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Summary

Wellbeing and vitality in education (WAVE) is an education setting based health promotion initiative in

South Canterbury, New Zealand. A mixed method approach was used for assessing change over time.

Over ninety percent of education settings (94%) were participating in WAVE (n¼ 95). A total of 73 educa-

tion settings completed the questionnaire at both baseline and follow-up. Evaluation of the WAVE pro-

gramme shows that a robust partnership between health and education sectors can provide the basis for

high levels of participation and significant changes in practice across all levels of education and a whole

province. Evaluation results included that professional development for staff in some health related

topics had improved. There was evidence of increasing partnerships between schools and community.

Teachers had become role models for health messages and students had taken on leadership roles.

Although the approach was based on health promoting schools literature, early engagement with educa-

tion settings allowed the development of a local programme and branding. The overall outcome of

WAVE has been a culture change in South Canterbury, where promoting the health of students, staff and

families is becoming part of normal business for education settings. The results provide reason for opti-

mism regarding the careful use of a health promoting schools framework, working in partnership with a

range of stakeholders towards improving the health and subsequent life chances of young people.
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INTRODUCTION

WAVE (wellbeing and vitality in education) is an educa-

tion setting-based health promotion programme in

South Canterbury, New Zealand, which began in 2007.

Education settings (ES) refers to early childhood educa-

tion centres, primary schools, secondary schools and ter-

tiary providers. WAVE is based on the health promoting

schools (HPS) (Booth and Samdal, 1997) model that

grew out of the thinking behind the Ottawa charter for

health promotion. HPS encourages a focus on the com-

prehensive promotion of health in schools, recognizing

the opportunity to improve health through the education

setting (Simovska and McNamara, 2015). In New

Zealand, HPS was first piloted in Northland in 1997. By

2009, 67% of schools were participating in HPS sup-

ported by advisors from Public Health Units (PHUs) or

local government (New Zealand Ministry of Health,

2013). However, the implementation of HPS in New
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Zealand has been disjointed, with schools lacking a clear

understanding of the HPS concept (Cushman and

Clelland, 2012). WAVE was developed to support effec-

tive and comprehensive health promotion in South

Canterbury ES. This paper reports on findings from the

process evaluation carried out during WAVE’s first 5

years of implementation and the findings from the im-

pact evaluation, which reports on baseline (2007) and

follow up data collected 24 months later. It also de-

scribes the context of the implementation of the WAVE

programme.

BACKGROUND

South Canterbury is home to around 55 000 people,

with one of the oldest, most European and most rural

populations in New Zealand. It includes the town of

Timaru, with a population of around 27 000. The prov-

ince has 37 early childhood education centres (ECECs),

40 primary schools, 10 secondary schools and 8 tertiary/

alternative ES, including one Polytechnic, with approxi-

mately 16 000 students in total.

HPS initiatives began in South Canterbury in the

early 2000 s, delivered by public health nurses whose

main role was to coordinate provision of personal health

support. A small number of schools were involved. In re-

sponse to declining rolls and surplus capacity in 2004

the then Minister of Education announced a new school

network for South Canterbury which involved a number

of amalgamations and closures. In 2006 Community

and Public Health (CPH), the Public Health Unit for the

South Canterbury District Health Board (SCDHB), re-

viewed health promotion priorities and in light of

health need and government health priorities (Ministry

of Health, 2001; AHRG, 2003; Parnell et al., 2003)

re-committed to a HPS approach with significant extra

funding from SCDHB. With the introduction of WAVE

in 2007, resources (including WAVE facilitators) be-

came available to support settings across all three

spheres of HPS: (1) curriculum, teaching and learning;

(2) school organization, ethos and environment and (3)

partnerships and services (IUHPE, 2000). All ES in

South Canterbury were invited to participate in WAVE.

The original literature review, of child and youth

health promotion interventions, for WAVE supported the

HPS approach (Begg, 2006) and the evidence has

strengthened since that time. There is strong evidence

that health promotion in schools can improve children’s

health (Stewart-Brown, 2006). Healthy students learn

better; the core business of a school is maximizing learn-

ing outcomes, and schools that promote health make a

major contribution to schools achieving their educational

and social goals (IUHPE, 2009). Working in educational

environments enables health promotion programmes to

reach almost all children across all socio-economic

groups, to promote healthy behaviours (Booth and

Samdal, 1997). School based health promotion has been

shown to be effective in diverse areas of health (Aked

et al., 2010), reducing smoking uptake in young people

(Thomas et al., 2013), improving nutrition and physical

activity and reducing overweight (Waters et al., 2011;

Dobbins et al., 2013; Bleich et al., 2013; Wang and

Stewart, 2013), promoting mental health and reducing

depression, violence and substance abuse (Foxcroft and

Tsertsvadze, 2011; O’Neill et al., 2011; Weare and

Nind, 2011; Kellam et al., 2014) and reducing risk-taking

behaviours in sexual health (Underhill et al., 2008;

Shepherd et al., 2010). Progress has also been made in en-

suring better sun protection practices in schools, largely

by the Cancer Society’s SunSmart national programme in

Australia and New Zealand (Schofield et al., 1997; Giles-

Corti et al., 2004; Jopson and Reeder, 2006).

There is now strong evidence of the characteristics

consistently identified with successful health promotion

programmes in schools. At the governance level, leader-

ship by the principal and governors creates a whole

school ethos and culture where all aspects of the pro-

gramme are supported and carried through to teachers,

students and administrators (Dadaczynski and Paulus,

2015). A positive school culture that engages students

and promotes identity (whether or not a specific health

promotion programme is in place) has consistently been

shown to be associated with positive health behaviours,

increased achievement and a reduction in problem be-

haviours such as drug use and delinquency in the teenage

years (Fletcher et al., 2008; Tobler et al., 2011; Jensen

and Lleras-Muney, 2012). Weare and Nind (2011) and

Wang and Stewart (2013) have outlined further character-

istics that are shared by successful programmes, including

school policies and procedures that place a high priority

on healthy behaviours and increase collaboration among

students, teachers and other school staff. Programmes

need to be integrated into the curriculum so that they

assist the core learning goals of the school and are not

seen by teachers as an additional burden competing for

time, resources and academic achievement (Lynagh et al.,

1999; Mukoma and Fisher, 2004). A range of interactive

teaching methods should be used and the programme

must be well resourced and continue long enough to make

a lasting impact. Ideally, it should be reinforced with

booster sessions at intervals throughout the school year

to encourage lifelong health promoting behaviours.

Programmes are most likely to be implemented fully

and accurately with initial support by a dedicated
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co-ordinator, but professional development and capacity-

building for teachers is critically important so they can

take over to ensure long-term viability within the school

(St Leger and Nutbeam, 1999). International literature

points to the need for teacher willingness to engage in the

promotion of health as central to the success of health

education in schools (Jourdan et al., 2010). How teacher

competencies in health education are achieved and

put into operation within schools can be complex.

Competencies include the domains of knowledge, skills

and attitude (Moynihan et al., 2015). Teachers who have

received health promotion training tend to be involved

more frequently in health promotion projects and have a

more comprehensive approach to health education

(Jourdan et al., 2008).

School-based programmes can further promote and

reinforce their messages if they link with families and

create partnerships with the wider community. For ex-

ample, parent support and home activities that encour-

aged children to eat more nutritious food, be more

physically active and spend less time on screen-based ac-

tivities was noted by Waters et al. (2011) as an impor-

tant factor in programmes to prevent child obesity.

The HPS model includes many of the characteristics of

successful programmes reported in the above literature.

The HPS model emphasizes the ‘hidden curriculum’ con-

veyed by the whole school ethos, that is, for example, the

role modelling provided by the adults in the school, the

health and safety aspects of the physical environment and

the organization and management of the school that rein-

forces the desirable attitudes taught in the explicit (for-

mal) curriculum (Nutbeam, 1992, p. 151). The ‘hidden

curriculum’ refers to looking beyond the formal

curriculum-based education on the health of individual

children and young people to consider the interdepend-

ence of school organization, structures, procedures and

ethos and its relationships with families and wider com-

munity (Stewart-Brown, 2006). HPS also focuses on par-

ticipatory approaches and trust-based relationships and

links between children, school, families, community and

health and social services (Booth and Samdal, 1997; St

Leger and Nutbeam, 1999; Cognition Education Limited

commissioned by the Ministry of Health, 2011). A review

of the effectiveness of the HPS approach for the World

Health Organization (Stewart-Brown, 2006) found that

the most effective programmes were those that promoted

healthy eating and physical activity, and those that

worked at promoting mental health, particularly those

that emphasized conflict resolution and the reduction of

violence and aggression (Stewart-Brown, 2006, p. 16).

Stewart-Brown (2006) noted that effective mental health

promotion programmes represented a particularly good

investment for schools as they ‘. . . were likely to reduce

substance use and improve other aspects of health-related

lifestyles that may be driven by emotional distress’ (p. 17).

Early evaluation of the HPS model found areas that needed

improvement, particularly the lack of capacity building

for staff and a disconnect between health and education

goals (St Leger and Nutbeam, 1999). However, more

recently the International Union for Health Promotion in

Education’s guidelines (IUHPE, 2009) have addressed

these issues and have also noted the importance of continu-

ous, active commitment, appropriate capacity building

for staff and key partners and the provision of adequate

resources to ensure long-term sustainability (Viig et al.,

2012; Simovska and Mannix-McNamara, 2015).

WAVE was developed by CPH on the understanding

that ES are a key site for health promotion because stu-

dents are at an age when many lifestyle patterns are be-

ing established; ES are credible, authoritative

environments; almost all children and many young peo-

ple are engaged in education and ES also provide exten-

sive links into the wider community. The focus, in

accordance with IUHPE guidelines (2000: 111–112),

was on a combination of the curriculum, the environ-

ment, partnerships and school policies.

DEVELOPMENT OF PARTNERSHIPS

There is a particular emphasis in WAVE on partner-

ships. As WAVE was being established, the government

was promoting physical activity and healthy eating in

schools, and had developed new requirements for nutri-

tion as well as support for making students more active,

including a tripartite agreement between the Ministries

of Education and Health, and Sport and Recreation

New Zealand (Petrie et al., 2007). The focus of the tri-

partite agreement included establishing school/commu-

nity partnerships to provide regular, quality physical

activity experiences. In South Canterbury, a partnership

was established between SCDHB, CPH, Sport

Canterbury (the regional sports trust), the Ministry of

Education, and the ES. As part of its commitment to

WAVE, the SCDHB employed a local school principal

into a new full time position of Child and Youth

Planning Coordinator. CPH and SCDHB initiated a

meeting with Sport Canterbury and the Ministry of

Education followed by a series of road shows through-

out the district to which all education staff were invited.

Health staff recognized that to gain trust and access

within busy ES their work needed to meet everyone’s

needs, and set out to develop an approach to health pro-

motion in education that made it easier for ES to
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navigate the many organizations offering health re-

sources and to meet their new Ministry requirements.

THE WAVE PROGRAMME

Following CPH meeting with ES representatives in

2006, a local programme model was developed by CPH.

The programme’s name, ‘WAVE’ (wellbeing and vitality

in education), was the winning entry in a naming com-

petition held for students. WAVE has a stated vision of

‘supporting our children and young people to learn well

and be well’. WAVE’s key aims are:

• working in partnership to achieve better outcomes

for health and education

• addressing key lifestyle issues by focusing on the envi-

ronment (‘making the healthy choice the easy choice’)

• involving children, parents, M�aori (the indigenous

people of New Zealand) and the community

• targeting settings and communities with the highest

needs, and

• being evidence-based and carefully evaluated.

WAVE targets ES with highest need both systemati-

cally, with higher-need ES receiving more funding (ES

can apply to WAVE for funding for health-related proj-

ects), and informally. Examples of informal targeting in-

cluded canvassing M�aori students’ views, and some

schools being offered breakfast clubs where there was

an identified need.

The implementation of WAVE involved the formation

of a WAVE steering group and a working group. The

steering group is WAVE’s governance body, which is re-

sponsible for the direction, oversight and monitoring of

the programme, with representatives from local M�aori, the

district health board, government and non-government

organizations. The working group includes WAVE staff,

and representatives from the district health board, local

councils, non-government organizations and ES. The role

of this group is to share information and review progress.

WAVE extends the HPS model across all four types

of ES: early childhood, primary and secondary schools

and tertiary providers, thus providing comprehensive

promotion of health across ES in South Canterbury.

Each ES has a representative who works with a WAVE

facilitator. The WAVE facilitator helps with building re-

lationships, fostering engagement and supporting school

initiatives. Employed by CPH, facilitators spend about

one third of their time in settings. Other WAVE staff

provide specialized support to facilitators and settings

on particular health issues such as nutrition, physical ac-

tivity and M�aori health. All staff receive in-house train-

ing, as well as support to undertake generic health

promotion training. A key task for staff has been to as-

sist each ES to develop its own health action plan. While

action plans are unique to each ES, there are similarities.

For example, all ES are encouraged to establish student

health teams and to work together and support each

other in clusters, and most utilize similar forms of pro-

fessional development for teaching staff. A WAVE re-

source centre based at CPH loans a range of equipment,

such as sports gear, to ES.

EVALUATION OF WAVE

Researchers over the past two decades have continued

to highlight the challenges of evaluating school-based

health promotion programmes and determining how

best to measure success (Booth and Samdal, 1997;

Mukoma and Fisher, 2004; Lee et al., 2005; Inchley

et al., 2006; IUHPE, 2009; Pommier et al., 2010;

Cognition Education Limited commissioned by the

Ministry of Health, 2011). Measuring change in knowl-

edge may be relatively easy but knowledge gain does not

necessarily lead to behaviour change (Wang and

Stewart, 2013). Ideally, change should be evaluated not

only in individuals but also in the school as a whole, in-

cluding school policies, the physical and social environ-

ment and partnerships with families and community

groups (Lee et al., 2005). Even systematic reviews may

be unable to assess effectiveness because of the variety of

measures used to assess outcomes, the predominance of

self-report about behaviour change, and the lack of

long-term follow up (Inchley et al., 2006). The practical

possibilities and needs of school-based interventions are

not always compatible with conventional scientific rig-

our, and the RCT design may be unethical if control

schools are required not to implement health promotion

over a long period while the study is progressing in inter-

vention schools (Mukoma and Fisher, 2004). Stewart-

Brown (2006) discusses the potential inappropriateness

of the RCT design for health promotion, noting that it

may be misleading and unnecessarily expensive (p. 14)

Furthermore, while external funding and support gener-

ally focus on assisting schools to implement health pro-

motion programmes, health promotion outcomes occur

in the medium or long term, including into adult life

(St Leger and Nutbeam, 1999; IUHPE, 2009) and fund-

ing issues may dictate a shorter implementation and

evaluation time-frame that is not long enough to identify

effects (Wang and Stewart, 2013).

It is possible, however, to document sustained

changes in ES over time (Inchley et al., 2006), and the

ways that schools adapt HPS practices may be tracked

at a school or operational level. Inchley et al. (2006)
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argue that greater recognition needs to be made of the

steps schools make towards rethinking their practice

and embracing the HPS concept. In the light of New

Zealand research (Cushman and Clelland, 2012) that

suggests a continuing lack of understanding of the HPS

concept, a focus on school practices appears prudent.

WAVE’s approach to impact evaluation was in-

formed by the original HPS model, focusing on sus-

tained changes achieved in ES across the three spheres or

domains of curriculum, environment, partnerships and

school policies. The evaluation aim was to assess change

at the level of the whole-school environment over time.

The evaluation objectives were (1) to determine the im-

pact of WAVE in ES in South Canterbury and (2) to as-

sess the quality of WAVE interactions with ES.

A mixed method approach was considered most useful

for both assessing change over time (a quantitative ques-

tionnaire) and investigating the WAVE process (qualita-

tive data). As well as the impact evaluation findings,

qualitative data from the process evaluation are included

here to help illustrate some of the quantitative findings.

This evaluation was reviewed against the New

Zealand Health and Disability Ethics Committee guide-

lines (National Ethics Advisory Committee, 2006), and

did not meet the criteria for requiring review by a New

Zealand Health and Disability Ethics Committee, because

it was categorized as an audit or related activity and did

not have any of the features identified in the Guidelines as

having significant potential to cause harm. In addition,

the information collected was at a whole-school level and

did not include personal health information. Quotes have

been de-identified in evaluation reports, and quantitative

data are only presented in aggregated form.

IMPACT EVALUATION

A core structured questionnaire was developed by a

team that included public health specialists and a lead

evaluator at CPH and then adapted for each of the four

types of ES. Advisors from the local College of

Education and relevant NGOs provided advice and

comment during questionnaire development. The ques-

tionnaire, to be completed by the key WAVE contact at

the setting, covered the health issue areas of: physical ac-

tivity, nutrition, tobacco/smokefree, alcohol and other

drugs, sexual health, mental health and sunsmart.

Questions for each health issue were designed to capture

change in the HPS domains and investigated, for exam-

ple, classroom teaching, the ES environment (including

access to facilities), engagement with parents, ES policies

or guidelines (including their development, enforcement

and promotion), work with external agencies and staff

professional development. Further general questions ad-

dressed cultural inclusiveness and social and financial

barriers faced by students.

The questionnaire was administered by each setting’s

WAVE facilitator at two timepoints–baseline (2007/

2008) and follow up 24 months later (2009/2010). As

well as providing baseline data for assessment of pro-

gramme impact, completion of the initial questionnaire

provided an opportunity for ES and their WAVE facilita-

tors to identify health-related issues to address in their ac-

tion plans. To enhance consistency, WAVE facilitators

were trained to deliver the questionnaire in a standardized

way with minimal prompting.

McNemar-Bowker chi square tests were used for

comparisons of categorical variables between baseline

and follow-up. When considering differences between

groups, percentages based on a large number of respon-

dents are more likely to be precise than those based on a

small number of respondents. Selected comparisons for

baseline and follow up include measures of statistical

significance. When multiple responses for a question/

statement were possible (for example, ‘Not very well’,

‘OK’ and ‘Very well’), a chi-square test (for a two by

three contingency table) was used. This statistical analy-

sis considers the distribution of scores for each group

and the likelihood that any difference is due to chance.

The p value therefore related to the overall distributions

rather than direct comparisons within categories.

Table 1 presents the results of 18 separate comparisons,

based on 18 different questions. A significant overall

chi-square test (p< 0.05) indicates that the variables are

independent (that is responses to the question differ be-

tween baseline and follow up), but provides no informa-

tion as to which specific group is independent. Further

analysis is required to identify which particular group(s)

differ. In this paper, only the overall p value is provided.

All the data were analysed using SPSS version 17.0 sta-

tistical package (SPSS Inc. Chicago, Il, USA).

PROCESS EVALUATION

The process evaluation was based on a semi-structured

interview with the key WAVE contact at the ES, admin-

istered by the WAVE facilitator in 2008, guided by a

brief questionnaire specific to each setting type. Follow

up interviews were administered in 2009 and 2010.

Questions covered the issue areas ES had focused on, the

level of activity for those issue(s), and the contribution

from key stakeholder groups [parents, school boards,

wider wh�anau (extended family)]. Additional questions

explored ES’ overall experiences of engagement and

communication, barriers to new initiatives, work with

Education setting-based health promotion in New Zealand 5
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M�aori students and their wh�anau, key initiatives under

the umbrella of WAVE (e.g. edible gardens, breakfast

clubs and student health teams) and satisfaction with

and improvement suggestions for WAVE. Data were

analysed thematically.

WAVE gained additional funding to evaluate the pro-

gramme’s effectiveness for M�aori. A further background

paper (Tunks, 2008), based on a literature search and other

available information including Whakatataka Tuarua

(a health impact assessment tool for M�aori) included

recommendations for both programme delivery and the

evaluation. Following early process evaluation findings a

professional development session on meeting the needs of

M�aori students was organized for ES and WAVE staff.

RESULTS

Data were analysed by public health analysts at CPH.

Almost all (94%) of ES in South Canterbury were par-

ticipating in WAVE (n¼95). Over eighty percent

(84.2%) of the 95 ES participating in WAVE completed

the questionnaire at baseline and over three quarters

(76.8%) completed the questionnaire at follow-up. A

total of 73 education settings (29 ECECs, 37 primary

schools and 7 secondary schools) completed the ques-

tionnaire at both baseline and follow-up. The ES that

completed the baseline questionnaires only were ex-

cluded from the analysis (n¼ 7). Data from tertiary and

alternative education ES are not presented in this paper

due to the small number of these ES. Some questions

were not applicable to ECECs. For these questions, 44

education settings (37 primary schools and 7 secondary

schools) were included in the analysis.

DATA ANALYSIS AND PRESENTATION

There were two important considerations for data anal-

ysis and presentation. Firstly, the small number of ES in

South Canterbury, and particularly of secondary

schools, necessitated the aggregation of data across set-

ting types for increased analytical power. Furthermore,

the unit of analysis, as an individual education setting,

does not reflect the respective size of the ES. Where pos-

sible, data were aggregated across three ES types

(ECEC, primary and secondary). However, variations

between the respective questionnaires mean that either

ECECs or secondary schools were excluded from the

analysis for some questions. Data on sexual health edu-

cation are not included as between-setting differences

in questions did not allow aggregation. Secondly, the

questionnaires were designed for both project imple-

mentation and evaluation. The questionnaire yielded aT
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large amount of data, of which only a subset relating to

impact measures is presented here.

As detailed in Table 1, the results of the impact evalua-

tion for the health issues of particular concern to this project

are presented within the health promoting school domains.

CURRICULUM: TEACHING AND LEARNING

In the curriculum area of nutrition, there was a shift in

classroom teaching as reported by the key WAVE con-

tacts at ES, over the 5 years of WAVE. Statistically sig-

nificant differences were reported in how well classroom

lessons gave students the opportunity to practice skills

rather than learn only facts (p<0.001), with almost one

quarter (23%) of ES reporting they did this very well at

baseline compared to almost half at follow up (47%). In

secondary schools, primary schools and ECECs com-

bined, meeting of staff needs for professional develop-

ment changed significantly in the area of nutrition

(p¼ 0.004), with 46% of ES reporting doing this very

well at baseline, compared with 68% at follow up. How

well ES were reported to meet staff needs for profes-

sional development in the area of smokefree showed sig-

nificant differences when comparing baseline to follow

up (p¼ 0.001). Thirty six percent of ES reported doing

this very well at baseline compared to 66% at follow up.

Reported classroom coverage of alcohol-related

topics also showed significant difference across the rele-

vant ES (p¼ 0.03). Few ES felt they covered this topic

well at baseline (17%) compared with 39% at follow

up. There was a significant difference in how well the

mental health related topic of discrimination was cov-

ered in high schools and primary schools (p¼ 0.02).

Over forty percent of ES at baseline thought discrimina-

tion was covered very well compared with 70% at fol-

low up. While there was little change in how well the

sunsmart topic of hats was covered in primary schools,

the baseline was very high, with 89% of ES reporting

that they covered the topic very well (compared with

91% at follow up). At baseline, few primary schools re-

ported that they covered the sunsmart topic of sun-

glasses very well, increasing to 27% at follow up.

Process evaluation findings relevant to this sphere of ac-

tivity indicated that ES valued professional development

opportunities and the curriculum support provided by

WAVE was widely valued:

Certainly as a teacher, it is a large task to try and holisti-

cally encompass the whole range of our curriculum so it

is great having WAVE that is supportive when we are

moving into the different areas like nutrition or cultural

development. (Pre-school)

PARTNERSHIPS AND SCHOOL POLICIES

There was some evidence of increasing partnerships be-

tween schools and community. Almost half of all ES re-

ported at baseline that they were working very well with

families to ensure students had breakfast and lunch

(48.5%) and this had increased to over half at follow up

(54%). There was a significant difference between base-

line and follow up at avoiding activities which could ex-

clude children for financial reasons (p¼0.01). Over

three quarters of ES reported doing ‘very well’ at avoid-

ing activities which could exclude children for financial

reasons. This proportion increased over the 5 years of

WAVE (57% at baseline compared with 77% at follow

up). There was a significant difference between baseline

and follow up in addressing the needs of M�aori students

in terms of linking with local iwi (the M�aori language

word iwi means extended kinship group or tribe)

(p¼ 0.03). At baseline, over half of all ES reported not

doing very well at addressing the needs of M�aori stu-

dents in terms of linking with local iwi (51%). At follow

up this had reduced to 37%.

Process evaluation results indicated that the wider

community had become involved in the WAVE project,

including parent committees, ES governance groups,

staff, parents, iwi, contractors and service organizations.

ES were also keen to know what others were doing as

part of WAVE, with transfer of ideas and initiatives be-

tween ES, and intersectoral collaboration and its explicit

benefits were valued by ES:

The combination of the two sectors, health and educa-

tion, working together has been positive. The school

now has links with CPH. . . It has been a successful ini-

tiative and has been a catalyst for school health achieve-

ments (Primary School).

ENVIRONMENT: PHYSICAL AND SOCIAL
SETTINGS OF SCHOOLS

There were non-significant improvements in encourag-

ing students to be active.

The related process evaluation results indicate that a

diverse range of activities had been facilitated by

WAVE. Teachers had become role models for health

messages and students had taken on leadership roles,

with student health teams an increasingly important

part of the process. Process evaluation also provided im-

portant insights into the WAVE approach. Facilitators

were considered WAVE’s most essential element. Access

to specialist health promotion expertize was also valued

by ES, as were the Resource Centre, professional
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development activities, and financial support from

WAVE. Most ES reported they had been moderately or

very active with WAVE activities and ES reported feel-

ing increasingly supported by WAVE over the period of

the evaluation. Many projects and activities had ad-

dressed more than one health issue, with nutrition and

physical activity a particular focus for ECECs and pri-

mary schools. Barriers to participation in health promo-

tion activities identified included: lack of time for both

parents and teachers; transport in rural communities;

parents’ belief that health promotion is the role of teach-

ers and some parents’ lack of confidence.

DISCUSSION

There are challenges in evaluating HPS initiatives, includ-

ing debate about which outcomes should be measured. In

line with IUHPE recommendations, WAVE took a com-

prehensive approach, focusing on the whole education

setting, and including all ES from early childhood right

through to tertiary institutions. Focusing on changes in

ES’ curriculum, environment, partnerships and policies,

assessed at the whole-setting level, enabled the demon-

stration of change in each of the three HPS spheres.

Outcomes of HPS are complex, as noted by

Simovska and Mannix-McNamara (2015: vi) ‘Schools

are not a ‘black box’ into which agencies can put pro-

grams and resources and expect a reduction in x, y and z

in the health and sustainability fields.’ However, it is

possible to develop competencies (understandings and

skills) that enable students to take action to reduce risk

behaviours both now and in the future (Simovska and

Mannix-McNamara, 2015). A number of significant re-

sults of the WAVE evaluation cluster around the curric-

ulum teaching and learning domain of the HPS

framework. These relate predominantly to the reporting

of improved coverage of health topics.

Significant results were also achieved related to op-

portunities for professional development and, in some

cases, change in teaching style towards more experien-

tial forms of learning. Experiential learning (Kolb,

1984), involving different forms of learning by doing,

has been identified as important for the absorption and

retention of information. The formal curriculum, ac-

cording to Booth and Samdal’s (1997) re-worked HPS

guidelines, should provide sufficient information to al-

low students to make informed choices about their

health, foster the development of a range of skills rele-

vant to physical and psychosocial health and support as-

pects of personal development. In order to achieve this

goal, teachers need to have expertize and confidence in

the health-related topics they teach. An important part

of honing expertize and confidence is engagement in

professional development. This is especially so for the

areas that WAVE aimed to influence as they are not al-

ways part of teachers’ training. As indicated in Table 1,

ES reported that a range of areas were covered better in

the classroom at follow-up than at baseline. These were

also areas that staff said the ES facilitated professional

development well. Professional development does not

simply consist of formalized instruction. As Richter

et al. (2011: 116) note, professional development is ‘the

uptake of formal and informal learning opportunities

that deepen and extend teachers’ professional compe-

tence, including knowledge, beliefs, motivation and self-

regulatory skills’. Institutionalizing professional devel-

opment around health promotion fields is likely to sup-

port teaching and learning by building capacity as well

as embedding a clearer understanding of the HPS con-

cept (Cushman and Clelland, 2012).

Partnerships between schools and communities have

been identified as important in reinforcing a range of

health promoting behaviours (Kahn et al., 2002; Carson

et al., 2011; Waters et al., 2011). If young people are re-

ceiving consistent or more consistent messages they will

have less conflict about what is desired. At a deeper

level, however, HPS can also play a role in working with

families to help to provide the conditions required for

learning, such as the importance of breakfast and lunch.

The breakfast clubs that some schools set up are an ex-

ample of this linkage. Families may resist such attempts

to assist due to pride or shame, so effective partnerships

between schools and communities are vitally important

to the success of these types of initiatives. Effective local

partnerships that benefit learners also rely on under-

standing the community enough to know what might

exclude students from particular activities. Students may

feel excluded due to religious beliefs, cultural commit-

ments or cost, for example. Social exclusion has been

found to be a key determinant of health (Wilkinson and

Marmot, 2003), so its avoidance is highly desirable. The

improvements that ES made in identifying exclusionary

activities and working more closely with iwi indicate

raised awareness and possibly confidence in this area.

Although Carson et al. (2011) identify multicomponent

programmes involving partnerships between schools,

families and local retailers as effective in reducing smok-

ing uptake amongst young people, the issues involved in

engaging retailers are considerable. This is however an

area that could be revisited as smoking continues to be

de-normalized in New Zealand, and with some small re-

tailers deciding to cease selling tobacco (Logie, 2014)

the changing environment may make the ground more

fertile for change.
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In terms of physical and social environments, the

number of non-significant improvements in encouraging

students to be active highlights the challenge of demon-

strating change over a small number of ES and a rela-

tively short timeframe. However, the range of activities

with overall positive changes is noteworthy, lack of sta-

tistical significance notwithstanding. Qualitative data

highlighted the increasingly important role of the

WAVE student health teams. Paakkari and Paakkari

(2011, p. 133) have explained, a key part of health edu-

cation in schools should be to ‘develop students’ ability

to define their own beliefs, identity and social relations’.

In light of the findings of this evaluation there has

been further promotion of WAVE in South Canterbury,

with WAVE continuing to strengthen partnerships with

ES to work together to address the needs of M�aori stu-

dents, and the WAVE funding process has been reviewed

to strengthen the equity focus. The evaluation methodol-

ogy has been revised to reduce the time burden on ES.

Limitations

Some methodological limitations should be noted. The

impact questionnaire, although facilitator-administered,

relied on self-report from the school representative(s)

whose characteristics (e.g. role, number of staff involved)

may have varied both between ES and within a setting

over time. Similarly, as baseline results were presented

back to ES it is possible that the reports of initial results

influenced responses to the follow up questionnaire.

However, given that the results are mixed, it seems un-

likely that this has had a significant impact on the results.

CONCLUSION

The impact of WAVE and the quality of WAVE interac-

tions with ES in South Canterbury were demonstrated by

high levels of participation and significant changes in

practice across all levels of education and a whole prov-

ince. This study shows that a robust partnership between

health and education sectors can provide the basis for

these results. A high level of engagement was achieved,

with almost all ES in the province participating. The

achievements noted were based on a strong partnership

between health and education sectors. Although the ap-

proach was based on HPS literature, early engagement

with ES allowed the development of a local programme

and branding. Partnership was maintained at the opera-

tional level by a strong facilitator presence in ES. Project

co-ordination also involved health, education and other

providers, and the ongoing governance group reflects

partnership between health, education, sports and local

iwi. Such partnership or collaboration across a number of

areas is in line with HPS principles.

The overall outcome of WAVE has been a culture

change in South Canterbury, where promoting the

health of students, staff and families is becoming part of

normal business for ES. The partnership is ongoing,

with continued commitment of health, sport, education

and iwi. Evaluation of WAVE is also ongoing but has

been modified to reduce the burden on ES. From 2013,

the results of the process and impact evaluation have

been reported alongside a new set of health and educa-

tion outcome indicators based on routinely collected

data, for the province, developed by CPH. These results

provide reason for optimism regarding the careful use of

a HPS framework, working in partnership with a range

of stakeholders towards improving the health and subse-

quent life chances of young people.
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Baumert, J. (2011) Professional development across the teach-

ing career: teachers’ uptake of formal and informal learning

opportunities. Teacher Education and Training, 27, 116–126.

St Leger, L. and Nutbeam, D. (1999) Evidence of effective health

promotion in schools. In Boddy, D. (ed), The Evidence of

Health Promotion Effectiveness: Shaping Public Health in a

New Europe. European Union, Brussels.

Schofield, M., Edwards, K. and Pearce, R. (1997) Effectiveness

of two strategies for dissemination of sun-protective policy in

New South Wales primary and secondary schools. Australian

and New Zealand Journal of Public Health, 21, 743–750.

Shepherd, J., Kavanagh, J., Picot, J., Cooper, K., Harden, A.,

Barnett-Page, E. et al. (2010) The effectiveness and

cost-effectiveness of behavioural interventions for the pre-

vention of sexually transmitted infections in young people

aged 13-19: a systematic review and economic evaluation.

Health Technology Assessment, 14, 1–206.

Simovska, V. and Mannix-McNamara, P. (eds) (2015) Schools

for Health and Sustainability: Theory, Research and

Practice. Springer, Netherlands.

Stewart-Brown, S. (2006) What is the Evidence on School

Health Promotion in Improving Health or Preventing

Disease and, Specifically, What is the Effectiveness of the

Health Promoting Schools Approach? Copenhagen, WHO

Regional Office for Europe. http://www.euro.who.int/__

data/assets/pdf_file/0007/74653/E88185.pdf (5 December

2014, date last accessed).

Thomas, R. E., McLellan, J. and Perera, R. (2013) School-based

programmes for preventing smoking. Evid.-Based Child

Health, 8, 1616–2040.

Tobler, A. L., Komro, K. A., Dabroski, A., Aveyard, P. and

Markham, W. A. (2011) Preventing the link between SES

and high-risk behaviors: ‘value added’ education, drug use

and delinquency in high-risk urban schools. Prevention

Science, 12, 211–221.

Tunks, M. (2008) M�aori Health Outcomes Literature Review

for the South Canterbury WAVE Project: Report to

Community and Public Health.

Underhill, K., Montgomery, P. and Operario, D. (2008)

Abstinence–plus programs for HIV infection prevention in

high-income countries. Cochrane Database of Systematic

Reviews Issue 1. Art. No. CD007006.

Viig, N., Fosse, E., Samdal, O. and Wold, B. (2012) Leading and

supporting the implementation of the Norwegian network

of health promoting schools. Scandinavian Journal of

Educational Research, 56, 671–684.

Wang, D. and Stewart, D. (2013) The implementation and

effectiveness of school-based nutrition promotion

programmes using a health-promoting schools approach:

a systematic review. Public Health Nutrition, 16,

1082–1100.

Waters, E., de Silva-Sanigorski, A., Burford, B. J., Brown, T.,

Campbell, K. J., Gao, Y. et al. (2011) Interventions for pre-

venting obesity in children. Cochrane Database of

Systematic Reviews Issue 12. Art. No. CD001871.

Weare, K. and Nind, M. (2011) Mental health promotion and

problem prevention in schools: what does the evidence say?

Health Promotion International, 26, i29–i69.

Wilkinson, R. and Marmot, M. G. (eds) (2003) Social

Determinants of Health: The Solid Facts, 2nd ed. World

Health Organization, Copenhagen, Denmark.

12 K. Calder et al.

Downloaded from https://academic.oup.com/heapro/advance-article-abstract/doi/10.1093/heapro/dax076/4600571
by Canterbury Medical Library user
on 19 December 2017

http://www.educationcounts.govt.nz/publications/schooling/25204/2
http://www.educationcounts.govt.nz/publications/schooling/25204/2
http://www.euro.who.int/__data/assets/pdf_file/0007/74653/E88185.pdf
http://www.euro.who.int/__data/assets/pdf_file/0007/74653/E88185.pdf

	dax076-TF1
	dax076-TF2

