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   Foreword   

 Watching parents take their children to school for the very fi rst time is wonderful. 
The looks of both excitement and apprehension on their faces convey their feelings. 
There is much holding of hands, some laughter and usually a few tears. The 
expectations of parents and the experiences their child will receive that year, and in 
subsequent years, concern the attainment of knowledge and skills from the curriculum 
and opportunities for social interactions with other students and teachers. Their 
expectations rarely include health outcomes, although parents do value such attri-
butes. Herein lays the dilemma for school health initiatives. School health is of low 
priority in a school education setting. It cannot compete with literacy, numeracy, 
scientifi c knowledge and reasoning and the social sciences for which schools are 
held to account, and it also competes with the creative arts. The same case can be 
made for sustainable development which the Brundtland Commission conceptua-
lised as “development which meets the needs of the present without compromising 
the ability of future generations to meet their own needs.” Yet health has always 
been part (albeit small) of the mandated curriculum in most countries for about 100 
years. Ecological concepts and issues about sustainability are a more recent addition 
to school programs and have received some attention in the last 20–30 years. 

 The Health Promoting School (HPS) approach that grew out of the thinking 
behind the Ottawa Charter for Health Promotion has thrived internationally for 
nearly 30 years. It is an attempt to look at health in schools in a holistic way. Phrases 
such as ‘whole school approach’, and ‘integrated school health’ indicate an ecological 
approach to building the health and wellbeing of school students. There is a natural 
link with the sustainability initiatives which have been promoted, although some-
what spasmodically, in a number of countries and regions. Both focus on providing 
students with realistic experiences to gain knowledge; attain cognitive skills such as 
analysing, synthesising, evaluating, creating options; and accomplish ‘action com-
petencies’ such as preparing meals, resolving confl icts, purchasing commercial 
products, developing realistic health and environmental policies within the school 
setting, and exploring what can be done in partnership with the local community. 
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 There are many examples in the literature, albeit more from the health sector 
than from the sustainable development sector, about how schools and their com-
munities have holistically addressed health and sustainable issues. Meta analyses 
show a whole school approach can produce gains in health given certain conditions. 
These have been summarised in publications that have interrogated the wealth of 
evidence. A solid body of evidence on sustainable development and schools is yet 
to be produced, and as such, one cannot make any conclusions about outcomes in 
this area. The health sector has been the main driver of school health initiatives and 
the HPS in particular. There have been many short and medium term programs 
using the HPS approach funded by Ministries of Health in countries across the 
globe. United Nation bodies such as the World Health Organization have auspiced 
the creation of evidence based guidelines and projects in both developed and developing 
countries which use a whole school approach to enhance the health and wellbeing 
of students. The International Union of Health Promotion and Education (IUHPE) 
has shown leadership and support, with fi nancial assistance from the Center for 
Disease Control and Prevention in the USA, to develop a series of succinct evidence 
based documents to assist school personnel and education and health offi cials to be 
more strategic and effective in their attempts to address health. But there are still 
many barriers preventing wider acknowledgement of health and sustainability being 
embraced more wholeheartedly by schools. These barriers do not appear to have 
weakened in the last two decades. And the reasons for the existence of such barriers 
are quite understandable. 

 The prime focus of schools is to build educational outcomes. They are not places 
which should be expected to address morbidity, mortality and environmental indi-
cators of the country or region. The factors that shape our health and wellbeing are 
infl uenced by our genetics; the families, society and cultures in which we live; govern-
ment policies, practices and resource allocations; and the physical environment. 
Our behaviours are a result of all these factors and their interactions. Developments 
in Complexity Theory reinforce the need for a stronger focus on the dynamics of the 
school and those factors shaping teachers’ thinking and practice, and their interac-
tions with students both inside and outside the classroom. Schools are not a ‘black 
box’ into which agencies can put programs and resources and expect a reduction in 
x, y, or z in the health and sustainability fi elds. However, it is possible to achieve a 
set of action competencies in students, which will reduce, but not eliminate, some 
risk behaviours now and into the future. The evidence from the last two decades 
tells us that addressing social and emotional wellbeing is the most important health 
area which can achieve the best outcomes in not only that area, but in others such as 
experimentation in drugs and early sexual activity. School leaders and teachers are 
the gatekeepers of what can and cannot be done in schools. The evidence indicates 
that the quality of school leadership is fundamental to any successful HPS initiative 
and embedding it in the ongoing priorities and curriculum of the school. A critical 
mass of teachers open to change is also necessary to ensure successful implementation 
of any program/project using a HPS approach. However, there are often very few 
resources available to support the necessary capacity building of both school leaders 
and teachers. 
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 Nevertheless, given all the barriers, there is still a strong body of evidence about 
the holistic approach to health related initiatives in schools. (As indicated earlier, 
solid evidence on gains in the sustainable development in schools is not yet present.) 
From this health evidence we can make a number of assertions and claims about 
what works and what does not. However, what is not clear is whether this evidence 
reaches schools in ways that teachers understand, whether it can be used to change 
the way health is addressed. To address these issues we need to focus on the school 
and the classroom in particular, to gain an appreciation of what happens in the 
day-to-day life of teachers and their students to gain an understanding about the 
realities facing them. 

 Teachers are under time constraints. The school day is fi nite and much time is 
directed at managing student logistics and behaviour. Arriving at and leaving class 
takes time. Classroom management, including coping with expected and unexpected 
behaviours, takes time. There is a curriculum to be taught with content from many 
fi elds. Teachers may also be under pressure to address political and/or parental 
priorities such as literacy and numeracy in greater scope, and there is a range of 
different learning styles and preferences in the student population. Some students rely 
more on auditory learning while others are more attuned to visual or experiential 
learning. Time is also absorbed by assessment and reporting and, in many cases, 
accounting to a wide constituency such as parents and education authorities about 
the attainment of curriculum standards. When it comes to the small health part of 
the curriculum competing priorities emerge again. Teachers and schools have to 
decide about the balance of time allocated to healthy eating and nutrition, physical 
activity, hygiene, sexuality, drugs (both legal and illicit), social and emotional health 
and safety (traffi c, personal, environmental). 

 In some countries there are no or limited resources for teachers and students to 
use, whilst in others schools are bombarded with resources from health and environ-
mental agencies. Recently the author was contracted to evaluate Traffi c Safety 
resources to determine if they met the Traffi c Safety Education Guidelines, which 
were based on HPS guidelines and associated evidence. In one region with a population 
of nearly three million people, over 30 resources from four different government 
departments, 9 NGOs and at least 15 commercial and community groups were 
promoted to schools. Only one met the Guidelines for evidence-based practice. It is 
not surprising then that teachers in many developed countries are confused about 
how to choose from the many programs and products at their disposal. In developing 
countries, the absence of resources is the main issue. Here, as in developed countries, 
teachers’ knowledge of the scientifi c evidence of the factors that shape student 
health is limited. Resources can help to fi ll this gap. But sadly, tens of thousands of 
teachers across the world do not have access to them. 

 Financial resources to train teachers and support the implementation of HPS over 
a 5–7 year time period do make a difference to how schools can develop the building 
blocks of healthy and sustainable actions in their students. There is strong evidence 
about what makes an effective school, how program initiatives can be implemented 
and sustained, and how leadership within the school and local community facilitates 
program growth and development. We need to remind ourselves that teachers do 
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become overwhelmed with new concepts and structures. For example, the recent 
focus by many in the health sector on health literacy may be distracting for schools. 
It is interesting to note that many of the components of health literacy being promoted 
by health sector personnel are the very same components of health education where 
there is at least 40 years of knowledge, understanding and acceptance by the education 
sector, particularly in schools. It has taken a generation for education professionals 
to become comfortable with the term health promotion. Health literacy has the 
potential to confuse the education sector given the importance the term ‘literacy’ 
has in their working lives. 

 We also need to be reminded about the focus of any school-based innovations in 
health and sustainable development. It should be the students who are at the top of 
the priority pyramid. How they learn, their interests and needs, their culture beliefs 
and values, and whether they are seen by their society as young people to be 
empowered or young people to be indoctrinated is where attention must be directed 
when we are writing guidelines, developing teaching and learning materials and 
designing and implementing programs in schools. 

 That fi rst day at school is an exciting time for students – full of apprehension, 
making new friends, a taste of independence, and the beginning of years of discovery 
and creativity. The health of students and the sustainable environments in which they 
live are both fundamental to their learning outcomes. This is the main reason why 
we need to put considerable effort in ensuring health and sustainable development 
are linked and are seen as basic investments to support education of young people. 

 This book will challenge your thinking. The reader is provided with evidence 
based case studies and insights into how whole school approaches to health and 
sustainable development have developed and are in fact closely linked. The various 
chapters challenge our beliefs and practices and keep us asking questions about 
what actually happens in schools. The reality of the school setting is a welcome 
respite. A focus on the classroom and school is where we need to have our conversa-
tions and refl ections about what is best for our students, and how we can work with 
them to design and implement actions which will benefi t their health, their contri-
butions to sustainable development, and above all, their education.  

  Burwood, VIC, Australia     Lawrence     St. Leger    
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  Pref ace   

 Schools are unique and dynamic places. They pay a central role in the formation and 
development of young people. The importance of  how  young people are educated 
and  how  they are encouraged to live and learn cannot be underestimated. Often the 
emphasis in school policy development focuses on curriculum, knowledge produc-
tion and the structuring of schooling. There is an emergent movement, however, 
that recognises that both the whole school environment and the ethos of schools 
need to be life affi rming and health enhancing. Creating an environment where 
young people can learn holistically, through classroom teaching and also through 
the everyday life/culture of the school, is a core aim of the health promoting 
schools and of education for sustainable development.  Schools for Health and 
Sustainability: Theory, Research and Practice  presents recent research evidence 
specifi c to the development, implementation, evaluation and potentials of health 
promoting schools as well as their impact in terms of health, sustainability and 
education outcomes. The book draws together current international expertise 
and scholarship on the theory, research and practice of health promoting schools 
and elucidates the links between health education and education for sustainable 
development, capitalizing on their shared values, educational principles and common 
aims. It also advocates for the fostering of agency not only amongst school personnel 
but also amongst younger generations for health and sustainability and provides the 
reader with a new lens with which to discover health promoting schools and educa-
tion for sustainable development. It invites the reader to look more deeply into both 
and to accompany the authors on a journey of discovery of the real potential for each 
to enhance the practice of schooling. 

  Schools for Health and Sustainability: Theory, Research and Practice  has arisen 
from the Schools for Health in Europe Research Group (SHE Research Group) and 
its collaboration with the Health Education Research Network of the European 
Educational Research Association (EERA Network 8). The chapters contained here 
extend beyond European boundaries and include contributors from Australia and 
Reunion Island. The contributors, who all individually and collectively strive for 
health promoting schools, have held the values of inclusivity and empowerment at 
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their core. The book attests to the value and potential of the association between 
health education and education for sustainable development. As you read, you will 
experience the belief in and commitment to schools that are promoting health and 
sustainability as distinctive and signifi cant environments in which to live and learn. 
You may even recognise your potential to make a contribution to the fi eld and in so 
doing, the development and potential of health promoting schools continues…  

    Copenhagen ,  Denmark      Venka     Simovska   
    Limerick ,  Ireland        Patricia Mannix-McNamara   
     March 2014 
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1.1         Introduction 

 The prioritisation of health education and of education for sustainable development 
in schools, from a common sense perspective, requires little in terms of justifi cation 
as to its value or necessity. Schools are settings that can have a great impact on the 
health and emotional wellbeing of children and young people as they infl uence them 
at important stages in their lives (Deschesnes et al.  2014 ). Promoting, and learning 
about health, wellbeing and sustainability early in childhood clearly has long term 
gain both for the individual and for society through advancing health status, equity 
and quality of life for all. In building children’s competences, i.e. their knowledge, 
attitudes and skills related to health and sustainability, they are encouraged to place 
signifi cant value on their health and wellbeing, and to understand in a meaningful 
manner the link between sustainability and health issues, as well as the health of the 
planet. They are also encouraged to appreciate health and sustainability as conditions 
that they themselves can infl uence, whether it is to improve, maintain or enhance 
their health, or to improve the conditions for health and sustainable development in 
their proximate environments. Health education/promotion and education for 
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sustainable development in schools also encourage students to become critical about 
their own attitudes and behaviours linked to health and sustainability and contribute 
signifi cantly to reduction of unsustainable and risk behaviours. 

 Many countries globally have recognised the potential of the school as a setting 
that can signifi cantly contribute to student health and wellbeing and have thus 
adopted some form of model of health promoting schools (Simovska and Jensen 
 2002 ; Whitman and Aldinger  2009 ). These models of practice include for example 
the ‘healthy schools’ approach that has been adopted in the UK and USA 
(Department of Health [UK]  2005 ; Environmental Protection Agency [USA]  2012 ), 
the ‘good healthy school’ approach in Germany (Paulus  2007 ; Paulus  2005 ) or the 
‘health promoting schools’ approach, the more common European framework initi-
ated by the WHO, CE and EC (WHO  1998 ; Buijs  2009 ). Regardless of variation in 
model or in implementation, common to all initiatives is recognition that real and 
meaningful engagement with health and wellbeing in schools cannot be ignored. 
The promotion of the health gain of nations is dependent on building solid founda-
tions for health amongst populations. Schools, quite rightly, have been recognised 
as an important setting in which this can be actualised. 

 This book is situated within the conceptual landscape of the Health Promoting 
Schools initiative in Europe (Clift and Jensen  2005 ; Simovska  2012 ). As the title of 
the book indicates, however, the scope of the health promoting schools is widened to 
integrate education for sustainable development. The text takes the  classic perspec-
tive on sustainable development, as defi ned by the World Commission on 
Environment and Development, also known as the Brundtland Commission. This 
defi nition states that sustainable development is “development that meets the needs 
of the present without compromising the ability of future generations to meet their 
own needs” (United Nations  1987 : 11). Consequently, education for sustainable 
development is conceptualised through the following four features (UNESCO  2014 ):

•    Education for Sustainable Development (ESD) allows every human being to 
acquire the knowledge, skills, attitudes and values necessary to shape a sustain-
able future.  

•   Education for Sustainable Development means including key sustainable devel-
opment issues into teaching and learning; for example, climate change, disaster 
risk reduction, biodiversity, poverty reduction, and sustainable consumption.  

•   It also requires participatory teaching and learning methods that motivate and 
empower learners to change their behaviour and take action for sustainable 
development.  

•   ESD consequently promotes competencies like critical thinking, imagining 
future scenarios and making decisions in a collaborative way.    

 These features are clearly synergetic with the main principles, values and meth-
ods linked to health promoting schools and health education endorsed in this book. 

 The World Health Organization (WHO  1998 : 1) defi nes a health promoting 
school as “one that constantly strengthens its capacity as a healthy setting for living, 
learning and working.” In particular, according to the WHO, health promoting 
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schools foster health and learning with a wide variety of measures. In addition, they 
engage across a range of stakeholders that include health and education offi cials, 
school principals, teachers, teachers’ unions, students, parents, health providers and 
community leaders. Health promoting schools strive to provide a healthy environ-
ment across a broad range of activities that include curriculum, school physical and 
social environment, school health services, school/community projects and  outreach, 
nutrition and food safety programmes, opportunities for physical activity and recre-
ation, and programmes for counselling, social support and mental health  promotion. 
Health promoting schools work through effective development and implementation 
of policies and practices that respect an individual’s wellbeing and dignity, provide 
multiple opportunities for success, and acknowledge positive efforts and intentions 
as well as personal achievements. Finally, they strive to improve the health of all 
school personnel, families and community members as well as pupils; and they 
work in partnership with community leaders to help them understand how the com-
munity contributes to, or conversely undermines, health and education (WHO 
 2014 ). This is clearly a comprehensive agenda with consequences that reach much 
further than the traditionally understood school and/or curriculum boundaries. The 
strong focus on participation, partnership and collaboration in the WHO’s concep-
tualisation of health promoting schools demonstrates the importance given to a 
comprehensive health promoting school agenda. 

 The emergence of Health Promoting Schools as a global strategy through which 
coherence in the implementation of health education and promotion can be achieved 
is signifi cant. The concept of health promoting schools has been in use for over 30 
years. Its emergence in Europe in the early 1980s became more coherently conceptu-
alised at the WHO Health Promoting Schools Symposium in Scotland in 1986. The 
defi nition provided by Young and Williams has since become the foundation upon 
which the framework for health promoting schools was built (Young and Williams 
 1989 ). The defi nition provided was based on a holistic view of health and had three 
key components: (1) health education in the formal curriculum; (2) the “hidden” cur-
riculum or school ethos; and (3) links with family and the local community (Inchly 
et al.  2000 ). Since this seminal work, much has been achieved in the drive to enhance 
health promoting schools in conjunction with the World Health Organisation. The 
guidance towards evaluation and performance indicators  Health- promoting schools: 
a resource for developing indicators  (Barnekow et al.  2006 ) has also added signifi -
cantly to the conceptualisation and coherence of health promoting schools globally. 

 A signifi cant development in furthering the success of the health promoting 
schools initiative was the establishment of the European Network of Health 
Promoting Schools (ENHPS) in 1991. The ENHPS, at its inception, was a tripartite 
activity, launched by the European Commission, the Council of Europe and the 
WHO Regional Offi ce for Europe. It began with only seven countries, and subse-
quently has grown to become global in nature. Barnekow et al. ( 2006 : 13) set out the 
aims of the health promoting school as follows:

•    To establish a broad view of health;  
•   To give students tools that enable them to make healthy choices;  
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•   To provide a healthier environment engaging students, teachers and parents, 
using interactive learning methods, building better communication and seeking 
partners and allies in the community;  

•   To be understood clearly by all members of the school community (students, 
their parents, teachers and all other people working in this environment), the 
“real value of health” (physical, psychosocial and environmental) in the present 
and in the future and how to promote it for the well-being of all;  

•   To be an effective (perhaps the most effective) long-term workshop for practising 
and learning humanity and democracy;  

•   To increase students’ action competence within health, meaning to empower 
them to take action – individually and collectively – for a healthier life and 
healthier living conditions locally as well as globally;  

•   To make healthier choices easier choices for all members of the school 
community;  

•   To promote the health and well-being of students and school staff;  
•   To enable people to deal with themselves and the external environment in a posi-

tive way and to facilitate healthy behaviour through policies and to increase the 
quality of life.    

 These aims have signifi cantly infl uenced the European understanding, research, 
and practices of health promoting schools. 

 Currently, school health promotion in Europe is organized through the Schools 
for Health in Europe (SHE) network, which has replaced the ENHPS’s focus on 
schools with focus on policy and structural support. It now has at least 43 partici-
pating countries from the WHO European region, each represented by a national 
co- ordinator (Buijs  2009 ). The current status of the SHE network is summarised in 
two factsheets (  http://www.schools-for-health.eu/she-network    ), based on back-
ground information obtained through a review of evidence (Young et al.  2013 ). 
Building on the previous work within the ENHPS and the International Union of 
Health Promotion and Education (IUHPE) (e.g. Clift and Jensen  2005 ; International 
Union of Health Promotion and Education  2009 ; St Leger et al.  2010 ), the SHE 
network endorses fi ve core values (equity, sustainability, inclusion, empowerment 
and action competence, and democracy) and fi ve pillars (whole school approach to 
health, participation, school quality, evidence, schools, and communities) as a com-
mon basis of the SHE approach to school health promotion (Buijs  2009 ). In addition 
to including sustainability among the key values, the Conference Statement follow-
ing the 4th European Conference on Health Promoting Schools, which took place in 
Denmark in 2013, emphasises the support of education for sustainable development 
within the framework of the health promotion schools approach advocating that 
“the health of the people is closely linked with the health of societies and of the 
planet” (CBO  2013 : 9). 

 Over the 20 years since inception, health-promoting schools have in practice 
been interpreted differently in global cultural, geographical and educational 
 contexts, thus obtaining a wide range of meanings (Simovska and Jensen  2002 ). A 
variety of approaches, related underlying values and evidence of their effectiveness 
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have been repeatedly debated in the literature (e.g. Green and Tones  2010 ; Simovska 
 2012 ). The gap between the analytical conceptualizations and the realities of prac-
tice throughout Europe and indeed more globally is worthy of further consideration. 
A systematic review of the effectiveness of the health-promoting schools (Stewart-
Brown  2006 ) emphasizes that the programmes that are more likely to be effective 
are complex, multidimensional and embedded in more than one domain of school 
life. More recently Macnab and colleagues ( 2014 ), summarizing a consensus state-
ment concerning the current challenges, strategies, and potential of health promot-
ing schools, developed at the 2011 colloquium at the Stellenbosch Institute for 
Advanced Study in South Africa, suggest that educational initiatives, which are 
relatively simple, inexpensive and fl exible, can be effective in positively infl uencing 
children’s lifestyle and wellbeing (p. 170). Similar to Stewart-Brown (ibid) they 
conclude that educational programmes that are relevant resonate with students and 
engage school communities so that they come to own and sustain their programmes 
are most likely to be successful. Yet the practice remains dichotomous with most of 
the studies within the fi eld focused on classroom-based or topic-based programmes 
neglecting the more wide-reaching features of the health-promoting schools 
approach, for instance school development, pupil participation, critical health 
 literacy and empowerment (Griebler et al.  2014 ).  

1.2     Health Promoting Schools and Education 
for Sustainable Development 

 Over the previous years of health promoting schools progress, questions pertaining 
to sustainability have often been mentioned, but seldom followed through or indeed 
more actively taken up for more serious integration within the health promoting 
school paradigm. However, closer examination of the seminal documentation of 
health promotion, the Ottawa Charter, as an example, evidences the sowing of the 
seeds of the issue of sustainability for health promotion. Even earlier, Alma Ata in 
1978 was also ground-breaking in terms of bringing health and development 
together, while emphasising health as a social objective and a fundamental human 
right. In addition, by reconceptualising traditional understandings of health by mov-
ing away from top-down approaches focused solely on disease prevention and indi-
vidual responsibility for lifestyle, to more positive, comprehensive, systems aware 
and empowering approaches, the Ottawa Charter (1986) placed signifi cant focus on 
the pre-requisites for health. These pre-requisites are identifi ed as peace, a stable eco 
system, social justice, and equity, as well as resources such as education, access to 
food and stable income – all concepts that are also inextricably linked to issues of 
sustainability. Sustainability is explicitly refl ected in one of the background docu-
ments to the Ottawa Charter, written by Trevor Hancock (see Hancock  2009 ). 
Hancock has been a keen advocate for what he initially termed ecological sanity, and 
what is now more commonly known as sustainability (Hancock  1993 ). Hancock’s 
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emphasis on the importance of healthy built environments and his work on healthy 
cities have stressed the relationship between health promotion and sustainable 
development at city level (Hancock  2009 ) in the same way this book now advocates 
for the school and community. The underpinning rationale that health as an expres-
sion and component of human development needs to be perceived in an ecological 
way remains as relevant today, over 20 years since the publication of Hancock’s call 
for an ecological and sustainable approach (Hancock  1993 ). Prioritising sustainabil-
ity explicitly in one of the background documents for the Ottawa Charter, which 
focused on  creating  environments for health , meant in effect that a broader under-
standing of the concept of environment was initiated. This socio-ecological perspec-
tive on health envisions people as inextricably linked with their environments, with 
the understanding of  environment  to consist of the social, environmental and eco-
nomic dimensions of life, which, in fact, correspond with the three pillars of sustain-
ability – economic, environmental and social (United Nations  1987 ). 

 The shift in focus to incorporate attention to sustainability meant that sustain-
able development became implicitly embedded in the founding documents for 
health promotion (WHO  1986 ). This was reinforced by another infl uential policy 
document from the World Commission on Environment and Development, “ Our 
Common Future ” (United Nations  1987 ), which is the founding document for 
Education for Sustainable Development. The report also linked the incorporation 
of sustainable resources and ecosystems with the determinants of health. The 
importance of education as central thus became embedded in the discourses and 
understanding of sustainable development. The United Nations defi ne education 
for sustainable development as: “a concept that goes far beyond environmental 
education. ESD is the educational process of achieving human development (“the 
three pillars of human development” proposed by UNDP: economic growth, 
social development, and environmental protection) in an inclusive, equitable and 
secure manner. It thus includes education for poverty alleviation, human rights, 
gender equality, cultural diversity, international understanding, peace and many 
more” (United Nations  2008 : 1). 

 However, the impetus of sustainability evident in the founding policy documents 
of health promotion did not gather momentum for some time. This is refl ected in 
the resolutions and declarations concerning health promotion that followed, where 
the emphasis on sustainability and education for sustainability is not evident. It was 
not until 2005 that the link between health promotion and sustainable development 
was again taken up, when the Sixth Global Conference on Health Promotion in 
Bangkok focused on four thematic tracks: (a) the new (global) context; (b) health-
friendly globalisation; (c) partners; and (d) sustainability. The Bangkok Charter is 
explicit in outlining that the global context for health promotion has changed mark-
edly since the development of the  Ottawa Charter.  It identifi ed the critical factors 
that infl uence health as: the increasing inequalities within and between countries, 
new patterns of consumption and communication, commercialization, global envi-
ronmental change and urbanization. There can be no doubt in reading the Bangkok 
Charter that real commitment to linking health promotion and sustainable global 
development was now taking centre stage. In the required actions called for, the 
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charter specifi cally identifi es the need to invest in sustainable policies, actions and 
 infrastructure to address the determinants of health (World Health Organsiation 
 2005 ). 

 The Bangkok charter has been an important milestone in ensuring that health 
promotion practice is informed by and is cognizant of the inextricable link between 
sustainability and health. One would expect then, that health promoting schools 
would hold issues of sustainability at their core. However, in reality the develop-
ments relating to schools appear to largely have kept health and sustainability sepa-
rated. Health promoting schools have served as an umbrella for a number of 
educational developments, policies and research that follow the principles and 
 values of the Ottawa Charter. Despite the UN Decade of Education for Sustainable 
Development 2005–2014 (United Nations  2008 ) initiative, the developments within 
education for sustainable development have been more heterogeneous, with varying 
emphasis in different countries for example ‘Green Schools’; in Ireland and 
Scandinavia or ‘Sustainable Schools’ in Australia. The actual links to health 
 promoting schools have depended on the commitment and emphasis placed in indi-
vidual countries rather than through a more effective model of focused intersectoral 
partnership. Yet such a model is needed. The impact of our rapidly evolving life 
circumstances on children’s health and wellbeing and that of future generations can-
not be currently predicted with any certainty (Davis and Cooke  2007 ). Indeed, the 
emergence in wealthy nations of increasing rates of childhood obesity, mental health 
problems, asthma and allergies is cause for deep concern. Even if our current life-
styles were ecologically and economically sustainable, they are hardly good for 
children’s health (ibid). It is clear that a broader and more interlinked conceptualisa-
tion of health promoting schools that recognises the conceptual, ethical, and prag-
matic synergies between health promoting schools and education for sustainable 
development - such as the whole-school approach, participation, social justice, 
equity, reciprocal links between health and sustainability, and the building of 
 children’s competences for the future complexities of the societies in which they 
will live. These issues are explored in more depth in the chapter by Madsen and 
 colleagues later in this book. 

 The challenges of integration do not appear to lie with the rationale in interweav-
ing education for sustainable development with education for health. The synergies 
and importance of this have already been established. Rather, it is the practical 
implications of implementation that appears to be currently at odds. One way that 
this can be better facilitated is to carefully examine and articulate the synergies 
between the aims, processes and content of health promoting schools and education 
for sustainable development in a manner that schools can meaningfully engage with. 
Schools are not a panacea or a place to ‘cure all the ills’ for society. Schools are 
often overloaded with political pressure to address the current hot political issues 
without due recognition that schools themselves may view their core mission differ-
ently and may be more focused on discipline specifi c (and consequently more mea-
surable) educational outcomes within an already overcrowded curricula (Hennessy 
and Mannix McNamara  2012 ,  2013 ). Deschesnes and colleagues ( 2014 : 209) citing 
Kremser ( 2010 ) and Simard et al. ( 2011 ) argue that because “of its  multifaceted, 
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integrated and concerted nature, the HS approach is inherently  complex from a 
practical point of view and is a challenge with regard to its absorption within the 
core business of schools.” In order for sustained and meaningful implementation of 
health promoting schools and education for sustainable development these concepts 
need to be framed within the core business of the school. Nor is it a case of asking 
schools to choose between them, but rather as Davis and Cooke ( 2007 ) advocate that 
researchers, practitioners and supporters of both initiatives work more closely 
together in recognition of shared goals in terms of desired educational and social 
outcomes. Greater convergence between health promoting schools and education 
for sustainable development can bring new energy and perspectives, and new part-
nerships, for example, with the environmental, climate change, and human rights 
initiatives (ibid). Such convergence could also yield greater sharing of resources, 
ideas, networks, and learning from each other’s theories, empirical fi ndings, per-
spectives and experiences in the move towards schools that are both  green and 
healthy  in a critical, empowering and socially responsible manner. 

 This book draws together a range of expertise in the fi eld of health promoting 
schools and in education for sustainable development. The book is a result of the 
activities within the  Schools for Health Research Group  – a research network estab-
lished in 2009 and constituted by more than 70 members from research institutions 
in 27 countries in Europe (information on SHE research group can be obtained at 
the following web address:   http://www.schools-for-health.eu/she-network/research- 
group        ). Members of this network, many of whom are internationally renowned 
experts in the fi eld of school health promotion, have contributed chapters to this 
book and have acted as peer-reviewers. The Schools for Health Research Group also 
operates as a Network titled  Health Education Research  within the European 
Educational Research Association (EERA). Within this research community, 
 collaboration has been developed with the  Network on Environmental and 
Sustainability Education , in the form of joint symposiums at the annual conferences 
within EERA (European Conference in Educational Research, 2012 and 2013). 
Members of this wider research community are also among the contributors of this 
book. The members of the international editorial advisory board reviewed all the 
chapters prior to the fi nal reviews by the editors. 

  Schools for Health and Sustainability: Theory, Research and Practice  contrib-
utes to the debate concerning wider-reaching dimensions of the health-promoting 
schools approach, including education for sustainable development. Its intention is 
also to add to the increasing evidence base in the fi eld. Contributors address perti-
nent research questions and underlying theoretical perspectives of health-promoting 
schools research. They illuminate the existing evidence and explore contradictions 
and dilemmas in the development, implementation and evaluation of schools for 
health and sustainability. The chapters also examine the importance of this European 
as well as global school initiative from a comprehensive perspective that includes 
pupils, teachers, school management and staff, families and the local community 
members. 

 The book has been organised around four cohering themes. Part I focuses on 
 Health Promoting Schools and Education for Sustainable Development.  The 
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chapters under this theme explicitly examine the potential interconnection between 
health promoting schools approaches and education for sustainable development. 
Ian Young makes this case in his chapter  Health Promotion and Sustainable 
Development in Schools :  Historical Perspectives.  In it he examines in some detail 
the relationship between health promotion and sustainable development. He sets 
out the history of health promotion and sustainable development and explores ten 
themes which describe the common ground between health promotion, ecology and 
sustainable development. These themes are: history, ecological principles, whole 
school approaches, complexity, partnership-working, inequalities, school improve-
ment, political issues, ethical issues and shared solutions. Young offers detailed 
practical examples to help elucidate the issues and makes the case for greater col-
laboration and even merging the two initiatives. In their chapter  Key Competencies: 
Reconciling Means and Ends in Education for Sustainable Consumption,  Daniel 
Fischer and Matthias Barth promote the case for sustainable consumption as a focal 
point of interest in the interplay of school-based promotion of health and sustain-
ability. They point to the similarity in terms of goals of both approaches and  advocate 
that in both discourses of health promotion and of sustainable development, educa-
tion is commonly called upon as a powerful instrument to achieving both health and 
sustainability outcomes. Picking up on this theme Ulf Leo and Per Wickenberg, in 
 Under One Umbrella: Professional Norms Promoting Education for Sustainable 
Development at the School Level,  examine the role of school leaders and profes-
sional norms - between legal norms and professional action - and how the imple-
mentation of education for sustainable development is led, organised and realised. 
There is also interest in identifying the kinds of support, mechanisms as well as 
obstacles to implementation and norm setting exhibited by the school organisations 
in this regard. In the chapter  Linking Health Education and Sustainability Education 
in Schools - local transformations of international policy,  Katrine Dahl Madsen, 
Lone Lindegaard Nordin and Venka Simovska examine the relationships between 
international and national policies regarding sustainability and health promotion, 
which infl uence school-based health promotion and education for sustainable devel-
opment in Denmark. Their analysis of international policy documents, as well as of 
research literature in both fi elds, indicates that school-based health education 
 integrated in the concept of health promoting schools and education for sustainable 
development share a number of features, including cross-disciplinarity, participa-
tory approaches, cultivating social imagination, and developing critical compe-
tences related to working with ‘real life’ health and sustainability issues. The 
discussion in this chapter explores the tendency of health and sustainability educa-
tion in schools to be framed in national action plans. In so doing some critical 
 educational aspects are lost by narrowing the concepts of health and sustainability 
to fi t particular school subjects (e.g. physical education or science), losing the wider 
reaching dimensions of health promoting schools, such as the whole-school 
approach, critical competences, values and partnerships. 

 Part II is concerned with  Partnerships, Standards and Change  in health promot-
ing schools. The chapters presented under this theme serve to give the reader insight 
into the complexity of health promoting schools from a situated and lived  perspective. 
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Interestingly, a different perspective on education for sustainable development is 
adopted in this part of the book. Rather than explicitly addressed as a discrete entity, 
sustainability is now conceptualised within systemic integration of health promo-
tion in the organizational structures of the school so that the outcomes are main-
tained in a sustained manner rather than the previously common single project 
based perspective. In their chapter entitled  Health Promotion in Dutch Secondary 
Schools: Promising Collaboration between School and Public Health Services,  
Nicole Boot, Maria Jansen, Mariken Leurs and Nanne de Vries identify some chal-
lenges in prioritizing health promotion in schools. This chapter makes a call for 
investment in advocacy and school commitment, seeking connections between edu-
cational and health goals and shared responsibility between the educational and 
public health sector. Elizabeth Senior, Andrew Joyce and Dimitri Batras are also 
concerned with sustaining health promotion interventions in schools. In their chap-
ter entitled  Becoming a Health Promoting School: Using a ‘Change Agent’ to 
Infl uence School Structure, Ethos and Ensure Sustainability,  they argue, although 
the health promotion model is useful in introducing and guiding health promotion 
activities, that without extra assistance, such as a dedicated health promotion offi -
cer, or ‘change agent’ who can motivate committed champions, changes to the ethos 
and the culture of the school will be diffi cult. Every school, they suggest is unique; 
there is no ‘one size fi ts all’ model and that the process and journey are just as 
important as the successes. Athina Karavoltsou explores the ways that drama in 
education methodology enhances adult learning, in this case through professional 
development activities aimed at improving the instructional practices of teachers in 
health promotion curricula. The chapter  Drama-based Learning for Teachers’ 
Education in Health Promotion  explores adult learning theories, such as self-direc-
tion, transformation and emancipation as well as social cognitive theory in an 
attempt to explore synergistic ideas between drama and the philosophy of health 
promotion. Monica Carlsson provides a critical examination of competencies devel-
opment in her chapter  Professional Competencies within School Health Promotion - 
Between Standards and Professional Judgment  and discusses them in relation to 
school-based health promotion. The chapter suggests caution as to the ‘production 
logic’ and economic values that are emphasized in the motivation of the project and 
in the knowledge base underpinning the competency-framework. Carlsson argues 
that by underemphasizing the potential of education, i.e. teaching and learning, and 
reducing changes at individual and group level to behavioral change, the formula-
tions of competencies and standards are not in concert with essential values and 
approaches in school health promotion, and thus, their usefulness is somewhat 
problematic for professionals in this fi eld. This cautionary tale of the ‘production 
logic’ and the performativity agenda is echoed by Sharon Moynihan, Jennifer 
Hennessy and Patricia Mannix-McNamara in their chapter  Health Education in the 
Context of Performance Driven Education: Challenges and Opportunities.  They 
advocate for the importance of health promoting schools but argue that the practice 
of schooling diverges signifi cantly from the espoused ethos of holistic and personal 
development, with measurement, accountability and performativity taking centre 
stage. The signifi cant infl uence of a consumerist agenda in education has meant that 
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in the drive to educate for exam success, the development of affective education has 
been severely challenged. This has placed signifi cant pressure on health promoting 
schools initiatives, including education for sustainable development. This chapter 
provides a critical analysis of the role of education and of the health promoting 
school within school systems where pedagogical practice is driven by a different 
value system, that of exam performativity and knowledge reproduction. The chapter 
makes recommendations in terms of the future development of a sustainable, affec-
tive curriculum and health promoting schools initiative. 

 Part III entitled  Examining Implementation  illuminates perspectives of imple-
mentation of health promoting schools in a variety of cultural contexts. Under this 
theme Oddrun Samdal and Louise Rowling suggest that to ensure effi cient imple-
mentation of the health promoting school approach there is need to identify how the 
approach can best be implemented, which so far has not been suffi ciently addressed 
within health promoting schools research. Their chapter entitled:  Implementation 
Strategies to Promote and Sustain Health and Learning in School,  carefully enunci-
ates implementation components that will allow practitioners to understand the 
function of each component, and present theory based guidelines so each compo-
nent can be utilised with fi delity. The chapter also discusses the common core of 
promoting health and learning in schools and demonstrates how similar implemen-
tation processes may be applied to achieve an effi cient and sustainable change 
 process for both health and learning. School leadership takes centre stage in the 
writing of Kevin Dadaczynski and Peter Paulus who identify the strategic impor-
tance of school leadership for the success of health promoting schools. In their 
chapter  Healthy Principals - Healthy Schools A Neglected Perspective to School 
Health Promotion ; they point to the need to understand how school principals 
impact upon teachers’ health, and to understand the infl uence of principals on the 
implementation and overall success of health promoting activities in the school. 
Leena Paakkari in her chapter  Three Approaches to School Health Education as a 
Means to Higher Levels of Health Literacy  advocates for the central role that health 
literacy as an educational outcome plays in health promoting school initiatives. She 
points to the need to systematically address the various ways of approaching health 
education in schools in order to analyze how these approaches differ from each 
other. She discusses three approaches to school health education: the facts and skills 
approach, the individual thinking approach, and the personal growth and citizenship 
approach to be used in planning for learning experiences aimed at supporting the 
development of higher levels of health literacy. Maryvette Balcou-Debussche and 
Crane Rogers illuminate the contrasting social and cultural backgrounds that are a 
challenge for health promoting schools, given the importance of social and cultural 
infl uences on health- related behaviour, and the sensitive and personal nature of 
health topics addressed at school. In their chapter  Promoting Health Education in a 
Context of Strong Social and Cultural Heterogeneity: the Case of Reunion Island,  
they discuss the importance of social context and cultural diversity in health pro-
moting schools and advocate for the importance of an open, inclusive approach for 
sustainable health promotion in schools. More specifi cally focusing the attention to 
mental health and well-being, Aleisha Clarke and Margaret Barry, in their chapter 
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 Implementing Mental Health Promoting Schools,  examine the promotion of 
 children’s positive mental health within the health promoting schools framework. 
The chapter provides an overview of implementation components critical to health 
promoting school practice. Based on their research they call for the need to design 
evaluation studies that move beyond the conventional outcome-focused approach to 
a more systems- based approach that account for non-linear causality and seek to 
embrace and elucidate the inter-relationships, interactions and synergies within the 
whole settings approach. 

 The fi nal section of the book part IV examines  The Challenges of Evaluation 
and Evidence.  Edith Flashberger and Lisa Gugglberger, examine what they term the 
core processes of schools, namely teaching and learning, and argue that research on 
school health promotion rarely includes attention to this central aspect of school 
life. In their chapter entitled  Health-Promoting Teaching Strategies in Schools: a 
Review of the Literature and Recommendations for Teacher Education,  they con-
ceptualise health-promoting teaching and learning processes with due recognition 
of the interrelated nature of health and well-being on the one hand and teaching and 
learning on the other. They argue that to ensure sustainability of health promotion 
efforts and to make them more compatible to school life, it is advisable to integrate 
a health perspective in the core (teaching and learning) processes of schools. The 
concepts and discourses of evidence within schools for health and sustainability, 
and in particular the question of what counts as evidence is an important consider-
ation for health promoting schools and education for sustainable development. 
Specifi c challenges in addressing evidence and research are also explored. Hege 
Tjomsland, Bente Wold, Rune Krumsvik and Oddrun Samdal pick up the theme of 
evaluation in their chapter  Evaluation Research in Health Promoting Schools and 
Related Challenges . They argue that in order to ensure widespread dissemination of 
health promoting schools evidence, that the health promoting school approach can 
be a crucial vehicle for enhancing both students’ health and educational outcomes 
is warranted. They call for study designs and methods that take into account the 
multifaceted, whole-school and context specifi c characteristics of health promoting 
schools. The chapter discusses specifi c challenges in health promoting school 
research, and they propose an evaluation design combining the advantages of differ-
ent research methodologies to examine the health promoting school’s effectiveness 
in creating “better schools through health”. In their chapter  Mixed Methods’ 
Contribution to the Evaluation of Health Promotion Initiatives in the School Setting , 
Marie-Renée Guével, Jeanine Pommier, and Didier Jourdan, make the case for 
development of suitable approaches for evaluating health promotion in schools in 
order to produce useful evidence to enhance sustainability and transferability. They 
point to the trend among health promotion researchers to develop evaluation 
approaches that are able to measure the impact of initiatives. They also advocate the 
importance of deeper understanding of how this impact is obtained in order to 
inform the implementation of sustainable health promotion initiatives by practitio-
ners and decision-makers from both health and education sectors. Thus they 
 illustrate in their chapter the contribution of mixed methods to take into account the 
complexity of school health promotion initiatives to help address the challenges 
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faced in the fi eld especially those related to evaluation, sustainability and 
 transferability. Terhi Saaranen, Kerttu Tossavainen, Marjorita Sormunen, Sari 
Laine, and Hannele Turunen point to the future by championing the need for strong 
theory for health promoting schools. In their chapter entitled  Developing and Testing 
a Health Promotion Theory – An Example of Creating a Model of School Staff’s 
Occupational Well-Being  they call for the need for developing a theory that can be 
used to produce models applicable to workplace health promotion in school 
 communities. They propose what they call ‘a middle-level theory’ and a content 
model for the promotion of school community staff’s occupational well-being, 
which  continues to be tested and developed. They demonstrate in the chapter how 
the theory contains the premises for planning comprehensively through four aspects, 
and it serves as a suitable model for implementing and evaluating the development 
of school staff’s occupational well-being, which also affects the learning, health and 
well-being of children and adolescents.  

1.3     Endnote 

 Health Promoting Schools are evolving well. They are now supported by strong 
policy frameworks, rich experience from practice and a growing body of research 
evidence. There remains signifi cant progress to be made in terms of stronger inter-
connectivity with Education for Sustainable Development. Rigorous and wide- 
ranging evidence is required that embraces diverse research methodologies, 
stronger theoretical foundations and keen advocacy in the face of increasing 
 neoliberal  politics which effectively eclipses the place of education for health and 
sustainability in schools in favour of more performance driven indicators. This is 
despite the strong political emphasis placed on both health and sustainability as 
global social challenges which need to be urgently addressed if the costs of the 
global burden of chronic disease and climate change are to be avoided. The aim of 
this book is not to provide a ready-made ‘how to do’ Schools for Health and 
Sustainability; rather it is to contribute to the refl ection, deliberations and debate 
and to examine models of inspiring practice from critical, rigorous and sound 
research perspectives.     
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    Abstract     This chapter examines in some detail the relationship between health 
promotion and sustainable development. It explores the existing literature and also 
draws on the experience of the author’s professional practice as an ecologist, a 
 science teacher, a health-promoter with the national health promotion agency in 
Scotland and also his work with international agencies. It sets out the history of the 
health promotion and sustainable development and explores ten themes which 
describe the common ground between health promotion, ecology and sustainable 
development. These themes relate to history, ecological principles, whole school 
approaches, complexity, partnership-working, inequalities, school improvement, 
political issues, ethical issues and shared solutions. The author offers detailed prac-
tical examples to help elucidate the issues. A case is made for greater collaboration 
and even merging the two movements within the health promoting schools approach. 
Practical suggestions on the nature of further research to inform this collaborative 
approach are made.  

  Keywords     Collaboration   •   Health promoting schools   •   Sustainable development   • 
  School improvement  

2.1         Introduction 

    Treat the earth well: it was not given to you by your parents; it was loaned to you by your 
children. We do not inherit the Earth from our Ancestors, we borrow it from our children . 

 North American First Nation’s proverb 
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   In this chapter I will draw on the existing literature on the relationship between 
health promotion and sustainable development. In addition, I will explore issues 
which arise from my original training in ecology and also issues from my profes-
sional practice with the national health promotion agency in Scotland and in work 
for international agencies such as The World Health Organization (WHO), and the 
International Union for Health Promotion and Education (IUHPE). I will set out ten 
themes which describe and explore the common ground between health promotion, 
ecology and sustainable development. I will also offer some detailed practical 
examples to help elucidate the issues, attempting to draw out what we know and 
suggest where further research may be helpful.  

2.2     History of the Concepts and the Ecological Link 

    Creative activity could be described as a type of learning process where teacher and pupil 
are located in the same individual (Arthur Koestler) . 

   It is essential to set out the historical development of the two concepts of health 
promotion and sustainable development as there are important common threads 
running through them, but also because some of the problems inherent in the two 
approaches working collaboratively are related to these historical issues. The con-
cept that schools have a role in promoting the health of young people is not a new 
one (Young  1993 ). However, the modern view of health promotion in schools can 
only be fully understood in the context of wider developments in health promotion 
in general in the last three decades. A move towards a consensus on the meaning of 
the term health promotion was to a large degree the product of the work of the 
European offi ce of the WHO. Their original discussion paper (WHO  1984 ) laid out 
the broad concepts and principles of health promotion and stimulated the debate 
that led to the development of the Ottawa Charter which defi ned health promotion 
as ‘the process of enabling people to increase control over, and to improve, their 
health’ (WHO  1986 ). 

 The ground-breaking Lalonde report in Canada, was the fi rst time a government 
had set out a model of health that was moving from a disease-orientated one towards 
a social one (Lalonde  1974 ). Although it is true that over 150 years ago reformers 
such as Rudolf Virchow ( 1848 ) in Germany and Edwin Chadwick in Britain ( 1842 ) 
had been pioneers in Europe, setting out a social model of health and conceptualis-
ing the role of the state in promoting health. The Ottawa Charter for Health 
Promotion built on this European tradition and integrated current thinking on the 
nature of health promotion, drawing on progressive work in Canada, Australia and 
in parts of Europe. Early writing on health promotion appeared to an extent to be 
rather dismissive of an educational approach. For example the WHO’s original dis-
cussion paper on health promotion (WHO  1984 ) referred to above, described health 
education as a core component of health promotion ‘which aims at increasing 
knowledge and disseminating information related to health.’ At the time this 
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 defi nition seemed narrow to educationalists as it ignored the critical, affective and 
action domains of learning and, in addition it implied that the subject exposed to this 
process of dissemination is merely a passive recipient of information. At the time 
many of us with an interest in pedagogy felt that there was a danger that the value 
of an educational approach was not only being misrepresented, but that health 
 education could effectively disappear. 

 Before comparing the development of health promotion and sustainable 
 development it is important to refl ect on the origins of the science of ecology as this 
illustrates some interesting parallels and connections with health promotion. The 
term ecology (“Ökologie”) was fi rst coined by the German biologist Ernst Haeckel 
in 1866. (Haeckel  1866 ) (from Greek: οἶκος, “house”; -λογία, “study of”) and it 
refers to the scientifi c study of the interactions of living organisms with each other 
and with their natural environment. Haeckel’s broad concept is still relevant today. 
Modern ecologists study living systems, processes and adaptations at both the 
micro and macro level. They also study the movement of materials and energy 
through living systems and the environment, and they are interested in how ecosys-
tems develop over time (successional development). As we know, ecologists also 
 measure the variety (biodiversity) and abundance (biomass) of different species. 
Ecosystems create biophysical feedback mechanisms between living and non-living 
components of the planet. These feedback loops play a part in regulating and 
sustaining living communities of organisms as well as climate systems, and global 
 geo-chemical systems. 

 Many health promotion professionals are aware of Virchow’s fi rst use of the 
term health promotion and many ecologists are aware of Ernst Haeckel’s role in 
fi rst proposing the term ecology. However, the signifi cance of the links between 
these two scientists is not widely understood. Haeckel was actually a student of 
medicine under Virchow in Berlin in the 1850s and worked as his assistant for a 
short time. They later had a very public and vehement disagreement over inter-
pretations of the nature of the scientifi c evidence for evolution (Zigman  2000 ). 
While the term ecology is not synonymous with sustainable development, the 
application of the principles of ecology has been a major infl uence in the develop-
ment of the concept of sustainable development since the 1970s. Therefore, there 
was to some degree a personal historical link within the scientifi c powerhouse of 
nineteenth century Germany, between the two concepts of health promotion and 
sustainable development under discussion. Curiously the modern concepts of 
ecology and health promotion were reborn in the twentieth century after losing 
prominence. For example, Darwin didn’t use Haeckel’s new term, although he 
was describing living organisms in their natural environment. The term ecology 
became more prominent again in the 1920s although the English botanist, 
Arthur Tansley had kept the fl ame alive with a seminal paper in the fi rst decade 
of the twentieth century (Tansley  1904 ). Health promotion reappeared later as an 
updated concept in the 1980s. Good ideas and even scientifi c discoveries do 
have a habit of disappearing and reappearing, which is another topic for another 
occasion! 
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 The concept of sustainable development emerged from the ecology and 
 environmental movements, which recognised the negative impacts of human growth 
and development on the environment and ecosystems. The term sustainable 
 development had been in circulation in the 1970s after a report for the Club of Rome 
(Meadows et al.  1972 ), but it came to prominence through the Brundtland 
Commission (United Nations  1987 ). The commission’s report,  Our Common 
Future , defi ned sustainable development as “development which meets the needs of 
the present without compromising the ability of future generations to meet their 
own needs.” Sustainable development as a concept received further attention at the 
United Nations Conference on Environment and Development in Rio de Janeiro in 
1992, (UN  1992 ) which was the fi rst international attempt to develop strategies for 
a more sustainable pattern of development. Representatives of 178 national govern-
ments, including more than 100 heads of state, and many organisations representing 
civil society attended the conference. At the summit, governments around the world 
made commitments to work for sustainable development. Subsequent international 
gatherings have taken place and many countries now have policies on sustainable 
development which take account of the Millennium Development Goals, the Doha 
Development Agenda of the World Trade Organisation, the Monterey Consensus on 
Financing for Development and the Plan of Implementation of the 2002 World 
Summit on Sustainable Development. 

 While these developments were unfolding in the sustainable development 
 movement, those working in the public health sector were moving towards an eco-
logical view of the health of  one  species,  Homo sapiens . The Sundsvall Statement 
(   Petterson and Tillgren  1992 ) which was the output from a signifi cant health promo-
tion conference in Sweden refl ected this when it stated;

  Humankind forms an integral part of the Earth’s ecosystem. People’s health is fundamen-
tally linked with the total environment. All available information indicates that it will not be 
possible to sustain the quality of life for human beings and all living species, unless drastic 
changes in attitudes and behaviours at all levels are adopted with regard to the management 
and preservation of the environment. (Sundsvall, Sweden, June 1991). 

   The phrase….  and all living species…  is highly signifi cant because it is the fi rst 
time that a modern health promotion document had acknowledged that other living 
organisms (other than infective agents) were relevant to human health and health 
promotion! I emphasise  modern  health promotion document because it is clear that 
many First Nations and indigenous people who lived closer to the land had such 
concepts of human health and welfare being intimately linked to all living creatures 
and systems, which were developed over the last 10,000 years (Houde  2007 ; 
Gammage  2012 ; National Chief Shawn A-in-Chut Atleo  2012 ; Leonard et al. 
 2013 ). It could be argued that this view of the world had largely disappeared at the 
time of the industrial revolution and that in fact the anthropocentric view of some 
religions encouraged the relegation of other living organisms to the role of serving 
human needs only.  
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2.3      Schools and Ecological Models of Health 

    If we teach today as we taught yesterday, we rob our children of tomorrow (John Dewey) . 

   It is worth recounting the above historical development, because it is important 
to understand that the health promoting school was born at a time when there was 
considerable scepticism that educational approaches in general or schools in par-
ticular could have much impact on the health of the population. While Scotland was 
not a founder member of the European Network of Health Promoting Schools 
(ENHPS) in 1991, it was in fact at the heart of the development in the previous 
decade. In 1986 The Scottish Health Education Group (SHEG), which was a col-
laborating centre for the WHO (European Offi ce), was given the task of organising 
a European symposium. This took place at Peebles, Scotland over 6 days and was 
attended by 150 delegates from 28 member states. The symposium was entitled 
‘The Health Promoting School.’ At this time Europe was effectively a divided con-
tinent with 32 states and there existed restrictions on travel from the former Eastern 
Bloc countries. However, with WHO assistance it was possible to get senior staff 
from the Soviet Union and almost all of the Eastern Bloc countries. At this event the 
concept of the health promoting school was developed and refi ned. In fact the name 
‘The Health Promoting School’ was born in the planning for the event although the 
concept had been evolving for several years and the literature in Europe talked of 
‘the school as a health promoting institution’ in the early 1980s (Williams  1982 ). 

 This symposium was signifi cant because it offered WHO an opportunity to apply 
its developing theoretical model of health promotion to the setting of the school. 
From this event a report entitled ‘The Healthy School’ was produced on behalf of 
WHO in 1989 (Young and Williams  1989 ). The reason the name was amended was 
political at that time as WHO (Euro) was keen to make links with its new Healthy 
Cities project. The report, which was translated into more than ten European lan-
guages, described health promotion in schools as a “combination of health educa-
tion and all the other actions which a school takes to protect and improve the health 
of those within it”. However, the term health  promoting  school soon bounced back 
into the forefront and a pilot project supported by WHO in the Czech Republic, 
Hungary, Poland and Slovakia (Woynarowska and Sokolowska  2009 ) supported its 
spread in central Europe and in turn to many parts of the world. More modern ideas 
of the breadth of the health promoting school concept have since developed and 
further refi ned the thinking about the scope of the concept in Europe and beyond. In 
the USA and Canada the terminology used to describe the processes relating to 
health in schools was and is different. In the United States terms such as the ‘health-
ful school environment’ had been used since the early 1950s indicating that there 
was an awareness of the importance of wider infl uences on health in schools beyond 
the ‘health instruction’ of the classroom. In the early 1980s in the USA the term 
‘comprehensive school health programme’ became the common term to encompass 
a broader approach. At that time this concept was considered to have the compo-
nents of health instruction, the school health services and the school environment 
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which was remarkably close to the European model in the same time period although 
using the different nomenclature of comprehensive school health. 

 In the 1990s this broader concept of ‘comprehensive school health programmes’ 
was further developed in the USA and Kolbe suggested the following components 
within this conceptual framework (Kolbe  1993 ).

•    School health education;  
•   School health services;  
•   School health environment;  
•   School physical education programme,  
•   School food service programme;  
•   School psychology and counselling programmes;  
•   Programmes to protect and improve the health of staff;  
•   Integrated efforts of school and community agencies to improve the health of 

school and students.    

 These components closely parallel the European model set out in The Healthy 
School Report (Young and Williams  1989 ), which included a comparison between 
a traditional approach and a modern health promoting school approach. 

 The European model emphasised pupil participation more strongly than the USA 
approach but the European report also had some statements which now, with the 
advantage of research and hindsight, appear rather simplistic on the exemplar role 
of teachers and on the unquestioned role of self-esteem in determining health- 
related behaviours. The important role of schools in addressing inequalities in 
health was not emphasised in these early developments. The European model has 
further developed to emphasise equity and democracy at the core of its activities 
(WHO  1997 ) and this refl ects the egalitarian approach that had its origins in earlier 
European history. However both models have much more in common than any 
 differences, which is interesting because to some extent they evolved independently 
of each other with only limited cross-fertilisation compared to the international 
 contacts that exist today through travel and the immediacy of electronic media.  

2.4     The Development of Eco-schools and Sustainable Schools 

    The achievement of excellence can only occur if the organization promotes a culture of 
creative dissatisfaction (Lawrence Miller)  

   Although health promoting schools are based on an ecological view of health 
and health promotion, it could be argued that for many years traditional educational 
approaches were still prominent within the health promoting school model. To some 
extent school health remained focussed on narrow educational outcomes such as 
acquiring knowledge and developing skills at an individual student level. More 
social and environmental changes in schools such as the quality of the food and 
drinks offered or the provision of safe and secure storage of students bicycles, or the 
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quality of the social environment were not usually monitored or measured in 
 mainstream education in the 1980s and 1990s in many countries. 

 The growth of sustainable development education in schools in different coun-
tries has also taken place over the last 25 years. It has taken slightly different routes 
and this is refl ected in the names given to it at various stages in different countries. 
For example Eco-schools in some European countries and parts of Africa and South 
America, (Pirrie et al.  2006 ); Green Schools in Scandinavia; Sustainable Schools in 
Australia, (AuSSI  2013 ); and Enviroschools in New Zealand (Jackson  2009 ). The 
United Nations Educational, Scientifi c and Cultural Organisation (UNESCO) is the 
lead agency for the United Nations Decade of Education for Sustainable Development 
(2005–2014), (United Nations  2002 ). UNESCO states that Education for Sustainable 
Development allows every human being to acquire the knowledge, skills, attitudes 
and values necessary to shape a sustainable future. UNESCO also sets out the scope 
and competencies of education for sustainable development to include key sustain-
able development issues within teaching and learning; for example, climate change, 
disaster risk reduction, biodiversity, poverty reduction, and sustainable consumption. 
It is suggested that it also requires participatory teaching and learning methods that 
motivate and empower learners to change their behaviour and take action for sustain-
able development. Education for sustainable development consequently promotes 
competencies like critical thinking, imagining future scenarios and making decisions 
in a collaborative way. Within this educational emphasis it has been an understand-
ing that the whole life of the school should refl ect an ecological and sustainable 
development approach and this parallels the whole school approach of health pro-
moting schools. These different developments with different starting points, human 
health and the global environment, have a great deal in common and yet in many 
schools are perceived separately. There is an Irish story where a stranger stops and 
asks directions to a local person on how to get to a specifi c place. The local person 
replies “Well if I was going there I wouldn’t start from here!” This raises a smile but 
it is also profound, as our starting points infl uence the nature of the journey but can 
also infl uence where we reach in our fi nal destination. It could be argued that this is 
the case with health promoting schools and sustainable schools or eco-schools.  

2.5     What Do These Developments Have in Common 
and What Are the Consequences of This? 

 I have identifi ed ten links between health promotion and sustainable development 
and in parallel between health promoting schools and sustainable schools or eco- 
schools. The common issues can be listed as follows. Health promoting schools and 
sustainable schools:

•    Share related but separate historical developments;  
•   Are underpinned by ecological principles;  
•   Work with complexity;  
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•   Have similar views on the nature of learning and a whole-school approach;  
•   Require a partnership approach;  
•   Have an ethical approach which is broadly similar;  
•   Are concerned with inequalities at national and international level;  
•   Share a political dimension and their roles and relevance to mainstream  education 

in schools may be contested;  
•   Share features with the school improvement movement’s agenda;  
•   Have potential to offer shared solutions to education, health and ecological issues.    

 Let us examine each of these in turn in more detail. As I have outlined in Sect.  1.3 , 
these two movements are linked in their  historical development , although these his-
torical links have not produced a great deal of practical collaboration in reality. This 
has not involved much confl ict or many battles for territory, but has resulted in two 
separate developments, when in fact from the perspective of a setting such as 
schools, teachers and school managers may come to the view that it is ineffi cient to 
have two such developments which have signifi cant common ground. Very few 
writers have commented on this separation therefore it is not routinely perceived as 
problematical, however there are exceptions to this. Davis and Cooke in Australia 
produced an eloquent argument for developing schools that are both green and 
healthy (Davis and Cooke  2007 ) and Jensen and colleagues in Denmark have 
brought together international colleagues to explore these issues (Jensen et al. 
 2000 ). However, formal integration of the two approaches under one title is still rare 
although a ‘Green and Healthy schools’ movement has now started in the USA in 
Wisconsin (  http://eeinwisconsin.org    ) and in Kentucky (  http://greenschools.ky.gov    ). 
In both these cases health appears as only one of many sustainable development 
themes. One of the few examples of continuous formal collaboration is from Wales 
where a partnership scheme (Pembrokeshire County Council  2011 ) as part of 
“Education for sustainable development and global citizenship” has representatives 
of Eco-schools Wales and Welsh Healthy Schools which meets once per term. The 
sustainable schools award in Wales has a healthy living component, although it has 
to be said that this progressive approach in Wales, while it has resulted in collabora-
tion, has not resulted in the two programmes being integrated. 

 Both health and sustainable development have an underpinning  ecological 
 conceptual basis , although in the case of health this starts with the human species as 
its starting point and concern, whereas in the case of sustainable development the human 
species is not the sole concern, as all living organisms and the global  environment 
are seen as interlinked. Exploring this ecological link is relevant to aspects of school 
health promotion as it provides an understanding of the changing priorities of school 
health promotion as local and global environments change (Young and Whitehead 
 1993 ). Some traditional models of public health, developed before modern ideas on 
health promotion were elucidated, were ecological in their nature, describing health 
and disease in terms of a dynamic interaction. This was a triangle between the host 
(human), the infective or injurious agent and the environment. It recognised that if 
one  component of the system changed it would affect the others. If one considers 
the growth of allergies in school children in the wealthier western countries, one can 
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see an example of what can happen to developing immune systems when this 
balance is disturbed by the creation of highly protective urban environments. If this 
is coupled with excessive use of antibiotics in childhood there is some evidence that 
it can produce immune systems which are under-developed and possibly result in 
attacks on the body’s own systems, which, along with genetic factors, can produce 
conditions such as asthma and eczema (   Cohet et al.  2004 ). 

 Similarly the mineral requirement for optimum human health is also an  ecological 
and environmental issue. The ecologist Eugene Odum, in the fi rst general textbook 
on ecology, (Odum and Odum  1953 ) reminded us that, unlike energy which is lost 
from systems, mineral elements just get recycled. Some of them such as lead or 
cadmium are not needed by the human body and are highly poisonous, but others 
are needed in either trace amounts such as molybdenum or copper in enzyme sys-
tems, or others such as calcium in larger amounts for our bones and teeth. Element 
such as calcium, iodine or fl uorine cannot normally change into a different element. 
They can of course combine with other elements or radicals to form compounds 
such as calcium fl uoride the basic mineral component in our teeth. However these 
minerals are essential to our health and yet in some environments e.g. fl uorine in 
Scotland they are not readily available and, with the exception of two small areas of 
Scotland, (MacDonald and Ódochartaigh  2005 ) corrective measures need to be 
 considered to redress this environmental defi ciency. A similar problem exists with 
iodine defi ciency in the environment in countries such as Azerbaijan (Markou et al. 
 2001 ). It is thought that some iodine reaches the land through complex gaseous 
processes with methyl iodide being produced by marine algae (Lovelock  1979 ). As 
with fl uoride, the human body cannot create iodine or iodide, and has to acquire it 
from the environment, to then create the hormone of the thyroid gland. This 
 defi ciency is tackled by adding iodine supplements to salt and/or fl our. These two 
examples, relating to the mineral requirements of our bodies, remind us of the extent 
to which the health of children and adults is linked to our environment. They are 
particularly important for the growing bodies of children, for example the damage 
done to growing teeth can have lifelong effects. The environment is the only place 
we can get these building blocks and they are either ingested in our food or in solu-
tion in our drinking water. 

 Similar examples of the role of the environment on human health could be 
viewed in terms of an ecological perspective on infectious diseases. The majority of 
human infections which challenge the health of children and adults are transmitted 
from animals in our environment. Zoonoses are any infectious diseases transmitted 
between species (in some instances, by a vector or intermediary host) from animals 
to humans or from humans to animals. In a study of 1,415 pathogens known to 
affect humans, 61 % were identifi ed as zoonotic (Taylor et al.  2001 ). Many modern 
diseases started out as zoonotic diseases. It is hard to prove which diseases have 
jumped the species barrier from animals to humans, but the balance of evidence 
suggests that measles, smallpox, diphtheria, infl uenza, ebola and HIV are all examples 
of this phenomenon. School-age children are vulnerable to many of these diseases 
transmitted from animals because of the way children explore their environment 
and because their immune systems are still developing. While the origins of some of 
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these diseases goes back to humans early domestication of farm animals (Diamond 
 1997 ), new emerging risks are appearing (Brown  2004 ). It is thought that these 
emergent diseases are due to a range of factors such as ecological disruption and the 
increasing density of human populations. The health of ecosystems and human 
health are intertwined both at a conceptual level and a practical level. 
I would suggest that the professional separation of human ecology and human 
health from the ecology of other species is not helpful when addressing the types of 
issues of mineral defi ciencies and infections explored above. 

 Both health promotion and sustainable development have to work with 
  complexity . This complexity exists at different levels, for example schools are com-
plex social systems. Keshavarz et al. ( 2010 ) has applied concept of “complex adap-
tive systems” as a framework to better understand ways in which health promoting 
school interventions could be introduced and sustained. She concluded that schools 
exhibit most, but not all of the characteristics of social complex adaptive systems, 
and that this may help to explain some of the challenges of introducing and sustain-
ing change in schools. An example of this complexity was found in an experimental 
study (Young  1993 ). The study concluded that the choices of the pupils in relation 
to where and what they ate at lunch time were infl uenced by a diverse range of 
issues such as social/friendship infl uences, school policy, internal school environ-
mental factors, availability of school meals choices, the distance of the school from 
home and the distance of the school to external shops. It is clear that developing and 
implementing a health promotion policy in a school will only have a chance of 
being effective if there is some understanding of the many complex interactions in 
the life of a school. 

 Ecological systems are also complex and this is demonstrated in what happens 
when small changes are made in an ecosystem, for example, a behaviour change or 
an environmental change or the introduction of an alien species in relation to the 
health of living organisms including humans. In fact there is a journal entitled 
 Ecological Complexity  which is completely devoted to exploring this issue 
(Petrovskii  2004 ). Another level of complexity is that the socio-political agencies 
which can potentially support or inhibit these developments cut across many sec-
tors, for example, the education, health, environment and commercial sectors. 
Finding policy solutions to health promoting schools requires more than the efforts 
of the education system. 

 Health promotion and sustainable development both favour an educational 
approach that is interested in developing not only knowledge and understanding 
but also in exploring attitudes and values, and in developing real-life competen-
cies that help young people become engaged citizens who can make a difference 
through their actions (Simovska  2012 ). Both health promoting schools and 
 sustainable schools require a  whole-school approach  which goes beyond the 
learning and teaching of the classroom to all aspects of school life including the 
social and physical environment of the school and its surrounding communities 
(Dahl et al. this volume). 

 A consequence of the above is that a  partnership approach  is essential because 
of the diversity of sectors with a genuine interest in health promotion and sustain-
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able development in schools. This is easy to state but experience and evidence dem-
onstrates that it is not easy to achieve the inter-sectoral collaboration required. This 
issue of inter-sectoral collaboration or partnership-working will be explored in 
more detail later in this chapter. 

 Both developments share common ground on the  ethics  which underpin their 
approach. For example respecting life, health, and lifelong learning and behaving in 
ways which refl ect this, would be examples of common ground. However, there are 
also tensions between them; an example would be that the nutritional advice and 
recommendations common in health promotion may not always take account of 
the sustainability of the food sources being suggested (Young  2003 ). The priority in 
health promotion might be related to inexpensive and healthy food sources whereas 
in sustainable development other factors such as the sustainability of fi sh sources or 
the issue of ‘food miles’ or even the ethics of eating food from animal sources would 
be prominent. Tim Lang, (Lang  1992 ) has been a pioneer for over 20 years in stimu-
lating policy debates on these issues. More recently he suggests that understanding 
the environmental impact of food systems challenges nutritionists to bring together 
thinking from the fragmented disciplines of life sciences, social sciences and 
environmental science if policy engagement and clarifi cation is to occur (Lang and 
Barling  2013 ). I suggest that the ethical debate will only be meaningful if we move 
away from an individualistic model to an ecological one which will enable all to 
consider principles such ‘fi rst do no harm’ being considered in relation to all species 
and the living and non-living environment. 

 Issues of  inequality  are central to both health promotion and sustainable develop-
ment. This is true at a global level where wealthy western economies enjoy better 
health and within the sustainability domain, western countries are challenged by the 
fact that their economies are accused of reducing the sustainability of the planet’s 
resources. The people who struggle to live in the most damaged parts of the world’s 
environment, both urban and rural, are poor and suffer from the most health prob-
lems. This problem is exacerbated by the fact that they are less likely to get a basic 
education; therefore there is a global inequality aspect at the school level as well. Of 
particular importance to health and sustainable development is the inequality in 
educational opportunities between girls and boys, especially in developing coun-
tries. When women have greater control over resources in the family, they are more 
likely than men to allocate more resources to food, children’s health care, and 
 education—a fi nding from the World Bank which is evident in a diverse set of 
countries including Bangladesh, Brazil, Côte d’Ivoire, Ghana, Indonesia, and South 
Africa (Tembon and Fort  2008 ). This report also indicates that countries with higher 
levels of female secondary-school enrolment have lower infant mortality rates, lower 
fertility, lower rates of HIV and AIDS, and better child nutrition. Promoting gender 
equality in education can be viewed as a pre-requisite for achieving both sustainable 
development as well as a route to better health and well-being. Again it is clear these 
two issues of health promotion and sustainable development are inextricably linked. 
Michael Wilson suggested health cannot be possessed (Walker  2013 ), it can only be 
shared. He stated “There is no health for me without my brother. There is no 
health for me without Bangladesh”. This concept is easily applied to sustainable 
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schools and sustainability, as it is self-evident that for an action to be truly sus-
tainable it should not be harming other living creatures, including humans, as well 
as the environment. 

 The ideas of health promotion and sustainable development share another feature 
and potential problem. They are both  contested and highly political  (see also Dahl 
et al. this volume). This is true at the fundamental conceptual level and also at the 
level of applying these concepts to be part of the business of schools. First at the 
conceptual level sustainable development sits uneasily with particular industry, 
commerce and economic measures. While there is some evidence of this changing, 
the traditional economic approaches are still dominant and this is illustrated by, for 
example, the economic measures of a country’s output such as gross national 
 production (GNP) taking no account of broader issues of environmental impact and 
the long term sustainability of particular forms of economic output. If one considers 
the role of multi-national companies in the food industry, many of those are being 
forced to start to consider the health and sustainability issues surrounding their 
products. This is highly political and the voices supporting health and sustainability, 
although committed, are under-resourced compared to the massive marketing and 
advertising budgets behind those selling unhealthy and unsustainable products to 
the public (Consumers Union  2005 ). A similar argument can be made on the impact 
of specifi c mineral extraction developments on human health and environmental 
sustainability. An example of working within such a highly political, contested area 
is explored later (Fig.  2.1 ).

   At the level of schools, both health promotion and sustainable development are 
contested as they have to fi ght for their place in a pressurised and crowded curricu-
lum and in the wider life of schools. This is also highly political because govern-
ments and policy makers may take a view of the curriculum as being solely about 
literacy, numeracy and preparation for the world of work. In this climate there 
would be a propensity to view health and sustainable development as peripheral to 
the main work of schools. In most countries which have had some success in devel-
oping health promoting schools and sustainable schools this has been a slow process 
and one which has been subjected to political forces which can stall or reverse 
developments (Young  2005 ). This is also an argument for health promoting schools 
and sustainable schools potentially strengthening their case by collaborating in their 
approaches to education departments, an issue I will return to in this chapter. 

 Both health promoting schools and sustainable schools have positive approaches 
which can improve the motivation and learning abilities of staff and students. This 
fi ts well with the progressive aspects of the  school improvement agenda . The quali-
ties of improving schools have been well documented in the educational research 
literature over the last 15 years. This suggests that highly effective schools in differ-
ent cultures have features such as the following:

•    A clear and focused vision;  
•   A safe and stimulating school environment;  
•   A climate of high expectations for student success;  
•   Frequent monitoring and review of student progress;  
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•   A focus on achievement and celebrating student and school success;  
•   Head teachers or principals who provide excellent leadership;  
•   Strong home-school relations.    

 It could be argued that both health promoting schools and sustainable schools 
have also promoted these values relating to vision, leadership, celebrating success, 
the importance of the social and physical environment of schools, and the links with 
parents and the wider school community. Yet even in core functions of the school 
such as the physical structures that help to create a modern learning environment, 
we all have much to learn and informative research is surprisingly limited. Stephen 
Heppell ( 2005 ) has argued that:

  whereas traditionally, we have designed for productivity, processing large numbers of 
 children through the effective use of buildings, designing a room for learning is very com-
plex. No one knows how to prevent ‘learning-loss’ when you design a room “pedagogically”, 
whereas we know lots about designing for minimum heat loss. (Higgins et al.  2005 : 3) 

   However, we do have experience of the recent history of educational change and 
development and this suggests that even when there  is  good evidence of successful 
innovation and school improvement, these can be marginalized in the pursuit of 
quicker and politically popular approaches to raising educational attainment. 
Michael Fullan has explored the complexity of the change process, suggesting that 
schools are pulled in two directions, by stable and less stable forces, and that the 
dynamics of the successful organization are of ‘irregular cycles and discontinuous 
trends’ (Fullan  1993 ,  1999 ). This analysis could also apply to both health promoting 
schools and sustainable schools where national and regional commitment can and 
does vary from country to country and within countries at any given time. Progressive 
innovation may be buffeted by a political climate which at times can force a ‘back 
to basics’ agenda and the quality of an education system ends up being measured 
only on limited criteria relating to literacy and numeracy. It is interesting to note that 
the Programme for International Student Assessment (PISA) run by the Organisation 
for Economic Cooperation and Development (OECD) is an international assess-
ment of student attainment focusing on testing the knowledge and skills required for 
participation in society and assessing the extent to which students can apply skills 
gained in school in everyday adult life at age 15. PISA has a tendency, in my view, 
to defi ne educational success in terms of national economic benefi ts (OECD  2010 ) 
and this is exacerbated by the focus in media reporting of PISA comparisons on 
numeracy and literacy that can result in political pressures for a narrower view of 
the curriculum which in turn can undermine the broad focus on innovation which 
health promoting schools and sustainable schools wish to foster. 

 Health promoting schools and sustainable schools have shown willingness to 
build their own networks internationally and this has also been true of the school 
improvement movement to some extent. However, Fuller and Clark ( 1994 ), viewing 
from the perspective of the school improvement agenda, argue that those involved in 
international educational innovations overlook local culture at their peril. This has 
implications for the external support required by individual schools which needs to 
take account of the reality that leadership has to come from within the school. 
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It also has implications for international support which must avoid the assumption 
that innovative work in one cultural context can be transplanted to another. In my 
view the various international health promoting schools networks have been rela-
tively good at recognising the importance of the uniqueness of individual school 
contexts and culture, but in the past have not always taken on board the lessons of 
the school improvement movement in the education sector. There have been impor-
tant exceptions to this such as the innovative work of the EVA research in Europe 
which involved collaboration with the school improvement movement (Piette  2002 ). 
More recently there has been clearer recognition that health promoting schools can 
contribute to the education systems role in school improvement, (St Leger et al. 
 2010 ; Buijs  2009 ; Simovska and Carlsson  2012 ). Buijs stated:

  Health contributes to better learning. Increasingly, health and well-being are regarded as an 
entry-point for school improvement and school development. 

   Buijs also highlighted the need for the health sector to integrate their indicators 
of effectiveness and quality with the education sector. This has only happened in a 
limited number of cases to date in health promotion in schools, such as in Scotland 
where health promotion indicators of effectiveness have been incorporated into the 
general school improvement indicators of effectiveness (Scottish Health Promoting 
Schools Unit  2004 ). 

 Lastly, health promoting schools and sustainable schools have the potential to 
offer  shared solutions to education, health and ecological issues . The promotion of 
healthy eating, with a higher vegetable component and a reduction of animal fats in 
the diet for health reasons, is broadly compatible with the ecological/sustainability 
issues of the energy ineffi ciency relating to the production of pork, meat and other 
animal food sources. One of the main issues of interest to those promoting sustain-
able development in the context of food production is the greater energy effi ciency 
of a diet which is either vegetarian or predominantly vegetarian. A green plant such 
as grass (a primary producer) converts solar energy into carbohydrate through pho-
tosynthesis. When a cow eats the grass only approximately 4 % is converted into 
new animal fl esh, approximately 60 % is lost in faeces, methane gas and urine, and 
the remainder is lost in respiration. This energy loss happens at every link in the 
food chain, therefore energy is used much more effi ciently if there is a shorter food 
chain, for example humans eating vegetables instead of meat. People may choose 
to address this by eating less meat and considering the environmental impact of 
their food. Others may take the step of a completely vegetarian diet for environ-
mental or ethical reasons. 

 Other important issues in the sustainability movement are the ethical issues of 
animal welfare in confi ned production areas, the use of pesticides and, related to 
that, the use of organic production methods. While the focus of health promotion 
and sustainable development is different, I would argue that they have more in com-
mon on this issue than is initially apparent. It is clear that health promotion and 
sustainable development share the core fundamental position that a varied diet 
which is high in vegetable sources would be better for both the environment and for 
human health. Most of the debate that separates the movements is in other domains, 
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such as the benefi ts of organic food sources compared to non-organically produced 
food sources. Most studies have not found higher vitamin levels in organic food 
compared to non-organic produce but research (Smith-Spangler et al.  2012 ) found 
that food from organic cultivation is signifi cantly less likely to be contaminated with 
pesticides than fruit and vegetables produced in non-organic ways, though the pes-
ticide levels of all foods studied were within allowable limits. 

 Mainstream health promotion advice has tended not to address the organic culti-
vation issue, seeing it as largely irrelevant compared with what are perceived as the 
big issues on food intake relating to fat, sugar and dietary fi bre. Perhaps health 
promoters need to acknowledge this and be more sensitive to the reality that people 
make food choices for a wide variety of reasons such as taste, texture, enjoyment, 
cost, social reasons, the environment, animal welfare practices and ethics. Health 
promotion has to fi ght for its place on that agenda but needs to acknowledge that the 
other interests are also important and have their own validity. We need to remind 
ourselves of the idea that the goods and services of both human beings and nature 
are inextricably coupled (Odum  1998 ). 

 With reference to a specifi c schools example of the interaction of health promo-
tion and an environmental approach, a health promoting schools programme in 
Kosovo was developed to deal with a crisis of severe lead pollution. It showed it was 
possible for health promoters, environmentalists and education professionals to 
work together to improve the health and educational potential of children in 
Mitrovica using a health promoting schools model (Young and Tahirukaj  2009 ). 
Figure  2.1  summarises how the health promoting school model was utilised to 
integrate the education, health and environmental dimensions of this specifi c issue 
(see Fig.  2.1 ). 

 In addition to these specifi c examples there is new evidence emerging that the 
traditional separation of aspects of education in the school curriculum are artifi cial 
and unhelpful and this supports the diverse work of health promoting schools and 
sustainable schools. An example of this would be cognitive development in literacy 
and numeracy being viewed as separate and distinct from areas of the curriculum 
such as the promotion of physical activity. These views go back in time to the mind/
body dualism of Descartes ( 1641 ) and are problematic when viewed in the context 
of modern understanding of the brain and learning. For example a research review 
concluded that a signifi cant positive relationship exists between physical activity 
and cognitive function in children aged 4–18 years (Sibley and Etnier  2003 ). They 
noted that there is evidence that physical activity improves perceptual skills, intel-
ligence quotient, and achievement in verbal and mathematic tests. Other studies 
(e.g. Hillman et al.  2008 ) suggest that new understanding of brain function in young 
people indicates that appropriate physical activity early in life can be of benefi t to 
cognitive function during childhood and that this often extends to adult life. The 
authors’ note that many physical activity requirements in schools have been reduced 
or eliminated to increase a student's academic performance and yet no evidence 
exists that the removal of physical activity from the curriculum has had benefi ts 
for academic achievement. As noted earlier both health promoting schools and 
 sustainable schools have encouraged more physical activity in the course of the 
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school day and that, as well as health and environmental benefi ts (such as reducing 
car  journeys), there are potential educational benefi ts. 

 Modern neurophysiology is revealing the importance of the limbic system in the 
brain and the importance of the emotions in learning. (OECD  2007 ). Young people 
are often highly motivated and have strong emotional commitment to the living 
world and the environment (Jensen et al.  2000 ). The sustainable school approach 
has the potential to harness this energy and I would postulate that increasing an 
individual’s internal motivation will have positive benefi ts in other areas of the 
young person’s curriculum. The OECD report also suggests that a stressful school 
environment will have signifi cant negative effects on the learning ability of some 
young people because of the importance of the limbic system in processing emo-
tions in the learning process. The benefi ts of learning together, rather than in isola-
tion, are also referred to by OECD. The positive approach of both health promoting 
schools and sustainable schools in promoting social learning experiences, through 
project work in the context of a positive ethos in the school, also provides a good fi t 
with modern understanding of the brain processes and learning. 

 In concluding, it is clear that health promoting schools and sustainable schools 
are intertwined in their approach and in their goals relating to the human species and 
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the environment. Both movements share considerable potential to enhance the edu-
cational effectiveness of schools. It has been established for some time that at a 
population level good standards of education improve the health status of a popula-
tion. According to a UN report, a cross-country comparison over time shows that 
increases in educational attainment precede improvements in health status (United 
Nations  2003 ). This consistent pattern over time makes it probable that there is a 
causal relation between education and health status. This could be because educa-
tion leads to better economic status but if could also be related to education produc-
ing better health literacy, that is the ability to fi nd, process and interpret information 
relevant to their health (Paakkari, this volume). 

 There is also evidence that better health in an individual and at a population level 
leads to better educational potential. I have referred to this above in describing the 
importance of physical activity and emotional health to learning. This is also true of 
the nutritional status of children in relation to learning. In addition, in developing 
countries the health of other family members affects educational enrolment, as 
healthy siblings and parents reduce the need for children to care for other family 
members at home (Bloom  2007 ). The evidence for causative mechanisms within 
health and education’s interaction is not complete, but Bloom concludes that the 
interactions between them can create ‘virtuous development spirals’ and he believes 
that that national and international policies that take advantage of these interactions 
should be further developed and implemented. I would suggest that combining of 
the health promoting schools and sustainable schools movement has the potential to 
make a signifi cant contribution to these virtuous development spirals.  

2.6     What Are the Policy and Research Implications 
for Health Promoting Schools and Sustainable Schools? 

    There is nothing so useless as doing effi ciently that which should not be done at all (Peter 
Drucker) . 

   If it is accepted that these two developments have a great deal in common, then 
this has considerable implications for future policy at national and international 
level and also for future research which will be desirable to inform such policies. As 
resources for educational, health and sustainable development work are scarce, it is 
important to co-ordinate related work to avoid wasteful duplication of effort. The 
World Health Organisation has been highlighting the importance of inter-sectoral 
collaboration since the start of the modern health promotion movement in the 1980s 
(WHO  1986 ) and yet this type of partnership working is not the norm even between 
United Nations Agencies. The following issues create challenges for partnership- 
working which have to be overcome:

•    The nature of professions and sectors which tend to defend their own territories;  
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•   Misunderstandings of each other’s professional roles; one profession tends to 
defi ne other professions’ roles more narrowly than reality;  

•   Professional concepts, language and jargon which can create misunderstanding 
and barriers;  

•   Professional enhancement linked to success within a profession, rather than due 
to recognition of inter-sectoral achievements IUHPE ( 2011 );  

•   Political barriers;  
•   The nature of schools and their roles;  
•   Control of budget issues;  
•   Inequality issues.    

 Policy makers in health promoting schools and sustainable schools need to 
 initiate discussions to review common goals and genuine differences and build trust 
around these issues. This will only work if they are open and honest about political 
agendas and budgetary control. If these initial steps are successful then the next 
stage would be to develop joint strategy for taking both movements forward either 
in an integrated way or as two complementary approaches. At present there is con-
siderable overlap in the nature and process of each approach, and there is consider-
able content overlap. In most countries each development is aware of the other and 
there is no direct animosity, but in many cases partnerships are either non-existent 
or limited in their joint working. It is potentially wasteful of precious resources to 
ignore the common ground and interactions between education, health and the 
 environment when policy is being formulated or put into action. 

 From the perspective of the busy teacher or school manager, it is very important 
that they perceive that related innovations, such as the health promoting schools 
movement and the sustainable schools movement, take account of each other’s 
approach and they need to believe that innovators “have got their act together”. 
An international review looking at the variety of the factors inhibiting fundamental 
change to traditional educational practices suggested that, in general, schools have 
weak networking and knowledge-sharing among teachers (OECD  2008 ). I suspect 
as a former high school teacher, that, this may be a refl ection of the shear demand-
ing immediacy of teaching. The school day for most teachers is busy and sometimes 
chaotic, and concomitantly there is little time for refl ection and sharing issues with 
colleagues. Yet there is an acknowledged need for schools to have developed a sense 
of ownership in relation to innovations if they are to have any chance of being sus-
tained and to become part of the life of the school. Perhaps the accusation of weak 
networking and knowledge-sharing is also applicable to those outside the schools 
who wish them to take on board a plethora of innovations that may overlap in a 
confusing way. Policy makers and those who wish to develop educational innova-
tions have a duty to review who is working in a related fi eld and to at least consider 
if they can work with them. If this is not done school authorities at national and 
district level and school principals will be more likely to respond in a protective or 
even negative manner to their approaches. The reality may be that it is diffi cult to 
create the optimum conditions for innovation and even when initiatives are backed 
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by research, they may become marginalized by expedient and politically popular 
initiatives claiming to raise attainment levels. 

 This is the complex context in which health promoting schools and sustainable 
schools have to work. I suggest that they will be stronger together. It is desirable that 
successful new programmes will requires teachers to develop their own understand-
ing of the meaning of the change though a process of refl ection, but this reality is 
not an excuse for the outside agents of change to be confusing in their initial 
approach in relation to their role compared with other potential innovations. 

 Examining any of the following research issues would improve our understand-
ing of the relationship between health promoting schools and sustainable schools 
and lead to better collaboration in the future.

•    A review identifying any examples of systematic and sustained joint working 
between health promoting schools and sustainable schools in a country or region.  

•   A qualitative analysis of the factors that have promoted any such sustained part-
nerships and in the case of countries where this has not occurred, what are the 
reasons or barriers to such joint-working?  

•   A review of school managers and co-ordinators views on these two develop-
ments working together. This could involve schools which have been actively 
involved in one of the developments as well as schools involved in both 
developments.  

•   In conjunction with the above review it may be possible to design an  experimental 
study comparing outcomes from schools involved in one of the programmes 
compared with schools involved in both programmes, although I would acknowl-
edge that this type of study is very complex given the uniqueness of every school 
community and the potential problem of having many confounding variables.    

 Although answers have been suggested here as to what promotes and inhibits 
joint-working, much of the analysis comes from personal work experience. I sus-
pect that many of the barriers to partnership working are almost universal because 
I have observed that the barriers exist in diverse cultures, but this view has not been 
tested. Indeed it would be surprising if there were not also different cultural issues 
at national and local level and therefore it is important to explore and test these ideas 
more formally in different contexts. One such area worthy of discussion in more 
detail is the dynamic between what a government education department may want 
and expect and the need for a degree of autonomy and responsiveness at the indi-
vidual school community level. Given the different degrees of centralisation in dif-
ferent educational systems, this would imply that there will be a need for different 
approaches to integrating health promoting schools and sustainable schools which 
take account of the socio-political context in a national or state education system. 

 Being more effective health promoting and sustainable schools is not merely a 
matter of having better evidence on what is effective. Enough is known from the 
balance of evidence to get on with it. As Ron Labonte has pointed out when discuss-
ing globalization and health promotion (Labonte  2007 ) it is primarily about 
equity, ethics and survival. It would be more than careless if professional territorial 
disputes inhibit progress in this essential work in education. Let us create these 
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‘virtuous development spirals’. Presumably all of us reading this book have 
benefi ted and will continue to benefi t from good education, why would we deny this 
to the next generation?     
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Abstract Sustainable consumption is a focal point of interest in the interplay of 
school-based health promotion and sustainability. It calls for alternative ways to 
satisfy the objective needs of current society and future generations whilst respect-
ing “planetary boundaries”. Action is called for that protects and safeguards envi-
ronmental conditions that allow all humans to live a good and healthy life. In the 
pursuit of sustainable consumption, education is widely ascribed a pivotal role as 
an instrument for disseminating more sustainable consumer behaviors. However, 
beneath this seemingly consensual surface the questions of which sustainability 
objectives are appropriate in an educational engagement with consumption issues 
and how they can be pursued is the subject of controversial debate. This contro-
versy is addressed in this chapter. In a first step, it suggests the development of 
key competencies as a valid and legitimate objective that addresses both individ-
ual and societal needs. The authors systematically derive a framework of key 
competencies for sustainable consumption and discuss the framework’s applica-
tion to educational practice. Secondly, the chapter addresses the question of how 
formal and informal learning settings need to be designed in order to promote the 
acquisition of such competencies among students. A participatory whole-school 
approach to changing the “culture of consumption” in educational organizations 
is presented that was developed, implemented and evaluated in a transdisciplinary 
3-year project. The chapter concludes with a discussion of synergies between the 
sustainability and health agendas for the emergence of innovative schools for the 
twenty-first century.
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3.1  Consumption as a Mediator  
Between Health and Sustainability

The care for sustaining environmental, social and economic conditions that enable 
all human beings currently and in the future to satisfy (a set of yet to be specified) 
needs is the essential idea of sustainable development (Fischer et al. 2012). 
Consequently, the notion of care has been put at the heart of the UK’s sustainable 
schools program, comprising care “for oneself, care for each other (across cultures, 
distances and time) and care for the environment (far and near)” (UK DfES 2006, 
p. 2). Based on the widely shared recognition that “the health of people, places and 
the planet are interdependent” (Orme and Dooris 2010, p. 425), the notion of caring 
for one’s own well-being, for the well-being of other human beings, and for a 
healthy environment is also central to the health promotion movement. Another link 
between health and sustainability issues is the fact that “the causes and manifesta-
tion of unsustainable development and poor health are interrelated and frequently 
pose further interconnected challenges” (ibid.). This interconnectedness is also 
addressed in the context of the UN world decade on education for sustainable devel-
opment (ESD), where health promotion is considered as one of the more important 
key themes (UNESCO 2003).

Despite these close linkages, synergies and joined-up approaches between the 
health and sustainability agenda in education are so far only poorly developed. On 
the contrary, it can be summarised that “work on sustainability and work on health 
have tended to happen in parallel rather than as integrated efforts” (Poland and 
Dooris 2010, p. 287).

This lack of integration is surprising in light of apparent parallels in the  conceptual 
developments of health promotion and ESD that have both undergone a shift from 
rather moralistic to democratic paradigms (Schnack 2008). It is also surprising with 
respect to the programmatic consonance between practical approaches emerging 
from the two fields, particularly concerning the renewed interest in whole school 
approaches both in health promotion and in ESD that there have been a great variety 
of different implementation approaches. The emergence of health promoting 
schools approaches was characterized as “a dynamic process of contextual interpre-
tation rather than a static result of the implementation of global principles” 
(Simovska 2012, p. 85). A similar diversity of approaches becomes apparent in the 
review of whole-school approaches in international ESD initiatives (Henderson and 
Tilbury 2004).

A cross-cutting theme of common interest at the interplay of school-based health 
promotion and sustainability is consumption (Fien 2000). In the health promotion 
field, there is a long tradition of viewing consumption patterns as potential risk 
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 factors for health outcomes. In such a pathogenetic perspective, consumption 
 comprises issues as substance use (e.g. tobacco, alcohol), food and nutrition 
 preferences or pathological (e.g. compulsive or addictive) shopping behaviours. 
From a more salutogenetic perspective, consumption patterns are closely associ-
ated with lifestyle choices that “affect our health through the ‘power of resistance’ 
[that] covers a number of personal skills and competencies, which can make a 
person healthy in spite of influences from a high-risk lifestyle” (Svedbom 2000,  
p. 170). In the ESD field, consumption is considered as a key driver of global 
change (The Royal Society 2012; WWF 2012; Randers 2012) causing severe sus-
tainability problems such as exceeding “planetary boundaries” (Rockström et al. 
2009) and a large  proportion of the world’s population suffering from critical depri-
vations (Raworth 2012).

Consequently, consumption issues feature prominently in whole-school 
approaches to sustainability. The UK’s sustainable schools program, for example, 
describes eight doorways that schools can use as a starting point for an engagement 
with ESD. These comprise such issues as food and drink, school grounds and local 
well-being (UK DfES 2008). These themes feature prominently in other national 
and international approaches to sustainable schools, too (AGDEH 2005; Breiting 
et al. 2005; Transfer-21 2007).

Themes such as food policies, school ground design and physical, mental, and 
social well-being have been at the heart of a number of prominent health promoting 
schools initiatives, as different national examples within the European network of 
Health promoting schools (Jensen and Simovska 2002; Clift and Jensen 2005; Gray 
et al. 2006; Buijs 2009), the German speaking region (Nilshon and Schminder 2008; 
Paulus 2009; SNGS 2010), and international endeavours (IUHPE 2009; Simovska 
et al. 2010) as well as comparative studies (Carlsson and Simovska 2012; Simovska 
and Carlsson 2012) illustrate.

This conceptual paper conceives consumption as a key concern for an educa-
tional engagement with the sustainability and health agendas. While the notion of 
education for sustainable consumption has received considerable support particu-
larly in the political sector, the question of what sustainability objectives are 
 appropriate in consumer education and how they can be pursued is the subject of 
controversial debate. This controversy is addressed in the next section.

3.2  What Are We Striving For? Learning Objectives 
in Education for Sustainable Development

Education is among the most frequently used words in Agenda 21 and acclaimed as 
“indispensable to changing people’s attitudes” in the transition to a sustainable 
 society (United Nations Division for Sustainable Development 1992; Fien 2000). 
This stance has received strong political support in the past two decades. The United 
Nations declared a World Decade on “Education for Sustainable Development” (ESD) 
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for the years 2005–2014 that seeks to integrate the principles and practices of 
sustainable development into all aspects of education and learning (Pigozzi 2010). 
The decade explicitly addresses sustainable consumption as one of its key themes 
and aims to develop “knowledgeable consumers who purchase goods with low life-
cycle impacts and who use their purchasing power to support corporate social and 
environmental responsibility and sustainable business practices” (United Nations 
Educational 2005, p. 29). The final document of the Rio+20 conference reaffirms the 
political commitment to “improve the capacity of our education systems to prepare 
people to pursue sustainable development” (United Nations 2012, p. 44).

However, the inherent understanding of education as a means to achieve 
sustainable development and the tendency to aim at certain (consumer) behaviors 
has been the subject of critical discussion since the concept of ESD has been 
formally recognized at the United Nation’s World Conference on Environment and 
Development in Rio de Janeiro in 1992 (Jickling 1992). Central to the debate is the 
question of how education should relate to the concept of sustainable development 
and what primary outcomes ESD should aspire to: the achievement of education, or 
the achievement of sustainable development.

The discourse is framed by two opposing positions that are deeply critical of 
each other (Wals et al. 2008; Sterling 2010). Instrumental approaches, on the one 
hand, start from the normative socio-political concept of sustainable development in 
ESD and consider sustainability as a legitimate objective that education should seek 
to contribute to. From this perspective, education and learning are interpreted as a 
means to achieving an end, for example, better sustainable consumption levels. 
Emancipatory approaches, on the other hand, focus on educational purposes. 
Proponents of this view see the function of sustainability as a learning context and 
hence as a means to support broader educational ends.

While the instrumental function of education (e.g. equipping the future  workforce 
with skills required for a sustainable economy) is generally undisputed and regarded 
as indispensable (Bänninger et al. 2007), the utilization of education for achieving 
sustainable development objectives has been severely criticized. Prominent features 
of this criticism are the attempt to instrumentalize education for political purposes 
and a general tendency to ‘educationalization’. According to Schnack (1996), 
approaches that seek to make educational institutions responsible for solving social or 
economic problems are both common and inappropriate. The argument is also made 
that short-term behavioral changes do not adequately prepare young people for mas-
tering an unknown future of dynamic sustainability challenges (Scott 2009). On the 
other side, emancipatory approaches have been criticized as necessary but not suffi-
cient responses to the challenges humankind is facing, because they carry the risk of 
denying or avoiding “a purposive or directive dimension” (Sterling 2010, pp. 514 f.).

To overcome such a polarized debate, steps have recently been made that are 
helpful in informing the further exploration of an educational response to the con-
sumption challenge. Vare and Scott (2007) argue that it takes both types of learning, 
which they call ESD-1 and ESD-2. In a first step, learning of a more instrumental 
nature is needed as a tool to promote skills and information to change behaviors 
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based on what is well known and agreed on at present (ESD-1). In addition it is 
learning for empowerment as the essential form of “building capacity to think 
 critically about [and beyond] what experts say and to test sustainable development 
ideas” (ibid., p. 194) in the face of what is not adequately known and agreed on 
(ESD-2). Similarly, Sterling (2010) suggests conceiving instrumental and emanci-
patory approaches to ESD as “potentially and necessarily complementary, indeed 
co-dependent” (p. 523).

As a result of the search for learning objectives that consider such a complemen-
tary view, early on the concept of key competencies has gained ground in the debate 
on ESD. Competencies can be understood as “a roughly specialised system of abili-
ties, proficiencies or skills that are necessary or sufficient to reach a specific goal” 
(Weinert 2001, p. 45). They deal with complex demands that necessitate the inter-
play of internal structures such as cognitive, emotional and motivational disposi-
tions and represent a system of preconditions that enable individuals’ self-organized 
learning processes (Klieme et al. 2007). The term ‘key competencies’ represents a 
qualitative extension that highlights the significance of certain competencies: key 
competencies are relevant across different spheres of life and for all individuals and 
do not replace but rather comprise domain-specific competencies, which are neces-
sary for successful action in certain situations and contexts (Rychen 2003; Barth 
and Michelsen 2013).

From 1997 to 2003 an interdisciplinary and international project, commissioned 
by the Organisation for Economic Cooperation and Development (OECD) took up 
the challenge to define and select key competencies that are necessary in today’s 
society (Rychen and Salganik 2001, 2003). Based on a comprehensive literature 
review and the synthesis of a wide range of expert and stakeholder contributions, a 
framework of ‘key competencies for a successful life and well-functioning society’ 
was developed and discussed at two international symposia. The DeSeCo frame-
work plays an authoritative role for contemporary educational research and was 
linked, for example, to the two international large-scale assessments of competen-
cies PISA and ALL (see Rychen 2003). It identifies three categories of key compe-
tencies that are valid across different domains: (1) Interacting in socially 
heterogeneous groups, (2) acting autonomously, and (3) using tools interactively 
(Rychen and Salganik 2003).

In the ESD-literature, numerous articles and reports made significant progress in 
conceptualizing key competencies for sustainability. Although the approaches focus 
on different educational sectors such as secondary education (de Haan 2006) or 
higher education (Wiek et al. 2011) and different terms are used – such as skills 
(McKeown 2002), literacy (Parkin et al. 2004; Stibbe 2009), competencies (de Haan 
2006; Wals 2010) or capabilities (Holdsworth et al. 2008), a broad consensus has 
emerged on the main aspects to be considered.

In a widely used approach of education for sustainable development in school 
education in the German speaking countries, de Haan (2006) describes the 
overarching educational objective of ESD as ‘Gestaltungskompetenz’ (‘shaping 
competence’). It encompasses a set of key competencies that can be positioned in the 
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three categories of key competencies from the DeSeCo framework and are expected 
to enable active, reflective and co-operative participation toward sustainable 
development. The term Gestaltungskompetenz is used to summarize those key 
competencies that form the “forward-looking ability to modify and to shape the futures 
of those societies we live in by active engagement for a sustainable development” 
(de Haan and Harenberg 1999, p. 62, translated by the authors).

This understanding of key competencies focuses on critical, self-determined and 
self-reflexive individuals while taking shared societal values into account at the 
same time. Thus, it has the potential to reconcile the tension between knowledge-
able and autonomous individuals on the one hand and overall societal necessities on 
the other. It also serves as a valuable reference frame for more specific objectives 
in response to the consumption challenge that has the potential to overcome the 
dilemma of ‘ego-centered consumership’ versus ‘eco-centered citizenship’ (Benn 
2004) or privately-oriented and self-serving consumer-citizens versus public- 
oriented and self-sacrificing citizen-consumers (Micheletti 2002).

3.3  Key Competencies for Sustainable Consumption

3.3.1  Key Competencies and the Context of Sustainable 
Consumption

Linking the concept of key competencies in ESD to sustainable consumption neces-
sitates specification of these key competencies, which takes context-specific require-
ments into account. These requirements derive both from broader thematic debates 
(e.g. on dimensions, main themes and challenges in sustainable consumption) as 
well as from conceptions of consumer roles and behaviors with a greater focus on 
the individual.

From a broader perspective conceptually, the sustainability of individual acts of 
consumption can be assessed in two different ways (Fischer et al. 2012). In an 
impact-oriented approach, the focus is on the consequences of individual acts of 
consumption on the possibilities of other human beings to live a good life. From this 
perspective, individual acts of consumption like the purchase of a certain consumer 
good can be qualified as more sustainable than others according to their impact that 
can be measured against certain indicators. In an intent-oriented approach, it is not 
the impact of individual acts of consumption that is of interest, but the intentions 
with which individuals enact their consumer choices. Obviously, these choices may 
be made with the intention to contribute or not to contribute to the goal of sustain-
ability, which is to create or maintain the possibilities of other humans to live a good 
life. The distinction between intent and impact has ramifications for education. 
On the one hand, education is challenged to promote the acquisition of competences 
to engage with the idea of sustainability in order to be able to intentionally base 
one’s consumption choices on it. On the other, in order to be able to make informed 
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choices, students need heuristics and knowledge about the actual impacts that 
 different consumption choices have on environmental and social conditions.

In their discussion of the current state of research on sustainable consumption, 
Peattie and Collins (2009) identify a predominantly ecological interpretation of sus-
tainable development as a major shortcoming. While it is widely agreed that 
 sustainable development should seek to balance different dimensions, it is only 
recently that comprehensive educational approaches to sustainable consumption 
encompassing ecological, social, economic and cultural aspects have begun to be 
developed. This is not surprising given the fact that the integrative consideration of 
multiple dimensions with their respective objectives gives rise to the emergence of 
various dilemmas and conflicts of interests. It is therefore seen as a major challenge 
for promoters of sustainable consumption to enable individuals to consider care-
fully the pros and cons of consumption choices within and between different dimen-
sions and “deal with the complexities, conflicts and compromises” (Peattie and 
Collins 2009, p. 112) involved in such comprehensive engagement with sustainable 
consumption. Hence, educational approaches seeking to promote sustainable con-
sumption need to consider different dimensions and norms inherent in the idea of 
sustainability (i.e. in particular intra- and intergenerational justice, ecological limi-
tations, satisfaction of needs) as well as their complex interaction that often result 
in conflicts and dilemmas of decision (Lundegård and Wickman 2007).

As for individual requirements, conceptions of the dual role of consumers 
acknowledge that individuals are not merely market players dealing with “the acqui-
sition, consumption, and disposal of marketplace products, services, and experi-
ences” (Macinnis and Folkes 2010, p. 905). Instead, the individual is given a wider 
recognition as a citizen and participant in everyday life who is of course influenced 
by the production and consumption of goods and services (Reisch 2004). In this 
context, the notion of ‘consumer citizenship’ extends the narrow concept of 
 consumption as marketplace interactions into broader political contexts and 
employs more altruistic concerns (Sagoff 1996; Thoresen 2005). In particular, it 
conceives as a consumer duty the consideration of ethical aspects, responsible 
behavior towards others near and far, while acknowledging at the same time that 
consumers need to be effectively enabled to execute these duties (Schrader 2007).

Promoting sustainable consumer citizenship furthermore means to consider the 
individual’s diverse consumer roles, including consumer behaviors both in- and out-
side the narrow limitations of marketplace interactions. Such a comprehensive 
approach to the conceptualization of consumer behavior and the sustainable con-
sumer is offered by Stern (2000) in his typology of four different patterns of envi-
ronmentally significant behavior (see Table 3.1).

Stern distinguishes between direct and indirect behaviors. While indirect 
 consumer behaviors refer to individual actions of a more political nature (compared 
to the term consumer citizen), direct consumer behaviors relate to traditional 
individual marketplace actions in private households and organizations (consumer 
citizen). According to Jensen (2002), direct and indirect consumer behaviors can 
further be classified as either collective or individual. From this perspective, con-
sumer activism and consumption-related behaviors in organizational settings would 
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constitute rather collective forms of indirect and direct consumer behaviors, while 
non-activist consumer behaviors and private-sphere consumption instead focus 
 primarily on individual consumer behaviors with an indirect or direct influence on 
the sustainability of consumption. Such analytical distinctions clearly help to dis-
close the variety of different forms of consumer behaviors and to accentuate differ-
ent characteristics. The boundaries, however, between individual and collective 
actions are fluent and witness the emergence of new sites of political consumption. 
For example, empirical evidence shows that traditional forms of collective action 
through “interest articulating and interest aggregating” (Micheletti 2002, p. 227) are 
on the decline, giving rise to more individualized forms of collective action that 
build on everyday activism and responsibility-taking in geographically close set-
tings. Hence, in Micheletti’s perspective, private-sphere consumption can in fact be 
understood as a form of individualized collective action that can trigger political 
engagement. What follows from that is that a framework of key competencies for 
sustainable consumption should focus primarily on the questions to what degree 
and in which ways responsibility is taken, rather than on representations of existing 
classifications of specific forms and sites of consumer behaviors. Another distinc-
tion that needs to be considered with regard to direct consumer behaviors is that 
between different phases comprising consumer behaviors, reaching from problem 
recognition, information search, evaluation of alternatives, purchase decision to 
post-purchase behavior which includes the usage, maintenance and disposal of 
goods (Kotler et al. 2009). Research findings also indicate that these behaviors can 
be further divided according to the extent to which their underlying decision- making 
processes are guided either by cognitive control, emotional involvement or even 
reactive, spontaneous behavioral responses (Fischer and Hanley 2007). It follows 
from this account that a framework of key competencies for sustainable consump-
tion needs to consider not only cognitive dispositions but must pay special attention 
to non-cognitive decision-processes and their underlying control mechanisms. 

Table 3.1 Types of sustainable consumer behaviour (According to Stern 2000)

Directness Type Examples

Indirect, mediating 
influence on the 
sustainability of 
consumption

Consumer activism Active involvement in organisations and 
demonstrations committed to 
sustainable consumption

Nonactivist consumer 
behaviors in the 
public sphere

Active kinds of citizenship, support or 
acceptance of public policies, social 
and viral marketing for sustainable 
consumption

Direct influence on the 
sustainability of 
consumption

Private-sphere 
consumption

Purchase of major household goods and 
services, use and maintenance of 
goods, waste disposal, purchasing 
patterns

Other consumption- 
related behaviors

Individual influences on consumption- 
relevant actions of organizations

D. Fischer and M. Barth



49

Furthermore, a framework of key competencies for sustainable consumption needs 
to account for both direct and indirect as well as individual and collective forms 
of consumer action.

3.3.2  A Synthesized Framework of Key Competencies 
for Sustainable Consumption

We propose a context-specific framework of key competencies for sustainable con-
sumption that is based upon the threefold categorization of key competencies from 
the DeSeCo approach and is closely linked to the concept of Gestaltungskompetenz 
in ESD. This framework acknowledges the valuable insights into the requirements 
of the domain of consumption that existing approaches to consumer competency 
(Thoresen 2005; Grønhøj 2007; Lachance and Legault 2007; Bonnemaizon and 
Batat 2010) and consumer literacy (Young 2000; Wallendorf 2001) provide. 
Furthermore, it complements and re-orientates them in light of the specific 
demands of sustainable consumption. It is composed of seven key competencies, 
each of which consists of underlying cognitive and non-cognitive dispositions  
(see Table 3.2).

What makes this undertaking special is its approach to systemize existing 
competence lists, which often are critically labeled as “laundry lists” as they 
offer neither a classification nor an elaboration of what they consist of. Using the 
well accepted framework that was laid out in the DeSeCo-Project, necessary 
competencies can be depicted and described against the three dimensions that 
refer to the individual and its ability to act autonomously, to abilities for interact-
ing with others and to use tools in its broadest sense. So while the key competen-
cies that are elaborated in what follows are nothing completely new, it is the 
systematic framework that allows a further operationalization that makes this a 
noteworthy contribution.

A more detailed exploration of each competency illustrates how these  dispositions 
relate to each other and shape between them the nature of each key competency.

Table 3.2 Framework of key competencies for sustainable consumption

Act autonomously
1. Competency to reflect individual needs and cultural orientations
2. Competency to plan, implement, and evaluate consumption-related activities
Interact in heterogeneous groups
3. Competency to critically take on one’s role as an active stakeholder in the market
4. Competency to communicate sustainable consumption
Use tools interactively
5. Competency to use, edit and share different forms of knowledge
6. Competency to use ICT interactively
7. Competency to think visionary and to consider interrelatedness
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Today’s consumer societies are characterized by an increasing commoditization 
of needs and their satisfaction through market goods. The competency to reflect 
individual needs and cultural orientations refers to the ability of students to criti-
cally engage with these developments and to reflect their compatibility to their idea 
of a sustainable future (number 1 in Table 3.2). This includes the willingness and 
ability to explore and scrutinize one’s own aspirations, wants and needs as well as 
established habits and practices of their satisfaction. In particular, it presupposes 
knowledge of how these preferences are culturally contextualized and shaped. In a 
social context, such reflective stance requires the capacity to criticize unsustainable 
trends and systems of provision and to accept criticism by others.

Planning, implementing and evaluating consumption-related activities in a 
 sustainable way are processes crucial to sustainable consumption. There is a whole 
range of relevant behaviors, encompassing not only the individual’s role in the 
market (e.g. the acquisition of goods or services, contact with companies’ cus-
tomer service, or consultation of peers in acquisition processes) but also aspects of 
citizenship, like participation in acquisition decisions in the public sector (number 
2 in Table 3.2). In both types, knowledge about relevant methods and instruments 
has to be combined with the consumer’s motivation and willingness to use this 
knowledge and to put it into practice. The ability to plan activities refers to the 
knowledge of how to assess in advance available resources, collaboration activities 
and consequences as well as possible side effects of different actions. It further 
covers the skill in developing and applying certain criteria to the selection and 
assessment of different options (e.g. in terms of quality or costs but also of the 
ecological and social impacts). Finally, it demands critical reflection on one’s own 
needs and even the consideration of non-consumption as an option. The ability to 
implement encompasses the knowledge and practical skills to execute a specific 
activity, while the ability to evaluate enables one to assess whether the activity 
contributes towards the intended objective. Underpinning these cognitive abilities are 
important non- cognitive dispositions, such as a general motivation to become 
active both as a consumer and a citizen, a generally positive attitude towards sus-
tainable consumption and the willingness to act responsibly in specific consumption-
related activities.

The competency to critically take on one’s role as an active stakeholder in the 
market enables students to contextualize their roles in the broader system of provi-
sion and consumption (number 3 in Table 3.2). It requires knowledge of system 
environments and of the roles, rights and duties of different actors within, and more 
particularly of opportunities to work towards changing these conditions into more 
sustainable ones. This includes skills to adopt a life-cycle perspective on the pro-
duction, consumption and disposal of goods (and services), the ability to put oneself 
in the position of other actors as well as the willingness and capacity to forge stra-
tegic alliances with other actors to achieve common goals.

With this systems perspective, the role of a consumer citizen transcends the 
 narrowly confined boundaries of individual actors who engage in market-based 
transaction of commodities. Moreover, it implies the development of change 

D. Fischer and M. Barth



51

agency that requires the competency to communicate the idea of sustainable 
 consumption to others (number 4 in Table 3.2). This presupposes knowledge of 
the ideas, values and concepts underpinning the notion of sustainable consump-
tion and involves the cognitive, motivational and emphatic skills to process this 
knowledge for different communicative formats, situations and conversational 
partners and audiences.

In order to be able to make sustainable consumption choices and to act as a 
 consumer citizen, students need to be able to use, edit and share different forms of 
knowledge (e.g. own practical experiences, word of mouth experiences, written 
facts, mental concepts) for different purposes (number 5 in Table 3.2). This requires 
the willingness to invest resources into the search for adequate information, the abil-
ity to evaluate the validity of the information, and to use it to inform one’s own 
consumption-related decisions. As different knowledge may recommend different 
actions, the competency involves the readiness to endure tensions that arise from 
such seemingly contradictions. In a social perspective, it further reflects the motiva-
tion and ability to share knowledge with others.

Information and communication technology (ICT) plays an important role as a 
source of knowledge and of interaction about sustainable consumption issues. The 
competency to use this resource effectively does not only include the motivation 
and ability to search information and reflect on its validity, but also involves an 
interactive component that enables students to use ICTs to process information and 
pass it on to others. This interactive component also features the ability to use the 
potential of ICTs for social interaction and to critically assess the opportunities that 
ICTs are offering and the risks that are involved with their dissemination (number 
6 in Table 3.2).

The competency to think visionary and to consider interrelatedness focuses 
on future-oriented thinking and comprises the students’ awareness of their atti-
tudes and values to intragenerational and intergenerational justice as well as 
their opportunities to contribute to a sustainable development of consumption 
and production patterns (number 7 in Table 3.2). This presupposes knowledge 
of the interlinkages between consumption and production systems, the ability to 
appraise the implications of one’s own consumption choices for others today 
and in the future, as well as a general perception of the future as undetermined 
and shapeable.

With this framework we introduced seven distinctive but closely related key 
competencies. Their configuration represents an individual’s capacity to enact sus-
tainable consumption – directly and indirectly, individually as well as collectively. 
The framework facilitates elaboration on the dispositions constituting each of the 
competencies and how they interrelate and depend on each other. For example, in 
order to successfully communicate sustainable consumption (key competence 1), a 
person needs to some extent be able to reflect on his or her individual needs and 
cultural orientations (key competence 2). Thus, while the framework is a helpful 
tool to distinguish certain key competencies, in practice the manifold interrelations 
have to be taken into account.
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3.4  Implications for the Design of Learning Settings

To consider these competencies and their development in learning and teaching in 
schools poses new challenges on the learning design. From a socio-constructivist 
perspective on learning, since the individual as an autonomous system cannot be 
‘changed’ from the outside, it is the learning environment in which one is acting that 
needs to be designed in order to support intended learning outcomes (Kotzee 2010; 
Knuth and Cunningham 1993). It is the concept of open learning environments 
which acknowledges that learning takes place in manifold forms and depends of a 
variety of factors (Duffy 1993). Open learning environments are based on authentic 
learning situations, offer a rationale and a starting point and, even more important, 
offer a frame for the whole learning process. In this way, learning processes are 
created that enable exploration and offer learner-centred as well as collaborative 
tools so as to give control over the learning process to the learner.

Taking this into account poses new challenges to (formal) school education. 
Learning does not only happen in formal, “controlled” learning settings but also in 
informal learning settings be it intentional or non-intentional. The question remains 
how formal and informal learning can be systematically related to each other to 
establish a learning culture that enlarges the learning space and facilitates better 
learning opportunities for developing key competencies (Barth et al. 2007).

The design of learning environments that facilitate competence development in 
formal and informal learning is informed by three key principles of competence 
development:

The first principle is self-directed learning. This acknowledges the importance of 
autonomous and constructive learning processes in which knowledge is actively 
developed in a self-directed manner. The aim is to stimulate learning processes in 
which students construct their own knowledge base independently (Shin 1998; 
Zimmermann 2001). This principle is based on a view of learning which is not 
directly linked to teaching and which emphasizes the active development of knowl-
edge rather than its mere transfer. Accordingly, facilitating learning has to focus on 
stimulating and offering starting points for learning rather than dictating certain 
learning outcomes. This becomes especially important if you consider the key 
 competencies that we are addressing. For an individual to learn to reflect upon his 
or her individual needs, there must be adequate time and space to allow for intro-
spection and self-directed learning.

As the acquisition of competencies is both an individual and a social activity, 
collaborative learning is the second important principle. In contrast to cooperation, 
which focuses on dividing and sharing tasks, collaboration involves joint learning 
processes with participation and empathy as critical factors. Successful collabora-
tion increases both individual and collective knowledge, based on shared  experiences 
and jointly accepted learning objectives. Learning design to facilitate competence 
developments takes this into account and emphasizes collaborative activities inside 
and outside the classroom and with different stakeholders. Learning in group 
 processes in which different opinions and approaches are not only tolerated but 
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 appreciated, together with a critical reflection on shared experiences takes both 
 cognitive and social-affective aspects into account and stimulates deep learning pro-
cesses. As this directly addresses abilities to communicate in the context of 
sustainable consumption and to take one’s role as an active stakeholder, the second 
learning principle again resonates with the intended key competencies.

The third principle of problem-oriented learning, finally, focuses on complex 
real-world situations and the development of creative solutions to facilitate the 
development of competencies. While transmissive learning processes often encoun-
ter problems because of their exclusive focus on factual knowledge, which cannot 
be used for action in specific situations, a transformative, problem-oriented approach 
is especially suited to support action-relevant procedural knowledge and skills 
(Steinemann 2003). Such learning is facilitated by authentic problems from the 
 students’ life world and different approaches and perspectives. Thus, the first two 
principles of self-directed learning and collaboration can be seen as preconditions 
for a problem-oriented approach. This third learning principle is first and foremost 
a general precondition for the development of key competencies as it supports a 
context- spanning consideration of different competencies.

A similar catalogue of quality criteria for the design of teaching-learning 
 processes has been formulated by the ENSI and SEED networks. Resulting from a 
broad international debate, the catalogue of quality criteria can be considered as a 
widely consensual reference framework in the field of environmental education and 
ESD. In the field of teaching and learning processes the catalogue calls on teachers 
to provide settings that allow for cooperative, participatory, future-oriented, 
problem- based learning (Breiting et al. 2005).

The three key principles of competence development proposed before reflect 
these principles. In our perspective, the key principles with their emphasis on learning 
processes do not compete with, but rather constructively complement the rather 
teacher-centered criteria of the ENSI/SEED framework.

3.5  Facilitating Sustainable Consumer Learning 
in a Participatory School Development Approach

How can the principles discussed above be translated into an educational approach 
to transform schools into settings that promote the acquisition of consumer compe-
tencies and a more sustainable lifestyle among young adults?

This question was explored in the 3 year research and development project BINK 
(the German acronym stands for educational institutions and sustainable consump-
tion). At the heart of the approach was the assumption that both formal and informal 
learning settings need to be systematically realigned towards the promotion of sus-
tainable consumption. In order to bring about these changes, a participatory whole- 
school development approach was put in place in two secondary schools and two 
vocational schools. Change management teams were established that comprised 
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representatives of all relevant groups of actors (e.g. administration, management, 
teachers, students, parents, training companies), each granted full voting rights.  
In workshops practitioners and researchers collaboratively planned and designed 
intervention measures that contribute to organizational changes by triggering formal 
and informal learning processes (Matthies and Krömker 2000; Nastasi et al. 2000).

The structure of the intervention process was designed according to the princi-
ples of competence development discussed before. It engaged students on two lev-
els that both involved intensive cooperation (principle of collaborative learning): 
On the level of the change management team (CMT) which took charge of the entire 
intervention process in each organization and on the level of smaller intervention 
teams (IT) that were responsible for the design and delivery of single intervention 
measures. The selection of appropriate activities was informed by the analytical 
framework of educational organizations’ culture of consumption that identifies rele-
vant consumption-related formal and informal learning contexts in schools (Fischer 
2011a). In school-based workshops, a steady-state-analysis of the organizational 
culture of consumption was performed and critical spots discussed. The object of 
inquiry was thus always the characteristics of the local organization in general 
and those organizational hot spots in particular that the local actors considered as 
crucial and problematic in terms of their effect on a sustainable consumer learning. 
In this way it could be ensured that the measures taken corresponded to local needs 
and could best be embedded by the local actors in their everyday routines and 
interactions (principle of problem-oriented learning). Finally, students had the 
opportunity to address those hot spots that they considered most relevant by 
developing and implementing their own intervention measures (principle of self-
directed learning).

Both levels of participation (change management teams and intervention teams) 
provided opportunities for students to acquire and develop key competencies for 
sustainable consumption.

In the change management teams, different actors shared their perspectives on 
their organization’s culture of consumption and their knowledge about and experi-
ences with consumption (education) issues. Students participating in the CMTs 
were challenged to use, edit and share these different forms of knowledge that was 
further complemented by scientific knowledge provided by the academic project 
staff and scholarly resources (e.g. manuals, research summaries) (key competency 5). 
The CMT was also in charge of setting long-term visionary goals of a culture of 
sustainable consumption in their organization and monitoring progression towards 
this goal, which involved the reflection of the interrelatedness of single intervention 
measures and unforeseen effects (Fischer 2011b) (key competency 7). On the more 
strategic level, student members of the CMTs were involved in decision-making 
processes on organizational consumption issues (e.g. procurement, catering) 
which required taking on other consumer roles than that of a private consumer 
(key  competency 3).

The intervention teams carried out smaller intervention projects on specific 
issues. At one school, a student initiative started their own student company that 
today provides other students with organic snacks and fair trade coffee during 
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school breaks (key competency 2). At another institution students refurbished an 
abandoned room and founded the first swap-shop in town where used goods 
could be traded and exchanged free of charge. The objective of this project was to 
encourage a cultural shift towards sharing and using goods rather than owing them 
(key competency 1).

Finally, as a specific intervention measure implemented in each organization, a 
media intervention was carried out that challenged students to use media (in particu-
lar film) and to explore new and entertaining ways of communicating sustainable 
consumption messages (key competencies 4 and 6).

3.6  Conclusion

In this paper, the promotion of sustainable consumption was viewed as a key  
concern at the interplay of the health and sustainability agenda. In both discourses, 
education is commonly called for as a powerful instrument to achieving health and 
sustainability outcomes. We discussed the critical implications of utilizing educa-
tion merely as an instrument for achieving societal goals and introduced the concept 
of key competencies as an alternative perspective. Based on a careful consideration 
of appropriate learning objectives we developed a set of key competencies for sus-
tainable consumption.

The concept of key competencies for sustainable consumption reflects educa-
tional prepositions for the promotion of sustainable consumption in schools. In this 
endeavor, it resonates well with the discourse on health literacy. Here, too, it is 
argued that a merely instrumental focus on individual health outcomes should be 
given up in favor of broader educational objectives, namely the “critical competence 
of students to meet the demands of future society” (Simovska 2012, p. 86). The 
framework of key competencies for sustainable consumption has the potential to 
substantiate a more holistic and integrative view on educational outcomes in adjec-
tival educations addressing consumption issues. It can serve educational practitio-
ners and researchers as a lens to focus on such learning outcomes that are both 
crucially relevant and educationally legitimate in the quest for promoting sustain-
able consumption.

Moreover and beyond that, the framework can also be of use to inform school 
development processes. Corresponding with the concept of open learning environ-
ments, schools are not only places of formal tuition and training of skills, but every-
day settings in which students live and learn (Fischer 2013). In this context, the 
framework of key competencies for sustainable consumption has the potential to 
offer guidance on how to design formal and informal learning environments in such 
ways that the potential of schools as settings that enhance consumer learning is 
more effectively tapped. An example for practical implications of such approach 
has been described in this paper: the framing of problems and fields of action as a 
starting point for school development processes should be designed as a collabora-
tive endeavor that allows all actors to contribute with their own perspectives. In the 
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implementation phase, participation structures need to be put in place that allow 
students to actively get involved in organizational change processes and develop 
their own projects. For this to happen, key stakeholders in charge of managing 
educational organizations need to commit to the promotion of their students’ 
competencies as their core educational mandate and mission that permeates and 
informs all facets of school life.
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    Abstract     The aim of this chapter is to discuss the link –  the professional 
norms  – between legal norms and actions regarding education for sustainable 
development based on an empirical study. The study has a special interest in 
the role of school leaders and how the implementation of education for sustain-
able development (ESD) is led, organised and realised. There is also an interest 
in identifying the kinds of support mechanisms and obstacles to implementa-
tion and norm setting exhibited by the school organisations. The theoretical 
framework follows theories in sociology of law where the relation between law 
and society is the focus of the research. Education for sustainable development 
is regulated in the Swedish national curriculum and syllabi, thus constituting 
 legal norms  and national goals, which the professionals have to interpret and 
put into action. 

 The empirical study was conducted in three phases. It started with a web-based 
questionnaire for all teachers and principals at three upper secondary schools. In the 
second phase, each principal was interviewed individually. The third phase used 
focus groups to interview the principals in the leadership groups. The results indi-
cate that professional norms are set when principals and teachers experience expec-
tations from each other, from students and from policy documents. The school 
principal has a crucial role in these norm setting processes. If principals become 
more aware of existing norms in the organisations, and how norms can be changed, 
that knowledge can support them in change efforts. An expression used by one 
 principal, that they were lacking a “shared umbrella”, is a metaphor for the lack of 
shared norms to guide ESD.  
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4.1         Introduction 

  Education, sustainable development  and  health  are closely linked in the outcome 
document, “The Future We Want” ( 2012 ), of the United Nations Conference on 
Sustainable Development, 2012, “Rio+20”. The document states that education and 
training in sustainability at all levels are keys to strengthening and supporting 
 sustainable development (p. 44). 

 The aim of the study presented is to identify and analyse professional norms as a 
means of illuminating the implementation of  education for sustainable development  
(ESD) at the school level. We have a special interest in the role of school leaders and 
how they lead, organise and realise school development. The central research ques-
tion is: What  professional norms  do school leaders highlight in relation to ESD? 
The study uses a norm perspective to explore the links between education for 
sustainable development  and  professional norms in order to discuss the implemen-
tation of ESD. The study also identifi es and analyses common professional norms 
in schools that promote ESD and how these norms are initiated and distributed in 
the schools investigated.  

4.2     Education for Sustainable Development (ESD) 

 The fi rst use of the term “sustainable” in the modern sense was by the Club of Rome 
in 1972 in its epoch-making report, “The Limits to Growth” (Meadows et al.  1972 ). 
Describing the desirable “state of global equilibrium”, the authors used the word 
“sustainable” and that was a real eye-opener to many people in the environmental 
debate at that time. “Sustainable development” was then politically and globally 
launched by the UN appointed “Brundtland Commission” as development that 
meets the needs of the present without compromising the ability of future genera-
tions to meet their own needs (World Commission on Environment and Development 
 1987 , p. 40). The concept is based on a holistic view of the needs, situations and 
problems of people and their societies. The principle is that the three dimensions of 
 economic ,  social  and  environmental  conditions and processes are to be integrated, 
interdependent and mutually reinforcing (ibid.). This holistic view is something 
teachers and principals in the study presented often refer to, along with the prob-
lems they have to combine the  economic ,  social  and  environmental  conditions. 
Although this concept of sustainable development was contested from the start and 
critically debated by many as being vague and self-contradictory (e.g. Lafferty and 
Langhelle  1995 ; Jacobs  1999 ; Luke  2005 ), it is still widely used in many contexts 
all over the world, such as in education, production, business and planning. 

 At the 1992 United Nations Conference on Environment and Development 
(UNCED) in Rio de Janeiro,  education for sustainable development (ESD)  was 
identifi ed as one of the most important challenges faced by the schools. One 
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 outcome was the adoption of the Agenda 21 action plan on sustainable development 
by the 178 countries present. Education was regarded as a substantial part of Agenda 
21. An interesting fact is that the word “education”, alone or in combination, occurs 
486 times in this UN document (Wickenberg  1999 ). This has led to a progressive 
development of environmental education as an ongoing process, which in the 
Scandinavian countries has the potential to be ahead of mainstream developments 
in education and the schools (Breiting and Wickenberg  2010 ). 

 In 2004, UNESCO’s report in advance of the United Nations Decade of Education 
for Sustainable Development (DESD) 2005–2014 specifi ed six characteristics of 
ESD: (1) Education is to be interdisciplinary and holistic, incorporating teaching for 
sustainable development into the entire curriculum rather than making it a separate 
subject. (2) Education is to be based on underlying values that can be examined, 
debated, tested and applied. (3) Critical thinking and problem solving are to create 
a sense of confi dence when dilemmas and challenges to sustainable development 
are addressed. (4) The processes are to be shaped by diverse teaching methods. 
(5) The schools are to have a participatory decision-making culture in which stu-
dents help determine how they learn. (6) Instruction is to be locally relevant, exam-
ining both local and global problems (UNESCO  2012 ). 

 Environmental education, health education, and education for sustainable 
 development can each be seen as “efforts that are driven by a shared ideal of improv-
ing the world we live in now, and for the future” (Schnack  2008 , p. 181). This is a 
part of the discussion as to whether education should be understood as an end in 
itself or as bringing about social change. Environmental education, health educa-
tion, and education for sustainable development have the potential to teach pupils in 
a broader, humanistic sense involving democracy and participation. However, ever 
since the concept of ESD was launched, there has been a critical and intense policy 
debate about the ideological basis and the forms and content of this kind of educa-
tion (e.g. Jickling and Spork  1998 ; Wals and Jickling  2000 ).  

4.3     Theoretical Framework: Professional 
Norms Guiding ESD 

 Norms play an important role in human interaction. They reduce uncertainty about 
how to act in different situations, they set standards and specify appropriate behav-
iour, and they place different expectations on different people (e.g. students, teach-
ers, and principals) in an organisation (Giddens  1989 ). During the last few decades, 
theories and methods for studying norms and norm supporting structures at the 
individual and organisational level have been developed in the discipline of sociol-
ogy of law at Lund University (Hydén  2002 ; Wickenberg  1999 ; Svensson  2008 ; Leo 
 2010 ; Svensson and Larsson  2012 ). Sociology of law focuses on legal and other 
norms, and offers a different perspective in studies that seek to explore, interpret and 
understand changes in the education system. 
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 Far from all actions are governed by norms. Elster describes Durkheim’s social 
aspect, “homo sociologicus”, where people are pushed forward by actions guided 
by social norms, in contrast to Adam Smith’s “homo economicus”, where people 
are guided by instrumental rationality with the hope of future reward. Elster believes 
that it is diffi cult to draw a line between the two and know when norms and rational-
ity govern actions. He puts forward a theory that Western rationality is not found in 
all cultures and that rationality in certain contexts may be a result of socialisation. 
Elster argues that instrumental rationality can be a social norm among other norms 
(Elster  1992 , p. 97). One of the functions of a norm is that it reduces complexity, but 
at the same time, we sometimes end up in situations where competing norms guide 
our conduct. What is it that makes us follow one norm or the other? According to 
Elster, self-interest and instrumental rationality become important, and what 
 happens when norms are activated is a very complex issue. 

 The social psychologists Aarts and Dijksterhuis ( 2003 ) studied how situational 
norms arise and are activated in situations related to specifi c environments, such as how 
we lower our voices when we visit a library, or even at the mere thought of a future visit 
to the library. Situational norms represent the general opinion on how to act in certain 
situations. The most common way to learn these norms is to study how other people act 
and then do the same. This theory assumes that people want to be appreciated and avoid 
disapproval from others. It is the infl uence of the surroundings and expectations from 
the environment that create a norm and a norm is learnt in a social context; it can also 
be learnt through verbal communication (Aarts and Dijksterhuis  2003 ). 

 Another factor that contributes to norms being diffi cult to study is that people are 
not aware they are following norms because they are internalised: “The operations 
of norms are at a large extent blind, compulsive, mechanical and unconscious” 
(Elster  1992 , p. 100). Rommetveit describes the internalisation of a norm as a subtle 
change that occurs when a persistent social pressure is gradually perceived as an 
obligation. He sees it as an aspect of socialisation (Rommetveit  1955 , p. 56). For 
example, are you aware that you should turn off your mobile phone before the meet-
ing or do you do it unconsciously? Are you thinking that you should lower your 
voice when you enter the reading room at the library? If you do either of these 
unconsciously, it is probably an internalised norm that governs your behaviour. 

 The concept “norm” is used in many different ways, both scientifi cally and in 
everyday parlance. In this study, a sociology of law based defi nition of the concept of 
norms is used that meets the needs of both the social and legal sciences: Norms are 
 action instructions  that are  socially reproduced  and represent the  individual’s percep-
tion of the expectations surrounding their own behaviour  (Hydén and Svensson  2008 ). 

4.3.1     Norms Are Action Instructions 

 Norms are imperatives and thus direct actions, which is the essence of norms. This 
study’s starting point is the  legal norms  from the national policy documents on 
 education for sustainable development. The Swedish  Curriculum for the Upper 
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Secondary School 2011 , states that all students have the right to an environmental 
 and  sustainable development perspective in the teaching and learning processes.

  An environmental perspective in education provides students with insights so that they can 
not only contribute to preventing harmful environmental effects, but also develop a personal 
position to major global environmental issues … Education  shall  illuminate how the func-
tions of society and our ways of living and working can best be adapted to create the condi-
tions for sustainable development (Curriculum for the Upper Secondary School  2011 , 
pp. 4–5) (authors’ italics). 

   In our norm perspective, legal norms are imperatives that are supposed to initiate 
various actions; a pattern of similar actions is an indication of the existence of a 
social or professional norm.  

4.3.2     Norms Are Reproduced 

 The norms of interest from a sociology of law perspective are the ones that occur in 
a social context. They have social connections, social impacts and are communi-
cated in a social community (Wickenberg  1999 , p. 262). The action instructions 
must be communicated and disseminated in a social community to live up to this 
essential attribute. In this study, the focus is on the  professional  norms that guide 
education for sustainable development in the schools. The professional norms of 
teachers are reproduced in teacher training programmes, in texts for teachers, in 
meetings with other teachers and so on. Norms are generated in a similar way for 
school principals through their training, mentoring and in discussion with other 
principals (Leo and Wickenberg  2013 ).  

4.3.3     Norms and Expectations 

 Social pressure plays a major role in setting norms. For example, collective 
 expectations infl uence individuals to engage in correct or culturally desirable behav-
iour (Durkheim  1982 [1895]; Rommetveit  1955 ). According to the  theory of planned 
behaviour , the strength of norms can be measured by studying perceived social 
pressure that an individual experiences (Ajzen and Fishbein  1980 ; Ajzen  1991 ).   

4.4     Methods 

 The three Swedish upper secondary schools selected for the study are located in big 
cities. They were chosen as examples of schools with the ambition to offer educa-
tion for sustainable development as a special profi le for the entire school. All the 
principals considered the choice to be not only a matter of adapting to the national 
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goals in the national curriculum, but to also have a special school profi le that 
 promotes ESD. The principals and teachers described the schools as “popular” with 
a large number of applicants and had students with high admissions scores. 

 The study was designed to collect data in relation to the norm perspective with 
most of the questions focusing on:  actions , to be able to identify patterns of actions 
that indicate norms; c ommunication , to be able to examine reproduction of norms; 
and  expectations  to be able to identify from whence the pressure derives and how 
strong the external expectations are. 

 The study was conducted in three different phases by use of a multi-methods 
approach to collect quantitative and qualitative data, starting with a web-based 
questionnaire. The questionnaire was distributed to all ten principals and eight 
responded (two were on leave). It was also distributed to 225 teachers and 145 
responded. The questionnaire consisted of seven items. Five gathered information 
about the respondents’ teaching experience and background. One was open ended: 
“Please provide three motives as to why you as a teacher/principal work with sus-
tainable development”. The motives play an important role in helping us to under-
stand what is “behind” the actions and norms. 

 The last item in the questionnaire was a Likert scale question: “Where do the 
expectations come from that you as a teacher/principal should work with sustainable 
development?” The respondents were asked to rate how strongly they felt the expec-
tations came from students, colleagues, principals, the school board, local policy 
documents, national policy documents, the media, friends and family on a six-point 
scale where 0 represented “no expectations” and 5, “strongest expectations”. 

 In the second phase, the ten principals were interviewed in person individually. 
The purpose was to expand upon and validate the results of the questionnaire, to 
explore why they wanted sustainable development to be a special profi le, how sus-
tainable development affected the way they ran their schools, and what approach 
they took to these questions. We went on to explore the support mechanisms and 
obstacles posed by their organisations by asking how the principals communicated, 
and how they viewed their roles as leaders in the implementation of education for 
sustainable development. 

 The third and fi nal phase used focus groups to carry out an in-depth dialogue in 
the form of a group interview on one occasion about the preliminary results of the 
questionnaires and individual interviews. The groups were made up of the  principals 
in the leadership groups at two of the schools. The third, smaller school had one 
principal and one part-time vice principal and no leadership group, which is why no 
focus group interview was conducted there.  

4.5     Findings 

 From the sociology of law perspective, it is interesting to see how people use policy 
documents as a support. In this case, it is a matter of how the principals use the six 
characteristics of education for sustainable development from the UNESCO report 
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to create legitimacy in their school development efforts (UNESCO  2012 ) and to set 
goals for this development. In the individual interviews and in the focus groups, the 
principals talked about the importance of

•    An interdisciplinary and holistic education;  
•   Incorporating teaching for sustainable development into the entire curriculum 

rather than making it a separate subject;  
•   Education based on underlying democratic values;  
•   Critical thinking and problem solving to create a sense of confi dence when 

addressing dilemmas and challenges to sustainable development;  
•   Diverse teaching methods;  
•   A participatory decision-making culture in which students help determine how 

they learn; and  
•   Instruction that is locally relevant, examining both local and global problems.    

4.5.1     Why Teach ESD? 

 One question from the survey was open ended: “Please provide three motives as to 
why you as a teacher/principal work with sustainable development”. The outcome 
shows a pattern of motives derived from outside the organisation, inside the organ-
isation and from the individual’s personal driving forces. 

 Both principals and teachers refer to the Education Act and the national curricu-
lum. Principals in the focus groups refer to the responsibility of Swedish principals 
regulated in the curriculum. They also link their motives to what is happening in the 
surrounding world and the future for young people.

  One reason can be found in our governing documents. There is much that is there but we have 
chosen to prioritise … We believe in sustainable development. This has become more impor-
tant to me over the past few years when you see what’s happening in the outside world. I think 
it is a matter of concern for young people who wants a world that works in the future (Upper 
secondary principal, focus group interview). 

   The teachers also refer to the syllabi for their respective subjects. They recognise 
the top-down legal norms but this answer is always combined with other concerns. 
Many of the answers are multifaceted, often linking social concerns with environ-
mental concerns.

  Working with sustainable development involves working in a large-scale context with 
different perspectives that provide a greater understanding of the occurrence of prob-
lems and possible solutions in society and in nature (Upper secondary school teacher, 
questionnaire). 

   Both principals and teachers refer to many different social concerns, stating that 
sustainable development involves local and global problems related to equity, 
 solidarity or action competence issues for the future. There are environmental con-
cerns with an emphasis on ecological or environmental dilemmas, such as climate 
change and the use of natural resources. Educational considerations are also 
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involved, where principals and teachers use ESD as a means of encouraging an 
interdisciplinary approach and holistic thinking in classroom instruction.

  To work on sustainable development represents a perspective of thinking that promotes co- 
operation between different subjects and a holistic approach to problems in society (Upper 
secondary school teacher, questionnaire). 

   Personal interest and involvement is refl ected in answers like: “ESD is important 
for the future of my children and grandchildren”. 

 The principals expressly stated that they wanted to implement education for 
 sustainable development at their schools. As mentioned before, a common starting 
point for the principals was that it is not only about adapting to national goals in the 
national curriculum, but also about having a special profi le that promotes education 
for sustainable development. 

 The principals also differ in another sense from the teachers by adding another 
perspective as to why they want to implement ESD. They see themselves as actors 
in a competitive school market and a number of them mentioned the importance of 
having an appealing profi le to attract students. They stated that the young people 
they wanted to attract to their schools were interested in issues about the future, the 
environment and global concerns.

  The challenge is to capture the interests of the individual, to have a profi le that is possible 
to develop and of interest to students. It is also about marketing (Upper secondary principal, 
individual interview). 

   It is a reality for principals and schools in many countries like in Sweden to 
 compete on the school market. “Marketing” is a relatively new concept for the prin-
cipals and today about 40 % of the upper secondary schools are independent and 
about 25 % of the students chose independent schools (Swedish National Agency 
for Education  2013 ). 

 One result of the study is that ESD in schools often consists of temporary 
 projects, elective courses, theme days and other occasional events. Initiatives usu-
ally come from a teacher or student groups and ordinarily focus on environmental 
issues. The principals have introduced the practices of classroom observation and 
mentorship to disseminate knowledge among teachers in order to reach a more 
holistic approach, integrating environmental, social and economic perspectives for 
all students. The efforts to implement ESD at the school level were described as 
lacking “a shared umbrella”. Perhaps the feeling of being “under one umbrella” is 
established when there are shared professional norms guiding education for sustain-
able development in the school (Leo and Wickenberg  2013 ).  

4.5.2     Action Instructions, Meta-norms and Underlying 
Norms Guiding ESD 

 Norms are imperatives and thus direct actions, which is the essence of norms. 
Norms appear in hierarchical systems, from the highest overall principles to those 
that are applied in specifi c situations (Therborn  2002 ). We have identifi ed a number 
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of professional norms that are presented in the discussion and conclusions, but to 
give an example we start with an overarching norm, a meta-norm from the study: 
“We should teach sustainable development at our school”. A meta-norm is an effec-
tive way of setting a norm and subsequently establishing other underlying norms 
(Axelrod  1986 ; Persson  2010 ; Leo  2010 ). The overarching norm in this case does 
not provide much guidance to the actions of the teachers, thus underlying norms 
have to be established in line with the local context of the school. According to the 
principals in the study, it varies considerably whether teachers actually include ESD 
in their teaching and follow the norm. It varies from almost all teachers in one 
school, to 15 out of 70 in another school, according to the principals in the inter-
views. This means that the teaching of the majority of the teachers in the other 
schools is  not  guided by the legal norms on sustainable development in the national 
curriculum,  or  professional norms guiding teaching for ESD.  

4.5.3     Communication and Arenas to Establish, 
Reproduce and Disseminate Norms 

 Common discussions and refl ections in practice among the professionals in the 
schools is one way to create and establish new action instructions and new norms. 
Interpersonal communication is vital to setting and disseminating norms. One prin-
cipal stated that communication at the school was the most diffi cult challenge she 
faced, and the principals interviewed did not offer a clear perspective on how they 
used communication to attain particular objectives. Research shows that there is a 
lack of awareness among principals about what good communication involves 
(Törnsén  2009 ). According to Ärlestig ( 2008 ), “organisational communication 
blindness” interferes with the conversations in which principals engage. This study 
confi rmed Ärlestig’s conclusion that the communication of principals is not uni-
formly distributed and is often in response to teacher initiatives. 

 One problem identifi ed is the lack of defi ned concepts from which to proceed 
when talking about sustainable development, or as one teacher expressed it: 
“Sustainable development becomes an empty vessel that can be fi lled with whatever 
content you choose”. There is no single defi nition of what ESD is in two of the 
schools and the following quote is a good example:

  We haven’t discussed what it would mean for us personally. We haven’t got that far. What 
does it stand for? Do we have different perceptions? I don’t know whether we are in agree-
ment, but I haven’t noticed that we disagree either. We haven’t put words to what we are in 
agreement about (Upper secondary principal, focus group interview). 

   A common defi nition of ESD is a crucial starting point for its implementation at 
the school level. This statement is supported by the example from one school in the 
study, where the principals and teachers had put considerable effort into defi ning 
what they called “key concepts” related to ESD. The principal stressed the need for 
a common understanding on topics like “a holistic approach in education”, “social 
dimension of ESD” and so on. The indications are that the opportunity for in-depth 
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dialogue has improved accordingly, thereby leading to more and stronger  underlying 
professional norms for teaching sustainable development. Perhaps it is not the 
 defi nition in itself that is most important, but the discussions that aim to create some 
kind of common understanding of why, what and how to do it. In this school, the 
entire organisation was structured to work with environmental education and sus-
tainable development. The teachers and principals discussed a holistic approach to 
learning and reported that dialogue proceeded from mutually defi ned key concepts. 
As a result, the teachers worked in interdisciplinary teams with decentralised 
responsibility for content and scheduling. Delegated responsibility served as a 
means of providing students with meaningful infl uence on classroom instruction. 
As a result, interdisciplinary projects were a widespread, established working 
method at the school, enforced by the following professional norm: We should have 
an interdisciplinary approach to teaching and learning. 

 A concrete method to stimulate broad discussions for defi ning concepts is that 
schools put together their own local policy documents.

  It’s like H. says, these are the key issues, future issues affecting everything we work with. 
All we are working with needs to have that perspective. It’s in the curriculum; this is what 
we  should  work with. It ties things together. What is important is that young people get an 
overall view … (Upper secondary principal, focus group interview). 

   Such an effort has been made at all three schools and attracted different degrees 
of participation. Based on the results from the interviews, we fi nd that principals 
need to be more aware of the ways that communication can improve, as well as the 
need for ongoing dialogue aimed at defi ning key concepts so that the staff can 
engage in in-depth discussions about sustainable development as a way to create 
new professional norms.  

4.5.4     Strong Expectations Create Strong Norms 

 The following question was in the web-based questionnaire: “Where do the 
 expectations come from that you as a teacher/principal should work with sustainable 
development?” The respondents were asked to rate how strongly they felt the expec-
tations came from students, colleagues, principals, the school board, local policy 
documents, national policy documents, the media, friends and family on a six-point 
scale where 0 represented “no expectations” and 5, “strongest expectations”. 

 An analysis of the results indicates that the strongest expectations came from 
national and local policy documents. From a national perspective, this is desirable 
since the requirements from the national curriculum,  constituting the legal norms , 
are supposed to create expectations for the professionals in the schools; professional 
norms are supposed to be derived and become a part of the institution. The teachers 
also experienced strong expectations from the principals and the results indicate that 
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the implementation of education for sustainable development is a top-down process 
to many of the teachers, proceeding from policy documents and the principals. 

 The teachers at two of the schools experienced low expectations from their 
 fellow teachers, students, the student council, and parents. This is argued to be an 
indication that professional norms about ESD in everyday practice may be weak 
within the schools. The data from the teacher questionnaire suggest that two of the 
schools appear to be at the beginning of the implementation phase of ESD due to the 
low expectations from colleagues and students. Interviews with teachers and princi-
pals indicate that groups of teachers collaborate on courses and projects and develop 
professional norms that shape the sustainable development effort. 

 The results from the third school differ. It is a new institution and the staff were 
and still are hired because they want to work with ESD and with an environmental, 
participatory approach to interdisciplinary work. The school’s point of departure is 
a common vision – that ESD is a special profi le guiding all school work – and the 
principals and teachers at this school experience strong expectations from various 
directions, both top-down from policy documents and principals but also bottom-up 
from students, parents and other teachers. This indicates the existence of several 
widespread professional norms guiding ESD in the school. 

 All of the principals experienced strong expectations from their students. They 
described it as a need to be a role model for the school’s profi le. An interesting 
result is the relatively low expectations the majority of principals experienced from 
the teachers and the teachers’ expectations for each other.

  I understood that teachers feel that we are pushing a lot and we do it with the support of the 
governing documents and what comes from above. I thought that they would expect a little 
more of each other (Upper secondary principal, focus group interview). 

   The principals in our study experienced strong expectations from the other 
 principals in the school’s leadership group to be engaged in sustainable develop-
ment issues. They stressed the importance of strong support from the leadership 
group. As a result, the principals may have been producing and reproducing special 
professional norms within their particular domain (Leo  2010 ). An area for improve-
ment that the principals stressed was that communication directed at students and 
teachers would be clearer when the leadership group was united.   

4.6     Discussion 

 Many studies have been published about educational development and  improvement 
but this one is unique with its focus on professional norms to illuminate the imple-
mentation of education for sustainable development. Implementation processes are 
complex, and a highly simplifi ed approach to discussing improvement efforts at 
schools is to proceed from the concepts of initiation, implementation, institutionali-
sation and dissemination (Miles et al.  1987 ; Blossing  2008 ). 
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4.6.1     From an Initiation Phase to Institutionalisation 
and Dissemination 

 One of the schools studied has focused on education for sustainable development 
ever since opening 7 years ago. The teachers there were thus hired for this purpose 
and the initiation phase began immediately for all of them. During the initiation 
phase, the members of an organisation create a common understanding of what is 
new and they experiment with different kinds of behaviour in accordance with our 
norm perspective – they communicate about what is and is not working, and expec-
tations emerge. Since opening, this school has gone through an implementation 
phase during which the teachers and principals maintained a clear focus on the ESD 
profi le and continually shared their experiences by

  … formulating concepts, ensuring that the entire staff were involved in what ESD would 
mean and what teaching about this is (Upper secondary principal, individual interview). 

   Based on the results of this study, it is argued that  new professional norms  for 
 teaching sustainable development are set during the implementation phase. The behav-
iours of teachers and principals become patterns and  action instructions  – “I should act 
like this”. Their behaviour is affected by the various expectations that come from stu-
dents, other teachers and principals, and the individual action instructions become 
professional norms that are communicated and disseminated during the implementa-
tion phase. Among the norms that emerged at the school were: “We should take an 
interdisciplinary, project-oriented approach”; “We should give students a lot of infl u-
ence over classroom instruction”. 

 Due to the perseverance of the teachers and principals in one of the schools, the 
implementation phase transitioned to the institutionalisation phase after 3–5 years, 
and the effort has become routine. Thus, professional norms have been established 
and have grown strong. The fi nal dissemination phase enables other schools to learn 
about the improvement efforts because this school has been the object of countless 
fi eld trips from around the country over the years (Leo and Wickenberg  2013 ).  

4.6.2     Principals and Teachers as Change Agents 
Promoting ESD 

 One may follow a norm out of  identifi cation  with the norm source and its values 
(Therborn  2002 , p. 869). Ellickson uses the term “change agents” for the people 
who fi rst transmit new norms (Ellickson  2001 , pp. 35–75). To bring about change at 
schools so that new norms are set requires enthusiasts, movers or change agents 
who challenge old norms, who want to stake out new paths and establish new norms. 
Change agents can be very dedicated, enthusiastic, and deeply involved in organisa-
tions, “burning” for a certain cause they strongly believe in. They are sometimes 
called “souls of fi re” (Wickenberg  1999 ,  2013 ). According to Ellickson, change 
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agents are self-motivated leaders who favour changes and do not need special 
esteem rewards in order to challenge the existing norms. They can be seen as char-
ismatic change agents with their own internal driving forces working for social 
change, and with special leadership abilities supplying the establishment of new 
norms. From the start, self-motivated leaders act at the forefront in supplying a new 
norm (Ellickson  2001 ). In our study, the enthusiasts or change agents can also be 
seen as vital links between the legal norms and the new local professional norms in 
schools. These dedicated change agents in addition act as mediators bringing their 
personal commitment from their lifeworld into their professional role in the school 
system, using the concepts of Habermas ( 1987 ; Wickenberg  1999 ). 

 One question involves the role that principals play in building professional norm 
supporting structures and whether they may also serve as change agents with whom 
others can identify such that new professional norms are set. Legal norms in the 
Education Act, national curriculum and syllabi govern education for sustainable 
development, and change agents are required to interpret and establish them as new 
professional norms (Wickenberg  1999 , p. 451; Leo  2010 , p. 68). The results of the 
study show that there are a number of enthusiasts and change agents at the schools 
and that they are motivated by both internal and external factors. 

 One of the most important tasks of a principal, as expressed in the interviews, is 
to provide teachers with the tools they need. The principals talk about supporting 
teachers through the management of fi nancial resources, scheduling and other 
 structural matters.

  Above all, we try to support and assist teachers in their duties, thereby creating space for it 
to be sustainable, in order to work with sustainable development. It’s diffi cult, it’s tricky, 
and it’s complicated. The schedules are quite compact, student groups are different; it’s a 
diffi cult task (Upper secondary principal in focus group interview). 

   Principals also speak of the importance of having a “vision that can be commu-
nicated” and that can always be referred to during the development efforts.

  Ultimately, we hope there will be a situation where management and staff have a common 
interest; we do this together, we have the same goal, and we help each other (Upper second-
ary principal, focus group interview). 

4.6.3        School Leadership in ESD 

 A number of researchers have stressed the role of principals in educational 
 development and classroom learning (Pont et al.  2008 ; Hattie  2008 ; Leithwood and 
Day  2008 ). Our study focuses on the role of principals as “change agents”. A com-
mon ingredient in a number of studies has been the role of the fundamental, guiding 
values that principals articulate, as well as the signifi cance of the principal’s pur-
pose for the change effort (Fullan  2001 ; Leithwood et al.  2002 ; Starratt  2004 ; Day 
 2007 ). According to UNESCO’s report to the United Nations, education is to be 
based on underlying values that can be examined, debated, tested and applied 
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(UNESCO  2012 ). The principals in the study strive for consensus and there appears 
to be a lack of open discussion in the schools as to why ESD should bring change 
and improve the teaching and learning processes. 

 Hargreaves and Fink defi ne sustainable educational leadership based on the same 
principles as those that apply to sustainable development:

  Sustainable educational leadership and improvement preserves and develops deep learning 
for all that spreads and lasts, in ways that do no harm to and indeed create positive benefi t 
for others around us, now and in the future (Hargreaves and Fink  2006 , p. 17). 

   Such leadership, which has a clear purpose and objective, proceeds from the 
primary task of the schools in accordance with the legal norms from the Education 
Act and the national curriculum. A long-term approach is required by which leader-
ship and responsibility percolate throughout the organisation. This is also defi ned as 
 distributed leadership , which involves participation and infl uence on the part of 
teachers and students (Hargreaves and Fink  2006 ; Harris  2004 ,  2011 ; Day  2007 ). 
One component of sustainable leadership is to forge strong professional school cul-
tures, which in this study is defi ned as professional norms. Fullan defi nes  educa-
tional sustainability  as “the capacity of a system to engage in the complexities of 
continuous improvement consistent with deep values of human purpose” (Fullan 
 2005 , p. 114). Thus, a key ingredient of sustainable leadership is the ability to han-
dle complexity and constant change as moulded by differing values. 

 The principals who were interviewed for the study said that they wanted to facili-
tate the improvement efforts of the organisation, including assumption of responsi-
bility by the teachers for scheduling, local fi nances and other new areas. Their 
wishes are not easy to fulfi l given that the teachers feel as though they are being 
saddled with additional tasks in addition to the heavy burden they already carry. 

 The principals in the interviews talk about how they delegate and want to share 
responsibility with the teachers, and that also involves delegating power since 
 distributed leadership is a process that is not directly linked to a particular leader. 
According to Harris ( 2008 ), formal leaders (principals in our study) are gatekeepers 
for distributed leadership. In other words, principals provide the opportunity for 
distributed leadership, which should facilitate changes in leadership, given that it is 
not linked to particular people. 

 In accordance with our norm perspective, a distributed leadership can lead to a 
new distribution of power and responsibility that creates new social pressure and 
stronger and mutual external expectations from students, teachers and principals. 
As a result, a distributed leadership can lead to strong widespread professional 
norms deriving from a local bottom-up perspective.   

4.7     Conclusions – Under One Umbrella 

 The aim for the schools in this study is to have education for sustainable develop-
ment as a special profi le, one that concerns all students, teachers, and principals. 
The expression used by one principal, that they were lacking a “shared umbrella” is 
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a metaphor for the lack of shared professional norms guiding ESD. It is also seen as 
an expression of an ongoing process to initiate, implement and institutionalise pro-
fessional norms that guide ESD at the school level. Based on the overarching meta- 
norm, “We should teach sustainable development at our school,” new underlying 
professional norms can be established. One example is the norm “We should teach 
an interdisciplinary, cross curriculum”. This professional norm is promoted by the 
principals and it is strongly related to the principals’ motives for developing the 
teaching and learning processes in the school. 

 If teachers are guided by the professional norm of interdisciplinary teaching, 
they work in teams and projects, with a holistic view of education. This study argues 
from the empirical material that principals are using the concept of education for 
sustainable development as a means to make changes in the organisational structure 
and culture to improve the education as a whole, to improve teaching methods in the 
classrooms in favour of students’ participation with a democratic perspective of 
education. Some examples of the identifi ed  professional norms  of the principals that 
guide their leadership to implement and institutionalise ESD are that principals 
should work with the  culture  of the school to:

•    Create and constantly point out the common vision of ESD in the school, that 
ESD is a special profi le guiding all school work.  

•   Create and support social arenas for dialogue on a common understanding of the 
different concepts linked to ESD.  

•   Distribute leadership creating a school culture with professional norms that sup-
port initiatives and infl uence from teachers  and  students.  

•   Promote a view of education based on the Education Act ( 1985  and  2010 ) and 
the national curriculum. Currently many teachers focus primarily on the syllabi 
of their respective subjects.  

•   Ensure that there are local policy documents that interpret the tasks in the cur-
riculum to support the change work and to set new professional norms.    

 Principals should work with the  structure  of the school to:

•    Manage the resources to promote education for sustainable development in terms 
of arranging schedules to promote cross-curricular activities.  

•   Organise the teachers in different teams promoting cross-curricular activities.  
•   Allocate budget for in-service training for teachers on topics related to ESD, 

study visits, and co-operation with external organisations.    

 For the principals, the leadership group is mentioned as the strongest support, 
and is considered to be a forum that enables the creation of special professional 
norms for principals that guide their leadership. In the same way, it is also clear that 
teachers working in teams support the creation of professional norms that guide 
teaching. 

 This study does not examine the hierarchy of norms in greater depth. From the 
empirical data the study concludes that the schools have differing  action instruc-
tions  and that differing norms are established in the various school cultures. It also 
concludes that the potential for  reproduction  of professional norms varies among 
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the schools and that reproduction is a function of the arenas for communication 
encompassed by an organisation. In a recent study on leading sustainable primary 
schools, Kadji-Beltran et al. ( 2013 ) stress the importance of professional learning 
for principals, such as regarding ways of generally empowering staff, encouraging 
critique of current approaches and the exploration of alternative possibilities for 
curriculum, pedagogy and policy. Our conclusion, from a norm perspective, is that 
there is a need for special training for principals and opportunities for principals to 
meet and discuss at a deeper level what they do as leaders. Principals have to meet 
other school leaders to be able to reproduce special professional norms that guide 
them in their role as principals. 

 Principals play a major role in this respect when it comes to building structures 
for encounters and dialogue and all principals in our study see this as a key problem. 
The schools that are in the implementation phase do not have clear internal com-
munication about why they want sustainable development to be a special profi le, 
what is meant by sustainable development or how sustainable development can be 
taught. The most important thing may not be fi nding a universal defi nition of sus-
tainable development. A more useful objective would be for principals, teachers and 
students at each school, on a local basis and depending on the context in which they 
fi nd themselves, to come up with their own defi nitions of the concepts on which 
they want classroom instruction to be based. According to the study results, a start-
ing point in the process of implementing ESD in schools is to lead and support 
dialogue within the school on defi ning vital concepts in order to adapt them to the 
local school context. Furthermore, in this study it is argued that the  expectations  on 
behaviour from the surroundings affect professional norm setting and that the pro-
cess also varies from school to school. The results indicate that sustainable profes-
sional norms are established when principals and teachers experience expectations 
from each other, from policy documents and from students. 

 Finally, some principals and teachers in the study refer to policy documents to 
establish legitimacy in the implementation of education for sustainable develop-
ment, but only in general terms and not directly linked to an objective for the 
school or for a particular subject. As sociologists of law, it is interesting to fi nd 
that principals do not use  the legal norms  to a greater extent to gain legitimacy in 
their implementation of ESD at the school level. One fi nds resistance in the study 
from some teachers who claim that it is up to the principles to set the agenda – not 
them. This in turn motivates teachers to work with ESD. One can ask if these 
teachers are aware, or infl uenced by the task of the school from the Curriculum 
for Upper Secondary School,  2011 . It also reveals a top down approach to the 
implementation of ESD. 

 Research on environmental education and education for sustainable development 
has focused on the interested and engaged teachers, the ones already following pro-
fessional norms regarding ESD. There is a need for further research to examine the 
implementation and dissemination of professional norms that guide ESD to fi nd out 
how ESD can reach  all  teachers and students. The principals in the study use ESD 
as a goal in itself and as a way to improve their schools and bring all individuals in 
the institution “under one umbrella”.     
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    Abstract     This chapter addresses the relationship between international and 
national policies regarding sustainability and health promotion which have the 
potential to affect school-based health education/promotion and education for sus-
tainable development in Denmark. Based on policy mapping and analysis, the focus 
is on the transformation processes that occur during the transition from international 
policy frameworks to the national context. The chapter considers the consequences 
of these transformation processes for educational practices within schools in light of 
the current major reform of basic general education in Denmark with its aims of 
ensuring overall school improvement, increasing pupil wellbeing and improving 
academic outcomes. Analysis of international policy documents, as well as of 
research literature shows that school-based health education (HE) and education for 
sustainable development (ESD) share a number of features. These include a whole-
school approach, cross-disciplinarity, participatory approaches, cultivating social 
imagination, and developing critical competences related to working with ‘real life’ 
health and sustainability issues. The discussion in this chapter focuses on the com-
mon tendency that when health and sustainability education in schools are framed 
in national action plans, certain critical educational aspects are lost by narrowing 
the concepts of health and sustainability to fi t  particular school subjects (e.g. physi-
cal education or science), and defi ning outcomes solely in terms of individual life-
style factors. This neglects the importance of working with broader social values 
and the complexity of the interplay between individual and society in relation to 
both health and sustainability.  
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5.1         Introduction 

 Health and sustainability have been identifi ed among the major societal challenges 
of the twenty-fi rst century, and the school is considered as a key arena for health 
education/promotion and education for sustainable development. Both fi elds are 
underpinned by high-level policy documents, charters, declarations and agreements 
between and within governments. For example, within sustainability discourses, 
climate change is an issue addressed with political urgency on a global level. 
Similarly, policy discourses on health, characterized by slogans such as “global 
burden of disease”, and “health in all policies”, are intense, pointing to escalating 
health problems such as obesity, mental health issues and a range of chronic condi-
tions. Based on the assumptions that there can be no sustainable development with-
out learning (Scott and Gough  2003 ) and no health promotion without health 
education (Green and Tones  2010 ), schools can be considered one of the key sites 
for working educationally with the promotion of health and sustainability. It is 
essential that schools incorporate both approaches if they are to respond to global 
and complex societal challenges and foster children’s competences to deal with 
these challenges in creative, socially responsible and productive ways. 

 Although research within the individual fi elds of health education/promotion and 
education for sustainable development in schools is well developed (e.g. Clift and 
Jensen  2005 ; Simovska  2012a ,  b ; Firth and Smith  2013 ), and even sometimes com-
bined in joint publications, pointing to the shared educational principles and values 
(Jensen et al.  2000 ; Reid et al.  2008 ), few attempts have been made to combine the 
two fi elds and thereby capitalize on the synergies. Davis and Cooke ( 2007 ) and 
Davis and colleagues ( 2010 ), for example, have argued in favour of integrating the 
Australian Health Promoting Schools and Sustainable Schools initiatives. Similarly, 
Dooris has written about combining the concepts of health promoting and sustain-
able universities (e.g. Dooris  2012 ), while Patrick and colleagues have discussed the 
interconnectedness between humans and the natural environment, and the core 
competences required if health promotion is to address the health challenges linked 
to climate change (Patrick et al.  2012 ). In this chapter we aim to contribute new lay-
ers to this debate by exploring the policy background framing both fi elds and dis-
cussing some of the transformations and their consequences related to health 
education/promotion and education for sustainable development practices in Danish 
primary and lower secondary schools.  

5.2     Rationale for the Study 

 There are at least three reasons why it is important to place a spotlight on the policy 
background for educational practice related to the themes of health and sustainabil-
ity: First, the common denominator for health and sustainability, as well as related 
school practices, is that they are value-laden and shaped by a number of policies at 
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global, national, regional and local levels. Second, research points to a persistent 
gap between, on the one hand, political aims and targets concerning health promo-
tion and education for sustainable development and, on the other hand, the  treatment 
of these topics in school pedagogical practice. This is true for the prescribed teach-
ing and learning processes as well as for the everyday life or culture of the school 
(Stevenson  2007a ; Jourdan  2011 ; Samdal and Rowling  2013 ; Nordin  2013 ). Third, 
both concepts can be considered to be “essentially contested” - that is socially 
 constructed and open to diverse, often confl icting, interpretations. According to the 
criteria that Green and Tones ( 2010 ) propose, the concepts of health and sustain-
ability can be seen as contested because:

•    They are complex, ambiguous and value-laden;  
•   Their defi nitions are vague, their meaning depends on the sociocultural, histori-

cal and political contexts;  
•   Their different interpretations are mutually competitive, involving emotional 

reactions; and  
•   They hold a degree of authority and credibility.    

 These characteristics, naturally, pose certain common challenges for schools 
when it comes to determining the key pedagogical questions such as the aims, 
 content, teaching strategies and desired outcomes of education for health and 
sustainability. 

 Against this background, we discuss the fi ndings from the mapping and analysis 
of selected international and national policy documents, as well as other documents 
infl uencing the work with health education/promotion and education for sustainable 
development in primary and lower secondary education in Denmark. The focus is 
on identifying similarities and commonalities in the interpretations of the concepts 
of (promoting) health and sustainability within the policy documents, particularly in 
terms of the consequences these interpretations have for the educational aims, 
 content, pedagogical strategies and expected outcomes at a national level.  

5.3     Methodology 

 The overall method belongs to the genre of mapping and critical conceptual analysis 
of documents. We searched the websites of selected key international organisations 
within both fi elds for documents of relevance for school practices concerning health 
and sustainability. At international level the search was focused on international 
organizations, primarily UN, WHO and EU. Some documents published by the 
International Union for Health Promotion and Education (IUHPE) are also included 
as this network collaborates closely with WHO in the area of school-based health 
promotion and education. Also, the conference resolutions from the four European 
Conferences on Health Promoting Schools (Thessaloniki, Greece; Egmond, the 
Netherlands; Vilnius, Lithuania and Odense, Denmark) are included, as well as a 
Nordic document of relevance for education for sustainable development. The 
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mapping is focused on the period from the end of the 1980s, as this period marks the 
emergence of both fi elds within broader international discourse, following the pub-
lication of the Ottawa Charter (WHO  1986 ) for Health Promotion and the Brundtland 
Report (   UN  1987 ), until 2013. 

 In Denmark, health education and education for sustainable development consti-
tute mandatory but transversal themes to be integrated across the boundaries of 
subject and year group within primary and lower secondary education. National 
learning objectives have been drawn up for both themes and implemented either in 
subject-specifi c or more general curriculum guidelines. Therefore, the search at 
national level focused on policy and strategy documents, school curricula, national 
curriculum guidelines and inspiration teaching material published by the Danish 
Ministry of Education and the Ministry for Children and Young People, during the 
same period. Relevant documents published by the Danish Ministry of Health were 
also taken into consideration. 

 The search strategy included a general screening of publications on the websites 
of the above-mentioned international and national bodies, and a keyword-based 
search of the above-mentioned websites. The keywords used (in English and 
Danish) were:  sustainable development, education for sustainable development, 
sustainability, climate change, the environment and environmental education, 
health, health education, health promotion . 1  To be included, documents had to meet 
one of the following criteria:

•    The document is central in framing the fi elds of health promotion and sustainable 
development in general and is therefore relevant for school practices;  

•   The document explicitly mentions health promotion and/or sustainable develop-
ment in relation to schools, either in the title or in a specifi c section.    

5.3.1     Analytical Framework 

 The analysis is based on the premise that there are active processes of reinterpreta-
tion and “translation” or transformation of policy taking place, not only on the path 
from international to national level, but also along the trajectories to regional (i.e. 
municipality) and further to local (i.e. school) levels. The analytical approach is 
inspired by studies of educational exchange focusing on how supranational 
 discourses are re-contextualized in local settings (Beech  2006 ; Moos  2009 ). This 
suggests a vertical perspective in the analysis, exploring how health education/ 
promotion and education for sustainable development in schools are constituted and 
(re)interpreted at different levels. The basic premise is that societal problems and 
issues are not given but constructed in social processes embedded in a specifi c 

1   We also consulted two experts in the fi eld, Jeppe Læssøe for the fi eld of education for sustainable 
development and Monica Carlsson for health education and health promoting schools. Their 
 contribution to the mapping is gratefully acknowledged. 
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socio-historical context. The identifi cation of problems creates the framework for 
selecting what is relevant and what is not (Schön  1983 ). At the same time, as Rein 
and Schön point out, the very defi nition of a problem points towards certain solution 
strategies:

  Problem setting is a judgment about the problematic situation – that is, a diagnosis that also 
contains the prescription of directions for actions (Rein and Schön  1981 , p. 238). 

   This suggests that processes of negotiation in defi ning the issues at stake, as well 
as their solutions, are always present. The metaphor of “translation” indicates that 
something will be lost and something added in a dialectic process of negotiation, 
re-conceptualization and re-contextualization. In the words of Gherardi:

  The metaphor of translation is a way to describe movements between different forms of 
knowledge and cultural practices, but also of technology and artefacts. It has both a geomet-
ric and semiotic meaning: Translation is both the movement of an entity in space and time 
and its translation from one context to another – as in translating from one language to 
another, with the necessary transformation of meaning that this always implies (Gherardi 
 2006 , p. 62). 

   The analytical categories are based on the key educational questions concerning 
schools’ pedagogical practices:  what  is the content of the teaching (the concepts of 
health and sustainability);  how  should teaching be done (pedagogical strategies); 
and  why  are content and pedagogical strategies relevant and appropriate (values and 
purpose) (Schnack  2003 ; Biesta  2010 ). In addition, contextual factors are also taken 
into account; the context is interpreted as something  created  in the process rather 
that something that  is  (Gherardi  2006 ; Schön  1983    ). Thus, the analytical categories 
and related questions used in the document analysis include:

•     Aims : How are the learning objectives related to health and sustainability named 
and framed?  

•    Context : Which local frames are created through the work with health promo-
tion/education and education for sustainable development in schools, and what 
are the wider societal conditions in which these frames are established?  

•    Pedagogical strategies : Which pedagogical strategies and intervention initiatives 
are suggested with a view to promoting health and sustainable development?  

•    Competences : What are the expected outcomes, both in terms of general educa-
tional outcomes and health and sustainability related knowledge and skills?    

 The analysis builds on previous discussions within critical educational approaches 
to health promoting schools and education for sustainable development research, 
both in Denmark (e.g. Jensen and Simovska  2005 ; Carlsson et al.  2009 ; Læssøe 
et al.  2009 ; Breiting and Wickenberg  2010 ) and internationally (Jensen et al.  2000 ; 
Green and Tones  2010 ; Nutbeam  2008 ; Clift and Jensen  2005 ; Porter  2006 ; Reid 
et al.  2008 ; Scott and Gough  2003 ; Lotz-Sisitka  2007 ; Wals  2010 ; Simovska  2012c ; 
Carlsson and Simovska  2012 ; Bonnett  2013 ). Within these perspectives, health and 
sustainability are interpreted as concepts that relate to both individual behaviour and 
factors affecting the individual’s lifestyle, including physical, social and cultural 
environment. Both health and sustainability are perceived as being characterized by 
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an uncertain and unstable body of knowledge which, from an educational  perspective, 
demands specifi c approaches to teaching and learning, and point to the importance 
of working pedagogically with cross-disciplinarity, sociological imagination, criti-
cal refl ection, and change of perspectives as epistemological principles (Stevenson 
 2007b ). Further, the interaction between the individual on the one hand and the 
physical and social environments at local and global levels on the other is central 
within both fi elds (Kickbusch  1997 ). Schools are viewed as active players, employ-
ing the whole-school environment and local systems of meaning, as well as more 
general values of democracy, equity and social justice, in teaching and learning 
aimed at the development of pupils’ competence related to both health and sustain-
ability. In this way, schools can extend teaching beyond the classroom and also work 
with local communities.   

5.4     Findings and Discussion 

 A number of policy documents have been identifi ed in the mapping, and these are 
presented in chronological order in Table  5.1 . The documents are categorized as 
relevant for: school-based education for sustainable development; health promo-
tion/education at school; or, both areas. The international documents are presented 
fi rst followed by the national documents.  

 Table  5.2  summarizes the main fi ndings in the analytical categories illuminated 
with keywords. These fi ndings serve as a basis for discussing the transformations 
from the international to the national frameworks. The remaining sections will 
 present the analysis following the main analytical categories. For each analytical 
category, we fi rst discuss the international and then the national discourses.  

5.4.1       Aims and Context 

5.4.1.1     International Framework: Initiation of a Shared Value Basis 
and a Need for Social Change 

 As shown in Table  5.1 , two documents published in the mid-eighties are highly 
infl uential in shaping the fi elds of education for sustainable development and 
health promotion: The Brundtland report (UN  1987 ) and the Ottawa Charter (WHO 
 1986 ), respectively. Along with the UN Convention on the Rights of the Child (UN 
 1989 ), these documents signify a rupture in relation to the existing international 
frameworks and a basis (initiation) for subsequent developments within their respec-
tive fi elds. We intentionally use the term “rupture”, as suggested by Foucault ( 1969 ) 
to signal discontinuity: a fracturing of the linear, evolutionary process of history. It 
could be argued, in line with Porter ( 2006 ), Scott and Gough ( 2003 ), and Wickenberg 
( 1999 ), that these two documents helped establish professional orientations and 
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        Table 5.1    Chronological overview of international and national documents of relevance for 
school-based health education/promotion and education for sustainable development in Denmark   

 International publications 

 1980–1990   Education for sustainable development  
 Our Common Future 1987. The World Commission on Environment 

and Development, UN 
  Health promotion  
 The Ottawa Charter for Health Promotion, WHO  1986  
 Adelaide Recommendations on Healthy Public Policy, WHO  1988  
  Common  
 Convention on the Rights of the Child, UN  1989  

 1990–2000   Education for sustainable development  
 Agenda 21, chapters 25 & 36 1992, Rio. United Nations Environmental 

Programme (UNEP) 
  Health promotion  
 Sundsvall Statement on Supportive Environments for Health, WHO  1991  
 The Salamanca Statement and Framework for Action. UNESCO 1994 
 Jakarta Declaration on Leading Health Promotion into the twenty-fi rst century, 

WHO 1997 
 Conference resolution. The Health Promoting School – an investment in education, 

health and democracy, 1st Conference of the European Network of Health 
Promoting Schools, Thessaloniki-Halkidiki, Greece, 1–5 May WHO 1997 

 Health 21 – Health for All in the twenty-fi rst century, WHO/European, 1998 
 2000–2010   Education for sustainable development  

 Haga Declaration, Baltic 21, 2000. Baltic Sea States’ Declaration on Environment 
and Sustainable Development 

 The UNECE Strategy for Education for Sustainable Development 2005 
 UN Decade 2005–2014 for Education for Sustainable Development, UNESCO 
 The EU Sustainable Development Strategy, 2006 
 UNESCO Strategy for Action on Climate Change, 2008 
 Bonn Declaration, UNESCO, 2009 
 Learning from each other: the UNECE Strategy for ESD, UNECE, Geneva,  2009  
  Health promotion  
 Health Promotion: Bridging the Equity Gap, WHO  2000  
 The Egmond Agenda. A tool to help establish and develop health promotion in 

schools and related sectors across Europe. The 2nd European Conference on 
health Promoting Schools, Egmond aan Zee, the Netherlands, 25–27 
September 2002/WHO  2002  

 The Bangkok Charter for Health Promotion in a Globalized World, WHO  2005  
 The Nairobi Call to Action, WHO  2009  
 Achieving health promoting schools: guidelines for promoting health in schools, 

IUHPE  2009  
 Better Schools through Health, the 3rd European Conference on health Promoting 

Schools The Vilnius Resolution  2009  
  Common  
 United Nations Millennium Declaration, UN 2000 
 Recommendation of the European Parliament and of the Council on key 

competences for lifelong learning, EU 2006 
 Improving competences for the twenty-fi rst century: An Agenda for European 

Cooperation on Schools. EU, 2008 
 Council conclusions of 12 May 2009 on a strategic framework for European 

cooperation in education and training. (“ET 2020”), 2009 
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(continued)

 2010–   Education for sustainable development  
 Climate Change Education for Sustainable Development, 

UNESCO, 2010 
 Education for Sustainable Development, Conclusions of the Council, 

EU, 2010 
 Learning for the future – competences for education for sustainable development, 

UNECE,  2012  
  Health promotion  
 The new European Policy for Health – Health 2020 Vision: Vision, values, main 

directions and approaches, WHO/Europe 2011 
 Early childhood education and care: providing all our children with the best 

start for the world of tomorrow. Conclusions of the Council, EU, 2011 
 Facilitating Dialogue between the Health and Education Sectors to Advance 

School Health Promotion and Education, IUHPE, 2012 
 Odense statement, the 4th European Conference on Health Promoting 

Schools, Equity, Education and Health, CBO  2013  
  Common  
 Council conclusions on the social dimension of education and training, 

EU, 2010 
 A Resolution to Promote Health, Equity and Sustainable Development in Schools, 

IUHPE 2012 

  National publications  

 1990–2000   Education for sustainable development  
 ‘A touch of green’ [‘Det grønne islæt’], foreword to the Danish Act on 

primary and lower secondary education, Danish Ministry of Education 
1993 

 Objectives and central areas of knowledge and profi ciency [Formål og 
centrale kundskabs- & færdighedsområder]. Danish Ministry of Education 
1994. Biology, science and technology, social 
studies etc. 

  Health promotion  
 Health and sex education and family studies (Sundheds- og seksualundervisning 

og familiekundskab). Danish Ministry of Education 1994; 1999 
  Common  
 Students’ all-round development [Elevernes alsidige udvikling)]. Danish Ministry 

of Education, 1994 
 2000–2010   Education for sustainable development  

 Local Agenda 21, Danish Ministry of the Environment, 2000 
 Common Objectives [Fælles Mål] 2009, Danish Ministry of Children and 

Education; history, social studies, home economics, biology. etc. 
 Education for Sustainable Development – national strategy for the United Nations 

Decade 2005–2014. Danish Ministry of Education 2009 
  Health promotion  
 Healthy for Life: National health targets and public health strategies 2002–2010. 

[Sund hele livet, de nationale mål og strategier for folkesundheden 2002–10]. 
Danish Government  2002  

International publications

Table 5.1 (continued)
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norms within education for sustainable development and health promotion. 
Discontinuity is evident in the introduction of new concepts and redefi nition of 
other key concepts. For example, in the Ottawa Charter, the biomedical health con-
cept is supplemented by an eco-holistic health concept, integrating the dimensions 
of positive wellbeing, emotional, social, sexual and spiritual health, as well as soci-
etal determinants of health alongside individual lifestyle. Furthermore, the concept 
of  settings  is introduced and recommended as a new approach to health promotion. 
Health is seen as created and lived by people within the settings of their everyday 
life; where they learn, work, play and love (WHO  1986 ). Similarly, in the Brundtland 
Report, the defi nition of sustainable development emphasizes the interrelation of 
socio-economic, cultural and environmental issues, rather than focusing solely on 
economic or technical perspectives. The assumption in both documents is that the 
development of the societies they address is unsustainable and does not promote 
health. Therefore, both documents emphasize the need for social change, underlin-
ing the important role of education, learning and competence development. 

Table 5.1 (continued)

 Healthy food and physical activity in schools [Sund mad og fysisk aktivitet i 
skolen], Danish Ministry of Education  2004  

 The government’s programme for children’s health [Regeringens indsats for børns 
sundhed]. Danish Ministry of Health  2007  

 Inspiration for health education in primary and lower secondary education 
[Inspiration til folkeskolens sundhedsundervisning]. Danish Ministry 
of Education  2008  

  Common  
 Revision of the Danish Act on primary and lower secondary education 2003 
 Revision of the Danish Act on primary and lower secondary education 2006 
 Teacher training [Læreruddannelsen] 2006 
 Students’ all-round development. Common Objectives, subject booklet 47 

[Udvikling af elevernes alsidige udvikling. Fælles Mål, Faghæfte 47]. 
Danish Ministry of Education 2009 

 2010–   Education for sustainable development  
 The ESD portal, EMU. Danish Ministry of Children and Education  2012  
  Health promotion  
 Health and sex education and family studies. Common Objectives, subject booklet 

21 [Sundheds-seksualundervisning og familiekundskab. Fælles Mål, Faghæfte 
21] Danish Ministry of Education 2009 

 Physical activity and exercise in primary and lower secondary education [Fysisk 
aktivitet og motion i folkeskolen], Danish Ministry of Education  2010  

  Common  
 New Nordic School [Ny Nordisk Skole], Danish Ministry of Children and 

Education  2012  
 Reform of Act for Primary and Lower Secondary School [Lov om ændring af lov 

om folkeskolen og forskellige andre love. Lov Nr. 1640.] Danish Ministry of 
Education  2013  

National publications
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 These views of health promotion and sustainable development are framed within 
the context of the great challenges of the twenty-fi rst century, as summarized in 
Table  5.2 : growing interdependence brought about by globalization, climate change, 
unsustainable consumption, social inequality, poverty, chronic disease and inequity 
in global health. The response to these challenges is based on a foundation of shared 
values, endorsing equity, democracy, solidarity and social justice which are also 
supported by the UN Convention on the Rights of the Child, as a document infl uenc-
ing both fi elds. Health and sustainability are treated as interrelated and overlapping 
issues; unsustainable consumption, for example, is directly linked to (a lack of) 
access to clean drinking water, and cross-references are often made between health 
promotion and sustainable development.  

5.4.1.2     Danish Context: A ‘might’ Instead of a ‘must’ 

 The policy frameworks in Denmark for school-based education for sustainable 
development and health education/promotion differ in the sense that health educa-
tion has its own national curriculum guidelines (Danish Ministry of Education 
 2009a ), with clear content, aims and teaching strategies, whereas sustainability is 
integrated in a number of subjects. The aims expressed in the current curriculum 
guidelines for health education are more or less in line with the principles found in 
the Ottawa Charter. Although in the time of working on this chapter they are being 
revised within the school reform process, the assumption is that the key aim will 
remain the same. It is formulated as follows:

  Teaching should contribute in every way possible to the development of pupils’ ability to 
take a critical stance and act, both individually and in cooperation with others, to promote 
their own and others’ health. (Danish Ministry of Education FH21  2009a , p. 4). 

   This passage stresses the importance for health of pupils’ ability to act, whether 
individually or as part of a community. Clearly, this approach is linked to  enablement 
as outlined in the Ottawa Charter. The focus is less on lifestyle and more on 
 competence development and joint action in support of better health. 

 Furthermore, the curriculum explicitly proposes that the whole-school environ-
ment comprise the framework for health education and health promotion. This 
means that in addition to teaching and learning processes, the school leadership and 
the physical and psychosocial environment should be considered important if 
schools are to be learning communities conducive to promoting health. Again, this 
is consistent with the Ottawa Charter and the introduction of the concept of settings 
as important for health promotion. 

 However, not all seems to be in harmony with the international policy  framework. 
Although health education in Denmark is among the compulsory topics inte grated 
within the curriculum, it is a topic with no centrally allocated hours. Consequently, 
it is up to the local authorities (municipalities), with responsibility for schools, as 
well as to the individual school leader and teachers to decide when and how to inte-
grate health education and health promotion in classroom teaching or in the every-
day whole-school practices. As such, there is a risk that health education gets lost in 
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the mix by attempting to do ‘too much and too little’ at the same time. This risk is 
confi rmed by recent research on health education and promotion in Danish schools 
which indicates that, although health education is a compulsory topic, many teach-
ers are not aware of the existence of the national curriculum guidelines for  Health, 
sexual and family education,  and, even when they are, they are not familiar with its 
content (Nordin  2013 ; Smidt  2012 ). This is not helped by the fact that health educa-
tion and promotion are not included in the compulsory subjects for pre-service 
teacher education (   Høj et al.  2011 ), nor in the systematic in-service professional 
development, despite the expectation that all teachers in Denmark, regardless of 
subject specialisation, are supposed to be able to teach health education. The prac-
tice fi eld has mainly developed through externally fi nanced educational interven-
tions aimed at health promotion initiated by municipalities (Nordin  2013 ) and other 
organizations in the local community following national recommendations by the 
Ministry of Health (Justiniano et al.  2010 ), or through international initiatives 
(Simovska et al.  2012 ; Simovska  2013 ). Often, the aims and desired outcomes in 
such interventions clash with the broader values advocated for in policy documents 
and with the clear educational agenda. Most interventions have clear objectives for 
health and health behaviour, which are to be achieved over the course of a limited 
period of time, limiting the possibilities for working with participatory and action- 
oriented educational strategies as suggested in the national curriculum guidelines. 

 With education for sustainable development, the situation is somewhat different. 
Sustainability is part of the curriculum within a number of subjects; e.g. science and 
technology, social studies, history, geography, home economics, health education 
and design. In each case, sustainability learning objectives are outlined in accor-
dance with the overall aims for the subject. The aims presented in the curriculum 
guidelines for social studies, for instance, include:

  The teaching should lead to the development of the requisite knowledge and skills among 
pupils to discuss sustainable development in light of economic growth and the environment 
(Danish Ministry of Education, FH5  2009b , p. 5). 

   The concept of  sustainable development  has secured a foothold in existing 
national curricula; however the ideas and principles of  education  for sustainable 
development are not unfolded. Furthermore, as is the case with health education, 
there is no systematic teacher training within education for sustainable development 
in Denmark, neither pre- nor in-service. Another similarity to health education is 
that the practice fi eld within education for sustainable development has mainly 
developed through sporadic educational development projects and ‘theme weeks’ in 
schools (Læssøe et al.  2009 ). The difference is that, in the case of education for 
sustainable development, the developments are not primarily initiated by municipal 
departments, but mainly by environmental NGOs. Consequently, recent research 
has shown that Danish schoolteachers still express uncertainty about the meaning of 
the concept of sustainable development and appropriate teaching strategies (Madsen 
 2013 ; Breiting and Schnack  2009 ). 

 When considering curriculum guidelines it is important to also take into 
account the issues of assessment and evaluation. As neither health education nor 

5 Linking Health Education and Sustainability Education in Schools…



94

education for sustainable development are part of compulsory national testing 
and examinations, the responsibility for working with these issues, as mentioned 
above, is left to municipalities, school leaders and individual teachers. In princi-
ple, municipalities, schools and teachers in Denmark have considerable auton-
omy in terms of planning and developing pedagogical approaches and local 
teaching plans under the umbrella of the common learning objectives within 
national guidelines (   Danish Ministry of Education  2009a ,  b ). However, with the 
growing infl uence of national and international comparative assessments, quality 
assurance mechanisms, and the culture of “what works”, educational areas which, 
while mandatory, are not subject to evaluation or examination are prone to 
neglect. There is a risk that working with health education and education for 
sustainable development in schools is perceived as something which ‘ might  be 
included’, rather than something which ‘ must  be included’ in the core pedagogi-
cal practice. 

 At the same time, even when it does exist, evaluation within these two fi elds of 
practice can be challenging given the dominant evaluation and evidence  discourses 
(Simovska and Carlsson  2012 ). From a critical educational perspective, which 
underpins both health education and education for sustainable development, it is 
problematic to focus evaluation solely on the sort of narrowly defi ned learning 
outcomes which lend themselves to measurement and performance comparison 
(e.g. knowledge and/or skills) while neglecting related values, comprehensive 
competences and critical awareness. In other words, in order to remain consistent 
with the values endorsed in both international and national policy documents in 
both fi elds, the approach to evaluation within health education and education for 
sustainable development needs to broaden the question of “what works” by asking 
“what works for whom”, as well as “how does it work and in which circum-
stances” (see Carlsson and Simovska  2009 ). This is clearly in contrast with an 
increasingly rigid evaluation culture within education and the imperative for stan-
dardized “evidence-based practice”, as emphasized in the national guidelines and 
priorities related to the on-going school reform in Denmark (Danish Ministry of 
Education  2013 ). 

 Thus, the analysis shows that the Danish national curriculum for health  education 
can only partially be regarded as a norm-supporting structure (Wickenberg  1999 ), 
particularly in terms of its conceptual and ideological foundations. The curricu-
lum’s aims and content are indeed based on an eco-holistic health concept, which 
includes the physical, psychological and emotional dimensions, as well as the socio-
cultural determinants and living conditions, as introduced in the founding docu-
ments for health promotion. The fact that sustainable development is integrated 
within a number of subjects could be seen as conducive to an interdisciplinary 
approach to this topic in schools, although, unlike health education with its separate 
curriculum guidelines, without a medium for outlining such an approach in practice. 
On the other hand, the lack of support, whether in terms of resources, inclusion in 
the quality indicators for schools, or through initial or in-service professional devel-
opment of teachers, could be seen as a norm-hindering structure (Wickenberg 
 1999 ), particularly in terms of resources that would allow implementation of the 
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broader objectives and values outlined in the key international documents in both 
areas. The level and effectiveness of the implementation of the recommendations 
stated in the Ottawa Charter and Brundtland report therefore depend on the ‘transla-
tion’ process into local practice. Consequently, those who are actually involved in 
health education and education for sustainable development in schools, for example 
municipal education and health consultants, headmasters and individual teachers, 
can also be seen as “policy makers” on a micro, practice level (Lipsky  2010 ). While 
this could be seen as a positive opportunity, it still requires systematic support for 
schools and teachers; support which appears absent from the reforms proposed by 
the Danish Ministry of Education.   

5.4.2     Pedagogical Strategies 

5.4.2.1     International Action Plans: Dissemination 
and Re-orientation of Education 

 While the Brundtland Report and the Ottawa Charter formed a bedrock of values 
upon which to base subsequent health promotion and education for sustainable 
development efforts, the international action plans which followed can be seen as 
attempts to fl esh out and popularise these values by outlining strategies and 
approaches, and suggesting methods - both on an organizational level and as teach-
ing and learning approaches. These plans call for a re-orientation of existing edu-
cation systems in line with the overall aim of social change. These documents 
include, for example, Agenda 21 (UN  1992 ); UN  2008 ; UNECE  2012 ; Sundsvall 
statement on Supportive Environments for Health (WHO  1991 ) and Jakarta 
Declaration on Leading Health Promotion into the twenty-fi rst century (   WHO 
 1997a ) (see Table  5.1 ). The call for reorientation of education is best  illustrated 
with the following excerpt from the UNECE Strategy for Education for Sustainable 
Development:

  ESD demands a reorientation [of education] away from focusing entirely on providing 
knowledge towards dealing with problems and identifying possible solutions (UNECE 
 2009 , p. 18). 

   While referring to education for sustainable development, this outline of neces-
sary changes is equally valid for health education. The action component is visible 
in the suggested shift from the transmission of knowledge towards problem solving 
and identifying solutions. Suggesting that existing education systems are not 
 conducive to what Biesta ( 2010 ) would call subjectifi cation (as additional educa-
tional dimension to qualifi cation and socialization), at least in relation to sustainable 
development, another document from the same organization states:

  … at present, education often contributes to unsustainable living. This can happen through 
a lack of opportunity for learners to question their own lifestyles and the system and struc-
tures that promote these lifestyles. It also happens through reproducing unsustainable 
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 models and practice. The recasting of development, therefore, calls for the reorientation of 
education towards sustainable development. (UNECE  2012 , p. 6). 

   Both passages above point towards the need for more comprehensive educational 
efforts that would support the development of critical competences related to 
 sustainable development understood in a broader sense than solely economic growth. 

 In a similar vein, the recommendations and action plans following the Brundtland 
Report and the Ottawa Charter suggest that  participation and empowerment  are 
among the key strategies conducive to both sustainability and health promotion 
(Table  5.2 ). Empowerment is described at individual and/or group levels; participa-
tion is defi ned in a number of different ways, ranging from participation of the target 
groups in the formulation of aims (for sustainability or health) to participation as 
taking part in carrying out predetermined aims. As such, participation of youth at 
various levels of decision-making is stressed in Agenda 21, pointing to the aim of 
 ‘…encouraging the involvement of youth in project identifi cation, design, imple-
mentation and follow-up’  (UN, Agenda 21, Chapter 25.9 g). In line with this, the 
Jakarta Declaration on health promotion points to participation as essential – both 
in decision-making and in education (WHO  1997a ). 

 From a critical education perspective, one can argue that the perspectives on 
participation refl ected in these international documents could signify both ‘sym-
bolic’ and ‘real’ participation, the latter involving a certain redistribution of power 
in decisions and frames regarding the lives of the target groups, including pupils in 
schools (   Simovska  2012a ,  b ,  2013 ). This latter view of participation, suggesting a 
considerable degree of redistribution of power and expertise, also challenges uni-
versal models and approaches, as well as detailed planning and a traditional under-
standing of experts as  ‘… masters over a body of knowledge and its relevant 
techniques’  (Fischer  2000 , p. 29). 

 Furthermore, the international documents within both fi elds emphasize the set-
ting approach as a way forward. The setting strategy advocates including many 
aspects of school life in health promotion and sustainability work – from school 
management to the school environment to teaching practices to school building and 
gardens. The concepts of the Green Flag award for Eco-Schools in Denmark, coor-
dinated by the Danish Outdoor Council, and The Schools for Health in Europe 
(SHE) internationally (Buijs  2009 ) could be seen as collaborative examples endors-
ing the setting approach. This is reiterated in all the conference resolutions and 
statement of the network, from its formation in 1997 in Thessaloniki, Greece to 
2013 in Odense, Denmark. The latest conference statement within the SHE net-
work, the Odense Statement, was published while this chapter was being written 
(CBO  2013 ). The statement is based on the proceedings of the 4th European 
Conference on Health Promoting Schools, which took place in Odense, Denmark in 
October 2013. The Odense Statement reaffi rms the key values, aims and strategies 
from the previous work within the health promoting schools in Europe (e.g. empow-
erment, the whole school approach and participatory teaching strategies), with a 
renewed focus on research. Additionally, it is noteworthy that the Odense Statement 
explicitly links the health promoting schools initiative with education for sustain-
able development. Section B, point 4 states:
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  … [Health Promoting Schools offer] support to education’s contribution to sustainability – 
the health of the people is inextricably linked with the health of societies and of the planet 
(CBO  2013 ). 

   The UN Decade of Education for Sustainable Development (2005–2014), 
launched in 2005, with UNESCO as the lead UN agency, unfolds principles, 
approaches and concrete methods of  education  for sustainable development aimed 
at both informal and formal education. An empowerment-oriented approach is 
stressed, focusing on ownership, critical thinking, collaboration, action and social 
imagination, refl ecting critical and emancipatory ideas, or ideals, of education. This 
is highlighted in the following extract from the UNESCO website presenting educa-
tion for sustainable development:

  It [ESD] also requires participatory teaching and learning methods that motivate and 
empower learners to change their behaviour and take action for sustainable development. 
Education for sustainable development consequently promotes competencies like critical 
thinking, imagining future scenarios and making decisions in a collaborative way 
(UNESCO  2012 ). 

   Similarly, the action plans suggested in the international documents following 
the Ottawa Charter (see Table  5.1 ) propose approaches and strategies specifi cally 
in relation to health education and health promotion. As part of the Health 
Promoting Schools initiative, the IUHPE suggests the following nine prerequisite 
conditions for development: supporting policies, support from school manage-
ment, cross- sector coordination between groups at the schools, analysis of existing 
health promoting work, clear aims and strategies at the schools, development of a 
charter for the schools’ work with health promotion, celebration when milestones 
are reached, teachers’ professional development, and, fi nally, recognition that 
changes take time – it might take 3–4 years to establish a health promoting school 
(IUHPE  2009 , pp. 1–2). 

 Additionally, the analysis shows that the international documents within the 
fi elds of both education for sustainable development and health education/promo-
tion which follow in the wake of the Ottawa Charter and Brundtland Report refl ect 
a mixture of two, sometimes contradictory strategic approaches – on the one hand, 
local collaborative strategies and participation; on the other hand, global indicators, 
measurements and best practice (Table  5.2 ). Two tendencies can be identifi ed in this 
respect:

    (a)    Appeals to the responsibility of national governments to formulate clear aims 
and strategies, as well as measurable outcomes for health promotion and sustain-
able development. At the same time, governments are expected to draw on softer 
governance approaches which give weight to collaborative processes within 
states, NGOs, companies, educational institutions and research  institutions, and 
emphasise community-based approaches and knowledge exchange through net-
work learning. This is refl ected, for instance, in the UNECE strategy for ESD 
which stresses the importance of Ministries of Education in developing aims and 
strategies within the fi eld while also underlining the key role played by local 
actors and local schools and the need to ensure the participation of all relevant 
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stakeholders (UNECE  2012 ). Along the same lines, only this time in relation to 
health promotion, WHO states that:

  …governments have special responsibilities to guarantee basic and universally accepted 
human rights, support democratic and participatory processes, and create infrastructures and 
conditions which support action to address the determinants of health (WHO  2000 , p. 18). 

       (b)    An emphasis on efforts to identify common approaches and assessment tools 
across national borders and local communities by focusing on the development 
of indicators, evaluation schemes, collections of good examples and the identi-
fi cation of universal ‘best practices’.    

  A shift in terminology and argumentation can be seen, especially within health 
promotion, from underlying social change based on arguments of equity and justice, 
to a growing focus on ‘effective implementation’ based on ‘evidence based knowl-
edge’ and ‘best practice’, as exemplifi ed in the Jakarta Declaration (1997) and the 
Bangkok Charter for Health Promotion in a Globalized World (2005). We agree 
with Porter’s ( 2006 ) characterisation of the development from the Ottawa Charter to 
the later Bangkok Charter as moving from  …a ‘new social movements’ discourse of 
eco-social justice in Ottawa to a ‘new capitalism’ discourse of law and economics 
in Bangkok  (Porter  2006 , p. 75). 

 Nevertheless, despite the growing focus on common standards and measurement, 
there is also an emphasis evident within both health promotion/education and educa-
tion for sustainable development on a wide array of diverse approaches and methods, 
stressing local relevance, the importance of local actors and the socio- historical con-
text. The diversity of the suggested approaches and methods is highlighted in a num-
ber of collections and catalogues of examples from all over the world within both 
health promotion and ESD, as seen, for instance, in the catalogue (UNU  2007 ) of 
examples of education for sustainable development at the global RCE webpage 
(  www.ias.unu.edu    ), or in the book of examples from practice which was published 
following the 3rd European Conference of Health Promoting Schools in Vilnius, 
Lithuania (Buijs et al.  2009 ). These examples do not necessarily emphasize “best” 
practices, but feature innovative, challenging and inspiring examples to learn from. 

 The importance of diverse methods of practice embedded in the context, but also 
of sound research and evaluation, is explicitly addressed by the WHO in the report 
Health Promotion: Bridging the Equity Gap (WHO  2000 ), based on the Fifth Global 
WHO Health Promoting Conference in Mexico. This is best illustrated by the 
 following excerpt:

  …it is diffi cult to determine a simple and universally agreed set of rules of evidence for 
health promotion. ‘Evidence’ is inevitably bound to social, political and cultural context, and 
will be related to the method of action, process of change and measure of outcome which are 
valued by the population affected by actions to promote health (WHO  2000 , p. 18). 

   Thus, ambiguous messages are once again refl ected in the international documents, 
giving the responsible government bodies the leeway to interpret and transform their 
content in different ways within national policy, which, in turn, is re-interpreted at 
local levels prior to realisation within classroom and/or school practices.  
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5.4.2.2     Danish Context: Risk of Losing the Key Educational Aspects 

 In 2009, the Danish (centre-right) government presented their national ESD strat-
egy, ‘Education for Sustainable Development – a strategy for the United Nations 
Decade 2005–2014’ (Danish Ministry of Education  2009c ). In line with the interna-
tional policies discussed above, in the introduction, the strategy focuses on integrat-
ing sustainability education within all relevant school practices. However, in later 
passages, education for sustainable development is framed primarily in terms of a 
more general focus on the natural sciences, with reference to ‘solid scientifi c knowl-
edge’ and ‘science Bildung’. 2  

 The interdisciplinary approach and the notions of empowerment, participation 
and collaborative approaches which are introduced in the international documents 
within ESD are only vaguely refl ected in the Danish ESD strategy. Nature, technol-
ogy and health are key terms in the strategy, and three primary objectives are stressed: 
(1) personal responsibility for sustainable development, (2) development should be 
based on a solid natural science foundation, and (3) economic growth , ideally , should 
not affect future generations or people living on the other side of the world (Danish 
Ministry of Education, National Strategy for the UN Decade of ESD  2009c ). 

 Nevertheless, it would be fair to say that some efforts have been made on a 
national level to encourage more comprehensive and critical approaches to educa-
tion for sustainable development. For example, the Danish Ministry of Education 
developed a website in 2012 introducing the broad concept of ESD, the interna-
tional frameworks, links to key stakeholders, descriptions of fi eld trips and collec-
tions of ‘good examples’ (  www.ubuportalen.dk    ). In this way, interested schools or 
teachers can fi nd resources and inspiration if they want to focus on education for 
sustainable development. However, as mentioned previously, with no time specifi -
cally allocated to ESD as part of the curriculum and with no formal examinations, 
one can argue, in line with Breiting and Wickenberg ( 2010 ), that education for sus-
tainable development in Danish schools has been more or less restricted to a rela-
tively small number of enthusiastic teachers, champions, or ‘fi ery souls’ as they are 
called in Denmark. 

 In contrast, health promotion/education has had a high profi le in Denmark, 
 politically speaking, during the last decade: national action plans published by both 
the Ministry of Health and the Ministry of Education address health education in 
schools (see Table  5.1 ). In these documents health promotion is embedded within a 
framework where both parents often work full-time, and it is normal that children 
and young people spend a lot of time on computers etc. Thus, health promotion is 
predominantly related to the risks of ‘lifestyle diseases’, such as obesity and type 2 
diabetes, emphasizing the so-called KRAM-factors (food, smoking, alcohol and 
physical activity), as particularly refl ected in the following publications (Table  5.1 ):

2   The term ’Bildung’ refers to the German educational tradition of “Didaktik” emphasizing the 
broader educational aims of raising critically aware citizens, as developed by the German philoso-
pher Wolfgang Klafki, among others. 
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•     Healthy for life – aims and strategies for public health 2002–2010  (Danish 
Government  2002 ),  

•    Healthy food and physical activity in school  (Danish Ministry of Education 
 2004 ) and  

•    Physical Activity and exercise in schools  (Danish Ministry of Education  2010 ).    

 In this sense, the approaches and methods found in national action plans and strate-
gies related to health promotion and health education in Denmark, although consistent 
with the general values suggested in the Ottawa Charter, can be seen as endorsing dis-
ease prevention and individual lifestyle change rather than positive eco-holistic health 
promotion and critical health education. The approaches suggested in the national 
policy documents could be seen as using the school as an arena to reach large numbers 
of children and young people, and to work with predefi ned interventions aimed at 
health behaviour change. The settings approach, which treats schools and local com-
munities as active partners in health promotion and education, that are involved in the 
process of formulating aims, strategies and priorities within the context of everyday 
school life and the main educational priorities of the school (Green and Tones  2010 ; 
Dooris  2012 ; Jensen  2012 ; Mathar  2013 ), seems to be “lost in translation”. 

 In summary, the analysis of the national documents providing the framework for 
school practice within the fi elds of health education/promotion and education for 
sustainable development shows that, while basically consistent with the values 
endorsed in international documents, the national policy framework is not  conducive 
to broader, comprehensive concepts of health and sustainability and a focus on their 
socio-historical contexts. By emphasizing narrowly defi ned concepts of sustainabil-
ity and health, the focus remains on an individual rather than social change, which, 
consequently, seems to restrict the possibilities for fostering the educational 
 outcomes such as critical action competences of children and young people.   

5.4.3     Competences 

5.4.3.1     International Framework: Co-production of Knowledge 

 Analysis of the international documents in relation to the various competence 
 categories (Table  5.2 ) shows that an opening of the classroom towards the local 
community and co-production of knowledge in collaboration with external actors 
and organizations, e.g. local sports clubs, cultural institutions, ‘green guides’ and 
local farmers, is characteristic of both fi elds. As formulated in Agenda 21:

  Schools should involve schoolchildren in local and regional studies on environmental 
health, including safe drinking water, sanitation and food and ecosystems and in relevant 
activities, linking these studies with services and research in national parks, wildlife 
reserves, ecological heritage sites etc. (UN, Agenda 21, Chapter 36.5 e). 

   This facilitates cross-disciplinary and problem-based learning, working with 
‘real life’ issues, multiple perspectives and experimental teaching approaches. 
Knowledge is seen as closely related to action, and competence development is 
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related to experience, participation and action taking, as expressed in the 
 following passage from the UNECE strategy for education for sustainable 
development:

   … [the aim is to]  equip people with knowledge of and skills in sustainable development, 
making them more competent and confi dent and increasing their opportunities for acting 
for a healthy and productive life in harmony with nature and with concern for social values, 
gender equity and cultural diversity.’  (UNECE  2009 , p. 16). 

   The analysis shows that the international action plans and guidelines within both 
health education/promotion and sustainability refl ect a dual view of knowledge. On 
the one hand, the documents emphasize local knowledge and diverse ways of know-
ing and learning. On the other hand, they promote expert knowledge and expert- 
defi ned goals related to health promotion and sustainability. In other words, the 
policies point to the importance of individual knowledge about “healthy lifestyles” 
and “sustainable behaviour”. The view on learning and competence development 
which is refl ected in these documents could be seen as a combination of accumula-
tive learning (adding new knowledge to already established cognitive schemes), and 
accommodative learning (challenge the existing pre-conceptions and understandings) 
(Piaget, 1946 in Illeris  2009 ), emphasizing cognitive insight, engagement, self-
refl exivity, visions and critical sense. The development of competences and knowl-
edge is related to both pupils and teachers in schools. The teacher also becomes 
learner, and teachers are described as ‘agents of change’, whereby the development 
of teachers’ competences amounts to an ‘empowerment’ of teachers. This is seen, 
for instance, in the UN publication ‘Learning for the Future – Competences in 
Education for Sustainable Development’ (UN  2012 ). Key competences for teachers 
are here divided into four main categories: ‘learning to know, learning to do, learning 
to live together and learning to be’ (UNECE  2012 , p. 13). An overall aim is profes-
sional teacher development through a critical, self-refl ective practice.  

5.4.3.2     Danish Context: Competence – For What? 

 The current Danish government proposed a reform of basic general education in 
2012, to be implemented from August 2014. The reform was initially branded as 
 New Nordic School , and with the slogan “Academic improvement of the school”. 
The Ministry of Education published a  Manifesto for the New Nordic School  (Danish 
Ministry of Education  2012 ) outlining the main focal points of the reform. One of 
the 10 points in the manifesto explicitly stressed sustainability:

  By its teaching, pedagogical practice and exemplary conduct in the daily work and activi-
ties in the institutions, make children and young people co-creators of a democratic and 
sustainable society – socially, culturally, environmentally and economically (Danish 
Ministry of Education  2012 , p. 10). 

   Interestingly, following the broad political agreement among most of the par-
ties in the parliament, the notion of sustainability disappeared from the school 
reform (Danish Ministry of Education  2013 ). The terms sustainability, sustainable 
development, and education for sustainable development are all missing from the 
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fi nal agreement. Health, on the other hand, is mentioned a number of times, pri-
marily in relation to physical activity and healthy diet. Although the broader con-
cept of wellbeing is also mentioned a number of times, including the imperative 
that schools promote the wellbeing of all pupils, there is a clear indication that 
wellbeing will primarily be the subject of monitoring and documentation rather 
than of initiatives, whether at the whole-school or classroom level, to address 
determinants of psychological wellbeing and the links between wellbeing and 
learning outcomes. 

 Thus, in the Danish context, the co-production of knowledge through democratic 
processes of teaching and learning does seem to be refl ected in national policy. 
However, the content of this knowledge, and the competences deemed necessary, 
seemingly remains rooted in the narrow categories of health behaviour (that is, 
knowledge about risks and behavioural change to avoid these risks). The educa-
tional concept of action competence, which implies multi-dimensional knowledge, 
including visions related to social changes and actual experience with initiating 
change, seems to be absent. The concept of sustainability and related competences 
and knowledge are not visible at all. The next step in the school reform process will 
be to translate the overall objectives into specifi c learning objectives for each sub-
ject. It remains to be seen whether sustainability, as well as a broader understanding 
of health education, will be included here.    

5.5     Concluding Refl ections 

 Based on the assumption that societies in their present form do not contribute suf-
fi ciently to sustainable and health-promoting development, the need for structural 
change of current school systems so as to support the development of critical com-
petences among children and young people has been emphasized in the interna-
tional policies and action plans following the Ottawa Charter and the Brundtland 
Report. However, such changes are more easily expressed in policy documents, in 
the form of intentions, calls for action, suggestions and recommendations, than as 
specifi c practices, as stressed by Stevenson ( 2007b ), among others. A ‘gap’ is appar-
ent between political intentions and aspirations on the one hand and local everyday 
practices on the other (Nordin  2013 ). Both health education/promotion and educa-
tion for sustainable development compete with a number of other issues to be 
addressed in a busy school day, where demands by both students, parents and school 
management need to be met; for example, the introduction of more detailed require-
ments for lesson planning and quality assessment combined with a greater demands 
on effi ciency and a reduction in the available hours for preparation (Jourdan  2011 ; 
Stevenson  2007b ). 

 One criticism of the concepts of sustainable development and health promotion 
is that their broadness limits their usefulness through a process of dilution. There is 
a danger that sustainability and health promotion are applied as umbrella terms for 
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a wide array of visions and initiatives about ‘a better world’ and ‘the good life’, 
which are not necessarily directly linked to either health or sustainability. Thus, 
working with either issue presents a challenge to schoolteachers in terms of estab-
lishing boundaries for relevant content. 

 Health promotion has been defi ned as  health policies X health education  (Green 
and Tones  2010 ), indicating that the one cannot fully function without the other. 
Similarly, sustainable development could be defi ned as  sustainability policies X sus-
tainability education . Within such defi nition, it can be seen as problematic if the 
stated aims, visions, ambitions and strategies in the policies are not followed by 
clear and specifi c efforts to strengthen the educational component in the form of 
explicit curriculum guidelines and priorities, in-service professional development 
for teachers, space for experimentation and sharing knowledge and experience. In a 
Danish context, strong national discourses on climate change, green growth, science 
education and lifestyle diseases risk reducing the fi elds of health education and 
education for sustainable development to a question of natural science education, 
green skills, physical activity and healthy eating to stay healthy and match labour 
market demands. Although mental wellbeing is mentioned in the new school reform 
document, it appears that the focus remains on narrowly defi ned lifestyle indicators, 
monitoring and measurement. 

 There seems to be a need for developing new supporting structures (Wickenberg 
 1999 ) able to help explore and generate local experiences with health education/
promotion and education for sustainable development at municipal and school 
 levels. Especially in relation to health and sustainability, which are considered 
among the major global societal challenges, international and supranational 
 organizations have an interest in formulating specifi c recommendations and guide-
lines within education, even though education is normally a matter of national juris-
diction. As stressed by Kickbusch ( 1997 ), the tendency is that these international 
policies are expanding their domain, thereby often interfering with national poli-
cies. Referring to the WHO action plans, Kickbusch states:

  We will clearly see these types of agreements increasing, sometimes undermining national 
standards, sometimes going far beyond them (Kickbusch  1997 , p. 279). 

   In the terminology of Moos ( 2009 ), international guidelines, recommendations, 
reports and statistics can be seen as ‘soft laws’. Opposite to ‘hard laws’, which are 
legally binding, soft laws are characterized by the use of persuasion with a view to 
infl uencing the norms in a specifi c setting or country. However, the real infl uence of 
these international policy documents and guidelines on national education policies 
has been questioned in the fi elds of both school-based health promotion and educa-
tion for sustainable development. Sterling ( 2000 ), for instance, claims that the 
 education community has not truly responded to the calls within sustainability/envi-
ronmental education and health education/health promotion:

  …we cannot expect environmental, health and other forms of ‘education for change’ to be 
effective, if they are working from a marginalized status, that is, if the dominant conception 
of the purpose and goals of education as a whole are largely unsympathetic to the changes 
called for in the international mandate (Sterling  2000 , p. 254). 
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   As pointed out by Kickbusch ( 1997 ), the international policies, guidelines and 
agreements often lack decision-making structures at the global level and work in 
various ways. Linkages between the international, national and local levels take 
form as various initiatives - stretching from structural initiatives, for example the 
European Union’s education exchange programmes; to associations, for example 
the International Union for Health Promotion and Education (IUHPE); to networks, 
such as the Schools for Health in Europe Network (SHE); to collections of inspira-
tion materials presenting ‘good examples’ on e-learning platforms; and international 
conferences aimed at exchanging knowledge and experiences. As such, the interna-
tional guidelines and initiatives within education for sustainable development and 
health education/promotion could be said to form “ norm supporting  structures ”, as 
emphasized by Wickenberg ( 1999 ,  2004 ). The support is provided on two levels – 
on a symbolic level by highlighting, pooling resources, and prioritizing health and 
sustainability, and on a specifi c level by providing inspiration, knowledge sharing 
opportunities and examples of practice. Based on the framework of critical education, 
this support could provide space and time for joint experimentation, self-refl ective 
practices, co-learning and collaborative processes, problem solving and opening of 
the school towards the local community. 

 In Denmark, the existing policy framework seems to narrow down the fi elds, as 
a number of action plans and strategies within health and sustainability do not fully 
refl ect the  educational  ideas and approaches called for in some of the international 
policies. The analysis shows that the links between international and national 
 policies are most clearly refl ected in the curriculum guidelines for health education 
whereas the calls for action on social change and re-structuring of the education 
system do not seem to be refl ected in the existing school framework or in the reform 
documents. 

 However, it is fair to acknowledge that some policy frameworks do exist which 
could form the foundation for future work on health education and education for 
sustainable development, such as the aim in the current school reform to open the 
school to the local community and the surrounding world, and the potential for 
integration of sustainability and health in relation to the specifi c subjects in the cur-
rent reformulation of curricular aims for all the subjects. 

 If health education/promotion and education for sustainable development in 
schools are to go beyond the work of a few ‘fi ery souls’, and be anchored systemati-
cally within the everyday life of the whole school, supporting structures, in the form 
of clear prioritization of the fi elds in national policies, followed by adequate 
 pedagogical initiatives and approaches, including formative and realistic evaluation, 
seem necessary. In this sense, future research would do well to look not only at what 
is ‘lost’ when international policies are translated into a national context, but also 
what is ‘gained’ in the interplay with local practices and meaning construction at 
school level.   
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    Abstract     The attention and need for evidence of school health promotion in the 
Netherlands are growing. This chapter examines the extent to which the School 
Beat approach being implemented in secondary schools in Southern Limburg, and 
what are the success factors, shortcomings and bottlenecks of sustained school 
health promotion? Eighteen health promoting schools were followed during a period 
of 4 years. A multi-method research approach was used including questionnaires 
and interviews. The theoretical framework of this research builds on the Diagnose 
Sustainable Collaboration (DISC) model which was developed by Leurs (Remediaal 
4(1):3–8, 2003). 

 Secondary schools do consider health promotion as important. But, because of 
the high workload in schools and the lack of legal commitment health promotion 
has not been given high priority in schools, so far. Despite this position schools try 
to address health with support of their regional Public Health Service. For  successful 
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implementation of school health promotion the appointment of a school health 
promotion advisor is crucial. Competence requirements for the implementation of 
school health promotion are related to organizational and educational knowledge. 
There is no natural connection between health and educational goals in schools. 
Investment in advocacy, school commitment, seeking connections between the 
educational and health goals and shared responsibility between the educational and 
public health sector can make a difference. Currently the attention for school health 
promotion policy is increasing. Nevertheless only little evidence-based school 
health policy is available. This research provides recommendations for the 
 implementation of school health policies in the Netherlands and internationally.  

  Keywords     School health policy   •   Health promotion   •   Secondary schools   •   School 
Beat approach   •   Collaboration  

6.1         Introduction 

 Children’s health has long been a frequently discussed topic in the world of  education 
(Aggleton et al.  2000 ). This started with the development of rules pertaining to the 
hygiene of students and classrooms in the early 1800s, followed by international 
attention for school health services around the middle of the twentieth century and 
a change from health education to health promotion in the 1980s (Leurs  2008 ), 
culminating in the framework of the Health Promoting School. The Health Promoting 
School (HPS) concept combines health and educational goals through collaborative 
partnerships but also targets the physical and social environments in and around 
school, supported by community activities and health services (St Leger  1999 ; WHO 
 1998a ,  b ). Broader frameworks for school health promotion are supposed to generate 
even greater health gain for children (Lister-Sharp et al.  1999 ; Stewart-Brown 
 2001 ,  2006 ; St Leger and Nutbeam  1999 ,  2000 ), and higher academic  performances 
(Suhrcke and de Paz Nieves  2011 ). This HPS approach has been adopted in many 
countries (Marx and Wooley  1998 ; Clift et al.  2005 ; St Leger  2004 ), including the 
Netherlands (Leurs et al.  2002 ,  2005a ; Bos et al.  2010 ). 

 To strengthen the position of health promotion in and around schools, a new 
method for school health promotion has been developed since 2002 in the 
Netherlands, commonly referred to as the School Beat approach (“Schoolslag” 
approach). This method places greater emphasis on the establishment and monitor-
ing of sustained intersectoral collaborative support for comprehensive school health 
promotion (Leurs et al.  2005b ). 

 This chapter will discuss the development of the Dutch interactive School Beat 
approach for Health Promoting Schools, detailing its success factors, shortcomings 
and impediments for intersectoral collaboration, based on a case study in the south-
ern part of the Netherlands. The chapter will also detail opportunities for successful 
and sustained implementation of comprehensive school health promotion.  
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6.2     The School Beat Method: What to Do 

 The School Beat approach is a six-step method that thoroughly and systematically 
elaborates on the  content  of the Health Promoting School framework. The main 
question during the six steps procedures that characterize School Beat is about  what 
to do , underpinned by why, when and by whom. The six steps are delineated as 
follows:     

Step 1: Determining the health needs at the school  
  Step 2: Setting health promoting priorities  
  Step 3: Identifying important and modifi able determinants  
  Step 4: Designing the health promoting school plan  
  Step 5: Implementation  
  Step 6: Evaluation    

 The fi rst step involves determining the school’s health needs based on available 
epidemiological data about the students, as well as data on their academic performance 
and other relevant information obtained from the school. Step two involves setting 
health promotion priorities based on the information gathered in the fi rst step. The 
opinions of the school team, parents and students all play an important role. In step 
three, important and modifi able determinants of priority problems are identifi ed by 
the school, in order to select possible activities focusing on students, staff, school, 
school policy and the community. In step four, the school writes a school health 
plan on the basis of all the previous steps. In order to structure the program and 
the choice of activities, the (WHO) Health Promoting Schools approach and the 
corresponding American Coordinated School Health Program (Marx and Wooley 
 1998 ) were adapted to the Dutch situation (see Fig.  6.1 ).

  Fig. 6.1    The “Schoolslag” interpretation of the Healthy School Model       
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   Step fi ve involves the implementation of the school health plan and activities. 
Activities can be implemented through (1) the school curriculum, teaching, and 
learning; (2) the school environment, and organization; and (3) school-community 
partnerships and services. The fi nal step consists of an evaluation to measure the 
interventions’s output and outcomes. A comprehensive description of the School 
Beat method has been published by Leurs ( 2008 ).  

6.3     The DISC Monitor: How to Do 

 Special attention to the  process  is the rationale for the monitor to ‘DIagnose 
Sustainable Collaboration’ (DISC) which was developed by Leurs ( 2003 ). The main 
questions when using the DISC monitor are about  how to do, i.e. how to collaborate,  
underpinned by why, when and by whom. Collaborations and partnerships are 
essential to Health Promoting Schools as schools deal with multi-party problems 
on a continuous basis (Andis et al.  2002 ; De Leeuw  1989 ; Gray  1989 ). Intersectoral 
collaboration in which people from different disciplines and cultures are expected to 
work together. This is clearly not without a distinct set of challenges (Allensworth 
 1987 ; Padgett et al.  2004 ; Van Eyk and Baum  2002 ). Interest in the process 
and prerequisites of collaboration in organizing Health Promoting Schools, is 
rising (Deschesnes et al.  2003 ,  2010 ; El Ansari and Weiss  2006 ). Underlying 
theories and principles of organizational change are widely available from other 
sectors (Cummings and Worley  2001 ; De Caluwé and Vermaak  2003 ; Van 
Raak  1998 ) and can serve to effectively inform health  promotion implementation 
in schools. 

 Based on existing knowledge from other sectors and disciplines, the School 
Beat-partners developed what has become known as the DISC monitor (Leurs et al. 
 2005a ). The DISC monitor specifi es collaborative support at three levels: perceptions 
(what is the opinion of the collaborative organizations about collaboration?); 
intentions (do the parties intend to collaborate?); and actions (are the parties 
actually going to collaborate?). The DISC monitor functions to describe the state of an 
intersectoral collaboration at a given moment in time, aiming to reveal opportunities 
and impediments for change. A thorough analysis of the current status of the 
collaboration supports the selection of suitable change strategies to enhance the 
development of the collaboration (De Caluwé and Vermaak  2003 ). The monitor was 
fi rst studied in an exploratory study in 2004. This study clearly supported the value of 
using a systematic approach to monitoring the process of intersectoral collaboration 
between organizations from public health, welfare, mental health and addiction 
and governments (Leurs et al.  2008 ). Some adjustments were made to improve the 
DISC monitor and this version was used in a follow-up study of Boot (Boot  2011 ). 
The DISC monitor enables practitioners to diagnose the progress of an innovation, 
 i.e.  the School Beat method, from adoption to implementation, routinization and 
 sustainability (Fig.  6.2 ).
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6.4        The Dutch Example 

 The case study of the Southern Limburg region of the Netherlands, conducted 
in 2008–2011 serves to illustrate well the current situation of Health Promoting 
Schools in the Netherlands. The Southern Limburg region covers an area of 
66,056 km 2 , has an approximate population of 600,000, and has 25 secondary schools 
with approximately 40,000 students. The School Beat approach was introduced in 
Southern Limburg in 2002. The main aim of the program was to reduce adolescents’ 
health risk behavior by guiding secondary schools in establishing planned and 
systematic school health promotion policies (Boot  2011 ). Since its inception in 
2002, the implementation process has been combined with evaluative studies, to 
monitor progress and identify the need for adjustments. In 2008, a follow- up study 
began to give insights into characteristics of systematic school health promotion in 
the Netherlands. 

 The following research questions were addressed:

    1.    To what extent are the six steps of the School Beat approach being implemented 
at secondary schools in Southern Limburg?   

   2.    Is there a relationship between the level of school satisfaction with the assistance 
offered by the HPS advisor, and progress in the implementation process of the 
School Beat approach?   

   3.    What factors infl uence successful intersectoral collaboration and  implementation 
of the School Beat approach in secondary schools?     

  Fig. 6.2    The DIagnosis of Sustainable Collaboration (DISC) model (Leurs et al.  2005b )       
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6.4.1      Education and Health Policy 

 The Dutch Ministry of Education, Culture and Science is responsible for secondary 
education in the Netherlands. To this end, the Ministry has formulated core 
objectives related to language, arithmetic, science, society, art, culture, exercise, 
sports, recently supplemented with healthy living (for vocational schools only), 
sexuality and sexual diversity (SLO  2007 ; MBO Raad  2010 ). Prime focus 
 however is on language and arithmetic. The objectives are translated into 
 educational programs by a national body and then delegated to the local level of 
school boards. In the Netherlands there are 356 of such boards, managing 1,290 
secondary schools. The main task of school boards is to create the conditions that 
enable individual schools to implement the national core objectives (SLO  2007 ; 
VO-Raad and Ministry of Education, Culture and Science  2008 ; VO-Raad  2009 ). 
At the level of individual schools, the national objectives have to be translated 
into practical activities and included in each school’s own policy, according the 
operational conditions established by the school board (Turkenburg  2008 ). 
Within these conditions, schools are free to formulate their own health promoting 
policies and aims. 

 Although health promotion is not yet a standard part of the educational 
 objectives, schools are nevertheless obliged by their municipalities to establish 
a care structure for individual students with health and social problems 
(Bosdriesz and Berkenbosch  2003 ; Wijsmuller  2002 ). To this end, each school 
has to appoint a pupil care coordinator (referred to as PC coordinator below) to 
guide students who encounter individual problems that affect their school 
achievements and behavior, supported by a care team of representatives of 
various health and youth care organizations (in the domains of welfare, crime, 
alcohol and drugs, mental health). This is an extra-curricular position, funded by 
the local government. This approach is mostly health-care driven, with little 
attention given to health promotion (Van Der Steenhoven and Van Veen  2009 ). 
The school care structure is the responsibility of the Ministry of Health, Welfare 
and Sport. This Ministry also mandates local governments to monitor the health 
status of young people, assess care needs and provide health education, advice 
and counseling, which may legitimize the role of the school care organizations 
in introducing health promoting policies in secondary education (Ministry of 
Health, Welfare and Sport  2011 ). 

 In summary, at national level two separate ministries are responsible for 
 respectively education policy and health policy. At local level school boards and 
local governments are responsible for respectively education policy and health 
 policy. In this interplay of responsibilities, collaborative implementation of school 
health promoting policies depends on the informal goodwill of the parties involved. 
The DISC monitor then can be a useful tool to facilitate practitioners to unravel the 
collaboration process between the different partners participating in the School 
Beat innovation.  
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6.4.2     Joined Forces 

 Health promotion does not have a structural position within the Dutch educational 
system. The position of school health promoting policies is somewhere between the 
legislative spheres of the Ministry of Health, Welfare and Sport and the Ministry of 
Education, Culture and Science. Since Dutch legislation does not link health and 
education, such a link is also lacking in the way these two fi elds are organized. 
Recently, the two ministries have shown more interest in intersectoral collaboration, 
for example in the national prevention programme of the Ministry of Health, Welfare 
and Sport to be established during 2013. 

 Although schools feel responsible for their students’ health, they have limited 
resources available to promote it. In addition many prevention organizations approach 
schools, offering programs to solve social and health problems, so the educational 
system is swamped by requests. Due to this workload, schools often at best give 
some  ad hoc  attention to health promotion, but mostly focus on individual pupil care 
as far as health is concerned (Bos et al.  2010 ). In response to this situation, all 
regional organizations in Southern Limburg (The Netherlands) specialized in health, 
welfare, safety, individual pupil care and youth care joined forces in 2002. This 
group, coordinated by the regional Public Health Service (in Dutch: GGD) aimed to 
improve the role of Health Promoting Schools (Leurs et al.  2002 ,  2005a ). All orga-
nizations were able to offer services to the schools based on their government fi nanc-
ing; schools only had to pay for materials that might be used in lessons and for their 
own staff time (e.g. for meetings with a HPS advisor). All 25 secondary schools in 
the South Limburg region participate in the School Beat method since 2002. 

 Coordinated by the local GGD a so-called Health Promoting School advisor (HPS 
advisor) is appointed for each school from among its own staff. The assistance offered 
by the HPS advisor generally has two main components, the fi rst relating to the actual 
introduction and elaboration of the steps of the School Beat method (referred to 
below as  content  assistance), and the second relating to identifying and advising on 
factors in the organizational context, such as external factors, change management, 
context, project management and collaboration (referred to below as  process  
 assistance). In total 12 HPS advisors were appointed to work with the 25 schools. 

 While shaping the school’s health promoting activities, the HPS advisor cooper-
ates with the school but also provides them with links to other agencies and organi-
zations, matching needs to programs and interventions that are available (e.g. within 
the judicial, mental health or welfare systems). As such, collaboration is an  important 
aspect of the School Beat approach.   

6.5     Method 

 To answer the research questions, health promoting schools in Southern Limburg 
were followed over a period of 4 years using a multiple method research approach 
involving questionnaires and interviews. The PC coordinators (see Sect.  4.1  above), 

6 Health Promotion in Dutch Secondary Schools: Promising Collaboration…



120

school managers, teachers and HPS advisors of the participating schools fi lled out a 
questionnaire to measure the progress of the School Beat steps (response see 
Table  6.1 ). The questionnaire consisted of 20 statements addressing the implemen-
tation of the six steps of the School Beat approach. A step was considered to have 
been fully implemented if all statements regarding that step were answered affi rma-
tively by both the representatives of the school and the HPS advisor. Furthermore, 
nine (fi ve-point Likert-type) questions were asked about satisfaction with the 
  content  assistance offered by the HPS advisor (Cronbach’s alpha = 0.896). Ten 
(three- point) questions referred to the level of satisfaction with the  process  assistance 
of the HPS advisor (Cronbach’s alpha = 0.883).

   Subsequently, group interviews were held in each of the 18 schools, represented 
by their PC coordinator, the school manager, and their school’s HPS advisor. The 
main purpose of the group interviews was to get more detailed information about 
the process of implementation and collaboration, using the DISC monitor. Interviews 
were transcribed verbatim and analyzed using NVivo 8. 

 To illustrate the real discrepancies, we present the interview results of the two 
extreme cases in terms of the degree of implementation,  i.e.  the best and worst 
cases. This selection was based on the questionnaire using the 20 statements on the 
School Beat steps. As the worst case we selected the school that had implemented 
the fewest School Beat steps, while the best case was the school that had  implemented 
the most steps.  

6.6     Results of the School Beat Study 

6.6.1     Implementation of the School Beat Steps 

 Table  6.2  presents major results. All the statements relating to step 1 (determining 
health needs), step 2 (setting priorities) and step 5 (implementation) were answered 
affi rmatively by more than half of the schools, with one exception: implementation 
of the school health promoting plan in step 5 was reported by four schools only. 

 Steps 1 and 2 had been completed by more schools than the subsequent steps. 
The number of schools that had implemented steps 1–6 in the intended order 
decreased going from step 4 to steps 5 and 6. None of the schools reported having 
fully implemented the School Beat approach as originally intended.  

   Table 6.1    Response   

 Function  Questionnaires  Response  % 

 PC coordinators  50  39  78 
 School managers  165  59  36 
 Teachers  1,592  399  25 
 HPS advisors  18  12  67 
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6.6.2     Satisfaction with the HPS Advisor 
and Progress in Implementation 

 To answer the second research question, we focused on the role of the HPS advisor. 
Table  6.2  shows that schools that took an active interest in health and safety were 
more satisfi ed, in terms of both the assistance to content and process offered by the 
HPS advisor. The schools that had implemented the activities of step 4 (designing 
the school health promoting plan) tended to be more satisfi ed with the content 
assistance by their advisor, except regarding the presence of a school health 
promotion plan and the description of research results and activities in the school 

    Table 6.2    Scores on satisfaction with the  content  assistance (CA) and  process  assistance (PA) 
offered by the HPS advisors of schools that completed a particular step of the School Beat method 
and schools that did not complete that step   

 Statements for each step of the 
“Schoolslag” approach (At our 
school…) 

 Implementation  Satisfaction 
with CA 

 Satisfaction 
with PA  School level 

 N = 18  Range −2 to 2  Range 0–2 

 Groups  N (yes)  N  Mean  N  Mean 

  Step 1 Determining the health needs at the school  
 Attention is being devoted to 

health and safety 
 Completed  15  12  0.98**  12  1.91** 
 Not completed  3  3  −1.30  2  1.40 

 There is a prevention team in 
place 

 Completed  12  11  0.85  11  1.82 
 Not completed  6  4  0.08  3  1.93 

 There is a framework for 
prevention activities 

 Completed  11  11  0.78  11  1.82 
 Not completed  7  3  1.01  3  1.90 

  Step 1 Determining the 
health needs at the school  

 Completed  7  7  1.00  7  1.91 
 Not completed  11  8  0.33  7  1.77 

  Step 2 Setting health promotion priorities  
 Priorities for health promotion 

have been set 
 Completed  16  13  0.84  13  1.83 
 Not completed  2  1  0.67  1  1.90 

 Priorities are based on research  Completed  13  12  0.88@  12  1.84@ 
 Not completed  5  0  @  0  @ 

 Priorities have been discussed 
at team meetings 

 Completed  12  10  0.75  10  1.80 
 Not completed  6  3  1.04  3  1.97 

  Step 2 Setting health 
promotion priorities  

 Completed  9  8  0.80  8  1.78 
 Not completed  17  3  1.04  3  1.97 

 Steps 1+2 completed   Completed    4    4    1.06    4    1.87  
  Not completed    14    10    0.50    9    1.82  

  Step 3 Identifying important and modifi able determinants  
 There is a working group to 

examine the priorities 
 Completed  8  7  1.09  7  1.91 
 Not completed  10  8  0.25  7  1.77 

 Activities are coordinated 
within the team 

 Completed  8  7  1.15  7  1.91 
 Not completed  10  3  0.26  3  1.63 

(continued)
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Table 6.2 (continued)

 Statements for each step of the 
“Schoolslag” approach (At our 
school…) 

 Implementation  Satisfaction 
with CA 

 Satisfaction 
with PA  School level 

 N = 18  Range −2 to 2  Range 0–2 

 Groups  N (yes)  N  Mean  N  Mean 

  Step 3 Identifying important 
and modifi able 
determinants  

 Completed  4  4  1.37  4  1.95 
 Not completed  14  8  0.25  7  1.77 

 Step 1+2+3 completed   Completed    2    2    1.11    2    1.90  
  Not completed    16    12    0.59    11    1.82  

  Step 4 Designing the school health plan  
 There is a school health plan  Completed  5  5  1.13  5  1.94 

 Not completed  13  8  0.63  8  1.76 
 Health needs have been 

described 
 Completed  7  7  1.05*  7  1.94 
 Not completed  11  5  0.31  5  1.70 

 Research results have been 
described 

 Completed  5  5  1.11  5  1.98 
 Not completed  13  6  0.43  6  1.73 

 Priorities have been described  Completed  7  7  1.05*  7  1.94 
 Not completed  11  5  0.31  5  1.70 

 Strategies have been described  Completed  7  7  1.05*  7  1.94 
 Not completed  11  5  0.31  5  1.70 

 Activities have been described  Completed  7  6  1.04  6  1.93 
 Not completed  11  4  0.45  4  1.62 

  Step 4 Designing the school 
health promoting plan  

 Completed  3  3  1.37  3  2.00 
 Not completed  15  10  0.66  10  1.78 

  Step 5 Implementation  
 A school health plan is being 

implemented 
 Completed  4  4  1.25*  5  2.00 
 Not completed  14  6  0.43  6  1.75 

 Activities are being 
implemented 

 Completed  17  14  0.83@  14  1.84@ 
 Not completed  1  0  @  0  @ 

 Priorities are being 
incorporated in routine 
practice 

 Completed  10  9  0.86  9  1.82 
 Not completed  8  6  0.31  5  1.88 

 Planned activities are being 
discussed at team meetings 

 Completed  14  11  0.76  11  1.80 
 Not completed  4  2  0.77  2  2.00 

  Step 5 Implementation   Completed  1  1  1.66  1  2.00 
 Not completed  17  11  0.32  10  1.81 

  Step 6 School-based evaluation  
 The implementation of the 

school health plan is being 
evaluated 

 Completed  5  5  1.20*  5  1.98 
 Not completed  13  5  0.31  5  1.72 

 The quality of the 
implementation of the 
school health plan is being 
evaluated 

 Completed  3  3  0.22  3  1.60 
 Not completed  15  7  0.98  7  1.96 

  Step 6 School-based 
evaluation  

 Completed  1  1  0.89  1  2.00 
 Not completed  17  9  0.74  9  1.83 

  **Difference signifi cant at the p<.01 level (2-tailed) 
 *Difference signifi cant at the p<.05 level (2-tailed) 
 @ t-test was not possible due to the small number of respondents in one of the groups  
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health promotion plan. Schools that had implemented and evaluated the school 
health promotion plan reported more satisfaction with the content assistance than 
schools that had not done so. 

 It appears that satisfaction with content assistance is more predictive of the 
degree of implementation than satisfaction with process assistance.

6.6.3        Factors Infl uencing Successful Intersectoral 
Collaboration and Implementation 

 To answer the third research question, we focused on the organizational aspects, 
using the main factors of the DISC model as a conceptual framework. As mentioned 
in the methods section, we only report the results of the two extreme cases, the 
schools that implemented most respectively least of the School Beat steps. 

6.6.3.1     External Factors 

 Schools have no legal obligation to implement health promotion. Overall, the schools in 
our study stated that their legal obligation was to offer high quality education to children. 
In addition, they were already faced with many extra tasks, so they were overloaded 
with work, and teachers and school managers already felt stretched to the limit. Since 
they were already facing a high workload and wanted to safeguard the quality of the 
education, they were quite apprehensive about taking on extra tasks. Although the 
schools might feel responsible for the health of their  students, they could no longer 
count on the willingness of individual teachers to help improve student health, and with-
out the cooperation of teachers, it was diffi cult to implement a Health Promoting School. 
In this respect, there was no difference between the best and worst cases.  

6.6.3.2     Context 

 If collaborating parties had had positive experiences in previous collaborative 
 processes and felt supported, they had a more open attitude towards the sustained 
collaborative process supporting inter-sectoral health promotion. Linking the tasks 
of the PC coordinator to health promotion activities seemed to have a positive 
infl uence on the implementation of a Health Promoting School. There is a strong 
relation between these two task fi elds. When health care is at stake individual help 
is needed to prevent deterioration of behavioral or social problems, while for health 
promotion extra assistance at school level is needed for instance to plan and coordinate 
school and community projects; health promotion programs for students and 
staff; nutrition and food safety programs; opportunities for physical education and 
recreation; and programs for counseling, social support, and mental health promotion. 
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The latter can better be addressed at group level. This is not only more effi cient, 
but is also justifi able, as it gives schools the opportunity to intervene at an earlier 
stage, before problems arise and thus, to really promote health. Our fi ndings suggest 
that a positive collaborative context supports the adoption and implementation of 
the School Beat innovation.   

 Example 
  In one school, the task of coordinating the health promoting school activities 
was combined with the function of the PC coordinator.  

  The PC coordinator already cooperated with various health care organi-
zations participating in the School Beat approach. The PC coordinator had a 
strong sense of responsibility for the health of the students. Whereas health 
care focuses on individuals, health promotion is primarily aimed at the col-
lective. Individual students who are at risk or have problems were discussed 
in the care team, and the input of the care team was essential for setting 
health promotion priorities.  

6.6.3.3     Change Management 

 Change management and leadership skills are necessary to stimulate school 
 managers and teachers, and to guide the implementation and collaboration pro-
cess. The respondents reported that the leadership offered by the HPS advisor 
had encouraged them in their task of implementing a health promoting school. 
Both the best-case and the worst-case schools reported being satisfi ed with the 
assistance offered by the HPS advisor. With regard to leadership skills in the 
schools, the best-case school had explicitly assigned the task of coordinating 
health promotion activities to one of its team members, the PC coordinator. This 
person was in frequent contact with the school manager to report on the most 
important activities. The PC coordinator was responsible for overseeing the pro-
cess as a whole, as well as for the coordination and implementation of the School 
Beat steps, and the HPS advisor supported the PC coordinator in fulfi lling this 
task. The worst-case school had not explicitly assigned the task of coordinating 
health promotion activities to anyone. There was no strong leader in the school 
who had time to engage in a health promoting school program. Our analysis of 
this aspect of the DISC monitor suggests that the presence of a leader has a favor-
able infl uence and the absence of a leader an unfavorable effect on the implemen-
tation and collaboration process.  
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6.6.3.4     Project Management 

 Innovations often start as a project in a project management structure. The best-
case school had organized the project management structure by appointing a spe-
cial HPS team under the supervision of the PC coordinator, who also had the task 
of coordinating the health promoting policies. This HPS team assisted the PC 
coordinator in implementing activities in and around the school. The school staff 
was organized in year teams, one team for each school year. The year teams were 
responsible for the coordination of teaching and other activities in their year. Each 
year team had its own representative in the HPS team, who was responsible for the 
coordination between the prevention priorities and activities of their own year 
team and those of the other year teams. The HPS team, which met every 3 months, 
included not only teachers but also representatives from the student council and 
the parents’ council. In addition to the meetings of the HPS team, there were 
monthly meetings between the PC coordinator and the coordinator of each year 
team, at which various aspects of health promoting policies were discussed and 
coordinated. 

 The worst-case school had started its own HPS team in 2002, under the 
 supervision of the school manager. The team consisted of a biology teacher, a physi-
cal education teacher, parents and students. After a period of reorganization, health 
promotion activities were given lower priority, and the HPS team ceased to exist. In 
2008, a new team was started, again under supervision of the school manager. This 
team consisted of the school manager and two other people: the PC coordinator and 
the HPS advisor. There was no interaction with most of the school’s teaching staff, 
students or parents, and there was no organizational structure for health promotion 
at the school. 

 Embedding health promotion in the school management structure appears to 
have a positive impact on the implementation of school health promotion.  

6.6.3.5     Collaborative Support 

 In the best-case school, the intentions were positive and actions were undertaken by 
the school management to implement health promotion (see the example below). In 
the worst-case school, the school manager was also positive and was taking care of 
the coordination of health promotion activities. However, he had neither extra time 
available for this task, nor a working budget for health promotion activities. The 
result was that health promotion was not given a high priority. According to the 
school manager, enthusiasm for health promotion could not be expected as long as 
no extra time was allocated to such activities. 

 It appears that schools need opportunities to act upon their intentions; positive 
perceptions and intentions are not enough.     
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6.7     Refl ecting on the School Beat Case Study 

 The above results show that only one school had implemented the School Beat 
approach as intended, although even they had not fully implemented it: they had 
completed steps 1–5, including all related activities. The other schools seemed to 
have selected those activities that fi tted their operational procedures at specifi c 
moments. The results show that more practical steps, like setting priorities for health 
promotion and implementing activities, were more likely to be completed than the 
more complicated structuring steps, such as writing a school health promoting plan, 
describing health needs, describing research results and describing priorities. The 
schools reported relatively more activities from step 5, that is, the practical work of 
implementing health promoting plans. 

 The original idea behind the School Beat approach was to create a rational, more 
or less linear process which schools can follow, step by step, to implement school 
health policies (Leurs et al.  2005a ), but this linearity was not refl ected in the actual 
implementation of the approach. An explanation could be that schools are not 
obliged to develop preventive health policies: health promotion is not a mandatory 
part of the school curriculum. As a result of this autonomy, schools tend to implement 
only those elements of the School Beat approach that fi t their opportunities and 
operational procedures. The linear model of the School Beat approach as a whole 
does not seem to fi t in with their preferences. This case study allows the  conclusion 
that the process should be put into practice in an iterative, cyclic process. Flexibility 
is necessary in assisting schools. This fi nding has important implications for the 
HPS advisors. It requires fl exibility in professional attitude and skills to  tailor 
health promotion activities to the context of the school. Furthermore, both the 
assistance to content regarding knowledge and professional skills about health 

 Example 
  The school manager was positive about the collaboration and had taken 
action to organize the collaboration between the HPS advisor and the 
school. The PC coordinator had been allocated extra time for the coordina-
tion of health promotion activities. Although the government does not provide 
permanent funding for health promotion activities in schools, the school manager 
had allocated a small working budget of 2000 Euros to each year team for 
health promotion activities. In addition to the standard teaching hours, each 
teacher had extra-curricular hours allocated for tasks like organizing the 
school theater, student counseling or prevention activities. The team coordinator 
was responsible for assigning these extra tasks, one of which was to represent 
the year team in the HPS team and assist the PC coordinator in the coordina-
tion and implementation of health promotion activities.  
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promoting schools, and the assistance to the collaboration process regarding 
constructive personal relationships had a positive impact on the degree of satisfaction 
expressed by the schools with the work of their HPS advisor. Assistance on demand 
appeared to be the key to success, within the limits of health promoting schools; this 
is precisely the main task of the HPS advisor. 

 The results of the DISC-based evaluation study reaffi rm the importance of 
 leadership, the need for project management and communication with school and 
external partners. Remarkably, the external factors were not decisive, which  probably 
is due to the extremely high workload in schools, making it impossible to add tasks 
with respect to a health promoting school (which are not compulsory). We may 
conclude that intersectoral collaboration takes time and requires leadership to advocate 
the importance of health promoting schools, adequate project management and 
intense communication between all partners involved, to accomplish a shared outcome 
 i.e.  health and educational benefi ts for children, benefi ts for school staff,  parents, 
community organizations and community members. 

 Our study showed the added value of appointing a HPS advisor to schools. We 
have strong indications that without such support schools would not proceed with 
establishing a school health policy. From a primary school study in the same region 
(Leurs et al.  2007 ) we learned that regional public health organizations are well 
appreciated by schools for their school health support. Schools respect and appreciate 
the expertise of public health organisations in this regard. Additionally, from the 
interaction with secondary schools we learned that schools are keen on having 
one health partner,  i.e.  HPS advisor, who is able to act as a kind of ‘fi lter’ for the 
information overload experienced by schools. 

 Creating a Health Promoting School means applying a new way of thinking. 
It means fi nding opportunities to develop policies, practices and structures that 
include health promotion in everything done by the school and community. It means 
 working together under clear leadership, with everyone having a chance to express 
ideas or opinions and then agreeing to collaborate toward common goals. It also 
means professional empowerment of support organizations at regional/local level, 
to enable true partnerships between support organizations and schools. And at the 
regional and national level it means simplifi cation, integration and translation of 
health content and interventions to meet the needs and requirements of schools. 
There is no blue print: a health promoting school excels in using existing evidence 
and tailoring to the needs and strengths of each individual school!     
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    Abstract     Schools have long been sites for health promotion. Commencing with 
classroom lessons, schools have witnessed many projects and programs including 
the health promoting school model. Many authors indicate that this model is the 
most successful in achieving long term changes within a school, other authors report 
that implementation and sustainability are diffi cult to achieve. This chapter will 
examine the journey of a primary school as it works to implement the health pro-
moting school model. The authors will demonstrate that, although the health pro-
motion model is useful in introducing and guiding health promotion activities, 
without extra assistance, such as a dedicated health promotion offi cer, or ‘change 
agent’ who can motivate committed champions, changes to the ethos and the culture 
of the school will be diffi cult. Every school is unique; there is no ‘one size fi ts all’ 
model. Therefore, professionals working with schools need to meet the school at its 
point of need, rather than following a standard format. The process and journey are 
just as important as the successes. Infl uencing the organisation of the school is 
essential if the changes are to be sustained. Organisational change theories are used 
to support the practical examples.  
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7.1         Introduction 

 Schools have long been sites for health promotion (Veselak  2001 ; Clift and Jensen 
 2005 ). During the nineteenth century the term ‘school hygiene’ was used to describe 
problems of school sanitation and construction (Veselak  2001 ). There was early rec-
ognition that children could not learn if they were in unsanitary crowded buildings. 
This led to the establishment in 1927, of the American Association of School 
Physicians. Interest in the Association grew so rapidly that in 1936, the school 
opened its membership to all professionals interested in promoting school health 
(American School Health Association  2012 ). It would appear that many health pro-
fessionals saw the answer to health problems by ‘getting into the schools’. 

 The next phase was health education which consisted of health, safety, exer-
cise and narcotics (Veselak  2001 ). In the United Kingdom in the 1960s and 
1970s, concerns about the physical health of students led to schools including 
health education in their curricula. The next move was to broaden the health 
education into the environment (Denman  1999 ). In 1986, the Ottawa Charter was 
adopted at the First International Conference on Health Promotion. This was a 
response to the growing expectations for a global new public health movement 
(World Health Organisation  1986 ). The Ottawa Charter recognized that health 
requires ‘up stream’ foundations such as shelter, food, social justice and equity 
as prerequisites. There was recognition that the things that affect health lie out-
side the conventional concerns of health professionals (Baum  2002 ). In 1986, a 
symposium, hosted by WHO and entitled ‘The Health Promoting School’ was 
held in Scotland. This symposium offered WHO the opportunity to apply its 
theoretical model of health to the school setting (Young  2005 ). Refl ecting a move 
to addressing the social determinants of health, ‘The Health Promoting School’ 
(HPS) was described as ‘a combination of health education and all the other 
actions which a school takes to protect and improve the health of those within it’ 
(Young  2005 ). Naming six thematic fi elds as areas for change, the main aim is to 
combine traditional classroom education with improvements in the social and 
physical environment of the school (St Leger and Young  2009 ). 

 Improvements in the school environment suggest that organizational change pro-
cesses are required and there has been a growing understanding that in order to 
change schools a new theory to underpin the work is essential. While HPS provides 
a broad framework for action there is mixed evidence that schools are able to imple-
ment this approach (Stewart-Brown  2006 ). Many authors indicate that the multi- 
model, whole school approach, espoused by the HPS framework, is most effective 
in producing long term changes to students’ attitudes (International Union for 
Health Promotion and Education  2009 ; St Leger et al.  2007 ; Allensworth and Kolbe 
 1987 ; Clift and Jensen  2005 ). However, other authors have reported that  successful 
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implementation and sustainability have been diffi cult to achieve (Lynagh et al. 
 1997 ; Nutbeam et al.  1993 ). Rather than seeing schools as static entities, they are 
complex, ever changing systems. Keshavarz et al. ( 2010 ) describes them as ‘social 
complex adaptive systems’. This resulted in a move away from seeing the school as 
a supportive environment for health promotion to viewing the school as a structure 
or ‘ecosystem’ which will respond to change as programs are implemented. 
Understanding system change as well as measuring individuals change becomes 
part of the of goal health promotion (Bond et al.  2001 ). 

 This chapter will explain how change management theories and processes were 
used to guide implementation of the HPS model within a primary school setting. The 
case study is from a whole of school health promotion program conducted at Bayswater 
North Primary School (Senior  2012 ). Bayswater Nth Primary School (BNPS) is situ-
ated in a State funded Community Renewal area in Melbourne, Australia. Community 
Renewal programs target neighbourhoods in areas experiencing growth or decline or 
facing diffi culties such as falling employment, poor access to services or run down 
community facilities (Maroondah City Council  2009 ). 

 Due to the school’s geographic situation within the Community Renewal area, 
the local community health service EACH Social and Community Health (EACH), 
which is a partner organization in the Community Renewal project, approached the 
principal of the school to discuss the idea of a partnership between the two organiza-
tions. EACH is a large multi-site community health service, with a site situated 
close to BNPS. EACH employs around 700 people assisted by 300 volunteers. The 
initial partnership agreement between EACH and the school focused on implement-
ing the Health Promoting Schools model as described in Guidelines for Promoting 
Health in Schools; Version 2 (International Union for Health Promotion and 
Education  2009 ). Initially the Health Promotion Offi cer (HPO)  at BNPS intended to 
use the Health Promoting Schools model to initiate multi-model health promotion 
projects run across the school alongside the capacity building framework developed 
by NSW Health ( 2001 ). The capacity building model identifi ed action areas for 
building capacity to promote health such as: organisational change and develop-
ment, workforce development and partnerships. 

 These capacity building strategies have a strong emphasis on the orientations and 
skills of managers, with an assumption that organisational change will occur as a 
result. Both the HPS and capacity building models do not articulate in detail the 
process by which this change occurs. As the work got underway, there was a grow-
ing realization that understanding the processes of change was more important than 
running programs (Butler et al.  2001 ). While still utilizing the HPS Model as the 
overarching framework to guide implementation of the work going on in the school, 
the HPO began to draw on specifi c organizational change and school health promo-
tion theorist’s view of schools as complex adaptive systems (Butler et al.  2001 ; 
Gibbs and Panayiotis  2008 ). 

 The chapter will fi rstly outline what is meant by a ‘change agent’ and how this 
particular role has been conceptualised and used within school based health 
 promotion practice. In addition two organisational theories of change will be 
summarised: Lewin’s ( 1997c ) theory on the process of organisational change and 

7 Becoming a Health Promoting School: Using a ‘Change Agent’ to Infl uence…



134

Diffusion of Innovations (Rogers  2003 ). From this basis, the chapter uses Lewin’s 
( 1997c ) ‘three- step’ model for achieving organisational change, ‘unfreezing’, 
‘moving’ and ‘refreezing,’ to structure the organisational change process that 
took place within the case study. Ideas from the literature on the role of a ‘change 
agent’ and Diffusion of Innovations will be used to explain critical points of 
change within these sections of the chapter. The fi nal sections of the chapter 
discuss to what extent the ‘change agent’ model described in this case study is 
transferable and sustainable within other schools and the level of support required 
for someone in the ‘change agent’ role.  

7.2     Critical Friend 

 The role of the ‘critical friend’ has been described as that of a ‘change agent’. The 
‘critical friend’ might be a project offi cer, a health professional who may or may not 
have an education background. The ‘critical friend’ is a “trusted person who will ask 
provocative questions and offer helpful critiques” (Costa and Kallick  1993 , p. 51). 
The Gatehouse Project was a primary prevention programme, run in selected 
Victorian schools between 1996 and 2002. It included both institutional and indi-
vidual focused components to promote the emotional and behavioural wellbeing of 
young people in secondary schools. Within the Gatehouse Project the ‘critical friend’ 
was a vital part of the programme and assisted in building the capacity of the school 
and facilitating the process of organizational change (Bond et al.  2001 ). 

 Butler et al. ( 2001 ) identify four key components that a ‘critical friend’ is 
involved in: conceptualizing the intervention as an ongoing process of change (not 
a product to be ‘done’), facilitating the change process (not just training and techni-
cal assistance), bringing an in-depth understanding of the educational context and 
health and wellbeing, and assisting schools to integrate the work within their core 
business. The ‘critical friend’ does not offer a packaged solution for schools, but 
focuses on engagement with all members of the school community, relationships 
and structural change. Over the past years, collaboration, development of networks 
and learning teams have become more common. In the school literature there is 
evidence that this sort of collaboration can improve schools teaching, learning and 
the overall environment (Ainscroft and West  2006 ). 

 The benefi t of the ‘critical friend’ has been acknowledged in the widely adopted 
‘KidsMatter’ programs. KidsMatter is an Australian Primary School Mental Health 
Initiative focusing on implementing a systems approach to planning and implemen-
tation as opposed to adoption of a particular program (Australian Psychological 
Society  2014 ). The fi rst step in implementing the KidsMatter program is to establish 
an Action Team which contains a ‘critical friend’. The ‘critical friend’ brings an 
external perspective to the team. This external person is often a regional education 
sector staff member or community agency staff (Australian Psychological Society 
 2014 ). The KidsMatter pilot project was able to demonstrate improved emotional 
and social health outcomes for children (Slee et al.  2009 ). 
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 The role and even title of the ‘critical friend’, is not without its critics. Swaffi eld 
and MacBeath ( 2005 ) express unease with the  double entendre  of ‘critical friend’. 
They feel that the ambiguity of the word ‘critical’ can raise unease that it does not 
translate to other cultures or languages well. Different models cast the ‘critical 
friend’ into different roles. Eddy ( 2006 ) and O’Connor and Ertmer ( 2006 ) describe 
a ‘critical friend’ as a colleague and mentor, another teacher who provides graduates 
and new teachers an opportunity to learn from more experienced colleagues. 
Ainscroft and West ( 2006 ) argue that there has been much confusion over the role 
of the ‘critical friend’. They postulate that if we are interested in seeing changes in 
schools, the ‘critical friend’ should have a close relationship with the school staff. 
They see the ‘critical friend’ as a person who is not part of the school staff, however 
who is closely involved with the school, as envisaged in the “Kids Matters” and 
Gatehouse programs. In these terms, the ‘critical friend’ is a friend to the school as 
a whole. The entry point may be the head teacher, however, as the relationship with 
the school develops, the ‘critical friend’ begins to work with a wider range of teach-
ers and is seen as a supportive, yet challenging facilitator (Swaffi eld and MacBeath 
 2005 ; MacBeath  1999 ). 

 Fullan ( 2006 ) identifi es that a good ‘critical friend’ is one that provides a differ-
ent perspective, or new eyes. He argues that school leaders need to widen their 
sphere of engagement by interacting with other schools and people outside the 
education sphere, for example, a ‘critical friend’. From this perspective, it is there-
fore important that the ‘critical friend’ is someone from outside the immediate 
school system. The ‘critical friend’ has been described as a ‘detached outsider’ 
who can provide an alternative viewpoint (Swaffi eld  2007 ). In Butler et al. ( 2001 ) 
a note from a ‘critical friend’s diary, discussed the diffi culties of negotiating the 
politics of power relationships within the school. As a detached outsider, it is pos-
sible to transcend the interpersonal issues and tensions that come with working in 
a school community. The HPO  in this case example undertook the ‘critical friend’ 
role from the external viewpoint of being employed through a community health 
service. The perceived benefi ts and drawbacks of this role will be discussed during 
the chapter. 

 The title ‘change agent’ might be more apt in describing the work of a person 
attempting to change the structure, ethos and culture of a school or any organiza-
tion. Between 1973 and 1978, The Rand Change Agent Study was undertaken to 
determine the ways people thought about planned change in education. Fifteen 
years later the major fi ndings of the study were reviewed to fi nd out how change in 
schools actually happens (Laughlin  1990 ). Rand found that Federal policies played 
a major role in project adoption by schools; however adoption did not ensure suc-
cessful implementation or the sustainability of the project, nor did access to seed 
funding, and extensive resources. Failure also occurred when the on-going and 
sometimes unpredictable support that teachers needed was unavailable and when 
schools were required to use packaged approaches. What mattered most was local 
capacity within the school and will. Rand found that outside assistants ‘change 
agents’ who were sensitive to the local issues facing the school, understood 
and could work with the fl uid unpredictability within the school environment could 
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be extraordinarily successful in changing people and practice (Laughlin  1990 ). 
Baker and associates ( 1991 ) also found that schools that have local support are more 
likely to improve as against those who had no external support. 

 However, just being a ‘critical friend’ in a school is not enough to elicit change. 
Numerous authors recommend that it is essential to have the support of head teach-
ers (Inchley et al.  2006 ; St Leger  2005 ) and a group of champions or as St Leger 
( 2005 ) describes them, activists. Having the ‘support of head teachers’ does not just 
mean a cursory nod to the HPS program. The school leadership needs to be commit-
ted to changing the school. It is helpful if the principal or assistant principal act as 
champions on the HPS committee. This will be the group who have more direct 
contact with the ‘critical friend’ and will be the champions who drive the changes 
forward. The HPS committee, made up of parents, teachers and students will be the 
representative champions for their peer groups. Butler and colleagues ( 2001 ) point 
out that many conversations conducted with the ‘critical friend’ will be repeated 
with other participants. It is these champions who will do this ‘talking up’ of the 
HPS model within the school community, and be the early adopters of change. 
Hawe and associates ( 1997 ) discuss the importance of reach of an intervention into 
a population in regards to its success. As will be discussed, at BNPS it was the assis-
tant principal who acted as a major champion, taking ideas generated at the HPS 
meetings, back to the staff and ensuring the ideas were discussed widely within the 
school. Effectively utilising the roles of a ‘critical friend’ and ‘health promotion 
champions’ requires an understanding of organizational processes. Being able to 
work as a change agent within a school setting makes it paramount to understand 
some of the forces that can promote change within this setting. 

 In summary, a ‘change agent’ can perform a highly important role in assisting an 
organisation such as a school through a change process. Being sensitive to the local 
context in which they are operating while at the same time cognisant of the change 
that is required provides a unique perspective that has been well utilised in school 
based research. Together with a ‘health champion’ that is normally someone inter-
nal to the organisation, they provide the impetus to ensure that the school commu-
nity is supportive and engaged in the change process and can steer this process 
towards productive outcomes. The next two sections outline some of the foundation 
theories of organisational change that have guided research and practice in this fi eld. 
Firstly, Lewin’s ( 1997c ) theory of organisational change will be introduced and then 
the theory of Diffusion of Innovation (Rogers  2003 ) will be briefl y summarised. 
These two theories both guided the practice outlined subsequently in this chapter 
and also provide an explanation for some of the change that occurred in the school 
once initial momentum was achieved.   

7.3     Group Work and Forces for Change 

 From the late 30s until the late 40s Lewin’s groundbreaking work shed light on 
group dynamics and forces within organizations and their impact on the outcomes 
of change initiatives. Similar to Keshavarz and colleagues ( 2010 ) who describe 
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schools as complex ever-changing systems, Lewin ( 1997a ,  b ,  c ) viewed change as 
a constant in any form of group work. It is the forces within and around the group 
(or school) which infl uence practice and outcomes. According to Lewin’s ( 1997c ) 
view of group dynamics, the school setting would be viewed as a broad group setting 
and the formal and informal sub groups within the school setting, for example; 
the mathematics teachers, the staff who leave the building at 12:35 pm to smoke 
cigarettes during lunch, and the senior staff team, are groups with their own set of 
dynamics and culture. In order for change to occur and succeed in the broad school 
setting it needs to succeed at a group level. Lewin ( 1997c ) developed the ‘three-step’ 
model for achieving organisational change. 

 Lewin’s ‘Three-Step’ Model

 Stage 1. Unfreezing  The current state in which the school is in compared to where it would like 
to be to achieve its change agenda 

 Stage 2. Moving  Moving towards the new direction by piloting and implementing the 
initiative to achieve the school’s objective 

 Stage 3. Refreezing  The school has reoriented the systems and structures to embed the new 
healthier way of working 

7.4        Diffusion of Innovations  

 Diffusion is the communication of ‘new ideas.’ Fundamental to diffusion is a level 
of uncertainty for recipients of the communication because of the newness of the 
idea (Rogers  2003 ). According to Rogers ( 2003 ) organisational innovativeness 
relates to characteristics that are about individuals, organisational structure, and 
external organisational factors. A range of variables within these three broad cate-
gories positively or negatively infl uence an organisation’s innovativeness. 

 The diffusion process within organisations follows a set of sequential stages. 
Rogers ( 2003 ) describes these stages, (1) agenda-setting; (2) matching the concept 
to the identifi ed problem; (3) redefi ning/restructuring the innovation to make it 
fi t within the organisation and the organisation fi t the innovation; (4) clarifying 
the innovation by fi nding meaning and putting it into more widespread use; 
(5) routinizing phase is when the innovation is embedded into common practice 
within the organisation. The pace of innovation adoption is determined by how 
synergistic the innovation is with the priorities and ideologies of the organisation. 
Knowledge of the school organisation, its characteristics, values and potential con-
gruence with a whole of school health promotion approach, is critical in pursuing 
this process of change. The following fi gure outlines the diffusion process using 
the BNPS case study and the detail of these changes will be outlined in the follow-
ing sections (Fig.  7.1 ).

   To illustrate in more detail the application of these theories, Lewin’s three stages 
of change are used to describe the process by which BNPS became a health promot-
ing school. Within these three broad stages the application of the other theories are 
described. 
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7.4.1     Unfreezing 

 School staff were initially cautious about the introduction of a HPO. Like many 
teachers around the world, teachers in Australia report that their workload has 
increased dramatically in the last 10 years. Not only do they report an increase in 
workload, but also an increase in complexity and the roles that they are required to 
fi ll (Easthope and Easthope  2000 ; Kyriacou  1987 ). Apart from increased workload, 
at least one author identifi es that teachers can be suspicious of ‘outsiders’ coming 
into the school (Butler et al.  2001 ). This presents a diffi culty for the HPO, as, to 
change the culture and ethos of a school requires the HPO to become ‘embedded’ 
within the school community (Butler et al.  2001 ). One of the early messages com-
municated to staff and administration was that a support person could ‘lighten the 
load’ and provide expertise to support schools in their process of becoming a health 
promoting setting (Armstrong  2011 ). When it became clear to teachers that the 
HPO was a resource who could be drawn upon to assist their work, rather than make 
more work, attitudes toward the HPO warmed signifi cantly. 

 In early 2009, EACH Social and Community Health Service signed a 3 year 
partnership agreement with BNPS. This immediately sent a signal to the school that 
the HPO and the EACH were committed to the school for a number of years, and 
saw the intervention as an on-going process of change, not a project with a start and 
fi nish date. The HPO also worked hard at establishing relationships with the teach-
ers. This involved making an effort to attend morning tea to talk with the teachers. 

 Critical to future success of the health promotion approach was understanding 
the culture and ethos of the organization, particularly the beliefs and values of lead-
ers within the school community (Schein  2004 ). Time was spent understanding the 
values and beliefs of some of the more experienced teachers and those with capacity 
to shift opinion within the school environment. Many of the teachers have been at 
the school for an extensive period of time. It was important to develop relationships 
of a personal nature with as many of the teaching staff as possible. This made the 
morning tea-time, a vitally important part of the HPO’s time at the school. MacBeath 
and Jardine ( 1998 ) confi rm the importance of ‘symbolic acts’ within the school. 

  Fig. 7.1    The diffusion process using the BNPS case study (Adapted from Rogers  2003 )       
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Who you sit with, and informal conversations can send out strong signals to the 
school staff. To some extent there was an element of centralization of power within 
the school environment whereby a few individuals within the school had the 
ability to infl uence the capacity of the school to adopt new ideas (Rogers  2003 ). 
Time was also spent getting to know some of the less experienced teachers and 
groups within the school community such as parents and students. This included 
forming relationships with teachers known to be less enthusiastic about the idea of 
the HPO so as to understand their perspectives.  

 The Health Promoting Schools Committee was then developed and it included 
‘members’ of the various groups within the school. This meant including a range of 
experiences, ages, and teachers from different year levels, administration and par-
ents. This aided in facilitating network connections and increased the degree to 
which new ideas could be implemented (Rogers  2003 ). The committee was also 
critical in making sure the HPS model was structured in a way that suited the orga-
nization, which is a critical element in ensuring sustainability (Rogers  2003 ). 

 One of the fi rst tasks undertaken was analyzing some of the needs of the school, 
which is characteristic of good health promotion practice and essential in the 
unfreezing stage (Lewin  1997c ). Using an audit adapted from the HPS Toolbox 
(Brisbane North Public Health Unit  2001 ), the school community of parents, 
teachers and students were asked what they liked best about the school and what 
they would like to see changed. Student focus groups and a professional develop-
ment day were also undertaken, the process and results of which are described in 
Senior ( 2012 ). 

 Lewin ( 1997c ) suggests that motivation is important in bringing about planned 
change within groups of people, when group decisions are made they can be quite 
powerful with respect to adherence to the decision made by the group. The school 
audit provided the motivation for change to commence. The school community 
voiced dissatisfaction with a number of areas of the school and once the audit was 
completed, there was anticipation that things would change. For example, when fi rst 
arriving at the school, many teachers did not think that the canteen needed modifi ca-
tion. However, after talking with teachers, working with the HPS committee and 
bringing in food related programs, teachers began to see that the canteen had an 
educative role within the school. They also began to accept that ‘we can’t be a health 
promoting school with an unhealthy canteen’. 

 Rogers ( 2003 ), in the Diffusion  of Innovations model, identifi ed that the ‘agenda 
setting’ stage is crucial in the identifi cation of a need for innovation. The innovation 
needs to be tailored to fi t the organizations need . This was achieved at the HPS 
Visioning Day. School teachers, support staff, and parents on the HPS Committee 
were invited to a daylong professional development workshop where the results of 
the audit were discussed, the philosophy of the health promoting school model was 
examined and staff had a chance to dream about the type of school they would like to 
work in. This day involved working to challenge the perceptions of the current state 
of the school, before bringing in new ideas to improve it. It was a time to examine the 
school and its community and ask how things could be done differently. At the end 
of the day 60 % of the staff identifi ed that they had a good understanding of the HPS 
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model, 30 % partially and 5 % not at all. In response to this, a HPS activities report 
has been placed as a permanent item on the staff agenda to keep the staff up to date 
on what is happening around the school and give them a chance to contribute. The 
success of the implementation of HPS depends largely on the teachers and their 
capacity to implement it (St Leger  1998 ).   

7.4.1.1     Summary of Unfreezing 

 A key aspect of the unfreezing stage was developing relationships at an executive 
and staff level. A formal partnership agreement was developed with the health 
service and school, and the HPO worked very hard at developing relationships with 
staff. One key strategy was communicating to staff that she was a resource who 
could assist in reducing the workload for staff. Another strategy was spending time 
getting to know staff at morning tea and lunch-time and over time developing a 
sense of the values and beliefs of staff in the school. A Health Promoting Schools 
Committee was developed ensuring that it included ‘members’ of the various 
groups within the school. Conducting an audit of the school’s health promotion 
activities and policies and organizing an ‘HPS Visioning Day’ were some of the 
early initiatives. All these developmental initiatives help to foster a shared under-
standing of the need to implement some changes to move the school in a health 
promoting direction.   

7.4.2     Moving 

 When the audit was completed the school principal and assistant principal who 
are part of the HPS committee were committed to the plans that were drawn up 
which focused initially on canteen and healthy eating, physical activity, and staff 
health. In 2009, the Department of Education and Early Childhood Development 
(DEECD) annual health and well-being survey results showed that the school 
was below the state average in a number of areas in relation to health and wel-
fare. To add to this, the school numbers were dropping. The school leadership 
saw becoming a HPS as part of a strategy to lift the survey results of the school, 
improve the culture and ethos and make the school ‘the school of choice’ for 
parents in the area. 

 As well as creating discordance between current canteen practice and the idea of 
being a health promoting school, there were legislative pressures acting as external 
forces that assisted the change management process (Lewin  1997b ). Recent changes 
in legislation in regards to bans on selling confectionary in primary school canteens 
also worked in favour of developing a healthy canteen. The canteen manager’s lease 
on the canteen building was up for renewal. The principal insisted on an overhaul of 
the canteen menu, removing the ‘red’ foods and having predominantly ‘green’ foods. 
This was conditional on the lease being renewed. 
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 Programs are implemented within a political context (Rowling and Samadal  2011 ). 
At the time of the HPS program being introduced into BNPS, nationally there was 
much talk in the media around policies that concern diet and exercise. National and 
state support through public policy is essential for health promotion (Leeder  1997 ). 
State governments have been examining issues such as confectionary sold in schools, 
student’s sedentary lifestyles and barriers to healthy eating and exercise. The policy 
changes introduced at the school have mirrored work that is currently being done 
nationally on these topics. 

 Plans for a school running track were implemented to support the increasing 
emphasis on physical activity. On behalf of the school, the HPO  received a grant 
which enabled the school to construct a running track. EACH provided funds to 
purchase more lunch-time sports equipment for the school. The sports teacher com-
menced running lunch-time games for students. This focus on physical activity 
resulted in the administration reviewing the school’s physical activity policy and it 
was revealed that the grade 3–6 students were not allocated the required amount of 
time for physical activity as advised by DEECD. This resulted in the policy being 
re-written to include three extra hours per week of physical activity for the grade 
3–6 students. This allowed for an extra 120 h of physical activity per school year. 
Being seen as compliant with legislative requirements was a driver for change 
(Department Education and Early Childhood Development  2009 ). 

 Rogers ( 2003 )  recognized that during the re-defi ning stage, the organizations 
structure is modifi ed to fi t with the innovation, and at BNPS this process seemed 
to lead to the creation of an environment open to innovation. For example, in addi-
tion to the HPS framework, the school began to implement the Tribes Learning 
Community Program (Tribes) and Restorative Practices. The environment had 
been established whereby there was less resistance to implement new health and 
well- being programs. Tribes is a process which seeks to create a positive school 
learning environment (Gibbs  2001 ). Specifi c agreements in regards to behaviour 
are promoted throughout the school. Students learn a set of collaborative skills 
which are also to be practiced by the teachers and administrative staff. With the 
school adopting the HPS framework, Tribes has fi tted well into the direction that 
the school was moving. 

 In tandem with the introduction of Tribes, the school began to provide teach-
ers with training in the Restorative Practices behaviour management philoso-
phy. Restorative Practices focuses on problem solving and repair of damaged 
relationships following an incident (Shaw  2007 ). Training in the Restorative 
Practices method was also available for parents to attend. Students began to 
request that teachers use this method to solve problems. Student leaders were 
up-skilled to be ‘Peace Makers’ who solved problems within the school yard 
using this system. 

 Restorative Practices and Tribes programs may have had a greater impact on the 
structure of the school than the Nutrition and Physical Activity strategies. The for-
mer programs were more challenging to introduce and possibly the most signifi cant. 
Acceptance of the change to the structure by the staff was vital as it led up to what 
eventually became embedded into common practice. For example, the principal 
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now recruits new staff members who are attracted to the ideologies of Restorative 
Practices and will embrace the approach it brings. There was much resistance to this 
method of dealing with classroom issues amongst the existing staff initially. 
In October 2010 a survey was conducted to determine the attitudes of the teachers 
to the adoption of the Restorative Practices philosophy. At this time the Restorative 
Practices program had been in place at the school for approximately 12 months. 
Fifty-six percent of the teaching staff responded to the survey. Out of this 56 %, only 
46 % agreed that Restorative Practices had improved the school environment. 
However, after 1 year of ‘clarifying’ (Rogers  2003 ) during which, Restorative 
Practices was adopted by more teachers and gradually became imbedded, the survey 
was repeated. The repeat survey had a response rate of 95 %. Fifty-eight percent of 
teachers now agreed that Restorative Practices had benefi ted the school environ-
ment. There are still many teachers who are unsure if the environment has improved 
and 5 % of the staff disagree, however the fi gures show that slowly the teachers are 
beginning to accept the Restorative Practices as policy. The resistance to this policy 
has decreased as the principal and assistant principal have promoted it tirelessly. 
The assistant principal has continually used case histories and stories to emphasise 
the success of the method. Evaluating against outcomes for all students would need 
to be undertaken to validate these case study reports. 

 Both Tribes and the Restorative Practices process lend themselves to the HPS 
model. Both employ a whole of school approach and work to build social capital in 
the school, striving for a positive culture. Both Tribes and Restorative Practices 
cater to the school community’s mental health and well-being. St Leger ( 2005 ) 
notes that school organisation has an impact on student’s health and well-being. 
These programs provide a framework for structural change within the school by 
modifying how the teachers interact with the students. The programs help by creat-
ing a supportive school environment that is conducive to learning. 

 The NSW Health ( 2001 ) capacity building framework identifi es the impor-
tance of leadership at different levels, literature on the role of ‘champions’ in the 
change process indicates that they do not necessarily need to be content experts, 
but rather they need to have credibility in the organisation and the ability to 
‘market’ the initiative (Martinsons  1993 ). This may explain why the efforts of 
the principal and assistant principal were benefi cial for the movement towards 
HPS, their position of leadership enabled them to communicate the benefi ts of 
the HPS model as well as publicly recognise those who were exhibiting the 
desired behaviours. Furthermore, this highlights the benefi t of the HPS ‘content 
expert’ playing the role of the ‘critical friend’ alongside the staff who can drive 
the change internally. Similarly, Rogers ( 2003 ) identifi ed that the ‘change agent’ 
i.e. the EACH HPO, is different to the recipients of an innovation with regards 
to technical competence and this provides them with credibility. Perhaps the 
fact that the HPO was visible within the school and staff were aware of her 
expertise together with the support of the principal and assistant principal who 
were credible in ‘Education’ and insiders too was key to the success of the 
change process. 
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7.4.2.1     Summary of Moving 

 There were a number of key areas the school identifi ed that needed changing such 
as annual student survey results and the types of foods being sold at the canteen. 
There was also some media attention and recent legislative change at a State level 
related to nutrition and physical activity that helped create a more positive climate 
for pursuing a change agenda within the school. Programs were implemented for 
physical activity and the focus on this issue highlighted the need for school policy 
change, the school was not currently meeting Department guidelines on amount of 
time devoted to physical activity within the school curriculum. These activities and 
policy alterations created a broader momentum for change within the school that 
made possible the introduction of new programs aimed at improving the emotional 
and social health of the student population. At this stage of the HPS process the 
school administration were instrumental in pursuing these new initiatives.   

7.4.3     Refreezing 

 A number of changes that took place are now part of the organizational norm within 
the school (Lewin  1997c ). When appointing new teachers to the school the principal 
now makes a point of appointing teachers who have experience and training in 
Restorative Practices. The school achieved ‘Kids- Go for your life’ accreditation. 
Kids- Go for your life was a state-wide initiative that supports early childhood and 
primary school services, as well as local communities, health professionals and 
families in the promotion of healthy eating and physical activity for children. The 
program was based on six key messages around health targets such as drinking 
water and engaging in active play. When schools met the various requirements, they 
received the Kids-Go for your life award. In 2012, the program was superseded by 
the Victorian Prevention and Health Promotion Achievement Program (State 
Government Victoria  2012 ). 

 Initially there was apathy in regards to participation in the Kids-Go For Your Life 
award. MacBeath and Jardine ( 1998 ) point out that willingness to participate in 
change will generally not be found across the entire school. The majority of schools 
will experience resistance from some members of staff. Lewin ( 1997c ) identifi es 
that the signs of refreezing are when the changes are incorporated into everyday life 
and the changes are internalized. The policy changes were discussed at staff meet-
ings and championed by the principal and assistant principal. A number of staff, 
who had traditionally used sweets as a reward for good behaviour in the class-room, 
were challenged by the ‘no sweets’ policy. The assistant principal emphasised why 
the change needed to occur and created a compelling message. Ultimately the pol-
icy had to be accepted due to the ‘School Confectionary Guidelines’ (Department 
education and early childhood development  2006 ). Although not universally 
embraced, the policy change went ahead, driven by the school leadership and the 
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HPS committee. Numerous authors (Lister-Sharp et al.  1999 ; International Union 
for Health Promotion and Education  2009 ; Williams et al.  1996 ) emphasise the 
importance of have school leadership involved in policy change. 

 The school staff and the majority of parents have accepted the new school 
manifesto, this is characterised by policy changes in regards to the canteen only 
selling healthy food and, staff not using sweets as a reward, however this has 
taken time. With the changeover of canteen managers, the Parents Association 
was quick to emphasise that whoever took the role on would need to abide by the 
healthy canteen policy. 

 Hawe ( 1994 ) sees schools as ‘ecosystems’ that respond to change with an inter-
vention or a program. This system level change is diffi cult to document and when 
working in a school, almost imperceptible. It is only when group behaviour begins 
to change separate from being driven by policy or leadership that it is obvious that 
group norms are changing. Parents’ new resistance to selling fund-raising chocolate 
is such an example. Parents began to raise concerns in regards to the annual fund- 
raising chocolate drive. A group of parents refused to participate in selling the choc-
olates as they felt that it was a confl ict of interest with a health promoting school. 
Subsequently the parents association asked the HPO for ideas in regards to healthy 
fund-raisers, so that money could be raised without selling chocolates. The parents 
association also requested information about healthy food to be offered at the end of 
year function for the grade 6 students. The association was keen to uphold the idea 
of being a health promoting school and therefore was cautious about offering only 
‘red’ foods to students. This is a clear example of the change in values and behav-
iours that is refl ective of cultural change having taken place within the school com-
munity (Schein  2004 ). 

 Having established a ‘Health Promoting’ culture within the school, members of 
the school community started initiating more activities. A school vegetable garden 
was initiated by two enthusiastic teachers at the school. Members of the HPS com-
mittee began to explore the idea of setting up a Fruit and Veggie Co-op. BNPS is 
situated in a food desert. The ratio of fast food to fresh food outlets is 17:1. Public 
transport in the area is poor (Johnson et al.  2009 ). To build on the cooking demon-
strations being offered to parents, using fresh produce, the committee indicated that 
they would like to make it easy for parents to purchase fresh fruit and vegetables and 
a Fruit and Veggie co-op commenced with eleven families signed up. This rose to 
22 families by the end of the year. The art teacher agreed to work with the students 
to produce posters to promote the newly introduced wraps into the canteen. The 
posters were subsequently featured in the local paper. The HPO and a parent from 
the HPS committee attended a ‘Greening up Your Canteen’ workshop. The school 
prep teachers with a team of health professionals from EACH ran a Preps Dads 
breakfast. Along with a healthy breakfast, the fathers received health information 
and had their blood pressure taken. All these examples illustrate the change in cul-
ture and how enthusiasm can spread once new ideas are tried and seen to be success-
ful (MacBeath and Jardine  1998 ; Schein  2004 ). 

 In the unfreezing stage it was identifi ed that staff were dissatisfi ed with their 
own health and would like this to be an emphasis within the HPS approach. A staff 
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Pilates class was organized and initially subsidized by EACH. When the subsidy 
was fi nished, the teachers were happy to pay for this to continue. Forty percent of 
the teaching staff joined the classes which still continue to this day. Chrusciel 
( 2008 ) identifi es that in order for people to be accepting of the change, and indeed 
become early adopters, they need to see that they will benefi t in some manner. The 
staff health program helped by affi rming that the move to a HPS would also benefi t 
the staff. The changes were not just about the students, but that the good health and 
happiness of the staff was just as important. By including the staff in the audit, the 
health promoting schools visioning day and regular chance for input at staff meet-
ings, the staff were connected to the change process. Subsequent to the Pilates 
program, the Staff Health Term was introduced. Exercise equipment was placed in 
the staff room and friendly competition ensued. Ninety percent of staff were 
involved in a Staff Health Term team program, and 85 % of staff participated in 
staff health checks (Victorian Workcover Authority  2012 ). The idea that the school 
staff need to look after their own health and make it a priority has become embed-
ded within the school psyche. 

 According to Rogers ( 2003 ), the easier it is for a group to see the innovation in 
practice, the more likely it is to be adopted. The Staff Health Term was a very visi-
ble outworking of the drive to become a HPS. The equipment was present in the 
staff room for a term and staff actively participated. This engendered much discus-
sion on health, fi tness, diet and exercise. Rogers ( 2003 ) also stressed the importance 
of peer-to-peer conversations in spreading ideas. Slowly the staff began to adapt and 
change to thinking of themselves as a health promoting school. Morning tea in the 
school staff room now consists of homemade yogurt, and stewed fruit. Staff decided 
to get rid of the biscuits as BNPS is a health promoting school. As schools are social 
complex adaptive systems ‘freezing’ is never a permanent situation (Keshavarz 
et al.  2010 ). However changes that occurred within the school have been accepted 
and become the new norm. 

 This has taken around 3 years to achieve and is still a work in progress. The suc-
cess behind it has been due to a multi-model program which has addressed every 
area of the school. The commitment of the principal and assistant principal has been 
essential in achieving this culture change. The Principal continually talks about the 
school being a health promoting school. It is publicized in the school newsletter and 
frequently referred to within staff meetings. 

7.4.3.1     Summary of Refreezing 

 At this stage there were a number of steps taken to embed the HPS within school 
policies and structures. In addition changes to the health and well-being environ-
ment were being driven by parents and teachers, whereas previously it had relied on 
the ‘change agent’ and school administration to initiate change. As examples par-
ents began to raise concerns in regards to the annual fund-raising chocolate drive, 
requested information about healthy food to be offered at the end of year function 
for the grade 6 students, and a school vegetable garden was initiated by two 
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teachers. These are all examples of a cultural change process where health and 
 well-being were now seen as core business of the school and it also resulted in staff 
focusing on and making environmental improvements relevant to their own health 
and well-being.    

7.5     Achievements and Limitations 

 In the ‘Moving’ section of this article, it was identifi ed that the 2009 DEECD annual 
health and well-being survey results showed that the school was below the state 
average in a number of areas in relation to health and welfare. Since the introduction 
of the HPS model and its attendant programs, the school has seen an improvement 
in all areas of student engagement and wellbeing as identifi ed in the annual DEECD 
Student Attitudes to School Survey. 

 In 2009 on the DEECD survey, School Connectedness was listed in the bottom 
25 % of the State. In 2010 it moved into the second quartile and in 2011, it moved 
into the third quartile and above the State average for fi rst time in 3 years. Student 
motivation was listed in the bottom half of the State in 2009, and 2010, however 
moved into the top half in 2011. In 2009 Connectedness to Peers was listed in the 
2nd quartile, in 2010 just above the State mean and in 2011 moved into the 4th 
quartile, placing the school in the top 25 % of the State. Classroom Behaviour has 
moved from the fi rst quartile in 2009, to the top 10 % of the State in 2011. The Staff 
Opinion Survey mirrors the data of the Attitudes to School Survey. 

 Other data collected such as behaviour records and group discussions with school 
staff validates this improvement in school behaviour. One of the signifi cant limita-
tions from an evaluation perspective is that while changes to policies relevant to 
physical health behaviours have been documented, there has been no ongoing moni-
toring of children’s nutrition and physical activity levels which have also been pri-
orities of the school. This is something that is planned for future. And of course as 
a single case study threats to validity such as differences in student cohort cannot be 
ruled out. 

 The school now faces the challenge of maintaining this good work. The Principal 
and senior staff are very aware, that without continued input to the programs that 
have been put in place that have yielded the improved data, the gains can be easily 
lost. Recommendations to DEECD from the school have included training of new 
teachers in Tribes, Restorative Practices, and an emphasis on including these as regu-
lar topics for discussion at staff meetings, so that skills can be frequently updated. 
Initiatives such as health promotion in particular the importance of mental health 
promotion needs to remain at the fore front of school operations. Rowe et al. ( 2007 ), 
reinforces the recognition of the signifi cance of partnerships in the school commu-
nity, and in particular highlights the infl uence of the relationships between students, 
school staff, partnering organizations and parents. One of the challenges is that, with 
changes in staff, these hard won relationships can be lost overnight unless reinforced 
by the entire school community.    
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7.6     Replicating the Model in Other Schools, 
Where to from Here? 

 The advantage of an internal/external ‘change agent’ model is that it can facilitate a 
whole of school health promotion approach. The case study detailed in this chapter 
was based on the HPO having one a day a week to devote to the role. This enabled 
the HPO to occupy a unique position in the school. Having an offi ce at the school 
one day a week, attending morning tea, meetings etc. gave the HPO entrance to the 
teachers world, however, as the HPO was not a member of staff, she was also able 
to maintain a distance between the workings of the school and the HPO role. This 
has been part of the success of the change agent role. 

 The importance of an extra pair of hands around the school should also not be 
underestimated. Teachers feel overworked, under pressure (Kyriacou  1987 ; Easthope 
and Easthope  2000 ), and pulled in many directions. As well as teaching, many now 
fi nd themselves taking on welfare roles and instigating health promotion projects. 
Having a worker who is prepared to assist the staff with these duties, is seen as a 
benefi t to the teaching staff and the school. If the HPO is attached to a community 
health service, as is the HPO in this article, they have the added advantage of being 
able to draw on a wide variety of health professionals who can assist the school com-
munity. Examples of this include: nutritionists from EACH assisted with canteen 
reform and healthy cooking classes, nurses from EACH assisted with health checks 
at the Fathers Day breakfast, and an EACH disability group provide maintenance and 
gardening assistance in the school grounds. 

 A small study conducted in the south eastern suburbs of Melbourne surveyed 
either principals, assistant principals or leading teachers about how they currently 
structured their health promotion work and whether they saw merit in a paid HPO 
position. There were 15 respondents to the survey (37.5 %) and there was strong 
support for this model:

  the role of health promotion within the school is expanding, requiring greater resources - especially 
staff time. At present this is ‘added’ onto other roles often results in less than adequate provision of 
support. A paid coordinator would be an extremely valuable asset to the school. 

 Schools do not have the money to fund any other bodies, we have enough trouble 
stretching the resources without fi nding and other things ??? that is thrown at us…Maybe 
we could share a body between 2 or 3 schools? 

   Another benefi t of the HPO, not having a teaching degree and not being on the 
school staff, is that he/she cannot be co-opted into taking classes. One principal 
warned that if a staff teacher was given a percentage of their time to spend on health 
promotion activities, they would run the risk of been seen as an ‘emergency fi ll in’ 
when other teachers needed to be absent from their classes. If schools were given 
discretion over how the health promotion resources were allocated it might not be 
used to support a whole of school approach.

  We need more staff in schools. If the health promotion coordinator planned and imple-
mented the health and PE program as well as an extra staff member yes. If not we need more 
staff for smaller class sizes. A welfare offi cer would be of more help - that’s health promo-
tion as well 
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   While the majority of schools could see the benefi t in a HPO coordinating and 
linking together whole school health and well-being programs, they had competing 
priorities that meant any additional resources would not be directed towards funding 
a health coordinator role. The results did indicate that few schools would be willing 
to provide the necessary resources to assist school health promotion, which leaves 
these schools vulnerable to inconsistent delivery of programs. Further, if they were 
provided with the extra resources to facilitate whole of school health promotion 
they might use the resources to fund welfare programs only without consideration 
of a broader social and environmental approach. The external/internal model whereby 
the HPO is responsible both to a health agency requiring settings based determinants 
approaches and to a school to facilitate this change can help ensure that a whole of 
school health promotion model is the goal being pursued. The challenge would be 
resourcing that level of support. In the KidsMatter pilot project there were eight 
project offi cers who were the ‘critical friends’ to the 100 participating schools 
(Slee et al.  2009 ). In the States with larger populations the project offi cer could have 
20 schools and much fewer in smaller States and Territories. While schools can 
potentially see the benefi t of such a position how this could be funded remains 
uncertain. Further research is required on sustainable models of support for school 
health promotion.  

7.7     Training and Support for HPOs Based in Schools 
or Other Settings 

 It has been recommended by Butler et al. ( 2001 ) that a ‘critical friend’ in a school 
needs to have a teaching background. It can be argued, however, that it is not the 
professional background that is important; it is the personal interaction, along with 
the skills that the ‘critical friend’ brings to the position. The role has been described 
as being one that is dynamic, requiring a high level of fl exibility (Butler et al.  2001 ). 
Ideally the person has skills in health promotion activities such as data collection, 
conducting surveys, needs analysis and the skills to implement and evaluate pro-
grams. However they also need skills in regards to navigating the relationships in 
the school, opening up dialogue, raising questions, encouraging and keeping the 
momentum of the program going. Boot et al. ( 2010 ) emphasises the importance of 
both constructive personal relationships combined with professional skills that are 
seen to be valued by the school. 

 There are a number of challenges within a change agent role described by Faubert 
( 2009 ) which are similar within the school experience. The balance between focus-
ing on process and building long-term capacity versus producing short term out-
comes that can generate good will and momentum is a challenge. The requirement 
to meet the funding bodies’ requirements on health promotion versus the ‘bottom-
 up’ approach of working with the school to identify and respond to their articulated 
needs is another tension. Faubert ( 2009 ) discussed that while there are these ongo-
ing tensions one of the strengths in the dual role is being able to provide a distanced 
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perspective while at the same time becoming immersed within the community. 
Training and support for change agents around some of these issues is one of her 
recommendations which are equally applicable for a health promotion practitioner 
based in the school system (Faubert  2009 ). 

 In summary, one of the lessons from this work is that project planning models are 
of secondary importance relative to an understanding of organizational change theo-
ries and practices. While core competencies for health promotion practitioners have 
a  strong emphasis on partnerships and capacity building (James et al.  2007 ), how 
these skills are taught and developed in undergraduate and postgraduate degrees 
requires further research. They may be taught in the context of program planning 
rather than the broader context described in this chapter of being a ‘change agent.’   

7.8     Conclusion 

 A number of authors (Boot et al.  2010 ; Laughlin  1990 ) indicate that in regards to 
becoming a HPS the process and journey that the school experiences are just as 
important as the successes. Each school is unique in its own right, with its own, 
needs and strengths. Due to the lack of long term evidence there is a movement 
away from giving settings such as schools packages and expecting them to imple-
ment it as designed (Hawe et al.  2009a ). Rather, viewing interventions as events that 
can alter the function and structure of a setting/system may offer more opportunity 
for long term sustainable gains in health (Hawe et al.  2009b ). While this hypothesis 
needs to be tested (Hawe et al.  2009b ), the experience of this case study supports 
this literature that understanding and infl uencing organisational change is funda-
mental to improving the health promotion capacity of an organisation. Schools will 
show the most interest in elements that are a pressing need for the school. If schools 
do not see a need or something as a priority, obtaining the goodwill and agreement 
from the school staff will be diffi cult. A school’s core business is teaching. The 
HPO needs to demonstrate that health promotion interventions will improve the 
learning environment in the school. The HPO should be able to work constructively 
with the school, using the framework to meet the school at its point of need and 
therefore gain acceptance of the program. 

 Schools also need assistance to implement the HPS model. Ideally they need a 
professional from a health or education background who can become the ‘critical 
friend’ at the school. Boot et al. ( 2010 ), in the Dutch ‘Schoolbeat’ program and 
Bond et al. ( 2001 ) in the Australian Gatehouse project both agree that having assis-
tance on demand was a key part of the success of the programs. In regards to health 
promotion, the ‘critical friend’ needs to have the professional skills to assist the 
school in implementing structural health promotion programs, policy development 
and the ability to work with the staff to change the ethos and culture of the school. 
However, assistance only is not enough. The relationship of the ‘critical friend’ to 
the school is paramount to the acceptance of the HPS framework. Both Boot et al. 
( 2010 ) and Butler et al. ( 2001 ) stress that a close relationship with the school with 

7 Becoming a Health Promoting School: Using a ‘Change Agent’ to Infl uence…



150

resulting positive feelings is also important for mutual trust. The ‘critical friend’ has 
no standard role description. The role requires a high level of skill and fl exibility 
and the ability to draw on a repertoire of actions, depending on the context of the 
school (Butler et al.  2001 ). Further research is required on how staff could be trained 
to work in such roles and potential funding mechanisms that could ensure equitable 
access to this resource.     
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    Abstract     This chapter is ultimately about the ways that drama in education 
 methodology enhances adult learning, in this case through professional develop-
ment activities aimed at improving the instructional practices of teachers in health 
promotion curricula. It will explore the theoretical connections, between a drama in 
education based pedagogy, adult education and health promotion. Adult learning 
theories, such as self-direction, transformation and emancipation as well as social 
cognitive theory will be examined, in an attempt to explore synergistic ideas and 
goals they share with drama and the philosophy of health promotion. It will be 
claimed that teacher education through drama is extended beyond knowledge and 
skill development and addresses the personal identities and moral purposes of 
teachers, the cultures and contexts in which they work. Moreover, drama will be 
discussed as an experiential and education-in-negotiation format of professional 
development, in which teachers’ critical input for providing direction and meaning 
of planned initiatives and their outcomes, is strongly encouraged and cultivated. The 
Vygotskian paradigm will be proposed as a comprehensive epistemology for teacher 
education and a Foucauldian perspective will be offered as a promising theoretical 
basis for the elaboration of such a paradigm.  
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8.1         The Need for Effective Teacher Education 
in Health Promotion 

 Traditionally, school-based curricula are provided to students by teachers, making 
teachers key to effective implementation. Consequently, teacher training is regarded 
as essential for the effective implementation in schools of any innovative, teacher- 
provided curriculum (Tortu and Botvin  1989 ; Cameron  1991    ; Glynn  1989 ; Smith 
et al.  1993 ). Even though prevention programs are a well- researched area, the 
importance of training prevention professionals tends to be overlooked (Dusenbury 
and Falco  1995 ; Finn and Willert  2006 ; Mclaughlin and Vacha  1993 ; Patterson and 
Czajkowski  1979 ). Training provided for potential implementers of prevention pro-
grams is a crucial element in the success of program implementation and interven-
tion infl uence. Furthermore, successful training can minimize the chances of 
committing a statistical error – i.e. correctly concluding that the prevention program 
is ineffective for the wrong reason (Basch et al.  1985 ; Helitzer et al.  2000 ; Schwartz 
and Carpenter  1999 ; Wade  2001 ). Some research has shown that in-service training 
is positively related to more complete implementation and, in some cases, enhanced 
student outcomes (Connell et al.  1985 ; Ross et al.  1991 ). Other studies (Basch et al. 
 1985 ) have shown no relationship between implementation fi delity and cognitive 
outcomes. Multiple studies have demonstrated that when teacher training is over-
looked or ineffective, the result is implementation  failure (Tortu and Botvin  1989 ; 
Sobol et al.  1989 ; Flay et al.  1995 ; Botvin et al.  1989 ). In fact, implementation 
failure and degradation are problems encountered even in otherwise successful 
school-based behavior change programs that included teacher training (Rohrbach 
et al.  1993 ; McCormick et al.  1995 ; Olson et al.  1993 ). 

 Despite the obvious and important prerequisite of effecting (implementation) 
behavior of teachers, which must occur before we can succeed in positively 
 infl uencing children’s health risk behaviors, and despite the public health interest in 
school-based programs, teacher training has received little attention as a public 
health issue. Teaching as a profession is not unlike other practitioner enterprises, in 
that it requires constant maintenance and upgrading of knowledge and skills in 
order to meet the changing demands of the marketplace, in this case, the classroom. 
Overall, “The purpose of staff development is to bring about change in the beliefs, 
attitudes, and classroom practices of teachers, and ultimately to bring about changes 
in student learning outcomes” (McBride et al.  1994 , p. 36). However, an in-depth 
look at what teachers’ lived experience of professional development is like and the 
supports and constraints of their environmental conditions on implementation of 
what they learn in professional development, has received little attention in the 
 published research. 

 In contrast to the many advantages associated with using schools as a vehicle for 
prevention programs, schools present natural barriers to effective implementation. 
Barriers can originate with the teacher or the system (e.g. lack of administrative 
support). Both types of barriers can inhibit a positive teacher reaction to a new 
 curriculum and undermine its subsequent implementation and long-term acceptance 
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(   Levenson-Gingiss and Hamilton  1989 ). Behavior change curricula typically 
address the psychosocial factors that promote the target behavior (e.g., smoking). 
Therefore, they involve innovative learning activities that may require the use of 
new or nontraditional teaching styles with which teachers are unfamiliar or uncom-
fortable (Botvin et al.  1990 ). Also, because health promotion is not a required 
 subject at all grade levels or in all schools, there is often no natural “niche” for 
health promotion curricula and no teacher prepared to teach them (Tappe et al. 
 1995 ; Smith et al.  1995 ). Furthermore, for many schools, there is no incentive to 
allocate limited time and resources to health promotion curricula (D’Onofrio  1989 ; 
Taggart et al.  1990 ; Smith et al.  1995 ). Teachers may resist or even actively oppose 
assuming new work demands unrelated to their existing teaching objectives. 

 There is a plethora of evaluative studies that illustrate what constitutes quality or 
effective professional development, based on immediate participant feedback and 
how teachers implement learning into their classrooms (Abrami et al.  2004 ; Boyle 
et al.  2005 ; Bryant et al.  2001 ; Donnelly et al.  2005 ; Firth  1977 ; Florio-Ruane  2002 ; 
Guskey  2002 ; Johnson  2006 ; Supovitz and Turner  2000 ; Willinsky  2005 ). It is well 
recognized that the use of established theory is essential to the successful design and 
development of behavior change curricula (Parcel  1984 ; Evans  1988 ;    McCaul and 
Glasgow  1985 ; Sussman  1991 ; Sussman et al.  1995 ). Indeed, recent studies have 
recognized the importance of incorporating theory into all aspects of project design, 
including teacher training (Stone et al.  1996 ; McGraw et al.  1994 ; Perry et al.  1996 ). 
There is a wide spectrum of theoretical models (Glickman et al.  2007 ; Gordon 
 2004 ) that describes effective professional development. Nonetheless, specifi cs of 
how teacher training might incorporate theory in general, and motivational strate-
gies in particular, have been largely absent from the literature. 

 This paper is ultimately about the ways that drama in education (DIE) methodol-
ogy enhances adult learning, in this case through professional development  activities 
aimed at improving the instructional practices of teachers in health promotion 
 curricula. In accord with Guskey and Huberman’s ( 1995 ) synthesis on the literature 
of effective professional development, it will be claimed that teacher education 
through drama is extended beyond knowledge and skill development and addresses 
“…the personal identities and moral purposes of teachers, the cultures and contexts 
in which they work” (p. 14). It will also be argued that drama allows for “…personal 
involvement in refl exive learning” and “…involves the development of insights into 
experience, new mindsets and attitudes”, all themes that arose from Carroll’s analy-
sis ( 2005 , p. 206), of what elementary teachers consider important in an effective 
professional development model. More than a thousand mathematics and science 
teachers in U.S.A reported that they wanted to be part of professional development 
that considers their needs (Gordon  2004 ) and has opportunities for active learning 
(Garet et al.  2001 ). Hence, DIE’s approach will be discussed as an experiential and 
education-in-negotiation format of professional development, in which teachers’ 
critical input for providing direction and meaning of planned initiatives and their 
outcomes, is strongly encouraged and cultivated. 

 In the following sections, I examine the arts, in general, as a learning medium 
and the basic characteristics of a drama-based-pedagogy, as a theoretical framework 

8 Drama-Based Learning for Teachers’ Education in Health Promotion



158

for teachers’ professional development, in health promotion. Adult learning  theories, 
such as self-direction, transformation and emancipation as well as social cognitive 
theory are also discussed, in an attempt to examine synergistic ideas and goals they 
share with drama and the philosophy of health promotion.  

8.2     Arts as a Way of Learning in Adult Education 

 Art is seen as a way of knowing that ‘releases the imagination’ (Greene  1995 , p. 27), 
allowing creative learning to emerge. Once we allow the creativity to fl ow through 
us, ‘we become agents in our own learning process’ and ‘…learning becomes an 
active process rather than a passive one’ (Greene  1995 , p. 31). According to the 
position statement, on the philosophy of health education, of the American 
Association of Health Education ( 2008 ), knowledge should be taught in a manner 
that facilitates an understanding of current realities and fosters a willingness among 
students to accept today’s information as usable, but anticipate that later discover-
ies, perceptions or political realities may signifi cantly change the usefulness of that 
knowledge. Learners will gain their security, fi nally, not in given and fi xed bodies of 
knowledge, but in the skill of knowledge acquisition and the ability to analyze and 
apply it. Individuals must be given an opportunity to choose which information to 
believe, and which behaviors to perform. If not given such opportunities they may 
revolt, become apathetic, or deliberately live in opposition to what is known and 
what is taught. In other words, the ability to learn how to learn is considered equally 
important in both disciplines. 

 Barone and Eisner ( 1997 , p. 23), pioneers in the area of arts-based research, 
agree that ‘rationalist modes of inquiry have served to suppress artistic modes of 
expression’. Eisner ( 1995 , p. 2) has also stated that ‘artistically crafted work also 
has the capacity to put us in the shoes of those we do not know’. This level of under-
standing can create a sense of empathy, which opens us up to even greater learning. 
Moreover, art not only engages us at an intellectual level; it evokes feelings, intu-
itions, and even bodily sensations. Paying attention to these modes of experiencing 
can result in deeper knowledge. According to Dirkx ( 2001 ), it is important to pay 
attention to the emotional aspects of our learning process. Awareness of our emo-
tional state comes to us in the form of images. These images help us connect our 
inner self with the outer world, which is what Dirkx ( 2001 , p. 69) refers to as ‘soul 
work’. The concept of “emotional intelligence”, as Goleman ( 1995 ) uses it, includes 
the abilities to rein in emotional impulses, to read another’s innermost feelings, to 
handle relationships smoothly and to motivate oneself. “These are the capabilities 
that are going to determine our success in family life, in careers, with friends, as 
citizens,” he says. “These are the abilities that make us people” (Goleman  1995 , 
p. 156). The foundations of health behavior most certainly require these positive 
attributes. 

 During the last decade, the climate in adult education has shifted signifi cantly in 
relation to the role and recognition of the arts as key learning processes which attend 
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to multiple ways of knowing: notably affective, cognitive, spiritual, imaginative and 
somatic (see Stuckey  2009 ). Despite their apparent neglect in mainstream 
 educational circles (see Kazemek and Rigg  1997 ; Rademaker  2003 ; Knowles and 
Cole  2008 ), it seems that the arts are fi nding a growing niche in adult education, 
where art is seen as a way of knowing that ‘releases the imagination’ (Greene  1995 , 
p. 27), allowing creative learning to emerge, ‘providing rich multi-sensory experi-
ences that engage the whole mind-body-emotional system’ (Dickinson  2002 ). 

 The full measurement of value in health education is its production of good for 
“me,” not for “my eyes” or “my weight” or “my body.” In modern health education 
the concept of “body” disappears. So does the concept of health education as good 
for any fragmented part. In its place is the evaluation of the effect of health educa-
tion upon the individual as a person. Read and Stoll ( 2010 ), in their discussions of 
the implications of a holistic paradigm in health promotion, assert that health educa-
tion is essentially an operation, a means of producing something, and thus it may 
neither employ, rely upon, nor use any “tangent of interest” which assumes the 
individual to be a “plurality”, that is, made up of several separate and unrelated 
systems or parts. Operationism [in this instance health education] cannot rightly be 
used to justify the excursion onto tangents of interest that leave the organism frag-
mented into a plurality. Taking the discussion a bit further, the writers advocate for 
health educators to explore a closer cooperation between the empirical fi ndings of 
psychoneuroimmunology (the evidence that thought and emotion affect the immune 
system at cellular and subcellular levels), and the logical, analytical concepts and 
reasoning expressed in current holistic thinking as it applies to health behavior. 
They also stress the need for this new science, as is of crucial importance to health 
educators, especially in professional preparation. 

 The arts are attributed with expanding the boundaries for knowing, learning, and 
comprehending culture ‘holistically, naturally, and creatively, thus deepening under-
standing of self, others and the world’ (Lawrence  2005 , p. 3; see also English et al. 
 2003 ; Tisdell  2003 ; Song  2009 ). Further studies testify to the role of the arts in 
developing multi-skilling, enhancing the grasp of diffi cult concepts, aiding memory 
retention, extending attention spans, increasing concentration, and enjoyment of 
learning (Dickinson  2002 ; Yorks and Kasl  2002 ; Merriam et al.  2007 ; Manning 
et al.  2010 ). Art is thus used as a pedagogical means to access learning in curricular 
subjects as diverse as English language acquisition, cultural diversity (Clover  2006 ; 
Wesley  2007 ), community building and activism (Branagan  2005 ; Archer-
Cunningham  2007 ; Kinloch  2007 ; Scher  2007 ; Clover  2010 ) and social justice 
(Clover and Stalker  2007 ; Trounstine  2007 ). 

 Increasingly, adult educators and community organizations are turning to 
 art- based educational approaches to respond to social issues and ‘to speak out and 
be heard’, connecting ‘vision to action’ (Aprill and Townsell  2007 , p. 62; see also 
Thompson  2002 ; Clover  2006 ; Lawrence  2005 ; Grace and Wells  2005 ,  2007 ). The 
arts, though not necessarily represented in mainstream literature, have frequently 
been a part of adult education in the context of social change. One of the most noted 
examples of emancipatory learning in the arts is the use of popular theatre, and 
especially the use of Augusto Boal’s ( 1979 ) ‘Theatre of the Oppressed’. Boal’s 
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work was developed in the tradition of Paulo Freire ( 1970 ) in order to empower 
participants to actively engage with and rehearse solutions to problems in their life. 
Within the critical tradition in adult education, Marcuse ( 1969 ) also turned to the 
liberating power of art as an avenue for social change. Marcuse believed that for an 
altered consciousness to develop, it is necessary for the adult to experience a funda-
mental estrangement from commonly accepted ways of thinking and feeling. 
Immersion in artistic experience is one way to induce a revolutionary estrangement 
from everyday life, a distancing from normality that nurtures the tendency to politi-
cal critique. Art then gives us new forms of visual and spoken language and opens 
us to new ways of sensing and feeling. Learning these different forms of communi-
cation and perception is for Marcuse, the inevitable precursor to social action. 
Brookfi eld ( 2005 , p. 200) notes that ‘if there is any truth to Marcuse’s argument 
regarding the power of aesthetic dimension’, then ‘adult education that concerns 
itself with liberating the senses through creative, artistic expression is potentially 
revolutionary’.  

8.3     Drama as a Learning Medium 

 Drama may manifest itself in a variety of educational experiences and may be 
enacted in a variety of forms. This project is concerned with drama in education 
rather than with theatre or creative drama. Drama in education (DIE) emphasises the 
forging of meaning within collective “as if” fi ctional contexts encountered while 
participants are “in role”. DIE is viewed primarily as a learning medium, where 
many skills and strategies used in theatre serve educational goals. Theatre empha-
sises performance; creative drama, the development of personal awareness, sensitiv-
ity, and self-confi dence. What is important here to understand is that although these 
‘forms of drama experience share the same common elements of theatre: focus, 
metaphor, tension, symbol, contrast, role, time and space’ (Bowell and Heap  2001 , 
p. 1), their goals differ. Explaining the relationship between theatre and drama, 
Dorothy Heathcote, DIE’s most important pioneer, has remarked (Wagner  1999 , 
p. 147): ‘the difference is that in theatre everything is contrived so that the audience 
gets the kicks. In classroom drama the participants get the kicks’. There is also con-
siderable confusion between drama and simulation. What can be said here is that 
‘the educational philosophy underlying the simulation movement is rigorously 
behavioristic’ and that ‘the purely cognitive approach favored by simulation 
 exponents ignores entirely or tries to minimize the affective dimension’ (Morgan 
and Saxton  1987 , p. 72). The latter is organically infused in DIE. 

 According to Morgan and Saxton ( 1987 , p. 21), DIE “operates in two frames: the 
expressive frame (the outer manifestation) and the meaning frame (the inner 
 understanding)”. Apart from certain drama skills in handling of the form (for exam-
ple, sustaining a role) there are a great number of other skills acquired through DIE: 
creative and imaginative powers; practical skills for communicating and expressing 
ideas, feelings and meaning; investigative, analytical, experimental and interpretative 
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capabilities; aesthetic understanding and critical skills. These are generic life skills 
and overlap with those advocated in the fi eld of adult education. All of the above are 
possible, because

  These three lengths of yarn: the culture of the fi ctional world, the substance of the material 
world and the reference to the world outside, are woven together with a fourth, that of the 
stance of those involved, to form a mutual cultural landscape that should hold us in relation 
to each other, so that we can explore how one ought to be (Hulson  2006 , p. 10). 

   In DIE the educator ‘needs to adopt a kind of quadripartite thinking in order to 
manage this complex, creative, educative process’ (Bowell and Heap  2005 , p. 64). 
In particular, the teacher requires the head of the playwright “needing to think about 
how to help the children craft the narrative so the story unfolds in a way that carries 
within it the learning”; the head of the director ‘needing to steer the children to the 
learning within the narrative through the best dramatic performance structure’ and 
the head of the actor ‘   needing to give a performance that engages and beguiles the 
children and supports and challenges them in the creation of their own roles (Bowell 
and Heap  2005 , p. 64). Above all, the educator needs to hold all of the other thinking 
simultaneously, together with knowledge and understanding of the real context of 
the learners, classroom, school, community, culture, and curriculum. The teacher in 
drama also needs ‘a critical awareness of herself as she operates in each function’ 
(Bowell and Heap  2005 , p. 65). This forms the so-called dimension of “the 
 self- spectator” in DIE. Ultimately, the quadripartite thinking of the teacher elicits a 
reciprocal quadripartite response from the learners, which has also embedded within 
it the self-spectator. The activation of the “spectator-actor”, “spectator-playwright”, 
“spectator-director”, and “spectator-teacher/learner” within teacher and learners, 
results in ‘a spiral of creative exchange between them whereby both experience the 
power of drama’ (Bowell and Heap  2005 , p. 66). 

 Use of applied drama and theatre in health promotion is increasing, but  knowledge 
about its effectiveness for health and well-being is still limited. Interventions aimed 
at effecting attitudinal and behavioral change through interactive methods, such as 
role-play, video games and group work, have led to self-reported reductions in risk 
behavior in adults (Wright and Walker  2006 ). According to a recent review (Joronen 
et al.  2008 ) on school-based drama interventions in health promotion for children 
and adolescents, most reviewed school-based drama or theatre plays succeed in the 
short term in increasing knowledge and positive attitudes related to health behavior 
among school children. It seems that the challenge is to fi nd or develop a theory, 
which combines educational, drama and health theories with valid and reliable mea-
surements to examine the effects of the intervention.  

8.4     A Vygotskian Epistemology of DIE 

 During the past half-century, several efforts have been made to reform teacher 
 education on the basis of an explicit theoretical paradigm. Among these efforts, the 
paradigm of competency-based teacher education of the late-1960s and 1970s, with 
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the personal orientation to teaching and teacher education as its counterpart, and the 
paradigm based on refl ection and inquiry of the late-1980s and 1990s, achieved 
the clearest recognition and the strongest infl uence on teacher-education practice 
(Zeichner  1983 ; Feiman-Nemser  1990 ). However, commentators agree that the 
impact of these paradigms has remained limited, and concerns have been expressed 
about the anti-theoretical bias of teacher education and its lack of an explicit episte-
mology (Ginsburg and Clift  1990 ). 

 A strong point of competency-based teacher education (Houston  1974 ; McKenzie 
et al.  1996 ; Valli and Rennert-Ariev  2002 ), is that it defi nes a public standard for 
teaching as a framework for teacher education, with explicit objectives and assess-
ment criteria for effective performance in the daily practice of teaching. This para-
digm has been criticized for reducing the teacher’s role to that of a ‘technician’ or 
‘executive’ (Borman  1990 , p. 395; Valli and Rennert-Ariev  2002 , p. 203), as it 
leaves little room for a personal interpretation in the light of either personal prefer-
ences or specifi c demands and conditions of the situation. 

 The paradigm consisting of a combination of the teacher as researcher (Stenhouse 
 1975 ) and the refl ective practitioner (Schön  1983 ), is noteworthy in its emphasis 
that professional repertoires are not established once and for all and are not given 
from outside a practice, but have to be continually reaffi rmed, or modifi ed by ques-
tioning experiences in the light of standards of evaluation (Posner  1985 ; Tom  1985 ; 
Valli and Taylor  1987 ; Zeichner and Liston  1987 ; Richardson  1989 ; Calderhead and 
Gates  1993 ). A frequently signaled problem with this paradigm is that it refers to a 
formal procedure that may be applied to many different aspects of teaching but does 
not itself refer to any substantive image of teaching to which refl ection and inquiry 
are to be addressed (Van Manen  1977 ; Hursh  1987 ). 

 Vygotsky gave his name to a tradition in social science currently termed cultural- 
historical psychology or cultural-historical activity theory. Chaiklin ( 2001 , p. 21) 
defi nes cultural-historical psychology as ‘the study of the development of psycho-
logical functions through social participation in socially-organized practices’. 
Vygotsky’s ideas are infl uential among educationists (e.g. Davydov  1988 ; Moll 
 1990 ; Forman et al.  1993 ; Bruner  1996 ; John-Steiner and Mahn  1996 ; Wenger 
 1998 ) and his views have been acknowledged, and used fruitfully, in studies of 
teacher learning and professional development (see, Tharp and Gallimore’s ( 1988 ) 
 Rousing Minds to Life  and Lave and Wenger’s ( 1991 )  Situated Learning ). However, 
the Vygotskian tradition has not been examined explicitly and consistently in order 
to devise a paradigm of teacher education. 

 The chief distinguishing mark of this perspective is that it does not set out from 
opposition between organism and environment (or individual and society), but from 
the idea of a unifi ed system in which these two elements are joined together in a 
dialectical relationship, where humans are both shaping and shaped by their living 
conditions. Thus, a neo-Vygotskian perspective foreshadows a way of integrating 
the valuable elements of the teacher education paradigms, as outlined above, 
because it concentrates on the connections between individual functioning and 
development  and  the sociocultural practices in which individuals take part. 
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 A fi rst principle to be derived from the Vygotskian theoretical framework is that 
professional learning and development are best conceived and conditioned as an 
aspect of evolving participation in a social practice. Participation in an activity 
 system involves both the performance of action and the assignment of meaning. 
Activity is fundamentally defi ned by the meanings it seeks to realize: the needs and 
motives it seeks to satisfy, and the goals it seeks to achieve (Huizen et al.  2005 ). 
Public meanings invested in the activity need to be explored by participants in rela-
tion to what makes participation personally meaningful to them (   Zinchenko and 
Davydov  1985 ). In other words, they will have to orient themselves towards a public 
standard of teaching that refl ects the values and goals in the cultural and political 
setting of the schooling in which they are engaging. This orientation should not lead 
them to be recruited into any existing ideology, but clarify and defi ne their own 
allegiance and commitment to teaching as the core of their professional identity. 
Participation also involves forms of social interaction and co-operation in an insti-
tutional context, and the use of cultural resources (Gallimore and Tharp  1990 ; Lave 
and Wenger  1991 ). These situations are by themselves of a nature to encourage a 
negotiation of meaning between participants as a prerequisite for co-operation. 

 Another crucial element of the theory is that the personality is viewed as an 
 integrative system, in which rational, volitional, and emotional aspects are welded 
together (Bozhovitch  1979 ;    Chaiklin  2001 , p. 241). This integrated view of person-
ality development creates a clear distinction between the Vygotskian perspective as 
the basis for a paradigm of teacher education and the recent elaboration of a ‘situa-
tional perspective’ which is primarily based on the cognitive tradition (Putnam and 
Borko  2000 ). 

 Hence, competence is no longer the primary target of a teacher-education 
 program, but is defi ned and developed in relation to an image of ‘good’ teaching 
that invites commitment to the ideal forms inspiring this activity, and to the identity 
of the actor as a participant in this activity (Wenger  1998 ). Refl ection and inquiry 
are focused on the continuing harmonization of action and meaning. The Vygotskian 
perspective, while preserving the major strengths of earlier paradigms (the devel-
opment of a personal orientation towards a standard of competence and refl ective 
inquiry), holds promise for teacher education by offering the possibility for inte-
gration into a more comprehensive and theoretically more satisfying ensemble 
(Huizen et al.  2005 ). 

 A social constructionist approach might be seen to be close to DIE’s epistemo-
logical orientation since the focus of the educator is on how social concerns are 
shaping learners who work in a group in order to give them some experience of the 
complex, competing demands that are made upon them in the social world. However, 
according to Roper and Davis ( 2000 ), both social constructionism and its current 
adversary of cognitivism, are considered inappropriate for DIE. The writers 
argue that

  Where cognitivism only knows the images, information and representations in minds, 
social constructionism only knows discourses, language and signifi ers in the social world. 
Both are equally unable to acknowledge or give a role to material reality apart from reduc-
ing it to its own terms (Roper and Davis  2000 , p. 225). 
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   Trying to escape this mind over culture (and vice versa) dualism, which is 
 advocated by the philosophical idealism of both these epistemologies, Roper and 
Davis ( 2000 , p. 226), propose Vygotsky’s ( 1978 ) dialectical materialist approach 
that seeks to place ‘language and cultural tools in relationship to mind and material 
reality as a dialectical unity of opposites where none reduces to any of the others’ but 
instead ‘each undergoes change within the conditions of interlocking environment, 
species, socio-cultural history and individual development’ (see also    Wertsch  1985 ). 
Subsequently, whereas in the social constructionist epistemology the fi ctional world 
created by the learners and the teacher in DIE is a social construction of reality and 
‘the reality is in this created world’, a Vygotskian approach would be underpinned by 
a different epistemology where the fi ctional world created in the drama would be 
‘related to an objective world existing independently of any consciousness’ (Roper 
and Davis  2000 , p. 230). Instead of the focus being on the issues involved in a fi ctional 
reality, DIE, following Vygotsky, attempts to relate these to the actual living content 
of the world, ‘understood as existing prior to and  co- existent with the invented world, 
thus forming a constant point of reference’ (Roper and Davis  2000 , p. 230). 

 In the following section, andragogy, self-direction, transformation theory and 
situated cognition are included as models that illustrate adult learning theories in 
sociocultural context. These theories encompass the complexity of adult learning 
through models that complement and support Vygotsky’s sociocultural theory 
( 1978 ) and support the need for practice-oriented models for planning and imple-
mentation of professional development.  

8.5     Andragogy 

 Theories on cognitive development have been proposed to explain various aspects of 
cognitive, social, and emotional development to inform adult educators (Gardner  1983 ; 
Magolda  1992 ; Perry  1970 ; Silverman and Casazza  2000 ). Some researchers (Glickman 
et al.  2007 ; Gordon  2004 ; Loucks-Horsley et al.  2003 ) suggest that planning for effec-
tive professional development requires alignment of the professional development for-
mats and approaches with the theories of adult learning. The earlier is andragogy. 

 In 1968, Malcolm Knowles proposed to the United States a European theory of 
adult learning that differentiated andragogy, “the art and science of helping adults 
learn” (Knowles  1980 , p. 43), from pedagogy. Knowles based his theory of andra-
gogy upon fi ve assumptions that describe the adult learner. These included: (a) an 
independent spirit to direct his or her own learning, (b) the use of life experiences as 
a resource for learning, (c) a connection of learning needs to changing social roles, 
(d) a desire to apply new learning to relevant situations, and (e) intrinsic motiva-
tional factors that drive learning (   Merriam  2001a ,  b ). These principles relate directly 
to professional development as well as classroom learning situations. Since its 
introduction, andragogy has not been without its skeptics and detractors. Many have 
centered around the criticism that andragogical principles assume an autonomous 
learner who is free of social and contextual constraints and the original theory 
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ignored the context in which learners live, work, and learn (Pratt  2002 ). More recent 
theorists have taken Knowles’ ( 1980 ) view of adult education and altered it to 
include such aspects as cognitive processes, environment, context, culture, physio-
logical processes, emotion, and other factors that impact learning, creating a richer 
fi eld of theory that guides our understanding of how adults learn.  

8.6     Self-Direction 

 Self-directed learning (SDL) is regarded by many as a key principle in adult  education 
(see Garrison  1992 ,  1997 ; Knowles et al.  1998 ; Brookfi eld  2000 ; Brockett and 
Hiemstra  1991 ; Norton  2001 ; Boyer and Maher  2004 ). In its broadest sense, SDL 
describes a process in which individuals ‘take the initiative, with or without the help 
of others, in diagnosing their learning needs, formulating learning goals, identifying 
human and material resources for learning, choosing and implementing appropriate 
learning strategies, and evaluating learning outcomes’ (Knowles  1975 , p. 18). 

 The HP standards also defi ne a health – literate person as a responsible, produc-
tive citizen, an effective communicator, and a self – directed learner. One disposi-
tion related to this standard is the teacher who values critical thinking and self – directed 
learning as habits of the mind (Interstate New Teachers Assessment and Support 
Consortium  1995 ). 

 The main reason for the self-spectator to be embedded in the learners’ quadripar-
tite response is that to be engaged in drama is to be engaged in a process of “educa-
tion for self-direction”, as Dorothy Heathcote ( 1995 ) points out in the video  Pieces 
of Dorothy . By using this exact term, Heathcote is creating a connection between 
drama in education and self-directed learning and particularly with Garrison’s 
( 1997 ) comprehensive model, which posits the challenge to adult educators of 
 integrating metacognitive processes in self-directed learning. 

 Although ‘the term self-direction has misled many into elevating the individual 
above the collective’ (Candy  1991 , p. 311), Garrison ( 1997 ) views self-directed 
learning from a ‘collaborative constructivist’ perspective, where cognitive and col-
laborative learning processes are integrated resulting in educational experiences 
that are both personally meaningful and socially worthwhile, leading to collabora-
tive self-directed learning.  

8.7     Situated Cognition and Communities of Practice 

 Situated cognition is another model of adult learning that is representative of the 
context-based adult learning framework. It is based on the notion that “learning in 
context is paying attention to the interaction and intersection among people, tools, 
and context within a learning situation” (Hansman  2001 , p. 44). According to 
Hansman, it also is “incorporating the learners’ developmental needs, ideas, and 
cultural context into the learning experience” (p. 44). 
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 The ‘Communities of Practice’ model embodies the ideas of situated learning. All 
communities of practice (CoP) are characterized by the domain of knowledge they 
share, a community of people who care about the domain, and the shared practice 
they are developing to be used effectively within the domain (Wenger et al.  2002 ). 
The domain is the common ground or common identity of the group, whether it is 
related to education, healthcare, or computer imaging. The community is the social 
network of learning and inquiry should be its guiding force, as members seek to 
develop and extend their domain and practice through social interaction. Finally, the 
practice is the action put forth by the community to further the domain. All of these 
factors combine to form the community of practice concept. The characteristics of 
this shared association, as defi ned by Wenger ( 1998 ), are: (a) mutual engagement, 
(b) a joint enterprise, and (c) a shared repertoire. 

 While Wenger’s work has been mainly with all types of organizations, including 
corporate work groups and health-care workers, his theories can be applied to the 
education environment in many ways. Many authors have discussed the use of 
 communities of practice related to instructional design (Au  2002 ; Barton and 
Tusting  2005 ; Jawitz  2007 ; Keppell  2007 ; McLaughlin  2003 ; Sim  2006 ). These 
sources investigate CoP in various different aspects of adult learning, including 
online learning, post-graduate instruction, and teacher preparation. Research into 
the effective practices and organizational structures of professional learning 
(Cochran-Smith and Lytle  1990 ; Darling-Hammond  1998 ; Hargreaves  1994 ; 
McLaughlin  1998 ) have led to the understanding that “the old workshop delivery 
model for teachers must give way to vibrant and ongoing professional learning 
communities” (Lieberman and Wood  2002 , p. 40). The literature on CoP related to 
professional development is an area that has developed just recently (Corley and 
Thorne  2005 ; Guskey and Huberman  1995 ; Hinson et al.  2005 ; Meyer  2005 ) and 
clearly there is room for more investigation in this area. 

 The promotion of health, equity and sustainability is most effective where the 
school uses its full organizational potential. Team work and cooperation in school are 
then key factors. Teacher training for comprehensive health promotion can  possibly 
increase its sustainability by focusing on collaboration issues. Study results indicate 
that teacher collaboration is scarce and diffi cult to sustain (Stoll et al.  2006 ). If teacher 
collaboration is happening, it is more often informal collaboration as a result of per-
sonal initiatives than formal collaboration (Jourdan et al.  2008 ). On the basis of mainly 
sociological arguments, Edwards and colleagues ( 2002 ) outline collaborative strate-
gies, as a major way of assisting teachers in their attempts to improve their teaching.  

8.8     Transformative Learning and Critical Thinking 

 Aiming at better explaining how the assumptions under which a person operates are 
changed, through the process of learning, Mezirow ( 1978 ,  1990 ,  2000 ) presented 
his notion of “perspective transformation” to the literature on adult education, infl u-
enced by such writers as Habermas ( 1970 ,  1971 ), Freire ( 1970 ), and Gould ( 1978 ). 

A. Karavoltsou



167

The theory holds the key to learning that is transformational in nature are  experiences 
that cause the learner to become “…critically aware of one’s own, cultural and psy-
chological, tacit assumptions and expectations and those of others and assessing 
their relevance for making an interpretation” (Mezirow  2000 , p. 4). Paramount to 
the success of transformative learning are critical self-refl ection and refl ective 
 discourse. Both tenets have been recognized as important to creating change in par-
ticipant beliefs and attitudes, which leads to higher levels of implementation of new 
learning in the work setting (Mezirow  1997 ,  1998 ; Baumgartner  2001 ; Guskey 
 2002 ; King and Lawler  2003 ; Merriam  2001a ; McKeown and Beck  2004 ; 
Wlodkowski  2003 ; Ross-Gordon  2002 ). 

 The transformational paradigm of drama fi nds its echo in the pedagogy of Freire 
where education is seen ‘as a liberating and humanistic task that views conscious-
ness as intention towards the world’ (Freire  1985 , p. 115) and ‘transformation is not 
just a question of methods and techniques but a different relationship to knowledge 
and to society’ (Freire and Shor  1987 , p. 107). There is a lived hybridity in the 
 process of artistic acting, which may serve the intentions of a transformational ped-
agogy. Learners will be asked to take on roles and imagine themselves differently. 
Mezirow ( 2009 , p. 96) also identifi es perspectival learning as ‘an essential dimen-
sion of transformative learning’. The much-discussed function of empathy in drama 
is a matter of taking another’s perspective. In drama, an actor enters into the world 
of an Other and learns about the perspective of the Other. That assumed – or cre-
ated – world of the Other is a medium for learning (Henry  2000 ). 

 In acting ‘as-if’ the world was otherwise, learners may be encouraged to  discover 
that at personal, local, national and international levels ‘they are free to negotiate, 
translate and therefore transform the problem of identities and the problem of the 
representation of identities’ (Neelands  2004 , p. 54). DIE’s intention is to capture 
this fl ux of change. In its essential ephemerality and in the collision of realities- 
fi ctionalities between the stage and the social space, drama can create a sense of 
instability between what has been, what is and what might be. According to Mezirow 
( 2009 , p. 5), ‘imagination of how things could be otherwise is central to the initia-
tion of the transformative process’.    Mezirow ( 1981 ) also focuses on the idea that 
learning is the process of making meaning from experiences. DIE provides knowl-
edge which involves ‘the cognitive, conative and the affective aspects of experi-
ence…functioning together’ (Henry  2000 , p. 58). Drama employs the mode of the 
‘self-spectator’ in an attempt to help learners ‘make sense of the layering of drama 
experience as it moves toward the possibility of some kind of self-transformation in 
the real context’ (Bowell and Heap  2005 , p. 67). In this sense, drama is in accord 
with transformative learning theory’s ‘metacognitive process of reassessing reasons 
supporting our problematic meaning perspectives’ (Mezirow  2009 , p. 95). Through 
dialogue and the presentation of issues as problems, learners acquire the ability to 
intervene in, rather than accept, reality, an intervention, which results from their 
critical consciousness of the situation. The investigation of learners’ own meaning-
ful themes establishes a climate of creativity and enthusiasm for risking experimen-
tation, in which learners critically analyze reality and intervene as subjects in the 
historical process, understanding themselves not as spectators but as co-authors of 

8 Drama-Based Learning for Teachers’ Education in Health Promotion



168

action to transform the world. Neelands ( 1996 , p. 29) writes that drama ‘is a 
 personally transforming cultural resource, one which makes the invisible infl uences 
of culture visible and discussible, and serves as a mirror of how we are made, and 
of who we might become’. 

 A key element of transformative learning theory is critical thinking and refl ection 
that more specifi cally requires, fi rst ‘critical assessment of the sources, nature and 
consequences of our habits of mind’ – and second, ‘participating fully and freely in 
dialectical discourse to validate a best refl ective judgement’ (Mezirow  2009 , p. 94). 

 The American  National Health Education Standards  (Joint Committee on NHES 
 1995 ) highlight the importance of critical thinking in the context of our fi eld or 
discipline. The standards defi ne a health – literate person as “a critical thinker and 
problem solver who uses decision making and goal setting in a health promotion 
context”. The concept of health literacy (Joint Committee on National Health 
Education Standards  1995 ; Tappe and Galer-Unti  2001 ; American Association of 
Health Education  2008 ) is a good example of a cognitive approach in health educa-
tion that employs both the skill of critical thinking and decision making in practice. 
Decision making is viewed as a systemic approach to education, designed to equip 
learners with skills that enable them to make self – satisfying decisions and appro-
priate choices based on up – to – date factual information. Underlying the concept 
of health promotion is the notion that to achieve good health persons must have 
some measure of control over the decisions and conditions they encounter over time 
and across circumstances. Decisions are the result of an interpretative process both 
in understanding what the needs are and what can and should to be done about them. 

 Constructivist theory suggests that learners construct and reconstruct informa-
tion to learn (Brooks and Brooks  1993 ). These constructions evolve when learners 
actively gather, generate, process, and personalize health – related information 
rather than passively receive knowledge from teachers or health – related resources. 
Within constructivist theory, when teaching for understanding, health educators 
must  facilitate  the students to work with the content. As such, when learners are 
challenged to go beyond facts into constructing personal meaning and understand-
ings about health, their behavioral outcomes may be enhanced and extended as well. 
Constructivist approaches try not to view the learner’s behaviors as objects of analy-
ses that can be manipulated and controlled. Instead, constructivism assesses student 
learning in the context of teaching and adapts the curriculum to address students’ 
suppositions (Brooks and Brooks  1993 ). 

 Such an approach is commended by Stuckey ( 2009 ) who writes about the 
 ‘creative power’ of the arts to deconstruct existing knowledge. Her adult learners 
initially demonstrated strong resistance to self-care and regulation in terms of their 
own health management, but her study highlights how a creative arts-based approach 
empowered the participants to ‘challenge assumptions of learning and open the pos-
sibilities of what counts as knowledge’, inviting them to explore ‘multidimensional 
ways of learning about the world’ and ‘create space to allow them to make sense of 
and take control of their own health condition’ (Stuckey  2009 , p. 62). 

 Although both critical thinking and decision making are identifi ed and advocated 
for, in the literature reviewed, discussion on how to proceed, with making changes 
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in the way teachers are prepared for teaching critical thinking in the classroom, is 
extremely limited to nonexistent in sources reviewed by the author of this article. 
Ubbes, Black and Ausherman ( 2010 ) admit that, to date, health education scholars 
have not fully outlined how critical and creative thinking skills can be used as cogni-
tive tools for studying our behavioral science and educational theories as parallel, 
complementary processes. When learners are encouraged to generate critical 
 questions about self and others and to probe health content for underlying meanings 
and assumptions, they are better able to understand the ‘hows’ and ‘whys’ of health 
behavior. Meyers ( 1987 ) adds that few opportunities to learn about teaching critical 
thinking are available through professional development, disciplinary conferences 
and everyday collegial dialogue. Haas and Keeley ( 1998 ) describe faculty resistance 
to teaching for critical thinking in higher education as a common problem. According 
to the authors, although college instructors purport to acknowledge critical thinking 
as an educational outcome for their students, it is evident many faculty fail to make 
critical thinking a reality in their classrooms. 

 The social construction of reality is another focus of transformative learning 
theory and ‘learning is regarded as a method by which this may be changed’ (Jarvis 
 2004 , p. 133). O’Toole ( 1992 , p. 21) suggests that drama may be viewed as an activ-
ity ‘inherently collective and processual, and thus both socially and individually 
developmental’. Drama and transformative learning theory share the focus on creat-
ing ‘the foundation in insight and understanding essential for learning how to take 
effective social action in a democracy’ (Mezirow  2009 , p. 96). 

 Democracy is the fi rst principle of the European Network of Health Promoting 
Schools, and one of the ten principles listed as fundamental to WHO’s Health 
Promoting Schools framework ( 1996 ). Democratic learning is “a set of purposeful 
activities always building toward increasing student activity, choice, participation, 
connection, and contribution. It always aims for students individually and collec-
tively to take on greater responsibility for their own learning” (Glickman  1999 ). 
In practice, democratic learning involves students actively working with real world 
problems, ideas, materials, and people as they learn skills and content. School expe-
riences managed in relation to these principles are posed as a way to broaden and 
intensify students’ involvement in what Habermas ( 1990 ) has termed the  lifeworld  
of schools: cultural traditions, ceremonial rituals, participation in clubs, and teacher – 
student relationships; and the  systemsworld  of the school: programs of study, school 
governance. Katherine Weare ( 1998 ) emphasizes that democracy needs a balance 
between participation, warm relationships, clarity and autonomy. As Anderson and 
Ronson ( 2010 ) put it, learning about democracy through health promotion initiatives 
is an important way for students to feel like they are a part of their school’s ethos and 
progress, and to enjoy the freedom to be deterministic and expressive about the 
meanings they are making relative to course content, personal experience and world 
events. The health literate citizen is concerned not only about knowledge and inter-
personal relationships but social justice, equity, and involvement – Whose interests 
are being served? Who dominates? Who is silent? How do determinants of health 
interact with decisions for health? Why are people in upper income households half 
as likely to require hospital care as people living in low income households?  
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8.9     Meaning – Making and Social Change 

 Meaning – making is the construction of ‘comprehension’ from an individual’s 
experience. This may be the discovery of completely new core constructs or the 
reframing of current ideas. It requires an engagement with people, places, ideas or 
things, to create an ‘internal’ space in which an energetic information exchange can 
occur. This is what enables the individual to grasp an understanding of the unity 
between their ‘inner’ and ‘outer’ worlds. 

 Drama is a medium for meaning making and a means of making inner meanings 
public through the use of symbols. Courtney ( 1995 , p. 28) wrote: ‘To think  adequately 
(that is, to be intelligent) is to be skilful with the feelings inherent in symbols’. In his 
discussion of dramatic meaning O’Toole ( 1992 , p. 44) recognises its ‘evanescence’ 
which makes it ‘extremely diffi cult to control’, since the meaning in drama ‘is not 
laid down’ but instead ‘emerges’. O’Toole is at pains to fi nd an inclusive approach. 
He clarifi es his disagreement with New Criticism’s notion of the absolute distinction 
between artist and audience, where the reader is to embrace the meaning of the 
author and thus this meaning is entire in itself and must not be socialised. He also 
contradicts Barthes’s ( 1977 ) view that each individual has limitless capacity for 
renegotiating any artist’s meanings. He posits:

  The processuality of meaning in drama is not without bound because the art form is 
 collective and …a proportion of the meaning, which emerges is therefore shared – as social 
meaning, at once a part of and apart from the personal constructions of meaning which each 
individual negotiates within the experience (O’Toole  1992 , p. 217). 

   Henry Giroux, in  The Abandoned Generation: Democracy Beyond the Culture of 
Fear  ( 2003 ), posits that learning is a meaning – making process. Accordingly, indi-
viduals consciously strive for meaning, to make sense of their environment in terms 
of past experience and their present state in an attempt to create order, resolve incon-
gruities, and reconcile external realities with prior experience. Giroux emphasizes 
that knowledge is mainly acquired through social processes wherein culture, con-
text, and community are logically and philosophically active. He pushes for an 
approach to education that engages students in not only critical analysis of the con-
text but of the implications this knowledge has for how we think, behave and partici-
pate in our life experiences. Views about health that focus on what is happening in a 
person’s life – such as level of income, relationships with close and intimate others, 
participation in social and civic life, employment stability, to name a few – are seen 
as determinants of health which impact the capacity one has to live to the fullest. 
Accordingly, school work must be linked to larger purposes such as creating more 
equitable and just public spheres within and outside educational institutions – exer-
cising rights and entitlements – as a part of active citizenry. In order to be effective, 
therefore, health promoters must fi nd their inspiration in not only understandings of 
health but of the fundamental purposes of school and beliefs about learning (p. 208). 

 Using health education as a tool to bring about social change is not a new concept. 
Grounded in the social movements in the 1960s and 1970s, health education has 
taken a fresh look at what social change means in the contemporary world. As one 
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searches for the underlying causes of illness, one fi nds that many social inequities are 
contributing factors. Here, the role of the health educator is to work within the politi-
cal arena demanding and legislating changes that eliminate health disparities (Auld 
and Dixon-Terry  1999 ; Leviton  2002 ; O’ Rourke  2002 ; Pinzon-Perez  2003 ).  

8.10     Emancipatory Learning 

 Health promotion as “the process of enabling people to increase control over, and 
improve, their health” (WHO  1986 , p. 1), shares a similar ethos with empowerment 
as “the process by which people, organizations and communities gain mastery over 
their lives” (Rappaport  1981 , p. 3). Health promoters often describe health promotion 
as a social movement, concerned with health “prerequisites” such as “peace, shelter, 
food, income, a stable ecosystem, social justice and equity” (WHO  1986 , p. 1) and 
acknowledge the disempowering qualities of government bureaucracies by contend-
ing that health promotion belongs to the whole community. Community groups do 
organize and act in the name of health promotion. However, they are more likely to 
do so around specifi c issues involving welfare rights, pollution, housing, safety, or 
employment concerns. 

    Weare ( 1998 ) asserts that a key strategy for a health promoting school is to 
ensure that its organization, management structures and ethos are empowering and 
encourage participation. She goes on to stress that “empowerment aims to be genu-
inely democratic by ensuring that the action or process is done with, rather than to, 
 people”. Labonte ( 2010 ) also identifi ed a tension between “power over” and 
“power with”. He claims that  power over  tries to educate others to the educator’s 
terms, his ways of viewing the world.  Power with  tries to fi nd some common 
ground between what he knows, and how he talks about it, and what communities 
know, and how they talk about it. 

 Since the appearance of  Pedagogy of the Oppressed  (Freire  1970 ), learning to 
challenge and change existing systems has been a dominant issue in adult 
 education. Freire emphasizes the need for a social critique of power, that is, of 
 understanding the structural, particularly the ideological, forces of oppression and 
the need to link this theoretical understanding to a radical political practice. If we 
want students to analyze the social and political structures that constitute their 
lives, we have to begin with those that are socially and politically the closest. In 
effect, this means that teachers must enable students to understand what power 
they, the teachers, have over them; the strategies and tactics by which this power is 
operated; and, paradoxically, the strategies and tactics by which they could be 
empowered to take control of their own learning (see Roberts  2000 ). 

 Emancipatory adult education practices are often centered on ‘helping students 
to see through and transgress traditional pedagogical practices – who decides, who 
assigns, who controls and who knows’ (Inglis  1997 ). Emancipatory learning is 
about showing people how to read their lives and the family, groups, organisations 
and society in which they are involved in terms of a struggle for power. In contrast, 
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empowerment can be understood as the process by which individuals or groups 
seek, by working within the existing system, to obtain greater economic, political, 
and social power. Empowerment is, thus, centered on creating self-confi dence, 
 self- expression, and an interest in learning (see Dew  1997 ). There is, then, ‘a bal-
ance as well as a tension between individual transformative learning and emancipa-
tory  education. The former is a necessary, but not a suffi cient, base for the latter’ 
(Inglis  1997 ). Education for liberation and emancipation is a collective educational 
activity, which has as its goal social and political transformation. If personal devel-
opment takes place, it does so within that context.

  Liberation is a social act. Liberating education is a social process of illumination. Even 
when you individually feel yourself free, if this feeling is not a social feeling, if you are not 
able to use your recent freedom to help others to be free by transforming the totality of 
society, then you are exercising only an individualist attitude towards empowerment and 
freedom (Freire and Shor  1987 , p. 109). 

 The distinction between empowerment (working within the system) from eman-
cipation (trying to change the system) is crucial, because it can help educators 
understand how a process that supposedly leads to increased or devolved power 
leads, in effect, to a more subtle form of incorporation.  

8.11     A Foucauldian Perspective of Power 

 Perhaps the most famous postmodern effort to contest simple ideas of oppression 
comes at the beginning of Michel Foucault’s ( 1977 )  Discipline and Punish.  In this 
work, Foucault outlines many disciplinary technologies such as seating charts, 
forming lines, taking attendance, timetables, the distribution of individual bodies 
within a partitioned space, individuation and documentation, hierarchical observa-
tion, normalising judgments, and examination that are found in most public schools 
around the world. Contemporary poststructuralists drawing from the work of 
Foucault ( 1977 ,  1980 ) contend that students are socialised into hierarchies of nor-
malisation by teachers who use techniques of discipline, surveillance, and regula-
tion that penetrate into the smallest details of everyday life (see Olssen  1999 ; 
Weedon  1997 ; Fairclough  1995 ). Teachers have been encouraged to work with and 
in the postmodern to implement praxis-oriented emancipatory pedagogies in which 
they deconstruct classroom authority to see how it is constituted and constituting. 
Educational researchers have begun to fruitfully use the work of Michel Foucault 
to analyze and problematize many practices and structures of schooling (see for 
example, Walkerdine  1988 ; Popkewitz  1998 ; Butin  2001 ; Bevir  1999 ; Caughlan 
 2005 ; Schutz  2004 ; Gore  1999 ; Baptiste  2000 ; Brookfi eld  2005 ). Reconstituted 
authority relations should be participatory, dialogic, and pluralistic; antihierarchi-
cal; and  conducive for decentering the centres of hegemonic power and  knowledge 
(see Popkewitz and Brennan  1997 ; Gore  1999 ; Baptiste  2000 ; Mayo  2000 ; Butin 
 2001 ; Schutz  2004 ). 
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 Foucault’s argument ( 1980 ) that every new truth has the potential to create its own 
new “regime of truth,” and that every form of “emancipatory” power relies on the 
counter power to which it is opposed, has been appropriated to make clear that pro-
gressive “enlightened” educational practices may ultimately lead to their own “disto-
pias”. The implications are that ‘educational practices that may appear more 
democratic, participatory, or progressive may in fact be more effective forms of dis-
ciplinary power’ (Brookfi eld  2005 , p. 335). Elsewhere, Foucault ( 1982 ) examines 
even more complex forms of control and domination. He distinguishes between rela-
tively crude disciplinary power, which is overtly imposed, and more subtle  “pastoral” 
power, which operates more subversively and indirectly. Foucault locates the begin-
ning of the movement of pastoral techniques from the religious to the secular in the 
eighteenth century. In the appropriation of pastoral techniques by secular institutions, 
the rhetoric of redemption is maintained and the agents of this power have multiplied 
to include police, social workers, health-care workers and teachers. They act to gov-
ern by ‘structuring the possible fi eld of action’ of those in their care (Foucault  1982 , 
p. 221). In the twentieth-century school, the language of psychology replaced the 
language of religion ‘in facilitating particular ways of thought, self-refl ection, and 
self-regulation’ and the ensemble of pastoral techniques ‘is particularly well suited 
for shaping the self-conduct of individuals’ (Caughlan  2005 , p. 15). From a postmod-
ern perspective, in progressive school settings, the ‘governing of the individual’ 
occurs not through ‘explicit defi ning of set procedures’ as in more traditional set-
tings, ‘but through the deployments of reasoning’ (Popkewitz  1998 , p. 24). warns:

  Unlike traditional settings that tend to sanction divergences from a static norm, then, pasto-
ral settings foster particular forms of creativity, often harnessing them to serve the (loosely 
coupled) systems in which participants are enmeshed. And because control in progressive 
classrooms is distributed throughout the environment instead of located in (apparently) 
identifi able fi gures or systems, it is extremely diffi cult for participants to detect or resist. 

   In fact, as many postmodern writers note (see for example, Popkewitz  1998 ; 
Bevir  1999 ; Butin  2001 ; Schutz  2004 ), multiple systems of control often work 
together without any clear locus of control. Although there is no single “leader” and 
there is no “   center, only a fl exible network of distributed roles and responsibilities, 
the activities of the group as a whole serve purposes set for them by the institution 
of school or the teacher” (Gee et al.  1997 , p. 62). Instead of ‘suppressing the agency 
of participants as more disciplinary approaches might, pastoral approaches co-opt 
the creativity of participants by recruiting their desires and motivations’ (Schutz 
 2004 , p. 17) and because control in progressive classrooms is distributed throughout 
the environment instead of located in (apparently) identifi able fi gures or systems, it 
is extremely diffi cult for participants to detect or resist Schutz ( 2004 , p.15). 

 In the fi eld of adult education, Brookfi eld ( 2005 , p. 120) asserts that ‘the possibil-
ity of converting “power over” learners into “power with” them continues to this day 
to exercise a hold on adult educators’ imaginations’. He also admits (Brookfi eld  2005 , 
p. 129) that for progressively inclined adult educators Foucault’s analysis ‘of how 
apparently emancipatory adult educational practices often contain oppressive dimen-
sions is particularly disturbing’. Most adult educators often function as  persuaders 
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and organisers, using justifi able coercion, but choose not to acknowledge doing so 
(see Baptiste  2000 ) although ‘sovereign power is easily detected and usually discred-
ited by those within the fi eld who see themselves as “true” adult educators dedicated 
to empowering learners in a respectful way’ (Brookfi eld  2005 , p. 144). If we are fated 
to exercise power, what we can draw from Foucault’s work in building a theory of 
adult learning is ‘the need to study how adults learn to recognize that they are them-
selves agents of power, perpetually channeling disciplinary power, but also possess-
ing the capacity to subvert dominant power relations’ (Brookfi eld  2005 , p. 143).  

8.12     Power Issues in Drama in Education 

 Giroux ( 2003 ) encourages progressive educators and their students to stand at the 
edge of society, to think beyond existing confi gurations of power in order to imag-
ine the unthinkable in terms of how they live with dignity, justice, and freedom. 
Within acts of “moral imagination” students are posing problems that begin with 
“What if” and “Why not” (p. 146). Neelands ( 1996 ) identifi es four modes of 
empowerment in drama, of which two can be directly linked to a process of chang-
ing understanding: personal empowerment and cultural empowerment. In defi ning 
DIE in the light of these modes, Neelands ( 1996 , p. 29) writes that drama ‘is a 
 personally transforming cultural resource, one which makes the invisible infl uences 
of culture visible and discussible, and serves as a mirror of how we are made, and 
of who we might become’. O’Toole ( 1992 , p. 45) posits:

  “Drama for empowerment” is quite a savage political battleground of right and left, with 
one set of exponents using drama to socialize children into the society in which they fi nd 
themselves and the other using it to give them a critically active and activist orientation. 

   His position resonates with the distinction between empowerment and eman-
cipation, as previously discussed. His warning for drama practitioners using 
drama in the emancipator framework, ‘committed to assist in changing attitudes’, 
of the  danger of ‘replacing one set of concealed power constraints with another’ 
(O’Toole  1992 , p. 62), is echoing Foucault’s challenge. Many theorists in the fi eld 
discuss the “colleagueness” between learners and teacher, generated by the 
 co-creativity of drama. O’Toole ( 1992 , p. 2) defi nes DIE as a process where the 
teacher is ‘negotiating and renegotiating the elements of dramatic form in terms 
of the context and purposes of the participants’. He actually suggests that instead 
of drama being used as a teaching method where ‘the fi ctional contexts are taken 
directly or indirectly from other curriculum subjects and thus only minimally 
negotiable’ (O’Toole  1992 , p. 57), drama’s principal practitioners should be look-
ing for ‘a resolution in terms of empowering the students through giving them 
access to the negotiations of the playwriting process, and in fact to the elements 
of the art form itself’ (O’Toole  1992 , p. 63). Bowell and Heap ( 2005 ) point in the 
same direction. Elaborating on the teacher’s quadripartite thinking as discussed 
earlier, they remark:
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  the pupils need to be able to make a quadripartite response to what is happening within the 
drama so that they are in creative partnership with the teacher. The pupils learn how to 
contribute to the extension and deepening of the play they are in and to feel suffi ciently 
empowered to initiate further developments of the narrative (Bowell and Heap  2005 , p. 66). 

   Subsequently, in this multifaceted spiral of creative discourse, where learners 
 provide feedback to the teacher, who in turn responds, changes in the shape and direc-
tion of the drama can be initiated by both learners and/or teacher. This situation cre-
ates challenges, ‘not least because these functions are generally engaged simultaneously 
yet are driven by potentially different needs – the teacher being learning- objective 
driven and the pupils narrative driven’ – but the teacher also recognizing that ‘in order 
for the learning objective to be met, the narrative of the drama must create the impera-
tive in which the learning can take place’ (Bowell and Heap  2005 , p. 63). 

 It seems that there is suffi cient evidence in the literature to support drama as a 
dialogical, liberating form of education. Through dialogue and the presentation of 
issues as problems, learners acquire the ability to intervene in, rather than accept, 
reality, an intervention, which results from their critical consciousness of the situa-
tion. The investigation of students’ own meaningful themes establishes a climate of 
creativity and enthusiasm for risking experimentation, in which learners critically 
analyze reality and intervene as subjects in the historical process, understanding 
themselves not as spectators but as co-authors of action to transform the world. The 
co-operation engendered in drama, another characteristic of dialogical action, which 
only occurs among subjects, what Neelands ( 2004 , p. 24) calls the teacher – learner 
partnership in drama, provides the requirements for a truly co-operative undertaking 
in that learners are able to negotiate, decide what happens and when, and work with 
others towards a mutually satisfying goal, critically co-developing the session with 
the teacher. According to Freire and Shor ( 1987 , p. 107) ‘the liberating educator has 
to be very aware that transformation is not just a question of methods and techniques 
but a different relationship to knowledge and to society’. Drama, due to its ways of 
critically discovering knowledge and intention to transform the world, can therefore, 
be considered as a form of emancipatory education, in which ‘the liberating educator 
is not doing something to the students but with them’ (Freire and Shor  1987 , p. 110).  

8.13     Social Cognitive Theory and Self-Effi cacy 

 The goal of any in-service training is behavioral – that teachers implement the 
 curriculum as intended. Thus, it is logical to conceptualize the teacher training pro-
gram as a behavior change intervention designed to affect the (implementation) 
behavior of independent individuals with a diverse range of interests, expertise, and 
experience, operating autonomously in a variety of classroom settings and under a 
variety of conditions. The modern psychology of behavior change and social learn-
ing theory, as its most prominent model (Bandura  1977b ), recognizes that there are 
four prerequisites for the adoption of a behavior. The individual must (1) want to 
adopt the behavior (i.e., it must meet some internalized need or desire), (2) know 
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what actions constitute the behavior, (3) have the tools to perform the behavior, and 
(4) have the ability and confi dence to perform the behavior (self-effi cacy). 

 Bandura’s ( 1986 ,  1989b ) social cognitive theory emphasizes the important role 
of human cognition and the interplay of personal, behavioral, and environmental 
infl uences on human growth. Bandura’s ( 1989b ) social cognitive theory recognizes 
that cognitive and personal factors, behavior, and the environment impact and inter-
act with one another, a process he calls reciprocal determinism, and that learning 
and human adaptation occur within a social context. This causal model does not 
require nor imply that all sources are of equal strength, nor that they occur simulta-
neously. Within the triadic model, personal and behavioral “causation refl ects the 
interaction between thought, affect and action… What people think, believe and 
feel, affects how they behave” (Bandura  1989b , p. 3). Finally, there is the interaction 
between behavior and environment. Throughout the  processes of everyday life, our 
actions alter the environmental conditions, and the environment exerts infl uence on 
our actions. This bidirectional infl uence means “people are both products and pro-
ducers of their environment” and evidently echoes a Vygotskian perspective. “They 
affect the nature of their experienced environment through selection and creation of 
situations”    (Bandura  1989b , p. 4). In addition to learning from our own experiences, 
we can also learn from the experiences of  others, either by social modeling or by 
vicarious experience. 

 Meanings in DIE are created for all “spect-actors” through the actual, fi ctional 
and symbolic uses of human presence in time and space. These may also be 
enhanced by the symbolic use of objects, light and sound. Creating a link between 
DIE and Social cognitive theory, Bandura ( 1989b ) asserts that symbolic representa-
tion is a uniquely human skill, which provides people with the means for under-
standing the environment. It is through the use of symbols as representations in 
cognitive processes that people form meaning from interactions with the world and 
others. “Symbols serves as the vehicle for thought” (Bandura  1989b , p. 9). Without 
the ability to use symbols, humans would not be able to communicate with others; 
organize thoughts, experiences, or emotions into schema for making meaning; or 
test potential solutions to problems through thought rather than constant trial and 
error. As a bridge between the arts and social sciences, symbols function as widely 
shared public metaphors that interact with the felt-meanings of society Symbols 
therefore play a role in all aspects of social cognitive theory, including humans’ 
ability to provide forethought to their actions. “A major function of thought is to 
enable people to predict the occurrence of events and to create the means for exer-
cising control over those that affect their daily lives” (Bandura  1989a , p. 1176). 

 One important aspect of Bandura’s theory is the concept of self-effi cacy 
( 1977a ,  1978 ,  1997a ). Throughout his career, Bandura attempted to defi ne and 
develop the construct known today as self-effi cacy, which is the belief “in one’s 
capacity to organize and execute the courses of action required to produce given 
attainments” (Bandura  1997b , p. 3). Effi cacy beliefs infl uence how resilient peo-
ple are when dealing with obstacles, how long a person will persist in the face of 
failure or  diffi culty, and how much energy one will put forth on any given task 
(Bandura  1977b ). It is important to note the distinction between self-effi cacy, as 

A. Karavoltsou



177

defi ned here, and self-esteem. Self-esteem is a measure or judgment of self-worth, 
while  self-effi cacy is a measure or judgment of capability. Bandura ( 1977a ,  1986 ) 
believed that there were four sources of self-effi cacy information: (a) mastery expe-
riences, (b) verbal persuasion, (c) vicarious experiences, and (d) emotional arousal. 
Much like the triadic model for social cognitive development, effi cacy is infl uenced 
by the interaction of cognitive processes with motivational, affective and selection 
processes (Bandura  1997a ). Affective or emotional factors, such as mood, anxiety, 
stress, and depression, can infl uence motivational processes. Cognitive processes 
alone, though, do not create beliefs of self-effi cacy. Drama operates, through 
 symbols, at the nexus of intelligence and emotion. The aesthetic response in drama 
involves cognition and emotion in a “thinkingly feeling” or “feelingly thinking” 
way (Bundy  2003 , p. 174). 

 Despite the fact that self-effi cacy and Bandura’s theory is one of the most often 
used in health promotion (Glanz et al.  2008 ), its use in teacher education is limited 
(e.g. Howard et al.  2001 ; Shechtman et al.  2005 ). A recent review of training 
 programs for teachers in the area of adolescent prevention (Shek and Wai  2008 ) 
urges researchers, for improved effectiveness of intervention programs targeting 
teachers, to base their interventions on social cognitive theory and especially the 
concept of self-effi cacy.  

8.14     Epilogue 

 This chapter explored the theoretical connections, between a drama in education 
based pedagogy, adult education and health promotion. The Vygotskian paradigm 
was proposed as a comprehensive epistemology for teacher education and a 
Foucauldian perspective was offered as a promising theoretical basis for the elabo-
ration of such a paradigm. A drama in education based pedagogy was advocated to 
provide a useful lens for viewing teaching and learning in teacher education. 

 Engaging in curriculum integrated, multidisciplinary DIE processes will  provide 
a more holistic understanding of health, particularly if they are cemented by peer 
group learning and the support of the wider school community. These types of 
cross-disciplinary approaches require the whole person’s involvement, which in 
turn is what allows a deeper exploration of personal identity. Acknowledging the 
importance of an interdisciplinary approach necessitates the inclusion of the 
 concept of ‘interconnectedness’. Programs that acknowledge ‘wholeness’ also rec-
ognise the interconnection and overlaps of all of their parts and the affects of these 
amalgams. School ethos for example will directly impact on the success of health 
promotion programs, as both the implicit and explicit values of the school will 
either support or stall it. Every aspect of the school, including teacher training sup-
port and involvement, has an impact. The long-term sustainability of these pro-
grams is contingent on the tangible and sustainable support provided by school 
management representatives. 
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 The primary agent for educational change continues to be the classroom teacher, 
and by providing effective opportunities for teachers to increase their knowledge 
and skills in content and pedagogy, as well as change their beliefs and attitudes 
towards instructional practices, strategies, and resources, professional development 
is in a position to be a powerful tool for increasing student achievement. However, 
much of the literature on professional development shows that these types of activi-
ties have only enjoyed moderate success at achieving measurable change in teach-
ing practices and student outcomes (Abrami et al.  2004 ; Guskey  2002 ; McBride 
et al.  1994 ; Richardson  1989 ). Change within education has not come easily. 
Educational research that is conducted by university faculty and government agen-
cies often appears to miss the mark of affecting its audience, perceived by teachers 
as only tangentially connected to their everyday concerns (Bryant et al.  2001 ; 
Guskey  2002 ; McBride et al.  1994 ). This disconnect creates a chasm between qual-
ity research-driven initiatives and those they are designed to assist. The goal of 
professional development must fi rst be, then, to create an atmosphere of continuing 
learning for teachers, contextually situated and promoting involvement in profes-
sional development in meaningful experiences that will assist teachers and ulti-
mately students in reaching new levels of success. 

 Providers of professional development, who utilize adult learning theory when 
planning educational opportunities, can better meet the needs of their target audi-
ence, teachers as adult learners. In order to bridge the gap between research and 
practice, professional development must encompass not only the needs of the deliv-
ery agency, but it must also meet the needs of participants (Hargreaves  1994 ). This 
can be accomplished in a multitude of ways, through various forms of content, 
structure, and mode that are consistent with the philosophical and theoretical frame-
works of the particular reform initiative. Adult educators today, including providers 
of professional development, following the principles of andragogy to create a 
learner-centered environment, recognize the importance of valuing the adult 
 learner’s previous experience and knowledge, motivational factors, and need for 
relevant instruction when planning quality programs. Adult learning theories of 
self-directed learning, andragogy, transformative and emancipator learning, situated 
cognition and social cognitive theory, all emphasize a component of critical refl ec-
tion, coupled with opportunities for feedback and follow-through, as crucial to 
effective learning for any adult. These theories emphasize the human need to strive 
to full potential throughout adulthood. 

 Educational theory needs further conceptualization in health promotion. The 
synergistic strengths of combined theories can convey the knowledge, issues, 
skills, perceptions, and values associated with health promotion. The combined 
pedagogical techniques and strategies of each theory need to be refi ned in order to 
contribute to an expanded vision of how to teach for creativity, critical thinking, 
and a desire for life-long learning – all mental habits that support healthy and sus-
tainable societies. 

 A drama based pedagogy combined with the adult learning theories can provide 
a framework for teachers’ professional development in the fi eld of health promo-
tion. This framework can enhance both adult and non-adult learners’ literacy, 
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 investigating, critical thinking, problem-solving, decision-making and cooperation 
skills, by encouraging them to value the diversity of the world’s people, cultures, 
and  ecosystems and actively promote equity, justice, peace, the democratic process, 
and the protection of the environment in their own community and the world. In this 
process of active citizenship learners will be motivated and enabled to care about 
the physical, emotional and spiritual health of themselves and others, pursue healthy, 
hopeful, purposeful lives and meaningful relationships and make wise choices for a 
sustainable future, both personal and global. 

 Undoubtedly, there is a need for teacher education initiatives, which will employ 
a drama in education based pedagogy, in order to assess and evaluate its effi cacy in 
practice.     

      References 

     Abrami, P. C., Poulsen, C., & Chambers, B. (2004). Teacher motivation to implement an  educational 
innovation: Factors differentiating users and non-users of cooperative learning.  Educational 
Psychology, 24 (2), 201–216.  

    American Association of Health Education. (2008). Health literacy: A position statement of the 
American Association of Health Education (AAHE).   http://www.aahperd.org/aahe/pdf_fi les/
pos_pap/HealthLiteracy.pdf    . Accessed 12 Jun 2013.  

    Anderson, A., & Ronson, B. (2010). Democracy – The fi rst principle of health promoting schools. 
In J. M. Black, S. R. Furney, H. M. Graf, & A. E. Nolte (Eds.),  Philosophical foundations of 
health education  (pp. 207–225). San Francisco: Jossey-Bass.  

    Aprill, A., & Townsell, R. (2007). The arts as an occasion for collective adult learning as 
authentic community development.  New Directions for Adult and Continuing Education, 116 , 
51–63.  

    Archer-Cunningham, K. (2007). Cultural arts education as community development: An innova-
tive model of healing and transformation.  New Directions for Adult and Continuing Education, 
116 , 25–36.  

    Au, K. H. (2002). Communities of practice: Engagement, imagination, and alignment in research 
on teacher education.  Journal of Teacher Education, 53 (3), 222–227.  

    Auld-Laine, M. E., & Dixon-Terry, E. (1999). The role of health education associations in 
 advocacy. In J. M. Black, S. R. Furney, H. M. Graf, & A. E. Nolte (Eds.),  Philosophical founda-
tions of health education  (pp. 311–318). San Francisco: Jossey-Bass.  

     Bandura, A. (1977a). Self-effi cacy: Toward a unifying theory of behavioral change.  Psychological 
Review, 84 (2), 191–215.  

     Bandura, A. (1977b).  Social learning theory . Englewood Cliffs: Prentice-Hall.  
    Bandura, A. (1978). Refl ections on self-effi cacy.  Behavioral Research and Therapy, 1 (1), 

237–269.  
     Bandura, A. (1986).  Social foundations of thought and action: A social cognitive theory . Englewood 

Cliffs: Prentice Hall.  
    Bandura, A. (1989a). Human agency in social cognitive theory.  American Psychologist, 44 (9), 

1175–1184.  
         Bandura, A. (1989b). Social cognitive theory. In R. Vasta (Ed.),  Annals of child development  (Six 

theories of child development, Vol. 6, pp. 1–60). Greenwich: JAI Press.  
     Bandura, A. (1997a). Self-effi cacy.  Harvard Mental Health Letter, 13 (9), 4.  
    Bandura, A. (1997b).  Self-effi cacy: The exercise of control . New York: Freeman and Company.  
      Baptiste, I. (2000). Beyond reason and personal integrity: Toward a pedagogy of coercive restraint. 

 Canadian Journal for the Study of Adult Education, 14 (1), 27–50.  

8 Drama-Based Learning for Teachers’ Education in Health Promotion

http://www.aahperd.org/aahe/pdf_files/pos_pap/HealthLiteracy.pdf
http://www.aahperd.org/aahe/pdf_files/pos_pap/HealthLiteracy.pdf


180

    Barone, T. E., & Eisner, E. (1997). Arts-based educational research. In R. M. Jaeger (Ed.), 
 Complementary methods for research in education  (pp. 22–45). Washington, DC: American 
Educational Research Association.  

   Barthes, R. (1977).  Image, music, text . New York: Hill and Wang.  
    Barton, D., & Tusting, K. (2005).  Beyond communities of practice: Language, power and social 

context . Cambridge/New York: Cambridge University Press.  
     Basch, C. E., Sliepcevich, E. M., Gold, R. S., Duncan, D. F., & Kolbe, L. J. (1985). Avoiding type 

III errors in health education programs evaluations: A case study.  Health Education Quarterly, 
12 (4), 315–331.  

    Baumgartner, L. M. (2001). An update on transformational learning. In S. B. Merriam (Ed.),  
The new update on adult learning theory  (pp. 15–24). San Francisco: Jossey-Bass.  

     Bevir, M. (1999). Foucault, power, and institutions.  Political Studies, 47 , 345–359.  
    Boal, A. (1979).  Theatre of the oppressed . London: Pluto Press.  
    Borman, K. M. (1990). Foundations of education in teacher education. In W. R. Houston (Ed.), 

 Handbook of research on teacher education  (pp. 393–402). New York: Macmillan.  
    Botvin, G. J., Dusenbury, L., Baker, E., James-Ortiz, S., & Kerner, J. (1989). A skills approach to 

smoking prevention among Hispanic youth.  Journal of Behavioral Medicine, 12 , 279–296.  
    Botvin, G. J., Baker, E., Filazzola, A. D., & Botvin, E. M. (1990). A cognitive-behavioral approach 

to substance abuse prevention: One year follow-up.  Addictive Behavior, 15 (1), 47–63.  
    Bowell, P., & Heap, B. S. (2001).  Planning process drama . London: David Fulton Publishers.  
           Bowell, P., & Heap, B. S. (2005). Drama on the run: A prelude to mapping the practice of process 

drama.  Journal of Aesthetic Education, 39 (4), 58–69.   http://www.jstor.org/stable/3527392    . 
Accessed 9 Sept 2009.  

    Boyer, N. R., & Maher, A. P. (2004). Constructing scaffolds for social online learning: Using 
 self- directed frameworks with virtual groups.  International Journal of Self-Directed Learning, 
1 (1), 26–38.  

    Boyle, B., Lamprianou, I., & Boyle, T. (2005). A longitudinal study of teacher change: What 
makes professional development effective? Report of the second year of the study.  School 
Effectiveness & School Improvement, 16 (1), 1–27.  

    Bozhovitch, L. I. (1979). Stages in the formation of the personality in ontogeny.  Soviet Psychology, 
17 (3), 3–24.  

    Branagan, M. (2005). Environmental education, activism and the arts.  Convergence, 38 (4), 33–50.  
    Brockett, R. G., & Hiemstra, R. (1991).  Self-direction in adult learning: Perspectives in theory, 

research, and practice . London/New York: Routledge.  
    Brookfi eld, D. S. (2000). Self-directed learning as a political idea. In G. A. Straka (Ed.), 

 Conceptions of self-directed learning: Theoretical and conceptual considerations  (pp. 9–22). 
New York: Waxmann.  

          Brookfi eld, D. S. (2005).  The power of critical theory: Liberating adult learning and teaching . San 
Francisco: Jossey-Bass.  

     Brooks, J. G., & Brooks, M. G. (1993).  In search of understanding: The case for constructivist 
classrooms . Alexandria: Association for Supervision and Curriculum Development.  

    Bruner, J. S. (1996).  The culture of education . Cambridge: Harvard University Press.  
     Bryant, D. P., Linan-Thompson, S., Ugel, N., Hamff, A., & Hougen, M. (2001). The effects of profes-

sional development for middle school general and special education teachers in implementation of 
reading strategies in inclusive content area classes.  Learning Disability Quarterly, 24 , 251–264.  

    Bundy, P. (2003). Aesthetic engagement in the drama process.  Research in Drama Education, 8 (2), 
171–181.  

      Butin, D. W. (2001). If this is resistance I would hate to see domination.  Educational Studies, 
32 (2), 157–176.  

    Calderhead, J., & Gates, P. (1993).  Conceptualizing refl ection in teacher development . London: 
Falmer.  

    Cameron, H. (1991). Effect of inservice training on implementation of a health curriculum in Nova 
Scotia, Canada.  Journal of School Health, 61 , 131–135.  

A. Karavoltsou

http://www.jstor.org/stable/3527392


181

    Candy, P. C. (1991).  Self-direction for life-long learning: A comprehensive guide to theory and 
practice . San Francisco: Jossey-Bass.  

   Carroll, J. (2005). Developing effective teachers of mathematics: Factors contributing to develop-
ment in mathematics education for primary school teachers. In P. Clarkson, A. Downton, 
D. Gronn, M. Horne, A. McDonough, R. Pierce, et al. (Eds.),  Building connections: Theory, 
research and practice , Proceedings of the 28th Annual Conference of the Mathematics 
Education Research Group of Australasia (pp. 201–216). Sydney: MERGA.  

     Caughlan, S. (2005). Considering pastoral power: A commentary on Aaron Schutz’s “rethinking 
domination and resistance: Challenging postmodernism”.  Educational Researcher, 34 , 14–16.  

     Chaiklin, S. (2001). The institutionalisation of cultural-historical psychology as a multinational 
practice. In S. Chaiklin (Ed.),  The theory and practice of cultural-historical psychology  
(pp. 15–34). Aarhus: Aarhus University Press.  

     Clover, D. E. (2006). Culture and antiracisms in adult education: An exploration of the contribu-
tions of arts-based learning.  Adult Education Quarterly, 57 (1), 46–61.  

    Clover, D. E. (2010). A contemporary review of feminist aesthetic practices in selective adult edu-
cation journals and conference proceedings.  Adult Education Quarterly, 60 (3), 233–248.  

    Clover, D. E., & Stalker, J. (2007).  The arts and social justice: Re-crafting adult education and 
community cultural leadership . Leicester: NIACE.  

    Cochran-Smith, M., & Lytle, S. (1990). Research on teaching and teacher research: The issues that 
divide.  Educational Researcher, 19 (2), 2–11.  

    Connell, D. B., Turner, R. R., & Mason, E. F. (1985). Summary of fi ndings of the school health 
education evaluation: Health promotion effectiveness, implementation, and costs.  Journal 
of School Health, 55 , 316–321.  

    Corley, A., & Thorne, A. (2005). Refl ecting on practice: A partnership approach.  Refl ective 
Practice, 6 (2), 231–237.  

    Courtney, R. (1995).  Drama and feeling: An aesthetic theory . Montreal: McGill–Queens University 
Press.  

    Darling-Hammond, L. (1998). Policy and change: Getting beyond the bureaucracy. 
In A. Hargreaves, A. Lieberman, M. Fullan, & D. Hopkins (Eds.),  The international handbook 
of educational change  (pp. 642–666). Dordrecht: Kluwer.  

    Davydov, V. V. (1988). Problems of developmental teaching.  Soviet Education, 30 , 8–10.  
    Dew, J. R. (1997).  Empowerment and democracy in the workplace: Applying adult education 

theory and practice for cultivating empowerment . Westport: Quorum Books.  
    Dickinson, D. (2002). Learning through the arts. New Horizons for Learning.   http://www.newho-

rizons.org/strategies/arts/dickinson_lmarts.htm    . Accessed 22 Sept 2004.  
     Dirkx, J. M. (2001). The power of feelings: Emotion, imagination, and the construction of meaning 

in adult learning. In S. B. Merriam (Ed.),  The new update on adult learning theory . San 
Francisco: Jossey-Bass.  

    Donnelly, A., Morgan, D. N., Deford, D. E., Files, J., Long, S., Mills, H., et al. (2005). 
Transformative professional development: Negotiating knowledge with an inquiry stance. 
 Language Arts, 82 (5), 336–346.  

    D’Onofrio, C. N. (1989). Making the case for cancer prevention in schools.  Journal of School 
Health, 59 , 225–231.  

    Dusenbury, L., & Falco, M. (1995). Eleven components of effective drug abuse prevention curri-
cula.  Journal of School Health, 65 (10), 420–425.  

    Edwards, A., Gilroy, P., & Hartley, D. (2002).  Rethinking teacher education: Collaborative 
responses to uncertainty . London: Routledge.  

    Eisner, E. W. (1995). What artistically crafted research can help us understand about schools. 
 Educational Theory, 45 (1), 1–6.  

    English, L. M., Fenwick, T. J., & Parsons, J. (2003).  Spirituality of adult education and training . 
Malabar: Krieger.  

    Evans, R. I. (1988). Health promotion – Science or ideology?  Health Psychology, 7 , 203–219.  
    Fairclough, N. (1995).  Critical discourse analysis . London: Longman.  

8 Drama-Based Learning for Teachers’ Education in Health Promotion

http://www.newhorizons.org/strategies/arts/dickinson_lmarts.htm
http://www.newhorizons.org/strategies/arts/dickinson_lmarts.htm


182

    Feiman-Nemser, S. (1990). Teacher preparation: Structural and conceptual alternatives. In W. R. 
Houston (Ed.),  Handbook of research on teacher education  (pp. 212–233). New York: 
Macmillan.  

    Finn, K. V., & Willert, H. J. (2006). Alcohol and drugs in schools: Teachers’ reactions to the prob-
lem.  Phi Delta Kappa, 88 (1), 37–40.  

    Firth, G. R. (1977). Ten issues on staff development.  Educational Leadership, 35 (3), 215.  
    Flay, B. R., Miller, T. Q., Hedeker, D., Siddiquim, O., Britton, C. R., Brannon, R. B., Johnson, 

C. A., Hansen, W. B., Sussman, S., & Dent, C. (1995). The television, school and family smok-
ing prevention and cessation project: VIII. Student outcomes and mediating variables. 
 Preventive Medicine, 24 , 29–40.  

    Florio-Ruane, S. (2002). More light: An argument for complexity in studies of teaching and teacher 
education.  Journal of Teacher Education, 53 (3), 205–215.  

    Forman, E. A., Minick, N., & Stone, C. A. (1993).  Contexts for learning: Sociocultural dynamics 
in children’s development . Oxford: Oxford University Press.  

     Foucault, M. (1977).  Discipline and punish: The birth of the prison . New York: Vintage.  
     Foucault, M. (1980).  Power/knowledge: Selected interviews and other writings 1972–1977 . 

New York: Pantheon Books.  
     Foucault, M. (1982). How is power exercised? In H. Dreyfus & P. Rabinow (Eds.),  Michel 

Foucault: Beyond structuralism and hermeneutics  (pp. 216–226). Chicago: University of 
Chicago Press.  

      Freire, P. (1970).  Pedagogy of the oppressed . New York: Herder and Herder.  
    Freire, P. (1985).  The politics of education . London: Macmillan.  
       Freire, P., & Shor, I. (1987).  A pedagogy for liberation: Dialogues on transforming education . 

South Hadley: Bergin & Garvey.  
    Gallimore, R., & Tharp, R. (1990). Teaching mind in society: Teaching, schooling, and literate 

discourse. In L. C. Moll (Ed.),  Vygotsky and education: Instructional implications and applica-
tions of sociohistorical psychology  (pp. 175–205). Cambridge: Cambridge University Press.  

    Gardner, H. (1983).  Frames of mind: The theory of multiple intelligences . New York: Basic Books.  
    Garet, M. S., Porter, A. C., Desimone, L., Birman, B. F., & Yoon, K. S. (2001). What makes profes-

sional development effective? Results from a national sample of teachers.  American Educational 
Research Journal, 38 (4), 915–945.  

    Garrison, D. R. (1992). Critical thinking and self-directed learning in adult education: An analysis 
of responsibility and control issues.  Adult Education Quarterly, 42 (3), 136–148.  

      Garrison, D. R. (1997). Self-directed learning: Toward a comprehensive model.  Adult Education 
Quarterly, 48 (1), 18–33.  

    Gee, J. P., Hull, G., & Lankshear, C. (1997).  The new work order . Boulder: Westview Press.  
    Ginsburg, M. B., & Clift, R. T. (1990). The hidden curriculum of preservice teacher education. 

In W. R. Houston (Ed.),  Handbook of research on teacher education  (pp. 450–465). New York: 
Macmillan.  

     Giroux, H. (2003).  The abandoned generation: Democracy beyond the culture of fear . New York: 
Palgrave Macmillan.  

   Glanz, K. Rimer, K. B., & Viswanath, K. (2008).  Health behavior and health education: Theory, 
research and practice . San Francisco: Jossey-Bass.  

    Glickman, C. D. (1999).  Revolutionizing America’s schools . San Francisco: Jossey-Bass.  
     Glickman, C. D., Gordon, S. P., & Ross-Gordon, J. M. (2007).  SuperVision and instructional lead-

ership: A developmental approach . Boston: Pearson.  
    Glynn, T. J. (1989). Essential elements of school-based smoking prevention programs.  Journal 

of School Health, 59 , 181–188.  
     Goleman, D. (1995).  Emotional intelligence: Why it can matter more than IQ . New York: Bantam.  
      Gordon, S. P. (2004).  Professional development for school improvement: Empowering learning 

communities . Boston: Pearson.  
     Gore, J. M. (1999). On the limits to empowerment through critical and feminist pedagogies. 

In D. Carlson & M. W. Apple (Eds.),  Power/knowledge/pedagogy  (pp. 271–288). Boulder: 
Westview Press.  

A. Karavoltsou



183

    Gould, R. L. (1978).  Transformations . New York: Simon & Schuster.  
    Grace, A., & Wells, K. (2005). Out is in: Arts-informed community-based approach to social and 

cultural learning by and for queer young adults. In S. Mojab (Ed.),  Conference proceedings of 
the Canadian Association for the Study of Adult Education  (pp. 112–118). London: University 
of Western Ontario.  

    Grace, A. P., & Wells, K. (2007). Using Freirian pedagogy of just ire to inform critical social learn-
ing in arts-informed community education project for sexual minorities.  Adult Education 
Quarterly, 57 (2), 95–114.  

      Greene, M. (1995).  Releasing the imagination, essays on education, the arts and social change . 
San Francisco: Jossey-Bass.  

       Guskey, T. R. (2002). Professional development and teacher change.  Teachers & Teaching, 8 (3/4), 
381–391.  

     Guskey, T. R., & Huberman, M. (1995).  Professional development in education: New paradigms 
and practices . New York: Teachers College Press, Columbia University.  

    Haas, P. F., & Keeley, S. M. (1998). Coping with faculty resistance to teaching critical thinking. 
 College Teaching, 46 (2), 63–68.  

    Habermas, J. (1970).  Toward a rational society . Boston: Beacon.  
    Habermas, J. (1971).  Knowledge and human interests . Boston: Beacon.  
   Habermas, J. (1990).  Moral Consciousness and Communicative Action  (trans: Lenhardt, C., 

& Nicholson, S. W.). Cambridge: MIT Press.  
    Hansman, C. A. (2001). Context-based adult learning. In S. B. Merriam (Ed.),  The new update on 

adult learning theory  (pp. 42–52). San Francisco: Jossey-Bass.  
     Hargreaves, A. (1994).  Changing teachers, changing times: Teachers’ work and culture in the 

postmodern age . New York: Teachers College Press.  
    Heathcote, D. (1995).  Pieces of Dorothy, [videotape] . Newcastle: University of Newcastle upon 

Tyne.  
    Helitzer, D., Yoon, S., Wallerstein, N., & Garcia-Velarde, L. D. (2000). The role of process evalu-

ation in the training of facilitators for an adolescent health education program.  Journal 
of School Health, 70 (4), 141–147.  

     Henry, M. (2000). Drama’s ways of learning.  Research in Drama Education, 5 (1), 45–62.  
    Hinson, J. M., Laprairie, K. N., & Cundiff, J. M. (2005). One size does not fi t all.  T.H.E. Journal, 

32 (11), 26–30.  
    Houston, W. R. (1974).  Exploring competency based education . Berkeley: McCutchan.  
    Howard, N. M., Horne, A. M., & Jolliff, D. (2001). Self-effi cacy in a new training model for the 

prevention of bullying in schools.  Journal of Emotional Abuse, 2 (2/3), 181–191.  
     Huizen, P. V., Oers, V. B., & Wubbels, T. (2005). A Vygotskian perspective on teacher education. 

 Journal of Curriculum Studies, 37 (3), 267–290.  
    Hulson, M. (2006).  Schemes for classroom drama . Stoke on Trent/Sterling: Trentham Books.  
   Hursh, D. (1987).  Becoming refl ective teachers: Preservice teachers’ understanding of school and 

society.  Paper presented at the meeting of the Midwest Educational Research Association, 
Chicago.  

     Inglis, T. (1997). Empowerment and emancipation.  Adult Education Quarterly, 48 (1), 3–18.  
    Interstate New Teachers Assessment and Support Consortium (INTASC). (1995).  Next steps: 

Moving toward performance – Based licensing in teaching . Washington, DC: Council of Chief 
State School Offi cers.  

    Jarvis, P. (2004).  Adult education and lifelong learning: Theory and practice  (3rd ed.). London: 
Routledge Falmer.  

    Jawitz, J. (2007). New academics negotiating communities of practice: Learning to swim with the 
big fi sh.  Teaching in Higher Education, 12 (2), 185–197.  

    Johnson, C. C. (2006). Effective professional development and change in practice: Barriers science 
teachers encounter and implications for reform.  School Science & Mathematics, 106 (3), 
150–161.  

    John-Steiner, V., & Mahn, H. (1996). Sociocultural approaches to learning and development: 
A Vygotskian framework.  Educational Psychologist, 31 (3–4), 191–206.  

8 Drama-Based Learning for Teachers’ Education in Health Promotion



184

     Joint Committee on National Health Education Standards. (1995).  National health education stan-
dards: Achieving health literacy . Atlanta: American Cancer Society.  

    Joronen, K., Rankin, S. H., & Stedt-Kurki, P. (2008). School-based drama interventions in health 
promotion for children and adolescents: Systematic review.  Journal of Advanced Nursing, 
63 (2), 116–131.  

    Jourdan, D., Samdal, O., Diagne, F., & Carvalho, G. S. (2008). The future of health promotion in 
schools goes through the strengthening of teacher training at a global level.  Promotion and 
Education, 15 (3), 36–38.  

    Kazemek, F. E., & Rigg, P. (1997). ‘…the sense of soul…goes hand in hand with an aesthetic 
response’: Art in adult literacy….  Adult Basic Education, 7 (3), 131.  

    Keppell, M. J. (2007).  Instructional design: Case studies in communities of practice . Hershey: 
Information Science Publishing.  

    King, K. P., & Lawler, P. A. (2003). Trends and issues in the professional development of teachers 
of adults.  New Directions for Adult & Continuing Education, 98 , 5.  

    Kinloch, V. (2007). Youth representations of community, art, and struggle in Harlem.  New 
Directions for Adult and Continuing Education, 116 , 37–49.  

    Knowles, M. S. (1975).  Self-directed learning. A guide for learners and teachers . New York: 
Association Press.  

     Knowles, M. S. (1980).  The modern practice of adult education: From pedagogy to andragogy  
(2nd ed.). Chicago: Follett.  

    Knowles, J. G., & Cole, A. (2008).  Handbook of the arts in qualitative research . Thousand Oaks: 
Sage.  

    Knowles, M. S., Holton, E. F., & Swanson, R. A. (1998).  The adult learner: The defi nitive classic 
in adult education and human resource development . Houston: Gulf.  

    Labonte, R. (2010). Health promotion and empowerment: Refl ections on professional practice. 
In J. M. Black, S. R. Furney, H. M. Graf, & A. E. Nolte (Eds.),  Philosophical foundations of 
health education  (pp. 179–195). San Francisco: Jossey-Bass.  

     Lave, J., & Wenger, E. (1991).  Situated learning: Legitimate peripheral participation . New York: 
Cambridge University Press.  

     Lawrence, R. (2005). Artistic ways of knowing: Expanded opportunities/or teaching and learning. 
In  New directions for adult and continuing education, 107 . San Francisco: Jossey-Bass.  

    Levenson-Gingiss, P., & Hamilton, R. (1989). Evaluation of training effects on teacher attitudes 
and concerns prior to implementing a human sexuality education program.  Journal of School 
Health, 59 , 156–160.  

    Leviton, D. (2002). Potential untapped: Health education and health promotion as a means to 
peace.  International Electronic Journal of Health Education, 1 , 12–26.  

    Lieberman, A., & Wood, D. (2002). Untangling the threads: Networks, community and teacher 
learning in the National Writing Project.  Teachers & Teaching, 8 (3/4), 295–302.  

    Loucks-Horsley, S., Love, N., Stiles, K. E., Mundry, S., & Hewson, P. (2003).  Designing profes-
sional development for teachers of science and mathematics . Thousand Oaks: Corwin.  

    Magolda, M. B. (1992).  Knowing and reasoning in college: Gender-related patterns in students’ 
intellectual development . San Francisco: Jossey-Bass.  

    Manning, C., Verenikina, I., & Brown, I. (2010). Learning with the arts: What opportunities are 
there for work-related adult learning?  Journal of Vocational Education and Training, 62 (3), 
209–224.  

    Marcuse, H. (1969).  An essay on Liberation . Boston: Beacon.  
    Mayo, C. (2000). The uses of Foucault.  Educational Theory, 50 (1), 103–116.  
      McBride, R. E., Reed, J. L., & Dollar, J. E. (1994). Teacher attitudes toward staff development: 

A symbolic relationship at best.  Journal of Staff Development, 15 (2), 36–41.  
    McCaul, K. D., & Glasgow, R. E. (1985). Preventing adolescent smoking: What have we learned 

about treatment construct validity?  Health Psychology, 4 , 361–387.  
    McCormick, L. K., Steckler, A. B., & McLeroy, K. R. (1995). Diffusion of innovations in schools: 

A study of adoption and implementation of school-based tobacco prevention curricula. 
 American Journal of Health Promotion, 9 , 210–219.  

A. Karavoltsou



185

    McGraw, S. A., Stone, E. J., Osganian, S. K., Elder, F. P., Perry, C. L., Johnson, C. C., Parcel, G. S., 
Webber, L. S., & Luepker, R. V. (1994). Design of process evaluation within the Child and 
Adolescent Trial for Cardiovascular Health (CATCH).  Health Education Quarterly, 2 (suppl.), 
S5–S26.  

    McKenzie, P., Mitchell, P., & Oliver, P. (1996).  Competence and accountability in education . 
Aldershot: Arena.  

    McKeown, M. G., & Beck, I. L. (2004). Transforming knowledge into professional development 
resources.  Elementary School Journal, 104 (5), 391–408.  

    McLaughlin, M. W. (1998). Listening and learning from the fi eld: Tales of policy implementation 
and situated practice. In A. Hargreaves, A. Lieberman, M. Fullan, & D. Hopkins (Eds.),  The 
international handbook of educational change  (pp. 70–84). Dordrecht: Kluwer.  

    McLaughlin, T. H. (2003). Teaching as a practice and a community of practice: The limits of com-
monality and the demands of diversity.  Journal of Philosophy of Education, 37 (2), 339–352.  

    Mclaughlin, T. F., & Vacha, E. F. (1993). Substance abuse prevention in the schools: Roles for the 
school counselor.  Elementary School Guidance & Counseling, 28 (2), 124–132.  

     Merriam, S. B. (2001a). Andragogy and self-directed learning: Pillars of adult learning theory. 
In S. B. Merriam (Ed.),  New directions for adult and continuing education  (pp. 3–14). San 
Francisco: Jossey-Bass.  

    Merriam, S. B. (2001b).  The new update on adult learning theory . San Francisco: Jossey-Bass.  
    Merriam, S. B., Caffarella, R. S., & Baumgartner, L. M. (2007).  Learning in adulthood: A compre-

hensive guide  (3rd ed.). San Francisco: Jossey-Bass.  
    Meyer, R. (2005). Taking action for meaningful professional development.  Language Arts, 82 (5), 

376.  
    Meyers, C. (1987).  Teaching students to think critically: A guide for faculty in all disciplines . San 

Francisco: Jossey-Bass.  
    Mezirow, J. (1978). Perspective transformation.  Adult Education, 28 , 100–110.  
    Mezirow, J. (1981). A critical theory of adult learning and education.  Adult Education, 32 (1), 3–24.  
    Mezirow, J. (Ed.). (1990).  Fostering critical refl ection in adulthood: A guide to transformative and 

emancipatory learning . San Francisco: Jossey-Bass.  
    Mezirow, J. (1997). Transformative learning: Theory to practice.  New Directions for Adult and 

Continuing Education, 74 , 5.  
    Mezirow, J. (1998). On critical refl ection.  Adult Education Quarterly, 48 (3), 185.  
     Mezirow, J. (2000).  Learning as transformation: Critical perspectives on a theory in progress  

(1st ed.). San Francisco: Jossey-Bass.  
        Mezirow, J. (2009). An overview on transformative learning. In K. Illeris (Ed.),  Contemporary 

theories of learning: Learning theorists…in their own words  (pp. 90–105). London/New York: 
Taylor & Francis Routledge.  

    Moll, L. C. (1990). Introduction. In L. C. Moll (Ed.),  Vygotsky and education: Instructional impli-
cations and applications of sociohistorical psychology  (pp. 1–27). Cambridge: Cambridge 
University Press.  

     Morgan, N., & Saxton, J. (1987).  Teaching drama. A mind of many wonders . London: 
Hutchinson.  

      Neelands, J. (1996). Agendas of change, renewal and difference. In J. O’Toole & K. Donelan 
(Eds.),  Drama, culture and empowerment  (pp. 20–29). Brisbane: IDEA Publications.  

     Neelands, J. (2004). Miracles are happening: Beyond the rhetoric of transformation in the Western 
traditions of drama education.  Research in Drama Education, 9 (1), 47–56.  

    Norton, M. (2001). Learning in the borderlands: Perspectives and possibilities in community- 
based learning. In M. C. Taylor (Ed.),  Adult literacy now!  (pp. 3–16). Toronto: Culture Concepts 
Inc.  

    Olson, C. M., Devine, C. M., & Frongillo, E. A. (1993). Dissemination and use of a school-based 
nutrition education program for secondary school students.  Journal of School Health, 63 , 
343–348.  

    Olssen, M. (1999).  Michael Foucault: Materialism and education . Westpoint: Bergin and Harvey.  

8 Drama-Based Learning for Teachers’ Education in Health Promotion



186

    O’ Rourke, T. (2002). Health care reform: Insights for health educators.  American Journal of 
Health Education, 33 (5), 297–300.  

           O’Toole, J. (1992).  The process of drama: Negotiating art and meaning . London/New York: 
Routledge.  

    Parcel, G. S. (1984). Theoretical models for application in school health education research. 
 Journal of School Health, 54 , 39–49.  

    Patterson, J. L., & Czajkowski, T. J. (1979). Implementation: Neglected phase in curriculum 
change.  Educational Leadership, 37 , 204–206.  

    Perry, W. G. J. (1970).  Forms of intellectual and ethical development in the college years . Troy: 
Holt, Rinehart, and Winston.  

    Perry, C. L., William, C. L., Veblen-Mortenson, S., Toomey, T. L., Komro, K. A., Anstine, P. S., 
McGovern, P. G., Finnegan, J. R., Forster, J. L., Wagenaar, A. C., & Wolfson, M. (1996). 
Project Northland: Outcomes of a community wide alcohol use prevention program during 
early adolescence.  American Journal of Public Health, 86 , 956–965.  

    Pinzon-Perez, H. (2003). Lessons from developing countries: Health education in the global vil-
lage.  American Journal of Health Education, 34 (2), 101–103.  

      Popkewitz, T. S. (1998).  Struggling for the soul: The politics of schooling and the construction 
of the teacher . New York: Teachers College Press.  

    Popkewitz, T., & Brennan, M. (1997). Restructuring of social and political theory in education: 
Foucault and a social epistemology of school practices.  Educational Theory, 47 , 287–313.  

    Posner, G. J. (1985).  Field experience: A guide to refl ective teaching . New York: Longman.  
    Pratt, D. D. (2002). Good teaching: One size fi ts all?  New Directions for Adult and Continuing 

Education, 93 , 5.  
    Putnam, R. T., & Borko, H. (2000). What do new views of knowledge and thinking have to say 

about research on teacher learning?  Educational Researcher, 29 (1), 4–15.  
  Quant, P. L. (1967). Rural studies & the newsom child.  Hertfordshire Rural Studies Association 

Journal , April 1967, p. 12.
      Rademaker, L. L. (2003). Community involvement in arts education: A case study.  Arts Education 

Policy Review, 105 (1), 13–24.  
    Rappaport, J. (1981). In praise of paradox: A social policy of empowerment over prevention. 

 American Journal of Community Psychology, 9 , 1–25.  
    Read, D., & Stoll, W. (2010). Healthy behavior: The implications of a holistic paradigm of thinking 

through bodymind research. In J. M. Black, S. R. Furney, H. M. Graf, & A. E. Nolte (Eds.), 
 Philosophical foundations of health education  (pp. 145–167). San Francisco: Jossey-Bass.  

     Richardson, V. (1989). The evolution of refl ective teaching and teacher education. In R. T. Clift, 
W. R. Houston, & M. C. Pugach (Eds.),  Encouraging refl ective practice: An analysis of issues 
and programs  (pp. 3–19). New York: Teachers College Press.  

    Roberts, P. (2000).  Education, literacy and humanisation. Exploring the work of Paulo Freire . 
Westport: Bergin and Harvey.  

    Rohrbach, L. A., Graham, J. W., & Hansen, W. B. (1993). Diffusion of a school-based substance abuse 
prevention program: Predictors of program implementation.  Preventive Medicine, 22 , 237–260.  

        Roper, B., & Davis, D. (2000). Howard Gardner: Knowledge, learning and development in drama 
and arts education.  Research in Drama Education, 5 (2), 217–233.  

    Ross, J. G., Luepker, R. V., Nelson, G. D., Saavedra, P., & Hubbard, B. M. (1991). Teenage health 
teaching modules: Impact of teacher training on implementation.  Journal of School Health, 61 , 
31–33.  

    Ross-Gordon, J. M. (2002). Effective teaching of adults: Themes and conclusions.  New Directions 
for Adult and Continuing Education, 93 , 85.  

    Scher, A. (2007). Can the arts change the world? The transformative power of community arts. 
 New Directions for Adult and Continuing Education, 116 , 3–11.  

    Schon, D. A. (1983).  The refl ective practitioner: How professionals think in action . New York: 
Basic Books.  

A. Karavoltsou



187

        Schutz, A. (2004). Rethinking domination and resistance: Challenging postmodernism. 
 Educational Researcher, 33 (1), 15–23.  

    Schwartz, S., & Carpenter, K. M. (1999). The right answer for the wrong question: Consequences 
of type III error for public health research.  American Journal of Public Health, 89 (8), 
1175–1180.  

    Shechtman, Z., Levy, M., & Leichtentritt, J. (2005). Impact of life skills training on teachers’ 
 perceived environment and self-effi cacy.  The Journal of Educational Research, 98 (3), 
144–154.  

    Shek, D. T. L., & Wai, C. L. Y. (2008). Training workers implementing adolescent prevention and 
positive youth development programs: What have we learned from the literature?  Adolescence, 
43 (172), 823–845.  

    Silverman, S., & Casazza, M. (2000).  Learning and development: Making connections to enhance 
teaching . San Francisco: Jossey-Bass.  

    Sim, C. (2006). Preparing for professional experiences: Incorporating pre service teachers as 
‘communities of practice’.  Teaching & Teacher Education, 22 (1), 77–83.  

    Smith, D. W., McCormick, L. K., Steckler, A. B., & McLeroy, K. R. (1993). Teachers’ use of health 
curricula: Implementation of growing healthy, project SMART, and the THTM.  Journal of 
School Health, 63 , 349–354.  

     Smith, D. W., Steckler, A. B., McCormick, L. K., & McLeroy, K. R. (1995). Lessons learned about 
disseminating health curricula to schools.  Journal of Health Education, 26 (1), 37–43.  

    Sobol, D. F., Rohrbach, L. A., Dent, C. W., Gleason, L., Brannon, B. R., Johnson, C. A., & Flay, 
B. R. (1989). The integrity of smoking prevention curriculum delivery.  Health Education 
Research, 4 , 59–67.  

    Song, Y. I. K. (2009). Community participatory ecological art and education.  International Journal 
of Art and Design Education, 28 (1), 4–13.  

    Stenhouse, L. (1975).  An introduction to curriculum research and development . London: 
Heinemann.  

    Stoll, L., Bolam, R., McMahon, A., Wallace, M., & Thomas, S. (2006). Professional learning com-
munities: A review of the literature.  Journal of Educational Change, 7 , 221–258.  

    Stone, E. J., Osganian, S. K., McKinlay, S. M., Wu, M. C., Webber, L. S., Luepker, R. V., Perry, 
C. L., Parcel, G. S., & Elder, J. P. (1996). Operational design and quality control in the CATCH 
multicenter trial.  Preventive Medicine, 25 , 384–399.  

      Stuckey, H. L. (2009). Creative expression as a way of knowing in diabetes adult health education. 
 Adult Education Quarterly, 60 (1), 46–64.  

    Supovitz, J. A., & Turner, H. M. (2000). The effects of professional development on science teach-
ing practices and classroom culture.  Journal of Research in Science Teaching, 37 (9), 
963–980.  

    Sussman, S. (1991). Curriculum development in school-based prevention research.  Health 
Education Research, 6 (3), 339–351.  

    Sussman, S., Dent, C. W., Burton, D., Stacy, A. W., & Flay, B. R. (1995).  Developing school-based 
tobacco use prevention and cessation programs . Thousand Oaks: Sage.  

    Taggart, V. S., Bush, P. J., Zuckerman, A. E., & Theiss, P. K. (1990). A process evaluation of the 
District of Columbia “Know Your Body” project.  Journal of School Health, 60 , 60–66.  

    Tappe, M. K., & Galer-Unti, R. A. (2001). Health educator’s role in promoting health literacy and 
advocacy for the 21st century.  Journal of School Health, 71 (10), 477–482.  

    Tappe, M. K., Galer-Unti, R. A., & Bailey, K. C. (1995). Long-term implementation of the teenage 
health teaching modules by trained teachers: A case study.  Journal of School Health, 65 , 
411–415.  

    Tharp, R. G., & Gallimore, R. (1988).  Rousing minds to life: Teaching, learning, and schooling in 
social context . Cambridge: Cambridge University Press.  

    Thompson, J. (2002).  Bread and roses: Arts, culture and lifelong learning . Leicester: National 
Institute for Adult and Continuing Education.  

8 Drama-Based Learning for Teachers’ Education in Health Promotion



188

    Tisdell, E. J. (2003).  Exploring spirituality and culture in adult and higher education . San 
Francisco: Jossey-Bass.  

    Tom, A. (1985). Inquiring into inquiry-oriented teacher education.  Journal of Teacher Education, 
36 (5), 35–44.  

     Tortu, S., & Botvin, G. J. (1989). School-based smoking prevention: The teacher training process. 
 Preventive Medicine, 18 , 280–289.  

    Trounstine, J. (2007). Texts as teachers: Shakespeare behind bars and changing lives through 
 literature.  New Directions for Adult and Continuing Education, 116 , 65–77.  

    Ubbes, A. J., Black, M. J., & Ausherman, A. J. (2010). Teaching for understanding in health 
 education: The role of critical and creative thinking skills within constructivism theory. In J. M. 
Black, S. R. Furney, H. M. Graf, & A. E. Nolte (Eds.),  Philosophical foundations of health 
education  (pp. 95–107). San Francisco: Jossey-Bass.  

     Valli, L., & Rennert-Ariev, P. (2002). New standards and assessments? Curriculum transformation 
in teacher education.  Journal of Curriculum Studies, 34 (2), 201–225.  

   Valli, L., & Taylor, N. (1987).  Refl ective teaching: Preferred characteristics for a content and 
process model . Paper prepared for the Refl ective Inquiry Conference, Houston. Department of 
Curriculum and Instruction, University of Maryland.  

    Van Manen, M. (1977). Linking ways of knowing with ways of being practical.  Curriculum 
Inquiry, 6 (3), 205–228.  

     Vygotsky, L. S. (1978). In M. Cole, V. John-Steiner, S. Scribner, & E. Souberman (Eds.),  Mind in 
society: The development of higher psychological processes . Cambridge, MA: Harvard 
University Press.  

    Wade, D. T. (2001). Research into the black box of rehabilitation: The risks of a type III error. 
 Clinical Rehabilitation, 15 , 1–4.  

    Wagner, B. J. (1999).  Dorothy Heathcote: Drama as a learning medium . Portsmouth: Heinemann.  
    Walkerdine, V. (1988).  The mastery of reason: Cognitive development and the mastery of reason . 

London: Routledge.  
    Weare, K. (1998). The health promoting school: An overview of concepts, principles and strategies 

and the evidence for their effectiveness. In European Network of Health Promoting Schools, 
 First workshop on practice of evaluation of the Health Promoting School  (pp. 9–18).   http://
www.schoolsforhealth.eu/upload/pubs/FirstWorkshoponpracticeofevaluationoftheHPS.pdf    . 
Accessed 2 May 2012.  

    Weedon, C. (1997).  Feminist practice and post-structuralist theory . Oxford: Blackwell.  
      Wenger, E. (1998).  Communities of practice: Learning, meaning, and identity . New York: 

Cambridge University Press.  
    Wenger, E., McDermott, R., & Snyder, W. M. (2002).  Cultivating communities of practice: A guide 

to managing knowledge . Boston: Harvard Business School Press.  
    Wertsch, J. V. (1985).  Vygotsky and the social formation of mind . London: Harvard University Press.  
    Wesley, S. (2007). Multi-cultural diversity: Learning through the arts.  New Directions for Adult 

and Continuing Education, 116 , 13–23.  
    Willinsky, J. (2005). Just say know? Schooling the knowledge society.  Educational Theory, 55 (1), 

97–112.  
    Wlodkowski, R. J. (2003). Fostering motivation in professional development programs.  New 

Directions for Adult and Continuing Education, 98 , 39.  
    World Health Organization. (1986).  Ottawa charter for health promotion.    http://www.who.int/hpr/

NPH/docs/ottawa_charter_hp.pdf    . Accessed 14 May 2012.  
    World Health Organization. (1996).  Promoting health through schools – The World Health 

Organization’s Global School Health Initiative . Geneva: World Health Organization.  
    Wright, N. M. J., & Walker, J. (2006). Homeless and drug use – A narrative systematic review of 

interventions to promote sexual health.  AIDS Care, 18 , 467–478.  
    Yorks, L., & Kasl, E. (2002). Toward a theory and practice for whole-person learning: 

Reconceptualizing experience and the role of affect.  Adult Education Quarterly, 5 (3), 
176–192.  

A. Karavoltsou

http://www.schoolsforhealth.eu/upload/pubs/FirstWorkshoponpracticeofevaluationoftheHPS.pdf
http://www.schoolsforhealth.eu/upload/pubs/FirstWorkshoponpracticeofevaluationoftheHPS.pdf
http://www.who.int/hpr/NPH/docs/ottawa_charter_hp.pdf
http://www.who.int/hpr/NPH/docs/ottawa_charter_hp.pdf


189

    Zeichner, K. M. (1983). Alternative paradigms of teacher education.  Journal of Teacher Education, 
34 (3), 3–9.  

    Zeichner, K. M., & Liston, D. P. (1987). Teaching student teachers to refl ect.  Harvard Educational 
Review, 57 (1), 23–48.  

    Zinchenko, V. P., & Davydov, V. V. (1985). Foreword. In J. V. Wertsch (Ed.),  Vygotsky and the 
social formation of mind . Cambridge: Cambridge University Press.    

8 Drama-Based Learning for Teachers’ Education in Health Promotion



191V. Simovska and Patricia Mannix-McNamara (eds.), Schools for Health and Sustainability: 
Theory, Research and Practice, DOI 10.1007/978-94-017-9171-7_9,
© Springer Science+Business Media Dordrecht 2015

    Abstract     The purpose of the study is to critically explore the formulations of 
 competencies and standards in the European project “Developing Competencies 
and Professional Standards for Health Promotion Capacity Building in Europe”, 
and to discuss them in relation to school health promotion. The analysis shows that 
‘a production logic’ and economic values are emphasized in the motivation of the 
project and in the knowledge base underpinning the competency-framework. The 
discussion of the responsiveness of the formulations in relation to school health 
promotion points out that there are matches between these formulations, and 
 essential values and approaches in school health promotion. However, by underem-
phasizing the potential of education and learning, and reducing changes at individ-
ual and group level to behavioral change, the formulations of competencies and 
standards are not in concert with essential values and approaches in school health 
promotion, and the usefulness of the formulations impaired for professionals in this 
fi eld. Issues related to the use of competency-based standards within the fi eld of 
education, are addressed in a concluding discussion.  

  Keywords     Professional competences   •   School health promotion  

9.1         Introduction 

 This chapter explores the formulations of competencies and standards in the 
European project “Developing Competencies and Professional Standards for Health 
Promotion Capacity Building in Europe”, in short the CompHP project (Dempsey 
et al.  2010 ,  2011b ; Speller et al.  2012 ). The aim of the CompHP project is to develop 
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competency-based standards and a pan-European accreditation system for health 
promotion practice, education and training, at the level of graduate or post graduate 
qualifi cations in health promotion or related disciplines, including health education 
and education (Dempsey et al.  2011b : 3). The competencies term in the project 
is defi ned as  “a combination of the essential knowledge, abilities, skills and 
values necessary for the practice of health promotion” , and nine domains of core 
competencies are identifi ed: enable change, advocate for health, mediate through 
partnership, communication, leadership, assessment, planning, implementation, 
evaluation and research (ibid). 

 Concepts of health promotion and professional competencies related to health 
promotion practice are complex and multidimensional, as they will have fl uctuant 
meanings in different sociocultural, historical and political contexts and be embed-
ded in different theories and practices. Health promotion has been defi ned in the 
following manner:  health promotion = health education x healthy public policy  
(Tones and Tilford  2001 ). The understanding that health promotion includes both 
health education, based on strategies at the individual, group and community 
 levels, and healthy public policy, based on strategies targeting the population 
level, and that different competencies are needed for working with strategies at the 
different levels, seems to be widely accepted in health promotion theory (see e.g. 
Green and Tones  2010 ). The ways in which competencies and competence devel-
opment are formulated differ between contexts and are closely related to ratio-
nales and values in these contexts (Rychen and Salganik  2003 ; Dall’Alba and 
Sandberg  2006 ; Carlsson  2006 ). Health promoting school formulations seems to 
invoke mainly democratic and eco-holistic value discourses by highlighting com-
petencies needed for: linking health and education issues and systems, creating 
safe and supportive school environments, upholding social justice and equity, and 
working with student participation and empowerment approaches (Young and 
Williams  1989 ). 

 One the one hand, professional competencies requirements within the school 
system are highly specialized and well described, e.g. the stipulation of competen-
cies in teacher education acts. On the other hand, there has traditionally been room 
for professional interpretation and judgment in educational practices, which 
 indicates that educational legislation has been fl exible enough not to limit the pro-
fessional autonomy and decision-making abilities of the practitioners. Criticism of 
a competency and standards approach in education argues that such an approach is 
based on an engineering (or a mechanistic) model of education, with a tendency to 
undervalue professional judgement and experience, and disregard educational 
 values and principles (Elliot  2004 ; Biesta  2010 ). This chapter is driven by an inter-
est to elucidate this critique by exploring ruptures and matches between the formu-
lations of the competencies and standards in the CompHP project, and the values 
and approaches prevalent in school health promotion. 

 Standards are a form of social regulation, fi lling the gaps between legal regula-
tions (e.g. education acts), and professional norms and actions (Timmermans and 
Epstein  2010 ). The CompHP project’s aim of developing competency-based stan-
dards can be seen in the context of the EU Commission’s agreement to develop 
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fl exible governance tools such as indicators and standards. These can be  characterized 
as “soft law” tools; i.e., not legally binding, but based on refl exivity and persuasion, 
and intended to provoke institutions into refl ection and self-criticism of their own 
practice (Moos  2009 ). Research on governance in the educational system points out, 
that the values in, and rationale for, developments of educational standards and 
indicators in projects funded by the EU may not always be explicated (Young  2007 ; 
Moos  2009 ). A critical exploration and discussion of the underlying discourses on 
values and rationales in the EU funded CompHP project’s competency- based 
 standards is therefore essential. 

9.1.1     Aims and Methods in the CompHP Project 

 The aim of the literature review in the CompHP project is to provide an overview 
of the international and European literature published on the development of 
competencies frameworks for health promotion, with reference to work in 
related fi elds (Dempsey et al.  2010 ). The results of the review informs a draft of 
the core competency framework (Dempsey et al.  2011a ), and this framework is 
the base for the development of the CompHP professional standards. The devel-
opment of the competency framework and standards took place through a 
 process including a survey on the draft standards, focus group with experts, and 
consultation with practitioners, academics, policy makers and employers 
(Speller et al.  2012 ). The standards are designed to form the basis for the 
CompHP Pan-European accreditation framework for health promotion, and are 
for that purpose aligned to the standards in the European qualifi cations frame-
work (Speller et al.  2012 ). 

 The main data sources in the literature review are identifi ed through a search 
performed mainly in medical and public health databases and include reports, arti-
cles and other information sources, published in English in 1980–2009. With these 
data sources, the boundaries of the framework must be considered – the resulting 
competency framework will be more closely aligned to requirements in medical and 
public health practice, than to those within the fi eld of education. Another key 
 concern related to the data sources in the review is that they include few references 
to theories and empirical research on competencies and competence development, 
and therefore the competencies framework, as pointed out in the review, is not based 
on evidence concerning competencies for health promotion.  

9.1.2     Analytical Framework in the Study 

 The purpose of the study is to critically explore the formulations of competencies 
and standards in the CompHP project, to discuss them in relation to school health 
promotion, and to address issues related to the use of competency-based standards 
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within the fi eld of education, and the role of education in health promotion. The 
following questions guide the study:

•    Which values and approaches are included and emphasized in the CompHP 
 competencies and standards, and which are excluded and underemphasized?  

•   Are the formulations of the CompHP competencies and standards responsive to 
essential values and approaches in school health promotion?    

 The analysis of the fi rst question will focus on the formulations of the value-base 
and the knowledge-base underpinning all nine core competencies within the 
CompHP project, and on the ‘enable change’ competency domain, which is the 
domain that best corresponds with the qualifi cation and socialization objectives of 
the school system. Based on this analysis the second question will be addressed, 
where the aim is to identify ruptures and matches between the formulations of the 
competencies and standards in the CompHP project, and essential values and 
approaches in school health promotion. 

 The analysis of the CompHP formulations is inspired by a critical discourse 
analysis approach to qualitative inquiry. Critical discourse analysis does not pretend 
to be objective or neutral: instead it is upfront in both providing a positioned 
 perspective, and revealing positions (Porter  2007 ). It offers the possibility of height-
ened refl exivity enabling us to use or resist the positions that have been revealed in 
the analysis (Cheek  2004 : 1149). 

 The analysis of the CompHP formulations is based on two sets of discursive 
positions, found meaningful in relation to the formulations: The fi rst is ‘a logic of 
production vis-à-vis a logic of development’, juxtaposing economic and democratic 
values, and used in analyses of competence development in workplace learning 
(Ellström  2006 ; Ellström and Kock  2009 ). The second is ‘systems-centered health 
promotion vis-à-vis people-centered health promotion’, used in the defi nition of 
health promotion as including both healthy public policy strategies and health edu-
cation (Tones and Tilford  2001 ). 

  A logic of production  and economic values is prominent in OECDs initiative in 
relation to competence development, referring to ‘national competence accounts’ 
(DeSeCo  2002 ), and in the development of EU higher education policy, including 
the European qualifi cations framework, where the European Commission  discourses 
on ‘measurable’ educational outcomes are in the foreground (Keeling  2006 ).  A logic 
of development  and democratic values is prominent in the Ottawa Charter for health 
promotion (WHO  1986 ), referring to empowerment, participation, equality and jus-
tice. The Bangkok Charter (WHO  2005 ) highlights issues focusing on the invest-
ment needed to meet the health challenges of globalization (Potvin and Jones  2011 ), 
and hereby introduces an economic discourse of effi ciency in health promotion. 

  Systems-centered health promotion  approaches foreground policy and functions, 
and emphasize organizational development and leadership as key strategies (see e.g. 
Baric  1993 ; Grossman and Scala  1993 ). Robertson ( 1998 ) points out that the 
systems- centered approach represents a movement towards a population health dis-
course in health promotion.  People-centered health promotion  is a term coined by 
the Canadian researchers Raeburn and Rootman ( 1989 ), foregrounding individuals, 
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groups and communities as political actors and subjects in health promotion. It 
emphasizes the existence of different interests in health promotion, and the resultant 
need for strategies and methods that can handle diversity and plurality (see e.g. 
Labonte  1995 ; Labonte et al.  1999 ). 

 I have delimited the discourse analysis to focus on the approximately twenty 
pages in the reports that presents the competency framework and the standards 
(Dempsey et al.  2011a ; Speller et al.  2012 ). The remaining parts of the three reports 
in the CompHP project provided information about the context in which the texts 
were developed: The literature review provided generic insight into the practice of 
developing competency-frameworks, and the reports on the competency framework 
and standards offered insight into the foundation for, as well as the practice and 
processes in, the CompHP project. Space does not permit a full account of the 
results of the analysis, but the results will be used to illustrate the two main analyti-
cal positionings of discourses elaborated above.   

9.2     A Logic of Production Vis-à-Vis a Logic of Development 

 The ComHP competencies framework and standards are underpinned by the 
 concepts, principles and ethical values of health promotion as defi ned by the Ottawa 
Charter and subsequent charters (including the Bangkok Charter) and declarations 
(Speller et al.  2012 : 13). Thus we can expect to identify discourses from both char-
ters in the CompHP formulations. The section below focuses on the motivation of 
the ComHP project, the selection of core competencies, and on the formulations of 
values in the competency framework. Values not referring directly to democratic 
and economic discourses are not discussed here (e.g. values that invoke moral dis-
courses related to health and medical practices, such as ‘being honest about what 
health promotion can achieve’, and ‘causing no harm’). 

9.2.1     A Project Argued from the Production Logic 

 The production logic and the economic discourses in the standards are strengthened 
by the alignment to the standards in the European qualifi cations framework, moti-
vated by the demands for work force fl exibility and effi cient operations in the work-
place. The reference to this framework is made explicit in the following description 
of standards, as drawing together perspectives on  “what a learner needs to learn to 
be effective in employment”,  and  “what the learner has learnt and is competent to 
carry out in employment.”  (Speller et al.  2012 : 9). The production logic is 
 furthermore explicit in the reference to the growing workforce within the fi eld as 
motivation for the ComHP project:  “[…] health promotion is an evolving fi eld in 
Europe with a diverse and growing workforce […] there is a need for core compe-
tencies […] to unify and strengthen health promotion workforce capacity across 
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Europe.”  (Dempsey et al.  2011b : 2). In arguing for the necessity of establishing core 
competencies, these are understood as a way of coordinating practice from a 
 distance in order to ensure consistency across locations. 

 The selection of the nine core competencies in the framework indicates that a 
balance between formulations that respectively invoke democratic or economic 
 discourses is essential in the CompHP project (Dempsey et al.  2011a ). Three of the 
competencies – ‘enable change’, ‘advocate for health’, ‘mediate’ – are directly 
linked to the democratic values and principles of participation and empowerment in 
the Ottawa Charter. Four of the competencies – ‘leadership’, ‘assessment’, ‘planning’ 
and ‘implementation’ – invoke a management discourse about effective mechanisms 
for governance, which is a key discourse in the Bangkok Charter. (The last two com-
petencies – ‘communication’ and ‘evaluation and research’- are not explicated on a 
level that makes it possible to link them to either democratic or economic discourses.)  

9.2.2     A Value-Base Characterized by Navigating Between 
Democratic and Economic Value Discourses 

 The introduction to the value base in the competencies framework refers to the 
democratic discourses of equity, justice, and autonomy:  “Ethical values and prin-
ciples for health promotion include a belief in equity and social justice, respect for the 
autonomy and choice of both individuals and groups, and collaborative and consul-
tative ways of working”  (Dempsey et al.  2011a : 8). The philosophical foundation of 
this formulation is a belief that social change is brought about by an emancipation 
of the subject. References to a democratic value  discourse are made in four of the 
values underpinning the framework: ‘rights’, ‘diversity and inequalities’, ‘social 
injustice and needs’, and ‘collaboration, partnership, and empowerment’. These 
formulations are underpinned by the new health promotion discourse of the Ottawa 
Charter, recognizing the structural and social determinants of health, and that health 
cannot be separated from broader societal goals. 

 The formulation of the value  “Seeking the best available information and  evidence 
needed to implement effective policies and programs”  (Dempsey et al.  2011a : 8) 
invokes a logic of production by emphasizing effectiveness. The phrase ‘best available 
information and evidence’ is closely connected to the politics of evidence discourse in 
health promotion (Carlsson and Simovska  2009 ), a discourse which presupposes that 
evidence is quantifi able. The value  “Being accountable for the quality of one’s own 
practice”  (Dempsey et al.  2011a : 8) invokes a technical and economic discourse by 
proposing new public management solutions in health  promotion. Values are contingent; 
i.e., they take on a different meaning in different contexts, and their interpretation 
depends on the disposition and prerequisites that the reader brings with her or him. 
If the phrase  ‘best available information and evidence’  is read without knowledge of 
the evidence discourse in health promotion, the meaning could be somewhat different 
for the reader. Twenty years ago, the value  “Being accountable for the quality of one’s 
own practice”  would most likely have been read as a reference to a professional 
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accountability discourse, and not as a reference to a new public management discourse. 
The meaning and interpretation of values are in other words infl uenced by movements 
and developments within the fi eld of health promotion. 

 One of the more complex and contingent values in the value base in the compe-
tencies framework is ‘ sustainable development and sustainable health promotion 
action’.  The Ottawa Charter emphasizes ecological sustainability, holism and 
interdependence (Robertson and Minkler  1994 ), which is in harmony with Dryzek’s 
( 1997 ) description of sustainable development as a holistic view of development 
integrating environmental, economic and social considerations. However, in health 
promotion literature the concept of sustainable development mainly seems to be 
understood as an outcome related to the implementation and effectiveness of pro-
grams: Something that  “appeared at the end of a program like a gold star”  where the 
challenge lays in  “sustaining a programme content”  (St. Leger  2005 : 317–318). The 
question is if the concept in the CompHP value formulation is to be understood as a 
holistic view of development, linking to a democratic discourse, or as an outcome related 
to the effectiveness of programs, linking to an economic discourse? The concept is 
not defi ned in the CompHP reports, however the formulation of the competency 
statement  “Facilitate the development and sustainability of coalitions and networks 
for health promotion action”  in the ‘mediate domain’ of the competencies framework 
(Dempsey et al.  2011b : 5) indicates an understanding of sustainable development as 
an outcome of coalitions and networks for health promotion action.   

9.3     Systems-Centered Health Promotion Vis-à-Vis 
People- Centered Health Promotion 

 The distinction between systems-centered and people-centered health promotion can 
be further elaborated by Porter’s distinction between technocracy and socio- ecology 
in her analysis of discourses in the Ottawa and Bangkok Charters (Porter  2007 ). The 
fi rst applies to technical discourses, while the second covers discourses emphasizing 
diversity and interdependence. The focus in the analysis below is on the formulations 
in the ‘enable change domain’ in the competency framework and standards, and in 
the summary of knowledge requirements across the nine core competencies. 

9.3.1     From Catalyzing Change and Empowerment 
to Capacity Building 

 The enable change domain is described as follows in the introduction to the domain in 
the standards:  “Enable individuals, groups, communities and organizations to build 
capacity for health promotion action to improve health and reduce health inequalities.”  
(Speller et al.  2012 : 16). Capacity building is in the glossary of the competencies 
framework defi ned as the development of knowledge, skills, commitment, structures, 
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systems and leadership necessary to  enable effective health  (Dempsey et al.  2011b : 13). 
While the introductory formulation uses the term ‘enable  individuals’, and invokes a 
discourse emphasizing interdependence between  individuals, groups, communities 
and organizations, the glossary formulation ‘enable effective health’ seems to invoke a 
more technical discourse, glossing over diversity in people and contexts. 

 Half of the terms that defi ne capacity building in the glossary refer to people- 
centered health promotion concerns (knowledge, skills, commitment), and half to 
systems-centered concerns (structures, systems and leadership). One could say that 
this formulation provides an excellent example of the authors’ attempts to navigate 
between the two. However, in the summary of knowledge requirements across the 
nine core competencies, the following knowledge is emphasized: program planning 
and management; human and fi nancial resource management; effective leadership; 
evidence for effective health promotion; and quality assurance and monitoring. That 
is, knowledge of change management in systems-centered health promotion 
approaches is emphasized, while knowledge of change in relation to people- centered 
health promotion is underemphasized (Dempsey et al.  2011b : 13–17). 

 The inspiration of “The Galway Consensus Conference Statement” is apparent 
in the competencies framework: Eight of the nine domains of core competencies in 
the CompHP framework are formulated in the Galway statement (the ninth core 
competency is communication). The fi rst competency domain in the Galway 
Consensus Conference Statement is also about enabling change, although the main 
paragraph emphasizes ‘catalyzing change’ and ‘empowering individuals and com-
munities’, and not capacity building:  “Catalyzing change – enabling change and 
empowering individuals and communities to improve their health”  (Dempsey et al. 
 2010 ). In a critical discussion of the competencies in the Galway Consensus 
Conference Statement, Green and Tones ( 2010 : 54) points out that the political 
aspects of health promotion, such as empowerment, are understated. One could say 
that is even more the case in the CompHP competency framework and standards, 
since ‘the enable change’ formulation doesn’t refer to empowerment but to building 
capacity. The defi nition of capacity building in the competencies framework only 
implicitly refers to education and learning in the formulation ‘development of 
knowledge, skills and commitment’, and the competency formulation does not have 
the critical and transformative connotations of the ‘catalyzing change’ formulation 
in the Galway statement. Education, as Porter ( 2007 ) points out in the analysis of 
the Bangkok Charter, can be reduced to a technical function, and with the CompHP 
formulation, education in health promotion runs the risk of being  perceived as such.  

9.3.2     Narrowing the Scope and Potentials 
of the Enable Change Domain 

 The formulation of the fi ve competencies in the enable change domain in the com-
petencies framework, navigates between systems-centered and people-centered 
health promotion discourses: One the one hand there are formulations such as 
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‘cross-sector collaboration’ and ‘collaboration with stakeholders to reorient health 
and other services’, and on the other hand formulations that seem to invoke people- 
centered health promotion discourses: ‘approaches that support empowerment, 
participation, partnership and equality’, and ‘development of personal skills that 
will maintain and improve health’. 

 However, in the standard related to the specifi c knowledge, skills and perfor-
mance criteria required for enabling change, it is apparent that a only a few knowl-
edge, skills and performance criteria are formulated in relation to people-centered 
health promotion. The knowledge related to this is ‘knowledge of behavioral change 
techniques’, the skill ‘behavioral change techniques’, and the performance criteria 
is:  “Use appropriate behavioral change techniques for specifi ed individuals or 
groups to facilitate development of personal skills to maintain or improve health, 
and develop the capacity of others to support behavioral change”  (Speller et al. 
 2012 : 16). Firstly, these formulations narrow the scope of changes at individual 
level to behavioral change, and thereby also the scope of health education in health 
promotion. Secondly, the formulations offer very little inspiration in relation to 
developing qualifi cations for professionals who mainly works with individual 
change in health promotion (e.g. nurses involved in daily health promotion activities 
such as health interviews). 

 The ‘enable change’ competency domain in the standard includes knowledge 
about communication processes and information technology, but not knowledge 
about learning approaches and processes. Learning is only referred to in the intro-
duction to the standards, in a section describing the professional and ethical basis of 
health promotion practice:  “being aware of different learning approaches and pref-
erences”  (Speller et al.  2012 : 15). The lack of interest in learning in the competency 
framework and standards is of general concern in relation to the quality of the 
framework: The development of competencies in health promotion takes place 
trough learning, and therefore knowledge about learning prerequisites, approaches, 
processes and outcomes, and knowledge about contextual factors and mechanisms 
that infl uence these outcomes and processes should be in focus in an ‘enable change’ 
competency domain. 

 Transformative skills formulated as ‘refl ecting on own behavior and practice’, 
‘recognizing the need for, and making use of, opportunities for own and others’ 
development’ and ‘objectively and constructively reviewing the effectiveness of own 
area of work’ (ibid.), are referred to only in the introduction to the standards – and 
not integrated in the nine core competencies in the standards. Multilevel entry level 
programmes within health promotion create some diffi culty in developing a post-
graduate curriculum, since the students will have different learning prerequisites 
shaped by different graduate programs and work experiences. In order to meet this 
challenge, the following transformative learning principles were integrated in a cur-
riculum model for a MA in Health Promotion that was based on a competency- based 
framework from the Australian Health Promotion Association (Madsen and Bell 
 2012 ): the centrality of experience, critical refl ections, refl ective dialogue, and self-
refl ective strategies. Transformative learning principles and skills are closely related 
to professional expertise and judgment, and the underemphasizing of these in the 
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CompHP standards supports the critique (by Hammersley  2004  and others) that 
competence-based standards tend to undervalue professional experience and judgment. 
The omission of ‘critical’ in the ‘refl ecting’ formulation in the CompHP standards, 
and the individualistic discourse in the phrasing of ‘own behaviour’ and ‘own area 
of work’, strengthens the tendency that Green and Tones points out in relation to the 
Galway statement, namely of understating political aspects of health promotion.  

9.3.3     Summary of Analysis 

    The logic of production and economic values are emphasized in the motivation for 
the CompHP project. The selection of the core competencies, and the value base of 
the competencies framework, indicates that a balance between formulations that 
invoke democratic and economic discourses is intended: References to both demo-
cratic values (e.g. respect for diversity, addressing inequalities and social injustice) 
and economic values (e.g. effi ciency, accountability) are made. However, references 
to traditional values in educational practice, such as professional duty and judge-
ment, are not included.  

  Systems-centered and people-centered health promotion concerns are balanced in 
the introduction to the ‘enable change’ domain in the competency framework, and in 
the formulations of the fi ve competencies in the domain. However, the standards are 
mainly related to systems-centered health promotion concerns, and the few people-
centered formulations narrow the scope of changes at individual level to behavioral 
change. Learning approaches and transformative skills are only mentioned in the 
introduction to the standards, not in the standards themselves, and thereby the potential 
of education and learning in health promotion change is underemphasized.    

 Based on the summary of what is included/excluded and emphasized/under-
emphasized, an assumption about whom is addressed in the competency framework 
and standards (and who not), can be put forward: The CompHP competency frame-
work and standards mainly addresses professionals who work with population 
health in leading and management roles, which lead to that the usefulness of the 
formulations is impaired for professionals working with people face to face, as in 
school health promotion and health education.   

9.4     School Health Promotion and the CompHP 
Formulations 

 The discussion will point to ruptures and matches between central values and 
approaches in school health promotion on the one hand, and the formulations in the 
CompHP project on the other hand. On the basis of this discussion, the question of 
whether the CompHP formulations are responsive to essential values and approaches 
in school health promotion will be addressed. 
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9.4.1     Values in School Health Promotion 
and the CompHP Formulations 

 The basic values underpinning the health promoting schools approach in Europe 
are: equity; active participation of students; development of students’ action compe-
tence; importance of the social and physical environment of the school; and integra-
tion of health promotion policies as part of school development (WHO  2002 ). With 
the references to equity, students’ participation, and action competence, these for-
mulations invoke the democratic value discourse from the Ottawa Charter, which 
the value-base in the CompHP competency framework also draws upon. In the 
terms of reference for Schools for Health in Europe (SHE), it is stated that a strategy 
founded on the health promoting schools approach helps school communities to: 
manage health and social issues; enhance student learning; improve school effec-
tiveness (SHE Network  2007 ). With the terms ‘manage health’ and ‘improve school 
effectiveness’, the technical and economic value discourses identifi ed in the value- 
base in the CompHP competency framework, are also to be found in health promo-
tion school policy documents. 

 Although a theoretical distinction between different values in health promotion 
policy can be made, health promotion in practice is based on a multitude of values 
that are in constant interaction with each other (Gregg and O’Hara  2007 ). Schools 
simultaneously answer to a range of core accountabilities and values which are 
 diffi cult to combine, creating numerous dilemmas for the practitioners, including: a 
marketplace accountability that focuses on effi ciency and competition; a bureau-
cratic accountability that focuses on outcomes and indicators, and a professional 
accountability that focuses on professional expertise and judgment (Moos  2009 ). 
The references to economic values of effi ciency, and the technical discourses of 
quality assurance and evidence-based practice in the CompHP formulations, match 
the focus on narrow and measureable learning outcomes in schools, and on evidence- 
based practice as a mean to achieve these outcomes. 

 In teacher training for health education, navigating between school and health 
concerns and issues is seen as essential, requiring the development of critical refl ec-
tion and judgment (Jourdan  2011 ). Research on implementation and outcomes of 
health promoting school projects indicates that the interplay between professional 
values in educational practices in schools and the values in the implemented proj-
ects substantially infl uences both the implementation and project outcomes 
(Carlsson and Simovska  2012 ; Clarke et al.  2010 ). Knowledge about and skills in 
coping with these different values are developed in situational analysis, which is 
promoting the importance of professional judgment as a core value in school health 
promotion. Elliot ( 2004 ) points out that the focus on competence brings with it an 
interest in an outcomes-based education, characterized by a need to justify professional 
practices as effective and effi cient means of producing desirable outputs. Professional 
judgment hereby loses its position as a core value, and becomes a means to reach 
values related to marketplace and bureaucratic accountabilities. In accordance 
with this, it’s no surprise that references to professional expertise and judgment 
are underemphasized in the CompHP competencies framework and standards.  
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9.4.2     Approaches in School Health Promotion 
and the CompHP Formulations 

 Collaborative and participatory approaches in teaching and learning are emphasized 
in school health promotion (Simovska et al.  2006 ), based on the values underpin-
ning the health promoting schools approach in Europe (WHO  2002 ). The formula-
tion of the democratic value discourse in the introduction to the value-base of the 
CompHP competency framework –  “respect for the autonomy and choice of both 
individuals and groups, and collaborative and consultative ways of working”  – 
match these approaches. There is furthermore a reference to collaborative and par-
ticipatory approaches in the description of the ‘enable change’ domain in the 
framework; however, in the standards related to the domain, these approaches are 
linked to systems-centered health promotion concerns (e.g. ‘cross-sector collabora-
tion’), and not to the teaching and learning approaches in focus in school health 
promotion. 

 The understanding of the settings approach in school health promotion is in 
accordance with the Ottawa Charter, where it is described as an approach that shifts 
the focus from individual behavior change towards community action in everyday 
life settings (WHO  1986 ). In the formulations of the ‘enable change domain’ in the 
CompHP standards, the scope and potentials of changes at individual and group 
level is narrowed down to behavioral change. Thus the CompHP formulations on 
approaches don’t match the understanding of the settings approach that has been of 
such vital importance in the health promoting school. The Ottawa Charter  underlines 
holism, sustainability and interdependency between different agents, perspectives 
and interests, which is illustrated in the holistic models of the health promoting 
school (see e.g. Parsons et al. 1997, in: Green and Tones  2010 : 451). The systems- 
centered and people-centered health promotion concerns are balanced in the intro-
duction to the ‘enable change’ domain in the Comp HP competency framework, and 
thus match the eco-holistic models of the health promoting school. However, the 
standards related to this domain mainly refer to systems-centered health promotion 
concerns (e.g. effective leadership, fi nancial resource management), and therefore 
differ from the health promoting school models, where pupils, teachers, parents, 
and community partners are involved in creating safe and supportive school envi-
ronments. As Dooris ( 2009 ) points out, a standards approach, with its precise and 
unambiguous criteria for educational outcomes, might be a challenge in relation to 
encompassing the complexity of the settings approach. 

 ‘Skills-based health education’ (described in Aldinger and Whitman  2005 ) and 
‘action-oriented health education’ (described in Jensen  1997 ) illustrate the span in 
educational philosophy, principles and approaches within school health promotion: 
From utilitarian to critical philosophy, from coping to empowerment, and from 
intentions of adopting healthy behaviors to shaping social change (Carlsson  2012 ). 
Transformative health education discourses as ‘action-oriented health education’ 
are based on approaches involving learners in the formulation of health problems 
and action-possibilities related to solutions of these problems, and providing 
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opportunities for real-life experiences with initiating and carrying out change 
(Carlsson and Simovska  2012 ). It casts children and youths as agents in health pro-
moting changes (Simovska and Carlsson  2012 ), while the CompHP formulations 
mainly casts managers and organizations as agents. By downplaying empowerment 
and related discourses such as critical action and critical thinking, and by formulat-
ing people-centred change strategies in terms of behavioral change techniques, the 
formulations in the CompHP framework and standards provide a better match with 
‘skills-based health education’ approaches, than transformative health education 
approaches.  

9.4.3     The CompHP Formulations and Their Responsiveness 
to School Health Promotion 

 Agents in different settings and situations will interpret formulations of frameworks 
and standards in different ways, depending on the disposition and prerequisites that 
the reader brings with him/her in the reading. As a head of studies of 15 profession-
ally oriented Master of Education (MEd) programs, including a MEd in Health 
Promotion and Education, I have worked with competencies frameworks for educa-
tional programs within the humanities, as well as with the standards in the Danish 
qualifi cations framework, and found them useful as tools for refl exivity in develop-
ment and accreditation processes (Carlsson and Adriansen  2010 ). In comparison to 
the CompHP standards, the standards in the Danish qualifi cations framework 
 formulations are relatively open and pliable, constructed in order to be elaborated in 
line with the purpose and content of the different programs, and with educational 
values and methodologies. Being situated in the fi eld of education and humanities/
social science, it is perhaps no surprise that I fi nd the CompHP standard formula-
tions not quite in concert with this fi eld (while recognizing that a practitioner within 
a public health domain will interpret the formulations differently). 

 The key positive aspects of a competency- and standards based approach 
described in the CompHP review includes: the usefulness of a shared vocabulary for 
defi ning boundaries for competencies in professional practices and in curriculum 
development; that it can stimulate communication and refl exivity in and between 
professional practices involved with health promotion; and inspire development of 
programs and curricula. With the emphasis of participatory, collaborative and set-
tings approaches in school health promotion, and the intention to integrate health 
promotion policies as part of school development, a shared vocabulary and com-
munication and refl exivity in and between professional practices in school health 
promotion are most certainly of value. 

 The usefulness of the CompHP formulations as a shared language for compe-
tencies and standards in professional practices within school health promotion is 
impaired by the CompHP project’s overemphasis on systems-centered health 
 promotion and public health work descriptors, and underemphasis on people- 
centered health promotion and descriptors meaningful for professionals working 
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with people in face to face health promotion and education. Although there are 
matches between values and approaches in the CompHP project and in school 
health promotion, they often take on a different meaning when used in relation to 
either system-centred or people-centred health promotion. By downplaying pro-
fessional judgment, and values and approaches linked to people-centred health 
promotion; by underemphasizing the potential of education and learning; and by 
reducing changes at individual and group level to behavioral change, the CompHP 
formulations cannot be considered responsive to the essential values and 
approaches in school health promotion. Furthermore, and as pointed out in the 
summary of the analysis, neither do the CompHP formulations seem to address 
professionals in school health promotion. 

 In continuance of the discussion above of values and approaches in school health 
promotion, I would like to emphasize two perspectives that should be considered in 
relation to efforts to strengthen professional competencies within school health 
promotion:

•    If we want to address professional dilemmas related to the demands of simulta-
neously having to answer to different accountabilities and values in schools, 
competencies in navigating between the concerns based on professional values 
and approaches in educational practices in schools and the values and approaches 
in school health promotion, are essential. Here it is especially important to con-
sider the links between health related, and educational concerns and aims, as 
well as the structural and cultural barriers for working with health in schools.  

•   Educational policy tasks schools with addressing a range of different issues, 
including health and sustainability issues, and integrating them in curricula. If 
we want to address issues related to sustainable development in school health 
promotion, an understanding of sustainable development as a holistic view of 
development that implies learning is more meaningful than understanding it as 
an outcome related to the effectiveness of programs. Since the approaches in 
working with health and sustainability issues in schools are similar, both encom-
passing a holistic view, democratic processes, and transformative learning prin-
ciples (Cooke et al.  2010 ), the prospects for linking the two seems promising.      

9.5     Issues in Using Competency-Based Standards 
Within the Field of Education 

 The contextual and value-bounded nature of educational competencies, and the 
need for situational analysis in decision making, gives professional judgement a 
crucial role in practice development in education (Eraut  2004 ). The more complex 
the practice fi eld is, such as the fi elds of education and school health promotion, the 
less likely it is that competency-based standards will offer formulations that are 
meaningful in concrete contexts and situations. Pre-conceptualized competencies in 
competency-based standards therefore need to be further developed by professionals 
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in concrete contexts and situations. Or as a colleague said on reading curricular 
guidelines, ‘attack them as you would attack a mountain top in the Tour de France’! 

 Competency-based standards can be used as tools for regulating and directing 
social agents and behavior, or they can be used as tools that guide social agents and 
behavior by promoting refl exivity and learning. Lessons from countries that have 
developed accreditation systems on the basis of national qualifi cation frameworks, 
and that have applied a rule based approach, indicates that it can lead to unwanted 
implementation effects such as resistance against change, and development of a 
hidden curriculum (Young  2007 ; Allais  2007 ). However, a guideline-based imple-
mentation approach can also lead to resistance strategies, as in the implementation 
of the Danish qualifi cation framework in educational programs within humanities, 
where teachers referred to the process of transforming competency description 
from the framework to descriptions of learning objectives in the curriculum guide-
lines, as ‘bullshit-bingo’, and as ‘a style exercise that doesn’t fulfi ll its purpose’ 
(Sarauw  2011 : 210). 

 Competency-based standards offered by the CompHP project, or by other agents, 
can potentially inspire a development of local standards for school health promotion 
(on national, regional or school level): These in turn can stimulate communication 
and refl exivity and coordinate actions in and between professional practices involved 
with school health promotion, and through processes of refl exivity and learning, 
they might lead to the transformation of educational curricula. The review in the 
CompHP project emphasizes that views are divided concerning the extent to which 
core competencies should be linked to quality assurance or formal accreditation 
mechanisms (Dempsey et al.  2010 , 113). In the discussion of whether standards 
should be used as tools for regulation or guidance, I side with the latter view, and, 
as such, it concerns me if the CompHP standards are to be used as a basis for an 
accreditation mechanism (as is the intention in the CompHP project), since this 
means the standards will be implemented as rules. 

 The CompHP competency framework and standards were developed through a 
deliberative process, including a survey on the draft standards, a focus group with 
experts, and consultation with practitioners, academics, policy makers and employ-
ers. The question of who these experts are that have been given a voice in the 
development process is discussed in a paper on the CompHP project (Battel-Kirk 
et al.  2009 ), and in the review in the CompHP project it is mentioned, that the com-
petency- and standards based approach can be criticised  “as potentially reinforcing 
conventional discourses about professional, norms, behaviours and attitudes, and 
perpetuating existing domains of professional legitimacy”  (Dempsey et al.  2010 : 
95). The CompHP development processes must have shaped the formulations of 
the framework and standards in a number of ways, and it would have been relevant 
to describe these in the CompHP project, in order to shed light on which concrete 
issues were raised and by whom. 

 Standards, as a technology in high stakes accountability, can, as the discussion 
of issues in competency-based standards above has indicated, leave little room for 
refl ective practice. However, if the standards are used as a guiding tool, they will 
not to hinder processes of refl exivity, learning, and adjustments of competencies 
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formulations and standards, or to impede or interfere with professional judgment in 
health promotion. Studies of the implementation of the standards in the European 
qualifi cations framework for higher education point out that, even within culturally 
similar regions such as the Nordic countries, implementation has differed substan-
tially (Young  2007 ), and not only between countries but also between institutions 
(Sarauw  2011 ). If the CompHP standards are implemented within school health 
promotion education and practice, it will be interesting to explore how they are 
operationalized and used in different fi elds of health promotion, and follow the 
transformation processes at different levels. 

9.5.1     The Role of Education in School Health Promotion 

 In the start of the 1990s, health promotion was criticized for emphasizing strategies 
on the level of individuals – it was phrased as ‘half a holism’ (Mathiesen  1993 ), 
referring to the visions of ecological sustainability, holism and interdependency 
emphasized in the Ottawa Charter. Health promotion seems to be in the process of 
developing another ‘half a holism’ – this time emphasizing public health strategies, 
that invokes bureaucratic and marketplace accountabilities; capacity building (instead 
of empowerment); change management (instead of catalysing change); effective 
leadership (instead of individuals and groups participating in change processes); 
evidence for effective health promotion (instead of professional  judgment); and 
quality assurance and monitoring (instead of trust in professional judgment). 

 The Ottawa Charter expanded the scope and goals of health promotion practice: 
it placed political aspects of health promotion, such as empowerment, in the fore-
ground; it cast people in the role of social agents participating in and taking decisions 
about health matters; and it tasked health promotion with supporting this with educa-
tion, including ensuring learning opportunities (Porter  2007 ). As argued in the analysis, 
the lack of interest for learning in the competency framework and standards in 
the CompHP project is of general concern: Development of competencies in health 
promotion takes place through learning, and therefore knowledge about learning 
approaches, processes and outcomes, and about contextual factors and mechanisms 
that infl uence these outcomes and processes, should be prioritized in competency-based 
standards within health promotion. Most importantly, competency- based standards 
within school health promotion should be considered in close relation to not only 
values in health promotion, but to the purpose of education. 

 In relation to this, I would like to rephrase Biesta’s ( 2010 ) challenge to education 
as a challenge to school health promotion: It constitutes a threat to the wider demo-
cratic deliberations of the aims and the conduct of health promotion in schools if 
questions about the purpose of education lose their relevance, and focus shifts 
instead to technical questions concerning how we can make health promotion 
processes more manageable, accountable and effective. As Green and Tones ( 2010 ) 
point out in the discussion of the Galway statement, health education within a critical 
empowerment approach has an important role to play in health promotion, because 
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of its insistence on the core health promotion values and principles of empowerment 
and participation. The empowerment focus, transformative education approaches 
based on involving learners in the formulation of health problems and action-possibilities 
for solving these problems, and transformative learning principles emphasizing 
critical refl ection, thinking and action, can ensure that  education is not reduced to a 
technical function in school health promotion.      
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    Abstract     The education of the whole person is promoted as the central premise of 
the Irish education system. However, the practice of schooling at post primary level 
diverges signifi cantly from the espoused ethos of holistic and personal develop-
ment, with measurement, accountability and performativity taking centre stage. The 
signifi cant infl uence of a consumerist agenda in education has meant that in the 
drive to educate for exam success, the development of affective education has been 
severely challenged. This has placed signifi cant pressure on schools to treat the 
cognitive and affective as mutually exclusive and to teach the cognate discipline 
alone. In this context, a narrowed edition of the subject becomes prioritised to the 
detriment of the promotion of students’ health and well-being. 

 The subject Social Personal and Health Education (SPHE) is dedicated to the 
promotion of the health and well-being of students. Ireland adopted this specifi c 
curricular approach to suit the already dominant discrete curricular structure of Irish 
schooling. The subject of SPHE and the health promoting schools initiative has 
much to offer in terms of student development, yet both have experienced signifi -
cant challenges in terms of parity of esteem. This chapter will provide a critical 
analysis of the role of education and of the health promoting school within school 
systems where pedagogical practice is driven by a different value system, that of 
exam performativity and knowledge reproduction. The chapter will also make rec-
ommendations in terms of the development of a sustainable, affective curriculum 
and health promoting schools initiative.  
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10.1         History of Post Primary Health Education in Ireland 

 The post primary education system in Ireland comprises two distinct phases; the 
junior cycle, catering for students aged 12–15 years and the senior cycle, catering 
for students aged between 15 and 18 years. Upon completion of the three year junior 
cycle programme of study, a summative examination, called the Junior Certifi cate 
Examination, is undertaken by all students. The successful completion of the two 
year senior cycle programme is assessed primarily through a summative examina-
tion entitled the Leaving Certifi cate Examination. 

 In 2000, the Department of Education and Science approved the recommended 
syllabus for the subject Social, Personal, Health Education (SPHE) at junior cycle. 
At this time all schools were issued with a department circular mandating the intro-
duction of the subject on a phased basis over three years in all post primary schools 
from September 2000 (Department of Education and Science  2000b ). The concept 
of introducing personal education into schools was not a new one, having up to this 
point been addressed on an  ad hoc  basis. Personal education had become popular-
ised in the previous two decades, housed under the auspices of pastoral care pro-
grammes in schools. School children’s exposure to pastoral care and personal 
education often occurred in the formally timetabled religion classes. Programmes 
of Life Skills education also became quite popular in schools. These were offered 
at the discretion of school management however, and were dependent upon indi-
vidual teacher interest and motivation. This notwithstanding, the increasing 
engagement with the personal and social education of school children, even in this 
 ad hoc  style, signaled the beginning of a sea change in educational provision that 
now increasingly recognised the need for attention to the holistic education of 
young people. The impetus for the provision of personal and social education was 
infl uenced by the changing nature of Irish society and consequently the increas-
ingly diverse needs of school children (SPHE Support Service  2005 ). Of concern 
immediately prior to the introduction of SPHE, was the growing problem of sub-
stance misuse. The earlier maturation of young people and the information com-
munications revolution meant children were more exposed to global messages and 
values often detrimental to their well-being. In terms of substance misuse, the pro-
gramme entitled “On My Own Two Feet” was introduced in 1993 as a pilot initia-
tive in order to raise awareness of substance abuse among post primary school 
students (Department of Education and Science  1994 ). It was  successful in its aim 
and led to the recognition of the potential for health specifi c curriculum. Prior to 
the implementation of SPHE, a specifi c module on Relationships and Sexuality 
Education (RSE) was developed and introduced into schools in 1995 (SPHE 
Support Service  2005 ) in order to address the challenges of sexuality education for 
young people. While controversial at the time, drawing signifi cant media attention 
and quite some resistance, the introduction of RSE has proved a fruitful addition 
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(Maycock et al.  2007 ) to the school curriculum and is now subsumed into SPHE, 
functioning as a core component of the SPHE, curriculum in Irish schools. 

 The Education Act of 1998 acknowledges the responsibility of schools to  provide 
holistic education and to promote the moral, spiritual, social and personal develop-
ment of students. While personal and social education has been relatively neglected 
in terms of curriculum development (Fullan  2001 ), the development and implemen-
tation of this suite of personal and social education in Ireland is important in terms 
of the balance of educational provision for young people. It was always intended 
that SPHE and RSE be implemented in the context of a Health Promoting School 
(HPS). The Irish Network of Health Promoting Schools was established in 1995 and 
its vision was clear. It sought to ensure that the implementation of these initiatives 
would occur in a context of supportive schools which were health promoting. 
However, the success of the health promoting schools initiative has left much to be 
desired in Irish schools.  

10.2     Social, Personal and Health Education 

 In September  2003 , educational policy decreed that SPHE become a compulsory 
subject in all schools with a formal place allocated on the school timetable as part 
of the junior cycle core curriculum (Department of Education and Science  2003 ). 
The aims of SPHE are closely aligned with the central aim of Irish education, 
namely the holistic development of the student, with specifi c focus placed on the 
development of the emotional, social, moral, intellectual, creative, critical and spiri-
tual dimensions (   Department of Education and Science  2000a ). Clearly, health edu-
cation is valued by policy  makers in the adoption of a specifi c curriculum in schools 
however; its implementation has been tokenistic to some degree. It is noteworthy, 
that SPHE was not made compulsory for senior cycle students (aged 15–18), given 
that this is a time in a student’s life that is often emotionally challenging and intel-
lectually draining. Senior cycle is a distinctly pressurised time for students as they 
are facing into high stakes examinations which are primarily used for the purpose of 
matriculation in Ireland. The absence of health education in senior cycle means that 
the school curriculum offers little protected time for students to discuss issues that 
are pertinent to their own lives or to promote awareness of students’ physical and 
emotional well-being. While it was intended that a senior cycle curriculum would 
be drafted and implemented quickly following the junior cycle edition, worryingly, 
over a decade later, while a draft curriculum has been developed by the National 
Council for Curriculum and Assessment (NCCA), it has progressed no further, sug-
gesting some potential ambivalence in terms of the subject. 

 The introduction of SPHE gave coherence and structure to health education in 
schools (Nic Gabhainn et al.  2007 ). The development of a comprehensive syllabus 
recognised the importance of the school as a health promoting setting while enhanc-
ing educational attainment. The framework for the implementation of SPHE, in 
keeping with the ethos of the health promoting school, was designed as a partner-
ship initiative between the Department of Health and Children and the Department 
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of Education and Science, in which both contributed to the establishment of the 
SPHE Support Service. This partnership between both departments resulted in the 
development of an SPHE regional support team which consisted of Regional 
Development Offi cers from the education setting and Health Promotion Offi cers 
from the health setting. This support service was established in order to assist teach-
ers and principals in the implementation of the new curriculum. The National Health 
Promotion Strategy 2000–2005 provided the national policy context for this support 
service (SPHE Support Service  2005 ). 

 The subject SPHE has much to offer the education of young people. The curricu-
lum aims are clearly set out and aspire to; “provide students with a unique opportu-
nity to develop the skills and competence to learn about themselves and to care for 
themselves and others and to make informed decisions about their health, personal 
lives and social development” (Department of Education and Science  2000a : 3). 
The specifi c aims of SPHE are outlined in the Guidelines for Teachers document as 
(a) the enablement of students to develop personal and social skills; (b) the promo-
tion of self-esteem and self-confi dence; (c) the enablement of students to develop a 
framework for responsible decision making; (d) the provision of opportunities for 
refl ection and discussion and (e) the promotion of physical, mental and emotional 
health and well-being (Department of Education and Science  2001 : 5). The aims of 
the curriculum are broad ranging and tailored to build students’ self-awareness and 
decision making capacities in order to enable them to address some of the chal-
lenges of modern life. Complex issues such as substance use, sexuality, bullying, 
stress and suicide among others are given space for discussion and debate in 
SPHE. The SPHE curriculum by its very nature is spiral in design which means that 
each module is taught in year one of the junior cycle and revisited each year in 
growing depth. The themes of the modules are specifi cally prescribed and are enti-
tled; Belonging and Integration; Self-Management; Communication Skills; Physical 
Health; Friendship; Emotional Health; Relationships and Sexuality; Infl uences and 
Decision Making; Substance Use and Personal Safety.  

10.3     The Link Between Educational and Health Outcomes 

 SPHE has also a lot to offer in terms of contribution to educational outcomes. It has 
been reported that the learning experiences provided for by the SPHE class may 
have a positive contribution to all learning success, as a student with high  self- esteem 
will be better able to avail of that which school has to offer (Mohammadi et al.  2010    ; 
SPHE Support Service  2005 ). The link between better health and improved educa-
tional outcomes is established in the literature (Basch  2011 ; Stewart-Brown  2006 ; 
Wolford Symons et al.  1997 ). It is argued that healthier students are better learners 
(Basch  2011 ). The literature suggests that health status and achievement are inextri-
cably linked (Jourdan et al.  2010 ) and points to the fact that adolescents experience 
diffi culty in learning when their health is not optimum (Freudenberg and Ruglis 
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 2007 ; Carnegie Council on Adolescent Development  1995 ). It is also noted that 
high-quality educational standards and experience infl uence the development of a 
healthier population (Jourdan et al.  2010 ; Young  2008 ). 

 Investment in the health and well-being of school children not only has  immediate 
positive implications for student learning but it is also a critical determinant of 
health across the life span (Fiscella and Kitzman  2009 ). Therein, inequality in one 
contributes to inequality in the other. Moreover, level of educational attainment is 
asserted to have an impact upon health because it infl uences factors such as future 
occupational status, and income (Cutler and Lleras-Muney  2006 ). Lower educa-
tional attainment is negatively correlated with earlier onset of chronic disease 
 conditions (Fleishman  2005 ) as well as a range of risk behaviours, including smok-
ing, poor diet, poor physical activity, early sexual activity, teenage pregnancy and 
crime. Accordingly, Fiscella and Kitzman  (2009 : 1074) and Lleras-Muney ( 2005 ) 
claim that the relationship between education and health appears at least to be partly 
causal both in the short and long term. Clearly, given the importance of health and 
well-being in schooling, it appears imperative that schools attempt to achieve 
 balance between the health education of students and their concurrent cognitive 
development. Education has, without doubt, the power to positively impact on eco-
nomic prosperity, and also a nation’s health outcomes (St. Leger et al.  2007 ). 
Therefore, investing in health education has signifi cant merit. Arguably, investing 
social resources in schools is one of the most powerful ways to shape the lives of 
young people (Basch  2011 ). It is then somewhat surprising that while the discourse 
of health has, to some degree, permeated schooling; it has not done so in a sustained 
and prioritised manner. It remains that in the majority of education systems, health 
is perceived as the “add on” to the school curriculum. The primary aim of the school 
remains focused on academic achievement with its core business being teaching and 
learning (Mannix McNamara  2012 ). 

 Concurrent to the myriad and continuously increasing number of complex health 
issues confronting current school children, schools continue to grapple with 
 enormous pressure to improve academic skills. Local school leaders and stakehold-
ers either remain unconvinced that improving student health represents a means to 
achieving improved academic outcomes (Wolford Symons et al.  1997 ) or they have 
not been adequately educated as to the reciprocal link between health and educa-
tional outcomes. Yet, schools continue to experience considerable pressure to respond 
to health crises especially those that manifest amongst youth and while schools, are 
not a panacea for societal health issues; they can play a key role in the promotion of 
health, particularly when there is partnership between health and education. 

 There is little doubt that healthy children are in a better position to learn;  however, 
curriculum in isolation is not enough to compensate for the adverse health factors 
that many students experience (American Cancer Society  1992 ). It is a dubious 
assumption to hold that children in any given school environment represent a 
homogenous population. Within even a single class a huge disparity may occur in 
terms of socio economic status; health and cognitive ability. A ‘one size fi ts all’ 
implementation may not meet the needs of all school children but certainly commit-
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ment to health, and in particular, to a comprehensive implementation agenda of 
health promotion in schools is a signifi cant step in the right direction. The health 
promoting schools movement continues to gain a strong foothold globally as it is 
recognised that a whole school approach to health promotion contributes to improved 
learning outcomes and reduces health risk behaviours (IUHPE  2008 ; Kann et al. 
 2007 ). The challenge then, is the implementation of the health promoting schools 
approach in a sustained and effective manner in this type of system. The answer lies 
in the recognition of the inter-reliant and clearly reciprocal nature of both systems. 

 Given the signifi cant pressures of performativity in schools, opting to concen-
trate on health education within curriculum only, while having its strengths as an 
approach, also brings with it signifi cant challenges. The evidence is clear that whole 
school approaches are necessary in order for viable and sustainable implementation 
(Stewart-Brown  2006 ). The Irish experience demonstrates the potential of strong 
curriculum development however, implementing a discrete curriculum has created 
problems in terms of parity of esteem and teacher engagement. Whole school 
approaches that embed the promotion of health and well-being in the ethos and 
practice of the school are essential. The health promoting school places the promo-
tion of health and well-being in schools at the heart of education. Without doubt 
SPHE has an important contribution to make to the health gain of children and to 
better educational outcomes, while also making cross-curricular links with other 
subjects, and more specifi cally in developing a HPS (SPHE Support Service  2005 ). 

 In order to ensure the successful implementation of SPHE, the Department of 
Education and Science proposed that the subject of SPHE should be embedded 
within a healthy whole school ethos. However, the development of a national and 
sustainable health promoting schools network has lagged signifi cantly in Ireland. 
Many factors have infl uenced this limitation, not least of all the lack of an  established 
relationship between SPHE and the health promoting schools initiative. It has been 
recognised that the ambiguity in terms of the link between SPHE and health pro-
moting schools has been problematic (Burtenshaw  2003 ). While the policy vision 
for SPHE advocated that, SPHE should not become an isolated subject but rather 
draw on cross curricular links, this has not been forthcoming, not least of all due to 
the limited awareness of the content of SPHE among teachers who do not teach it 
and who are consequently challenged in terms of making subject comparisons and 
cross-curricular links. 

 By placing the subject on the school curriculum, it seems clear that the Department 
of Education and Skills is prioritising health education in Irish schools. However, 
lack of consistent implementation across the whole school population suggests 
some ambivalence as to its relevance for senior cycle students in schools. 
Implementing a new and discrete curriculum, somewhat at odds to the dominant 
drive in education (that of cognitive achievement), is a challenging and problematic 
endeavour. The subject of SPHE was a signifi cant and courageous step in Irish 
 education in terms of placing holistic education and health education fi rmly on the 
school agenda. However, very quickly some challenges began to impinge on the 
effectiveness of its implementation, not least of these being the challenges linked to 
the performativity agenda. The issues that now surround the implementation of 
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SPHE in Irish schools suggest the need for more careful attention to educational 
culture and practice prior to subject implementation.  

10.4     Educational Purpose 

 Increasingly, in Ireland tensions are emerging between the pressures to educate 
 students to perform well in the terminal exam and the need to pay attention to the 
personal and social needs of students. The dominance of the terminal exam has 
resulted in a ‘teaching to the exam’ ideology (Hennessy and Mannix McNamara 
 2011 ) that has consequently marginalised health education in schools. A problem-
atic consequence of the exam focus in schools has meant that the tendency to teach 
for knowledge reproduction or ‘teaching what to think’ has emerged strongly in 
school pedagogy. In effect, the space to develop critical thinking and the broader 
liberal education agenda has become marginalised. Such deterministic education is 
contrary to the values of health education and to health promoting schools, resulting 
in divergent agendas competing for space on the school timetable. Pedagogical 
directives which advocate the need to “teach us rather how to think, than what to 
think” (Beattie as cited in Denbow  2004 : 19) has unfortunately become relegated to 
education rhetoric. Without a doubt the school is a formidable terrain for ‘epistemic 
apprenticeship’ (Claxton  2009 ) and holds the possibility to develop confi dent, 
inquiring and critical minds. It is important that this potential is broad ranging in 
terms of intellectual and affective development. 

 Decision making about the development and purpose of education, encompasses 
judgements about that which is perceived to be educationally desirable and valued 
(Hume  1739 ), and this is the cause of much contention. While the rhetoric of current 
education policy is laudable in its emphasis on life-long learning and student ori-
ented pedagogy, critical analysis of the practice of education yields a different and 
somewhat antithetical focus wherein the virtues of the former ideal are sacrifi ced in 
the name of expedience, standardisation and performance. The sizeable chasm 
between rhetoric and reality as well as policy and practice harks ‘troubled times’ for 
Irish teachers (Gleeson and Knights  2006 ) who attempt to negotiate the inherent 
challenges of a system divided, yet even more so for health education teachers 
whose subject is considered by many as antithetical to the main priority of academic 
examinable subjects. Teachers consequently experience tensions between their edu-
cational beliefs and their pedagogical practice. 

 As Irish teachers are credited with ‘legendary’ autonomy (OECD  2009 ) in terms 
of their teaching, one might assume that the capacity to integrate health education 
would be easier in this context however, the increased testing agenda has created 
what Lynch ( 1985 ) terms a ‘say/do dichotomy’ in Irish life. The development of 
SPHE as an academic subject has proven consistent in this respect. The  performativity 
agenda is not isolated to the Irish experience yet the response by many Irish teachers 
has unfortunately been little other than a nod of acquiescence. It is unsurprising that 
in education systems where exam performativity dominates, teachers’ beliefs about 
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education quickly become “part of an older, increasingly displaced discourse” (Ball 
 2003 : 223). Consequently, teachers’ commitment to students’ affective development 
often languishes (McNess et al.  2003 ). Health education and health promotion in 
schools in effect become collateral damage, disappearing from teachers’ daily priori-
ties. For many teachers then, provision of health education is a complex challenge, 
involving not only pedagogical profi ciency but also the strength to withstand com-
peting pressures borne from the dominant cultures of exam performativity. The lack 
of SPHE at senior cycle evidences the impact of the dominance of exam priorities 
where health education has been unsuccessful in gaining a place on the timetable. 

 The terminal examination of post primary education entitled the Leaving 
Certifi cate examination, acts as a ‘towering presence’ on the educational landscape 
(NCCA  2002 : 45). As the leaving certifi cate examination forms the primary basis 
for the allocation of places into university in Ireland, many students tend to confl ate 
the Leaving Certifi cate with the number of points achieved in the exam rather than 
their learning for each individual subject (Hyland  2011 ). 

 The Irish education system as outlined, celebrates high levels of public esteem 
where a strong degree of public trust exists in teachers (Teaching Council of Ireland 
 2010 ). Yet, this notwithstanding, there are signifi cant struggles both at the levels of 
practice and ideology, which often hinder the potential for the more engaged educa-
tional encounters and the potential for broader, holistic and more liberal educational 
experiences within the classroom. This may account for the sizeable numbers of 
teachers who report teaching to be a ‘diffi cult’ job (Teaching Council of Ireland 
 2010 ), a projection which is intensifi ed in light of the fi ndings of the Teaching and 
Learning International Study (TALIS), (OECD  2009 ) in which teachers’ average 
job satisfaction was found to be somewhat lower in Ireland than in other comparison 
countries. Broad liberal education is struggling for its very survival in modern 
schools where instrumentalism and technocratic rationality dominate (Smyth and 
Shacklock  1998 ). National policy espouses broader aims, for example according to 
the National Council for Curriculum and Assessment (NCCA) in Ireland, “The gen-
eral aim of education is to contribute towards the development of all aspects of the 
individual, including the aesthetic, creative, cultural, emotional, intellectual, moral, 
physical, political, religious, social and spiritual development, for personal and fam-
ily life, for living in the community, and for leisure” (NCCA  2012 ). However, critics 
of the Irish education system argue that education as a  process has thus become 
means-end technicism, where schooling which terminates in examination, feeds the 
needs of industry and business (O’Brien  2008 ). It is little wonder then that teachers 
struggle to mediate the holistic needs of their students while balancing the teaching 
of content for the exam. 

 The relegation of personal and social education appears a global phenomenon 
with notable educationalists such as Noddings ( 2003 ) suggesting that education has 
been, and continues to be, deeply mired in a form of Puritanism that excludes the 
pursuit of happiness and care in the attempt to enhance performance and raise 
 standards of achievement. It is little wonder then that the dominating effect of both 
the Junior Certifi cate and Leaving Certifi cate exams on teaching and learning prac-
tices gives rise to a pernicious teaching to the test ideology (NCCA  2010 ). In this 
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context it is particularly diffi cult for health curriculum and for the health promoting 
schools initiative to make signifi cant inroads in embedding themselves in school 
practice. Irish education policy makers need to pay attention to the cautionary pro-
viso that lack of attention to affective development results in negation of the provi-
sion of a holistic education, leading to a compromised vision of democratic 
education (LeBlanc et al.  2009 ). There is currently an unbalanced and harmful 
 overemphasis on academic measurable outcomes to the neglect of the other ele-
ments that are necessary to participation in a humane and democratic society. Such 
reductionism poses signifi cant concerns for the teacher of SPHE. 

 The Irish education system is dominated by academic curricula in which 
 knowledge is rigidly stratifi ed, resulting in subjects constantly competing for 
 timetable allocation, status and resources. As a result they have essentially become 
‘balkanised’ from one another (Hargreaves  1994 ) leaving teachers in the diffi cult 
position of having to fi ght for the status of their own subject. It is widely accepted 
that education is not just about academic performance and that developing students’ 
knowledge of their social context, personal intelligence and their health and wellbe-
ing is critical to quality of life. Yet the dominance of the academic performance 
serves to frequently obscure the broader education agenda. Indeed Quant sums it up 
eloquently in the challenge

  True education is not for every man the scrap of paper he leaves school with. Dare we as 
teachers admit this? Dare we risk our existence by forcibly expressing our views on this? 
Are we to rely on exams for all to prove ourselves worthy of the kindly eye of the state? 
(Quant  1967 , cited in Goodson  1983 )    

10.5     Subject Specifi c Challenges 

 New subjects are not born easily (Trant  2007 ) and often many obstacles are faced 
by principals and teachers in terms of allocating time and commitment to a new 
subject. The introduction of any subject is a lengthy and challenging process. 
According to Fullan  (2001 : 69) “educational change is technically simple and 
socially complex”. The implementation of new subjects is not a discrete event but a 
diffi cult process (Lawton  1996 ), as was the case with the subject of SPHE. 

10.5.1     Leadership 

 The main challenges faced by principals when initially implementing SPHE were 
 curriculum overload, lack of co-ordination and planning time and inadequate staff 
training in SPHE (Geary and Mannix McNamara  2003 ). A new subject needs to be 
valued and esteemed by the school leadership if it is to have any chance of successful 
engagement by teachers and students. In the case of SPHE this became  somewhat 
problematic as school principals became an obstacle to its implementation, evidencing 
low participation rates at management briefi ngs on the subject (Geary and Mannix 
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McNamara  2003 ). This in turn had an impact on school commitment to the subject. 
This is not to apportion signifi cant blame on to school principals, as many would argue 
the subject was imposed upon schools without adequate prior consultation with 
principals. 

 Whatever the reason for such reticence to engage with SPHE, the reality has 
been that SPHE has become the poor relation in an already overcrowded school 
timetable. It has also meant a distinct lack of coherence in terms of which teachers 
are designated to teach SPHE. Teachers are asked to teach SPHE, a subject like any 
other, without teacher education on its content or pedagogy. Guidance on the teach-
ing of SPHE is provided by the SPHE Support Service and consists of a module of 
40 h in-service. It is clearly not enough to engender parity of esteem for the subject 
or teacher competency. School principals generally select the teacher for SPHE 
(Geary and Mannix McNamara  2003 ) and the evidence suggests that SPHE teach-
ers rotate all too frequently. Teachers are often designated to teach SHPE depen-
dent on the spaces on their timetable once the other subjects have been fully 
allocated. This has signifi cant implications for the implementation of the subject, in 
terms of teacher suitability, teacher competency and commitment. If teachers do 
not choose to teach the subject themselves, they may not be invested in its success 
nor committed to its value. Consequently this may have an adverse effect on stu-
dent  experiences of the subject (Mannix McNamara et al.  2012 ). 

 Clearly if school leadership, and in particular if school principals, do not have 
adequate knowledge of the subject it exacerbates the challenges of top down reform 
and poses distinct challenges for the status of SPHE among the staff and students. 
Good leadership is thus seen as a key factor for successful implementation of health 
education and health promotion in schools (Grieg Viig et al.  2012 ). Fullan ( 2001 : 
115) argues that the teacher is instrumental in curriculum change because “educa-
tional change depends on what teachers do and think – it’s as simple and complex 
as that” (Fullan  2001 : 115). The same is true of principals, of school management 
and indeed of education policy makers.  

10.5.2     SPHE and Parity of Esteem 

 Subjects are constantly competing for timetable allocation, status and resources. 
As a result a distinct hierarchy has emerged in terms of subject status and esteem in 
schools. This is not a phenomenon particular to Ireland; subject hierarchy is evident in 
educational institutions globally. Almost 30 years have passed since Goodson reported 
this hierarchy of knowledge, advocating that “High status in the secondary school 
 curriculum is reserved for abstract theoretical knowledge divorced from the working 
world of industry and the everyday world of the learner” (Goodson  1983 : 202). 

 ‘Academic subjects’ and written examinations have become closely entwined 
(Goodson  1983 ). The academic tradition is centrally exam focused with an  emphasis 
on theoretical knowledge. If a subject is to be formally assessed it carries with it the 
guarantee of high status (Goodson  1983 ). SPHE does not sit well with this dominant 
ideology about what counts as legitimate and valuable knowledge. SPHE, by its 
nature is affective in orientation. It is concerned with personal and social learning 
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and is, in fact situated learning rather than abstract theorising. It is an applied subject 
and is not formally assessed. From its inception SPHE has struggled to gain esteem 
in schools and subsequent research on its implementation appears to suggest that 
little has changed in this regard (Nic Gabhainn et al.  2007 ). 

 In a system that appears to place value on performativity and assessment,  teachers 
are challenged to gain support for the subject, while competing with examination 
classes for resources and timetable allocation. Lack of esteem for SPHE has been 
credited with a consequent lack of teacher involvement in the subject (Burtenshaw 
 2003 ). The evidence points to teachers regarding SPHE as less important than the 
examination subjects (Nic Gabhainn et al.  2007 ), with many expressing the view that 
SPHE took valuable time away from the ‘more important subjects’ (p. 26). Value is 
further diminished when teachers have a negative attitude towards the subject and 
when principals do not view SPHE as a big priority (Nic Gabhainn et al.  2007 ).  

10.5.3     Effective Implementation of SPHE 

 As has been outlined above, it is clear that SPHE has faced many challenges since 
its inception including lacking esteem and value among its stakeholders. The model 
Fig   .  10.1  outlines the factors needed for successful implementation of SPHE in 
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  Fig. 10.1    Effective implementation of SPHE       
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order to increase the worth of the subject among principals, teachers, parents and 
students alike. These include; the provision of the subject in both the junior and 
senior cycle; the option of gaining an SPHE qualifi cation during initial teacher edu-
cation while also exposing all student teachers to SPHE during pre-service educa-
tion. Other factors which are important to the successful implementation of SPHE 
include, covering all topics on the syllabus and adherence given to the spiral nature 
of the curriculum; implementing SPHE as part of an overall Health Promoting 
Schools framework; school management prioritising SPHE and recognition given 
that SPHE positively contributes to educational outcomes. All of these factors would 
raise the status of the subject and contribute to effective implementation of SPHE.    

10.6     Fostering Sustainable Implementation 

10.6.1     Student Participation 

 Research indicates that the majority of students fi nd the subject SPHE interesting 
and relevant to them (Nic Gabhainn et al.  2007 ). Recently in Ireland young people 
were consulted about how they value the Irish education system. When asked to 
identify the skills and subjects deemed as essential in the Irish education system, 
Irish students highlighted the value of SPHE, noting that they would like more 
SPHE classes and advocating that SPHE needs to be compulsory across the junior 
and senior cycle curriculum. However, they also made a strong case for the need for 
SPHE to be restructured and improved (Roe  2011 ). Listening to the voices of 
 students is essential for subjects like SPHE as the core agenda of affective educa-
tion, such as SPHE, focuses on responsiveness to students’ needs. As key stakehold-
ers, they need to be engaged in this process. Student participation empowers young 
people to infl uence and change their lives (Barnekow et al.  2006 ). Students need to 
be consulted on the subject so that they have a vested interest in its implementation 
and if they are to believe in its worth and value on the curriculum.  

10.6.2     Teacher Competency Development 

 For the successful implementation of SPHE, where the subject is esteemed and 
meets the needs of students and teachers alike, teachers need more support and 
education. A key outcome of SPHE is the development of student health literacy. 
The literature indicates that teachers need to be equipped with the requisite compe-
tencies and skills in order to support students to attain optimal levels of health 
 literacy. Health literacy is defi ned by Nutbeam ( 1998 ) as “the achievement of a level 
of knowledge, personal skills and confi dence to take action to improve personal and 
community health by changing lifestyles and living conditions” (p. 10). Paakkari 
and Paakkari ( 2012 ) propose that healthy literacy is composed of fi ve distinct 
 components; theoretical knowledge, practical knowledge, critical thinking, 
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self- awareness and citizenship. This requires competent teachers with the specifi c 
knowledge and skills to develop these attributes in students. Indeed St. Leger ( 2001 : 
204) identifi es the importance of schools and of national policy in prioritising this 
agenda when he writes: “Increased and widespread empowerment of students through 
health literacy concepts is possible, but only if there is a will to support schools in 
their efforts.” The political will to support the development of health education is 
necessary but it needs to be met by teachers and schools who are committed to health 
education for their students. It is not acceptable to impose a mid-career expectation 
on teachers to now become health education teachers as the key to ensuring that 
teachers are committed to the holistic education of student’s lies in their professional 
formation. 

 Teachers are at the centre of an education system that is a constant state of change. 
Previous generations of teachers possibly required an education for stability, however 
Kress  (2000 : 133) makes the case that the coming era requires an  “education for insta-
bility.” Teachers need to be fl exible and responsive to students needs in a manner that 
was not required as much previously. Consequently, teachers require strong, profes-
sional competencies (Selvi  2010 ). Health promotion effectiveness is dependent upon 
a workforce that is equipped with core, fl exible and  adaptable skills (Barry  2008 ). 
There should be a constant emphasis on teachers’ competencies in research and 
 analysis (Selvi  2010 ). Initial teacher training should focus on understanding and devel-
oping teachers’ competencies (Selvi  2010 ). SPHE needs professional teachers who are 
equipped with competence in this regard. In the same way that St. Leger ( 2001 ) argues 
the development of critical health literacy requires teachers to be competent in devel-
oping advocacy and social change skills and to be knowledgeable around major health 
issues; SPHE requires similar competency development for teachers. 

 The use of competencies as a model for teacher education has been prompted in 
the discourse on teacher quality in light of new student demands, the changing 
knowledge needed by teachers and the balance between accountability and auton-
omy (Day  2002 ). Therefore, research suggests that there is a need for universities to 
play a key role in training health promotion workforce (Shilton  2009 ). Competency 
development was considered essential to the ‘professionalisation’ of health promo-
tion in Australia (Howat et al.  2000 ), and is increasingly gaining momentum 
 elsewhere, largely thanks to the global efforts of Barry et al. ( 2009 ). Focusing on the 
development of teacher competencies is an urgent necessity in order to effect more 
successful and sustained implementation of health education in schools, whether it 
is through the health promoting schools agenda or via specifi c curriculum. 

10.6.3      Fostering Pedagogical Competence 

 SPHE differs from other subjects on the curriculum because the pedagogical 
 structure demands experiential pedagogies. Teachers have identifi ed that the transi-
tion between their traditional pedagogies and this new expectation of  facilitation 
and experiential  learning as their greatest challenge (Geary and Mannix McNamara 
 2003 ). It is unsurprising that teachers fi nd this transition diffi cult when they have 
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had limited exposure to experiential pedagogies. In order for the implementation 
and delivery of SPHE to be  successful, quality teaching is a vital ingredient (Nic 
Gabhainn et al.  2007 ). There is undoubtedly a need for a national qualifi cation in 
SPHE at undergraduate level. This would contribute to raising the status of the sub-
ject (Burtenshaw  2003 : 12). 

 Teacher training is pivotal in the development of health education and health 
promotion in schools (Jourdan et al.  2008 ). Universities have a key role in support-
ing health curriculum in schools by providing pre-service teachers with the  adequate 
training. Some teachers are currently teaching SPHE without any form of training 
(Burtenshaw  2003 ). Teachers are positive about the quality and benefi ts of the 40 h 
professional development offered by the SPHE support service (Millar  2003 ), but 
are clear that is it not enough. This professional development acts as in- service for 
qualifi ed teachers, so in effect, this means that teachers attending SPHE profes-
sional development may already be teaching SPHE and subsequently attending 
training. This has signifi cant implications for SPHE competence and esteem. 

 The national policy is that “every teacher is a teacher of SPHE” (Department of 
Education and Science  2000a : 6), yet presently, there is no nationally mandated 
university based programme for post primary SPHE teachers. Exposure to health 
education and health promotion is critical in initial teacher education in order for 
sustained implementation so that all teachers perceive they have a role in the affec-
tive development of students (Jourdan et al.  2010 ). Currently pre-service teacher 
training in SPHE is conducted on an  ad hoc  basis and is varied among teacher 
 education providers, with some offering little more than an overview of SPHE 
(Lyons  2008 ) and others offering no exposure at all. Ironically, in terms of the 
national policy that all teachers are teachers of SPHE, signifi cant numbers of pre-
service teachers may not intend to engage with the subject. Mannix McNamara 
et al. ( 2012 ) reported that the majority (three quarters of respondents) of the fi nal 
year teacher education students do not intend to teach the subject. Reasons cited 
included limited knowledge of SPHE, lack of exposure during initial teacher educa-
tion, less than positive post primary experiences of the subject and general lack of 
interest in health education. If national policy states that all teachers are teachers of 
SPHE then health education should be placed on the curriculum for initial teacher 
education (Mannix McNamara et al.  2012 ). This would assist in engendering more 
openness and esteem for the subject, which are necessary requirements for  sustained 
and optimal implementation. Clearly some attention is needed for the promotion of 
the role of the teacher as an educator of the whole person.   

10.7     SPHE Within a Health Promoting School 

 Schools are recognised as important settings for health promotion (Mukoma and 
Flisher  2004 ; St. Leger et al.  2010 ) because of the wide audience they encapsulate 
and also the length of time that children remain in school. Schools can have an infl u-
ence on students’ decision making and perception of health, as many of the 
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behaviours that have a profound effect on health status, such as physical activity 
levels and dietary choices are established during the schooling years of young peo-
ple (Mohammadi et al.  2010 ). Knowledge alone is insuffi cient to empower people 
to make health promoting lifestyle choices and behaviour changes (Kischuk et al. 
 1990 ; Bellew and Wayne  1991 ; Klepp et al.  1994 ). Teaching health education may 
increase knowledge but it does not necessarily change behaviour (Lister-Sharp et al. 
 1999 ). To address this issue the didactic approach has been replaced by a more 
holistic model of teaching health in schools, in the hope that an all-encompassing 
approach will help to change people’s destructive behaviour in relation to their 
health. This perspective has led to the development of the settings approach to 
school health promotion.

  Schools health programmes that co-ordinate the delivery of education and health services 
and promote a healthy environment could become one of the most effi cient means available 
for almost every nation in the world to improve signifi cantly the well-being of its people. 
Consequently, such programmes could become a critical means of improving the condition 
of humankind globally (WHO  1997 : 9). 

   Implementing a discrete health education subject that does not sit within a 
broader agenda of the promotion of health is problematic. It was always the  intention 
that SPHE be part of a larger school agenda of the promotion of health and well-
being (Department of Education and Science  2000a ). However, the practice in this 
regard has left a lot to be desired. The lack of a consistent and coherent national 
health promoting schools network implementation has hampered SPHE in schools. 
An effective school health education programme is one that combines health educa-
tion with other health-promoting initiatives in the school, and involves parents and 
families and the community (Seffrin  1990 ; Young  1993 ; Denman  1994 ). This 
approach signals a movement away from the discrete health education class as the 
only place of information in relation to health. Multi-faceted approaches are more 
effective than classroom only or single intervention approaches in achieving health 
and educational outcomes (Stewart-Brown  2006 ; Moon et al.  1999 ). Health promot-
ing schools are the ideal context within which to implement health education 
 curriculum (Stewart-Brown  2006 ). 

 The World Health Organisation have defi ned a health promoting school as one 
that is “constantly strengthening its capacity to be a healthy setting for living,  learning 
and working by focusing on all the conditions that effect health” (WHO  2012 : 1). 
It is a working model focused on process, which in terms of the dominant ideology 
of exams and performativity may appear somewhat antithetical. The health promot-
ing school provides much needed relief from the performativity pressures that young 
 students now contend with. 

 The aims of the HPS approach are numerous and wide  ranging. They include 
development of a broad and holistic view of health, and the  support of students 
through the provision tools which will enable them to make healthy choices. In 
 particular, it seeks to provide a healthier environment, using interactive (in the case 
of SPHE experiential) teaching methods, building communication and seeking part-
ners in the community (Jensen and Simovska  2002 ). There are clearly a wide range 
of benefi ts of the HPS approach for students, teachers, parents, communities and 
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society as a whole. The HPS is considered one of the most  powerful approaches to 
promoting health, empowerment and action competence, which is the ability to take 
action and generate change, in schools (Clift and Jensen  2005 ). 

 Using the HPS approach should improve not only health outcomes but  educational 
outcomes also (Whitman and Aldinger  2009 ; Stewart-Brown  2006 ; SHE  2009 ). It is 
lack of recognition of the positive impact of health education and health promoting 
schools on the educational outcomes of students by those in education that hampers 
teacher commitment to its promotion. If education policy makers recognised this 
benefi t they would perhaps pay closer attention to its successful and sustained 
implementation in schools. The purposes of health promoting schools are to enhance 
learning outcomes and to facilitate action for health by developing knowledge and 
skills (IUHPE  2008 ). The evidence points to the fact that whole school implementa-
tion is more likely to be effective in terms of a range of outcomes than a classroom 
based approach (St. Leger et al.  2007 ). Whole school approaches that demonstrate 
coherence between policies and practices that promote and support social inclusion 
and commitment to education, facilitates improved learning outcomes, increases 
emotional well-being and reduces health risk behaviours (Lister- Sharp et al.  1999 ; 
Young and Currie  2009 ). 

 Teachers’ active participation in HPS is dependent on many factors including 
their perspectives on the HPS approach (Adamson et al.  2006 ; Barnard et al.  2009 ). 
Even within the education sector, teachers have varying perspectives on how they 
see their role in health promotion which is very much dependent on their subject but 
also their own epistemologies of teaching (Jourdan et al.  2010 ). There is a need to 
achieve a common understanding of the concept and goals of the HPS approach as 
well as recognition of the positive impact on health promotion in schools on educa-
tional outcomes in order for coherent implementation and for stronger teacher 
 commitment. Increased professional development of teachers is a necessary and 
signifi cant fi rst step. As St. Leger ( 2004 : 408) advocates “Let us rethink school 
health away from kits and projects to solve problems and use the school as an 
 on- going setting where health is created, supportive environments are built, partner-
ships made and many skills are learned”. 

 SPHE and the health promoting schools approach are not ‘add on’, nor are they 
another problem that needs to be addressed within schools. They provide a frame-
work that schools can use to address many of their own educational goals and use 
them as the medium through which these goals can be achieved. The Health 
Promoting School approach is a sustainable approach to health education in schools, 
not dependent on a single subject teacher but rather includes the whole school 
 community. Health education and the promotion of health in schools is a complex 
and worthwhile endeavour, one which we cannot assume that teachers will auto-
matically have the skills to effect.     
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    Abstract     A health promoting school approach involves a complex dynamic of 
group behaviours and system changes within the school by staff and students, in 
collaboration with external stakeholders. To ensure effi cient implementation of the 
health promoting school approach there is, however, a need to identify how the 
approach can best be implemented, which so far has not been suffi ciently addressed 
within the evaluation research. This chapter will carefully enunciate implementa-
tion components that will allow practitioners to understand the function of each 
component, and present theory based guidelines so each component can be utilised 
with fi delity. This approach differs from implementation guidelines for pre- 
packaged programs, which fail to provide guidance for a whole school approach. A 
systematic literature review has identifi ed eight implementation components for 
health promoting schools: (1) Preparing and planning for school development; (2) 
Policy and institutional anchoring; (3) Professional development and learning; (4) 
Leadership and management practices; (5) Relational and organisational support 
context; (6) Student participation; (7) Partnership and networking and (8) 
Sustainability. The eight components identifi ed overlap closely with implementa-
tion components for school improvement which has as the end-point improved 
school effectiveness and student learning: (1) a coherent instructional guidance sys-
tem, (2) the professional capacity of its faculty, (3) strong parent-community-school 
ties, (4) a student-centred learning climate, and (5) leadership that drives change. 
With this background, the chapter will discuss the common core of promoting 
health and learning in school and demonstrate how similar implementation pro-
cesses may be applied to achieve an effi cient and sustainable change process for 
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both health and learning. The chapter concludes with an examination of possible 
contributions of organisational and complex adaptive systems theories and empiri-
cal fi ndings to future health promoting schools work.  

  Keywords     Health promoting schools   •   Health promotion   •   Implementation   • 
  School change   •   School effectiveness   •   Student learning  

11.1         Introduction 

 As most young people attend school throughout their childhood and adolescence, 
schools may provide an ideal setting for enhancing students’ general health, health- 
related behaviours, and subjective well-being. This has been recognised in the 
Schools for Health action in Europe (  www.schoolsforhealth.eu    ), building on the 
World Health Organisation (WHO) Health promoting schools in Europe and other 
parts of the world. Schools, however, do have competing priorities. For many, 
achieving academic success, and maintaining the engagement and discipline of 
students, is more important than meeting health-related behavioural objectives 
(Samdal et al.  1998 ; Valois et al.  2011 ). Individual schools and the education sector 
as a whole have from time to time perceived to be ‘exploited’ by the health sector 
in their mission of teaching individual life skills to promote health-related behav-
ioural change and the well-being of students. To achieve progress in advancing 
both educational and health goals, greater attention needs to be given to a more 
holistic orientation, which is the intent of the health promoting schools approach. 
Health promoting schools build on the principle that characteristics of the school 
environment may have an impact on both academic achievement and school 
 commitment, as well as an impact on health-related behaviours and subjective 
well-being (Samdal  2008 ). 

 A supportive school environment may be considered a resource for the develop-
ment of academic achievement, health-enhancing behaviours, general health and 
subjective well-being, while a non-supportive school environment may constitute 
a risk (Samdal and Torsheim  2012 ). Hoyle and colleagues ( 2010 ) call for a refocus, 
from getting support for health programs to “fi nding the niche of the health promo-
tion process in on-going school improvement efforts” (p. 165). From this perspec-
tive the ultimate health promoting school aim of increased subjective well-being 
and behaviours conducive to health is not only an end-point but also a premise for 
educational aims and educators. Recently a WHO report (Suhrcke and de Paz 
Nieves  2011 ) highlighted this need to shift perspective from seeing improved 
health as a product of education to seeing it as a factor that could determine educa-
tional outcomes. Subjective well-being may in this perspective be seen as an 
important prerequisite for learning and academic achievement in school (Basch 
 2010 ). Further, academic coping may bolster adolescents’ self-esteem, which again 
may positively feed back into subjective well-being (Mortimore  2007 ). Educational 
concerns of problem behaviours and alienation from school on the other hand tend 
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to cluster with health-compromising behaviours (Samdal et al.  1998 ). By preventing 
development of health-compromising behaviours such as smoking and early use of 
alcohol, students may be redirected from following a course of action that is 
detached from and in opposition to school values. Likewise from their review 
Suhrcke and de Paz Nieves ( 2011 ) found a negative correlation between risky 
health behaviours and (ill) health conditions on the one hand and on the other 
hand, education as measured through both educational achievement and academic 
performance. Basch ( 2010 : 76) in a report on educational equity identifi ed the 
impact of ill health on students:

  If their ability to concentrate, use memory, and make decisions is impeded by ill- 
nourishment or sedentary lifestyle, if they are distracted by negative feelings, it will be 
more diffi cult for them to learn and succeed in school. If their relationships at school with 
peers and teachers are negative, they will be less likely to be connected with and engaged in 
school, and therefore less motivated and able to learn......Urban minority youth are dispro-
portionately affected by educationally relevant health disparities. 

   However Suhrcke and de Paz Nieves ( 2011 ) noted that despite this connection 
being established there was a gap in the research on the link between good health 
and educational achievement and academic performance.  

11.2     The Evolving Nexus Between Implementation of Health 
Promoting Schools and School Improvement Processes 

 Over a decade ago Lister-Sharp and colleagues ( 1999 ) proposed that there was a 
need in systematic reviews of health promoting schools to capture evidence on the 
perspectives of people’s lives and that theoretical frameworks and literature be 
included in judging which research be included in the review. These proposals 
acknowledge that the actions of people involved in implementation of health 
 promoting schools are a factor that: may infl uence outcomes, vary between indi-
viduals, and is theoretically and conceptually important to recognise and assess. 
The implementation actions are principally applied by teachers and other school 
personnel within a disciplinary context of educational conceptual theories and 
frameworks. The closer the conceptual match between health promoting schools 
action and teacher’s professional disciplinary orientations, the better the implemen-
tation is likely to be. However, it is only in the last few years that the importance of 
utilizing educational research about school change to promote teaching and learn-
ing for academic achievement combined with improving health outcomes, has been 
accepted as a key focus area. Prior to this, much health promoting schools imple-
mentation was designed from a health behaviour change perspective without any 
link or motivation to improve student academic performance in school (Valois 
et al.  2011 ). This chapter argues for a focus on the interaction between promotion 
and sustainability of health and learning, by demonstrating how we can connect 
quality health promoting schools implementation to educational priorities, and 
school improvement. 
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 The gradual shift in approaches that has followed from the introduction of the 
health promoting schools approach, now involves research building on the premises 
and acknowledgement of: educational aims; school as an institution in constant 
change; and the development of integrating the principles of empowerment and 
participation in health promotion, to simultaneously promote both health and learn-
ing. Davò-Blanes and La Parra ( 2013 ) reviewed the role of student participation and 
identifi ed that it increased student motivation and self-confi dence through their 
sense of engagement, as well as increased health knowledge. 

 There is a need to better understand how the principles of health promotion and 
educational research interests coalesce and can be implemented in health promoting 
schools. This chapter draws connections between education and health research 
articulating the links and commonalities in desired outcomes. It has been argued 
that the traditional model of health curriculum and health services has thwarted the 
shift to a closer linking of educational and health goals and outcomes (Valois et al. 
 2011 ), a perspective that has a wider and joint focus. Specifi c areas for action and 
outcomes have been identifi ed to address the education to health link and the health 
to education link (Basch  2010 ). 

 Bryk ( 2010 ) has identifi ed fi ve essential supports for school improvement: (1) a 
coherent instructional guidance system, (2) the professional capacity of its faculty, 
(3) strong parent-community-school ties, (4) a student-centred learning climate, and 
(5) leadership that drives change. Bryk’s support elements for school improvement 
to a large extent overlap with core components identifi ed by Samdal and Rowling 
( 2011 ,  2013 ) in their meta-analysis of health promoting schools implementation: 
(1) Preparing and planning for school development; (2) Policy and institutional 
anchoring; (3) Professional development and learning; (4) Leadership and manage-
ment practices; (5) Relational and organisational support context; (6) Student 
 participation; (7) Partnership and networking; and (8) Sustainability. In all the 
reviews of implementation of school improvement and health promoting schools 
the school leadership is seen as a key feature for successful changes processes 
(Samdal and Rowling  2011 ,  2013 ). In the following sections, the bringing together 
and the overlap of the components needed for both school improvement and health 
promoting schools, will be addressed to demonstrate how implementation of health 
promoting schools also may contribute to school improvement. 

11.2.1     Leadership 

 Many health researchers cite the critical role of the principal in the success of health 
promoting schools. It is the educational literature that can assist the health sector to 
articulate this component of implementation to achieve health outcomes. For exam-
ple the principal’s involvement embeds health in the school improvement plan with 
targets, specifi c goals and objectives related to healthy schools (Valois et al.  2011 ). 
The role of the leadership is to align the health promoting schools initiative with 
the educational visions and aims of the school by identifying how both health 
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promotion and educational goals can be met by the same strategies. For the school 
principal leading the implementation process is frequently considered more vital for 
its success than facilitating the needed practical arrangements through management 
and administrative actions, although both aspects of the leadership role are needed 
(Daft  1999 ; Fullan  2005 ; Larsen and Samdal  2008 ). Fullan ( 2005 ) highlights that 
the required balance of leadership strategies and actions include: building under-
standing and commitment to the change processes; creating strong cohesion and 
relationships in staff; developing relevant knowledge; application of sound and joint 
decision making; and effective human resource management (Fullan  2005 ). Adding 
to Fullan’s general principles for school leadership, a Norwegian study of the imple-
mentation of health promoting schools found that more systematic educational 
implementation approaches were likely to occur if the leadership had a strong focus 
on pedagogical development and general school development combined with the 
health promoting school perspective (Samdal et al.  2010 ). 

 The present approach typically involves attribution of leadership as a sole focus 
on the principal as leader, their role and their part in the process. There are other 
forms of leadership that could be equally benefi cial. Distributed leadership (Spillane 
 2006 ) acknowledges the complexity of schools and the increasing and varying 
demands being experienced. Along with leadership imbued in a principal, there can 
be leadership as an organisational quality (Spillane  2006 ), a leadership structure 
where school personnel are active participants, collegiality is valued and joint own-
ership and responsibility are present. The concept of distributed leadership aligns 
closely with health promotion principles of participation, empowerment and owner-
ship, characteristic of quality implementation of health promoting schools (Rowling 
and Samdal  2013 ). Research has identifi ed that distributed leadership is vital for 
whole school innovation and is essential to achieve systemic change (Rowling 
 2009 ) and teacher effi cacy (Inchley et al.  2007 ).  

11.2.2     Preparing and Planning for School Development 

 Over the years implementation of health promoting schools has increasingly 
acknowledged the importance of a whole school approach aiming at organisational 
change processes rather than primarily individual health behaviour change. This 
approach is consistent with the educational interest of school development as the 
processes simultaneously can contribute to increased school effectiveness and stu-
dent achievements as well as improved health and well-being (Valois et al.  2011 ). 
An initial motivation for implementing the health promoting school principles 
should therefore be easy to stimulate. In the longer term planning process motiva-
tion is key to nurture the joint focus of promoting both educational effectiveness and 
health, to further stimulate the prioritising of implementation of the principles 
of health promoting schools. Schools are familiar with planning of actions to 
improve health, but frequently it is from experience in a limited time frame of 
change through for instance, a project (Hubbard  2009 ) and primarily building on 
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their immediate ideas for action. Conversely, health promoting schools represent a 
long term change process, and in order to make sure that long term goals can be 
achieved, a systematic planning process is needed. The planning component may be 
seen to parallel Bryk’s ( 2010 ) emphasis on the underpinning of a coherent instruc-
tional guidance system as the key to school improvement. Bryk in his approach 
primarily addresses the need for clear instructions for teachers and students with 
regard to student learning. The basic principle of these instructions is to provide a 
clear rationale and structure for which content should be focussed on and which 
actions should be performed to achieve school improvement and effectiveness. The 
aim of the planning phase is parallel to that proposed by Bryk, namely to identify 
and agree on key actions to promote health and learning (Samdal and Rowling 
 2013 ). 

 The fi rst step of the planning phase is to stimulate alignment and readiness for 
implementation by sensitising the leadership and school staff to the aim of the 
change process and how it can be best performed to achieve the desired change 
(Elias et al.  2003 ; Flaspohler et al.  2008 ; Sabatier  1997 ; Stith et al.  2006 ; Weiner 
et al.  2009 ). Readiness is found to be particularly stimulated by goal commitment 
and collective effi cacy, through establishing shared values and beliefs that the 
 suggested change process is of importance, to develop an organisational climate 
conducive to student learning and academic achievement, a key aim of the educa-
tional setting (Bandura  1998 ; Weiner et al.  2009 ). Further readiness involves com-
petence building and organisational facilitation, for example through time set 
aside for the implementation process and balancing timing of the initiation of the 
new change process with other on-going commitments in the school (Flaspohler 
et al.  2008 ). 

 Schools need to be guided to spend time on the planning process. When organ-
isational readiness is achieved the next step would be an analysis of needs for 
change, followed by refl ections on how to meet the needs by building on theories 
and empirical fi ndings. In this process, programme theory or programme planning 
models such as Program Logic (Kellogg Foundation  2004 ) or Green and Kreuter’s 
( 2005 ) PRECEDE model may prove useful. Such models provide step-by-step 
guidance on how to perform a needs analysis as well as identifying actions that can 
be powerful in changing organisational and individual aspects of importance to 
meet the identifi ed needs. In the identifi cation of actions it is relevant and important 
to search for existing programmes and interventions already proven effective to 
achieve the desired organisational or individual change, thereby ensuring good use 
of time and resources. When no previous programme exists the school may need to 
develop actions themselves, applying theory and empirical fi ndings that have identi-
fi ed useful mechanisms to achieve the desired change. Further, it is crucial to sys-
tematically plan the implementation of the identifi ed actions by addressing the need 
for time and resource allocation, competence development and involvement of all 
stakeholders. These issues will be addressed in the following description of other 
components. 

 A key part of the planning phase is also to make a plan of evaluating and moni-
toring change and development. Identifi cation of change should ideally build on a 
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baseline survey, identifying the frequency of the students’ and staffs’ behaviour, 
perceptions or knowledge that need to change. Moreover, it is of importance to 
assess students’ and staffs’ appraisal of the activities as it indicates their motivation 
and commitment to continue participation in the activities. The planning of the 
implementation process should also include actions that maximise sustainability. 
Such actions relate to for instance long term anchoring of the initiative in policy 
plans and continued resource allocation for professional development (Larsen and 
Samdal  2008 ; Sabatier  1997 ). 

 A well-structured and effi cient planning process is recommended, performed by 
a coordination committee with representatives from all relevant stakeholders in the 
school (staff, students, parents, and others) (Denman  1999 ; Firth et al.  2008 ). For 
effective communication with the leadership, which is core to resource allocation 
and priority of the actions in the daily life of the school, the principal or deputy is 
suggested as a key representative in the committee (Samdal et al.  2010 ). The com-
mittee should oversee the different phases of the planning process and make sure 
that all stakeholders have an opportunity to infl uence the decisions taken, as this 
will stimulate commitment and motivation to participate in the implementation of 
the agreed actions.  

11.2.3     Policy and Institutional Anchoring 

 Over the last two to three decades increased formalisation of school practices has 
taken place. Most schools today therefore develop policy or action plans for each 
school year to agree on and communicate their priorities for school improvement to 
parents, local authorities and other stakeholders (Valois et al.  2011 ). The focus of 
the improvement is primarily on how to improve student learning, and as part of 
that, also improving the learning environment, i.e. the ethos of the school. Such 
anchoring of actions for school improvement is found to be core also for the imple-
mentation of health promoting schools (Bond et al.  2001 ; Deschesnes et al.  2003 ; 
Hoyle et al.  2008 ; Samdal  2008 ; Samdal et al.  2010 ; Samdal and Rowling  2011 ; 
Samdal and Rowling  2013 ). Policies articulate vision, mandate, decisions and 
agreed actions, and when summarised in a written document they provide a clear 
strategy and commitment for action (Bond et al.  2001 ; Hoyle et al.  2008 ). A written 
policy thus helps a school to maintain focus, secure continuity and commit existing 
as well as new teachers, to agreed priorities at the school (Samdal et al.  2010 ). The 
written policy can also be seen to coincide with Bryk’s ( 2010 ) system for coherent 
instructional guidance, where the system approach implies that a clear structure for 
what to do and how to do it commits the teaching staff in their contribution to school 
improvement. 

 Related to the planning phase, a key function of the policy or improvement plan 
is to develop ownership among staff and stakeholders for the aims and objectives 
listed in the plan (Deschesnes et al.  2003 ; McBride et al.  1999 ). To achieve owner-
ship it is therefore important that both staff and stakeholders have been part of 
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identifying and deciding on the aims and objectives of the plan and thereby future 
actions. This is best achieved through a consultative process spearheaded by the 
school leadership. In this way the staff and stakeholders are more likely to be aligned 
and motivated to implement actions to achieve the agreed objectives. Further, the 
consultation process will also take into account the competencies in the staff and 
among stakeholders ensuring that what is agreed is realistic and achievable (Heward 
et al.  2007 ; Hopkins and Jackson  2003 ). A written policy will also ensure that prior-
ity is given from the leadership through curriculum planning and resource alloca-
tion, which will help facilitate the implementation of the suggested actions.  

11.2.4     Professional Development and Professional Learning 

 The school personnel are key initiators of change and their competence and buy-in 
to the change process are considered vital to the outcomes in both implementation 
of health promoting schools (Samdal  2008 ) and in general school improvement 
(Bryk  2010 ). Adding to teachers’ competencies and capacities, the role of teachers’ 
concerns in change and innovation has long been recognised in educational research. 
Professional development needs to address their concerns about how an innovation 
will impact on their classroom and their students. In particular the role of teachers 
under the right conditions is crucial (Fullan and Stiegelbauer  1991 ). However, 
health education research has been more interested in distal outcomes of training of 
teachers to implement a particular curriculum/program with fi delity that could then 
be correlated with health outcomes, and has thereby focussed training of specifi c 
competencies. Both elements, i.e. concerns and competencies, need to exist to 
achieve the desired outcomes. 

 Professional development in combination with school based professional learn-
ing is crucial to ensure teacher capacity for participation through building their 
skills, competencies, and effi cacy. The aim of this developmental process is to assist 
teachers to apply and adjust their actions to varying situations by having capacity to 
evaluate what actions are appropriate given available constraints and resources 
(Jourdan  2011 ). Such action in context is considered professional learning. 

 Application of both professional development and professional learning is impor-
tant for effective capacity building. Professional development frequently takes place 
outside the school premises, typically where staff from two or more schools meet for 
joint training and networking. Professional development content is normally identi-
fi ed and decided upon by people from above (a top down approach) and the focus is 
primarily on knowledge and competency development. Professional learning has its 
base in the school and the staff’s perceived need for competence development (a 
bottom up approach), and focuses on knowledge, attitudes, skills, aspirations and 
behaviour (Easton  2008 ). Professional learning actions include group based conver-
sations analysing practice and adequate management of concrete situations, shad-
owing colleagues, coaching from principal or colleagues, mentoring, and planning 
individually or in groups (Easton  2008 ). A popular approach to coaching and men-
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toring is by adopting the role of being a critical friend (Butler et al.  2011 ). Effective 
performance of such a role involves being helpful and  supportive without pressuris-
ing; and to help and challenge colleagues to meet agreed criteria by ensuring accom-
plishment of certain standards (Barnard et al.  2009 ).  

11.2.5     Student Participation 

 Stakeholder participation and in particular student participation represents the core 
of health promotion principles and the health promoting schools (Barnekow et al. 
 2006 ; Buijs  2009 ; Inchley et al.  2007 ; Simovska  2007 ). Two sets of theoretical 
 concepts are offered as a way of framing student participation. These are: the demo-
cratic approach to health promoting schools and the sociocultural perspective 
(Simovska  2008 ). The former has a strong focus on individual and collective 
empowerment. It was particularly dominant in the European approach to health 
promoting schools, whereas globally this principle was not as great a focus in health 
promoting schools action, particularly because of the political sensitivity in emerg-
ing societies in Asia and the South West Pacifi c where democratic movements were 
not so infl uential. The second theoretical framework, the socio-cultural approach to 
student involvement, focuses on the infl uences of such factors as the diversity of 
economies, ethnic groups and education systems. Different perspectives on the stu-
dent’s role in learning may be a result of a hierarchical or collaborative culture in a 
country’s education system that fl ows down to school and teaching environments. 
This observation pinpoints the importance of cultural context at national level as 
well as local school level, when implementing actions in a given setting, in this case, 
the student’s role in the school setting (Samdal and Rowling  2013 ). 

 Student involvement is considered core for school effectiveness and improvement, 
as identifi ed by Bryk’s ( 2010 ) support component for a student-centred learning 
 climate. In line with relational pedagogy student participation can be seen as a means 
to achieve motivation for both health and learning (Boyd et al.  2006 ). During the 
three recent decades, classroom pedagogy has increasingly moved into a student- 
centred approach, allowing students to infl uence what and how they are going to 
learn. Student-active approaches also involve engagement in the governance and 
decision-making in the school. Such governance frequently builds on training and 
opportunity for student leadership and active participation (Holdsworth and Blanchard 
 2006 ). This student-centred pedagogy underpins the empowerment and capacity 
building of students, which are corner stones of health promotion. 

 In this sense, students who experience that they are allowed to infl uence deci-
sions and learning strategies in school are likely to develop stronger intrinsic moti-
vation for school which again may positively infl uence both their academic 
achievement and overall well-being (Danielsen et al.  2009 ; Reeve and Jang  2006 ; 
   Wierenga  2002 ). Student participation is also a goal in itself as development of 
autonomy and self-effi cacy is key to educational training and aims, in that it pre-
pares students for their future role of asserting and performing active citizenship 
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(Jensen and Simovska  2005 ; Larson  2000 ; Stefanou et al.  2004 ). Simovska ( 2008 ) 
stresses that active participation is critical for students’ general development. 
Through active involvement and decision-making in their learning process, students 
learn how to work with and understand complexities of their lives and also experi-
ence personal meaningful learning. A recent review (Griebler et al.  2012 ) identifi ed 
the personal effects of participation as involving a range of skills, competences and 
knowledge including: increased communication skills, improved collaboration 
skills, improved decision-making and problem solving skills, increased learning 
capacity and learning research skills. These are all educational outcomes that have 
been a result of health projects and programs in schools. Additionally student par-
ticipation produced some effects on the school as an organization. These included: 
better acceptance of and compliance with rules, improved school engagement, 
change in or new school policies and changes in or new infrastructure. These fi nd-
ings support this chapter’s theme of the nexus between learning and health 
outcomes.  

11.2.6     Relational and Organisational Support Context 

 Research highlights the importance of organisational and contextual/relational 
 support for implementing health-promoting schools (Rowling and Samdal  2011 ; 
Samdal and Rowling  2011 ; Simovska and Carlsson  2011 ). Similarly educational 
research identifi es climate and culture (Boyd et al.  2006 ; Hargreaves et al.  2001 ), 
and organisational capacity (Flaspohler et al.  2008 ; Hopkins and Jackson  2003 ) as 
key to achieve school development and change. The focus on the support context 
addresses structures, strategies and practices that stimulate smooth and effi cient 
implementation of actions and activities (Weiner et al.  2009 ). In this regard the 
 concepts of climate and culture involve relational support (Bandura  1998 ) whereas 
organisational structures, including timetabling, physical environment and fi scal 
resources provide organisational support (Leithwood et al.  2007 ). 

 The coordination committee and the leadership have vital roles to play in identi-
fying actions and structures to support the development of a stimulating relational 
and organisational support context. As outlined above the leadership fulfi ls this role 
through their management actions of: allocating resources for professional develop-
ment and facilitating structures through timetabling and regulation of staff collabo-
ration. Moreover, in their role they are responsible for developing readiness, 
alignment and motivation for implementing health promoting school actions as well 
as student learning (Bond et al.  2001 ; Elias et al.  2003 ; Sabatier  1997 ). An effi cient 
tool in such development is to establish discussion and consultative groups in the 
staff that meet regularly to share and analyse their experiences (Kallestad and 
Olweus  2003 ). Similarly, student cohesion through a positive and well-functioning 
social climate at school is vital to students’ life satisfaction as well as for their aca-
demic achievement (Danielsen et al.  2009 ; Samdal et al.  1998 ,  1999 ). Parents may 
also, if invited by the school, and when they perceive that their inputs are valued, 
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represent a key support for schools in the implementation of change processes 
(Cuttance and Stokes  2000 ). Support functions may involve building readiness 
among their children, partaking in concrete actions or events that focus on building 
better school-community communication, or in fund-raising activities giving 
schools more resources for their implementation process. 

 Finally, as commented earlier, it is important to be aware that implementation 
operates in a political national and regional context (Samdal and Rowling  2013 ). 
This context is vital in relation to the expectations of schools and for the overall 
resource allocation for new initiatives. In Portugal a nationally comprehensive pro-
fessional development and school level implementation of health promoting schools 
was abruptly stopped with a change to a more conservative government and the 
impact of the fi nancial crisis (Gaspar de Matos et al.  2013 ).  

11.2.7     Partnerships and Networking 

 Partnerships are a key underpinning principle of a settings approach. Samdal and 
Rowling ( 2011 ) in their narrative synthesis of empirical work that focused on imple-
mentation of health promoting schools, categorised seven out of the eight key 
sources as including this implementation component. The WHO Jakarta Declaration 
on Leading Health Promotion (WHO  1997 ) highlighted partnerships, identifying 
their positive outcomes as sharing of expertise, skills and resources. 

 From an education and school change perspective, it is essential that partnerships 
exist between health personnel, parents and school staff. Schools need to ‘own’ 
change processes (Reynolds et al.  2000 ) so common goals need to include a focus 
on this element of the change process. A similar understanding to that of school 
personnel is required by partnering sectors. Some health staff prefer this shared 
approach, linking their technical expertise in a coordinated way (Marx and Northrop 
 2000 ). Functional partnerships facilitate this mutual commitment and a shared 
vision (Deschesnes et al.  2010 ). Genuine collaboration with community stakehold-
ers can be achieved by the principal, who due to their standing in the community, 
can draw on a range of school community members, parents, businesses, and local 
agencies with greater authority than other school staff (Valois et al.  2011 ). 

 A key strategy of the health sector has been offering funding to schools. These 
resources, usually in the form of one off grants have had impacts on practice, policy 
and attitudes (as represented through dialogue/language). In terms of practice, 
grants have ‘bought’ staff time, for dialogue with health personnel and opportunities 
to think and act horizontally linking with other school and curriculum change initia-
tives (McBride et al.  1995 ). But grants have also contributed to project thinking and 
project funding that can hamper whole school change (Hubbard  2009 ). 

 Previous research has shown that partnerships have been diffi cult to develop in 
health promoting schools (Samdal et al.  2010 ). Effective collaboration models 
demand complementary collaborative approaches between school and community, 
enhancing each other’s work and evolving into comprehensive, integrated 
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approaches (Center for Mental Health and Schools  2008 ). Shared aims and 
 commitment, sharing of power and mutuality are key components of such a collab-
orative approach (Cuttance and Stokes  2000 ). Clearly defi ned roles between the 
participants, the institutional infrastructure and anchoring are also vital (Center for 
Mental Health and Schools  2008 ; Deschesnes et al.  2010 ). Systematic approaches 
to building trust, is another key principle to stimulate partnership development 
(Boot et al.  2010 ). 

 Also educational research has underpinned the benefi t of functional partnerships. 
Here lateral capacity building across schools has been highlighted as this provides 
an excellent opportunity where principals and teacher leaders collaborate with other 
schools, to learn from and contribute to school improvement (Fullan  2005 ). Bryk 
( 2010 ) in his identifi cation of support components for school improvement, high-
lights strong parent-community-school ties as key to student learning and achieve-
ment. Here parents’ roles in supporting and communicating the school’s aims and 
strategies for student learning, is considered crucial to the individual student’s 
achievement and progress. Further, institutions in the local community are seen to 
represent and provide important support for values and behaviours motivating learn-
ing and priority to scholastic performance.   

11.3     Sustainability for Health Promoting Schools 

 As pinpointed earlier, schools are often recipients of projects and therefore can be 
driven by project thinking and project funding, initiating a specifi c initiative and 
keeping its focus for a limited period of time (Hubbard  2009 ). This means that when 
the funding is fi nished, a new priority takes over and the previous one is frequently 
forgotten. School effectiveness research is becoming increasingly aware of the 
importance of addressing systemic change and that such organisational change pro-
cesses take time and need to be nurtured over years and decades. Similarly, Hoyle 
and colleagues ( 2010 ) argue that only when the health sector moves away from their 
project and topic oriented thinking and addresses health promotion based on educa-
tional strategies, can health promotion be achieved in school. This is the aim of the 
health promoting schools approach. As such there is no end point to the process, but 
a continuous focus on how the school climate and school organisation can be 
improved to stimulate both learning and well-being of both students and staff. This 
continuous process is identifi ed in the sustainability component. 

 The driving force of the sustainability of the change processes in school is the 
principal (Bryk  2010 ; Fullan and Hargreaves  1992 ; Fullan  2001 ; Larsen and Samdal 
 2008 ). The focus on sustainability is kept through continuous follow-up of all the 
identifi ed implementation components, i.e. sustainability needs to be planned from 
the start and maintained throughout a minimum of a decade to ensure lasting organ-
isational change (Green and Kreuter  2005 ). In order to maintain staff and stake-
holder’s motivation to keep up their efforts to achieve change, it is important to 
evaluate progress, to know that the activities are helping the school to meet its 
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objectives, or if not, provide guidance for higher intensity of activities or other types 
of actions. 

 Sustainability is cross cutting through all the components and needs to be initi-
ated at the beginning of the change process. Facilitation of sustainability includes 
long term anchoring of the initiative in a policy plan, continued resource allocation 
for professional development, monitoring and evaluation of actions and progress 
(Larsen and Samdal  2008 ; Sabatier  1997 ). If successful implementation has been 
achieved, the school is ready to consider a new cycle of identifying priorities, while 
at the same time maintaining actions that were initiated in the fi rst cycle. At this 
point the school has a lot of experience to build on, and may thus be able to more 
quickly initiate new actions. 

 Continued priority of professional learning and development is vital to maintain 
commitment and increase capacities in staff to perform agreed actions. Such a focus 
will also integrate new staff in alignment processes necessary for their involvement 
in the change process. Evaluation of the sustainability in terms of how teachers and 
school leadership change the way they work to implement health promoting schools 
can be monitored as indicators of systemic change (Easton  2008 ). Similarly, 
changed behaviour and increased mutual trust in partnerships should also be moni-
tored to identify any needs for change in the sustainability phase.  

11.4     Interactions Between the Components 

 This chapter has been arguing for the need to strengthen the coming together of 
health and education sectors. This will involve a merging of conceptualisations and 
perspectives in these two sectors. For example, Bryk ( 2010 ) underpins the interrela-
tionship between the support components for school improvement, aligning them to 
ingredients in a cake, where all contribute to the result and stimulate the role of the 
other components. A similar claim has been made by Samdal and Rowling ( 2011 ) 
for the implementation components for health promoting schools. 

 The interaction can be seen for example in the key role of the leadership in stimu-
lating and facilitating the implementation of all the components. Similarly, the plan-
ning component involves planning and preparing implementation of all components. 
Likewise the pivotal role of partnerships in implementation emerges when other 
components are explored. For example for sustainability, partnerships can stimulate 
actions and help institutionalise change for health outcomes that link with educa-
tional priorities. Organisational support from the health sector in the form of grants 
creates the conditions for empowerment and training of staff and activation or 
enhancement of relationships. The partnership is critical so the grants meet the 
 priorities of the school at a time and in a form that is functional for personnel 
involved. Additionally relational support in the form of harmonious relationships 
between school personnel/parents/health staff is needed to achieve expectations of 
a joint project. The personal connection of school personnel with individuals in 
outside agencies helps build trust and confi dence. 
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 Another feature of partnerships is networking, a powerful means for promoting 
commitment, change and innovation. Networks are organizational forms that provide 
for collective learning processes and can thus reduce uncertainty in the implementa-
tion of innovation (Tsouros et al.  1998 : 16). Informal teacher exchange of innova-
tion, resources and targeted materials across schools is commonplace. This practice 
can be utilised and enhanced in a more formalised manner to stimulate collabora-
tion and commitment in staff both within and between schools.  

11.5     Discussion 

 The previous presentation of components for health promoting school implementa-
tion has highlighted the complexity of implementation in creating health promoting 
schools that attend to the priorities of both the education and health sectors. A recent 
development in health promotion is the examination of complexity theory (Resnicow 
and Page  2008 ; Shiell et al.  2008 ), complex adaptive systems (Keshavarz et al. 
 2010 ) and organisational systems (Dür  2013 ). The explanatory power of these 
 perspectives has been identifi ed as offering assistance to understanding the elements 
and processes in the interaction between health and education as operationalised in 
health promoting schools. 

 In a study conducted in Australia, Keshavarz and colleagues ( 2010 ) explored 
whether health promoting schools exhibit characteristics of complex adaptive 
 systems. At its core, a complex adaptive system comprises a population of diverse 
rules-based agents located in multilevel and interconnected systems in a network 
shape. Agents in complex adaptive systems are often numerous, dynamic, autono-
mous, highly interactive, receptive to learning and adaptive. Agents of complex 
adaptive systems act in ways that are based on a combination of their knowledge, 
experience, feed-back from the environment, local values and rules. 

 The researchers aimed to explore the use of complex adaptive systems theory in 
developing understanding of the differential impact of health promoting schools 
implementation. Diversity among agents and between schools is a key observation 
in understanding why some evidence-informed polices and practice do not yield 
similar outcomes in some schools. Lack of acknowledgement of this diversity 
among schools, external agencies, including health workers and health agencies, 
results in creating unrealistic expectations of what schools might achieve and  sustain 
in relation to pre-defi ned health goals (Keshavarz et al.  2010 ). 

 Complex adaptive systems are characterised by rules. These rules include the 
formal organisational rules, but are also formed in response to more informal school 
characteristics, described as the school “ethos”. Teachers follow rules, both formal 
and informal, in their teaching and interpersonal interactions with colleagues, stu-
dents and parents (Keshavarz et al.  2010 ). “Rules” were interpreted by individual 
agents, to create school-specifi c “rules” producing actions by agents that were 
adapted to more informal school characteristics and prevailing social norms and 
practices. The existence of informal rules may confound validity in interpretation of 
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research results, making imperative for monitoring individual school implementa-
tion decision-making. 

 In summary, schools’ collective behaviours were found to be dependent on the 
rules, interactions, information, values, context, time, and other systems’ action, as 
well as availability of resources. Hence, schools’ general behaviour was identifi ed 
to be the result of the interplay of multiple factors, and is accordingly an emergent 
phenomenon that is not easily or fully predictable. Keshavarz and colleagues’ 
( 2010 ) description of complexity in implementing health promoting schools is 
depicted by Dür ( 2013 ) in even more detail and clearly parallels Bryk’s ( 2010 ) 
 components of school improvement. The focus on rules and collective behaviours 
may be seen to overlap with Bryk’s focus on the instructional guidance system, 
other system actions include interaction with parents, and availability of resources 
taps the competence level of the school staff. 

 The analyses of the components of school development (Bryk  2010 ; Hopkins 
and Jackson  2003 ) and implementation of health promoting schools (Samdal and 
Rowling  2013 ), show that the two change processes work towards similar aims and 
use overlapping means. A common core seems to be the building of organisational 
capacity (Hopkins and Jackson  2003 ). This concept is typically identifi ed as being 
composed by four components: (1) contribution, (2) alignment, (3) support, and (4) 
shared values. Contributions from staff, students and stakeholders (e.g. parents and 
health personnel) are necessary for action to occur. They also represent a basic prin-
ciple of both health promotion and learning in letting those who are to perform and 
perhaps also be target of the change process, infl uence priorities of objectives, aims 
and actions. This infl uence will stimulate motivation to participate and contribute, 
and thereby impact on the outcome of the intervention through participants’ persis-
tency of actions over time. Looking at Bryk’s ( 2010 ) school improvement compo-
nents the student-centred climate may be seen to fall in this category. Similarly the 
student participation component from health promoting school implementation 
(Samdal and Rowling  2011 ) may be seen to cover the contribution part of organisa-
tional capacity. 

 Alignment may, in Bryk’s components of school improvement seem to be cap-
tured by a coherent instructional guidance system in that this aims to have teachers 
agree to, and work towards the same aims using similar strategies for teaching and 
interaction with students. Among the components for implementation of health pro-
moting schools  Preparing and planning for school development  and  Policy and 
institutional anchoring  may be seen to represent approaches that align staff, stu-
dents and stakeholders to work toward agreed aims and objectives. 

 The support dimension of organisational capacity may in Bryk’s categorisations 
be represented by the specifi c support received by parents and the local community 
in the focus on building strong ties between the school and local partners. This is 
refl ected in the health promoting school implementation the components of 
 Relational and organisational support context  and  Partnership and networking.  
They clearly articulate the relevance of building strong support both within the 
school organisation and with relevant external partners. Finally, shared values in the 
organisation capacity concept may, in Bryk’s components, be seen to be represented 
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by the professional capacity of its faculty, and similarly by  Professional develop-
ment and learning  in the implementation of health promoting schools. This focus on 
teacher training and development across both school improvement and health pro-
moting school implementation has a joint mission in building shared values as well 
as competencies to take part in the change process. 

 The importance of the school leadership for successful school improvement and 
implementation of health promoting school is not highlighted as an explicit compo-
nent of organisational capacity. It may however be seen as a prerequisite for the 
development of organisational capacity in the process of building readiness for 
change and development. Further, only the components for health promoting school 
implementation specifi cally identify focus on sustainability as key to the change 
process. Harris and Lambert ( 2003 ) have however observed that schools that sys-
tematically have built and developed their capacity to implement change are more 
likely to sustain improvement over time. Thus the common core of building organ-
isational capacity in both school improvement and implementation of health pro-
moting schools underpins that implementation sustaining actions for both health 
and learning in school. However inclusion of the term ‘sustainability’ may suggest 
that health promotion is more in focus than is learning. To better communicate its 
overall school improvement goal in terms of promoting well-being and develop-
ment of staff and students through organisational changes in school, the health 
 promoting school implementation in the future should consider to more explicitly 
highlight the links between components of school improvement and health promo-
tion, in pinpointing health promotion as both a prerequisite and catalyst of academic 
learning.  

11.6     Conclusion and Suggestions for Future Research 

 A health promoting school approach involves a complex dynamic of group behav-
iours and system changes within the school by staff and students spearheaded by the 
school leadership, and in collaboration with external stakeholders. Research on 
school improvement and implementation of health promoting schools shows that 
the two change processes of promoting health and learning in school share a com-
mon core of developing organisational capacity that stimulates fi rst readiness for 
change, then implementation competencies and fi nally sustainability. 

 Building on the theoretical claims that health promotion stimulates student learn-
ing, future research should assess in more detail if the implementation of health 
promoting schools also has positive empirical impact on student learning and school 
improvement in addition to health and well-being outcomes. The recent review on 
student participation (Griebler et al.  2012 ) is an excellent example of identifying the 
impact of this component. However, currently the research on implementation of 
health promoting schools seems to have provided more specifi city about implemen-
tation components than about school improvement, particularly with regard to 
 processes to ensure anchoring and alignment. A fi rst important step could therefore 
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be to test if the eight components for implementation of health promoting schools 
identifi ed in the meta-analysis conducted by Samdal and Rowling ( 2011 ) are appli-
cable also for school improvement processes. In this regard employment of organ-
isational systems and complex adaptive systems theory and empirical fi ndings (Dür 
 2013 ; Keshavarz et al.  2010 ) may be useful by aiming at improved understanding of 
the complexity of schools, and their functioning as complex adaptive systems; 
increased acknowledgement and understanding of the diversity between schools, 
how this affects health and learning outcomes; and how to stimulate more effective 
communication and collaboration between schools and the health sector, and 
between schools and parents regarding health and learning and how these interact.     
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        School principals have been widely neglected in school health promotion. Due to 
societal changes and important school reforms, the job requirements of this occupa-
tional group have also dramatically changed. Against this background, available 
research results on principals’ health are presented. Moreover, two additional per-
spectives on the role of school principals in school health promotion are discussed 
in more detail in this chapter. While one perspective deals with the question as to 
whether and how principals affect teachers’ health, the other illuminates the infl u-
ence of principals on the implementation and overall success of health promoting 
activities in the school. The chapter closes with a discussion of the fi ndings and 
recommendations for future research and practice. 

12.1     Introduction 

    Wanted: A miracle worker who can do more with less, pacify rival groups, endure chronic 
second-guessing, tolerate low levels of support, process large volumes of paper and work 
double shifts (75 nights a year). He or she will have carte blanche to innovate, but cannot 
spend much money, replace any personnel, or upset any constituency  

(Evans  1995 ).   

 Despite the progress school health promotion has made in recent years, princi-
pals and their roles have scarcely been examined in theory and practice. This 
restraint is somewhat surprising, given that the primary responsibility for most 
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school matters lies with the school administration. Thus, it is not surprising 
that a wealth of educational research has shown that school leaders do make a 
difference in school effectiveness and school improvement (e.g. Huber  1999 ; 
Scheerens and Bosker  1997 ; Townsend  2007 ). The same can be expected with 
regard to the success of school health promotion activities. But what exactly is 
the role school principals play in school health promotion? Slowly emerging 
evidence indicates that principals as ‘gatekeepers’ to school innovations have 
signifi cant infl uence on whether or not a school will become and remain a 
healthy organization (e.g. Dadaczynski  2012 ; Rowling and Samdal  2011 ; 
Samdal and Rowling  2011 ; Viig et al.  2011 ). Within all phases of the school 
health development process, from its beginning to the end, principals are respon-
sible for e.g. building and maintaining high motivation (e.g. through vision 
building), supporting their school staff in developing the skills needed for suc-
cessful change, coordinating the processes and activities, and encouraging the 
school staff to sustain new practices and activities. 

 Additionally, at least two more perspectives in the area of principalship and 
school health can be distinguished. Carr ( 1994 ), who surveyed 94 Australian prin-
cipals, found out that approximately one-third of all respondents had a high level 
of anxiety (31.9    %) and/or depression (31.9 %). In summarizing his fi ndings, Carr 
titled his article ‘ Warning, principalship can be hazardous to your health ’. While 
in the past teachers and pupils received most of the attention in health and epide-
miological research, we know very little about the health of principals and how 
they deal with their everyday demands. Hence, this perspective is interested 
in better illuminating the health status of principals, and in identifying factors 
which are associated with principals’ health. With regard to the second perspec-
tive, Landsmann ( 1978 ) used a similar title saying ‘ Warning to principals: you 
may be hazardous to your teachers’ health ’. This seemingly minor shift refl ects 
the results of a large study which identifi ed three major areas of health concerns 
in 9.000 teachers: stress and tension, the physical environment of the school, and 
diet and exercise – each of which can be signifi cantly infl uenced by the principal. 
Hence, the second perspective asks whether and how principals affect the health 
and wellbeing of teachers. 

 It is safe to assume that these three perspectives (1) principals’ health, (2) infl u-
ence of principals on teachers’ health, and (3) infl uence of principals on health 
promoting school activities) are highly interconnected. So it is quite conceivable 
that principals with low wellbeing and a high degree of e.g. psychosomatic com-
plaints feel unable to initiate and support health promotion activities. Furthermore, 
in their study Harazd et al. ( 2009 ) found that wellbeing of principals is substantially 
associated with the wellbeing of teachers (particularly in primary schools) (r = .49). 
Based on this, it seems to be important to consider these perspectives jointly, and 
not isolation from each other. But before discussing these three perspectives in more 
detail, we want to start with a short description of the current job situation of school 
principals, which results from the socio-political and educational environment and 
recent changes. 
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12.2      School Principals in a Changing Working Context 

 To better understand the importance of school principals and their function, it is 
important to consider the broader context within which the school is operating. As 
emphasized by Huber ( 2004 ) each school is embedded in a community, in a particu-
lar educational system, which in turn is highly infl uenced by the society as a whole 
and the pace with which it is changing. 

 Amongst others, societal changes include e.g. growing multi-cultural diversity 
and a diversity of family patterns (e.g. patchwork or single parent families), all of 
which pose many challenges for schools. Moreover, changing gender roles (e.g. 
increased employment rate of women) result in an increased importance of schools 
as the primary educating authorities. In Germany as well as in other European coun-
tries, reconciling the demands of family and employment has been one main argu-
ment in favor of expanding of all-day-schools (Hagemann et al.  2011 ). 

 In addition to these broader societal changes, a number of school reforms and devel-
opments need to be mentioned. Firstly, schools all over Europe are faced with the chal-
lenge that information in knowledge-based societies is getting more complex and 
specifi c, with a progressively shorter half-life. At the same time, schools also need to 
teach subject-independent skills that will enable young people to cope with everyday 
demands and independently shape their lives. Hence, schools are faced with the need to 
adopt a broader understanding of education, encompassing the training of cognitive 
skills and the promotion of personality development. A further emerging trend world-
wide concerns a tendency towards decentralization in some areas, while at the same time 
centralization in other school domains simultaneously increases. Decentralization is the 
result of rigid system-based management processes which often ignore specifi c school-
based needs and conditions (Cheng  2002 ). Hence, decentralization represents an attempt 
to support the autonomy and accountability of schools by transferring decision power 
from a system-wide level to the school itself (Huber  2004 ). Paradoxically, there is also a 
parallel tendency towards more infl uence from the system level through e.g. national 
standardized tests and curricula as well as national school inspections (ibid). 

 Although there are many additional school reforms than those described (e.g. 
inclusion as a main challenge for European schools but also technological changes), 
it becomes clear that all of these changes have a large infl uence on the school and 
the way it is managed. Schools and principals in particular need to react to these 
new demands by fl exibly and continuously adapting their educational practice to 
societal and individual needs. In the following sections, we describe some tasks and 
functions of principals and forms of stress that may arise from their work. 

12.2.1     Tasks and Functions of School Principals 

 Based on the changing working context, the roles and tasks of school principals 
have also changed dramatically in many countries during recent years. As argued by 
Huber ( 2004 ,  2007 ), it is impossible to defi ne a generally accepted ‘role’ of school 
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principals. Rather, school leadership tasks have many different aspects that can be 
best described as a colorful bunch of different tasks that can be grouped in several 
categories. As shown in Table  12.1 , school principals are responsible for working 
with people inside and outside the school.

   In this context, school principals need to act as initiators and facilitators of orga-
nizational change processes (e.g. development of the curriculum and education pro-
grams), but also as staff developers who promote the professional and academic 
growth of their school staff (e.g. though meetings, staff evaluation, in-service train-
ing). Furthermore, it must be taken into account that school principals have their 
own teaching duties which differ signifi cantly among European countries and types 
of schools (principals from smaller schools typically have more teaching duties). 
Outside the school itself principals need to represent the school within the commu-
nity and establish/maintain partnerships with community organizations. They need 
to act as ‘homo politicus’ in that they learn to behave diplomatically with great 
political sensitivity. Moreover, school principals have to demonstrate the ability to 
mediate between different interests and expectations (e.g. parents, school authori-
ties). Finally, principals also need to manage resources, such as the school budget as 
well as the facilities. 

 In addition to this there have been a number of further attempts to systemize the 
tasks and responsibilities of school principals (Leithwood and Day  2007 ; Pont et al. 
 2008 ). Based on a whole array of educational leadership studies, Leithwood ( 1994 , 
see also Leithwood and Day  2007 ) developed four broad categories of successful 
school leadership practices:  building vision and setting direction, understanding and 
developing people, designing the organization, and managing the teaching and learn-
ing program . These categories do not only give information on what needs to be done 
but also on how things need to be done in order to enhance school quality. Therefore 
these categories are strongly associated with leadership behavior (see  12.1.5    ). 

   Table 12.1    Range of tasks of school principals (Huber  2007 )   

 Working with people inside the 
school 

 Working with people 
outside the school  Managing resources 

 As an important ‘change agent’ 
in developing the school 

 As ‘homo politicus’ who 
act diplomatically with 
political acumen 

 As an administrator and 
organiser, as manager 
of the organisation 

 As personnel developer, who is 
responsible for the advanced 
training of school staff and for 
cooperation within the school 

 As a representative 
of the school in public 

 As an architect and facility 
manager responsible for 
building maintenance, 
renovation and expansion 

 As a ‘people person’, i.e. as a 
trusted contact person for 
teachers, pupils and parents 

 As mediator, as liaison 
between internal 
and external interests 

 As fi nancial professional and 
entrepreneur 

 As a teacher with teaching duties  As contact person, 
sometimes also as target 

 As a role model inside 
and outside the classroom 
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  Building vision and setting direction  as the fi rst category encompasses efforts 
which aim to develop a high motivation among the school staff. Successful school 
principals have the ability to illustrate the necessity and importance of change pro-
cesses to all school members (e.g. by emphasizing the benefi ts). Only if the goals 
are shared by all members, change processes (such as becoming a health promoting 
school) have a high chance of being sustainable. 

  Understanding and developing people  as the second basic school leadership 
practice refers to the competencies and skills that are necessary to realize change 
processes within the school. Successful school principals not only provide the nec-
essary knowledge and skills, but also establish the conditions that enable the skills 
to be applied in different situations and contexts. This requires that the skills and 
desires but also limitations of all school members are known and taken seriously. 

  Designing the organization  as the third category includes practices which focus 
on the development of conditions and infrastructure that allow staff to translate 
their motivation into the school practice. This requires a school principal who pro-
motes a culture of cooperation and of productive relationships within and outside 
of the school. 

 Finally, the last category refers to the core business of schools which is to  man-
age the teaching and learning program . Successful principals translate their visions 
and ideas into the school practice by using effi cient and effective management tech-
niques. This includes e.g. schedules and plans to implement the school curriculum 
but also to support teachers with regard to teaching issues. 

 In summary, principalship is associated with numerous tasks and responsibilities 
which require a variety of qualifi cations and skills. In light of this multitude of work 
demands it is not surprising that Evans ( 1995 ) describes school principals as ‘ miracle 
workers ’ (see quotation at the beginning of this article). In contrast to a traditional 
understanding school principals are not just teachers with additional administrative 
functions (in the sense of ‘primus inter pares’). Rather, they are educational leaders 
comparable with entrepreneurs of small and medium-sized enterprises. The question 
that arises here is how school principals perceive their working conditions respec-
tively what kind of stress arises from the principalship.  

12.2.2      Work Related Stress of School Principals 

 Most research in the fi eld of work-related stress of school principals has been 
conducted in the 1980s to 1990s and at the beginning of the twenty-fi rst century. 
Surprisingly, although a number of school reforms have taken place during 
recent years a declining interest in work-related stress of school principals can 
be ascertained. 

 With regard to the frequency of high or very high stress that is perceived during 
the work, there is great variability ranging from 21 % (Borg and Riding  1993 ) over 
43 % (Phillips et al.  2007 ), to 70 % (Darmody and Smyth  2011 ). Much of this 
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 difference can be explained by the cultural, societal and political differences in the 
countries examined but also by methodological inconsistencies (e.g. defi nition and 
measurement of stress, type of sample, sample size, recruitment). 

 The results of the studies reveal comprehensive compilations of stressors, which 
can be grouped in a number of stress categories (see Table  12.2 ). In his study, Carr 
( 1994 ) identifi ed three major sources of stress: feeling a lack of support from the 
education authority, coping with heavy work demands and diffi culty in interper-
sonal relationships with other teachers. Gmelch and Swent ( 1981 ) found 35 stress-
ors which could be assigned to fi ve groups: administrative stress (e.g. time, meetings, 
workload), administrative responsibility (supervision, evaluation, gaining public 
support), interpersonal relations (confl icts between parents and school, among 
teachers), intrapersonal confl icts (confl ict between performance and expectations) 
and role expectations (expectation of self and the various publics). In a further study 
Gmelch and Swent asked 243 US school principals the degree to which each of the 
35 situations induces stress. Among the stressors most often mentioned belong 
complying with state and federal rules and policies, interpersonal confl icts or fre-
quent interruptions from work. Similarly, on the basis of a study of 820 primary and 
secondary school principals from Israel four stress factors emerged: problems with 
parents (e.g. pressure from parents, rude behavior), work overload (e.g. meetings, 
overburdening instructions by the Ministry), teacher problems (unsatisfactory func-
tioning, disobedient teachers), and problems with administrative and technical team 

   Table 12.2    Work related stress of school principals   

 Stress category  Sources 

 Relationship problems (e.g. teachers, 
administrative staff, parents, pupils) 

    Borg and Riding ( 1993 ), Carr ( 1994 ), Chaplain 
( 2001 ), Cooper and Kelly ( 1993 ), Darmody and 
Smyth ( 2011 ), Friedman ( 2001 ), Gmelch and 
Swent ( 1981 ), Mackler ( 1996 ), Williamson and 
Campbell ( 1987 ) and Whitaker ( 1996 ) 

 Workload  Borg and Riding ( 1993 ), Cooper and Kelly ( 1993 ), 
Gmelch and Swent ( 1981 ), Friedman ( 2001 ) 
and Mackler ( 1996 ) 

 Time management (e.g. frequent 
interruptions, meetings) 

 Gmelch and Swent ( 1981 ), Williamson and 
Campbell ( 1987 ) and Whitaker ( 1996 ) 

 Lack of support (e.g. from education 
authority, teachers) 

 Borg and Riding ( 1993 ), Chaplain ( 2001 ), Darmody 
and Smyth ( 2011 ) and Whitaker ( 1996 ) 

 Financial management/lack of resources  Borg and Riding ( 1993 ), Chaplain ( 2001 ) and 
Williamson and Campbell ( 1987 ) 

 External contact/cooperation  Cooper and Kelly ( 1993 ) and Hüfner ( 2010 ) 
 State/federal rules & policies  Carr ( 1994 ), Chaplain ( 2001 ), Friedman ( 2001 ) and 

Gmelch and Swent ( 1981 ) 
 Role confl ict & ambiguity  Gmelch and Swent ( 1981 ), Mackler ( 1996 ) and 

Whitaker ( 1996 ) 
 Lack of recognition & respect  Mackler ( 1996 ) and Whitaker ( 1996 ) 
 Other working conditions (e.g. salary, 

responsibilities, teaching duties) 
 Borg and Riding ( 1993 ), Darmody and Smyth 

( 2011 ) and Hüfner ( 2010 ) 
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(uncooperative and incompetent staff) (Friedman  2001 ). Using the Administrative 
Stress Index (ASI), Williamson and Campbell ( 1987 ) found four stressors in 243 
US high school principals: management of time, relations with superiors, relations 
with subordinates, and matters of fi nance. Interestingly, school principals of large 
high schools perceived more stress due to time management issues whereas princi-
pals from smaller schools more often suffered from diffi culties with subordinates.

   Further differences could be found in a study of Maltese school principals, which 
yielded four stress categories: lack of support and resolving confl icts, inadequate 
resources, workload, and work conditions and responsibilities (Borg and Riding 
 1993 ). Inadequate resources were assessed as most stressful, followed by workload 
and work conditions and responsibilities. With regard to sex, male principals report 
more stress due to inadequate resources and work conditions and responsibilities 
than their female colleagues. When compared with primary schools, principals from 
secondary schools more often report to be stressed from work conditions, responsi-
bilities, inadequate resources, lack of support, and resolving confl icts.   

12.3     The Health of School Principals 

 As described in the previous section, the demands placed on school principals are 
very complex and can cause a great deal of strain in a number of ways. From health 
research, it is widely known that stress can negatively affect the health of an indi-
vidual if internal or external resources are not available to deal appropriately with 
the demands (Antonovsky  1987 ; Lazarus and Folkman  1984 ). Although school 
principals have been widely neglected in health research in the past, there have been 
a few studies which are summarized in the following sections. Here we distinguish 
between short-term health outcomes (e.g. wellbeing, satisfaction, and sub-threshold 
mental and physical health complaints) and long-term health outcomes (e.g. burn-
out, sick leave, early retirement due to illness). 

12.3.1     Short-Term Health Outcomes of School Principals 

 Unfortunately, there is a clear lack of studies which examine positive health out-
comes such as wellbeing or satisfaction. We are aware of only two studies from 
Germany and the Switzerland which used positive measures of health. In their 
study, Harazd et al. ( 2009 ) compared the wellbeing of principals and teachers by 
using the WHO-II wellbeing index. When compared to teachers, school principals 
had a signifi cant higher wellbeing ( M  = 3.56 vs. 3.09,  d  = .62). Within the Swiss 
study, three quarter of the principals examined (n = 85) reported a high to very high 
vitality, confi dence and energy (Landert  2009 ). On the other hand, more than 30 % 
of the same sample had problems relaxing after work. 

 With regard to health complaints there are a number of studies from different 
countries. Dewa and colleagues ( 2009 ) e.g. used the SF-12 health survey to assess 
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the physical and mental health of Canadian principals and vice-principals from a 
large school district in Ontario (n = 108). Compared with norm-based standards 
about one quarter of respondents had a low physical health status and almost half 
had a low mental health status. There were signifi cant associations between health 
status and job satisfaction, i.e. principals with lower mental health status were less 
satisfi ed with their salary, supervision, contingent rewards or communication. 

 Moreover, various studies have been conducted which compared different occupa-
tional groups. Phillips et al. ( 2008 ) examined 290 school principals from the UK 
concerning their physical complaints (e.g. headache, insomnia) and mental com-
plaints (e.g. constant irritability). Compared to a general population of workers group 
and a group of managers, school principals had worse physical and mental health 
outcomes. In particular, mental health complaints were higher for female and primary 
school principals than for male and secondary school principals. These results were 
confi rmed by a series of German studies that compared the risk of having psychoso-
matic complaints (e.g. nervousness, exhaustion, irritability) over 65 occupational 
groups (Hasselhorn and Nübling  2004 ; Hasselhorn  2009 ). While in the fi rst study of 
1999 school principals had the fi fth-highest risk for poor mental health (OR: 1.9), 6 
years later they ranked highest in this area. However, divergent fi ndings come from a 
study conducted in the UK (Johnsen et al.  2005 ). In comparing 26 occupations, school 
principals ranked under the norm in health complaints, suggesting a better than aver-
age physical and mental health for this occupational group. 

 Finally, there are indications of an association between leadership behaviour and 
the mental health of principals. In a German study with 860 principals, Warwas 
( 2009 ) identifi ed fi ve different leadership groups. Principals with a generalist orien-
tation (high degree of leadership, collegiality and administration) and those with a 
focus on administration had worse mental health outcomes and more time-related 
stress, whereas principals with a focus on leadership and those with high orientation 
on collegiality had better mental health outcomes.  

12.3.2     Long-Term Health Outcomes of School Principals 

 Although the current state of data on principals’ health appears to be insuffi cient, 
there are some studies with a focus on burnout among this occupational group. It is 
worth noting that research regarding burnout syndrome is not unproblematic. Firstly, 
despite – or perhaps because – of its lay-scientifi c usage there is no common defi ni-
tion of burnout. Secondly, as a result of terminological imprecision, there are varying 
inclusion and exclusion criteria and various ways to operationalize burnout. Thirdly, 
there are no clear cut-off values that tell us when exactly a clinical relevance exists. 
Despite these problems the majority of research on teachers’ health focused on burn-
out has relied mostly on the Maslach Burnout Inventory (MBI, Maslach and Jackson 
 1981 ). The MBI consists of three subscales: emotional exhaustion (chronic state of 
depletion and fatigue), personal accomplishment (decreased feeling of competence 
and successful achievement at work), and depersonalization (cynical stance towards 
the clients such as teachers, pupils, parents). 
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 Available research on burnout among school principals has produced partially 
mixed fi ndings, making clear conclusions impossible. In their study, Harazd et al. 
( 2009 ) e.g. examined the extent of emotional exhaustion of teachers and their school 
principals. Compared to teachers, school principals were signifi cantly less emotion-
ally exhausted ( M  = 2.48 vs. 2.01,  d  = .87). Whitaker ( 1992 ) presents results from a 
study of 107 US school principals that show a high level of exhaustion and deperson-
alization for 13 % of respondents. More current data comes from a study with 228 
primary school principals from the southwest of North America (Combs et al.  2009 ). 
About 27 % reported moderate levels of burnout, whereas 9 % suffered from high 
levels of burnout. Interestingly, gender, age and years of experience in education 
were not associated with principals’ burnout. 

 Along with studies on the prevalence of burnout, there is also research about the 
determinants of burnout. In a follow-up study, Whitaker ( 1996 ) interviewed those 
school principals with high levels of emotional exhaustion and depersonalization. 
The causes identifi ed in this study generally correspond with the stressors described 
in section  12.1.3    . School principals with high levels of burnout reported a high 
degree of relationship problems, constant interruptions from work, a large number 
of meetings and too much paperwork. In another study, Gmelch and Gates ( 1998 ) 
found moderate to high correlations between emotional exhaustion of principals 
and level of stress ( r  = .57), task-based stress ( r  = .51) and confl ict-mediating stress 
( r  = .41). Moreover, Devos et al. ( 2007 ) indicate that symptoms of burnout are asso-
ciated with self-effi cacy. In other words: the higher the confi dence in one’s own 
abilities, the lower the emotional exhaustion, and depersonalization and the higher 
the personal accomplishment of school principals. 

 Other long-term health outcomes are the number of sick days, as well as early 
retirement due to illness. Unfortunately, there is no data available that provides infor-
mation on the number of sick days of school principals. However, fi ndings from the 
economic sector suggest that this indicator is of limited use to describe the health 
status of executives. In a German study of the health status of executives from the 
industrial and service sectors, respondents reported only a low number of sick days 
during the last 12 months ( M  = 4.8) (Wilde et al.  2009 ). The picture changed after 
considering the number of days respondents went to work despite having a sickness 
(“presenteeism”), which was more than 8 days. As concluded by the authors, execu-
tives are not less frequently ill, but attend work more often while being sick. It can be 
assumed that admitting health problems and weaknesses does not fi t the professional 
role and external expectations of executives. Moreover, external circumstances (e.g. 
work demand) may not permit absence from work. To what extent this can be applied 
to school principals, however, remains unknown and requires further research. 

 Finally, with regard to early retirement due to illness there are fi rst indications 
from a German study, which assessed all medical examinations of school principals 
from 1997 to 1999 in the Bavarian region (Weber et al.  2005 ). Results indicate that 
84 % of the school principals examined by health authorities (n = 342) were unable 
to work due to health problems (median age: 58 years). In 45 % of all cases, psycho-
somatic disorders such as depressive disorders and exhaustion syndromes were the 
main reasons for early retirement. 
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 While this section focused on the health situation of school principals, we now 
turn to the second perspective, which deals with the question, as to whether and how 
school principals and their behavior positively or negatively affect the health of 
teachers.   

12.4      The Infl uence of School Principals on Teachers’ Health 

 Initial fi ndings from a German study suggest that a potential association between 
principals’ behavior and the health of teachers may depend on the concept of 
health a school principal has. In this study, Harazd et al. ( 2009 , p. 94) asked 32 
school principals about their understanding of teachers’ health. Two contrasting 
cases show signifi cant differences:

•     “You’ve got me totally stumped. Don’t know. Someone who is not sick and rea-
sonably resilient. I’m not a doctor. No idea, don’t know.”  (male principal)  

•    “A healthy teacher is someone who is able to pursue his/her job with joy and 
who is free to address the children. That’s for me a healthy teacher, who experi-
ences his/her job as satisfactory. Someone who not only lives for the job, but also 
has other interests that satisfi es him/her.”  (female principal)    

 While the male principal shows a narrow understanding of health, which is 
defi ned as the absence of illness, the female respondent has a holistic concept of 
health that is oriented on personal fulfi llment and satisfaction of needs. On the basis 
of these results, it can be assumed that school principals with a narrow understand-
ing of health will be less sensitive and active regarding the health of teachers, 
whereas principals with a broader concept of health will be more interested in the 
health of their teachers. It is diffi cult to generalize about a gender effect from these 
contrasting cases alone. However, our own research with 860 school principals 
showed evidence that female principals are more sensitive towards mental health- 
related problems of their teachers and pupils than their male colleagues (Dadaczynski 
and Paulus  2011 ). 

 In examining possible mechanisms through which school principals affect the 
health of teachers, two factors seem to be important: social support and relationship 
quality as well as the leadership style of school principals. 

 Looking at the fi rst mechanism, on the basis of his extensive Potsdam study of 
teachers’ health (n = 17.000),    Schaarschmidt ( 2005 ) found that the extent of mental 
health problems and number of sick days of teachers were associated with the level 
of social support by the school principal. That means that, the more social support 
that was provided by the principal, the less teachers reported mental complaints and 
sick days. More detailed information about the impact of specifi c forms of social 
support can be found in a study with 385 special and 313 general education teachers 
from Virginia (Littrell et al.  1994 ). Firstly, this study suggests a gap between the 
importance teachers attach to all dimensions of social support (emotional, appraisal, 
informational, instrumental) and the extent of support that is perceived by the 
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 teachers. Secondly, emotional support from the principal (e.g. through positive 
regard, comfort, and understanding) is perceived as most important and more often 
received. Thirdly, regression analyses showed that emotional and informational 
support predicted teachers’ job satisfaction. This result is of particular relevance, 
because as we know from meta-analyses (e.g. Faragher et al.  2005 ), perceived job 
satisfaction is associated with a number of health outcomes (particularly burnout, 
depression, anxiety, self-esteem). Moreover, teachers who perceived more emo-
tional support from the school principals reported fewer health problems. Further 
evidence comes from Nelson et al. ( 2001 ), who examined predictors of occupa-
tional stress among 415 teachers of students with emotional and behavioral disor-
ders (EBD). Multiple regression analyses revealed that strong relationships with the 
principal, a high degree of decision power, good relationships with colleagues, and 
the ability to work with children exhibiting externalizing behaviour contributed to 
lower levels of occupational stress. 

 Closely associated with the fi rst mechanism is the question as to whether, and 
how, leadership behavior affects the health of teachers. A commonly used typology 
in leadership research and practice has been suggested by Burns ( 1978 ), who distin-
guishes between transactional and transformational leaders. In short, transactional 
leadership is characterized by an exchange of outcomes that is of value for both, the 
superior and the subordinate. Typically, transactional leaders explain to their employ-
ees what they expect from them, and what the employee will receive as reward or 
compensation if the outcomes fulfi ll the requirements. Thus, this leadership style is 
based on mutual dependence and extrinsic motivation. In contrast, transformational 
leadership is more focused on intrinsic needs and motivation, by stimulating positive 
changes (e.g. an orientation towards organizational goals) among the followers. 
Transformational leaders achieve this aim in different ways, e.g. by inspiring and 
intellectually stimulating their employees; by demonstrating strong personal charac-
teristics (e.g. self-confi dence); or by articulating shared goals and visions (Bass 
 1990 ). This conceptualization has been further elaborated by Bernard M. Bass, who 
suggests that good leaders can show elements of both leadership styles. Furthermore, 
he introduced a third leadership style, which is characterized by the avoidance of 
leading (i.e. laissez-faire leadership) (Bass  1985 ). Available research on school lead-
ership indicates some signifi cant associations with aspects related to teachers’ health. 
In their meta-analysis of unpublished research, Leithwood and Sun ( 2012 ) identifi ed 
high to moderate effects of transformational leadership on teachers’ internal state 
(weighted mean  r  = .57). Among all teacher variables, transformational leadership 
had the strongest infl uence on job satisfaction (.76) or school commitment (.70). 
These results could be confi rmed by a German study, which examined the associa-
tion between principals’ leadership and health related variables in 2.400 teachers 
(Harazd and van Ophuysen  2011 ). While transformational and transactional leader-
ship were positively associated with job satisfaction ( r  = .50/ r  = .38) and commitment 
( r  = .65/ r  = .52), the opposite was found for laissez- faire leadership ( r  = −.40/ r  = −.51). 
Moreover, moderate to weak positive associations could be found between wellbeing 
and transformational leadership ( r  = .32) and transactional leadership ( r  = .25), and 
negative associations with laissez-faire leadership ( r  = −.20). 
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 Finally, based on Antonovsky’s sense of coherence, Harazd et al. ( 2009 )  proposed 
a salutogentic    leadership style, which can be understood as the ability to pro-
mote teachers’ sense of comprehensibility, manageability, and meaningfulness. This 
salutogentic leadership style is expressed in interpersonal situations (direct saluto-
gentic leadership, Table  12.3 ) as well as on an organizational level. Hierarchical 
Linear Modeling (HLM) indicates that about 13 % of teachers stress experience can 
be explained through this style of leadership.   

12.5     The Infl uence of School Principals on School 
Health Promotion Activities 

 A large body of studies on educational research indicates that school principals 
have a strong infl uence on the success of educational change processes and the 
effectiveness of the school. School principals are of key importance in initiating 
school innovations, but also in successfully implementing and anchoring these 
innovations (Fullan et al.  1980 ). The same can be assumed with regard to activi-
ties on school health promotion, which also present very complex innovations and 
change processes. Unfortunately, research on school health promotion and pre-
vention has mostly focused on effectiveness by neglecting questions regarding 
implementation. On the basis of a comprehensive review of over 1.200 prevention 
programs, Durlak ( 1997 ) concludes that only 5 % reported data on implementa-
tion. It is only in recent years that research on implementation has gained more 
attention (e.g. Barry et al.  2005 ; Fagan and Mihalic  2003 ). In the next sections, we 
present some fi rst fi ndings on school principals and their infl uence on school 
health promotion activities. Here we differentiate between programs of school 
health promotion and the holistic health promoting school approach. As opposed 

   Table 12.3    Direct salutogentic leadership (Harazd et al.  2009 , p. 127)           

 Comprehensibility  Transparent decision-making processes 
 Promoting information fl ow 
 Clarity of job tasks 
 Understandable explanations 

 Manageability  Match person and job tasks 
 Promote self-esteem through feedback and recognition 
 Consider individual strengths 
 Create optimized organisational structures 
 Enable cooperation 
 Promote material exchange 

 Meaningfulness  Act in a goal-oriented way 
 Convey visions 
 Engage in common goal-setting 
 Explain action/provide goal clarity 
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to the health promoting school (HPS), a program is understood as a time-bounded 
activity that is mostly focused on a specifi c behavioral topic (e.g. bullying) and 
target group (e.g. primary school pupils). 

12.5.1     The Infl uence of School Principals on Programmes 
of School Health Promotion 

 In their study, Rohrbach et al. ( 1993 ) examined determinants of program implemen-
tation of the  A dolescent  A lcohol  P revention  T rial (AAPT), an 8-year effi cacy trial 
which aimed at the prevention of substance use among fi fth- and seventh grade 
pupils in Los Angeles. Among other implementation factors (e.g. teacher training), 
a principal intervention consisting of a 30-min one-to-one meeting about the inter-
vention and its effectiveness was tested. Compared with schools without the princi-
pal intervention, schools with trained school principals implemented a greater 
amount of the program (70 % vs. 49 %). 

 Further information can be found in the evaluation of the  P romoting 
 A lternative  TH inking  S trategies curriculum (PATHS), a delinquency prevention 
program (Kam et al.  2003 ). Evaluation results of three schools revealed that 
high principal support and a high quality of implementation contributed to 
greater reductions of pupils’ aggression, behavioral dysregulation, and signifi -
cant gains in emotional competencies. 

 Fagan and Mihalic ( 2003 ) reported the results of a process evaluation of the Life 
Skills Training (LST) drug prevention program from 292 schools and approximately 
130.000 pupils. Based on classroom observations and reports of different parties (e.g. 
teachers, administration, LST instructor), fi ndings show that strong support by the 
school principal facilitated the implementation of the LST program. Successful 
schools had an active principal who motivated their teachers to attend the training, 
attended at the teacher training workshop themselves, observed and even taught pro-
gram lessons, and informed the teachers about the implementation progress. However, 
unlike Rohrbach et al. ( 1993 ) and Kam et al. ( 2003 ), no signifi cant association between 
principals’ support and implementation could be found (see also Mihalic et al.  2008 ). 
The authors explain this with the limitations of the measures used and the LST local 
coordinator who played a very active role in the implementation process. 

 In a Dutch study,    Leurs et al. ( 2007 ) examined factors associated with high 
numbers of health promotion activities addressed by 180 primary school teachers 
during the previous 12 months (e.g. social skills, diet, mental health). Compared to 
less active teachers, teachers who addressed more than two health issues per year 
perceived less disadvantage (e.g. time, responsibility), had a higher self-effi cacy, 
taught higher classes, and perceived more staff support (especially from the school 
administration). 

 Finally, Larsen and Samdal ( 2008 ) employed personal interviews with  principals 
and teachers of four primary schools to examine the principals’ role in implementing 
and sustaining Second Step, a social skill program that is widely disseminated in 
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Norwegian primary schools. Results revealed great variance between the schools. 
While principals from less successful schools exclusively used management strate-
gies (e.g. resource planning), a principal from a school that successfully imple-
mented Second Step combined management and leadership strategies. This 
included e.g. the communication of common goals and visions, but also the devel-
opment of a collaborative culture among the teachers. Additionally, the principal 
from this school spent a signifi cant amount of time preparing the program realiza-
tion by collaboratively developing an own implementation model. As suggested 
in previous research (Viig and Wold  2005 ), program implementation was more 
successful when anchored at both the top and the bottom levels of the school. 
Furthermore, principals from successful schools maintain a focus on the pro-
gram through e.g. giving feedback and supporting teachers, constantly reminding 
teachers of the need to continue with the program, or familiarizing new teachers 
with the program.  

12.5.2      The Infl uence of School Principals on the Health 
Promoting School 

 Unfortunately, research on the principals’ role within the HPS is limited. Based on 
their narrative review of studies published between 1995 and 2010, Samdal and 
Rowling ( 2011 ), Rowling and Samdal ( 2011 ) identifi ed eight components for suc-
cessful implementation of a health promoting school. One of these components 
(leadership and management practices) emphasizes school leadership as crucial 
for implementation success. In accordance with the fi ndings from Larsen and 
Samdal ( 2008 ), a balance of management and leadership strategies is needed in 
order to enhance implementation quality. Leadership tasks include e.g. to estab-
lish readiness for change within the school community, to support teachers and to 
act as a role model within the change process. Management strategies, on the 
other hand, encompass the establishment of structures that facilitate organiza-
tional change (e.g. resource allocation, time tables). Given the variety of tasks, it 
has been suggested that leadership should be to distribute on many shoulders, and 
not just the principal’s. This avoids overwhelming school principals, supports 
school staff participation, and strengthens the quality of relationships within the 
school (ibid). 

 In addition to this review, there are a number of studies which are based on many 
years of experience with the HPS approach. In their study, Inchley et al. ( 2006 ) 
identifi ed four major issues for successful implementation of the HPS in Scotland. 
While the availability of resources seems a less decisive factor, a sense of ownership 
and empowerment, leadership and management, collaboration, and integration were 
most important. Especially in schools in which the principal took the lead, the proj-
ect gained more status and acceptance. Moreover, principals’ participation helped 
the project to ensure access to resources and establish cooperation with partners 
outside the school setting. 
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 These results can be confi rmed by the extensive experiences from the Norwegian 
Network of HPS (Viig et al.  2011 ). In cases in which the teacher acted as program 
leader, some problems emerged due to a lack of authority among colleagues and 
staff. As argued by the authors, this result contradicts one of the core pillars of 
health promotion, which is based on a bottom-up approach. Rather, as suggested by 
Larsen and Samdal ( 2008 ), a combination of bottom-up and top-down seems more 
appropriate in implementing the HPS. Further results from the Norwegian Network 
show that a positive attitude towards the HPS, as well as the ability to motivate the 
school staff, were important characteristics of principals within the implementation 
process (Viig and Wold  2005 ). These factors not only promote the implementation 
of the project, but also enhance its sustainability. They contributed to the anchoring 
of the HPS by formalizing activities and fostering external collaboration and net-
working (Tjomsland et al.  2009 ). 

 Outside the school setting, interesting evidence comes from Downey and Sharp 
( 2007 ), who examined factors that explain general managers’ (GMs) and human 
resource managers’ (HRMs) intention to allocate resources to workplace health pro-
motion. Based on the Theory of Planned Behavior the results show that GMs’ and 
HRMs’ attitudes (e.g. perceived likelihood of outcomes resulting from Work Health 
promotion (WHP), desirability of outcomes of WHP) signifi cantly infl uences their 
intention, while subjective norm (i.e. importance of approval of the behavior by a 
referent group, e.g. supervisors) had no infl uence (see Fig.  12.1 ). Moreover, GMs 
were motivated by their moral responsibility (i.e. feeling of personal moral obligation) 
whereas volitional control (i.e. individuals’ perception of control over resource alloca-
tion on WHP) was found to be signifi cant only for HRMs. In summary, all included 
antecedents accounted for 42–59 % of variance of GMs/HRMs intention for WHP.

  Fig. 12.1    Intention for WHP of general managers (GMs) and human resource managers (HRMs). 
Downey and Sharp ( 2007 )       
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12.6         Summary and Discussion 

 School health promotion often fails to take the important step from a project status 
towards an established school practice. On the basis of the available research sum-
marized in this chapter, we believe that school principals and their different roles are 
one missing piece in explaining why some schools become and remain a healthy 
organization whereas others do not. 

 Although school principals and their infl uence on school quality have been widely 
examined in educational research, there is a clear lack of discussion within school 
health promotion research and practice. Often this discussion is reduced to the claim 
that school principals in their overall responsibility of the school also need to pro-
mote the health of their teachers and pupils. Although we generally agree with this 
demand, it is often overlooked that the ability to support school health promotion will 
strongly depend on the health and wellbeing of the school principals themselves. 
Unfortunately, specifi c research about the health of this occupational group is still in 
its infancy. However, there is a lot to suggest that health concerns of school principals 
have increased over the last years. Much of this can be explained by the working 
context, which changed rapidly due to social development and school reforms. In 
particular, the worldwide trend towards more decentralization caused an increase of 
responsibilities and work tasks of school principals, which in turn may result in more 
work-related stress and worse health outcomes. 

 When summarizing the research results concerning the health of principals it 
should be taken into account that the comparability of the studies is limited due to 
methodological, cultural and political differences. However, there is some evidence 
suggesting that compared to physical health problems, school principals more fre-
quently suffer from mental health problems such as psychosomatic complaints, 
anxiety, depression or symptoms of burnout. Moreover, it seems that female and 
primary school principals have worse mental health outcomes than male and sec-
ondary school principals. One explanation for the school type effect could be that 
principals from smaller schools such as primary schools typically have less admin-
istrative support (e.g. secretariat), a smaller school management team, more teach-
ing duties, and closer ties with pupils and teachers that make them more vulnerable 
to relationship problems. With regard to other occupational groups, research fi nd-
ings are mixed. With the exception of one study from the UK, it seems that com-
pared to non-school occupations, school principals have a poorer health status. 
However, compared to teachers, results also revealed that principals have a higher 
wellbeing and are less often affected by emotional exhaustion. It may be argued 
here that school principals have more resources at work (e.g. autonomy, room to 
maneuver) that ‘buffer’ experiences of work-related stress. Unfortunately, there is a 
clear lack of studies that examine the extent of resources and their effect on the 
health of school principals. 

 To summarize the second perspective of this chapter, available research results 
suggest that school principals have a signifi cant infl uence on the health of their 
teachers. School teachers who perceive more support (especially emotional sup-
port) from, and good relations with, their principals report fewer health problems, 
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including fewer sick days. Furthermore, compared to an absence of leadership 
(laissez- faire leadership), leadership behaviour that is focused on intrinsic needs 
and motivation, e.g. by articulating shared goals and visions or inspiring and culti-
vating intellectual stimulation seems to be more favourable in terms of teachers’ 
wellbeing, job satisfaction and school commitment. It might be assumed that the 
ability to provide (emotional) support and to show health promoting leadership 
behavior (e.g. direct salutogentic leadership) depends on self-management strate-
gies and the health of the principals. Unfortunately, we found no studies on this 
issue and, hence, can only hypothesize about these relationships. Clearly, future 
research is warranted. We did fi nd, however, some fi rst indications that principals’ 
conceptualizations regarding their own health could be a possible third variable in 
explaining the infl uence of school principals on teachers’ health. 

 Finally, available research fi ndings suggest that school principals are of vital impor-
tance for the successful implementation and sustainability of programs on school 
health promotion and the health promoting school. Successful principals combine lead-
ership (e.g. communication of goals and vision) and management strategies (e.g. 
resource allocation) to support health promotion activities in their school. Moreover, 
they build an effective communication strategy, develop a specifi c implementation 
plan, attend training workshops, maintain their support over time (e.g. remind teachers 
to continue health promoting activities, familiarize new teachers with health promo-
tion), or formalize activities (e.g. include activities in the school curriculum). As argued 
by Larsen and Samdal ( 2008 ), it is not the presence of all these aspects that contributes 
to the success of school health promotion activities. Rather, it is the way these aspects 
are addressed by the principals’ management and leadership style. Interestingly, con-
trary to the principles of health promotion, the health promoting school approach seems 
more effective when based on a simultaneous bottom-up and top-down approach. This 
also implies that leadership should be broadly distributed, including teachers, parents 
and pupils. Here again the question emerges as to whether and how the health status of 
school principals affects the ability to support activities on school health promotion. 
Finally, as visible through the brevity of chapter  12.1.6.2    , the number of available pub-
lications examining the infl uence of school principals on the health promoting school 
is very limited. To stimulate further research, fi ndings from other areas (such as work-
place health promotion) should be used. The study from Downey and Sharp ( 2007 ) is 
such an example, showing that the Theory of Planned Behaviour is useful in predicting 
managers’ intentions towards workplace health promotion. Whether these results can 
be transferred to the school setting is currently being examined in a study conducted by 
the authors.  

12.7     Conclusions and Future Perspectives 

 In this chapter, we tried to illuminate the health of principals and their role in school 
health promotion. Based on the fi ndings presented, we think it is time to widen our 
thinking of the health promoting school approach by including school principals 
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and their role within this approach more explicitly in research and practice. 
Specifi cally, the following aspects should receive more attention in future research 
and practice. Firstly, more research on principals’ health and its determinants is 
needed. To ensure comparability, research on principals’ health should be transna-
tional and based on the same methodology. Research instruments should encompass 
short-term and long-term health indicators as well as positive (i.e. resource ori-
ented) measures of health. Secondly, health promotion in schools should explicitly 
aim at school principals. To ensure this, specifi c evidence based interventions that 
aim to strengthen the health of principals need to be developed, implemented and 
integrated in the health promoting school approach. Thirdly, to ensure success and 
sustainability, each activity in school health promotion needs to support school 
principals in their role as school leaders and managers (e.g. through specifi c trainings, 
material, supervision, communication tools). Furthermore, to enhance implementa-
tion research, activities on school health promotion should evaluate the extent to 
which school principals infl uence its success. Fourthly, health promotion and 
prevention should be an inherent part of initial and continuing professional training 
of school principals. This should encompass developing the capability for health 
promoting self-leadership, but also a greater sensitivity for health-related issues 
within the school (e.g. relationship between health and education or leadership and 
teachers’ health) or the capacity to support health promotion activities. Finally, we 
need more research about the connections between the different perspectives 
presented here. This includes e.g. the question as to whether and how the health 
status of school principals infl uences the ability to support health promotion in the 
school or the relationship quality with teachers, non-teaching staff and pupils.     
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    Abstract     It is widely acknowledged that school health education is an important 
means for supporting the development of pupils’ health literacy. A growing number 
of papers have described or suggested a variety of classroom-based and whole- 
school practices for developing health literacy. However, few of these papers have 
systematically addressed the various ways of approaching health education in 
schools or sought to analyze how these approaches differ from each other. This 
paper aims to do this. It does so by representing three approaches to school health 
education: the  facts and skills approach , the  individual thinking approach , and the 
 personal growth and citizenship  approach. The approaches differ in complexity. 
They can be used in planning for learning experiences aimed at supporting the 
development of higher levels of health literacy. Furthermore, they can be used in 
teacher training when the aim is to help teacher trainees to become aware of their 
current ways of seeing school health education, and the differences that may exist 
between their understanding and more complex forms of understanding.  

  Keywords     Health education   •   Schools   •   Health literacy   •   Learning  

13.1         Introduction 

 It is widely acknowledged that school health education is an important means for 
supporting the development of pupils’ health literacy (see Benham-Deal et al.  2010 ; 
Hubbard and Rainey  2007 ; Nutbeam  2000 ; St Leger  2001 ). In schools, health 
 education is often linked to classroom-based teaching of health issues, which aims at 
to promote the learning of health literacy through instruction and formative  assessment 
( Benham-Deal and Hodges n.d. ). However, if we consider health education to be any 
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intentional activity aimed at developing health literacy among pupils, we have to 
recognize that such learning takes place also within the broader school context. 
A whole-school approach, such as a health-promoting school initiative, will include 
classroom-based education but will also expand its focus towards “changing the 
social and physical environment of the school, and creating links with the wider 
community” (Stewart-Brown  2006 , p. 4). This is done to strengthen the capacity of 
the schools “as a healthy setting for living, learning and working” (World Health 
Organization  1998 , p. 2). The improvement of health literacy is one of the main 
goals of modern school health programs along with the other goals, in particular the 
improvement of health behaviors, educational achievement and social outcomes 
(Kolbe  2005 ). Taking into account that the school is fi rst and foremost an  educational 
institution with educational goals, it can be argued that health literacy is the funda-
mental goal of a whole-school approach (see Kolbe  2002 ; see also  Benham-Deal 
and Hodges n.d. ). 

 Health literacy has been defi ned in varying ways, but most defi nitions focus on 
people’s abilities to be or become empowered to take care of their own health 
(Kickbusch  2008 ; Wu et al.  2010 ), and also the health of others (St Leger  2001 ; see 
also Nutbeam  2000 ,  2008 ). This implies that health literacy is more than the indi-
vidual’s “capacity to obtain, process and understand basic health information and 
services needed to make appropriate health decisions” (Ratzan and Parker  2000 , 
p. vi). It is also the capacity to change living conditions so as to contribute to better 
health for oneself and others (Nutbeam  1998 ; see also Abel  2007 ). This broader 
perspective is also what schools aim at when promoting health literacy among 
pupils: to educate pupils to be critical and active citizens who will be able to seek, 
evaluate, and construct knowledge, and in addition be able to make ethically- 
responsible decisions and take actions that are benefi cial not only to themselves, but 
also to other people and the community (Paakkari and Paakkari  2012 ). With this 
goal in view, Paakkari and Paakkari ( 2012 ) have suggested that as a desired educa-
tional outcome in schools health literacy is made up of fi ve core components:  theo-
retical knowledge ,  practical knowledge ,  critical thinking ,  self-awareness , and 
 citizenship . They argue that in the best possible situation, all the components will be 
intertwined with each other, and that the role of the schools is to develop all of them. 
However, not all educational practices support the acquisition of all the  competences 
mentioned above. 

 There have been an increasing number of papers describing and suggesting a 
variety of classroom-based and whole-school practices for developing health 
 literacy (e.g. Marx et al.  2007 ; Nutbeam  2000 ; St Leger  2001 ; Tappe and Galer-Unti 
 2001 ; see also Brey et al.  2008 ). However, for the most part these papers have not 
attempted to give a systematic description of the various ways of approaching health 
education in schools, or to examine how these approaches might differ from each 
other in terms of (for example) their learning objectives, the role of the pupils, and 
the role of the teacher (but cf. Nutbeam  2000 ; Paakkari  2012 ; St Leger  2001 ). This 
paper aims to address this gap in the fi eld. It does so by presenting three approaches 
to school health education—a  facts and skills approach , an  individual thinking 
approach , and a  personal growth and responsibility approach . These differ from 
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each other in their complexity, and more specifi cally in terms of the aims, the 
 teacher’s role, the pupils’ role, the nature of that knowledge that will be dealt with 
during the teaching-learning events, and the nature of the refl ection that pupils are 
expected to carry out. 

 The approaches listed here were built into the context of health education (as a 
school subject) within the PhD thesis of Paakkari ( 2012 ), in which the three 
approaches were developed. Thus Paakkari encompassed the conceptions of teacher 
trainees relating to (i) health education as a school subject, (ii) its teaching, and 
(iii) its learning. The conceptions were examined within a phenomenographic 
research tradition, within which the conceptions represent qualitatively varying 
ways of seeing something. Using empirical and logical evidence, the conceptions 
can be put into a hierarchy based on how comprehensive, sophisticated, or advanced 
they are (see Marton and Booth  1997 ). The  facts and skills approach  represents the 
least comprehensive, sophisticated or advanced view of seeing health education, 
whereas the  personal growth and responsibility approach  represents the most com-
prehensive, sophisticated or advanced view of what health education is and does. 
Although the approaches were examined in the context of health education as a 
school subject, they can be used to describe different ways of seeing school health 
education in general. In fact, in this paper the term ‘health education’ should not to 
be limited to one particular school subject, or even merely to education taking place 
in the classroom; rather it should be seen as any activity that is intended to promote 
the learning of health issues in a school context. Hence, the approaches in question 
also serve as a framework for examining the teaching and learning of health literacy, 
located within an overall health-promoting school context. Below, the approaches 
will be described in more detail, as will the various components of health literacy 
supported by each approach. 

 Figure  13.1  summarizes the essential aspects of each of the approaches  mentioned 
above. The aspects in question represent the critical differences between the various 
approaches, and at the same time they highlight what teachers should discern and 
focus on when aiming to direct attention and activity towards a particular approach.

13.2        Three Approaches to Health Education 

13.2.1     The Facts and Skills Approach 

 The  facts and skills approach  to health education covers an understanding of health 
education in which the aim is to promote pupils’ factual and practical knowledge 
capital. Alternatively, one could say that the aim is to support factual and practical 
knowledge as the core components of health literacy. 

 Theoretical knowledge could be described as involving all-round education on 
(or factual knowledge about) health matters (see Bereiter and Scardamalia  1993 ; 
Tynjälä  2008a ,  b ). The acquisition of such knowledge serves as a basis for other 
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components, since it may, for instance, help pupils to understand a phenomenon 
more deeply, and to create links between separate health issues (Paakkari and 
Paakkari  2012 ). Practical knowledge on the other hand—also referred to as skills or 
procedural knowledge (Bereiter and Scardamalia  1993 ; Tynjälä  2008a )—includes 
the basic health-related skills that pupils should acquire in order to behave in a way 
that enhances their health; these might include for example the ability to brush their 
teeth properly, follow safety traffi c regulations, and give fi rst aid. In this approach, 
the skills that pupils learn are the kind that will mainly be necessary or important for 
pupils later in their lives. 

 The facts and skills approach thus involves two modes of seeing pupils’ learning: 
(i) learning as gaining and reproducing acquired health knowledge (cf. Paakkari 
et al.  2011 ), and (ii) learning as the application of health knowledge. At the same 
time, the pupil’s role expands from that of being merely a knowledge recipient to 
that of an active participant—since the acquisition of skills does after all call for 
practical exercises. However, since the skills are for later use, i.e. to be taken and 
used on some indefi nite future occasion, learning is not truly situated within the 
pupils’ experiences, and pupils are not supported so that they truly refl ect on the 
knowledge from the point of view of their own lives. In fact, the role of refl ection 
during the teaching-learning situation is not emphasized. Thus, it could be said that 

FACTS AND SKILLS APPROACH

AIM: to increase of pupils’ 
theoretical knowledge capital and 
skills

TEACHER’S ROLE: 
To transmit knowledge 
To activate pupils

PUPIL’S ROLE: 
To receive information 
To act as an active participant

NATURE OF KNOWLEDGE: 
Non-complex

NATURE OF REFLECTION: 
No reflection

INDEPENDENT THINKING 
APPROACH

AIM: to foster reflective thinking, 
personal meaning-making, and 
self-awareness

TEACHER’S ROLE: 
To facilitate thinking 
To guide

PUPIL’S ROLE: 
To reflect
To think critically 
To listen other's opinions

NATURE OF KNOWLEDGE: 
Complex

NATURE OF REFLECTION: 
Descriptive and critical

OTHER IMPORTANT: 
Atmosphere becomes essential

PERSONAL GROWTH AND 
RESPONSIBILITY APPROACH

AIM: to promote the growth of 
the pupils as people, and their 
citizenship skills

TEACHER’S ROLE: 
To create a safe and accepting 
atmosphere 
To be a fellow-learner

PUPIL’S ROLE: 
To be a supportive and 
responsible fellow-learner

NATURE OF KNOWLEDGE: 
Complex

NATURE ON REFLECTION:
Ethical and collective

OTHER IMPORTANT:
Atmosphere has a central role
Dialogue

  Fig. 13.1    Summary of the critical aspects of the three approaches to health education (Paakkari 
 2012 )       
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this approach regards knowledge as non-complex or non-problematic, that is, as 
something that can be said to be simply right or wrong. This way of seeing can be 
related to the argument that people who regard knowledge as certain and unchange-
able, and teachers as experts who exert authority, tend to hold traditional (as oppo-
site to constructivist) conceptions of teaching and learning (Aypay  2010 ; Chan and 
Elliott  2004 ; Otting et al.  2010 ). According to Tsai ( 2007 ) and Muis and Foy ( 2010 ), 
teachers who understand knowledge as something certain and non-complex (thus 
taking a positivist view) tend to pursue teacher-focused practices. Moreover, within 
the positivist perspective, health as a concept may be looked at from various dimen-
sions (physical, social, and psychological), but is not treated as something personal 
and perceived (in terms of the concept of “perceived health”). 

 In accordance with this perspective, the role of the teacher is to keep a fi rm grip 
of the teaching and learning. Teaching could be described as the transmission of 
knowledge when the role of the teacher is mainly to deliver the health knowledge he 
or she regards as important to the pupils. St Leger ( 2001 ) has argued that purely 
providing knowledge to pupils, in line with a top-down approach to health educa-
tion, only rarely results in sustainable changes to health behavior. It is true that when 
the focus of the teaching moves to supporting the active processing of knowledge 
through application, the role of the teacher expands to cover aspects such as that of 
inspirer and tutor. However, even if the teacher does inspire pupils for example to 
seek out information, this will tend to take place within the reading options the 
teacher has chosen. Begoray et al. ( 2009 ) have demonstrated how pupils perceive 
such teaching as encouraging dependence on the teacher rather than independent 
acting and thinking. In so far as the participation of the pupils is supported only 
within the framework of what the teacher has planned and what he or she aims to 
achieve (with ready-planned outcomes), we could see such participation as no more 
than token (Simovska  2000 ,  2004 ). 

 It is likely that teachers possessing an understanding of knowledge as something 
certain and non-complex will support the development of pupils’ understanding of 
knowledge and knowing in a corresponding direction (cf. Sormunen  2004 ). It is 
therefore fully to be expected that the facts and skills approach will help pupils to 
gain knowledge of many health matters (factual knowledge) and will develop a 
number of health skills (practical knowledge). However, pupils may not gain critical 
insights into health issues (critical thinking) or understand how separate issues are 
linked to their own lives, and they may be uncertain as to whether a certain form of 
health-promoting behavior actually suits them personally (self-awareness). For 
example, pupils may be unable to evaluate whether they themselves wish to smoke, 
or whether they smoke only because of pressure from their peers. 

 When the aim is to support the learning of health literacy in terms of factual 
knowledge, the teaching-learning events are usually built around teacher- or  expert- led 
lectures, bulleted lists of items, or other activities that focus on helping pupils to 
receive and recall information from books, posters, or a teacher, and on promoting 
lower level thinking skills such as listing, naming and describing (see Biggs and Tang 
 2011 ). Support for practical knowledge calls for learning-by-doing activities (e.g. 
practicing fi rst aid skills) or other means of advancing pupils’ application skills.  
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13.2.2     The Independent Thinking Approach 

 The  independent thinking approach  focuses on promoting pupils’ critical and 
 refl ective thinking. Now, the aim is to support pupils so that they understand health 
issues from their own personal perspectives and create personal meanings. Thus, 
this approach highlights the focus on what a pupil learns  through  health content—
not what a pupil learns  about  health content as was the case in the previous approach. 
At the same time, the focus on enhancing the development of health literacy expands 
to cover critical thinking and self-awareness as the core components of health 
 literacy (see Paakkari and Paakkari  2012 ). 

 Critical thinking as an ability enables pupils to distinguish the conditions that 
promote health from those that do the opposite (see Abel  2007 ). In addition, critical 
thinking enables pupils to identify and work out causal relationships, to set out fi rm 
arguments, to assess assumptions, to judge the credibility of arguments, and ulti-
mately, to make sound health decisions after pondering various options (see Fisher 
 2001 ). ten Dam and Volman ( 2004 ) add that critical thinking enables people to 
contribute to society “in a critical and aware manner” (pp. 370–371). 

 Self-awareness as a core component of health literacy involves the ability to 
inquire into and evaluate one’s own thoughts, feelings, and behavior (Grant et al. 
 2002 ). In addition, it involves the ability to inquire into one’s character, with its 
strengths and weaknesses (World Health Organization  1994 , p. 2). Self-awareness as 
a health literacy component may focus on the self in general, or on the self as a 
learner (metacognitive knowledge, also called self-regulatory knowledge; see Bereiter 
and Scardamalia  1993 ). The self-in-general aspect is particularly important, since it 
promotes personal meaning-making in health issues and awareness of the often tacit 
(implicit) routines of daily living; it also serves as a precondition for interpersonal 
relationships and communication, and for the development of empathy (World Health 
Organization  1994 , p. 2). However, in this approach the refl ection focuses on the self 
and not on others (as is the case in the following approach). The self-as-learner aspect 
enables pupils to set learning goals for themselves, to adopt various strategies to 
reach these goals, to monitor the learning process, to manage time, and to attribute 
reasons for what has happened in their learning (see Zimmerman  2002 ). 

 The  independent thinking approach  to health education includes two ways of 
seeing learning: (i) emphasizing the pupils’ ability  to develop  their own meanings, 
and (ii) emphasizing the widening of horizons, that is, the  transformation  of think-
ing. Central to both modes of learning is the need for refl ective thinking. However, 
the nature of the refl ection differs in each case. When the focus is on developing 
meanings, it is expected that the pupils will demonstrate descriptive refl ection—
asking  how  and  what  questions (How does this health matter relate to my life? What 
do I think about this particular topic? What are my current ways of behaving in a 
health-promoting manner?). In fact, questions like these relate to the larger question 
of “Who am I?” In asking this question, the pupils mainly draw a picture of them-
selves (their ways of thinking and behaving), but do not yet critically evaluate the 
assumptions underlying these thoughts and behaviors. At the same time, a transformation 
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in thinking requires pupils to be able to show critical refl ection, that is, to ask  why  
questions: Why do I think or behave as I do? Why should I make this decision and 
not any other? Furthermore, critical thinking here moves from merely assessing 
health issues from various perspectives towards assessing those issues from the 
point of view of one’s own values, and “daring” to express a differing point of view 
(ten Dam and Volman  2004 ). 

 Along with the above, the role of the pupils will expand (from what it was in the 
facts and skills approach) to cover aspects of, fi rst, the  refl ective , and later the  criti-
cal  thinker. Within the learning process, the opinions of others play a crucial role. 
When the focus is on developing meanings, the perspectives of others enable one to 
become aware of one’s own perspectives and those of others. Hence, it becomes 
accepted that there may be different ways of seeing the same thing. However, as the 
focus moves to seeing learning as a widening of horizons or as understanding some-
thing in a new way, the perspectives of others serve as an essential means for chang-
ing one’s own ways of thinking. It is important that these perspectives are evaluated 
carefully; in other words, that they are not merely accepted without question, and 
this questioning clearly calls for critical thinking skills. Here, we may see elements 
of the ideas of ten Dam and Volman ( 2004 ), suggesting that the development of 
critical thinking is a  social  process. Moreover, if the pupils learn to separate their 
own hopes and wishes from those of their parents and friends, and if they succeed 
in balancing the expectations of others with their own aspirations—or as Baxter 
Magolda ( 2001 ) puts it “letting go of external control and beginning to replace it 
with one’s internal voice” (p. 94)—they will become able to think critically and 
defi ne their own values. 

 Self-refl ective and critical thinking is important because the knowledge that is 
handled in the teaching and learning of health issues is complex, problematic, and 
uncertain. In this case the knowledge is not just something that exists in books, but 
also something that exists in oneself and in others. Thus, “certainty” (in whatever 
degree) will not be evaluated only against scientifi c truth, but also against personal 
“truth.” At the same time, people’s health will be understood as personal, perceived, 
and relational, and not merely as something to be diagnosed. What is best for one 
person’s health is not necessarily best for another person. 

 The focus on supporting pupils’ individual and independent thinking requires 
teachers to challenge pupils to think critically, to ponder matters from their own 
personal perspectives, and to create their own points of view. Moreover, teachers 
should encourage pupils to construct arguments for their opinions. Tones ( 2005 ) 
argues that if education does not encourage people to think critically in order to 
make sound decisions, it will be nothing more than instruction, training, or simple 
brainstorming. Support for the expression of one’s own thoughts calls for an envi-
ronment that is tolerant and safe, in other words, an environment that allows pupils 
to have misconceptions, to make mistakes, and to learn from them (see Biggs and 
Tang  2011 , p. 27). As compared to the previous approach, the teacher is seen as 
loosening his/her grip, allowing personal interpretations, situating the issue (the 
object of learning) within pupils’ personal experiences, and validating pupils as 
knowers (see Baxter Magolda  1999 ). This view is in line with the fi ndings of 
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Begoray et al. ( 2009 ), who reported that the pupils themselves showed a desire to 
personalize information and develop their own meanings; receiving overly general-
ized health information was perceived as insuffi cient. If one accepts the link between 
the teacher’s and the pupils’ epistemic beliefs, it can be said that the independent 
thinking approach to health education may ultimately help pupils to “think for 
themselves and to discover their own distinctive voice” (van Rossum and Hamer 
 2010 ; see Baxter Magolda  2001 ). 

 The independent thinking approach calls for teaching practices that are clearly 
different from those in the previous approach, since the learning of critical thinking 
and self-awareness as core components of health literacy cannot be advanced merely 
by continuing with lower level thinking skills. The development of critical thinking 
calls for practices that focus on higher level thinking skills such as analyzing, con-
trasting, prioritizing, and rating. These could involve activities such as problem 
solving, debating, or evaluation of arguments. The promotion of self-awareness 
calls for practices in which pupils relate issues to their own lives (for example 
though compiling portfolios and sleeping/eating diaries, with accompanying critical 
refl ection), and evaluate their own learning. The learning of critical thinking and 
self-awareness requires both appropriate prior knowledge and accessible new 
knowledge (cf. Biggs and Tang  2011 , p. 27), in other words, both the having and 
gaining of new factual knowledge.  

13.2.3     The Personal Growth and Responsibility Approach 

 The  personal growth and responsibility approach  to school health education 
 represents the most complex approach to health education. The approach combines 
an understanding of teaching and learning that sees health education as aiming to 
promote the growth of the pupils as people, while at the same time promoting their 
citizenship skills. In this context, the focus of the teaching and learning is on support-
ing pupils’  growth through learning about themselves, others, and the world , and 
 progress towards shared meanings through growing with others in dialogue.  The 
aims are connected with developing pupils’ citizenship as a core component of health 
literacy (see Paakkari and Paakkari  2012 ). In this context, citizenship is understood 
as the pupils’ abilities to act in an ethically-responsible way and to take social respon-
sibility. It is essential for pupils to gain these abilities if they are to promote commu-
nity-level health (Abel  2007 ). Through having citizenship, they may be able to work 
for personal and community health ( Benham-Deal and Hodges n.d. ), infl uencing the 
policies and environments that affect their own and others’ health (World Health 
Organization  1997 ). Paakkari and Paakkari ( 2012 ) put the matter thus: 

 This highlights the importance of students being able to understand their rights and respon-
sibilities, and also to be aware of the effects of their thoughts and actions on other people 
and the world at large. The point is that students should be able to consider health matters 
beyond their own perspective: to think of what other people or we (as a group or as a society) 
regard as important, what could be done to improve their or our health and well-being. In 
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other words, students should become health literate about themselves in relation to others, 
understanding the perspectives of others and of the collective (p. 139). 

 This approach to teaching contains two modes of seeing learning, namely 
  learning as personal growth , and  learning as collective meaning-making . Growth 
refers to growing as a person through seeing something in a different way, through 
being a supportive fellow-learner, and through dialogue with others in a learning 
community. Thus, the role of the pupils opens up not only towards the content to be 
learned or towards one’s self (as was the case in the previous approach) but also 
towards others (see Hoveid and Hoveid  2008 ): pupils are seen as having the capac-
ity to be supportive fellow-learners and responsible members of the community. 
This calls for ethical refl ection, that is, an ability to consider “the appropriateness of 
a variety of health-related practices […] and to show empathy when trying to under-
stand something from the point of view of others” (Paakkari and Paakkari  2012 , 
p. 145). However, ethical refl ection seeks not merely self-understanding, but also a 
collective or shared meaning in the context of refl ective discussion (Kwak  2007 ), 
which in turn calls for collective refl ection viewed as meaning-negotiation within a 
dialogue (see De Lawter and Sosin  2000 ). 

 Collective refl ection requires a genuine dialogue, a discussion in which all 
 members may share their own ideas and experiences, learn about differences, and 
create a collective understanding. Lodge ( 2005 ) argues that dialogue is about engag-
ing with others in building a shared narrative, one that ends up at a point that the 
individual would not have reached alone. Here, we may indeed see the elements of 
viewing knowledge also as something that is socially-constructed—as compared to 
the previous approach in which knowledge was developed individually. Dialogue 
may support the participation of pupils in decision-making in the present and not 
merely the development of citizenship skills for the future (Barrow  2010 ). Hence, 
we may see elements of genuine participation (as compared to token participation), 
which could be described here as something that focuses on processes of knowing 
and meaning-making in dialogue, within the contexts that the pupils are part of 
(Simovska  2000 ,  2004 ). Bereiter and Scardamalia ( 2010 ) for their part talk about 
genuine knowledge-creation using the principle of “real ideas, authentic problems.” 
The possibility of participating and taking control, that is, of “sharing power” 
(Simovska and Jensen  2009 ), may promote pupils’ self-esteem and self-effi cacy 
(King and Occleston  1998 ), thus supporting growth as a person. 

 As the focus of the teaching-learning event moves towards supporting personal 
growth, the teacher becomes viewed as building a context (atmosphere) for learning 
that could be characterized as safe, tolerant, and accepting (cf. Pigozzi  2006 ). 
Though such an atmosphere was already seen as essential in the previous approach, 
here it has an accentuated role. Such an atmosphere permits a feeling of being 
respected, an increase in confi dence, and the expression of personal (and sometimes 
uncertain) opinions and experiences. It supports critical thinking and refl ection, and 
also genuine dialogue, allowing the evolution of supportive interaction between  all  
the members of a class. At the same time as the focus of the teaching-learning 
moves to collective meaning-making, the teacher’s role expands to include aspects 
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of being a  refl ective fellow-learner . After all, the teacher along with his/her pupils 
forms a learning community in which the teacher can learn from the pupils as well. 

 The personal growth and responsibility approach highlights how a strong inter-
nal voice (related to personal growth) allows an equal relationship with peers and 
others, and how the internal voice is no longer merely in the background when one 
is discussing with others (cf. Baxter Magolda  2001 ). From the perspective of health 
literacy, these aspects are particularly important in developing  collective  health, that 
is, in deciding what is good for  us —not for me or you. Now, within this process, the 
pupils may act as equal partners, having equally valid thoughts, without being “con-
sumed” by others. Yet in these manifestations one is also allowed to choose a differ-
ing stance, that is, to follow one’s own independent path (see Baxter Magolda  2001 ). 
Thus, the question is not merely one of a sense of competence, but rather one of 
having a sense of authority and agency (see    Johnston et al.  2001 ). 

 The personal growth and responsibility approach calls for teaching and learning 
activities that direct pupils’ thinking towards others and the broader context. Some 
of these could be role plays and dramas that would enable pupils to become aware 
of how others might think or feel in a given situation, thus increasing their ethical 
thinking skills and empathy for others, along with the ability to take into account the 
perspectives of others (World Health Organization  2003 , p. 16). In addition, panel 
discussions and cases can help pupils to develop their ethical reasoning and collec-
tive thinking skills by looking at health topics from different angles, as can also 
tasks such as “diamond-ranking procedures” (Lakin et al. 2004, in Lakin and 
Littledyke  2008 ), in which pupils are asked to collectively rank or prioritize issues. 
However, when we consider the teaching practices that may truly support the 
 development of pupils’ citizenship as a component of health literacy, we may clearly 
see that the learning should also happen in “extended” classrooms, both within and 
outside classrooms and schools. Lakin and Littledyke ( 2008 ) have reported a good 
example of the sort of learning process that truly captures the elements of the per-
sonal growth and responsibility approach. They describe a project in which the aim 
was to “develop children’s critical understanding of food production and consump-
tion issues, with supporting school practices for a healthy diet maintained by eco-
logically sustainable and ethically sound food production” (p. 254). Here, the pupils 
were involved not merely in deciding the content of their school meals, but also in 
the growing, tending, harvesting, and preparing of vegetables for the meals.   

13.3     Conclusions 

 If we accept that the aim of school health education is to promote pupils’ health lit-
eracy, the approaches presented above can be examined according to how far they 
actually achieve this aim. Health literacy as a learning outcome means that the pupil 
becomes capable of evaluating, understanding, and developing health messages from 
the perspective of his/her own life. Moreover, health literacy enables pupils to become 
aware of themselves, other people, and the wider context, to make ethically sound 
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health decisions, and to work on and change their surroundings so that they infl uence 
not only their own, but also the health possibilities of others (Paakkari and Paakkari 
 2012 ). Figure  13.2  depicts how moving from a less advanced approach to health 
education (the facts and skills approach) towards a more advanced approach (the 
personal growth and responsibility approach) supports the achievement of a higher 
level (or more holistic form) of health literacy among pupils through the development 
of all the core components mentioned above. The hierarchical structure of the 
approaches is consistent with the notion that a more advanced approach(es) may 
include the aspects of previous approach(es) but not the other way round. Thus, when 
we emphasize personal growth and responsibility we are likely to include aspects that 
promote not only citizenship, but also the other components of health literacy. By 
contrast, a focus merely on facts and skills may overlook aspects from the other two 
approaches, with resulting gains in factual and practical knowledge, but not in critical 
thinking, self-awareness, or citizenship. It is in this sense that moving from the teach-
ing of facts and skills towards an approach based on personal growth and citizenship 
is likely to promote a higher level of (or more holistic) health literacy.

   One of the most critical aspects differentiating the least complex approach from 
more complex approaches is the way knowledge and knowing are understood (thus 
relating to the realm of epistemic belief, see Hofer and Pintrich  1997 ). While the 
facts and skills approach is consistent with an understanding of knowledge as some-
thing factual, discrete, and absolute, the approaches further up in the hierarchy 
move towards a view of knowledge as contextual, relative, and contingent (see 
Hofer and Pintrich  1997 ). Hence, it can be argued that when teachers are planning 
various teaching-learning sessions they should be aware of the kind of knowledge 

Health literacy as a learning outcome

Personal growth and responsibility

approach

Independent thinking approach

Facts and skills approach

Tow
ards higher level of 
health literacy

  Fig. 13.2    Inclusive approaches to school health education as a means towards a higher level 
of health literacy (Paakkari  2012 )       
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they will be instilling during the lessons. After all, there are indications that (i) the 
teacher’s epistemic beliefs tend to predict pupils’ epistemic beliefs and eventually 
pupils’ achievement (Muis and Foy  2010 ; cf. Tsai  2007 ); (ii) the teacher’s epistemic 
views tend to be associated with his/her teaching practices (Muis and Foy  2010 ; 
Tsai  2007 )—in other words, viewing knowledge as certain and non-complex is 
aligned with teacher-focused teaching practices, and in contrast, viewing knowl-
edge as uncertain and complex is aligned with student-focused teaching practices 
(cf. Tsai  2007 ). It has further been argued that these actual teaching practices tend 
to be linked to pupils’ epistemic views (Muis and Foy  2010 ). The role of the teach-
ers’ and pupils’ epistemic beliefs in the context of teaching and learning for health 
appears to have been greatly underestimated in health science literature. 

 This chapter has presented three approaches to school health education. The 
approaches can be used in planning for learning experiences aimed at supporting the 
development of higher levels of (or more holistic) health literacy. Similarly, they can 
be used in teacher training when the aim is to help teacher trainees to become aware 
of their current ways of seeing school health education (both in relation what hap-
pens in the classroom and to the policies applied in the school as a whole) and fur-
ther, the differences that may exist between their own understanding and more 
complex forms of understanding. For a teacher trainer, getting to know how teacher 
trainees see health education (or the teaching and learning of health issues in 
schools) and how trainees’ understanding differs from other ways of understanding 
health education, serves as an important resource for bringing about purposeful 
learning among the teacher trainees (see Lo et al.  2004 ). If teacher trainees for 
example, consider knowledge to be non-complex and view the pupils’ role as merely 
that of recipients of knowledge, then the teacher trainer should try to create learning 
situations in which trainees are supported in such a way as to see the complexity of 
the knowledge, and to create activities that support pupils in being able to deal with 
problematic aspects of knowledge. In these cases, merely giving information (to 
trainees or to pupils) will be inadequate. Similarly, teacher trainees should be helped 
to see that this shift in understanding (and in teaching practices) is needed if they 
wish to develop higher level thinking skills among their pupils—skills that at the 
same time involve and contribute to the development of critical thinking, self- 
awareness, and citizenship as health literacy components, along with the necessary 
components of factual and practical knowledge. In this way, the approaches—
including the conceptual structure in which they are located—can serve as a peda-
gogical tool for teacher trainers. 

 In future, it will be important to examine how pupils and their teachers see 
knowledge and knowing in health issues, and how the beliefs of the pupils develop 
throughout their school years. Similarly, it will be crucial to study whether these 
conceptions are related to each other, and to the teachers’ teaching practices. 
A move towards pondering these epistemic beliefs brings into focus the fact that 
without a shift towards seeing knowledge as complex, a holistic or high-level form 
of health literacy is unlikely to develop among the pupils. This shift is all the more 
necessary in times when the managing of large amounts of knowledge in the mode 
of reasoning, analyzing, weighing evidence, and solving problems has become a 
paramount component of twenty-fi rst century skills (Wagner  2008 ).     
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    Abstract     Contrasting social and cultural backgrounds are a challenge for health 
promoting schools, given the importance of social and cultural infl uences on health- 
related behaviour, and the sensitive and personal nature of health topics addressed 
at school. This chapter discusses the importance of social context and cultural diver-
sity in health promoting schools in the context of the “Health Passport” project 
conducted in Reunion Island. The Reunionese population presents unique social 
divisions and contrasting cultural backgrounds, and is faced with unusually acute 
poverty and public health problems for a European territory, particularly among 
specifi c social groups. The “Health Passport” project illustrates potential pitfalls 
and key factors in successfully implementing sustainable health promotion 
 programmes in socially and culturally heterogeneous contexts. In only three years, 
these teaching aids have become central to local health education policy in schools, 
and are currently used by over 400 teachers and 3,000 pupils and their families. The 
development and the evaluation of these booklets are discussed here. Based on 
empirical research, the effi cacy of the health passports as experienced by educa-
tional staff, pupils and families are discussed. A variety of considerations favoured 
involvement and adoption of the booklets, demonstrating the importance of an open, 
inclusive approach for sustainable health promotion in schools.  
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14.1         Introduction 

14.1.1     Social Context, Cultural Diversity, 
and Health Promotion in Schools 

 According to Pierret ( 1984 ), health-related practices develop under  multi- dimensional 
systems of social, symbolic and cultural infl uences through which social groups 
develop practices of reference. These practices of reference also vary according to 
codes of behaviour and representations developed and shared in various living situ-
ations such as at work, in school, or at home. Individual representations of health 
develop from personal experience and evolve throughout the course of life, under 
the infl uence of multiple context-related behaviours. Thus an individual’s represen-
tations of health and health-related behaviours will tend to evolve in a manner that 
is compatible with that person’s living environment and that makes sense to the 
individual empirically, rather than complying perfectly with the individual’s best 
interest from a medical standpoint (Jodelet  2006 ). 

 Schools are one context in which children develop representations of health. 
What is taught in health education may be more or less in contradiction with the 
representations children develop under other infl uences in other contexts. Teachers 
do not necessarily give much consideration to representations that children develop 
outside of school. However, given the sensitive and personal nature of the topics 
addressed in health education, as well as the need to redefi ne the teaching methods, 
the objectives and content (Downie et al.  1996 ), effective teaching of health educa-
tion should arguably take account of teachers’ and childrens’ representations of 
health (Jourdan et al.  2002 ,  2010 ; Berger et al.  2011 ). Analysing these representa-
tions and the contextual practices of reference to which these representations are 
linked within the community, can aid teachers when designing teaching strategies 
and material. In culturally diverse contexts it can be helpful to fi rst assess the diver-
sity of representations, and in particular the gap between teachers’ and students’ 
representations. 

 There is now substantial literature attesting to the contributions and to the 
 diversity of approaches among health promoting schools in Europe and indeed 
globally (   Clift and Jensen  2005 ; IUHPE  2008 ; St Leger et al.  2007 ; Buijs et al. 
 2009 ). Similarly, cultural competency has been shown to contribute to professional 
effectiveness particularly when targeting specifi c populations, behaviours, or envi-
ronments such as schools (Pérez and Luquis  2008 ). Given the importance of social 
and cultural infl uences on health related behaviour, contrasting social and cultural 
backgrounds of students are a challenge for health promotion in schools, and are 
also of particular interest for health promoting schools research. In this regard, the 
outermost regions and overseas territories of the European Union (E.U.) 1  provide a 
range of especially interesting cases as they typically present a mix of very different 

1   i.e. the eight Outermost Regions and the 26 Overseas Countries and Territories of E.U. member 
states (Denmark, France, the Netherlands, Portugal, Spain and the United Kingdom). 
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 cultures, where the predominance of mainland European culture is often less 
 evident. These territories are located across the globe in every ocean, are mostly 
islands, and are mostly relics of Europe’s colonial past. They typically present com-
plex histories of migrations, slave trade, and development of Creole cultures. They 
also present socio-economic contrasts and health problems that are more severe than 
in the mainland E.U. member states they belong to. These territories would certainly 
benefi t from further developing health promotion in schools and in general. 

 Little material has been published to date on health promotion practices in these 
territories, and little effort has been made to compile or collect consistent data or to 
conduct comparative studies. Even among the outermost regions, which are inte-
grally part of E.U. member states, European and national data schemes are often 
incomplete or not applied, or are not comparable between countries. To provide 
some illustration, the French Outermost regions 2  can be compared to mainland 
France. In a recent study on social and health inequities in France (Trugeon et al. 
 2010 ), a classifi cation of all French municipalities clearly distinguished the French 
outermost territories from the rest of France, on grounds of age structure (more 
youth and higher birth rates), of health (differences in dominant pathologies and 
causes of mortality, and higher mortality rates) as well as lower education, greater 
poverty, and higher unemployment. Full illiteracy of adults is over twice as high as 
in mainland France and unemployment is over 2.5 times that of mainland France 
whereas health care and social services are less developed (INED  2012 ).  

14.1.2     The Context of the Reunion Island 

 The Reunion Island is situated in the south-western part of the Indian Ocean, 
approximately 800 km East of Madagascar and 210 km West of Mauritius Island. 
Its 820,000 habitants are confi ned to an island of only 2,511 km 2 . Discovered by the 
Portuguese in 1504, the island remained independent until 1665, when it became a 
French colony until 1946 when its status changed to a French overseas department. 
In 1997 it became one of the eight outermost regions of the European Union. 

 The Reunion’s Creole population was constituted over the centuries by succes-
sive waves of migrants and slaves arriving from many different countries such as 
India, China, Madagascar, Africa and the Comoros islands. This varied cultural 
background gave way to a pluralistic society that through to the 1950s remained an 
essentially traditional rural society. During the last half-century Reunion has shifted 
rapidly to a post-industrial serviced-based economy characterised by an expanding 
middle class, and the development of public services and modern communications, 
plunging Reunion into the information age and global exchange. This  transformation 
has left a substantial part of the island’s traditional populations behind however, 
particularly those on the lowest levels of the social scale, similarly to their 
 once- enslaved ancestors (Wolff and Watin  2010 ). In 2010 nearly 37 % of Reunionese 

2   French Guiana, Guadeloupe, Martinique, and Reunion. 
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families were receiving welfare, and approximately 40 % of the population received 
Universal Health Coverage. 3  Unemployment in 2010 averaged 29.5 % but was 
much higher for the 18–25 year age group, which represents 60 % of the Reunionese 
workforce. 4  These changes have initiated and/or reinforced strong social contrasts 
and among other aspects have affected the way Reunionese people eat, exercise and 
care for themselves (Balcou-Debussche  2010 ). Moreover, the challenges in 
 maintaining population health in this fragile socio-economic context are exacer-
bated by the problem that public health issues in Reunion are much more acute than 
in  metropolitan France. 

 Children are particularly exposed to specifi c health problems. Children under 
15 years of age totalled over 190,000 children in 2005 (i.e., 24 % of the islands 
total population compared to 18.5 % in France) and the proportion of this age 
group in the whole population is increasing twice as fast as in mainland France. 
A school health survey conducted in 2003–2004 with adolescents at the 9th grade 
level showed that 11.8 % were treated for asthma (7.5 % for France), and that 
20.7 % were overweight, including 5.4 % obese (respectively 15.9 and 4.0 % for 
all of France). 5  Overweight and obesity among 6 year-old Reunionese children 
increased in less than 20 years by a factor of 2.2 for boys and 3.6 for girls. 
Smoking and drug use has worryingly increased: children now start using drugs 
early and tend to develop regular use of multiple drugs at young ages. 6  The most 
common pathologies including, asthma, obesity or addictions affl ict both adults 
and teenagers (Catteau  2012 ) whereas access to medical and preventive facilities 
is limited in many parts of the island. 7  The main chronic diseases are mostly 
linked to unhealthy behaviours (particularly alcohol and endemic drug use, and 
high fat/sugar diets) that are anchored in the political and cultural history of the 
island as well as its current situation (Wolff and Watin  2010 ), making effective 
prevention diffi cult. 

 Compared to mainland France, Reunion has particular need for ambitious health 
promotion action. Education professionals clearly have a key role to play in 
 developing health promotion in schools as schools are the only place where continu-
ous action can be undertaken for all of the children at each age level, and thereby for 
the entire population on the long term. It is in this perspective that the “Health pass-
port” project was initiated in 2008. This project aimed to establish a sustainable 
educational policy for the health of children and their families, based on a contextu-
alised reference document, and implemented with the help of school personnel 
(Balcou- Debussche  2009 ).   

3   http://www.ars.ocean-indien.sante.fr/fi leadmin/OceanIndien/Internet/Votre_ARS/Etudes_et_
publications/Bulletins_Infos_Reunion/DOSSIER_STAT_Etat_de_sante_Octobre2010_.pdf 
4   http://www.insee.fr/fr/themes/document.asp?reg_id=24&ref_id=17943 
5   http://www.ors-reunion.org/IMG/fi le/tableaux_bord/sante1a14ans_2007.pdf 
6   http://www.ors-reunion.org/IMG/fi le/tableaux_bord/TB_addictions_2011_synthese_produit.pdf 
7   http://www.fnors.org/fnors/ors/travaux/addictions.pdf 
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14.2     The Health Passport Project 

14.2.1     Project Origins 

 The health passport project arose from the desire of the Department of Education of 
the University of Reunion 8  and the Regional Board of Education of Reunion 9  to 
work together on health education at primary school level. 10  From the start, the gen-
eral intent was to promote health in Reunionese schools by addressing the three 
components of health promotion as defi ned by Downie: education, prevention, and 
protection (Downie et al.  1996 ). According to Jourdan ( 2011 ), this can be seen as 
developing students’ knowledge and understanding of health issues, their personal 
and social skills enabling them to act on health-related issues and a critical view of 
their environment. The project was also to be built upon priorities and competency 
building strategies set out in French legislation on education (Decree No. 2006-830 
July 11, 2006) 11  which focuses on developing children’s life skills pertaining to 
social integration and responsible behaviour as well as to learning. The project was 
also to take local health priorities into account, and to enable the participatory 
 intervention research upon which this chapter is based. 

 Until 2008, few Reunionese primary schools had developed projects focusing on 
health promotion. At that time, the University education department did not propose 
courses centred explicitly on health education, whereas the Board of education 
focused its efforts in health prevention at secondary school level to cope with prob-
lems of alcohol and drug abuse, adolescent pregnancy, or psychological distress. 
Shifting the focus to pupils at the earliest levels of schooling, the University and the 
Board of education aimed to develop prevention before children were exposed to 
these pathologies. It was anticipated that this change of focus would also make it 
possible to develop a more sustainable long-term approach that could systemati-
cally involve all the pupils of the targeted age group. In this approach, health promo-
tion and education are seen as central to personal development and to citizenship 
education (WHO  1997 ,  1999 ), and as means of “learning to live together” in a 
holistic and systemic framework of positive health, rather than a prescriptive or 
normative approach to health (Tones and Tilford  1994 ). 

 In 2008 a project coordinator was identifi ed at University to establish a joint 
project within the frame of the 2009–2012 education plan (Balcou-Debussche 
 2009 ). Three priority topics were selected on the basis of national teaching 

8   ESPé- Ecole Supérieure du Professorat et de l’éducation, Université de La Réunion. 
9   In France, public education is administered by “Academie” at the regional level, headed by a 
“Recteur” who organizes teaching, manages staff and schools, and implements the policy defi ned 
by the Ministry of National Education. 
10   Reunion is divided into 23 school districts that total 512 public schools, only 26 private schools, 
45 200 pupils in pre-schooling, 77 400 pupils in elementary school, and 6 434 employees. 
11   http://www.legifrance.gouv.fr/affi chTexte.do?cidTexte=JORFTEXT000000818367&dateTexte
=&categorieLien=id 
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 programmes and curricula, while focusing on key local health issues among  children: 
nutritional education, sex education, and preventing addictive behaviour. The goals 
for nutritional education were to improve the quality and balance of meals served in 
the school’s cantina, while developing students’ awareness of healthy diet and 
encouraging physical activity. Plans for sex education involved conducting at least 
three teaching sessions on sex education at all levels of schooling. Prevention of 
addictive behaviour comprised of informing pupils of the dangers of excessive behav-
iours or use of substances of all natures such as drugs, alcohol, tobacco, physical 
activity, internet and video. Emphasis on these topics was not exclusive but rather a 
starting point towards developing a comprehensive health promoting school approach: 
promoting student health and welfare, mainstreaming health in all school activities, 
involving parents and partners and developing awareness of social justice and equity, 
and promoting social integration and commitment for education to facilitate the 
learning outcomes and reduce the behaviours that represent health risks (WHO  1997 , 
 1999 ; Moon et al.  1999 ; Lister-Sharp et al.  1999 ; St Leger et al.  2009 ). General 
guidelines for the project were built on the results already achieved in health promot-
ing schools, particularly key aspects with regards to cultural diversity: active involve-
ment of students in learning situations, cooperation and consultation between par-
ents, students and teachers, development of trust, respect, collaboration and openness 
(Graham et al.  2001 ; Masters  2004 ; Muijs and Reynolds  2005 ). The approach devel-
oped not only reinforced health education action in primary schools; it also enabled 
health education training in initial and continuing education for teachers. 12   

14.2.2     Project Management 

 The project coordinator initiated two committees: an executive committee 
 comprising representatives of the institutional partners, and a technical committee 
 composed of professionals in education or in teacher training (inspectors, council-
lors, school medical personnel, professors, school directors, and researchers). 
Between 2008 and 2010, the executive committee met 4 times and the technical 
committee met approximately every month. As work progressed, the idea emerged 
of creating a common tool that could circulate between schools and the pupil’s fami-
lies. This tool was expected to link pupils, teachers, parents and anyone else involved 
in a child’s formal or non-formal education, be it in school, at home, or elsewhere. 

 Research has shown that certain educational practices have a positive impact on 
learning in the fi eld of health, while others may be ineffective or even counter- 
productive (St Leger and Nutbeam  1999 ), so the team chose to fi rst conduct a pilot 
study in fi ve schools. As teacher willingness-to-participate in health education is 
also a crucial to the success of such projects (Jourdan et al.  2002 ; Viig and Wold 

12   Since 2010 becoming a teacher in France requires a master’s degree in education. At Reunion 
University, master’s level students in education receive at least 18 h of coursework in health 
education. 
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 2005 ), pilot sites were selected among schools that had already begun developing 
health education or at least had set the goal of developing health education. These 
fi ve schools were located in different districts throughout the island, in different 
contexts. The smallest school accommodated 95 pupils at pre-elementary levels 
(under 6 years of age) in a rural setting, whereas the largest totalled 420 elementary 
level pupils in a suburban setting. However, all fi ve schools were located in areas 
classifi ed as “education priority zones” by the Board of education, and all of them 
are primarily occupied by economically fragile populations. The entire project 
involved 55 teachers and 1,137 pupils.  

14.2.3     The Health Passport Booklets 

 The health passport booklets were created through a collaborative process involving 
the education personnel of the fi ve participating schools, taking into account current 
legislation and educational directives (ministerial texts on monitoring student health 
and health education), 13  and were then ratifi ed by the two project committees. 
During the 2008–2009 school year, the project coordinator helped school teams 
build on work that had already been accomplished in health education in the partici-
pating schools, so as to reinforce team dynamics in continuity with prior action. 
Families were also involved in the construction of a common tool that was to be 
used both in school and at home. Elected representatives of parents on school boards 
participated in planning the implementation in schools, and meetings open to all 
families were organized to present and to discuss the project. Families were also 
informed of the project by written messages sent home, and were encouraged to 
discuss the project at school, with teachers. By working closely with local partici-
pants in the fi ve different schools, the technical committee was able to propose a 
draft of a booklet in June 2009 for evaluation. A second revised version of the book-
let was tested in the 5 schools during the 2009–2010 school years. A third and fi nal 
version was then drawn up and in June 2010 was designated the offi cial health 
passport by the Direction of education. 

 The resulting health passport booklets take the form of two twelve-page booklets 
adapted to different age levels or “cycles” of the French educational system 14 : one 
booklet was for preschool and early elementary school cycles (under 9 years of age) 
and the other for the higher cycle of elementary education (ages 8 and up). The three 
priority themes (nutritional education, sex education, and preventing addictive 
behaviour) are treated specifi cally at each cycle level, with content adapted to the 
age and the reading abilities of the targeted age group. The booklets primarily use an 
experience-based approach to directly involve the children, regardless of the topic 
being treated. At the end of the cycle 3 booklet, there is a summary of the  topics and 

13   https://eduscol.education.fr/cid47750/education-a-la-sante.html 
14   Cycle 1 or the “early learning cycle” (ages 2–5), Cycle 2 or the “fundamental learning cycle” 
(ages 5–8) and Cycle 3 or the “reinforced learning cycle”. 
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psycho-social competencies that have been covered during their  elementary 
 schooling, which can be transferred to the second level school with the pupil is to 
pursue in. The purpose is not to evaluate the pupils (psycho-social competencies are 
diffi cult to measure objectively), but to provide a clear synthesis of the health educa-
tion work accomplished by pupils and their teachers in continuity throughout their 
primary education. 

 Another important aspect of the booklets is that they refer to the regional context 
of Reunion Island, including reference to specifi c local traits: food products, the 
climate and environment of the island, the school and living environments of differ-
ent parts of the island. Indeed many of the teaching materials used in overseas 
 territories and outermost regions are essentially based on living conditions in the 
metropolitan countries these territories belong to, and may therefore be less mean-
ingful or involving for pupils. The use of photographs provided by members of the 
technical committee largely contributed to adapting the booklets to local context. 

 The booklets are also intended to stimulate teacher awareness and involvement 
in health education and promotion. Indeed one of the goals of the University 
department of education, as partner in the project, was to contribute to training 
teachers in health education. The booklets are designed to encourage teachers to 
include cross- curricular health education topics in their teaching, so that as use of 
the booklets develops, more and more teachers will become more aware of health 
education methods and goals, and develop their personal experience in teaching 
health education. The use of these booklets in a given school is also expected to 
reinforce teamwork among staff in a collective effort spanning from early 
 pre-elementary class levels to the end of elementary schooling. Thus in different 
ways, the booklet aims to the benefi t the students and their families by developing 
health competency and encouraging discussion of health issues and behaviours at 
home, but also the teachers and the school by developing teacher awareness and 
involvement in health  promotion while reinforcing exchange and collaboration 
between families and the school.   

14.3     The Pilot Phase 

14.3.1     Data and Methods 

 The analysis presented here is based on three complementary data sources gathered 
during the pilot phase of the health passport project, between 2008 and 2010. 

 First different types of documents attesting to the process of creating the health 
passport were collected and analysed. These documents include draft versions of 
the health passport booklets, meeting proceedings of both the executive committee 
(4 meetings) and the technical committee (20 meetings), and various working 
 documents such as notes taken during encounters with teachers. 
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 Secondly, in 2008 and 2009 more than 100 h of classroom observations were 
conducted by the project coordinator and 18 videos of 10–15 min were produced 
from these observations. These videos show teaching sessions at pre-elementary to 
upper elementary levels on various topics such as personal hygiene and washing 
hands, childbirth, addictions, the body’s energy balance, the differences between 
boys and girls. 

 Finally four questionnaires were collected for different populations involved in 
the pilot phase of the project. Questionnaires were distributed to parents of the fi ve 
participating schools (approximately 800 families). For cycle 2 level children, 
teachers were asked to complete questionnaires for their pupils (n = 291), collecting 
individual opinions on pupil preferences and perceptions, and their account of fam-
ily reactions to receiving the health passport. Participating cycle 3 level pupils 
(n = 570) completed an anonymous questionnaire following the fi rst session of 
health education using the health passport booklet. Finally the 55 teachers that 
 participated in the project all completed a document reporting their preferences, 
their criticism and their suggested improvements for the booklet they had used. 

 Return rates for teachers and pupils were receptively 98 % and 97.5 %, as data 
was collected in schools by the project manager. Return rates for parents averaged 
63.8 %, ranging from 55 to 75 % in the fi ve pilot schools. Data for quantifi able items 
were processed for occurrences and frequencies. Open text data were analysed 
through a grounded theory approach (Charmaz  2002 ) to content analysis (Holsti 
 1969 ; Krippendorff  1980 ) in order to reduce the risk of misinterpretation.  

14.3.2     Results 

14.3.2.1     The Pupils 

 The responses of the cycle 3 pupils of the 5 schools (n = 570) indicate that they 
 discussed their booklet, often at length, and not only with immediate family but also 
with others (neighbours, more distant family). The booklet was shown to the mother 
(64 %), the father (50 %), to brothers (25 %), to sisters (14 %) and/or to other people 
(8 %). It was mostly shown in the evening (37 %), upon arriving from school (29 %) 
or when doing homework (29 %). 

 Pupils and their families most often spent a good amount of time looking over 
the booklet (45 %) at least once (35 %), twice (29 %), three times (17 %) or more 
(15 %). The vast majority of the pupils (85 %) found that this moment was a positive 
and important moment, namely because “ the booklet makes us talk about ourselves 
with our parents ” (Aymeric, CM1). The booklet was found to be interesting (63 %) 
was preferred to other school documents (58 %), and was found to stimulate interest 
in health issues (56 %). 

 The study was carried out with 861 pupils spanning the entire range of  elementary 
school class levels. Results for cycle 2 level pupils (n = 291) were quite similar to 
results for cycle 3 level pupils and are not detailed here.  
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14.3.2.2     The Parents 

 Questionnaires included both open questions and Likert-type scale items (from 1 to 
5). Return rates ranged from 55 to 75 % depending on the school, attesting to the 
interest parents granted to the health passport booklets. For the scale items, responses 
“satisfactory” (4) and “very satisfactory” (5) always totalled more than 50 % for all 
fi ve schools. For the question regarding the importance of being able to follow the 
evolution of their child, the total of responses 4 and 5 reached 80 %. 

 For open questions the most frequently used terms in responses were  child, 
school, parents, interesting, family, discuss, education . Parents reported that they 
appreciated being able to follow the work done in school outside the “fundamental” 
disciplines (reading and mathematics). They discovered the degree of concern 
teachers have for their children’s health, and were pleased to see that the schools 
made efforts to develop relations with the families regarding health issues. Many 
parents found the booklet to be a means upon which they could build on their own 
efforts to educate their child about health issues such as eating well, getting enough 
sleep, watching too much television… Parents also found the booklets created 
opportunities to address sensitive questions “ The booklet enables children to dis-
cover things that parents dare not discuss with them. It is better that children learn 
about these things from an outside person who knows better how to discuss these 
things with children. Children often listen better to others than to their parents ” 
(Alexa, mother of a child in school 5). 

 The high return rates obtained for parents presumably refl ect a combination of 
factors. As in other places, results show that most parents strongly support the 
 promotion of health in schools and show willingness to participate more actively 
(Moon et al.  1999 ). Here particular efforts were made involve parents early on in the 
project and on various occasions in participating schools. Also the booklets were 
designed to stimulate regular exchange between home and school. Furthermore, 
attention was given to fully take the diversity of perspectives into account, to recog-
nizing the parents’ expertise and legitimacy within the project. Thus parent partici-
pation in the evaluation was probably favoured not only by their interest in their 
children’s health, but also because their remarks were truly taken into account as 
much as possible.  

14.3.2.3     The Teachers 

 The teachers (n = 55) also favourably welcomed the health passport booklets. The 
booklets were seen both as a tool upon which to build school policy and practices 
regarding health, and as a precious means of initiating exchange on more delicate 
subjects. 

 Although the teachers found the booklets attractive, they did express some 
 criticism and make suggestions. Some teachers felt other topics should be included 
such as discovery of the human body or dangerous games, while others felt that the 
booklets should be less centred on the children themselves. Teachers teaching cycle 
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1 level pupils (pre-elementary level) felt that there were too few illustrations adapted 
to that level and too much text. 

 Some teachers echoed the concerns of certain families regarding the idea that the 
booklets could be used to keep records on children and that this could become 
prejudicial to their privacy and right to medical confi dentiality. Moreover, some 
teachers were concerned that the booklets could serve to monitor teacher’s prac-
tices. This was seen as a sensitive issue, as persons who would not normally be in a 
situation to evaluate teachers’ practices would have access to the booklets.    

14.4     Refl ection on the Health Passport and Its Development 

14.4.1     Accounting for the Diversity of Views 

 While the health passport booklets were well received by most, it is important to 
take criticism into account and to analyse the motivations behind resistance to the 
project. The booklets position health education as both a public issue in school and 
a private issue within the family, and as such the booklets necessarily question the 
respective place and roles of these two socialising environments. Because of this 
potentially opposing situation, the technical committee went to great lengths to 
record and accommodate as best as possible the various reactions and suggestions 
of participants throughout the experimental phase. 

 Although few families criticized the booklets, those who did expressed very 
 different arguments, some of which questioned both the importance of health 
 education and who should be involved in it. Certain families reported that involving 
parents was not necessary, or that the booklet was just an additional task to be dealt 
with in homework “ Families don’t necessarily want to spend their weekend on diet, 
sexuality, or whatever ” (Reine-May, mother of a cycle 2 child). In contrast others 
felt the booklets intruded on strictly private issues that should not be treated openly 
in school: “ Discussing breast growth or the feeling of love with such young children 
is out of place ” (Lucette, mother of a cycle 2 child) or “ I’ll teach my child to protect 
himself and take care of himself – I don’t need your phony stereotyped passport to 
do that ” (Alex, father of a child in cycle 3). A few parents even felt that health edu-
cation was not a priority or not the business of schools: “ Doesn’t the direction of 
education have other priorities? Shouldn’t schools be focussing more on fundamen-
tal learning? ” Other remarks concerned aspects of the booklets and their use. Some 
families felt the booklets recorded personal information about their children that 
could later be used to violate their privacy. Other parents criticized the booklets in 
light of other priorities such as the deplorable state of the school’s toilets or the 
school’s cafeteria, or criticized the expense: “ It’s a waste of public money ” (Julien, 
father of a cycle 3 pupil) or “ With all the talk about sustainable development, was it 
rational to produce a booklet with full colour and glossy paper ” (Christine, mother 
of a cycle 3 pupil). 
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 This diversity of objections illustrates the diffi culties teachers encounter when 
teaching health education. Not only must teachers prepare and teach health educa-
tion in class, they should also communicate with families on the importance of 
health education and on the purpose of the work being conducted in school with 
their children. In socially and culturally diverse populations such as that of Reunion 
Island, teachers would be well advised to take account of the variety of perspectives 
on health that families with different traditions and cultural backgrounds may have. 
To the contrary, France has long favoured policies of cultural assimilation by refer-
ence to a norm of national culture (Tucci  2011 ), so for teachers of the French 
national education system, taking account of the diversity of cultural perspectives 
on topics they teach may not come easy. The European framework for intercultural 
dialogue and mutual understanding between cultural groups recommends 
approaches that are developed collectively and thereby integrate the diversity of 
views on a topic through mutual tolerance, rather than juxtaposing contrasting per-
spectives on a topic. Because the experimental phase of the health passport project 
obtained reactions from more than 800 adults (families, teachers, decision-makers,) 
and from over 1,000 pupils, the technical committee was in a position to coordinate 
a truly collective and truly secular intercultural educative process. This is less a 
matter of ideology but rather is one of practical and ethical necessity in that it facili-
tates the inclusion of all those who are willing to participate and who recognize the 
right of others to see the issues or practices at hand differently. As stated by Martine 
Abdallah-Pretceille “For all matters pertaining to culture in the anthropological 
sense, the hardest part is not to act but to understand” (Abdallah-Pretceille  2003 , 
p. 1). It is therefore necessary to develop the competencies enabling the participants 
(members of the committee, teachers) in such a process to listen and to observe, to 
understand and to accept the plurality and the complexity of others. This implies 
learning to search for and to detect aspects of the identity of “the other” that may be 
“hidden” behind their more evident fi rst appearance, which in turn includes identi-
fying the strategies associated with that underlying identity (Augé and Colleyn 
 2004 , p. 17). 

 When comparing versions 2 and 3 of the booklets, it is evident for example that 
the place of the family was substantially reinforced following the early experimen-
tation. In version 2, most of the page surface is dedicated to classroom work (3/4 of 
each page) and all of the investigative activities were to be done in school, whereas 
families were simply to confi rm they have seen the work done in school (bottom 1/4 
of each page). In version 3, each topic begins with statement “At school and at 
home, I learn to…”, i.e.: establishing collaboration on a more equal basis. This 
change of posture implies that teaching staff must learn to think as parents tend to 
think, and to incorporate the families’ perspective into their teaching approach. 

 This example demonstrates the importance of conducting an experimental phase 
so as to synthesize the array of family perspectives on the subjects and on the teach-
ing materials, and thereby ensure that the approach and the materials will be socially 
acceptable for the vast majority of the community. This also implies that the design-
ers of teaching materials must be able to understand and accept the various objec-
tions made by participating families, and be able to summarize this wealth of 
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diverging representations in a positive, inclusive manner. Failure to recognize and to 
acknowledge cultural relevance and the legitimacy of local or minority practices 
and views may transform this diversity into a learning obstacle for children from 
these social groups, and could even lead families to consciously oppose the teaching 
of particular topics or have a negative impact on relations between certain families 
and the school system.  

14.4.2     The Relation to Self and to One’s Intimacy 

 Health and health education are both public and private matters, given the intimate 
nature of certain health topics, as well as their relation to personal identity and to 
culture. Public health policies cannot simply impose norms on the private lives of 
individuals, for ethical reasons and because of the principle of freedom of choice, 
but also because normative approaches tend to have an alienating effect on indi-
viduals whose behaviours are outside the norm (Jourdan  2012 ). Throughout the 
process of developing the booklets, the coordinating team was confronted with the 
opposition between public and private aspects of health, and progressively aban-
doned what they had initially considered as a ‘common perspective’ on health. For 
example, rules of personal hygiene indicated in version 1 of the booklets stated that 
 children should wash themselves from head to feet, which seemed to be a com-
monly shared and logical manner of proceeding. During the experimentation it 
became apparent that several families did not proceed in this manner, particularly 
families from India, China and Madagascar. It also became apparent that one could 
wash the parts of one’s body in a different order. The team coordinating booklet 
development searched for scientifi c grounds that might justify favouring one way 
of proceeding over another, only to conclude that there were none. Thus the coor-
dinating team assumed their practices of reference to be a common norm when in 
fact different practices of reference existed within the range of social contexts 
encompassed by the fi ve experimental schools. This case illustrates that practices 
are socially and culturally anchored on the basis of habit and common sense more 
often than on the basis of scientifi c evidence, implying that one should not readily 
pass judgement on the practices of others, particularly in more personal domains 
like health education. 

 The team also had to refl ect on the place of the subject, in the sense of self or “I”, 
and on how to involve the subject (a child, a pupil) but without the subject feeling 
forced or judged, which could occur if pupils were required to explain their personal 
behaviour regarding health practices. This might lead the subject to not speak out 
about his/her feelings or health related behaviour for example. For written material, 
the compromise adopted was to provide opportunity for children to reveal their 
behaviour when useful, while assuring them there would not be any negative conse-
quences. In version 2 of the booklets, involvement was commended, and children 
were encouraged to express themselves as “I”. However, anyone coming in contact 
with the health passport would be able to read the child’s views. In version 3, to 
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avoid making sensitive personal information accessible to others, the more sensitive 
items of the booklets were redesigned to have children write their answers on 
detachable pieces of paper that teachers would not necessarily have access to. This 
solution makes it possible to develop refl ection and discussion of sensitive issues 
without having the children make defi nitive inscriptions in the booklets. This 
arrangement is essential as the booklets are to accompany children for the entire 
duration of their schooling, but should not by any means make sensitive or intimate 
information about the children available to third parties. The coordinating team thus 
had to anticipate possible or likely responses that children could have, and design 
items so as to avoid having children provide information on specifi c situations that 
could be seen as a confession or an accusation. Indeed, if children were to write such 
declarations in their booklets, schools may be forced to take action, whereas the 
health passport booklets were by not intended for such a purpose. The coordinating 
team did make a point of reminding participating teachers about the organisations 
that provide assistance with problems such as abuse and other forms of mistreat-
ment, and this information is now systematically included in teacher training. 

 There was also considerable debate on whether to include the concept of 
 “intimate” in the booklets or not. Some felt that privacy should not be mentioned 
because it is too diffi cult for children to conceptualise, while other opposed that it is 
important that we cite the idea, to get children to start developing the construct. In 
the fi nal version of the booklets, intimacy is included at all level including the pre-
school level. At cycle 2 level, children are to colour-in reactions to the following 
statements where green means they agree, orange means they don’t fully agree, and 
red means they don’t agree at all: “I think everyone’s intimacy is respected”, 
“I think it’s clean and well-lighted, and I go there just like at home” and “I fi nd 
everything I need to wash my hands”. Other questions treat other aspects of life in 
school such the school cafeteria or free time in the school courtyard. In this way the 
teaching staff gets feedback about how children perceive different moments and 
environments at school, both in terms of material aspects and in relation to their 
body, to hygiene and to their intimacy.  

14.4.3     Health Education, Families and Social Diversity 

 Health education is driven by schools, but the diversity of family characteristics and 
their perceptions of health related topics can give rise to an array of issues that may 
affect the success of health education for their children. Just as Reunionese society is 
complex and diffi cult to grasp in terms of its dynamics, attempts at defi ning the typi-
cal “Reunionese family” or types of Reunionese families are also particularly com-
plicated. Family structure in Reunion has often been treated from the somewhat 
narrow perspective of ethnic background, clinging to a dated view of Reunionese 
society without giving full account of the major changes that have occurred in recent 
decades, namely the great increase of intermarrying between communities, the 
emancipation of women, and the important changes in family models and functions 
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(Wolff and Watin  2010 ). Obviously some traits of the traditional extended family 
model, largely based on a sense of obligation, still exist. However contemporary 
Reunionese families are more autonomous, more democratic and family relations are 
now more often based on affi nity than on obligation, although this may still occur. 
Among recent trends, young couples express the desire to move away from where 
their families have always resided, childbirth out of wedlock has become more com-
mon, and recently the development of “parental competencies” has become a public 
issue. As the preponderance of traditional family views subsides, children are no 
longer identifi ed solely in connection with their family, but also as belonging to a 
social group and as having their own individual life story (Wolff and Watin  2010 ). 

 Adapting booklet content to the needs of different family conditions was an 
important part of the health passport project. The fi rst versions of the booklets 
included passages with levels of language that were too sophisticated for some fami-
lies, thus unintentionally running the risk of excluding them. In the second stage of 
booklet development, focus on using photographs, concrete examples, and simply 
worded commentary gave more satisfactory results. In the fi nal versions, families 
that had been through diffi cult times, that had weak educational backgrounds, or that 
were living under diffi cult socio-economic conditions learned from the health pass-
port booklets and found them to be a useful resource. Out of the 346 families that 
received the study questionnaire, 261 completed it, yielding a response rate of over 
75 %, for which most were living in particularly deprived neighbourhoods. This high 
response rate apparently attests to the great interest families took in the booklets, 
and/or to the families’ desire or willingness to develop ties and exchange with the 
schools. Families agreed to the following statements almost unanimously (>98 %): 
“ It is important to talk about sex education at school ”, “ It is interesting to be able to 
follow the evolution of my child from the fi rst to the third cycle ”, and “ The booklet 
makes discussing delicate subjects with my child easier ”. One parent wrote the fol-
lowing comment “ I think the booklet is great. It allows children to discover things 
that parents dare not bring up with them, by respect for their child. It’s better that 
children learn about these things with other adults that know better how to address 
these sensitive subjects than parents do. Sometimes children listen better to others 
that to their parents ” (Robert, father of a cycle 3 child). In one school, the teaching 
staff organized an “open school” day on health: the pupils invited their parents to 
come to their school to discover the work they had done on health during the aca-
demic year. Parents participated in great numbers and many got involved in sports 
activities organized as part of the event, which also seems to indicate that parents are 
interested by their children’s schools and do participate actively when they are 
invited to do so and feel accepted as they are, as compared to their more reluctant 
reactions when they are more or less ordered to be present for more offi cial proce-
dures regarding problems with their children for example. 

 These different results encourage pursuing refl ection on the school’s role in 
developing health education, and on the importance of respecting the diversity of 
family culture and perspectives. Schools can be a particularly effective context in 
which to develop health education, even within particularly sensitive and 
 underprivileged populations, especially if they work with the families and are 
 careful about respecting the diversity of family viewpoints.  

14 Promoting Health Education in a Context of Strong Social and Cultural…



306

14.4.4     Norms, Evaluation and Social Control 

 During the process of developing the booklets, the technical committee discovered 
that the evaluation they had designed to be formative was sometimes perceived 
more as a normative diagnostic. For example one parent stated: “ Why have nomina-
tive booklets that will pursue the child and his family throughout his education? Is 
the goal to collect statistics? ” […] “ This health passport is typical of our aseptic, 
guilt- and fear-driven society, in which the paternalistic state takes responsibility off 
citizens and treats them as children ” (Axel, 42, pupil parent). Evaluation is also 
sometimes seen as an institutional manoeuvre to control teacher practice or as an 
intrusion into individual teaching practice. In France the excessively normative 
evaluation of teaching practices has been described as a “societal calamity” (Dejours 
 1998 ). Some teachers refuse such evaluations, sometimes rightly so, while others 
tend to not readily cooperate in the collecting of quantitative measures of the work 
conducted in class, arguing that an excessive number of repeated evaluations dis-
courages pupil participation and hampers the quality of collective work in the class-
room. In some cases teachers have feared that actions in health education might be 
used to compile records on pupils that could later be used against their interests, be 
it in school or for other purposes. 

 Because of these misgivings, the approach to evaluation in the booklets was 
debated at length both in committee meetings and with the educational teams of 
participating schools. It was necessary to clarify the distinction between teaching in 
general and the teaching of cross-curricular, competency-building topics such as 
health education, as this distinction was not clear to all teachers. In effect, schooling 
standards do not apply to cross-curricular topics in the same manner as with tradi-
tional disciplinary teaching. Teaching cross-curricular competency-building topics 
builds in large part upon social practices and representations of reference, which can 
vary greatly within the population of a school district. Therefore cross-curricular 
education, and particularly health education, cannot be developed through a norma-
tive approach aiming to measure, grade, and even prescribe behaviours based on a 
single defi nition of what is best. 

 A more appropriate approach would be to favour mutual understanding without 
grading. In this view, diversity of practice ought to be considered as contributing to 
the wealth of the educational process rather than as dispersion from a central ideal 
response. Differences in practice or in perspective can be discussed in classes or 
with families, and used as a means of formulating explicit representations of these 
topics and sharing different views and habits. Through such exchange, participants 
with comparatively unhealthy behaviours may come to admit that they should per-
haps change their behaviours, under the infl uence of a group they belong to, rather 
than as a dictate coming from some outside  authoritative fi gure. 

 Health education is largely about developing competencies and in particular 
 psycho-social competencies that the participants can then use to develop appro-
priate and effective behaviour in life and with health related issues (Berger  2004 ). 
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Developing competencies requires building on different types of knowledge 
 (academic learning and analysis of representations), on the ability to act and put 
into practice what one has learned, and also on learning to adapt to context, which 
is more diffi cult to evaluate than formal learning. Simply studying facts and rules 
will not suffi ce if the  purpose is to help children develop effective health behav-
iour (Perrenoud  2008 ). In real-life individuals must grasp complex dynamic situ-
ations and resolve problems on the basis of very different and often incomplete 
information. Such real-life situations do not conveniently comply with the rules 
of a particular discipline or model (Meirieu  1994 ). While evaluation of health 
education projects and methods is obviously useful, independent evaluation 
schemes do not easily account for the complexity of real-life situations, the infl u-
ence of culture, or the importance of context. Participative approaches to design-
ing and evaluating health education tools and programmes are better adapted to 
accounting for real-life complexity and cultural diversity. They also favour active 
participation of the target population and all types of stakeholders and thus the 
acceptation and appropriation of the project and at the same time are known to 
contribute to building empowerment, which is a key aspect of health promotion 
(Themessl-Huber et al.  2008 ). 

 In the end, the technical committee had to incorporate all of the aforementioned 
considerations on evaluation into the project in a constructive manner. This involved 
rewriting many passages keeping in mind the different possible interpretations from 
different social and cultural perspectives not only of children and their families, but 
also of educational staff. These different perspectives were taken into account based 
on the feedback acquired during the participatory evaluation process, and if neces-
sary by further consultation with certain participants. Graphic design and presenta-
tion was also reengineered to eliminate aspects that resembled testing in disciplinary 
teaching. For example, all the tables and all True/False questions in version 2 were 
removed in version 3. In version 2, for each section of the booklets, knowledge and 
competencies were evaluated using a scale from 1 to 4 (from “non-satisfactory” to 
“very satisfactory”), and then these partial results were summarized in the backs of 
the booklets. In version 3, all indications of performance to be reported by the chil-
dren or by adults were deleted. The overall synthesis at the back of the book was 
modifi ed several times, to eventually become a sort of guide announcing the knowl-
edge and skills to be developed, clearly summarizing the aspects and progressions 
to be developed from cycle 1 to cycle 3 for the three health education themes in the 
booklets (nutrition, hygiene and sexuality, and preventing excessive and addictive 
behaviours). Moreover, rather than evaluate the level of knowledge and competen-
cies, this guide enables teachers to indicate which aspects of the booklet had  actually 
been covered in a given year and to what point, so as to keep track of what had been 
done with the pupils rather than how well they did. In this sense the guide became a 
tool for measuring progress in health education for families and schools alike, but 
without the potential restrictions of traditional evaluation using grades (   Mukoma 
and Flisher  2004 ).  

14 Promoting Health Education in a Context of Strong Social and Cultural…



308

14.4.5     New Questions Arising from the Post-experiment 
Diffusion of the Booklets 

 The results of the pilot phase summarized here point to a certain number of issues 
that should be kept in mind when developing actions in health education. Foremost 
is the understanding that our relationships to health, to education and thus to health 
education vary considerably from person to person. Health education is at the cross-
roads between medicine and education science, between personal and public, 
between intimate and collective, and between formal learning and the development 
of psycho-social competencies. The complexity of health education is such that 
developing actions in this fi eld requires taking a great number of precautions, both 
in the design of tools and actions and in their implementation by educational staff 
and with families. 

 One of the main factors infl uencing the success of health education appears to be 
the training of the persons involved. The success of the health passport booklets 
does not imply that Reunion has a successful and durable health education process. 
Simply developing and distributing the booklets does not guarantee that teachers 
will use them, let alone guarantee that they will use them effectively. The booklets 
must be accompanied by training and coaching, although it is not always easy to 
convince decision makers or the teachers to be trained of this. The project is cur-
rently in a critical phase as budget restrictions have affected support for the project. 
As the number of schools requesting the booklets continues to increase, the project 
coordinator is unable to respond to all these requests. Given current restrictions, two 
solutions are being tested. In each educational district, one school director is selected 
to be the local representative of the health passport and to explain it to those who are 
concerned or interested. At the same time, 18 h of health education is taught in the 
3rd semester of the master’s degree preparing students to become teachers, includ-
ing a presentation of the health passport booklets. 

 While the fi nancing of this project initially came from the region, more and more 
municipal governments are now fi nancing the implementation of the health passport 
booklets in their cities. Several cities have now contracted with the Direction of 
education to ensure that the project will be maintained in the years to come. Thus it 
appears that interest in health education has been substantially boosted through this 
experiment, but also that an exemplary approach involving not only the schools but 
also the families was necessary to draw this substantial attention to health educa-
tion. However the on-going pursuit and generalisation of this approach remains 
somewhat uncertain, particularly regarding eventual updates or ensuring the neces-
sary support to those implementing the method for their fi rst time, which requires 
both training and a minimum of resources and personnel to accompany and inform 
about the project.   
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14.5     Conclusion 

 The health passport project provides a good example of several factors that  contribute 
to the success of sustainable actions in health education, and also illustrates the 
potential of intervention research as opposed to outside observation in this domain. 
The researcher’s direct involvement as project coordinator greatly contributed to the 
success of the project from an education perspective, and also favoured teacher and 
parent involvement, as well as enabling greater access and understanding of differ-
ent individuals’ perspectives on health and the project. 

 Foremost one should keep in mind that such projects target heterogeneous groups 
that have contrasting perspectives of learning, health, and their relationship to oth-
ers and to the world. The success and sustainability of health education depends in 
part on respecting this diversity of perspectives, on being open to others and taking 
the time to understand one another and to make room for each other in a collective, 
involving process that all agree to pursue over the long-term, rather than imposing 
action on people that are not convinced by the proposed action or that do not fi nd a 
place for themselves within that action. 

 The booklets themselves have been produced for a given context with local 
 priorities and are not intended for use elsewhere, although they could serve as an 
example. Focusing the booklets on local practices and familiar nearby locations 
made the booklets more meaningful to local families. The approach taken to devel-
oping the booklets is of more general signifi cance as it involved an iterative partici-
patory process which is transferable, and that contributes to developing health 
education in more than one way. 

 During this experience, project designers were led to question their representa-
tions and practices, not only regarding health but also teaching, and to recognize 
that others may have very different but yet legitimate representations and  practices, 
and that because of these differences others may have unforeseen reactions to 
what the project designers propose. The experimental phase allowed booklet 
designers to synthesize this diversity of perspectives and adapt the booklets to the 
target public. It was also a learning experience for teachers, coming to recognize 
that fact-based teaching is not the only aspect of health education, and that creat-
ing an open inclusive relationship with students and their families is also essential 
to health education (Berger  2004 ). Thus the approach does not only involve creat-
ing a teaching tool, but rather using the creation of the tool to generate a dynamic 
in which teachers learn and become directly involved in a more open approach to 
teaching. When reproducing the approach, there is a necessary process of exchange 
to be reconstructed by participants that will need to go through the deconstruction 
of their representations and the process of coming to understand the other people 
and groups involved and their representations of the topics at hand (Jourdan  2011 ) 
in a specifi c local context that may differ from the ones the booklets were initially 
developed in. Taking these contextual variables into account plays a key role in 
the progression of our understanding of the teaching and learning processes 
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(Tupin and Dolz  2008 ). As the Health Passport project now involves over 5,000 
people (pupils, teachers, parents, and students), we continue to pursue our 
 analysis, particularly in the schools that have started using the booklets following 
the experimental phase.     
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    Abstract     This chapter examines the promotion of children’s positive mental health 
within the health promoting schools framework. The chapter provides an overview 
of implementation components critical to health promoting schools practice. 
Following this, research on the implementation of the Zippy’s Friends emotional 
wellbeing programme for primary school children is presented. This study is 
 provided as an example of a multi-method evaluation approach, combining the use 
of a clustered randomised control design with qualitative approaches documenting 
the process of implementation, and case studies exploring the contextual factors that 
infl uence the process and outcomes. Key fi ndings from this evaluation study are 
presented and the implications for researching the implementation of interventions 
within a health promoting schools approach are considered.  

  Keywords     Mental health promotion   •   Emotional wellbeing   •   School intervention   • 
  Implementation   •   Children  

15.1         Introduction 

    The increasing emphasis on the importance of social and emotional wellbeing for 
children and young people, including the development of emotional intelligence 
(Salovey and Mayer  1990 ; Goleman  1996 ) and emotional literacy (Steiner and 
Perry  1997 ), has led to an emphasis on social and emotional learning within the 
educational system (Durlak et al.  2011 ). Schools have an important function in nur-
turing children’s social and emotional development as well as their academic and 
cognitive development. Enhancing children’s positive mental health and wellbeing 
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improves their ability to learn and to achieve academically as well as their capacity 
to become responsible adults and citizens (Payton et al.  2008 ; Zins et al.  2004 ; 
Weissberg et al.  1991 ). Current conceptualisations of positive mental health empha-
sise the importance of both hedonic and eudaimonic dimensions of wellbeing, 
including subjective emotional wellbeing and positive psychological and social 
functioning (Keyes  2007 ; Kovess-Masfety et al.  2005 ). The school setting can pro-
vide a supportive environment for promoting children’s positive mental health and 
wellbeing, fostering the development of the social and emotional skills and resources 
necessary for positive youth development. 

 This chapter examines the promotion of children’s positive mental health within 
the health promoting schools framework and explores the factors that infl uence the 
implementation of sustainable change at a whole school level. Drawing on the fi nd-
ings from the evaluation of an emotional wellbeing programme for primary school 
children, this chapter addresses how children’s emotional, social and mental wellbe-
ing can be promoted and strengthened within a health promoting schools 
framework. 

 There is a substantive body of international evidence that interventions which 
promote young people’s emotional and social wellbeing in schools, when imple-
mented effectively, can produce long-term benefi ts for young people (Weare and 
Nind  2011 ; Durlak et al.  2011 ; Payton et al.  2008 ; Jane-Llopis et al.  2005 ; Wells 
et al.  2003 ; Greenberg et al.  2001 ; Harden et al.  2001 ; Durlak and Wells  1997 ; 
Lister-Sharp et al.  1999 ). A meta-analysis examining the impact of 213 universal 
school-based interventions involving 270,034 school children age 5–13 years 
(Durlak et al.  2011 ) reported that compared to students in the control groups, chil-
dren participating in social and emotional learning programmes demonstrated 
improvements in multiple areas including: enhanced social and emotional skills 
(mean ES = 0.57); improved attitudes towards self, school and others (mean 
ES = 0.23); enhanced positive social behaviour (mean ES = 0.24); reduced conduct 
problems – misbehaviour and aggression (mean ES = 0.22); reduced emotional dis-
tress – stress and depression (mean ES = 0.24). The review also found that in addi-
tion to improving students’ social and emotional skills, these programmes 
signifi cantly improved children’s academic performance (mean ES = 0.27) yielding 
an average gain on achievement test scores of 11–17 percentile points. 

 Similarly, in a review of 52 systematic reviews of mental health interventions in 
schools, Weare and Nind ( 2011 ) concluded that interventions had wide-ranging ben-
efi cial effects on children and young people, on classrooms, families and communi-
ties and on a range of mental health, social, emotional and educational outcomes. 
Positive fi ndings also emerge from a review of the evidence from low and middle 
income countries concerning the impact of school-based interventions on the mental 
health and well-being of young people living in poverty (Barry et al.  2013 ). Key 
characteristics of effective mental health interventions identifi ed in these reviews 
include; a focus on positive mental health as opposed to prevention of mental disor-
der, teaching competence enhancement skills; starting early with the youngest 
 children and continuing through the school grades. Reviewers of the  evidence to 
date (Weare and Nind  2011 ; Barry and Jenkins  2007 ; Tennant et al.  2007 ; 
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Jane-Llopis et al.  2005 ; Browne et al.  2004 ; Wells et al.  2003 ; Lister-Sharp et al. 
 1999 ) conclude that taking a whole school approach, which embraces changes to the 
school environment as well as the curriculum, and involving parents, families and 
the local community, is more likely to be effective, resulting in enduring positive 
change. Taking a whole school approach is in keeping with the health promoting 
schools initiative with its focus on creating supportive environments for learning 
and development. 

 Health promoting schools offer a useful framework for strengthening the school’s 
capacity as a mental health promoting setting for living, learning and working. This 
requires adopting a comprehensive approach with the use of coordinated strategies 
aiming to bring about change at the level of the individual, the classroom and the 
school in the context of the wider community. To date, however, the promotion of 
positive mental health has not received widespread attention as part of the health pro-
moting schools approach. Weare and Markham ( 2005 ) state that effective work to 
promote mental health will not happen by chance. There is a need for explicit, coordi-
nated strategies and programmes, based on sound research evidence and assessment 
of their effectiveness. Currently, the bulk of the evidence concerning the impact of 
school-based mental health promotion interventions is drawn from highly structured 
programmes delivered in a systematic way lending themselves to outcome research 
based on traditional randomised controlled trial (RCT) designs. This contrasts with the 
health promoting schools approach, which focuses on the process of effecting systems 
change at the environment level, rather than delivering discrete interventions. 

 Whilst recommending the need for mental health to be promoted within a whole 
school approach, Weare and Nind’s ( 2011 ) review pointed to the lack of robust 
evaluations generating ‘hard outcomes’ from whole-school programmes. The type 
of whole school approach practiced in Europe and Australia, building on the health 
promoting schools framework, tends to be based on ‘bottom up’ health promotion 
principles including; empowerment, autonomy, democracy, local adaptability and 
ownership, and apply a more fl exible and non-prescriptive approach to implementa-
tion. This is in contrast with school-based programmes from the US, where the 
majority of the evidence originates. The US interventions adopt a more top-down, 
manualised approach, with pre-packaged programmes emphasising prescriptive 
training and a strict requirement for programme fi delity. Weare and Nind ( 2011 ) 
contend that whilst the health promoting schools approach is generally seen as pro-
viding essential supportive structures, positive climates, empowered communities 
and end-user involvement, this style of approach makes it more diffi cult to evaluate 
and demonstrate measurable change. They propose balancing this style with some 
more focused and prescriptive elements. As part of this, greater clarity around the 
operationalisation of what is to be implemented and how it should be implemented 
is recommended in order to achieve optimum results. Samdal and Rowling ( 2013 ) 
have also commented that while general guidelines articulating the principles of a 
health promoting schools approach have been provided, the lack of specifi c imple-
mentation guidelines makes it diffi cult for schools to identify how to achieve a 
health promoting schools approach and results in a wide array of practices across 
schools and countries. 
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 The challenge of evaluating comprehensive health promoting schools 
 interventions has highlighted the need for research approaches that take into 
account the contextual and dynamic nature of the school setting (Dooris and 
Barry  2013 ; Rowling  2002 ; Parson and Stears  2002 ). The evaluation of a health 
promoting schools approach requires careful documentation of actual implemen-
tation, assessing the role of contextual factors in the school’s ecology that facili-
tate effective change processes, and measuring multiple outcomes using a variety 
of measures drawn from diverse sources. Adopting a health promoting schools 
approach brings a shift away from delivering single discrete interventions mea-
suring their ‘linear’ impact on individual students. Dooris and Barry ( 2013 ) argue 
that implementation and evaluation strategies are needed that will capture the 
synergistic interaction and impact on multiple interdependent interventions and 
systems operating at different levels within the context of the whole school set-
ting. This underscores the need for methodological approaches that acknowledge 
the importance of a non-linear process of change involving multi-interdependent 
systems. 

 Samdal and Rowling ( 2013 ) call for greater attention to creating a science 
base for the health promoting schools approach. They argue that the absence of 
effective comprehensive implementation guidance for health promoting schools 
comprises the effi cacy outcomes of whole school change for health and learn-
ing. Dooris and Barry ( 2013 ) point to the limitations of the traditional evalua-
tion approach to researching implementation in settings, due to the 
methodological challenges involved in capturing complexity and determining 
the extent of systems change and transformation within the settings approach. 
Weiner and colleagues ( 2009 ) have called for a stronger knowledge and theory 
base to guide implementation of complex innovations and interventions in 
organisational settings. Greenhalgh et al. ( 2005 ) have also argued for the devel-
opment of theory driven research, a focus on process rather than ‘package’, a 
greater emphasis on ecological analyses, a common language, measures and 
tools, collaboration and coordination, multi-method research and participation 
between researchers and practitioners. To date, however, there has been a rela-
tive paucity of research on implementation within a health  promoting schools 
approach and the quality of implementation necessary for positive outcomes to 
be produced and sustained.  

15.2     Programme Implementation 

 Fixsen et al. ( 2005 ) describe implementation as a specifi ed set of activities designed 
to put into practice an activity or programme of known dimensions. Durlak ( 1998 ) 
defi nes implementation as what the intervention consists of in practice and how 
much it is delivered according to how it is designed. From a research perspective, 
implementation research enhances our ability to map the critical connections 
between the local context, intervention activities and the intended intermediate and 
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long-term outcomes. Understanding the implementation process is, therefore, 
 critical to the effective adoption, replication and dissemination of interventions and 
facilitates the translation of research into effective practice and the development of 
practice-based evidence (Dooris and Barry  2013 ). Implementation information 
allows for greater understanding of the internal dynamics and operations of inter-
ventions, how the intervention components fi t together, how the implementers and 
intervention recipients/users interact and the obstacles they face and resolve in the 
process. Implementation data is also critical to interpreting positive or negative out-
comes as they strengthen any conclusions that can be made about the intervention’s 
role in producing change and inform the replication and maintenance of interven-
tions across settings (Barry  2007 ; Barry and Jenkins  2007 ; Barry et al.  2005 ; Mihalic 
 2002 ; Greenberg et al.  2001 ; Durlak  1998 ). To assess implementation adequately, 
information is needed about specifi c interventions activities, how they are delivered, 
and the characteristics of the context or setting in which the intervention is  conducted. 
Within a health promoting schools approach, understanding the school context and 
the wider implementation system is critical as the school setting itself constitutes 
the focus of the intervention. 

 From the research conducted to date, it is clear that implementation represents 
a complex interaction between characteristics of the implementation system, 
characteristics of the implementer, and various aspects of the setting and organ-
isational context in which the intervention is implemented (Dariotis et al.  2008 ; 
Greenberg et al.  2005    ; Chen  1998 ). A conceptual model of the implementation 
system has been proposed by Chen ( 1998 ) and expanded by Greenhalgh et al. 
( 2005 ). It outlines fi ve dimensions which play an integral role in infl uencing 
implementation; the characteristics of the implementer (e.g. knowledge, skills, 
motivation), implementing organisation (e.g. structure, ethos, history, resources), 
interventions activities (e.g. delivery of specifi c actions, quality and availability 
of training, resources etc.), participants (identifying, recruiting, engaging and 
retaining the participation of the target population), and the specifi c context 
(environment, local policies, agencies, collaboration etc.) that may affect the 
quality of the intervention’s implementation. 

 The necessity for a multilevel ecological framework for understanding imple-
mentation is underscored in the literature, including the importance of assessing the 
context specifi c factors that infl uence the quality of implementation in the local 
setting (Durlak and DuPre  2008 ). This includes organisational structures and poli-
cies, readiness to implement the interventions, both in terms of general organisa-
tional capacity and intervention specifi c capacity, mobilisation of support, and 
generally determining the ecological fi t of the intervention in the local context. 

 A health promoting schools approach, like all setting approaches, involves a 
complex dynamic of group behaviours and system changes within the school and in 
collaboration with external stakeholders (Deschesnes et al.  2003 ; Whitelaw et al. 
 2001 ). This dynamic interplay between organisations and individuals requires 
implementation theory and research to capture the synergistic interaction and impact 
of multiple interdependent interventions and systems operating at different levels 
and spheres within the context of the specifi c school setting.  
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15.3     Implementation Components Critical to Health 
Promoting School Practice 

 Building on scientifi c knowledge of implementation theory, Samdal and Rowling 
( 2011 ) conducted a meta-analysis of the literature of implementation studies of 
health promoting schools. The purpose of this analysis was to identify implementa-
tion components critical to health promoting schools practice. A total of eight 
sources fulfi lled the inclusion criteria and the narrative synthesis identifi ed eight 
implementation components. These components were grouped subsequently into 
three categories; School Leadership, Establishing Readiness for Change and 
Organisational Context (Samdal and Rowling  2013 ). An overview of each of these 
implementation components will now be provided. 

15.3.1     School Leadership 

 The fi rst category of school leadership covers the two components of  Leadership 
and Management  and  Policy and Institutional Anchoring . Leadership and policy 
anchoring play important roles in terms of providing direction and support for the 
health promoting change process in school. 

15.3.1.1     Leadership and Management Practices 

 A balance of leadership and management has been found to be core to achieving 
organisational development and change. The primary function of leadership is to 
stimulate readiness and motivation for change as well as providing role modelling 
and support for staff in their change agent roles. The development and nurturing of 
a professional learning community is found to be a functional vehicle for the leader-
ship role. In its management role leadership needs to put in place practices and 
structures that can facilitate organisational development and change. Such practices 
and structures are related to resource allocation for professional development and 
time frames for teacher collaboration and exchange.  

15.3.1.2     Policy and Institutional Anchoring 

 A key strategy for school change for improved health outcomes is the development 
and/or review of school/district level policies. Inclusion of concrete actions in the 
school policy ensures that priority will be given from the leadership in terms of 
facilitation and resource allocation. In addition, the statements in the policy docu-
ment commit all stakeholders to work towards achieving the aims stated and thereby 
ensuring that effort is given to the agreed aims.   
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15.3.2     Establishing Readiness for Change 

 The second category of establishing readiness for change encompasses the components 
of  Preparing and Planning for School Development, Professional Development and 
Learning  and  Student Participation . Creating readiness is concerned with providing 
direction and vision by identifying how the innovation fi ts with the overall values 
and aims of the school. This approach is considered a prerequisite for implementa-
tion success. 

15.3.2.1     Preparing and Planning for School Development 

 Preparing a health promoting school approach requires a focus on programme 
theory and/or programme planning models. The health promoting school 
approach builds on the belief that by achieving change in the school environ-
ment, change can also be achieved at individual level. Thus, focusing on the 
school as a setting and making structural changes anchored in policies is recom-
mended as an effi cient approach. In this initial phase it is important to identify 
concrete policies, structures and practices for the complete implementation 
approach. This is intended to help anchor the health promoting school approach 
in the school organisation. Time and effort should be given to develop readiness 
including a commitment for change in staff, students, parents and other relevant 
stakeholders in the local community. The establishment of a coordinating com-
mittee with representation from all relevant stakeholders is recommended. This 
team will identify, in collaboration with stakeholders and based on local needs, 
topics / areas to address and develop actions to initiate the organisational change 
process.  

15.3.2.2     Professional Development and Learning 

 In any school-based change process the teachers are core change agents. The staff’s 
competence and understanding of what to achieve and how to achieve it, have been 
found to be critical to the success and impact of the organisational change process. 
Partners such as health promotion specialists or advisors in the local community 
may provide crucial technical support. Professional development and learning may 
be seen to constitute a core base for building organisational capacity for change. 
Such capacity has been found to be core for developing necessary understanding, 
motivation and skills for the implementation of the health promoting school 
approach as well as generating a general attitude and competence for undertaking 
organisational change processes. Not only teaching staff, but all relevant partners in 
the health promoting school process need to be integrated in a professional develop-
ment and learning process.  
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15.3.2.3     Student Participation 

 Student participation is a core element of the health promoting school. Student 
 participation may be seen as a means and a goal to maximise motivation for health 
and learning. Students who experience that their contributions are sought and val-
ued may increase their intrinsic motivation and thereby academic achievement and 
wellbeing. Teacher provision of support to facilitate students’ participation in deci-
sions where students are being heard and also have the skills to listen to others’ 
arguments is found to empower students to achieve learning goals and develop self-
reliance in their thinking.   

15.3.3     Organisational Context 

 The third category addresses the organisational context and includes the compo-
nents of  Relational and Organisational Support Context, Partnerships and 
Networking  and  Sustainability . These components are about structures and prac-
tices that enable the school to conduct the specifi c and needed actions. 

15.3.3.1     Relational and Organisational Support Context 

 Relational and organisational support includes the development of support struc-
tures, strategies and practices which facilitate smooth and effi cient implementation 
of actions and activities. The climate and culture provides exchange of experiences, 
role modelling and relational support. Organisational structures including timeta-
bling, physical environment and fi scal resources constitute organisational support. 
It is suggested that the development of relational and organisational support brings 
together all other seven components for implementation of health promoting 
schools. The close collaboration with school leadership is vital, as the leadership is 
both in control of the resources and structures and represents an important capacity 
to align and stimulate the staff.  

15.3.3.2     Partnerships and Networking 

 Establishing effective partnerships is critical to the implementation of the health 
promoting school. For effective partnerships, collaborations between school and 
community are needed that complement and enhance each other and evolve into 
comprehensive, integrated approaches. Moving in this direction through policies 
and systemic change processes help address the fragmentation of programmes and 
services that frequently evolves with health sector agencies and provides opportuni-
ties for greater participation with parents.  
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15.3.3.3    Sustainability 

 Sustainability involves building the capacity of an organisation and individuals to 
move beyond thinking about a time limited project, to refl ecting on how new 
approaches and practices can be built into school priorities. Actions to facilitate 
sustainability include long-term anchoring of the initiative in policy plans and ongo-
ing resources for professional development, monitoring performance of agreed 
actions and evaluating progress. A critical point in achieving sustainability is to 
address it when working on each of the other seven implementation components. 

 The results from Samdal and Rowling’s meta-analysis represent a unique oppor-
tunity to identify a comprehensive theoretical base for implementation of health 
promoting schools. Samdal and Rowling ( 2011 ) contend that understanding core 
mechanisms of each component is vital to the effectiveness of implementing health 
promoting schools and that global testing of these components is now required. The 
remainder of this chapter examines research on the implementation of an emotional 
wellbeing programme for children in Irish primary schools. This study is presented 
as an example of a multi-method evaluation approach, combining the use of a clus-
tered RCT design with qualitative approaches documenting the process of imple-
mentation, and case studies exploring the contextual factors that infl uence process 
and outcomes. Key fi ndings from the evaluation of the programme are presented 
and the implications for researching the implementation of interventions within a 
health promoting schools approach are considered.    

15.4     Zippy’s Friends 

 In February 2007, an international emotional wellbeing programme was intro-
duced into Irish primary schools on a pilot basis as part of the Social Personal and 
Health Education curriculum 1  (NCCA  1999 ). The programme,  Zippy’s Friends , is 
a universal intervention that aims to promote the emotional wellbeing of children 
age 6–9 years of age. It is designed to help all children, with different abilities and 
backgrounds, in diverse countries and cultures to expand their range of effective 
coping skills and to promote varied and fl exible ways of coping with problems of 
day to day life (Bale and Mishara  2004 ). The programme has been translated into 
12 different languages and to date over 712,000 children across 27 countries 
worldwide have participated in the programme. The Zippy’s Friends programme is 
based upon Lazarus and Folkman’s ( 1984 ) theoretical framework of coping. 
Lazarus and Folkman defi ne coping as “ constantly changing cognitive and behav-
ioural efforts to manage specifi c external and/or internal demands that are 

1   The Social Personal and Health Education Curriculum is a compulsory subject in primary schools 
in Ireland which focuses on the development of a broad range of skills relevant to children’s health 
and wellbeing. 
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appraised as taxing or exceeding the resources of the perso n ”  (p. 1410). The 
underlying hypothesis in developing Zippy’s Friends is that if children learn at a 
young age to expand their repertoire of coping abilities, they will be less likely to 
develop serious problems in childhood, adolescence and even adult life when they 
are confronted with the inevitable occurrence of stressful situations (Mishara and 
Ystgaard  2006 ). Numerous studies have indicated that having a repertoire of cop-
ing skills at a young age can ‘buffer’ or moderate the effects of negative life stress 
on the development of psychological maladjustment (Dubow and Tisak  1989 ; 
Spivack and Shure  1974 ). 

 The Zippy’s Friends programme is centered around a set of six illustrated sto-
ries about a group of children, their families, friends and an imaginary stick 
insect called  Zippy . The 24 sessions are divided into six modules, each focusing 
on a particular theme: Feelings, Communication, Making and Breaking 
Relationships, Confl ict Resolution, Dealing with Change and Loss and General 
Coping Skills. Throughout the programme the emphasis is on helping children to 
fi nd their own solutions and to expand their range of coping strategies so that they 
have more options to choose from and can learn to master effective means of cop-
ing with diffi cult situations. Throughout the programme, great importance is 
attached to the interpersonal mutual aspects of coping, or seeking and giving 
social support. Furthermore, Zippy’s Friends aims to give the children better 
skills in communication, confl ict resolution, self-assertion, co-operation, self-
control and empathy. This is in line with previous research that has found that 
programmes focusing on a single phenomenon have proved less effective than 
those that integrate training of various competencies (Weissberg and Elias  1993 ). 
The emphasis of Zippy’s Friends on the promotion of resourcefulness and generic 
coping and competence skills is a key component of the health promoting schools 
framework, that is, the development of personal health skills as part of the whole 
school approach. 

 To date, the programme has been evaluated in Norway, Denmark, Lithuania, the 
UK, and Canada. Key fi ndings from these studies highlight the signifi cant positive 
effects of the programme on children’s coping strategies (Holen et al.  2012 ; Mishara 
and Ystgaard  2006 ), emotional literacy skills (Holmes and Faupel  2004 ,  2005 ), 
social skills (Mishara and Ystgaard  2006 ), externalising behaviour (Mishara and 
Ystgaard  2006 ; Holmes and Faupel  2004 ,  2005 ), improved autonomy (Dufour et al. 
 2011 ) and the impact of mental health diffi culties in daily life (Holen et al.  2012 ). 
One of the limitations of the evaluation studies conducted to date is that they  provide 
little information about the process of implementation across the diverse school 
 settings and factors that affected the quality of implementation. These limitations 
weaken the conclusions that can be drawn regarding the outcomes produced and the 
degree to which the ‘implementation system’ affected programme outcomes. The 
Irish evaluation of Zippy’s Friends was designed to build on previous evaluations 
and develop an understanding of factors affecting the adoption and implementation 
of the programme and the supports necessary to strengthen future implementation 
and sustainability of the programme within the Irish education system ( Clarke and 
Barry 2010 ; Clarke  2011 ). 

A.M. Clarke and M.M. Barry



323

15.5      Implementation and Evaluation of Zippy’s 
Friends in Ireland 

 In consultation with the Department of Education and Skills, the Zippy’s Friends 
programme was piloted in DEIS (designated disadvantaged) schools in the West of 
Ireland  (DEIS schools: Delivering Equality of Opportunity in Schools: an action 
plan for social inclusion)  (Department of Education and Science  2005 ). 
Economically disadvantaged children are considered especially at risk for the devel-
opment of mental health problems because of the greater number of negative or 
undesirable life events and adverse conditions (risks factors) to which they are 
exposed (Fryers et al.  2005 ; Keenan et al.  1997 ; McLeod and Shanahan  1996 ; 
McLoyd  1998 ). This over-abundance of negative life events can place demands on 
them that exceed their coping resources (Sterling et al.  1985 ). 

 The specifi c aims of this evaluation were to:

•    Determine if an international evidence-based programme could be adapted and 
successfully implemented in the local context of disadvantaged primary schools 
in Ireland  

•   Assess the immediate and long-term impact of the programme on the children’s 
emotional and behavioural wellbeing and coping skills  

•   Examine the process of implementation and the relationship between this pro-
cess and the outcomes of the programme.    

 This study employed a cluster randomised controlled trial design with assess-
ments carried out before (T1), during (T2 & T3), immediately after (T4) and at 12 
months post-implementation (T5). The 24 week programme was piloted with chil-
dren in fi rst class (age 6–7 years). In January 2008, prior to the random assignment 
of schools to intervention and control status, the Department of Education and 
Science required that teachers in the intervention group would be randomly assigned 
to one of two groups: full implementation and partial implementation. Teachers in 
the full implementation group (Intervention Type I) were asked to implement the 
programme as faithfully as possible. Teachers in the partial implementation group 
(Intervention Type II) were told that they could use the programme as a resource. 
They were not required to implement all aspects of the Zippy’s Friends lessons and 
they had the freedom to combine / supplement Zippy’s Friends lessons with other 
SPHE resources such as  Walk Tall, RSE  and the  Stay Safe Programme . The purpose 
of assigning teachers to full and partial implementation was to determine if there 
was a difference in programme outcomes between the two intervention groups. 
Specifi cally, the Department of Education and Science wished to determine if the 
Zippy’s Friends could be successfully used as a resource in Irish primary schools 
rather than as a discrete programme that required faithful replication. 

 Implementation of the programme was coordinated by the Health Promotion 
Service of the Health Service Executive (HSE) in Ireland. Health Promotion 
Specialists provided a two day training workshop on programme implementation 
for the intervention teachers. During programme implementation, the Health 
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Promotion Specialists were also engaged in the provision of ongoing support to 
teachers through school visits and an interim group meeting. An overview of the 
study sample and data collection points is presented in Fig.  15.1 .

   A total of 766 pupils and 42 teachers from 44 disadvantaged schools were 
 randomly assigned to control and intervention groups. Impact and outcome mea-
sures were used to assess the effect of the programme on the children’s emotional 
literacy skills (Faupel  2003 ), emotional and behavioural wellbeing (Goodman  1997 ) 
and coping skills (Ryan-Wenger  1990 ; Williams et al.  1989 ). The process of pro-
gramme implementation was monitored and documented using a range of qualita-
tive and quantitative measures including structured observations, weekly 
questionnaires completed by teachers, focus group review sessions with teachers, 
child participatory workshops, an Ethos Questionnaire and Social, Personal and 
Health Education Questionnaire completed by teachers. The purpose of these mea-
sures were to: (i) understand the context within which the programme was imple-
mented (ii) determine the level of programme fi delity and quality of implementation 
across the intervention group (iii) ascertain the strengths and weaknesses of the 
programme (iv) understand the interaction between characteristics of the implemen-
tation system, characteristics of the implementer and various aspects of the setting 
and organisational context in which the programme was implemented. In addition, 
case studies of two specifi c schools participating in the programme were carried 
out. The purpose of these case studies was to examine the implementation of the 
programme in a rural and urban disadvantaged school within the context of a whole 
school approach. Specifi cally, this study sought to determine the ethos and environ-
ment of the schools, their links with the local community, the degree of parental 
involvement and factors that infl uenced programme implementation in the local 
context ( Clarke et al. 2010 ). Key fi ndings related to programme effi cacy and 

Data Collection

T1: Baseline
(Feb ’08)

T2: Interim I
(June ’08)

T3: Interim II
(Oct ’08)

T4: End of Prog
(Apr ’09) 

T5: 1 Year Follow Up
(Apr ’10) 

Study Sample

N = 766 children from 44 disadvantaged primary schools

Intervention
(N= 544)

Control
(N=244)

Intervention
Type I

(N=267)

Intervention
Type II
(N=277)

  Fig. 15.1    Study sample and data collection points       
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 implementation will now be presented. Full details of the results are reported 
elsewhere ( Clarke and Barry 2010 ; Clarke  2011 ).  

15.6     Zippy’s Friends Evaluation Findings 

15.6.1     Programme Fidelity 

 On completion of each session, teachers completed a programme fi delity checklist, 
indicating what parts of each session they fully implemented, partially implemented 
or omitted. Prior to examining programme effi cacy, a comparison between the level 
of programme fi delity across teachers in Intervention Type I (full implementation) 
and Intervention Type II (partial implementation) was carried out. Results from the 
teachers’ weekly questionnaires indicated that programme fi delity was high among 
both intervention groups. The teachers in Intervention Type I (full implementation 
group) fully implemented 86.4 % of the programme and the teachers in Intervention 
Type II (partial implementation) fully implemented 86.6 % of the programme. 
These fi ndings correspond with the fi delity results from the structured observations 
which found similar high levels of programme fi delity across both intervention 
groups. Given that there was no difference in programme fi delity across the two 
intervention groups, data from the Emotional Literacy Checklist (Faupel  2003 ) and 
the Strengths and Diffi culties Questionnaire (Goodman  1997 ) were analysed by 
comparing the intervention group (full and partial implementation groups com-
bined) with the control group’s results.  

15.6.2     Programme Effi cacy 

15.6.2.1    Emotional Literacy Skills 

 Repeated measures analysis of covariance (ANCOVA) conducted at the individual 
level 2  indicated that the programme had an overall signifi cant positive effect on the 
children’s emotional literacy skills. Post-intervention scores from the Emotional 
Literacy Checklist showed a signifi cant increase in the intervention group’s Total 
Emotional Literacy score (p < 0.01) when compared with the control group. 
Specifi cally, there was a signifi cant increase in the intervention group’s Self- 
Awareness, Self-Regulation and Motivation scores (p < 0.01) between pre- and post-
intervention (Clarke  2011 ). These positive fi ndings are supported by qualitative 
fi ndings from child participation workshops and teacher focus group review ses-
sions carried out at the interim and post-intervention (Clarke  2011 ). Twelve month 
follow up results revealed that the programme did not have a lasting effect on 

2   Multi-level modelling has since been applied to the data and results are forthcoming. 
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children’s Total Emotional Literacy score as measured by the Emotional Literacy 
Checklist. Long term fi ndings were evident for one Emotional Literacy subscale, 
Motivation (p < 0.001).  

15.6.2.2    Emotional and Behavioural Wellbeing 

 Data from the Strengths and Diffi culties Questionnaire were also analysed at the 
individual level using repeated measures analysis of covariance (ANCOVA). Results 
showed that the programme did not have a signifi cant impact on the children’s Total 
Diffi culties score between pre- and post intervention or between pre-intervention 
and 12 months follow-up. Examination of the subscales, however, revealed that at 
post-intervention there was a signifi cant decrease in the intervention group’s 
Hyperactivity score (p < 0.05) when compared with the control group. Twelve 
month follow up results revealed that the programme did not have a lasting effect on 
children’s Hyperactivity score.  

15.6.2.3    Impact of Programme Fidelity on Programme Outcomes 

 In order to determine the impact of fi delity on programme outcomes, fi delity 
results were analysed according to teachers who implemented the programme 
with high fi delity (≥90 % of the programme) and low fi delity (≤75 % of the pro-
gramme). Using the children’s Emotional Literacy Checklist (Faupel  2003 ) 
scores, as measured by the teachers, paired samples t-tests revealed no signifi cant 
change in the Emotional Literacy scores of children in the low fi delity group 
between pre- and post-interventions (p = .860). In contrast to this, there was a 
signifi cant improvement in the Total Emotional Literacy score among children 
the high fi delity group (p = .000). These results indicate that the programme had 
a signifi cant positive effect on children’s emotional literacy skills when imple-
mented with high fi delity and had no effect when implemented with low fi delity. 
These fi ndings are consistent with a number of other studies, which found that 
greater fi delity is associated with better outcomes across a diverse set of preven-
tion and promotion models such as social skills training interventions (Kam et al. 
 2003 ; Wilson and Lipsey  2000 ; Gresham et al.  1993 ; Botvin et al.  1990 ), coordi-
nated community based prevention programmes (Pentz et al.  1990 ) and class-
room ecology interventions (Harachi et al.  1999 ).   

15.6.3     Programme Implementation 

 As mentioned previously, an important and unique aspect of this study was the 
use of a process evaluation with multiple methods as a means to understanding 
the context within which the programme was implemented. Findings in relation 
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to factors that affected programme implementation, teachers’ recommendations, 
and the school context within which the programme was implemented will now 
be presented: 

15.6.3.1    Factors Affecting Programme Implementation 

 Through the use of the teachers’ weekly questionnaires, class observations, interim 
and end of programme focus group review sessions with intervention teachers and 
child participatory workshops, this study identifi ed factors related to the programme, 
the implementer and the recipients which facilitated and hindered programme imple-
mentation. Firstly, in relation to the programme, the teachers repeatedly made refer-
ence to the active engagement of the children through child-centered learning 
techniques and the relevance of the content to the children’s lives. Looking at the most 
successful modules (Module 5: Dealing with Change and Loss and Module 3: Making 
and Breaking Friendship), the suitability of the content to the children’s daily lives, 
the child-centered activities used in the sessions (role play, making puppets, drawing 
pictures) and the practical nature of the lessons, were the most frequently reported 
positive aspects of these modules by the teachers. Of the modules that received the 
lowest ratings (Module 1: Feelings and Module 2: Communication), lack of activities 
and over-use of teacher talk were consistently reported. These results demonstrate that 
the children responded better when they were away from their desks and actively 
involved in a variety of activities such as role play / drawing / engaging in group dis-
cussions. This fi nding is in line with previous research  carried out on educational 
interventions regarding the need for varied teaching methods (Warwick et al.  2005 ; 
Nation et al.  2003 ; Tobler and Stratton  1997 ; Dusenbury and Falco  1995 ). 

 Another element of the programme that facilitated programme implementation 
was the provision of teacher training. All of the teachers that implemented the 
Zippy’s Friends programme commented on the value of teacher training. Several 
teachers also spoke about the importance of the ongoing support which they received 
from the Health Promotion Specialists throughout the year. The teachers’ views are 
supported by research relating to programme implementation and sustainability 
which have shown that high quality teacher training combined with the provision of 
ongoing technical support increases providers’ (i) knowledge of how the programme 
works and what is necessary to implement the programme effectively (ii) ability to 
deal with implementation challenges in a timely manner and (iii) understanding and 
acceptance of the intervention (Hallam et al.  2006 ; Kam et al.  2003 ; Bishop and 
Roberts  2005 ; Lewis et al.  1990 ). Fixsen and colleagues ( 2005 ) state that the 
 conventional approach of ‘train them and send them on their way’ is ineffective in 
promoting high quality implementation. Instead, effective programme adoption and 
implementation requires initial training that is interactive and engaging, provides 
opportunities for behavioural rehearsal and is followed up with ongoing coaching, 
technical assistance and support (Bumbarger et al.  2010 ). 

 Regarding the teacher themselves, their involvement with the lesson in terms of 
taking part in the role plays and sharing their personal experiences with the children 
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was regarded as factors that greatly facilitated child participation. Whilst the authors 
are not aware of previous research which specifi cally points to the importance of 
teacher participation, the development and maintenance of a safe, supportive learning 
environment where children feel cared for and respected is regarded as one of the key 
components necessary for the promotion of social and emotional learning (Zins et al. 
 2004 ). It is clear from this study that the teachers’ participation had a signifi cant impact 
on the creation of a supportive environment which enhanced child participation. 

 Finally, in terms of the recipients, the teachers regarded the children’s enjoyment 
of the programme as a salient facilitating factor. Teachers spoke about the children’s 
enthusiasm for the lessons and the knock-on effect this had on their motivation to 
teach the programme. Although not widely discussed in the literature, the children’s 
enjoyment and enthusiasm for the programme appears to infl uence teachers’ per-
ception of and attitude towards the intervention, factors which are known to facili-
tate/hinder quality of implementation (Domitrovich et al.  2008 ). 

 It is important to note that the fi ndings from the teacher weekly questionnaires, 
focus group review sessions and class observations in relation to programme imple-
mentation are in line with fi ndings from child participatory workshops which were 
carried out in a sample of intervention schools at post-interventions. When the  children 
were asked about what they had learned at post-intervention, key themes from each 
module were recalled – ‘Feelings’, ‘Friendship’, ‘Caring for others’, ‘Not fi ghting/
bullying others’. ‘Listening, ‘Coping with your problems’. The accurate recollection 
of the programme content by the children suggests that they were engaged and actively 
learning throughout the programme. Findings in relation to what the children liked the 
most about the Zippy’s Friends programme included the stories, pictures to accom-
pany them, the activities and sharing their problems in the circle. These fi ndings from 
the child participatory workshops further accentuate the importance of activity-based 
child centered learning in the implementation of the Zippy’s Friends programme. 

 Factors that hindered programme implementation were mostly concerned with 
structural and school level factors. Time was the most frequently reported problem 
associated with implementing the programme. Teachers found it diffi cult to fi nd 
time during the day when all of the children were present in the classroom and not 
attending learning support classes. Time of implementation during the school year 
(commencing the programme half way through the academic year) was also prob-
lematic for several teachers, particularly for teachers implementing the programme 
in the multi-grade setting. Lack of space in the room was noted as a barrier by some 
teachers. Small classrooms meant that some teachers were not able to put the 
 children into a circle for Zippy time. Teachers found this to have a negative effect 
on child participation throughout the programme.  

15.6.3.2    Teachers’ Recommendations 

 The teachers made a number of recommendations to enhance the future implemen-
tation and sustainability of Zippy’s Friends in Ireland. Firstly, teachers recom-
mended the need for more hands on activities and also the use of multi-media 
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activities to further engage the children and enhance their learning. Secondly, 
 teachers commented that a once-off programme in primary school was not suffi cient 
and advocated the need to implement the programme throughout the school from 
junior infants to sixth class. Several teachers spoke about the importance of a whole 
school approach and whole school training so that all teachers are aware of and able 
to implement the strategies during class time and out in yard. One teacher wrote: 
“ Will work best if taken on as a whole school approach with everyone being aware 
of the strategies” . The third recommendation was the need for parental involvement 
in the programme. Teachers suggested the use of a workbook at home that would 
reinforce strategies taught in school in the home environment. One teacher remarked: 
 “I felt it needed something to let the parents know what we had discussed so that 
they could even reinforce it at home” .  

15.6.3.3    School Context 

 In order to understand the environmental context within which the programme was 
implemented, teachers in both intervention (N = 30) and control groups (N = 10) com-
pleted the Ethos Questionnaire. This questionnaire was specifi cally concerned with: 
school policies, the promotion of positive mental health throughout the school, the 
implementation of the Social, Personal and Health Education (SPHE) curriculum, 
school ethos, support from community services, parental involvement and barriers 
that exist in the promotion of positive mental health throughout the school. In addition 
to the Ethos Questionnaire, case studies of two contrasting schools (a large urban 
school with a multicultural profi le in an area of multiple disadvantage and a smaller, 
almost monocultural rural school) were employed. The case study method explored 
the views of teachers, pupils, parents and key informants of the wider community on 
the delivery of the programme within the context of a whole school approach. 

 The results from the Ethos Questionnaire indicated that both intervention and con-
trol schools provided a positive and supportive school environment for the  children 
and that teachers within the schools worked towards providing for the children’s 
needs. Three areas that both intervention and control schools scored poorly were high-
lighted through the Ethos results. Firstly, the needs of staff were not reported as being 
a high priority of schools in this study. The majority of schools did not have a policy 
on staff health and welfare. In addition, staff were unlikely to seek help when feeling 
stressed and most teachers said support was not available for staff involved in stressful 
incidents. Secondly, links with the wider school community were not reported as 
being well established for control and intervention schools. Despite the fact that most 
teachers said that schools were receptive to approaches from community agencies in 
relation to health matters, both intervention and control schools reported low levels of 
collaboration with these agencies. Thirdly, whilst most teachers reported that parents 
were interested and supportive of the school and its governance, fewer teachers 
reported the active involvement of a broad range of parents in school life. Furthermore, 
teachers also noted the lack of opportunities given to parents to participate and learn 
about the content of the school’s SPHE curriculum. 
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 Additional fi ndings from the case studies revealed the reality of programme 
implementation in two disadvantaged schools and exemplifi ed how the local con-
texts for programme implementation can differ within a relatively small regional 
area. With regard to the community context, the data indicated contrasting levels of 
community engagement and parental involvement in the two schools. The perceived 
lack of a cohesive community context and low levels of parental involvement in the 
large urban school contributed to a more challenging environment for programme 
implementation. In relation to organisational practices and processes, differences 
emerged between the teachers in the two schools regarding the perceived school 
ethos and environment, particularly with regard to school practices in supporting 
children during stressful periods and developing positive open relationships between 
staff, children and parents. Concerning characteristics of the implementers, despite 
similar levels of reported implementation fi delity, the teachers in the small rural 
school had a much more positive view of the programme and reported positive pro-
gramme infl uences on the classroom atmosphere and on their own capacity to help 
the children. These results were not evident from the urban school where teachers’ 
attitudes were much less positive. Further details of the case study fi ndings are 
reported in Clarke et al. ( 2010 ).    

15.7     Lessons Learned in the Context 
of Health Promoting Schools 

 The key fi ndings from the evaluation of the Zippy’s Friends programme in Ireland 
are signifi cant in terms of their application to health promoting schools. The 
results from this study highlight the signifi cant positive effect of the Zippy’s 
Friends programme on children’s emotional literacy skills and hyperactivity. 
These fi ndings are particularly relevant given the fact that evidence suggests the 
foundations of good mental health throughout life are laid in the early years and 
that without intervention, emotional and behavioural problems in young children 
may be less amenable to intervention after 8 years (Tennant et al.  2007 ; Leckman 
and Leventhal  2008 ; Eron  1990 ). This points to the need for evidence-based strat-
egies that promote children’s emotional wellbeing, such as those employed in the 
Zippy’s Friends programme, to be implemented as part a health promoting 
schools approach in primary schools. Furthermore, given the increasing evidence 
of the strong positive associations between interventions that teach social and 
emotional competence and their impact on a wide range of educational gains 
including improved school attendance, higher motivation, higher morale and 
improved academic achievement (Durlak et al.  2011 ; Payton et al.  2008 ; Zins 
et al.  2004 ; Catalano et al.  2002 ; Durlak and Wells  1997 ; Durlak  1995 ), the inte-
gration of evidence-based mental health promotion interventions as part of health 
promoting schools is ever more salient. 

 Twelve month follow up results revealed that the programme did not have a 
 lasting effect on children’s emotional literacy skills or behavioural wellbeing as 
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measures by the Emotional Literacy Checklist and Strengths and Diffi culties 
Questionnaire. These fi ndings point to the need for a more long term sustained 
approach. This is in line with recommendations from systematic reviews regard-
ing the need for interventions to operate for a lengthy period of time and embed 
work within a health promoting school approach which includes features such as 
changes to the curriculum, improving school ethos, teacher education, liaison 
with parents, parenting education, community involvement and coordinated 
work with outside agencies (Weare and Nind  2011 ; Adi et al.  2007 ; Stewart-
Brown  2006 ; Wells et al.  2003 ). Furthermore, the request from teachers for (i) 
another ‘Zippy’s Friends’  programme in the senior end of primary school (ii) 
whole school teacher training and (iii) parental involvement highlights the recog-
nition among teachers that one off interventions are insuffi cient in sustaining 
children’s competencies and that a long term, developmental approach involving 
all key stakeholders in necessary. 

 Analysis of programme implementation in the context of its impact on chil-
dren’s outcomes reveals two important fi ndings. Firstly, the fact that teachers in 
intervention Type II, who were given the option to implement the programme as a 
resource, implemented the programme with high fi delity (86.5 %) indicates the 
level of teacher commitment and support for the programme. Samdal and Rowling 
( 2011 ) report that the advancement of understanding, motivation and skills 
through professional development and learning are essential to the implementa-
tion of the health promoting schools approach. The results from this study point 
to the level of buy-in and commitment from teachers as a result of the training and 
support provided by the Health Promotion Specialists. Teachers themselves com-
mented on the importance of teacher training and ongoing support in facilitating 
programme implementation. The fi delity results thus support the important role 
professional development and learning play in implementation as highlighted by 
Samdal and Rowling ( 2011 ). In addition, strong programme adherence amongst 
the teachers who were given the option to use the programme as a resource indi-
cates the likelihood of future faithful replication and sustainability of the pro-
gramme in the Irish school setting. 

 Secondly, the programme had a signifi cant positive impact on children’s emo-
tional literacy skills and hyperactivity when implemented with high fi delity (>90 %), 
however, children who received less than 75 % of the programme showed no 
improvements in their emotional literacy skills between pre- and post-intervention. 
In terms of health promoting schools, these fi ndings point to the importance of 
 quality of implementation in achieving programme outcomes. In addition, these 
fi ndings support Dooris and Barry’s ( 2013 ) call for the need to assess implementa-
tion when evaluating health promoting schools in order to understand how out-
comes are produced and to protect against the dangers of a Type III error in reporting 
evaluation fi ndings, that is, the intervention as delivered is of such poor quality as to 
invalidate the outcomes. 

 The results from process evaluation provide an insight into factors which facili-
tate and hinder implementation. These results have implications not just for the 
future implementation of Zippy’s Friends but also additional interventions 
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 implemented as part of the health promoting schools approach. The structured 
nature of the programme, the suitability of the content for the children, teacher 
involvement during the lessons, the variety of engaging activities, teacher training 
and the provision of ongoing support were cited as factors that facilitated pro-
gramme implementation. These factors are in line with components Samdal and 
Rowling ( 2011 ) identifi ed as necessary for health promoting schools, specifi cally, 
student participation and professional development and learning. In addition, the 
issue of time, which was recognised by teachers as a barrier to implementation, 
points to the need for organisational support at school level to facilitate implementa-
tion. Relational and organisational support was another core component identifi ed 
by Samdal and Rowling ( 2011 ) in the implementation of health promoting schools. 
Furthermore, it is suggested that strategies to promote positive mental health and 
emotional wellbeing using a health promoting schools approach could assist in 
ameliorating the barrier of time. 

 Finally, the results from the Ethos Questionnaire and the case studies of two 
schools provide an insight into factors operating at school level that can affect the 
implementation of a mental health promotion intervention. In general, the results 
from the Ethos Questionnaire confi rm the lack of supports structures in place to 
assist teachers in addressing their own needs. Teachers as drivers of change in 
schools must be supported in their role and it is, therefore, suggested that this 
could be incorporated as a key component of teacher training and the provision 
of ongoing support in schools. Given that technical support has been identifi ed as 
one of the most important dimensions of the implementation support system 
(Samdal and Rowling  2011 ; Mihalic et al.  2004 ; Kam et al.  2003 ), the delivery of 
pre-service and in-service teacher training and ongoing high quality support 
needs to be addressed at a national level. Weist and Paternite ( 2006 ) contend that 
the provision of strong training, technical assistance and pragmatic ongoing sup-
port increases the likelihood of positive outcomes being achieved. These out-
come fi ndings in turn fuel advocacy and policy agendas, which subsequently 
leads to increased resources which are strategically applied to expand and 
improve the quality of services. The provision of training and support, according 
to Weist and Paternite, is therefore, a critical element of the ‘snowballing’ pro-
cess of growth and improvement of services in schools, across the community 
and beyond. 

 The results also illustrate the need for greater collaboration between schools and 
key stakeholders within the local community. As recommended in the health pro-
moting school approach, schools must view their role as being a vital part of the 
wider community, in reaching out to and receiving support from parents and local 
agencies. Samdal and Rowling ( 2011 ) contend that collaborative working is at the 
core of health promoting schools approach. It enables communities to draw upon its 
diverse and unique strengths and ensures that the identifi ed health needs and strate-
gies to address health are relevant to and owned by the community. The results from 
this study underscore the value of providing schools with the resources and training 
they require to help them work collaboratively with pupils, parents and the broader 
community. 
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 The case study fi ndings highlight the uniqueness of both schools with their 
 differing community histories, cultures, local politics and organisational capacity 
and structures. The capacity development needs of both schools were quite differ-
ent, particularly with regard to community and parental involvement. In relation to 
the teachers, it was evident that those in the large urban school were less positive 
about the programme. Although both schools received the same level of training 
and support, stronger links with local support agencies and staff were reported by 
the rural school. The less positive attitudes of the teachers in the urban school 
would suggest the need for ongoing technical assistance and support in addressing 
perceived barriers to effective implementation. Overall, the case study fi ndings 
indicated that the two schools were at very different stages of ‘readiness’ in terms 
of implementing the intervention within a whole school context. The fi ndings 
point to the important infl uence of contextual factors on programme implementa-
tion in disadvantaged school settings, including characteristics of the local com-
munity context, level of parental involvement, school ethos and practices and 
teachers’ attitudes to the intervention. The results point to the need to adapt strate-
gies for school organisational change to support implementation according to the 
requirements of each school.  

15.8     Conclusion 

 The presentation of evaluation fi ndings on the implementation of an emotional well-
being intervention in primary schools provides valuable insights into the process of 
programme delivery and the range of factors in the school setting that infl uence 
programme implementation. The results from the Zippy’s Friends study highlight 
the importance of embedding evidence-based interventions within a whole school 
context. As part of this, it is necessary to give due attention to both the core elements 
of the programme itself and the broader whole school implementation components 
as outlined by Samdal and Rowling ( 2011 ). In line with this, and as recommended 
by Dooris and Barry ( 2013 ), it is necessary to design evaluation studies that move 
beyond the conventional outcome-focused approach to a more systems-based 
approach that account for non-linear causality and seek to embrace and elucidate 
the inter-relationships, interactions and synergies within the whole settings 
approach. Dooris and Barry ( 2013 ) state that in so doing, it will be important to 
integrate health measures with measures relating to the core business of the setting, 
to use multi-method approaches and to recognise the synergistic effects of  combining 
methods to answer a range of evaluation questions.     
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for health-promoting teaching strategies, which also incorporate the goals of stu-
dent achievement. 

 To develop an understanding of what health-promoting teaching and learning 
processes could look like, an understanding of effective teaching strategies in terms 
of student achievement is needed. In addition, the interrelatedness of health and 
well-being on the one hand and teaching and learning on the other requires research. 
A narrative literature review was conducted primarily using the database ASSIA 
(including ERIC). 

 Health and achievement complement each other. Teaching strategies should thus 
include a health perspective to further learning outcomes and well- being of students. 
Several areas of action are outlined and a model is presented. To ensure sustainability 
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is advisable to integrate a health perspective in the core processes of schools. 
Professional learning communities could be a form of professional development to 
promote both student achievement and health.  
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16.1         Introduction and Objectives 

    Health has been an issue in schools for a long time. In the late 18th century, teaching 
about cleanliness to prevent the spread of infectious diseases was already part of the 
school curricula. For many decades, health education as a behaviour-oriented 
approach to school health has been the only way of addressing the issue. With the 
Ottawa Charter (WHO  1986 ), the settings approach to health promotion was intro-
duced (cf. Denman et al.  2002 ). 

 St Leger and colleagues ( 2010 ) defi ne health promotion in the school setting as 
any activity undertaken to improve and/or protect the health of all school users 
including activities relating to healthy school policies, the school’s social and physi-
cal environment, the curriculum, community links and health services (St Leger 
et al.  2010 , p. 2). They point out that the terms “health education” and “health pro-
motion” are used interchangeably, which can constitute diffi culties in understand-
ing. In our defi nition, health promotion and health education in schools are related, 
but distinct concepts. Health education is a more classroom- and topic-based 
approach, focusing on changing behaviour through providing health information 
and building up health competences. Health promotion is defi ned as a more compre-
hensive approach, with an emphasis on change towards healthy settings, including 
a setting- and a behaviour orientation. Consequently, health education is seen as part 
of health promotion. This is in accordance with the understanding of Nutbeam 
( 1998 ) and St Leger and colleagues ( 2010 ). Tones ( 2005 ) describes health promo-
tion as a function of health education and healthy public policy, also bringing 
together health education with an approach related to changes in the environment. 

 Whole-school approaches that use a coordinated and integrated multi-level 
approach implemented over a longer period of time, have shown to be most effec-
tive regarding outcomes related to health (cf. Stewart-Brown  2006 ). Studies have 
shed light on the numerous diffi culties teachers and school leaders encounter when 
it comes to implementing a comprehensive whole-school approach of school health 
promotion and there are references to an “implementation gap” (Samdal and 
Rowling  2013 ; Gugglberger and Dür  2011 ; Roberts-Gray et al.  2007 ). Some of the 
problems in realising a programme in actual school life originate from the lack of a 
culture of collaboration in schools and a lack of mutual commitment to health pro-
motion, both of which are essential for achieving changes in the whole school set-
ting (e.g., Flaschberger et al.  2012 ). Moreover, it has to be acknowledged that 
resources in schools worldwide are often scarce and consequently spending time, 
money, and energy on school health is therefore seen as not being conducive to the 
main aim of academic preparation of students (cf. Rosas et al.  2009 ). 

 Increasingly, the core processes of schools – teaching and learning – became 
important elements of school health promotion (e.g., Leurs et al.  2005 ). One of the 
main arguments is that health and education infl uence each other. Some studies have 
focused on the connection between health and education (cf. Suhrcke and de Paz 
Nieves  2011 ). The effect of education on health is well researched for both develop-
ing and industrialised countries, i.e. higher educated people tend to have better health 
than those with lower educational attainment. The effect of health on education has 

E. Flaschberger and L. Gugglberger



343

not been studied as thoroughly. There are, however, some results indicating that 
health may determine educational results, in developing as well as industrialised 
countries (Suhrcke and de Paz Nieves  2011 , p. 22). 

 Overall, the literature is rather sparse when it comes to studies that have system-
atically looked at the core processes of schools in relation to health. Our research 
question is therefore: what can teachers do to promote health during everyday 
teaching and learning processes in the classroom? 

 Single teachers cannot implement health promotion on their own. What one 
teacher can do, however, is to create a health-promoting learning environment in 
class and thus contribute to school health promotion in a pivotal area, namely the 
core processes of school. For school health promotion to become a sustainable 
endeavour, it is necessary to focus on the core processes of schools and thus health 
promotion to become more relevant to teachers. Knowledge on how teaching and 
learning processes can be made more effective by focusing on health and well-being 
could enforce overall commitment to the concept on a school level, which is crucial 
for sustainability of health-promoting changes in the school setting. 

 A health-promoting way of teaching should not only produce more health 
and well-being, but also better learning outcomes. Otherwise it would be coun-
terproductive to the functioning of schools and therefore not benefi cial to the 
(future) health of students in a wide sense. Consequently, it has two – possibly 
confl icting – aims: (1) fulfi l (externally specifi ed) achievement goals and (2) be 
health promoting, empowering, and participative or in other words help students 
to meet their self-specifi ed (health-related) needs. 

 The objective of this study is to develop recommendations on health-promoting 
teaching strategies, which can be used for designing pre-service teacher training, as 
well as for continuous professional development of teachers and for further research.  

16.2     Method 

 This study is based on a narrative literature review (cf. Cronin et al.  2008    ), pri-
marily performed via the database ASSIA (Applied Social Sciences Index and 
Abstracts), including results from ERIC (Education Resources Information 
Center), in 2011. The database was chosen as it covered literature from social 
sciences as well as specifi cally educational research. Titles and abstracts were 
screened and relevant articles selected. Additional literature was obtained from 
hand searching and cross- referencing with reference lists in identifi ed articles. 
The search in the databases was done for English publications; for hand search-
ing German sources were also included. 

 In order to be able to develop recommendations for teacher behaviour supporting 
both health and well-being of their students and their academic achievement, it is 
crucial to fi rst develop an understanding of what makes teaching strategies effective. 
Some key factors from educational science are identifi ed here. In a second step, an 
understanding about the interrelatedness of health, teaching/learning-processes and 
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achievement can be developed and consequently compared to state-of-the-art 
 recommendations for effective teaching. The literature review was thus conducted 
in two separate steps:

    1.    Review on effective teaching and learning;   
   2.    Review on the interrelatedness of health, academic achievement and teaching 

and learning processes.    

The literature review on effective teaching and learning was conducted through a 
search for the keywords “effective teaching” or “effective learning” and “school” in 
ASSIA in autumn of 2011. The included publication years were 2007–2011 as 5 
years were presumed to be an adequate time frame for covering current and timely 
recommendations. Three factors were identifi ed and will be presented in the fi rst 
part of the results section of this chapter (3.1). 

 Literature on the interrelatedness of health, academic achievement and teaching 
and learning processes was searched for in a separate step. For this search, the key-
words “health” and “well-being” have been used in combination with “effective 
teaching”, “effective learning”, “academic achievement”, “teacher behaviour”, 
“teaching style”, “learning style”, “differentiated instruction”, “individualised learn-
ing”, “individualised instruction”, and “personalised learning”. Furthermore, the 
combination of “physical activity” and “academic achievement” was searched for. 
The database ASSIA was used for this search and the publication years 1995–2011 
were included as we assumed that research in this area is not as advanced and thus a 
longer time frame needs to be covered. Six factors were identifi ed and will be pre-
sented in the second part of the results section of this chapter (3.2). 

 First, the retrieved articles were screened and articles relevant to the research focus as 
identifi ed by the authors were included in the analysis. Exclusion criteria were: sole 
focus on early childhood education and students at university-level, focus on specifi c 
minority groups or students with special needs, and focus on the non- Western world. 

 Second, the articles were analysed and important aspects were identifi ed and 
grouped. Subsequently, the various aspects are not presented in order of importance, 
but similar recommendations found in the literature are grouped. 

 The literature review has obvious limitations and cannot be viewed as exhaus-
tive, as the review is not a systematic review, and as the search was only performed 
for the above-mentioned keywords. Otherwise a rather explorative approach was 
applied. The study is, however, designed to lay the groundwork for further investi-
gations into the matter of health-promoting teaching and learning.  

16.3     Results 

 The two literature reviews will be presented separately, fi rst, describing three fac-
tors that were derived from the search on the effectiveness of teaching and learning 
processes, second, describing six factors from the search on the interrelatedness of 

health and performance (for an overview see Table  16.1 ).  
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16.3.1     Effective Teaching and Learning in School 

16.3.1.1     Creating a Positive Learning Environment 

 The literature on effective teaching and learning very often includes references to 
the creation of a positive learning environment for students. Classroom and school 
learning climate are said to have direct effects on student outcomes and may be 
equally important as students’ family background – or even more important than the 
socioeconomic background (Willms et al.  2009 ). An article on the quality of teach-
ing reviews the literature on the topic and also stresses the importance of a safe and 
stimulating learning climate in class (Van de Grift  2007 ). 

 It is thus recommended for teachers to make an active effort in supporting stu-
dents and treating them with respect. Teacher-student relationships of high quality 
are seen as promoting student achievement (O’Connor and McCartney  2007 ). 
Effective teachers were found to act more fairly towards their students and to dem-
onstrate more respect for them (Stronge et al.  2007 ). Positive reinforcements in the 
form of praise should be applied more often than corrective statements (Conroy 
et al.  2008 ). Moreover, teacher support in the form of creating a caring atmosphere 
as well as showing personal interest in the students and involvement was connected 
with more student engagement and thus better learning outcomes (e.g., Klem and 
Connell  2004 ; Skinner and Belmont  1993 ). 

 Another important factor for student engagement and therefore increased chances 
of student success are teachers’ high expectations for their students’ academic suc-
cess and their behaviour in general (Willms et al.  2009 ; Stronge et al.  2007 ). If 
teachers believe in their students and actively show their support, learning outcomes 
are likely to improve accordingly. 

 Effective classroom management minimising disturbances and optimising quali-
tative teaching/learning time is also an important feature of a positive classroom cli-
mate. Effective use of time and structured and adaptive teaching are seen as critical 
characteristics of successful schools (Scheerens  1992 ; Slavin  1994 , cited in Willms 
et al.  2009 ). Students who describe their classroom disciplinary climate as positive 
are one-and-a-half times more likely to report high levels of interest, motivation, and 

   Table 16.1    Overview of the results according to the two reviews   

  1. Effective teaching and learning    2. Interrelatedness of health and academic achievement  
 Creating a positive learning 

environment 
 Respect, support, participation, and fairness 

 Focusing on motivating students 
to learn 

 Increasing motivation through the fulfi lment of 
psychological needs 

 Differentiated approach to teaching  Strengthening students’ sense of coherence 
 Promoting physical activity in the classroom 
 Psychosocial health in class 
 Health promotion for teachers 
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enjoyment in learning (Willms et al.  2009 , p. 35). Effective  classroom management 
involves the development of classroom rules and consequences for breaking them 
(Freiberg  2002 ). However, classroom management should be dealt with in an infor-
mative rather than controlling manner, so as not to decrease students’ interest and 
motivation (Kunter et al.  2007 ; Koestner et al.  1984 ). 

 A well-structured (Klem and Connell  2004 ) and well-organised (Stronge et al. 
 2007 ) learning environment with clear rules and stable routines (Kunter et al.  2007 ) 
is important for enhancing student engagement and academic achievement respec-
tively. According to a review on the literature regarding the topic by Van de Grift 
( 2007 ), teachers who explicitly model, scaffold, explain strategies, give corrective 
feedback and ensure that children master the material taught contribute highly to the 
academic success of their pupils (p. 135).  

16.3.1.2     Focusing on Motivating Students to Learn 

 Students motivated to learn are obviously ideal for a positive climate in class-
rooms and learning outcomes. Student engagement can be divided into three 
dimensions: social engagement (participation and sense of belonging), academic 
engagement (attendance), and intellectual engagement (Willms et al.  2009 , p. 10). 
Intellectual engagement means that students are interested and motivated in their 
classes, enjoy them and see them relevant to their everyday life. Relevance, mean-
ingfulness and authenticity are portrayed as essential characteristics of effective 
classrooms (Willms et al.  2009 ). This defi nition of intellectual engagement evokes 
associations with applications of the Self-Determination Theory in the school set-
ting, which is also important in terms of student engagement: Deci and colleagues 
( 1991 ) suggest that in order to get the best results for individuals as well as for 
society, it is important to increase intrinsic motivation by promoting an interest in 
learning and a valuing of education in students. However, in many classrooms, 
controlling conditions undermine natural tendencies to enjoy learning. These 
 controlling measures are often well-intended, as many teachers believe that 
 students learn better under external control. In contrast, an intrinsically motivat-
ing learning environment increases positive student learning outcomes, particu-
larly pertaining to tasks requiring conceptual or deeper learning (cf. Niemiec and 
Ryan  2009 ). 

 Using assessment methods that have a positive effect rather than discouraging 
low-achieving students, is also discussed in the literature on effective teaching. 
Formative assessment is more important for improving learning than summative 
assessment like external tests and grades. In cultures that focus on rewards and 
competition in the classroom, students focus on obtaining the best marks rather 
than on improving their learning, often avoiding difficult tasks and asking 
questions (Black and Wiliam  1998 ). If assessment is used to help students collect 
their thoughts, articulate what they have found, and speculate about where they 
are and where they might go, students become more self-directed in learning 
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(cf. Willms et al.  2009 , p. 35). Transparency in the evaluation of students, fairness 
in assessing them and proper and timely feedback leads to cognitive achievement 
gains (Lavy  2011 ; Stern  2010 ). Applying diverse methods for (formative) assess-
ment is also seen as a relevant approach (Stern  2010 ). 

 Especially regarding assessment, participation of students is portrayed as 
important in terms of effective teaching and learning processes. Students should 
be able to co-create assessment criteria and therefore guide their own learning 
(Willms et al.  2009 ). Black and Wiliam ( 1998 ) also claim that self- and peer-
assessment are an integral part of formative assessment. To be able to self-assess 
their learning, students need to have a clear picture of the targets their learning is 
meant to attain. When students acquire such an overview, they become more 
committed and more effective as learners (Black and Wiliam  1998 , p. 144). 
Flutter and Rudduck ( 2004 ) also stress the importance of teaching and learning 
to be a “joint endeavour” between students and teachers (p. 13). For them, stu-
dent participation in the classroom can have many positive effects, such as help-
ing students to see learning as a serious matter, to understand learning processes 
and thus to develop metacognitive skills. Students’ perceived autonomy can be 
supported by giving them a voice and choice regarding their academic activities 
(Niemiec and Ryan  2009 ). Additionally, teachers can also profi t from promoting 
a more collaborative learning atmosphere in class, as they get feedback, the 
chance to improve teacher-student relationships and to develop new ideas for 
teaching (Flutter and Rudduck  2004 ).  

16.3.1.3     Differentiated Approach to Teaching 

 According to research, students’ chances of being intellectually engaged in school 
increase when their classroom climate refl ects an appropriate level of learning chal-
lenge (Willms et al.  2009 ). 

 Good teaching practice is portrayed as being responsive to students’ needs and 
heterogeneous student, classroom and school background factors (Schleicher 
 2011 ). Using a differentiated approach to teaching and supporting individualised 
learning for students respectively is a learner-centred approach and can be called 
state-of- the-art in educational science. Some of the rationales most often men-
tioned for this are the social and economic needs of the present century, requiring 
all young people to be supported in learning and promoting their skills and talents 
(cf. e.g., Willms et al.  2009 ; Lawrence-Brown  2004 ). Furthermore, differentiated 
teaching has proven to be effective for increasing learning outcomes in various 
studies (cf. Stronge et al.  2007 ). 

 Differentiated teaching means ensuring that what a student learns, how he/she 
learns it, and how the student demonstrates what he/she has learned is a match for 
that student's readiness level, interests, and preferred mode of learning (Tomlinson 
 2004 , p. 188). Interest is also seen as important for student motivation. In accor-
dance, learning is taken more seriously if students detect relevance of the content to 
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everyday life (Flutter and Rudduck  2004 ). To foster relevance, it is necessary for 
teachers to understand students’ goals, interests and needs, and then to link school 
tasks to those goals, interests and needs (Assor et al.  2002 , p. 265). Rock and 
 colleagues ( 2008 ) also mention the importance of relating teaching to real-life expe-
riences. Moreover, they claim that teachers can heighten student learning by giving 
support that challenges students to work slightly above what they can do by them-
selves. However, not only teachers should be responsible for the success of differ-
entiated learning environments; as Tomlinson ( 2004 ) suggests, students should 
contribute equally and engage in teamwork, which is relating to concepts of partici-
pation and empowerment. 

 A variation of methods or teaching styles is often recommended in relation to the 
concept of differentiation. Van de Grift ( 2007 ), for example, talks about a “balance 
of activities” (p. 130), as for some students, especially younger or low-achieving 
ones, a direct teaching style is more effective than teaching styles where students 
have to be more active. However, positive effects for many subgroups of students 
could be found for “modern forms of teaching” as well (Lavy  2011 ). Inquiry-based 
teaching practices that include a more student-centred, active learning concept, are 
recommended especially for teaching science (cf. Kazempour  2009 ). However, in 
contradiction to the results presented above, Lavy ( 2011 ) found no effects on 
student performance for the element of “instilment of the capacity for individual 
study” (p. 24). 

 Other authors mention peer learning and peer tutoring, i.e. collective learning, as 
benefi cial for learning outcomes, especially for students who have learning diffi cul-
ties (e.g., Schleicher  2011 ). The above-mentioned formative assessment can also be 
understood as part of a differentiated approach to teaching, as it is conducted so that 
all pupils have an opportunity to think and to express ideas (Black and Wiliam  1998 , 
p. 147) and the teacher is not only interacting with a few students in class who, for 
example, are quick enough to give answers. Furthermore, specifi c feedback on 
strengths and weaknesses should be provided for each student rather than giving out 
overall marks. An important feature of formative assessment is giving students not 
only feedback, but also providing them with support and opportunities to improve 
their work (Black and Wiliam  1998 ).   

16.3.2     Relations Between Health, Academic Achievement, 
and Processes of Teaching and Learning 

 Generally it can be said that what improves learning outcomes is also good for 
health and well-being. Some authors have already embraced this view and mention 
connections between health and academic achievement. However, even where no 
such connection is explicitly mentioned, results can be related at least theoretically. 
Practically all of the elements conducive to effective teaching can be found in the 
following section with a connection to health and well-being. 
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16.3.2.1     Respect, Support, Participation, and Fairness 

 The importance of a positive classroom environment is not only part of the 
 recommendations for effective teaching and learning, but is also seen as essential 
with regard to health and well-being of students. Supportive classroom management 
does not rely on elements of external regulation and thus has positive, not only 
motivational, but also emotional consequences (Kunter et al.  2007 ; Bergin and 
Bergin  1999 ). Van de Grift directly addresses health and academic achievement: “A 
safe and orderly climate is not only good for pupils’ health and well-being, but also 
for pupils’ results” (Van de Grift  2007 , p. 130). 

 Encouraging and respectful teachers have been found to contribute to students’ 
well-being (e.g., Engels et al.  2004 ). Respect is described as a critical component of 
school climate, especially for students in secondary schools (LaRusso et al.  2008 ). 
Moreover, LaRusso and colleagues ( 2008 ) make a connection with health behav-
iours insofar as they claim that a respectful school climate promotes healthy behav-
iours and mental health in students. School connectedness and positive experiences 
with teachers and peers are related to the development of self-confi dence and strong 
emotional bonds (Freeman et al.  2011 ). 

 Social support from teachers is thus not only conducive to students’ academic 
achievement, but can also increase happiness in students (Natvig et al.  2003a ). 
Teachers can demonstrate support by showing their students positive attention and 
interest, and providing warmth and care in the everyday life at school (Danielsen 
et al.  2009 , p. 305). Chu and colleagues ( 2010 ) reported that social support from 
teachers and school personnel had the strongest association with children’s and ado-
lescents’ well-being. Therefore, it can be assumed that a supportive environment – 
even if it is “only” perceived as supportive – can be a signifi cant contributor to 
student well-being. Van Petegem and colleagues ( 2008 ) claim that course content is 
also relevant regarding student well-being, but conclude that – independent of 
course content – teachers who are understanding and supportive are most important. 
Slightly less encouraging for the association between social support and well-being 
is the study of Torsheim and Wold ( 2001 ), whose fi ndings suggest that as long as the 
level of support is above a minimum level, additional increases in support may have 
little benefi cial effect for buffering stress and reducing somatic complaints (p. 300). 
 Teachers who value their students’ perspectives and encourage participation are said 
to be more likely to create respectful learning environments in schools (LaRusso 
et al.  2008 ). Willms and colleagues also point out that participation and engagement 
in learning are key to both individual and collective well-being (Willms et al.  2009 , 
p. 7). Equally portrayed as benefi cial in terms of learning outcomes, literature 
relates student participation to fostering health and well-being. A study on Irish 
students aged 10–17 years, using a self-completion questionnaire, showed that there 
are strong associations between participating in making school rules and perceived 
academic achievement. Additionally, being encouraged to express views in class is 
strongly associated with a positive perception of academic achievement (de Róiste 
et al.  2012 , p. 97). In the same study, the authors reported a positive association 
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between being encouraged to express views in class and positive school perceptions 
and positive health and well-being across age groups and in both genders. Natvig 
and colleagues ( 2003b ) name group work and class discussions as the participatory 
learning methods that have the strongest effect in student perceptions of social sup-
port. In addition, the authors found indications that those kinds of teaching methods 
can have an indirect effect on reducing stress in students. Cooperative learning envi-
ronments can have positive effects on student-student-relationships, which is espe-
cially important since peer support can positively infl uence the psychosocial health 
of students (cf. Stewart and Suldo  2011 ; Natvig et al.  2003a ,  b ).  

16.3.2.2     Increasing Motivation Through the Fulfi lment 
of Psychological Needs 

 In a study on students attending vocational or technical schools, desire to learn was 
associated with higher levels of well-being (Van Petegem et al.  2008 ). Accordingly, 
learning motivation is not only seen as important for student achievement, but also 
for their well-being. The above already briefl y mentioned Self-Determination 
Theory (SDT), which was initially developed by psychologists Edward L. Deci 
and Richard M. Ryan during the 1970s and 1980s, seems to be of great value when 
talking about health-promoting teaching and learning processes. The basic assump-
tion of this theory of motivation is that there are three psychological needs: the 
needs for autonomy, competence, and relatedness. These basic human needs are 
considered to be innate, and they are said to specify the necessary conditions for 
psychological health or well-being (cf. e.g., Deci and Ryan  2000 ; Ryan and Deci 
 2000 ). The SDT perspective implies that people will tend to pursue goals, domains, 
and relationships that allow or support their need satisfaction. Psychological well-
being is experienced to the extent that people are successful in fi nding such oppor-
tunities (Deci and Ryan  2000 , p. 230). 

 Autonomy in this context means volition or the will to self-organise and to 
experience integration and freedom. It literally means “self-rule” (La Guardia 
 2009 , p. 92) and refers to being self-initiating and self-regulating one’s actions 
(Deci et al.  1991 , p. 327). Harré and Bullen ( 2010 , p. 236) use an extended concept 
of autonomy, namely integrity, which is supposed to capture not only self-direction 
in behaviour, but also the notion of having one’s values and actions in alignment. 
Competence concerns effectance or the feeling of being competent and able to 
accomplish demands; it means understanding how to attain various outcomes 
(Deci and Ryan  2000 ; Deci et al.  1991 ). The need for relatedness refers to the need 
to feel belongingness and connectedness and to develop satisfying relationships in 
one’s social surroundings that are characterised by security (Ryan and Deci  2000 ; 
Deci et al.  1991 ). 

 Social environments that provide the opportunity to satisfy the three psychological 
needs promote motivation and performance (Deci et al.  1991 ) and healthy psychologi-
cal development (La Guardia  2009 ). Intrinsic motivation and more autonomous forms 
of extrinsic motivation were found to be related to positive student learning outcomes 
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in several studies (Grolnick et al.  1991 ; for an overview see: Deci et al.  1991 ). 
Furthermore, positive coping with failure and enjoyment of school were positively 
related to more autonomous forms of motivation (cf. Ryan and Connell  1989 ). Deci 
and colleagues ( 1991 ) summarise that students with more intrinsic motivation for 
schoolwork are more likely to stay in school, to perform well, and to be well-adjusted 
than students with more externally controlled regulatory styles. 

 In the school context, supports for competence can be, for example, an optimal 
balance of challenges or positive feedback; examples for supports for relatedness 
can be peer acceptance or a caring attitude of the teacher (cf. e.g., La Guardia 
 2009 ). Van Ryzin and colleagues ( 2009 ) also stress that feeling supported and 
accepted is important for students’ success in school – as well as for well-being and 
general adjustment. Promoting the satisfaction of the needs for competence and 
relatedness is seen as facilitating motivation, whereas for the development of 
intrinsic motivation and more self-determined forms of motivation respectively, 
autonomy- supportive rather than controlling interpersonal contexts are crucial. 
Accordingly, positive feedback is only benefi cial when given on self-initiated 
educational tasks; praising students for doing what they were told to do does not 
necessarily have the same effect, even though feelings of competence may be 
promoted. Nevertheless, furthering feelings of competence and relatedness have 
irrespectively been associated with increased motivation in students in various 
studies (cf. Deci et al.  1991 ). 

 SDT states that, for example, the offer of rewards, the setting of a deadline, the 
use of threats or other events signifying some kind of external control can have 
negative effects on motivation. However, there are research studies showing that the 
interpersonal context can have moderating effects regarding external events unfa-
vourable to self-determined regulatory styles. Study results also indicate that giving 
students the opportunity to participate in the decision-making regarding their school 
work can benefi t the self-determined regulation of those educational activities 
and thus learning outcomes (cf. e.g., Ryan and Deci  2000 ; Deci et al.  1991 ). 
While examples for autonomy-supporting teacher behaviour given in most of the 
literature include giving students choices about when to do what, others state that 
while  providing choice is good, it is not always the most effective tool to increase 
feelings of autonomy in students (Reeve et al.  2003 ; Assor et al.  2002 ). Assor and 
colleagues ( 2002 ) name fostering relevance, allowing criticism and encouraging 
independent thinking as the most effective methods of autonomy-enhancing teacher 
behaviour. As previously stated, teachers should take an active-empathic role 
towards their students to link school tasks to students’ goals, interests, and needs, 
possibly after supporting them to identify their goals (Assor et al.  2002 , p. 265). It 
is recommended to let the students understand the connections between their inter-
ests and goals and schoolwork, promoting feelings of relevance and thus feelings of 
autonomy, which in turn increase self-determined forms of motivation, school 
engagement, and well-being (Assor et al.  2002 ). Related to this are results of a study 
on students in Flanders stating that students show most interest and commitment to 
subjects they perceive as useful, up-to-date and in accordance with their views on 
the world (Engels et al.  2004 ). 
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 The afore-mentioned moderating effects of otherwise autonomy-suppressing 
situations can additionally be achieved by teachers creating a non-pressuring class-
room climate that increases feelings of competence in students. Teachers’ language and 
style are said to be crucial for feelings of either autonomy or control. Internalisation 
of the value of an activity, which is not considered interesting, can help students’ 
willingness to engage in the activity. This internalisation of values regarding educa-
tion can be supported by the afore-mentioned fostering of relevance, the provision 
of choices while applying minimal pressures, and the acknowledgement of students’ 
feelings of not liking it (Reeve et al.  2003 ; Deci et al.  1991 ). In a SDT-related study, 
students’ perceptions of autonomy in class and support from adults and peers in 
school were each found to have an independent, positive effect on student engagement, 
which in turn has a positive impact on adjustment (Van Ryzin et al.  2009 , p. 7). 
Danielsen and colleagues ( 2010 ) showed in their study of Norwegian HBSC 1 -data 
that caring and autonomy-supporting teacher behaviour related to self-reported 
academic initiative in class. Moreover, the concept of school connectedness, which 
also combines positive associations with health and academic achievement, can be 
related to SDT (cf. Waters et al.  2010 ). Samdal and Rowling ( 2010 ) connect SDT to 
student participation as a core element of health-promoting schools.  

16.3.2.3     Strengthening Students’ Sense of Coherence 

 Another construct which seems to be valuable for health-promoting teaching and 
learning is Antonovsky’s sense of coherence (SOC) in his salutogenic, health- 
oriented model – as opposed to a pathogenic, disease-oriented approach. SOC is 
defi ned as a generalised orientation toward the world which perceives it, on a con-
tinuum, as comprehensible, manageable and meaningful (Antonovsky  1996 , p. 15). 
It is designed to explain successful coping with stressors (Modin et al.  2011 ). In a 
meta-review, it was stated that the SOC strongly relates to health, especially mental 
health, and that it can be seen as a health-promoting resource (cf. Eriksson and 
Lindström  2006 ). Certain life events lead to a stronger SOC in a person, allowing 
the person to apply the resources appropriate to stressors in any given situation 
(Antonovsky  1996 ). According to Antonovsky’s theory, SOC is strengthened by 
three kinds of life experiences: consistency/predictability, underload/overload bal-
ance and participation in socially valued decision-making (Modin et al.  2011 ; 
Antonovsky  1996 ). 

 As students’ SOC is still in its developmental phase, the school environment can 
have a negative or positive infl uence on it. The notion of comprehensibility is 
strengthened, when a school class is experienced as predictable, characterised by 
continuity and security, and confi dence-boosting. Experiencing the situation in 
school as manageable is furthered by an optimal balance of demands, as well as by 
the actual availability of necessary resources. The notion of meaningfulness increases 

1   Health Behaviour in School-Aged Children -Study. 
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motivation and is, for instance, brought upon by participation in decision- making 
(Modin et al.  2011 ). 

 The theoretical and empirical research on the construct of the SOC suggests that 
in terms of health and well-being, it is important to create a learning environment 
characterised by comprehensibility, manageability and meaningfulness, which 
coincides with the recommendations above concerning environments conducive to 
student achievement: a positive atmosphere in the classroom with clear objectives 
and an informative classroom-management, increasing student motivation includ-
ing a certain level of student participation, and a differentiated approach to teaching, 
preventing overworked as well as under-challenged students. 

 Differentiated teaching or similar strategies can additionally lead to the reduction 
of educational disparities. Reducing inequalities is seen as a principle or important 
element of health promotion (cf. WHO  2009 ). Many of the afore-mentioned teach-
ing strategies can be seen as ways to reduce the achievement gap between low- and 
high-achieving students. Therefore, implementing effective learning in classrooms 
leads to better attainment also for those who are not among the class champions, 
concurrently fulfi lling one of the principles of health promotion, especially consid-
ering that higher education leads to better health.  

16.3.2.4     Promoting Physical Activity in the Classroom 

 While there is ample evidence that physical activity improves health, there are not 
as many studies on the effect of physical activity on academic achievement. Still, 
several studies focused on the interrelatedness of physical activity and learning out-
comes, and most of these studies reported potentially positive, yet not fully substan-
tiated effects of increased physical activity on student achievement (cf. e.g., Bailey 
et al.  2009 ; Taras  2005 ). More recent sources claim that school-based interventions 
designed to boost physical activity during everyday school life were found to 
improve academic performance outcomes like achievement, cognitive performance 
and concentration in many studies (cf. Barr-Anderson et al.  2011 ). Most research on 
increasing physical activity shows that academic achievement is improved or at 
least not deteriorating (cf. Bailey et al.  2009 ), but on the whole, evidence is consid-
ered to be limited still. What can be claimed, however, is that physical activity pro-
grammes can promote the development of social skills and mental health and the 
reduction of risky behaviours (Taras  2005 ), which could very well indirectly affect 
students’ learning outcomes. Blom and colleagues ( 2011 ) describe their study 
results indicating that students who were more fi t were less likely to miss school and 
do poorly on standardised tests (p. 17). 

 As there is evidence that short bouts – around 5 min – of exercise can have (short- 
term) effects on cognitive performance (Barr-Anderson et al.  2011 ) and increasing 
physical activity during the school day is considered health-promoting, the concept 
of including physical activity in class is furthered. An example is the programme 
called “The Class Moves!®”, which was developed in the Netherlands in the 
late 1980s. The programme consists of a number of physical activity exercises for 
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primary school children, aiming at various improvements, including increasing 
student relaxation, concentration, physical awareness and sensorimotor development. 
An evaluation of a pilot study on its implementation in Scotland and Wales con-
fi rmed adaptability and enjoyment of the programme; teachers and students alike 
attested to positive outcomes in the areas of increased student concentration and 
relaxation (Lowden et al.  2001 ). 

 Not only relaxation exercises and physical activity breaks are recommended, 
but also learning through physical activity. Kottmann and colleagues ( 2005 ) distin-
guish between physical activity related to themes and physical activity related to 
methods. The former relates to the concept of making cognitive content accessible 
through physical activity, e.g., by experiencing distance, dimensions or shapes 
through movement or by doing plays for deepening understanding of stories. The 
latter means using movement as part of a learning method through dissolving the 
seating arrangements in class, e.g., for doing group work, having several “work 
stations”, and going to the school library (Kottmann et al.  2005 ). Although those 
kinds of concepts for integrating physical activity are not yet fully scientifi cally 
evaluated to date, they seem to be a promising endeavour pertaining to the improve-
ment of academic performance and the provision of more physical activity during 
the school day.  

16.3.2.5     Psychosocial Health in the Class 

 In a recent report on data of Canada’s Health Behaviour in School-Aged Children 
(HBSC) Study, links between lower levels of academic achievement and an 
increased incidence of emotional problems were found (Freeman et al.  2011 , p. 59). 
Mental health problems are brought in connection with lower levels of academic 
achievement in many studies (cf. e.g., Guzman et al.  2011 ). It is therefore recom-
mended, also for the benefi t of addressing issues of educational inequality, to focus 
on the promotion of psychosocial health in schools. 

 Approaches to promote psychosocial health in schools are relatively promising, 
especially when implemented through a whole-school approach over a longer period 
of time (Stewart-Brown  2006 ; Jané-Llopis and Barry  2005 ). Osher and colleagues 
( 2004 ) claim that mental health promotion, as well as the above-mentioned indi-
vidualised instruction, can increase “success and motivation” in schools (p. 16). 
One kind of approach in psychosocial health promotion that can also be applied 
in the classroom is the well-known life skills approach (cf. e.g., Mangrulkar 
et al.  2001 ). The goal of this approach is to increase students’ resilience, i.e., to 
promote their ability to deal effectively with the challenges of everyday life and to 
cope with diffi cult life events. Life skills include social and interpersonal skills 
(e.g., communication and negotiation/refusal skills), cognitive skills (e.g., decision-
making, self- evaluation), and emotional coping skills (e.g., managing stress) 
(Mangrulkar et al.  2001 ). Results of programme evaluations indicate that life skills 
development can delay the onset of drug use, prevent high-risk sexual behaviours, 
teach anger management, improve academic performance, and promote positive 
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social adjustment (Mangrulkar et al.  2001 , p. 5). Tones ( 2005 ) describes the promotion 
of life skills in the school context as a training for empowerment, which is one of 
the goals or principles of health promotion. 

 In addition, several studies of different school-based anti-violence measures pro-
vide evidence of improvements regarding academic achievement, discipline and 
behaviour in class (e.g., Luiselli et al.  2005 ; Twemlow et al.  2001 ). Aggression and 
violence are also named as part of the health disparities which contribute to the 
achievement gap (Basch  2011 ). Not only high-level violence is seen as a problem, 
but also low-level violence (behaviours such as bullying, peer sexual harassment 
and the psychological maltreatment of students by teachers) (Dupper and Meyer- 
Adams  2002 ). Apart from exhibiting lower health and well-being, students exposed 
to low-level violence are also affected by diminished academic achievement; thus 
the creation of a positive school climate is in order (Rothon et al.  2011 ; Dupper and 
Meyer-Adams  2002 ). Moreover, not only victims of bullying experience negative 
consequences, but also their bullies have, for example, lower school adjustment 
(Dake et al.  2003 ). While most articles focus on peer bullying, the issue of teacher 
bullying has recently gotten more attention as an equally serious problem (Zerillo 
and Osterman  2011 ).  

16.3.2.6     Health Promotion for Teachers 

 Studies show that there are negative consequences for teaching effectiveness if 
teachers themselves are not healthy and feeling well (cf. e.g., Klusmann et al.  2006 ; 
Maslach and Leiter  1999 ). This can be seen as especially important in light of study 
results clearly placing the teacher at the centre of crucial factors contri buting to 
student academic achievement. Research indicates that teachers, who are on the 
verge of burnout, also change their behaviour towards their students, which in turn 
has a negative impact on student behaviour and academic achievement. The social 
relationship between teacher and students is negatively affected by teachers not 
feeling well and exhibiting burnout-related symptoms (e.g., Klusmann et al.  2006 ). 

 Positive student-teacher relations are not only important for student achieve-
ment; they are also related to teachers’ job satisfaction on the individual teacher 
level, thus contributing to teacher well-being (Schleicher  2011 ). The link between 
high teacher self-effi cacy beliefs on the one hand, and school functioning, student 
motivation and achievement, and less teacher stress, burnout and attrition on the 
other hand, is reported in the literature (for an overview see: Skaalvik and Skaalvik 
 2007 ; Caprara et al.  2006 ). Furthermore, SDT also applies to teachers: if teachers 
feel strong external pressures and thus cannot satisfy their psychological needs, 
they also tend to be more controlling towards their students and exhibit less 
well-being themselves (cf. e.g., Niemiec and Ryan  2009 ). In contrast, Felner and 
colleagues ( 2007 ) claim that teachers who are working in well-established teams 
with adequate organisational support in smaller learning communities, experience 
higher levels of motivation, and student engagement and achievement is increased 
at the same time.    
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16.4     Discussion 

 This literature review confi rms that health and education obviously complement one 
another, i.e., it is advisable to incorporate a health perspective in processes of teach-
ing and learning for the sake of favourable results in the areas of health and student 
achievement alike. Both aims stated in the introduction, i.e. attaining student aca-
demic achievement and supporting students in meeting their own (health-related) 
needs, can be addressed via the explicated interrelated theories and research results 
leading to several areas of recommendations, so there seem to be no confl icting 
aims of the two approaches. Figure  16.1  is a model displaying the results of this 
chapter. It shows possible elements of health- promoting teaching that can also pro-
mote academic achievement. The boxes in a darker shade (middle and right col-
umns) represent aspects found in the review on the interrelatedness of health and 
academic achievement; the lighter shade (left column) indicates elements of effec-
tive teaching strategies.

   The results of this study point to at least three important issues that need to be further 
discussed here: (1) the interconnectedness of health and education, (2) the possible 
use of Self-Determination Theory (SDT), and (3) the changing teachers’ role. 

  Fig. 16.1    Elements of health-promoting teaching that can also promote academic achievement       
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16.4.1     The Interconnectedness of Health and Education 

 First, arguments about the interconnectedness of health and education are usually 
brought forward by the health sector. One of these arguments is “Healthy students 
learn better” (St Leger et al.  2010 , p. 7). It can be seen as a more defi cit-oriented 
approach from the educational perspective, as it is usually followed by explications 
of health risks and health-compromising behaviours and their negative effects on 
students’ academic achievement. Moreover, it is acknowledged that health can 
improve school effectiveness and that some elements of effective schools can 
also promote health by providing students with opportunities to build their health 
assets (St Leger et al.  2010 , p. 7). However, there are usually no relationships 
addressed regarding specifi c structures or processes to do this, especially using 
scientifi c data. 

 This chapter’s aim was to bring about the possibility to address health promotion 
from “the other side”, meaning that educational strategies that have proven to be 
effective in terms of learning outcomes also have relevance to health issues. Effective 
teaching and learning strategies operate with aspects that are also essential for fos-
tering health and well-being in students. An example would be the application of 
formative assessment that helps students to achieve better academic results, as they 
are encouraged and motivated in their attempts to improve, and they concurrently 
also develop more well-being. 

 Furthermore, teaching and learning processes can benefi t from health-promot-
ing activities; for example, measures to reduce bullying and violence contribute to 
better educational attainment via higher attendance rates and a more positive 
classroom climate. This is again more consistent with the above-mentioned defi -
cit-oriented approach, but still focuses on the promotion of a positive learning 
environment. 

 If an understanding of these relationships exemplifi ed above can be attained 
for all teachers, the chances are much higher that whole-school approaches to 
school health including setting components can be institutionalised on a larger 
scale, as health becomes an important “ingredient” of teaching and learning pro-
cesses. It is not something separate or additional any longer, but one of the 
aspects that aid schools in achieving their goals. Valli and Buese ( 2007 ) refer to 
studies indicating that teachers are motivated to enact changes if they believe in 
them and have suffi cient support, even if there is considerable work intensifi cation 
involved. 

 Additionally, it becomes more and more important for schools to convey 
social skills to young people (e.g., Stern  2010 ). By emphasising social learning, 
psychosocial aspects of health are also covered. A focus on holistic forms or 
views of education is seen as a rather new perspective in educational science and 
practice, but it is based on scientifi c fi ndings, such as neurobiological ones, that 
stress the interdependence of emotional, social and rational processes (cf. Lovat 
et al.  2011 ).  
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16.4.2     The Possible Use of Self-Determination Theory 

 Second, Self-Determination Theory (SDT) and the work of Deci and Ryan (cf. e.g. 
Deci and Ryan  2000 ) have been central in this literature review as in our view, 
they provide a good reference point for combining health promotion and school 
improvement. Through focusing on the three fundamental psychological needs 
proposed – autonomy, competence, and relatedness –, it is possible to increase 
(intrinsic) motivation and thus educational outcomes as well as well-being or 
mental health. SDT-related studies show that teachers that are pressured by 
demands in the school organisation and superiors, thus experience a lower level of 
self-determination themselves, and tend to be more controlling towards their 
students (cf. Deci et al.  1991 ). Therefore, it seems benefi cial not only to integrate 
this knowledge into initial teacher education, but also to implement it in school 
development efforts. Ideally those two areas are brought together in the form of 
professional learning communities or similar groups of learning and exchange 
that aim towards a mutual approach to school improvement, rather than placing 
the pressure or blame on individual teachers.  

16.4.3     The Changing Role of Teachers 

 Finally, it has to be kept in mind that teachers’ roles have expanded over the last 
decades (e.g., Valli and Buese  2007 ), and that many teachers feel overwhelmed by 
additional tasks that are presented to them. Bartlett ( 2004 ) stresses that schools that 
have integrated the expanded teaching roles into the regular structures of the work-
ing day are more likely to sustain the engagement and commitment of their teachers 
(p. 568). Including a health perspective in schools could also be seen as an expan-
sion in teachers’ duties. Therefore, it seems important to (a) integrate this perspec-
tive into core processes of schools and (b) support teachers in their attempts to do 
so, for example, by supporting the creation of professional learning communities 
that embrace the concept of health promotion. Furthermore, the aspect of teacher 
health and well-being should be considered to be important as well, as many teach-
ers work overtime and experience overstrain (cf. Bartlett  2004 ), which is neither 
favourable for effective teaching practice nor sustainable health promotion efforts 
nor teacher satisfaction and thus teacher retention. 

 On a similar note, recommendation for a differentiated teaching style can also 
cause high levels of stress, as the teachers’ roles change and expand through this 
rather new teaching concept. Depending on the context – for example, if there is 
organisational support or if the pressures from state or district level involve high 
stakes-testing and standardisation –, teachers can profi t from differentiation in their 
classrooms or they suffer from it. Collaboration between teachers becomes impor-
tant for this kind of change as well, adding to new professional lives, including 
chances and diffi culties (cf. Valli and Buese  2007 ). 
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 The present chapter tries to convey that according to our literature review, 
 teaching practices that are conducive to academic achievement are also benefi cial 
for student health and well-being. Furthermore, there seems to be a benefi t from 
many health-promoting activities in terms of improving academic achievement. 

 It has to be stressed though that this literature analysis does not explicitly dis-
criminate between determinant and outcome, i.e., between the teaching processes 
and their outcomes. Therefore, it has to be clear that health in this study can be 
either seen as determinant for student academic achievement or a welcome byprod-
uct of teaching styles promoting academic achievement. The present study does not 
allow for defi nite statements about these directions of causality, which can be seen 
as a limitation. Accordingly, there are no connections between the different con-
cepts shown in the model (see Fig.  16.1 ). However, the literature study can be used 
as a basis for further research in this area.   

16.5     Conclusion 

 The present review has produced an overview of a variety of elements that teachers 
can incorporate in their teaching strategies, both conducive to students’ health and 
their academic achievement (see Fig. 16.1 ). 

 The value of health promotion in teaching and learning processes should thus be 
made clear to teacher candidates and in-service teachers of all school types and 
subjects. It is what connects health and school issues. Therefore, it might in the end 
lead the way to truly health-promoting schools that combine not only a behaviour 
and a setting component in terms of health promotion, but are also characterised by 
a way of organising teaching and learning processes that is both benefi cial for aca-
demic achievement and health. 

 While many authors promote a shift in priorities in school systems from a more 
academic towards a more holistic orientation including health (e.g., Langille and 
Rodgers  2010 ), it seems that this is a long-term goal. To attain this goal, it might be 
helpful to demonstrate the importance of health and well-being for academic suc-
cess fi rst. In order to concurrently avoid a duplication of teacher efforts and to 
increase their sustainability, it is recommended to integrate school health as a com-
ponent of school improvement (cf. Rosas et al.  2009 ). 

 Therefore, professional development recommended for school improvement 
might also be important for health promotion. As already mentioned above, profes-
sional learning communities (cf. e.g., Stoll et al.  2006 ) or professional learning teams 
(Griffi n et al.  2010 ) could help to put health promotion in the spotlight, for reasons 
of promoting health and well-being, but – as this chapter shows – at the same time 
for supporting the schools’ main mission of improving student outcomes. Research 
indicates that teacher collaboration and professional learning communities can lead 
to better outcomes in the fi elds of teacher health and teacher effectiveness, provided 
that teachers are supported in these endeavours (cf. e.g., Felner et al.  2007 ). Schleicher 
( 2011 ) states the importance of teacher collaboration for teacher effectiveness as 
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well. It seems that this aim coincides with an identifi ed weakness in school health 
promotion and the recommendation to improve collaboration structures in schools 
for aiding institutionalisation of health promotion. Of course, it is not enough to just 
expose pre- and in-service teachers to traditional training including a teamwork-
component. The establishment of conditions in schools conducive to the establish-
ment of collaboration structures is also necessary, as well as promoting ways of 
professional learning that are collaborative in nature. 

 So, for the sake of health and academic achievement, state-of-the-art teaching 
methods with a health perspective should be applied as well as supported by favour-
able conditions in teacher education, school administration and planning, and in 
everyday practice at schools.     
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    Abstract     Research indicates that the main reason why teachers change their 
 practice is the recognition of improvements in students’ educational outcomes 
(Guskey TR, Teach Teach 8(3):381–391, 2002). To ensure widespread dissemina-
tion of health promoting schools, evidence that the health promoting school 
approach can be a crucial vehicle for enhancing both students’ health- and educa-
tional outcomes are therefore warranted. This advocates study designs and methods 
that take into account the multifaceted, whole-school and context specifi c character-
istics of health promoting schools. In this chapter, we therefore fi rst discuss specifi c 
challenges in health promoting school research, and secondly, we propose an 
 evaluation design combining the advantages of different research methodologies to 
examine the health promoting school’s effectiveness in creating “better schools 
through health”.  

  Keywords     Health promoting school evaluation   •   Challenges   •   Design  

17.1         Introduction 

 While the aim of public health and health promotion is the health gain of  individuals, 
the educational system is concerned with development of knowledge and attitudes 
important to prepare students for their future role as contributors to society (Samdal 
 2008 ). Health aspects are therefore mainly of concern to teachers and school leaders 
out of a functional perspective, i.e. the function health may have for students’ 
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academic performance and educational attainment. Relevant health aspects in such 
a functional perspective may include adequate nutrition and physical activity, 
 development of social skills and promotion of students’ well-being and enjoyment 
of school. Although there is a difference between the aims of the public health sector 
and the educational sector, there seems to be an overlap between some of the objec-
tives of the two sectors regarding the intermediate outcomes addressed to achieve 
both their aims. Examples of such objectives are the development of  students’ 
 self-esteem, social competence, action competence and healthy lifestyles. Given the 
shared objectives, the health promoting school may seem as a viable road to take, 
not only for representatives from the public health sector but also for  teachers and 
school leaders, if they perceive that the health promoting school helps them achieve 
their educational mission. 

 “School improvement” refers to sustained change in learning conditions and 
other internal conditions with the ultimate aim of achieving educational goals more 
effectively (Reynolds et al.  2001 ). Dadaczynski and Paulus ( 2013 ) found in their 
study from Germany that schools which adopted a variant of the health promoting 
school (the good healthy school) were effi cient in systematically improving the edu-
cational quality in school through the implementation of structured and evidence 
based health actions. In view of this, they argue that health can be seen as a key 
driver for school quality, and that health related measures may support schools in 
realizing its educational mission (Dadaczynski and Paulus  2013 ). Similarly, 
Rowling ( 2005 ) notes, that the health promoting school may represent a school 
improvement initiative because it aims to maximize health and educational  outcomes 
through an integration of policy and practice from both sectors. 

 However, the educational system in most European countries has been under 
immense pressure to improve test scores in literacy and numeracy during the past 
decade. In this current school political climate, many teachers and school leaders 
are not convinced that scarce resources should be allocated to improving students’ 
health, health behaviors and well-being (Tjomsland et al.  2009b ). Teachers and 
school leaders are however inclined to change their practice if they believe that it 
may benefi t their students’ academic performance and educational attainment 
(Fullan  2007 ). Thus, while the race towards better academic performances may 
thwart teachers’ motivation to promote students’ health and well-being, it may also 
motivate them for the implementation of health promotion practices if researchers 
produce evidence that validate the Vilnius resolution that schools in fact become 
“better through health” (Ragaišienė  2009 ). 

 Attempting to produce the aforementioned evidence, it is important to develop 
evaluation designs that take into account the multifaceted, whole- school and con-
text specifi c characteristics of the health promoting school. In this chapter, we 
therefore fi rst discuss why it is important to study the effectiveness of the health 
promoting school in improving students’ health and educational outcomes. We fur-
ther point to challenges in health promoting school research; and fi nally, we pro-
pose an evaluation design which combines the advantages of different research 
methodologies to study the health promoting school’s effectiveness in creating 
“better schools through health”.  
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17.2     The Health Promoting School: 
Effect Outcomes and Process Outcomes 

 “The Vilnius resolution” points as mentioned above to improved health and 
 educational outcomes as valuable health promoting school outcomes. Similarly, 
evaluation research from Norwegian health promoting schools indicates that the pro-
posed relationship between health and educational outcomes motivated educational 
staff to adopt, implement and sustain the health promoting school (Tjomsland et al. 
 2010 ; Viig et al.  2010 ). More specifi cally, Tjomsland and colleagues ( 2010 ) found 
that educational staff perceived that the implementation of daily physical activity 
improved students’ concentration and academic performance. Such outcome percep-
tions among the staff motivated them, in turn, to sustain health promotion practices 
as part of the school’s daily fabric over a 10 years period. Green and Kreuter ( 2005 ) 
argue that students, teachers and parents ought to be involved in determining what 
constitutes successful outcomes of school health promotion. Following their reason-
ing, the Norwegian fi ndings indicate that students’ improved health and educational 
outcomes constitute valued indicators of success in health promoting school research. 

 A review of health and health behaviors’ impact on educational outcomes 
 indicates that there is evidence, in particular from the North American context, 
 supporting a link between childhood and adolescent health and educational out-
comes (Suhrcke and de Paz Nieves  2011 ). The studies in this review found a nega-
tive correlation between (1) risky health behaviors and (ill) health conditions and 
(2) education in terms of both educational attainment and academic performance 
(Suhrcke and de Paz Nieves  2011 ). Two other meta reviews (Stewart- Brown  2006 ; 
Lister-Sharp et al.  1999 ) further reveal that comprehensive school health programs 
like the health promoting school may be effective in improving students’ health, for 
example in terms of increased physical activity levels and decreased substance mis-
use. Rather than focusing only on the health outcomes of health promoting schools, 
evaluations of health promoting schools ought to also explore if there is a causal 
link between the implementation of health promotion in schools and educational 
outcomes. If future studies support the aforesaid study by Dadaczynski and Paulus 
( 2013 ), which indicates that the health promoting school may help schools realizing 
its educational mission, evidence of how the health promoting school is effective in 
producing this outcome is warranted. What are for example the concrete health 
promotion strategies and actions implemented at the school level which materialize 
into health and educational outcomes at the student level? 

 Producing such evidence is possible if health promoting school evaluation 
research attends not only to the impact and effect of the health promoting school, 
but also to the processes involved in producing the anticipated outcomes (Carlsson 
and Simovska  2012 ; Inchley et al.  2007 ). Because health promotion actions must 
fi rst be adopted and implemented by the staff before it can be effective on the  student 
level, and because the research body on implementation indicates that higher levels 
of implementation are associated with more positive outcome effects than lower 
levels of implementation (Durlak and DuPre  2008 ; Deschesnes et al.  2003 ), an 
exploration only of outcome effects in health promoting school research may be 
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misleading. Moreover, since implementation research from the educational setting 
suggests that teachers are prone to adjusting and modifying programs and packages 
to fi t the individual needs of their students (Fullan  2007 ; Dusenbury et al.  2005 ), 
implementation research in this setting seems particularly important. For example, 
if teachers do not implement the agreed upon actions because they perceive a 
 mismatch between their professional aims and the health promoting school, this 
may decrease the likelihood of identifying outcome effects at the student level since 
part of the student body may not have been exposed to health promotion actions. 
Whereas implementation research providing concise descriptions of what was done, 
and why, is essential to make a valid assessment of the effectiveness of the health 
promoting school in producing health and educational outcomes, it is equally 
important to generate knowledge of how the approach is effective in creating such 
outcomes (Mukoma and Flisher  2004 ). Without an exploration of the implementa-
tion quality, Dooris and Barry ( 2013 ) note that the health promoting school may be 
judged as ineffective even if the lack of outcome effects is a result of short comings 
in the delivery process.  

17.3     Evaluation Research 

 Varying defi nitions of evaluation exists. Nutbeam ( 1998 ), for example, suggests 
that at the core of evaluation in health promotion is an assessment of the extent to 
which an action achieves a valued outcome and the process by which the outcomes 
are achieved, while Nevo ( 2006 ) refers to evaluation in education as the collection 
of systematic information regarding the nature and quality of educational objects. 
According to Green and Kreuter ( 2005 ), there are three reasons for evaluation. 
First, evaluation data may be used by researchers to determine whether improve-
ments in health and well-being are linked to a specifi c program or intervention. In 
the school setting, producing evidence concerning whether or not the health pro-
moting school actually makes schools better in promoting academic performances 
and educational attainments, is as suggested above, essential for widespread dis-
semination of the approach. Second, Green and Kreuter ( 2005 ) note that evaluation 
may guide practitioners’ use of a program. This is also relevant for teachers and 
school leaders in health promoting schools since systematic use of self-evaluation 
seems to produce an effective mix of stability and change in teachers’ health promo-
tion practices conducive to health and educational outcomes at the student level 
(Simovska et al.  2010 ; Tjomsland et al.  2010 ). Third, evaluation results can be used 
by elected  offi cials to demonstrate that a given program served its purposes and citi-
zens. At the national level, evidence of the health promoting school’s effectiveness 
in improving students’ health and educational outcomes seems crucial in order to 
improve the probability that school authorities write the health promoting school 
approach into national curricula and school policy documents charging all schools 
to work with health promotion. 
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17.3.1     Evaluation Research on “Health Promotion 
in Schools” and “The Health Promoting School” 

 The existent research body on school health promotion is large. However, it is 
important to distinguish between research on “health promotion in schools” and 
research on “the health promoting school as a setting based policy” (Lister-Sharp 
et al.  1999 ). The two concepts are often used interchangeably even if they have 
 different ideological and epistemological bases that affect the way of working with 
or in schools, as well as the nature of evidence and the criteria for success (Rowling 
and Jeffreys  2006 ; Stewart-Brown  2006 ; Lister-Sharp et al.  1999 ). Whereas 
research on “health promotion in school” tends to focus on specifi c health promot-
ing practices and its effect on health behaviors for example in terms of substance 
use, exercise and mental health promotion, health promoting school evaluation 
research also needs to attend to change in organizational structures and students’ 
educational  outcomes. There is a growing body of evidence of the effectiveness of 
“health promotion in schools” (Kirby et al.  2012 ; Suhrcke and de Paz Nieves  2011 ; 
Tang et al.  2009 ). Fewer studies, however, assess the impact of the health  promoting 
school (Deschesnes et al.  2010 ; Inchley et al.  2007 ; Mukoma and Flisher  2004 ). 
The paucity of health promoting school evaluation studies may be owing to the 
infancy of the fi eld, as well as to the whole school approach generating questions 
regarding what should be evaluated and what constitutes indicators of success in 
health  promoting school evaluation research (St Leger et al.  2007 ; Dooris  2006 ; 
Deschesnes et al.  2003 ). 

17.3.1.1     Challenges in Health Promoting School Evaluation Research 

 Within the culture of evidence-based medicine, interventions which have not been 
subject to randomized controlled trials are generally regarded as unproven (Moore 
et al.  2003 ). Given however, that the settings approach to health promotion moves 
health out of the professional action frame into organizations such as the school, 
stringent research designs may be economically and scientifi cally challenging since 
health promoting schools develop context specifi c aims and actions (Dooris  2006 ; 
Rowling  2005 ; St Leger  2004 ). Hence, experimental designs, such as the random-
ized controlled trials, may be misleading in health promoting school evaluation 
research since it is not a standardized pre-packaged program. Stringent designs may 
not be able to pick up the process of active participation by the participants, and the 
complex interaction of factors that may contribute to change in the way staff prac-
tices health promotion, and through this, produce health and educational outcomes 
(Stewart-Brown  2006 ). 

 Additionally, the use of control groups may be problematic in schools due to the 
possibility of cross-contamination from educational staff, students and parents in 
one school to control schools in other regions (Laurence et al.  2007 ). It may further 
be problematic in school experimental designs to determine if outcome effects are 
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a result of the implemented health promotion actions or of other signifi cant  variables 
infl uencing students, such as social class, family socialization and friends (Turunen 
et al.  2006 ).  

17.3.1.2     Recommendations for Health Promoting 
School Evaluation Research 

 While the research community still debates the form and focus of evaluation 
research of health promoting schools, a growing number of studies have identifi ed 
fi elds that need attention in health promoting school evaluations (St Leger et al. 
 2007 ). For example, Inchley et al. ( 2007 ) note that it is essential to shift the current 
focus on individual level outcomes to measures of success also at the school level. 
Likewise, Rowling and Jeffreys ( 2006 ) object to evaluations of school health 
 promotion that view schools as sites where measurements occur across schools for 
specifi c individual health behavior outcomes. Instead, health promoting school 
research should attend to how health promotion strategies have been adjusted to fi t 
the ‘growth’ state of each school, and thus work differently in each context (Rowling 
and Jeffreys  2006 ). Accordingly, health promoting school research needs to, in 
addition to measures of students’ health and educational outcomes (Inchley et al. 
 2007 ), also explore changes in visions and policies, changes in the environment, in 
event rates and in teachers’ practices. Previous studies from health promoting 
schools have for example identifi ed reduced vandalism at school and more engaged 
student councils as valuable outcomes at the school level, whereas staff’s perception 
of enhanced concentration and reduced discipline problems among students have 
been identifi ed as valuable outcomes at the teacher level (Samdal and Rowling 
 2013 ; Viig  2010 ; Tjomsland  2009 ). Adding to this, measures of school connected-
ness, school satisfaction and truancy at the student level also constitute signifi cant 
indicators of success provided that a growing number of studies indicate that a 
 personalized and caring learning climate in school is one potential contributor to 
students’ academic achievements (Hattie  2009 ; Murray et al.  2007 ). 

 Finnish health promoting school research has further shown that participatory 
action research may be particularly useful for health promoting school research 
(Turunen et al.  2004 ). Provided that educational staff are used to exploring new 
methods and distinguishing good practice from bad, the school setting may in fact be 
particularly susceptible for such research methods. There is also an increased interest 
in research methods involving educational staff in other areas of educational research 
(Cain  2011 ). This research body indicates that action research involving educational 
staff may generate detailed and inspiring narratives of change in educational practice 
that can lead to a realization of educational ideals (Cain  2011 ). Participatory action 
research then, seems to have the potential to increase the  probability that scientifi c 
knowledge is translated into information that help educational staff adapt the new 
way of being and doing in health promoting schools (Mukoma and Flisher  2004 ). 

 Finally, evaluations of setting based health promotion interventions may benefi t 
from theory based evaluation (Dooris and Barry  2013 ). In particular, “theories of 
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change” may be useful frameworks for health promoting school research by directing 
attention to the causal chain between individual and organizational factors that lead 
to behavioral and organizational change. Dooris and Barry’s ( 2013 ) recommendations 
corroborate with research fi ndings from Norway indicating that the application of a 
model for planning, implementing and evaluating health promotion was useful for 
the evaluation of the Norwegian schools enrolled in the European Network of health 
promoting schools (Viig  2010 ; Tjomsland  2009 ).  

17.4       An Evaluation Example from Norway 

 The Norwegian evaluation research, carried out by the University of Bergen, 
included both implementation research as well as effect research. The evaluation 
employed multiple data collection methods in terms of surveys, in-depth interviews, 
school documents, and focus group interviews. The evaluation, which extended 
through a decade, aimed to determine whether improvements in health and 
 educational outcomes among the students could be linked to the implementation of 
the health promoting school approach. The Norwegian evaluation model (Fig.  17.1 ) 
developed by Viig and Wold ( 2005 ) is an expansion of Green and Kreuter’s ( 2005 ) 
model for planning, implementing, and evaluating health promotion programs. It 
helps to identify factors enabling people to gain control over conditions that infl u-
ence their health and quality of life, and it takes into account the principles of 
 participation and empowerment which are central in health promotion (WHO  1986 ). 
The Norwegian version of the model (Fig.  17.1 ) includes a double loop implemen-
tation process at school level assuming that there are factors predisposing, enabling 
and reinforcing teachers’ behaviors and practices which in turn infl uence students’ 
health and educational outcomes. Teachers fi rst need to be motivated, trained and 
supported by the school leaders before they can implement health promotion actions 
involving the students. Likewise, organizational factors in terms of professional 
development activities, curriculum time and involvement of collaborating network 

  Fig. 17.1    The Norwegian evaluation model building on Green and Kreuter’s ( 2005 ) Model for 
Planning, Implementing and Evaluating health promotion programs. (Reproduced from Viig and 
Wold  2005 )       

 

17 Evaluation Research in Health Promoting Schools and Related Challenges



372

and partners need to be established, and fi nally leadership reinforcement is needed 
to ensure that the agreed upon actions are implemented and sustained (Samdal and 
Rowling  2013 ).   

 Viig ( 2010 ) and Tjomsland ( 2009 ) found that the application of such a model 
helped to identify factors facilitating or hindering schools journey towards health 
promoting school implementation, because it helped to organize variables into 
sequences of cause and effect that seemed to infl uence behavioral and  environmental 
change in school. Based on this grouping of cause and effect, it is possible to identify 
activities that apply mechanisms to achieve change, fi rst in teacher attitudes and 
practice and thereafter in student behavior and perceptions. Samdal and Rowling 
( 2013 ) argue that additional loops of regional, national and international policies 
and practices can be added to the double-loop model to better understand how 
 contexts external to the school also have an impact on the school level practices. 
For example, if the national curriculum and national polices emphasize the impor-
tance of health promoting schools activities to students’ learning, schools are more 
likely to give priority to implementation of the health promoting school initiative. 

 Moreover, the evaluation results from Norway indicated that the transformation 
of schools into health promoting settings could have been more effective if it had 
been run systematically in accordance with organizational theories (Wold and 
Samdal  1999 ). However, in some schools, the process taking place fulfi lled the cri-
teria of successful implementation of organizational change. Here, the school leaders 
set aside time to motivate and establish commitment in the staff to health promotion, 
and they also ensured agreement among the staff concerning what health promotion 
actions and strategies should be implemented. In these schools, the implementation 
process was characterized by high agreement among the staff and a low degree of 
change, which according to implementation theories, is more likely to produce high 
and sustained outcome effects in student behavior (Wold and Samdal  1999 ).  

17.5     The Sustainability of the Health 
Promoting School and Evaluation Research 

 Building health promoting schools are not done overnight. Inchley and colleagues 
( 2007 ) therefore call for a greater recognition of the time it takes to achieve change 
in health and educational outcomes. This raises the question as to  when  it is appro-
priate to conduct health promoting school evaluation research. Murray et al. ( 2007 ) 
found in their review of coordinated school health programs and academic achieve-
ments that the strongest evidence arose from projects that had a history of many 
years of planning, implementing and follow- up. Given also that students and teach-
ers come and go, and that differences between the cohorts affect research results, 
Hargreaves and Goodson’s ( 2006 ) claim that studies of change processes in school 
should be performed from a longitudinal perspective, seems prudent also for health 
promoting school research. While cross-sectional investigations refl ect the partici-
pants’ points of view and experiences at an exact moment of time, longitudinal 
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research can examine how educational staff works over time to improve health and 
educational outcomes among students (Deschesnes et al.  2010 ). Longitudinal 
research designs therefore comprise an essential component of health promoting 
school research. This perspective is supported by the Norwegian health promoting 
school research indicating that 10 and 14 year follow up studies were more effi cient 
in providing evidence of the effectiveness of the health promoting school than 3 
year follow up studies (Viig et al.  2011 ; Tjomsland et al.  2009a ,  b ). 

17.5.1     A Mixed Methods (MM) Design 

 The above reasoning calls for a variety of methodological approaches in health 
promoting school research to capture both the process of rethinking school’s 
 practice in a health promoting direction as well as to examine the effects of such 
work over time (Stewart-Brown  2006 ). Whereas Greene et al. ( 2007 ) argue that 
evaluation studies in general benefi t from pragmatic standpoints and the adoption 
of mixed methods, the holistic nature of the health promoting school urges the use 
of methodological pluralism and the combination of both qualitative and quantita-
tive approaches (Pommier et al.  2010 ). The collection and analyses of data from 
multiple sources and levels may yield the most comprehensive and in-depth under-
standing of if and how health promoting schools produce change in students’ 
health, health behaviors and well-being as well as students’ educational attainment 
and academic performance. 

17.5.1.1     Data Collection Methods in Health 
Promoting School Evaluation Research 

 Taken together then, we have argued that health promoting school research ought to 
attend to implementation outcomes as well as effect outcomes. We have also made 
the argument that a mixed method longitudinal research design may be particularly 
suitable to examine if and how the implementation and integration of health promo-
tion into school life produce health and educational outcomes at the student level. 
Against this background, we propose a number of data collection methods to 
 identify implementation outcomes as well as effect outcomes in health promoting 
schools. 

 Firstly,  qualitative interviews  either in terms of focus group interviews or in- depth 
interviews are considered highly suitable for an exploration of practice (Elias et al. 
 2003 ). A good description of what is actually taking place in health promoting 
schools is essential in order to understand low or high outcome effects at the student 
level. Further, interview data may also provide a good basis for the development of 
questionnaire surveys for all students and teachers by ensuring a good fi t between 
the survey items and context specifi c developments within each school. The focus 
group interview is particularly suitable when researching students’ experiences 
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because there is reduced pressure on the informants to respond to each questions, 
and because peer support help to level out the power imbalance between the adult 
researcher and the child in one-to- one interviews (Hennessy and Heary  2005 ). 
Although, one-to-one interviews may be more suitable to explore sensitive issues, 
since children may be afraid to speak out in a group setting. 

 Secondly,  school documents  may serve as useful indicators of offi cial activity 
within institutions since it provides the researcher with a sense of history related to 
the context being studied (Hatch  2002 ). For evaluative purposes in health promoting 
schools, various types of school documents are relevant. An analysis of  developmental 
plans and curricula outlines may for example provide insights into whether or not 
health promoting policies has been formalized into school policy documents. This 
is important because a formalization of health promotion into schools’ curricula 
seems to be an essential strategy for making the health promoting school an integral 
part of school life (Samdal et al.  2010 ; Hoyle et al.  2008 ). Likewise, activity plans 
and annual evaluation outlines offer insights into the actions and strategies imple-
mented, and to what extent these follow the school’s curriculum outlines. In  addition, 
school’s web site may be a powerful indicator of whether educational staff believe 
that schools in fact become better through health. For example, the Norwegian eval-
uation showed that the most successful and dedicated health promoting schools 
signaled staff’s commitment to students’ learning, health and well-being on the 
school’s web site (Tjomsland et al.  2009a ,  b ). As such, school documents can give a 
good indication of whether health promoting actions and strategies actually have 
been implemented and sustained into the everyday lives of the schools. The collec-
tion of school documents may also be valuable at the national level to examine 
whether national school policy documents emphasize the importance of health pro-
moting school activities to students’ educational outcomes. If the analysis of national 
policy documents indicates that health promotion is a prioritized area at the national 
level, higher levels of implementation may be expected at school level, and more 
positive outcome effects among students. 

 Thirdly,  survey data  are suitable to examine students’ health and health behaviors 
as well as students’ educational outcomes since questionnaires represent a 
 cost-effective way of collecting data from a large number of students about their 
subjective experiences of health, well-being, self-esteem, lifestyle, self-regulated 
learning and academic achievements. When measuring students’ educational out-
comes through surveys, it is important to distinguish between students’  subjective  and 
 objective  learning outcomes. Subjective learning outcomes refl ect students’ own 
perception of their learning outcomes, while objective learning outcomes refl ect 
students’ actual learning outcomes. Subjective learning outcomes can be measured 
by using methods that assess the individual’s subjective experience (e.g., surveys 
and interviews), while the measurement of objective learning outcomes requires 
some form of objective behavioral measurement (e.g., standardized tests, experi-
mental methods, observations). For example in Norway, annual national tests among 
5th, 8th and 9th graders provide information on students’ basic skills in English, 
reading and mathematics. The national tests are not designed to reveal whether 
individual students improve from one year to another. However, the tests refl ect 
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improvements and development in school as well as information about how the 
school performs compared to the national sample (  www.udir.no    ). In health promoting 
school research, national statistics like this, may for example be used to explore 
whether students in health promoting schools produce better test scores than 
 students in schools which have not transformed into health promoting settings. 

 Preferably, however, following the same sample over time is recommended to 
monitor possible changes in health and educational outcomes. Samdal and col-
leagues’ ( 2010 ) study from the Norwegian context demonstrates this design with 
one baseline measurement and one follow-up. At the same point in time, identical 
surveys about subjective health, health behaviors, school well-being and  self- reported 
academic achievements were distributed to students in health promoting schools as 
well as to a referent group consisting of a national representative sample of students 
in the same age group. The student responses were then compared to examine if the 
health promoting school students’ responses differed from the responses of the 
 students in the referent group. 

 Finally, the quantitative component in a mixed method research design may 
 benefi t from an extended selection cohorts quasi-experimental design since it is not 
possible or desirable to use a random selection of control schools (Olweus  2005 ). 
In this design, the groups to be compared belong to the same schools (for example, 
the grade 5 cohort at Time 1, with no intervention, compared with the grade 4 cohort 
at Time 2, with 8 months of intervention, recruited from the same schools). This 
design implies that several grade levels are examined at baseline and that the lower 
grade levels are followed up after the intervention and compared with baseline data 
from higher grade levels. As a result, the school constitutes its own control since 
baseline data from a higher grade level may be regarded as control group data for 
the younger students (who will be at the same grade level after the intervention has 
been carried out as the “control” group students were before the intervention). This 
design may be useful both for a school’s own evaluation of effectiveness of the 
health promoting school intervention as well as for a national or regional evaluation 
of a health promoting school implementation.    

17.6     Conclusion 

 To ensure further dissemination of health promoting schools, we have argued 
that it is crucial to examine if the health promoting school enhances students’ edu-
cational outcomes through students’ improved health, health behaviors and well-
being. We have therefore suggested that health promoting school evaluation designs 
should study the proposed causal relationship between an implementation and inte-
gration of health promotion into school life and educational and health outcomes 
among the students. We have further suggested that a mixed method design may be 
particularly suitable in health promoting school evaluations since it allows for an 
exploration of both implementation outcomes as well as effect outcomes. Whereas 
the qualitative component may explore the processes taking place within a specifi c 
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school context during the implementation period, the quantitative component may 
examine the proposed relationship between health and educational outcomes among 
the  students. Finally, we have underscored that due to the long term effort of trans-
forming a school into a health promoting setting, a longitudinal design in health 
promoting school evaluation research is warranted.     
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Abstract The development of suitable approaches for evaluating health promotion 
in schools to produce useful evidence to enhance sustainability and transferability 
is still a major topic of discussion. There is currently a trend among health promo-
tion researchers to develop evaluation approaches that are able to measure the 
impact of an initiative as well as to understand how this impact is obtained in order 
to inform the implementation of sustainable health promotion initiatives by practi-
tioners and decision-makers from both health and education sectors. This chapter 
sets out to illustrate the contribution of mixed methods to take into account the 
complexity of school health promotion initiatives to help address the challenges 
faced by the field of school health promotion especially those related to evaluation, 
sustainability and transferability. Empirical data gathered from an intervention 
research implemented in the French context are used to highlight the interest of 
such a research strategy.
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18.1  Introduction

The contribution of health promotion to the health and well-being of pupils has been 
widely recognized (Hamel et al. 2001; Li et al. 2009; St Leger et al. 2007) as well 
as the key role played by schools (St Léger 2004; OECD 2010). Recent publications 
from the World Health Organization (WHO) and from the Organisation for 
Economic Co-operation and Development (OECD) showed a very close link 
between health and education. The work from the WHO, carried out by Suhrcke and 
de Paz Nieves (2011), tends to show the negative influence of a “bad” health status 
(obesity, sleeping issues, anxiety and depression) and of health behaviours (smoking, 
alcohol and cannabis consumption) on the academic achievements of children and 
youth (Suhrcke and de Paz Nieves 2011). From a complementary perspective the 
OECD (2010) highlights education’s contribution both to health improvements and 
to the strengthening of civic and social involvement. It also points out that educa-
tion, within national school systems, cannot alone achieve these goals of health 
improvement and social cohesion; the key role of families and the community also 
need to be recognised (OECD 2010).

Therefore, in the past decades, schools have been a major setting for imple-
menting health promotion initiatives and the scientific literature tends to show 
some positive achievements of such initiatives on pupils’ health and schools’ orga-
nization (Stewart-Brown 2006; St Leger and Young 2009). The synthesis carried 
out by Stewart- Brown (2006) shows that health promoting school approaches 
were found to have a beneficial effect on: the social and physical environment of 
the school, staff development, provision of school meals, provision of exercise 
programmes, and the school’s social climate. The author also highlights that posi-
tive impacts on health- related behaviours were identified in some studies but not 
all. She also mentions there was some evidence that mental and social well-being 
may benefit from the development of school health promotion initiatives. However, 
most of the studies were small-scale and their quality was variable. In their literature 
review, Mΰkoma and Flisher (2004) specify that impact can also be observed at 
a school level in terms of political and organizational development to support 
health promotion implementation, its integration within the curriculum and the 
involvement of parents and community (Mukoma and Flisher 2004). Moreover, 
Lee and his colleagues (2005) highlight that links can be found between school 
health promotion and issues related to school improvement and school effective-
ness, showing that health promotion can both benefit health and education sectors 
(Lee et al. 2005).

The literature also presents a body of evidence regarding the factors that 
influence the quality of health promotion initiatives implemented in the school 
setting (St Leger et al. 2007). Literature reviews carried out in the past few years 
agree on several factors as essential for the success and the quality of these ini-
tiatives (Lister- Sharp et al. 1999; Stewart-Brown 2006; St Leger et al. 2007;  
St Leger and Young 2009; St Leger 2005; Peters et al. 2011). They identified 
three main aspects:
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• Involvement of the school community as a whole and addressing all the aspects 
of school life;

• Addressing the school social environment (relationships between pupils and
staff, among pupils, among staff and between parents and schools);

• Development of children’s life skills.

Some authors also add factors such as the length of the initiative, the staff’s collec-
tive work, the institutional support and actors’ support and training (St Leger 1999; 
Han and Weiss 2005; Peters et al. 2011).

In spite of these results, the development of suitable approaches for evaluating 
health promotion in schools in order to produce useful evidence to enhance sustain-
ability and transferability is still a major topic of discussion (St Leger et al. 2007). 
There is currently a trend among health promotion researchers to develop evaluation 
approaches that are able to measure the impact of an initiative as well as to under-
stand how this impact is obtained in order to inform the implementation of sustain-
able health promotion initiatives for both health and education sectors (Rowling 
2009). Furthermore, school health promotion initiatives can be considered as com-
plex systems, i.e. systems that consist of multiple components; that can only be 
understood by observing the interactions of these components; and are open- systems 
interacting with and influenced by their environment (Burton 2002). Implementing 
such initiatives may mean school communities and their partners changing some of 
their working habits and adapting them to the specificities of health promotion 
within the school setting (Mérini et al. 2010).
Against this backdrop, this chapter sets out to illustrate the contribution of mixed

methods to the evaluation of school health promotion initiatives. The purpose is to 
take into account their complexity to inform the development of sustainable 
initiatives.
After presenting a brief overview of the challenges and issues related to health

promotion evaluation and more precisely to the evaluation of school health promo-
tion, we will discuss the opportunity of using mixed methods in evaluation 
approaches to embrace some of these challenges. We will then illustrate this discus-
sion using the example of the evaluation of a French initiative for school health 
promotion. The evaluation design will be described and some major results will be 
presented. The chapter will conclude with some comments regarding the use of 
mixed methods in designing methods to evaluate school health promotion.

18.2  Issues in Evaluating School Health Promotion –  
How can Mixed Methods help?

As mentioned in the introduction, evaluation is still a major topic of discussion
within the field of health promotion. Various evaluation approaches have been used 
in health promotion (Tones and Tilford 2001). They are influenced by the multidis-
ciplinary nature of health promotion and refer to various traditions. In this section, 
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the main issues raised by evaluation in the field of health promotion and school 
health promotion are first reviewed. The opportunity of using mixed methods is then 
discussed through the presentation of what some authors considered as a third meth-
odological tradition (Johnson et al. 2007).

18.2.1  Issues Raised by Evaluation in the field of Health 
Promotion and School Health Promotion

According to the definition given by theWHO, evaluation aims to produce information
that can be used by those who have an interest in the improvement and effectiveness 
of interventions (WHO 1998). However, evaluation in the field of health promotion 
has raised particular issues (Rootman et al. 2001).
These issues are illustrated by Merzel and D’Afflitti (2003) who conducted a 

systematic literature review of 32 community-based health promotion programmes. 
They identified five main issues: (1) methodological issues including the choice of 
the unit of analysis (individuals, communities, etc.) and design and sampling issues; 
(2) the influence of secular trends and the difficulty of separating the impact of 
health promotion programmes from these trends; (3) smaller-than-expected effects, 
i.e. relatively small effects are to be expected from community-level programmes; 
(4) limitations of the health promotion programmes including their duration, insuf-
ficient tailoring to reflect local conditions and the difficulty for community-level 
programmes to ensure sufficient community penetration; and (5) limitations of the-
ory because of the complexity of conceptualizing the relationship between multiple 
interventions and multiple levels of influence which makes it difficult to develop 
integrated explanatory theories as well as testable models (Merzel and D’Afflitti
2003). Other authors also pointed out further issues such as the complexity of the 
causality between a health promotion programme and its effects, and the unsuit-
ability of the experimental evaluation process of the health promotion values 
enshrined in the Ottawa Charter, i.e. the holistic nature of health promotion inter-
ventions and the values of participation, collaboration and empowerment (Nutbeam 
1998; Tones and Tilford 2001). Potvin and colleagues identified three main chal-
lenges for those evaluating health promotion programmes: (1) defining the activity 
to be evaluated in order to raise relevant evaluation questions, (2) implementing an 
appropriate, rigorous research methodology, and (3) producing relevant knowledge 
for actions (Potvin et al. 2008).

More specifically, regarding the evaluation of health promotion initiatives in the 
school setting and the type of evidence produced by these studies to inform practi-
tioners and policy makers, Rowling and Jeffreys (2006) argued for considering 
research from both education and health sectors and for trying to articulate evidence 
from both sectors in order to inform planning and strengthen partnerships. These 
authors also pointed out the importance of considering contextual issues such as 
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school practice and local policy factors, when evaluating school health promotion 
interventions (Rowling and Jeffreys 2006).

The specificities of health promotion initiatives and especially within the school 
setting lead us to consider methodological approaches that could potentially capture 
the complexity of such initiatives.
Chen (1997) suggested that there are three types of configuration depending on 
programme evaluation contexts. In the first configuration, the programme evalua-
tion context requires intensive information, has low availability of credible informa-
tion and has a highly open programme system. In this type of configuration, it is 
more appropriate to use qualitative methods. In the second configuration, the evalu-
ation context requires extensive, precise information, has high availability of 
 credible information and has a closed programme system. This would require a 
quantitative approach. The third configuration concerns programme evaluation con-
texts requiring information that is both intensive and extensive, that provide high 
access to some information but low access to other information and have the char-
acteristics of both open and closed systems. In this case, the use of mixed methods 
is the most appropriate (Chen 1997). Due to their complexity, most health promo-
tion interventions in school settings can be considered as an example of this last 
case. Moreover, mixed methods and methodological pluralism are increasingly 
used within the field of health promotion (Nutbeam 1998; Tones and Tilford 2001). 
In the next section of this chapter, we propose a brief overview of this emerging 
methodological field.

18.2.2  Mixed Methods: A Combination of Qualitative 
and Quantitative Methodological Approaches

In the past, quantitative and qualitative methods have been blended by researchers 
in various research fields, but it is only recently that this association was conceptual-
ized as mixed methods research. Some authors have qualified this emergent field as 
a third methodological tradition (the two others being the qualitative and quantita-
tive traditions) (Johnson et al. 2007).

Generally, the first reason for using mixed method is to offset the weaknesses of 
both quantitative and qualitative approaches. Therefore, this methodological 
approach makes it possible to integrate several perspectives and presents an added 
value for the study of complex interventions. This is particularly true in school 
health promotion where interdisciplinarity is a key concept and where there is a 
degree of uncertainty of the outcomes, that may only be long term and with a non- 
linear relationship between programme and outcomes. Moreover, there is a strong 
interaction with the school context as well as the involvement of multiple stakehold-
ers (teachers, parents, children, etc.) (Jourdan 2011). Therefore, using more than 
one method within a research project may produce a more complete picture of the 
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phenomena being studied (Morse 2003) and may help answer questions that cannot 
be answered by one approach alone.

Creswell and Plano Clark (2007) defined mixed methods research as the combi-
nation of quantitative and qualitative approaches that provide a better  understanding 
of research problems than either approach alone. The literature shows that mixed 
methods research provides more comprehensive evidence for studying a research 
problem than either quantitative or qualitative research alone; encourages research-
ers to collaborate; encourages the use of multiple worldviews or paradigms; and is 
‘practical’ in the sense that the researcher is free to use all possible methods to 
address a research problem (Creswell and Plano Clark 2007). Although, there is a
consensus on what should be mixed, i.e. qualitative and quantitative approaches, 
debates still exist on when approaches should be mixed (at the data collection stage, 
the data analysis stage or throughout the research project), why they should be 
mixed and the reasons for choosing a mixed methods approach (driven by the 
research questions or the evaluator’s philosophical stand) (Johnson et al. 2007).

The mixed methods approach can vary in design depending on how the qualita-
tive and quantitative approaches are combined. Creswell and Plano Clark (2007) 
classified the mixed methods designs into four major types:

• Triangulation: its purpose is to obtain a more complete understanding of a phe-
nomenon from two databases, to corroborate results from different methods or to 
compare multiple levels within a system;

• Embedded: one data set provides a supportive, secondary role in a study based 
primarily on the other data type, its purpose is to address different questions that 
call for different methods or to enhance an experiment by improving recruitment 
procedures, examining the intervention process or explaining reactions to 
participation;

• Explanatory: a two-phase mixed methods design where qualitative data helps to 
explain or build upon initial quantitative results, for example to help explain 
quantitative results that need further exploration or to purposefully select best 
participants for qualitative study;

• Exploratory: the results of the first method (qualitative) help to develop or form 
the basis of the second method (quantitative), for example to first explore new 
variables, theories and hypotheses, to develop an instrument or a typology that is 
not available or to assess whether qualitative themes can be generalized to a 
population.

Creswell and Plano Clark (2007) identified three questions linked to the choice 
of a mixed methods research design: the level of interaction between the quantita-
tive and qualitative strands, the priority of the strands and their timing.

Regarding the integration of results from both methods, two main approaches are 
presented by Creswell and Plano Clark (2011). The first one is merging the data that 
are collected concurrently using either side-by-side comparison, joint display (i.e. a 
cross table) or data transformation (quantitising – data collected through qualitative 
methods, converted into numerical codes to be statistically analysed – or qualitising – 
data collected with a quantitative method, and converted into narrative data analysed 
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qualitatively). The second approach mentioned by Creswell and Plano Clark (2011) 
is connecting the data that are collected sequentially. One of the main issues when 
integrating results from both qualitative and quantitative methods is the possibility 
of discrepant results. Four strategies are then proposed in the literature to find a 
solution (Pluye et al. 2009):

• Reconciliation, when the data can be re-analysed and interpreted plausibly;
• “Bracketing”, which provides, when the results are irreconcilable, extreme cases 

to determine the image of a statistical confidence interval;
• Initiation of new perspectives from data analysis, a new research project or a new 

data collection based on a new research question;
• And exclusion, that is to say, the omission of part of the data, for example, if the

results are incomplete or if some data are not sufficiently robust in terms of 
validity.

As a developing field, challenges are faced both by researchers and practitioners
regarding epistemological foundations, technical issues and regarding skills, time or 
resources. Nevertheless, in this quite early stage of development, mixed methods, as 
a methodological tool, may help to resolve some of the issues related to the evalua-
tion of school health promotion initiatives, especially with regard to appraising a 
complex phenomenon and providing different points of view about it. In the next 
section of this chapter, we will illustrate this potentiality by presenting how mixed 
methods were used to evaluate a health promotion initiative implemented in French 
primary schools.

18.3  Use of Mixed Methods in the Evaluation of a School 
Health Promotion Initiative – An Example from France

In this section, the French health promotion initiative studied, the evaluation frame-
work and the evaluation design implemented are described and illustrated by some 
of the first results.

18.3.1  The Health Promotion Initiative Studied

The French system is national and centralised. Schools set a low priority on health 
promotion (Pommier et al. 2009). Professionals in the workplace are not always 
aware of their health promotion role (Jourdan et al. 2002). A health promotion ini-
tiative tailored to the French context was therefore developed to address health pro-
motion issues within school settings and to equip school staff to implement health 
promotion policy. This initiative aimed to promote children’s social, emotional and 
physical health by contributing to their well-being at school (Samdal et al. 1998) 
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and enhancing their life skills (WHO 1993, 1999). Its objective was to encourage 
the development of sustainable health promotion projects in school settings by 
empowering local actors and by “mobilizing” existing resources. The main strategy 
was the development of teachers’ health promotion practices and a health promotion 
environment within schools. The initiative takes into account the most recent 
international publications and data concerning the development of school health 
promotion approaches (Tones and Tilford 2001; St Leger et al. 2007; Stewart- Brown 
2006; St Leger and Young 2009). This implies the development of a progressive 
sustainable intervention:

• Taking into account the development of the children;
• Linking health to educational issues as well as integrating them into on-going 

school activities and existing policies;
• Communication with parents and communities;
• Training and support of school staff and accessibility of resources and other 

methodological tools.

It also takes into account the special features of the French system. The inter-
vention is a combination of top-down and bottom-up approaches and therefore the 
characteristics of the actions implemented in each school may vary (Grieg Viig and 
Wold 2005).

Figure 18.1 presents the theory-of-change model underlying this health promo-
tion intervention (Knowlton and Phillips 2009). It suggests that the strategies 
developed through the intervention (teacher training, school team support, resources 
and tools, and institutional lobbying) can positively influence teachers’ health pro-
motion practices (Goigoux 2007) and the schools’ health promotion environment 
and enhance the well-being of both children and teachers, improve the relationship 
between schools and families (Hamel et al. 2001; Schoonbroodt and Gélinas 1996), 
develop children’s knowledge, attitudes and skills about health (WHO 1993) and 
eventually improve children’s social, emotional and physical health (WHO 1993). 
This model is based on the assumption that the outcomes and strategies interact with 
the general and local contextual factors and the way in which the intervention is 
implemented (i.e. rules, organizational structure and personnel who are responsible 
for managing the programme) (Chen and Rossi 1983).
A 4-year pilot study (2003–2007) was carried out in 21 schools (Mérini et al.

2009; Mérini et al. 2010; Simar and Jourdan 2010a; Simar and Jourdan 2010b; 
Simar and Jourdan 2011). During this pilot stage, there were in-depth interviews 
with the intervention designers and those involved locally, observations were made, 
documents were collected and questionnaires were filled in by children, teachers 
and parents. The initiative was then proposed in 2007 to all 31 French teacher 
training institutes. These institutions have the authority and legitimacy to sustain such 
research initiatives. Ten institutes in 10 different French regions agreed to participate. 
Six regions were able to gain institutional support and set up a regional team to 
implement the intervention and to collect data. Within those six regions, a total of 
115 schools were given institutional support for participating and reaching out to 
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approximately 650 teachers and 11,000 children and their families. The implemen-
tation phase started in 2008 and lasted 3 years.
A national team, with two senior researchers and a coordinator, was in charge

of coordinating both the implementation and the evaluation phases. In each region, 
a team was set up including teacher trainers, educational advisors, school nurses and 
doctors as well as members of local non-governmental health promotion organisations. 
The regional teams were assigned with five objectives:

 1. Implement regional support services with representatives from the key institu-
tions involved;

 2. Develop training sessions for school staff;

Fig. 18.1 Theory-of-change model of a health promotion intervention in a school setting – Extract 
from (Pommier et al. 2010). a Implementation system – an intervention once enacted must be carried 
out through an implementation system that includes rules, organizational structures and personnel 
who have been given the responsibility to administer the intervention (Chen and Rossi 1983). 
*Strategies; HP: health promoting
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 3. Support schools in the implementation of health promotion projects within their 
community;

 4. Provide teaching tools to schools; and
 5. Develop local partnerships in communities to sustain the implementation of 

health promotion in schools.

These regional teams were trained for four days by the national team, prior to 
implementation. These sessions focused on how to deliver training, advice and sup-
port to school staff regarding the principles, values, resources and evaluation of the 
intervention. They then underwent two more days during the first year of implemen-
tation and one more day during the second and third years of implementation. These 
sessions focused on issues that were raised by the implementation in the schools 
(partnership development, school-family relationship, teaching tools, and conflict 
management). All training days were based on knowledge development and experi-
ence sharing on health promotion practices. One last day was organized at the end 
of the third year to assess the implementation process and share the first results of 
the evaluation. Throughout the implementation process, the national team also pro-
vided support to regional teams.

Based on this training and support, each regional team developed its own health 
promotion training and support intervention to be delivered in their own region tak-
ing into account local needs and resources. Each school received a set of teaching 
tools. Schools took part to the initiative on a voluntary basis.

The overall initiative was supervised by a scientific committee formed by health 
and educational experts and practitioners. An ethics committee was also created.
The research project was registered at a national ethics committee (registered num-
ber 1332359). In each region, a regional steering committee was also set up includ-
ing school board representatives, parent representatives, other regional relevant 
actors, and members of the regional team.

Figure 18.2 presents the implementation system of this initiative. It shows the 
different stakeholders involved at the national, regional and local levels, their role 
and the way they interact as well as the data collection for the follow up and 
evaluation.

18.3.2  The Evaluation Design – Using  
a Mixed Methods Approach

The evaluation framework chosen is based on the “theory-driven” approach to eval-
uation defined by Chen and Rossi (1983). This approach “is not the global concep-
tual scheme of the grand theorists, but more prosaic theories that are concerned with 
how human organizations work and how social problems are generated […]. What 
we are strongly advocating is the necessity for theorizing, for constructing plausible 
and defensible models of how programmes can be expected to work before evaluat-
ing them” (Chen and Rossi 1983, p. 285).
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The evaluation of the French health promotion initiative described previously 
required both intensive and extensive information: intensive information is related 
to a need for stakeholders to have an in-depth understanding both of the context and 
of the activities implemented in order to better know what the ingredients are that 
support the development of school health promotion in the French context. As for
the extensive information, the same stakeholders may need to know what the 
 outcomes on children and families are. Thus, evaluation will be required to provide 
both types of information and in this case, the use of mixed methods is recommended 
(Chen 1997). In this section, the overall evaluation design implemented will first be 
described. We will then focus on three specific aspects to illustrate how both qualita-
tive and quantitative approaches can be used.

18.3.2.1  An Overview of the Design Implemented

Two main sets of evaluation questions were raised:

 1. What are the factors that allow the school community to develop a health promo-
tion approach?

 2. How do the strategies developed through the intervention influence the develop-
ment of teachers’ health promotion practices and the schools’ health promotion 
environment? How do these practices affect well-being in the schools? What is 
the influence of the intervention on the children’s perceived life skills?

According to the factors that influence the choice of a mixed methods design as
defined by Creswell and Plano Clark (2007), the evaluation design implemented is 
based on an embedded design: QUAN(qual). The evaluation questions focus on
quantitative data to measure changes and qualitative data plays a supportive role in 
exploring health promotion practices and contexts to better understand the QUAN
data. Data are collected concurrently: quantitative numerical data are collected from 
questionnaires and forms and qualitative data (text data, transcripts and memos) 
from open-ended questions included in questionnaires, forms and from semi- 
directed interviews and focus groups. The data are analysed using quantitative (uni-
variate, multivariate and multilevel analysis) and qualitative analysis (content 
analysis). In addition, qualitative data were quantitised – i.e. numerical conversion 
of qualitative codes (Tashakkori and Teddlie 2003) – in order to be included in the 
quantitative analysis. The interpretation is quantitative, qualitative and combined 
where the quantitative results are clarified by the qualitative results, in order to gen-
eralize the findings, predict and interpret theory. Figure 18.3 presents this mixed 
methods embedded design and summarizes the data collection and analysis proce-
dures and products as well as the QUAN(qual) interpretation stage. Qualitative and
quantitative methods are mixed throughout all phases of the project from the design 
stage through data collection to data interpretation.

Regarding data collection, Fig. 18.2 also shows the data collected at the national, 
regional, schools and children levels. At the national level, documents related to
the implementation of the intervention and researchers’ memos were collected over 
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the 3 years. At the regional level, documents related to the implementation of the
regional intervention were gathered during the 3 years and focus groups were organ-
ised with the regional teams at the end of the third year. Regional teams also filled 
in a questionnaire to describe how each school received the intervention. At the
school level, individual and collective questionnaires were filled in by teachers 
and school teams. Contextual data were gathered on school context (i.e. size of the 
school, number of teachers, of pupils, socio-demographic data, etc.). Focus groups 
were also organised with selected school teams during the last year of follow up. 
Children from 8 to 11 years old filled in questionnaires focusing on their perception 
of their life in their school and of their life skills. Parents were also invited to fill in 
a questionnaire on how they perceived the life in their children’s school, their rela-
tionships with it and their involvement in the school’s activities. These question-
naires were collected from parents and children in a 3 year multiple time series 
design, at the beginning of the intervention and at the end of each school year.
The results of each questionnaire were returned to schools once a year.A specific

user-friendly document was created and validated by those involved and the results 
were communicated to school communities by the regional teams to contribute to 
the development of health promotion projects at the school level.

18.3.2.2  Examples of How Mixed Methods Were Used and Results

To illustrate concretely the implementation of this evaluation design and the kind of 
results we can obtain, we will focus on three examples. The first is linked to the fac-
tors and their interactions that may influence the regional teams in implementing 
sustainable health promotion interventions for school staff and communities. The 
second is in relation to its impact on teachers’ health promotion practices. The third 
is linked to the factors that may influence how children perceived their school social 
environment. The first example is based on a qualitative approach followed by 
quantitisation and the next two examples are based on quantitative approaches 
 completed by qualitative data sources.

A Qualitative Approach Followed by Quantitisation to Study Factors
Influencing Regional Teams in the Implementation of Sustainable Health 
Promotion Interventions

This part of the study is mainly qualitative and aims at identifying key factors that 
may influence the regional teams in implementing a sustainable health promotion 
intervention for school staff and communities. Once these factors identified, they 
were quantitised in order to be integrated into following statistical analysis.

a) Methodological Aspects

The specific design implemented for this study is divided into four stages based on the 
realist evaluation cycle suggested by Pawson and Tilley (see Box 18.1). The first stage 
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aims at identifying contexts and potential mechanisms in literature. The second 
stage aims at organising them for use as a starting point for the analysis of the 
empirical data collected at the regional level – interviews, focus groups with regional 
teams and data from national and regional written sources, i.e. emails, minutes of 
meetings, training description, etc. (see Fig. 18.2) – within the third stage. Each 
specific context, mechanism and outcome was then transformed into variables and 
quantitised for each region in order to integrate them into following statistical 
analysis. For example, a numerical value was assigned to each mechanism according to 
its degree of activation in each region. Finally, based on a transversal qualitative 
analysis (i.e. comparing the six regions considering them as six different contexts) 
of the contexts, mechanisms and outcomes identified, stage four aims at proposing 
a “context- mechanism-outcome pattern configurations” that outlines the main ele-
ments that may influence the development of health promotion interventions based 
on training and support for schools (Guével et al. 2013a).

Box 18.1: The Realistic Evaluation Framework

The realistic evaluation framework was developed by Pawson and Tilley 
(1997). This is a framework that takes into account the complexity of social 
interventions in specific contexts focusing on how they work, for whom and 
under what circumstances. It aims: (1) to understand the mechanisms through 
which health promotion interventions produce change; (2) to understand the 
contextual conditions necessary to trigger these mechanisms; and (3) to 
develop outcome pattern predictions according to the context and mecha-
nisms triggered. These are the three guiding themes of the research strategy 
defined by Pawson and Tilley. According to these authors, in a realistic evalu-
ation approach, the outcomes of a health promotion programme are explained 
by the action of specific mechanisms in specific contexts. It is thus essential 
in this type of evaluation approach to identify the mechanisms involved, i.e. 
what, within the programme, produces change. The idea is to determine 
“which individuals, subgroups and locations might benefit most readily from 
the programme, and which social and cultural resources are necessary to 
 sustain the changes” (Pawson and Tilley 1997, p. 85). They name these 
 configurations “context-mechanism-outcome pattern configurations” (CMO 
configurations). Realistic evaluators can then identify, modify, test and refine 
the CMO configurations. For these authors, a mechanism is “not a variable but 
an account of the make-up, behaviour and interrelationships” of the processes 
which are responsible for the change, “a mechanism is thus a theory” (Pawson 
and Tilley 1997, p. 68). CMO configurations are developed both on the basis 
of the literature and using the point of view of the stakeholders/participants of 
the intervention who play a key role in confirming, refuting or refining the 
theory. The realistic evaluation framework does not require the use of a spe-
cific method. Indeed, Pawson and Tilley (1997) acknowledge that, when it 
comes to the choice of method, realistic evaluation can be based on method-
ological pluralism and thus on both qualitative and quantitative approaches.
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 b) Main Results

The “context-mechanism-outcome pattern configurations” proposed outlines the 
main elements that may influence the development of health promotion interven-
tions based on training and support for school staff.

To achieve this outcome, according to the results of this study, the following 
contexts and their interactions need to be taken into account:

• A high local commitment, especially from the head of the department of educa-
tion as well as from the municipalities;

• A stable regional team able to train and support schools;
• A stable district and school organization;
• Regional teams that are trained and supported.

The results also show the key mechanisms triggered:

• At an individual level of the regional team members: knowledge development on
school health promotion approaches, improvement of self-efficacy regarding the 
implementation of such approaches, development of a reflective practitioner 
 perspective in this area, and development of their motivation and of their 
 conviction regarding the values promoted;

• At an inter-individual level: development of opportunities to exchange with
peers, shared values and knowledge within and between the regional teams;

• At a collective level: development of partnership inside and outside the educa-
tional department.

A Quantitative Approach Completed by Qualitative Data Sources

Two examples are given, one at the teacher level, focusing on teachers’ self-reported 
health promotion practices and another one at children level, focusing on how chil-
dren perceived their school social environment. Both examples are based on a quan-
titative approach completed by qualitative data sources.

 a) Teachers’ Self-Reported Health Promotion Practices

This part of the study mainly uses a quantitative approach and aims at assessing the 
impact of the intervention on teachers’ health promotion practices. Open-ended 
questions were used to describe the different themes addressed by teachers and 
the way they have done it. The next stage of analysis will lead us to integrate in 
multilevel analysis quantitative data from the teacher’s questionnaire as well as quali-
tative data that would have been quantitised both from the teachers’ questionnaire 
(i.e. from open-ended questions) and from the qualitative analyse carried out at the 
regional level in order to better take into account the specificity of the teachers’ 
regional context.
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i) Methodological Aspects

A questionnaire was designed to collect data on teachers’ attitudes to health promo-
tion, on their own practices and factors that might influence them (facilitators, bar-
riers, etc.), on their motivation, interest in health promotion and perceived 
self-efficacy in health promotion, as well as on their perception of the life in their 
school (school climate, perceived violence, etc.). This questionnaire was primarily 
developed in 1991 in a study on teachers’ practices and attitudes to health promotion 
(Jourdan et al. 2002); it was amended and used in the pilot study. Both closed- and 
open-ended questions were used.

Initially, 115 schools were involved, however at the end of the first year; our 
population was reduced to 100 schools for various reasons. The participating 
schools were divided into two groups: the first group (group 1) received training and 
support from the first year, the second group (group 2) received training and support 
from the second year. Group 1 consists of 62 schools and group 2 of 38 schools. 
This difference between the two groups can be explained by the fact that most of the 
schools that left the project were part of this group 2. In addition, initially, the 
regional teams had encountered difficulties in recruiting schools agreeing to take 
part in the evaluation design from the first year and receive training and support only 
from the second year. However, the two groups are not significantly different in 
terms of size, geographical location, socioeconomic status and average number of 
teachers per school (Table 18.1).
A first set of analysis was carried out on the data collected before the implemen-

tation (Guével et al. 2010). A second set of analysis was carried out after 1 year of
implementation, i.e. after 1 year of training and support for schools in group 1 and 
before group 2 starts to receive training and support. In this set of analysis, answers 
from the two groups were compared in order to identify on which aspects, training 
and support may have had an influence. In the first place, teachers’ questionnaires 
were analysed about whether teachers reported having health promotion practices 
and about their perception of the climate in their school.

Table 18.1 Schools’ characteristics and comparison between the two groups of schools

Schools’ characteristics
Total %  
(n)

Group 1 % 
(n)

Group 2 % 
(n)

Group 1/
Group 2a

Size Small (≤3 classes) 35 (35) 35 (22) 34 (13) ns
Medium (4–7 classes) 53 (53) 55 (34) 50 (19)
High (≥8 classes) 12 (12) 10 (6) 16 (6)

Location Rural 38 (38) 42 (26) 32 (12) ns
Urban 62 (62) 58 (36) 68 (26)

Socio-economic 
status

Privileged 24 (24) 26 (16) 21 (8) ns
Medium 37 (37) 34 (21) 42 (16)
Underprivileged 39 (39) 40 (25) 37 (14)

Mean number of teachers per school 
(mean ± sd)

5.72 ± 3.09 5.34 ± 2.80 6.34 ± 3.45 ns

aMean test or chi-squared test, significance was set at p < 0.05. ns non-significant
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Qualitative data coming from the regional focus groups as well as from the 
written sources collected have been content analysed and then transformed into 
quantitative data that will be integrated into the quantitative database. Furthermore, 
in the teachers’ questionnaires, the open-ended questions concerning teachers’ 
attitudes to health promotion and the activities they have implemented will be 
quantitised for the quantitative analysis.

 ii) Main Results

Three hundred and nineteen teachers responded and were included in the first set of 
analysis (response rate of 54.5 %). Seventy-one per cent of teachers reported having 
implemented health promotion activities during the previous school year.According
to the content analysis of open-ended questions, these activities were mainly related 
to health topics (nutrition, hygiene and dental health), to citizenship, community 
and environmental issues. Physical education as well as arts disciplines were most 
frequently cited as media. The four main factors cited by teachers as influencing 
their practices in health promotion were their own interest (63 %), the school syl-
labus and the collective reflection at the school level (60 %), the fact that health 
promotion is part of their mission (58 %) and the school climate (39 %). Eighty-five 
per cent of teachers declared working with partners: their fellow teachers (61 %), 
other members of the school team (23 %), associations (23 %) and families (21 %). 
The four main difficulties encountered by these teachers were the lack of time 
(43 %), the lack of training (30 %), material issues for organizing activities (29 %) 
and the lack of tools (23 %). Of the 29 % of teachers who reported not having imple-
mented health promotion activities, 56 % of them reported having done it in the 
past. The main obstacles encountered were the lack of training (45 %), the lack of 
time (44 %), the lack of tools (36 %) and the lack of experience (32 %).

For the second set of analysis, at the end of the first year of implementation, 168 
teachers returned their questionnaire (response rate: 30.1 %). Teachers from group 
1 have had implemented more health promotion activities than teachers from group 
2 (88 % vs. 74 %, p = 0.0281). Regarding how much though was put into the issue 
of implementing health promotion activities, teachers from group 1 appeared to be 
more advanced in their reflection (p=0.0025). As Fig. 18.4 shows, 66 % of teachers 
from group 1 reported to be at stage 1 (considered to be the highest).

Teachers from group 1 seemed to have a more positive perception of the life in their 
school than those from group 2, especially regarding the atmosphere among pupils 
(p = 0.0341), the relationship between pupils and teachers (p = 0.0191), the relation-
ships with parents (p = 0.0031), the relationship between adults (p = 0.0107) and the 
violence perceived (p <0.0001). Figure 18.5 shows the percentage of teachers in 
each group who selected the modality “Very good” for the first four proposals men-
tioned above and the modality “Not at all” for the proposal on perceived violence.

 b) School Evolution Based on Children’s Perception of Their Life at School

This part of the study aims at studying how schools benefit from the intervention 
from the children’s point of view. It is based on the evolution of children’s perception 
of their life at school. The approach used is mainly quantitative. In the next stage of 

M.-R. Guével et al.



397

Fig. 18.4 Teachers’ distribution according to their stage of reflection regarding health promotion 
approaches

Fig. 18.5 Percentage of teachers that chose the highest modality regarding their perception of the 
life in their school

analysis, quantitised data from the qualitative analyse carried out at the regional level 
as well as data from teachers’ and school teams’ questionnaires will be integrated in 
order to better take into account the specificity of the school context.
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i) Methodological Aspects

Data were collected from 8 to 11 year-old children before the implementation of the 
intervention, 1 and 2 years after the beginning of the implementation. To be included 
elementary schools (i.e. schools with children between 8 and 11 years of age) 
needed to have returned questionnaires at least twice. In the end, 45 schools were 
included in this sub-study, representing approximately 3,500 children.
A children’s questionnaire was designed to collect data on children’s perception

of their life in school and life skills (WHO 1999). Children’s perception of their life 
at school was studied through questions on the school climate and on their percep-
tion of their relationship with other children, teachers and adults working in the 
school. This part of the questionnaire was based on the questionnaire developed by 
Debarbieux at the European observatory of school violence (Debarbieux 1996; 
Debarbieux and Blaya 2001) which was adapted and used in the pilot study (Younès 
et al. 2011).

Three indicators were developed and their evolution through the implementation 
of the intervention was studied: Perceived violence (score of four variables, 
Cronbach alpha = 0.64), Perceived relationships with others (score of eight vari-
ables, Cronbach alpha = 0.74) and the variable Feeling at school.

In the first place, mean and Kruskall-Wallis tests were carried out as well as 
multiple correspondence analysis and hierarchical clustering on principal compo-
nents (Escofier and Pagès 2008).

 ii) Main Results

Table 18.2 presents the results for these three indicators before the implementation 
of the intervention, 1 and 2 years after the beginning of it. Perceived violence is rela-
tively low; through the three-time data collection, the average is a little more than 4 
out of 12, i.e. children perceived little violence in their schools. Throughout the 
implementation, this score slightly increased (from 4.31 to 4.39, i.e. perceived vio-
lence is higher) but it is not statistically significant. Perceived relationships with 
others is high with an average over 15 (out of 21) through the three times of data 
collection i.e. children had a quite good perception of their relationships with others 
in their school. Throughout the implementation, this score slightly decreased (from 
16.10 to 15.82) but it is not statistically significant. Finally, children tend to felt well 
or very well at school. Even if, throughout the implementation, children feel a little 
less well at school as this variable goes up from 1.67 to 1.78 where 1 means children 
feel very well at school and 2 means children feel well at school (p = 0.0184).

Following multiple correspondence analysis and hierarchical clustering on prin-
cipal components analysis, four school profiles emerged reflecting how children’s 
perceptions of their social environment at school may evolve during the implemen-
tation of the intervention in their school:

• First profile – “No change”: Perceived relationships with others and Perceived 
violence have not changed through the implementation. Perceived violence was 
below average before the implementation (20 schools out 45).
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• Second profile – “No change with a good situation throughout the implementa-
tion”: Perceived relationships with others was above average before the 
 implementation. Perceived relationships with others and Perceived violence 
were above average after the implementation (12 schools out 45).

• Third profile – “Decreased”: Perceived relationships with others, Perceived vio-
lence and Feeling at school have decreased through the implementation. Feeling 
at school was below average after the implementation (9 schools out 45).

• Fourth profile – “Good situation at the end of the implementation”: Perceived 
relationships with others, Perceived violence and Feeling at school were above 
average after the implementation. Values are missing regarding the evolution of 
the indicators (4 schools out 45).

This classification illustrates that from the children’s point of view, schools may 
evolve in different manners: some positively (i.e. they have higher score than aver-
age) and some negatively (i.e. their scores decreased during the implementation 
phase). These results will be further explored to identify the school and regional 
contextual factors – such as at the regional level, the support from the community or 
from regional institutions; at the school level, its size and location as well as its 
degree of involvement in health promotion and at the classroom level, teachers’ col-
lective and individual health promotion practices – that may explain why we 
observed some schools with a positive evolution and others with a negative one. 
These analyses are currently underway (Guével et al. 2013b).

Table 18.2 Descriptive results regarding the indicators of children’s perception of school before 
the implementation of the project in schools, 1 and 2 years after the beginning of the implementation

Mean SD Min. Max. Comp.a

Perceived violence Before the implementation 4.31 0.86 2.41 6.18 ns
A year after the beginning

of the implementation
4.64 0.89 3.00 6.56

Two years after the 
beginning of the 
implementation

4.39 1.04 1.64 7.00

Perceived 
relationships 
with others

Before the implementation 16.10 1.04 12.63 18.00 ns
A year after the beginning

of the implementation
15.89 1.11 12.82 17.59

Two years after the 
beginning of the 
implementation

15.82 1.01 13.75 17.70

Feeling at school Before the implementation 1.67 0.21 1.41 2.40 p = 0.0184
A year after the beginning

of the implementation
1.76 0.30 1.13 2.71

Two years after the 
beginning of the 
implementation

1.78 0.21 1.27 2.20

SD standard-deviation, Min. minimum, Max. maximum, Comp. comparison within the three data 
collection time points
aMean or Kruskall-Wallis tests, significance was set at p < 0.05. ns non-significant
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18.4  Concluding Comments Regarding Mixed Methods 
and School Health Promotion Evaluation

This chapter was focused on the mixed methods contribution to the development of 
school health promotion. Empirical data gathered from a study implemented in the 
French context were used to highlight the interest of such a research strategy 
(Creswell 2009). In this concluding paragraph, we would like to summarize the key 
contributions of mixed methods regarding the sustainability and transferability of 
school health promotion and the necessity of addressing the different types of evi-
dence that can be produced to ensure successful implementation and sustainability.

In her literature review, Stewart-Brown (2006) stated “It is becoming increas-
ingly clear that research on promoting health requires a variety of methodological 
approaches, including process- and outcome-based evaluation, and quantitative and 
qualitative methods.” (Stewart-Brown 2006, p. 16) In combining both approaches, 
mixed methods offer a framework to think and to carry out evaluation designs. Such 
designs could potentially propose an answer to these challenges in order to improve 
the sustainability of health promotion initiatives by identifying the key factors 
linked with the efficacy of an intervention (both its success and its sustainability). 
They may also help in identifying the factors related to the transferability of an 
intervention from one context to another by taking into account qualitative data that 
might explain why a same intervention may work in one setting and not in another 
one. As illustrated in this chapter, work is still ongoing to improve the integration of
the results of both approaches. As mentioned mixed methods is a research strategy
currently under-development; however regarding school health promotion evalua-
tion, mixed methods may help to take into account the complexity of the initiatives 
carried out (by providing different points of view) as well as to face challenges both 
from educational and health sectors (by providing evidence that might be acceptable 
for both sectors). For example, the possibility of thoroughly exploring the regional 
context in France with a qualitative approach and then, of integrating the key factors 
identified into a quantitative analysis in order to explain the factors influencing 
teachers’ health promotion practices is an important contribution to a better under-
standing of how school health promotion can be developed in France. Both results 
from the qualitative component and from the quantitative analysis will be valuable 
for French practitioners and decision-makers that wish to support school health pro-
motion in their own context.

Moreover, mixed methods encourage the use of multiple sources of informa-
tion that provide a more comprehensive understanding of the processes underly-
ing the development of health promotion approaches in the school setting. In the 
example presented above, this was facilitated through a close partnership between 
researchers and practitioners: practitioners were involved since the beginning 
and participated in the construction of the initiative; moreover, data collected at 
both levels were included to have a more complete picture of the implementa-
tion. The aim was also to better secure the sustainability of the project once the 
research is over.

To go further, this type of design leads us to a broader discussion on the nature 
of the evidence in the field of school health promotion. Indeed in the first chapter of 
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his book, Donaldson sets out his framework stating that there are many ways to 
establish what is required for evidence to be judged credible in an evidence based 
global society (Donaldson 2009). Julnes’ put the emphasize on “actionable” rather
than “best” evidence within a context (Julnes and Rog 2009). Based on Donaldson’s 
and Julnes’work, three sources of evidence can be identified and applied to the field
of health promotion: scientific evidence (outcome based evidence), “professional” 
contextual evidence (practice based evidence) and “critical” review, i.e. an ethical 
approach of the intervention. Mixed methods by its ability to provide different per-
spectives on a same phenomenon and to take into account its complexity can con-
tribute to the production of credible evidence related to philosophy, theory and 
practice in the evaluation context (Mertens and Hesse-Bider 2013). Therefore, their 
use has the potential to lead to a better understanding of health promotion initiatives 
and eventually to their strengthening.

This last point is essential when thinking about the transferability of school 
health promotion initiatives from one context to another, even within a same 
country; as our example has shown, outcomes may differ from one region to another 
and even from one school to another. The methodology for producing transferable 
knowledge is then of importance and some authors argue to focus on different 
modes of complementary or integrative studies combining qualitative and quantita-
tive methods (Cambon et al. 2012). To be concrete, for example, if other French 
schools inspectors or educational advisors or school nurses or doctors or any other 
decision-makers wish to support the development of school health promotion, they 
could gain a better understanding of the initiative and how it might produce the 
desired outcomes in a specific context. The possibility of capturing both intensive 
and extensive information by using mixed methods in the evaluation design is 
therefore an important added-value to the evidence produce and to the possibility of 
using this evidence to invent new initiatives in new context.

Mixed methods have already a great potential to help address the challenges 
faced by the field of school health promotion especially those related to evaluation, 
sustainability and transferability, what we have tried to point out in this chapter.
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    Abstract     Developing a theory is a long-term, multi-phased process that can be 
used to produce models applicable to workplace health promotion in school com-
munities. The study described in this chapter employed the action research method 
to empirically test a theoretical model for the occupational well-being of school 
staff. Inductive and deductive research approaches were applied to the development 
in that both quantitative and qualitative research materials (national and interna-
tional data) and analysis methods were methodically utilised during 2002–2012 
(until 2014). By developing and testing the theory, we produced a middle-level 
theory and the  Content model for the promotion of school community staff’s occu-
pational well-being,  which continues to be tested and developed. The content model 
is theoretically clear and fl exible. It contains the premises for planning comprehen-
sively through four aspects, and it serves as a suitable model for implementing and 
evaluating the development of school staff’s occupational well-being, which also 
affects the learning, health and well- being of children and adolescents. The content 
model can therefore be used in various situations. It has been applied to, and tested 
in, comprehensive and upper secondary school communities, but it can also be 
applied to other schools and work communities where its functionality will also be 
tested in the future.  
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19.1         Introduction 

 Health promotion theories and models are needed to explain and predict health 
behaviour, as well as for the design and evaluation of interventions. Polit and Beck 
( 2011 ) determined the concept of theory as an abstract generalisation that presents 
a systematic explanation of the relationship between phenomena and the model as a 
symbolic representation of concepts or variables and interrelationships among 
them. However, the theories and models that are used in health promotion textbooks 
and in related education remain largely unused in practice. Many published articles 
related to health behaviour interventions (Lippke and Ziegelmann  2008 ) and, gener-
ally, health promotion literature lacks a theoretical background or rationale (Van 
den Broucke  2012 ). 

 Examples of theories or models that are applied to health promotion are available 
from several viewpoints and disciplines. To name a few, a theory on the sense of 
coherence by Antonovsky ( 1996 ) has been largely applied to health promotion. The 
theory uses a central focus on salutary, rather than risk factors, and focuses on see-
ing people as an entirety rather than identifying them merely by their disease. 
Bandura ( 1998 ), in turn, examined the area of health promotion from the lens of 
social cognitive theory and called for further progress in building new structures for 
health promotion. More recently, Rütten et al. ( 2009 ) transferred the social psycho-
logical theory of Von Wright ( 1976 ) into assessing and developing the engagement 
of organisations in health promotion policy, and at the same time, testing the new 
theoretical model. The model was again used and tested in an intervention study 
related to the promotion of physical activity of elderly people (Rütten et al.  2012 ). 
Health promotion can, therefore, be seen as a continuously developing fi eld and an 
ideal testing ground for scrutinising and applying different theoretical structures. 

 In addition to theories and models applied from other disciplines, there are health 
promotion models, such as Tannahill’s model, created in mid-1980s (Tannahill 
 2008 ), and Tones and Tilford’s empowerment model ( 1994 ), which offer a relatively 
large framework for health promotion. However, more specifi c models and theories 
are needed. For example, schools as settings for health promotion have been, and 
currently are, highly valued arenas for reaching children and adults, and, therefore, 
function as specifi c settings for health promotion (WHO  1986 ) where developed 
theories and models are justifi ed and needed. One example of a school-related 
health promotion framework that has resulted from a settings perspective is an eco-
holistic approach to the health-promoting school. The schools promote the health of 
all those who work and learn in them and collaborate with parents and the surround-
ing community (Weare  1998 ,  2000 ). Similarly, the ecological model by Lohrmann 
( 2010 ) derived from coordinated school health ideology extends the health-promot-
ing activities from classrooms to the greater community, but it also specifi es the 
infrastructure within which the people in the schools operate. 

 In addition to concepts developing over time, methodological development is 
natural and follows the policies and needs set by national and international direc-
tions, health problems, and economical situations. To develop school communities’ 
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workplace health promotion, intervention studies are needed to create  multidisciplinary 
and suffi ciently extensive approaches from which practical theory and related mod-
els can be developed. Tested theories and produced models can help school health 
promotion, including workplace health promotion, in two ways: fi rst, the model, 
developed specifi cally for workplace health promotion, helps to identify or describe 
the factors that have been proven to be important in enhancing or inhibiting complex 
interventions in workplaces. Second, the model offers a starting point for evaluating 
interventions and thus increases the dissemination of good practices, making them 
rooted in everyday actions (May et al.  2007 ), as well as examines the effectiveness 
and outcomes of interventions. This way, theory development and modelling help 
school community staff, including health promotion professionals, in planning, exe-
cuting and evaluating the workplace development projects in school communities 
(Horn et al.  2004 ; see also Lippke and Ziegelmann  2008 ). 

 As mentioned, theoretical concepts evolve over time. In the area of school 
 community staff health promotion, the ambiguity of concepts inhibits positive 
development. As Juniper ( 2011 ) argues, employee well-being has been shown to be 
subjective and multidimensional. The main reason for failure in employee well-
being programmes seems to be the lack of agreement about what is meant by the 
concept ‘employee well-being’ at the start of the program (Juniper  2011 ). 
Furthermore, the concepts of’ well-being’ and ‘workplace well-being’ are used in 
varying ways in different situations depending on, for example, the aims, context, 
discipline and the focus of the study on well-being at workplace. 

 The variety of studies on workplace well-being and its concepts is a challenge, 
one that demands a strict defi nition of central concepts from an academic point of 
view (Ilmarinen et al.  2008 ). Juniper ( 2011 ) brings out the importance of putting 
primary emphasis on employees’ own views of their well-being. By emphasising 
the position of employees, planning and approach are made directly relevant to 
them, and this involvement makes them also productive to employers. Academic 
research generally supports this idea that the healthier and happier people are, the 
more productive they are likely to be in their workplaces (Juniper  2011 ). 

 There is limited research available on holistic occupational well-being that takes 
into account the physical, mental, and social aspects. Furthermore, there is even less 
research on developing the occupational well-being of school staff where the topic 
would have been modelled or there would have been theoretical information to 
 support the development (e.g., Konu et al.  2002 ). However, many studies have noted 
that there is need for developing the occupational well-being of school staff 
(e.g., Eaton et al.  2007 ). 

 This chapter describes and explains the development of a middle range theory to 
increase school staffs’ occupational well-being, which refers to workplace health 
promotion in schools from the perspective of school staff. The approach of partici-
patory action research, promoting a culture of information and  knowledge sharing, 
has been used to develop and test the theory and to produce the model. Action 
research has become increasingly important in large or medium- sized projects 
(Thiollent  2011 ) and has turned out to be a focus of interest in health promotion 
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research due to its appropriateness in capturing phenomena, in bringing out 
 processes, and in including the engagement of both researchers and participants 
(Whitehead  2010 ). Based on previous research, the approach of action research 
facilitates the combination of practical knowledge and research- based knowledge in 
school health promotion intervention studies (e.g., Ozer et al.  2010 ; Sormunen et al. 
 2012 ) and, in a wider context, in the health sector and clinical nursing practices 
(Glasson et al.  2008 ; Soh et al.  2011 ). The so-called hypothesis of this study is that 
school staffs’ occupational well-being can be increased by  actions for occupational 
well-being , which is a fresh concept for maintaining one’s ability to work (see 
Ilmarinen et al.  2008 ). Actions to promote school staffs’ occupational well-being 
stem from promoting the health and resources of employees (e.g., personal health 
and physical and mental fi tness), increase the functionality of a working community 
(e.g., work management and organisation, leadership, social support, information), 
development of professional competence (e.g., in-service education), and enhance 
work and working conditions (e.g., the physical working environment; physical, 
biological, and chemical factors, and safety at work; and working postures and 
equipment) (Saaranen et al.  2012a ,  b ).  

19.2     Development of the Middle Range Theory 
and the Model of Health Promotion 

 When developing a theory, the steps of generalising and fi nding out theoretical 
connections and testing the theory in practice follow those of creating concep-
tual meanings, contextualising and structuring.  Middle range theories  are used 
as aids in creating and developing everyday practices based on research informa-
tion in health promotion and nursing (Smith  2008 ; Polit and Beck  2011 ). The 
purpose of a middle range theory is to describe, explain and predict, e.g., a 
clearly defi ned phenomenon of health promotion (Polit and Beck  2011 ). Middle 
range theories are also meant to be concrete. According to Cross ( 2010 ), health 
promotion theories are used to understand or examine health promotion prac-
tices and to provide a framework for conducting them systematically. However, 
Crosby and Noar ( 2010 ) indicate that the development of a theory on health 
promotion has not proceeded in a way that would correspond with the evolution 
of health promotion practices. Indeed, they maintain that when developing a 
theory, there should be more emphasis on rationalising the development in prac-
tical environments, the development should transcend the individual level and 
theory should be accessible to practitioners. In order to develop occupational 
well-being, work communities need the development of such a theory that pro-
duces models for those involved in the work community and others who act to 
promote occupational well-being. The resulting model must be such that it can 
be suffi ciently generalised in different situations and contexts and also takes into 
account the special needs and premises of the employee and working place in 
question. 
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  Developing a theory  can be  inductive ,  deductive  or  inductive-deductive . 
Developing an inductive theory is based on concrete data that relies on empirical 
knowledge and is linked to the phenomenon in question, in which case the methods 
of study are qualitative (e.g., ethnography, phenomenology, or grounded theory) 
(Polit and Beck  2011 ). When developing a deductive study, quantitative research 
methods are usually utilised. In this case, the developing process uses arguments as 
its starting point, testing these in several, carefully defi ned situations. The develop-
ment of an inductive-deductive theory combines the previously mentioned research 
methods of developing a theory. The use of this method is typical, for instance, in 
intervention studies of health sciences, where employing mixed-methods research 
has become increasingly frequent (Polit and Beck  2011 ). 

 The  models  that result from the development of a theory function as theoretical 
frames of reference for, e.g., health promotion and health evaluation in different 
contexts. A theoretical model must be suffi ciently carefully defi ned and it must suit 
its purpose (May et al.  2007 ). In action research, a model functions as a theoretical 
frame of reference for understanding multifaceted interventions. A model brings 
transparency and explanations to phenomena and their development that empirical 
action research reveals with its various methods. 

 Here, we use the example of developing a theory on promoting occupational 
well-being of school staff and modelling the theory based on many action research 
projects. In this context, what is meant by the word ‘modelling’ is producing  content 
model for the promotion of a school community staff’s occupational well-being . The 
purpose of such a model is to describe and develop occupational well-being of staff 
in school communities and to function as an instrument of evaluation. 

19.2.1     Promoting Occupational Well-Being of School 
Staff—The Stages of Developing a Theory and a Model 

 Developing a theory for promoting occupational well-being of a school staff and 
crafting a content model linked to this have been a long-term process consisting of 
several stages. Developmental work began in the participatory action research proj-
ect,  Promotion of school community staff’s occupational well-being in co- operation 
with occupational health nurses,  in Eastern Finland in 2001–2004. Since then, 
development work on the theory has continued in international projects ( Teachers 
well-being project, 2004–2006,  and  Promotion of school community staff’s occupa-
tional well-being—action research project in Finland and Estonia, 2009–2014 ). 

 The method of action research using a triangulation of methodology and data has 
made it possible to not only develop practical aspects but to also develop and test a 
theory in which descriptive, explanatory and predictive middle range theory on 
occupational well-being of school staff has been developed. With the help of the 
theory, it is possible to describe, explain and direct practical matters, here the pro-
motion of occupational well-being of school staff. By the concept school staff, it is 
meant here all the professional groups that are involved in a school community, such 
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as teachers, principals/school management, special needs assistants, cooking staff 
and cleaning workers. The theory has been developed in cooperation with those 
involved with the practical aspects of school work (school staff and occupational 
health nurses) and researchers. 

 The premises of the theory that has been developed,  Promotion of school 
 community staff’s occupational well-being , is promoting health and practices 
according to the formation of the inductive-deductive theory. Developing the theory 
is presented below in fi ve stages (Fig.  19.1 ). The results are a situation- based middle 
range theory and the  Content model for the promotion of school community staff’s 
occupational well-being  (Fig.  19.2 ) that can be utilised in describing, explaining, 
evaluating and directing the practices.

     At the fi rst stage  in 2002, the aim of the study was to investigate school staffs’ 
and occupational health nurses’ evaluations of school community staff’s occupa-
tional well-being, work ability maintenance and related factors. School community 
staff here refers to all occupational groups working in a school community (princi-
pals, teachers, school assistants, school nurses and other staff, e.g., cleaners and 
cooks) (Saaranen et al.  2005 ,  2006 ). The researcher gathered the data via themed, 
customised telephone interviews conducted by occupational health nurses (12 
 telephone interviews by an occupational health nurse) and group interviews of 
school staff (11 group interviews that included in total 66 interviewees), and these 
were analysed by using an inductive content analysis. As the unorganised reality 
functioned as the starting point, gathering data on the phenomenon to be studied 
inductively was required. 

 The customised phone interviews by occupational health nurses and the group 
interviews by school staff members resulted in bringing light to the factors of the 
occupational well-being in school communities: a  working community ’s positive 
atmosphere (e.g., open communication and working atmosphere), motivation for 
 work  and the quality of  working conditions  (e.g., rewarding work and conditions of 
physical workspaces),  professional  abilities and adequate  education  (e.g., adequate 
professional skills and opportunities for maintaining and developing one’s profes-
sional skills) and  private life conditions  (e.g., domestic matters and good physical 
and psychological conditions) (Saaranen et al.  2006 ). Similarly, based on the results, 
the participants described the actions for maintaining occupational well-being as 
containing four aspects: work ability  maintenance targeted to the  school community  
(e.g., developing staff meetings and discussion in a working community), work 
ability maintenance targeted to school  work  and  working conditions  (e.g., surveying 
and developing working positions and conditions), work ability maintenance of 
school staff’s  professional competence  (e.g., school surveys and organising training 
events) and work  ability maintenance targeted to the  employee  (e.g., activities sup-
porting mental and physical fi tness) (Saaranen et al.  2005 ). The four aspects of 
actions maintaining occupational well-being were very similar as the four catego-
ries describing the contents of the concepts of occupational well-being. 

 Therefore, the qualitative data supported the paradigm of Finnish work ability 
maintenance, where keeping one’s capacity to work is considered to be formed of 
the aspects of the  worker and work ,  working community, professional competence  
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and  working conditions  (Ilmarinen et al.  2008 ). The results from the interview data 
also reinforce the view that actions promoting work ability maintenance can be used 
to develop the occupational well-being of school staff in a wide- ranging way (see 
factors of the occupational well-being in school communities; Saaranen et al.  2005 ). 
Previous studies and literature from different areas also support this view. However, 

STAGE 1 AT THE 
SPRING OF 2002: 
The hypothe�cal 

model

STAGE 2 IN 2002-
2004: Developing 
the instrument for 

measurement 

STAGE 3 IN 2005: 
Empirical tes�ng 

STAGE 4 IN 2006: 
 The preliminary 

theory 

STAGE 5 IN 2009-
2014: Empirical 

tes�ng

• The aim of the study was to study school staffs’ and occupational health nurses’ evaluations of the 
occupational well-being , work ability maintenance  and other factors related to staffs in school 
communities the hypothe�cal model Content model for the promo�on of school community 
staff’s occupa�onal well-being was formed based on the results
• The induc�ve approach:
*phone interviews by occupational health care nurses in Eastern Finland (n=12) 
*group interviews to school staffs in Eastern Finland (n=11; in total 66 people) 
* the inductive content analysis 
The hypothetical model was also supported by previous research and literature. 

• The quan�ta�ve ’Well-being at your work’ index ques�onnaire was developed in cooperation with 
occupational health nurses and the research group, using the hypothetical model as frame of 
reference  the ’Well-being at your work’ index ques�onnaire was used to gather data on the state of 
occupational well-being of school staffs in Eastern Finland (n=12) in 2002 and 2004  
• The deduc�ve approach:
*the quantitative ’Well-being at your work’ index ques�onnaire to the staffs of 12 schools in Eastern 
Finland in 2002 (n=211) and 2004 (n=266) 
*statistical methods  

• Empirical tes�ng in na�onal (Finnish) research
The hypothetical model, the Content model for the promo�on of school community staff’s occupa�onal 
well-being was tested by using the structural equation model The result was the structural equation 
model for the occupational well-being of school staff  that was founded on the data from 2002, and 
that was tested and further developed from the basis of the data from 2004 
• The deduc�ve approach: 
* the quantitative ’Well-being at your work’ index ques�onnaire to the staffs of 12 schools in Eastern 
Finland in 2002 (n=211) and 2004 (n=266) 
*the structural equation model; the recursive path model 

• Based on the tes�ng of the hypothe�cal model, a preliminary theory on promoting the 
occupational well-being of school staff was formed The content model for promoting occupational 
well-being of school staff can be utilized in the practices, training and research of occupational well-
being and actions on improved occupational health  
• The content model was used in the international Teachers well-being -project in which schools from 4 
countries took part in  the years of 2004-2006 (the four-school Comenius project); data gathered from 
school staffs via the  ’Well-being at your work’ index ques�onnaire in 2004 and 2005

• Empirical tes�ng in interna�onal research
Testing the content model for school staff’s occupational well-being and the preliminary theory 
formed on its basis in the research project Promo�on of school community staff's occupa�onal well-
being – ac�on research project in Finland and Estonia, 2009-2014.  
40 schools from Estonia and 21 schools from Finland participated, data gathered from their staffs via 
the ’Well-being at your work’ index ques�onnaire in 2009-2010 and 2012  
• The deduc�ve approach: 
*The quan�ta�ve ’Well-being at your work’ index ques�onnaire  to the staffs of 40 Estonian schools 
(n= 1330) and  21 Finnish schools (n=486) in the years of 2009-2010 and 2012 
*structural equation models, the recursive path model from the Finnish and the Estonian data (from 
2009-2010) These structural equation models will be tested and developed further based on the data 
from 2012-2013.  

THE RESULT: A MIDDLE RANGE THEORY and a tested and continuously developed CONTENT MODEL on promoting 
the occupational well-being of school staff  

  Fig. 19.1    Developing and testing the theory and the content model on promoting occupational 
well-being of school staff       
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there was a shortage on such research information where occupational well-being 
has been developed in a wide-ranging way with the use of actions promoting occu-
pational health that would take care of all its aspects (worker and work, working 
community, professional competence and working condition). Indeed, studies often 
touched upon only some of the previously mentioned areas. What is more, in the 
existing models of maintaining work ability or occupational well-being, there has 
been a lack of presenting connections describing the infl uence between different 
aspects and involved parties, and therefore it was not made clear how these aspects 
were connected to occupational well-being and how they related to one another. 

 By utilising previous research information and literature and the quantitative 
methods of the planning stage, meaning the results of the phone interviews by occu-
pational health care nurses and those from the group interviews of the school staff 
members, a hypothetical model, the  Content model for the promotion of school 
community staff’s occupational well-being  was formed at the initial stage of devel-
oping the theory. The goal of the hypothetical model was to thoroughly indicate out 
of which factors occupational well-being of school staff is formed and which com-
ponents must be taken into account when promoting occupational well-being of 
school staff. 

OCCUPATIONAL
WELL-BEING OF

SCHOOL
COMMUNITY

STAFF

WORKER 
AND WORK
*health, mental and 
physical workload, 
individual resources and 
the factors influencing 
them (e.g. mentoring and 
rehabilitation) 

WORKING 
COMMUNITY 
*work management 
and organisation, 
leadership, social 
support, 
information, etc. 

WORKING 
CONDITIONS 
*physical working 
environment 
(physical, 
biological and 
chemical factors) 
and safety at work 
(working postures 
and equipment)  

PROFESSIONAL 
COMPETENCE 
*professional 
competence and 
educational 
opportunities 

Promotion of individual
health and resources

Improvement of
the functionality of

the working
community and

organisation

Development of 
professional competence

Development
of work and
the working
environment

  Fig. 19.2    Content model for the promotion of school community staff’s occupational well-being       
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  At the second stage , the hypothetical model functioned as the starting point and 
the goal was to defi ne arguments and operationalising concepts in the model utilis-
ing the deductive approach. This is when the quantitative  ‘Well-being at your work’  
index questionnaire was developed in cooperation with occupational health-care 
nurses and the research group. The research group of the project and the health-care 
nurses evaluated the  ‘Well-being at your work’  index questionnaire several times 
during its planning stage (e.g., by providing written feedback on the contents of the 
questionnaire in the form of an e-mail questionnaire from the health-care nurses to 
the researchers). The  ‘Well-being at your work’  index questionnaire was used to 
pre-test the staff of one secondary school that did not participate in the study (n = 14). 
At fi rst, the questionnaire was used to fi nd out background information (ten ques-
tions), satisfaction with occupational well-being and the available actions for occu-
pational well-being (=actions maintaining one’s ability to work) were recorded 
using four variables on a Likert scale (1–5; 1 = very poor… 5 = very good). Moreover, 
on the topic of one’s satisfaction on the available actions for occupational well-
being, one could make their responses more thorough by using their own words 
when fi lling in further details on their responses, and these were utilised when plan-
ning local development projects or when personalising projects to individual 
schools. After this, the different aspects of occupational well-being (working condi-
tions, working community, worker and work and professional competence) were 
also examined with the use of the Likert scale (1–5) variables. The staff members 
were asked on their opinion on each separate variable (a total of 51 from the four 
aspects of occupational well-being) (1 = totally disagree and 5 = totally agree), and 
the need for development of each particular matter was evaluated (1 = requires a lot 
of development and 5 = does not require any development). Additionally, the respon-
dents could provide further details on each aspects of occupational well- being 
(working conditions, worker and work, working community and professional 
 competence) in two open-ended questions that also provided further information 
when planning local, school-based areas for development. 

 The questionnaire forms were coded and these were delivered personally to the 
schools’ occupational health-care nurses at both periods of observation (2002 and 
2004) and were then again brought by the nurses to the school staff members. The 
occupational health-care nurses also collected the anonymous question forms after 
they had been put in their envelopes and delivered them back to the researchers. The 
 ‘Well-being at your work’  index questionnaires were used to map the state of 12 
school staff in the 2002 and the follow-up study was conducted at the same schools 
in 2004. 

  At the third stage , the hypothetical model was tested on a structural equation 
model (path model) that is typically used to test a model of theory (Polit and Beck 
 2011 ). Creating a path model proceeded according to the normal stages of a struc-
tural equation model, consisting of the phases of model specifi cation, examination 
of identifi cation, estimation of parameters, testing of hypotheses related to the 
model and other adequacy tests of the model (see Bollen  1989 ; Kline  2005 ). 

 Based on the data from the  ‘Well-being at your work’  index questionnaire from 
2002 (n = 211; percentage of responses 78 %), a structural equation model  describing 
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the occupational well-being of school staff was produced. The model used the 
 hypothetical  Content model for the promotion of school community staff’s occupa-
tional well-being  as its theoretical framework. Testing was then continued so that 
the structural equation model from 2002 was tested further and the data from 2004 
(n = 266; percentage on responses 83 %) was used to develop it. The data were 
 collected with the use of the same  ‘Well-being at your work’  index questionnaire at 
the same schools as in 2002. A close look at the structural equation models (see 
Saaranen et al.  2007 : Occupational well-being of school staff Model 1 at the initial 
stage of 2002, p. 20, and occupational well- being of school staff Model 3 at the 
follow-up stage in 2004, p. 22) reveals that the explanatory variables have remained 
the same and that there have been some changes only in the relationship of interac-
tion. The explanatory variables were from the different aspects of occupational 
well-being (working community, working conditions, professional competence, the 
worker and work), and this describes what a wide scope the topic of occupational 
well-being of school staff covers. The structural equation model on occupational 
well-being of school staff in 2004 confi rmed the view that the hypothetical model 
( Content model for the promotion of school community staff’s occupational well-
being ; see Saaranen et al.  2006 ) is suffi cient in scope (including the aspects of 
working conditions, working community, worker and work, professional compe-
tence) when planning, carrying out and evaluating the occupational well-being of 
school staff. 

  At the fourth stage , a tentative theory based on the testing of the model was 
formed for the purpose of promoting occupational well-being of school staff. Based 
on the results, connections describing the infl uence between different aspects (work-
ing conditions, working community, worker and work, professional competence) or 
those involved were added in the  Content model for the promotion of school 
 community staff’s occupational well-being  (Fig.  19.2 ). The content model was then 
utilised in the  Teachers well-being project of 2004–2006 , in which four countries 
took part. The  Teachers well-being project  was a Comenius project participated in 
by four different school communities (in Finland, Ireland, Italy and Germany), and 
its goal was particularly to develop occupational well- being of school staff. In the 
school communities, information on the occupational well-being of staff was gath-
ered in 2004 with the  ‘Well-being at your work’  index questionnaire. Based on the 
results, development projects on the occupational well-being of school staff were 
carried out in the school communities in question. A follow-up study was conducted 
in the school communities using the same indicators in 2005 (Saaranen et al.  2013 ). 
The model had to be tested in similar projects taking place in school environments 
both internationally and in Finland in order to test the reliability of the model and to 
develop the middle range theory to explain it. 

  At the fi fth stage , developing the middle range theory and testing the model 
have been continued in the  Promotion of school community staff’s occupational 
well-being action research project  in Finland and Estonia in 2009–2014. The goal 
of the project has been, and still is, to promote occupational well-being of school 
staff by using extensive actions that promote occupational well-being in earlier 
actions, maintaining one’s ability to work in elementary schools in Finland and 
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Estonia, and to test and further develop the functionality and structure of the  existing 
 Content model for the promotion of school community staff’s occupational well-
being  when using it to explain occupational well- being of school staff. So far, the 
results of the mapping of the preliminary stage have been reported (e.g., Saaranen 
et al.  2012a ,  b ), and structural equation models have also been composed of the data 
from the preliminary stage. Structural equation models have been constructed on 
the occupational well-being of school staff and the factors that explain the phenom-
enon based on data from Estonia and Finland. Constructing the models at stage 5 
has been similarly carried out as has been described at the stage 3 of empirical test-
ing. The structural equation models support the previous ideas that the content 
model for occupational well- being of school staff consists of four different aspects. 
The explanatory factors came from the aspects of occupational well-being (working 
community, working conditions, professional competence, worker and work) based 
on both Finnish and Estonian data. A more detailed academic publication on these 
structural equation models is currently being constructed. Furthermore, quantitative 
follow- up data on Finnish and Estonian school communities have been collected 
with the  ‘Well-being at your work’  index questionnaire at the turn of 2012–2013. 
This will allow for the structural equation models based on the data from the 
 preliminary mapping stage of the project to be further tested and developed. 
 Promotion of school community staff’s occupational well-being—action research 
project in Finland and Estonia, 2009–2014  is part of the wider international Schools 
for Health in Europe research programme (2008-) that used to be known as the 
European Network of Health Promoting Schools (1991–2007) (see e.g., Hansen 
et al.  2009 ; Lepp et al.  2007 ).   

19.3     Discussion 

 A middle range theory and a content model have been produced on the promotion 
of occupational well-being of school staff with the help of different stages of theory 
(Fig.  19.1 ; stages 1–5). The middle range theory and the model are useful in plan-
ning, carrying out and evaluating occupational well-being of staff in school com-
munities. We will now move on to discuss the developed  Theory for promotion of 
school community staff’s occupational well-being , how it was tested and how the 
content model was formed stage by stage, and fi nally pointing out some viewpoints 
on the reliability and ethicalness of the development process. 

19.3.1     Discussion of the Developed Model and Theory 

 Using an inductive approach and a qualitative research method during  the fi rst 
stage  of researching occupational well-being is also supported by the fact that infor-
mation available on the topic was scarce and fairly unorganised. As Juniper ( 2011 ) 
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indicates, promoting occupational well-being is complicated by the variety of 
 concepts on occupational well-being based on the subjective and multidimensional 
nature of the concepts. In fact, a school is a shared working and learning community 
for a number of different professional groups (e.g., teachers, cleaning staff, kitchen 
workers and property maintenance staff) and pupils, and it should support the health 
and ability to function of anyone working in it (Bonell et al.  2011 ). Crosby and 
Noar’s ( 2010 ) views on developing a theory that is especially based on practices and 
made for practical situations also support the idea that the target group for research 
must be made actively involved in the developmental process. The starting point 
was that school communities need the development of such a theory that produces 
models for those working in school communities and others involved in promoting 
their occupational well- being, such as occupational health-care nurses and other 
professionals in occupational health care. Furthermore, the resulting model must be 
suffi ciently generalisable to different school contexts and take into account the spe-
cial needs and premises of workers and individual workplaces. The hypothetical 
model  Content model for the promotion of school community staff’s occupational 
well-being  was created on the basis of the results that were gathered via the ques-
tionnaire, as well as with the help of previous research information and literature. 

  At the second stage  of developing the theory, the goal was to fi nd out the means 
and methods that could be used to systematically explain the hypothetical model. 
At this stage, the deductive approach was used. This method generally utilises the 
approaches of quantitative research. The  ‘Well-being at your work’  index question-
naire was developed to function as a tool that could be used for the thorough evaluation 
of the state of occupational well-being of staff and the needs for development, but one 
that could also be used for analysing specifi c aspects. The quantitative set of measures 
made it possible to use statistical methods when researching the different aspects of the 
factors infl uencing occupational well-being. Using statistical methods allowed for 
making the work community-based results applicable to practice, and enabled one to 
systematically observe the concepts and the factors between different aspects. 
Therefore, the questionnaire can also be utilised as an instrument for the evaluation of 
research and for development projects related to occupational well-being in the future. 

 When evaluating the applicability of a theory, one must be able to test it (May 
et al.  2009 ).  At the third stage  of developing the theory, the functionality and struc-
ture of the content model for the promotion of occupational well-being of school 
staff was tested by using the structural equation model in 2002 and in 2004. The 
results from the structural equation model confi rmed the presumption (the hypoth-
esis) that in order to promote occupational well-being of school staff members, four 
aspects must be taken into account, according to the content model: working condi-
tion, working community, worker and work, and professional competence. The dif-
ferent aspects of the content model did not contradict one another, but had 
explanatory effectiveness, and the hypothetical content model was shown to be suf-
fi ciently durable for formal testing (May et al.  2009 ). Therefore, at  the fourth stage , 
the content model for occupational well- being of school staff was now utilized in 
the teachers’ well-being project in 2004–2006, where the results on occupational 
well-being of school staff gained through the follow-up study were positive 
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(Saaranen et al.  2013 ). However, at this stage it was recognised that the content 
model required further testing and possible development. 

  At the fi fth stage , testing and developing the theory and the content model 
empirically have been continued in the Estonian-Finnish international project. The 
premise for testing the content model was a view that the occupational well- being 
of school staff is affected by working conditions, working community, worker and 
work and professional competence, all of whose essence and interconnectivity are 
tested in the studies. The testing was conducted by using the structural equation 
model on the Lisrel programme. Here, the Finnish and Estonian data were pro-
cessed separately. Constructing the structural equation model proceeded similarly 
as during the previous stage of empirical testing (see Fig.  19.1 ; stage 3). Both stages 
of testing the model (stages 3 and 5, see Fig.  19.1 ) confi rmed the view that occupa-
tional well-being is a broad concept that is affected by all the four different aspects. 

 The empirical testing of and reporting on, the theory and the content model will 
be continued until 2014. This will result in a tested, middle range  Theory for the 
promotion of school community staff’s occupational well-being  and the further 
developed  Content model for the promotion of school community staff’s occupa-
tional well-being . We can, however, already note that the produced middle range 
theory and content model have helped to promote the health of school communities 
and have developed occupational well-being in intervention studies in many ways. 
Firstly, the content model for promoting occupational well- being has made it possi-
ble to recognise or describe factors that have been indicated to be important in 
advancing or stopping the realisation of diverse interventions in school communities. 
Secondly, the model has offered a clear starting point for evaluating different proj-
ects’ interventions that have promoted the distribution of successful practices and 
making them become everyday activities in school communities (May et al.  2007 ). 

 Promoting occupational well-being and health in other working communities in 
addition to school communities has emerged as a political area of concern both 
internationally and nationally, as the working population is aging and this has 
resulted in a pressure to continue careers longer than before (Commission of the 
European Communities  2007 ; Ministry of Employment and the Economy  2012 ; 
Ministry of Social Affairs and Health  2011 ). Occupational well-being and health 
promotion are founded on collaboration taking place in workplaces that is sup-
ported by competent occupational health care and up-to-date legislation (Ministry 
of Employment and the Economy  2012 ; Ministry of Social Affairs and Health 
 2011 ). Thus the results of the developed  Content model and theory for the promo-
tion of school community staff’s occupational well-being  produced evidence-based 
information for school staff, occupational health nurses, occupational health service 
administration, school administration, researcher, and educators on how occupa-
tional well-being can be promoted in practice. The developed model and theory can 
also benefi t other workplaces and their staff by developing measures for the promo-
tion of occupational well-being or workplace health promotion. However, in order 
to increase the validity of the content model and theory and to develop them further, 
they have to be tested in other, comparable developments projects in school 
 communities and other workplaces.  
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19.3.2     Ethicalness and Reliability in This Process 

 This process (developing and testing the theory and the content model on promoting 
occupational well-being of school staff) has been carried out according to the 
  ethical  principles of The National Advisory Board on Research Ethics (2002), 
which are presented in the guidelines “Good Scientifi c Practice and Procedures for 
Handling Misconduct and Fraud in Science” and “Guidelines on Research Ethics of 
the Academy of Finland” ( 2003 ). Research permits have been obtained from differ-
ent organisations of the projects as well as from individual respondents according to 
ethical guidelines in both Finnish and international projects. 

 The  reliability  of developing the theory and the content model is confi rmed by 
the longevity of development work (2002–2014). There has been development 
work in national and international action research projects, and this has allowed 
for a natural integration of theory and practice and made it possible to develop 
both. However, employees’ experiences of their occupational well-being vary 
widely on personal level and in different contexts (Juniper  2011 ), and therefore 
creating an unequivocal theory and content model on occupational well- being of 
school staff is challenging in the constantly changing work and school environ-
ment. Extensive health promotion models (see e.g., Tannahill  2008 ; Tones and 
Tilford  1994 ) offer successful frames of reference for health promotion, but these 
extensive models have also been criticised for being overtly theoretical for practi-
cal workers and for developing practices (e.g., Crosby and Noar  2010 ). The goal 
of the studies presented in this article has been to create and develop a middle 
range theory and a content model to serve entire school staff and the development 
work for occupational well-being as successfully and extensively as possible 
without forgetting, e.g., school-based special requirements. Indeed, the experi-
ences and the gained research results from the projects have been positive, but 
further testing of the theory and the model in different school contexts will still 
be needed. 

 However, international projects have particularly proven to be challenging in the 
area of considering the points of view of ethics and reliability. There have been 
attempts in trying to take differences in culture and language into consideration at 
every stage of the research. For instance, in the Estonian-Finnish project, the  ‘Well-
being at your work’  index questionnaire was translated into Estonian, and in the 
Comenius project, the questionnaire was available in English so that each school 
staff member was able to take part in the study. Indeed, research projects at the dif-
ferent stages of developing the theory (see stages 1–5) have been based on the par-
ticipatory action research approach (Thiollent  2011 ), according to which every 
participant has an important role in the projects. The research projects and data 
collection have been voluntary and participants have had the option to cancel their 
participation at any given stage. However, the amounts of participants from school 
staff have been excellent in the different projects (see e.g., Saaranen et al.  2012a ), 
and this also indicates that there is need for, and interest in, developing the occupa-
tional well-being of school staff. 
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 There is also the example of the Estonian-Finnish project, where members of the 
research group have come from both countries, and this has made it easier to con-
sider cultural differences and to carry out research in the school contexts of different 
countries. Problems with language among the school staff in Estonia and the Finnish 
members of the research group have been tackled, e.g., by employing an interpreter, 
which has made it possible to have active and profound discussions in one’s own 
native tongue. Indeed, the cooperation between school staff and the research group 
has been realised in the project in a natural and planned manner. 

 Moreover, the successful interactive and social skills of the project coordinator, 
who is a worker in, and directs the practical aspects of, the project, have a great 
importance to the reliability and ethicality of the study (Casey  2011 ). For instance, 
a researcher from an action research project or an employee in a participating work 
community, such as a teacher or a principal, can function as the coordinator. For 
example, the coordinator of practical activities in the Comenius project (see stage 4) 
was a classroom teacher from a Finnish school. Similarly, in the Estonian-Finnish 
project (see stage 5), coordinators for the School for Health in Europe (SHE) net-
work functioned in the role on school level in Estonia, while a member of the 
research group, a post doc researcher and a SHE coordinator served in the position 
in Finland. Their interactive skills in their own school staff’s community and/or the 
school communities in the partner countries and the research group have had a posi-
tive, important meaning. 

 Members of the research group from the Department of Nursing Science in the 
University of Eastern Finland have been in charge of the coordination of all the 
aforementioned projects as a whole and have been responsible for the research. As 
the research group in the University of Eastern Finland has taken care of the ques-
tionnaires for the research and the analysis of the results, the school staffs have been 
able to free their resources into developing occupational well-being at the level of 
their school community. Successful cooperation and participatory working methods 
between the members of the research group, the practical coordinator/s involved in 
the projects and the school staff members have been a unifying force from the point 
of view of the reliability as well as the ethicality of research.   

19.4     Conclusions 

  The content model for promoting occupational well-being of school staff , the method 
of the  ‘Well-being at your work’  index questionnaire that was developed in the pro-
cess and the middle range theory closely related to these provide a concrete frame of 
reference to map the occupational well-being of school staff and to develop plan-
ning, carrying out and evaluating it for staff in health care and schools, researchers 
in the fi eld and educators. The theory allows school staff to be actively involved in 
actions that develop occupational well-being and the decision-making processes that 
take into account the individual and communal special needs of staff and, e.g., the 
role of the occupational health care as a supporting, professional entity. To increase 
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the reliability and usability of the theory, it will still be tested and developed further 
in an international research project (see Fig.  19.1 ; stage 5). In the future, the theory 
and the  ‘Well-being at your work’  index questionnaire must also be tested and devel-
oped when promoting occupational well-being in other work communities.     
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