Health Promoting School as effective strategy to promote positive
development of children

Global drive for improving health in education setting

In 2011, United Nation adopted ‘The Declaration of the High-level Meeting of the
General Assembly on the Prevention and Control of Non-communicable Diseases
(NCD)’' and the key to this agenda is action to reduce risk factors and create health
promoting environments through:“...the implementation of multi-sectoral, cost-effective,
population-wide interventions in order to reduce the impact of the common
non-communicable disease risk factors, namely tobacco use, unhealthy diet, physical
inactivity and harmful use of alcohol, through the implementation of relevant
international agreements and strategies, and education, legislative, regulatory and fiscal
measures.” (UN, 2011). The priority health-risk factors/behaviors such as high
cholesterol, high blood pressure, obesity, smoking and alcohol contributing to the
leading causes of mortality and morbidity later on in life are often established during
youth period and extend to adulthood and there is overwhelming evidence that
prevention is possible when sustained actions are directed both at individuals and
families; as well as the boarder social, economic and cultural determinants of NCD
(Mant, 2004). Unfortunately we are still observing high prevalence of those youth risk
behaviors in many countries both east and west (Eaton et al, 2010; Rowe, 2005; Lee
and Keung, 2012). We can expect similar global trend even in developing countries as
the prevalence of overweight and obesity has increased more markedly in developing
countries (Swinburn et al, 2011). The prevalence of overweight has increased 28 times
between 1985 and 2000 in mainland China (Wu, 2006), and the rise of overweight and
obesity was followed by the rising prevalence of hypertension from just 10% in 1980 to
over 50% in 2008 paralleling China’s rapid economic growth (China MoH, 2009;
Whelton et al, 2004). The 45th session of the UN Commission on Population and
Development, held in New York from April 23 to 26, has chosen Adolescents and Youth
as its central theme (Editorial, 2012).

The United Sustainable Development Goals 2030 (SDG 2030) has stipulated two
important goals for healthy and positive childhood development: “Ensure healthy lives
and promote well-being for all at all ages” (SDG Goal 3) and “Ensure inclusive and
equitable quality education and promote lifelong learning opportunities for all” (SDG
Goal 4). With fasting growing economy and rapid pace of urbanization, we are
exposing our young generation to live in a risk society, with increasing ecological and
socioeconomic risks (e.g., increasing health inequalities) and increasing
individualization. The factors account for substantial morbidity and mortality for
children in developed countries are highly interrelated with socioeconomic, behavioral,
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and biological characteristics (Sidebotham et al, 2016). The WHO Commission on
Social Determinants of Health (CSDH) examined the inequitable access to health and
education as well as the factors constituting the social determinants of health (CSDH,
2008). CSDH emphasized the importance of early life investment in health by risk
minimization of obesity, malnutrition, mental health and non-communicable diseases
(NCD) as well as enhancement of physical and cognitive developments (Marmot et al,
2008). Astrong link between education and health is very much needed to tackle the
social determinants of children’s health and effective intervention needs to consider the
diversity of the condition of places where children spent most of their time, i.e., school
(Lee and Cheung, 2017).

There have been many published evaluations of school health initiatives in the last
twenty years suggesting that the way the school is lead and managed, the experiences
students have to participate and take responsibility for shaping policies, practices and
procedures, how teachers relate to and treat students and how the school engages with
its local community (including parents) in partnership work, actually builds many health
protective factors and reduces risk taking behaviour (Steward-Brown et al, 2009).
Many of these gains have occurred without a specific health ‘intervention’, and a whole
school approach with a caring school social environment being the most effective way in
achieving both health and educational outcomes (Blum et al, 2002). The Social
Development Model hypothesizes that children learn from their social environment the
patterns of behaviors, social or anti-social, and when socializing processes are
consistent with development of social bond of attachment, it inhibits behaviors
inconsistent with the beliefs held (Catalano et al, 2004).

Evolution of robust system of monitoring and evaluation of Health Promoting
School

During the eighties, the World Health Organization has initiated the concept Health
Promoting School (HPS) movement moving beyond individual behavioural change and
to consider organizational structure changes for health improvement (WHO, 1996). This
includes improvement in school physical and social environment, active promotion of
the self-esteem of all pupils by demonstrating that everyone can make a contribution to
the life of the school, development of the education potential of the school health
services beyond routine screening towards active support for the curriculum, and
development of good links between the school, home and the community. In Hong
Kong, the academic Centre for Health Education and Health Promotion of the Chinese
University of Hong Kong (CHEP) has developed a comprehensive framework of HPS
with indicators for monitoring and evaluation (Lee et al, 2005). The indicators were
developed with intention to guide practice and actions for improvement based on
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evidence and theory of HPS and structured on the six key areas according to WHO
guidelines (healthy school policies, personal health skills/action competencies for
healthy living, school physical environment, school social environment,
community link and school health services/school health care and promotion
services). The approach can be regarded as an ecological model for health
improvement as health is addressed by a complex interaction of environmental,
organisational, and personal factors. It has shown to ensure sustained positive
changes and encouraging the schools to address the intertwined social, educational,
psychological, and health needs of school children (Lee et al, 2006; Lee et al, 2008; Lee
et al, 2014; Lee et al, 2016).

Evidence has been gathered extensively about what schools actually do in health
promotion using the HPS framework (Lee et al, 2007; Marshall et al, 2000). Building
on the evidence, award schemes on HPS were developed in England and Hong Kong
showing positive award-related changes in terms of children’s health behaviors, and that
the awarded schools have a more health promoting culture and organization than those
non-health promoting schools (Lee et al, 2006; Moon et al, 1999). HPS would exert
synergistic effect among the stakeholders (home, school and community) to improve
health and well-being of students. The holistic approach of HPS cutting across the
wide domains of schooling would also become a strong mediator to improve learning
and social outcomes of the students.

The WHO framework of HPS is only an outline. Langford et al (2014) conducted
Cochrane Review of WHO Health Promoting School framework for improving the health
and well-being of students and their academic achievement. The results of the review
have certain health outcomes but the review was based only on 67 included
cluster-randomised controlled to provide evidence for the effectiveness of some
interventions based on the HPS framework for improving trials taken place at the level of
school, district or other geographical area. The Randomised Controlled Trial (RCT)
design does not necessary lend itself to outcomes involving organizational or structural
change as the statistical assumptions underpinning RCT are not valid reflecting
organisational or structural change so limited conclusion can be drawn. Inchley et al
(2006) challenged the view that HPS initiatives would lead to immediate change at the
individual level and argued that potential markers of success associated with process
should be identified as a means of supporting schools and teachers and indicators of
HPS should highlight the ways in which schools are able to adopt HPS principles
successfully and the conditions to be in place for the HPS concept to flourish. A
broader perspective on evidence is needed for health promotion particularly in dealing
with complexity of school system (Rowling and Jeffreys, 2006). Paper by Joyce et al
(2017) asserts the importance of monitoring data, such as audits adopted by CHEP for
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Hong Kong Healthy School Award to motivate change.

One should build on the experience of monitoring and evaluation of HPS movement in
Hong Kong matching the science emerged on development of children and adolescent
with evidence of HPS effectiveness to consolidate a framework for positive and healthy
living for children leading to adolescence and adulthood. In this manual, it will discuss
the rationale of the six key areas, their values and impacts on health and education.
There are specific questions reflecting the core indicators of success for each key area
so individual school would evaluate their performance. It will provide guidance for
schools to get a good start in developing Health Promoting School for better health and
education of children and adolescents.

Professor Albert Lee
MB BS (Lond) LLB (Lond) DCH (Irel) MPH (CUHK) LLM (CityU-HK) MD (CUHK) HonFFPH (UK) FRCP (Lond & Irel)

FRACGP (Aus) FHKAM(FamMed) FACLM (Aus) FCIArb (UK)

Click here to see this manual
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BEIBITRAEN (MBMARMEEM ) MBARARTEUZRT RN —REL
1558 LEBRREWILEANFTHITRA (Catalano et al, 2004 ) o
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