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About VAHPERD

VAHPERD Members,

 It is my pleasure to serve as the editor of The Virginia Journal (TVJ) and Communicator.  Enclosed 
you will find the Fall 2015 issue.  I hope to continue the successful publications of TVJ and Commu-
nicator.  
 However, the success of TVJ and the Communicator only go as far as the members and our
submissions.  I ask that you continue to submit the quality work you have in the past.  Let the state, 
region and nation know the outstanding work we are doing in VAHPERD.  So this is my continued 
call for manuscripts for the Spring 2016 issue of TVJ and news information for the Communicator.  
The TVJ and Communicator depend on the submissions from our exceptional professionals working 
in the field.   
 So please continue to e-mail me your manuscripts and news by January 15, 2016 as a Word at-
tachment for the two publications.  Please follow the manuscript guidelines posted in each issue of 
TVJ.  My contact information is below.

Sincerely,

Michael Moore, PhD, ATC, Associate Professor, HHP
Clinical Coordinator, ATEP, Radford University
P.O.Box 6957, Radford, VA 24142
540-831-6218
mbmoore@radford.edu
www.radford.edu/mbmoore
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continued on page 3 continued on page 3

Greeting VAHPERD members and col-
leagues:

I hope that you had a nice relaxing sum-
mer and are off to a fantastic new school 
year.  The spring and summer months have 
been very busy for our organization.  We 
had our annual “Budget” board meeting in 
April and the “Conference” board meeting 

in June.  Throughout the spring and summer, VAHPERD took a 
leadership role in the “Parents that Host Lose the Most Campaign” 
which focused on underage drinking.  Members of VAHPERD also 
met at the annual Virginia Summer Health and Physical Activity 
Institute at James Madison to plan for the Fall SOL Workshops.  
Many members of our Board of Directors also took time away 
from their summer to attend the SHAPE Southern District Lead-
ership Development Conference (LDC) in Williamsburg in late 
July.  The LDC was a great opportunity to get to connect with 
AHPERD leaders from other states, plan for the upcoming SHAPE 
Southern District Conference, and learn more about the direction 
of SHAPE SD and SHAPE America.  We also had members of our 
organization supporting the Richmond 2015 - UCI Road World 
Championships in late September (check out these bike safety 
lessons that were created for the event).

One of the big responsibilities for the VAHPERD President-elect 
during the summer is to develop and share the updated Strategic 
Plan for VAHPERD.  The Strategic Plan is an outline of the plans 
and initiatives that VAHPERD will focus on throughout the year.  
During the June board meeting, I also shared the theme for the 
2016 VAHPERD Convention (November 2016 in Richmond, VA) 
which is “Be a Champion for a Healthy and Active Virginia!”  I 
am hopeful that the Strategic Plan and the theme will serve as a 
springboard for the organization as we continue to move forward.

Being a Champion for a Healthy and Active Virginia starts with 
you!  VAHPERD is in the beginning stages of developing a 
resource page on the website for members to support quality in-
struction.  I would like to encourage any member who is willing 
to send me best practice lessons that meet the new 2015 Virginia 
Health and Physical Education Standards of Learning (ctriolet@
gmail.com).  This is a great opportunity to share your expertise 
and creativity with other VAHPERD members and provide them 
with valuable resources that they can use to promote healthy and 
active opportunities for all students in Virginia.  

There many exciting opportunities for our members on the hori-
zon, I hope you will join me in participating/supporting some of 
these events.  

• In February 2016, VAHPERD will co-host the 2016 SHAPE 
Southern District Conference in Williamsburg, VA.  This 
is an awesome opportunity to showcase the amazing teaching 

Hello to all Health and Physical Education 
professionals,

The summer season has flown by once 
again taking us into fall and another ex-
citing school year. It is my hope that you 
have experienced a great start to your new 
year. We all face many challenges during 
the summer and school year that are both 
personal and professional.  I want you 

to know VAHPERD is here for you!  Having a solid foundation 
of support through the relationships that I have experienced as 
a VAHPERD member has helped me to endure and continuing 
moving forward personally and professionally.  This is a member 
benefit that his not listed on the VAHPERD website, but is avail-
able when you are engaged and working with a great group of 
outstanding professionals. 

I cannot encourage you enough! It is time to belong to these 
committed, enthusiastic, and engaging group of professionals. 
The efforts of these few will be experienced by every health and 
physical education professional over the course of this year and 
next. Right now is the time to learn more about us and explore the 
benefits and resources that are available.

The VAHPERD leadership has been very busy with new and excit-
ing opportunities to provide resources and support to the teachers, 
parents, students and the community. We are very excited to have 
been a part of the projects that supports the prevention of underage 
drinking on the college campuses and in our high schools.  Visit 
the VAHPERD website www.vahperd.org and see the results of 
VAHPERD’s collaboration with many partners to across the state 
to support the campaign against underage drinking.  The grant 
work created radio and TV ads, billboard, and advertisements that 
have been visible across the state. I wish to express my sincere 
appreciation to Misti Wajciechowski, Vonnie Colvin, Tarin Hamp-
ton, Erima Fobbs, Vanessa, and our future professionals, Jessica 
Parker and RaQuaam Smith for their work on the  “Collective 
Health Impact” grant.  The work of these VAHPERD members 
has provided resources that are available for everyone in the state. 
We have an active video contest with five possible awards to be 
won by students and teachers. As a result of their work,  teachers 
have health lessons easily accessible on the VAHPERD website. 

Thank you to all of these adventurous staff! They have enabled  
VAHPERD leadership to see the value of engaging in grant op-
portunities to provide resources for our teachers.

I am very excited about the February 2016 Southern District 
Convention in Williamsburg. For the 2015-16 school year, we are 
hosting the Southern District SHAPE Conference in Williamsburg, 
February 10-13.  In support of the Southern District Conference 
we will combine our regular VAHPERD conference meetings and 
activities normally held in November, into this conference event. 
Our annual Board of Directors meeting, General opening session 
and closing session with prizes and giveaways will occur during 
this convention.  This is also the time that you will elect the new 
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Executive Director's Messsage
Henry Castelvecchi

President-Elect's Message
continued from page 2

talent in our state.  Since we are co-hosting, we need lots of 
VAHPERD volunteers.  If you are interested in volunteering, 
contact Regina Kirk (kirkvahperd@gmail.com).

• The SHAPE National Convention will take place April 5-9, 2016 
in Minneapolis, MN.  For more information about the confer-
ence, visit - www.shapeamerica.org/events/convention2016/.

Please know that your membership in VAHPERD is valued and 
appreciated.  If you have any questions or need assistance, please 
feel free to contact me (ctriolet@gmail.com).  I look forward to 
working with you and for you!

Chad Triolet
Be a Champion for YOUR Profession
(advocate, educate, encourage, and empower)

Exciting things are happening within VAH-
PERD.  The Membership Committee and I 
have read the feedback from the member-
ship and we are working on new benefits 
and programs for VAHPERD members.  
Thank you to all the members who filled 
out our survey.  Be on the lookout for these 
new items soon.  Feel free to send us any 
suggestions for what you would like to see 

from VAHPERD or comment on current programs.

We are right around the corner from the SHAPE America Southern 
District Conference. I hope you are able to attend and can bring 
a colleague that you think would benefit from a great conference.  
This is a chance to see nationally recognized speakers without 
having to leave the state.  The conference will be in beautiful 
Williamsburg, VA, February 10-13, 2016. Be sure to check out 
the VAHPERD website for more details.

Even though we are not having a state convention until 2016 No-
vember, it is almost time to submit presentation proposals.  Be on 
the lookout for an email about a call for submitting a proposal.  We 
are always looking for new presenters. Please consider presenting 
by yourself or with a friend. 

Thank You for your continues support of VAHPERD.  Please 
continue to send your feedback so we can make this the best as-
sociation for you.

Henry Castelvecchi
Executive Director

President's Message continued from page 2
President-Elect and other vice president positions for the VAH-
PERD leadership. Remember, all of our candidates are voted on 
and elected by the membership, so check the VAHPERD website 
for information about the candidates. 

For the VAHPERD opening session on Friday, February 12, I am 
very excited to announce that we have Maria Corte as our key 
note speaker for this session. Maria teachers at Mesa High School 
in in Arizona and has been a presenter at the JMU Health and 
Physical Activity Institute. The opportunity for our professionals 
to experience her enthusiasm, energy and passion for teaching is 
sponsored by GOPHER. We are appreciative of their support in 
bringing Maria to Williamsburg.

SHOULD VAHPERD change the name of the organization?  If so, 
what should it be? This is one of many questions and challenges 
facing our professional organization over the next few months. We 
will review results of a membership survey and communicate with 
all of our members and professionals the results  of  research and 
discussions to involve all members in a final decision.
Our legislative committee will be organizing this fall to increase 
our presence and efforts to provide information and possible di-
rection to our state legislators that supports our efforts to provide 
quality and meaningful health and physical education. We are 
planning another Speak Out Day in Richmond in February 2016. 
We need you to join us. Please take time to consider your level of 
support to join VAHERD in this effort. 

In closing, this is a list of some of the opportunities and challenges 
that VAHPERD will be considering over the next year.

• The selection of a Convention Manager;.

• Selection of someone with the technology skills and knowledge 
to carry on as our Webmaster; 

• The Legislative Committee is organizing activities and members 
to engage in our second Speak Out Day in Richmond in February 
2016;

• Consideration of a name change for VAHPERD – How do we 
represent our professionals in Virginia;

• Elections for the new Board members and President-Elect will 
take place as a part of the February SD conference as stated 
in our By-Laws. We have a candidate for every position and 2 
candidates for President-Elect. 

Thank you for your support of my  term as President of VAHPERD.  
This has been an honor that has helped me grow as a person and as 
a professional. In my short time serving, I have realized that many 
people make it possible for me to have been a health and physical 
educator for the past 40 years. I will be one of those people to help 
you continue as a professional in your future.

I hope to see you at the Conference in February.

Fred Milbert
President, VAHPERD
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Connecting Health Education and Health Promotion through 
Community Outreach to Bridge PreK-12 School Health Programs and
Corresponding Communities
Michael S. Mucedola, Ph.D., M.S.T., MCHES, Health and Physical Education Graduate Program Coordinator,
Longwood University in Farmville, VA

Introduction
 School and community based health education continue to be 
valuable assets to curbing the leading causes of morbidity and 
mortality in the United States.  Chronic diseases and conditions 
(cardiovascular disease, cancer, obesity, arthritis, etc.) are mostly 
preventable and as of 2012, approximately half of all adults (117 
million people) experienced one or more of them (Center for 
Disease Control and Prevention (CDC), 2015).  In addition, these 
diseases and conditions are the most costly.  In the U.S. in 2010, 
heart disease and strokes cost over $315 billion, cancer $157 
billion, diabetes $245 billion, and including chronic conditions 
and economic costs, the sum sky rockets over one trillion dollars 
(CDC, 2015).  
 Unhealthy behaviors related to diet, physical inactivity, and toxin 
consumption are not only preventable and cost the nation a signifi-
cant sum in direct and indirect health care costs, but play a key role 
in determining if an individual will develop chronic diseases and 
other related health problems (American Cancer Society, 2015; 
Campbell & Campbell, 2006; Carlsona, Fultona, Pratta, Yangb, 
& Adams, 2015).  Individuals of all ages need knowledge, skills, 
and resources necessary to make informed decisions and sustain 
health enhancing behaviors.  Health education efforts in schools 
and communities provide a forum to obtain these vital tools. 

Overview
 Health education is a preventative approach, covers a vast 
amount of health topics and centers on cognitive, skill and affective 
objectives.  One goal is to change unhealthy behavior and sustain 
healthy ones in order for an individual to live a long, high quality 
life.  Many resources are available for a health education specialist 
as they strive to meet or exceed the objectives they set forth.  This 
article provides a brief overview of prominent health education 
and health promotion models, an outline of the Responsibilities 
and Competencies (R’s & C’s) of a health education specialist and 
examines the role of Healthy People (HP) 2020. 
 The World Health Organization (WHO) (2015a) defines health 
education as any combination of learning experiences aimed at 
assisting individuals and communities to improve their health, by 
providing knowledge and affecting attitudes.  Health promotion 
is the process of enabling people to improve their health, and 
stretches beyond individual behavior to encompass areas such 
as social and environmental interventions (WHO, 2015b).  Com-
munity outreach is a catalysis that can bring these fields together 
and the PreK-12 school system and corresponding communities 
provide optimal environments for this harmonization to occur.  
Health education and health promotion are at times treated as 
separate entities and the same can be said of the setting in which 
these ensue.  The Prek-12 school system is one common forum 

for health education and health promotion, while the surrounding 
communities are often treated as a separate environments for these 
to transpire.  One aim of this article is to discuss ways to bridge 
these fields through the utilization of community outreach.

Models for Health Education and Health Promotion
 There are several models a health educator can utilize when 
designing health education and promotion programs and one 
frequently bieng the PRECEDE/PROCEED model.  Developed 
in the early 1970’s by Lawrence Green, “PRECEDE” represents 
predisposing, reinforcing, and enabling constructs in educational/
environmental diagnosis and evaluation; while PROCEED (added 
in the 1980’s) stands for policy, regulatory, and organizational 
constructs in educational and environmental development (Green 
& Kreuter, 2005).  The model consists of eight phases and works 
backward then forward to assess quality of life (QOL).  Health 
issues affecting QOL are determined, following by behaviors and 
environment contributing to the health alignments (McKenzie, 
Neiger, & Thackeray, 2012).  Phase three examines predisposing 
(attitudes, knowledge, etc.), reinforcing (parents, community mem-
bers, etc.), and enabling (availability, accessibility, etc.) factors 
influencing behavior and environment.  Phase four is a health edu-
cation program to address phases 1-3 and consists of educational 
strategies and policies.  Phase five entails program implementation 
while the 6-8 evaluation phases make up PROCEED to determine 
effectiveness throughout (McKenzie, et. al., 2012).
 In the early 1990’s, Martin Kreuter (Director of the Division of 
Chronic Disease Control and Community Intervention) incorpo-
rated the PRECEDE portion into the CDC Planning Approach to 
Community Health (PATCH) model. PATCH was developed in 
1983 by the CDC collaborating with local and state health depart-
ments and community groups.  Application of the model ranged 
from a variety of health topics including cardiovascular disease 
and access to health care, with a focus on community-based 
process that synthesized health education, health promotion, and 
community development knowledge and theories structured with 
PRECEDE (Kreuter, 1992).  PATCH operates under the following 
key elements: active participation by community members, program 
development based on data, collaboration to develop a comprehen-
sive health promotion strategy, feedback and program improvement 
are emphasized during evaluation, and the community capacity for 
health promotion is enhanced (McKenzie, et. al., 2012).  Utilization 
of these keys elements are conducted in five phases starting with 
mobilizing the community to data collection and organization.  In 
phase three health priorities are established, followed by a compre-
hensive intervention plan, and phase five evaluation. 
 The Community Health Improvement Process (CHIP) was first 
developed in 1997 as a framework toward building community 
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health.  It starts with problem identification and prioritization 
by forming a coalition to address community health and QOL, 
comparing and analyzing community profiles, and identifying 
critical issues (Durch, Bailey, & Stoto, 1997).  Once a problem 
area has been identified, an assessment is conducted to ascertain 
community needs and decide where resources and personnel 
should be employed (Issel, 2014).  An analysis is conducted in the 
second part of the model, followed by resource inventory and de-
veloping strategy.  Next a team identifies accountability, develops 
performance indicators, implement strategy, and monitor process 
and outcomes.  Benefits of CHIP are it utilizes a community per-
spective, inclusivity, comprehensive approach, and is an ongoing 
process (Issel, 2014).  
 The Multilevel Approach to Community Health (MATCH) was 
developed in the 1980’s to provide more focus to PRECEDE/
PROCEED (Simons-Morton, Simons-Morton, Parcel, & Bunker, 
1988).  The model emphasizes program implementation and con-
sists of five phases each with multiple steps.  Phase one involves 
goal selection (health-status, priority populations, etc.) followed 
by intervention planning (targets, objectives, etc.) (McKenzie, et. 
al., 2012).  Phase three entails program development (curricula 
and intervention guides, instructional materials, etc.) while phase 
four consists of implementation preparations (McKenzie, et. al., 
2012).  Phase five concludes with evaluation.  The model is useful 
after identification of behavioral and environmental factors and 
establishment of an action plan (Simons-Morton, et. al., 1988).  
 The Community Readiness Model (CRM) developed in the late 
90’s identifies nine stages of readiness through which communities 
develop (Tri-Ethnic Center, 2011).  Readiness is determined by the 
higher stage of development and assessment of readiness is done 
for six dimensions.  The nine stages include community tolerance/
no awareness, denial/resistance, vague awareness, preplanning, 
preparation, initiation, stabilization, confirmation/expansion, and 
high level of community ownership (Edwards, Jumper-Thurman, 
Plested, Oetting & Swanson, 2000).  The CRM stages outline 
characteristics of communities and strategies for readiness.  These 
include efforts, community knowledge of efforts, leadership, com-
munity climate, community knowledge of the issue, and resources 
(Edwards, et. al., 2000).  Dimension readiness is assessed on a 1 
to 9 scale and strategies are developed based off this.  To ensure a 
well-represented sample, multiple interviews are conducted with 
respondents in the community.  
 Mobilizing for Action through Planning and Partnerships 
(MAPP) was developed by the National Association of County and 
City Health Officials (NACCHO) in the late 90’s as a strategic ap-
proach to community health. There are six MAPP phases, starting 
with organizing the planning process and developing partnerships, 
to vision and value statements, followed by four assessments 
(community themes/strengths, local public health assessments, 
community health status, and forces of change) (NACCHO, 2015).  
Phase four deals with strategic issues from a prioritized list off the 
prior assessment, followed by goals and strategies during phase 
five and ending with the action cycle.  MAPP focuses on creat-
ing a healthy community and improving QOL.  By engaging the 
community and creating community ownership the model can be 
used to match needs, resources, ideas, and actions throughout the 
community (NACCHO, 2015). 

Responsibilities and Competencies of a
Health Education Specialist

 In the late 1970’s, the process to establish the role of a health 
educator began and the National Task Force on the Preparation 
and Practice of Health Educators (NTFPPHE) was formed.  Many 
areas were examined, but the main objective was to develop a 
comprehensive credentialing system for the health education pro-
fession.  The Role Delineation Project (RDP) was started, the roles 
of a health educator were outlined, and subsequently published 
in 1985 under the title “A Framework for the Development of 
Competency-Based Curricula for Entry-Level Health Educators” 
(NTFPPHE, 1985).  Through the RDP, specific areas of responsibil-
ity, competencies, and sub-competencies for the entry level health 
educator were created.  In 1988, the National Commission for 
Health Education Credentialing (NCHEC) replaced the National 
Task Force as a nonprofit organization with a mission to improve 
health education by promoting and sustaining a credentialed 
body of health education specialists (HES).  This is done through 
certification and promotion of professional development with 
a focus on preparation and practice.  There are currently seven 
areas of responsibility each with their own comprehensive set of 
competencies and sub-competencies outlining the role of a HES.  
 The first area of responsibility assesses needs, resources and 
capacity for health education and promotion ranging from planning 
assessment strategies to determining needs.  Area two focuses on 
planning and promotion and involves stakeholders in the process.  
Area three focuses on implementation and area four pertains to 
evaluation and research.  Area five focuses on administration and 
management while area six centers around serving as a resource 
person in the field.  Area seven involves communication, promo-
tion, and advocacy efforts for health and the field.  An individual 
may become a Certified Health Education Specialist (CHES) by 
passing a competency-based examination on the R’s & C’s. An 
individual is eligible for the exam if they have a degree from an 
accredited institution in health education or related field or least 25 
semester hours of coursework addressing the R’s & C’s.  Retaining 
the certification requires yearly dues and completing 75 approved 
continuing education contact hours every five years, at which time 
an individual is eligible to sit for the Master’s (MCHES) exam. 

Healthy People 2020
 The U.S. Department of Human Services (HHS) (2015a) pro-
vides ten year health goals and objectives for all Americans under 
its “Healthy People” initiative with a focus on disease prevention.  
For three decades these national objectives have helped establish 
monitored benchmarks to assess progress.  In addition, HP aims to 
encourage collaboration across communities, empower individu-
als, and evaluate prevention efforts (HHS, 2015a).  The current 
HP 2020 vision is for all people to live long, healthy lives.  In ad-
dition, some overarching goals are to eliminate health disparities 
and improve QOL across all life stages (HHS, 2015a). 
 HP 2020 covers 42 topic areas (ranging from chronic diseases 
to nutrition and physical activity) with over 1,200 objectives.  
Progress reports are released frequently outlining the “Lead-
ing Health Indicators”.   These indicators are used to assess the 
health of the nation, initiate collaboration, and enact change at 
all levels to improve health in the U.S. Using current technology, 
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the program maintains an interactive website for collaboration 
and dissemination of materials, data, and resources.  For each of 
the 1,200 plus objectives, there is a separate reliable data source, 
baseline measure, and target for improvement to be met at the 
end of each ten year initiative (HHS, 2015b).  These objectives 
were developed by experts from leading federal agencies and 
presented to the public for feedback.  Most objectives are geared 
toward interventions to reduce or eliminate illness, disability, and 
premature death among individuals and communities with broader 
objectives such as eliminating health disparities (HHS, 2015b).  

Community Outreach
 Community outreach in this context refers to strategies to target a 
community to address specific health related issues.  Health educa-
tion in the PreK-12 school system provides an excellent forum to 
enact health promotion in the corresponding communities through 
the use of community outreach.  This comes in various forms but 
a health education specialist is uniquely trained to steer the ship 
when coordinating this approach.  Activities designed by a health 
education specialist to produce materials and products with stu-
dents in the classroom while learning content and practicing skills, 
can then be disseminated out in local communities.  For example, 
during a chronic diseases unit, students can create brochures with 
prevention strategies, signs/symptoms, local resources, etc.  These 
can be passed out in the local community or taken home to family 
members.  Having student’s interview friends, family, or commu-
nity members to answer a few short questions helps to determine 
if the recipients read and understand the brochure and allows for 
the teacher to assess that students disseminated the material.  
 This same approach can be used for all 42 health topics outlined 
by HP 2020, which can be taught in the classroom and dispersed 
in communities.  Differentiating the activities (posters, pamphlets, 
research products, etc.,) is crucial.  In addition, differentiating the 
community outreach approach is essential.  Having the students 
gather information, conduct mini needs assessments, locate local 
resources and assets in local communities are a few ways to go 
about this.  The R’s & C’s of a health education specialist can be 
used as a guide for students as well and allows them to take the 
reins as they are now the disseminators of information and bridging 
the gap between the classroom and corresponding communities. 
Under this approach, the concept behind community outreach 
allows for learning to take place outside the classroom while 
concurrently addressing health needs in local communities.  The 
community outreach component links not only health education 
and health promotion, but the PreK-12 school based system and 
corresponding community environments in which they occur.

Conclusion
 Chronic diseases and conditions continue to be the leading 
causes of morbidity and mortality in the U.S. and have economic 
repercussions (CDC, 2015).  Therefore, targeting the main risk 
factors (diet, physical inactivity, and tobacco use) associated with 
these conditions is justified.  School based health education is a 
preventative approach to curbing health related conditions.  Cor-
responding communities are another environment where these 
health conditions occur and target areas for primary and secondary 
prevention efforts.  However, these two settings are often funded 

and treated separately.  Combining efforts and resources in these 
fields makes economic sense, but also has the potential to produce 
more effective results. 
 Community outreach is an important tool to bridge the PreK-12 
school system and corresponding communities.  Health education 
and health promotion efforts can produce a synergistic effect when 
combined and their effectiveness can be greater than separately 
adding the results from these disciplines.  Already established 
health education and promotion models provide proven and tested 
framework to utilize for this approach. The R’s & C’s outline a 
roadmap of a health education specialist role in this endeavor 
and the HP 2020 goals and objectives offer overarching aims for 
a program. Community outreach allows for all these important 
resources in the public health field to come together to address 
important health concerns faced by U.S. today.  While community 
outreach can be implemented in different forms, a focus should be 
to bridge the gap between Prek-12 school health programs and the 
corresponding communities through concurrent health education 
and health promotion efforts. 
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Self Dependence: The Self-Check Style of Teaching
William C Thomson, Associate Professor, Department of Health, Athletic Training, Recreation and Kinesiology, 
Longwood University

Self Dependence: The Self-Check Style of Teaching
 There are many approaches to teaching skills and strategies in 
Physical Education, and our literature is rich with descriptions 
of these varied methodologies.  One writer in particular, Muska 
Mosston, notably contributed to Physical Education’s body of 
literature with his detailed descriptions of the characteristics 
of various teaching methods.  In categorizing these “Styles 
of Teaching” the strengths and weaknesses of each method of 
teaching a Physical Education lesson were analyzed.  Mosston’s 
analyses showed that for any style a teacher might choose, 
certain aspects or possibilities of the teaching-learning situation 
were facilitated while other aspects were diminished.  In other 
words, there are always strengths and weaknesses inherent in 
any teaching strategy (Mosston & Ashworth, 1994; Mosston & 
Ashworth, 2002).  Table 1 displays a listing of the styles and a 
brief descriptive characteristic of each one.

this dilemma.  In this style, students observe one another and 
take turns giving feedback to each other.  The teacher provides 
a demonstration of the task to be learned and usually some kind 
of task sheet which the student observers can use.  Using the 
task sheet, which may have performance cues and/or pictures 
of correct technique, each student watches a performing partner 
and offers feedback based on the criteria given on the task sheet.  
The teachers’ role is to assist the observers in becoming better at 
observing and providing the feedback.  This style thus insures 
that all students receive feedback about how they are performing 
the task.  Providing feedback in a constructive way is a skill that 
can be learned, and the more this style is used the better students 
should get at observing and assessing the physical skills their 
partner is displaying.  The obvious drawback, of course, is that 
using students to give one another feedback means that, while this 
style is being used, half of the class is not getting physical practice 

of the skill.  Yes, they are engaged cognitively, 
but they just aren’t getting any skill repetitions.  
Feedback for all is gained at the expense of cutting 
the amount of skill repetitions each student will 
get.  How can this new dilemma be resolved?  The 
next style on Mosston’s continuum of teaching 
styles provides an answer.
 Style D – the Self-Check style – builds on the 
strengths of Style C (all students get feedback) 
while addressing that styles’ weakness (loss of 
practice repetitions).  It is an aptly named style 

because the responsibility for providing corrective feedback is 
now shifted directly to each student as s/he performs the task 
to be learned.  Having gained some skill in providing feedback 
to peers via previous lessons in which Style C was used as a 
teaching strategy the students now employ that skill in self-
analysis (Mosston & Ashworth, 1994).
 As in all of the so-called the “Reproduction Styles” (Mosston 
&Ashworth, 2002; Thomson, 2009), the Self-Check style of 
teaching begins with the teacher explaining and demonstrating 
a task to the class.  As in the Reciprocal style, once the teacher 
demonstrates the task to be learned and the way in which the 
students are to practice that task the teacher will usually also 
provide a task sheet with criteria for successful performance for 
the students to use.  During practice time in the Self-Check style 
the students assume responsibility for identifying and correcting 
their own errors.  The teacher usually does not critique student 
performance per se, but instead attempts to help students sharpen 
their self-analysis skills.  
 The following is an example of how this plays out in a lesson 
segment.  Let it be assumed in this tennis lesson scenario that 
the students have warmed up and been hitting balls at net and 
from the baseline for some 6-8 minutes.  Now the teacher wishes 
to use the Self-Check style during the next lesson segment on 
improving their serving motion.  The serve has been practiced 
during parts of two previous lessons, and in yesterday’s lesson 
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Style Style Name Characteristic 
A Command Students move on signal from teacher 
B Practice Self-paced student practice; feedback from teacher 
C Reciprocal Feedback from a peer observer 
D Self-Check Feedback to self 
E Inclusion Multiple levels of task difficulty 
F Guided discovery Learning is directed by questions 
G Convergent production Students converge on one correct answer 
H Divergent production Multiple correct solutions to problem 
I Going beyond Students conceive problem and solution 
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 This is the fourth article in a series which offers insight into each 
of the Teaching Styles.  The first article in this series (published in 
The Virginia Journal, 30(2), 20-22, 2009) provided background 
information regarding the Spectrum of Teaching Styles, and a 
description of how the first style - Style A, or the Command Style 
- is used.  The second and third articles discussed the next of 
the Teaching Styles along the continuum - Style B, the Practice 
Style, and Style C, the Reciprocal Style.  Practical examples and 
suggestions regarding how these teaching styles can be used 
were included.  This article will describe the characteristics, 
possibilities, and limitations inherent when students work in 
partnership with their teacher in evaluating their skills.  This 
teaching style is known as the Self-Check Style (Style D).  
 Most PE teachers feel the need to provide feedback to students 
as they learn various motor skills.  In a typical lesson the teacher 
may begin by providing a demonstration and explanation of the 
task to be learned (“Good morning everyone; today we’re going 
to learn how to . . . ”).  After this, the teacher then asks students 
to begin practicing that task.  The teacher circulates through the 
class offering feedback (preferably process-oriented feedback) 
to students about their performance.  However, large class sizes 
can make it difficult to offer feedback to all students in a timely 
manner.  Teaching style C (Reciprocal) offered an answer to 
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the teacher used the Reciprocal style to allow the students to give 
one another feedback.  The teacher now begins this segment.
 “OK everyone – gather around here.  Two days ago we 
introduced and practiced serving the ball.  We all spent more 
time serving yesterday but then we also had a little part of the 
lesson in which you watched your partner hit some serves and 
you gave him or her feedback based on the observation sheet I 
gave you.  Then your partner hit more serves and you gave him 
or her feedback again, and then it was your turn to be the hitter 
and your partner’s turn to be the observer.  Each of you helped 
a classmate by watching their serving motion and offering them 
some helpful information about that motion.  Today I want to 
start with a quick review of the proper service motion and then 
let you begin practicing, but today you will be giving feedback to 
yourselves.  Everyone take one of these observation sheets I’m 
passing around and let’s review the key points of serving.”
 Now the students have the observation sheet in their hands 
and the teacher demonstrates proper serve technique on several 
serves.  The teacher tries to draw the students’ attention to the key 
elements of the serve.  The teacher may hit some serves with good 
form and may also hit some serves in which s/he intentionally 
makes some performance error.  
 “OK everyone, check out this serve and tell me if you see 
any errors (teacher hits a serve).  OK, what did you notice about 
the form I showed that time?”  Here the students give various 
answers.  “Ok, now watch my arm motion this time and let me 
know if I did it correctly or incorrectly”.  Again, the students and 
teacher dialogue about what constitutes proper technique.  
 Now the students spread to the various courts and begin 
serving.  The teacher has left them instructions on how to 
practice, how many serves to hit, and when to review their task/
observation sheets.  A sample observation sheet used in Self-
Check Style teaching follows to help to illustrate the instructions 
a teacher might give when using this teaching style. 

Style D observation sheet example:

Notes/What to work on:

Strengths of this style:
 An interesting aspect of the spectrum of teaching styles is that 
quite often a weakness in one style is addressed in the next style 
along the continuum.  Style D is no different.  Here, all students 
have the opportunity for practice.  Skill repetitions are once again 
(as in Style B, the Practice Style) available for all students as 
each student moves/performs at his/her own pace, getting as 
many skill reps as s/he can in the allotted practice time.  This 
directly addresses the weakness of Style C in which practice reps 
are cut in half by the necessity of offering feedback to one’s peers 
(Mosston &Ashworth, 2002; Thomson, 2013).  That approach, 
however, was important in that students got the opportunity to 
watch and observe skill movements and to practice “thinking” 
about the movements in a deeper way.  This ability to analyze 
skill performance will now be applied to themselves.  The 
students become more responsible for their own learning.  This 
should help them become more self-reliant, more self-aware, and 
more active in their own learning.  
 In order for this to happen the teacher must interact with the 
students by asking questions.  Instead of saying to a student “you 
are doing this part of the skill correctly and you are doing that part 
of the skill incorrectly” the teacher must draw those judgments 
from the student.  A typical exchange may follow along these 
lines: 
Teacher:  Mariel, how are you doing with your serve?
Student:  Pretty well I think.
Teacher:  Ok, what’s going well?
Student:  My toss is about the right height most of the time, and 

I’m getting some serves into the court.
Teacher:  Yes, I’ve seen that.  What about the place where you’re 

hitting the ball?  Does it seem to be in front of your shoulder 
or off to one side?  Is your arm pretty much always extended 
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     Player  ___________________________        
Concentrate on proper form as you perform 4 serves, putting a checkmark ( √ ) in the appropriate box (boxes 1, 2, 3 
and 4) when you believe you have used the correct technique.  Make your marks after each individual serve.  After 
the first four serves, look back and decide on what it is you most need to work on.  Then repeat the process for four 
more serves, marking your performance for each in boxes 5-8.  Repeat the process as time permits.   
Serve Reminders:  (1)  ¼ turn from target   (2)  Toss higher than extended reach   (3)  Weight back, then forward  
      (4)  Slice the ball (don’t slap)   (5)  Follow through into court  
 

 1 2 3 4  5 6 7 8 
Grip = continental          
Stance = foot to post, ¼ turn          
Hands down together, straight toss arm          
Toss = front of hitting shoulder; into court          
Racquet loops, elbow extends          
Outcome/Product:          √ = landed  “in”           

 
Notes/What to work on: 
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Practice Style) available for all students as each student moves/performs at his/her own pace, 

getting as many skill reps as s/he can in the allotted practice time.  This directly addresses the 

weakness of Style C in which practice reps are cut in half by the necessity of offering feedback 

to one’s peers (Mosston &Ashworth, 2002; Thomson, 2013).  That approach, however, was 

important in that students got the opportunity to watch and observe skill movements and to 

practice “thinking” about the movements in a deeper way.  This ability to analyze skill 

performance will now be applied to themselves.  The students become more responsible for their 

own learning.  This should help them become more self-reliant, more self-aware, and more 

active in their own learning.   
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when your racquet hits the ball, or is it kind of bent sometimes?
Student:  Hmm, I think it’s alright sometimes, but maybe not 

always.  I’m not sure.
Teacher:  Ok, why don’t you hit your next two serves and don’t 

think of anything except where you should be contacting the 
ball?  Then you can tell whether you did it or not (student 
hits two more serves as teacher simply and silently watches).  
Well, what do you think – were you hitting the ball in front of 
your hitting shoulder with your arm reaching out to the ball? 

Student:  Yeah, I think I was.  I may not have been doing that 
before, but now I’ll remember that.  

Teacher:  I think you were, too.  If you can remember where a 
good toss should go you’ll hit better serves more of the time.

 As should be obvious, the role of the teacher is to help the 
students sharpen their skills in self-analysis.  This is not easy, 
but it pays rewards as students become more self-reliant and less 
dependent on teacher (or peer) feedback.  

Possible drawbacks to this style:
 It may be hard for students to be completely honest with 
themselves as reality (how they are performing the task) and 
perception (how they think they are performing) may or may not 
coincide.  Some students will certainly be too casual and rate 
themselves highly; they will perceive they are “doing really well” 
when, in fact, they are not.  Conversely, some students will be 
too harsh on themselves.  They will remember the demonstration 
provided by the teacher or by a video of a skilled performer that 
the teacher showed them.  Even though they may be quite good 
for a beginner, they only see themselves as coming quite short of 
that performance level.  
 It is also worthwhile to note that while some students will 
become familiar with the observation sheets and comfortable 
with using them, others will forget to use the sheets and will 
fail to remember how they did on any particular skill repetition 
or group of repetitions.  The teacher must be patient in helping 
students learn to develop their memory for self-analysis skills 
as much as their physical task skills.  Further, when students 
have not attained basic competencies in the task, and thus their 
performance is not very good, what will their feedback tell them 
other than that they are “not good” at this task?  This can be 
frustrating for students and teachers alike.  
 Self-analysis is a skill and needs to be practiced in order to 
be learned, and some students will simply have a difficult time 
learning to self-analyze.  The teacher will ask questions to cue 
the students and ask them to perform the task and the student will 
still be unable to explain what it is that she or he is doing correctly 
or incorrectly.  At that point a teacher may find it necessary to 
simply offer direct feedback (“You need to keep your ball-tossing 
arm straight and toss the ball in front of your hitting shoulder”).  

Conclusion 
Teaching Style D – the Self-Check Style – provides 

students plenty of opportunity for skill repetition while helping 
them take greater responsibility and ownership of their learning.  
During practice, students are assigned responsibility for providing 
self feedback.  The role of the teacher is to help students with 
self-evaluation skills which, in turn, should aid their physical 
performance skills.  The teacher must patiently use the skill of 
asking questions, and must try to refrain from directly correcting 
poor or improper technique.  A typical teacher question might 
be “Where was the ball when your racquet contacted it?” and a 
typical student answer might be “I don’t know”.  In this style, 
instead of simply telling the student, the teacher must then 
refocus the student attention to the task.  Something along the 
lines of “Try it again, only this time really concentrate on where 
you make contact” might be enough to prod the student to pay 
attention to the proper mechanics of the skill.
 Building on Reciprocal style teaching the Self-Check style 
uses task sheets quite often.  Students use these in comparing/
contrasting their movements with the model movements provided 
by the teacher and the task sheet.  Unlike the Reciprocal style, all 
students have the opportunity for practice and students should 
get plenty of skill repetitions in a well-organized lesson segment.  
This style should help the students become more self-reliant and 
more active in their own learning.  However, the teacher must 
remember that self-analysis is difficult and the students will need 
practice at using the observation sheets.
 In closing, it is interesting to note that in Practice Style 
(Mosston & Ashworth, 1994; Thomson, 2010) the students 
learn to perform a task.  In Reciprocal Style, they learn to “use 
criteria” regarding the task and to give feedback to peers.  In Self 
Check Style, they learn to use those skills for themselves!  The 
combination of these styles in a lesson or series of lessons opens 
the door for increased learning on the part of the students and 
increased awareness on the part of the teacher.
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Students with Schizophrenia in Recess
Matthew D. Lucas, Ed.D., C.A.P.E, Associate Professor, Department of Health, Athletic Training, Recreation 
and Kinesiology, Longwood University
Cameron M. Williams, Exercise Science/Minor in Psychology, Department of Health, Athletic Training, 
Recreation and Kinesiology, Longwood University

Introduction
 The participation of a student with childhood schizophrenia in 
recess can often be rewarding for the student, peers, and teacher.  
This paper will address common characteristics of students with 
schizophrenia and present basic solutions to improve the experi-
ence of these students in the recess setting.  Initially the definition, 
prevalence, and characteristics of childhood schizophrenia will be 
presented. Benefits of recess will then be addressed. Lastly, the 
paper will present teacher recommendations for assisting children 
with schizophrenia in recess.  

Definition and Prevalence of Schizophrenia 
 The Individuals with Disabilities Education Act (IDEA) states 
that children who are determined to have disabilities receive spe-
cial education if the condition negatively affects the educational 
performance of the child. One disability category defined in IDEA, 
which includes a variety of specific disabilities, is emotional dis-
ability (ED).  The following definition of ED is noted in IDEA 
(2007).  Please note that schizophrenia is included in the definition.  
ED is defined as:

"(i) The term means a condition exhibiting one or more of the 
following characteristics over a long period of time and to 
a marked degree that adversely affects a child’s educational 
performance:

(A) An inability to learn that cannot be explained by intellectual, 
sensory, or health factors

(B) An inability to build or maintain satisfactory interpersonal 
relationships with peers and teachers.

(C) Inappropriate types of behavior or feelings under normal 
circumstances.

(D) A general pervasive mood of unhappiness or schizophrenia.

(E) A tendency to develop physical symptoms or fears associ-
ated with personal or school problems.

(ii) The term includes schizophrenia. The term does not apply 
to children who are socially maladjusted, unless it is determined 
that they have an emotional disturbance" (IDEA, 2007).

 As noted, schizophrenia is included in the definition of ED.  
Childhood Schizophrenia is defined by the Mayo Clinic (2014) as 
“a severe brain disorder in which children interpret reality abnor-
mally. Schizophrenia involves a range of problems with thinking 
(cognitive), behavior or emotions. Schizophrenia may result in 
some combination of hallucinations, delusions, and disordered 
thinking and behavior” (p. 1). Signs and symptoms may vary, but 

they reflect an impaired ability to function (Mayo Clinic, 2014). 
Statistics indicate that schizophrenia affects approximately 1% of 
Americans. It should be noted that a child born into a family with 
1 or more family members affected by schizophrenia has a greater 
chance of developing schizophrenia than a child born into a family 
with no history of schizophrenia.  Also, it should be stated that 
after a person has been diagnosed with schizophrenia in a family, 
the chance for a sibling to also be diagnosed with schizophrenia 
is 10%. If a parent has schizophrenia, the chance for a child to 
have the disorder is 10%. Risks increase with multiple affected 
family members (University of Rochester Medical Center, 2015).

Characteristics of Schizophrenia
 The importance of diagnosing childhood schizophrenia is very 
important.  Although teachers and parents may note characteris-
tics of children common to children with schizophrenia, only a 
psychiatrist can make the diagnosis (Mayo Clinic, 2014).  Obser-
vations from teachers may be important in this process.  Schizo-
phrenia varies from person to person and no two people are the 
same. Schizophrenia has many signs and symptoms in children 
including two or more of the following symptoms present for a 
significant portion of time during a one month period.

 1. Delusions
 2. Hallucinations
 3. Disorganized speech
 4. Gross disorganized or cationic behavior
 5. Negative symptoms (Childhood onset schizophrenia, 2004)

Benefits of the Recess Setting for Children
with Schizophrenia

 Simply stated, the benefits of the recess setting are high for all 
children.  Included in these benefits are both physical and social 
benefits.  In terms of physical benefits, recess has been shown to 
lead to:

• Improvement of out-of-school activity levels – children usu-
ally are involved in physical activities on days in which they 
participate in in-school physical activities (Dale, Corbin, & 
Dale, 2000).

• Improvement of general fitness and endurance levels for 
children (Kids Exercise, 2009).

For children with schizophrenia the specific benefits may include:
•  Improved sleep
• Better endurance
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• Stress relief
• Improvement in mood
• Increased energy and stamina
• Reduced tiredness that can increase mental alertness
• Weight reduction
• Reduced cholesterol and improved cardiovascular fitness 

(Exercise for Mental Health, 2015), 

Recess Recommendations for Children with Schizophrenia
 To achieve the aforementioned goal of addressing some of the 
characteristics often associated with recess, a few procedures 
should be put into play.  The most of important is for the teacher 
to relay observations and concerns to the school administration, 
guidance counselor, and nurse.  In addition, in terms of recess, the 
following recommendations should be put into place: 
 

Accommodations and Modifications 
 Relieving stress from the environment is one thing that should 
be used. Try to avoid non-competitive games.  Other accommoda-
tions include: 

• Reduce stress by going slowly when introducing new situations 
such as the class going to recess, the introduction of a new 
game, etc.

• Try to avoid competitive games.

• Help students set realistic goals for out-of-class activities (e.g. 
how many basketball shots will be made during recess).  Don’t 
have the student expect to achieve a very, very high level as it 
may be discouraging if this level is not reached.

• Have a 'Team Meeting' with individuals working with the child 
and family to discuss the various aspects of the child's educa-
tion – including recess - and development.

• Encourage other students to be kind and to extend their friend-
ship during recess.

• Potentially give more recess time as a catharsis for the child.

* taken in part from “Children’s Mental Health Services, 2014”.
   
 Again it should be noted that you need to contact the school 
administration, guidance counselor, and nurse when implement-
ing accommodations and modifications.  They can hopefully put 
procedures in place to address the root of the problem, not simply 
to deal with the characteristics.

Conclusion
 The participation of a student with schizophrenia in recess can 
often be both challenging and rewarding for both the student and 
teacher. The rewards can manifest themselves in the ability of the 
teacher to guarantee both a positive experience for the student with 
schizophrenia and the safety of all students in an important social 
setting - recess. This paper has hopefully addressed some basic 
concerns and solutions to improve the recess setting of students 
with schizophrenia. 
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Scoliosis in teenagers and common treatment and intervention
methods – a systematic review of SportDiscus and AMED literature
Jana Greene, BS and Dr. David Sallee, PhD, Associate Professor, Department of Health and Human 
Performance, Radford University

Abstract
 Background: Scoliosis is a condition that involves an abnor-
mal curving of the spine. It is one of the more common spinal 
abnormalities of today. According to thousands of studies and 
many measurements, the prevalence of scoliosis was about 8.3 % 
among adults in the United States ages 25-74; women being the 
more affected gender (Maruyama, 2008). However, the abnormal-
ity is much rarer in children and adolescents, with a prevalence of 
between 3 and 5 individuals affected per every 1,000 (Maruyama, 
2008).
 The methods to help control the spinal curvature vary in sever-
ity due to how severe the curvature is to begin with. The types of 
scoliosis can vary from congenital to neuromuscular and infantile 
to adolescent (National Library of Medicine, 2011). This review 
will touch on each of the types of scoliosis and their treatment 
methods and formulate a consensus on the most effective treat-
ments in use today.
 Materials and methods: Search strategy for identification 
of studies; SportDiscus and the AMED databases, used English 
language and bibliographies of all reviewed articles. The search 
strategy included the terms; 'scoliosis'; ‘scoliosis in athletes’; 
‘adolescents’; 'scoliosis surgery'; ‘bracing’; ‘scoliosis treatments’ 
and ‘spinal deformities’.
 Results: The search was carried out on the 3rd November 2014 
with the key word "scoliosis", revealed 733 titles, which not neces-
sarily included the specific topics that this paper will review. The 
term "scoliosis treatments" found 143 titles and greatly narrowed 
the search for the specific topic on hand. The most common treat-
ments reviewed were back bracing and spinal surgeries.
 Conclusion: Scoliosis treatments vary in intervention strategies 
and the severity of said interventions. There are treatments rang-
ing from physical therapy, back bracing/orthosis, and surgeries, 
depending on the degree of curvature, complications due to the 
spinal curve, the well-being of the patient and the time frame the 
patient has to correct the curve if medically needed. The choice of 
intervention and treatment is that of the patient and practitioner. 
According to the results found during the search, the most com-
mon interventions seem to be bracing and spinal surgery. Physi-
cal therapy is used in many cases but not as a primary treatment 
method. It is often paired with the two other methods of treatment. 
The search results also talk about the risks and effectiveness for 
each of these three methods. These methods have their own levels 
of being effective and some place a greater risk on the patient to 
provide a more permanent outcome.

Background
What is scoliosis?
 Scoliosis is a fairly common spinal abnormality. It is noted 
as having abnormal curving of the spine. The spine should have 
some curve to it, but when someone is diagnosed with scoliosis, 
it is because the patient has greater than average curvature. The 

most common curvatures patients experience are “c” curves and 
“s” curves.
 Scoliosis most often affects the female population. Females 
are reported more likely to have curving of the spine (University 
of Maryland Medical Center, 2014). There has been no research 
as to why this is and may be due to the fact that more females 
seek treatment than males. It could also be due to more females 
reporting their spinal abnormalities and concerns to their physi-
cians. Spinal curving generally can progress and worsen during a 
growth spurt in both males and females. If caught early and with 
the correct intervention and/or treatment, the curvature progres-
sion can be slowed, stopped, or even reversed (National Library 
of Medicine, 2011).

Common Signs of Scoliosis
- Uneven shoulders
- Visible curve in the spine
- Uneven hips

Common Symptoms of Scoliosis
- Aching back, most commonly low back pain
- Tired spine after sitting or standing for long periods of time
- Uneven shoulders or hips
- Curvature to one side of the spine (C curve) or two sides of the    
spine (S curve)
- Weakness on one or both sides of the back

Most Common Types of Scoliosis
 The most common type of scoliosis is idiopathic scoliosis 
(National Library of Medicine, 2011). This is when the cause of 
scoliosis is unknown. This type of scoliosis is grouped by age as 
follows (National Library of Medicine, 2011):

Infantile scoliosis: affects individuals ages 3 years and younger
Juvenile scoliosis: affects individuals ages 4 to 10 years
Adolescent scoliosis: affects individuals ages 11 to 18 years

Other Types of Scoliosis
Other types of scoliosis include:
 Congenital scoliosis: This type of scoliosis is present at birth. 
It occurs when the baby’s ribs or bones of the spine do not form 
properly.
 Neuromuscular scoliosis: This type is caused by a nervous 
system problem that affects one’s muscles, such as cerebral pal-
sy, muscular dystrophy, spina bifida, and polio (National Library 
of Medicine, 2011).

 It should be noted that back and spine braces do not work for 
those with congenital or neuromuscular scoliosis, which can ex-
plain why degrees of curvature may progress and get worse over 
time. If an adolescent is misdiagnosed with the more common 
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idiopathic scoliosis and not neuromuscular or congenital, then the 
patient can think that the spinal curvature is getting better, when 
in fact it is worsening and the interventions and treatments are not 
effective (National Library of Medicine, 2011).

Common complaints from patients
 Patients often complain about the physical signs that scoliosis 
shows. These can include; scapular winging, pinched sides, raised 
shoulders, leaning forward excessively, cannot extend the spine 
posteriorly, and insecurities and low self-esteem due to the various 
physical deformities listed and peers asking questions like “What’s 
wrong with you?” and “Why do you look like that?”
 Patients with scoliosis can also have symptoms that include; 
extreme stiffness and soreness in back after activity; inability to 
carry a bag or back packs because of the uneven weight distribu-
tion and rubbing on winged scapulae causing irritation, inability 
to perform certain exercises like sit ups or alike due to extreme 
pain and pressure placed on the spinal column and surrounding 
musculature.

Methods of Diagnosis
Toe Touch Exam: Adam Forward Bend Test
 A toe-touch exam is when the practitioner asks the patient to 
stand up and bend at the waistline to touch their toes. If scoliosis 
is present there will be a visible deformity and misalignment of 
the spine that will look abnormal. This is the primary diagnostic 
method and the patient will then be referred to get imaging done 
(Magnetic Resonance Imaging (MRIs) or X-rays)

A toe touch exam is shown in the picture below.

needed to monitor the changes of this spinal deformity. It is now 
thought to be crucial in determining the underlying etiology of the 
disease in scoliotic cases that are non-idiopathic.

 
 

This image is courtesy of the Milton S. Hershey Medical Center’s 
online website. [Adams forward bend test]. (n.d.). 

Retrieved December 5, 2014 from 
http://pennstatehershey.adam.com/content.aspx?productId=10&pid=1

0&gid=000068 

 

 

 
 

MRI of Lateral Left Side of Patient: It is a lateral view of the left side 
of her spine. Laterally her spine looks like a normal spine should. 
However, she does show a slight form of Lordosis because of her 

extreme lower lumbar curve. 
 

 
 

MRI of anterior aspect of spine 
This is an anterior view of her lower spine. 

One can note the slight curvature in the spine and how it curves 
slightly to the right (left on patient). 

 

  

 
 

X-Ray of Cervical/Thoracic Spine Curve (Upper) Anterior View This 
is an x-ray of the upper curve in the cervical vertebrae. This curve is a 
very difficult curve to change/fix without surgery due to the anatomy 

and bones around this area of the spine. 

This image is courtesy of the Milton S. Hershey Medical Center’s online web-
site. [Adams forward bend test]. (n.d.). Retrieved December 5, 2014 from http://
pennstatehershey.adam.com/content.aspx?productId=10&pid=10&gid=000068

Magnetic Resonance Imaging (MRI):
 MRI’s are able to show the clearest image of the spinal column. 
These are recommended for a patient with scoliosis due to the 
precision of the pictures and angles given. Various MRI images 
are shown below; anterior and lateral images show the severity of 
deformity that cannot otherwise be seen without imaging.
 MRIs are vital in diagnosing and monitoring scoliosis and its 
curvature changes and progression. MRI is used throughout the 
growth periods, pre-operative, post-operative, and routinely as 

MRI of Lateral Left Side of Patient: It is a lateral view of the left side of her spine. 
Laterally her spine looks like a normal spine should. However, she does show a 
slight form of Lordosis because of her extreme lower lumbar curve.
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online website. [Adams forward bend test]. (n.d.). 

Retrieved December 5, 2014 from 
http://pennstatehershey.adam.com/content.aspx?productId=10&pid=1

0&gid=000068 

 

 

 
 

MRI of Lateral Left Side of Patient: It is a lateral view of the left side 
of her spine. Laterally her spine looks like a normal spine should. 
However, she does show a slight form of Lordosis because of her 

extreme lower lumbar curve. 
 

 
 

MRI of anterior aspect of spine 
This is an anterior view of her lower spine. 

One can note the slight curvature in the spine and how it curves 
slightly to the right (left on patient). 

 

  

 
 

X-Ray of Cervical/Thoracic Spine Curve (Upper) Anterior View This 
is an x-ray of the upper curve in the cervical vertebrae. This curve is a 
very difficult curve to change/fix without surgery due to the anatomy 

and bones around this area of the spine. 

MRI of anterior aspect of spine
This is an anterior view of her lower spine.

One can note the slight curvature in the spine and how it curves slightly to the 
right (left on patient).

X-ray Imaging:
 X-rays also show a clear picture of the spinal column. These 
are usually taken before MRIs because practitioners need a basis 
of where the patient is in the spinal curvature progression. Getting 
an x-ray series is one of the first steps that need to be done when 
you are referred to a doctor if a patient is thought to have scoliosis. 
 X-rays will help gather a better picture of the possible problem, 
determine how mature the individual’s skeleton is, and will con-
tinue to be used to monitor progression (University of Maryland 
Medical Center, 2014). X-rays should be done every 3-12 months 
to monitor curve progression and to see if treatments are working 
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online website. [Adams forward bend test]. (n.d.). 

Retrieved December 5, 2014 from 
http://pennstatehershey.adam.com/content.aspx?productId=10&pid=1

0&gid=000068 

 

 

 
 

MRI of Lateral Left Side of Patient: It is a lateral view of the left side 
of her spine. Laterally her spine looks like a normal spine should. 
However, she does show a slight form of Lordosis because of her 

extreme lower lumbar curve. 
 

 
 

MRI of anterior aspect of spine 
This is an anterior view of her lower spine. 

One can note the slight curvature in the spine and how it curves 
slightly to the right (left on patient). 

 

  

 
 

X-Ray of Cervical/Thoracic Spine Curve (Upper) Anterior View This 
is an x-ray of the upper curve in the cervical vertebrae. This curve is a 
very difficult curve to change/fix without surgery due to the anatomy 

and bones around this area of the spine. 
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(University of Maryland Medical Center, 2014). The time between 
each x-ray series in adolescents depends on whether or not the 
individual is in a growth spurt.

The following pictures show various x-rays at different angles. 

position in hopes that the curve cannot progress when placed in 
this way. The higher side of the brace by the armpit area and the 
lower side of the brace by the hip is what places pressure on the 
curved side to force the spine in a straighter position. The braces 
researched in the literature were the Boston and Milwaukee back 
braces. Both of which can be placed under clothing. The braces 
are restrictive in spinal movement; however the braces are only 
mildly uncomfortable. You are able to move easily with exception 
to bending in the spinal column.
 The larger portion of the day is spent wearing these braces during 
growth periods because a growth period is where spinal curvature 
progression is at its highest for adolescents. As a person is grow-
ing, so are their bones and if the spine isn’t kept in a straighter 
position, the spine will continue to veer off in the direction of the 
curve, causing it to worsen. A brace is commonly used during this 
period in hopes of the patient not having to eventually get surgery 
to correct the problem.

The below pictures illustrate what a Boston back brace looks like.

 
 

This image is courtesy of the Milton S. Hershey Medical Center’s 
online website. [Adams forward bend test]. (n.d.). 

Retrieved December 5, 2014 from 
http://pennstatehershey.adam.com/content.aspx?productId=10&pid=1

0&gid=000068 

 

 

 
 

MRI of Lateral Left Side of Patient: It is a lateral view of the left side 
of her spine. Laterally her spine looks like a normal spine should. 
However, she does show a slight form of Lordosis because of her 

extreme lower lumbar curve. 
 

 
 

MRI of anterior aspect of spine 
This is an anterior view of her lower spine. 

One can note the slight curvature in the spine and how it curves 
slightly to the right (left on patient). 

 

  

 
 

X-Ray of Cervical/Thoracic Spine Curve (Upper) Anterior View This 
is an x-ray of the upper curve in the cervical vertebrae. This curve is a 
very difficult curve to change/fix without surgery due to the anatomy 

and bones around this area of the spine. 

X-Ray of Cervical/Thoracic Spine Curve (Upper) Anterior View This is an x-ray 
of the upper curve in the cervical vertebrae. This curve is a very difficult curve 
to change/fix without surgery due to the anatomy and bones around this area of 
the spine.

 
 

X-ray showing spinal curvature in patient with an “s” curve. The 
cervical/thoracic curve is very visibly curved to the patient’s right and 

is causing this patient to have another curve in the lumbar region of 
the spine that curves to the left. 

 
 

 
 

This is an x-ray taken two years later. The patient’s lumbar curvature 
was able to straighten out with the use of a back brace, but the 

cervical/thoracic curvature did progress due to the difficult nature of 
bracing this area due to the anatomy and bone structure. This type of 
curvature is usually treated with surgery, if the patient is a candidate. 

 
 
 
 
 

   
 

The pictures above from left to right illustrate: A full photo of what 
the back brace looks like on a patient. The higher side pushes the 
curve into alignment. An anterior (front) view of a Boston Back 
Brace. A posterior (back) view of a Boston Back Brace.  The left 
image is courtesy of the Milton S. Hershey Medical Center’s online 
website. [Adams forward bend test]. (n.d.). Retrieved December 5, 
2014 from 
http://pennstatehershey.adam.com/content.aspx?productId=10&pid=1
0&gid=000068 

 

X-ray showing spinal curvature in patient with an “s” curve. The cervical/thoracic 
curve is very visibly curved to the patient’s right and is causing this patient to have 
another curve in the lumbar region of the spine that curves to the left.

Treatment Methods
Back Bracing/Orthosis
 Common Prescription of Treatment: A Boston back brace (straps 
in back) for 16 hours/day, heating pad or ice, NSAIDS.
 Patients are usually prescribed a brace to wear for 16 hours per 
day during their growth periods to try and control for any progres-
sion of the spinal curve (University of Maryland Medical Center, 
2014). The brace attempts to maintain the spine in a straighter 
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did progress due to the difficult nature of bracing this area due to the anatomy 
and bone structure. This type of curvature is usually treated with surgery, if the 
patient is a candidate.
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Physical Therapy:
 Common Prescription of Treatment: To attend physical therapy 
sessions 2-3 times a week, depending on the severity of the curve 
and any other symptoms the patient is experiencing.

Common exercises used for scoliosis:
 The following exercises were found on a physiotherapy website 
(Physiopedia, 2013) where the company has done research in the 
literature available as well:
 The common start to the physical therapy session is a stretch/
warm-up of the spine. This begins with upper rolling (to stretch 
the posterior chain of the spinal cord), child’s position (to stretch 
the thoracic, lumbar and gluteal regions of the spinal column), 
and finally any other exercises the physical therapist deems fit to 
warm-up the patient (Physiopedia, 2013).
 The session will continue into exercises to work on coordina-
tion, balance, muscular endurance and strengthening, increasing 
the range of motion (ROM) and core stabilization. The exercises 
can include, but are not limited to; sitting well-balanced on an 
exercise ball, stretching from all directions in a seated position on 
the ball, use of weights to build up the muscles in the back, and 
various abdominal exercises (Physiopedia, 2013).
 The end of the session is usually a cool-down for the patient 
and to ask the patient any questions about how they are feeling, if 
they feel as if they can progress, and to reiterate to the patient to 
continue doing their home exercise regimen.

Spinal Surgery:
 Common Prescription of Treatment: Spinal surgery becomes a 
treatment option once the curve of the spine reaches 45 degrees in 
adolescents. This is a standard for the requirements to be eligible 
for the traditional surgery according to the (Yang et al, 2010).
 The traditional surgery involves correcting the spinal curvature, 
instrumentation, or use of rods, and eventually fusion of the spine. 
This surgery entails placement of a rod into the spinal column 
and connecting it with screws, hooks, and wires. Once the spine 
is straightened, the area of the spine affected by the curvature 
will then be fused so relapse or progression will not take place. 
The fusion typically uses a bone graft so as the vertebre will fuse 
together. Smaller bone pieces are placed in between the affected 
vertebre and they will eventually grow together. Rods are typically 
not removed after fusion has taken place. A patient may have com-
plications and the rod may be removed under those circumstances.
 There are now “fusionless” options on the surgical market for 
those with scoliosis and these options are growing in popular 
interest; however, since it is so new, there is not as much research 
on the topic. The literature found was mostly on instrumentation 
and fusion surgeries. However, there are many different fusionless 
procedures a patient with scoliosis can choose from, but the doctor 
and the patient will decide on the best option for the case at hand 
together. The fusionless options are dual growing rods, the Shilla 
Procedure, the VEPTR (vertical prosthetic titanium prosthetic rib), 
and Vertebral Stapling (Yang et al, 2010). VEPTR and vertebral 
stapling are commonly used in specific scoliotic populations and 
not too commonly used in adolescent idiopathic scoliosis. Some 
of these methods are also not used due to the complications seen 
in trials and the lack of extensive research in comparison to more 

traditional surgical routes. The most common fusionless methods 
used are the Dual Growing Rods and the Shilla Procedure (Yang 
et al, 2010).
 The dual growing rod procedure is a simple concept to under-
stand. There are two rods placed at either end of the spinal curve 
and connected to the spine by screws, hooks, and wires. The two 
rods are connected and can be adjusted by loosening a set screw 
to lengthen the rods when the patient is growing. The patient will 
come back to the operating table periodically during their growth 
period to be adjusted. Most surgeons recommend returning around 
every 6 months until the growth period has ended and skeletal 
maturity has taken place (Yang et al, 2010).
 The Shilla Procedure is very similar to the dual growing rods. 
This procedure does try to alleviate the need for lengthening pro-
cedures and tries to save the patients from return surgical visits. 
This operation places a rod around the apex of the spinal curve, 
corrects the curve, and fuses the spine. The use of non-traditional 
screws that can slide are placed at the ends of the apex rod so the 
other rods instrumented can hook or attach to them as the spinal 
column grows and the rods will eventually meet and lock into 
place (Yang et al, 2010). There have been compications from this 
surgery. Most of the complications being rod breakage. 

Methods: Exclusion and inclusion criteria when selecting
studies used in the literature review

Studies included
 Both retrospective and prospective studies, that focused on 
children, adolescents, and teeneagers, and studies that reviewed 
the different methods of treatment and intervention.

Types of populations included
 Children, adolescents, and teenagers (ages 3-24) with all types 
of scoliosis that have undergone or are going through a method 
of treatment or intervention

Types of populations excluded: 
 Adults ages 25 or older with scoliosis and individuals that do 
not have a clinical diagnosis of scoliosis

Types of treatment and interventions included
 Physical therapy, back bracing, and spinal surgery

Search strategies for studies used
 SportDiscus and the AMED databases, used English language 
and bibliographies of all reviewed articles. 
 The search strategy included the terms; 'scoliosis'; ‘scoliosis 
in athletes; ‘adolescents’; 'scoliosis surgery'; ‘bracing’; ‘scoliosis 
treatments’ and ‘spinal deformities’.

Study Selection:
 An electronic web search was conducted on the databases; 
SportDiscus and AMED. The studies selected were based on title, 
key words, and upon reading the abstracts. When full text docu-
ments were available the inclusion and exclusion criteria would be 
checked against each study. Once the criteria was met, the study 
would be selected and the references of that study would also be 
checked against the criteria and be chosen. The studies that were 
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very similar were checked by date and the most recent studies 
were selected for this literature review. 

Results
 The search was carried out on the 3rd of November 2014 with the 
key word "scoliosis", revealing 733 titles, which not necessarily 
included the specific topics that this paper will review. The term 
"scoliosis treatments" found 143 titles and greatly narrowed the 
search for the specific topic on hand. The most common treatments 
reviewed were back bracing, spinal surgeries, and physical therapy.
 Of these, 46 titles reported on the different aspects of physical 
therapy and how this method was effective at treating different 
levels of severity in scoliosis. Most, if not all, of the studies did 
not come to a consensus on which exercises and rehabilitative 
techniques work the most effectively at correcting or slowing 
progression of a scoliotic curvature. To the authors knowledge, 
the studies done on physical therapy and its effect on scoliosis are 
not controlled studies that offer any type of scientific evidence that 
could prove that physical therapy effects the progression or treats 
a patient with scoliosis. 
 76 titles reported on the treatment of scoliosis by bracing. Of 
these 76 titles, 4 of them were published recently and had links 
to full text to review. These studies touched on two of the three 
common back braces used in the prevention of curve progression. 
The braces talked about in the literature were the Milwaukee and 
Boston Braces. Their differences are small, but are both effective 
at helping prevent progression. The authors would say there is 
not much evidence given in these databases to show true effec-
tiveness of bracing in scoliosis. However, it should be noted that 
back bracing is effective at preventing scoliosis according to the 
Scoliosis Research Society. 
 129 titles reported on the effects of surgery on the treatment of 
scoliosis. Of these 129 titles, 15 of them were published recently 
enough and had links to full text to be reviewed. 7 of these titles 
discussed the surgery performed specifically for the treatment 
of scoliosis. The other studies reported on multiple surgeries 
performed at one time for numerous medical necessities. These 
7 titles included data on adolescents and talked about the method 
used to treat scoliotic curves. The type of surgery reviewed was 
the traditional open back fusion with the use of metal implants 
and a spinal rod. 

Discussion
Physical Therapy:
 There is not enough research on the topic of scoliosis and the 
intervention strategy of physical therapy. There are broad and 
very general articles that have been published, but not many to 
consider in this literature review. However, Lenssinck, Frijlink, 
Berger, Bierman-Zeinstra, Verkerk, and Verhagen (2005) talked 
about the effectiveness of exercise and electrical stimulation in 
physical therapy. 
 Weiss, Weiss, and Petermann (2003) critiqued a lower quality 
study. The study examined two populations. The first population 
with scoliosis adhered to a exercise program and their spinal cur-
vature progression was monitored. The second population with 
scoliosis did not adhere to an exercise program. This study was 
low qulaity because their control group was n=4. Overall, their 

were minor differences on curvatures in research studies that had 
similar set-up as this study. The difference was usually small and 
the numbers couldn’t be compared across the board due to every 
spinal curve being so different. There was no standard measure-
ment used to make a true consensus.
 Another method used in physical therapy that was found in the 
literature was electrical stimulation. This study had two popula-
tions as well. One population received electrical stimulation while 
the control did not. This study proved very little in terms of e-stim 
and the treatment of scoliotic curvature progression. This study 
reported that failure rates were rather high and that there was little 
difference between e-stim use and not using electrical stimulation 
(Lenssinck et al, 2005).

Bracing:
 There is extensive research done on the effects of back brac-
ing and scoliosis, the effectiveness has been reported and many 
studies came to a consensus. The consensus being that bracing in 
adolescents, during a growth period, is highly recommended by 
Lenssinck and his collegues (2005) and Pialasse and his colleagues 
(2014). If the patients adhere to the wearing of the brace approxi-
mately 16 hours a day then the curve progression will slow and 
possibly save the patient from having to undergo spinal surgery. 
Lenssinck and colleagues (2005) found that bracing in compari-
son to exercise and electrical stimulation was more effective on 
an average of 50-80% and 40-80% respectively. Their literature 
shows that bracing should be the primary prevention strategy to 
slow the progression of scoliotic curvature and that exercise solely 
on its own should not be implemented to single-handedly slow the 
progression (Lenssinck et al, 2005).
Another study comparison by Lenssinck and colleagues (2005) 
compared the effectiveness between the Milwaukee and Boston 
back braces. These two braces should not be compared as they 
both are used for treatment in different areas of curvature in the 
spine. The Boston Back brace, also called the Thoraco-Lumbo-
Sacral Orthosis, is prescribed for curves in the thoraco-lumbar 
and lumbar areas of the spine. The Milwaukee back brace, also 
called the cervico-thoraco-lumbo-sacral orthosis is similar to the 
Boston back brace, but attempts to correct curvatures in the neck 
(cervical) and thoracic areas of the spine. Since some areas of the 
spine are more easily corrected than others, these two braces should 
not be compared in effectiveness. They both are made to do what 
they are supposed to do and when not being compared, they are 
both very effective at slowing or stopping curvature progression.

Surgery:
 Many of the authors including Weiss (2003 and 2008) and 
Yang (2010) found the effects of surgery on scoliotic curvature 
came to a general consensus that surgery is the most effective 
way to correct a spinal abnormality, like scoliosis. The literature 
available explains the different types of surgeries whether they 
are implementation and fusion strategies or fusionless strategies. 
Many of the fusionless surgeries are still under trial and review 
because this method is so new. Research is definitley needed on 
this aspect of scoliotic surgery.
 The effectiveness seems to be the highest in the use of surgery 
to correct spinal curves in comparison to physical therapy and 



FALL 2015 • VAHPERD • 18

spinal bracing. This is due to it being the most invasive form of 
corrective measures one can take. Surgery is the most permanent 
form of intervention and treatment a patient can undergo. Whilst 
physical therapy is a continuous work-in-progress treatment and 
bracing can only work for so long until the curve progression 
reaches or does not reach the degree point of surgical intervention, 
spinal surgery tends to almost physically hault the progression of 
scoliotic curvature (Weiss, Weiss, and Petermann, 2003). There 
have been studies by Weiss and his colleagues (2003 and 2008) 
and Yang and his colleagues (2010) that prove that there may be 
minor curve progression after the spine has been aligned by surgi-
cal measures, but this is to be expected after the spine is forced 
into alignmnet from such a drastic and unnatural curve. The spine 
will naturally want to fall into the curve it originally exhibited due 
to the spine being in that position for so long.

Conclusion
 Bracing, otherwise known as orthosis, and surgical interventions 
seem to be the most effective treatment methods for scoliosis. 
Physical therapy should not only be used as a primary treatment 
and curvature progression prevention strategy. It is well paired 
with orthoses and  also rehabilitation after surgery to help with 
strengthening the muscles around the instrumentations. 
 The method of surgical intervention does seem to be the most 
effective in comparison to bracing. Bracing will try to hault the 
curvature progression in an attempt to help the patient avoid 
undergoing surgery, but surgery does provide a more permanent 
effect. Surgery can fix the curve in the spine by forcing the spine 
into its natural curve instead of the abnormal curvature due to the 
scoliosis. They type of intervention used will always depend on 
the patient and what the physicians will deem the most beneficial 
for the patient’s specific curvature.
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Swimming in Adapted Physical Education: Guaranteed for many, but 
offered by few

      Adapted physical education is often defined simply as physi-
cal education that is modified for children with disabilities.  The 
Individuals with Disability Education Act is the cornerstone of 
special education.  The law guarantees a free and appropriate 
public education to children with disabilities.  Included in this law 
is a legal guarantee the child will be taught the subject of physical 
education.  Interestingly, the term “adapted physical education” 
is not actually used in laws.  In terms of physical education, Sec. 
300.108 of the Individuals with Disability Education Act (IDEA, 
2004) states: 

The State must ensure that public agencies in the State comply 
with the following: 

(a) General. Physical education services, specially designed 
if necessary, must be made available to every child with 
a disability receiving free appropriate public educa-
tion, unless the public agency enrolls children without 
disabilities and does not provide physical education to 
children without disabilities in the same grades. 

(b)  Regular physical education. Each child with a disability 
must be afforded the opportunity to participate in the reg-
ular physical education program available to nondisabled 
children unless-- 

(1)  The child is enrolled full time in a separate facility; or 
(2)  The child needs specially designed physical education, as 

prescribed in the child's IEP. 
(c)  Special physical education. If specially designed physical 

education is prescribed in a child's IEP, the public agency 
responsible for the education of that child must provide 
the services directly or make arrangements for those 
services to be provided through other public or private 
programs. 

(d)  Education in separate facilities. The public agency 
responsible for the education of a child with a disability 
who is enrolled in a separate facility must ensure that the 
child receives appropriate physical education services in 
compliance with this section. 

(Authority: 20 U.S.C. 1412(a)(5)(A) ) (IDEA, 2004)

      The reader should note that physical education is guaranteed 
to all students that receive special education services: “The State 
must ensure that public agencies in the State comply with the 
following: . .  .”  But what is physical education?  Is it children 
throwing a ball to other children in a small group?  Is it simply 
having students walk around a gym?  Is it just playing team sports?  
Is it recreation or is actual instruction included in a physical edu-
cation class?  Although many parents and teachers of children in 
special education may not note it, physical education is defined 

in IDEA - the cornerstone special education legislation.  IDEA 
defines "physical education" as the development of:

 • Physical and motor skills 
 • Fundamental motor skills and patterns
 • Skills in aquatics, dance, and individual and group games 

and sports (including intramural and lifetime sports) (34 
C.F.R.300.39(b)(2)) (IDEA, 2004)

 To this end, the author would like the reader to take note of two 
very important items included in the law: 1) If children without 
disabilities receive physical education, than students with dis-
abilities should also receive physical education.  This is noted 
in the following sentence of the special education law, “Physical 
education services, specially designed if necessary, must be made 
available to every child with a disability receiving free appropri-
ate public education, unless the public agency enrolls children 
without disabilities and does not provide physical education to 
children without disabilities in the same grades” (Authority: 20 
U.S.C. 1412(a)(5)(A) ) (IDEA, 2004) and 2) Physical education 
includes aquatics (IDEA, 2004).  Note that aquatics is included 
in the legal definition of physical education.
 When discussing physical education and adapted physical 
education, especially how it pertains to the state of Virginia, the 
reader should also note that The Virginia Department of Educa-
tion (VDOE) explicitly states that physical education “must be 
based on the individual needs of your child, not a single model 
used for a specific population or category of children with dis-
abilities” [italics provided by the author]; (Virginia Department 
of Education, 2010).  If most students do not benefit from aquat-
ics, but some students do benefit, should it not be included in 
physical education?  No, if the student benefits from aquatics, it 
should be included for that child.  Remember, physical education 
“must be based on the individual needs of your child, not a single 
model used for a specific population or category of children with 
disabilities” (Virginia Department of Education, 2010).   
  
 Many would not debate the benefits of aquatics or swimming 
for all children.  Such benefits include the following: 

 • Aquatics is something that children can continue to do for the 
rest of their lives  

 • Aquatics provides a fun and challenging way to help children 
stay fit

 • Aquatics teaches important safety skills to prevent drowning, 
which is the second leading cause of unintentional injury death 
among youth

 • Aquatics provides cardiovascular activity that promotes heart 
and lung health

 • Aquatics improves stamina, flexibility, strength, balance and 
posture

Matthew D. Lucas, Ed.D., C.A.P.E., Associate Professor, Department of Health, Athletic Training, Recreation 
and Kinesiology, Longwood University
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 • Aquatics helps prevent childhood obesity, which is an increas-
ing health problem, and that in turn can help prevent juvenile 
diabetes

 • Aquatics is a mental exercise that can help improve emotional 
health and well-being.

 • There are very few injuries sustained from swimming when 
compared to other youth sports (Johnstonhealth.org, 2013)

 Although the needs of all individual students cannot be deter-
mined without recognizing the specific disability of the child and 
more importantly, a formal assessment of the student, general 
benefits for children with disabilities are usually agreed to exist.  
Is participating in swimming more beneficial for children with 
disabilities or medical conditions?  The answer is to follow.  These 
benefits include the following: 

 • With correct supervision, swimming is practically a low-risk 
form of therapy for people with special needs.  Water’s buoy-
ancy relieves the stress that gravity normally places on muscle, 
thereby providing a greater range of motion. Such an environ-
ment gives an opportunity to builds muscles and improve 
coordination.  In addition, the sensation of water on the body 
is good for neurological development.

 • Swimming is considered to be safer than land-based physical 
therapy because in the pool there are no hard spots to fall on.  
As long as there is a qualified swim therapist present, the water 
is safe.

 • For people with special needs, swimming can increase their 
independence, which in turn can increase self-confidence and 
lead to a better quality of life. 

 • Greater social integration is something that can be seen at first 
hand.  Parents of children with special needs have noted how 
they have started to note how they have started to socialize 
more at school and elsewhere, not only amongst themselves 
but also in the community in general. (eswimming.edu, 2001)

      Specialneeds.com (2005) states that “Teaching kids with special 
needs to swim is not only a good idea, it’s essential.  Swimming 

lessons help kids with special needs in a number of key areas, in-
cluding greater muscle strength and physical endurance, increased 
flexibility, more self-control, and, in many instances, improved 
behavioral outcomes” (p.1).  As can be noted these benefits listed 
include items from a variety of domains.  In terms of physical ben-
efits swimming builds muscles and improves the student’s range 
of motion.  In terms of social benefits, swimming can increase 
independence, self-confidence, and social skills.
      How many students with disabilities are offered this legally 
guaranteed service of aquatics in physical education?  How many 
schools have pools?  How many schools provide the opportunity 
for swimming?  The author and reader may find it easy to note the 
legal rights of many students to have aquatics included in their 
physical education program, but he/she also can note the fact that 
many schools do not have pools, or give students access to them.  A 
possible answer may be for school systems to utilize local YMCAs 
or colleges & universities.  This predicament may be difficult to 
solve, but according to the law, during these situations, the school 
system must find a solution.  The benefits for the student are the 
most important.  Schools should provide services for students to 
have a legitimate chance to reach their potential.
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Guidelines for Manuscript Submission - (Revised Spring 2010)

The Virginia Journal is published twice yearly (Fall and Spring) by 
the Virginia Association for Health, Physical Education, Recreation 
and Dance. Deadlines for submitting materials for inclusion in the 
spring and fall issues are January 15th and July 15th respectively. 
Manuscripts should be sent to Dr. Michael Moore, TVJ editor, by 
email in an attached WORD document. Each e-mail attachment 
should not be greater than 4 MB. In submitting a manuscript, 
the author affirms that it has not been published or accepted for 
publication elsewhere, unless otherwise stated in writing.
 
Manuscripts
Manuscripts follow the form of the Publication Manual of the 
American Psychological Association and must be typed on 8 ½ 
by 11 inch paper. The attached manuscript must be double spaced 
except that direct quotations of three or more lines in length are 
to be single spaced and indented. Manuscripts should not exceed 
10 double-spaced pages of narrative including the citation page. 
Pages should be numbered consecutively. The name and institution 
of each author are inserted on a title page but not on the narrative. 
There should be provided on the title page biographical information 
on each author. This biographic information should include name 
and position at time of manuscript submission.
Any research involving human subjects must have Institutional 
Review Board (IRB) approval before a review can take place.  A 
PDF copy of the letter must be submitted with each manuscript.  
If IRB approval was not granted and TVJ editor doesn’t have a 
copy of the approval letter, the manuscript will not be published.  
Please check with your institution or school for IRB details.  
References should be listed at the end of the manuscript and 
should be arranged in alphabetical order. Each reference cited in 
the article must be listed, but only those cited should he included. 
Sources should be cited by placing the author’s name and date 
of publication followed by a page number when appropriate in 
parentheses: i.e., (Cowlick & Rice, 2003). The reference should 
be cited following the quote or fact noted. References listed at 
the end of the article should contain the following information:
 
 1.  The author, editor’s or compiler’s name, in reverse order 

(surname, followed by first and middle initials).
 2.  The exact title. Titles of books, pamphlets, periodicals, and 

newspapers are underlined: titles or articles within periodicals 
or books are not underlined and precede the periodical or 
book in which they are found. Only the first word of the title 
is capitalized and the title is followed by a period.

 3.  Titles of books are followed by place: company, date of 

publication. The date, volume, and page numbers follow 
the title of a journal. If each issue of a journal begins with 
page 1, include the issue number after the volume number 
in parentheses. Volume numbers should be italicized, 
issue numbers should be in parentheses and not italicized 
forjournals. Please see below and the following web page 
for further examples of APA styles of various sources. http://
libguides.radford.edu/apastyle  

Examples of Citations
American Dietetic Association. (1999). Dietary guidance 

for healthy children aged 2 to 11 years. Journal of the 
AmericanDietetic Association, 99, 93-101.

Kulwicki, A., & Rice, V.H. (2003). Arab American adolescent 
perceptions and experiences with smoking. Public Health 
Nursing, 20, 177-183.

Illustrations
Illustrations such as pictures, graphs, and drawings are valuable 
additions to manuscripts. Please send these embedded within your 
manuscript.

Reviewing and Editing
Each article is reviewed by three members of the Editorial 
Board. Sometimes a guest editor is asked by the editor to 
review a manuscript depending upon the topic. To be accepted 
for publication the article must be approved by at least two of 
these persons. Reasons for rejecting articles include: topic is 
not of interest to the profession or to only a few members of the 
Association, topic is of interest but has already been thoroughly 
discussed in the literature, manuscript discussion is too general and 
vague, poor research techniques, the manuscript is poorly written 
or if human subjects were used in your research and IRB approval 
was not obtained and provided to TVJ Editor. In some instances a 
manuscript may be rejected but the author is invited to revise and 
resubmit it with corrections. Manuscripts accepted are subject to 
editing to conform to the Journal format.

Final Acceptance for Printing
After the editor has compiled the journal issue, it is sent to 
the printers. VAHPERD’s executive director, president and 
presidentelect then edit The Virginia Journal. These three 
VAHPERD members are provided with a minimum of two drafts 
for their revision and comment. Upon their approval, the final 
document is printed and distributed.
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Call 1-800-AHA-USA1 or visit heart.org/hoops  
to get your school involved.

Hoops For Heart is a national education and fundraising 
event created by the American Heart Association and SHAPE 
America-Society of Health and Physical Educators. Students 
learn basketball skills, learn the benefits of physical activity, 
healthy eating and avoiding tobacco; and raise funds for 
research and programs to fight heart disease and stroke. 
Millions of students have joined us in being physically active 
and in fighting heart disease and stroke by funding  
research and educational programs. Be a part of this  
great event and your school will earn gift certificates  
for FREE P.E. equipment from U.S. Games.

©2015, American Heart Association. Also known as the Heart Fund.  7/15DS9292
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