Health Promotion International Advance Access published May 6, 2016
Health Promotion International, 2016, 1–8
doi: 10.1093/heapro/daw034
PERSPECTIVES

PERSPECTIVES

Evaluating for impact: what type of data can assist
a health promoting school approach?
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Summary
There is debate within the health promoting school (HPS) movement on whether schools should monitor health behaviour outcomes as part of an evaluation or rely more on process type measures, such as
changes to school policies and the physical and social environment which yield information about (in)
effective implementation. The debate is often framed around ideological considerations of the role of
schools and there is little empirical work on how these indicators of effective implementation can inﬂuence change at a policy and practice level in real world settings. Information has potentially powerful
effects in motivating a change process, but this will vary according to the type of information and the
type of organizational culture into which it is presented. The current predominant model relies on process data, policy and environmental audit monitoring and benchmarking approaches, and there is little
evidence of whether this engages school communities. Theoretical assertions on the importance of
monitoring data to motivate change need to be empirically tested and, in doing so, we can learn
which types of data inﬂuence adoption of HPS in which types of school and policy contexts.
Key words: health promoting schools, policy, evaluation methodology

INTRODUCTION
The Health Promoting School (HPS) model is the most
common framework for school-based health intervention
and utilizes a socio-ecological approach that considers
traditional classroom education as a part of and closely
related to the broader social and physical environment
of the school (St Leger and Young, 2009). There are variations on the HPS model but they commonly include the
following areas of intervention: school policies, the social
and physical environment of the school, curriculum,

and family and community partnerships (Young et al.,
2012). A variety of reviews on school interventions
have provided evidence which demonstrates that wholeof-school, multifaceted interventions can inﬂuence health
behaviours as well as enhance emotional and social
well-being (Stewart-Brown, 2006; Peters et al., 2009;
De Bourdeaudhuij et al., 2011). However, research has
also noted that schools have found it difﬁcult to implement the HPS model in its entirety (Stewart-Brown,
2006; Adamowitsch et al., 2014), while others have
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CQI design can be transformative (Mertens, 2013), in
that it has the potential to change the community or organizational context and inﬂuence health outcomes.
However, it is not a fait accompli that providing information will motivate change and the interaction between
different information types and the particular culture
and dynamics of the organization will inﬂuence in what
way (if at all) change takes place (Rogers and Williams,
2006).
This paper will contend that monitoring health behaviour outcomes could be useful in motivating engagement
in HPS for some schools. Ongoing monitoring of health
and well-being data can provide motivation for a community or setting to act in addressing an issue that the data
reveals as concerning (Mrazek et al., 2007). However,
there are a number of valid concerns about the use of
health outcome measurement in schools. The argument
against measuring health behaviour outcomes is that
there could be cohort effects, where some student intake
groups may be healthier than others, the degree of inﬂuence schools have on health behaviour outcomes is
limited, and that measuring outcomes may promote complacency if schools can see they have achieved certain outcomes (Hodgins and Grifﬁths, 2012). Furthermore, the
current models may be very useful as a frame of reference
in guiding implementation when the other factors known
to inﬂuence change (external change agents and effective
internal leadership) are in place. They may also be a
more cost effective means of monitoring progress relative
to collecting behavioural or attitudinal data. Thus there is
a need for research that examines under what school
contexts and circumstances process and/or outcome indicators are best able to motivate and assist a change process, and what these indicators might be.
As will described throughout the paper, how data inﬂuences implementation is a research question not yet explored in school health promotion. Given that schools
are highly complex environments nested within highly
complex policy and social contexts, similar to programmes, different types of data will have different effects in different schools. This then requires a reframing
of the debate away from either choosing a process or outcomes evaluation approach to one that examines under
what circumstances different types of data are able to assist the HPS approach. This paper will outline the current
dominant model being used for HSP evaluation across
schools in the USA, Asia and Europe, the limitations of
the evidence underpinning these approaches, and then
make some recommendations about the type of research
required to provide a stronger evidence base for policy
and practice.
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argued that it is not possible within a crowded curriculum to implement multiple programmes each covering
separate health issues (Bond and Butler, 2009).
The policy response to this challenge of time and resource constraints has been to develop a self-managed
continuous quality improvement approach. This is evident
in the design of the School Health Index (SHI) from the
USA (Centers for Disease Control and Prevention, 2014),
the National Healthy Schools Programme (NHSP) from
the UK (Arthur et al., 2011) and the recently developed
Achievement Programme in Victoria, Australia (Department of Health, 2015). All these programmes share a common process of developing action teams, auditing current
programmes and policies, identifying areas for action, and
monitoring progress. In this way, schools choose a select
number of programmes and strategies that best suit their
needs. This resembles a continuous quality improvement
(CQI) approach that is recommended for complex intervention settings such as schools, where implementation
can vary according to context and there is a need for
practitioners and policy makers to constantly reﬂect on
and reﬁne their work (Green, 2008). While the process
seems sound, this paper argues that the ability of these
CQI models to engage school communities has not
been adequately tested, particularly with regard to the
policy and programme audit aspects. This represents a
signiﬁcant research gap considering the potential of the
CQI design.
It has been noted that CQI methods have the advantage of being able to harness the Hawthorne effect as an
intervention technique to motivate improvements in
performance and attainment of goals (Rowe, 2009).
The Hawthorne effect is a classic threat to validity
where change occurs not through the intervention but
due to the motivation of knowing that you are being
observed (Rowe, 2009). However, from an implementation perspective this is not a threat to validity but
rather a potential leverage point to positively inﬂuence
performance and attainment of goals. It is widely commented that meaningful and accurate information can
be a very strong motivator to take action and begin a
change process (Meadows, 1999; Mrazek et al., 2007;
National Cancer Institute, 2007; de Savigny and
Adam, 2009).
Meadows (Meadows, 1999) identiﬁes feedback loops
as a powerful tool for change and CQI methods have the
capacity to help identify, and therefore act on, such feedback loops. Meadows (Meadows, 1999) considers that
information itself can have a more powerful effect on
organizational and behavioural change than the actual
programmes. Viewed in this way, the data collected in a
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CURRENT RECOMMENDATIONS FOR
HPS EVALUATION AND ITS
OPERATIONALISATION IN POLICY
AND PRACTICE

The evaluation of the NHSP provides a case study of
the use of monitoring process data in schools (Barnard
et al., 2009). The NHSP is a whole of school accreditationbased programme that has been running in the UK schools
in various forms since 1999. To achieve National Healthy
Schools Status (NHSS) schools need to meet standards
across four themes: personal, social and health education
(inclusive of sex education, relationships education and
drug education); healthy eating; physical activity; and
emotional health and well-being (including bullying).
This programme represents a typical process monitoring
approach where schools are encouraged to self-assess
their progress according to the set criteria, typically
around policy standards and activity provision, and then
implement changes to improve their performance against
those standards.
Overall there was considerable variance in use of the
NSHP, with some schools seeing the programme as a
way to drive new initiatives and programmes, although
this was often within a context of an existing approach
to a particular issue rather than a more substantial change
to school policy and practice on drug use for example
(Arthur et al., 2011). Other schools, particularly when
they had already met the majority of the criteria, used
the self-assessment as a reﬂective process for current activities or more simply as a ‘tick box exercise to validate existing practice ( p. 6)’. It was concluded that where change
did take place within the school environment the NSHP
assisted schools in supporting the change that was already
planned. One of the potential limitations with accreditation programmes is that they may not inspire a change
process, rather settings will document existing practice
which was the experience of the NHSP (Arthur et al.,
2011). What would be particularly interesting and important to explore is the contextual situation of the small
percentage of schools that did embrace the NSHP as a
mechanism to change policy and practice and how this differed from the majority of schools that did not change.
And further whether among the schools that did not
change practice, the NSHP provided a validation of existing programmes that helped consolidate sustainability.
The SHI is a widely adopted planning guide for the US
schools on how to implement a whole school health promotion approach (Centers for Disease Control and
Prevention, 2014). The 2014 version has six health topics
that can be addressed: physical activity and physical education, nutrition, tobacco, asthma, safety and sexual
health. There are training modules provided on eight topics related to domains of a whole school approach such
as curriculum, policies, health promotion for staff and
community partnerships. After each module there is a selfassessment checklist that school teams can use to identify
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There have been recent recommendations that the use of
process data rather than health behaviour outcome data
is an appropriate means of evaluating health promotion
interventions in schools. Young et al. (Young et al.,
2012) produced a document for the International Union
for Health Promotion and Education (IUHPE) outlining
methods for monitoring and assessing HPS initiatives
(hereafter referred to as ‘The IUHPE Report’). The authors
recommend that schools can use accreditation type programmes which commonly measure changes to school
policy and parent and community connections as a
means of tracking progress. A limitation of this recommendation is that there is no evidence provided of whether
accreditation type programmes alone are effective in motivating schools to begin a process of change in the school
environment. The research cited in the IUHPE report was
derived from research and programmes that simultaneously used multiple evaluation methods and thus it is not possible to ascertain how schools used each of the data
sources generated from the variety of methods.
The research and programmes cited in the IUHPE report each had a number of different evaluation methods
which might have been instrumental in motivating change
(Young et al., 2012). For example, they referenced the
work of a research project undertaken in Hong Kong
where it was concluded that the audit programme was effective in providing schools direction for health promotion
implementation (Young et al., 2012). The Hong Kong
audit programme was being used as one of a number of
measures and equally the other data sources such as
data on health outcomes for students could have been a
motivator for schools (Lee et al., 2005a,b). Furthermore,
the schools participating in the Hong Kong research project were visited by a team of health promotion coordinators and school documents were reviewed, observations of
the school environment were made and interviews with
school personnel took place. This research did not provide
any evidence of whether accreditation type programmes
by themselves are effective in motivating change in a
school environment. Thus while we can make general recommendations about the importance of information in
motivating a change process (Meadows, 1999), it is not
clear that accreditation programmes themselves inﬂuence
any change. This becomes an important issue because in
real world applications it is often only process measures
that are used to monitor and evaluate practice (Dooris,
2006).

3
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role to be less intensive and more of guidance for schools,
it is unclear the extent to which this model would still be
as effective and if it could be replicated at large scale
(Edwards, 2010). There is a considerable research gap in
understanding how data itself can inﬂuence engagement
with the HPS, which could be of particular importance
for schools lacking either administrators with a preexisting interest in health and well-being and where access
to external facilitation resources is lacking.

EVALUATING THE IMPACT OF DIFFERENT
TYPES OF DATA
While CQI designs are endorsed for complex practicebased interventions, there is little research into the effectiveness of CQI models and the contextual factors that inﬂuence its effectiveness (Brennan et al., 2012). Where
there has been evaluation work completed of CQI models,
it has mainly taken place in hospital settings and to a lesser
extent, primary care (Brennan et al., 2012). Empirical research that has taken place in primary care settings examined the contexts in which the CQI was able to improve
practice (Schierhout et al., 2013). These contextual factors
in settings where CQI was deemed to improve practice included a shared understanding of the role and importance
of the data, supportive management, effective partnerships, and skills and consistency of staff (Schierhout
et al., 2013).
Another evaluation examined the use of a CQI design
within a mental health service (Colton, 1997). Colton
(Colton, 1997) was critical of the narrow application of
CQI within health care and human service organizations.
He traced the origins of CQI to business and industry
where CQI was traditionally used to identify and address
sources of variation in production processes leading to
uniformity in outcome. He suggested that the standardized and quantiﬁable method of CQI being adapted
from business may not suit all health service contexts.
And it may not capture the emergence of something
novel that could be of beneﬁt to the organization and its
constituents.
Colton (Colton, 1997) surveyed health staff about
what information is meaningful to them and how it
could be presented to assist their practice. Colton discovered in this case study that the information needs of
clinical and administrative staff differed and that collaboration was required to ensure ‘meaningful processes are
identiﬁed for CQI monitoring ( p. 282).’ It was also recommended that multiple methods are used for a CQI
approach within health care and human service organizations. There seems to be very little research of this nature in
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strengths and areas requiring improvement. The planning
guide outlines the steps in this planning process with the
aim of ensuring a collective agreement on the strategies
to implement.
An assessment of SHI implementation undertaken in
2006 from a sample of 1103 schools (response rate of
77.9%) found that on average schools were meeting just
under half of the items in the safety and nutrition modules
with lower ﬁgures for the health education and physical
education modules (Brener et al., 2011). The overall reﬂection was that schools were implementing a subset of the
recommendations for any given issue rather than in its entirety. It is not clear also from this research to what extent
the SHI was guiding implementation or merely the research was documenting existing practice that aligned
with SHI criteria. More in-depth case study and intervention analysis of SHI implementation has revealed that the
SHI in itself is insufﬁcient to motivate programme and policy change, and that factors such as external facilitation,
effective internal leadership in pursuing a change agenda,
and ﬁnancial incentives are the forces required for implementation to occur (Sherwood-Puzzello et al., 2007;
Belansky et al., 2013).
Belansky et al. (Belansky et al., 2013) compared
schools doing the SHI by themselves against schools that
participated in what they termed ‘Intervention Mapping’
which among other things involved an external facilitator
leading the school through a planning process that consisted of 12 meetings ∼2 h in duration across 2 years of implementation. Those schools receiving this level of support
made signiﬁcantly more progress on effective policy and
environmental change. What was not a factor manipulated in this study was the type of data provided to schools.
The authors acknowledged that not having behavioural
data was a limitation of the evaluation. It could also be
construed that this was a limitation of implementation
and that manipulating the type of information provided
to schools would have been another interesting factor to
compare. Thus, while there is evidence that the SHI can
help direct planning and implementation when these
other factors are in place, there is little available evidence
that the information gathered through the SHI audit itself
helps to galvanise action.
If as outlined in the introduction, information can be a
powerful motivator for action, then the information gathered through the SHI is not fulﬁlling this potential. There
is a compelling need to determine other factors that can
motivate engagement in HPS as relying on the interest of
school leadership in health and well-being alone is not sufﬁcient to ensure large scale implementation (Deschesnes
et al., 2014). Although Belansky et al. (Belansky et al.,
2013) recommended changes to the external facilitator
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types of information. Realist evaluation examines under
what contexts and for which groups interventions work
(Pawson and Tilley, 1997; Wong et al., 2012). While the
principles of realist evaluation are very common with
qualitative principles such as the systematic collection
and analysis of data, iterative theory development, seeking
alternative cases and explanations, and strong reﬂection
processes, a mixed method approach incorporating both
qualitative and quantitative methods can be accommodated (Wong et al., 2012). This approach would be well
suited to the research question of which mix of indicators
should be used to guide a CQI HPS approach.
The impact of different types of information could be
contrasted: (i) measures of school environment only,
(ii) measures of health behaviours only and (iii) use of
both measures. To understand how school use these
data there are multiple methods that could be used.
Surveys of staff, interviews, focus group discussions and
document analysis are all methods that have been employed in implementation research in school contexts
that could be applied (Barnard et al., 2009; Arthur
et al., 2011; Kremser, 2011, Gleddie, 2012, Adamowitsch
et al., 2014). For this research to be effective, any schoolbased data collection process would also need to include a
component of capacity building for schools to understand
and make use of these data. Providing skills in planning, implementing and using evaluation data has been contended as
one of the critical components of integrating health promotion programmes within school settings (Flaspohler et al.,
2012).
It is likely given schools are highly complex environments situated themselves within highly complex policy
and social contexts, that just like programmes, different indicators will have different effects in different schools. The
research task will be to develop typologies of school contexts that enable some generalization to occur. The implication of this research would not be that each school
requires its own set of unique indicators. There is obviously a need for a common set of indicators so that comparisons can be made across schools and identify certain
structural issues requiring policy and programme attention. Rather more modestly, this research could help identify which types of schools will respond well to the current
approach of policy and programme audits and which
types of schools may require health behaviour data to
demonstrate the need and engage the school community.
Further, this research could help to illuminate what
types of feedback and data presentation styles and processes suit different school types (Rogers and Williams,
2006). There may be certain indicators and evaluation
processes that have greater utility within certain contexts
and situations and potential recommendations stemming
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school health promotion and health promotion generally.
Interestingly, while this was not a goal of their study,
Sherwood-Puzzello found that while only one out of the
three schools examined implemented their SHI plans, the
results were used at a broader policy level (SherwoodPuzzello et al., 2007). School personnel that had been invovled in the SHI together with community health representatives inﬂuenced changes to food service delivery that
affected all schools and a new Healthy Schools Coordinator position was created whereas previously the role had
narrowly focused on safety and drug issues (SherwoodPuzzello et al., 2007). Thus similar to Colton’s observations, it would seem that different types of information
are useful for people working at different levels of the system. While the information may not have inspired change
at an individual school level, the information was of
signiﬁcant utility together with effective change agents
(Senior et al., 2014) in motivating change at a school district policy level.
One of the limitations of the existing evidence base on
school-based health promotion is insufﬁcient information
about why programmes work in some schools and not
others (Kremser, 2011; Gleddie, 2012). This same criticism could be used for evaluation approaches in schools.
Similar to critiques made of evaluation in the social enterprise ﬁeld (Barraket and Yousefpour, 2013), there is insufﬁcient evidence on which types of information best
motivate schools to take action, enable judicious decisions
with limited resources, and assist in reﬂecting on what is
working and what needs to change. It is entirely possible
that the current process audit approach does not suit the
cultural and organizational dynamics of many schools.
Implementation research conducted in schools has concluded that school teachers operate with a lot of autonomy
and are focused on their classrooms more than the wider
school community (Kremser, 2011; Adamowitsch et al.,
2014). It has been postulated that performance monitoring data related to policies and guidelines is suited to topdown managerial hierarchies rather than more autonomous dynamics (Rogers and Williams, 2006), and hence
it would seem ill-suited to school environments based on
the implementation research to date. It is conceivable that
whole school policy audit processes that are commonly
used, are not widely appealing to many teachers and different types of information is required to engage this
group. Teachers may be more interested in data at a classroom level rather than data at a whole of school level as an
example.
Realist evaluation is an approach that could help
uncover how school communities and actors within
the school community (administration, teachers, nonteaching staff, students and parents) respond to different
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CONCLUSION
There is strong consensus on the potential of schools to
promote the health and well-being of students and staff
and make an important contribution to addressing
major public health problems (Belansky et al., 2013;
Alaimo et al., 2015). The research is also clear that
to make a positive difference to health and well-being
requires a whole of school approach (Young et al.,
2012). However, as detailed in this paper there are few
schools that are able to implement HPS in its entirety
(Adamowitsch et al., 2014), and apart from strong leadership and intensive external facilitation (Belansky et al.,
2013), few factors that can explain successful adoption
at a school level. While information has been contended
to play an important role in motivating a change process,
it is currently unclear whether or not the current approach
of policy and programme audits does motivate improved
performance. The evaluation work of Rogers and
Williams (Rogers and Williams, 2006) would suggest
that this approach may be ill-suited to schools where
there is a high degree of teacher autonomy (Kremser,
2011; Adamowitsch et al., 2014).
To date, there has been little empirical research comparing how different types of information motivate and
guide health promotion initiatives in schools. This paper
has concentrated on the debate between impact (e.g.

health behaviour) and process data (e.g. policy audits)
and suggested that health behaviour data may have a
greater impact in many schools but this assertion needs
testing. There is of course a much wider variety of data
that could also be considered including qualitative feedback from students, parents and teachers using approaches such as appreciative inquiry which focus on
what is going well rather than what is the problem that
needs ﬁxing (Rogers and Williams, 2006). At the moment
it is unclear what type of data and evaluation method is
engaging and further research work is required rather
than assuming that the performance audit process is the
most appropriate method. There is anecdotal evidence
that this process is useful in some schools and at government levels, but very little evidence that the majority of
schools are inspired by such a process. Given the importance of schools as a setting to improve health and wellbeing it is imperative that future research explore in
more detail what types of indicators and data are helpful
in engaging entire school communities not just a select few
individuals in a select few schools.

ACKNOWLEDGEMENTS
The authors thank Prof. Jo Barraket, Emily Foendander, Dr
Elizabeth Branigan, Dr Christopher Mason, and Dr Michael
Moran for their comments on earlier versions of this article.

REFERENCES
Adamowitsch M., Gugglberger L., Dur W. (2014)
Implementation practices in school health promotion: ﬁndings from an Austrian multiple-case study. Health Promotion
International. doi:10.1093/heapro/dau018.
Alaimo K., Oleksyk S., Golzynski D., Drzal N., Lucarelli J.,
Reznar M., et al. (2015) The michigan healthy school action
tools process generates improvements in school nutrition policies and practices, and student dietary intake. Health
Promotion International, 16, 401–410.
Arthur S., Barnard M., Day N., Ferguson C., Gilby N., Hussey D.,
et al. (2011) Evaluation of National Healthy Schools
Programme. http://www.natcen.ac.uk/study/evaluation-ofnational-healthy-schools-programme (14 March 2013, date
last accessed).
Barnard M., Becker E., Creegan C., Day N., Devitt K., Fuller E.,
et al. (2009) Evaluation of National Healthy Schools
Programme – Interim Report. http://www.nottinghamhealthy
schools.org.uk/downloads/natcen_evaluation_nhsp-interim_
report_2009.pdf (14 March 2013, date last accessed).
Barraket J., Yousefpour N. (2013) Evaluation and social impact
measurement amongst small to medium social enterprises:
process, purpose and value. Australian Journal of Public
Administration, 72, 447–458.

Downloaded from http://heapro.oxfordjournals.org/ at University of New South Wales on May 8, 2016

from this research may suggest that a wider variety of data
collection processes are provided to schools.
The cultural, political and demographic differences
amongst and within the jurisdictions may greatly impact
upon the perceived need for and value of measures of
health behaviour in a school context. Thus it is not only
important to assess how indicators get used at an individual school level, but also the use of this data at a community level and broader state policy level as well. A systems
evaluation requires that multiple perspectives are sought
and examines the broader context in which change is taking place (Cabrera et al., 2008). As mentioned previously
it would seem from the example of the SHI that while the
information did not inspire change within the individual
schools, it did resonate with policy makers. It may also
be the case that different types of information resonate
with those in positions of school leadership compared
with others; for example, school teachers. The HPS suggests that change is required at all levels to effect outcomes
in health (community, school, classroom) and thus any research on the utility of different types of data needs to consider this from the perspective of different stakeholders
such as schools, community and government (Bryson
et al., 2011).

Evaluating for impact

Gleddie D. (2012) A journey into school health promotion: district implementation of the health promoting schools approach. Health Promotion International, 27, 82–89.
Green L. W. (2008) Making research relevant: if it is an evidencebased practice, where’s the practice-based evidence? Family
Practice, 25, i20–i24.
Hodgins M., Grifﬁths J. (2012) A whole systems approach to
working in settings. In Scriven A., Hodgins M. (eds), Health
Promotion Settings: Principles and Practices. SAGE, London,
pp. 35–49.
Kremser W. (2011) Phases of school health promotion implementation through the lens of complexity theory: lessons learnt
from an Austrian case study. Health Promotion International,
26, 136–147.
Lee A., Cheng F. F. K., St Leger L. H. (2005a) Evaluating health
promoting schools in Hong Kong: the development of a
framework. Health Promotion International, 20, 177–186.
Lee A., St Leger L., Moon A. S. (2005b) Evaluating Health
Promotion in Schools meeting the needs for education and
health professionals: a case study of developing appropriate
indictors and data collection methods in Hong Kong.
Promotion Education, 12, 123–130.
Meadows D. (1999) Leverage Points: Places to Intervene in A
System. Sustainability Institute, Hartland, VT.
Mertens D. M. (2013) What does a transformative lens bring to
credible evidence in mixed methods evaluations? Mixed
Methods and Credibility of Evidence in Evaluation. New
Directions for Evaluation, D. M. Mertens and S. HesseBiber. 138, 27–35.
Mrazek P., Biglan A., Hawkins J. D., Cody C. (2007) Community
Monitoring Systems: Tracking and Improving the Well-Being
of America’s Children and Adolescents. US Department of
Health and Human Services.
National Cancer Institute. (April 2007) Greater Than the Sum:
Systems Thinking in Tobacco Control. Tobacco Control
Monograph No. 18. Department of Health and Human
Services, National Institute of Health, National Cancer
Institute. NIH Pub. No. 06-6085, Bethesda, MD.
Pawson R., Tilley N. (1997) Realistic Evaluation. SAGE, London.
Peters L. W., Kok G., Ten Dam G. T., Buijs G. J., Paulussen T. G.
(2009) Effective elements of school health promotion across
behavioral domains: a systematic review of reviews. BMC
Public Health, 9, 182.
Rogers P. J., Williams B. (2006) Evaluation for Practice
Improvement and Organizational Learning. In Shaw I. F.,
Greene J. C., Melvin M. M. (eds), The SAGE Handbook of
Evaluation. SAGE Publications Ltd, London.
Rowe A. K. (2009) Potential of integrated continuous surveys and
quality management to support monitoring, evaluation, and
the scale-up of health interventions in developing countries.
American Journal of Tropical Medicine and Hygiene, 80,
971–979.
Schierhout G., Hains J., Si D., Kennedy C., Cox R., Kwedza R.,
et al. (2013) Evaluating the effectiveness of a multifaceted,
multilevel continuous quality improvement program in primary health care: developing a realist theory of change.
Implementation Science, 8, 119.

Downloaded from http://heapro.oxfordjournals.org/ at University of New South Wales on May 8, 2016

Belansky E. S., Cutforth N., Chavez R., Crane L. A., Waters E.,
Marshall J. A. (2013) Adapted intervention mapping: a strategic planning process for increasing physical activity and
healthy eating opportunities in schools via environment and
policy change. Journal of School Health, 83, 194–205.
Bond L., Butler H. (2009) The Gatehouse Project: a multi-level
integrated approach to promoting wellbeing in schools.
In Killoran A., Kelly M. (eds), Evidence-based Public
Health: Effectiveness and Efﬁciency. Oxford University
Press, Oxford, pp. 250–269.
Brener N. D., Pejavara A., McManus T. (2011) Applying the School
Health Index to a nationally representative sample of schools:
update for 2006. Journal of School Health, 81, 81–90.
Brennan S. E., Bosch M., Buchan H., Green S. E. (2012)
Measuring organizational and individual factors thought to
inﬂuence the success of quality improvement in primary
care: a systematic review of instruments. Implementation
Science, 7, 121.
Bryson J. M., Patton M. Q., Bowman R. A. (2011) Working with
evaluation stakeholders: A rationale, step-wise approach and
toolkit. Evaluation and Program Planning, 34, 1–12.
Cabrera D., Colosi L., Lobdell C. (2008) Systems thinking.
Evaluation and Program Planning, 31, 299–310.
Centers for Disease Control and Prevention. (2014) School health
index: a self-assessment and planning guide. http://www.cdc.
gov/healthyyouth/shi/ (3 June 2015, date last accessed).
Colton D. (1997) The design of evaluations for continuous quality
improvement. Evaluation & the Health Professions, 20,
265–285.
De Bourdeaudhuij I., Van Cauwenberghe E., Spittaels H.,
Oppert J. M., Rostami C., Brug J., et al. (2011) Schoolbased interventions promoting both physical activity and
healthy eating in Europe: a systematic review within the
HOPE project. Obesity Reviews, 12, 205–216.
de Savigny D., Adam T. (2009) Systems Thinking for Health
Systems Strengthening. WHO: Alliance for Health Policy
and Systems Research, Geneva.
Department of Health. (2015). Achievement Program. http://
www.achievementprogram.healthytogether.vic.gov.au/ (17 June
2015, date last accessed).
Deschesnes M., Drouin N., Tessier C., Couturier Y. (2014)
Schools’ capacity to absorb a Healthy School approach into
their operations: Insights from a realist evaluation. Health
Education, 114, 24–41.
Dooris M. (2006) Healthy settings: challenges to generating evidence of effectiveness. Health Promotion International, 21,
55–65.
Edwards N. (2010) Scaling-Up Health Innovations in Public
Health: A Brief Review of the Current State of the Science.
Commissioned paper for a state of the art conference to advance the science and practice of scale-up and spread in health
care and public health.
Flaspohler P. D., Meehan C., Maras M. A., Keller K. E. (2012)
Ready, willing, and able: Developing a support system to
promote implementation of school-based prevention programs. American Journal of Community Psychology, 50,
428–444.

7

8

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? http://www.euro.who.int/document/
e88185.pdf (1 March 2006, date last accessed).
Wong G., Greenhalgh T., Westhorp G., Pawson R. (2012)
Realist methods in medical education research: what are
they and what can they contribute? Medical Education, 46,
89–96.
Young I., St Leger L., Blanchard C. (2012) Monitoring and
Assessing Progress in Health Promoting Schools: Issues for
Policy Makers to Consider. International Union for Health
Promotion and Education, Saint-Denis Cedex, France.

Downloaded from http://heapro.oxfordjournals.org/ at University of New South Wales on May 8, 2016

Senior L., Joyce A., Batras D. (2014) Becoming a health promoting school: Using a ‘change agent’ to inﬂuence school structure, ethos, and ensure sustainability. In Simovska V.,
Mannix-McNamara P. (eds), Schools for Health and
Sustainability: Theory, Research and Practice. Springer,
Berlin, Heidelberg, New York, pp. 131–153.
Sherwood-Puzzello C. M., Miller M., Lohrmann D., Gregory P.
(2007) Implementation of CDC’s School Health Index in 3
midwest middle schools: motivation for change. Journal of
School Health, 77, 285–293.
St Leger L., Young I. M. (2009) Creating the document
‘Promoting health in schools; from evidence to action.
Global Health Promotion, 16, 69–71.

A. Joyce et al.

