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Dedication

Mr. Stu Coben, the primary author of this report, died shertly after subrmitting the
final draft of this paper to the World Health Organization. This documant is a fine
sxample of Mr, Cohen's wonderful skill for taking complicated scientific research
and crafiing language that facilitates understanding and application. We are
grateful for Mr. Cohen's contributions to WHO's Glabal School Health Initiative.

The World Health Organization (WHQ) is a specialized agency of the United
Mations with primary responsibility for international heaith matters and public
health. WHO came into being on 7 April 1948, when the 26th United Nations
member ratified its Constitution.

The objective of WHO is the attainment by all peoples of the highest pessible
level of health. Health, as defined in the WHO Constitution, is a state of complete
physical, mental, and social weli-being and not merely the absence of disease or
infirmity. Through WHO, the health professions of some 190 countries exchange
thair knowledge and experience with the aim of making possibie the attainment
by all citizens of the world a level of health that will permit them to lead a socially
and economically productive life.

The World Health Azzembly is the policymaking bedy of WHO and meets in
annual session. The Executive Board, which meets twice a year, acts as the
executive organ of the Assembly. WHO activities are carried out in six regions,
each comprising a regional committee and a regional office. Regional commit-
tees meet in annual sessions. The Secretariat consists of a Director-General, six
Regional Directors, and such technical and administrative staff as is required.

The first Warld Health Aszembly, held in June 1848 and atiended by 33 dele-
gates from WHQ's 55 Member States, approved a programme of work that listed
its top priorities as malaria, maternal and child health, tuberculosis, venergal dis-
eases, nutrition, and environmental sanitation. In 1978, the World Health
Assembly unanimously endorsed the Declaration: of Alma-Ata, which stated that
primary health care was to be the key 1o attaining the goal of health for all by the
yaar 2000,

Over the years, the WHO's programmes have responded to, and often anticipat-
ed, the major heaith concerns of Member countries. WHO's ninth general pro-
gramme of work {1996—-2001) fixes goals and targets for the organization's globa
health action. It focuses on lessening of inequities in health, contral of riging
costs, the eradication or elimination of selected infectious diseases, the fight
against chronic diseases, and the promotion of healthy behaviour and a healthy
environment,

Reflecting the concerns and priorities of the Organization and its Member States,
WHGC publications provide authoritative information and guidance aimed at pro-
moting and protecting health, and preventing and controlling disease,
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This decument is not issued to the general public, and ali rights are reserved by
the World Health Organization (WHO). The document may not be reviewed,
abstracted, quoted, reproduced, or transiated, in any part or in whole, without the
prior written permission of WHO. No part of this document may be stored in a
retrieval system or transmitted in any form or by any means—electronic, mechan-
ical, or other—without the prier written permission of WHO.

The views expressed in documents by named authars are solely the responsibili-
ty of those authors.
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Prormoting the hegith of chidren through schools has been an impaortant goal of WHO, UNESCO,
UMICEF and other international sgencies since the 19508, Since the 1880s, WHO's work in
schoal health has steadily increased. In May 1994, WHO's commiment to and support for
school nealth was further ennanced by the creation of the Division of Health Promtion,
Education, and Caommunication (HPR).

The Director-Zeneral of WHO charged the new Division with strengthening WHO's capaciies fo
promate heslth through schocls, He recognized that rmany WHO prograrmimes have 1he capaci-
ties to provide technical support for a wide range of schoolased healtth promaotion, health edu-
cation, and disease and injury prevention efforts. He alsc recognized that the support of many
WHC prograrmmes s nesded to foster the development of integratad and cormprabiensive
sppreaches o school healtt, and 10 provide keadership and direction for a Global Schoal Health
Inttiative. The new Division established a School Health Team as an integral part of the Division's
Mestth Education and kealth Promation Unit, An interdivisional Working Group on Schocl Heslth
was creatad through which WHO programmes support the Global School Health Initiative.

The Initigtivi: is designed to improve the negth of students, school personnel, farmilies, and other
members of he community thraugh schools. Its objective 15 1o increase the number of schools
that are “health promaoting schoots.” WHO works in partriership with ather crganizations o

* revitalize and enhance worldwide support for promaoting health through schools

»  build on research and experience worldwide, and particularly on international, national, and
local effors 1o hel schools become health promaoting schools

* gnable organizations to maximize the: use of their resources
unite the diverse school health initiatives of the United MNations family

provide full partnershin to all organizations invohed

The WHC Expert Committee Mesting on Comprehensive Schoal Health Education and
Promaotion in 1985 serves as the foundation for WHO's Global School Health Initiatve. The overall
objective of the Expert Committes was to make recommendations for policy measures and
actions that WHO, its Regional Dffices, other United Mations agencies, national governmeants,
and nongovernmental organizations could take to enable schools 1o use thelr full potential fo
improve health, This document has been prepared to help achieve that objective,

The Global Schoal Health Intiative is founded on partnershins, both within and outside WHO,
and fosters new parnerships among organizaticng with capacities, constiuencies, and experi-
ance that can help the world's schools become institutions for health as well as education,

WHC gratehily acknowledges the generous financial contributions to support the publication of
tig docurment from the following organizations:

= Division of Adclescent and School Haalth
Mational Center for Chronic Diseese Prevention and Health Promiction
Centers for Disease Cortrol and Prevention
Atlanta, Georgia, USA
= Johann Jacobs Foundation
Zurich, Switzeriand
+ Johnaon and Johnson Eurcpean Philanthropy Commitiee
Kent, United Kingdom

Orgarizatons wishing to contribute 1o the work of WHO by supporting the Global Schoot Health
Initiative 2nd anyeng desiing funther informahion about the: Inftiative should contact: O Desmond
OByrre, Chief, Heaith Education and Health Pramation Uit (HER}, Division of Health Promation,
Erucation and Cornmunicaticn (HPR), WHO, Ganeva, Telephone: (41 22) 791 26 78, FAX: (41
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1.0

Introduction

. Given what is known about the probable effect of health and
nutrition interventions for learning and attendance, and given the
relatively modest cost of a carefully designed, carefully targeted
program, the implication for education planners is clear: More
investment in child health and nutrition will pay off well for edu-
cation . . . Under a broad range of assumptions, these cost-bene-
fit analyzes suggest that appropriate health and nutrition inter-
ventions in the schools are likely to prove to be a very high-yield
invesiment.

— D.T. Jamison & J. Leslie, 1990

The Ottawa Charter for Health Promotion, adopted in 1986 at the First
International Conference on Health Promotion, states: “Health is created
and lived by people within the settings of their everyday life; where they
learn, work, play, and love. Health is created by caring for oneself and
others, by being able to take decisions and have conirol over one’s life
circumstances, and by ensuring that the society one lives in creates con-
ditions that allow the attainment of health by all its members.” The
Charter calls upon the World Health Organization and other internation-
al organizations to advocate the promotion of health in all appropriate
forums and to support countries in setting up strategies and programmes
for health promotion.”

The Charter is one important step in the march toward realizing the goal
of “Achieving Health for All by the Year 2000™ that was first enunciated
at the WHO/UNICEF meeting in Alma Ata in 1978 (1). Progress has
been further enhanced by fully integrating Health for All in the broad
development goals of the United Nations. Specifically, with regard to
promaoting the health of children, the World Summit for Children adopt-
ed on 30 September 1990 a Plan of Action noting that:

As today’s children are the citizens of tomorrow’s world, their
survival, protection and development is the prerequisite for the
future development of humanity. Empowerment of the younger
generation with knowledge and resources to meet their basic
human needs and to grow to their full potential should be a pri-
mary goal of national development. As their individual devel-
opment and social contribution will shape the fature of the
world, investment in children’s health, nutrition and education
is the foundation for national development (emphasis added).

WHQ Global School Health Initiative 1




Determining which investments in children’s health, education, and
development yield the greatest benefits requires care. Decisions to invest
resources in one area and not in another are routinely made by national
governments, nongovernmental bodies, United Nations agencies and
their regional offices, public and private donor organizations, and
schools. These decisions directly affect the health of children, their fam-
ilies and, ultimately, their communities.

Substantial bodies of knowledge about theory and practice exist in
many— although by no means all—of the areas affecting the improve-
ment of school health’s implementation and effectiveness. Progress i
the field is uneven, but there is a strong foundation on which to build.

This document, the third background paper for the WHO Expert
Committee on Comprehensive School Health Education and Promotion,
reviews the research necessary to plan and implement effective and cost-
effective programmes to improve the health of children through schools.
It explores what research can tell us about: (1) the health status of c¢hil-
dren, (2) what young people are doing that will affect their bealth in the
future, (3) what schools should do, and are doing, to influence health, and
(4) what guidance research can provide about how to intervene effective-
ly and cost-effectively through schools to improve children’s health and
education. The paper seeks to identify the most significant gaps in this

knowledge base as priorities for future research.

Research has different meanings in different contexts. The emphasis here
is upon research as a practical, action-oriented step in a process leading
to effective school health programmes. The intention is not to identify
every important question that could, or should, be the object of research.
Rather, it is to focus on the questions that, if answered, can provide the
most immediately useful guidance to those who plan, implement, moni-
tor, or evaluate school health programmes at the national or subnational
level and those institutions and agencies in the international community
that assist them.

Research in school health programmes can guide choices in making
investments in children’s health, nutrition, education, and development.
It can assist decisionmakers to:

= Use existing knowledge to help design school health programmes.

» Verify that programmes are relevant for the people, the school
systems, and the communities in which they operate.

» Monitor programme implementation to determine whether they
are being implemented as planned, corrected when required, and
improved as needed.
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* Measure how programmes affect the health and education of
children and the health of school staff and whether they do so
cost-effectively.

Research to Practice: Some Examples

If there are many gaps in our knowledge and questions for the future,
there are also many examples of the successful ways in which research
is leading to more effective practices for school health programmes:

= Research carried out over more than 30 years demonstrates that
teachers will adopt an innovation to the extent that it first
addresses their concerns about changes asked of them in clags-
room management and practice, and then addresses the impact
on students. Without meeting the first requiremnent, new prac-
tices, no matter how innovative, are unlikely to be adopted and
sustained (2,3).

In the state of Madhya Pradesh, India, that research is being put
into practice through the Teacher Empowerment Project. As
many as 500 teachers per day {at first from 23 school districts and
now moving into the state’s 45 districts and 77,000 schools)
attend seminars in which they develop new learning materials
and strategies and provide peer demonstrations. The focus is on
giving teachers decisionmaking power, thereby enabling them to

control the change process in their classrooms and build their
self-confidence and status in the community. The project is cou-
pled with seminars for local education officials and school heads,
and low-cost improvements in school environments. Preliminary
results point to large increases in attendance and learning-reten-
tion among students, as well as increased empowerment, partici-
pation, and satisfaction among teachers. (4).

Between 1986 and 1989, the US Centers for Disease Control and
Prevention sponsored the first Jarge-scale (5,000 students and 150
teachers in seven states) evaluation of the Teenage Health
Teaching Modules (5), a comprehensive school health curriculum
for grades 7-12 (corresponding to the middle- and high-school
grades in the USA). The evaluation demonstrated improvements
in health-related knowledge, attitude, and self-reports of some
behaviours (e.g., reductions in alcohol and drug use). One of the
most significant findings was that teacher training wag a critical
factor in the use of the curriculum and in student outcomes.
Untrained teachers did not share the same gains (6).

WHO Global School Health initiative 3




1.2

As a result of this finding and other confirmatory research, the
Centers for Disease Control and Prevention requested and the
United States Congress appropriated substantial funding to: (1)
enable national, state, and local health and education organiza-
tions to work together to strengthen school health, (2) build the
capacity of state and local education agencies to organize and
develop comprehensive school bealth programmes, (3) monitor
the extent to which young people practice important health-relat-
ed behaviours, and (4) establish training and demonstration pro-
grammes, including a network of 58 centers that provide teacher
training in every state and territorial education agency and in the
largest urban school systems. Since its inception, the network has
trained hundreds of thousands of elementary and high school
teachers (7).

= Although some basic investigation remains to be done, research
has generally linked helminthic infection to poor cognitive func-
tion, educational attainment, and learning ability (8,9). At the
same time, effective and low- cost treatments exist and, if applied,
can ameliorate the effects of infection on children (10).

One project that demonstrated the importance of the school as a site for
addressing the problem in cooperation with the existing health services
system was carried out on the island of Montserrat, West Indies, begin-
ning in 1987. Significant reductions in helminthic infection were
achieved along with lower costs than would have resulted through other
delivery methods (11).

Major Questions for Research to Improve the
Implementation and Effectiveness of School Health
Programmes

The implementation of effective school health programmes relies upon
research findings drawn from a variety of domains. In the simplest terms,
if research in school health is to be useful in guiding practice and in the
development of effective school health programmes, it must address
seven interrelated questions (explicated in Sections 3-9), each of which
considers both the progress in the field with regard to research on that
question and priorities for future research:

= What indicators can be used in planning and menitoring school
health programmes? (Section 3)

« What is the health status of school-age children and the nature of
the health risks they face? (Section 4)
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= With the knowledge of the under-representation of girls in school,
what are the factors that reduce their enrollment? (Section 5)

* How can countries assess the infrastructure available to develop
and sustain school health programmes? (Section 6)

* What research can guide practice on school health environment,
health education, health services, and their integration? (Section 7)

+ What is known about the cost-effectiveness of school health pro-
grammes and about health problem-specific inlerventions that
can be delivered through schools? (Section 8)

= What is known about the diffusion of innovations in school health
programmes? (Section 9)

Only the second question—that of the health status of children and the
health risks they face—has been investigated in some depth. Beginning
at Alma Ata in 1978, and continuing with the declaration of 1979 as the
International Year of the Child, the emphasis on infant and child survival
required a greater understanding of and ability to mcasure the health sta-
tus of children. Support from academic institutions, United Nations and
other international agencies, private foundations, and nongovernmental
organizations funded more than a decade of research in this field (12).

With regard to the other questions, the state of research is less extengive
and less sophisticated. However, this should not be taken to mean that
even the understanding of the health status of school-age children and the
most powerful ways to improve their health is in any sense complete.
The emphasis of the child survival movement and the research that
advanced the goal was on children from birth to five years of age—
before the age at which most children enter school. Knowledge about the
health status of school-age children is subject to other limitations as well,
especially at the country level. And, while there are some promising
interventions designed to ameliorate one or another of the most signifi-
cant health problems these children face, few have yet been rigorously
evaluated.

The uneven development of research characterizes the state of the art
with regard to the primary components of an integrated approach to
developing truly health promoting schools as well. Two of the compo-
nents of such an approach—school health services and school health
education—have been investigated extensively (although much of that
research has focused on content and less on issues surrounding imple-
mentation). Indeed, so much emphasis has been placed on health educa-
tion and health services that none of the other components (school envi-
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1.3

ronment; health promotion for school personnel; school and community
projects; nutrition and food services; physical education and recreation;
or mental health and counselling) has received the attention it deserves
or the resources that would support systematic research, And there is vir-
tually no research about how the various components of school health
programmes can best be integrated to improve the health of school-age
children. Nonetheless, if the answers to each of the guestions posed
above is incomplete, there is much that is known to guide policy and
practice.

Selected Research Findings

Before considering the progress to date in the field and future priorities
for research in each of the seven areas identified above, it is important to
note some of the significant research findings that either have guided or
can guide policy and practice. Including the three examples in Section
1.1., many of these are described throughout this paper. Some of the
more important findings that will be discussed, and the sections in which
they appear, include the following:

* There are clear interrelationships among “health-compromising™
behaviours that put an individual at risk. Similarly, there are clear
interrelationships among “health-enhancing” behaviours that
serve as protective factors. (3.3)

= There are five major health and nutrition problems that seem
especially suitable for efficient and cost-effective intervention
strategies through schools: (1) Protein-Energy Malnutrition
(PEM), (2) micronutrient deficits, (3) helminthic infection, (4)
hearing and sight impairments, and (5) temporary hunger (4.1).

« There is unequivocal evidence linking the educational level
attained by girls to their health, the health and well-being of their
children, and their ability to contribute to the community (5.1).

* There is a fundamental relationship between the quality of a
school’s physical and psychosocial environment and the health of
students and staff (7.2).

* The most effective health education curricula exemplify a num-
ber of characteristics, including being skills based, sequentially
developed, and reflecting the interdependence of the individual,
peers, the family, and the community (7.3).

» When family planning and reproductive health care are provided
through multiservice, school-based health clinics, these health
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1.4

services programmes have been successful at reducing pregnancy
among high-nisk adolescents (7.4).

* School health programmes are among the most cost-effective
approaches for enhancing the health and development of school-
age children (8.1).

* Research in diffusion of innovations, eritical in guiding the devel-
opment and implementation of school health programmes, indi-
cates that successful diffusion depends upon a wide variety of
factors, including the communication channel through which the
innovation is spread, the nature of the social system in which it is
being introduced, and especially the extent to which change
agents from within that social system champion the innovation
(9.0).

As this brief selection indicates, the significant findings in school health
apply 10 a wide variety of areas, from basic research linking health and
education (o the substance of school health programmes. They exempli-
fy and require continued investigation about many diverse issues, from
programme implementation to an understanding of schools as dynamic
social systems,

Types of Research and Progress in the Field

Three types of rescarch are important to the continued development and
improvement of school health programmes: descriptive research, cvalu-
ative research, and implementation research (13).

Descriptive tesearch helps to understand a population, to define a prob-
lem, and to indicate the scope for interventions. Much of the work that
has been done to develop and refine indicators of child health status falls
into this category, as does the research needed to define better the vari-
ety of indicators discussed below. Descriptive research provides both the
baselines for interventions and the criteria against which progress can be
measured.

Evaluative research is carried out to assess the efficacy of specific inter-
ventions against defined criteria. Most often, evaluative research is per-
formed on new interventions under experimental conditions (or as closc
to experimental conditions as is possible in implementing interventions
in complex social systems such as the school).

Implementation research is directed toward understanding how to create
the conditions for the successtul diffusion and implementation of those
interventions that have demonstrated to be promising or effective. This
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includes research on issues of policy (e.g., how to stimulate intersectoral
cooperation) and practice (what are the requirements for successfully
taking small-scale interventions, such as child-to-child programmes, to
scale?). Another focus of implementation research can be termed “advo-
cacy research.” How, for example, are the optimal social and political
conditions created for the advancement of school health programmes?

The vast majority of school health-related research has been descriptive
in nature. Much has been learned about the health status of children, for
exarnple (8, 14), although key research questions remain with regard 1o
the development of other indicators for assessing children’s ability to
learn and learning achievement; health behaviours; the school’s physical
and psychosocial environment; and the diffusion and implementation of
programmes. The most important focus for descriptive research at pre-
sent is at the national level to provide the data needed to inform the
development of programmes or the selection and adaptation of interven-
tions.

Although far less developed, in general, than descriptive research, a large
amount of evaluative research has been carried out over the past decade.
Much of this research has been concerned with school health education
and school health services (15). Other evaluations have been, and are
being, carried out to assess the effectiveness and cost-effectiveness of
intervention packages designed to address specific health problems, such
as helminthic infection. Other evaluative research has focused on ways
to improve the physical and psychosocial environment of schools (13).

Least well-developed of all school health-related research is that focused
on diffusion and implementation. This is the most important area for
future research, if we are to maximize the value of what has been learned
from all of the other studies (Nutbeam D), personal communication,
7.11.95).

Common Themes

Several common themes are reflected in many of the recommendations
made in this background paper. They derive from the contributions of
experts in the figld and the research literature synthesized in this paper.
QOverall, they point to four outstanding needs for:

= Better data, especially at the national, state/province, and local
levels, with which to plan school health programmes, and simple,
flexible tracking systems with which to plan and monitor pro-

grammes and evaluate improvements in the health of school-age
¢hildren.
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* Theory-driven interventions and programmes built on the foun-
dation of already existing promising practices.

« Systernatic evaluations of the most promising interventions to
assess their effectiveness and cost-effectiveness in changing
health-related conditions and behaviours and, ultimately in
improving both the health of school-age children and their ability
to take maximum advantage of the educational opportunities
afforded them.

« Examination of the relative contribution of coordinating the
development of multiple components into an integrated approach
(i.e., what is the added value of reinforcing health instriction, ser-
vices, and environment?)

20 What Indicators Can Be Used in Planning,
Implementing, and Monitoring School Health
Programmes?

Five types of indicators are necessary for the planning, implementation,
and monitoring of school health programmes. These indicators should
serve as baseline data and inform the development of standards and per-
formance measures with which to assess progress. Ultimately, two types
of indicators—health status and learning achievement—are required to
measure the outcornes of school health programmes.

It 15 imnportant, however, not to elevate indicators to objectives in and of
themselves., For example, one objective of a health promoting school is
to reduce absenteeism. But absenteeism can be reduced by fiat, as by a
government policy linking school attendance with the provision of social
welfare benefits. Absenteeism may fall, but the school is no more health
promoting than before (D. Piette, personal communication, 8.8.95).

The five types of indicators are:
= Children’s health status
+ Learning ability, attendance, and learning achievement
+ Behaviours affecting health
* Quality of the physical and psychosocial health environment

*» School health programme implementation

21 Indicators of Health Status

Among the types of indicators required, the most robust knowledge base
presently exists with regard to health status. Through decades-long work

WHOQ Global Schog! Health Initiative 9




on the part of the World Bank, WHQ, UNICEF, UNESCO, other UN and
international agencies, academic researchers, and practitioners, a group
of commonly used indicators has been developed, identified, and refined
(14,15,16,17.19). They are listed here and described in detail in Annex 1
to this paper:

= Global Burden of Disease (GBD)—Measured in DALY's
» Disability-Adjusted Life Years (DALY's)

* Under-Five Mortality Rate (UFMR)

» Weight-for-age

= Weight-for-height (deficits in weight-for-height, which reflect
loss of tissue and fat mass are termed “wasting™)

= Height-for-age (deficits in height-for-age are termed “stunt-
ing"”)—In addition to its use as a measure of individual nutrition-
al status, it is also believed to accurately reflect overall mutrition-
al and socio-economic status.

+ Total Goitre Rate (an indicator of iodine deficiency disorder)~
One of the micronutrient deficiencies with serious consequences
for education.

* Total Calorie Intake
* Access to Drinking Water and Sanitation Facilities

Progress in the Field

As UNICEF notes in its 1995 report (19), “If development in the 1990s
is to assume a more human face, then there arises a corresponding need
for a2 means of measuring human as well as economic progress...there is
a need for an agreed-upon method of measuring the level of child well-
being and its rate of change.” There has already been a great deal of
progress in defining and refining the indicators mentioned above. The
use of indicators such as height-for-age and weight-for-height has been
instrumental in defining problems of child nutrition and pointing the way
to effective and cost-effective solutions, many of which are well-served
by using schools as sites for intervention. The utility of stunting as an
indicator of nutritional, general health, and socio-economic status is of
particular importance in determining what needs to be done on a country
or local level, There is less of a need to continue refining these indica-
tors, therefore, than a need to make their collection and, especially their
use, an easy and economic process.
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Developing a Baseline Data Set

As a result of a detailed analysis of the health, nutrition, and learning
needs of school-age children in Honduras, the Action Group for
International School Nutrition and Health has recommended the use of
the national height census as the basic data set with which to assess base-
line measurements and changes in health status (200, As noted above,
stunting (a marker of lower than average height-for-age) is an indicator
both of nutritional and socio-economic status. Also, stunting is frequent-
ly associated with parasitic infections, respiratory illness, and other
health problems. In most countries, a height census ¢an be carried out by
teachers in the first grade of primary school and will provide a standard-
ized and internationally comparable measure of the health status of the
majority of school-age children. In addition, because the data are empir-
ically determined, it should be easier to provide results that are disag-
gregated by sex.

The height census 1s one approach to the development of a database with
applicability from the international to the local level. However, a future
priority for methodological research is the development of other similar-
ly useful and highly adaptable tools (18).

Indicators of Learning Ability, Attendance, and Learning
Achievement

The World Declarationn on Education-For-All, adopted at Jomtien in
March 1990, pointed 1o the need “to define acceptable levels of Jearning
acquisition for educational programmes and to improve and apply sys-
tems of assessing leamning achievements.” To fully assess the contribu-
tion that improved school health programmes can make to education, as
well as the effectiveness of the health education component of school
health, itself, indicators of health status must be complemented by indi-
cators of children’s ability to learn and their educational achicvernent.
Ability 1o learn begins with a child’s ability to attend and remain in
school.

Other indicators of learning ability, atiendance, and learning achieve-
ment are the following:

+ Primary and secondary enrcllment ratios:
Compiled by UNESCO, these include a gross enrollment ratio
(the total number of children enrolled in school at a specific level,
without regard to their age) and a net enrollment ratio (the total
number of children enrolled at a given level who fall within the
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appropriate age range for that level}. UNESCOQ also collects data
on the percentage of children entering the first grade who eventu-
ally reach grade 5.

The drop-out rate

Absenteeism

Literacy, Numeracy, and Life Skills:

Since 1992, the joint UNESCOQ-UNICEF Monitoring Education-
For-All Goals Project: Focussing on Leaming Achievement, has
worked with five countries (China, Jordan, Mali, Mauritius, and
Morocco) to develop simple, workable, and sustainable methods
for monitoring basic education. Literacy, numeracy, and life skills
are the primary areas assessed, as well as other factors (e.g., per-
sonal characteristics, school and home environment, and factors
of access and equity) that also influence learning achievernent,
and which are surveyed through questionnaires for pupils, par-
ents, class teachers, and school administrators (21).

Basic Learning Competencies (BLC):

Working together, the national UNESCO-UNICEF Project coor-
dinators, UN agency staff, and other international experts devel-
oped a common core of Basic Learning Competencies (BLC) to
be assessed among a random sample of grade 4 students and
schools in each country. (Each country was also able to survey
students in any other groups of particular importance to allow for
maximum flexibility.) The inclusion of life skills (i.e,. problem-
solving skills and social skills in a variety of areas, including
heaith and nutrition) as one of the three core domains is especial-
ly important as this has not been the case in this kind of interna-
tional project in the past (22), The development of national capac-
ity to collect and analyze the data—and thereby to monitor the
process and outcomes of basic education—has been a particular
focus of the UNESCO-UNICEF Project as has been the use of
data to analyze trends and their implications for policy-making.
Thirteen additional countries have since joined the project.

Assessing Change in Health Knowledge, Attitudes, and Skilis:

These are the standard measurements of leaming achievement.
(Basic Leamning Competencies measure primarily knowledge and
some skills.) The research base is very strong (23,24)—although
the adaptation of existing tests with strong validity in one
national or cultural context remains a task for formative research
prior to their use (even within very dissimilar regions of the same

country).
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221 Progress in the Field

2.3

Much progress has been made in defining indicators of ability to learn
and indicators of learning achievement, and in using those indicators of
ability to improve educational programmes. The signal achievement in
this area is our understanding of the relationship among a variety of
nutritional deficits and a child’s ability to learn. This knowledge has
pointed the way to the development of effective intervention packages.
More remains to be done, however, especially with regard to measuring
ability to learn. Enrollment, attendance, and dropout rates are only the
most easily collected such indicators; they are not subtle enough 1o
assess a child’s capacity to learn (10). At the same time, measures of
learning achievement, which have been developed with great sophistica-
tion in industrialized countries, must be made more useful for school sys-
tems and education planners in developing nations. That is where the pri-
mary challenge for continued development of this area resides.

Indicators of Behaviours Affecting Health

Many of the knowledge, attitude, and skills assessments fall short of
measuring actual behaviour. However, a primary goal of any health pro-
motion programme 18 10 influence and support behaviours consistent
with a more positive lifestyle. Two methods have been used traditional-
ly to assess (or predict) behaviour change. Self-reports of Behaviour
have been used, usually in the context of short-term research or to track
trends over time—although not among the same cohort of subjects.
Measures of Behavioural Intent, which rely upon a student’s assessment
of how he or she would act in a given situation have also been used as a
proxy measure of influence over future status. However, the develop-
ment of true indicators for behaviour change is an arca for future
research. (25,26,27).

Research to date that has been the most useful in guiding the develop-
ment of indicators of health behaviour includes those studies that demon-
strate the clear interrelationships among “health compromising” behav-
iours that put an individual at risk, and the similar interrelationships
among the “health enhancing” behaviours that serve as protective factors
(28,29). Such research findings have led directly to the development of
the life skills approach to health education, which seeks to build and rein-
force the underlving skills and strengths with which children can make
healthy decisions throughout their lives (30). Continued research into the
risks posed by specific behaviours (e.g., smoking, alcohol consutnption,
drug use, risks for injury and violence) and the opportunitics to enhance
protective factors (e.g., self-esteem, the ability to communicate with
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one’s family) are especially important in developed countries—and
increasingly important in developing countries—to prevent the majority
of mortality and morbidity among children and adolescents (31).

The two major surveys that have been developed to assess the health sta-
tus of school-age children or adolescents also probe health behaviours.
The Youth Risk Behaviour Survey (YRES), was developed by the US
Centers for Disease Control and Prevention, and carried out every two
years. In 1993, for example, the survey was conducted in 43 states and
13 cities in the US (32). The Health Behaviour in School-Age Children
(HBSC) was initiated by researchers in England, Finland, and Norway in
1982 and has been adopted by WHO EURO as a WHO Collaborative
Study. It has been conducted four times since 1983, beginning in four
countries and most recently (the 1993-1994 survey) in 26 countries and
regions. These two surveys are described in Annex 2 and 3, respectively.

The YRBS and the HBSC assess both health-risk and health-enhancing
behaviours (33,34,35), including those pertaining to alcohol, tobacco,
and other drug use; sexual behaviours that contribute to unintended preg-
nancy and exposure to sexually transmitted diseases, including HIV;
dietary behaviours; physical activity; behaviours that contribute to unin-
tentional and intentional injuries, and dental hygiene. A high degree of
validity has been established for the survey instruments. As with instru-
ments designed to measure learning achievement, the task for formative
research is to adapt the YRBS and HBSC for use in countries other than
those in which they were created.

Progress in the Field

The most important result of research into health behaviours and a criti-
cal piece of the foundation of school-based interventions was the under-
standing that different risk behaviours often occur together and that in
similar fashion, different protective factors, skills, and behaviours can
occur together and be mutually reinforcing. This knowledge made possi-
ble the development of the Life Skills Approach, as noted above, Work
remains to be done to refine indicators of health behaviours and to devel-
op assessment tools that are flexible and adaptable in a wide variety of
settings. However, the primary focus for research is descriptive—the
continuing collection of data with which to establish time trends and
monitor outcomes of interventions.
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Indicators of the Quality of the Physical and
Psychosocial Health Environment

The fundamental ideas that a school’s environment “affects the day-to-
day health and well-being of those who interact with it” (36) and that an
unhealthful school environment can compromise the quality of any
health programme (37) are well established. Three elements combine to
make up the school environment: the physical aspects; the psychosocial
aspects of education, and the larger geographical and social community
within which the school functions. Among these, the first is the most
advanced with regard to indicators. Indicators and guidelines for water
and sanitation quality can be found in many documents (38,39,40) and a
variety of indicators has been established for other elements of the school
environment, such as illumination (37). The priority for future research
is to develop a simple, adaptable observational tool with which to assess
the school environment that makes use of many of the factors already
idenufied.

The development and measurement of psychosocial indicators, far less
advanced than for the physical environment of the school, is discussed as
a priority for future research below. For example, other students are an
important part of the environment for any school child. How then, do dis-
ruptive children, those who are hard for a teacher to manage, or those
who are clearly disaffected, affect the environment of those around
them? Further, how does the school environment affect such children? Is
it possible for teachers and other responsible adults to identify these chil-
dren at an early age, intervene with them, and so prevent their likely
dropping out of school early? These are questions for future research, but
obviously they occur at the intersection of the individual child’s health
and mental health status, the psychosocial environment of the school,
and the implementation of the overall school health programme,

Progress in the Field

Short of identifying potential new risks from the physical environment of
schools (e.g., radon contamination), little research remains to be done to
identify indicators in this area. For the psychosocial aspects of the
school’s environment, on the other hand, much needs to be done to clar-
ify what is meant by such factors as open communication among stu-
dents and faculty and, especially, how such factors can be assessed
objectively. Another important avenue for continued research is in the
use and further development of social mobilization tools to sensitize and
move communities to take action to improve school sanitation and
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hygiene. Thus, demonstrating the adaptability of the HESAWA (41)
experience in Tanzania to other countries is an area of investigation that
should be supported.

Indicators of School Health Programme Implementation

The US Centers for Disease Control and Prevention has recently com-
pleted the extensive School Health Policies and Programmes Study
(SHPPS) (42) at the state, district, and school levels. Approximately 480
districts and 780 middle and high schools have been asked to participate.
Detailed mail surveys and structured interview guides include items to
assess the following components of school health programmes:

*+ School Health Education: curriculum content; placement of
health education within the overall curriculum; duration of
instruction; health education requirements for students; teacher
preparation; and teaching methodologies. The instruments are
designed to assess the extent to which school health education
focuses on student acquisition of critical knowledge, attitudes,
and skills.

« School Physical Education: requirements for students; curriculum
content; teaching methodologies; duration of physical education
instruction; class size; facilities; and the content of fitness
Iraining,

* School Food Service: the link between school feeding pro-
grammes and classroom nutrition instruction; other school efforts
to promote good nutrition; education and training for personnel
involved in food service and nutrition instruction; and efforts to
comply with US government dietary guidelines.

= School Health Services: policies for provision and availability of
services; maintenance of student health records; and accessibility
of school nurses and other health services personnel.

» School Health Policies: policies and procedures related to vio-
lence-free, tobacco-free, and drug-free school environment and to
HIV infection.

The data collected by the SHPPS have been analyzed and were published
in a special supplement to the Journal of School Health (October 1995).
Data presented by city and state can be used to assess progress toward
meeting a variety of national health and education objectives. The data
should be of particular use to educators, public health professionals, and
decisionmakers at the local, state, and national levels, With the results of
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the SHPPS analysis in hand—and especially in light of any revisions in
the data collection instruments as a result of this first use—the instru-
ments should be studied to identify questions applicable w different
national and cultural settings. These can become the basis for the devel-
opment of indicators of implementation, Although integration among
components was not the primary focus of SHPPS (only one question on
each questionnaire asked about collaboration with other components),
preliminary analysis of the data suggests that such collaboration rarely
exists, especially at the local level (L. Kann, personal communication,
11.7.95)

Progress in the Field

As was noted in Section 1.4, research on implementation is extremely
underdeveloped. The SHPPS study is therefore an important contribu-
tion, but much remains to be done. Research funds should be directed 1o
this area especially.

Priorities for Future Research
Among the priorities for research are:

* Within each country, simple systems for the collection and analy-
sis (especially at the local level) of enrollment and absenteeism
data need to be established. Such data, especially if they are dis-
aggregated by sex and age, can be used to highlight problems that
can then be addressed. If comparable data can be collected and
analyzed at the national and international levels, they will pro-
vide a reliable baseline against which to measure improvements
in enrollment (especially among girls).

*» There is a need for relatively simple, flexible systems with which
to track the health of school-age children. The school is an ideal
setting in which to collect data and develop data collection sys-
tems. These would improve the validity of global databases
maintained by WHO, UNICEF, UNESCO, and others. More
important, however, they are essential at the national level to the
development, implementation, monitoring, and evaluation of
school health programmes.

As noted above, the development of indicators of the implemen-
tation of school health programmes is a priority. The SHPPS
questionnaires should be explored as the basis for developing
such indicators.
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*» The development of indicators to assess the health status, profes-
sional development, and satisfaction of teachers is extremely lim-
ited and should be a priority for research. Indeed, data on this sub-
ject are particularly lacking, whether on national or regional lev-
¢ls, or globally. Research in this area could potentially benefit
from collaboration with ministries of education, ministries of
health, and international organizations representing school per-
sonnel, such as Education International.

= There is a need, noted above, to systematize indicators for assess-
ing the physical environment of schools and to create better indi-
cators for assessing the psychosocial and community
environment.

» Given the previous recommendation to develop integrated
approaches to school health, there is a particular need to develop
indicators to assess the organization, coordination, and
management of school health programmes,

» Following from the previous need is the development of indicators
with which to measure the effects of implementing integrated
approaches.

Improving the Use of Data

In establishing systems for the collection of data, especially local-level
data, it is critical that mechanisms be established to ensure that they are
used. In too many education and health agencies throughout the world,
whether in developed or developing countries, there exist “data grave-
yards,” Potentially important and useful information, collected at great
effort, lies hidden in record books, logs, on sheets of paper, or in com-
puter files.

Overwhelming amounts of information are not reduced to the most
important elements—those with the most relevance for developing,
implementing, and evaluating programmes. This is one of the reasons
for the parlous state of implementation research described above.

How such information is used to systematically support the advance of
school health programmes is at least as important as the nature of the
indicators and the manner in which data are collected. Similarly, in many
developing countries, great lengths may be taken to collect information
that is never analyzed or used. Thus, in Senegal, researchers from a
Childwatch, International project discovered, in a government office in
Dakar, boxes full of never-analyzed information, including “meticulous,
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hand-written data on hundreds of children in especially difficult circum-
stances” (43). This study, the first of eight to be carried out, focused par-
ticularly on data about health and economic exploitation—Articles 24
and 32 of the Convention on the Rights of the Child, respectively (44).

The connections between data collection and some form of intervention
and policy development are not often well made. It needs to be bomne in
mind that the purpose of collecting much of the research data mentioned
in this paper is to inform the development of policies and practices in
school health. Unless systerns are established that support the use of data
in improving health, then a major reason for investing in school health-
related research will have been undermined.

What Is the Health Status of School-Age
Children and the Nature of the Health Risks
They Face?

In 1990, there were approximately 1,080 million school-age children
(defined as those between the ages of 5-14) in the world. They shared
11% of the global disease burden among all age groups (16). As noted by
Bundy, however, calculations such as this using Disability-Adjusted Life
Years (DALY s) need to be interpreted with caution because: (a) the data
for 5-14-year-old children are largely based on extrapolation and (b) in
the World Bank report calculations, age-adjusted data for 3-14 year olds
were ammived at through “a c¢rude estimation technique.” (17). Also
DALYs are incidence based. Therefore, if malnutrition begins in infancy,
the burden carried with it is added to the disease burden of children under
the age of five, even though there may also be serious consequences in
later years.

Of the 130 million DALYs lost to the school-age group, 53% resulted
from communicable diseases, 28% from noncommunicable diseases, and
18% from injuries, both unintentional and those resulting from acts of
violence.

Causes of Mortality and Morbidity

The primary causes of mortality and morbidity among school-age
children are:

= HIV/AIDS and sexually transmitted diseases
= violence and injury
» alcohol, tobacco, and illicit dmg use

= unintended pregnancy and poor reproductive health
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* helminth infections

= poor nutrition and food safety

* poor sanitation and water control

* lack of immunization

= poor oral health

» malaria

= respiratory infections

= psychological problems

= problems associated with the lack of physical exercise

Among these major health problems, five stand out as being especially
amenable to effective and low-cost intervention through schools:
Protein-Energy Malnutrition (PEM), micronutrient deficits (especially
iodine, iron, and Vitamin A), helminthic infections, sensory impairments
of hearing or sight, and temporary hunger (10).

Overall, however, the discase burden among school-age children is not
well understood, either globally or, especially, at the country level in
many nations. Nutritional problems and helminthic infections have been
the focus of much research and intervention studies. Current research
about these problems and their consequences in reducing a child’s abili-
ty to learn was described in detail by UNESCOQ in 1990 (8). Similary,
research into the behaviours that underlie the majority of mortality and
morbidity among school-age children in industrialized countries has
been summarized in numerous publications (15,45,46).

One of the most important aspects of research on nutritional problems
and helminthic infections—the development of efficacious and cost-
effective therapeutic and preventive interventions—will be discussed
below. However, even with regard to what is known about the prevalence
and consequences of these and other health problems, there are many
important avenues for future research.

Priorities for Future Research

Among the priorities for research are:

+ Reliable empirical estimates of the burden of disease in school-
age children, including identification of the differing health prob-
lems of primary school children and adolescents.
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» Identification of the major causes of mortality and morbidity in
school-age children at the national level to assist in the design of
school-health programmes.

« Assessment of the impact of physical ill-health on school atten-
dance, cognitive development, and educational achievement, in
order to assess the scale of this additional and age-specific burden
on the school-age group.

» Assessment of the extent of perceived morbidity assoctated with
common childhood conditions and their correlation with the qual-
ity of life adjustments used in estimating DALY,

* Research to examine the question of how mild-to-moderate mal-
nutrition and sociocultural, economic, and other environmental
influences combine in affecting mental development and cogni-
tive capacity.

» An assessment of the prevalence of hearing and sight impairment.

* Reliable estimates of the extent of many of the other health prob-
lems noted above at the country level.

= Research on the social, economic, and cultural factors that influ-
ence school enrollment and attendance by girls, in particular

= Research into the differences in health status between those chil-
dren in and those children not in school,

33 The Need for Simple Tracking Systems

As noted above, both the YRBS and the HBSC have generated enormons
amounts of useful data about the health problems of children in the
United States and Europe. For a majority of countries, and especially
those developing countries in which the largest numbers of school-age
children are located, and in which health problems are still primarily
infectious in nature rather than based in lifestyle, the need is for simple
and flexible systems that will provide regularly collected data that are
available for use at the local, regional, and national levels.

In the Philippines, for example, the Department of Education, Culture,
and Sports took the innovative step of providing each teacher with a
“Daily Classroomn Health Observation Form,” which requires recording
the name of each student, his or her ailment, the date it was “found,” and
the date it was “cured” (47). However, the data are aggregated at the
national level; they are not used to plan locally, to identify special prob-
lem areas, or to inform what teachers do.
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In Kenya, on the other hand, a series of studics was carried out between
1990 and 1994 to asgsess child health, nutrition, school environment, and
educational participation in rural schools (37). The project was a collab-
oration of the ministries of education and health. The results of these
assessments have been presented at both national- and local-level con-
sultations organized by UNESCOQ in July 1994, In each case the consul-
tations were designed to make the data available to, and provide a forum
for discussing the results with, those in the best position to use the infor-
mation to identify priority needs and to affect policy and
practice changes. As a result, significant steps forward were planned at
both levels.

The priority need for research is to take the experience of projects such
as that carried out in Kenya and adapt the instruments and dissemination
process for use in other countries. A second priority is to develop ongo-
ing assessment and tracking systems for these data.

In the Face of the Well-Known Under-
Representation of Girls in School, What Are
the Factors That Reduce Their Enroliment?

Although as noted in  The Status of School Health
(WHO/HPR/HEP/96.1), there have been steady improvements in the
number of school-age children attending school, the degree of increase
among girls has been lower than that for boys. Sixty percent of the
school-age children not attending school are girls. Because as Dr.
Nakajima has stated, “Women’s health is the surest road to health for
all,” (48) increasing the numbers of girls attending school is important
even beyond the issues of equity and human rights.

Research to Guide Practice

The research evidence about the relative level of under-representation of
gitls int school is well-established. So, too, is the evidence of the many
benefits to girls, themselves, their children, and society from increasing
female participation in schooling (49,50,51,52):

* The single most important determinant of a child’s health s a
mother’s level of education.

* Educated girls are healthier; when they become mothers they are
better able to care for their children.

* Educated gitls and women seek prenatal care earlier; they give
birth to healthier babies, and bring them home to healthier envi-
ronments.
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* Education increases a woman's ability to create healthy house-
holds because there is an increased chance they will benefit from
health information and make good use of health services.

« Education results in delayed first pregnancy, which in twmn means
a safer pregnancy.

It is common to explain girls’ under-representation in schools in general
terms as the result of economic, social, and cultural conditions (e.g., the
need for girls to remain at home and care for siblings, the early age of
matrimony, and parents’ fears of special risks to which girls are exposed,
such as carly pregnancy or sexual abuse and violence). However, this
tells us little about the precise nature of the constraints and how to over-
come them.

A simple example, in which the nature of the problem and its solution are
clear, even if the precise effect on girls’ attendance has not been quanti-
fied, concerns the lack of water and sanitary facilities. This fundamental
defect in the school environment is likely to have a disproportionate
effect upon girls” attendance, certainly on the days during which they are
menstruating and possibly in general.

Several established research findings from developing countries should
be taken into account in creating programmes to increase girls’ enroll-
ment, retention, and health status, In areas with high prevalence of acute
respiratory infection among school-age children, school-age female sib-
lings are at particular risk of being required to miss school to provide
household labour. This is also true in areas with a high prevalence of
diarthoea (8).

With regard to health status, recent studics have shown that girls have a
higher rate of goitre—an indicator of iodine deficiency, one of the most
potentially serious but casily remedied of the micronutrient deficiencies
(8). They have a higher rate of dental caries (53), respiratory infections
(54}, and mental health problems (55) than boys. Some school feeding
programmes have been shown to have a greater impact on female atien-
dance and performance (56). Once girls get into schools, they tend to
outperform boys at the basic education level. However, the longer they
stay in the system these differences tend to diminish (8).

A research project is underway in Ghana in cooperation with the
Partnership for Child Development to evaluate the social, economic, and
cultural factors that influence girls® school enrollment and attendance,
The applicability of that project to other countries and regions should be
explored. The Women's Health Programme of the Liverpool School of
Tropical Medicine is conducting research on the management of men-
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struation and the morbidity associated with heavy menstrual blood loss
to inform policies and practices in school health services programmes
(57). Meanwhile, in many countries, locally collected enrollment and
attendance data can be used to identify areas of especially low rate of
female participation which can then become the priority for investigation
and action.

Priorities for Research

The research priorities regarding under-representation of girls in school
are as follows:

* Disaggregation and reanalysis by sex of available data on health
status as a guide to planning.

= Local-level research into the extent and circumstances of sexual
abuse and assanlt of girls within the school environment (or the
fear of sexual abuse and misconduct within the school environ-
ment on the part of parents) and its effect on health status, absen-
teeism, and drop-out rates.

= The development, implementation, monitoring, and evaluation of
nationally and culturally appropriate interventions to increase the
school participation of girls, including programmes designed to
maintain the enrollment of pregnant girls and those with young
children.

How Can Countries Assess the Infrastructure
Available to Develop and Sustain School
Health Programmes?

Section 4.3 discusses the need for simple, flexible tracking systems with
which to monitor the health of school-age children. Such data are a crit-
ical prerequisite for the development of effective school health pro-
grammes. But that information is not sufficient; the development of poli-
cies at the national level that will support the development and mainte-
nance of school health programmes must also be based upon a clear
understanding of what resources exist that relate to, or can be devoted to,
school health. In many developing countries, the decentralization of sys-
tems outside of major population centers, as well as transportation and
communication barriers make it difficult for planners at the national level
to determine the nature of the resource base for school health.

Situation Analysis and Rapid Assessment, combined with strategic or
action planning, are two approaches to accomplish this task. They are
similar in conception and overlap, although they are different in com-
plexity, intensity, and the extent of resources needed to carry them out.
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Each approach has been well developed and implemented in a variety of
sectors, from agriculture to environmental management. Neither has
been applied to assessing a country’s national, regional, or local infra-
structure for school health programmes.

Situation Analysis

This is the more comprehensive and time- and resource-intensive of the
two approaches. It relies on the collection and analysis of existing data,
programme reports, analyzes of trends and prospects, and a variety of
epiderniologic characteristics. These are supplemented with interviews
of policymakers, and other key informants (including practitioners, con-
sumers, parents, teachers, pupils etc.) and analyzes of the social and
health information systems in a country. For example, within UNICEEF,
situation analyzes, which can take many months to carry out—and which
are repeated every five years—are the basis for programming in each
country in which the agency is active (38). The resulting data are impor-
tant to inform the development of policy; however, simple and affordable
approaches to collecting the data have yet to be developed.

Rapid Assessment and Action Planning Tool

The adaptation of the Rapid Assessment process to the field of school
health holds promise. To be useful 10 countries and communities, the
process should not end with assessment, but be coupled with action plan-
ning. Rapid assessment and action planning can resolve some of the limn-
itations of a full situational analysis.

First developed in the 1970s, rapid assessment procedures were designed
in response to the needs of decisionmakers in developing countries to
plan effective programmes and policies based on an understanding of the
individual and social behaviours of proposed beneficiaries, staff, and
managers. The initial approach of rapid assessment evolved under the
auspices of the United Nations University (UNU}, UNICEF, WHO, and
others. It has been applied to nutritional status (59), delivery of health
services (60), food security (61), women’s reproductive health (62),
AIDS education (63), and diarrhoea management (64,65). It had never
been applied to assess a country’s or community’s capacity to promote
health through schools.

Rapid assessments—which are often completed within two months—uti-
lize key informant interviews, informal interviews, focus group discus-
sions, community interviews, and direct observations. They provide a
cross-sectional view of current national health and social service struc-
tures and programmes by collecting direct information from people
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about their experiences, opinions, feelings, and knowledge. The data
from observations consist of detailed descriptions of people’s activities,
behaviours, actions, and the full range of interpersonal interactions and
organizational processes (66). Rapid assessment methods typically pro-
duce a wealth of detailed information about a much smaller mumber of
people and cases than does large-scale quantitative research. This
increases understanding of the number of cases and situations studied but
reduces generalizability. However, rapid assessments can quickly gener-
ate relevant information with a relatively low investment of resources
(67). They are useful to provide timely, relevant information to decision-
makers on pressing issues they face in project and programme setting
(68).

Developing a Rapid Assessment and Action Planning
Tool (RAAPT) for School Health Infrastructure

The Division of Health Promotion, Education and Communication
(HPR) of the World Health Organization (WHQ), the Pan American
Health Organization (PAHO), Education Development Center, Inc., and
the Ministries of Health and Education of the governments of Bolivia
and Costa Rica are developing a RAAPT that national governments,
other UN agencies, and non-governmental organizations can use to help
assess and strengthen a country’s capacity to plan, implement, and eval-
uate school health programmes, including efforts to improve the health
of students, school personnel, parents, and members of the community.

Preliminary questionnaires and interview protocols have been developed
and are being refined in collaboration with representatives of PAHO and
EDC, as well as representatives of Bolivian and Costa Rican health and
education programmes, NGOs, and community leaders. After this phase
of formative research, a pilot-test took place in December 1995, during
which US, Bolivian, and Costa Rican field investigators conducted focus
group discussions and interviews with representatives of the Ministries
of Health and Education; school health personnel at the national and
regional level; school administrators, community members, teachers,
students, and parents in selected local schools/communities; and leaders
of organizations representing teachers. At the completion of the pilot-
test, discussions took place with the key representatives and field inves-
tigators concerning subsequent refinement of the tool. The RAAPT is
under revision in preparation for full-scale implementation in other
countries. Results of the RAAPT will be used as the basis to develop
national, regional, and local plans of action to improve school health
within the limits of available resources and to seek additional resources
for priority actions.
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Priorities for Future Research

The development, pilot-testing, and refinement of the rapid assessment
tool for school health infrastructure will continue to be a priority.

The development of other simple and affordable approaches to collect-
ing data with which to inform policies and programmes in school health
is also a prionty.

60 What Kinds of Research Can Guide Practice
on School Health Environment, Health
Education, and Health Services

6.1 Introduction

In the last several decades a large and ever-growing body of research and
wriling on various aspects of school health has developed, primarily in
Europe, the United States, Canada, and Australia. More recently, the lit-
grature on school health about and from developing countries has
expanded as well (68,69). Amidst this abundance of material, however,
that portion of the literature devoted to research has been largely cate-
zarical, focussing on single areas of health {e.g., nutnition, sexual behav-
iours, smoking).

Moreover, despite many discussions of the importance of integrating the
various components of school health programmes, the research literature
has been marked rather by an examination of categorical health problems
addressed within single components. Relatively little regsearch has been
conducted on the integration of components, whether these are defined
in terms of the three traditionally recognized areas of school health envi-
ronment, school health education, and school health services, or subdi-
vided into the eight-component model as described by Allensworth and
Kolbe (7).

Nonetheless, if the integration of the components of school health pro-
grammes is a critical priority for research in the future, significant
research findings in each of the three major components do point the way
to important lessons for practice.

6.2 School Health Environment

Numerous studies confirm the central imnportance of the school’s physi-
cal and psychosocial environment in affecting the health of students and
staff and in enhancing or detracting from the goals of school health pro-
gramumes (36,37,71,72). In terms of the physical environment, the
absolute requirement for promoting health through schools 1s the avail-
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ability of clean water and sanitary facilities. Once this has been achieved,
many other factors—from illumination levels to noise levels—become
important. Hazards, whether based on the site or Jocation of the school
or resulting from biological, chemical, or physical factors (e.g., temper-
ature, humidity, sources of unintentional injury) are factors to be
addressed in schools in every country and region.

Studies of the psychosocial environment provide several important
guides to practice (73). Thus, a school striving to become a health pro-
moting school has:

= Gioals that are shared by all participants.

= A high degree of communication between and among students,
staff, and administrators.

= An optimal degree of effective participation by students and par-
ents in governance of the school-—in the major concerns and deci-
sion processes, complementing and balancing the power of staff
and administrators to the maximum extent possible.

= A high degree of cohesiveness, work morale, and autonomy.

» A sense of interdependence and mutual benefit among adminis-
trators, staff, and students as members of a team that is jointly
responsible for the well-being of the school.

+ A sense of safety and support for all.

School Health Education

Since the 1960s (74), the educational component of school health pro-
grammes has received the bulk of attention in the literature
(75,76,77,78). In terms of effectiveness, a recent review of European and
some US studies indicates that among those that evaluated behavioural
change, at least short-term effects were reported with regard to sexual
behaviour, general health, smoking, use of alcohol, use of marijuana, and
exercise (79). The only programme they reviewed that produced long-
term change was part of a community-wide intervention (80).

The most effective programmes exemplify several characteristics that
serve as a guide to practice:

» Curricula are skills based, sequentially developed, and reflect
the interdependence of the individual, peers, the family, and the
community.

= They offer a positive and affirming approach to health and
well-being,
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= They emphasize affective, skill, and cognitive objectives.
= They reflect fundamental health concerns of students and teachers.

* They make use of a wide range of interactive pedagosic
techniques.

* They include teacher training (generally most effectively provid-
ed through the use of training-of-trainer models) and ongoing
technical assistance and in-service programmes,

* Classroom activities are supplemented by home and community
assignments to enhance the students’ view of health as a broad
social process and to involve the family and others.

6.4 School Health Services

Some form of health services is provided for students in virtually every
country, although access and quality are highly variable within and
among nations. Traditionally the province of the school nurse or the vis-
iting health practitioner, school health services increasingly are being
provided through multiservice school-based health clinics (81,82).
Where clinics have provided reproductive health services, they have
been successful in reducing pregnancy among high-risk adolescents (83).

Financing mechanisms vary from the US (in which health services are
generally funded from separate budgets from other school programme
components) to many European countries in which health services are
funded through a line item in the overall school health budget. Despitc
such differences, there are some common principles that mark success-
ful school-based health service programmes (adapted from reference §2):

* They are based on local assessment of needs and resources.

= The clinic and the school are committed to operating in a spirit of
mutual respect and collaboration.

« The clinic provides comprehensive primary medical, mental
health, social, and health education services to respond to the full
range of children’s needs.

+ Access to such services through community providers is
maintained during hours and longer periods when the health
center is closed.

= The clinic maintains ¢lose and ongoing relationships with med-
ical, mental health, social service, and legal service providers in
the community.

WHO Global Schogl Health tnitiative 29




« The clinic and the institutions with which it cooperates develop
policies to ensure confidentiality of services.

» The school health services programme should be integrated with
the other components of a health promoting school.

» The clinic must coordinate care with all of the other providers and
health care institutions through which the student receives health
services.

If these are elements that mark the best school-based health services pro-
grammes in developed countries, they are more ofien than not absent in
many developing countries for which the provision of health services in
any context is more difficult. A recent survey of school health services in
a number of sub-Saharan countries conducted by UNICEF staff indicat-
ed that school health services: (1) are often not based on any assessment
of need, (2) lack effective strategies for social mobilization of support,
(3) are undercut by a lack of intersectoral collaboration, (4) suffer from
fragmentation and duplication of interests on the part of donor agencies,
(5) lack the appropriate mechanisms for monitoring and evaluation of
services, and (6) are not sustainable (Lusakulira-Villeneuve, personal
communication).

In Ghana, for example, a recent study found that there is no policy gov-

erning school health. Qrganizational structures are weak, and the absence
of plans or programmes is serious. Although a few schools provide fully
integrated health services, many do not have access 10 a regular provider
of health services (37).

6.5 Priorities for Future Research

» There are few intervention studies that examine the effects of
implementing multiple strategies combined in health promoting
schools. Most interventions tend to focus on a single categorical
area and single components, Research is needed to develop and
test more coordinated models.

* Research is needed to determine which services can most effi-
ciently and cost effectively be provided through school-based
health clinics.

« Little research is available on how to influence schools to adopt
and maintain quality programmes. Research is needed on the
barriers to and facilitators of implementing school health pro-
grammes at the local and national levels.
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= Policy research is necessary to determine the most effective ways
to establish and maintain intersectoral collaboration and to coor-
dinate the efforts of donor and volunteer agencies.

Meceting the health needs of those children not in school requires
rescarch on the extent to which school health programmes can be extend-
ed beyond the school itself.

What Is Known About the Cost-Effectiveness
of School Health Programmes and About
Health-Problem Specific Interventions That
Can Be Delivered Through Schools?

The Research Base

The 1993 World Bank report, Investing in Health, notes that: “Uniil
recently, little has been done to apply cost-effectiveness analysis to
health. This is, in part, because it is difficult...Nonetheless cost-effec-
tiveness analysis is already demonstrating its usefulness as a tool for
choosing among possible health interventions in individual countries and
for addressing specific health problems such as the spread of AIDS.”
With regard to the cost-effectiveness of prevention and intervention,
including those elements of health services and education that can best
be delivered through schools, the World Bank has been a major support-
er of and collaborator in research (16,85).

In 1990, Jamison and Leslie reported research on the most significant
health problems affecting the education of school-age children (86) and
provided an overview of the costs and benefits of addressing these health
problems through schools (87). They concluded that, “More invesiment
in chijd health and nutrition will pay off well for education,” because
“Under a broad range of assumptions, these cost-benefit analyzes sug-
gest that appropriate health and nutrition interventions in the schools are
likely to prove to be a very high-vield investment” (87).

The World Bank’s own major analysis of the cost-effectiveness of a wide
range of public health and clinical measures for developing countries fur-
ther strengthened that conclusion. Among six activities that the report
characterized as highly cost-etfective, five can best be camied out either
wholly or in large part through schools: immunization; school-based
health services; information and selected services for family planning
and nutrition; programmes to reduce tobacco and alcohol consumption;
and AIDS prevention. (The sixth, non-school related activity was regula-
tory action.)
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Therefore, school health programmes are among the most cost-effective
approaches to enhancing the health and development of school-age
children.

As is indicated in the World Bank Health Sector Priorities Review (85),
analyzing the cost-effectiveness of health programmes is a complex and
evolving task. The methodology and techniques for measuring cost-
effectiveness will continue to evolve and should demonstrate even more
strongly the benefits of investing in the health of children through
schools. However, even at the present state of analysis there is more than
enough data to support strong arguments for policy development. “The
challenge ahead,” noted D.T. Jamison, “is that of designing and imple-
menting instruments of government policy that will greatly expand the
use” of cost-effective interventions (83).

Cost-Effective Interventions for Specific Health
Problems and the Role of Schools

The Partnership for Child Development was formed in 1992 by WHO,
UNDP®:; and the Rockefeller, Edna McConnell Clark, and James 5.
MecDonnell Foundations. Working in partnership with Ghana, Indonesia,
Colombia, and other countries, the Partnership is conducting operations
research projects to determine how a package of interventions can be
delivered to children through schools most effectively, at the lowest cost,
and in sustainable programmes. The core package (also identified by the
World Bank panel and other international agencies and experts) consists
of anthelminthiecs, micronutrient supplements (chiefly iodine and vitamin
A), and participatory health education 1 encourage and promote behav-
iours that can lead to improvements in health (38).

A similar package of interventions has been proposed by UNICEF work-
ing through the School Based Interventions Technical Support Group of
its Health Promotion Unit. The package in this instance is defined as
including information and Skills (skills-based health education), healthy
environment (access to water and sanitation), medical and related ser-
vices (including school-based treatment of similar health problems to
those addressed by the Partnership, as well as improved access to health
services), nutrition (micronutrient supplerentation), and policy changes
necessary to impletent the Convention on the Rights of the Child. It is
hoped that such programme packages can be developed in those African,
Asian, and Latin American countries participating in the Bamako
Initiative and designed to ensure, through policy reforms, access to
affordable essential health services for the majority of the population—
especially children (89).
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7.4

Potential Costs and Benefits of a Comprehensive
School Health Programme in the USA

In a recent study, a group of researchers from the US Centers for Disease
Control and Prevention, Batelle (Centers for Public Health Research and
Evaluation), and the University of Washington, Seattle used data drawn
from exemplary programmes in the research literatre to construct a
model. The model comprised representative aspects of all of the exem-
plary programmes (defined as those that had reduced high-risk behav-
lour—smoking, substance abuse, and sexual behaviours).

Costs were calculated in terms of instructor salary and benefits, teaching
and training time, and materials (but not facilities costs or those pertain-
ing to cvaluation). Benefits included both the difference in the proportion
of students engaged in high-risk behaviours in control and intervention
grounps, as well as the direct and indirect costs that have been associated
with diseases related to the behaviours. The researchers then used the
model to assess the benefit-cost ratios for the smoking cessation pro-
gramme, and incrementally, the substance abuse and sexual behaviour
programmes, to determine the benefit-cost ratio of the integrated topics
of the school health education programme.

The findings suggest that the potential benefits of selected components
of such a programme are substantial. For every US$ spent on changing
smoking behaviowr, the benefit was nearly US$19. More than US$3.50
was saved for every dollar spent on preventing other substance abuse
and, for the sexual behaviour component of the programme, the ration
was in excess of 5:1. For the integrated education programme as a whole,
nearly US$14 was saved for every dollar spent (98).

Priorities for Future Research

Every country has some form of ongoing school health programme, that
could become the starting point for a more integrated approach (76). An
international comparative study (1984—1987) of 31 countries indicated
that sirnilar problems exist across national boundaries (91).

A World Health Conference on Education for All in Thailand (1990)
demenstrated that many countries in Africa, Asia, Europe, the Middle
East, the Caribbean, as well as the USA, have attempted to implement
school health programmes in the last decade and have faced similar
obstacles o implementation of their school health component. Some of
these include a Jack of: (1) active support, commitment, and coordination
from ministries of health and education and school officials; (2) national
resources in terms of skilled personnel, training and materials; (3) mech-
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anisms o supervise, monitor, and evaluate programmes; (4) rescarch and
infrastructure in the school health programmes; (5) well-defined nation-
al strategies for promotion, support, coordination, and management of
school health programmes; and (6) innovative approaches in develop-
ment of instructional material.

The primary task for research, therefore, is to identify the best, least
expensive, and most highly adaptable approaches to overcoming these
barriers. Some of the specific areas in which this research should be
directed include the following:

» Because advocacy for policy and the development of policies
supporting schoo) health programmes is not static, there is a need
to continue to make the case for cost-effectiveness as the tools of
that approach become more sophisticated.

= Until now, the focus has been on the health of children them-
selves. Further research is needed to determine the extent to
which schools are a cost-effective site for programmes designed
to improve the health of teachers and other school personnel, as
well as farnilies and communities.

* As noted among the priorities in section 7.5, the extent to which
school health programmes can effectively improve the health of
out-of-school children is a topic for research; so too is the cost-
effectiveness of such an approach.

» Further research and the development of effective guidelines for
the use of minimum packages of interventions to be delivered
through school health programmes are needed.

» Although the US study cited above provides a clear indication of
the substantial benefits compared to costs of school health pro-
grammes, research is needed to determine whether it is possible
to expect such cost-benefit ratios in the health and economic con-
texts of specific developing countries.

80 What Is Known About the Diffusion of
Innovations in School Health Programmes?

The use of principles developed through many years of research in diffu-
sion of innovation is of particular importance in guiding the development
and implementation of school health programmes. As Rogers (92) noted:

Getting a new idea adopted, even when it has obvious advantages, is
often very difficult. There is a wide gap in many fields, between what
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is known and what is actually put to use. Many innovations require a
lengthy period, oflen of some years, from the time when they become
available to the time when they are widely adopted. Therefore, a
common problem for many individuals and organizations is how to
speed up the rate of diffusion of an innovation.

Research in diffusion of innovations indicates that successful adoption
is related to the following characteristics:

= The perceived atiributes of the innovation.

+ The type of decision-making about adoption {e.g., optional, col-
lective, authoritarian).

* The communication channel through which information about the
innovation is spread.

* The nature of the social system into which the innovation is being
introduced.

* The extent of efforts on the part of change agents and whether the
impetus for change comes from within the social system (e.g., the
school) or is pushed from without. The closer the relationship
between the change agent and those at whom the innovation is
directed, the greater the likelihood of successful adoption.

Research also supports the idea that change proceeds at different rates for
different actors, systems, or even nations (as will be seen below).
In broad terms and as ideal types, Rogers (92) characterized participants
in the process as innovators, adopters, early majority, late majority, or
laggards.

The first two examples discussed in Section 1.1 highlight two of the most
important factors in the diffusion of any educational innovations to
teachers. First, the innovation must respond to the felt needs of the teach-
crs themselves in their professional role in the schools or it will not be
adopted. Second, without training, the use of the innovative practice is
likely to be ineffective and will not be sustained.

The Concemmns-Based Adoption Model (CBAM), which is at the heart of
the first example, recognizes that change is a process that takes time and
proceeds unevenly (93). In acquiring new skills, efficiency tends to drop
until, with support and practice, it stabilizes at a higher level than when
the innovation was first introduced. Often, however, attempts are made
1o evaluate the results of the adoption process too carly. Because the indi-
vidual is struggling to use the new techniques or approaches and effi-
ciency has been reduced, it appears that the innovation is unsuccesstul.
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What is true for individuals is equally—or perhaps even more strongly—
the case for institutions. Resistance to change is firmly entrenched;
change occurs because there is a perception that it is rewarding.

A single exposure to a new idea or technique is rarely sufficient to
advance diffusion. Outside intervention to “push™ a change will only suc-
ceed if there are individuals who are empowered to become champions
for the innovation. Sometimes referred to as “early adopters,” these are
the people who demonstrate the value and practicality of a new way of
doing things.

However, this model represents only one possible way of looking at dif-
fusion. In House's schema (94) it is a “technical” as opposed to a “polit-
jcal” or “cultural” perspective. These perspectives act as interpretive
frameworks for understanding innovation and through which different
constituencies may view the process. Thus, they define the range of argu-
ments that might be advanced for a course of action and from which pol-
icy is formed.

The technological perspective views innovation as a process from
research through development, diffusion, and adoption. The political per-
spective is one in which innovation results from the conflicts and com-
promises among factional groups. Whereas the technological view posits
an essential unity of purpose and values among researchers, developers,
and practitioners, the political perspective tries to account for the possi-
bility that each group has its own goals and interest, which may be in
conflict.

Finally, in cultural terms, innovation is seen as a process of reconciling
not the political interests of constituencies, but the values, norms, and
experiences of distinct groups (e.g., teachers, administrators, students,
and parents).

As with any such set of distinctions, these lenses are not mutually exclu-
sive. Policy can and should be set by taking into account aspects drawn
from each perspective. Only by doing so can the fundamental difficulty
of the process of innovation be overcome. As House (95) frames it:

Innovations are acts of faith. They require that one believe that they
will ultimately bear fruit, often without the hope of an immediate
return. Costs are also high. The amount of energy and time required
to learn the new skills or roles associated with the new inpovation is
a useful index to the magnitude of resistance.

Thus, successful innovations in school health will require—as do any
inmovations in any other aspect of education—that “everyone inside and
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outside the school is going to have to put great energy over a period of
time” into bringing about lasting change (96). Fullan (96) notes particu-
larly the role that teachers” unions and professional associations can play
in this regard. Nor should innmovation be interpreted always as a “top-
down” activity. Teachers” unions and professional associations can also
spotlight innovative practices developed by teachers and health educators
in their own practice that can be disseminated and adapted by others.

An Example of Successful Diffusion

There are few evaluations of the way in which the characteristics of the
diffusion process have affected the development of coordinated and inte-
grated approaches to school health programmes. There is, however, a
substantial body of anecdotal evidence on which to draw in looking for
guidelines for future practice.

The foremost practical example of the diffusion of an innovation with
regard to school health programmes is the development of the European
Network of Health Promoting Schools, beginning in 1991, Launched as
a result of the Conference on the Promotion of Health Education orga-
nized in Strashourg by WHQ, the Council of Europe, and the
Cormnmission of the European Communities, the Network began with
four countries. Today it encompasses more than 400 schools and 300,000
students in 33 countries, and has links to another 1,600 schools through
various national and subnational arrangements (97).

The network was established by its three parent organizations as a mech-
anism to avoid duplication and to provide a coherent framework in which
to foster innovation, develop supportive national environments, and sup-
port the development and diffusion of policies and best practices
throughout the region. In 1990, a number of West European countries
had already made some strides toward building health promotion pro-
grammes in the schools. However, they were not the early adopters when
it camne to the European Network.

Instead, the countries which earliest and most fervently embraced the
innovation were in Eastern Europe: Poland, Hungary, the Czech
Republic, and Slovakia. They were the most open to innovation, because
they had the greatest perceived need for it. Beginning in the following
year, as the innovation had started to manifest itself, nations representing
Rogers’ other types of adopters joined (98).

Beginning with a formal agreement between the ministries of health and
cducatton in each country, the network begins building champions and an

WHO Global School Health Initiative 37



8.0

9.1

infrastructure from the national to the local level. Through that infrastruc-
ture and with assistance from WHO/EURO, the national programmes
carry out extensive training and project development focussing on many
of the research-based guides to practice noted in section 7, above.

It is now time to consider where the network has been, what it has
accomplished, and future directions to set. Each of these needs is set
forth in the ENHPS Strategic Development Plan for 1995-1997.

In terms of future research, the priority should be to evaluate the effects
of the health promoting school (HPS) model on the health and learning
of students and, where possible, to distill from that evaluation lessons
that can be extended to nations and schools in other WHO regions.
Indeed, the tools for such an evaluation are already under development.
The EVA project, financed by the CEC and being carried out in ¢ollabo-
ration with the International Planning Committee of the Europecan
Network, is designing protocols and experimenting with new method-
ologies that will allow national HPS programmes to use data from the
Health Behaviour of School-Age Children survey for evaluation purpos-
es (D. Piette, personal communication, 8.8.95).

Conclusions

Research Is Needed About the Impact of School
Organization on Health

There i$ no research that links health to school organizational character-
istics. The research knowledge about the characteristics of those schools
and classrooms “whose pupils progress further than might be expected
from considerations of intake” (99) is among the most robust that we
have in our quest for educational reform. The knowledge base on school
effectiveness provides a more contemporaneous and contextual interpre-
tation of accepted notions of organizational health.

It has been demonstrated that the various characteristics of schools (the
degree of academic emphasis, the availability of incentives and rewards,
the teaching styles, eic.) combine to create a set of values, norms, and
expectations that can, in their entirety, affect student learning (100). That
there is a relationship between all of these factors and children’s psycho-
logical health is self-evident, for example, even if the precise degree has
not been adequately measured. Certainly, it has been noted frequently, if
anecdotally, that in schools in which stadents are valued, in which there
is a high degree of participation, and a healthy environment, such behav-
ioural risks as violence and risks to education such as uneven attendance
are reduced.
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It 1s hoped that future studies will include indicators of students” health
when measuring school effectiveness and organization.

Improving the Connection Between Research and
Practice

Drawing on 188 research studies from 81 developed and developing
countries, Hopp (91) concluded that, across national and regional bound-
aries, individuals in school health face similar problems. “Knowledge,
educational approaches, and research methodology [are] transferable to
widely disparate countries,” she stated. She concluded that, “It is time
all school health professionals profited from the collective wisdom.”

As we have seen, there 15 much “collective wisdom” based in research
on school health programmes that can guide the development and imple-
mentation of effective programmes, However, many priorities for future
research have been identified. Not only must that research be carried out,
but the knowledge gained must be transferred to practitioners to achieve
meaningful results.

Unfortunately, notes Nutbeam (13), that transfer of knowledge “is less
than optimal.” In explanation, he continued:

There are too few rewards for researchers which encourage research
with potential for widespread application, and systematic develop-
ment of promising interventions to a stage of field dissemination.
Alternatively, practitioners often find themselves in the position
of tackling a public health problem where evidence of efficacy
is either lacking, or has to be considered alongside a desire to
respond to expressed community needs, or the need to respond
to a political imperative,

In fact, the majority of intervention studies are designed to be carried out
under highly controlled conditions. Such studies are favored in the acad-
emic literature, but are often not reproducible under realistic conditions.
Alternatively, they can be successfully implemented, but only in limited
circumstances and cannot be brought up to scale. This has been one of
the consistent problems with child-to-child interventions, for example.
The idea is extremely powerful and individual programmes seem to work
well, but there has been no success at bringing them to scale,

There have been a growing number of demonstration studies, which
attempt to reproduce experimental results in conditions that better
approximate real life. But, as Nutbeam notes, these appear to be less
attractive to academic researchers “who may be less comfortable with
the uncertainties and lack of control” inherent in this form of research,
cven if their relevance to policymakers and practitioners is greater.
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Least widely practiced are the dissemination studies designed to identify
how successful demonstration projects can be taken to scale.
Presumably, the research being carried out through the Partnership for
Child Development will be taken to this stage in exploring optimum
approaches to widespread use of the minimum package of health inter-
ventions discussed in section 8.2

The Partnership itself provides one possible model for carrying out rig-
orous, yet flexible research that can unite academic specialists, practi-
tioners, policymakers, and donors. The UNESCQO Kenya project
described in section 4.3 is another example of research tied closely to and
designed to inform both policy and practice. Such examples can be
encouraged by WHO, UNESCO, and UNICEF working to develop
rescarch priorities with private donor agencies. The possibilities for coor-
dination and reduction in duplication are important, in addition to the
potential benefits of specific research projects.

Additionally, improved training of practitioners in the use of research
findings (as part of a broader emphasis on capacity-building at all levels
within countries), and the rapid reporting of findings on the part of aca-
demic journals would all have salutary results, Nutbeam suggests.

Certainly much important research remains to be done and will require
the combined strengths of the academic, policy, and practitioner com-
munities, assisted by UN family agencies, international NGOs, donor
agencies, and others. In combining these research strengths, the school
health programmes can reach their true potential to improve the lives,
health, and learning of a billion school-age children.
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Annex 1: Indicators of Children’s Health
Status

Global Burden of Disease (GBD)

Developed by the World Bank and WHO in 1993 based on 1990 data,
GBD combines: (a) losses from premature death, defined as the dif-
ference between age at death and life expectancy at the same age in
a low-mortality population, and (b) loss of healthy vears of life as a
result of disability. The units of measurement are DALY's (disability-
adjusted life years). It is important to note that the DALY's assigned
in 1993 were estimates, based on vital registration data (for countnes
with good registration systems), model-based estimates, and epi-
demiological estimates for specific diseases. The disability-related
portion of the DALYs were based upon a series of expert estimates
subject to several rounds of review.

Under-Five Mortality Rate (UFMR)

Based on data compiled by UNICEEF, this is the number of deaths of
children under five years of age per 1,000 live births. It is the proba-
bility of dying between birth and exactly five years of age and, as such,
is one measure of the children available to enter school at that age.

Weight-for-Age

These data are compiled by WHQ and Demographic and Health
Surveys. Weight-for-age is the most commonly used indicator on
standard growth charts. It shows nutritional status and can be used to
identify cases of nutritional deprivation. (Moderate underweight is
below minus two standard deviations from median weight for age of
the reference population. Severe underweight is below minus three
standard deviations from median weight for age.)

Weight-for-Height

Compiled by WHO and Demographic and Health surveys, weight-
for-height reflects current health status of an individual and can
demonstrate current malnutrition. (Wasting reflects loss of tissue and
fat mass and defines deficits in weight-for-height. Moderate wasting
is below minus two standard deviations from median weight for
height of the reference population. Severe wasting is below minus
three standard deviations.)
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Height-for-Age

Compiled by WHO and Demographic and Health Surveys, height-
for-age measures overall social conditions and chronic nutritional
problems. (Stunting is the term used for deficits in height-for-age.
In addition to its use as a measure of individual nutritional status, it
is believed to be an accurate proxy measure for socio-economic sta-
tus and general health status. Stunting is commonly reported as the
proportion of children having heighi-for-age less than two standard
deviations below the median WHO norms for specific ages within a
population.)

Total Goitre Rate

Compiled by WHO, this is the percentage of children aged 6-11 with
palpable or visible goitre. It is an indicator of jodine deficiency dis-
order—one of the micronutrient deficiencies with serious conse-
quences for education.

Total Calorie Intake

These data are compiled by the Food and Agriculture Organization of
the United Nations (FAO).

Access to Drinking Water and Sanitation Facilities
These data are compiled by WHO and UNICEF,
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Annex 2: Surveillance Activities for a
National School Health Programme (USA)

Overview

To meet a wide range of data needs, the surveillance activities for CDC’s
national school health programme are broad in scope and equally empha-
size national and state/local surveillance data. The activities are designed
around a model of behavioural epidemiology (1) and incorporate three
interrelated areas: (1) health outcomes, (2) health risk behaviours, and
(3) programme characteristics. The surveillance activities are designed to
answer the following questions:

* Health Outcomes—What are the leading causes of mortality and
morbidity among adolescents at the national and state/local lev-
els? Are these rates changing over time?

» Health Risk Behaviours—What are the rates of priority health
risk behaviours among national and state/local samples of ado-
lescents? Are these rates changing over time?

* Programme Characteristics—What school health policies and
programmes are in place at the state, district, and school levels?
Are these policies and programmes changing over time and are
they effective?

The following describes the CDC surveillance activities designed 1o
address each question.

Health Qutcomes

CDC summarizes health outcome data among adolescents through a
monograph series, Adolescent Health: State of the Nation. This series was
developed to help focus state/local policies and programmes on the lead-
ing causes of mortality and morbidity among youth and to help monitor
progress toward attaining national health objectives that call for reductions
in mortality and morbidity rates among youth.

The first monograph in the series, Morrality Trends, Causes of Death,
and Related Risk Behaviours Among U.S. Adolescents, describes the
leading causes of death among youth aged 10-24 and related risk behav-
iours among high school students by gender, race, and state (2). Two-
page profiles are provided for each state. Additional charts and tables
provide summary information for the entire United States.

The second monograph in the series, Pregnancy, Sexually Transmitted
Diseases, and Related Risk Behaviours Among U.S. Adolescents, focus-
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es on health ontcomes associated with sexual behaviours (3). These out-
comes include pregnancy, abortion, live birth, and sexually transmitted
diseases (i.e., gonorrhea, chlamydia, and AIDS) among 10 through 24
year olds. Four-page profiles are provided for each state. Emphasis is
placed on describing changes in rates over time for each health outcome.
These monographs are disseminated to national health and education
organizations, state and local health and education agencies, and other
interested groups.

Health Risk Behaviours: State/Local Data

CDC’s Youth Risk Behaviour Surveillance System (YRBSS) was devel-
oped to: (1) monitor priority health-risk behaviours that contribute to the
leading causes of mortality, morbidity, and social problems in the United
States, (2) assess how these risk behaviours change over time, and (3)
provide comparable data among subsamples of adolescents, including
both those who attend school and those who do not (4). The YRBSS
monitors six categories of behaviours: (1) behaviours that contribute to
unintentional and intentional injuries; (2) tobacco use; (3) alcobol and
other drug use; (4) sexual behaviours that contribute to unintended preg-
pancy and sexually transmitted diseases, including BIV infection; (5)
dietary behaviours; and (6) physical activity.

The core YRBSS questionnaire, the Youth Risk Behaviour Survey
(YRBS), was developed in collaboration with every state department of
education, 16 local education agencies, more than 20 federal agencies, and
experts from academia. The questionnaire contains 84 multiple-choice
questions, is self-administered, and has about a 7th-grade reading level.

In 1990, CDC began offering each state and the funded local education
agencies fiscal and technical assistance to conduct the YRBS among rep-
resentative samples of 9th- through 12th-grade students. Education agern-
cies may add, delete, or modify questions, but during each survey year
fewer sites are making modifications to the questionnaire. Many state
education agencies work with their respective health departments 10
implement the YRBS.

Ownership of the data remains with the education agencies. Surveys
were conducted by 24 states and 8 cities in 1990, by 29 states and 10
cities in 1991, and by 43 states and 13 cities in 1993 (5).

State and local education agencies are using these data to do the following:

» Inform the public of the need for effective school health pro-
gramimes,
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= Provide state boards of education and state legislatures with infor-
mation supporting school health policies and programmes.

* Update and improve school health materials for teacher training
and classroom instruction.

* Direct school health programmes to populations that are at
increased risk.

+ Promote collaboration with institutions of higher education that
are responsible for preparing teachers.

» Help health agencies and community organizations develop
effective community-based programmes to address priority
health risk behaviours among youth.

= Monitor National Education Goal 7 which focuses on safe, disci-
plined, and drug-free schools (6).

CDC will continue to encourage education agencies to conduct the
YRES biennially throughout the decade. To help improve the quality of
these surveys and increase the usefulness of the data, CDC provides sev-
eral types of technical assistance 1o interested education agencies. For
example, CDC developed the Handbook for Conducting Youth Risk
Behaviour Surveys to help education agencies plan surveys; obtain clear-
ance; select schools, classes, and students; notify parents; administer sur-

veys; prepare data for analysis; and report survey results. CDC also
developed PCSamnple, a PC-based computer programme to help pro-
gramme directors in education agencies draw probability samples of
schools and students. Workshops are provided to help education agencies
conduct the YRBS by using the handbook and PCSample.

Health Risk Behaviours: National Data

Besides collecting the state and local data described above, CDC rou-
tinely uses the YRBSS to collect data on adolescent health risk behav-
iours from representative samples of high school students nation-wide.
The national YRBS was conducted in 1990, 1991, 1993, and 1995 (4)
and will continue t© be conducted biennially throughout the decade.
National probability samples of 9th- through 12th-grade students are
selected from public and private schools, Schools with a large proportion
of black and Hispanic students are oversampled to provide stable esti-
mates for these subgroups. Trained data collectors administer the survey
during a single class period.

Another component of the YRBSS is the national household-based sur-
vey (7.8). In 1992, CDC and the Bureau of the Census administered the

WHO Global School Health Initiative 91




YRBS as part of the National Health Interview Survey (NHIS). The sup-
plement was conducted among 12 to 21 year olds from a national prob-
ability sample of households. Data were obtained from both youth
attending school and youth not attending school and from college-age
youth. School-age youth not attending school were oversampled.

The questionnaire was administered through portable cassette players
with earphones. Respondents listened to the questions and marked their
answers on a standardized answer sheet. This administrative approach
helped compensate for reading difficulties among respondents, helped
ensure confidentiality during household administration, and encouraged
candid responses by circumventing a personal interviewer. Data from the
survey are linked to other NHIS data collected from adult members of
the household.

In spring 1995, a national survey of college students was conducted as
the newest component of the YRBSS. A modified version of the ques-
tionnaire was mailed to a nationally representative sample of 9,400 col-
lege students in two- and four-year public and private colleges and uni-
versities. College students age 18-24 were oversampled. Results from
this survey will be available from CDC. Although the YRBSS was not
designed to evaluate the effectiveness of specific interventions, such as
teacher training programmes or school curricula, it can belp determine
the impact of broad national, state, and local policies and programmes.
National YRBSS data are being used to do the following:

* Measure 26 national health objectives for the year 2000 (9).

= Measure 27 model standards presented in Healthy Communities
2000 (10).

» Measure four primary goals for the American Cancer Society’s
comprehensive school health education initiative.

Programme Characteristics: State/Local Data

Though many education agencies have successfully established school
health programmes, determining the quantity and quality of the educa-
tion provided has been difficult. In 1989, states and cities were first asked
to conduct school surveys on the numbers of schools that provided HIV
education and the numbers of students receiving such education.

In 1993, new School Health Education Profile questionnaires were
designed with extensive input from state and local education agency per-
sonnel. The profiles monitor the current status of school health educa-
tion, including information about school policies related to HIV educa-
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tion and about the instructional content covered in classrooms. The new
questionnaires allow schools to describe their health education pro-
gramme in terms of requirements, duration of instruction, and the inclu-
sion of skills-based instruction.

The Handbook for Developing State and Local School Health Education
Profiles provides guidance for collecting data from school principals and
health education teachers through scannable questionnaires, from educa-
tion agency records, and from other information sources, such as focus
groups. Education agencies are encouraged to reflect local needs by
adding items to the questionnaires given to the principal and teacher. The
School Heaith Education Profiles will assist education agencies to estab-
lish systematic procedures to monitor current status of health education in
their jurisdiction and develop appropriate plans to enhance that status.
Data from the profiles were collected in 1994 and will be coliected bien-
nially. Ownership of the data remains with the education agencies.

Programme Characteristics: National Data

The School Health Policies and Programmes Study (SHPPS) was
designed to provide an in-depth examination of five components of the
school health programme (health education, physical education, health
services, food service, and health policies) at the state, district, and
school levels. For each of the five components, SHPPS included a mail

survey that was conducted in ali 50 states and among a nationally repre-
sentative sample of approximately 400 school districts. In addition, for
cach component, SHPPS included on-site, structured interviews with
school principals, health education teachers, physical education teachers,
school food service directors, school nurses, and other appropriate per-
sonnel among a nationally representative sample of approximately 300
tniddle/junior and senior high schools.

SHPPS provides information on a wide range of topics, including how
state and district policies are applied in schools, duration and content of
health and physical education instruction, teacher and staff preparation,
parental and community support, methods of instruction and service
delivery, and characteristics of the supporting infrastructure. In addition,
SHPPS provides data to monitor 13 national health objectives (9) that can
be attained directly by schools and National Education Goal 7 (6). Reports
from the study were published in the Journal of School Health
(October 1995).
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Conclusion

The success of these surveillance activities ultimately will be determined
by whether the data can help education and public health officials make
sound policy and programmatic decisions. As evidenced by numerous
state/local publications, data on student risk behaviours have been a dri-
ving force in establishing and refining programmes at the local level. It
ts too early to tell the impact of newer activities such as the Adolescent
Health: State of the Nation monograph series and SHPPS. Continued
monitoring of the utility of surveillance data will help define future sur-
veillance priorities.
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Annex 3: Health Behaviours in School-Age
Children (HBSC)—A WHO Cross-National
Survey

Abstract

The study of Health Behaviours in School-Age Children was initiated by
rescarchers from four European countries. Four surveys have been con-
ducted. The first one was carried out in 1983 and covered four countries.
The fourth data collection took place in 1993-1994, and comprised more
than 100,000 pupils from 24 countries or regions within countries. The
data provides researchers with opportunities to estimate cross-sectional
prevalences and describe changes over time within countries.
Furthermore, it enables rescarchers to carry oul ¢ross-country compari-
son cross-sectionally as well as longitudinally. The data have also been
used for analyzing the intercorrelations of health behaviours as well as
description of clusters of intercorrelations. Finally the data can be used
for more analytical purposes, in other words, to identify important pre-
dictors of health behaviours. The long-term goal is to develop a body of
knowledge that supports the development of effective and appealing
interventions as well as adolescent involvement in health promotion. The
institutions involved in the survey are encouraged to build cross-disci-
plinary teams and to emphasize the development of expertise and expe-
rience in health behaviour studies in particular as well as health promo-
tion research in general. In all surveys questions regarding subjective
health and psychological as well as somatic complaints have been
included. The 1993-1994 survey is focused on pupils’ perception of the
school environment.

Introduction

Health behaviours are to a large extent formed during adolescence.
Smoking habits, alcohol consumption, levels of physical activity, eating
habits, and sexual behaviours exemplify behavioural patterns that are
related to health and disease. In order to combat lifestyle-related diseases
and to promote health, health promotion and education activities target-
ing and involving adolescents deserve high priority.

Sometimes distinctions are made between the three kinds of information
needed in order to design and implement appropriate action:

» Problem information—how widespread the use is of alcohol
among pupils in secondary school, how large is the consumption
of junk food, at what age do young people start smoking
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« Casual information—what are the factors leading to early exper-
imentation with drugs, how strong is the impact of cigarette
advertising on the use of tobacco among young people

= Information regarding effects of intervention—how do
we increase the effects of school-based health promotion, to
what extent can mass media campaigns promote safe sex among
adolescents

In 1982, researchers from a few Buropean countries initiated a project
focusing on problem information and casual information regarding
health behaviours among school-age adolescents (1). In 1993-1994 as
many as 24 countries participated in the fourth wave of data collections.
An increasing number of reports and articles based on HBSC data have
been published. The present paper describes the aims, rationale, theoret-
ical orientation, and selected findings from the stady.

Aims

The aim of the study “Health Behaviours in School-Age Children - A
WHO Cross-National Survey” (HBSC) is to improve and expand the
body of scientifically-based knowledge about health behaviours of
young people in Europe, and thereby to provide information useful for
the planning and implementation of health promotion and health educa-
tion among youth. The main source of information is a series of regular
cross-national surveys. HBSC also aims at strengthening expertise for
such research in both quality and quantity among the members of
the project.

Another aim of the study is to develop national information systems on
health and lifestyles among young people. The utilization of the infor-
mation collected should be scientific as well as practical. Through the
involvement of cross-disciplinary groups of researchers in the different
countries, it is hoped that national groups with considerable expertise in
this kind of applied behavioural and social research will develop.
Through the interchange and cormparison of data, findings, experiences,
and ideas, it is expected that this field of research will develop rapidly
beyond its present level and status. This international networking is of
paramount importance in a relatively new field of research. Such a net-
work is useful to assure exchange of information and sharing of experi-
ences on theory, methodology, results, and implication/application of
findings between countries and teams. Therefore, a further aim of the
study is to maintain and develop the HBSC network.

Over time, the project will also have an evaluative and monitoring func-
tion. By analyzing time trends, it will be possible to show changes in
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health behaviours in a particular country and to relate such changes to
national policies and health promotion/health education actions. The
study does, for instance, provide opportunities for comparing trends in
health behaviours such as smoking between countries with different
tobacco legislation.

Theoretical Perspectives

The study is oriented towards the social and behavioural sciences. The
philosophy of the study has been described as a lifestyle approach (2). A
“grand” theory of health behaviours among adolescents does not exist,
and the study has not been restricted to the concepts or the framework of
any specific theoretical model. A common framework for the under-
standing of health-related behaviours has, however, been proposed (1).
This framework can be labeled as a socialization perspective.

It is distinguished between three levels of analysis: (a) the person, (b) the
environment (physical environment as well as social interaction), and (c)
the larger society, These are classic and basic distinctions in the behav-
ioural and social sciences (3).

The study itself centers around surveys in which most of the information
gathered must come from the pupils themselves. Therefore, the data col-
lections’” main focus is on the person and his or her perceived environ-
ment. However, when discussing and elaborating on the findings, the
objective environment as well as the macro social context is taken into
account. Along these lines, inequalities in lifestyles must be understood
in light of inequalities in society. Also, changes in health-related behav-
iours in a country must be related to national policies and the organiza-
tion of health education and health promotion, as well as to other char-
acteristics of the particular country.

Some of the theories relevant to the study of health behaviours restrict
themselves to perceived aspects of the environment (4,5). Although most
of the HBSC data on the environments of adolescents only describe how
they perceive their surroundings, we have not restricted the conceptual
framework of the study correspondingly. There are two reasons for also
including objective environmental factors:

1. Discrepancies between objective and subjective conditions are
sometimes of great importance. This is illustrated by the pluralis-
tic ignorance phenomenon. When everyone publicly adheres to a
norm that no one privately endorses, the situation is called plural-
istic ignorance. Young people often perceive the majority of their
peers to drink aleohol or smoke cigarettes regularly even when we
know that both behaviour patterns oceur regularly among only a
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small minority of their peers. In a group of adolescents each of
them may assume that the others are in favor of consuming alco-
hol at a party, and comply with this perceived norm. This may
even be the case when a majority, in fact, prefers alcohol-free par-
ties. An important challenge to health promotion and health
education is to focus on and modify such “false” subjective
norms.

2. One of the goals of the present study is to develop recommenda-
tions for health promotion action in schools, municipalities and
neighborhoods. Such action canmot focus on subjective conditions
exclusively. Ways to influence the lifestyles of young people
through changes in objective environmental conditions must also
be explored.

Methods

Regular surveys (every 4th year) are conducted in an increasing number
of countries (1). The study population consists of representative samples
of at least 3,900 pupils aged 11, 13, and 15 years. The first HBSC sur-
vey focused on smoking, and took place in the school year of
1983-1984, after which it was adopted as a collaborative study by
WHO. The second main survey focused on physical activity and psy-
chosocial health and was conducted in 11 countries. The third survey,
focusing on social integration/isolation, was conducted in 1989-90, and
13 countries participated. The fourth survey is on school as a work
environment,

Each survey has an international (English language) standard question-
naire as its point of depariure. The questionnaire is translated into the
relevant languages, retranslated into English, and efforts are made to
make the various versions as compatible as possible with the standard
version. A core of questions focusing on health behaviours, reported
health, as well as some selected demographic items is included in every
- survey. An additional set of questions constitute a “special focus™ part of
the questionnaire. The special focus part of the questionnaire is used in
all countries, but changes from survey to survey over time.

The core questions allow for showing trends over periods of time and
comparing trends across countries. The special focus questions allow for
analyzes of predictors.

The HBSC data bank, which is administered by the University of
Bergen, constitutes an information system on adolescent health behav-
jours, and the results are used for planning interventions and for influ-
encing health education and promotion practices. The HBSC findings
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are communicated in national and international publications. The results
have also been used in developing teaching materials (brochures, book-
lets, computer-based packages for schools, etc.),

Selected Findings

Prevalences

A large number of national publications have described prevalences and
trends in health behaviours among adolescents (6). A more comprehen-
sive report covering a number of countries has been prepared and pub-
lished by the Canadian HBSC group (7).

Dimensions of Health Behaviours

A number of studies have examined to what extent health behaviours are
intercorrelated, and to what extent these correlations reflect underlying
clusters or dimensions. Analyzes carried out on data from HBSC indi-
cate that there are two such underlying dimensions: (&) addictive and
risk-taking behaviours and (b) health enhancing behaviours (8,9).
Intercorrelations and clusters of intercorrelations mean that health
behaviours do not exist as separate and isolated domains, and thereby
indicates the usefulness of the notion of “lifestyles.” Furthermore, it may
be argued that there could be similarities in the processes underlying dif-
ferent health behaviours. Finally, the intercorrelations may be used in
advocating a more integrated and holistic approach to health promotion
among adolescents.

School Alienation

The previous findings in the HBSC study have clearly demonstrated that
despite iarge cross-country variations in prevelances of health behav-
iours, there is a striking similarity between countries regarding predic-
tors of health behaviours. The relationship between health-compromis-
ing behaviours and school alienation is one example. The risk of becom-
ing a smoker at an early age is particularly high among students who dis-
like school, score below average in school achievements and have no
clear plans for further theoretical education after finishing obligatory
school. These predictors are particularly important when smoking and
use of alcohol are used as criterion variables (10). These findings have
obvious implications for health, education, and promotion practices,
Since school alienation is widespread among those who develop exper-
imentation with addictive substances, health promotion aimed at influ-
encing such behaviours must develop educational approaches and mate-
rials that also appeals to those who are fed up with school.
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Socio-Economic Status and Social Reproduction

A comprehensive study of reproduction of physical activity is based on
data from HBSC (11). When parents’ occupations are rated as having
Jower socio-economic status, adolescents report being less physically
active than others. Low levels of physical activity are also found among
those who score high on school alienation. It may be hypothesized that
inequality and inequity in physical activity and other health behaviours
are reproduced from one generation to the next. Studies have shown that
a wide range of health-compromising behaviours are more common
among low-status segments of the populations in industrialized coun-
tries. Other studies have demonstrated that there is a strong association
between parents and their offspring’s lifestyles.

Promoting Physical Activity

A recent publication based on data from Nordic countries (Finland,
Sweden and Norway) has shown that goals like having fun and being
with friends are becoming increasingly important as adolescents grow
older. It is recommended that programmes promoting physical activity
among young people put less emphasis on competition and winning, and
more emphasis on pro-social activities which include cooperation, hayv-
ing fun, and sharing (14).

Social Isolation and Loneliness as Risk Factors

Adselm Eder from the Austrian team (12) has carmied out analyzes of the
relationship between indicators of social isolation and loneliness on one
hand and psychosomatic symptoms on the other. Young people who
report having few friends and other characteristics of an inadequate social
network obtain higher symptom scores. Loneliness is a particularly pow-
erful predictor. In his report on “risikofaktor einsamkeit,” Eder has found
a remarkable cross-country consistency in these associations. Similar
results have been confirmed in a separate analysis of the Norwegian data
(13). This selection of findings, mainly from international publications,
illustrate the usefulness of the data from HBSC. A large number of find-
ings have also been reported in country reports, Over time, a substantial
body of empirical as well as theory-based findings contribute to a broad
picture and a deeper understanding of health behaviour and its predictors
in the countries participating in the HBSC Swdy.

International Coordination

The HBSC study is a WHO collaborative study. Erio Ziglio at WHO-
EURO is the WHO representative, researcher Bente Wold at the
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Research Center for Health Promotion, University of Bergen is the inter-
national research coordinator, and Head of Research Chris Smith at
Health Promotion Wales is the international administrative coordinator.
NSSD (Norwegian Social Sciences Data Services) is the archive institu-
tion for the data bank.

The HBSC 1993-1994 Study

The 1993-1994 HBSC international data file consisted of 102,799 stu-
dents ages 11, 13, and 15 from 24 countries and regions within countries.
The questionnaire used had two main parts:

= core questions (included in all four HBSC surveys) which con-
sisted of demographic variables, health behaviours and lifestyle
variables (e.g., smoking, use of alcohol, food habits, physical
activity, leisure time activities etc.), and subjective health mea-
sures (e.g., reported health and happiness, psychosomatic symp-
toms, loneliness)

= [ocus guestions (focus of the 1993-1994 survey, all questions
asked in all countries) which cover the following four topics:

= school as a setting (e.g., questions on how the public perceive
aspects of the school such as the physical environment, organi-
zational structure and social support from other students, and
their teachers)

» injury-related questions (type of injuries students have experi-
enced, type of event, and type of place of the injury)

* body image and psychosocial heaith (perceptions of one’s body
in terms of physical attractiveness, height, weight, satisfaction,
emotional support form significant others, self-confidence, social
competence, etc.)

The aim of the 1993-1994 HBSC stmdy is to gain knowledge about
which aspects of the school settings are perceived by the students as safe
and good, and whether these settings are also linked to positive devel-
opment as regards academic achievement and healthy lifestyles. The
study provides bascline data on students’ health and lifestyles and on
their attiides and perceptions of their school. The analyzes that can be
done on these data will provide further insight into the associations
between children’s attitudes toward school and their health/health
behaviours. Based on these insights, the results of the study form the
basis of recommendations for education policy in order to promote a
healthy and positive environment in schools for the students. The study
provides a unique opportunity to discuss issues related to education for
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health, and is thus relevant for health promoting schools regarding envi-
ronmental strategies and health education. The study is also relevant for
education policy in general, because the findings may be applied to the
students’ view of many aspects of their school, including how to create
a better learning situation there.

Based on previous HBSC surveys, several of the participating countries
have produced educational materials such as information folders and
computer-based learning packages. Such plans also exist for the
19931994 study, which is expected to become even more popular with
the schools because of the nature of this survey’s topic.

Relevance for Europe as a Whole

As all member countries have used the same international protocol, the
data provide unique opportunities for comparing aspects of schooling
among a large number of European countries, looking at similarities and
differences in how pupils perceive their schools.

The study provides support for the new democracies in Europe that are
engaged in this Pan-European survey, such as the Baltic countries, the
Czech Republic, the Slovak republic, Poland, and Hungary. Their par-
ticipation in the project fosters interest and competence in this type of
study within their respective countries.

Many of the participating HBSC countries are also part of the European
Network of Health Promoting Schools. The international 1993-1994
protocol and the national 1993-1994 HBSC data are being used in eval-
uation of school projects within this network.

Some non-European countries—including Canada, Israel, and
Australia—have been given the opportunity to join the study. A separate
network covering selected African countries south of Sahara is current-
ly in the process of being established. This effort has been supported by
the Headquarters of the World Health Organization.
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