

information, thereby strengthening their perceived benefits and active lifestyle.  Research also 

has predicted that increasing the awareness of exercise benefits is an important early step to 

increasing future exercise behavior.     

In contrast, researchers studying college students’ exercise mediators found that inactive 

individuals perceive more barriers to engage in PA and exercise, as well as a lower related self-

confidence (Harne, 2005).  This is consistent with previous research conducted by Marcus, et al, 

(1992) suggesting that individuals in the latter stages of exercise adoption perceive fewer barriers 

than those in early stages (Marcus, Rakowski, et al., 1992; Marcus, Rossi, et al., 1992).  Based 

on these results, it could be hypothesized that as participants continue to engage in exercise and 

witness the physiological and psychological benefits associated with the activity, they begin to 

overcome barriers to participation.  PA and exercise intervention programs might address the 

benefits associated with activity, along with consider and recognize perceived barriers and 

strategies by which to overcome. 

Since the compilation of early findings released in 1996 by the US Surgeon General, 

which initiated a broad recognition and increased research efforts publicizing epidemiological 

evidence of the benefits of PA and exercise, multiple goals, objectives and recommendations 

have been introduced to motivate the American public to become more active.  These public 

health efforts have originated from the US Surgeon General, CDC, HHS, ACSM, and AHA 

(Centers for Disease Control and Prevention, 2009a, 2009c, 2011a; US Department of Health 

and Human Services, 2008, 2010).  The ACHA also initiated PA and exercise promotion 

interventions for young college students.  Healthy Campus 2010:  Making It Happen, in 

particular, has suggested that college students increase activity levels and, in fact, exceed the 
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amount of PA received in a typical health or PE class to reach the PA recommendations 

(American College Health Association, 2009).  Included in these intervention efforts was the 

introduction to leading health indicators reflecting major public health concerns, including 

physical inactivity.  In addition, there is a collection of guidelines and over 200 health objectives 

with baselines and targets for the nation's colleges and universities (American College Health 

Association, 2009).  The initiatives were identified to be achieved over the next decade.  

Inclusive PE programming has proved to serve these health initiatives well by fulfilling the 

health-related objectives consisting of educating students and positively affecting their PA levels 

during their college years; and in some cases, research has found greater health and PA 

improvements in alumni (T. Adams II, 1992; T. M. Adams II & Brynteson, 1993; Buckworth, 

2001; Leslie et al., 2001; Sailors et al., 2010; J. Sallis et al., 1999).  

Among these initiatives at the higher education level, effective interventions at this level 

have been noted to increase the awareness of exercise benefits initially, as well as recognize 

specific perceived physical, time, effort and social barriers of the particular population, and the 

techniques by which to overcome these obstacles.  Research has indicated that individuals in the 

latter stages of exercise adoption are more likely to perceive fewer barriers (Marcus, Rakowski, 

et al., 1992; Marcus, Rossi, et al., 1992).  It has been hypothesized that as students engage in 

exercise, they begin to witness the physical and other benefits associated with activity, which 

encourages them to overcome barriers on their own (Harne, 2005).  Continued regular exercise 

participation is predicted to allow students to readily garner the positive health effects which 

should lead to a greater likelihood that they will successfully adopt PA and exercise as a 

behavior in order to maintain and improve health. 
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With PA and exercise prescription embraced as an important characteristic of behavior 

for health promotion and disease prevention, educating through the physical, as well as providing 

instruction and support, has been recognized as essential for successful performance in school 

and life (Eldar & Ayvazo, 2009).  PE is a vital component of education which begins exposing 

youth to the importance of PA in Kindergarten, sometimes as early as in the daycare or preschool 

setting, through students’ secondary education.  PE in all K-12 schools is designed to provide 

students with a firm foundation for a healthy, active lifestyle, as well as support learning and 

future success (Wikgren, 2012).  All PE programming at the higher educational level is 

monumental to the continued conveyance or re-introduction of PA- or skills- and health-related 

information and instruction, as well as a source of support for the PA health promotional 

campaigns and initiatives.  Research has shown that personal fitness education classes that teach 

self-management skills, including education of the benefits and identification of the barriers to 

activity, are effective at promoting lifetime activity (Dale, Corbin, & Dale, 2000).  High quality 

PE extends students the opportunity and support to participate in healthy activity, as well as 

encourages life-long habits of good health and PA.  CPE is based on these principles and should 

continue to be implemented to include PA and exercise recommendations at the higher 

educational level for maximum effectiveness. 

History of Physical Education (PE) Programming 

The goal of PE is to “improve the mass of our students and to give them as much health, 

strength and stamina as possible to enable them to perform the duties that await them after 

leaving college” (Felshin, 1967, p. 110).  PE became a part of American liberal arts and college 

general education curriculum in 1883 due to the efforts of Massachusetts Institute of Technology 

President FA Walker (PB Sparling, 2003).  President Walker contended that recent developments 
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in modern biology supported the introduction of gymnastics and physical training into colleges.  

He recommended the assignment of medical doctors to direct this new programming, along with 

the organization of departments for PE.  Later, PE courses in higher education became required 

by most universities dating back to the post-World War II and the Korean War years.  Along 

with multiple other reasons, the perceived need to prepare young men and get them fit for war 

justified the requirement of two to four semesters of PE.   

PE activity and basic instruction programs were initially developed to be offered to the 

general college student population.  The basic activity programs were designed to focus on the 

physical development and health needs of students.  Still today, these courses are recognized by 

students and faculty to be central to the PE programming on most college and university 

campuses.  The status and nature of this activity or basic instruction program has evolved over 

the years, and continues to be regarded as an important component of PE.   

American colleges and universities began to change their course requirements, among 

those, PE, due to a number of reasons in the early 1960’s which gave rise to concept-based PE 

(PB Sparling, 2003).  Factors included:  student demand for a wider choice in curriculum; 

decreased perceived need for fitness for war; large inpouring of students, making the 

administration of required courses more difficult; and the newfound movement to make PE more 

‘academic’.  In efforts to provide an alternative to traditional activity- or skills-based PE, this led 

to the development of conceptually-based fitness/wellness (CBFW) courses (Kulinna et al., 

2009).  These consisted of the combination of lecture and laboratory (C. B. Corbin, Welk, 

Corbin, & Welk, 2006).  The lecture component was designed to provide instruction of fitness-, 

wellness- and behavior change theory-related concepts; the laboratory was intended to serve as a 

setting to apply the learned self-management skills and fitness-related theory (Charles Corbin & 
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Lindsey, 2005).  Like the activity- or basic skills-instruction type of PE programming, 

conceptually-based PE has grown to educate students about the importance of a physically active 

lifestyle, as well as provide strategies and support to encourage PA and exercise as a vital 

component to one’s overall wellness.       

The University of Illinois and Texas A&M University were among the first institutions to 

implement the CBFW courses, in the 1960s.  The courses introduced the novel idea of utilizing a 

specially designed textbook (Slava & Corbin, 1984).  Some literature has suggested that more 

widespread implementation of CBFW courses was slow initially, but by the late 1970s and early 

1980s the movement had grown (CB Corbin & Laurie, 1978).  In 1996, the US Surgeon General 

published a report entitled Physical Activity and Health; this new body of epidemiological 

evidence further supported the CBFW movement.  The report detailed the benefits of moderate 

PA and the reduction in the risk of chronic diseases such as heart disease, diabetes, hypertension 

and cancer (US Department of Health and Human Services, 1996), and also advocated greater 

amounts of activity for greater benefits and optimal health.  Since that time, research has 

continued to support the need for such conceptually-based courses, including the release of 

Healthy People 2010 (US Department of Health and Human Services, 2000).  The percent of 

institutions offering a lecture-laboratory combination course increased to 60% in 2000, and had 

reached 90% by 2009 (Kulinna et al., 2009).     

The majority of colleges and universities have required at least one course in PE as a part 

of the general education core for at least the last 45 years.  The required courses have been 

designed alone or in combination based on the two approaches.  Adams, et al. (1995) described 

these approaches a little differently as activity- or skills-based physical education (ASPE) which 

consists of an activity- or skills-related course; or conceptually-based physical education (CPE), 
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consisting of a one three-credit lecture and laboratory course including the theoretical concepts 

of PA.  The ASPE approach to general education was predominately used until the 1970s, at 

which time universities began developing the concepts-inclusive courses (Adams, 1995).  More 

than 300 junior and senior colleges had implemented a concepts course by 1978 (C Corbin, 

1978).  Trimble and Hensley (1990) found that 52% of colleges and universities surveyed 

offered a concepts course and 33% of all institutions accepted the course as a required PE course.   

All PE programming, CPE and ASPE, is monumental to the conveyance of PA- or skills- 

and health-related information and instruction, as well as a source of support for the PA health 

promotional campaigns and initiatives.  This vital component of education begins exposing 

youth to the importance of PA in Kindergarten, sometimes as early as in the daycare or preschool 

setting, through students’ secondary education.  PE in all K-12 schools is designed to provide 

students with a firm foundation for a healthy, active lifestyle, as well as support learning and 

future success (Wikgren, 2012).  Research has shown that personal fitness education classes that 

teach self-management skills are effective at promoting lifetime activity (Dale et al., 2000).  PE 

that is conceptually-based may extend students the opportunity and support to participate in 

healthy activity, as well as encourage life-long habits of good health and PA.  These principles 

should be continued and implemented to include PA and exercise recommendations at the higher 

educational level for maximum effectiveness. 

Conceptually-Based Physical Education Programming 

As reported in the more recent literature, there is a variety of PE programs being offered 

in higher education, including both approaches of ASPE and CPE.  The latter, CPE, has been 

implemented to expand upon the traditional activities- and skills-based PE; and in addition, build 

on the foundations, concepts or conceptually-based PE (T. M. Adams II & Brynteson, 1993).  
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CPE is considered a multidimensional course with the underlying philosophy that students 

should be instructed in a greater awareness of the importance of exercise; fuller understanding of 

their exercise needs; and the means by which to gain the most from their exercise to fulfill these 

needs (CB Corbin & Laurie, 1978).  The significance of this type of course, then and now, is its 

experiential and intellectual qualities.  Primary goals of the lecture are to assist college students 

in achieving an appropriate level of health and science literacy, equip them with the knowledge 

and analytical skills needed to navigate through the labyrinth of diet and exercise myths and 

programs in today’s society, and support active college adults’ health and exercise efforts.  This 

type of course can better enable students to understand concepts like energy balance and proper 

nutrition, and exert healthful behavior change.  The associated lab provides the opportunity to 

learn and practice various forms of exercise, and utilize the coinciding concepts being learned in 

the classroom.  Dating back to 1966, proponents for this concepts-based approach strongly 

believe that knowledgeable students have an increased likelihood to engage in healthy decision-

making concerning their health, PA and fitness behaviors (Carr & Walker, 1968; CB Corbin & 

Laurie, 1978; Flath & Leigh, 1966; Hallatt, 1967). 

In this section, the CPE-related course offerings will be the focus.  These have included 

lifetime fitness classes broadly offered, and specific programs such as Project  GRAD (Graduate 

Ready for Activity Daily) (J. Sallis et al., 1999), ARTEC Project (Active Recreation Tertiary 

Education Campuses) (Leslie et al., 2001), Project TEAM (Teaching Exercise/Activity 

Maintenance) (Buckworth, 2001), Training Interventions and Genetics of Exercise Response 

(TIGER) Study (Sailors et al., 2010), among many others, though not all directly identified in 

this literature review (T. Adams II, 1992; T. M. Adams II & Brynteson, 1993; Carr & Walker, 

1968; C Corbin, 1978; Flath & Leigh, 1966; Gibson, 1975; Going, 1984; Hallatt, 1967; Laurie, 
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1981; Pearman et al., 1997; Slava & Corbin, 1984; Terry & Johnson, 1977; Trimble & Hensley, 

1990).  It seems that there are several successful conceptually-based PE programs that have 

increased health knowledge and PA levels in college students. 

The intervention behind Project GRAD integrated concepts and methods from exercise 

science and behavioral science.  The purpose of the lecture component was to educate college 

students about:  health benefits and risks of physical inactivity, recommended PA patterns to 

promote health and fitness, principles of injury prevention, and principles and methods of 

behavioral self-management (J. Sallis et al., 1999).  Each lecture was divided into two parts:  

exercise topics discussion and behavior change methodology.  The lab was intended to teach 

physical activities and help students use self-management techniques to implement their own PA 

program; it met for 110 minutes weekly.  Each lab consisted of three parts:  15-minute PA, 25-

minute behavior change discussion, and 45-minute PA.  The information in Table 2 outlines the 

Project GRAD intervention. 

 

Table 2  Project GRAD Intervention Program  
 

Week 
 

Exercise Science Component 
 

Behavioral Science Component 
1 Intro to course; PA in population Decrease in PA with age; need to prepare 

to be active after graduation 
2 PA and health; PA prescription; FITT for 

flexibility 
Intro to self-management for behavioral 
change 

3 Benefits and risks of PA; FITT for lifestyle 
activity 

Master environment to increase lifestyle 
activity 

4 FITT for cardiovascular activity Goal-setting 
5 Energy cost of PA Scheduling and time management 
6 FITT for strengthening exercise Analyzing costs and benefits of PA 
7 Nutrition and health:  carbs, protein, and fat Positive self-talk 
8 Nutrition and health:  food labels Master environment, increase vigorous 

exercise 
9 Midterm exam Body image 
10 Weight management Social support 
11 Injury prevention; exercise myths, gadgets Enjoying PA 

20



12 Circuit systems Increasing commitment to PA 
13 Mental health and PA  Stress management and relaxation 
14 GRAD (planning activity after graduation) Relapse prevention 
15 Post-test measures  
(J. Sallis et al., 1999) 

In the Project GRAD research study, they evaluated the intervention’s ability to increase 

the adoption and maintenance of PA among young adults in transition from university to the 

adult roles.  Results indicated that there were differences between the responses of men and 

women to the intervention.  For men, there were no effects, in general.  There were significant 

effects for women on three PA outcomes:  increased total caloric expenditure, and improved 

amounts of both strength and flexibility exercise.  The most significant finding reported was the 

intervention’s effect on women’s total energy expenditure in leisure time. 

The ARTEC Project was a quasi-experimental study that was designed to promote on-

campus and total PA for inactive students at an Australian University campus.  The intervention 

was composed of a program of activity classes available to the students for no charge, such as 

weight training and aerobics.  In addition, the interventions included demonstrations of various 

activities, fitness assessments, swimming passes to a local facility, and on-campus media 

promotion.  This project also attempted to identify determinants of PA.  For those insufficiently 

active, predictors included less social support from family and friends, lower enjoyment of 

activity, unemployment for women, and (older) age for men (Leslie et al., 2001).  For students 

who were not active at all, some factors included strong gender preferences for activities and the 

desire to have greater accessibility to facilities and other similar sources of assistance.  

Researchers found that males were motivated to be active by weight gain; females motivated by 

weight loss, appearance and exercising closer to home (Leslie et al., 2001).  From these findings, 

the intervention was designed to match program offerings to students’ preferences for activities, 

21



gender-specific motivations to be active, types of assistance perceived to be important, along 

with social support and enjoyment.  The intervention program lasted eight weeks and resulted in 

a significant increase in the proportion of students reporting higher levels of PA.  ARTEC 

demonstrated that matching intervention offerings to students’ perceived needs and preferences 

could potentially influence PA in the university setting. 

Project TEAM was a 3-year research project on exercise adherence funded by the 

National Institutes of Health (NIH) that began in the Fall, 1998 at a large Midwestern university.  

Much like Project GRAD, its intervention group consisted of students enrolled in a two-credit 

academic conditioning exercise class (aerobics, jogging, weight training); however, unlike the 

other studies, the TEAM Project also included long-term follow-up every six months for two 

years (Leslie et al., 2001).   The intervention included a 50-minute lecture once a week and 45-

minute activity three times a week, followed by the periodic testing of outcome variables, 

including fitness testing.  Theoretically-based modifications were implemented in the lecture 

class, and then outcome variables were compared between the intervention group to the control, 

or traditional PE curriculum.  Aside from preliminary results suggesting that participation in the 

health and PA intervention classes were related to positive physical improvements, health 

attitudes and behaviors, overall results were inconclusive.  There were also seasonal effects that 

were found since the study took place in the Midwest where there were four distinct weather 

seasons.   Student participants from the fall conditioning class had significantly lower aerobic 

capacity and higher resting heart rate when re-tested after the winter.  Those participants in the 

class during the spring semesters of the study, and re-tested after the summer had an increased 

aerobic capacity and decreased resting heart rate.  
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The TIGER Study began in 2003, introducing sedentary college students to regular 

exercise through a 3-day/week course taken for credit (Sailors et al., 2010).  The purpose was to 

examine the roles of genes related to adiposity and metabolism regarding body fat, blood 

pressure and blood components.  The program included 30 weeks of exercise intervention, along 

with pre- and post-testing of the previously listed variables.  Each exercise session consisted of a 

5-minute warm-up, 30-minute workout and 5-minute cool-down; the entire session lasted a 

minimum of 40 minutes.  The educational component provided instruction in fitness and 

physiology relevant to public health including:  cardiovascular health, body composition, 

nutrition, genetics, energy balance, exercise program design, stretching and exercise tracking.  

An on-line activity-logging program was also available for students to document exercise 

performed outside of class.   

Sailors and authors of the TIGER Study (2010) found through previous research and this 

study, that moderate exercise intensity is considered appropriate and achievable for young adults.  

The majority of the study participants complied with the exercise protocol, which allowed for the 

assessment of exercise adherence and dose.  Furthermore, a substantial contingent of the 

participants persisted in exercise despite encountering barriers such as finances, time and other 

obligations.  The fact that the program was for college credit, appeared to be a motivating factor. 

The authors made additional claims of the possibility of enhanced self-efficacy based on the non-

judgmental approach used in the study to teach students to exercise within their target heart rate 

zone, which should have produced positive physical changes; and social contexts of group/class 

membership and positive reinforcement through personal contact with research staff. 

Despite a lack of current or more recent research studies, the knowledge of theory and         

application learned through previous work continues to guide and support CPE programming.  
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Since its early implementation in the 1960s, slow evolvement in the 1970s, and growth surge in 

the 1980s, this type of programming saw a great deal of study and implementation in the 1990-

2000s (C Corbin, 1978).  Trimble and Hensley (1990) reported that approximately half of the 

surveyed colleges and universities offered a concepts-based course, and 33% of all higher 

educational institutions accepted this type of PE course as a general education requirement.  

Other statistics have stated that by 2000, the percentage of higher institutions offering a lecture-

laboratory course increased to 60%.  There has been further growth with 90% of the reporting 

colleges and universities offering CPE in 2009 (Kulinna et al., 2009).  These were the latest 

statistics to be found regarding the study and implementation of this programming.  While there 

has been an upwards trend in the increased offering of CPE in the last few decades, there is also 

the threat of all PE being discontinued as a requirement, and even eliminated, altogether due to 

the lack of financial resources and call to revise/decrease graduation requirements (Harnisch, 

2011).  Efforts need to be continually sought in order to continue to sufficiently research CPE 

programming and provide effective exercise interventions to young college adults during the 

time of their education and well beyond in their lifetime. 

Another study of interest compared the attitudes and exercise habits of alumni from 

colleges with varying degrees of PE activity programs and not only found a correlation between 

the conceptually-based PE programs and positive effects on health and behavior, but also a dose-

response relationship (T. Adams II, 1992).  The PE requirements and/or offerings of the four 

colleges in the study are listed in Table 3.   
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Table 3  Comparison Among College PE Requirements and Offerings 
 

Institution 
 

General Education Requirements 
 

Other Requirements 
 

Offerings 
College A 1 PE course required every 

semester for a full-time student (1 
foundations of PE course initially 
+ 1-credit activity course/semester 
until graduation) 

1.5-mile running 
field test and 
participation of 
additional exercise 
outside of class  

 

College B 4 credits of PE (4 x 1-credit 
activity course) 

None  

College C 2 credits of PE (2 x 1-credit 
activity course) 

None  

College D None None 1 1-credit PE 
activity course could 
be elected from list 
of art, music, speech 
or PE courses to 
meet an area of 
general education 
courses 

(T. Adams II, 1992) 

Interestingly, significant differences were found among all four colleges on the dependent 

variables related to exercise including knowledge, attitude, habits, value and frequency.  

Statistical analyses indicated that alumni perceived value of their college PE program in terms of 

fitness knowledge, attitudes toward fitness, and current exercise habits.  College A perceived 

their college PE program having a significantly greater relationship to their current fitness 

knowledge, attitude toward fitness, and their current exercise habits than alumni from the other 

three colleges.  For knowledge, College B placed greater value on their college PE than did 

College D alumni, and greater impact on exercise habits than College C alumni.  Also, 

significance at the p<.05 level was found regarding the value of exercise and its benefits; 

Colleges A and B had a higher perceived value than College D.  Alumni from Colleges A, B, and 

C indicated higher exercise frequency than alumni from College D.   
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Research in Support of Conceptually-Based Physical Education 

In addition to Project GRAD’s findings about increased total energy expenditure as a 

result of the exercise intervention program, the TIGER Study results indicated motivation for 

exercise adherence due to the structure of a formal class for credit.   The dose-response 

relationship related to the comparison of required and elective PE programming was 

demonstrated in Adams II (1992).  There are also other various studies that have provided similar 

results and support for these specific program interventions (Adams, 1995; Ermler, Kovar, & 

Reinders, 1993; Powell, 1989; Slava & Corbin, 1984).   

A study conducted at Furman University in 1973 on a similar concepts-based PE course 

revealed that there were improvements in health-related knowledge, attitudes and behaviors 

among those students taking a required class such as this.  It also suggested that cognitive health 

information was more valuable when it was provided in conjunction with PA (Powell, 1989).  

Slava, et al. (1984) found through research that students exposed to a CPE course exhibited 

greater knowledge for making health decisions than those who did not take the course.  In 

addition, alumni who took the course participated more frequently and had more positive 

attitudes toward PA.  In regards to other physical health characteristics, study participants also 

weighed significantly less and not only were knowledgeable about, but also exhibited normal 

blood pressure and cholesterol levels.   

Additional studies conducted by Adams and Brynteson in 1992 and 1993 compared 

exercise attitudes and habits of alumni from colleges that had varying degrees of required PE 

programs.  Results suggested that the more credits required in the PE program, the more 

favorably alumni perceived their PE program and its contribution to their current knowledge, 
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attitudes and habits related to exercise and fitness.  Also, those specifically taking a 

conceptually-based course perceived that their college PE program had made a significant 

contribution to their exercise knowledge, attitudes and behavior.  In addition, the student 

participants demonstrated greater exercise frequency.   This suggested that differences in 

exercise behavior and frequency could originate from the underlying difference in philosophy 

between ASPE and CPE programs, and that a CPE approach to required PE results in more 

physically active alumni than the ASPE approach. 

Another study was conducted by Ermler and Kovar (1993) which examined resting heart 

rate, intent to exercise, and attitude toward exercise.  The study involved examining college 

students from three different types of lifetime fitness classes.  All met two times a week for 14 

weeks, though the class structure was varied.  Class 1 included one day of lecture and one day of 

activity each week.  Class 2 consisted of three lectures and then one activity day over a two-week 

period.  Class 3 engaged in 20 minutes of activity and 20 minutes of lecture every class meeting.  

Course objectives, requirements, and activity protocols were identical for all three sections. 

Results indicated that all groups experienced significant differences in resting heart rate and 

intent to exercise, though not in attitude toward exercise.  Between-group differences were also 

significant and post hoc measures further indicated that group 3 was significantly different from 

groups 1 and 2.  Group 3 class structure also improved resting heart rate significantly better than 

the class structures used for groups 1 and 2.  Conclusions were made that all three class 

structures were equally effective in improving intent to exercise, with group 3, including both 

activity and lecture each day, demonstrating the most effectiveness in improving 

cardiorespiratory endurance (Ermler et al., 1993).  All of these concepts-based offerings 
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improved the fitness and health of students, with the consistent daily combination of lecture and 

lab proving to be the most beneficial to students enrolled in these courses.  

Additional research was conducted in 2002 which investigated the PA patterns in recent 

randomly selected college alumni who graduated in 1988, 1990, 1992, 1994 and 1996 from a 

Research I University (P Sparling & Snow, 2002).  The alumni reported frequency of 

participation for three levels of PA:  vigorous-, moderate-intensity, and resistance training 

exercise.  Relative to recommended levels of PA, findings indicated:  32.7% respondents 

engaged in vigorous PA on three or more days a week; 6.0% participated in moderate-intensity 

PA on five or more days and 21.0% engaged in resistance or calisthenics training on 3 or more 

days.  These findings suggested that 84.7% of those who were regular exercisers as college 

seniors were as active or more active at the time of the study survey, and 81.3% of the non-

exercisers as college seniors reported being about the same or less active at the time of the 

survey.  There was a significant association at the p<.05 significance level between the exercise 

behavior as college seniors and later as alumni.  The study participants that were regularly active 

in college were more likely to participate in recommended levels of PA, vigorous or moderate, 

after graduation.  Logistic regression also identified three significant predictors of current PA 

level including attitude toward exercise, confidence in setting up an exercise program, and 

exercise behavior as a college senior. 

It appears that CPE research studies plateaued in the 1990s and early 2000s, and have 

decreased since that time.  Some of the latest research is from 2009, and that examines earlier 

work.  This may be due to a number of possible reasons.  Today, one of the largest concerns is 

the lack of funding and/or decreased budgets for nearly all public and private higher education 

institutions.  Though it seems that enrollment is increasing in most colleges and universities, 
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there is still limited funding, whether this is due to cuts in state and federal assistance, decreased 

support from alumni and donors, or the downturn of the economy, itself.  It could be that in some 

smaller institutions, research has been limited in size or scope, due to increased teaching 

responsibilities and workloads for faculty accommodating a higher enrollment of students.  

Research in this domain might also simply be waning in interest, in light of all of the other 

general education and major requirements, and increased pressure for university administrators 

to analyze their institution’s needs and options, possibly minimizing programs, faculty or staff.  

However, given the current poor state of public health, it appears necessary that CPE (and 

ASPE) research efforts, initiatives and promotional campaigns should be re-visited and -invested 

in order to meet the needs of modern society and development of the economy.  

All of the aforementioned research has contributed some degree to the support of CPE.  

Each study has had a unique significance to the PE domain.  Though, a number of them also 

reiterated some common characteristics or benefits:  knowledge, attitudes, behavior, and physical 

health.  The basic premise of conceptual PE courses is to provide education to improve one’s 

knowledge about PA, exercise and health; promote a positive attitude regarding an active 

lifestyle; as well as motivate and support behavior change through the adoption of PA and 

exercise.  All of which—knowledge, attitudes and behavior—are hypothesized to be positively 

associated with increased levels of PA and exercise.  Improved physical health results as not only 

a short-term benefit of a concepts program, but also extends a greater likelihood of such behavior 

and attributes to follow later in life. 

Some studies have demonstrated the positive benefits of PA and exercise on physical 

health associated with short-term effects.  Some specific short-term physical health effects 

include increased energy expenditure; decreased body weight; and improved nutrition, namely 
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increased fruit and vegetable intake; along with normal cholesterol levels and blood pressure (T. 

Adams II, 1992; Franko et al., 2008; J. Sallis et al., 1999).  This study demonstrated the 

importance of consistent daily health behaviors, including regular PA, and the numerous health 

improvements that can result from which. 

The long-term physical health benefits of exercise are many.  CPE facilitates improved 

physical fitness levels and health, and has the potential to promote health behaviors, especially 

exercise, supporting improved health.  In addition to merely improving health behaviors, 

including PA and exercise, the consequential results are demonstrated through improved physical 

fitness levels and health.  Physical fitness has been linked with better overall physical health 

dating back to the US Surgeon General’s report in 1996.  In addition to these report findings, 

many other research studies have further supported this positive impact on physical health and 

inverse association between PA or cardiorespiratory endurance and disease, and in some cases, 

all-cause mortality due to improvements in blood pressure, cholesterol and other controllable 

disease risk factors (S. Blair et al., 1995; Blair et al., 1996; Blair et al., 1989; RS Paffenbarger et 

al., 1993; RK Paffenbarger et al., 1986).  Conceptually-based programming promotes exercise 

behavior from not only prescribed activity during the course, but also education about the 

importance of regular exercise and support for behavioral change.  CPE has the capacity to 

directly improve the quality of life and longevity.  

Limitations of Research Studies 

While all of these studies have provided a great deal of support for CPE programs, each 

come with limitations.  In particular, Projects GRAD and ARTEC were limited in that they were 

conducted in a single university located in a geographic area with favorable weather, the age 
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range of the sample was limited, and the intervention demonstrated inconsistent effects on PA.  

All of the variables were measured through self-report, as well; though all of the measures used 

had been found psychometrically acceptable.  In addition, the findings may have been affected 

by measurement error and the sample’s limited characteristics.   

The TIGER Study had limitations, as well.  First, it was not a randomized sample, but 

rather participants were self-selected.  In addition, the study included 30 weeks of exercise 

training; however, long-term effects of the intervention reported were limited.  It was 

recommended that in the future, a larger subject sample should be sought, behavior should be 

assessed more thoroughly prior to the beginning of the exercise program, and subjects should be 

followed for a longer period of time after the intervention is complete to determine whether 

levels of PA remain at a higher level.  

Two additional limitations were shared by most of these studies.  First, there were limited 

(or less than optimal) sample sizes, therefore affecting effect size and power.  Second, few 

institutions were the focus in most of the research, thereby bringing generalizability into 

question.  

The Role of Self-Determination Theory in the Physical Education Domain 

Among the many studies examined, there were a number of theories which were 

integrated into the research (Conner & Norman, 2005; Johnston, 2005; Orbell, 2004).  All were 

utilized in attempt to explain and guide participants’ motivations and behavior through healthy 

behavior change.  Relative to the adoption of regular exercise, the Self-Determination Theory 

(SDT) was the most relatable to this research.  However, the study was not dependent on all 

constructs of the theory.  
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SDT focuses on human behavior and the degree to which it is self-driven and self-

determined, as well as the natural processes of self-motivation and healthy development (EL 

Deci & Ryan, 2000; Ryan & Deci, 2000).  Specifically, factors have been examined that enhance 

intrinsic motivation, self-regulation, and well-being.  Findings from such examination have led 

to the assumption that three innate psychological needs are required to motivate an individual to 

initiate behavior essential for optimal health and well-being.      

   The three psychological needs or constructs of the SDT are competence, relatedness and 

autonomy, and listed in Table 4.  When these needs are sufficed, self-motivation and well-being 

is enhanced.  The concepts and underpinnings of the SDT’s framework are very well-suited to 

behavioral change involving the adoption of exercise.  This theoretical approach has been used in 

numerous research studies to examine motivation for PA and exercise (Bagoien, Halvari, & 

Nesheim, 2010; Carson & Chase, 2009; Koka & Hagger, 2010; Sailors et al., 2010; Sas-

Nowosielski, 2008; Shen, McCaughtry, & Martin, 2007; Martyn Standage, Duda, & Ntoumanis, 

2003; Sun & Chen, 2010; Vlachopoulos, Kaperoni, & Moustaka, 2011; Zhang, 2009).  The SDT 

has shown a great deal of success in navigating and interpreting exercise research and 

intervention. 

The SDT has become utilized a great deal in studies pertaining to human motivation, 

especially in addressing motivation-related questions within PA settings (EL Deci & Ryan, 2000; 

Edward  Deci & Ryan, 1985).  In particular, it has been relied upon to investigate the role that PE 

plays in supporting students’ motivation experiences, well-being, knowledge, and PA behavior 

(Martyn Standage et al., 2003; M Standage & Ryan, 2012).  An important principle within SDT 

suggests that when an individual’s motivation is autonomous, they will experience better 

psychological health, improved well-being and increased effective performance (EL Deci & 
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Ryan, 2000).  Past research in PA settings has supported this theoretical position by showing 

autonomous forms of motivation being positively associated with adaptive outcomes including 

greater psychological well-being, increased behavioral persistence, and indicators of more 

objectively assessed behavior or intention (M Standage & Ryan, 2012).  Furthermore, social 

conditions and processes supporting volitional and self-initiated engagement have been tested, 

and found to support high quality motivation, wellness and growth-oriented development.  SDT 

hypothesizes that an individual’s optimal motivation, development, well-being and healthy 

functioning are facilitated in association with the basic needs of autonomy, competence and 

relatedness being met within their social context.  Some research in PE settings has demonstrated 

that each basic psychological need predicts autonomous motivation for PE, thereby increasing 

the likelihood of the adoption of exercise as a behavior (M Standage & Ryan, 2012).   
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Table 4  Self-Determination Theory     

Constructs Competence Relatedness Autonomy 

Definition  Demonstration of 
effectiveness in 
dealing with the 
surrounding 
environment 

Universal want to 
connect, interact with 
others and experience 
caring  

Universal desire to be 
responsible for one’s own 
life and act in harmony 
with their authentic self 

Predicted CPE 
Effects/ 
Contributions  

Health knowledge 
and exercise 
experience gained in 
lecture and lab 

Opportunity to 
provide/garner support to 
classmates 

Motivation to seek 
benefits, overcome 
barriers, act on health and 
exercise knowledge, and 
secure adoption of 
exercise into lifestyle 

Evidence 1.  Fitness pre- and 
post-assessment 
2.  Quizzes, exams 
3.  Personal 
improvement 
project/journal 
4.  Wellness research 
paper 

1.  Personal improvement 
project/journal 
2.  Small group 
discussions, activities, 
case studies 
3.  Community health 
advocacy/promotion 
project 

1.  Personal improvement 
project/journal 
2.  Community health 
advocacy/promotion 
project 

(Ryan & Deci, 2000)  

The CPE course was predicted to fulfill and strengthen the constructs of competence, 

relatedness and autonomy that characterize SDT.  Evidence should be demonstrated through the 

various methods of evaluation during the course.  By the end of the CPE course, students should 

be capable of demonstrating improvement in each of the SDT constructs. 

 Competence should be achieved through the course’s provision of health education and 

exercise experience.  Students should demonstrate competence through participation and likely 

improvement in the fitness assessments; satisfactory performance on quizzes, exams, personal 

improvement-or behavioral change-related project/journal and wellness research paper.   
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 Relatedness should be promoted through the class format and activities.  Students of the 

class should be encouraged to seek and utilize support from classmates through the effort and 

reflection involved with a personal improvement project.  They should also have the opportunity 

to share their ideas, motivations and successes with one another.  Community health 

advocacy/promotion projects would promote collaboration among students gathering together to 

collectively advocate a healthy lifestyle to members of the institution or larger community 

population. 

 Lastly, CPE programming is designed to not only educate students about the importance 

of a healthy, active lifestyle, but that is intended to assist students realize their self-

control/discipline, and empower them in their newly adopted or continued exercise efforts.  This 

would be evidenced through the completion of a personal improvement- or behavioral change- 

related project.  For those programs including a community-based project or promotion, students 

would be granted the opportunity to take their knowledge and experience, and apply it in the 

environment around them.  

Content Analysis 

 The educational curriculum is a vital component in the development and transformation 

of content material into effective pedagogical content knowledge.  Curricular and teaching 

planning lend to the cognitive process by which educators visualize the future, assess needs, 

devise goals, refine instructional methods, and construct frameworks to guide the effective 

delivery of education (Barrett, 1991).  This effectiveness can be measured through the 

accumulation of content knowledge and culmination of the related concepts into successful, 
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practical application.  Also, a very critical component is the review of the curriculum that 

cultivates the educational process. 

 The analysis of curriculum can be facilitated by the method of content analysis which is  

defined as any technique of making inferences by objectively and systematically identifying 

specified characteristics of messages (Stemler, 2001).  Systematic content analysis methods are 

often sought to evaluate the curriculum, goals and objectives, instructional methods and/or 

evaluation procedures of a course.  A review of these components that make up the content of a 

course can serve as an effective measure of the success and effectiveness of the course on 

students’ knowledge levels and consequential behavior.  Various analysis techniques have been 

documented to include results from surveys, observations, and interviews; the identification of 

major themes in the theoretical body of literature; as well as either computer- or human-coding 

procedures searching for the presence of codes or variables in select material (Belstock, 2008; 

Blais, 2008; Whitehead, 2007).   

Content analyses have been conducted in numerous academic disciplines; among these 

include the health- and PE-related settings (Barrett, 1991; Blais, 2008; Webster, 2011; 

Whitehead, 2007).  Content analysis of PE programs is geared to evaluate the content of the 

curriculum, design of the learning experiences that ideally foster attached value, and the accrual 

of knowledge and experiences that affect student engagement in healthy behavior and PA 

(Webster, 2011).  Additionally, an important function of teaching has been recognized as helping 

students manifest attachment and positive value about the material they are learning in order for 

them to be motivated to embrace engagement and interaction with this content (Hatfield, 1993).  

However, it was difficult to locate any of these methods directly used to review the content of 

CPE courses in higher education.  With one of the primary purposes of PE and CPE programs 
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intended to guide youth, adolescents and young adults in the process of becoming physically 

active for life, review of this educational process should be viewed as essential to the 

effectiveness of such programming (National Association for Sport and Physical Education, 

2004).   

 The exploratory content analysis proposed in this study was intended to evaluate the 

course description and objectives, curriculum components, and evaluation methods of a 

randomized selection of CPE courses.  Without any recognized content analysis methods already 

in place for CPE programming at the higher education level, this study called for the design of a 

modified content analysis system from other existing related resources.  The procedure 

implementing this modified system was anticipated to reveal the commonalities among the 

examined CPE courses.  As a result, it was predicted that these CPE courses would be relatively 

similar in their course content. 
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CHAPTER 3 

Methodology 

Purpose 

The primary purpose of this study was to conduct an exploratory content analysis on 

conceptually-based PE (CPE) courses available to students in colleges and universities located in 

the Southeastern United States.  The secondary purpose was two-fold:  (1) a description of the 

PE requirements (including ASPE and CPE) at each institution was obtained and analyzed; (2) it 

was determined whether each institution offered CPE as a requirement. 

It was hypothesized that all of the CPE courses would be relatively similar, as would their 

components, description and objectives, curriculum and coursework/evaluation after content 

analysis.  Secondary hypotheses were included that predicted the likely existence of PE (ASPE 

and/or CPE) in the general education requirements, and offering of CPE at each institution. 

Design 

  The design of this research study was a randomized exploratory content analysis 

(Higgins, 2010).  The National Center for Education Statistics (NCES) was researched in order 

to identify four-year general education public and private liberal arts colleges and universities in 

the Southeastern region of the United States including the states of Alabama, Arkansas, Florida, 

Georgia, Kentucky, Louisiana, Mississippi, North Carolina, South Carolina, Tennessee, Virginia 

and West Virginia.  A total of 296 colleges and universities were listed in this geographical area.  

All 296 institutions were assigned a number and entered into IBM’S Statistical Package for the 

Social Sciences (SPSS), from which the program randomly selected 56 to be subject to further 
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analysis.  Minimally, a 30% response rate or securing a sample size of at least 15 was sought.  

Prior to the start of this research study, an application was submitted to the institution’s Human 

Subjects Committee (HSCL); however, when approached with this study’s details, the HSCL 

deemed its approval unnecessary since human subjects were not used.  A copy of the email 

regarding HSCL #20501 is included in Appendix A. 

Data Collection/Instrumentation 

Following the randomized selection of colleges and universities in the Southeast, further 

research concerning their PE requirements and CPE course offerings was completed.  General 

education requirements from the institutions’ program catalogs were examined to determine the 

presence of PE requirements.  The identified department or staff affiliated with PE from each of 

the randomized institutions was sent a letter, seeking their support and assistance in this content 

analysis and notifying them of a forthcoming request for further information.  Within two weeks, 

an email followed requesting the following CPE course materials:  course syllabus, which was 

looked to contain the course components (duration of semester, inclusion of regular PA), 

description, objectives, curriculum topics and coursework to be evaluated; exams covering the 

material taught; along with handouts or descriptions of course topics, assignments, activities, 

technology or teaching aids not referred to in the course syllabus.  Study participation was non-

compensated and voluntary.  Each institution was assured that all information collected would be 

used only for study purposes and remain confidential.     

CPE content was sought through direct examination of the course by reviewing the 

aforementioned materials; however, if a lack of information and/or clarity existed, questions 

were posed to the appropriate department/staff of the institution.  For this course content 
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analysis, key word coding of the message content was the primary focus.  Each of the criteria to 

be used had a highlighted key word or phrase to which the data obtained from the course 

components, description, objectives, curriculum topics and evaluation were compared and 

determined whether each message content variable was compliant.  The syllabus was relied upon 

to provide this information and acquired through the department/course webpage on the 

institution’s website and/or requested directly from the instructor listed to teach the course.   

All of the course content information was reviewed and predicted to comply with the 

American College Health Association (ACHA) Guidelines, Commission on Accreditation of 

Allied Health Education Programs (CAAHEP) Standards and Guidelines, and National 

Commission for Health Education Credentialing (NCHEC) Responsibilities and Competencies.  

Adherence to the guidelines and competencies provided by the ACHA, CAAHEP, and NCHEC 

was predicted to be interwoven throughout all of the course components, descriptions, 

objectives, curriculum, and evaluation.   

Closer examination was conducted through the culmination of slight modifications in 

existing assessment guides.  These included the following:  Health Education Curriculum 

Analysis Tool (HECAT) and Physical Education Curriculum Analysis Tool (PECAT), both 

created by the Centers for Disease Control and Prevention (CDC) for school and adolescent 

health; and Knowledge, Skills and Abilities (KSAs) as identified and recognized by the American 

College of Sports Medicine (ACSM).  In addition, a small number of curriculum content-related 

additions and modifications were proposed by the investigator.   

The HECAT builds on the ‘characteristics of effective health education curricula’ and 

health education topic module areas as recognized by the CDC, as well as National Health 
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Education Standards (Centers for Disease Control and Prevention, 2009b). The PECAT is based 

on the National Standards for Physical Education that are required to be incorporated into 

successful school PE programs (Centers for Disease Control and Prevention, 2006).  The KSAs 

declared by ACSM are a set of expectations that are often applied to higher education exercise 

science-related degree courses, as well as health- and fitness-related general education 

(American College of Sports Medicine, 2010a).  

CDC’s effective health education characteristics listed in the HECAT and the national 

standards from the PECAT were referenced in the analysis of the CPE course components, 

description, objectives, as well as some modes of evaluation; CDC’s effective health education 

characteristics, the HECAT health topic modules, PECAT standards, KSAs and independently 

added criteria provided curriculum guidance; and primarily the National Health Education 

Standards, CDC effective health education characteristics, along with select PECAT standards 

enabled analysis of evaluation within the CPE courses. Various types of recognized evaluations 

demonstrating the National Health Education Standards, CDC characteristics, PECAT standards 

were included, and review provided opportunity for other modes to be identified.  Appendix B 

outlines this modified content analysis system’s dependent variable criteria, with the key terms 

or phrases highlighted, to be used for this study in the review of CPE course components, 

description, objectives, curriculum, and evaluation measures.         

 The researched content analysis systems, sought from professional organizations for 

educators and practitioners, primarily provided guidelines for school-aged and adolescent health 

education, and were professionally inclusive.  While these recognized standards and 

characteristics pertained to adolescent and school health, in particular, the recommendations 

were intended to attempt to reach youth and adolescents, preparing them for young adulthood.  
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With the decline of participation in daily PE, and the life stage, these guidelines seemed to be 

justifiable for the young adult college student population (Centers for Disease Control and 

Prevention, 2006). Given the role of career preparation for health education and practitioners, 

accordingly, these review methods provided more stringent health and exercise education 

standards since their use was intended to govern health-, sports medicine- and exercise science-

related education and practices. The CPE courses in this study were not designed to prepare 

health education professionals; however, their related curricula was intended to fully instruct and 

provide quality experiences and support for health and fitness knowledge by providing 

competency-based health education.  The use of such strict guidelines composing the modified 

content analysis system of this dissertation study was predicted to be appropriate, as it would 

reinforce the importance of the depth and breadth of conceptually-based PE for the college 

student population. 

ACHA Standards of Practice for Health Promotion in Higher Education (SPHPHE) 

ACHA appointed the Task Force on Health Promotion in Higher Education to study the 

health promotional practices in the higher education setting, as well as develop standards of 

professional practice in 1996.  In 2001, the culmination of this research was released in the 

Standards of Practice for Health Promotion in Higher Education (SPHPHE); by 2012, the third 

edition was published that continues to guide the assessment and quality assurance of health 

promotion in higher education settings (American College Health Association, 2012a).   

Since these principles are intended to guide health promotion, they were deemed suitable 

to the content analysis of (CPE) programming in colleges and universities; therefore, these 

should have been evident throughout all content areas in the overall analysis.  The SPHPHE 

principles are referenced in Appendix C. 
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CAAHEP Standards and Guidelines 

CAAHEP is an accreditation system that has developed a set of standards and guidelines 

to support the training of entry-level practitioners for a number of allied health professions 

(Commission on Accreditation of Allied Health Education Programs, 2009).  It relies on 

accreditation standards that function to serve as the minimum standards of quality in the 

preparation of allied health professionals.  While these standards and guidelines are sought in the 

accreditation of programming, they serve to constitute the minimum standardized requirements 

within the educational courses and preparation to which allied health students are accountable 

(Commission on Accreditation of Allied Health Education Programs, 2009).   

Among the CAAHEP standard and guideline criteria, those directly related to exercise 

science and personal fitness training education programs were referenced based on their 

accredited qualities and place in higher education.  The CPE analyzed in this study was not 

health profession career preparation-related, in most cases; however, higher quality was still 

sought.  The standards and guidelines predicted to be found in the overall course content in this 

study are listed in Appendix D. 

NCHEC Responsibilities and Competencies for Health Education Specialists  

The NCHEC is a commission designed to guide the certification of health educator 

specialists.  It provides a comprehensive set of responsibilities and competencies that assist in 

defining the health education specialist role (National Commission for Health Education 

Credentialing, 2010).  Its mission focuses on the certification, professional development and 

professional health education preparation.  Its standards and guidelines are outlined to include 

competencies that are specifically tailored to professional competency as well as continued 

education and professional development for health educators.  Their charge is to attempt to 
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ensure competency-based health education according to national standards of excellence, 

develop and administer a national competency-based examination; develop standards for 

professional preparation; and promote professional development through continuing education 

for health education professionals (National Commission for Health Education Credentialing, 

2010).   

Select NCHEC responsibilities and competencies were referenced due to their role of 

preparing health educators in higher education.  These responsibilities and competencies were 

modified to include those directly related to health education, as a topic, while limiting those 

pertaining to professional development and administration.  NCHEC-related factors examined 

are listed in Appendix E. 

CDC Health Education Curriculum Analysis Tool (HECAT) 

 CDC promotes the health and well-being of the entire American population, including 

school health education programs for children and adolescents, enabling them to become healthy 

and productive adults (Centers for Disease Control and Prevention, 2012a).  In part, the HECAT, 

serves as an assessment providing processes and tools to improve health education curriculum 

development (Centers for Disease Control and Prevention, 2009b).  The HECAT is intended to 

provide guidance, appraisal methods and resources for conducting a clear, complete and 

consistent examination of health education curricula.  It includes an overview of school health 

education; guidance to consider during a curriculum review; and methods to analyze 

commercially packaged or locally developed school-based health education curriculum (Centers 

for Disease Control and Prevention, 2009b). 
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 The HECAT is composed of a number of standards and guidelines derived from the CDC 

and the Joint Committee on National Health Education Standards (Joint Committee on National 

Health Education Standards, 2007).  It relies on primarily the CDC’s effective health education 

characteristics, health topic modules and National Health Education Standards in its overview.  

This curriculum analysis tool is designed for those responsible in the selection, development 

and/or implementation of school health education curricula, and educators interested in 

improving health education (Centers for Disease Control and Prevention, 2009b).  An overview 

of the HECAT can be found in Appendix F.  

 Characteristics of an Effective Health Education Curriculum  CDC outlines 

characteristics of an effective health education program for adolescent and school health (Centers 

for Disease Control and Prevention, 2012a).  This agency has recognized the need for health 

education curricula to reflect growing research that emphasizes teaching functional health 

information; shape personal values and beliefs, and group norms supporting healthy behaviors; 

and develop essential health skills integral to the adoption, practice and maintenance of health-

enhancing behaviors (Centers for Disease Control and Prevention, 2012a).  Based on input from 

experts in the health education field and reviews of effective programming, characteristics have 

been identified. 

All CDC characteristics were intended to guide the review of the course components, 

description and objectives, curriculum, and/or select evaluation methods within this content 

analysis.  Despite their school youth and adolescent health education focus, college students 

enrolled in the CPE courses of this study were predicted to be a likened target population based 

on their close proximity to age and experience.  These characteristics are provided within the 

HECAT in Appendix F.  
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National Health Education Standards (NHES)  The Joint Committee on National Health 

Education Standards was charged with developing the National Health Education Standards 

(NHES).  This set of standards was developed to support health-enhancing behaviors for students 

and are intended to assist teachers, administrators, and policy makers in designing or selecting 

curricula, allocating instructional resources, and evaluating student achievement and progress 

(Centers for Disease Control and Prevention, 2009b).  These standards are outlined within the 

HECAT in Appendix F. 

Health Topic Modules  The HECAT provides a number of health topics that are 

recommended to be included in health education curriculum.  The specific health topic curricula 

is based on the ‘characteristics of effective health education curricula’ and National Health 

Education Standards.  These health education topic modules are included in the HECAT in 

Appendix F. 

CDC Physical Education Curriculum Analysis Tool (PECAT) 

 Like the HECAT, CDC has also developed the PECAT to aid in school health and PE 

programming. Proper development, implementation and evaluation of PE is vital to instill the 

importance and practice of PA and exercise in youth, adolescents and young adults enrolled in 

these courses.  This curriculum analysis tool attempts to guide the review of PE; information 

about related curricula; methods to assess curriculum; and resources for developing a curriculum 

improvement plan (Centers for Disease Control and Prevention, 2006).   

 The PECAT relies on national standards developed by the National Association for Sport 

and Physical Education (NASPE) (National Association for Sport and Physical Education, 

2004).  Among those designated to utilize the PECAT include schools’ PE and health program 
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professionals; public health and social service professionals; parents, students; other 

administrators; as well as college/university PE faculty in teacher education courses.  These 

standards are organized by specific grades in school.   

 Similar to the HECAT, the PECAT standards focus on grades 9-12, but seemed suitable 

for the college student population because of the closeness of age.  The PE-related criteria were 

also chosen to be a part of this study’s content analysis system due to the recognized pertinence 

of the proper understanding, demonstration, and assessment of PA and exercise, implying the 

need for regular PA.  Excerpts from the PECAT are reprinted in Appendix G. 

ACSM Knowledge, Skills and Abilities (KSAs) 

ACSM has been internationally recognized as one of the foremost leaders in sports 

medicine and exercise science (American College of Sports Medicine, 2012b).  This organization 

is scientifically grounded by a strong research component, and renowned for its contributions to 

the medical and professional sport- and exercise-related industries.  Through groundbreaking 

research and collaboration, it fuels innovative progress throughout the fields of related science, 

practice, education and policy (American College of Sports Medicine, 2012a).  ACSM has 

declared position stands, programming, and health and exercise recommendations for the public, 

as well as outlined a number of minimal competencies for sport medicine and exercise science 

professionals (American College of Sports Medicine, 2012b).  Besides serving as a resource to 

healthcare providers, educators and practitioners, it is also an asset to public health in outlining 

numerous sport, exercise and health recommendations for the American population.  ACSM 

offers its own personal certifications, as well as helps set the standards in the education and 

practice of professionals in the sports medicine and exercise science fields.   
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These standards are recognized as minimal competencies within a given practice area 

and/or content matter.  These competencies are referred to as Knowledge, Skills and Abilities 

(KSAs).  While the KSAs attempt to govern professional practices in sport medicine and 

exercise science, they also form a very firm foundation in the breadth of this type of knowledge 

that can be acquired in higher education (American College of Sports Medicine, 2010a).   

The KSAs were broken down by practice, content matter and specific competencies; 

from which, some were selected and modified to enable the analysis of CPE courses in this 

study.  In particular, the practice area chosen was geared for those individuals who wish to work 

with the general population; the content matter areas included material beneficial to general 

health and fitness knowledge such as exercise, disease pathology (including risk factors), 

nutrition, weight management, human behavior and counseling, and safety/injury prevention.  In 

addition to identified health education topic modules, there were a number of KSAs proposed to 

be included in the curriculum-related segment of the study’s content analysis.  These selected 

KSAs are listed in Appendix H.  

Proposed Additions and Modifications to Health Education Curricular Topics 

 For the curriculum segment of this study’s content analysis, there were a number of 

additions and modifications to health education curricular topics proposed.  These independently 

added topics were in addition to the standards and guidelines provided by the health modules 

within the HECAT, PECAT and ACSM’s KSAs.  While these referenced competencies were 

very applicable, there were omissions pertaining directly to CPE curriculum.   

Proposed modifications rearranged and introduced more specific educational principles 

and content material to existing curricular topics.  Body composition was proposed to be 
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included in the discussion of weight management.  Due to the importance of understanding lean 

body mass and body fat as an important priority in weight management, this was viewed to be a 

justifiable change (Powell, 1989; J. F. Sallis, Calfas, Alcaraz, Gehrman, & Johnson, 1999; Slava 

& Corbin, 1984).  Another modification proposed was the addition of prevention to disease 

pathophysiology and risk factors.  Given the health promotional nature of CPE, the reduction of 

disease risk, especially by lifestyle-related preventive means, was viewed a vital component to 

the course material (Carr & Walker, 1968; CB Corbin & Laurie, 1978; Flath & Leigh, 1966; 

Hallatt, 1967). 

Additions proposed pertained to non-physical aspects of health.  At many higher 

education institutions, preliminary reviews of various CPE offerings suggested that the concepts-

based course was based on comprehensive wellness according to the course title, though there 

was uncertainty about whether the curriculum included other non-physically-related wellness 

topics.  Propounded additional components included other aspects of wellness to be added to the 

current selection of health topics.  While the other researched health education standards and 

guidelines did not adequately address comprehensive wellness, one of the current HECAT health 

module topics approached this by including mental and emotional health.  However, stress 

management was not explicitly included.  The topic of stress, its effects and management, was 

added based on its pertinence and relevance to the health of college students (Morrison, 2005; 

Powers, 2011).  The inclusion of the wellness components of spiritual, social and environmental 

health was also raised due to their influence on the complex nature of health and wellness (I. C. 

Bell, V; Caspi, OC; Meek, P; Ferro, L, 2004; S. S. Hawks, T; Thomas, HG; Christley, HS; 

Meinzer, N; Pyne, A, 2007; Taliaferro, 2009).  Table 5 provides a brief description of all of the 

content analysis criteria dependent variables.   
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Table 5  CPE Course Content Analysis Criteria Dependent Variables 
 

Components 
HECAT.CDC.C11    Adequate time for instruction and learning  
PECAT9-12.S3             Regular physical activity  
 

Description and Objectives 
HECAT.CDC.C1    Clear health goals and related behavioral outcomes 
HECAT.CDC.C2    Research-based and theory-driven 
HECAT.CDC.C3    Inclusion of individual and group norms that support health-                                                   
    enhancing behaviors 
HECAT.CDC.C5    Inclusion of social pressures and influences  
HECAT.CDC.C10    Incorporation of culturally inclusive learning strategies, teaching  
               methods and materials  
 

Curriculum 
HECAT.M. PHW/CDC.C7   Personal health and wellness 
HECAT.M.PA/PECAT9-12.S2/ACSM.1.1  Physical activity/fitness/exercise principles 
HECAT.M.HE/ACSM.1.8      Nutrition and healthy eating  
ACSM.1.8       Body composition* and weight management 
ACSM.1.2       Disease pathophysiology and risk factors/prevention* 
DSADD.1*   Stress management 
HECAT.CDC.C4,5/ACSM1.9 Human behavior and counseling 
HECAT.M.ATD     Alcohol, tobacco and other drugs 
HECAT.M.SH         Sexual health 
HECAT.M.S            Safety 
HECAT.M.V            Violence 
HECAT.M.MEH    Mental and emotional health 
DSADD.2*   Spiritual health 
DSADD.3*   Social health 
DSADD.4*   Environmental health 
 

Evaluation 
Post-Fitness Assessment  
     PECAT9-12.S2    Understanding of movement concepts, principles, strategies and                                       
    tactics as they apply to the learning and performance of physical  
                                                activities 
 
Quizzes, Exams     
     HECAT.S1    Comprehension of concepts related to health promotion and  
               disease prevention to enhance health  
 
Personal Improvement or Behavior Change Journals and/or Projects, Self-Evaluation, Reflection 
Paper Assignments  
     HECAT.S2    Analysis of influence of family, peers, culture, media, technology 
                                                and other factors on health behaviors    
     HECAT.S5    Demonstration of decision-making skills to enhance health 
     HECAT.S6    Demonstration of goal-setting skills to enhance health 
     HECAT.S7    Demonstration of health-enhancing behaviors and avoid or reduce  
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                                                health risks 
     HECAT.CDC.C4    Personal perception of risk and harmfulness of engaging in specific                                                             
    health risk behaviors and reinforcing protective factors 
     HECAT.CDC.C5   Inclusion of social pressures and influences  
     HECAT.CDC.C6    Personal competence, social competence and self-efficacy  
     HECAT.CDC.C7    Functional health knowledge that is basic, accurate, and directly 
                                                contributes to health-promoting decisions and behaviors    
     HECAT.CDC.C9    Age- and developmentally-appropriate information,  learning 
                                                strategies, teaching methods and materials  
     HECAT.CDC.C12   Opportunities to reinforce skills and positive health behaviors          
     PECAT9-12.S4    Achievement and maintenance of a health-enhancing level of  
               physical fitness 
     PECAT9-12.S6    Appreciation of physical activity for health, enjoyment,   
                                                challenge, self-expression and/or social interaction                                               
 
Wellness research paper 
     HECAT.S3    Demonstration of the ability to access valid information and    
                                                products and services to enhance health 
 
Small group discussions, activities and/or case studies  
     HECAT.S4    Demonstration of the ability to use interpersonal communication  
                                                skills to enhance health and avoid or reduce health risks 
     HECAT.CDC.C3    Inclusion of individual and group norms that support health-  
               enhancing behaviors 
     HECAT.CDC.C8    Use of strategies designed to personalize information and engage  
                                                students 
     HECAT.CDC.C13   Opportunities to make positive connections with influential others 
 
Community health advocacy/promotion project 
     HECAT.S8    Students will demonstrate the ability to advocate for personal,  
               family and community health 
*     Component added to existing criteria  
ACSM.1.__  ACSM Knowledge, Skills and Abilities.General Population.    
DSADD.__  Dissertation Study Added Component (criteria independently added by investigator)  
HECAT.CDC.C__   Health Education Curriculum Analysis Tool.Centers for Disease Control.Characteristics 

of Effective Health Education. 
HECAT.M__    Health Education Curriculum Analysis Tool.Health Topic Modules. 
HECAT.S__  Health Education Curriculum Analysis Tool.National Health Education Standards. 
PECAT9-12.S__  Physical Education Curriculum Analysis Tool for 9th-12th grade.Standards. 
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Data Analysis 

 Data collected from the content analysis was added to the already randomly selected 

cases in an Excel spreadsheet.  First, data related to the primary hypothesis was the focus.  The 

content of each of the different institutions’ CPE programming was examined and analyzed.  For 

statistical purposes, this newly acquired data was examined through the use of descriptive 

statistics.  Data related to the second hypothesis was also examined.  Likewise, the existence of 

PE requirements and CPE offerings in the selected colleges and universities was generally 

analyzed through descriptive statistics.   

 In instances of missing data, these cases were to be omitted from the content analysis.  

There was the possibility that necessary information from some institutions would not be gained 

and/or would not be capable of being matched up according to the modified content analysis 

system used in this study.  Omission of this data was not predicted to affect the overall content 

analysis.    
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CHAPTER 4 

Results and Discussion 

Introduction 

 The purpose of this dissertation study was to conduct an exploratory content analysis on 

conceptually-based PE (CPE) courses available to students in randomized baccalaureate degree-

offering colleges and universities located in the Southeastern United States.  Each of these 

institutions was screened to determine whether PE and CPE courses were offered and/or 

required, followed by a closer examination of the CPE courses.  It was hypothesized that all of 

the CPE courses would share many commonalities, as would their components, description and 

objectives, curriculum, and coursework/evaluation after content analysis.  Secondary hypotheses 

predicted the likely existence of PE (ASPE and/or CPE) in the general education requirements, 

and offering of CPE at the participating institutions.  

Results 

  This research study was designed to be a randomized exploratory content analysis 

(Higgins, 2010).  The National Center for Education Statistics (NCES) was sought as a resource 

to identify four-year general education public and private liberal arts colleges and universities in 

the Southeastern region of the United States including the states of Alabama, Arkansas, Florida, 

Georgia, Kentucky, Louisiana, Mississippi, North Carolina, South Carolina, Tennessee, Virginia 

and West Virginia.  According to NCES statistics, there were a total of 296 colleges and 

universities in this geographical area (National Center for Education Statistics, 2013a).  All 296 

institutions were assigned a number and entered into IBM’S Statistical Package for the Social 

Sciences (SPSS) (Brace, Kemp, & Snelgar, 2000).  Prior to the randomized selection, it was 
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determined that a criterion was to be used to categorize similar educational and degree-offering 

institutions.  This criterion was based on the Carnegie classification identifying baccalaureate 

degree-offering (in diverse fields or arts and sciences) institutions (National Center for Education 

Statistics, 2013b).  Multiple randomized draws finally yielded a sample of 56 of these 

institutions.  Minimally, a 30% response rate or securing data from at least 15 institutions were 

sought.   

The initial phase of the research consisted of delving into the course website, particularly 

the college bulletin or catalog.  Here, the following elements were closely surveyed:  general 

education requirements; departments; as well as course offerings and descriptions.  While 

looking at the general education core curriculum, the inclusion of PE and CPE courses were 

sought.  If a CPE course was not included among the general education curriculum requirements, 

further examination was conducted on the courses available to determine whether a CPE course 

was among the overall offering of courses.  The institution’s academic departments were also 

reviewed in search of a PE-related department, its specific offerings and associated staff, 

including the Department Chair and possible CPE instructors.  The information collected on all 

of the randomized institutions is provided in Appendix I.   

For those institutions that offered CPE courses, an introductory letter was drafted to the 

Chair for the PE-related department of each of the 41 institutions.  In this letter, the CPE 

exploratory content analysis study was introduced and a request was made for the consideration 

of participation in which.  Three to four weeks later, the letter was followed up by an email to 

each of these department heads, specifically requesting CPE course information including course 

syllabus, schedule of topics to be covered, exam copies, and any other additional course 

handouts and instructional aids used in the delivery of the course material.  Two weeks later, a 
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follow-up email was also sent to the unresponsive institutions, still seeking their participation 

and assistance.  Samples of the study introductory letter and emails are included in Appendices J, 

K, and L.   

Among the 41 institutions solicited, 20 offered assistance, for a response rate of 49%.  

The majority of the data provided came in the forms of a syllabus and topic schedule.  Hence, 

attention was focused on these two primary sources from all of the CPE courses.   

In the early stages of the data collection and analysis process, data gathered from the 

course materials provided were compared to dependent variables created from the standards 

provided by the HECAT, PECAT, KSAs, along with a small number of additions and 

modifications to the health education curricular topics.  While a few contacts provided copies of 

exams, quizzes and assignment handouts, much of the course information collected consisted 

primarily of the syllabus and topic schedule.  Therefore, these two sources were relied upon 

predominately in the content data analysis process.  The course content analysis criteria 

dependent variables examined were separated into the following sections:  components, 

description and objectives, curriculum, and evaluation.  Throughout the data analysis, key terms 

or phrases of the criteria dependent variables were sought exclusively within each section.  If 

these were not clearly or explicitly evident, further examination was conducted in an overview of 

the remaining sections.  The completed CPE content analysis assessment instrument is presented 

in Appendix M. 

Course Components 

The components of the course were focused on and compared against select HECAT and 

PECAT criteria to determine whether adequate time was allotted for instruction and learning, as 
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well as regular PA opportunities were included in the class meetings.  Based on the review of 

data concerning course components, it seemed that 100% of the examined courses provided an 

adequate period of time; all of which lasted a semester long, ranging from one to three credits.  

According to the review of these course syllabi, 75% provided regular PA participation 

opportunities once a week during the class meetings with the results being presented in Table 6. 

Course Description and Objectives 

Utilizing HECAT guidelines, course description and objectives were also analyzed on 

each of the course syllabi.  The courses exhibited many similar characteristics; 75-100% of the 

courses indicated commonalities among most of the examined variables.  These 

factors/characteristics of the course included indication of the following:  proffering of clear 

health goals and behavioral outcomes, 100%; format and material based on research and driven 

by theory, 100%; inclusion of health-enhancing individual and group norms, 90%; and 

discussion of social pressures and influences, 75%.  The one exception was the incorporation of 

culturally inclusive learning strategies and materials.  Only four institutions (20%) explicitly 

recognized culturally inclusive methods.  The results from this analysis are presented in Table 6. 

Course Curriculum 

A section of particular interest was curriculum which was scrutinized against a number of 

HECAT characteristics and health topic modules, ACSM KSAs, and proposed additions and 

modifications.  Many commonalities, as well as distinct differences were found through the 

content analysis.  The health education topics that shared similarities included:  personal health 

and wellness, 100%; PA/fitness/exercise principles, 100%; nutrition and healthy eating, 95%; 

stress management, 90%; body composition and weight management, 85%; and disease 
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pathophysiology and risk factors/prevention, 75%.  Sixty percent of the courses covered human 

behavior and counseling; and alcohol, tobacco and other drugs.  Sexual health and safety were 

common among 50% of the courses. Differences, in terms of lower percentages, were also found.  

The topic of violence was only present in 15% of the courses.  Further, the non-physical aspects 

were not a part of many CPE course curricula. Mental and emotional, and social health were only 

found in 35%, environmental health was among 20%, and spiritual health was only evident in 

15% of the courses.  The results for the curriculum analysis are displayed in Table 6. 

Course Evaluation 

Evaluation was the last section reviewed and compared against characteristics and 

standards from both the HECAT and PECAT.  A number of these coursework requirements 

listed were included in many of the CPE courses.  Exams and quizzes were common in 90% of 

the courses.  Personal improvement projects/journals or self-evaluation and reflection 

assignments were also found in 80%.  Fitness pre- and post-assessments were not as common 

and found in 55% of courses.  Likewise, small group discussions, activities and/or case studies 

were evident 40% of the examined courses.  Wellness article reviews or research papers were 

only assigned in 35% of the courses.  The community health advocacy/promotion project 

received the least interest and was cited in only one course (5%).  Results from the data analyses 

of all sections are provided in Table 6.   

Following the conclusion of the preliminary data analyses, descriptive statistics were 

used to look at both the primary and secondary hypotheses.  The primary hypothesis that was 

addressed concerning all of the CPE courses sharing many commonalities, including their 

components, description and objectives, curriculum, and coursework/evaluation after content 
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analysis was failed to be rejected.  Descriptive statistics demonstrated this with many of the 

criteria dependent variables scoring 50% or higher.  Likewise, the secondary hypothesis based on 

the likely inclusion of PE in general education requirements was also accepted with 40 out of the 

56 randomized institutions requiring PE in the general education core curriculum, for 71%.  

Furthermore, of these, 29 out of 56 (52%) specifically had a CPE requirement.   The other 

secondary hypothesis predicting the offering of CPE at each institution revealed that 41 out of 

the 56 (73%) randomized institutions offered a CPE-related course as either a required or 

elective course.  Institutional requirements and CPE course offerings related to the secondary 

hypotheses are shown in the completed assessment instrument in Appendix M.  A summary of 

all of this data is presented in Tables 6 and 7. 
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Table 6  CPE Course Content Analysis Results 
Criteria Dependent Variables                                              Institutions 

N=20 
% 

Course Components: 
Adequate time                                                                                                                                                                                                                                        
Regular PA                                                                                        
 
Description and Objectives: 
Clear health goals, behavioral outcomes                                            
Research-based, theory driven                                                                                     
Individual and group health-enhancing norms                                           
Social pressures, influences                                                                
Culturally-inclusive teaching strategies, materials                               
 
Curriculum: 
Personal health and wellness                                                              
PA/fitness/exercise principles                                                            
Nutrition and healthy eating                                                               
Body composition and weight management                                       
Pathophysiology and risk factors/prevention                                      
Stress management                                                                              
Human behavior and counseling                                                             
Alcohol, tobacco and other drugs                                                        
Sexual health                                                                                         
Safety                                                                                                   
Violence                                                                                                 
Mental and emotional health                                                                 
Spiritual health                                                                                      
Social health                                                                                          
Environmental health                                                                            
 
Evaluation: 
Fitness pre-, and post-assessment                                                                
Exams, quizzes                                                                                    
Personal improvement project; journal; self-evaluation                      
Wellness research paper                                                                        
Small group discussions, activities, case studies                                  
Community health advocacy/promotion assignment                            

 
20 
15 
 
 

20 
20 
18 
15 
  4 
 
 

20 
20 
19 
17 
15 
18 
12 
12 
10 
10 
  3 
  7 
  3 
  7 
  4 
 
 

11 
18 
16 
  7 
  8 
  1 

 
100 
  75 

 
 

100 
100 
  90 
  75 
  20 

 
 

100 
100 
  95 
  85 
  75 
  90 
  60 
  60 
  50 
  50 
  15 
  35 
  15 
  35 
  20 

 
 

  55 
  90 
  80 
  35 
  40 
   5 
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Table 7  PE Requirements/CPE Course Offerings 
Institutional Requirements/Course Offerings Institutions 

N=56 
% 

PE General Education Requirement                                                            
                                                                                               
CPE General Education Requirement                                                         
      
CPE Course Offering                                                                            

40 
 

29 
 

41 

71 
 

52 
 

73 

 

Discussion 

Results on the content of the randomized institutions’ CPE courses supported the primary 

hypothesis and indicated many commonalities.  Despite confounding factors based on 

uncertainties concerning the size of the responding institutions, the needs of their student 

population, and the related depth of their CPE and overall health and PE programming, as well as 

the precise amount of time spent covering health topics ranging from one to three credit hours, it 

was generally demonstrated that the courses from these participating institutions shared 

numerous similarities.  Many scored >50% or greater in the inclusion or reference to the selected 

characteristics, standards and guidelines of the HECAT, PECAT and ACSM KSAs.  In addition 

to commonalities, the similar content suggested that the randomized CPE courses were striving 

to incorporate the standards into the components, description and objectives, curriculum, and 

evaluation of the course; as well as follow the expert guidance of the CDC, Joint Committee on 

National Health Education Standards, NASPE, and ACSM authorities in attempt to meet health 

promotional recommendations. 

Course components indicated strong similarities.  All of the courses appeared to provide a 

sufficient amount of time for instruction and learning, as well as provided ample opportunity for 
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regular PA.  Every class examined was worth one to three credits and lasted the entire length of a 

semester, approximately 15-16 weeks.  A majority of the classes met two-three times a week.  In 

addition, most syllabi also made it evident that PA participation was a regular weekly (one 

class/week) scheduled component of the course.  It should be noted that there was a considerable 

range of credit hours between all of the courses, which questioned the true amount of course 

time.  However, despite the differences in credit hours, it seemed the courses attempted to 

coordinate time for both lecture and laboratory exercise.  Based on the results of the analysis of 

the components, it is apparent that each of the courses attempted to meet the criteria from the 

HECAT and PECAT stipulating the provision of adequate time for instruction and learning, and 

participation in regular PA were clearly demonstrated in the course components (Centers for 

Disease Control and Prevention, 2009b).  The instructional and PA opportunities of CPE 

potentially serve as a viable means of intervention against the typical decline in PA in college 

students and the short- and long-term detrimental effects to their health (K. J. Calfas et al., 2000; 

Kulinna et al., 2009; Leslie et al., 2001; Sailors et al., 2010) 

The course descriptions and objectives demonstrated many commonalities.  While these 

sections often failed to exclusively provide the sought information, the remaining sections were 

also scrutinized in order to make a determination on whether the HECAT-derived dependent 

variables were present.  Characteristics such as serving as a resource-based and theory-driven 

course stipulating clear health goals and behavioral outcomes were evident.  Individual and 

group norms, social pressures and influences were less evident and the curriculum and evaluation 

sections were often referenced to determine the inclusion of these factors.  Cultural inclusivity 

was barely identifiable in the given syllabi.  Besides an occasional reference to the recognition 

and appreciation for cultural and individual diversity, it was not directly stated.  It can be inferred 
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that all courses shared some degree of this characteristic.  However, this is a criterion that should 

be proactively integrated into the course description and objectives in attempt to address the 

importance and practice of diversity in today’s society (I. Bell, Cunningham, Caspi, Meek, & 

Ferro, 2004).   In support of the ACHA Healthy Campus 2010:  Making It Happen, CPE courses 

seem to be used to fulfill the health objectives related to education and increasing PA levels by 

introducing leading health indicators linked to public health concerns, including the 

identification of benefits and barriers to PA (American College Health Association, 2009).  

Inclusive CPE programming is serving to educate, motivate and support health behaviors and PA 

participation, which encourages students to overcome their barriers and engage in exercise, 

allowing them to garner the positive health effects and potentially accept a life-long commitment 

to the maintenance and improvement of their health (Marcus, Rakowski, et al., 1992; Marcus, 

Rossi, et al., 1992).   

An examination of each institution’s CPE course curriculum found that there were 

numerous similarities and some differences, as well.  The topics suggested by the HECAT, 

PECAT and ACSM’s KSAs were evident in nearly all curriculums:  personal health and 

wellness, PA/fitness/exercise principles, nutrition and healthy eating, and body composition and 

weight management (American College of Sports Medicine, 2010a; Centers for Disease Control 

and Prevention, 2006, 2009b).  With emphasis on PA, exercise prescription, and associated 

health behaviors as recognized components to optimal health and well-being, PE’s qualities of 

educating through the physical, along with providing instruction and support has been associated 

with successful performance in school and life (Eldar & Ayvazo, 2009).  Stress management was 

an add-on to the selected HECAT, PECAT and ACSM variables and found to be common to 

90% of the CPE programs.  The other physical aspects including disease pathophysiology and 
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risk factors/prevention, human behavior and counseling, substances, sexual health, and safety 

waned somewhat.  Surprisingly, even violence was included in very few (15%) CPE curricula.  

Least notable were the components of mental and emotional, social, environmental, and 

especially spiritual health.  This was surprising, given quite a few of the examined courses 

possessed the term “wellness” in their titles.  These non-physical health components warrant 

more attention and should be granted greater consideration if the course title implies such (I. Bell 

et al., 2004; S. R. Hawks et al., 2007; L. Taliaferro, Rienzo, Pigg, Miller, & Dodd, 2009). 

All of the aforementioned topics deserve greater attention based on the state of poor 

health and volatile environment with which college students are faced (O’Donovan, Neylan, 

Metzler, & Cohen, 2012; Roark, 1987; J. Sallis, 1991).  Due to the nature of CPE, it should be 

inclusive and projected to be even more committed to health promotional efforts, thereby 

increasing the likelihood of the adoption of successful healthy behaviors (T. M. Adams II & 

Brynteson, 1993).   

The evaluation portion of the content analysis yielded similarities but unique aspects, as 

well.  Course content criteria dependent variables originating from HECAT and PECAT guided 

this analysis.  The criteria related to the evaluation method of fitness pre- and post-assessment 

stipulated the importance of demonstrating the understanding of movement concepts, strategies 

and tactics as applied to the learning and performance of physical activities (Centers for Disease 

Control and Prevention, 2006).  Unexpectedly, only 55% of the CPE courses included fitness 

pre- and post-assessments as requirements.  It had been predicted that nearly all of the courses 

would include this important practical measure.  Without it, properly gauging the beginning and 

emerging levels of fitness, along with personal progress and development during the course 

would be lacking.  Ninety percent of all of the institutions’ CPE courses required exams and/or 
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quizzes to measure understanding of the material and comprehension of the concepts of health 

promotion and disease prevention to enhance health (Centers for Disease Control and 

Prevention, 2009b).  Many also required a personal improvement project, or minimally a journal, 

as well as self-evaluation and/or reflection paper assignments, documenting individual 

understanding and growth throughout the duration of the course.  Approximately 80% of the 

courses required such coursework in attempt to foster the student’s analysis of social, media and 

other pressures and influences on health behaviors; ability to use decision-making, goal-setting 

skills in the implementation of health enhancing behaviors; facilitation of an increased personal 

perception of risk and reinforcing protective, preventive measures; development of personal 

competence and self-efficacy; provision of functional health knowledge and opportunities to 

reinforce skills and positive health behaviors; capability to value PA for health, enjoyment and 

self-expression; and encouragement for achievement of a health-enhancing physical fitness level 

(Centers for Disease Control and Prevention, 2006, 2009b).  This course experience potentially 

facilitates self-awareness and recognition of influences, challenges, and benefits associated with 

PA and healthy behavior, thereby increasing students’ motivation and success in PA 

participation and health improvement (CB Corbin & Laurie, 1978; Harne, 2005).  Less than half 

of the courses required wellness article reviews and/or research papers demonstrating health 

literacy as recommended by HECAT in efforts to engage students in accessing valid information, 

products, and services to enhance health (Centers for Disease Control and Prevention, 2009b).  

This is a component that deserves greater attention.  Besides self-awareness and improvement, 

CPE students need to be knowledgeable and confident as health consumers to increase the 

likelihood of responsible, healthy decision-making (Carr & Walker, 1968; CB Corbin & Laurie, 

1978).  In accordance with the HECAT-related variables including the ability to use 
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interpersonal communication skills and strategies designed to personalize information and 

engage students, identification of individual and group norms in support of health-enhancing 

behaviors, and provision of opportunities to positively connect with influential others, the use of 

small group discussions, activities, and/or case studies were also fairly prevalent (Centers for 

Disease Control and Prevention, 2009b).  Such activities have proven advantageous in utilizing 

interpersonal communication, and individual, group and social norms to avoid or reduce health 

risks and enhance health (Leslie et al., 2001; Marcus, Rakowski, et al., 1992).  An interesting 

evaluation method was referenced by one of HECAT’s standards advocating for students to 

promote personal, family and community health (Centers for Disease Control and Prevention, 

2009b).  This consisted of an assignment based on community health advocacy/promotion.  Only 

one of the 20 CPE courses required this type of requirement.  Health advocacy/promotion 

coursework should be considered by more institutions’ courses.  A service-learning opportunity 

such as this can potentially have an indelible personal impact on the student and altruistic, 

meaningful impression on the population served through advocating for personal, family, 

campus, community and global health (S. R. Hawks et al., 2007).   

In summary, the primary hypothesis concerning all of the examined CPE courses sharing 

many commonalities was proven true.  Following the content analysis, descriptive statistics 

demonstrated similarities among the courses’ components, descriptions and objectives, 

curriculum, and evaluation.  Many of the examined course content criteria dependent variables 

scored 50% or higher, indicating commonalities among the examined CPE courses.   

Results demonstrated a fairly optimal perspective on the importance of PE and CPE.  

From the findings of this study, it can be concluded that the proposed secondary hypotheses of 

the likely inclusion of PE in the general education core curriculum and offering of CPE can be 
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accepted.  Based on the preliminary research conducted on all of the 56 randomized institutions, 

71% required PE as an integral component of their general education curriculum.  In fact, 52% of 

these same institutions required CPE, specifically, as a part of their general education 

requirements.  With this percentage (52%), it is encouraging to see recognition of the vital 

importance of CPE programming as a specific, notable part of general education.  Further, it was 

also quite favorable to find CPE offerings available at approximately 73% of the randomized 

institutions.  This study yielded comparable results to earlier studies (Kulinna et al., 2009; 

Trimble & Hensley, 1990).  In fact, it demonstrated a higher percentage of available CPE course 

offerings than Trimble and Hensley’s results finding that approximately 50% of colleges and 

universities offered CPE and 33% accepted it as a general education requirement in 1990.  

Paralleled growth was also evident with 60% of higher education institutions offering CPE by 

2000, and 73% currently, according to this study sample; though it appears that growth may have 

spiked at 90% in 2009 (Kulinna et al., 2009).  Despite the slight decrease, CPE in higher 

education still remains high.  However, even this decrease demonstrates the need for continued 

research and support in order to maintain and support CPE programming. 

There were a number of confounders that arose during the content analysis process.  

There were varying sizes and student populations of the participating institutions that may have 

affected the breadth and depth of the associated PE and CPE programming.  Upon examination, 

the courses all ranged between one to three credit hours, which also affected the amount of time 

available spent on each health topic and the total material possible to cover within a semester.   

While all of the examined institutions and PE/CPE courses supported the hypotheses of 

this study, there is still room for improvement and further expansion of future study and 

programming.  Additional study is warranted and should focus on efforts to establish standards, 

66



guidelines and competencies specifically for CPE programming; develop a systematic content 

analysis method for this unique type of programming; and standardize the size and scope of the 

participating institutions during the research process, including the recognition of the student 

population’s needs and course credit hour.  In addition, future CPE programming could benefit 

from standardized programming as established by agencies directly concerned with CPE in 

higher education; and the availability of sequential CPE courses that could offer further 

opportunity to cover, as well as concentrate on more health and PE topics.   
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CHAPTER 5 

Summary, Conclusion and Recommendations 

Summary 

The widespread prevalence of physical inactivity among the majority of the American 

population, including college students, poses an ominous risk to public health and requires 

serious intervention.  While the US government and collaborating agencies have spearheaded a 

number of health promotional efforts, quite possibly one of the most effective methods is 

educational programming.  All youth should have some exposure to health and PE throughout 

their formative primary and secondary school years.   

However, such an integral educational component needs to be continued and re-visited 

during higher education, as well.  Colleges and universities have offered courses in PE focusing 

on physical and skill development since the early 1800s, and declaring them as a requirement 

since post-World War II (Mitchell, 2012).  Eventually, conceptually-based PE (CPE) courses 

were developed as an alternative to provide further activity and educational opportunity for the 

general college student population.  In fact, many institutions have increasingly offered CPE as 

an elective course and even a requirement into the general education core curriculum.  This 

conceptually-based programming has grown to educate students about the importance of a 

physically active lifestyle, as well as provide strategies and support to encourage PA and 

exercise with its experiential and intellectual qualities.  At this level, it can serve as a viable, 

feasible means of intervention, since young adults are particularly more likely to engage in 

unhealthy behavior, and vulnerable to continue to do so over the life span (Sailors et al., 2010).  

Such programming has sought to reach and influence a large population of adults, providing 
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education and motivation to encourage healthier behaviors, especially the adoption of PA into 

their lifestyle (Fischer & Bryant, 2008).   

Besides the more notable studies including Project GRAD, ARTEC Project, Project 

TEAM and the TIGER Study, other research supports CPE (Buckworth, 2001; Leslie et al., 

2001; Sailors et al., 2010; J. Sallis et al., 1999).  It has been reported in some literature that there 

are numerous effective conceptually-based PE programs that have proved successful in 

combatting physical inactivity in the young adult college student population (T. Adams II, 1992; 

T. M. Adams II & Brynteson, 1993; Buckworth, 2001; Carr & Walker, 1968; CB Corbin & 

Laurie, 1978; Flath & Leigh, 1966; Gibson, 1975; Going, 1984; Hallatt, 1967; Laurie, 1981; 

Leslie et al., 2001; Pearman et al., 1997; Sailors et al., 2010; J. Sallis et al., 1999; Slava & 

Corbin, 1984; Terry & Johnson, 1977; Trimble & Hensley, 1990). 

This study explored and analyzed the content of conceptually-based PE (CPE) courses 

available to students in colleges and universities located in the Southeastern United States.  The 

CPE courses were analyzed to determine commonalities among the programs.  In addition, the 

possibility of the presence of PE requirements (including ASPE and CPE) was examined, along 

with the availability of a CPE course at each institution.  

CPE course information data, mostly in the form of syllabi and topic schedules, was 

collected from 20 of the 41 randomized institutions that offered CPE and compared to standards 

provided by the HECAT, PECAT, KSAs, and a small number of additions and modifications to 

the health education curricular topics.  The course content analysis criteria dependent variables 

examined were separated into the following sections:  components, description and objectives, 

curriculum, and evaluation.  Throughout the data analyses, key terms or phrases of the criteria 
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dependent variables were sought exclusively within each section.  If these were not clearly or 

explicitly evident, further examination was conducted in an overview of the remaining sections.  

When the course components concerning adequate time allotted for instruction and 

learning, as well as regular PA opportunities were examined, they seemed to be included in the 

class meetings for nearly all of the courses.  Based on the review of data relative to course 

components, it seems that 100% of the courses examined provided an adequate period of time; 

all of which lasted a semester long, ranging from one to three credits.  According to the review of 

these course syllabi, 75% provided regular weekly PA participation opportunities during the 

class meetings. 

Course description and objectives were also examined exclusively on each of the course 

syllabi to determine demonstration of clearly stated health goals and behavioral outcomes; 

formats and material based on research and driven by theory; inclusion of health enhancing 

individual and group norms; discussion of social pressures and influences; and incorporation of 

culturally inclusive learning strategies and materials.  The examined courses exhibited many of 

these characteristics.  However, culturally inclusive methods were less apparent on the syllabus.   

Curriculum was scrutinized against a number of HECAT characteristics and health topic 

modules, ACSM KSAs, and a few additions and modifications which were included.  The 

following health education topics were sought:  personal health and wellness; PA/fitness/exercise 

principles; nutrition and healthy eating; body composition and weight management; 

pathophysiology and risk factors/prevention; human behavior and counseling; alcohol, tobacco 

and other drugs; sexual health; safety; violence; and mental and emotional health.  Additional 

characteristics/topics included stress management as well as spiritual, social and environmental 
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health aspects.  Basic health promotional topics such as PA, nutrition and weight management, 

and stress management were shared among most institution’s CPE courses.  Other physical 

health-related dimensions waned somewhat, with a fairly low emphasis on the non-physical 

aspects including mental and emotional, spiritual, social, and environmental health.   

Evaluation was the last section reviewed.  As expected, exams and quizzes assessing 

students’ understanding of the course material were prevalent among almost all of the CPE 

courses.  Another common method of evaluation was self-awareness/improvement coursework, 

providing students the opportunity to monitor their behavior and apply concepts learned in the 

classroom to facilitate behavior change and health improvement.  Less common were fitness pre- 

and post-assessments, which were required in only half of the courses, along with small group-

based discussions and activities, and research papers which received less attention.  A 

community health advocacy/promotion requirement was found in only one of the twenty courses 

examined among the responding institutions. 

Following the conclusion of the preliminary data analyses, descriptive statistics were 

used to look at both the primary and secondary hypotheses.  The primary hypothesis was 

accepted; all of the CPE courses shared many commonalities.  Descriptive statistics revealed that 

many of the content criteria dependent variables scored 50% or higher, indicating commonalities.  

Likewise, the same descriptive statistics sufficed in accepting the secondary hypotheses.  Based 

on the data collected and analyzed, 40 out of the 56 randomized institutions included a PE 

requirement as a part of their general education, for 71%.  Furthermore, of these, 29 out of 56 

(52%) specifically had a CPE requirement.   The other secondary hypothesis regarding the 

offering of CPE at each institution revealed that 73% of the randomized institutions offered CPE 

as either a required or elective course.   
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Conclusion 

 This study yielded the following conclusions: 

1. This sample of courses shared many commonalities which could suggest the 

generalization that most CPE courses are grounded by research and driven by theory, 

with clearly stated health goals and behavioral outcomes; last the duration of a 

semester and include regular PA; focus on physical health-related curriculum topics; 

and base evaluation on primarily exams and quizzes, and self-improvement 

coursework. 

2. PE/CPE is an important component of higher education, with the majority of the 

baccalaureate degree-offering institutions in this sample including PE in their general 

education requirements.  In addition, most offered CPE, with nearly half of these 

institutions specifically requiring a CPE course. 

3. CPE extends students both the classroom concepts and lecture component with the 

experiential opportunity to participate in healthy activity, thereby encouraging life-

long habits of regular PA and behaviors leading to improved health and well-being.   

4. CPE principles should continue to be implemented to include health, PE, along with 

PA and exercise recommendations at the higher educational level for maximum 

effectiveness. 

5. CPE is a very effective measure in positively impacting the lives of college students 

enrolled in the course, as well as combatting physical inactivity among this 

population of vulnerable young adults.   

6. Further study is warranted into the curricular content of CPE courses to bolster 

present and future CPE programming.   
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Recommendations 

Based on the findings of this study, the following recommendations are suggested for future 

research: 

1. Develop a content analysis system specifically intended to evaluate and compare CPE 

courses in higher education.  

2. Attempt to standardize size and scope of institutions from which data are sought. 

3. Form a collegial relationship with participating institutions in efforts to attain entire 

request of course materials including the syllabus, topic schedule, exam copies, 

coursework and other instructional aids.  This might include additional contact and/or 

visibility at health- and PE-related research and professional development 

opportunities. 

4. Request access to CPE instructors’ on-line classroom management platforms to gain 

additional course materials and perspective into the manner in which the courses were 

taught.    

5. Inquire about the student enrollment in each course. 

6. Use a panel of investigators designated to review all of the course materials, rather 

than just one primary investigator. 

 
 
 
 
 
 
 
 

73



References 
 

Adams II, T. (1992). A comparison of attitudes and exercise behaviors of alumni from 

universities with varying degrees of physical education programs. Research Quarterly for 

Exercise and Sport.  

Adams II, T. M., & Brynteson, P. (1993). The effects of conceptually based physical education 

programs on attitudes and exercise habits of college alumni after 2-11 years of follow-up. 

Research Quarterly for Exercise and Sport, 64(2), 208-214.  

Adams, T. (1995). The effects of two types of required physical education programs on attitudes 

and exercise habits of college alumni. Physical Educator.  

American College Health Association (Producer). (2009). Healthy Campus 2010. American 

College Health Association. Retrieved from 

http://www.acha.org/info_resources/hc2010.cfm 

American College Health Association. (2012a). ACHA Guidelines, Recommendations, and 

White Papers  Retrieved September 10, 2012, from 

http://www.acha.org/publications/guidelines_whitepapers.cfm 

American College Health Association. (2012b). American College Health Association-National 

College Health Assessment II:  Group Data Report Spring 2012. Hanover, MD: 

American College Health Association. 

American College of Sports Medicine. (2010a). ACSM's Guidelines for Exercise Testing and 

Prescription (Eighth ed.). Philadelphia: Lippincott, Williams & Wilkins. 

American College of Sports Medicine. (2010b). ACSM's Resource Manual for Guidelines for 

Exercise Testing and Prescription (Sixth ed.). Philadelphia: Lippincott, Williams & 

Wilkins. 

74

http://www.acha.org/info_resources/hc2010.cfm
http://www.acha.org/publications/guidelines_whitepapers.cfm


American College of Sports Medicine (Producer). (2012a). About ACSM Media Room. 

American College of Sports Medicine. Retrieved from http://www.acsm.org/about-

acsm/media-room/news-releases/2011/08/01/acsm-aha-support-federal-physical-activity-

guidelines 

American College of Sports Medicine. (2012b). Access Public Information  Retrieved September 

7, 2012, from http://www.acsm.org/access-public-information/search-by-topic 

Bagoien, T. E., Halvari, H., & Nesheim, H. (2010). Self-determined motivation in physical 

education and its links to motivation for leisure-time physical activity, physical activity, 

and well-being in general. Perceptual and Motor Skills, 407-432.  

Bandura, A. (1991). Social cognitive theory of self-regulation. Organizational Behavior and 

Human Decision Processes, 50.  

Barrett, K., Ann, S., Sheehan, Anne M. (1991). Content development patterns over a 2-year 

period as indicated from written lesson plans. Journal of Teaching in Physical Education, 

11, 79-102.  

Bell, I., Cunningham, V., Caspi, O., Meek, P., & Ferro, L. (2004). Development and validation 

of a new global well-being outcomes rating scale for integrative medicine research. BMC 

Complementary and Alternative Medicine, 4(4). Retrieved from 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC343287/ 

Bell, I., Caspi, O.C., Meek, P., Ferro, L. (2004). Development and validation of a new global 

well-being outcomes rating scale for integrative medicine research. BMC Complementary 

and Alternative Medicine.  

75

http://www.acsm.org/about-acsm/media-room/news-releases/2011/08/01/acsm-aha-support-federal-physical-activity-guidelines
http://www.acsm.org/about-acsm/media-room/news-releases/2011/08/01/acsm-aha-support-federal-physical-activity-guidelines
http://www.acsm.org/about-acsm/media-room/news-releases/2011/08/01/acsm-aha-support-federal-physical-activity-guidelines
http://www.acsm.org/access-public-information/search-by-topic
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC343287/


Belstock, S., Gregory, N., Carpenter, Carrie M., Tucker, Lindsey. (2008). Using alcohol to sell 

cigarettes to young adults:  A content analysis of cigarette advertisements. Journal of 

American College Health, 56(4), 383-389.  

Blair, S., Kohl III, H., Barlow, C., Paffenbarger, R., Gibbons, L., & Macera, C. (1995). Changes 

in physical fitness and all-cause mortality. Journal of American Medical Association.  

Blair, S. N., Kampert, J. B., Kohl, H. W., Barlow, C. E., Macera, C. A., Paffenbarger, R. S., & 

Gibbons, L. W. (1996). Influences of cardiorespiratory fitness and other precursors on 

cardiovascular disease and all-cause mortality in men and women. Journal of the 

American Medical Association, 276(3).  

Blair, S. N., Kohl, H. W., Barlow, C. E., Paffenbarger, R. S., Gibbons, L. W., & Macera, C. A. 

(1995). Changes in physical fitness and all-cause mortality:  A prospective study of 

healthy and unhealthy men Journal of the American Medical Association, 273(14).  

Blair, S. N., Kohl, H. W., Paffenbarger, R. S., Clark, D. G., Cooper, K. H., & Gibbons, L. W. 

(1989). Physical fitness and all-cause mortality:  A prospective study of healthy men and 

women. Journal of American Medical Association, 262(17).  

Blais, M. (2008). A health passport to promote children's regular practice of physical activity 

outside of school. Journal of Teaching in Physical Education, 27, 416-433.  

Brace, N., Kemp, R., & Snelgar, R. (2000). SPSS for Psychologists:  A Guide to Data Analysis 

Using SPSS for Windows (versions 8, 9 and 10). Mahwah, NJ: L Erlbaum Associates. 

Brownson, R., Eyler, A., King, A., Brown, D., Shyu, Y., & Sallis, J. (2000). Patterns and 

correlates of physical activity among US women 40 years and older. American Journal of 

Public Health, 90(2), 264-270.  

76



Buckworth, J. (2001). Exercise adherence in college students:  Issues and preliminary results. 

Quest, 53(3).  

Calfas, K., Sallis, J., Lovato, C., & Campbell, J. (1994). Physical activity and its determinants 

before and after college graduation. Medicine, Exercise, Nutrition, and Health, 3, 12.  

Calfas, K. J., Sallis, J. F., Nichols, J. F., Sarkin, J. A., Johnson, M. F., Caparosa, S., . . . Alcaraz, 

J. E. (2000). Project GRAD:  Two-year outcomes of a randomized controlled physical 

activity intervention among young adults. American Journal of Preventive Medicine, 

18(1), 28-37.  

Carr, W., & Walker, W. (1968). Adapting "foundations" to the small liberal arts college program. 

Physical Educator, 25.  

Carson, R. L., & Chase, M. A. (2009). An examination of physical education teacher motivation 

from a self-determination theoretical framework. Physical Education and Sport 

Pedagogy, 14(4).  

Casperson, C., Powell, K., & Christenson, G. (1985). Physical activity, exercise, and physical 

fitness:  definitions and distinctions for health-related research  Retrieved June 25, 2012, 

from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1424733/ 

Centers for Disease Control and Prevention. (2006). Physical Education Curriculum Analysis 

Tool (PECAT).  Atlanta, GA: Centers for Disease Control and Prevention Retrieved from 

http://www.cdc.gov/healthyyouth/pecat/pdf/PECAT.pdf. 

Centers for Disease Control and Prevention (Producer). (2009a). Behavioral Risk Factor 

Surveillance System. CDC. Retrieved from 

http://apps.nccd.cdc.gov/brfss/page.asp?yr=2009&state=All&cat=PA#PA 

77

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1424733/
http://www.cdc.gov/healthyyouth/pecat/pdf/PECAT.pdf
http://apps.nccd.cdc.gov/brfss/page.asp?yr=2009&state=All&cat=PA#PA


Centers for Disease Control and Prevention. (2009b). Health Education Curriculum Analysis 

Tool (HECAT) Overview   

Centers for Disease Control and Prevention (Producer). (2009c, October 14). Healthy People 

2020. Centers for Disease Control and Prevention. Retrieved from 

http://www.cdc.gov/nchs/healthy_people/hp2020.htm 

Centers for Disease Control and Prevention (Producer). (2011a, November 8). Healthy People 

2010. Centers for Disease Control and Prevention. Retrieved from 

http://www.cdc.gov/nchs/healthy_people/hp2010.htm 

Centers for Disease Control and Prevention. (2011b). Youth Risk Behavior Surveillance - United 

States, 2011. In M. a. M. W. Report (Ed.), (Vol. 61, pp. 35-36). Atlanta, GA. 

Centers for Disease Control and Prevention. (2012a). Characteristics of an Effective Health 

Education Curriculum. Adolescent and School Health  Retrieved September 10, 2012, 

from http://www.cdc.gov/healthyyouth/sher/characteristics/ 

Centers for Disease Control and Prevention. (2012b). Facts about Physical Activity. Adolescent 

and School Health  Retrieved March 26, 2013, from 

http://www.cdc.gov/physicalactivity/data/facts.html 

Commission on Accreditation of Allied Health Education Programs. (2009). Standards and 

Guidelines for the Accreditation of Educational Programs in Exercise Science. Standards 

and Guidelines, 1-9. Retrieved from Commission on Accreditation of Allied Health 

Education Programs website: http://www.caahep.org/documents/file/For-Program-

Directors/ES_Standards.pdf 

Conner, M., & Norman, P. (2005). Predicting Health Behaviour:  Research and Practice with 

Social Cognition Models. Buckingham, UK: Open University Press. 

78

http://www.cdc.gov/nchs/healthy_people/hp2020.htm
http://www.cdc.gov/nchs/healthy_people/hp2010.htm
http://www.cdc.gov/healthyyouth/sher/characteristics/
http://www.cdc.gov/physicalactivity/data/facts.html
http://www.caahep.org/documents/file/For-Program-Directors/ES_Standards.pdf
http://www.caahep.org/documents/file/For-Program-Directors/ES_Standards.pdf


Corbin, C., & Laurie, D. (1978). Exercise for a lifetime:  An educational effort. Physician and 

Sports Medicine.  

Corbin, C., & Lindsey, R. (2005). Fitness for Life (5th ed.). Champaign, IL: Human Kinetics. 

Corbin, C. B., Welk, G. J., Corbin, W. R., & Welk, K. A. (2006). Concepts of Physical Fitness:  

Active Lifestyles for Wellness, 7th edition. Boston: McGraw-Hill. 

Dale, D., Corbin, C., & Dale, K. (2000). Restricting opportunities to be active during school 

time:  do children compensate by increasing physical activity levels after school? 

Research Quarterly for Exercise and Sport, 71(3).  

Deci, E., & Ryan, R. (2000). The "what" and "why" of goal pursuits:  Human needs and self-

determination of behavior. Psychological Inquiry, 11, 227-268.  

Deci, E., & Ryan, R. M. (1985). Intrinsic Motivation and Self-Determination in Human 

Behavior. New York: Plenum Press. 

Eldar, E., & Ayvazo, S. (2009). Educating through the physical -- rationale. Education and 

Treatment of Children 32(3), 16.  

Ermler, K., Kovar, S., & Reinders, S. (1993). The effect of three different lifetime fitness class 

structures on various fitness parameters. Physical Educator, 50(1).  

Eyler, A., & Vest, J. e. a. (2002). Environmental, policy, and cultural factors related to physical 

activity in a diverse sample of women:  The Women's Cardiovascular Health Network 

Project--summary and discussion. Women's Health, 36(2).  

Fischer, D. V., & Bryant, J. (2008). Effect of certified personal trainer services on stage of 

exercise behavior and exercise mediators in female college students. Journal of American 

College Health, 56(4), 8.  

Flath, A., & Leigh, R. (1966). "Know why" in basic instruction. Physical Educator, 23.  

79



Franko, D., Tara, M., Trant, M., Green, T. C., Rancourt, D., Thompson, D., . . . Ciccazzo, M. 

(2008). Motivation, self-efficacy, physical activity and nutrition in college students:  

Randomized controlled trial of an internet-based program. Preventive Medicine 47(4).  

Gibson, B. (1975). An Evaluation of a Lecture-Laboratory Program of Physical Education 

Kansas State University. 

Going, W. (1984). The Lifetime Participation Objective of a Required Physical Education 

Program. University of Georgia-Athens. 

Hallatt, D. (1967). The "hows" or "whys":  Which comes first? Physical Educator.  

Harne, A., Walter, R. (2005). The benefits of and barrier to strength training among college-age 

women. Journal of Sport Behavior, 28(2), 16.  

Harnisch, T. L. (2011). Performance-based Funding:  A Re-Emerging Strategy in Public Higher 

Education Financing. In A. H. E. P. Brief (Ed.), Policy Matters: American Association of 

State Colleges and Universities. 

Hatfield, E., Rapson, R.L. (1993). Emotional contagion. Current Directions in Psychological 

Science 2, 96-99.  

Hawks, S. R., Smith, T., Thomas, H. G., Christley, H., S, Meinzer, N., & Pyne, A. (2007). The 

forgotten dimensions in health education research. Health Education Research, 23(2).  

Hawks, S., Thomas, H.G., Christley, H.S., Meinzer, N., Pyne, A. (2007). The forgotten 

dimensions in health education research. Health Education Research, 319-324.  

Higgins, S., Lara L., Yew, Ann., Bratseth, Christopher D., McLeod, Nicole. (2010). Wellness 

101:  Health education for the university student   Health Education, 110(4), 309-327.  

Hughes, J. (2004). Psychological effects of habitual exercise:  A critical review. Preventive 

Medicine, 13(1).  

80



Jacobson, D., & Mazurek, B. (2010). A primary care health choices intervention program for 

overweight and obese school-age children and their parents. Journal of Pediatric Health 

Care, 26(2).  

Johnston, M. (2005). Means and meanings in health psychology. European Health Psychologist, 

6-8.  

Joint Committee on National Health Education Standards. (2007). National Health Education 

Standards:  Achieving Excellence (2nd edition ed.). Atlanta, GA: American  Cancer 

Society. 

Koka, A., & Hagger, M. S. (2010). Perceived teaching behaviors and self-determined motivation 

in physical education:  A test of self-determination theory. Research Quarterly for 

Exercise and Sport, 81(1).  

Kulinna, P., Warfield, W., Jonaitis, S., Dean, M., & Corbin, C. (2009). The progression and 

characteristics of conceptually based fitness/wellness courses at American universities 

and colleges. Journal of American College Health, 58(2), 127-131.  

Landers, D. (1997). The influence of exercise on mental health. Research Digest, 2(12).  

Laurie, D. R. (1981). Knowledge, attitudes, and reported behavior before and after a lecture-

laboratory physical fitness class. Physical Educator, 38(1), 50-54.  

Leslie, E., Sparling, P. B., & Owen, N. (2001). University campus settings and the promotion of 

physical activity in young adults:  Lessons from research in Australia and the USA 

Health Education, 101(3), 116-125.  

Marcus, B., Rakowski, W., & Rossi, J. (1992). Assessing motivational readiness and decision-

making for exercise. Health Psychology, 11(4), 257-261.  

81



Marcus, B., Rossi, J., Selby, V., Niaura, R., & Abrams, D. (1992). The stages and processes of 

exercise adoption and maintenance in a worksite sample. Health Psychology, 11(6), 386-

395.  

Mitchell, M. (2012). Physical Education - OVERVIEW, PREPARATION OF TEACHERS  

Retrieved June 25, 2012, from http://education.stateuniversity.compages/2324/Physical-

Education.html 

Morrison, R., Rory C. (2005). Predicting psychological distress in college students:  The role of 

rumination and stress. Journal of Clinical Psychology, 61(4), 447-460.  

Myers, D., Zasha, R., Anzaldua, N., & Trinidad, M. L. (2011). Exercise intervention at a 

hispanic-serving institution. College Student Journal, 45.  

National Association for Sport and Physical Education. (2004). Moving Into the Future:  

National Standards for Physical Education (2nd edition ed.). Reston, VA: National 

Association for Sport and Physical Education. 

National Center for Education Statistics. (2013a). College Navigator  Retrieved March 5, 2013, 

2013, from 

http://nces.ed.gov/collegenavigator/?s=AL+AR+FL+GA+KY+LA+MS+NC+SC+TN+V

A+WV&l=93&ic=1 

National Center for Education Statistics. (2013b). Glossary  Retrieved March 5, 2013, 2013, 

from http://nces.ed.gov/ipeds/glossary/index.asp?id=101 

National Commission for Health Education Credentialing. (2010). Responsibilities and 

Competencies for Health Education Specialists, 2012, from 

http://www.nchec.org/credentialing/responsibilities/ 

82

http://education.stateuniversity.compages/2324/Physical-Education.html
http://education.stateuniversity.compages/2324/Physical-Education.html
http://nces.ed.gov/collegenavigator/?s=AL+AR+FL+GA+KY+LA+MS+NC+SC+TN+VA+WV&l=93&ic=1
http://nces.ed.gov/collegenavigator/?s=AL+AR+FL+GA+KY+LA+MS+NC+SC+TN+VA+WV&l=93&ic=1
http://nces.ed.gov/ipeds/glossary/index.asp?id=101
http://www.nchec.org/credentialing/responsibilities/


National Institutes of Health. (1998). Clinical guidelines on the identification, evaluation, and 

treatment of overweight and obesity in adults:  The evidence report. Obesity Research, 

6(Supplement 2).  

Nicklas, B., Jill, E., Legault, C., Leng, I., & Rejeski, W. (2012). Intervening on spontaneous 

physical activity to prevent weight regain in older adults:  Design of a randomized, 

clinical trial. Contemporary Clinical Trials, 33(6).  

O’Donovan, A., Neylan, T., Metzler, T., & Cohen, B. E. (2012). Lifetime exposure to traumatic 

psychological stress is associated with elevated inflammation in the Heart and Soul 

Study. Brain, Behavior & Immunity, 642-649.  

Ogden, C., Margaret, D., Curtin, L. R., Lamb, M. M., & Flegal, K. M. (2010). Prevalence of high 

body mass index in US children and adolescents, 2007-2008. Journal of the American 

Medical Association, 303(3).  

Orbell, S. (2004). Intention-Behaviour Relations:  A self-regulation perspective. London: 

Psychology Press. 

Paffenbarger, R., Hyde, R., Wing, A., Lee, I., Jung, D., & Kampert, J. (1993). The association of 

changes in physical-level and lifestyle characteristics with mortality among men. Journal 

of American College Health, 328(8), 538-545.  

Paffenbarger, R., Wing, A., & Hsieh, C. (1986). Physical activity, all-cause mortality, and 

longevity of college alumni. New England Journal of Medicine, 314(10), 605-613.  

Pearman, S., Valois, R., Sargent, R., Saunders, R., Drane, J., & Macera, C. (1997). The impact of 

a required college health and physical education course on the health status of alumni. 

Journal of American College Health, 46(2), 77-85.  

83



Powell, F. (1989). The Origin and Impact of the Health and Physical Education 10 Course at 

Furman University. Furman University. 

Powers, S., Stephen L., Jackson, Erica M. (2011). Total Fitness and Wellness (5th ed.). San 

Francisco, CA: Pearson Education. 

Reichert, F., Aluisio, J., Domingues, M. R., & Hallal, P. C. (2007). The role of perceived barriers 

to engagement in leisure-time physical activity. American Journal of Public Health, 

97(3).  

Roark, M. (1987). Preventing violence on college campuses. Journal of Counseling and 

Development, 65(7).  

Ryan, R. M., & Deci, E. L. (2000). Self-determination theory and the facilitation of intrinsic 

motivation, social development, and well-being. American Psychologist, 55(1), 68-78.  

Sailors, M. H., Jackson, A. S., McFarlin, B. K., Turpin, I., Ellis, K. J., Foreyt, J. P., . . . Bray, M. 

S. (2010). Exposing college students to exercise:  The training interventions and genetics 

of exercise response (TIGER) study. Journal of American College Health, 59(1), 13-20.  

Sallis, J. (1991). Physical education's role in public health. Research Quarterly for Exercise and 

Sport, 62(2), 124-137.  

Sallis, J., Calfas, K., Nichols, J. F., Sarkin, J., Johnson, M., Caparosa, S., . . . Alcaraz, J. (1999). 

Evaluation of a university course to promote physical activity:  Project GRAD. Research 

Quarterly for Exercise and Sport, 70(1), 1-10.  

Sallis, J. F., Calfas, K. J., Alcaraz, J. E., Gehrman, C., & Johnson, M. F. (1999). Potential 

mediators of change in physical activity promotion course for university students:  

Project GRAD. Annals of Behavioral Medicine, 21(2), 149-158.  

84



Sas-Nowosielski, K. (2008). Participation of youth in physical education from the perspective of 

self-determination theory. Human Movement, 9(2), 134-141.  

Schrop, S., Brian, F., McCord, G., Gil, K. M., Stockton, L., McNatt, J., & Gilchrist, V. J. (2006). 

The medically underserved:  Who is likely to exercise and why? Journal of Health Care 

for the Poor and Underserved, 17(14).  

Seefeldt, V., & Clark, M. (2002). Factors affecting levels of physical activity in adults. Sports 

Medicine, 32(3).  

Serdula, M., Coates, R., Freedman, D., Williamson, D., & Byers, T. (1993). Do obese children 

become obese adults?  A review of the literature. Preventive Medicine, 22(2).  

Shen, B., McCaughtry, N., & Martin, J. (2007). The influence of self-determination in physical 

education on leisure-time physical activity behavior. Research Quarterly for Exercise 

and Sport 78(4), 328-338.  

Slava, S., & Corbin, C. (1984). Long-term effects of a conceptual physical education program. 

Research Quarterly for Exercise and Sport, 55(2), 161-168.  

Sparling, P. (2003). College physical education an unrecognized agent of change in combating 

inactivity-related diseases. Perspectives in Biology and Medicine, 46(4), 579-587.  

Sparling, P., & Snow, T. K. (2002). Physical activity patterns in recent college alumni. Research 

Quarterly for Exercise and Sport, 73(2), 200-205.  

Standage, M., Duda, J. L., & Ntoumanis, N. (2003). A model of contextual motivation in 

physical education:  Using constructs from self-determination and achievement goal 

theories to predict physical activity intentions. Journal of Educational Psychology, 95(1), 

97-110.  

85



Standage, M., & Ryan, R. (2012). Self-determination theory and exercise motivation:  

Facilitating self-regulatory processes to support and maintain health and well-being. In G. 

Roberts & D. Treasure (Eds.), Advances in Motivation in Sport and Exercise (3rd ed., pp. 

233-270). Champaign, IL: Human Kinetics. 

Stemler, S. (2001). An overview of content analysis. Practical Assessment, Research & 

Evaulation, 7(17). Retrieved from http://pareonline.net/getvn.asp?v=7&n=17 

Stephens, T., & White, C. (1985). A descriptive epidemiology of leisure-time physical activity. 

Public Health Reports, 100(2), 147-158.  

Sun, H., & Chen, A. (2010). A pedagogical understanding of the self-determination theory in 

physical education. Quest, 62(4), 364-384.  

Taliaferro, B. (2009). Spiritual well-being and suicidal ideation among college students. Journal 

of American College Health, 83-90.  

Taylor, C., James, F., & Needle, R. (1985). The relation of physical activity and exercise to 

mental health. Public Health Reports, 100(2).  

Terry, J., & Johnson, D. (1977). Changing habits by changing attitudes. Journal of Physical 

Education, Recreation and Dance.  

Trimble, R. T., & Hensley, L. D. (1990). Basic instruction programs at four-year colleges and 

universities. Journal of Physical Education, Recreation and Dance.  

US Department of Health and Human Services. (1996). Physical Activity and Health:  A Report 

of the Surgeon General Atlanta,GA: US Department of Health and Human Services. 

US Department of Health and Human Services. (2000). Healthy People 2010. Washington, DC: 

US Department of Health and Human Services. 

86

http://pareonline.net/getvn.asp?v=7&n=17


US Department of Health and Human Services. (2008). 2008 Physical Activity Guidelines for 

Americans. Washington, DC: US Department of Health and Human Services. 

US Department of Health and Human Services. (2010). US National Physical Activity Plan. 

Vlachopoulos, S. P., Kaperoni, M., & Moustaka, F. C. (2011). The relationship of self-

determination theory variables to exercise identity. Psychology of Sport and Exercise, 

12(3), 265-272.  

Wankel, L., & Bonnie, G. (1990). The psychological and social benefits of sport and physical 

activity. Journal of Leisure Research, 22(2).  

Warburton, D., Crystal, W., & Bredin, S. (2006). Health benefits of physical activity:  The 

evidence. Canadian Medical Association Journal, 174(6).  

Webster, C. M., Diana; Weaver, Glenn. (2011). The influence of state motivation, content 

relevance and affective learnin on high school students' intentions to use class content 

following completion of compulsory physical education. Journal of Teaching in Physical 

Education, 30, 231-247.  

Whitehead, D. (2007). Reviewing health promotion in nursing education. Nurse Education 

Today, 27, 225-237.  

Wikgren, S. (2012). Making the case for individualized health-related fitness education. National 

Association for Sport and Physical Education. Retrieved from 

http://www.aahperd.org/naspe/grants/instructionalPrograms/sportinschools.cfm 

Zhang, T. (2009). Relations among school students' self-determined motivation, perceived 

enjoyment, effort, and physical activity behaviors. Perceptual and Motor Skills, 109(3), 

783-790.  

 

87

http://www.aahperd.org/naspe/grants/instructionalPrograms/sportinschools.cfm


 

 

  

 

APPENDIX A 

HSCL #20501   

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 

88



Dear Suzanne,  
 
Your recent submission (HSCL#20501), in which you are collecting course information and requirements from 
colleges and universities in the Southeastern United States, does not involve human subjects.     
 
According to the federal regulations, human subject means a living individual about whom an investigator 
conducting research obtains: 

1) Data through intervention or interaction with the individual, or 
2) Identifiable private information  

 
The project does not require HSCL approval and will be withdrawn.  
 
You also indicated that you no longer needed your project HSCL #20242.  Would you like me to mark that 
project as complete? 
 
Best regards, 
 
Chris 
 
Christopher Griffith, J.D. 
HSCL Assistant Coordinator 
Research and Graduate Studies 
University of Kansas 
tel 785.864.7385 
fax 785.864.5049 
rcr.ku.edu 
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Dissertation Study 
CPE Content Analysis Instrument 

CPE Course Content Analysis Criteria Dependent Variables 
 
Components 
 
HECAT.CDC.C11    Provides adequate time for instruction and learning (semester duration) 
PECAT9-12.S3  Learner participates regularly in physical activity (% lecture, activity) 
 
Description and Objectives 
 
HECAT.CDC.C1    Focuses on clear health goals and related behavioral outcomes 
HECAT.CDC.C2    Is research-based and theory-driven 
HECAT.CDC.C3    Addresses individual and group norms that support health-enhancing 
    behaviors 
HECAT.CDC.C5    Addresses social pressures and influences  
HECAT.CDC.C10    Incorporates learning strategies, teaching methods and materials that are 
    culturally inclusive 
 
Curriculum 
 
HECAT.M. PHW/CDC.C7   Personal health and wellness 
HECAT.M.PA/PECAT9-12.S2/ACSM.1.1  Physical activity/fitness/exercise principles 
HECAT.M.HE/ACSM.1.8     Nutrition and healthy eating  
ACSM.1.8       Body composition* and weight management 
ACSM.1.2       Pathophysiology and risk factors/prevention* 
DSADD.1*   Stress management 
HECAT.CDC.C4,5/ACSM1.9 Human behavior and counseling 
HECAT.M.ATD     Alcohol, tobacco and other drugs 
HECAT.M.SH         Sexual health 
HECAT.M.S            Safety 
HECAT.M.V            Violence 
HECAT.M.MEH    Mental and emotional health 
DSADD.2*   Spiritual health 
DSADD.3*   Social health 
DSADD.4*   Environmental health 
 
Evaluation 
 
1.  Pre-, post-fitness assessment  
 
     PECAT9-12.S2    The learner demonstrates understanding of movement concepts,  
    principles, strategies and tactics as they apply to the learning and  
    performance of physical activities 
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2.  Quizzes, exams     
 
     HECAT.S1    Students will comprehend concepts related to health promotion and 
    disease prevention to enhance health  
 
 
 
 
3.  Personal improvement or behavior change journal and/or project, self-evaluation and reflection         
      paper assignments  
 
     HECAT.S2    Students will analyze the influence of family, peers, culture, media, 
    technology and other factors on health behaviors 
     HECAT.S5    Students will demonstrate the ability to use decision-making skills to 
    enhance health 
     HECAT.S6    Students will demonstrate the ability to use goal-setting skills to enhance 
    health 
     HECAT.S7    Students will demonstrate the ability to practice health-enhancing  
    behaviors and avoid or reduce health risks 
     HECAT.CDC.C4    Focuses on increasing personal perception of risk and harmfulness of 
    engaging in specific health risk behaviors and reinforcing protective 
    factors 
     HECAT.CDC.C5   Addresses social pressures and influences  
     HECAT.CDC.C6    Builds personal competence, social competence and self-efficacy by 
    addressing skills 
     HECAT.CDC.C7    Provides functional health knowledge that is basic, accurate, and directly 
    contributes to health-promoting decisions and behaviors 
     HECAT.CDC.C9    Provides age- and developmentally-appropriate information, learning 
    strategies, teaching methods and materials  

HECAT.CDC.C12   Provides opportunities to reinforce skills and positive health behaviors         
PECAT9-12.S4    The learner achieves and maintains a health-enhancing level of physical 
    fitness 
PECAT9-12.S6    The learner values physical activity for health, enjoyment, challenge, 

    self-expression and/or social interaction 
 
4.  Wellness research paper 
 
     HECAT.S3    Students will demonstrate the ability to access valid information and 
    products and services to enhance health 
 
5.  Small group discussions, activities and/or case studies  
 
     HECAT.S4    Students will demonstrate the ability to use interpersonal communication 
    skills to enhance health and avoid or reduce health risks 
     HECAT.CDC.C3    Addresses individuals and group norms that support health-enhancing 
    behaviors 
     HECAT.CDC.C8    Uses strategies designed to personalize information and engage students 
     HECAT.CDC.C13   Provides opportunities to make positive connections with influential 
    others 
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6.  Community health advocacy/promotion project 
 
     HECAT.S8    Students will demonstrate the ability to advocate for personal, family 
    and community health 
 
 
 
 
 
 
 
 
Labels: 
 
 
*     Component added to existing criteria 
 
 
ACSM.1.__  ACSM Knowledge, Skills and Abilities.General Population.    
 
DSADD.__  Dissertation Study Added Component (criteria independently added by  
   investigator)  
 
HECAT.CDC.C__   Health Education Curriculum Analysis Tool.Centers for Disease   
   Control.Characteristics of Effective Health Education. 
 
HECAT.M__    Health Education Curriculum Analysis Tool.Health Topic Modules. 
 
HECAT.S__  Health Education Curriculum Analysis Tool.National Health Education  
   Standards. 
 
PECAT9-12.S__ Physical Education Curriculum Analysis Tool for 9th-12th grade.Standards. 
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APPENDIX C 

ACHA GUIDELINES  

STANDARDS OF PRACTICE FOR HEALTH PROMOTION IN HIGHER EDUCATION 
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ACHA Guidelines 

Standards of Practice for Health Promotion in Higher Education  

1. Health is the capacity of individuals and communities to reach their potential 

2. The specific purpose of health promotion in higher education is to support student success 

3. Institutions of higher education are communities 

4. Health promotion professionals in higher education practice prevention 

5. Health promotion in higher education is facilitating, rigorous, and inclusive 

 

 

 

 

 

 

 

 

 

 

 

 

Source:  Association, A. C. H. (2012). ACHA Guidelines, Recommendations,  

and White Papers  Retrieved September 10, 2012, from http://www.acha.org/publications/guidelines_whitepapers.cfm 
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APPENDIX D 

CAAHEP SELECTED STANDARDS AND GUIDELINES 
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CAAHEP 

 Selected Standards and Guidelines 

Curriculum: (1)  Must ensure achievement of program goals and learning domains.  (2)  Instruction 

must be an appropriate sequence of classroom, laboratory, and clinical/practical activities.  (3)  

Instruction must be based on clearly written course syllabi describing learning goals, course objectives, 

and competencies required for graduation.  (4)  Appropriate ACSM KSAs should be followed.   

 

 

 

 

 

 

 

 

 

 

 

Source:  Programs, C. o. A. o. A. H. E. Standards and Guidelines  Retrieved September 10, 2012, from http://www.caahep.org/Content.aspx?ID=30 
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APPENDIX E 

NCHEC SELECTED RESPONSIBILITIES AND COMPETENCIES FOR HEALTH 

EDUCATION SPECIALISTS 
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NCHEC 

 Selected Responsibilities and Competencies for Health Education Specialists 

Competency 1.4  Examine relationships among behavioral, environmental and genetic  

   factors that enhance or compromise health 

Competency 1.5  Examine factors that influence the learning process 

Competency 1.6  Examine factors that enhance or compromise the process of health   

   education 

Competency 2.4  Develop a scope and sequence for the delivery of health education 

Competency 2.5  Address factors that affect implementation 

Competency 3.2  Monitor implementation of health education 

 

 

 

 

 

 

 

Source:  Credentialing, N. C. f. H. E. (2008). Responsibilities and Competencies for Health Education Specialists  Retrieved September 12, 2012, from 

http://www.nchec.org/credentialing/responsibilities/ 
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CDC HEALTH EDUCATION CURRICULUM ANALYSIS TOOL (HECAT) 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 100



CDC 

Health Education Curriculum Analysis Tool (HECAT) 

 
INTRODUCTION 
Health education is integral to the primary mission of schools. It provides young people with the knowledge and 
skills they need to become successful learners and healthy and productive adults. Health education is a 
fundamental part of an overall school health program. Increasing the number of schools that provide health 
education on key health problems facing young people is a critical health objective for improving our nation’s 
health.1 
 
 

Health instruction in schools is shaped, in large part, by the health education curriculum. Choosing or developing 
the best possible health education curriculum is a critical step in ensuring that health education is effectively 
promoting healthy behaviors. The curriculum selection or development process, however, can lack structure and 
focus, which can result in choosing or developing curricula that are inadequate or ineffective. The Health 
Education Curriculum Analysis Tool (HECAT) provides processes and tools to improve curriculum selection 
and development. 
 
 

The HECAT contains guidance, appraisal tools, and resources for carrying out a clear, complete, and consistent 
examination of health education curricula. Analysis results can help schools select or develop appropriate and 
effective health education curricula, strengthen the delivery of health education, and improve the ability of 
school health educators to influence healthy behaviors and healthy outcomes among school age youth. 
 
 

The HECAT builds on the characteristics of effective health education curricula (page 4) and the National Health 
Education Standards2 for schools. It addresses a comprehensive array of health topics, including modules 
addressing alcohol and other drug-free, healthy eating, mental and emotional health, personal health and wellness, 
physical activity, safety, sexual health, tobacco-free, violence prevention, and comprehensive health education 
curricula. The HECAT includes an overview of school health education, background information about 
reviewing and selecting health education curricula, guidance to consider during a curriculum review, and tools to 
analyze commercially packaged or locally developed school-based health education curricula. 
 
The HECAT reflects the importance of 

    Using science to improve practice. 
    Parent and community involvement in the review and selection of curriculum. 
    Local authority in setting health education priorities, determining health education content, and 
making curriculum selection decisions. 
    Flexibility to accommodate different values, priorities, and curriculum needs of communities and 
schools. 

 

Intended Users of the HECAT 
 

The HECAT is designed to be used by those who select, develop or use school health education curricula and 
those who are interested in improving school health education curricula. For example, 
 

1.  State or regional education agency staff can use this tool to inform the development or review of 
 

    state health education standards or frameworks. 
    recommendations for conducting state or local curriculum review. 
    a list of state-recommended health education curricula. 
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2.  Curriculum committees or educators at school districts, schools, or community- based organizations who 
work with schools can use this resource. They can use the HECAT, in conjunction with state standards and 
health education frame- works or other locally determined requirements, to 

     develop new or improved courses of study, frameworks, learning objectives, or curricula. 
    guide the selection of curricula available for purchase. 

     examine curricula currently in use. 
3.  Developers of nationally disseminated and packaged-curricula, such as non-govern- mental organizations 
and for-profit curriculum development companies, can use the HECAT to design health education curricula 
that best meet the needs of schools and the young people they serve. 
4.  Institutions of higher education teacher preparation programs can use the HECAT to improve their 
students’ understanding of health education, curriculum analysis, and  development of instructional skills. 

 
Organization of the HECAT 
 
The HECAT includes guidance and tools for carrying out a thorough assessment of a health education 
curriculum. 
 

    Chapter 1 (Instructions) provides step- by-step guidance for conducting a health education curriculum 
review. It includes essential background information and instructions for using the HECAT to review and 
improve locally developed curriculum. 
    Chapter 2 (General Curriculum Information) guides the user in collecting descriptive information 
about the curriculum, including the developer and the year of development, topic areas, and grade levels. 
    Chapter 3 (Overall Summary Forms) provides directions and templates for summarizing ratings scores 
for the appraisal of a single curriculum or comparing scores across curricula, using the analysis items from 
multiple chapters. 
    Chapter 4 (Preliminary Curriculum Considerations) provides guidance and tools to appraise the 
accuracy and acceptability of curriculum content, feasibility of curriculum implementation, and 
affordability of the curriculum materials including cost of implementation. 
    Chapter 5 (Curriculum Fundamentals) provides guidance and tools to appraise fundamental 
characteristics of a health education curriculum including learning objectives, teacher materials, curriculum 
design, instructional strategies and materials, and promotion of norms that value positive health behaviors. 
    Chapter 6 (Health Topic Modules): The HECAT provides guidance and tools for appraising specific 
health-topic curricula based on characteristics of effective health education curricula (page 4) and the 
National Health Education Standards.2  Chapter 6 includes a module for each of the following topics: 

Module AOD: Alcohol and Other Drugs 
Module HE:    Healthy Eating 
Module MEH: Mental and Emotional 

Health 
Module PHW: Personal Health and 

Wellness 
Module PA:    Physical Activity 
Module S:       Safety 
Module SH:    Sexual Health  

Module T:       Tobacco 

 Module V:       Violence 
Module CHE: Comprehensive Health 

Education 
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    Appendices: The appendices provide additional in-depth guidance for using the HECAT. 
 

    Glossary: The glossary defines many common terms used throughout the HECAT. 
 
Rationale for the HECAT Development  
Improving students’ health and safety can yield educational benefits by increasing students’ readiness to learn 
and reducing absenteeism.3  Well-designed, well-delivered school-based health interventions can enable 
students to prevent disease and injury.4,5,6  Health education is a critical component of many effective school 
health interventions.  A health education curriculum is the primary means through which schools deliver health 
education. 
 
  
A number of federal agencies have identified specific programs and curricula they have determined to be 
exemplary, promising, or effective in improving students’ health-related behaviors (see Appendix 2, Federal 
Agencies’ Lists of Programs Considered Exemplary, Promising, or Effective). However, these curricula do not 
always meet school district or school needs because 

    The number of currently identified health curricula with evidence of effectiveness is limited.  
    Few of the identified curricula address multiple health risk behaviors. 
    Schools often cannot implement these curricula exactly as they were originally implemented  in 
evaluation studies. 
    Many other health education curricula, including those developed locally, have not undergone 
 evaluation using rigorous research methods and therefore are not included on a federal list. 
    Some health education curricula with evidence of effectiveness among particular  populations of 
students or in particular settings might not be 

 o   Readily available in a usable form. 

  o   Effective with other populations or with a general student population. 

 o Effective in other settings. 
o Appropriate or acceptable based on community values. 
o Feasible due to instructional time limitations, excessive costs, or burdensome professional 
development requirements. 

In addition, not all the programs on these federal lists have research evidence of changing behavior.  Some lists 
that do include programs with such evidence are not updated regularly and might include outdated programs or 
lack recently evaluated programs. 
 
When schools cannot use rigorously evaluated curricula, they can choose curricula that feature characteristics 
common to effective curricula as determined by research and experience (see Characteristics of Effective Health 
Education Curricula, page 4). The HECAT enables decision makers to assess the likelihood that a curriculum 
might be effective in promoting health behaviors by analyzing the extent to which it features key characteristics 
of curricula with proven effectiveness. 
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The HECAT draws upon a synthesis of research and bases its criteria on 
 

    Findings of CDC’s guidelines for school health programs, which identify common characteristics of 
effective programs in priority health topic areas, including tobacco use,7 nutrition,8  physical activity,9 and 
unintentional injury and violence.10 
    The National Health Education Standards.2 

    Guidance from the U.S. Department of Education’s Office of Safe and Drug-Free Schools11  and the 
National Institute on Drug Abuse (DHHS).12  
    Expertise of health education researchers and practitioners. 

 
 

INFORMATION ABOUT HEALTH EDUCATION CURRICULA 
 
Determining What is a Health Education 
Curriculum  
The term “curriculum” has many possible meanings. It can refer to a written course of study that generally 
describes what students will know and be able to do (behavioral expectations and learning objectives) by the 
end of a single grade or multiple grades in a particular subject area, such as health education or tobacco 
prevention education. Curriculum can also refer to an educational plan incorporating a structured, 
developmentally appropriate series of intended learning outcomes and associated learning experiences for 
students; generally organized as a detailed set of directions, strategies, and a related combination of school-
based materials, content, and events.  Although the HECAT can inform the development or revision of a 
general course of study, it is intended to guide the analysis and appraisal of a detailed set of curricular 
materials. 
  
For the purposes of using the HECAT, “health education curriculum” refers to those teaching strategies and 
learning experiences that provide students with opportunities to acquire the attitudes, knowledge, and skills 
necessary for making health-promoting decisions, achieving health literacy, adopting health-enhancing 
behaviors, and promoting the health of others.  A health education curriculum is more than a collection of 
activities. A common set of elements characterize a complete health education curriculum, including 

    A set of intended learning outcomes or learning objectives that are directly related to students’ 
acquisition of health-related knowledge, attitude, and skills. 
    A planned progression of developmentally appropriate lessons or learning experiences that lead to 
achieving these objectives. 
    Continuity between lessons or learning experiences that clearly reinforce the adoption and 
maintenance of specific health-enhancing behaviors. 
    Accompanying content or materials that correspond with the sequence of learning events and help 
teachers and students meet the learning objectives. 
    Assessment strategies to determine if students achieved the desired learning. 

  
If materials do not meet all of these elements, they do not comprise a complete health education curriculum. But 
the materials could be considered resources for a curriculum – part of a curriculum, but not a complete 
curriculum. The HECAT guidance and tools are not intended to be used to appraise an individual curriculum 
resource material such as a textbook, or a collection of resources, unless these will be appraised as part of the 
overall curriculum in which they will be used. (See Appendix 3, Using the HECAT for the Review of Health 
Education Resource Materials.) 
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Characteristics of Effective Health 
Education Curricula  
Today’s state-of-the-art health education curricula reflect the growing body of research that emphasizes teaching 
functional health information (essential concepts); shaping personal values that support healthy behaviors; 
shaping group norms that value a healthy lifestyle; and developing the essential health skills necessary to adopt, 
practice, and maintain health-enhancing behaviors. Less effective curricula often overemphasize teaching 
scientific facts and increasing student knowledge. 
  
Reviews of effective programs and curricula and input from experts in the field of health education have 
identified characteristics of effective health education curricula. 13–24  These characteristics are summarized on 
the next two pages. The health behaviors, analysis items, and scoring criteria used in HECAT have been 
developed to be consistent with this research. Each characteristic includes a reference as to where it is addressed 
in the HECAT appraisal instruments. An effective health education curriculum includes the following: 

    Focuses on clear health goals and related behavioral outcomes. Curricula have a clear health-related 
goal and behavioral outcomes that directly relate to these goals. Instructional strategies and learning 
experiences are directly related to the behavioral outcomes. (Chapter 6.) 
    Is research-based and theory-driven. 
Instructional strategies and learning experiences build on theoretical approaches (for example, social 
cognitive theory and social inoculation theory) that have effectively influenced health-related behaviors 
among youth. The most promising curricula go beyond the cognitive level and address the health 
determinants, social factors, attitudes, values, norms, and skills that influence specific health-related 
behaviors. (Chapters 2 and 6.) 
    Addresses individual values and group norms that support health-enhancing behaviors. 
Instructional strategies and learning experiences help students accurately assess the level of risk-taking 
behavior among their peers (for example, how many of their peers use illegal drugs), correct misperceptions 
of peer and social norms, and reinforce health-enhancing attitudes and beliefs. (Chapters 5 and 6.) 
    Focuses on increasing the personal perception of risk and harmfulness of engaging in specific 
health risk behaviors and reinforcing protective factors. Curricula provide opportunities 
for students to assess their vulnerability to health problems, actual risk or engaging in harmful health 
behaviors, and exposure to unhealthy situations. Curricula also provide opportunities for students to validate 
health-promoting beliefs, intentions, and behaviors. (Chapter 6.) 
 
    Addresses social pressures and influences. Curricula provide opportunities for students to address 
personal and social pressures to engage in risky behaviors, such as media influence, peer pressure, and 
social barriers. (Chapter 6.) 

 
    Builds personal competence, social competence and self-efficacy by addressing skills. Curricula 
build essential skills, including communication, refusal, assessing accuracy of information, decision-
making, planning and goal-setting, self-control, and self- management, that enable students to build personal 
confidence and ability to deal with social pressures and avoid or reduce risk behaviors. For each skill, 
students are guided through a series of developmental steps: 

1.  Discussing the importance of the skill, its relevance, and relationship to other learned skills. 
2.  Presenting steps for developing the skill. 

 3.  Modeling the skill. 
4.  Practicing and rehearsing the skill using real-life scenarios. 

 5.  Providing feedback and reinforcement. (Chapter 6.) 
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    Provides functional health knowledge that is basic, accurate, and directly contributes to health-
promoting decisions and behaviors. Curricula provide accurate, reliable, and credible information for 
usable purposes so that students can assess risk, correct misperceptions about social norms, identify ways to 
avoid or minimize risky situations, examine internal and external influences, make behaviorally-relevant 
decisions, and build personal and social competence. A curriculum that provides information for the sole 
purpose of improving knowledge of factual information is incomplete and inadequate. (Chapters 5 and 6.) 
    Uses strategies designed to personalize information and engage students. Curricula include 
instructional strategies and learning experiences that are student centered, interactive, and experiential (for 
example, group discussions, cooperative learning, problem solving, role playing, and peer- led activities). 
Learning experiences correspond with students’ cognitive and emotional development, help them 
personalize information, and maintain their interest and motivation while accommodating diverse 
capabilities and learning styles. Instructional strategies and learning experiences include methods for 

1.  Addressing key health-related concepts. 
 2.  Encouraging creative expression. 

3.  Sharing personal thoughts, feelings, and opinions. 
 4.  Developing critical thinking skills. 

(Chapters 5 and 6.) 
    Provides age-appropriate and developmentally-appropriate information, learning strategies, 
teaching methods, and materials. Curricula address students’ needs, interests, concerns, developmental 
and emotional maturity levels, experiences, and current knowledge and skill levels. Learning should be 
relevant and applicable to students’ daily lives. Concepts and skills are covered in a logical sequence. 
(Chapters 4, 5, and 6.) 
    Incorporates learning strategies, teaching methods, and materials that are culturally inclusive. 
Curricular materials are free of culturally biased information, but also include information, activities, and 
examples that are inclusive of diverse cultures and lifestyles (such as gender, race, ethnicity, religion, age, 
physical/mental ability, and appearance). Strategies promote values, attitudes, and behaviors that 
acknowledge the cultural diversity of students; optimize relevance to students from multiple cultures in the 
school community; strengthen students’ skills necessary to engage in intercultural interactions; and build on 
the cultural resources of families and communities. (Chapters 4, 5, and 6.) 
    Provides adequate time for instruction and learning. Curricula provide enough time to promote 
understanding of key health concepts and practice skills. Affecting change requires an intensive and 
sustained effort. Short-term or “one shot” curricula, such as a few hours at one grade level, are generally 
insufficient to support the adoption and maintenance of healthy behaviors. (Chapter 6.) 
    Provides opportunities to reinforce skills and positive health behaviors. Curricula build on 
previously learned concepts and skills and provide opportunities to reinforce health-promoting skills 
across health topic areas and grade levels. This can include incorporating more than one practice 
application of a skill, adding "skill booster” sessions at subsequent grade levels, or integrating 
skill application opportunities in other academic areas. Curricula that address age-appropriate 
determinants of behavior across grade levels and reinforce and build on learning are more likely to 
achieve longer-lasting results. (Chapters 2 and 6.) 
    Provides opportunities to make positive connections with influential others. Curricula link 
students to other influential persons who affirm and reinforce health-promoting norms, beliefs, and 
behaviors. Instructional strategies build on protective factors that promote healthy behaviors and enable 
students to avoid or reduce health risk behaviors by engaging peers, parents, families, and other positive 
adult role models in student learning. (Chapters 5 and 6.) 
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    Includes teacher information and plans for professional development and training 
that enhance effectiveness of instruction and student learning. Curricula are implemented by teachers 
who have a personal interest in promoting positive health behaviors, believe in what they are teaching, are 
knowledgeable about the curriculum content, and are comfortable and skilled in implementing expected 
instructional strategies. Ongoing professional development and training is critical for helping teachers 
implement a new curriculum or implement strategies that require new skills in teaching or assessment. 
(Chapters 2, 5, and 6.) 

Setting Direction for Health Education: Standards and Frameworks  
The National Health Education Standards delineate the essential knowledge and skills that every student should 
know and be able to do following the completion of a high quality instructional program in health education. 
(Figure 1, pg. 8). These standards provide a foundation for curriculum development, instructional delivery, and 
assessment of student knowledge and skills in health education, for students in grades pre-K–12. Many state 
boards of education, state departments of education, and local school boards have adopted their own state- or 
local- level health education standards using the National Health Education Standards as a guide. The appraisal 
tools in the HECAT health topic modules correspond with the National Health Education Standards. 
  
Many school districts use standards and input from school staff, parents, and others, to develop and adopt a pre-
K–12 curricular framework that outlines the scope of key health learning concepts and the sequence of essential 
knowledge and skills to be addressed at each grade level (also referred to as a “scope-and-sequence”). The scope- 
and-sequence aligns with the course of study and conveys the progression of health concepts and skills across 
different grade levels within a topic area. The learning experiences of students should progress from basic to 
more complex health concepts and skills as they advance from pre-kindergarten through grade 12. When 
assessing a curriculum, reviewers should consider the curriculum’s compatibility with their course of study and 
scope-and-sequence. The appraisal instruments in HECAT are designed to be adapted and accommodate 
variations that are necessary based on state standards, local health education courses of study, and local 
community needs. 
  
School districts can also use the HECAT to help identify essential health education concepts and skills that could 
be used in the development or revision of a scope and sequence. More information about the application of the 
HECAT in the scope-and- sequence development process can be found in Appendix 4: Using the HECAT to 
Develop a Scope-and-Sequence for Health Education. 
  
Some states do not include pre-kindergarten in their state standards or course of study. However, many state 
education agencies have worked with state partners to promote state-level, early learning standards and 
guidance for pre-school programs that include health education. More information about applying standards for 
pre-school programs can be found in Appendix 5, Using the HECAT to Analyze Curricula for Early Childhood 
Programs. 
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Figure 1: NATIONAL HEALTH EDUCATION STANDARDS 
 

STANDARD #1: Students will comprehend concepts related to health promotion and disease 
prevention to enhance health. The acquisition of basic health concepts and functional health 
knowledge provides a foundation for promoting health-enhancing behaviors among youth. This 
standard includes essential concepts that are based on established health behavior theories and models. 

 

STANDARD #2: Students will analyze the influence of family, peers, culture, media, technology 
and other factors on health behaviors. Health is impacted by a variety of positive and negative 
influences within society. This standard focuses on identifying and understanding the diverse internal 
and external factors that influence health practices and behaviors among youth including personal 
values, beliefs and perceived norms. 

 

STANDARD #3: Students will demonstrate the ability to access valid information and products 
and services to enhance health. Accessing valid health information and health- promoting products 
and services is critical in the prevention, early detection, and treatment of health problems. This 
standard focuses on how to identify and access valid health resources and to reject unproven sources. 
Applying the skills of analysis, comparison and evaluation of health resources empowers students to 
achieve health literacy. 

 

STANDARD #4: Students will demonstrate the ability to use interpersonal communication 
skills to enhance health and avoid or reduce health risks. Responsible individuals use verbal and 
non-verbal skills to develop and maintain healthy personal relationships. The ability to organize and to 
convey information and feelings is the basis for strengthening interpersonal interactions and reducing 
or avoiding conflict. 

 

STANDARD #5: Students will demonstrate the ability to use decision-making skills to enhance 
health. This standard includes the essential steps needed to make healthy decisions, which are 
essential for establishing and maintaining a healthy lifestyle. When applied to health issues, the 
decision-making process enables individuals to collaborate with others to improve quality of life. 

 

STANDARD #6: Students will demonstrate the ability to use goal-setting skills to enhance 
health. This standard includes the critical steps needed to achieve both short-term and long-term 
health goals. These skills make it possible for individuals to have aspirations and plans for the future. 

 

STANDARD #7: Students will demonstrate the ability to practice health-enhancing behaviors 
and avoid or reduce health risks. Many diseases and injuries can be prevented by avoiding or 
reducing harmful and risk taking behaviors. This standard promotes accepting personal responsibility 
for health and encourages the practice of healthy behaviors. 

 

STANDARD #8: Students will demonstrate the ability to advocate for personal, family and 
community health. Advocacy skills help students adopt and promote healthy norms and healthy 
behaviors. This standard helps students develop important skills to target their health enhancing 
messages and to encourage others to adopt healthy behaviors. 

 
 
 
 
 
 
 
Source:    The Joint Committee on National Health Education Standards. National Health Education Standards: 
Achieving Excellence (2nd Edition). Atlanta: American Cancer Society; 2007. 
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Health Education Curricula and 
Assessment of Student Performance 
 

State-of-the-art health education curricula are based on succinct learning objectives, or standards, and 
include a variety of curriculum- embedded performance assessment strategies that are linked to those 
objectives or standards. Health education standards describe what a student should know (knowledge) and 
be able to do (skills) as a result of the instruction provided and learning experienced. Measuring student 
proficiency in meeting the health standards is best accomplished by assessing student performance. 
 
 

The purpose of performance assessment is to improve student learning and instructional practice. It is 
important to consider the degree to which student assessment is included when appraising a health 
education curriculum. Exemplary health education curricula include a variety of student assessment 
strategies—linked to the relevant objectives/standards—that provide students with opportunities to 
demonstrate their understanding of key health concepts and apply learned skills to real-life situations. A 
high-quality student assessment process also includes criteria for examining student work (such as a rubric) 
and incorporates multiple measures over time. 
 
 

The HECAT integrates student assessment into the curriculum analysis process and scoring criteria.  
Additional information about health education standards and student assessment can be found in Appendix 
6: Understanding Health Education Assessment. 
 

Community Review of Health Education 
Curricula 
 

To increase relevance and acceptability within a community, health education curricula should reflect local 
school and community health interests, priorities, and values. School districts and, when appropriate, 
schools can establish a process for ensuring that key stakeholders from the school and community review 
curricular materials, typically through a health education curriculum review committee. This committee 
might be the entity that completes the HECAT analyses and appraisal of curricula or it might be a decision- 
making body that reviews and acts on reports from another committee that has completed an analysis using 
the HECAT appraisal instruments. 
 
 

The organization of a health education curriculum review committee differs among communities. In some 
locations, it is a specific committee charged only with reviewing health education curricula. In other 
locations, it is a subcommittee of the district’s school health council, school wellness council, school-based 
management council, or the district’s broader curriculum selection committee. 
 
 

Health education curriculum review committee membership usually includes 
    Key school policy makers and staff, including school board members, principals, curriculum 
directors, administrators, and teachers who are responsible for implementing health education 
curricula, as well as representatives from other school health program components such as physical 
education and school health services. 
    Representatives from relevant community agencies and organizations, such as the health 
department, health care providers, and youth serving organizations. 
    Representatives from other groups within the community with interests in the positive health and 
development of students, such as the faith community. 
    Parents and caregivers of students who will receive the curriculum. 
    Students. 
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Health Education as Part of Other School and Community Health Promotion Efforts 
 

Health education is not the only school-based strategy to improve health outcomes. Rather, it is only one 
component of a coordinated school health program. A coordinated school health program consists of eight 
interactive components, each of which plays a vital role in supporting the health of students, staff, and the 
community. In addition to health education, these components include physical education, health services, 
mental health and social services, nutrition services, healthy school environment, parent and family 
involvement, and health promotion for school staff. The effectiveness of school health education is 
enhanced when it is implemented as part of a larger school health program and when health education 
outcomes are reinforced by the other seven components.25

 
 

The HECAT addresses only the health education component. CDC’s School Health Index [SHI] was 
developed to help schools identify the strengths and weaknesses of their health and safety policies and 
programs across all components of the school health program. Information about the SHI is available at 
http://www.cdc.gov/HealthyYouth/SHI. 
 
 

Schools have an important influence on the education, social development, and health of youth. But they 
are not the only societal institution responsible for achieving these outcomes. Families, faith-based 
organizations, voluntary organizations, health care providers, community youth-serving agencies, 
employers, media providers, public health agencies, social service agencies, and other government 
agencies play critical roles in promoting the health of youth. School health education should reflect and 
reinforce community health priorities. The HECAT acknowledges the need to consider these priorities in 
the analysis of a health education curriculum. However, the HECAT is not designed to analyze a 
community health promotion program. 
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CDC 
 

Physical Education Curriculum Analysis Tool (PECAT) 
 
Introduction 
Establishing and implementing high-quality physical education programs can provide students with the 
appropriate knowledge, skills, behaviors, and confidence to be physically active for life. Healthy 
People 2010, the health goals for the nation, includes two specific objectives calling for greater student 
participation in physical education (1). 
 
The physical education curriculum shapes physical education instruction in schools. Creating or 
selecting the best physical education curriculum is a critical step in ensuring that physical education is 
effective in developing physically educated individuals, who will choose to participate in physical 
activity throughout their lifetime. 
 
The Physical Education Curriculum Analysis Tool (PECAT) is designed to help school districts conduct 
a clear, complete, and consistent analysis of physical education curricula. PECAT results can help 
school districts enhance, develop, or select appropriate and effective physical education curricula for 
delivering high-quality physical education in schools. This, in turn, will improve the ability of schools to 
positively influence knowledge, motor skills, and physical activity behaviors among school age youth. 
 
The PECAT is based on the national standards for physical education (see Appendix) and includes an 
overview of high-quality physical education, information about physical education curricula, tools to 
assess a curriculum, and resources for developing a curriculum improvement plan. The PECAT can 
assist in assessing how closely the written curricula align with national standards for high-quality 
physical education programs. Decisions can then be made about curricula. For example, the PECAT can 
be used to identify where revisions might be needed in a locally developed curriculum. For those 
without a curriculum, the PECAT provides a vision of what should be included in a high-quality, written 
physical education curriculum. Alternatively, the PECAT can be used to compare strengths and 
weaknesses of various published physical education curricula under consideration. 
 
Intended Users of the PECAT 
 
The PECAT is designed to be used by a team of individuals representing district or school building 
personnel, such as physical education coordinators, curriculum specialists, and curriculum committee 
members. PECAT committees might include a district physical education curriculum director; physical 
education administrators; physical education teachers from elementary, middle, and high schools; 
members of the school health council; health education teachers; school health nurses; public health and 
social service professionals; parents; students; and other administrators. Additionally, college/university 
physical education faculty may use the PECAT as a teaching tool in teacher education courses. 
 
The PECAT can be used at the district level to analyze curricula for all grades from kindergarten through 
grade 12. At the school building level, users should complete grade levels that pertain to their school and 
involve a similarly diverse set of team members as identified above. It is also strongly recommended 
that, when assessing a school building level curriculum (e.g., only kindergarten to grade 5), the feeder 
program’s sequence, articulation, goals and objectives be considered when planning and enhancing the 
existing written curriculum. 
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Organization of the PECAT 
 

The PECAT is divided into the following sections: 
    Curriculum Description, which requests basic information about the curriculum; 

 
    Preliminary Curriculum Analyses (Accuracy, Acceptability, Feasibility, and 
Affordability Analyses), which feature questions to consider about the curriculum before 
analyzing content and student assessment components. 

 
    Content and Student Assessment Analyses, which feature scoring systems for rating the 
curriculum on how well it addresses each of the six national standards for physical education. The 
content and student assessment analyses are divided into four subsections that correspond to the 
grade-level ranges used in the national standards for physical education: K – 2, 3 – 5, 6 – 8, and 9 – 
12. Each subsection begins with a list of what students are expected to achieve by the end of the 
identified grade-level range related to each of the national standards. These student expectations, 
developed by the National Association for Sport and Physical Education (NASPE), build the 
framework of the curriculum analysis process, as they identify what physically educated students 
are expected to know and be able to do by the end of each grade-level range. 

 
This is followed by a one page content analysis (how well the curriculum covers the components 
of what students should know and be able to do) of each of the six standards, a one-page student 
assessment analysis of each standard (how well the curriculum integrates standards based 
assessment protocols for the knowledge and skills expected from students), and a scorecard that 
summarizes the scores from both analyses. A template for both content and student assessment 
analyses is available at the end of each grade- level range to allow state or local school physical 
education standards that are in addition to or different from the national standards to be 
incorporated. 

 
Each analysis contains several critical components taken directly from the national physical 
education standards. For example, standard 1 (i.e., demonstrates competency in motor skills and 
movement patterns needed to perform a variety of physical activities) features four components: 
fundamental movement skills, specialized movement skills, combination of movement skills, and 
application of skills. Examples of appropriate concepts and skills that students should master are 
provided for each component. Keep in mind that these are simply examples; additional examples 
can be found in the materials listed in the resources section (see Appendix 4) (e.g., Assessment 
Series, Concepts and Principles of Physical Education: What Every Student Needs to Know, 
Designing the Physical Education Curriculum). 
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The content and student assessment analyses reflect the importance of a sequential written 
curriculum. The sequence identifies, defines, and describes the skills and activities that should 
be covered on a yearly basis. Of special importance is the sequence of instruction throughout 
students’ educational experience (i.e., K - 12). All questions, across the grade levels, within the 
PECAT are based on the premise that students need to be taught increasingly advanced forms 
of physical activity skills and concepts as they progress through their educational experience. 
Therefore, each question for each standard is built on the previous grade level. For example, 
question 1 within content analysis for standard 1, grades K-2 asks how well a written 
curriculum includes specific lessons on fundamental movement skills. Question 1 within 
content analysis for standard 1, grades 3-5, asks whether the curriculum includes specific 
lessons on mature forms of fundamental movement skills. Additionally, each content analysis 
question for each grade level corresponds to a student assessment analysis question to assist 
users in identifying where weaknesses or gaps may appear between what is being taught (i.e., 
content analysis) and how the skills and concepts being taught are assessed (i.e., student 
assessment analysis). 

 
The PECAT also includes the following: 

    The Overall PECAT Scorecard which allows users to visually identify gaps, strengths, 
and weaknesses of the written curriculum 

 
    Multiple Curricula Comparison Scorecards which allow users to compare 
scores of multiple curricula 

 
    A Curriculum Improvement Plan section which will help users plan for how to 
improve upon gaps and weaknesses identified in the curriculum and maintain strengths 

 
    Appendices, with an example of a completed scoring sheet, description of the six 
national standards for physical education, a glossary that defines many terms used in this 
document, and resources that can help you develop and implement a high-quality physical 
education program. 

 
Rationale for the PECAT 

 
Regular physical activity in childhood and adolescence improves strength and endurance; helps build 
healthy bones and muscles; helps control weight; reduces anxiety and stress; increases self-esteem, 
mood, and concentration; and may improve blood pressure and cholesterol levels (2, 3). 

 
Physical education is an opportunity for students to gain necessary skills and knowledge for lifelong 
participation in physical activity (4); however, participation in daily physical education has declined 
from 1991 to 2003 (5). Schools can help improve the physical activity habits and health of young 
people by providing quality instruction, programs, and services that promote enjoyable, lifelong 
physical activity. A high quality physical education program is the cornerstone of a school’s physical 
activity programming, and a well-written physical education curriculum is the foundation of a physical 
education program (6, 7).) 

 
 
 
 
 
 
 

116



A number of federal documents support the importance of providing high quality, daily physical 
education for all students. These documents include the following: 
    Healthy People 2010 (1); 
    Physical Activity and Health: A Report of the Surgeon General (2); 
    Guidelines for School and Community Programs to Promote Lifelong Physical Activity 

Among Young People (8); 
    School Health Index: A Self-Assessment and Planning Guide (9, 10); 
    The Surgeon General's Call to Action to Prevent and Decrease Overweight and Obesity (3); and, 
    Promoting Better Health for Young People Through Physical Activity and Sports: A Report to the 
President from the Secretary of Health and Human Services and the Secretary of Education (11).  

 
Although these documents describe the important characteristics of high-quality physical education, 
they do not provide specific directions for developing, implementing, and evaluating a high-quality 
physical education program. Before the PECAT was developed, physical educators did not have a tool 
to assess the quality of written curricula. The PECAT meets this need. 
 
What is High Quality Physical Education? 
Appropriate actions must be taken in four main areas to ensure a high quality physical education 
program: (1) curriculum, (2) policies and environment, (3) instruction, and (4) student assessment (6) 
Policy and environmental actions that support high quality physical education require the 
following: 

    Adequate instructional time (at least 150 minutes per week for elementary school students and 
225 minutes per week for middle and high school students), 
    All classes be taught by qualified physical education specialists, 
    Reasonable class sizes, and 
    Proper equipment and facilities. 

   
Instructional strategies that support high-quality physical education emphasize the following: 

    The need for inclusion of all students, 
    Adaptations for students with disabilities, 
    Opportunities to be physically active most of the class time, 
    Well-designed lessons, 
    Out-of-school assignments to support learning, and 
    Not using physical activity as punishment. 

   
Regular student assessment within a high-quality physical education program features the 
following: 

    The appropriate use of physical activity and fitness assessment tools, 
    Ongoing opportunities for students to conduct self-assessments and practice self-
monitoring of physical activity, 
    Communication with students and parents about assessment results, and 
    Clarity concerning the elements used for determining a grading or student 
proficiency system. 
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Physical Education Curriculum 
 

A curriculum is a sequential system for delivering learning experiences to students. A physical 
education curriculum is the framework that provides guidance for teaching skills and providing 
physical activity instruction. A high quality physical education curriculum will be based on the 
national standards in the document Moving Into the Future: National Standards for Physical 
Education (6), which describes what a physically educated student should know and be able to do. It 
emphasizes meaningful content, which includes the following: 
    Instruction in a variety of motor skills designed to enhance child and adolescent development, 
    Fitness education and assessment that allows for understanding and improvement of physical well-
being, 
    Development of cognitive concepts related to motor skills and fitness, 
    Opportunities to improve social and cooperative skills, and 
    Opportunities to increase the value placed on physical activity for health, enjoyment, self- 
expression, and confidence. 

 
Appropriate sequencing of learning activities is critical to developing a high-quality physical 
education curriculum. Appropriate sequencing involves the following: 
    Ensuring that motor skills, physical activity, and fitness assessments are age and 
developmentally appropriate, 
    Methods of teaching motor and movement skills that ensure that basic skills lead to more 
advanced skills, and 
    Plans to appropriately monitor, reinforce, and plan for student learning. 

 
Physical Education in the Context of a Coordinated School Health Program 

 
The effectiveness of school physical education is enhanced when it is implemented as an integral part of 
the Coordinated School Health Program (CSHP) and when physical education outcomes are reinforced 
by other components of a school health program. A CSHP includes eight integrated components: (1) 
physical education; (2) health education; (3) nutrition services; (4) health services; (5) healthy school 
environment; (6) counseling, psychological, and social services; (7) health promotion for staff; and (8) 
family and community involvement. All components play a vital role in supporting the health of 
students, staff, and the community. The impact of the overall school health program depends on the 
quality of each component as well as the quality of the coordination of the program. The PECAT can 
help strengthen the quality of the physical education component. 

 
(Selected) Student Expectations at the End of Grade  12 
  

 
Standard 2: The learner demonstrates understanding of movement concepts, principles, 
strategies, and tactics as they apply to the learning and performance of physical activities. 

 
By the end of grade 12, students should: 
    Demonstrate the knowledge and understanding necessary to develop scientifically based 
personal activity plans that include self-selected physical activities and sports. 
    Use complex movement concepts and principles to independently refine their skills and apply 
them to the learning of new skills. 
    Integrate advanced physical activities so that the ability to learn, self-assess, and improve 
movement skills exists independently. 
    Recognize elite-level performance.   
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Standard 3: The learner participates regularly in physical activity. 
 

By the end of grade 12, students should: 
    Fully recognize and understand the significance of physical activity in maintaining a healthy 
lifestyle and possess the skills, knowledge, interest, and desire to maintain an active lifestyle. 
    Willingly participate on a regular basis in physical activities that contribute to the attainment and 
maintenance of personal physical activity goals. 
    Make decisions about their physical activity participation and assume a role in managing their 
participation based on personal interests, capabilities, and resources. 
    Possess adequate movement and behavioral skills that provide a basis for continued learning and 
regular physical activity participation. 
    Independently apply appropriate training principles to their physical activity and use pertinent 
scientific principles to enhance their participation in a specific activity or sport. 
    Demonstrate an understanding of how and why adult patterns of physical activity participation 
change over time. 
 

 Standard 4: The learner achieves and maintains a health-enhancing level of physical fitness. 
 
By the end of grade 12, students should: 
    Assume greater self-responsibility in their lives and display greater autonomy in their personal 
behaviors. 
    Demonstrate responsibility for their health-related fitness status by participating on a regular basis 
in appropriate physical activities. 
    Engage in activities in a variety of settings (e.g., school, home, workplace, community) for the 
purpose of achieving and maintaining health-related fitness. 
    Interpret information from fitness tests and use the information to plan and design their own 
programs to achieve and maintain personal fitness goals that encompass all components of fitness. 
 
Standard 6: The learner values physical activity for health, enjoyment, challenge, self- 
expression, and/or social interaction. 
 
By the end of grade 12, students should: 
    Be more comfortable with their new interests and their physiques, thus once again enjoying 
movement for the sheer pleasure of moving. 
    Enjoy the challenge of working hard to better their skills and feel satisfaction when they are 
successful in improving and while pursuing personal goals. 
    Enjoy selected activities for regular participation either alone or with friends. 
    Express several reasons why participation in regularly selected activities is enjoyable and 
desirable. 
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ACSM 

Selected Knowledge, Skills and Abilities (KSAs) 

1.1 Exercise physiology and related exercise science  

1.2 Pathophysiology and risk factors  

1.7  Exercise prescription and programming 

1.8  Nutrition and weight management 

1.9  Human behavior and counseling 

1.10 Safety, injury prevention, and emergency procedures 

 

 

 

 

 

 

 

Source:  Medicine, A. C. o. S. (2012). About ACSM  Retrieved September 7, 2012, from http://www.acsm.org/about-acsm 
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CPE Content Analysis Insitutional Information

Institution Website

CPE 

Course/PE 

Requirement Instructor, Department, Address

Alice Lloyd Collegewww.alc.edu

PE 103 Sports 

and Physical 

Fitness (3cr)/Y:  

PE 103 (3cr)

James Hammond, Assistant Professor of PE, Alice Lloyd College, 

100 Purpose Rd, Pippa Passes, KY  41844   jrhammond@alc.edu

American 

InterContinental 

University-South 

Florida

www.ainfl

.edu N/N

Anderson 

University

www,ande

rsonuniver

sity.edu

KIN 135 

Lifetime 

Wellness 

(2cr)/Y: KIN 

135 (2cr)

Dr. Patrice Shearin, Chair of PE, Anderson University, 316 

Boulevard, Anderson, SC 29621-4035   

pshearin@andersonuniversity.edu

Asbury 

University

www.asbu

ry.edu

PED 100 

Theory of 

Wellness 

(1cr)/Y:  PED 

100 + PE 

activity course 

(1cr)

Dr. K Pickerill, HPER Chair or Dr. G Bilderback or Mr. H 

Rainwater, Asbury University, One Macklem Dr, Wilmore, KY 

40390  http://www.asbury.edu/academics/departments/hper/faculty-

staff/ken-pickerill

Athens State 

University

www.athe

ns.edu

HE 354 

Contemporary 

Health and 

Physical 

Education 

Activities 

(3cr)/N

Yvette Bolen, Dept Chair and Professor of Health and PE, Athens 

State University, McCain Hall Rm 215, 300 N Beaty St, Athens, 

AL  35611   yvette.bolen@athens.edu    

Bruce.Thomas@athens.edu

Averett 

University

www.aver

ett.edu

PE 205 

Lifetime 

Fitness (3cr)/N

Dr. Richard Ferguson, Department Chair of PE, Averett 

University, North Campus Grant Center 111, 707 Mount Cross Rd, 

Danville, VA 24540   richard.ferguson@averett.edu
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Barton College

www.bart

on.edu

PED 131 

Wellness for 

Life (2cr)/Y:  

Sport Science 

Perspective 

(2cr) 

requirement 

may be 

satisfied by 

completing one 

Physical 

Fitness course 

and by 

completing one 

lifetime activity 

course. 2 

semester hours.

Dr. Claudia Duncan, Chair, Department of Physical Education and 

Sport Studies, School of Arts and Sciences, Barton College, 

Wilson Gymnasium, P.O. Box 5000

 Wilson NC 27893  cduncan@barton.edu

Benedict College

www.bene

dict.edu

PE 122 Fitness 

for Life 

(2cr)/Y:  2 

hours in PE

Dr. David Whaley, Acting Chair of Health, Phys Education and 

Recreation, Associate Dean, School of Education, Benedict 

College, 1600 Harden St, Columbia, SC  29204  

http://www.benedict.edu/forms/bc-feedback_form-

acad_affairs.html

Bennett College 

for Women 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.benn

ett.edu

HE 101 

Wellness for 

Life 

(2cr)(health 

education?)/Y:  

2 semester 

hours in 

fitness/phys 

activity
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Berea College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.bere

a.edu

PEH 100 Intro 

to Lifetime 

Health and 

Wellness 

(.5cr)/Y:  PEH 

100 (.5cr) + 

physical 

activity 

requirement 

(.25cr)

Stephanie Woodie, Chair and Assistant Professor of PE and 

Health, Berea College, Seabury Center CPO 2187, Berea, KY 

40404   stephanie_woodie@berea.edu

Blue Mountain 

College

www.bmc

.edu

PE 127 Fitness 

for Life 

(1cr)/Y:  PE 

activity 

courses, 2 

semesters (2cr)

Dr. P Graham Hatcher, Chair of Kinesiology and Health Studies, 

Blue Mountain College, 201 W Main St, Blue Mountain, MS 

38610   ghatcher@bmc.edu   delliott@bmc.edu

Bluefield College

www.blue

field.edu

ESS 1351 

Personal 

Fitness (1cr)/Y:  

ESS 1351 (1cr)

Scott C Bryan, Chair and Professor of Exercise and Sport Science, 

Bluefield College, 3000 College Dr, Bluefield, VA 24605    

sbryan@bluefield.edu

Bluefield State 

College

www.blue

fieldstate.

edu N/N

Brescia 

University

www.bres

cia.edu N/N

Brewton-Parker 

College

www.bpc.

edu

PE 205 

Principles of 

Wellness 

(2cr)/Y:  PE 

205 (2cr)

Sheila Simmons, Sport and Fitness Faculty, Brewton-Parker 

College, 201 David-Eliza Fountain Circle, Mount Vernon, GA 

30445    ssimmons@bpc.edu

Bridgewater 

College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.brid

gewater.e

du

ES 105 

Wellness 

(2cr)/Y:  ES 

105 (2cr) + ES 

activity (1cr)

Barbara Long, Dept of Health and Human Services Chair, 

Bridgewater College, 402 E College St, Bridgewater, VA 22812   

bhlong@bridgewater.edu
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Bryan College-

Dayton

www.brya

n.edu

EHS 111 

Concepts of 

Physical 

Fitness (1cr)/Y:  

EHS 111 + 

EHS activity 

course

Dr. Dana Wilson, Dept Head and Assistant Professor of Exercise 

and Health Science, Bryan College-Dayton, Box 7814 721 Bryan 

Dr, Dayton, TN 37321   dwilson6330@bryan.edu

Catawba College

www.cata

wba.edu

PER 1101 

Prescriptive 

Fitness (1cr)/Y:  

PER 1101 (1cr)

William Russell, Chair and Professor of PE, Catawba College, 

PEC 101E, 2300 W Innes St, Salisbury, NC 28144   

wrussell@catawba.edu

Central Baptist 

College

www.cbc.

edu

PED 2300 

Personal and 

Community 

Health (3cr)/Y:  

PE activity 

course (1cr)

Jeff Riddle, PE Dept Chair and Instructor of Health and PE, 

Central Baptist College, AR Reddin Fieldhouse, 1501 College 

Ave, Conway, AR 72034   jriddle@cbc.edu

Clearwater 

Christian College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.clea

rwater.edu

ESS 109 

Concepts of 

Fitness (1cr)/Y:  

ESS 109 (1cr)

Dr. Vickie Denny, Chair of Dept of Exercise and Exercise and 

Sport Science, Clearwater Christian College, 3400 Gulf to Bay 

Blvd, Clearwater, FL 33759-4595    vickiedenny@clearwater.edu

Covenant 

College

www.cove

nant.edu

PE 151 

Concepts in 

Physical 

Education, 

Fitness and 

Health (2cr)/Y:  

PE 151 (2cr) + 

PE 152 

Personal 

Aerobics and 

General Fitness 

(1cr)

Brian Crossman, Professor of PE, Covenant College, 14049 Scenic 

Hwy, Lookout Mountain, GA 30750-4164   

brian.crossman@covenant.edu
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Davis & Elkins 

College

www.dew

v.edu

PHED 101 

Fitness for Life 

(.5cr)/Y:  

PHED 101 

(.5cr) +PHED 

104 Physical 

Activity (1cr) + 

and additional 

physical 

activity course 

(.5cr)

Dr. Mary Ann DeLuca, Chair of Sport Science Dept and Professor 

of Health and PE, Davis & Elkins College, Hermanson Center, 100 

Campus Dr, Elkins, WV 26241   delucam@dewv.edu

Eastern 

Mennonite 

University 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.emu

.edu

CORE 201 Life 

Wellness 

(2cr)/Y:  CORE 

201 (2cr)

Lester Zook, Dept Chair of PE and Recreation, Eastern Mennonite 

University, UC 136, 1200 Park Rd, Harrisonburg, VA 22802-2462   

zooklr@emu.edu

Eckerd College

www.ecke

rd.edu N/N

Edward Waters 

College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.ewc.

edu

HPE 101 PE 

and Recreation 

(2-3cr)/Y:  2-3 

cr of health- 

and fitness-

related course

Marilyn Mack, (instructor of of HPE course?), PE, Head VB 

Coach, Edward Waters College, 1658 Kings Rd, Jacksonville, FL 

32209  mlmack@ewc.edu

Elizabeth City 

State University

www.ecsu

.edu

GE 185 Health 

Concepts 

(2cr)/Y:  

Health and PE 

(4cr)-GE 185 + 

2 activity PE 

courses

Angelia Nelson, Dept of Health and PE Chair, Elizabeth City State 

University, 119 Vaughan Center, Campus Box 772, Elizabeth City, 

NC  27909  adnelson@mail.ecsu.edu
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Faulkner 

University

www.faul

kner.edu

PE 1300 

Lifetime 

Fitness (3cr)/Y:  

PE 1300 (3cr) 

+ 2 physical 

activity elective 

courses 

(1cr/ea=2cr)

Dr. Terry Brown, Professor of PE and Sports Management, 

Faulkner University, 5345 Atlanta Hwy, Montgomery, AL 36109-

3378   tbrown@faulkner.edu

Ferrum College

www.ferr

um.edu

HHP 200 

Health and 

Wellness 

Concepts 

(3cr)/Y:  1 

activity course 

(1cr), incl. 

HHP 200 (2cr)

Dr. Shannon Hardwicke, Program Coordinator and Assistant 

Professor of Health and Human Performance, Ferrum College, PO 

Bx 1000, Ferrum, VA 24088   shardwicke@ferrum.edu

Flagler College-

Tallahassee

www.flagl

er.edu

PTW 207 

Principles of 

Fitness and 

Wellness 

(3cr)/N

Bernadette Twardy, Prof, Dept Chair of Sports Mgt, Flagler 

College-Tallahassee, 74 Kings St, Augustine, FL 32084   

btwardy@flagler.eduFlorida Southern www.flso PED 1005 
Dr. John Hatten, Associate Prof of PE, Florida Southern College, 

Fort Valley State 

University

www.fvsu

.edu

PEDW 1402 

Fitness and 

Lifestyle 

Assessment 

(1cr)/Y:  2cr of 

1000-level 

PEDW courses 

(incl PEDW 

1402)

Dr. Gregory Green, Chair of Health and PE, Fort Valley State 

Unversity, 356 HPE, 1005 State University Dr, Fort Valley, GA 

31030-4313   greeng@fvsu.edu

Georgia 

Gwinnett College

www.ggc.

edu

PHED 1101 

Choices for 

Life (1cr)/Y:  

PHED 1101 

(1cr)+ activity 

courses (2cr)

Kristie Walsdorf, Georgia Gwinnett College, 1000 University 

Center Ln, Lawrenceville, GA 30043    kwalsdor@ggc.edu
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Glenville State 

College

www.glen

ville.edu

PED 301 

Lifelong 

Wellness 

(1cr)/Y:  3 hrs 

of PE; PED 

101 Personal 

Health (1cr), 

PED 201 First 

Aid and Safety 

(1cr), PED 301 

Lifelong 

Wellness (1cr)

Dr. Kevin Cain, Dean of Teacher Education, Glenville State 

College, Department of Education, 200 High St, Glenville, WV 

26351  Kevin.Cain@glenville.edu

Greensboro 

College

www.gree

nsboro.ed

u

KIN 1100 

Personal 

Fitness and 

Wellness 

(4cr)/Y:  KIN 

1100 (4cr)

Dr. Michelle Lesperance, Dept Chair of Kinesiology, Greensboro 

College, 110 Proctor Hall West, 815 W Market St, Greensboro, 

NC 27401-1875   mlesperance@greensboro.edu

Guilford College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.guilf

ord.edu

SPST 109 

Fitness for 

Living (2cr)/N

Dr. Robert Malekoff, Chair and Associate Professor of Sport 

Studies, Guilford College, 5800 W Friendly Ave, Greensboro, NC 

27410-4108   rmalekof@guilford.edu

Hampden-

Sydney College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.hsc.

edu N/N
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High Point 

University

www.high

point.edu

EXP 1101 

President's 

Seminar:  

Learning 

Through 

Experience 

(1cr):  includes 

instruction on 

importance of 

health and 

wellness/Y:  

EXP (1cr) + 

PEC activity 

(1cr)

Dr. Nido Qubein, President, High Point University, 833 Montlieu 

Ave, High Point, NC 27262   nqubein@highpoint.edu

Huntingdon 

College

www.hunt

ingdon.ed

u

SSPE 304 

Principles of 

Lifetime 

Fitness and 

Wellness 

(3cr)/N

Dr. Lisa Olenik Dorman, Program Coordinator of PE, Chair of 

Sport Science and PE, Huntingdon College, Weil 101B, 1500 E 

Fairview Ave, Montgomery, AL 36106-2148   

ldorman@huntingdon.edu

Potomac College-

Herndon

www.poto

mac.edu N/N

Presbyterian 

College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.pres

by.edu

PHED 225 

Basic Wellness 

(3cr)/Y:  2-3 cr 

of PE:  PHED 

225 (3cr) or 

PHED 1001 

(1cr) + activity 

(1cr)

Dr. Richard E Newman, Chair of PE, Presbyterian College, 503 

South Broad St, Clinton, SC 29325   renewman@mail.presby.edu

Randolph 

College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.rand

olphcolleg

e.edu

P ED 165 

Lifetime 

Wellness 

(3cr)/Y:  P ED 

activity course 

(1cr)

Carolyn Sarson, Chair of PE and Associate Professor of PE, 

Randolph College, 2500 Rivermont Ave, Lynchburg, VA 24503-

1555   csarson@randolphcollege.edu
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Randolph-Macon 

College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.rmc.

edu

N/Y:  Wellness 

- Each student 

must 

satisfactorily 

complete two 

courses in 

physical 

education at the 

100 level. 

Courses do not 

affect  

student’s 

cumulative 

grade point

average (GPA); 

the courses are 

taken for 0 

hours of credit 

(PHED, phys 

ed) activity 

courses.

Reinhardt 

University

www.rein

hardt.edu

PED 100 

Fitness for 

College and 

Life (2cr), PED 

200 Adult 

Fitness and 

Wellness 

(4cr)/Y:  PED 

100 traditional 

students; PED 

200 for 

students 21 

years and older

Dr. Robert Epling (has taught both), Reinhardt University, Price 

School of Education, 7300 Reinhardt Circle, Waleska, GA 30183   

RTE@reinhardt.edu
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Rhodes College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.rhod

es.edu

N/Y:  3 half-

semesters of no-

credit PE 

courses, or 

participation in 

intercollegiate, 

club sports, or 

ROTC

Roanoke College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.roan

oke.edu

HHP 160 

Fitness for Life 

(3cr)/Y:  HHP 

160 and 1 HHP 

activity course 

(1cr)

Dr. John Creasy, Associate Prof and Chair of Health and Human 

Performance, Roanoke College, 243 C Homer Bast Center, 221 

College Ln; Salem, VA  24153  creasy@roanoke.edu

Saint Augustines 

University

www.st-

aug.edu

PE 101 

Wellness 

Concept (3cr) 

and PE 123 

Personal Health 

(3cr)/Y:  PED 

101 or 123 

(3cr) + 4 

seminars (5cr) 

+ 2 activity 

courses (1-2cr)

Jonathan Kelly, Assistant Professor of Human Performance and 

Wellness, Saint Augustines University, Gordon Health Center, 

1315 Oakwood Ave, Raleigh, NC 27610-2298   jdkelly@st-

aug.edu

Saint Pauls 

College

www.saint

pauls.edu

HE 110C 

Personal Health 

and Fitness 

(3cr)/Y: HE 

110A Health 

and Survival 

Skills (3cr) or 

HE110C (3cr)

Cynthia Beamon, Interim Provost, Saint Pauls College, 115 

College Dr, Lawrenceville, VA 23868   cbeamon@saintpauls.edu

133

http://www.rhodes.edu/
http://www.rhodes.edu/
http://www.roanoke.edu/
http://www.roanoke.edu/
http://www.st-aug.edu/
http://www.st-aug.edu/
http://www.saintpauls.edu/
http://www.saintpauls.edu/


CPE Content Analysis Insitutional Information

Salem College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.sale

m.edu

PHED 050 

Wellness for 

Life (.5cr)/Y:  

PHED 050 

(.5cr) + 2 

physical 

activity courses 

(.25cr/ea=.5cr)

Susan Harding, Adjunct Instructor of PE, Salem College, 601 S 

Church St, Winston-Salem, NC  27101   susan.harding@salem.edu

Sewarnee-The 

University of the 

South 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.sew

anee.edu

N/Y:  2 PE 

courses (1 

completed by 

end of FR year; 

2nd by end of 

SOPH year)

Shorter 

University 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.shor

ter.edu

HPE 1010 

Health and 

Fitness (1cr)/Y:  

HE 1010 (1cr) 

+ 2 HPE 

activity courses 

(.5cr/ea=1cr)

Vic Mitchell, Shorter University, 315 Shorter Ave, Rome, GA 

30165    vmitchell@shorter.edu

South University-

Tampa

www.sout

huniversit

y.edu N/N

Southeastern 

University

www.seun

iversity.ed

u N/N

Southern 

Virginia 

University 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.svu.

edu

PER 143 

Health and 

Wellness 

(2cr)/Y:  3 

physical 

activity courses 

(1cr/ea=3cr) + 

PER 143 (2cr)

Michael Harmon, PE Instructor, Southern Virginia University, 109 

Knight Arena, One University Hill Dr, Buena Vista, VA 24416   

michael.harmon@svu.edu
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Spelman College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.spel

man.edu

SHPE 202 

Fitness-

Contemporary 

Living (2cr)/Y:  

2-3 cr of health 

and PE courses

Germaine McAuley, Chair and Director of PE and Athletics, 

Spelman College, 350 Spelman Ln SW, Atlanta, GA 30314-4399   

gmcauley@spelman.edu

St. Andrews 

University

www.sapc

.edu N/N

Stillman College 

(Baccalauerate 

Colleges-Arts & 

Sciences)

www.still

man.edu

HPR 120 

Health for 

Modern Living 

(2cr)/Y:  HPR 

120 and any 

100-level 

activity course 

(1cr)

Dr. Gunars Cazers, Chair of Health and Phys Education Dept, 

Stillman College, 125 Wynn Center, PO Box 1430, Tuscaloosa, 

AL  35403 gcazers@stillman.edu
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Dr. Patrice Shearin, Chair and Associate Professor of Physical Education 
Anderson University 
 
Dear Dr. Shearin: 
 
This letter is intended to seek your involvement in an exploratory content analysis study that I 
am conducting in efforts to research conceptually-based physical education (CPE).  Your 
institution is among 50 universities and colleges that have been randomly selected, and I 
sincerely hope that you can assist me in analyzing the content and importance of CPE 
programming.  Specifically, I am interested in learning more about the course your department 
offers:  KIN 135 Lifetime Wellness.  An email request for your course content will be 
forthcoming.  
 
Currently, I am working at Kentucky Wesleyan College assisting in Athletic Compliance and 
teaching a CPE course, while also working on dissertation research towards completing a Ph.D. 
in Health Education from the University of Kansas.  My dissertation involves conducting an 
exploratory content analysis of CPE courses offered in Southeastern United States’ universities 
and colleges offering baccalaureate degrees.  It is my goal to collect information about CPE-
related courses from randomized institutions in this region and examine the content for 
commonalities and differences.  Having taught this type of course for approximately 13 years as 
an adjunct professor, lecturer and instructor in three higher education institutions, I have vested a 
great deal of interest and passion for CPE.  I embrace this dissertation study as a means of 
examining the course content for this type of unique programming, its effectiveness, and 
importance in the lives of college students. 
 
I will send you an email in 1-2 weeks requesting specific information about KIN 135 Lifetime 
Wellness (including course syllabus and schedule).  If more appropriate, possibly you could 
forward this request to an(other) instructor of the course or a department program assistant?  I 
would greatly appreciate all of your assistance in collecting this important information.  Your 
participation is voluntary; though I believe your input is invaluable.     
 
KU approval was sought (HSCL#20501); though because the study does not directly involve 
human subjects, it has been cleared and expedited.  Institutions and names will be kept 
confidential at all times.  Once the study has been completed and the data analyzed, the results 
will be available to you upon request. 
 
The email requesting your CPE course content will follow shortly.  Please accept this request if 
you are willing to assist me and participate in the study.  In the meantime, if there is any 
additional information or clarification that I can provide you, please do not hesitate to contact me 
at swilliams@kwc.edu or 816-344-8991.   
 
Thank you for time and consideration. 
 
Sincerely,  
 
Suzanne Williams 
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Professor Shearin, 
 
I hope that this email finds you well. I wrote you a short time ago concerning a conceptually-
based physical education (CPE) exploratory content analysis study that I am conducting for my 
dissertation.  I am optimistic that after due consideration, you would be willing to participate 
and/or forward this request to an(other) instructor of the course or a department program 
assistant to help me in my data collection? 
 
I am seeking information regarding the components, course description, topic schedule and the 
general content of your CPE course, along with any additional pedagogical measures or aids that 
you might use over the course of the semester. I am in need of the following information from 
your KIN 135 Lifetime Wellness course: 
 
1. Syllabus 
2. Schedule of topics 
+ Exam copies, if possible 
+ Additional instructional aids, if used 
 
If you could, please send the electronic copies of these items through email. My email address is 
swilliams@kwc.edu. If you cannot send through email (either as an attachment or part of the 
email message), let me know and I can send you a postage-paid envelope so that you may send 
by mail. 
 
If you have any questions or would like additional information, please do not hesitate to contact 
me at swilliams@kwc.edu or on my cell at 816-344-8991.  In addition, I would be more than 
happy to share the results of my study with you, please just let me know!  
 
Thank you in advance for your assistance with this study; I appreciate all of the resources that 
you can provide. 
 
Suzanne Williams 
Academics/Compliance 
Kentucky Wesleyan College 
3000 Frederica Street 
Owensboro, KY  42301 
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Professor Shearin, 
 
I do not mean to take up too much of your time; however, I am still attempting to gather a 
sufficient amount of data for my dissertation study on conceptually-based physical education 
(CPE).  I hope you will still please consider assisting me in my data collection. 
 
If you are able to help me (or forward this request to an(other) instructor of the course or a 
department program assistant who could), I am seeking information regarding the components, 
course description, topic schedule and the general content of your CPE course, along with any 
additional pedagogical measures or aids that you might use over the course of the semester. I am 
in need of the following information from your KIN 135 Lifetime Wellness course: 
 
1. Syllabus 
2. Schedule of topics 
 
If you have any questions or would like additional information, please do not hesitate to contact 
me at swilliams@kwc.edu or on my cell at 816-344-8991.  I would be more than happy to share 
the results of my study with you, as well.    
 
Again, I would greatly appreciate your input!  Thank you for your consideration. 
 
Suzanne Williams 
Academics/Compliance 
Kentucky Wesleyan College 
3000 Frederica Street 
Owensboro, KY  42301 
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Dissertation Study

CPE Content Analysis Assessment Instrument

Institution CPE Course/PE Requirement Course ComponentsCourse Description and Objectives Course Curriculum`````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````

1-HECAT.CDC.C112-PECAT9-12.S31-HECAT.CDC.C12-HECAT.CDC.C23-HECAT.CDC.C34-HECAT.CDC.C55-HECAT.CDC.C101-HECAT.M. PHW/CDC.C72-HECAT.M.PA/PECAT9-12.S2 3-HECAT.M.HE      4-ACSM1.85-ACSM1.2

Alice Lloyd College

PE 103 Sports and Physical Fitness 

(3cr)/Y:  PE 103 (3cr)

American 

InterContinental 

University-South Florida N/N

Anderson University

KIN 135 Lifetime Wellness (2cr)/Y: 

KIN 135 (2cr)

Asbury University

PED 100 Theory of Wellness (1cr)/Y:  

PED 100  + PE activity course (1cr)

Athens State University

HE 354 Contemporary Health and 

Physical Education Activities (3cr)/N • • • • • • • • • • •

Averett University PE 205 Lifetime Fitness (3cr)/N

Barton College

PED 131 Wellness for Life (2cr)/Y:  

Sport Science Perspective (2cr) 

requirement may be satisfied by 

completing one Physical Fitness 

course and by completing one 

lifetime activity course. 2 semester 

hours. • • • • • • • • • • •

Benedict College

PE 122 Fitness for Life (2cr)/Y:  2 

hours in PE

Bennett College for 

Women (Baccalauerate 

Colleges-Arts & Sciences)

HE 101 Wellness for Life (2cr)(health 

education?)/Y:  2 semester hours in 

fitness/phys activity

Berea College 

(Baccalauerate Colleges-

Arts & Sciences)

PEH 100 Intro to Lifetime Health and 

Wellness (.5cr)/Y:  PEH 100 (.5cr) + 

physical activity requirement (.25cr) • • • • • • • • • •

Bluefield College

ESS 1351 Personal Fitness (1cr)/Y:  

ESS 1351 (1cr) • • • • • • • • • •

Bluefield State College N/N

Blue Mountain College

PE 127 Fitness for Life (1cr)/Y:  PE 

activity courses, 2 semesters (2cr) • • • • • • • • • •

Brescia University N/N

Brewton-Parker College

PE 205 Principles of Wellness 

(2cr)/Y:  PE 205 (2cr) • • • • • • • • • •

Bridgewater College 

(Baccalauerate Colleges-

Arts & Sciences)

ES 105 Wellness (2cr)/Y:  ES 105 

(2cr) + ES activity (1cr) • • • • • • • •

Bryan College-Dayton

EHS 111 Concepts of Physical Fitness 

(1cr)/Y:  EHS 111 + EHS activity 

course

Catawba College

PER 1101 Prescriptive Fitness 

(1cr)/Y: PER 1101 (1cr)

Central Baptist College

PED 2300 Personal and Community 

Health (3cr)/Y:  PE activity course • • • • • • • • • • •

Clearwater Christian 

College (Baccalauerate 

Colleges-Arts & Sciences)

ESS 109 Concepts of Fitness (1cr)/Y:  

ESS 109 (1cr) • • • • • • • • • •
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Dissertation Study

CPE Content Analysis Assessment Instrument

````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````` Evaluation

Pre-, Post-fitness assessmentExams, Quizzes Personal Improvement or Behavioral Change Project Journal (incl. exercise)

5-ACSM1.2 6-DSADD.17-HECAT.CDC.C4,5/ACSM1.98-HECAT.M.ATD   9-HECAT.M.SH10-HECAT.M.S11-HECAT.M.V12-HECAT.M.MEH  13-DSADD.214-DSADD.315-DSADD.4 PECAT9-12.S2HECAT.S1  1-HECAT.S2  2-HECAT.S5  3-HECAT.S6  

Alice Lloyd College

American InterContinental 

University-South Florida

Anderson University

Asbury University

Athens State University • • • • • • • • • • • • •

Averett University

Barton College • • • • • • • •

Benedict College

Bennett College for Women 

(Baccalauerate Colleges-Arts & 

Sciences)

Berea College (Baccalauerate 

Colleges-Arts & Sciences) • • • • • • • • • • •

Bluefield College • • • • • • •

Bluefield State College

Blue Mountain College • • • • • • • • •

Brescia University

Brewton-Parker College • • • • • • • •

Bridgewater College 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • •

Bryan College-Dayton

Catawba College

Central Baptist College • • • • • • • • • • •

Clearwater Christian College 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • •
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Dissertation Study

CPE Content Analysis Assessment Instrument

Journal (incl. exercise) Wellness Research PaperSmall Group Discussions, Activities and/or Case StudiesCommunity Health Advocacy/Promotion Project

3-HECAT.S6  4-HECAT.S7  5-HECAT.CDC.C4  6-HECAT.CDC.C5 7-HECAT.CDC.C6  8-HECAT.CDC.C7  9-HECAT.CDC.C9  10-HECAT.CDC.C12  11-PECAT9-12.S412-PECAT9-12.S6HECAT.S3  1-HECAT.S4  2-HECAT.CDC.C3  3-HECAT.CDC.C8  4-HECAT.CDC.C13  NHES.S8

Alice Lloyd College

American InterContinental 

University-South Florida

Anderson University

Asbury University

Athens State University • • • • • • • • •

Averett University

Barton College • • • • • • • • • • • • • •

Benedict College

Bennett College for Women 

(Baccalauerate Colleges-Arts & 

Sciences)

Berea College (Baccalauerate 

Colleges-Arts & Sciences) • • • • • • • • •

Bluefield College • • • • • • • • •

Bluefield State College

Blue Mountain College • • • • • • • • •

Brescia University

Brewton-Parker College • • • • • • • • • • • • •

Bridgewater College 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • • • • • • • • • •

Bryan College-Dayton

Catawba College

Central Baptist College • • • • • • • • •

Clearwater Christian College 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • • • • • •

145



Dissertation Study

CPE Content Analysis Assessment Instrument

Institution CPE Course/PE Requirement Course ComponentsCourse Description and Objectives Course Curriculum

1-HECAT.CDC.C112-PECAT9-12.S31-HECAT.CDC.C12-HECAT.CDC.C23-HECAT.CDC.C34-HECAT.CDC.C55-HECAT.CDC.C101-HECAT.M. PHW/CDC.C72-HECAT.M.PA/PECAT9-12.S2 3-HECAT.M.HE      4-ACSM1.85-ACSM1.2

Eastern Mennonite 

University (Baccalauerate 

Colleges-Arts & Sciences)

CORE 201 Life Wellness (2cr)/Y:  

CORE 201 (2cr) • • • • • • • • • • •

Eckerd College N/N

Edward Waters College 

(Baccalauerate Colleges-

Arts & Sciences)

HPE 101 PE and Recreation (2-

3cr)/Y:  2-3 cr of health- and fitness-

related course

Elizabeth City State 

University

GE 185 Health Concepts (2cr)/Y:  

Health and PE (4cr)-GE185 + 2 

activity PE courses

Faulkner University

PE 1300 Lifetime Fitness (3cr)/Y:  PE 

1300 (3cr) + 2 physical activity 

elective courses (1cr/ea=2cr) • • • • • • • • •

Ferrum College

HHP 200 Health and Wellness 

Concepts (3cr)/Y:  1 activity course 

(1cr), incl. HHP 200 (2cr)

Flagler College-

Tallahassee

PTW 207 Principles of Fitness and 

Wellness (3cr)/N • • • • • • • • • •

Florida Southern College

PED 1005 Wellness Mgt (2cr)/Y:  

personal wellness (2hrs); PED 1005 

or 2 PED activity courses (1cr/each)

Fort Valley State 

University

PEDW 1402 Fitness and Lifestyle 

Assessment (1cr)/Y:  2cr of 1000-

level PEDW courses (incl PEDW 

1402)

Georgia Gwinnett College

PHED 1101 Choices for Life (1cr)/Y:  

PHED 1101 (1cr)+ activity courses 

(2cr)

Glenville State College

PED 301 Lifelong Wellness (1cr)/Y:  3 

hrs of PE; PED 101 Personal Health 

Greensboro College

KIN 1100 Personal Fitness and 

Wellness (4cr)/Y:  KIN 1100 (4cr) • • • • • • • • • •

Guilford College 

(Baccalauerate Colleges-

Arts & Sciences) SPST 109 Fitness for Living (2cr)/N

Hampden-Sydney College 

(Baccalauerate Colleges-

Arts & Sciences) N/N

High Point University

EXP 1101 President's Seminar:  

Learning Through Experience (1cr):  

includes instruction on importance 

of health and wellness/Y:  EXP (1cr)+ 

PEC activity (1cr)

Huntingdon College

SSPE 304 Principles of Lifetime 

Fitness and Wellness (3cr)/N • • • • • • • • • •

Potomac College-

Herndon N/N `

Presbyterian College 

(Baccalauerate Colleges-

Arts & Sciences)

PHED 225 Basic Wellness (3cr)/Y:  2-

3 cr of PE:  PHED 225 (3cr) or PHED 

1001 (1cr)+activity (1cr) • • • • • • • • • •
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Dissertation Study

CPE Content Analysis Assessment Instrument

Evaluation

Pre-, Post-fitness assessmentExams, Quizzes 

5-ACSM1.2 6-DSADD.17-HECAT.CDC.C4,5/ACSM1.98-HECAT.M.ATD   9-HECAT.M.SH10-HECAT.M.S11-HECAT.M.V12-HECAT.M.MEH  13-DSADD.214-DSADD.315-DSADD.4 PECAT9-12.S2HECAT.S1  1-HECAT.S2  2-HECAT.S5  3-HECAT.S6  

Eastern Mennonite University 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • •

Eckerd College

Edward Waters College 

(Baccalauerate Colleges-Arts & 

Sciences)

Elizabeth City State University

Faulkner University • •

Ferrum College

Flagler College-Tallahassee • • • • • •

Florida Southern College

Fort Valley State University

Georgia Gwinnett College

Glenville State College

Greensboro College • • • • • • • • •

Guilford College (Baccalauerate 

Colleges-Arts & Sciences)

Hampden-Sydney College 

(Baccalauerate Colleges-Arts & 

Sciences)

High Point University

Huntingdon College • • • • • • • • • • • •

Potomac College-Herndon

Presbyterian College 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • • • • • • • • •

Personal Improvement or Behavioral Change Project 
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Dissertation Study

CPE Content Analysis Assessment Instrument

Wellness Research PaperSmall Group Discussions, Activities and/or Case StudiesCommunity Health Advocacy/Promotion Project

3-HECAT.S6  4-HECAT.S7  5-HECAT.CDC.C4  6-HECAT.CDC.C5 7-HECAT.CDC.C6  8-HECAT.CDC.C7  9-HECAT.CDC.C9  10-HECAT.CDC.C12  11-PECAT9-12.S412-PECAT9-12.S6HECAT.S3  1-HECAT.S4  2-HECAT.CDC.C3  3-HECAT.CDC.C8  4-HECAT.CDC.C13  NHES.S8

Eastern Mennonite University 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • • • • • • • • • • • •

Eckerd College

Edward Waters College 

(Baccalauerate Colleges-Arts & 

Sciences)

Elizabeth City State University

Faulkner University •

Ferrum College

Flagler College-Tallahassee • • • • • • • • •

Florida Southern College

Fort Valley State University

Georgia Gwinnett College

Glenville State College

Greensboro College • • • • • • • • • • • • •

Guilford College (Baccalauerate 

Colleges-Arts & Sciences)

Hampden-Sydney College 

(Baccalauerate Colleges-Arts & 

Sciences)

High Point University

Huntingdon College • • • • • • • • • •

Potomac College-Herndon

Presbyterian College 

(Baccalauerate Colleges-Arts & 

Sciences) • • • • • • • • •

Personal Improvement or Behavioral Change Project 
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Dissertation Study

CPE Content Analysis Assessment Instrument

Institution CPE Course/PE Requirement Course ComponentsCourse Description and Objectives Course Curriculum

1-HECAT.CDC.C112-PECAT9-12.S31-HECAT.CDC.C12-HECAT.CDC.C23-HECAT.CDC.C34-HECAT.CDC.C55-HECAT.CDC.C101-HECAT.M. PHW/CDC.C72-HECAT.M.PA/PECAT9-12.S2 3-HECAT.M.HE      4-ACSM1.85-ACSM1.2

Randolph College 

(Baccalauerate Colleges-

Arts & Sciences)

P ED 165 Lifetime Wellness (3cr)/Y:  

P ED (1cr) • • • • • • • •

Randolph-Macon College 

(Baccalauerate Colleges-

Arts & Sciences)

N/Y:  Wellness - Each student must 

satisfactorily complete

two courses in physical education at 

the 100 level. These

courses do not affect a student’s 

cumulative grade point

Reinhardt University

PED 100 Fitness for College and Life 

(2cr), PED 200 Adult Fitness and 

Wellness (4cr)/Y:  PED 100 trad • • • • • • • • • • • •
Rhodes College 

(Baccalauerate Colleges-

Arts & Sciences)

N/Y:  3 halfsemesters of no-credit PE 

courses, or participation in 

intercollegiate or club sports, or 

Roanoke College 

(Baccalauerate Colleges-

Arts & Sciences)

HHP 160 Fitness for Life (3cr)/Y:  

HHP 160 and 1 HHP activity course 

(1cr) • • • • • • • • • •

Saint Augustines 

University

PE 101 Wellness Concept (3cr) and 

PE 123 Personal Health (3cr)/Y:  PED 

101 or 123 (3cr) +4 seminars (5cr) + 

2 activity courses (1-2cr)

Saint Pauls College

HE 110C Personal Health and Fitness 

(3cr)/Y: HE 110A Health and Survival 

Skills (3cr) or HE110C (3cr)

Salem College 

(Baccalauerate Colleges-

Arts & Sciences)

PHED 050 Wellness for Life (.5cr)/Y:  

PHED 050 (.5cr)+ 2 physical activity 

courses (.25cr/ea=.5cr)

Sewarnee-The University 

of the South 

(Baccalauerate Colleges-

Arts & Sciences)

N/Y:  2 PE courses (1 completed by 

end of FR year; 2nd by end of SOPH 

year)

Shorter University 

(Baccalauerate Colleges-

Arts & Sciences)

HPE 1010 Health and Fitness (1cr)/Y:  

HE 1010 (1cr)+2 HPE activity courses 

(.5cr/ea=1cr) • • • • • • • • • • •

South University-Tampa N/N

Southeastern University N/N

Southern Virginia 

University (Baccalauerate 

Colleges-Arts & Sciences)

PER 143 Health and Wellness 

(2cr)/Y:  3 physical activity courses 

(1cr/ea=3cr)+PER 143 (2cr)

Spelman College 

(Baccalauerate Colleges-

Arts & Sciences)

SHPE 202 Fitness-Contemporary 

Living (2cr)/Y:  2-3 cr of health and 

PE courses

St. Andrews University N/N
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Dissertation Study

CPE Content Analysis Assessment Instrument

Evaluation
Pre-, Post-fitness assessmentExams, Quizzes 

5-ACSM1.2 6-DSADD.17-HECAT.CDC.C4,5/ACSM1.98-HECAT.M.ATD   9-HECAT.M.SH10-HECAT.M.S11-HECAT.M.V12-HECAT.M.MEH  13-DSADD.214-DSADD.315-DSADD.4 PECAT9-12.S2HECAT.S1  1-HECAT.S2  2-HECAT.S5  3-HECAT.S6  

• • • • • • • • • •

Reinhardt University • • • • • • • • • • • • • • •

Roanoke College (Baccalauerate 

Colleges-Arts & Sciences) • • • • • • • •

Sewarnee-The University of the 

South (Baccalauerate Colleges-Arts 

& Sciences)

Shorter University (Baccalauerate 

Colleges-Arts & Sciences) • • • •

South University-Tampa

Southeastern University

Southern Virginia University 

(Baccalauerate Colleges-Arts & 

Sciences)

Spelman College (Baccalauerate 

Colleges-Arts & Sciences)

St. Andrews University

Personal Improvement or Behavioral Change Project 
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Dissertation Study

CPE Content Analysis Assessment Instrument

Wellness Research PaperSmall Group Discussions, Activities and/or Case StudiesCommunity Health Advocacy/Promotion Project

3-HECAT.S6  4-HECAT.S7  5-HECAT.CDC.C4  6-HECAT.CDC.C5 7-HECAT.CDC.C6  8-HECAT.CDC.C7  9-HECAT.CDC.C9  10-HECAT.CDC.C12  11-PECAT9-12.S412-PECAT9-12.S6HECAT.S3  1-HECAT.S4  2-HECAT.CDC.C3  3-HECAT.CDC.C8  4-HECAT.CDC.C13  NHES.S8

• • • • •

Reinhardt University • • • • • • • • • • • • • •

Roanoke College (Baccalauerate 

Colleges-Arts & Sciences) • • • • • • • • •

Sewarnee-The University of the 

South (Baccalauerate Colleges-Arts 

& Sciences)

Shorter University (Baccalauerate 

Colleges-Arts & Sciences)

South University-Tampa

Southeastern University

Southern Virginia University 

(Baccalauerate Colleges-Arts & 

Sciences)

Spelman College (Baccalauerate 

Colleges-Arts & Sciences)

St. Andrews University

Personal Improvement or Behavioral Change Project 
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Dissertation Study

CPE Content Analysis Assessment Instrument

Institution CPE Course/PE Requirement Course ComponentsCourse Description and Objectives

1-HECAT.CDC.C112-PECAT9-12.S31-HECAT.CDC.C12-HECAT.CDC.C23-HECAT.CDC.C34-HECAT.CDC.C55-HECAT.CDC.C101-HECAT.M. PHW/CDC.C72-HECAT.M.PA/PECAT9-12.S2 3-HECAT.M.HE      4-ACSM1.85-ACSM1.2

Stillman College 

(Baccalauerate Colleges-

Arts & Sciences)

HPR 120 Health for Modern Living 

(2cr)/Y:  HPR 120 and any 100-level 

activity course (1cr) • • • • • • • • • • •

TOTALS 20/20 15/2020/2020/20 20/20 18/20 15/20 4/20 20/20 20/20 19/20 17/20 15/20

% 1 0.75 1 1 0.9 0.75 0.2 1 1 0.95 0.85 0.75

PE Requirement      40/56     0.71

CPE Requirement    29/56    0.52

CPE Offering                 41/56    0.73

Course Curriculum
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Dissertation Study

CPE Content Analysis Assessment Instrument

Pre-, Post-fitness assessmentExams, Quizzes 

5-ACSM1.2 6-DSADD.17-HECAT.CDC.C4,5/ACSM1.98-HECAT.M.ATD   9-HECAT.M.SH10-HECAT.M.S11-HECAT.M.V12-HECAT.M.MEH  13-DSADD.214-DSADD.315-DSADD.4 PECAT9-12.S2HECAT.S1  1-HECAT.S2  2-HECAT.S5  3-HECAT.S6  

Stillman College (Baccalauerate 

Colleges-Arts & Sciences) • • • •

18/20 12/20 12/20 10/20 10/20 3/20 7/20 3/20 7/20 4/20 11/20 18/20 16/20 16/2016/20

0.9 0.6 0.6 0.5 0.5 0.15 0.35 0.15 0.35 0.2 0.55 0.9 0.8 0.8 0.8

Course Curriculum Personal Improvement or Behavioral Change Project 

Evaluation
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Dissertation Study

CPE Content Analysis Assessment Instrument

Wellness Research PaperSmall Group Discussions, Activities and/or Case StudiesCommunity Health Advocacy/Promotion Project

3-HECAT.S6  4-HECAT.S7  5-HECAT.CDC.C4  6-HECAT.CDC.C5 7-HECAT.CDC.C6  8-HECAT.CDC.C7  9-HECAT.CDC.C9  10-HECAT.CDC.C12  11-PECAT9-12.S412-PECAT9-12.S6HECAT.S3  1-HECAT.S4  2-HECAT.CDC.C3  3-HECAT.CDC.C8  4-HECAT.CDC.C13  NHES.S8

Stillman College (Baccalauerate 

Colleges-Arts & Sciences) • • • • •

16/20 16/20 16/20 16/20 16/20 16/20 16/20 16/20 16/20 7/20 8/20 8/20 8/20 8/20 1/20

0.8 0.8 0.8 0.8 0.8 0.8 0.8 0.8 0.8 0.35 0.4 0.4 0.4 0.4 0.05

Personal Improvement or Behavioral Change Project 

Evaluation
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