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ABSTRACT 

KEY WORDS: teachers; learners; schools; health; health promotion; health promoting 

schools; health promoter. 

 

The purpose of the study was to investigate how teachers conceptualise their roles as 

promoters of health in the schools. Schools are good settings for promoting health. 

Hence, there is a need to equip teachers with knowledge and skills to promote health in 

schools. The role of teachers as promoters of health in schools is probably the best thing 

schools ever needed to respond to the emotional, social, physical, and psychological needs 

of learners. However, teacher professional development in the field of health promotion in 

schools is lacking. 

The DBE in South Africa, in its efforts to prevent learners’ health risks and to promote health 

in schools, has introduced Life Orientation (LO)/Life Skills (LS) as a vehicle to promote 

health. Hence, Life Orientation/Life Skills teachers are vested with the responsibility to 

promote health through teaching. Research has indicated not only Life Orientation/Life Skills 

teachers should be promoters of health in schools. Nevertheless, it should be the whole 

school development where all members of staff as well the general staff members and 

stakeholders should endeavour to improve health of learners in schools. 

Teachers understanding of the five components of a HPS is still lacking; hence they only 

understand the activities within the HPS. The study is underpinned by two frameworks, 

Bronfenbrenner’s ecological framework as well as the HPS conceptual framework for 

understanding how the role of teachers as promoters of health could possibly be. In terms 

of gaining permission for access in schools the ethical standard such as informed consent, 

confidentiality and voluntary participation were adhered to. 

The research project was positioned in an interpretive research paradigm. The study used 

the exploratory qualitative research design. Purposive sampling approach was used to 

select samples of educators who were observed and later participated in the focus group 

interviews. For empirical research, six schools in the Gauteng Province were purposively 

selected because between 2006 and 2010 they were part of the HPS pilot schools project 

in the province and there were 20 participants who participated in the  focus group 

interviews. Data analysis revealed that there is a gap in establishing what could be the role 

of teachers even when Life Orientation/Life Skills is used in schools. 

The results indicated that teachers’ understanding of their roles as promoters of health in 

schools is when they focus on teaching learners about hygiene, nutrition, body development, 
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and HIV/AIDS. Each school has a feeding scheme program as well as a garden which is 

used to supplement nutrition. The following eight themes emerged from the study on the 

role of teachers as promoters of health in schools. They include build partnership with 

parents and the community to promote health; promote learner health and well-being; 

responsibility of school health services; to build capacity for teachers and learners; 

addressing factors which affect teaching and learning; support and sustainability of the 

promotion of health in schools; leadership and management of health promotion in schools 

and the need to promote the well-being of teachers. 

The study proposed a HPS teachers’ framework where teachers will be able to understand 

that systems and the concepts of HPS were essential for the promotion of health in schools. 

In conclusion, teachers have the potential to promote health in schools. Therefore, it is 

essential for teachers to be supported to be promoters of health in schools. 
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OPSOMMING 

 

SLEUTELWOORDE: onderwysers; leerders; skole; gesondheid; gesondheidsbevordering; 

gesondheidsbevorderende skole; gesondheidspromoter 

Die doel met hierdie studie was om ondersoek in te stel na die wyse waarop onderwysyers 

hulle rolle as promoters van gesondheid in skole konseptualiseer.  Skole word tans gesien 

as geskikte ruimtes waarbinne gesondheid bevorder kan word.  Op grond hiervan bestaan 

daar ‘n behoefte om onderwysers toe te rus met die nodige kennis en vaardighede om 

gesondheid te bevorder in skole.  Indien die onderwysers sodanig toegerus word, kan skole 

gesien word as ruimtes waarin die emosionele, sosiale, fisiese en psigologiese behoeftes 

van die leerders aangespreek word.  In teenstelling met hierdie standpunt wil dit egter blyk 

asof die professionele ontwikkeling van die onderwyser as ‘n promoter van gesondheid in 

skole, ontoereikend is.   

Die pogings van die Departement Basiese Onderwys om leerders se gesondheidsrisiko’s te 

voorkom, en om gesondheid te bevorder in skole, het gelei tot die instelling van 

Lewensoriëntering as voertuig om gesondheid te bevorder. Die 

Lewensoriënteringonderwyser het derhalwe die verantwoordelikheid gekry om gesondheid 

te bevorder in skole deur hulle onderrig.  Navorsing dui daarop dat, nie slegs die 

Lewensoriënteringonderwyser nie, maar dat die skool as ‘n geheel, lede van die personeel 

en ander rolspelers, gesondheid van leerders behoort te bevorder in skole.   

Navorsing dui verder daarop dat die onderwyser nie oor die nodige kennis beskik rakende 

gesondheidsbevordring in Gesondheidsbevorderende skole nie.  Die gedane navorsing het 

as onderbou die ekologiese raamwerk van Bronfenbrenner sowel as die konseptuele 

raamwerk van die Gesondheidsbevorderende Skool.  Beide het derhalwe gedien as 

verklaringsbron van hoedanig die rol van die onderwyser as promotor van gesondheid in 

skole gesien kan word.  .  

Die voorgeskrewe stappe om etiese toestemming te verkry tot toegang van die gekose skole 

– ingeligte toestemming, vertroulikheid en vrywillige deelname – is gedoen.  Die 

navorsingsprojek is gedoen vanuit ‘n Interperatiewe navorsingsparadigma.   

Die projek word verder gekenmerk deur ‘n verkennende kwalitatiewe navorsingsontwerp.  ‘n 

Doelgerigte benadering is gevolg om die mees geskikte onderwysers te selekteer as 

deelnemers van die navorsing.  Ses skole in die Gauteng Provinsie is geselekteer om deel 

te wees van die projek.  Al ses die skole was gedurende 2006-2010 deel van ‘n 

loodsonersoek na Gesondheidsbevorderende skole in die Gauteng Provinsie.  Twintig 
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onderwysers en een skoolhoof het deelgeneem aan semi-gestruktureerde onderhoude in 

die empiriese deel van die projek.   

Uit die data-analise het duidelik geblyk dat daar gapings bestaan in die kennis en 

vaardighede in wat gesien kan word as die rol van die onderwyser as die promotor van 

gesondheid in skole. Hierdie tendens is selfs waarneembaar by die 

Lewensoriënteringsonderwyser.  Die resultate dui verder daarop dat die onderwysers, as 

promotors van gesondheid, hulle rolle sien deur te fokus op die onderrig van basiese 

higiëne, voeding, ‘n verstaan van die ontwikkeling van die liggaam en MIV/Vigs.  Elkeen van 

die skole beskik oor ‘n groentetuin waarmee die voeding by die skool ondersteun word.   

Verskeie temas het na vore gekom in die navorsing wat dui op die konseptualisering van 

onderwysers ten opsigte van hulle rolle as promotors van gesondheid in skole.  Hierdie 

temas is:  die bou van vennootskappe met ouers en onderwysers om gesondheid te 

bevorder;  die bevordering van gesondheid en welstand van die leerders;  ‘n besef van die 

verantwoordelikheid van skoolgesondheidsdienste; die ontwikkeling en bevordering van die 

kapasiteit/vermoë van onderwysers en leerders; die aanspreek van daardie faktore wat 

onderrig en leer kan beïnvloed;  die ondersteuning en volhoubaarheid van 

gesondheidsbevordering in skole;  die belangrikheid van leierskap en bestuur van 

gesondheidsbevordering in skole en die behoefte wat bestaan rondom die welstand van die 

onderwyser.   

Die navorsingsprojek stel ‘n Gesondheidsbevorende Skoolraamwerk voor wat gebruik kan 

word deur onderwysers in hulle pogings om die verskillende sisteme en konsepte te 

verstaan rakende gesondheidsbevordering in skole.   
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CHAPTER 1  

INTRODUCTION AND STATEMENT OF THE RESEARCH 

PROBLEM 

 

1.1 INTRODUCTION 

Good health is crucial for effective teaching and learning in schools. However, the lack 

of the clear role played by teachers to promote health in schools compromise the 

health of learners in schools. The health promotion in schools framework requires that 

teachers should move from their current thinking about school health to a more 

comprehensive perspective as it is seen as a more effective way to address school 

health matters (St Leger, 2006:28; Terburgh, 2015). 

 

According to Samdal and Rowling (2013:3), the health promotion in school approach 

began as an initiative by the health sector, and now it is an initiative, which has been 

taken over and developed by the education sector to achieve optimum health for 

learners. According to Terburgh (2015), the role of the health promoter in the health 

promoting schools context is recognised by the Department of Health and Department 

of Education, teachers, policy makers as well learners themselves. 

 

According to the World Health Organisation (WHO, 1996), the health promoting school 

is a school that is constantly strengthening its own capacity as a healthy setting for 

living, learning and working. This is because the changes in health are more prone to 

occur when they are supported by changes in environments and they are established 

within the framework of people’s everyday lives. 

 

The WHO (1997:5) broadens the definition of health promoting schools as “one in 

which all members of the school community work together to provide pupils with 

integrated and positive experiences and structures, which promote and protect their 

health. This includes both the formal and informal curriculum in health, the creation of 

a safe and healthy school environment, the provision of appropriate health services, 

and the involvement of the family and wider community in efforts to promote health.” 

Therefore, health promotion and health promoting schools advocate for the classroom 
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education as an efficient vehicle for health education directed at developing personal 

health skills and influencing behaviour and health and a supportive school 

environment that promotes children’s and adolescents’ health and social development 

(Samdal, 2008). 

 

Nevertheless, school health normally follows a top-down approach that count on 

centralized organizational structures (ISHP, 2012) whereas the Health Promoting 

Schools (HPS) approach calls for more decentralization and participation so that both 

the difficulty and context of each individual school are taken into account (Rowling & 

Jeffreys, 2000). As part of decentralisation and participation, it is asserted that the 

teacher is the most fundamental change agent in any country and in any school that 

promotes health (St Leger, 2000:82). 

 

However, little changes will occur unless more attention is directed to what their roles 

could be in the promotion of health in schools and the understanding of how teachers 

work and what support they need (Viig & Wold, 2005:83; MacNab, 2013). In addition, 

some challenges need to be addressed in order to understand their roles in the 

promotion of health in school (Askell-Wiliams & Cefai, 2014). 

 

Over the past decades, research focused mainly on the promotion of the health of 

learners in schools because it is at school where learners are in the early years of their 

development (Mittelmark, Kickbusch & Rootman, 2007; Cohall, Cohall, Dye, Dini, 

Vaughn & Coots, 2007; Johnson, Sendall & McGuaig, 2014:359) and a good setting 

where teachers meet learners on a daily basis. However, scant and inadequate 

literature specifically exists about what the teacher can do to promote health and well-

being in schools (Cushman & Clelland, 2012:160). 

 

In addition, it seems as if though the pre-service training of teachers at colleges and 

universities has not empowered teachers enough to play their role as promoters of 

health in schools (cf. the most recent work in this regard “Factors facilitating and 

constraining the delivery of effective teacher training to promote health and well-being 

in schools: a survey of current practice and systematic review” done by (Shepard, 

Dewhirst & Pickett, 2013). 
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The purpose of the research was to investigate how teachers conceptualise their roles 

as promoters of health in the schools. Firstly, the scope of the problem is presented 

within the context of a literature review where after the central research question is 

formulated; secondly, key concepts that were used in the research are clarified; thirdly, 

the research design and methodological matters is discussed; fourthly, ethical issues 

pertaining to the research were highlighted, and lastly, a tentative structure of the 

research is presented. 

 

1.2 BACKGROUND TO THE RESEARCH PROBLEM 

For any development in schools, teacher participation is crucial. However, there is no 

special instruction on how to facilitate teacher participation (West, Ainscow & Jacqui, 

2005; Viig, Tjomsland & Wold, 2010; Bucharies, Alverne & Fontanele Catrib, 

2013:310). The health promotion concept is a relatively new phenomenon altogether 

in many countries including South Africa, irrespective of the number of years since its 

inception (Viig, et al., 2010; Mashau, 2011:96). In many countries, health promotion in 

schools is much driven by policy and practice (Samdal & Rowling, 2013:4). 

 

However, to enlighten teachers’ perceptions concerning health promotion, research 

has provided a better understanding of how schools can be more effective in 

promoting health (Miglioretti, Velasco, Celata & Vecchio, 2012). This was summarised 

by the WHO through the health promoting school programme introduced more than 

two decades ago (WHO, 1996; The International Union for Health Promotion and 

Education (IUHPE), 2005). 

 

One of the leading researchers in the field of health promotion in schools, St Leger 

(1998), report that teachers in Australia had little understanding and training in many 

health issues, let alone the challenges of the health promoting schools. Similarly, 

teachers in South Africa, like in Australia and other countries across the globe, have 

little understanding and training in many health issues as well (Mashau, 2011:181; 

Waggie, Laattoe & Filies, 2013:26). Furthermore, St Leger (2004) specifies that 

professional development for teachers should be increased and be more rigorous to 

equip teachers with the relevant skills to reach out to learners in schools. This should 

speak to how teachers conceptualise their roles as promoters of health in schools, 
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which can inadvertently lead to misplaced practice in the classroom (Van Hout, Foley, 

Mc Cormack, & Tadiff, 2012:328). 

 

Jourdan, Samdal, Diagne and Carvalho (2008) report that the progress in initial 

training and education for teachers entering the profession has been slowly all over 

the world and not much about health promotion in schools has been done thus far. 

According to Rowling and Jeffreys (2006) and MacNab (2013), the understanding of 

the concepts health promotion in schools (single topic targeted programmes) and 

health promoting schools (a settings approach which includes skills, policies, 

environment, community and support services) is still a very unknown field and this 

can bring much confusion from country to country, school to school and from teacher 

to teacher because the concepts can be used interchangeably without synergy. 

 

Likewise, in recent research (Mohammadi, Rowling & Nutbeam, 2010; MacNab, 

2013), the participants who consisted of principals and teachers were responsible for 

running the health promoting school programme. These participants were asked for 

the clarification of what was meant by the term “health promoting school”. The majority 

of them responded to say it is a “holistic strategy”; “it’s just a label”; “a programme”; 

”students welfare”; “health promotion in schools”; “a school that promote health”; “a 

strategy”; “safe and happy school”; “schools that promote health”; and “a healthy 

school. 

 

Internationally, many labels and descriptions describe HPS.  To some extent, it is 

called “whole school approach”, including “healthy schools”, “holistic”, “eco-holistic”, 

“universal”, “comprehensive”, “environmental”, “multi-dimensional” and “multi 

systemic” (Weare & Markham, 2005). For school-going children and their teachers, it 

can mean the absence of diseases (Hjelm, 2010:1) exercise and diet. On the contrary, 

it can denote a positive lifestyle to some people. In essence, health promotion is a 

combination of actions focused on the school health policies, physical environment, 

social environment, community partnerships, integrated health services, and personal 

health skills. 
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Many participants perceived the concept as too wide and general because it had 

multiple of explanations. One implication is that there is still confusion with regard to 

concepts, and that on its own opens room of doubt as to whether the roles of teachers 

in the promotion of health in schools is clear (St Leger, 1998). 

 

There is growing agreement among researchers that the health promoting school is a 

promising framework for health promotion practice in schools (Stewart-Brown, 2006; 

Viig et al., 2010).  In essence, research further indicates that many schools and 

countries are embracing a more holistic and integrated approach to school health as 

an effective strategy of health promotion in schools (National Health and Medical 

Research Council, 1996; Tang, Nutbeam, Aldinger, St Leger, Bundy & Hoffman, 

2008). 

 

Several studies have shown that there are programmes targeting specific health 

topics. These include the provision of physical activity in prevention of obesity to 

school-going children (Bauer & Yang, 2004; Kirk, 2006); teacher’s perspectives on 

their possible role in the prevention of school-based programmes targeting alcohol 

and cannabis (van Hout, Foley, McCormack & Tardiff, 2012); effective agencies for 

promoting mental health (Herman et al., 2005; Rowling, 2003; Stewart-Brown, 2005) 

and sex and HIV education (Kirby, Laris & Rolleri, 2007). 

 

Topics such as HIV/AIDS, physical education, nutrition, mental health, smoking, 

substance misuse, oral hygiene, violence (gangsterism) and suicide are foci that are 

addressed more often worldwide (Stewart-Brown, 2006). Most importantly, other 

scholars report that intervention on various issues affecting children in schools may 

be effective in changing health behaviours (Hargreaves, 1994; Davidson, 2007; Tang 

et al., 2008). However, the gap remains that other health issues were neglected in a 

way. 

 

Internationally, the health promoting schools, as an all-encompassing framework, is 

being acknowledged as the most promising in changing students’ knowledge and skills 

towards more optimal functioning (Shung-King, 2013:896; Clelland, Cushman & 

Hawkins, 2013). In a way, health promoting schools are about creating a supportive 

setting for the purpose of teaching and learning (Bloch, Toft, Reinbach, Clausen, 
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Mikkelsen, Poulsen & Jensen, 2014) by optimising the health of school-going children 

by addressing the health barriers to learning and to enhance the learning potential 

(Shung-King, 2013:896). 

 

It is not only limited to the traditional health education approach, which addresses the 

cross-curricular topic of health through subjects such as Physical Education, Social 

Sciences, Physical Sciences, Home Economics, Life Sciences and Life Orientation 

(Jourdan, Samdal, Diagne & Carvalho, 2008). It is a shift though; from standalone 

health education to health promotion across many schools and it placed the 

responsibility on schools, teachers, and management to foster environments, 

relationships, and policies that sustains Health Promoting Schools (Taylor, Quinn, 

Littledyke & Coll, 2012). 

 

Nevertheless, health education has been part of schools for some time (Flaschberger, 

2012). It has been viewed as part of health promotion because it aims to improve 

health literacy (Nutbeam, 1998; Peterson, Cooper & Laid, 2001), yet a growing trend 

confirms that health education alone was not enough to meet health needs of people, 

and learners in particular (Denmann, Moon, Parsons & Stears, 2002). Schools have 

been utilised as institutions that can have an impact on the lives of school-going 

children for a long time mainly because learners are frequently considered the main 

target group for implementation of the health promoting school (Tjomsland, 2010:10; 

Samdal & Rowling, 2013). 

 

The school’s influence in promoting health in the lives of school children is a holistic 

approach, which views health in all dimensions. These dimensions include physical, 

social, emotional, intellectual, and spiritual (Edlin & Golanty, 2007; Hales, 2009). They 

are critical elements in learners’ academic achievement (Kwatubana & Kheswa, 

2014:1713). The WHO describes the school as a priority setting in health promotion 

since it meets young people during formative years of their development (Mittelmark, 

Kickbusch & Rootman, 2007). 

 

According to leading theorists, Donald, Lazarus and Lolwana (1997:24) as well as the 

World Health Organisation (1996), health promotion includes, but means more than 

promoting physical health. It means promoting all those dimensions of development 
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including the environment, which together contribute to positive, competent and 

confident persons. 

 

According to Jourdan, et al., (2008); McEnvoy and Welker (2000), the promotion of 

positive health-related behaviour is necessary to children’s health and behaviour since 

the adult morbidity and mortality is owing to behavioural patterns established during 

childhood and adolescence. 

 

Schooling is an environment through which communities prepare their young for future 

life and careers.  However, ill health and other challenges still prevent many children 

from growing into productive, capable citizens who can assist their communities to 

grow and prosper (ISHP, 2012; Terburgh, 2015). Besides this, it is a common 

experience for children worldwide as millions and millions of children attend schools 

either primary or secondary school (Miglioretti, Velasco, Celata & Vecchio, 2012). 

 

Nevertheless, the schooling experience differs depending on many reasons such as 

the context of the school, type of buildings, the experience of learning, teachers, type 

of classrooms, nutrition, health, humiliation, bullying and violence encounter in the 

hands of teachers and fellow learners (UNICEF, 2008).  In addition, these conditions 

can be much worse if teachers are not competent enough to guide learners on how to 

deal with this state of affairs. Hence, schools would have to provide an ideal setting to 

enhance learners’ health-related behaviours, health and subjective well-being (Bloch, 

et al., 2014:15). 

 

In many countries, there is a great concern about the relationship between poor health 

and learning and this calls for schools to counteract challenging trends and 

development in the lives of children (Tang et al., 2008).  Learning goes along with 

teaching, which is mainly done by teachers in schools.  Be it public, private or special 

school, the most important fact is that the school is a workplace for teachers. Hence, 

the aim of the school health services to optimise health of school-going children by 

addressing health barriers to learning, and thereby enhance their learning potential 

(Clelland et al., 2013: 896). This whole process requires supportive settings and the 

acquisition of individual skills by teachers (Lindström & Nilsson, 1998; Van Niekerk & 

Prins, 2001:244; Rooth, 2005:9). 



 

8 

 

Teachers’ behaviour and subjective well-being play an important role for the quality of 

their job and their motivation to get involved in roles with health objectives (Jourdan, 

et al., 2008). In addition, Rosas, Case and Tholstrup (2009) suggest that good health 

can maximize learning. Similarly Marx, Wooley and Northrop (1998) and Jourdan, et 

al. (2008) also confirm that health and learning are linked together in a way that poor 

health is a precursor to under achievement while positive health generally enhances 

the opportunity to performing better in school (Peterson, Cooper & Laird, 2001). 

 

In schools, health promotion can be seen to have key objectives that are meant to 

complement and overlap each other. These objectives are firstly promoting the health 

and well-being of all the representatives of the school community, and second 

maximising a good learning environment suitable for effective teaching and learning. 

Put differently, learners who are satisfied with their school and who perceive 

themselves as experiencing good health, will have greater interest and potential to 

concentrate on learning tasks in school (Marx et al., 1998). 

 

Similarly, teachers who are satisfied in their workplace are able to influence the 

learners and can exert more energy to fulfil their teaching roles in the most possible 

way (Marx et al., 1998; St Leger, 2006:28). The fundamental role of the school is 

teaching and learning (South African Schools Act, 1996), which is the third objective 

of health promotion in schools, to improve learners’ skills in caring for themselves as 

well as others (Kickbusch, 1989:14). 

 

There are strong links between health and education and that is what scientific 

debates also focus on (Flaschberger, 2012) since they affect each other (Suhrcke & 

de Paz Nieves, 2011). Therefore, to achieve progress in advancing both educational 

and health goals, greater attention needs to be given to a more holistic approach in 

health promotion guidelines (Samdal & Rowling, 2013:7). In addition, more emphasis 

should be placed on those characteristics of the school environment that may have an 

impact on both academic achievement and school commitment, as well as an impact 

on health-related behaviours and subjective well-being. 
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In its aims towards the Global School Health Initiative, the WHO intends to promote 

the health of learners, school staff, families, and other members of the community 

through schools (St Leger, Young, Blanchard & Perry, 2010; DoH, 2011). The main 

objective of this initiative was to increase the number of health promoting schools, 

which constantly strengthens their capacity as healthy settings for living, learning and 

working (Bloch et al., 2014:15). This confirms that they were building on the Ottawa 

Charter, which postulates that health is created and lived by people within the settings 

of their everyday life; where they learn, work, play and love (WHO, 1986:3). 

 

According to Samdal and Rowling (2013), there are varying degrees as to what needs 

to be, and can be done, to respond to the call of the international network of health 

promoting schools. In this case, in Poland and United Kingdom, the national 

approaches taken from within the networks have a great influence on the direct work 

with individual school by establishing national networks of health promoting schools.  

Nordic countries such as Denmark, Iceland, Sweden, Finland and Norway  utilise 

policy strategies to initiate actions in schools through integrating the concept of health 

promoting schools in relevant policies and the national school curriculum. In each 

country, the main determinant of success could be the extent to which health 

education and health promotion have been the core elements in the curriculum 

(Kickbusch, 2003). For example, in Australia and the Scandinavian countries, health 

education and health promotion are compulsory curriculum areas (Samdal & Rowling, 

2013). 

 

The opposite is the case in the Netherlands. Their health-related issues in schools are 

mainly dealt with by health professionals to a point where a stronger link between the 

health sector and education has been encouraged (Leurs, Bessems, Schaalma & de 

Vries, 2007) and the same applies to South Africa where health issues in schools are 

attended by school health nurse (South Africa: 2012; Shung-King, 2013:896). 

 

Given the national and international differences when it comes to the implementation 

of health promotion in schools programmes, teachers could not be held responsible if 

they could think of school health in terms of curriculum. This is because basically they 

have little understanding of what could be their role, and how community partnerships 
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might function since they have little training in health issues (St Leger, 1998; Shung-

King, 2013; Kwatubana & Kheswa, 2014:1718). 

 

Despite the growing importance of health promotion in schools, only few studies focus 

on teachers’ understanding of the concept (Chan, 2007; Chan & Kitzman, 2010) and 

specifically not on the roles they ought to play. When it comes to the role teachers can 

play in promoting health, many schools are facing an enormous dilemma, basically 

because they are expected to engage in continuous renewal and change in curriculum 

and the expectations are demanding for teachers (Rowling & Samdal, 2011; 

Kwatubana & Kheswa, 2014). 

 

The difficulty can be assumed that teacher training in South Africa is not adequate to 

be able to respond to the health promotion in schools programme (Kwatubana & 

Kheswa, 2014) and the way the programme has been organised does not give room 

for teachers to actively participate in health promotion schools programmes since the 

health professionals are in the fore front (Kwatubana & Kheswa, 2014). Consequently, 

before teachers could be fully involved in the health promotion in school, there is a 

need to analyse and assess skills and attitude and more importantly, their training in 

relation to health promotion (Davidson, 2007; Marks, 2009).  This applies as well to 

the levels of support, which have been designed from top to bottom (St Leger, 2006:28; 

Samdal & Rowling, 2013; Mohlabi, Van Aswegen & Mokoena, 2010: 250) from the 

national, to the provincial and finally to the district level and then given to schools as 

School Based Support Team (SBST) (Department of Education, 2002a:10). This 

resulted in a system that is more likely to retain the status quo repeatedly (Jourdan, 

Pommier, & Quidu, 2010; Jourdan, McNamara, Simar, Geary & Pommier, 2010; 

Speller et al., 2012; Shepard, Dewhirst, Pickett, Byrne, Speller, Grace, Almond, 

Hartwell & Roderick, 2013; Macnab, 2013; Waggie, Laattoe & Filies, 2013:26; 

Macnab, Gagnon & Stewart, 2014; Askell-Wiliams & Cefai, 2014). 

 

The international call for action in schools in terms of health promotion recommends 

building the capabilities for teachers to further sustain health promotion in schools 

(Tang et al., 2008; Gugglberger & Dűr, 2011). This is because teachers who have 

received training in health promotion in schools programmes are more likely to be 

involved in health promotion activities in schools and personal competence and 
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motivation have an effect on the amount of health promotion embarked on (Leurs, 

Bessems, Schaalma & de Vries, 2007).   

 

However, the study by Waggie et al., (2013) report that teachers are not yet 

synthesised into the health promoting schools model as they did not perceive 

themselves in a way that they can help solve health problems encountered by 

learners. The experience of schools has been that the emphasis on health promotion 

stimulates the development of a good learning environment. Similarly, there is a 

relationship between health promotion aims and school aims (Tjomsland, Iversen & 

Wold, 2009; Samdal, Viig & Wold, 2010). 

 

On the African continent, the concept of health promoting schools initiative has been 

introduced to at least 32 countries, which through decades have struggled to initiate 

the programmes (Mashau, 2011). Nevertheless, Africa has joined the programme of 

HPS at a time when there is a high escalation and concern for the health and well-

being of school-going children (Mashau, 2011:3). Schools are concerned about the 

state of health of their learners and, there are diseases, learning difficulties and 

learning disabilities, which are beyond teachers’ understanding of learners, and only 

known to health practitioners (Mohlabi, Van Aswagen & Mokoena, 2010). 

 

According to various researchers (Fullan, 2007; Kidger, Gunnell, Biddle, Campbell & 

Donovan, 2010; Young, St Leger & Buijs, 2013), the teacher can be seen as a 

gatekeeper; the main agent of change within and outside the classroom environment.  

It literally means that the role of a teacher in the lives of learners cannot be stressed 

enough to show the need to promote their health since they are consistently 

encountering challenges one after the other (DoH, 2000a:1). 

 

These complications include drug abuse, poor nutrition, teenage pregnancy, high 

drop-out rate, HIV/AIDS, psychological problems, depression and suicide, 

tuberculosis, etc. (Donald, Dawes & Louw, 2000; Department of Education, 2002b; 

DoH, 2011; Mashau, 2011; ISHP, 2012). Learners spend most of their times in schools 

where they are in contact with teachers who are able to influence them in one way or 

the other. Against this background, the school is regarded as a very good setting to 

promote the health of learners and their well-being (WHO, 2000; Mohlabi et al., 2010). 



 

12 

 

In South Africa, health promotion is at a stage wherein people are not aware or even 

understand what it entails within their communities and even at schools (Mohlabi et 

al., 2010), let alone a teacher as a promoter of health. According to research done by 

Mashau (2011:110), Speller et al., (2010) and Waggie et al., (2013), it was clear that 

even teachers were confused about the concept health, health promotion as well as 

health promoting schools. On the same note, research conducted in selected Gauteng 

integrated health service schools by Kwatubana and Kheswa, (2014:1716) was almost 

impossible since “No one in the school had any information about nurses rendering 

these services at their schools”. 

 

Many professionals would agree that a teacher should focus on a class-based 

curriculum. However, they may not be cognisant that the teacher, in many instances, 

should develop appropriate school health policies, enhancing the social environment 

and linking with relevant community agencies as well as producing better health 

outcomes for learners (Lawrence, 1998:224).Teachers’ confusion with the concept 

could possibly be because health promotion in schools and health promoting schools 

are addressed and described differently and interchangeably in various leading 

documents (Mashau, 2011:83; Nutbeam, 1992; WHO, 1996; Weare & Markham, 

2005). 

 

Change in schools largely depends on what teachers do and think (McRae, 1988; 

Fullan, 2001:115), and if they were driving and owning the change (Fullan, 1993). This 

really showed that there was a weak link to the teacher’s role in health promotion in 

schools or health promoting schools (Jourdan et al., 2008). 

 

Research conducted indicate that teachers’ experience was that they were 

overburdened with responsibilities, teaching their particular subjects in the class, 

administration, extra-curricular activities, meetings and workshops (Swart & Pettipher, 

1999; Engelbrecht & Green, 2001; Macnab, 2013:2; Samdal & Rowling, 2013). 

According to Schmidt and Datnow (2005), teachers were seen as people who oppose 

change partially because of the constant overload imposed on them by the 

Department of Education and other systems, which require their attention and time. In 

contrast, Fullan (1993:23) notes that “the main problem in public education is not 
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resistance to change, but the presence of too many innovations, mandated or adopted 

uncritically and superficially on an ad hoc fragmented basis”.  

 

Based on the phenomenon of the study, health promotion is a very complicated topic 

to deal with in the education domain (Miglioretti, 2012). However, it has been found 

that learners and teachers who were healthy teach and learn better (Marx et al., 1998). 

The focus on teachers gave this topic a tremendous challenge because the 

programme itself was more focused on the theory; topic-based and focuses on 

learners rather than focusing on how teachers can contribute in the promotion of health 

for learners (Mohamed, 2015; Quirke, 2015). Teachers see health promotion as an 

initiative that is hard to tackle, merely because teachers think it increases their 

workload (Marx et al., 1998). 

 

Besides teachers’ perception on health promotion as more of responsibilities, other 

obstacles hindered the effectiveness of health promotion globally as Heaton (2014) 

stated. These obstacles range from lack of skills and knowledge and the concept 

application by health promoters (WHO, 2006). Lack of dissemination of knowledge 

contributes to low establishment of the concept as the activities were only planned in 

the health sector only; and that they were viewed in a negative manner (Macnab, 

2014). In addition, Macnab (2014) indicates that other obstacles include slow 

professionalism and lack of clearly defined responsibilities, especially in the training of 

health promoters as well as the collaboration between the departments. 

 

The health promoting schools movement is taking place in schools. Hence, there is a 

need to have health promoters in schools to promote health in schools (Gugglburger 

& Dür, 2010). However, there are different views concerning the skills and knowledge 

required for one to qualify as a promoter of health. Moreover, health promoters within 

the school in the form of teachers are seen as key health promotion since they can 

bridge the gap that exists among the departments, parents and the community (WHO, 

2000; Wyn et al., 2000). The difficulty in understanding health promotion concept in 

schools, as well as the understanding of what could be the role of a teacher as a 

promoter of health makes it challenging to reach out to learners’ health and well-being 

(Gugglberger & Inchley, 2012; St Leger, 2006).  It was this gap, where the researcher 
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would like to find out what could be the role of the teacher as a promoter of health in 

schools. 

 

1.3  SIGNIFICANCE AND MOTIVATION 

According to McMillan and Schumacher (2006) the significance of a study justify the 

reasons for the researcher’s choice of a particular phenomenon. In addition a rationale 

increases generalisability of the study and extends the empirical research as it focuses 

on recent issues. The researcher chose the role of teacher as a promoter of health in 

schools as an educator. This was prompted by the researcher study which was done 

on a Master level where she wanted to find out how parents can promote their children 

health in school. Looking deeper into the health promotion in schools, the researcher 

became aware of the gap in addressing health needs of learners by teachers in the 

school. The proposed framework for teachers in the school would provide a model on 

which teachers could base their actions and interventions to promote health in the 

school. 

  

1.4 PROBLEM STATEMENT 

The literature reviewed has indicated that little was known concerning health 

promoters in schools since this is the responsibility of the school health services where 

nurses are in the forefront. Their health promoter role is critical as they need to enable 

people to take charge of their health (Tjomsland et al., 2009). Nevertheless, health 

promoters’ perception of health and health promotion is not distinct. Against the above 

literature review, the research question that guided the project is as follows:  

 How do teachers conceptualise their roles as promoters of health in the schools? 

The following sub-questions directed the research endeavour: 

 How do teachers perceive health and health promotion in schools? 

 How do teachers in their pedagogical practice promote health in the school? 

 What could be presented as a possible framework for the teacher as a promoter of 

health in the school? 

 

1.5 DEMARCATION OF THE STUDY 

This study focused on the role of the teacher as a promoter of health in schools in 

selected districts in the Gauteng Province of South Africa. It was limited to health 
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promoting schools only. Owing to the limited nature of the investigation in terms of the 

context covered, the findings may be generalizable only to health promoting schools. 

 

1.6 PURPOSE OF THE STUDY 

The primary aim of the research project was to:  

 Investigate how teachers conceptualise their roles as promoters of health in 

the schools. 

The following secondary aims also gave direction to the research endeavour: 

 an exploration of how teachers perceive health and health promotion in schools;   

 understanding of how teachers in their pedagogical practice promote health in the 

school; and  

 the presentation of a possible framework for the teacher as a promoter of health in 

the school. 

 

1.7 THEORETICAL FRAMEWORK 

A theoretical framework is a lens used in research through which the results can be 

interpreted (Maree, 2012:34), as it clarifies the connections between the phenomenon 

under study by providing insights which will probably lead to the discovery of new 

connections (Tudge, Mokrova, Hatfield & Karnik, 2009). In a way, the theoretical 

framework is a set of ideas and concepts that have been organised to tell us about the 

world, ourselves and other features of reality (Landsberg et al., 2005:9). In addition, it 

also provides an overview of perspectives, research results with reference to the topic. 

 

The theoretical framework also provides the researcher with the necessary platform 

to plan the study based on existing ideas in the field (Maree, 2012:34). The research 

aim was to investigate what could be the role of the teacher as a promoters of health 

in schools. In order to understand the role of the teacher, Bronfenbrenner’s (1979) 

systemic ecological framework has been utilised for the study. 

 

1.7.1 Bronfenbrenner’s ecological framework 

Bronfenbrenner’s ecological framework defines health as an interaction between an 

individual and the environment (Quirke, 2015). This framework allowed space for a 

better and complex understanding of both social and physical interactions settings in 
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the development of a child. Moreover, the framework enables critical role players to 

become empowered and to identify the strength and needs of the various systems 

(Hay, 2009) because they contribute directly or indirectly in the promotion of health in 

schools. This applies to qualitative study because there are questions asked. In this 

instance, the Bronfenbrenner’s ecological theory has been applied in order to  

investigate the role of teachers as promoters of health in schools. 

 

It has been argued that Bronfenbrenner’s ecological framework goes beyond the 

individual-environment relationship that interacts with each other as the individual 

develops (Bronfenbrenner & Morris, 2006). According to Donald et al., (2010) and Spilt 

et al., (2011), the proximal interaction can be a long-term relationship between a 

parent and a learner. In addition, a teacher and a learner can be affected by the person 

factor and the social context. Against this background, this theoretical framework was 

deemed relevant in this study ultimately because it give emphasis to the interaction 

between the individual’s development and the systems within the general social 

context where health is promoted (Donald et al., 2010; Quirke, 2015). 

 

These levels are important in the sense that whatever happens in one system affects 

and is affected by the other (Landsberg et al., 2005:10; Nel et al., 2013). Therefore, 

Bronfenbrenner’s theory affirms that the ecology of human development involves the 

scientific study of the progressive, mutual accommodation between active, the growing 

human being and the changing properties of the immediate settings in which the 

developing person lives. This process is affected by the relationship between settings 

and by the larger context in which the settings are embedded (Bronfenbrenner, 

1979:21). 

 

The human behaviour, attitude, experiences and motives cannot be understood 

outside their context (Quirke, 2015). However, the greatest conundrum in education 

system lies in the understanding of how the levels interact and influence the individual 

learner (Landsberg et al., 2005:9; Donald et al., 2010). For instance, if the 

understanding at all levels in the environment is unlikely, there will be challenges that 

will affect schools and teachers in particular.  Hence, the teachers are regarded to be 

the most valuable resource as the promoters of health in schools (Jourdan, 2016). 
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Because of the amount of health challenges learners experience in schools, radical 

change of attitude for teachers is needed (Donald et al., 2010). Owing to the nature of 

schools where the proposed intervention was suggested, some schools may not have 

the capacity of promoting health because teachers are ignorant of the initiative 

(Jourdan, 2011). However, inviting teachers to be involved comes with a challenge 

that the health promotion initiative might be standardised or just be a preventative 

practice (Quirke, 2015). 

 

The description of the framework has assisted in the understanding of health in the 

educational context. To attain a better understanding on the importance of these 

systems theory in this research, the levels in the environment as they were outlined 

by Bronfenbrenner (1979) were discussed thoroughly in the sections below. The core 

principle of the Bronfenbrenner’s systems theory is its interrelated nature of contexts 

(1979), where for instance teachers, school environment, cluster, district, provincial 

departments, national departments, support services, resources might be substantial 

in explaining the experiences for teachers to execute their roles as promoters of 

health. The gap in the collaboration between the departments in a way has affected 

how teachers promote health in schools. 

 

According to this theory, things that happen in one part of the system can affect other 

parts, and ultimately, the ecological system as a whole (Donald et al., 2010:37). 

Therefore, the ecological theory was used to explain how the negative/positive 

interactions in the five interacting systems influence children in terms of health in 

schools. The purpose of the study was to investigate how teachers conceptualise their 

roles as promoters of health in the schools. 

 

It is vital for schools to consider the entire context in which learners exist. However, it 

has been a common misunderstanding for schools to focus solely on the impact of 

school programmes on learners rather than the family, school, the community as well 

as the peers (Henderson & Mapp, 2002; Duerden & Witt, 2010). The changing nature 

of teachers’ job over time challenges how they will give support to learners in school, 

in this case, the promotion of health. 
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In this study, the ecosystemic perspective, which has evolved out of the blend of 

ecological perspective of Bronfenbrenner (1979:21) and the systems theory, was 

utilised as it affirms the HPS settings approach. In addition, the latter posits that 

ecology of human development involves the scientific study of the progressive, mutual 

accommodation between an active, growing human being and the changing properties 

of the immediate settings in which the developing person lives. This process is affected 

by relations between the settings, and by the larger context in which the settings are 

embedded. 

 

Frederick and Clive (2002) describe Bronfenbrenner’s ecology theory in terms of five 

levels that overlaps each other. In addition, these levels are microsystem, the 

mesosystem, exosystem, macrosystem, and the chronosystem. 

 

1.7.1.1 Microsystem 

According to Landsberg et al., (2005:11), a microsystem is defined as the immediate 

environments where an individual develops. It is characterised by those events and 

individuals closest to a person’s life (Nel et al., 2013). The immediate environment 

relationship with which the child interacts includes the immediate family, school, 

neighbourhood, and the day care centre (Donald et al., 2010). The modus operandi 

among the levels in the environment has an impact on how the child develops 

(Landsberg, 2011; Nel et al., 2013; Ntagungira, 2014). If the environment is enabling, 

then it is easier and healthier for the child to grow within such environment. 

 

To expand the microsystem further on the school level, there are quite a number of 

things which are involved in the development of a child. These include the teachers, 

learners, the principal, curriculum, classroom interaction with peers and teachers, the 

pedagogy of teaching, the school environment, the condition of the physical 

classroom, the quantity, and the quality of the interpersonal and intrapersonal 

relationships, and the learning environment. 

 

Above all this, the teacher is the most important person who interacts with the child 

face-to-face on a daily basis (Nel et al., 2013). In essence, the micro system support 

the learner’s feeling of belonging in the school setting where Landsberg et al. (2011) 

argue that there could be risk factors within the school, which can affect the 
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development of a learner. As confirmed by Lerner (2005), these factors could be child-

headed families, substance abuse and homelessness. 

 

1.7.1.2 Mesosystem 

There is a close relationship between the microsystem and the mesosystem where 

the systems interact with each other (Nel et al., 2013). In the microsystem, the child 

appears in one setting which is the home, and it is the home which handles the 

relationship between home and school and the neighbourhood as well (Landsberg et 

al., 2011). According to Bronfenbrenner (1979), the church, camp and workplace are 

part of this system. Therefore, a mesosystem is a set of microsystems associated with 

one another in a sense that what happens in the immediate environment can influence 

how children respond at school (Donald et al., 2000; 2002). 

 

This close relationship in the micro and mesosystem helps in scrutinizing how the 

interaction between the school and the family can highly contribute to learning and 

teaching (Ntagungira, 2014). This is because the mesosystem expands and the child 

develops in the territory by forming new relations and joining other settings outside the 

microsystem settings. If the shift is not handled well owing to the understanding of 

health promotion in schools among teachers and parents is not well known and 

therefore it can cause confusion when it comes to assisting children in schools 

(Mashau, 2011; Bronfenbrenner, 1979: 25). 

 

Cushman and Clelland (2012) note the challenges that can be brought about by other 

elements in the system. The consistency on how health promotion programmes should 

be handled in schools by teachers is not well established, which can mean that 

whatever happens in the national, province, district, and school can affect the manner 

in which the teachers play their roles as promoters of health in school (Terburgh, 

2015). In the mesosystem, learners who have troublesome upbringing owing to 

unsupportive child-headed families if they do not receive emotional support from their 

teachers it can escalate to barriers to learning (Lean & Collucci, 2010; Landsberg et 

al., 2011; Terburgh, 2015; Haider et al., 2018). 

 

Similarly, it can also mean that depending on the needs of schools, learners can also 

experience different successes depending on their teachers’ attitude towards the 
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programme (Hay, 2009). However, if the learners could receive support from their 

teachers, it can boost their self-esteem and sense of security. 

 

1.7.1.3 Exosystem 

According to Bronfenbrenner (1979: 25), the exosystem consists of the structures that 

have an impact in the child’s mesosystem and have the ripple effects on the child 

although it does not affect the child directly (Landsberg et al., 2011). These structures 

include the community, the School Governing Body (SGB), health care facilities, 

employment, and the communication network, which in turn, influence the 

mesosystem and the microsystem and contains the settings that do not involve the 

developing person as an active participant (Nel et al., 2013). Swart et al. (2004: 11) 

confirm that the exosystem is where an individual is not directly involved as an active 

participant. However, it may influence or be influenced by what happens in the 

environment. 

 

This speaks clearly to the children who are affected by whatever arrangement done in 

schools, although they are not participating directly (Donald et al., 2010). Teachers 

and children in schools are affected by several challenges that happen in the 

exosystem. These things as identified by Yorke (2008:52) include the education 

system, health services, parents’ socio-economic status, community organization, 

social development, and the resources that are not readily available to schools and 

the issue of equity when it comes to resource distribution. Many countries have good 

policies. Nevertheless, they lack implementation strategy (Mohamed, 2015). 

 

1.7.1.4 Macrosystems 

According to Swart and Pettipher (2005:11), a macrosystem is defined as the cultural, 

ideological and institutional contexts in which all the systems are intertwined; one 

cannot exist without the other. According to Donald et al. (2010), attitude, beliefs in the 

society’s system and culture may have an impact or be influenced by other systems. 

This could include humanity, social justice and democracy. Teachers’ attitude and 

beliefs can have a positive or a negative influence on the promotion of health in school 

(Leahy et al., 2016). Policies that are developed from a national department can have 

a critical impact on how teachers can be promoters of health in schools because if 
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they lack the pedagogy where teachers can participate fully, it could create a great 

confusion. 

 

1.7.1.5 Chronosystem  

The fifth system, which is the chronosystem, was later developed and it symbolises 

change over time, not only in the characteristics of the child as a person, but also the 

environment which the child lives in (Bronfenbrenner, 1992). This may include the 

changes over the years in the family structure where one parent can die or divorce 

and children will be under the care of a guardian or be a child-headed family, the socio-

economic status, poverty, unemployment, and the place of residence (Donald et al., 

2010; Hay, 2009). 

 

In this case, the chronosystem includes the developmental time frames that link the 

thread in the relationship between all the levels and how they influence the individual 

development. Similar to this, the role of teachers as promoters of health in schools will 

receive attention as to how it covers learners in schools in the midst of curriculum and 

political changes. 

 

The Bronfenbrenner’s eco-systemic theory focuses on the understanding of the role 

of teachers as promoters of the health basically from the complex interconnected eco 

systemic point of view in the social context (Donald et al., 2002). It allows the 

understanding of the role of teachers from a broader perspective not only as Life 

Orientation teachers and Life Skills. It connects the school, family, community, and the 

broader society. According to Swartz (2007), the interconnection between the systems 

can contribute to effective teaching and learning or create barriers to learning for 

children. 

 

Children are mainly affected basically because human being’s development does not 

happen in vacuum. However, it occurs in ever changing context such as homes, family 

and schools (Donald et al., 2010), which according to Bronfenbrenner is referred to as 

microsystems. The chronosystem can also be used as a frame of reference to 

determine the attitude, knowledge and skills of both learners and teachers before 

health promotion in schools was implemented and after. 
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1.7.2 Bronfenbrenner’s framework in education 

Bronfenbrenner’s framework is very much relevant in this study because learners do 

not exist outside their surrounding systems; hence, the education system, the school, 

teachers as well as the curriculum determine their academic success (Jourdan, 2016; 

Leahy et al., 2016). Education is central around children and there are systems that 

contribute to their development as they have already been mentioned above. 

However, it is much more important in how they interact. Learners in their learning can 

present a number of dysfunctional elements, which then interferes with teaching and 

learning. 

 

These elements can be social, emotional, physical, and psychological depending on 

how the systems in their development integrated. Nel et al., (2013), Donald et al., 

(2010) and Landsberg et al. (2005) noticed that what occurs in one system could affect 

the child directly or indirectly. The dynamics of relationships perfectly suit the various 

social and physical levels of interaction in education (Engelbrecht et al., 2003). 

 

Schools have a greater influence in the society (Marx et al., 1998), and the attention 

concerning intervention programmes in the school level can have a greater impact in 

the broader societal context where the interaction of different levels can be used 

(Herman et al., 2004). The perception and experience of the environment is very 

important as it creates the feeling of happiness, joy and excitement. Hay (2009) argues 

that people create their perception based on the reality of things as well the 

experiences to which they have been subjected. 

 

The practice of HPS approach was done in schools and teachers were expected to be 

involved. Hence, they were adamant about the ambiguity that the programme could 

bring in the education domain (Mohammed, 2015). However, their perception was not 

determined by the resources and training they might have gone through (Wevers, 

2012). However, its dependence was on whether the training has met their expectation 

or not (Jourdan et al., 2008). Therefore, the researcher considers the teacher as the 

most valuable asset of the school as it has been mentioned in Marx et al. (1998). 

 

In the microsystems, the school is the most important context in which interactions are 

intensified and the children’s experiences influence the development. In a way, 
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schools need to provide an enabling environment for learning (Bronfenbrenner, 1979). 

The understanding of the school as an enabling environment for learning is further 

extended in the mesosystem where the school is perceived as the open system that 

interacts with the stakeholders in the other systems, and together they contribute to 

the health and well-being of children, teachers and their communities (Renwick, 2006). 

 

1.8 CONCEPT CLARIFICATION 

The following concepts are central to the project’s definitions and a description is 

provided as an effort to create a common understanding. 

 

1.8.1 Teacher 

Over the years, the teacher has been defined as someone who promotes learning and 

provides for a setting suitable to learning and not merely teaches the learners 

(Bastable, Gramet, Jacobs, & Sopczyk, 2011:13). However, Lawson and Flocke 

(2009) assert that a teacher is someone who creates a teachable moment unlike to 

wait for it to happen, but to actively involve learners in the process of education 

(Bodeinheimer et al., 2002). 

 

Niemann and Monyai (2012:6) view the role of a teacher as the mediator of learning 

rather than a transmitter of knowledge. This is strengthened by the theory of 

constructivism, which rather perceives learning as individualised, social and occurs 

within context. To strengthen this theory, Niemann and Monyai (2012:7) indicate the 

specific implications for the teacher as a mediator of learning, which implies the 

following: 

 Learners are actively involved; 

 Learners should be at the centre of teaching activities; 

 Learners should be helped to learn; 

 Opportunities for knowledge construction should be created; 

 Creating a real world environment; 

 Opportunities for reflective practices; 

 Opportunities for constructing knowledge through social negotiation; and lastly 

 Multiple representations of reality should be allowed. 
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The aspects mentioned above give a broader perspective of the definition of a teacher 

as it was explained by a constructivism theory where the teacher constructs meaning 

in the learning context (Vygotsky, 1931). For the purpose of this study the definition of 

the teacher as someone who promotes learning and provides a setting suitable to 

learning will be used. 

 

1.8.2 Health 

Health in itself is a complex term (Marx et al., 1998), which depends on the context 

where it is applied (Mashau, 2011). According to WHO (1984), health is defined as the 

state of complete physical, social and mental well-being and not merely the absence 

of disease. Over decades ago, health has been defined under the spectacles of 

medical terms, which mean being free from diseases and ill health as well as the being 

in good shape. The table below outlines the major differences in the definition of 

health. 
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Table 1.1: Differences in the definition of health 

Traditional approach to health World Health Organisation view of health 

The absence of disease. Positive well-being. 

Physical well-being. Physical, mental and social - about the 

body, mind and the surrounding context. 

The concern mainly of doctors. The concern of everyone. 

Includes educational approaches e.g. 

learning knowledge, attitudes and skills. 

Includes social change. 

The goal is a perfect state of health. The goal is to help people be as healthy 

as they want to be – health as a resource 

for living, not an end in itself. 

Health is a matter for individuals – it is 

entirely up to each of us how healthy we 

are and if we are not it is our own fault. 

Health is influenced by our environment 

and people need to be supported and 

given opportunities to be healthy. 

Health is improved mainly by medical 

intervention and lifestyle changes by 

individuals. 

Health is improved mainly through 

health promotion, helping create social 

and physical environments that support 

health, and empowering people to take 

their own decisions to help them to be 

as healthy as they want to be. It 

involves action for social change, 

increasing social equality, and 

increasing democratic participation. 

Source: Gray, Young & Barnekow, 2006 

 

The traditional approach of health and the definition by WHO (1986; 1996; 1999) show 

a huge gap in the understanding of health concept. The traditional approach of health 

is very limited to an individual’s health whereas the exposition by WHO is much wider. 

In line with the WHO definition of health, the social context defines health as the 

capacity of the body to carry the demands made by the social environment. Moreover, 

this could mean that if the body is unable to carry on the tasks required by the 

environment; therefore, it is not healthy. 
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The different views on health have also impacted rather in a negative way on the 

manner in which people are regarded as healthy. The definition by WHO (1984; 

2006:1) is where health is explained as the “state of complete physical, mental and 

social well-being and not the absence of disease and infirmity” can resemble a limited 

scope of health as it may recommend that the slightest weakness in one’s body can 

mean that a person is not healthy. 

 

However, health should be seen in a holistic manner in which a number of factors 

should be seen as the contributors of health, which enables the person to or cannot 

perform the task at hand (Marx et al., 1998). These factors include the physical, 

emotional, intellectual, spiritual, and the social settings in one’s life. To maximise the 

potential, these factors cannot be emphasised in silos, one over the other. Essentially, 

health should be seen in a holistic manner, which encompasses all of life. In 

conjunction, they contribute to a better health of an individual. 

 

Therefore, the complete state of health should be seen as the one where all factors of 

health are in a state of balance for the purpose of human existence. The balance of 

health factors was well presented by Lucas and Lloyd (2005):  

 Spiritual health promotes an awareness that contribute to the identification and 

empowerment of values, which includes inter alia hope, perseverance, patience, 

kindness, and compassion. Spirituality focuses on the morals, values and ethics to 

balance existence in human beings. 

 Mental health bases the attention on the ability to apply the intellectual effect, the 

reasoning power of a human being. 

 Emotional health deals with the ability to express emotion and to manage stress 

in an appropriate manner. It also takes account of the sense of belonging and being 

in harmony with the surroundings. 

 Physical health is mainly the absence of disease in one’s life and the ability to 

complete various tasks at hand. 

 Social health is determined by the surrounding, which also plays a greater role in 

determining whether one is healthy, or not. 
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All in all health can be defined in various contexts and mean different things to that 

particular context (Marx et al., 1998). In a way, there is no simple given definition of 

health, which can suffice the understanding of what it can mean at that time. According 

to Renwick (2006), health has been regarded as a very important element of human 

understanding. However, if all the factors of health were taken into consideration, the 

meaning and the interpretation can be easier to understand even when the health 

concept has to be applied in schools by teachers. 

 

The growth and development of the western medicine in modern times, which was 

characterised by failure of body parts in one’s body, would call for medical intervention. 

The ancient Greeks viewed health as a very important thing, whereas the Indians view 

health as harmony with self as well as the nature (Karstens, 2010). In contrast, the 

ancient Chinese believed that health was a reflection of the important body force that 

was derived from cosmic energy (Edelman & Mandle, 1990). Therefore, it can be 

concluded that the ancient define health in the view of life and living and the medical 

model defines health as illness in the body. 

 

The promotion of health in schools places health as the main vehicle to achieve 

complete health for children as a resource that is created in the context of everyday 

life (Kickbush, 2003:383; WHO, 1986). In line with the revised Global School Health 

Initiative by the World Health Organisation (WHO), “health is directly linked to 

educational achievement, quality of life and economic productivity (WHO, 1998:1) and 

this is confirmed by (Samdal, et al., 2010; Samdal & Rowling, 2013:141). The 

explanation by Renwick though defines health as resource for everyday life than being 

the purpose of life (Renwick, 2006). 

 

This implies that health is a social concept since it does not happen in isolation of the 

context (Kickbusch, 1989). In addition, the health and well-being of individuals is 

derived from their social context in relationship with other structures (Kickbusch, 1981; 

Tjomsland, 2010). In conclusion for the purpose of this study the holistic approach to 

health will be adopted because it is believed that a number of factors contribute to the 

health of an individual. In this case the health of learners in schools. 
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1.8.3 Health promotion 

The definition of health promotion is certainly derived from the definition of health and 

it was defined in many different ways (Marx et al., 1998). The Ottawa Charter defines 

“health promotion as a process of enabling people to increase control over, and 

improve their health” (Donald, et al., 2002:137; WHO, 1986), whereas Green and 

Kreuter (1991) define health promotion “as any combination of health education and 

related organisation, economic and environmental supports for behaviour conducive 

to health and well-being”. Meanwhile, Raeburn and Rootman (1998) delineate health 

promotion as concerned with positive health and well-being; involving the whole of life 

such as the complex notion of body, mental, social and spiritual states, and the fact 

that it is a process linked to everyday life and community. The view in this salutogenic 

approach implies the consolidation of people’s health potential and that good health is 

a means to a prolific and pleasant life (Becker, Glascoff & Felts, 2010; Renwick, 2006). 

 

The concept of health promotion emerged as a broader, settings-based approach, 

which focuses mainly on changing living conditions to allow people to make precise 

decisions regarding their health (Denmann et al., 2002; Flaschberger, 2012).  

Consequently, it involves a shift from practices that are mainly classroom-based health 

education model to a more all-inclusive, incorporated construct of health promotion 

(Deschesness, Martin, & Hill, 2003) in the school. The settings-based approach to 

health promotion was introduced into settings like hospitals and universities, and 

schools became a focus for health promotion in the broader community (WHO, 1986; 

Poland, Krupa & McCall, 2009). 

 

The expansion of health promotion therefore consists of actions that guide, motivate 

and educate individuals to take good decisions to improve and to increase control over 

their health (WHO, 2006). Most importantly, the goal of health promotion is to reduce 

the differences in health status and to promote equity in health in order for people to 

achieve their fullest health potential. The most integral part in this definition is the 

notion of empowerment, which focuses on health promotion as a commitment to giving 

power to the individuals so that they have greater control over their health (Quirke, 

2015). 
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In other words, health promotion encourages people to re-think their ways of thinking 

about health towards a comprehensive attitude of health and well-being (Strydom, 

2011). In addition, previously health has been viewed as an individual matter that can 

only be taken care of by the health professionals. However, in health promotion, the 

focus has shifted to health as a community responsibility. According to Terburgh 

(2015), health is seen as a resource for everyday where there is emphasis on the 

social and personal resources as well as the physical capacity. Consequently, health 

promotion goes beyond a healthy lifestyle to well-being and not the responsibility of 

the health sector only. 

 

Health promotion encourages people to make a paradigm shift from previous ways of 

thinking about health towards a holistic attitude of health and well-being. Previously, 

according to WHO (2009), the control of factors that determine one's health is essential 

for individuals to achieve their fullest health potential. Therefore, the determinants of 

health include an enabling environment, which supports health through the access to 

information, life skills and opportunities to making healthy choices (UNICEF, 2004; 

Renwick, 2006; Jourdan et al., 2016). 

 

In a way, human rights are fundamental to health promotion and a critical concern for 

equity and empowerment (The Constitution of the Republic of South Africa, 1996). 

According to Davies and McDowall (2006:20), it has the following characteristics: 

 Health promotion is a process – a means to an end; 

 Health promotion is enabling – done by, with and for people, not imposed upon 

them; and 

 Health promotion is directed towards improving control over the determinants of 

health. 

According to WHO (2009), health promotion in schools is not only about motivating 

children to exercise or to eat healthy food. It is much broader in a sense that it includes 

the promotion of physical, social, spiritual, mental, and emotional well-being of 

learners and staff. It is a whole school approach where research indicated that health 

promotion should be seen both as a means to improve health and as a way of helping 

learners to succeed in their schooling (Jourdan, 2011). 
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This study will therefore adopt the definition where health promotion is viewed as a 

process of enabling people to increase control over and to improve their health. 

 

Nonetheless, since the primary duty of the school is not to improve learners’ health, 

therefore the promotion of health in schools is not the easiest thing to accomplish. It 

will therefore require consideration of the nature of the school environment and in 

particular, the manner in which teachers perceive their own role in health and social 

well-being of learners. According to (Davies & McDowall, 2006:22), in line with the five 

components of HPS, the development of the 21st century priorities were to:  

 

1.8.3.1 Promote social responsibility for health 

According to the DBE (2011), the policy-makers decisively need to commit to social 

responsibility where public and private sectors should promote health by endorsing 

policies and practices that do the following:  

 Avoid harming the health of individuals;  

 Protect the environment and ensure sustainable use of resources;  

 Restrict production of and trade in inherently harmful goods and substances such 

as tobacco and armaments, as well as discourage unhealthy marketing practices; 

 Safeguard both the citizen in the marketplace and the individual in the workplace; 

and 

 Include equity-focused health impact assessments as an integral part of policy 

development. 

 

1.8.3.2 Increase investment for health development 

Health is a very important aspect of life expectancy. However, in many countries, 

current investment in health is inadequate and often ineffective (Ntagungira, 2014). 

Likely, the best approach to increase investment for health development requires 

various sectors to collaborate in the accumulation of additional resources for education 

and housing as well as for the health sector. Research findings have proven that 

greater investment for health and reorientation of existing investments has the 

potential to achieve significant progress in human development, health and quality of 

life (Leahy et al., 2016). In line with global health for all, investments for health should 
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reflect the needs of particular groups such as women, children, older people, and 

indigenous, poor and marginalised populations. 

 

1.8.3.3 Consolidate and expand partnerships for health 

Partnership for health promotion is necessary between the different sectors 

(Mohamed, 2015; Roux, 2013). This covers all levels of governance and society. The 

partnership was said to be transparent and accountable and should be based on 

agreed ethical principles, mutual understanding and respect. Therefore, existing 

partnerships need to be strengthened and the potential for new partnerships must be 

explored further. The implications about partnerships are that they offer mutual benefit 

for health through the sharing of expertise, skills and resources; hence, the WHO 

guidelines should be adhered to (WHO, 1986). 

 

1.8.3.4 Increase community capacity and empower the individual 

The element of empowering the community is very critical. According to Deschesness, 

Trudeau, and Ke´Be (2010), the intention of HPS is to build capacity of the school by 

focusing on all stakeholders for the purpose of developing them as partners who then 

will participate in the development of HPS. In addition, to make it sustainable, their 

empowerment will bring about the whole school change. However, health promotion 

should be carried out by and with people, not on or to people (Marx et al; 1998). This 

error can hamper the development of health promotion in schools if it is carried to 

people; in this case, if it is carried to teachers for implementation purposes. If it is done 

properly, then it improves both the ability of individuals to take action, and the capacity 

of groups, organisations or communities to influence the determinants of health. 

 

Road shows and workshops have been used as the way to take health promotion to 

the communities (Renwick, 2006). But, most importantly, improving the capacity of 

communities for health promotion requires practical education, leadership training, 

and access to resources, which seem to be the most obstacles when it comes to 

promoting health in communities as well (Mohamed, 2015). Again, empowering 

individuals demands more consistent, reliable access to the decision-making process 

and the skills and knowledge essential to effect change. Both traditional 

communication and the new information media support this process. Social, cultural 

and spiritual resources need to be harnessed in innovative ways. 
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1.8.3.5 Secure an infrastructure for health promotion 

Effective health promotion would not be possible if proper infrastructure is not available 

and in place. Therefore, to secure an infrastructure for health promotion, new 

mechanisms for funding it locally, nationally and globally must be found (Marx et al., 

1998). Motivations to influence the actions of governments, non-governmental 

organizations, educational institutions, and the private sector are needed to make sure 

that resource mobilisation for health promotion is maximized should be developed 

(Jourdan, 2011). The ‘settings for health’ represent the organisational base of the 

infrastructure required for health promotion.  

 

The development of new health challenges would also mean that new and diverse 

networks need to be created to achieve all-inclusive collaboration of sectors (Johnson 

& Lazarus, 2003). Such collaboration in networks should provide mutual assistance 

within and among countries and enable exchange of information on which policies 

have proved to be effective (Terburgh, 2015). The training and practice of local 

leadership skills should be encouraged for the purpose of supporting health promotion 

activities. Documentation of experiences in health promotion through research and 

project reporting should be enhanced to improve planning, implementation and 

evaluation. All countries should develop the appropriate political, legal, educational, 

socio-economic environments required to support health promotion. 

 

1.8.4 The health promoting schools 

The HPS are defined as those that aim at achieving healthy lifestyles for the total 

school population by developing supportive environments conducive for the promotion 

of health (WHO, 1993:1; WHO, 1995). In addition, HPS are defined as those that 

constantly strengthen their capacity as a healthy setting for living, learning and working 

(UNESCO, 1998; WHO, 2009).  This is done by providing school health education, 

which enhances learners’ understanding of the dynamics that influence their health 

and enabling them to make healthy choices and to embrace healthy behaviours in 

their lives (Donald et al., 2010). 

 

HPS aim to achieve, “health lifestyles for the total school population by developing 

supportive environments conducive to the promotion of health. It offers opportunities 
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for, and requires commitments to, the provision of a safe and health enhancing social 

and physical environment” (WHO, 1993:3).To achieve that,  the health promoting 

schools’ objectives entail the improvement of collaboration of health promoting schools 

across the school community, and between the school and the external stakeholders; 

the adoption of both social and physical environment of the school through 

management structures and the development of policies; as well as the improvement 

of curriculum and school activities to address the health needs of learners in schools 

(Denman et al., 2002).  

In a broader sense, Health Promoting Schools are defined as those that: 

 Promote health and learning by utilising all the resources available in schools; 

 Involve both health and education stakeholders, including teachers, learners, 

parents, health providers as well as the community leaders in an effort to make the 

school a healthy and better place to teach and learn; 

 Endeavour to establish a healthy environment, school health education, and school 

health services along with community projects, promote health promotion 

programmes for staff, nutrition as well as food safety programmes; 

 Again, it creates opportunities for physical education and recreation, counselling 

programmes, social support and mental health promotion; and  

 Drives policies and practices that respect human rights and dignity, and to 

provide multiple opportunities for success. 

 

Regional networks of health promoting schools have been set up in Europe, Australia, 

the Western Pacific, and Latin America (Samdal & Rowling, 2013) to stimulate the 

development of health promotion in schools (Kickbush, 2003). To support the 

implementation of health promoting school initiative worldwide, the European Network 

of Health Promoting Schools (ENHPS), which is known as Schools for Health in 

Europe (SHE), has established a network of health promoting schools in over 37 

countries (McDonald & Ziglio, 1994; Samdal, 2008; Schools for Health in Europe 

(SHE), 2013). There is a significant growth in the health promoting schools programme 

in many countries and this implies that teachers also have a greater task to tackle in 

their day-to-day responsibility in school (St Leger, 2006; Frantz, 2015:2). However, it 

has to be remembered that in many schools, teachers feel overwhelmed with the 

continuous supply of prevention programmes, especially because some of them are 
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faced with an overcrowded classrooms, inflexible curriculum and very limited 

opportunities to implement those programmes (Peters, Kok & Ten Dam, 2009). 

Unfortunately, they also do not possess skills and abilities required to carry out the 

task (Miglioretti et al., 2012). 

 

According to Kickbusch (1989), the notion of promoting health in schools emerged out 

of the settings approach and because of the growing appreciation, the local 

environment is significant in shaping and reinforcing health in schools (Renwick, 2006; 

Weare, 2000; Stewart-Brown, 2006) in the sense that this is where learners and staff 

learn, teach and play. According to Denman et al., (2002), the set primary objectives 

of the health promoting schools are basically to improve the collaboration across the 

school, the community and the external agencies; to adapt the social and physical 

environment of the school by developing policies and strengthening the management 

structures as well as to improve curriculum and the school activities. Irrespective of 

the set objectives and the potential of HPS, the use of schools as sites for health 

promoting schools comes up with challenges where current evaluation results in 

literature shows that there is still as few in number and inconclusive as to how it is 

implemented globally (Deschesness, Martin & Hill, 2003).  

 

The Health Promoting Schools in its approach tries to improve the health of school 

staff, families and community members and learners as well; and also works with 

community leaders to help them understand how the community contributes to, or 

undermines, health and education (Marx et al., 1998). 

 

From the literature, there are components that characterise the health promoting 

school. According to Booth and Samdal (1997) and Parsons et al. (1996), these 

components are the formal health curriculum, which gives learners the essential 

knowledge and skills that will allow them to take reasonable choice affecting their 

emotional, physical, and social health. The components also include the school 

environment that covers the physical and social health, the health services and 

policies of the school as well as the school and community interaction. 

 

According to Samdal and Rowling (2013), the HPS focus on the most basic aspects 

of health. These include taking care of self and others; taking control and making 
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healthy decisions over life circumstances; initiating conditions that are favourable to 

health through policies, services and social conditions; creating capacities for peace, 

shelter, education, food, income, a stable ecosystem, equity, social justice, 

sustainable development; preventing leading causes of death, disease and disability 

(WHO, 1996). These also include helminths, tobacco use, HIV/AIDS/STDs, sedentary 

lifestyle, drugs and alcohol, violence and injuries, unhealthy nutrition as well as 

influencing health-related behaviours such as knowledge, beliefs, skills, attitudes, 

values, and support (Terburgh, 2015). 

 

The HPS approach requires rigorous change in how schools and their staff practice 

school health (Deschesness et al., 2003). In addition, this implies moving from 

classroom-based health education to a more integrated health promotion that focuses 

on children attitudes and behaviours and their environment (Jourdan, 2011). It is in 

schools where there is paradigm clash between health and education, and socio-

ecological and medical framework as well as between health practitioners and 

education practitioners. 

 

Every child has the right to be educated in a conducive environment (Bruce, Klein & 

Keleher, 2012). This is a school characterised by “constantly strengthening capacity 

as a healthy setting for living, learning and working” (WHO, 1998:2). In particular, the 

health promoting school aims to achieve healthy lifestyles for the total school 

population mainly be developing environments, which are supportive to the promotion 

of health in schools. According to Donald et al., (2002), the HPS offers opportunities 

that requires commitment to the provision of safe and health enhancing social and 

physical environment (Day & Gu, 2010). 

 

Learners with barriers to learning need to be cared for in an environment where they 

are shown respect and support by their teachers. However, lack of understanding that 

HPS aim to support learners’ needs at schools could put teachers in an unlikely 

position where they are seen to be unwilling to develop a school system, which is in 

the favour of children (Mohamed, 2015; Terburgh, 2015). 

However, the European Network of Health Promoting School (ENHPS) extends their 

view and dimensions of a HPS and this is displayed on the table below.  
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Table 1.2: Traditional approach to school health versus the ENPHS. 

Traditional, moralistic approach to 

school health 

Health-promoting school approach - 

according to the ENHPS 

Focus on individuals e.g. on their health 

problems, on his or her ‘healthy habits’ 

and lifestyles. 

A ‘settings’ approach - focuses on the 

totality of the school as an organisation 

in its community, all staff and all pupils. 

Developing a school health policy. 

Focus mainly on physical health. 

Physical activity seen as linked only to 

sport. 

Focus on mental, emotional and social 

health as well as physical health. 

Physical activity seen as beneficial for 

all, and as being fun and enjoyable. 

Health as the absence of disease and 

problems. Focus on illness, diagnosis 

and treatment. 

Health as positive well-being; focuses 

on the quality of life, on prevention of 

health problems and promotion of 

positive mental, social and physical 

health. 

Health education seen as a value free 

approach. 

Health promotion based on explicit 

principles e.g. democracy, equity, 

participation. 

Short-term response to events, often 

‘crisis management’. 

Long-term, developmental approach, 

which starts early, for all children and 

meets their stage of development, 

needs and interests. 

Concept of health education  

The focus is changing behaviour, 

developing healthy habits and lifestyles: 

conformity and obedience. 

The focus is on autonomy and decision-

making.People decide for themselves 

how and to what extent they wish to be 

healthy. 

Health education taught as separate 

lessons. 

Health education integrated across the 

curriculum. 

Curriculum aims to teach knowledge. Curriculum aims to help pupils learn 

skills and attitudes as well as 
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knowledge. The objective is increasing 

action competence. 

Moralising: the teacher decides. 

Teacher-centred methods, often with 

lectures on ‘good health’. Learners 

generally passive. 

Student participation in decisions. The 

focus is on learning rather than 

teaching, and on active methods 

involving group work, discussion, 

games, simulations, problem solving, 

taking action etc. 

Emphasis on negative “messages”, 

warnings and inducing fear. 

Emphasis on positive methods, the 

advantages of being healthy, choice 

and decision-making. 

The whole school  

Teachers not part of the process or 

seen as role models in a moralistic 

sense. 

Teachers’ mental, emotional and social 

health is as important as pupils. 

Teacher support and training is 

essential. 

Only certain parts of the physical 

environment of the school seen as 

related to health e.g. gymnasiums, 

sanatoriums. 

Whole physical environment – 

classrooms, corridors, playgrounds, 

toilets, healthy eating, routes to school - 

seen as affecting health. 

Links with the community  

Experts from the community are 

involved in the school or class. 

The school and pupils participate in 

society and function as partners in 

dialogue; pupils take action and are 

taken seriously. 

Outside agencies used for referral of 

children with problems and difficulties. 

Outside agencies actively involved with 

whole schoolwork. 

Parents and community ignored or 

asked to ‘support’ the school. 

Parents and the wider community 

actively involved e.g. in decision making, 

and there is a programme of out of 

school activities. 

Evaluation  
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Measuring pupils’ behaviour related to 

smoking, alcohol etc. 

Measuring pupils’ action competence 

(thinking, commitment and vision). 

Action based on ’what has always been 

done’. 

Action based on evidence of what is 

more likely to work and on evaluation. 

Source: Gray, Young & Barnekow, 2006 

 

The ENHPS concept of health is not only focused on individual teachers or experts to 

be involved. However, the environment plays a huge role with the purpose of 

empowering all those who are involved in the health of children in schools. Teachers 

who are not receiving any support from all other stakeholders cannot be passionate to 

be involved in promoting the health of children (Mohamed, 2015). The development of 

skills, knowledge and attitude is important for both stakeholders to make informed 

decisions about their health (Quirke, 2015). The ENHPS is not stagnant. It is a process 

where evaluation takes place regularly to determine what works and adopt the positive 

strategies, hence ENPHS has been substituted by SHE. 

 

1.8.5 Health promoter 

A health promoter is a person or organisation that helps something to happen, 

develops, or increases.  Conceptually, a promoter is someone who can act as an 

organiser, agent, sponsor, advocate, supporter, developer, backer or even advertiser 

(MacMillan Education, 2007).  Therefore, a health promoter refers to someone who is 

in a position to empower people to increase control over, and to improve their situation 

(Terburgh, 2015). 

 

Basically, a health promoter plans and ensures that policies are implemented within a 

particular setting. In addition, a health promoter work to ensure that effective practice 

is accomplished by building capacity, giving support as well as enabling a range of 

interventions to deliver health improvement programmes. In essence, health 

promoters are committed to confront inequalities in health and to promote anti-

discriminatory practice (Mormot, 2005; AGCAS, 2012). 
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1.8.6 Implication 

Implication is defined as a possible result of an action (Oxford Advanced Learners’ 

Dictionary, 2000). Moreover, Your Dictionary (2013) defines implications as something 

which inference may be drawn depending on the understanding. 

 

1.8.7 Conceptualisation 

Conceptualisation entails arranging and generating an idea, and to formulate it 

mentally. In addition, conceptualisation is the formulation of an idea about what 

something should work (McMillan Education, 2007). In this study, it is important to 

conceptualise how teachers could play their role in schools as promoters of health. 

Over a number of instances, the definition of a health promoter in a school setting is 

more focused on trained individuals who work outside school but providing health 

services in schools. Terburgh (2015) and le Roux (2017) conducted an extensive 

research regarding health promoters and their roles indicated that a health promoter 

is someone who provides services to the community by bridging the gap between the 

health service providers and the community. These health promoters also provide their 

health services in schools. 

 

In the study by Kwatubana and Kheswa (2014), it was found that teachers were 

reluctant to participate in the promotion of health because of how they view school 

health services. St Leger (1998) indicates that teachers were reluctant because they 

view health promotion as the responsibility of the health department. The same 

sentiment was shared by Mohlabi et al., (2010) that teachers were not participating in 

the promotion of health in schools. Because children are experiencing health 

challenges in schools now than before (Fathi et al., 2014), it is crucial that teachers 

should be promoters of health in schools in their capacity as teaching practitioners. 

 

An extensive research in schools has indicated that schools are the perfect setting to 

promote health of learners, teachers and the community (Mukoma & Flischer, 2004; 

Jourdan et al., 2010a; Preiser, 2014; Tjomsland, 2009). However, if teachers are not 

participating in the promotion of health in schools, there could be challenges that can 

affect the rendering of services in schools as well as the sustainability of health 

promotion in schools. St Leger (1998) found that teachers do not see themselves as 
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promoters of health in schools; hence, they do not have a relationship with health 

promoters who visit their school. 

 

It was found that instead of providing the school health service providers who visit their 

schools by accommodating them, teachers would not provide classrooms for 

screening (Kwatubana & Kheswa, 2014). According to the DoH (2011), schools are 

supposed to provide school health nurses with accommodation. Although teachers are 

worried by health challenges faced by learners in schools, their attitude against those 

who provide such services in schools will always hamper the development of health 

promotion in schools. On the other hand, there is a need to understand that teachers 

do not have any training in terms of providing health in schools. This is conceptualised 

in terms of their knowledge and skills, which are inadequate to promote health in 

schools. 

 

Although teachers are not trained to promote health in schools, but on the basis that 

they spend more time with learners in schools, it is crucial that their role as promoters 

of health in schools should be investigated. 

 

1.8.8 Support systems 

Support systems in a school refers to infrastructure, resources (financial, human) and 

pedagogical resources available to support teachers and learners to realise the goal 

of health promotion in school. In addition, the Department of Education (2003:10) and 

Sweden (2009:11) define support systems as the following: 

 Direct learning support for learners who experience barriers to learning; 

 On-going support and training for teachers to respond to the learners needs; 

 Curriculum development in response to learners different needs; and 

 Provision of Learning and Teaching Support Material (LTSM) and equipment to 

facilitate learning. 

 

1.9 RESEARCH PARADIGM 

The study was positioned in an interpretive research paradigm.  As such, the 

researcher realised that observation was fallible and that all theory was revisable 

(Henning, Van Rensburg & Smit, 2005:19). The research endeavour is also social 
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constructivist in the sense that the lived experiences and interactions of the teachers, 

and the engagement of the researcher, were central to the meanings attached. 

 

Ontologically, the interpretive paradigm presupposes multiple realities where 

individuals (read: teachers as promoters of health in schools) create their own 

meaning and interpretation of ideas, events, results thereof, etc.  Epistemologically, 

evidence were gathered concerning the role of teachers as promoters of health by 

engaging as closely as possible with them. Moreover, the “knowledge systems” 

(Henning, et al., 2005:20) of the teachers were interrogated so that the manner in 

which they were creating meaning was understood as clearly as possible. 

 

Axiologically, the researcher was aware of the values and bias as well as the value-

laden nature of the data to be gathered.  The mere fact that the researcher was ever 

present in the “field” is acknowledged in the sense that, whatever the outcome of the 

project, it is a product of the interpretation and presentation of the participants as well 

as the researcher. The interpretive paradigm also presupposes methodological 

considerations.  Therefore, the logic that was followed in the research project can be 

described as inductive from the ground up (read: teachers’ perspectives), rather than 

handed down to them. 

 

1.10 RESEARCH DESIGN AND METHODOLOGY 

The aim of this research was to investigate the role of teachers as promoters of health 

in schools. The research methods and design that were used are discussed briefly. A 

detailed discussion of the research methodology was given in Chapter Four. 

 

1.10.1 Research design 

The research design can be seen as an integral part of the research project.  In a 

sense, it represents the fundamental plan of the project. Various issues need to be 

addressed when the design of the project is considered. These include the following:  

strategy, conceptual framework, the topic to be researched, and the tools and data 

collecting and analysing procedures (Henning et al., 2005:4). The following research 

design was followed: 
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1.10.1.1 Literature review 

An extensive literature review on health, health promotion, HPS, role of teachers and 

support structures available for teachers was conducted to provide the theoretical 

basis for the study. National and International sources were located by means of 

literature search to obtain the relevant sources. 

 

1.10.1.2 Empirical research 

The empirical research was done in six health promoting school in the Tshwane 

Districts of the Gauteng Province in South Africa. Focus group interviews were 

conducted with 19 teachers  and one principal which brought the number to 20 

participants. Throughout the researcher’s visit, there were observations that were 

continuously going on with regard to the actions and events, which were related to 

health promotion in schools.  For the purpose of this study, documents were also 

analysed. 

 

1.10.1.3 Qualitative research design 

The research study was qualitative in nature and the strategy used was 

phenomenology (De Vos, Strydom, Fouchė & Delport, 2011:270).  According to 

Creswell (1998:15), “… a qualitative research is an inquiry process of understanding 

based on distinct methodological traditions of inquiry that explore a social or human 

problem.  The researcher builds a complex, holistic picture, analyses words, reports 

detailed views of informants and conducts the study in a natural setting.” 

 

A qualitative exploratory research design was used owing to the fact that very little 

was known about a group of people or phenomenon (i.e. the teacher as a promoter of 

health in schools).  For the purposes of this study, an exploratory qualitative research 

design provided a window on how teachers conceptualise and practically act as 

promoters of health in schools. 

 

According to Leedy and Ormrod (2010), qualitative research will enable the researcher 

to do the following: 

 Gain new insight about the role of teachers as promoters of health in schools; 
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 Develop new concepts or theoretical perspective about the role of teachers as 

promoters of health in schools; 

 Discover the problems that exist regarding the role of teachers as promoters of 

health in schools; and 

 Provide means through which the researcher can judge the effectiveness of health 

policies and practices regarding the role of teachers as promoters of health in 

schools 

Emphasis was placed on the examination of the perspectives and experiences of 

teachers, pertaining to the promotion of health in schools.  Their current experiences 

and perceptions concerning themselves as promoters of health were also explored. 

 

1.10.2 Research methodology 

1.10.2.1 Site selection 

The sites that were visited include the six HPS in the Gauteng Province of South Africa. 

The reason why the researcher chose Gauteng Province is because she resides and 

works in the province.  

 

In addition, the other reason is because of the co-operation between the National DoH 

and the Government of Japan through the Japan International Co-operation Agency 

(JICA) to facilitate the implementation of the HPS concept in primary schools in 

Gauteng Province (JICA) (2007:2) as it was identified as the target area that requires 

improvement in the area of community health. 

 

These schools are HPS and were declared as such by the Gauteng Education 

Department in collaboration with the Gauteng DoH and Social Development. 

Components such as the development of LTSM as well as Information, Educational 

and Communication Materials (IECM) in the five health programme areas were 

implemented in the health promoting primary schools with the aim to complement and 

support the teachers and schools to teach the learners healthy behaviours as well as 

suggest engagement activities for the school and communities (Sizanang Centre for 

Research and Development, 2006). Generally, the majority of the surrounding areas 

of the schools are impoverished, even though the surroundings range from informal 

settlements to urban settings (Roux, 2013:125). However, this research positioned its 
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focus in six HPS, which were in different settlements (formal settlement where there 

are proper houses, informal settlement where there are shacks and it is overcrowded 

as well as the farm settlements where there are farms around) in the Gauteng 

Province. 

 

Figure 1.1: A map of South Africa displaying the location of the nine Provinces. 

 

Source: SA-VENUES.com.online 
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Figure 1.2: Map of the Gauteng Province 

 

Source: SA-VENUES.com.online 

 

The map in Figure 1.2 shows the Gauteng Province where the research in HPS was 

done. This is the smallest province of 18 176 km square area in South Africa with 

approximately a population of 14.3 million people in 2017. Urbanisation, migration and 

search for greener pastures in the Gauteng province has led to the overpopulation of 

the province where communities are prone to be the breeding ground of a number of 

social ills, the reason why the pilot project to prevent illness among children in schools 

was held in this province first (Roux, 2013). 

 

Below is the map where most research took place in schools around the Tshwane 

Metropolitan with Tshwane South District, Tshwane West District, Tshwane East 

District. The distance between schools was approximately 15 kilometres apart from 

each other and that enabled the schools to interact on a number of occasions. 
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Figure 1.3: Map of Tshwane Districts 

Source: https://www.google.co.za/url? 

 

1.10.2.2 Participants 

The main motivation for the research project is the people. Therefore, the sampling 

procedure known as purposive sampling was used (Henning et al., 2005:71-72). The 

basic assumption of purposive sampling is that people should be part of the project 

that fit the criteria of desirable participants. 

 

The participants in the project were permanently employed teachers from the six 

schools declared by the Gauteng DBE as HPS - in the Gauteng Province of South 

Africa.  These teachers had at least been teaching for five years or more.  In total, 

there were six focus group interviews consisting out of twenty participants (N=20). If it 

was necessary and data saturation was not reached, further focus group interviews 

were going to be conducted. By inviting the teachers to participate hopefully an 

https://www.google.co.za/url
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invitational research culture was established that can have a positive effect in terms 

of participation to the research. 

 

1.10.2.3 Methods of data generation 

1.10.2.3.1 Focus group interviews 

A focus group interview is a planned, relaxed and naturalistic dialogue among a small 

group of people on a specific topic (Israel & Galindo-Gonzalez, 2011, Rubin & Rubin, 

1995). According to Morse and Niehaus (2009:90), focus groups are very efficient 

ways to elicit opinions or to develop an initial understanding of an area.  Henning et 

al., (2005:70) describe the dialogue as “wandering together with” the participants. 

Focus groups were used to explore the participants’ opinions and constructions 

concerning the research problem. The six HPS in the Gauteng Province of South 

Africa were combined for the purpose of the research project. Six focus group 

interviews were conducted at the HPS. For the purpose of this research English 

language was used. 

 

1.10.2.3.2 Documents 

Various policy documents that underpin health promotion were analysed. This 

embraces key legislation and policies as well as international, regional and national 

initiatives, which govern and influence health promotion in schools. These documents 

are viewed as entities of data (Henning et al., 2005:98) and were utilised along the 

other methods of data generation. 

 

1.10.2.3.3 Observations 

Observations or “talk-in-interaction” were to assist in the comprehension of the views 

held by the participants (Henning et al., 2005:90). Observations are done to help the 

researcher understand and learn more about other perspectives held by the 

participants (Creswell & Plano, 2011; Creswell, 2014). In the empirical study, 

observations were made during the focus groups and during informal conversations 

and interactions with the participants. Further, the observations acted as flexible 

engagements with teachers for data collection, listing topics of interest and providing 

space to record notes about new themes that might emerge during observation. 
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In addition, some time was spent with the teachers in their classes to observe their 

interactions with learners, fellow teachers and other members of the school 

community. More qualitative observation schedules act as flexible guidelines for data 

collection, listing topics of interest and providing space to record notes about new 

themes that emerge during observation. 

 

1.10.2.3.4 Data analysis 

Qualitative data analysis can be described as the process of obtaining meaning from 

the data acquired during the data collection stage (Holliday, 2002; Silverman, 2005:5-

14). It entails a progressive movement of reading, rereading and identifying themes 

and categories. 

 

Immediately after the focus group interviews the recordings were transcribed. After all 

focus group interviews had been transcribed the formal  thematic analysis began. 

Creswell (1998:102); Smith, Flowers and Larkin (2009:82-101) as well as Braun and 

Clark (2013) provide guidelines that were to be followed in the data analysis strategy. 

 

The first stage was to read and re-read the transcriptions of the focus group interviews 

and to listen to the audio recordings of the teachers of the schools (Leedy & Ormrod, 

2010).  The main focus here was to search for information that is salient and that could 

be noted. The second stage was to involve the initial coding. The challenge was to 

search for key words, phrases and constructions by the teachers concerning their role 

as a promoter of health in the school.  The manner in which the teachers were using 

body language to share their experiences and constructions about health promotion 

was also written down. 

 

Stage three was to involve the development of emerging themes. Salient and 

highlighted phrases were grouped together and were accompanied by the verbatim 

exploratory comments and excerpts. From this the researcher made interpretations in 

order to gain an integrated understanding. During stage four, the researcher looked 

for possible connections across the emergent themes. During this action, themes were 

clustered together to reflect the nature of which the teacher can be a promoter of health 

in the school. 
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The number of times that a particular theme occurred in the responses of the teachers 

were tabulated. Through this action, the researcher was able to identify the relevant 

emerging themes. Finally, the findings of the qualitative analysis were discussed by 

means of a literature control. 

 

1.11 TRUSTWORTHINESS 

In qualitative research, it is important to ensure trustworthiness. According to Shenton 

(2004:64) and Tracy (2010:839) four criteria need to be addressed. 

 

The first criterion is credibility. Credibility seeks to establish whether there is a 

correspondence between the way researchers portray their viewpoints and the way 

respondents actually perceived social constructs (Mertens,1998:182). To ensure 

credibility, the researcher familiarised herself with the participating schools before the 

data collection process started. The focus group interviews were transcribed, and in 

using verbatim data transcriptions, a more reliable conclusion was drawn. The raw 

data (transcriptions of the focus group interviews) were included in the final report in 

order to provide a trail of evidence (Cohen & Morrison, 2006). 

 

The second criterion is transferability. Transferability refers to whether findings of a 

study can be applied to other participants or in different contexts and relies on the 

possibility that data may be representative of the broader population (Babbie & 

Mouton, 2001).  In this study, certain trends in the manner teachers are promoting 

health in schools may be transferred to other schools in the country. 

 

The third criterion is dependability, which means that if the study were repeated with 

the same participants and the same methods similar results would be achieved.  In 

order to ascertain this as far as possible, the researcher described the data collection 

and analysis process in some detail (Shenton, 2004:71). 

 

The final criterion is confirmability, which suggests data interpretation, and findings 

of the research are not the creation of the researcher and that the data as well as the 

interpretations can be related to its sources (Mertens, 1998:184; Tracy, 2010:840).  In 

this study, the responses were quoted extensively to rule out possible presuppositions 

of the researcher. 
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1.12 ETHICAL ASPECTS OF THE RESEARCH 

The research project was conducted according to the ethical requirements of the 

Research Ethics Committee of the North West University (ethical clearance number: 

00183-16-A2) as well as the GDE. 

 

Permission for conducting the research was sought from the GDE and the School 

Governing Bodies and principals of the respective schools. A consent letter was 

distributed to the participants. 

 

Further, all aspects of the research project (background, methodology, data 

generation, data analysis, etc.) were explained to the participants at the outset of the 

project. Only after all the participants had a clear understanding and grasp of the 

project as a whole, the research proceeded. Written consent was requested from all 

the participants. Time was also given to explain to the participants that their 

participation is voluntary and that they can withdraw from the project at any stage 

without permission and/or providing reasons for doing so (Creswell, 2014). It was also 

emphasised that participants could withdraw from the research without any fear of 

being penalised in any way for doing so. 

 

The researcher also stressed the importance of confidentiality and provided the 

assurance to the participants that their personal identities and those of their schools, 

learners and parents were not to be disclosed in any way. 

 

1.12 STRUCTURE OF THE RESEARCH REPORT 

Chapter 1: Introduction and statement of the research problem 

Chapter 2: Health and the promotion of health in schools 

Chapter 3: The teacher and the promotion of health in schools 

Chapter 4: Research design and methodology 

Chapter 5: Presentation and discussion of the findings: The role of the teacher as a 

promoter of health in the Gauteng Province of South Africa 

Chapter 6: Findings, conclusions, framework for teachers as promoters of health, 

limitations and recommendations  
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CHAPTER 2  

HEALTH AND THE PROMOTION OF HEALTH IN SCHOOLS 

 

2.1 INTRODUCTION 

Schools have become more aware of the need to reconsider their roles from within the 

school community as well as in the society where they exist (Renwick, 2006). Marx et 

al. (1998) also suggest that the role of the school should be to influence the society. 

This is done to empower children with knowledge, attitude and skills as future citizens 

(Ntagungira, 2014) in matters regarding their health. It is important though that 

knowledge about health and the promotion of health should be understood by those 

working with and around children in schools. 

 

According to Morton and Lloyd (1994) and Leahy, Burrows, McCauig, Wright and 

Penny (2016), health has become part of everyday teaching and learning in several 

primary schools. Moreover, health could have been infused into the national 

curriculum addressing topics such as drug abuse, tuberculosis, body development, 

sexually transmitted disease and HIV/AIDS. Schools are seen as settings that can 

promote health issues through teaching and learning. 

 

However, St Leger (2006) found that schools have limited capacity to influence 

learners’ health status and behaviour. Therefore, other stakeholders within and around 

the school community are perceived as the possible factors that can play a role in 

promoting the health of learners in the community (Landsberg et al., 2005). The family, 

society, Department of Education, physical and social environment are regarded as 

possible role players in the shaping of health of children (Naidoo & Wills, 2010b). 

 

As much as there is a need to consider health and the promotion of health in schools, 

the question of whether this is reasonable to do in schools by teachers should be 

addressed. Bearing in mind that health education is marginalised in countries such as 

United Kingdom (Byrne et al., 2012), Australia (Leahy & McCauig, 2014), and New 

Zealand (Smith & Philpot, 2011), there is no guarantee that what teachers are doing 

in the classrooms when teaching Life Orientation/Life Skills will be able to liberate 

children with regard to matters pertaining to health. 
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This chapter focused on the international context of health promotion as well as the 

conceptual framework that underpins health promotion in schools. The policies that 

are significant to promote health in schools and a number of other factors were also 

explored. 

 

2.1.1 Exposition of health promotion concept 

The original health promotion definition states that it is a process of enabling people 

to increase control over, and to improve their health (WHO, 1986). This concept 

covered concerns about health in public places, universities, hospitals, as well as 

schools. The research focus has been on topics such as substance abuse, sexually 

transmittable diseases and other related diseases, which are caused by physical 

infirmities and nutrition (Nyamwaya, 2003). According to WHO (1999), health 

promotion includes the holistic well-being of individuals such as mental, physical, 

social, and spiritual health. 

 

On a global level, health promotion experienced some obstacles where health 

promoters lack knowledge, skill and the concept application (WHO, 2006).  According 

to MacNab (2009), the lack of knowledge has contributed to the fact that health 

promotion is not well known in the sector, particularly in Africa. 

 

2.1.1.1 The provision of vertical health services in schools 

The background of health promotion in South Africa has its own history before 1994, 

which was characterised by racial, socio-economic and geographic inequity with 

inconsistent modes of delivery across all areas (Price, 1986; Coovadia, Jewkes & 

Barron, 2009; Shung-King, 2013). According to Abrahams and Wigton (1997), the 

school health services functioned as a vertical programme with little collaboration with 

other district health services. The lack of non-standardised delivery mode prompted 

the development of the first National School Health Policy (NSHP) in 2003 (National 

DoH, 2003), which highlighted the integration of school health services. 

 

2.1.1.2 From vertical health services to integrated school health services 

However, many challenges marred the development of the 2003 National School 

Health Policy and its implementation. This was revealed in the evaluation six years 
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later in 2009 (Shung-King, 2012; Shung-King, 2014). The challenges compelled the 

Minister of Health to place the school health in the PHC restructuring, which resulted 

in the revised ISHP in 2012 (ISHP, 2012). 

 

Among the failures of the 2003 School Health Policy, the three significant catastrophes 

that characterised the 2003 policy were low service provision coverage across the 

districts; low and inequitable nurse ratio to schools as well as the absence of referral 

services, which respond to the challenges identified during the screening process. The 

district coverage from the 2009 data evaluation confirmed that in some sub-districts, 

coverage was lower than 10% (Shung-King, 2012; Shung-King, 2014). 

 

2.1.2 The rationale of health promotion 

The rationale for health promotion is driven by two discourses, namely, equity and 

right discourse and the efficacy discourse (The Constitution of the Republic of South 

Africa, 1996; Lindsay, 2007). For the purpose of this study the rationale will be 

discussed below. 

 

2.1.2.1 Equity and rights discourse 

The Constitution of the Republic of South Africa was built on the human rights, which 

strive to address the inequality of the past (1996). The provision of health services was 

vertically provided. Hence, there were challenges that the services were not provided 

in the same way (Shung-King, 2012). The Constitution of South Africa strongly brought 

hope for the disadvantaged poor, black South Africans as they were receiving weak 

health care services (Bray, 2000). In particular, most policies address the issues 

around equity as they try to cover school-going children. UNESCO (2003) confirms 

that education is a basic human right. 

 

2.1.2.2 Efficacy discourse 

The adoption of health promotion concept in schools is said to be the most effective 

means of combating and promoting health in schools. The efficacy discourse argues 

that learners who are not healthy cannot benefit from their learning like the 

counterparts who are healthy. Marx et al., (1998) confirmed that healthy learners learn 

better. 
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The efficacy discourse assumes that well implemented health promoting school 

models have social benefits for all learners in school. The elements of health 

promoting school provide learners with a conducive environment for learning where 

they feel loved and cared for. The participation of all stakeholders in the promotion of 

health gives learners a complete state of health where their social, emotional, physical 

health is fully accomplished. 

 

2.2 THE INTERNATIONAL CONTEXT OF HEALTH PROMOTION 

2.2.1 Towards a common understanding of health promotion 

Health promotion originated during an epidemic disease outbreak in the overcrowded 

industrial area in the United Kingdom. According to Naidoo and Wills (2009), this 

period was literally known as the social hygiene period where a health movement that 

focused on the promotion of health was established. In addition, a foundation for health 

promotion was formed at the first international conference in Ottawa, Canada in 1986. 

The Ottawa conference presented the charter for action to achieve health for all by 

2000 (WHO, 1986). Above all, the conference focused on the needs of industrialised 

countries. Then again, it considered the needs of other global regions (2009). It was 

established during the Ottawa Charter Conference that the requirement for health are 

“peace, shelter, education, food, income a stable eco-system, sustainable resources, 

social justice, and equity” (WHO, 2000:4; Tones & Tilford, 2001). From the above 

requirements, five action areas for health were derived. These action areas were 

discussed thoroughly in section (2.3) below. Furthermore, countries were encouraged 

to develop strategies and programmes for health promotion (WHO, 2009). 

 

Since the first Ottawa Conference, several international conferences were held in 

various countries to discuss health promotion. Secondly, the Adelaide Conference was 

held to discuss health as a critical social goal.  The new direction for health was set 

and that all social entities play a role in the promotion of health (WHO, 1988). 

 

The Third conference was held in Sundsvall, Sweden in 1999, where the supportive 

environment for health was demonstrated as the context that the human development 

highly depends on. The Conference theme was a call for the world to make 

environment supportive to health (WHO, 2009). 
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The Fourth international conference was held in a developing country of Indonesia, 

Jakarta where the private sectors were roped in to support health promotion (WHO, 

1997). Over and above, the national governments were compelled to adopt the health 

promotion initiative by developing, promoting and supporting networks for health 

promotion. 

 

The Fifth Conference was held in Mexico where South Africa pledged to take action 

on the listed strategies to close the gap (WHO, 2000). The sixth conference in Bangkok 

established that policies and partnerships should be the focus point to improve health 

in the global and national development. Furthermore, the Bangkok Charter supports 

and builds on the strategies and principles that were established by the Ottawa Charter 

for health promotion in Canada in 1986. The Bangkok Charter further moved to the 

groups and organisations, which were critical to achieve health (WHO, 2005). 

 

The Seventh International Conference on health promotion on the Closing and 

Implementation Gap was held in Kenya, Nairobi. Its focus was on the financial crisis 

that was said to threatening health care systems (WHO, 2015). 

 

The Eighth Conference on health promotion was held in Finland, Helsinki where it built 

on the actions and evidence inspired by the Alma Ata Declaration on PHC and the 

Ottawa Charter. The Conference indicated that the core responsibility of the 

government is to prioritise health and equity as well as to consider the need for 

effective policy coherence between health and well-being. The Conference clearly 

stated that to achieve all this it would require the political urge and strategic foresight 

on health promotion (WHO, 2013). 

 

2.2.2 The European Network of Health Promoting Schools 

The European Network of Health Promoting Schools originated in the 1980’s where 

three organisations were merged (Rasmussen, 2005). In its approach, the focus was 

on the Ottawa Charter and the goal was to increase commitment and the principles of 

HPS among its key partners, namely, the schools, education departments, health 

sectors, governments and communities (Rasmussen & Rivett, 2000). A project was 

launched to determine the potential in the combination of health promotion and 

education. 



 

56 

 

According to Burgher et al. (2000), the European Network of Health Promoting 

Schools (ENHPS) was formed by the leading organisations, hundreds of schools and 

the European countries to create a school environment that encourage a healthy 

lifestyle. In addition, the three leading organisations developed the idea of integrating 

health and education where every aspect of the school setting was made to be part of 

the daily routine. It is assumed that although health education has been part of the 

schools by focusing on disease prevention and illness, teachers and learners in the 

ENHPS were working together to make their schools a better place in terms of 

promoting mental, social and physical health (Burgher et al., 2000). 

 

To this far the network has grown to over 43 countries worldwide (WHO, 2008). To 

monitor the progress in the established HPS programmes, a series of guidelines and 

were developed (Rasmussen, 2005). 

 

2.2.3 The World Health Organisation 

For over 60 years, the WHO has been focusing on global health concerns ranging 

from AIDS, childhood sicknesses, small pox and family planning. It has been the 

initiative by the United Nations (UN) after an aftermath, which was brought about by 

the World War II to start an organisation that focuses on the improvement and 

maintenance of health worldwide (WHO, 2015). Although there were delays in the 

commencement of the WHO, the organisation developed the HPS concept and 

currently, it is responsible for the international conferences on health promotion (WHO, 

2015). 

 

The development of HPS has gained momentum since its inception in the United 

Kingdom (Crosswaite, Currie & Young, 1996). Schools are moving from traditional 

health education to the promotion of health in schools, which does not only focus on 

the curriculum but also focuses on the HPS approach (Lynagh et al., 2002). Schools 

are normally grounded on socio-ecological approach where the psychological world is 

said to be influenced by actions around the family and the school context (Williams & 

Lawson, 2013). 
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2.2.4 Health promotion in schools 

The promotion of health in schools is alleged to be guided by the five Ottawa Charter 

principles to promote health (WHO, 2009). The five principles moved beyond the 

provision of health education to include the socio ecological approach where the 

settings affect the development of human beings. According to Marx et al., (1998) 

schools can have a positive influence in the promotion of health in schools as well as 

the society. 

 

A number of schoolchildren in disadvantaged communities are faced with the health 

challenges because of socio-ecological disparities, which interferes with learning. In 

the process of promoting health in schools, it is assumed that children who are hungry, 

sick, troubled, and depressed cannot function well in the classroom, irrespective of the 

goodness of the school (Marx et al., 1998). 

 

To attend to the learners’ health needs, schools either adopt the whole school 

approach where all stakeholders are involved or start with the activities, which are 

efficient. Apart from that, schools do the needs assessment to identify the gaps in the 

school health programmes and make decisions on how to strengthen the existing 

health related efforts (Marx et al., 1998). 

 

According to Marx et al., (1998) no matter how much the health promotion program 

might be promising in schools, the following concerns are real and they need to be 

attended to. These concerns are: 

 The concerns about money, training and facilities  

 Concerns about time 

 Concern that things were done this way 

 Concern that people succeeded in the absence of health promotion 

 Concern that it’s a school business and not health business 

 Concern that nothing is broken, so there is no need to fix anything 

 Concern that teachers will not benefit from the programme. 

Until such time when teachers will understand the elements of health promotion in 

schools, the questions above will be a hindrance if they are not addressed. 
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2.2.5 Health promoters in schools 

The definition of a health promoter has been slightly provided in Chapter 1. However, 

this has to be taken over to understand the health promoter from the international 

perspective. According to Tzenalis and Sotiriadou (2010), the health promoter’s 

definition has been utilised in different manners with very little meaning given thereof. 

Beric and Dzeletovic (2003) conducted a study in schools, which indicated that in 

Canada health promotion was taken as a profession wherein health promoters were 

trained. However, countries such as Puerto Rico, Cuba, Finland, Haiti, and 

Yugoslavia, there were no specifications regarding health promotion as a profession. 

The study has also identified teachers as some of key role players in the promotion of 

health in schools. 

 

In the United States, health promotion has been offered by nurses in the form of health 

education where topics such as nutrition, oral health, prevention of sexually 

transmitted diseases as well as the prevention of smoking was offered (National 

Association of School Nurses, 2002). In Sweden, health promotion is covered within 

the entire scope of health and medical care sector (Brobeck, Odencrants, Bergh, & 

Hildingh et al., 2013). 

 

In the United Kingdom, health promotion is a profession on its own where health and 

education are seen as separate professions (Beric & Dzeletivic, 2003). In South Africa, 

the rapid growth of HIV/AIDS programmes has seen the increasing development of 

untrained health workers (Andrews et al., 2004). Moreover, the ISHP postulates that 

school health nurses delivered school health services and they were part of PHC staff 

(ISHP, 2012). 

 

Obviously, literature did not provide the clear definitions on the health promoters and 

the roles they need to play in schools. Discrepancies concerning promoters of health 

did not give way as to how teachers can promote health in schools. 

 

2.2.6 The role of teachers as promoters of health 

Teachers are vital in the promotion of health in schools because they understand the 

challenges learners face at school under their care (Whitley et al., 2013). According to 

Flaschberger (2012), school health promotion has been declared very effective 
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provided the teachers and all school staff contribute to the promotion of health in 

schools. There is a plethora of empirical evidence indicating that teachers who have 

been trained in health promotion are likely to be involved in the promotion of health in 

schools (Mohamed, 2015; Viig et al., 2010). 

 

Nevertheless, there is a lack of efficacy among teachers irrespective of the training 

they went through. According to Whitley et al. (2013), once-off workshops in mental 

health and bullying are no longer enough as they do not provide the most required 

need to support learners in schools. However, Williams and Lawson (2013) indicated 

that rather health promotion and mental health need to be integrated into the teachers’ 

curricula. 

 

2.2.7 Health and education 

Health and education are inseparable (Marx et al., 1998). However, within the health 

promoting school, it is clear that education is for health rather than about health 

(Ackerman, 1997). This is because school health services that are run by health 

professionals take the lead. Mohamed (2015) indicates that the health sector alone 

cannot deal with the health of children in schools. 

 

According to New Zealand Health Promoting Schools National Strategic Framework 

(2011), there is a massive agreement by organisations that schools can make 

substantial contribution to children’s health and well-being by improving their academic 

achievement through teachers. These include WHO, UNICEF, UNESCO, CDC, 

ENHPS, and IUHPE. 

 

The significant body of evidence demonstrates that education is critical in achieving 

better health for children in schools (Leahy et al., 2016). There is a positive association 

between health and education (Bundy, 2011; Marx et al., 1998). In fact, education is 

one of the prerequisites for health (WHO, 1986) because learning cannot occur if 

learners’ mental, physical, emotional, and social health is not taken care of in schools. 

 

The two momentous conferences helped to create the building blocks for HPS and its 

partnership between health and education. These conferences were the First 

International Conference on Health Promotion held in Ottawa, Canada in 1986 and it 
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adopted the Ottawa Charter for Health Promotion and the WHO International 

Conference on PHC held in Alma Ata, Kazakhstan in 1978, which at the end adopted 

the Declaration of Alma Ata. 

 

The Alma Ata Declaration also urged the governments to use education as a vehicle 

to prevent, promote and to control health issues (New Zealand Health Promoting 

Schools National Strategic Framework, 2011). Hence, health and education are 

closely linked in the sense that learners with poor vision or hearing often would have 

learning difficulties. Learners who are tired and malnourished often have concentration 

skills while learners with poor resistance to infections are often absent from schools. 

In addition, learners with mental health problems or substance abuse are often robbed 

of the capacity to learn (Landsberg et al., 2011). Moreover, good health and 

educational achievements are not ends in themselves, but rather means which provide 

people with an opportunity to lead better lives. 

 

It is known that schools have a limited capacity to promote children’s health. This 

implies the human resources such as school health nurse (Kwatubana & Kheswa, 

2014; Mohamed, 2015) and teachers who are supposed to work with children on a 

daily basis. Irrespective of the limited capacity in terms of resources, schools need to 

increase their capacity by way of training teachers to promote health (Leahy et al., 

2016). 

 

At the same time, the support services with regard to curriculum places a great amount 

of pressure on teachers as they need time to apply health promotion in schools and 

resources to do that (Renwick, 2006). In other words, health promotion in schools calls 

for a greater chunk in the curriculum revision to accommodate all determinants of 

heath, and not only Life Orientation to be used as a tool to promote health (Leahy et 

al., 2016). 

 

The interdependence between health and education plays a greater role in the fact 

that good health contributes to educational outcomes by eliminating barriers to 

learning (Lean & Colucci, 2010; Mohamed, 2015). Therefore, it is vital to understand 

the goals of health and education in the promotion of health in schools. Different 

sectors have different goals in the promotion of learner’s health in school. However, 
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there is a need for role players to understand one another’s context and functions 

(Anderson, 2005). There is a concern that there is a lack of concerted efforts in 

addressing health issues between the DoH and the DBE (Mohlabi et al., 2010). 

 

2.3 HEALTH PROMOTION IN THE DEVELOPED AND DEVELOPING COUNTRIES 

Health promotion is a radical movement that stimulated the world and societies to 

change their perceptions on health rapidly. It has gathered momentum in the 1980s 

where the medicalisation of health was challenged and it stressed the socio-economic 

aspects of health (Downie, Fyfe & Tannahill, 1990). Unlike the past centuries, the 21st 

century has come with more challenges for schoolchildren than before. As a result, 

the poorest and most disadvantaged children living in low-income countries are 

affected the most (World Bank, 2011:1). 

 

According to Chamusri (2008:22), “poverty deprives millions of children worldwide of 

housing, food, health care, and education”. In addition, children in rural communities 

suffer greatly not because if they are not receiving poor service delivery; they are not 

reached at all. In a way, this hampers their chance to succeed in schools (WHO, 1997). 

Moreover, there is a great deal of evidence that substantiates the effectiveness of HPS 

in a global context (Stewart-Brown, 2006; Inchley, et al., 2007; Tang et al., 2008; St 

Leger et al., 2009; MacNab, 2013; MacNab et al., 2014; Stewart, 2014). 

 

The international trends on the understanding of Health Promotion according to New 

Zealand Health Promoting Schools National Strategic Framework (2011) agreed on 

few aspects, which implied that HPS is the effective means to improve health and the 

educational outcomes. However, there is a lack of understanding on how health and 

education interact and impact each other. The health community sees the six aspects 

of health promotion as separate to the curriculum whereas the schools include the 

aspects in the curriculum and through their pedagogy. In addition, there is a great 

move on the view of health as in the 1980’s where health promotion and prevention 

was just imparting knowledge to empowering learners in taking part of their own health 

even though many HPS are still informational. Nevertheless, changes in participants 

beliefs and values is important and not just to do it; there is no description of what the 

whole school approach is and how and why it works; the evidence based practice and 

outcomes in the whole school approach is promoted (Quirke, 2015). 
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Nevertheless, the majority of research and evaluations focused on single topic or 

programmes. Research indicates that HPS is a valuable programme. However, the 

implementation of the programme fails in many instances. The Ottawa Charter 

describes many aspects, which can be implemented in the HPS, but it does not clearly 

describe how it can be implemented in a school context. HPS aims to improve 

outcomes for all; yet there is no research where indigenous knowledge and 

approaches have been integrated into HPS framework especially in developing 

countries and in Africa precisely. Finally, there is a need for governmental departments 

to collaborate for HPS to be successful (Jourdan et al., 2010b). 

 

Many HPS are administered through single departments or the NGO. Regardless of 

the HPS concept development being international in its nature, Mukoma and Flischer 

(2004), in their findings, reported that there were no evaluations in Africa.  

Nevertheless, there have been reports from a number of low and middle-income 

countries on the success of HPS programmes (MacNab et al., 2010; MacNab & 

Kangasaki, 2012).  It is believed that worldwide, HPS has the potential to impact 

positively to over one billion children (Mohamed, 2015; Kwan et al., 2005) merely by 

creating a conducive environment for learning. 

 

According to Lee et al., (2006), children are viewed as the segment of the population 

identified to be most at-risk and have a great potential to improve. Internationally, 

health promotion has been the vehicle to promote health in schools as well. 

 

The HPS concept has been adopted both by developing and developed countries in 

an attempt improve health of children in schools (WHO, 1996). In developed countries, 

the concept has been used effectively to improve the health of children and the 

community at large. The creation of health programmes in schools that caters for basic 

needs and health matters is very crucial (Samdal, 2008). This can be in a form of 

health programmes, which addresses physical, emotional, psychological, spiritual, 

and intellectual needs of schools (Roux, 2013; Karstens, 2010). 

 

Different countries address health challenges according to their needs. Some address 

nutrition issues because children are not getting healthy and enough food to eat, like 
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in Rwanda (Ntagungira, 2014), and in America and Europe obesity is a problem 

(Langford, Bonell, Jones, & Campbell, 2015); and some focus on the misuse of drugs 

and teenage pregnancy. However, the majority of developing countries focus on many 

health issues such as poor hygiene, poverty and risk of communicable diseases. In 

South Africa the focus is on hygiene, nutrition and communicable diseases. 

 

The interpretation of health concept with regard to HPS is wide though. According to 

Konu and Rimpela (2002), the wellness concept is used in USA in a school setting, 

within the programme that focuses on the implementation of health promotion and 

health education. Nevertheless, in Asian countries, the multilevel approach of HPS 

has been applied. In sequence, the school health policies were implemented in 1996 

in China, in India in 1997 and in Indonesia in 1998 respectively. 

 

The course for implementing HPS in Asia was influenced by the population size, low 

socio-economic status and low education levels. For instance, in China, the high 

population rate in a way contributed to the spread of Helminthes infection (Long-Shan, 

Bao-Jun, Jin-Xiang, Li-Ping, Sen-Hai & Jones, 2000). 

 

To illustrate the development of health promotion, few developed and developing 

countries were randomly chosen to display their status in health promotion. In the 

study, developed countries included are the United Kingdom/Scotland, Australia, 

France, and New Zealand whereas the developing countries included countries such 

as Hong Kong, India, Indonesia as well as the African countries. 

 

2.3.1 United Kingdom/Scotland 

According to Samdal and Rowling (2013), HPS in Scotland was established in 2002 

where it was located within the education sector and health and education 

departments as well as the national health promotion agency supported it. However, 

the efforts to sustain the relationship between health and education were not easy 

(Gugglberger, 2011). 

 

The Scotland National Framework, ‘Being well-doing well’ provided a vision for HPS 

with key values, aims and characteristics upon which local authorities in partnership 

with the Health Board were given an opportunity to develop their own frameworks. In 
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Scotland, the health and well-being of learners has been the responsibility of all staff 

and it has gained recognition in the curriculum. 

 

2.3.2 Australia 

In Australia, HPS has emerged as a comprehensive framework to improve and to 

empower health status of learners in schools (St Leger, 1998). It was believed that the 

success of the programme lies in the understanding of teachers with regard to their 

roles. Hence, St Leger (1998) calls for teachers to be proactive unlike to prevent 

diseases, which may befall learners. In Australia, this is done by a collaboration of 

framework, which matters the most in the lives of learners. 

 

2.3.3 France 

According to the French Ministry of Education (FME) (2011; 2014), health education 

has not been treated as a separate subject to be taught in the classroom as such but 

it has been treated as a citizenship education. The promotion of health in school for 

learners does not require special teachers such as LO/LS teachers who can be 

promoting health in schools, but it has been taken as an everyday activity, which all 

teachers were involved. 

 

Health education is integral to the education of individuals and the citizens as a whole 

(FME, 2001). Nevertheless, in practice, a number of schools in France set a low priority 

on health education. 

 

2.3.4 New Zealand 

In New Zealand, the HPS aim is to improve and protect the public health by improving 

people’s health and to minimise health risk among school-going children (New 

Zealand Health Promoting Schools National Strategic Framework, 2011). According 

to Cushman (2008), health and education impact on each other and they are 

inextricably linked with the purpose to increase equity in New Zealand. 

 

2.3.5 Hong Kong 

The school health promotion has enhanced positive results for teachers and learners 

as well. Evidence from school research confirms that health promotion for learners 

has been very effective. In Hong Kong, there are strategies that have been put in place 
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to address the key areas for health promotion (Lee, Tsang, Lee, To & To, 2001). These 

areas include, among others, the rigorous training of teachers in health promotion and 

health education in health promotion, resources and funding, the policy making 

ensuring that school managers were in the forefront to lead the programme, and the 

formation of healthy alliance as well. According Lee et al. (2001), these strategies 

provided an opportunity for teachers to address challenges in school on a wider basis. 

 

2.3.6 India 

In India, health and education form the basis of the most sectors to develop the nation. 

However, according to WHO (1999), India experienced a lack of basic school facilities 

such as drinking water facilities and sanitation as well as inadequate school health 

services were identified. According to WHO (1999), with the multiple challenges in 

health, the only strategy to address these issues was to infuse health into the school 

curriculum. 

 

2.3.7 Indonesia 

The high population rate focused on the improvement of health through schools, and 

this was coordinated by the school health coordinating committee, which includes the 

Ministry of Education, Religious, Public Health, and the Interior. Each ministry has 

been allocated its responsibilities by the school health coordinating committee to 

develop HPS. According to WHO (1999), in Indonesia, the national strategies and 

approach applied includes community participation, training of personnel, counselling 

services, curriculum development and other special programmes, which promote 

health and education. 

 

2.3.8 Developing African countries 

It is indisputable that Africa, compared to other continents, has many health challenges 

which if not well addressed can overburden the potential of HPS in the near future. 

Nevertheless, there are many motives why the continent must persevere in the HPS 

initiative. These motives are good health, which in turn can improve education in Africa 

(WHO Regional Office for Africa (AFRO), 2013). 

 

In Africa, the HPS programme came at the right time when many children experienced 

health challenges that not only affect their physical bodies, but also affect their learning 
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as well. However, the main obstacle is that these challenges are limited by resources 

no matter how enormous they can be (MacNab, Stewart & Gagnon, 2014:246). 

According to Marmot (2005) and Currie et al. (2012), this calls for the whole world to 

stand up and address the determinants of health in a way that African countries can 

benefit greatly. 

 

Besides malnutrition and other communicable diseases that face Africa, there is also 

an increasingly lifestyle-related disease like diabetes and obesity (Mbanya, Motala, 

Sobngwi, Assah & Enoru, 2010). Hence, Lee (2009) indicated the need to begin 

promoting healthy lifestyle and healthy behaviour for children. Pridmore (2000) 

conducted a study that analysed HPS in Nepal, Zambia and Botswana. She found that 

children participation has improved, and the main challenge though was that the 

attitude of adults proved to be the barrier to health promoting school development. In 

particular, the role of teachers as role models was emphasised even though it was not 

happening because of their understanding of the health concept in education (Gordon 

& Turner, 2001). 

 

Again a research conducted in Africa has proven that intervention of single topic can 

be utilised as entry level for HPS (Macnab et al., 2014:252) since the cost would be 

low and possibly using local resources. However, as a way to extend the intervention 

in Africa, WHO Regional Office for Africa (2013) established the following objectives 

and the guiding principles: 

 The evidence based practice; 

 The human gender and gender equity; 

 The equity in health to ensure access, availability and affordability of health 

promotion services; 

 The ownership of programmes by individuals and communities through 

participation; 

 The collaboration of stakeholders to promote health; and 

 The accountability and responsibility among government departments. 
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2.3.9 The need for health promoting schools 

The concern about children’s health in schools has been on the global agenda for as 

long as schools have been in existence (Jourdan, 2011). It has taken many years of 

shaping and developing the best possible practices and the policies that can cater for 

the needs of children with barriers in schools. Barriers to learning are complex in 

nature, ultimately because they can be a result of an interaction between multiple 

systems and they have an impact on learning (Landsberg et al., 2011:19). Mohamed 

(2015) distinguishes that HPS is a settings approach even though schools’ approach 

is in a more discreet activities. 

 

Despite the call to improve the schools’ approach to an integrated approach, the 

concern around children’s health in school continues to rise unabatedly. In addition, 

this calls for concern to look at the other avenues in which children can be catered for 

in schools.  The HPS approach offers a systematised and a holistic comprehensive 

framework to address barriers to learning. However, they are not seen as individual 

problems but as a contribution from the environment as well and in this case the school 

environment (Ntagungira, 2014). 

 

There is growing evidence that has been acknowledged by the World Health 

Organisation (WHO, 1996) that health promotion and the preventative health practices 

are effective. They improve the overall health and well-being, addressing the health 

inequities, coordinating the best use of resources, enhancing the economic 

productivity, and to reduce the high rate of chronic disease and injury (McQueen & 

Jones, 2007; WHO, 2008; Harper & Oldenburg, 2009; Mohamed, 2015). In essence, 

the HPS approach is based on inter-sectoral collaboration by departments, and the 

participation by various stakeholders in all levels of health and education (Lazarus, 

2006). 

 

In a way, HPS entail a multi-disciplinary and multi-dimensional framework, which on 

the other hand contrast from its equivalent Focusing Resources of Effective School 

Health (FRESH) framework, which addresses school health matters from a narrow 

point of view of distributing resources (Ntagungira, 2014). The FRESH framework as 

a common structure for school health was established by UNESCO, UNICEF, WHO 

and the World Bank at the Education for All World Forum in Dakar in 2000, after 
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realising that ill-health among school children around the world was undermining the 

determinations towards the realization of education for all. According to Bundy (2011), 

many developing countries have adopted the FRESH framework and the example of 

this framework is shown below in Table 2.1 and how countries tackle specific 

challenges within their schools. 
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Table 2.1: An example of the FRESH framework in developing countries 

Country FRESH or HPS Initiative 

Components 

Key interventions 

Kenya Policy School health policy written jointly by the 

Ministries of Education, Health and 

Agriculture. 

Environment  UNICEF framework on safe and clean 

school grounds (Child Friendly Schools 

(CFS) approach adopted. 

Education  HIV prevention; hygiene education. 

Services  Deworming; safe drinking water; school 

feeding. 

Zambia Policy  School health policy written jointly by the 

Ministries of Education and Health and 

signed by the Ministry of Community 

Development and Social Services. 

Environment  Ministry of Education adapted HPS 

framework for certification process of 

schools with clean and safe grounds. 

Education  Infectious disease prevention; HIV 

prevention; hygiene education; violence 

prevention. 

Services  Deworming; micronutrients. 

Nigeria Policy Ministry of Education-developed policy 

and tools in collaboration with Ministry of 

health. 

Environment  National-level environmental risk 

awareness. 

Education  School and community education on 

sanitation and hygiene. 

Services  Safe water and sanitation provided at 

schools; communities involved in 

installation of ventilation improved toilets. 

Mauritius Policy  Collaborative policy developed between 

the Ministry of Education and the Ministry 

of Health. 
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Environment  Promotion of healthy school environment. 

Education  Physical and social education, including 

sexuality education and behavioural 

topics such as bullying and aggression. 

Services  In-school medical check-ups. 

Barbados Policy  Ministry of Education and Ministry of 

Health collaboration on health promotion 

policy and program. 

Environment  Promotion of safe and healthy school 

environments. 

Education Physical education; family life education; 

infectious and non-infectious disease 

prevention education; HIV prevention and 

stigma reduction; nutrition education. 

Services  School feeding. 

Source: Bundy, 2011 

 

This common structure for school health was actually conceptualised after realising 

that universal education cannot be attained when the health needs of children in 

schools is not met. Secondly, a core group of cost-effective activities can be 

implemented in all schools together to ensure that the needs are met and to deliver on 

the promise of education for all. According to Ntagungira (2014:27), this framework 

supports the notion that policies and good practice ensure that children are healthy 

and able to learn and therefore, they are essential components of an effective 

education system. 

 

Likewise, Tang, Nutbeam, Aldinger, St Leger, Bundy, and Hoffmann (2009) indicate 

that the survey among FRESH partners displays that it is a good framework in that it 

served as school health advocacy in governments. The difference though is that when 

behavioural outcomes are managed with this framework, they are not always continual 

over time (Stewart-Brown, 2006), as they pose high challenges in ensuring 

consistency in the implementation of more effective approaches. 

 

Not a single approach is suitable to address barriers to learning faced by children in 

schools, excerpt for a comprehensive approach that calls for the whole school 
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participation (Marx et al., 1998). In support of the above, Tang et al., (2009) concur 

that the FRESH framework, no matter how good it maybe, has little impact on the 

emerging health issues for the reason that it does not holistically attend to the social 

determinants of health which has implications on the academic outcome of learners. 

In a way, ISHP therefore could possibly focus on children’s health issues in a 

comprehensive manner. 

 

In a way, the health-promoting schools approach has features that separate it from 

other frameworks such as FRESH. In addition, Tjomsland, Larsen, Viig, and Wold 

(2009), and Kickbusch (2003) indicate that the HPS framework acknowledges that the 

health and well-being of children and staff are not only subjective to the individual 

choices, but they are also influenced by the context in which they learn, work and play. 

Tjomsland et al., (2009) further assert that HPS is a multidimensional approach that 

endeavours to build supportive physical and social school environments that promote 

learners capacity to make healthy choices and to develop positive attitudes and 

relationships through life skills. 

 

To comprehend the international perspective in health promotion, the next section 

focused on the conceptual framework designed by the Ottawa Charter (1986). 

 

2.4 CONCEPTUAL FRAMEWORK 

Apart from the theoretical framework, which is the lens of this study, the conceptual 

framework has been used to define the relationship between the phenomenon under 

study and the factors that contribute to its functioning. Conceptual frameworks are 

maps that are constructed to define the causal relationship between a problem and 

the factors contributing to it (Bentley, Effrors, Palar & Keller, 2008). The HPS 

conceptual framework will be discussed below. 

 

2.4.1 The health promoting school conceptual framework 

The HPS conceptual framework is the basis that has informed the promotion of health 

in schools. Health promotion and HPS has been used simultaneously to define the 

promotion of health in schools. Although HPS is the framework of which schools can 

promote health. In fact, the principle of health promoting school is very much similar 

to the principles of health promotion (Ottawa Charter, 1996). 
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According to Simovska (2012), HPS combine efforts from health and education 

sectors to improve both health and education outcomes. In other words, the purpose 

of health promotion in schools was constructed as a social process of individual and 

community empowerment (WHO, 1986).  On this note, the Ottawa Charter (WHO, 

1995) outlined a set of five priority action areas that which the HPS framework should 

cover. 

 

However, these set of guidelines were redefined to fit the school setting. These six 

areas are: 

 

 Building public policy (WHO, 1986) was changed to the school health policies 

component of the framework (WHO, 1996);  

 The creative supportive environments (WHO, 1986), was then divided into two 

separate entities. That is the physical environment of the school and social 

environment of the school (WHO, 1996); 

 Strengthening community action (WHO, 1986) has been revised to the community 

section (WHO,1996); 

 Develop personal skills (WHO,1986) was changed to personal skills element 

(WHO, 1996); and 

 To re-orient health services (WHO, 1986) was altered to health services (WHO, 

1996). 

The six components of the HPS framework as it is aligned in the Ottawa Charter for 

Health Promoting Schools (1995) will be described in detail in the following section as 

it has been indicated in Figure 2.1. 
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Figure 2.1: Health promoting schools framework components 

 

Source: Ottawa Charter, 1995 

 

The HPS conceptual framework considers the settings where health should occur. In 

other words, it is a settings approach where the health of the entire school community 

is encouraged on a daily basis in the classrooms and at school, unlike to target 

individual learner with the health problems. A number of researches done confirm that 

schools are ideal setting within which the health needs of learners can be addressed 

(Rowling & Samdal, 2011; St Leger, 1998; Jourdan et al., 2008; DoH, 2011; Leahy et 

al., 2016). 

 

Schools in their nature are educational institutions where learners are taught (Jourdan 

et al., 2010b; Quirke, 2015). However, from the settings approach developed the HPS 

concept (Stewart-Brown, 2006), which aims to promote the health needs of the school 

community. There is a need for serious adaptation for schools if they are willing to take 

the health needs of their children completely (Swart & Pettipher, 1999; Engelbrecht & 

Green, 2001; Landsberg et al., 2005). The environment plays a greater part in the 

creation of healthy lifestyle; hence, the home and the school should try to 

communicate the same message, which promotes health (Terburgh, 2015). 
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According to Denman et al., (2002) and the DoH (2011), the primary objectives of the 

health promotion in schools calls for collaboration across school community and 

external stakeholders, the development of the social and physical environment of the 

school through policy development and the management structures as well as the 

improvement of curriculum, teaching and learning. The HPS framework focuses on 

the empowerment of the community with the purpose to support the community in 

becoming empowered and to increase control of their own health (Naidoo & Wills, 

2009). In the following section, the six HPS components will be discussed in detail. 

 

2.4.1.1 School health policies 

School health policies are defined as the directions that guide the school’s actions and 

resource allocation towards areas, which promote health (DoH, 2011; ISHP, 2012). 

The policy also develops a coherent and interdisciplinary health education curriculum, 

which embraces the social and ecological dimensions of health (WHO, 1991). 

Similarly, the HPS framework emphasises that school health policies should be 

documented and approved practices that have an impact on the school’s actions in 

promoting the health and well-being of learners, staff, the families, and the wider 

community as well. In South Africa the Integrated School Health Policy (2012) is used 

to promote health in schools.  

 

According to WHO (1996), the directions offered by the policy ensures healthy food, 

upholds equity principles by ensuring that all learners have equal access on resources, 

totally smoke free and prohibits alcohol and substance abuse. School health policy 

also includes formal procedures in response to the challenges in learners’ health. 

 

These formal procedures can include first aid, sun protection, health screening, and 

closure in case of emergency that might hamper the lives of learners (St Leger, 1998). 

Other policies on safety plan for the implementation in the case of natural disasters 

and on the control of HIV/AIDS are also embraced (WHO, 1996). Therefore, the school 

health policy should be aligned with the policies, which underpin health promotion and 

guides teachers on the procedures to promote the health of children at school. 
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2.4.1.2 The physical environment of the school 

For the promotion of health in schools to occur, there is a need to be concerned with 

the physical environment (Donald et al., 2010) because the improvement of the 

environment is very important for teaching and learning. It is very important in the 

sense that it must provide an enabling environment suitable for learning (WHO, 1991; 

DoH, 2011). According to WHO (1996), the physical environment of the school refers 

to among others; the buildings, grounds, and equipment meant for school activities 

and the other area in school. It requires the school to be safe, clean, sustainable, and 

secure (Marx et al., 1998). Therefore, barriers to learning that occurs within the 

environment need to be prevented (Landsberg et al., 2005). A number of schools in 

South Africa lacks proper classrooms where children can learn. It has reached a point 

where some learners are taught in dilapidated classrooms or overcrowded classrooms 

(Sizanang Centre for Research and Development, 2006).    

 

2.4.1.3 The school’s social environment 

The social environment of the school means, among others, a good relationship 

between teachers and learners, teachers and teachers, teachers and the parents and 

the wider community (WHO, 1991). This relationship is crucial in the sense that broken 

relations between learners and teachers, or parents and teachers, including the wider 

community can hamper the progress of the HPS programme (Donald et al., 2010). 

This can include knowledge, attitude and the behaviour of the district officials, province 

and the national coordinators of school health. The school’s social environment should 

create an environment of support and care, trust, and friendliness that motivates 

learners to attend school and to be fully involved in their learning (WHO, 1996). 

 

In simple terms, the school’s social environment ensures inclusivity in its nature. That 

means that disadvantaged learners from their communities need to be catered for by 

the school. Many children from the disadvantaged communities lack support from their 

community or family members and therefore, they need support from school and other 

stakeholders (Donald et al., 2002). 

 

2.4.1.4 Community links and partnership 

As it is clearly stated, the community links are the responsibility of the school to foster 

family and the community involvement (WHO, 1996). The school should have 
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collaborations with other stakeholders such as the families, organisations, 

communities, and the key people who support the health and well-being of learners 

and the staff in school through its capacity to influence the wider community (Marx et 

al., 1998). According to WHO (1991), the school can connect with the community by 

encouraging active participation, mutuality and collaboration. Parents are the close 

important partners. According to WHO (1996), a health promoting school should 

involve and consult parents on matters concerning their children. 

 

2.4.1.5 Personal health skills 

Personal health skills are necessary for learners to build their knowledge, attitude, 

understanding, and behaviour regarding Life Orientation/ Life Skills, meaning that, it 

can be offered in an informal or formal curriculum (Renwick, 2006). The curriculum 

should be designed to cater for health issues affecting learners in an integrated 

manner to improve the learners’ theoretical understanding of health and how to go 

about it in practice (Leahy et al., 2016). 

 

The development of personal health skills provides vast opportunities for individuals 

in the school community setting to enhance their capacity by empowering and enabling 

them to perform competently for health in the society where they are (WHO, 1991). As 

much as there is a need to develop personal health skills within the HPS, there are 

challenges. 

 

These challenges according to the DoH (2000:17) include 

 The capacity building for service providers to provide cutting edge Health 

promotion and Life Skills education support to learning contexts; 

 The development of compulsory implementation of health education for and life 

skills for learning; 

 Capacity development for teachers and other staff members to promote their health 

and the health and well-being of learners; 

 The capacity development of parents and the broader community to promote the 

health and well-being of families and the wider community; and 

 Peer education training for learners to support and implement health promotion 

and prevention strategies. 
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According to the DoH (2000:23), the content of Life Skills education is defined by the 

demands and the needs within the context of the Life Orientation and other learning 

areas. In most cases, the national and provincial priorities can take the lead in driving 

the health promoting school programme and most importantly, teachers need to be 

thoroughly trained for their roles as promoters of health in schools. 

 

2.4.1.6 School Health Services 

According to the DoH (2011), the School Health Services (SHS) provide access to 

primary health care (PHC) and provide health-promotion services by acting in a 

coordinating role, and to make use of skills and capacity in different sectors of the 

society, including the community, learners, teachers and the Non-Governmental 

Organisation (NGO) (Landsberg, 2011:41; Leahy et al., 2016). The PHC services in 

both provincially and nationally must be accessible to both learners and teachers. 

 

According to the ISHP (2012:9) and Terburgh (2015), “school health services are 

currently delivered by designated School Health Nurses (SHN) who form part of the 

PHC staff component” (Mohlabi et al., 2010; Shung-King, 2014; Kwatubana & Kheswa, 

2014). Through the ISHP (2012) and the Policy on Screening, Identification, 

Assessment and Support (SIAS) (SIAS, 2014) policy document, the SHN provides 

screening on all Foundation Phase learners on the following: 

 Conduct vision, speech and basic hearing screening;  

 Measurement of height, weight and Body Mass Index (BMI). Appropriate nutritional 

interventions must be planned accordingly;  

 Check for fine and gross loco-motor problems;  

 Conduct oral health screening;  

 Screen for chronic illness or long-term health conditions - this includes both 

communicable diseases (such as TB and HIV/AIDS) as well as non-communicable 

diseases; and  

 Perform a basic mental health and/or psychosocial risk assessment.  

Fundamentally, HPS can be defined as an education context that strives to develop 

its capacity for healthy teaching and learning, working and living in close partnership 

with the local community (Roux, 2011; CBO, 2013; DoH, 2015). The focus is on the 

whole school development and not only on teaching and learning in the classroom 
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(Mohamed, 2015, Jourdan et al., 2016). The implication is that it should reflect the 

socio-ecological approach to health and it also emphasises the significance of the 

settings for HPS (Simovska, 2016). 

 

2.4.2 The Gauteng Province in the South African context on health promotion   

The HPS Project in the Gauteng Province was the initiative by the DoH, Japan 

International Co-operation Agency (JICA) as well as the Gauteng DBE. Based on the 

democratic South African context, which seeks to address the inequalities created by 

the past, the research aimed to develop a framework of which teachers can use as 

promoters of health in schools (Sizanang Centre for Research and Development, 

2006). 

 

In South Africa, the school health services are driven by the DoH in the domain of the 

DBE and require the DSD to address the social challenges of learners in schools 

(Shung-King, 2013:896; ISHP, 2012). 

 

The Gauteng Province joined the HPS initiative since its inception in South Africa in 

2006. Owing to the prevalence of health challenges in the Province, primary schools 

in the disadvantaged communities were selected as pilot schools by the national DoH 

as well as the national DBE with the support of JICA (Sizanang Centre for Research 

and Development, 2006). Gauteng Province is the smallest, richest and the highest 

populated province, which is more vulnerable to the communicable diseases. 

 

There are challenges of overcrowded communities where there is an outbreak of 

diseases, which has affected school-going children (Landsberg et al., 2005, Donald et 

al., 2002; 2010). Socio-pathological conditions such as teenage pregnancy, HIV/AIDS, 

Helminthes, Anaemia, as well as many disease which affect learning calls for 

intervention by various sectors to intervene by promoting health in schools (Sizanang 

Centre for Research and Development, 2006).    

 

In Gauteng Province, through Life Skills in the Foundation Phase and Life Orientation 

in the Intermediate and Senior Phase health issues are addressed in part but not the 

whole since teachers understanding of the HPS concept is not clear, and that they are 

not able to attend to areas that are demarcated for school health nurses.  
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According to Renwick (2006), health promotion is not only covered in the classroom 

through formal curriculum. However, the informal curriculum can also be used to 

promote heath in schools (Samdal & Rowling, 2011). A school health nurse who is 

designated to a number of schools to screen and identify sickness incurred by 

schoolchildren handles school health services (ISHP, 2012; Kwatubana & Kheswa, 

2014; SIAS Policy, 2014).  

 

 Research discovered that the ratio of schools against the number of school health 

nurses does not tally and that there is a lack of resources to cater for schools (Mohlabi 

et al., 2010; Kwatubana & Kheswa, 2014; ISHP, 2012). Now that health promotion is 

done in schools where it is the teachers’ territory, the involvement of teachers is not 

clearly defined. Hence, this study sought to find out how teachers conceptualise their 

roles, how they perceive health and the promotion of health in their schools. The 

clarification of the concepts was done thoroughly in Chapter 1. Hence, this section 

focused on how schools contextualise health and health promotion. 

 

2.5 SHIFT FROM HEALTH EDUCATION TO HEALTH PROMOTION 

Health promotion emerged from health education because of the fact health 

practitioners became more aware of the need for positive health approaches to health 

education (Samdal & Rowling, 2013). This is done by enhancing health and creating 

capacity unlike to focus on disease prevention so that health education can develop 

its full potential when it is supported by structures (Kickbusch, 1986). The school 

context allows the school to link health and education for the purpose of promoting 

health in school (Leahy et al., 2016) by incorporating health within the curriculum. 

 

2.5.1 Health promotion approach 

A study by Leibson et al., (2001) and Stewart-Brown (2006) has highlighted the 

importance of adopting the preventative child-centred approach where health issues 

that have an impact on children and the community as such are addressed within 

schools. As it has already been indicated in section 2.2.2, the health promotion 

approach is in line with the Ottawa Charter for Health Promotion guiding principles 

(WHO, 1986). The health promotion approach encourages the whole school 

community social change where an ecological model on health focuses on the 
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systems perspective as well as the whole school development and change focus 

(Dooris, 2009; Pearsons, 2002).  

 

Several studies have also noted that the school environment is an ideal setting to 

promote the health needs of children (St Leger, 1998; St Leger, 2000; Mukoma & 

Flischer, 2004; Leahy et al., 2016; Jourdan et al., 2016). Schools find it hard to 

incorporate health in schools. Hence, the Schools for Health in Europe (SHE) 

emphasises the need for schools to adapt towards a more health promoting 

environment (Quirke, 2015).  

 

2.5.2 Health promotion strategies and practices 

In order to promote health, there are a number of strategies and approaches, which 

are used, and these are meant to enhance the health of communities. These strategies 

include the following:  

 The awareness to increase the public and individual’s knowledge regarding the 

matter to be promoted;  

 The development of the appropriate resources to enable individuals to access 

information and facilities, which will augment their health;  

 Empowering individuals and communities to strive for changes which prevent 

illness and to promote more opportunities for health to be advanced;  

 Providing knowledge and skills to people of all ages in order to promote their own 

health; and  

 The health of others and to develop policies to prevent health endangering 

behaviours (Jourdan et al., 2008). 

 

2.5.3 Education as emancipation for health promotion perspective 

Health is found in everything done in schools: ranging from prevention of diseases; 

inclusion of learners with various learning difficulties and to overall school approach to 

health (Jourdan, 2011). School health policies guide teachers on how to give support 

regarding different health issues in school. In South Africa, the ISHP (2012), SIAS 

Policy (DBE, 2014) and Education White Paper 6 (2001) have been adopted to guide 

the health programmes. In addition, it takes the health promotion perspectives, which 

give individuals more control over their own health as well as resources to improve it 
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(Ottawa Charter, 1986). This perspective does not only focus on individual per se, but 

it focuses on communities and their interactions among individuals and their 

surrounding setting. 

 

The educational system should liberate its learners by providing HPS education, which 

gives two fundamental objectives of which the first one is to enable learners through 

its curriculum to acquire skills in order to make reasonable choices about their health 

(DoH, 2011; Jourdan, 2011), and in the second place is to give support so that all 

learners would succeed. This applies to all learners in the school and not only those 

who are at-risk, orphaned, vulnerable, and having learning difficulties or learning 

disabilities (Jukes, Simmons & Bundy, 2008). It is the responsibility of the school to 

work closely with families by watching over the health of learners in their care and to 

enable them to develop their personalities through teaching about health issues.  

 

According to Jourdan (2011), this is done to enable them to acquire knowledge and to 

develop critical skills, which will enable them to adopt behaviours that will sustain their 

future health. Therefore, learners’ health cannot be left in the hands of the health 

professionals alone, but should involve all stakeholders in school. That is teachers, 

school health nurses, social workers, school administration and the NGO’s.  

 

To avoid misunderstanding, all stakeholders should contribute according to their roles 

(Mohamed, 2015), which obviously the health and social work would then give advice 

as experts and advice concerning health challenges faced in the duration of the 

programme. In addition, the main educational task would then be the responsibility 

provided by teachers, parents, school management teams, and administrators who 

then will analyse the need of the school by initiating and sustaining the project (DBE, 

2014). 

 

It has to be understood though that while the stakeholders are establishing their roles 

by collaborating their services, partnership among them will not occur naturally as it 

will come about long relationship, which will probably lead to a common culture in 

schools. That specifically means that roles for all stakeholders need to be strategically 

stated (Mohamed, 2015).  
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2.6 SHIFT FROM HEALTH PROMOTION TO HEALTH PROMOTING SCHOOLS 

The shift from health promotion to HPS in the early 80’s has seen schoolchildren taking 

part as agents of change and sustainability (Freire, 1972). Learning has become more 

interactive and realistic in the sense that it ensures their own health and that of others 

in their community. This shift has seen learning as more interactive process for 

learners by linking action and reflection through negotiations (Simovska, 2005). The 

learners’ involvement could not be possible without the teachers though, St Leger 

(2004) notes that professional development for teachers and evaluations played a role.  

 

The major change brought by the shift from informational to transformational change 

needed a better approach on how to approach health and education regarding the 

healthy schools issues. According to Tones (2005), the action competencies, which is 

the ability to act and bring about positive change with regard health, is an essential 

element to promote health in schools.  

 

Although research has proved the effectiveness of HPS, there remains an 

understanding internationally where health promotion is seen as the prevention and 

control of illness as opposed to health promotion as achieving the positive outcomes 

such as wellness. Table 2.2 indicates the vast difference between health promotion 

and health promoting school for addressing health issues in school. 
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Table 2.2: Comparison of health promotion and health promoting schools 

 Health promotion in 

schools 

Health promoting schools 

Definition  The process of enabling 

people to increase control 

over and to improve their 

health. 

A school that has an 

organised set of policies, 

procedures, activities and 

structures designed to 

protect and promote the 

health and well-being of 

students, staff, and the 

wider school community 

members. 

Focus  Seeks to create 

organisational change and 

thus supportive 

environments that allow 

for behaviour change and 

comprehensive school 

intervention strategies.   

Seeks to create 

organisational health, 

quality of school 

relationships, with 

attention to empowerment 

and equity.   

Activities  Implementation of health 

policies; provision of 

products and services 

conducive to health; 

mobilisation of community 

resources 'Healthy 

choices, easy choices. 

Curriculum, teaching and 

learning; school 

organisation, ethos and 

environment; and 

partnerships and services.   

Source: Renwick 2006:64 
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2.6.1 The principle of health promoting schools (HPS) 

The principle of HPS was based on the understanding that learning must be 

transformational rather than informational (New Zealand Health Promoting Schools 

National Strategic Framework, 2011) as teachers would prefer to pass information to 

the learners who are assumed not to be well informed. The principle pursues to 

improve the health and well-being of community members wherever they are. In a 

school setting, the HPS principle included the enhancement of student’s learning 

outcomes by promoting their health and well-being; involves learners’ participation and 

empowerment; provides a safe and supportive environment and addresses the health 

and well-being of the school community.  

 

In other words, HPS mediates people and their environment to make reasonable 

personal health choices for better life in the future (Mohamed, 2015). The settings 

approach therefore takes into account the whole school approach which moves 

beyond individual focus in the classroom (Quirke, 2015) or for that matter a distinct 

health promotion intervention which focuses on the outbreak of disease to the whole 

school approach (Weare & Markham, 2005). It occurs through the complex dynamic 

changes in the system within the school and in collaboration with all stakeholders 

(Samdal & Rowling, 2011). 

 

HPS principle is practiced in many countries that are members of the United Nations 

(UN). The practice includes settings such as workplaces, schools, hospitals, villages 

and towns. Therefore, HPS principle includes the following: 

 Addressing health challenges; 

 Building the capacity of people through education; 

 Emphasizes collaboration between departments and their communities; 

 Integrating all levels of support;  

 Apprehensive of the healthy lifestyle; 

 Put emphasis on positive aspects of health; and 

 Working with people to improve their lives (DoH, 2011). 

HPS is a multifaceted in a sense that it includes various elements moving from a 

medical model to an eco-systemic approach, which covers all settings. It is also multi 

sectoral since it subscribes to the values and principles of the Ottawa Charter (Parsons 
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& Stears, 2002). Research confirms that HPS has been effective in a number of 

countries such as Europe, UK, Norway, Western Pacific, Australia, China as well Latin 

America (St Leger, 1999; Mukoma & Flischer, 2004; Stewart-Brown, 2006; Tang et 

al., 2009; Samdal & Rowling, 2013 & Macnab et al., 2014).  

 

Research relating to HPS in a number of studies dealt with specific health topics such 

as mental illness, hygiene, obesity, hand washing, and HIV/AIDS (Tang et al., 2009). 

According to several researchers (St Leger, 1999; Mukoma & Flischer, 2004; & 

Langford et al., 2014), HPS focus on behaviour change rather than focusing overall 

school approach. From the WHO (1986, 1987, 1988, & 1999) approach to HPS, the 

guidelines are flexible to any setting and for any stakeholder. However, Rowling (1996) 

and St Leger (2004) noticed that although the HPS framework is flexible to work with 

in any setting, the bureaucratic structures in both the health and education sectors 

make it almost impossible to accomplish.  

 

2.6.2 Key role players in the HPS 

For the growth of HPS, St Leger (1998) identified three crucial groups, which are 

teachers, education system administration, and public health promotion policy makers 

and possibly unmentioned key role players who are sometimes not taken into 

consideration are researchers, parents and funders. The Figure 2.2 below shows the 

key role players in the HPS.  
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Figure 2.2: Key role players in HPS 

 

 

The six key role players in HPS as indicated in Figure 2.2 above are teachers, 

researchers, funders, parents/community, health professionals, and education 

professionals. They are crucial for the existence and sustainability of the HPS 

programme in schools (Mohamed, 2015). In their own way, they contribute to the 

success of HPS as they interact and overlap with each other. For the purpose of this 

research, the importance of key role players should be outlined from the theoretical 

framework starting from health and education departments to the teachers. To do so, 

the literature has indicated that the national DBE should have clear defined policies 

with clear goals and objectives, which enhance positive teaching and learning at 

school (Mohamed, 2015).  

 

With the prevalence of communicable disease within communities, the national DBE 

will have to design policies, which respond to the elimination of socio-economic 

barriers among learners and their families. Of course, programmes such as these will 

also need funding, which basically can be from the departments that have initiated the 

programme or from the NGO’s. In this case, the GDE was funded by the JICA 

(Sizanang Centre for Research and Development, 2006).  
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Based on who is funding the project, often teachers reflect that policies are dumped 

on them from the National Department (St Leger, 1998; Quirke, 2015) and that affect 

the implementation of HPS in schools. Instead teachers need to be mobilised and 

there should be a clear link between school health services, parents, the researcher, 

and the teachers. With its influence, the National DBE should advocate for the 

resources to the relevant departments as well as to build capacity for all stakeholders.  

 

The DoH needs to work alongside the DBE to ensure that their practice achieve the 

education goals. In other words, schools should not be taken as the clients of the DoH 

but work together in a collaborative manner. It has to be understood that HPS should 

be a whole school approach (St Leger, 1998), where the commitment and support by 

the principal can make a difference (Mohlabi et al., 2010). Mohamed (2015) indicated 

that if the principal does not understand or support the initiative, the success of the 

programme is not guaranteed. Similarly, Renwick (2006) indicated that teachers were 

overburdened already with the curriculum so without the support by the principals 

teachers could be demoralised. 

 

Research by St Leger (1998; 2000) has proven that teachers are very interested in the 

HPS concept. Moreover, they need support in terms of resources, professional 

development, financial and consultation support as well as to build their self-efficacy 

in terms of giving them space to design their own policies in schools and that enables 

them to shape their HPS initiative in school. Although health promotion is the agenda 

of the health sector in order to promote the health of learners in school, its argument 

has to be more educational focused (Quirke, 2015).  

 

2.7 SHIFT TOWARDS HEALTH PROMOTING SCHOOLS IN SOUTH AFRICA 

The South African government showed its concern and commitment about the health 

of children since the inception of the democratic dispensation in 1994.  It has 

undertaken several national level policy initiatives to promote the health and well-being 

of young people (South Africa, 1997; South Africa, 2001; South Africa, 2011; Coulson, 

1999). At national level, the National Action Plan for Children shows commitments to 

improve the health of the youth (National Programme of Action Steering Committee, 

1996.)  The government also participated in the signing of the World Summit 



 

88 

Declaration and the ratification of the convention on the Rights of the Child at 

international level (UNICEF, 2002; ISHP, 2012).  

 

South Africa has pledged to put children first by giving their needs the highest priority 

(ISHP, 2012). According to the DBE (2010), 12 million learners were enrolled in public 

schools in South Africa in 2010, this number was likely to rise as the transformation, 

and strengthening of the education system enables it to retain more learners for 

longer. In such instances where there could be overcrowding and outbreak of diseases 

in schools, the health sector’s aim of providing health services in schools by providing 

PHC, which focuses on the prevention of and promoting health care is amicable (DoH, 

2000b). 

 

The same applies to the road map document Schooling 2025 and Action plan to 2014 

for the South African education sector, which includes provision of public health and 

poverty reduction interventions for learners through the Care and Support for Teaching 

and Learning (CSTL) (DBE, 2009; ISHP, 2012). For the sake of sustainability, it is 

crucial that teachers of a particular school are fully involved in the promotion of health 

in schools basically because involvement of external factors in schools can at any time 

discontinue their engagement owing to other commitments within their field (Mukoma 

& Flischer, 2004; Shung-King, 2013). 

 

The current school health programme in South Africa has not yet moved forward in 

strides from the challenges it is facing (Mohlabi, et al., 2010; Frantz, 2015). These 

challenges range from low service provision coverage across most districts, as 

measured by coverage of Grade 1 health assessments; secondly, the challenge is the 

suboptimal and inequitable nurse to school ratios and the absence of referral services 

to respond to problems identified through the screening assessments (Shung-King, 

2013:896). Moreover, provinces like the Western Cape and Gauteng are taking the 

lead (University of Western Cape, 2006; Mohlabi et al., 2010). It can be said that owing 

to lack of understanding and collaboration between the DoH and the DBE, there is a 

collapse of school health services in most areas (Mohlabi et al., 2010; DoH, 2011).  

 

The majority of teachers in South Africa never formally went through any pre-service 

or in-service training, which can enable them to help promote the health of learners in 
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schools (Kwatubana & Kheswa, 2014:1718; Byrne et al., 2012). Bearing in mind that 

the ISHS is a joint venture between the DoH, the DBE and the DSD. It is crucial that 

in schools teachers must play a huge role as promoters of health because of the time 

they spent with children in schools educating them and also because of the challenges 

faced by children, which can have a critical impact in their learning (Shung-King, 2013; 

Kwatubana & Kheswa, 2014).  

 

The school curriculum in South Africa offers health promotion through Life Orientation 

as a subject, which equips learners with basic life skills to move from adolescence and 

into adulthood (Engelbrecht & Green, 2001; Department of Education, 2003). In the 

ISHP, the health issues affecting children in school is still in the hands of few 

professionals, such as nurses, doctors, psychologists and Life Orientation teachers in 

particular (De Jong, 2000; Roux, 2013; Macnab, 2013; Waggie, Laattoe & Filies, 

2013:26; Macnab, Gagnon & Stewart, 2014; Askell-Wiliams & Cefai, 2014). 

 

Unlikely, the development and implementation of school health services was found to 

have challenges six years later when the policy was evaluated (Shung-King, 2012). 

However, these challenges motivated the Minister of Health to embrace school health 

services in the Primary Health Care Unit (PHCU) and this has resulted in the revision 

of the ISHP (2012). According to Shung-King, Orgill and Slemming (2014:60), the 

ISHP was jointly endorsed by the Ministers of DoH and DBE with the high level of 

political priority, which is highly presented by the policy. 

 

Reconsidering the health of children in schools is not only a matter of priority in South 

Africa, it is a global initiative as well (Mohamed, 2015). The recent global review of 

school health services commissioned by the World Bank clearly designate that the 

dual role of school health services in contributing to both health and education position 

of children has been recognised worldwide (Bundy, 2011). It is questionable though 

that school health services are very much compound in nature.  

According to Shung-King et al. (2014:60), the difficulty lies in the fact that they are 

offered across a wide spectrum of age groups, encompass many different kinds of 

interventions and require integral inter-sectoral collaboration. In addition, Shung-King 

et al. (2014) indicated that in South Africa, since 1994, health promotion has been 

guided by policies that are directed towards the provision of healthier and enabling 
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school environment. Therefore, it is of great importance to understand the policy 

background and the range of intervention programmes that are geared for health 

promotion (Department of Education, 2000).  

 

One of such programme is the National School Nutrition Programme (NSNP) 

(Department of Education, 1994), which made provision for nutritious meals for 

learners in disadvantaged primary and high schools with the purpose of alleviating 

hunger in schools. These schools are Quintile 1 to 4. According to the South African 

Schools Act (SASA) (1996), quintile schools are schools, which are found in 

disadvantaged communities where poverty and unemployment are rife. Hence, they 

are no fee paying school where the government render all the services as they are 

section 21 schools (they do not pay school fees). The enrolment varied depending on 

the community where the school is situated. It was through the NSNP programme 

rendered in quintile 1 and 3 schools where changes in the general health development 

and the academic performance of learners was observed as it promotes punctuality, 

concentration in the class and above all, there was regular attendance for learners in 

schools (Sizanang Centre for Research and Development, 2006).  

 

Likewise, the National Policy on HIV/AIDS (1996), which focuses on providing suitable 

information and education on matters related to sexuality, basically by providing 

suitable instruments for the prevention of HIV/AIDS was established.  More of this 

intervention towards the development of inclusive communities is well established in 

the Education White Paper 6 (2001) and to standardise the progress of such 

intervention programmes the National Strategy on Screening, Identification and 

Support (2014). It was recognised to directly respond to the needs of learners at-risk 

and the most vulnerable learners by enabling schools to provide proper interventions 

and support by means of the District Based Support Team (DBST) and the School 

Based Support Teams (SBST). Moreover, by far the Curriculum Assessment Policy 

Statement (CAPS) (DBE, 2012) through Life Skills and Life Orientation enables 

learners to gain knowledge on health issues. 

 

Conversely, taking pride in the single programme intervention policies is not good 

enough as they cannot solve the majority of problems learners face in schools 

(Renwick, 2006; Leahy et al., 2016; Mohamed, 2015). This is because they provide a 
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narrow approach since they target a single risk factor such as nutrition, sexuality and 

HIV/AIDS. Bearing in mind that the health promotion concept in education is more 

theory driven, the conceptual framework, the scope and its contribution needs more 

clarity (Roux 2013:107).  

 

Ordinarily the contribution of school health services as reviewed by the World Bank 

mean; assuring that children attends school at the right age by addressing health 

barriers which can hinder them from attending the school; helping children to remain 

in school until they finish; reducing absenteeism due to ill health and to contribute to 

educational performance by minimising barriers to learning (Bundy, 2011). 

 

In most cases, the understanding of health promotion in schools is often viewed from 

the health sector perspective. Moreover, the DoH and the Department of Education 

committed to the course of an integrated policy to address the bio-psychosocial needs 

of schools (Lazarus, 2006) and with the positive view that there is a connection 

between health and educational performance for children in schools (Department of 

Education, 2000; ISHP, 2012). The positive view of health in education has become 

the agenda of schools more than before. This supports the 2015 agenda of the 

Millennium Development Goals to ensure better health and education for children as 

well as the World Education Forum agenda of Education for All (EFA). 

 

In South Africa, the HPS framework is embedded in the ISHP Programme located 

within a legislative and policy background (ISHP, 2012). In the next section, the 

legislative documents and policies are discussed in detail.  

 

2.7.1 The Constitution of South Africa 

Young people of school-going age in South Africa are obliged by the South African 

Constitution to attend school and this is reiterated in the South African Schools Act 

(Section 36(a) Act 84 of 1996). On a positive note, the revised Constitution of the 

Republic of South Africa (1996), in Section 28 and 29 of the Bill of Rights in Chapter 

2 focuses on the protection of people and most importantly, focus on education, 

among others. This brought hope on the people of South Africa since the apartheid 

system of segregation against blacks was weak on the health care, food, water, social 

security, children, and education (Bray, 2000:1). In particular, the Bill of Rights 
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includes the following rights, which cover most of the aspects of health of children as 

well. These rights are as follows: 

 

2.7.1.1 Health care, food, water, and social security  

Everyone has the right to have access to health care services, including reproductive 

health care; sufficient food and water; and social security, including, if they are unable 

to support themselves and their dependants, appropriate social assistance 

(Constitution of the Republic of South Africa, 1996).  

 

2.7.1.2 Children 

Every child has the right to a name and a nationality from birth; family care or parental 

care, or to appropriate alternative care when removed from the family environment; 

basic nutrition, shelter, basic health care services and social services; be protected 

from maltreatment, neglect, abuse or degradation; be protected from exploitative 

labour practices (Constitution of the Republic of South Africa, 1996). This implies that 

children are not to be required or permitted to perform work or provide services that 

are inappropriate for a person of that child’s age; or place at-risk the child’s well-being, 

education, physical or mental health or spiritual, moral, or social development. In a 

way, the child’s best interests are of paramount importance in every matter concerning 

the child’s well-being (Asmal & James, 2002). 

 

2.7.1.3 Right to education 

Everyone has the right to a basic education, including adult basic education; and to 

further education, which the state, through reasonable measures, must make 

progressively available and accessible to everyone (Constitution of the Republic of 

South Africa, 1996). 

 

It is likely that the enrolment of children in schools increases every year. Therefore, 

the school health services should be concerned about the health and well-being of 

children in schools. In 2015, the school enrolment was 12 814 473 in ordinary public 

school (School Realities, 2015). The table below indicates the increase in the number 

of children from 2013 to 2015. The number of learners has increased nationally by 

2.8% while the number of teachers has decreased by 2.1% and 0.1% respectively. 

However, KwaZulu-Natal has dropped in learners, teachers and schools similarly 
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(School Realities, 2015). It is estimated that by 2020, the school enrolment would be 

between 14 and 17 million in South Africa (The Healthy School Programme in South 

Africa, 2013:3; Flischer & Reddy, 1995). 

 

Table 2.3: Number of learners, teachers and schools in the ordinary school sector, by 
province, from 2013 to 2015 

Provinces  Learners  Teachers  Schools  

2013 2014 2015 2013 2014 2015 2013 2014 2015 

Eastern Cape 1 938 078 1 946 885 1 953 397 66 007 64 258 64 256 5 733 5 732 5 727 

Free State 664 508 672 290 682 704 24 475 24 552 23 661 1 396 1 376 1 332 

Gauteng 2 129 526 2 191 475 2 262 319 74 823 77 265 79 354 2 649 2 721 2 780 

KwaZulu-Natal 2 866 570 2 901 697 2 881 518 96 057 95 560 86 493 6 156 6 151 6 137 

Limpopo 1 714 832 1 720 585 1 753 734 57 108 57 256 55 930 4 067 4 076 4 045 

Mpumalanga 1 052 807 1 057 788 1 079 280 34 936 35 000 35 153 1 885 1 867 1 862 

Northern Cape 282 631 289 004 290 139 8 972 9 182 9 162 573 577 581 

North-West 788 261 800 316 813 873 26 194 26 086 25 126 1 606 1 570 1 544 

Western Cape 1 052 435 1 075 396 1 097 509 36 451 35 931 36 958 1 655 1 671 1 683 

South Africa 11 825 140 12 655 436 12 814 473 400 548 389 159 416 093 16 915 25 741 25 691 

Source: DBE, 2010; School Realities 2014 

 

The increase in the annual enrolment calls for the government and its departments to 

collaborate to cater for the needs of children, especially the ones that are experiencing 

barriers to learning in schools. The Constitutional obligations and the policies which 

promote health in schools need to be taken into consideration (DoH, 2011). Hopefully, 

the DoH has taken the lead to deliver school health services, which included services 

on health assessments where school children are screened for sight and hearing, 

health education and health promotion, preventative intervention such as the 

vaccinations, immunisations and deworming as well as the environmental health 

assessments of schools (Education White Paper 6, 2001; DBE, 2014). 

 

To broaden the scope of school health services, the two most important integrally 

linked initiatives likely to boost the potential of school health was added.  

 

In addition, these are: 

 The DBE initiative of Care and Support for Teaching and Learning (CSTL) which 

was adopted in 2008; and 

 The HPS introduced in South Africa in 1990. 
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Furthermore, to top up to the commitment of providing integrated care for learners in 

schools, the DBE came up with a five-year plan (2012-2016), focusing on addressing 

the prevention of HIV, STIs and TB (DBE, 2010) in schools. To keep up with the 

international developments and to strengthen the school health, the DBE has also 

extended its mandate through a number of policy initiatives, which were beyond 

educational framework for the purpose of learner support. Through the adoption of the 

CSTL, learners’ well-being was addressed over nine key areas of intervention. 

 

Apart from the Constitution of South Africa, there are other legislative frameworks. 

These frameworks are mainly documents that are based on the law, ruling and 

governing a particular philosophy. These frameworks played a major role in the 

implementation of ISHP in South Africa. These frameworks are The Children’s Act (Act 

No. 38 of 2005) as amended; the South African Schools Act (Act No.84 of 1999) as 

amended in 2007; the National Health Act (Act No 63 of 2003); as we as the Mental 

Health Care Act (Act No. 17 of 2002). The next section will present the policies that 

are based in the health promotion.  

 

2.7.2 Policies in health promotion 

There are policies that govern the promotion of health in schools. According to the 

study by Ntagungira (2014), a number of education and health polices only exist in 

policy, but in practice none is applied in schools. More often, schools use the policies 

from the provincial or national department or develop their own policies to cater for 

their school needs since policies cannot be a one-size-fits-all. Different schools are in 

different communities and their problems are not the same (Mohamed, 2015). It is said 

that school health policies are written documents that state the aims the school is 

striving towards within their health promoting effort (Samdal & Rowling, 2013).  

 

Teachers lack the skill to implement their school policies and this also compromises 

their will to reach their health goals in schools. The abilities of teachers to design and 

to interpret policies in schools allow the teachers to build their own self-efficacy in 

terms of the ability to draft their own policy, which respond to the challenges of their 

school community. HPS policy is the basis for the promotion of health in schools and 

it serves as the guiding principle to direct all activities in school (Samdal et al., 2010).  
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However, it requires a collective and collegial approach in developing and 

implementing policies (St Leger, 2000). This has been demonstrated by the 

collaboration between the national DoH and the national DBE in the development of 

the ISHP (ISHP, 2012). The latter guides the approach of health in schools in an 

integrated manner where all stakeholders are involved for the common goal of 

achieving health and education.  

 

Various policies guide HPS in South Africa. Moreover, the ISHP (ISHP, 2012), SIAS 

(2014), Education White Paper 6 (2001) Life Orientation/Life Skills policy (2012) are 

used in line with other policies to guide teachers in the application of policies in the 

classroom. The focus of these policies is more directed to learner support where 

teachers are supposed to give support to a particular learner in consultation with the 

parent.  

 

Instead of supporting learners in the classroom, teachers mostly focus on the 

administration of completing SN1 form (for the learner outset support for learners with 

disabilities). In addition, teachers focus on learners who were identified during the 

teaching and learning process as having the need for support (via Profile learner) and 

SN2 form (for learners who have not benefitted from the support from the teacher and 

they need more support from the SBST (DBE, 2014) as a means of support.  

 

Although policies give directives for the activities in schools regarding health issues, 

the health and education goals operate in opposite directions although the purpose is 

to promote health (Viig et al., 2010; Mohamed, 2015). Depending on particular 

countries, health is not taken seriously or it is given low priority (Jourdan et al., 2008) 

Depending on the general political organisation and goals of education system subject 

to individual country, there are different ways to tackle health issues in schools. In 

most cases, teachers are not aware of their role in HPS (Jourdan et al., 2008). For the 

purpose of strengthening health in schools, the following policies were discussed.  

 

2.7.3 SIAS Policy document 

The SIAS policy is considered in this study because it is closely aligned to the ISHP 

to construct a continuous “system of early identification and effective intervention to 

minimise learning breakdown and potential dropout” (DBE, 2014). The importance of 
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the SIAS policy should be seen as a means to ensure the transformation of education 

towards an inclusive education, which is aligned to the Education White Paper 6 

(2001). In its purpose, it covers the modus operandi and the set of official forms to be 

utilised by teachers, SBST and DBST in the course of screening, identifying and 

assessing health challenges experienced by learners in schools (DBE, 2014).  

 

It has been stated in the SIAS (p, 5) policy document that it has been structured in a 

way that teachers can understand the support needs of learners and maximise support 

as well as the support from all levels in the education system. In its principle of support, 

the SIAS (p, 7) policy indicated that support of learners should no longer focus on the 

diagnosis and remediation of deficits in individual learner by a specialist staff 

(Psychologist) but to adopt the holistic approach where all barriers are attended to 

simultaneously.  

 

The report by the NCSNET/NCESS found the inadequacy in the processes applied in 

terms of identification and placement and they made the following recommendations:  

 To discontinue the use of standardised tests for the placement of learners in 

specialised learning contexts; 

 The procedure used for the placement of learners who require higher levels of 

support should be reviewed as matter of urgency; and 

 The new procedure should be based on the principle that assessment should focus 

on determining the optimum support learners require, and how and where they 

would assess it. 

(Department of Education,1997:126). 

 

In addition, the SIAS policy clarified the fact that the nature and extent of support can 

only be determined by evaluating the following:   

 The existing resources or support available to the learner and the school;  

 The additional support that is still required; and  

 What is available within the province or district that could reasonably be made 

available at school level through a range of means (SIAS, 2014:8). 

Above all, it lies with the teacher in the classroom who is supposed to gather 

information and identify learners who were at-risk as well as to develop classroom 
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based interventions for the learners who have been identified (DBE, 2014). 

Furthermore, it has been stated that the teacher can consult the SBST for support and 

if need be, the DBST can further provide support in terms of inviting specialised 

services such as the services of the psychologist, speech therapist, physiotherapist, 

and occupational therapy for further assessments. 

 

It is known that teachers assess their learners on a regular basis DBE (2012). 

Moreover, a number of teachers fail to meet the national outcomes requirements as 

defined by the Department of Education (1998). Assessment is an essential part of the 

education process for all (Wevers, 2012) Therefore, SIAS policy can be a great tool to 

assess learners as the policy has stated the role of teachers and practitioners are 

stated as follows: 

 The teacher’s role in an inclusive environment is crucial. A conceptual 

understanding of inclusion and the diverse needs of learners, including those with 

disabilities, is required.  

 Learning programmes and materials as well as assessment procedures must be 

made accessible to all learners, and must accommodate the diversity of learning 

needs in order to facilitate learners’ achievement to the fullest.  

 The Learner Profile document will serve primarily as a tool for teachers to plan 

interventions and support on a day-to-day basis for all learners as part of the 

teaching and learning process.  

 Teachers must take care not to label learners who are identified for additional 

support, thereby promoting exclusionary practices.  

 The uncovering of barriers to learning must be based on sound observation, 

interviews and consultation, reflection, formative actions, previous records and 

should be grounded in the curriculum.  

 The procedures outlined in the Guidelines for Responding to Diversity in the 

Classroom will assist teachers to plan support for individual learners who 

experience barriers to learning.  

 The support will include differentiation of content, adjustment of classroom 

methodologies and classroom environment, and applying the necessary 

accommodations in assessment and examinations.  

Once the teacher has exhausted all strategies, he/she will consult with the SBST.  
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The SIAS process clearly outlines how the process of screening, identifying and 

assessing learners for eligibility to receive additional support in special schools or 

specialised sites is to be replaced by structures that acknowledge the central role 

played by teachers, school-level support teams and parents (Education White Paper 

6, 2001:7).  

 

It is against this background that a change in attitudes, behaviour, teaching methods, 

curricula, and environments is needed to meet the needs of all learners. Maximising 

the participation of all learners in the culture and curriculum of schools, and uncovering 

and minimising barriers to learning, are the central objectives of screening, 

identification and assessment.  

 

The teacher and all who are directly involved with the learner on a daily basis are 

expected to apply the SIAS process. The teacher must assume the role of case 

manager to drive the support process. Information gained from external assessments 

should serve only to enhance the understanding of the interventions needed and 

should not be central in decision-making around support. The knowledge and wishes 

of the parents/caregivers must carry the ultimate weight in any decision-making 

process.  

 

The final ratification, monitoring and quality assurance of the support programmes will 

be the responsibility of the DBST. The SIAS process (including the Learning Profile) 

is a tool for early intervention. It is designed specifically to help practitioners to assess 

needs at an earlier stage, and then work with families, alongside of other practitioners 

and service providers, to meet those needs (DBE, 2014:33).  

 

The form of support that requires the teachers to identify barriers to learning in the 

classroom would seem to be impractical because of the teachers’ lack of knowledge 

and skills to accurately identify barriers to learning without any discrimination 

(Ntsanwisi, 2007). In the same vein, Adelman and Taylor (2002) share the lack of 

common understanding when it comes to the definition of what constitute barriers to 

learning and learning difficulties. 
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2.7.4 The Integrated School Health Policy (ISHP) 

The ISHP is also one pillar that supports the promotion of health in school since it is 

integrated in its approach with the DoH and the DBE. Its aim focuses on building and 

strengthening the existing school health services in schools (ISHP, 2012), but with 

some changes compared to the 2003 School Health Policy (SHP). In its initiative, the 

ISHP aims to: 

 Strengthen the collaboration between DoH, DBE and the DSD for the purpose of 

serving all learners in all schools; 

 Provide all learners in all phases of their schooling with school health services; 

 Provide more comprehensive schools health services package that do not only 

focus on barriers to; learning but to other factors which can have an effect in the 

learning of learners; 

 Place more emphasis on the provision of health services as opposed to screening 

and referral in schools; 

 Implement a more systematic approach where the most disadvantaged schools 

was the target and further to all learners; and  

 To be implemented within the Care and Support for Teaching and Learning 

Framework being utilised by the DBE. 

In its principles, the rights of children are central since active participation is 

encouraged for their development (Viig et al., 2010). This has to focus on the learners 

who are in disadvantaged schools to all learners in all schools. The key objectives are 

set to be achieved by strategies such as health promotion and health education, 

essential school health service package, coordination and partnership, capacity 

building, and community participation (ISHP, 2012:11). In its target, learners 

experiencing barriers to learning are also included. However, teachers are not 

specified as active participants. Nevertheless, they are seen as beneficiaries.  

 

The ISHP (2012:12) clearly indicates that its focus is on school-going age children, 

although the school community; including teachers, school management, school 

administrators and auxiliary staff including parents and other caregivers are mentioned 

to benefit from the programme. The SHS as specified in the ISHP are said to be 

provided in minimum in all schools.   
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2.7.5 Education White Paper 6 

Education White Paper 6 is a policy that was designed to redress the inequalities of 

the past in terms of the education system. The policy aims to challenge the critical 

suppositions of the past regarding teaching and learning where vulnerable and 

marginalised learners were discriminated (Oswald, 2010). To achieve effective teaching 

and learning, the Education White Paper 6 (2001) stated the following goals for teachers:   

 To support inclusion; 

 Advocacy and to raise awareness; 

 To embrace diversity;    

 To change of perceptions and attitude; 

 To address the needs of all learners;  

 To accept people who are facing challenges; 

 To accept people who are different; and 

 Stop discrimination. 

 

In addition, the Education White Paper 6 (2001) gave clarity on how inclusive 

education should be implemented in schools. The following should be followed: 

 All learners are able to learn provided they are given support; 

 Enabling the education structures, systems and the learning methods to meet the 

needs of all; 

 Acknowledging and respecting learners differences; 

 Acknowledging that learning occurs within the systems; 

 Changing the attitudes, teaching methods, curriculum and the settings to 

accommodate needs of all learners; and 

 Maximising participation and minimising barriers to learning. 

Furthermore, Education White Paper 6 (2001) emphasises the importance of human 

resources development for teachers as they are regarded as the link to achieve 

inclusive education goals. The policy stresses the collaboration of sectors at all levels 

to make inclusive education a reality in schools. Over and above, the management 

and governance of the developmental programmes are critical to speed up the 

implementation of inclusive education in schools. However, the overall plan to achieve 

the goals of inclusive education in terms of catering for all learners in schools is 
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unfolding slowly. Hence, all the processes within the system of education to attend to 

the needs of learners in schools are delayed.   

 

Health policies and programmes are critical for the development of ISHP (2012). 

Hence, health promotion in schools is provided using a number of policies and 

programmes. These programmes and policies are as follows: 

 The HPS Initiative; 

 The Youth and Adolescent Health Policy; 

 National Strategic Plan on HIV, STIs and TB: 2012-2016; 

 Regular treatment of School-going Children for Soil Transmitted Helminth 

Infections and Bilharzia Policy and Implementation Guidelines; 

 Child and Adolescent Mental Health Policy Guidelines; 

 Immunisation Policy; and 

 Integrated Nutrition Programme.  

Health policies are good in themselves. However, they have to be supported by 

education policies and programmes, which will ensure that children’s health in schools 

was taken care of in many dimensions (Ntagungira, 2015. These policies and 

programmes are as listed below.  

 

2.7.6 Education policies and programmes 

The Education policies and programmes within the DBE are mainly focused on the 

establishment of healthier and enabling school setting. Many of the sentiments within 

the education policies were shared with the health policies. Above all, the policies that 

govern health promotion in education imply: 

 DBE Integrated Strategy on HIV, STIs and TB, 2012-2016; 

 National School Nutrition Programme (NSNP); 

 National Strategy on Screening, Identification and Support (SIAS); 

 Education White Paper 6: Special Needs Education - Building an Inclusive 

education and training system; 

 Schooling 2025 and Action plan to 2014; 

 Care and Support for Teaching and Learning (CSTL); and 

 Whole School Evaluation 
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2.7.7 Social Development Policies 

In addition to the education and health policies, there are also DSD policies and 

programmes, which support health promotion in schools.  

 Child Support Grant; 

 The National Action Committee for Children Affected and Infected by HIV and AIDS 

(NACCA); 

 The National Integrated Plan on Early Childhood Development (ECD); and 

 The National Strategy for Prevention of Child Abuse, Neglect, and Exploitation. 

In one way or the other, the policies that cater for the health of children in schools take 

the central stage. Hence, these policies are so interwoven to give the maximum 

support for the programmes. 

 

2.7.8 Current scenario in the implementation of school health in South Africa 

In South Africa, the implementation of the School Health Policy is at different levels in 

the nine provinces, with other province ahead and others slowly (Mohamed, 2015). 

Nevertheless, since 2003, the implementation process has been slow, with low 

coverage at sub-district level (DoH, 2011; ISHP, 2012). Even though in some 

provinces there is confusion in the application of the concept based on how the HPS 

programme was presented in schools, health promotion in schools is used 

interchangeably with HPS although their definitions are slightly different. The concept 

of school health programme has been more based as a component of the PHC 

package (ISHP, 2012). 

 

The school health services in most parts of the country were attributed to a range of 

factors, which according to DoH (2011) include: 

 Managerial variation in the value attached to school health services; 

 Inequitable distribution of resources in both urban and rural settings; 

 The challenge of integrating previously vertical and fragmented services into 

comprehensive PHC services; 

 Competition for limited resources; 

 The demand for curative services (aimed at short term survival) outweighs the 

preventive and promotive services (aimed at long term improvement in health and 

quality of life); and 
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 Poor data management of comprehensive programmes impacting on reporting 

school health services. 

 

Currently, the school health services are delivered by designated School Health 

Nurses who form part of the PHC staffing (Kwatubana & Kheswa, 2014; ISHP, 2012). 

According to DoH (2011), the 2010 Report on the Review of the School Health Policy 

implementation showed that nurses have expressed the following views on issues that 

impact on the provision of quality services: 

 Insufficient staff and infrequent visits to schools, this limits their ability to give 

children the time and attention that they need; 

 Lack or insufficient basic equipment such as weighing scales; 

 Lack of a conducive environment in classrooms for screening and examining 

children properly, including mental health assessment due to lack of privacy; 

 Referral systems are not always available to respond to identified health needs; 

 Follow-up are rarely conducted, as nurses generally visit schools once a year; and 

 Unavailability of transport, poor roads and infrastructure curtails access to reach 

areas. 

In general, the implementation process of school health was moving at a slow pace to 

an extent that there was a need for improvement with regard to the number of school 

health nurses to provinces, which can result in total disparities (Kwatubana & Kheswa, 

2014). Owing to a shortage of school health nurses, some of them are recalled to 

relieve where there is a shortage (Department of Education, 2000). Not only the 

shortage of school health nurse is a problem, the supportive supervision by line 

managers is minimal (DoH, 2011).  

 

The principle of HPS and the Constitution of South Africa, where the school 

environment is supposed to be conducive is found to be generally dilapidated in both 

rural and urban areas. According to DoH (2011), there is no place for privacy for 

screening of learners. Kwatubana and Kheswa (2014:1717) found out that “there were 

no teachers involved in the process of the implementation of the ISHP in the 

participating schools”. In addition, it was reported that in some schools there was poor 

sanitation owing to lack of water. 
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Bearing in mind that schools are places where society’s main concerns on health 

converge, the schools’ health programme needs to be revisited.  The school health 

programmes as presented and summarised by the DoH (2011) was analysed in the 

Table 2.4 below. 

 

Table 2.4: Strengths, Weaknesses, Opportunities and Threats (SWOT) Analysis for 
school health programmes 

STRENGTHS WEAKNESSES 

 Political support for SHS. 

 Availability of policy guidelines. 

 Availability of SHS focal person at the 

National Office. 

 Weak intersectoral collaboration – 

school health still perceived as a 

DOH responsibility. 

 Poor supervisory support visits 

mechanisms - supervisors engaged 

in several programmatic 

responsibilities, school health is not 

prioritised. 

 Provincial Autonomy - National office 

has no control over the provincial 

activities including indicators and 

targets. 

 Lack of resources: 

o Human: Non availability of school 

health nurses at implementation 

level 

o Equipment 

o Financial  

o Transport 

OPPORTUNITIES THREATS 

 Collaboration with the DBE is 

possible. 

 Schools have the potential/ capacity 

to be accredited HPS. 

 Lack of resources: 

o Human: school health nurses 

o Equipment 

o Financial – budget for school 

health services  

o Transport 
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 Provincial School Health 

coordinators 

 School Health weeks provide an 

opportunity to improve learner 

coverage. 

 Intra sectoral collaboration is 

possible – business unusual. 

 Community partnership. 

 Donor support. 

 Poor information management – 

unavailability of readily accessible 

data on public primary schools and 

total number of learners. This 

includes poor data management 

from the implementation site to the 

national office. 

 Poor referral system to address the 

learner health needs identified- e.g. 

non-availability of social workers 

 Non-coterminous districts for the 

Departments of Health and Basic 

Education. 

Source: DoH, 2011 

 

The analysis of school health programmes as summarised by the DoH (2011) 

presented the following elements: 

 

 Strengths 

The health promotion programme in South Africa drew its strength from the fact that 

there is a political support where education is seen from the Constitution of the 

Republic South Africa as a basic human right (1996). Moreover, a number of policies 

support the Constitution and policy guidelines, which strives to promote the health of 

learners in schools. Policies such as the National Policy on HIV/AIDS (1996); 

Education White Paper 6 (2001); National Strategy on Screening, Identification and 

Support (2014); National School Nutrition Programme (1994); South Africa (2012) as 

well as the Integrated Strategy on HIV, STIs and TB 2012-2016 (2012) are utilised to 

promote health in schools. Above all, for the purpose of coordination, there is also a 

School Health Services (SHS) focal person in the national office. 

 

 Weaknesses 

Apart from the strengths that the school health programmes have, there are 

weaknesses that can hamper the progress of school health programmes. International 
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evidence has proven that the success of school health programme lies in the 

collaboration between the sectors (ISHP, 2012). However, it has been found that there 

is a weak collaboration between the DoH, DBE as well as the DSD, basically because 

school health is perceived as the responsibility of the DoH. According to the ISHP, 

through the PHCU, the professional nurse is responsible for coordinating the 

implementation of ISHP (2012). In addition to the SIAS policy (2014), the professional 

nurse also ensures the referral and follow-up when required. Kwatubana and Kheswa 

(2014) found that there is weak collaboration between the sectors because teachers 

were oblivious of what the school health nurses were doing in their schools. Poor 

supervision was also seen as a weakness where not all stakeholders took school 

health seriously where the national office has no authority over what is happening in 

the province. Over and above, the ISHP raised a number concerns where resources 

such as human, equipment, financial as well as transport were lacking (ISHP, 2012). 

 

 Opportunities 

The school health programmes have the better opportunity to improve, irrespective of 

what has been mentioned as the weakness in the collaboration of sectors merely 

because there is a possibility to collaborate with the DBE. Through proper 

implementation strategies, it has been found that schools have a potential to be 

accredited as HPS provided there are provincial coordinators who can provide schools 

with leadership. 

 

 Threats 

According to the ISHP (2012), three things can threaten the school health 

programmes. Firstly, these things include lack of resources where many schools are 

left unattended to; secondly, information about the school health program is not readily 

available starting from the implementation site to the national office; and thirdly, 

although it has been indicated as part of the responsibility for the professional nurse 

to attended to the referral of learners (ISHP, 2012), still it has been found that the 

referral system is poor because social workers were not available to offer their 

services. 
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The Bronfenbrenner’s ecological systems theory is composed of levels that overlap, 

where failure to one system can mean failure to the other levels (Ntagungira, 2014). 

The analysis of school health programmes has been said to be dependent on the roles 

of DoH as well as the DBE from the national, provincial and district level as it has been 

presented in Table 2.5. 
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Table 2.5: Roles: Departments of Health and Basic Education at National, Provincial 
and District level 

LEVELS HEALTH EDUCATION 

NATIONAL  Provide strategic direction in 

the implementation of school 

health programme 

 Coordinate the implementation 

of the school health policy 

 Facilitate the integration of 

health programmes impacting 

on learners in schools 

 Standardization of 

implementation of school health 

services 

 Development of orientation 

manual for school health 

services 

 Advocate for the necessary 

human resources 

 Resource mobilisation for the 

implementation of the school 

health policy 

 Conduct capacity building of 

both health professionals and 

teachers. 

 Monitoring and evaluation 

 Identify researchable areas for 

school health 

 

 Mobilize teachers and 

the school community on 

the implementation of 

school health 

programmes in the 

school setting 

 Facilitate linkages 

between school health 

nurse and teachers 

 Advocate with relevant 

local Government on 

water supply and 

sanitation in schools 

 Avail appropriate 

environment for 

screening of learners 

 Collaborate with DOH in 

capacity building of both 

teachers and health 

professionals 

 Provide for time 

allocation for extra-

curricular activities for 

the implementation of 

health promotion and 

health education 

component of school 

health services package. 

PROVINCIAL  Appoint a school health focal 

point. 

 To ensure that there is 

school health focal point 



 

109 

LEVELS HEALTH EDUCATION 

 Develop implementation plan 

for school health programme 

taking into account the need to 

cover all school and all learners 

as outlined in the school health 

policy 

 Integrate health services within 

the PHC approach 

 Collaborate with Basic 

Education in the development 

of a schedule for school health 

activities 

 Systematically collect data on 

school health services 

 Adapt the national school 

health policy to suit their local 

setting 

 Adaptation and translation into 

local languages of school 

health materials 

 Appoint school health nurses 

 Conduct capacity building of 

both health professionals and 

teachers 

 Conduct supportive supervision 

 Resource mobilization for the 

implementation of the school 

health policy at local level 

 Establish a school health 

steering committee with 

relevant stakeholders 

 Provide total number of 

schools and learners 

upon the enrolment at 

beginning of school 

calendar 

 Collaborate with Health 

in the development of a 

schedule for school 

health activities 

 Mobilise teachers, 

learners, parents, school 

governing bodies, and 

the community on the 

implementation of school 

health programmes in 

the school setting 

 Facilitate linkages 

between teachers and 

school health nurse 

 Advocate with relevant 

local Government on 

water supply and 

sanitation in schools 

 Avail appropriate 

environment for 

screening of learners 

 Conduct capacity 

building of both teachers 

on Health Promotion and 

Education and first aid 

 Participate in the 

steering committee 
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LEVELS HEALTH EDUCATION 

 Convene school health 

meetings at the provincial level 

with relevant role players 

 Provide for time 

allocation for extra-

curricular activities for 

the implementation of 

health promotion and 

health education 

component of school 

health services package 

DISTRICT  To ensure that there is school 

health focal point 

 Develop implementation plan 

which fits into the district 

integrated development plan, 

with clear objectives and 

indicators 

 Establish a school health 

steering committee with 

relevant stakeholders 

 Convene school health steering 

committee meetings at the 

district level with relevant role 

players 

 Strengthen existing system: 

communication, transport, 

equipment and proper referral 

system 

 Conduct joint supportive 

supervision (health and 

education) 

 To systematically collect data 

on school health services 

 To ensure that there is 

school health focal point 

 Provide total number of 

schools and learners 

upon the enrolment at 

beginning of school 

calendar 

 Collaborate with Health 

in the develop a 

schedule for school 

health activities 

 Mobilize teachers, 

learners, parents, school 

governing bodies, and 

the community on the 

implementation of 

school health 

programmes in the 

school setting 

 Facilitate linkages 

between teachers and 

school health nurse 

 Advocate with relevant 

local Government on 
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LEVELS HEALTH EDUCATION 

 Conduct capacity building of 

both health professionals and 

teachers 

 To integrate health services 

within the PHC approach 

 Establish linkages with 

communities and local leaders 

 Collaborate with Basic 

Education in the development 

of a schedule for school health 

activities 

 Appoint school health teams 

water supply and 

sanitation in schools 

 Avail appropriate 

environment for 

screening of learners 

 Conduct capacity 

building of both teachers 

on Health Promotion 

and Education and first 

aid 

 Participate in the 

steering committee 

 Provide for time 

allocation for extra-

curricular activities for 

the implementation of 

health promotion and 

health education 

component of school 

health services package 

 Avail first aid kits, 

scales, and measuring 

tapes in schools 

Source: from DoH, 2011 

 

The roles that can be played by teachers as promoters of health in schools can be 

highly influenced by the roles, which have been played by the departments from the 

national, provincial as well as the district level (Shung-King, 2013). It is clear from the 

table above that the roles are outlined from the top-bottom approach where the 

national departments provides the strategic direction and mobilise resources whereas 

the provincial departments are responsible for adapting the policies to suit their local 
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settings hence the approaches vary according to the needs of each province in South 

Africa.  

 

Lastly, the districts ensure that implementation occurs down to schools. According to 

Kwatubana and Kheswa (2014), it has been found that poor administration has a 

serious impact on how health promotion is implemented in schools. The ISHP has 

indicated lack of both human, equipment, financial, and transport resources, which 

has an impact on the delivery of school health services (ISHP, 2012), and as such, 

many children were not reached.   

 

2.7.9 Barriers in the implementation of HPS 

The critical element about the implementation of HPS is that it is very much based on 

theory and not practice (Mohamed, 2015), where each country and schools have to 

apply it according to their context (Samdal & Rowling, 2013). Lack of accountability 

and poor administration has been the contributing factors in the failure of 

implementation in schools (Kwatubana & Kheswa, 2014; Mohlabi et al., 2010; 

Newmann, King & Rigdon, 1997). That clearly says that there is a gap between 

discourse and practice since very little information about implementation in schools is 

available (St Leger & Nutbeam, 2000).  

 

There is a gap between what is acknowledged as intervention and what children and 

their families actually need (Kwatubana, 2014). There is a noticeable change on the 

physical environment of the schools but community partnership is rather disappointing 

(Marshall et al., 2000; Deschesness et al., 2003; Kwatubana, 2014). Most of the 

literature dealing with community partnership aims to exhaust resources from the 

community and not actually working with the community (Deschesness et al., 2003).  

 

Mostly teachers see their relationship with parents as being one-sided as teachers 

want parents to support them in their educational role (Clelland et al., 2013). The 

possible supposition indicates lack of evidence concerning successful implementation 

owing to the complexity and difficulty to implement in a meaningful way and lack of 

evidence, which proves success of the programme in schools (St Leger, 1999). If it is 

available, it is still in its infancy. It can be argued though that more information in HPS 

speaks more to the theory of HPS and lack implementation in schools.  
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Lack of resources for providing teacher professional development, coordination and 

integrated participation with all stakeholders can undermine the efforts to implement 

HPS in schools (Mohamed, 2015). For schools to prosper, they need funding from the 

department or support from the NGO’s. However, lack of support can compromise 

teacher effectiveness in terms of implementation. According to Leeder (1997), the 

financial support and commitment from policy makers is critical for successful health 

promotion intervention. Ziglio et al., (2000) subscribe to the notion that such 

commitment in many countries is until lukewarm.  

 

Nevertheless, HPS programmes in schools and in the community are quick fixes 

mentality, which turns out to be one time intervention of low quality, which produces 

few lasting changes (McEvoy & Welker, 2000). Marx et al., (1998) and St Leger (1998) 

concur that it is vital though to develop appropriate support in the form of resources, 

proper training and commitment. Above all, Mohamed (2015) and Kwatubana (2014) 

added the lack of understanding of the HPS concept; teachers experiencing 

challenges in their normal course of work; the need for support and lack of leadership 

and commitment from principals as some of the barriers in the implementation of HPS. 

One contributing factor could be the dearth of scientific literature on HPS in South 

Africa as there are limited numbers of published studies (Mohamed, 2015). 

 

2.8 HEALTH PROMOTING SCHOOLS CONCEPTUALISATION IN THE GAUTENG 

PROVINCE IN SOUTH AFRICA 

 

2.8.1 Introduction 

The HPS programme in Gauteng Province started by appointing an Assistant Director 

in the DBE to assume the responsibility of the concept implementation (Roux, 2013). 

The HPS concept is still very much confused with the traditional health education and 

physical education in schools. Likewise, it is tied with Life Skills or Life Orientation 

subjects. Sometimes the concepts are utilised in a much closer meaning whereas 

there is a huge difference. In principle, health education, health promotion, learner 

assessment, identification and screening as well as immunisation are integrated within 

the ISHP document (ISHP, 2012).  
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The confusion is also aggravated by the fact that although the development and 

implementation of HPS has been a strategic objective for the DBE under the Health 

Promotion Directorate. Accordingly, the DoH takes the lead by providing health 

services, which can only be supplied by school health nurses (ISHP, 2012) irrespective 

of the written guidelines for the development and implementation of the HPS concept 

(Motlatla, 2007:61). In support of the initiative, the ISHP allocates school health teams, 

which visit schools (ISHP, 2012). Many teachers in schools are not aware if they are 

to be involved in HPS or not (Kwatubana & Kheswa, 2014). 

 

It is expected that at school level, there must be HPS committee established to cater 

for the needs of children. This committee can be in a form of collaboration between 

school health team and the School Based Support Teams (SBST) for the purpose of 

sustainability. However, literally, this is not possible since the SBST does not have 

skills and the capacity, which according to Stofile and Green (2007), the cultural ethos 

of collaboration for the purpose of promoting health in schools has not yet been 

conceptualised, and this applies to schools in the Gauteng districts as well. 

 

Currently, there is a provincial committee in the Gauteng provinces as well as the sub-

committees in the districts, which deal with the health promotion in schools. The district 

structure is also known as the DBST. According to JICA (2007), collaboration between 

health, education, social development departments was still problematic in a way, 

although there is an ISHP policy in place (ISHP, 2012). 

 

In line with the focus in this research, the HPS in the Gauteng Province boasts of 14 

primary schools that are considered pilot schools for the programme. The initiative of 

HPS in the Gauteng Province was done in collaboration with JICA where these 

schools are specifically involved in projects relating to school safety, life skills 

regarding HIV/AIDS and teenage pregnancy, nutrition and physical activity as well as 

tobacco control and substance abuse. It cannot be ruled out that majority of schools 

in the Gauteng Province are not yet considered to be HPS, although activities 

pertaining to HPS programme as per the SIAS document and the ISHP are taking 

place in all schools in the province.  
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These activities include screening, identification of barriers to learning, deworming, 

and the Human Papilloma Virus vaccine known as HPV, which is given to 10 year old, 

which prevent the virus that causes cancer to girl children in schools.  However, it is 

round about 66% of Gauteng schools which at least have access to school health 

services. According to Motlatla (2007), there is a plan in action where other schools 

were rolled in to become HPS as well.  

 

Almost a decade later, more than 60% of schools in Gauteng are becoming health 

conscious in how their learners must learn in schools. The difficulty though is in finding 

the schools progress in line with the ISHP. Success and failures in the program are 

shared from within the HPS directorate in the Province (Mohlabi et al., 2010). The 

cycle of health services provided in schools through the collaboration and coordination 

of the three joint departments in the province is met with serious challenges, which 

can hamper the progress.  

 

According to JICA (2006), these challenges are lack of transport in various districts 

and short-staffed with school health nurses (ISHP, 2012; Kwatubana & Kheswa, 2014; 

Motlatla, 2007:62). Some of the challenges include lack of professional development 

for teachers, unclear roles for stakeholders, lack of Learning, Teaching and Support 

Materials (LTSM) to address health issues in schools.  

 

According to Roux (2013), the implementation of the HPS concept in the Gauteng 

Province has been progressing very well because of the funding by the JICA, which 

also surveyed the schools to see the possibility of implementation. In the other eight 

provinces, it was reported that the progress was very slow (Mohamed, 2015) and has 

been hampered by lack of funds and resources geared towards the project (Mohlabi 

et al., 2010). In addition, Mohlabi et al., 2010) indicated that the Western Cape, North 

West Province as well as KwaZulu-Natal were reported to be successful with the 

implementation of the program. The nature of schools in Gauteng Province was 

discussed below.  

 

2.8.2 The nature of HPS schools in Gauteng Province 

In order to comprehend the development of schools with regard to HPS in Gauteng 

Province, the nature of these schools was examined thoroughly. This was done by 
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looking at the factors underpinning health promotion philosophy and which has been 

adapted in line with five health promotion components. According to WHO (1996), 

these components cover the development of healthy school policies; access to 

appropriate services; the development of personal skills of members of the school 

community; the development of the school as a supportive environment for the 

development of healthy attitude and practices as well as the community action that 

seeks to involve the schools and the broader community. Although this was not 

followed categorically, according to Sizanang Centre for Research and Development 

(2006), the characteristics of the HPS and the elements, which forms the health 

component as per the framework for the development of HPS in Gauteng, was be 

analysed. 

 

2.8.3 Characteristics of health promoting schools in Gauteng Province and  

         their  immediate surroundings 

The characteristics of the schools are based on the HPS that were declared as such 

by the GDE. These schools were found in diverse settlements, which are in farm 

schools such as Cullinan; in the informal settlements, such as Diepsloot and 

Soshanguve areas.  Overall, communities that display poverty and unemployment 

irrespective of their settings surrounded these schools (Sizanang Centre for Research 

and Development, 2006:28). 

 

The prevalence of HIV/AIDS related sickness and other communicable diseases, 

which sometimes can lead to death, was very much common in these areas to such 

an extent that their grandparents and other caregivers in the community care for some 

children. Owing to lack of jobs in rural and informal settlement, migration to larger 

urban areas in the search for employment is very much common (Sizanang Centre for 

Research and Development, 2006:28) and children are left to fend for themselves.  

 

According to the report by Roux (2013), some school structures were initiated by 

missionaries who settled in some of these areas more than 100 years ago, whereas 

some of these schools are still recent, that is less than a decade. Some of these 

schools were a bit far away from where learners stay, and accessibility to these 

schools has been highlighted as a concern since learners have to travel long distances 
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barefoot and using public transport such as buses and trains (Sizanang Centre for 

Research and Development, 2006:29). 

 

2.8.3.1 School funding 

After 1994, the process of transformation took place to improve the schools which 

were in disadvantaged communities in order to redress the imbalance of the past 

(South African Schools Act, Act 84 of 1996, section 34 (1). Despite the efforts to 

address the imbalance the past in schools, inequalities still exist (Mormot, 2005; Bloch, 

2009) where schools situated in the rural areas and disadvantaged communities suffer 

the most and this has called for the critical reform in the education system (Engelbrecht 

& Green, 2001).  

 

This implies the school funding norms, which was influenced by poor ‘quintile 

indicators’ which determine the school budget transfers, where quintile 1 & 3 schools 

are the poorest schools incurring the highest total expenditure. According to SASA 

(Act 84 of 1996, section 34 (1), the post-apartheid government was committed to uplift 

the system of education in redressing the imbalances of the past and inequality in 

education by developing a system that determines the required amount of funding for 

each school called quintile. The quintile score was designed by the poverty score of a 

school, or quintile rank, which is based on the poverty level of the community in which 

it is situated.  

 

To ensure equality and fairness in how school funding is allocated ISHP (2012), the 

Human Sciences Research Council (HSRC) (2009) brought about a means to 

calculate the funding and the score is calculated using national census data; weighted 

household data on income dependency ration and the level of education of the 

community. The division goes further into section 20 & 21 schools (Sizanang Centre 

for Research and Development, 2006:29).  

 

SASA clearly postulates how schools should spend their funds. As such, Section 21 

schools as soon as they receive their funding per learner, they are expected to buy 

their own resources needed for the academic year. Opposite is the case with section 

20 schools since they are not yet section 21 and they are not liable to acquire their 
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own goods and services. However, their supply of goods and services is done by the 

GDE provided their needs are identified.  

 

According to Sizanang Centre for Research and Development (2006:29), the supply 

of goods and services to section 20 schools enables the schools to improve the 

capacity to be in section 21 schools since they do not have access to funds because 

they are only informed about their budget. The use of funds in both schools can affect 

the development of the ISHP programme in the province because the lack thereof can 

hinder the progress, especially because the whole funding is provided by the JICA. 

The issue of sustainability if schools do not have power in the funding can be 

insurmountable. 

 

2.8.3.2 Health services progress  

Health services as the major part of the HPS is essential for the progress of health 

and development of children in schools as it has a direct effects on children (ISHP, 

2012). According to the SIAS (2014) policy document, this is where screening, 

identification, assessment, and support take place within the school environment. 

Likely, the Gauteng Province, the DoH through its directorate, promotes the 

implementation of the School Health Policy Guidelines with the purpose of promoting 

the health of children in schools basically early identification and appropriate during 

schools visits in all districts in Gauteng (Sizanang Centre for Research and 

Development, 2006:30; Motlatla, 2007:10). 

 

With regard to the progress in Gauteng Province, all the districts have delivered the 

Phase 1 of school health services, which covers screening on hearing and vision 

assessment regardless of encounters and referral to the specialist. According to 

Sizanang Centre for Research and Development (2006:31), in 2005, both phases of 

school health services were provided to 117 228 learners from 613 primary schools, 

and a total of 16 347 learners with deficiencies were identified and referred properly.  

 

Phase 2 has been rolling out in schools and it has covered elements in Phase 1 as 

well as oral health assessments. However, in both phases, teachers’ role is not well 

defined since health professionals provide health services (Kwatubana & Kheswa, 

2014). On top of that the health professionals also provide health education on topics 
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such as eye care, how to preserve hearing, teenage sexuality and other topics which 

might have been identified by school (DBE, 2014). To top-up, the DoH (2009) 

strengthens the knowledge by distributing health guidelines booklets. 

 

2.8.3.3 Matters of concern regarding the school environment 

With regard to the progress of HPS programme in schools in the Gauteng Province, 

the following matters of concern with regard to the schools environment were 

highlighted. According to Sizanang Centre for Research and Development (2006:34), 

these matters include the environment around schools, which exposes learners to 

possible child abuse. There were a number of cases where children would come to 

school beaten by their parents or even show signs of sexual abuse. Some of these 

cases often go unreported.  

 

Besides many children facing abuse in their households, there were also signs of 

negligence identified by teachers in their classrooms, where children would come to 

school untidy and the homework not done. According to Roux (2013), in a number of 

times, teachers find themselves in a state where they do not have any other measures 

to help children to understand that littering is not good and that they have to take care 

of their school environment. 

 

Basically, littering occurs in schools where the society environment is filthy and the 

majority of parents are unemployed (Donald et al., 2010). In some instances, schools 

experience vandalism of school properties by the community with the expectation that 

the DBE would replace whatever has been stolen (Sizanang Centre for Research and 

Development, 2006). In some schools, owing to the relationship the schools have with 

the members of the society, they do not experience the challenges of vandalism since 

members of the community feels that they have the responsibility to look after the 

school even when the school staff are not around during school holidays. 

 

Schools in the informal settlement experience serious challenges of littering as well as 

the lack of water owing to the theft of the thermostat of the borehole. According to 

Roux (2013), it was reported that this has an effect in the hygiene of learners as well 

as the staff because it can probably take three to four weeks without water and 

teaching and learning has to proceed without the basic need, which is water. The 
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teaching of washing hands before and after eating was then disrupted merely because 

there is no water, and gardening that is seen as the supplement of the nutrition 

programme in schools, was also affected because of lack of water. 

 

According to Roux (2013), the other matter of concern was the issue around safety for 

people and the school resources, which were reported to be volatile since they have 

been burgled several times. In some schools, it was reported that there were no 

scholar patrols that can help other learners when they cross street to and from the 

school. This was also aggravated in some schools by the fact that the security guards 

who were supposed to safeguard the school did not have any specific training as they 

were hired directly from the community. Through the HPS, some schools were able to 

design their own means of safety for their learners. This was done by creating a 

separate gate for learners apart from the gate, which is mainly used by teachers and 

guests of the school. 

 

2.8.3.4 Existing health promotion activities implemented at schools in Gauteng 

As part of health promotion initiatives in the Gauteng schools, the following activities 

were being implemented. According to Sizanang Centre for Research and 

Development (2006:36), these activities include HIV/AIDS programmes, vegetable 

gardens and nutrition programmes, physical activities, sanitation, personal hygiene as 

well as the visits by school health nurses. Little is known as to how teachers can have 

an influence regarding these activities (Kwatubana, 2014). 

 

Curriculum Assessment Policy Statement (CAPS) (2012) clearly postulates that 

teachers are dealing with health and the health promotion by means of Life Orientation 

or Life Skills. Moreover, in other instances, the garden is also used for subjects such 

as Maths where children in the Foundation Phase learn how to count and to 

differentiate the vegetables in the garden and where learners learn about different 

types of herbs.  

 

It is of great concern though, that synergy between activities by school health nurses 

and teachers were not clear (Kwatubana & Kheswa, 2014). Apart from what teachers 

learned from the JICA and other stakeholders, there is less initiation of activities since 

teachers follow or wait for directives from the province. 
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2.8.3.5 School’s health policies 

Owing to the fact that schools are found in diverse environment, it also grants them an 

opportunity to design their own school health policies, but that is almost impossible 

because teachers are finding it hard to even understand the HPS concept (Mohamed, 

2015). In Gauteng, most schools have implemented the GDE’s health-related policies. 

Some of these schools are using and have developed their own health promotion 

policies that were said to be aligned with the GDE’s policies. 

 

According to Moolla, Lazarus and Reddy (2007), various schools have implemented 

policies such as HIV/AIDS, health and safety, school health nutrition and a policy for 

learners with barriers to learning. Although the progress on policies has been achieved 

in a number of schools, the difficulty lies with the teachers who find it hard to implement 

these policies in school (Mohamed, 2015). However, it was indicated that through 

rigorous review and support for teachers implementation burden could be reduced 

(Swart & Reddy, 1999; Sizanang Centre for Research and Development, 2006:37). 

 

In the HPS, policies are fundamental for the implementation of health practices. There 

are important policies that are very much linked to the HPS. These are the ISHP, which 

offers more details on the nature of the programme and the policies, which are linked 

to it as well as the SIAS policy document, which then gives teachers a better 

understanding on how to work with all the support systems, which then help with the 

development of a child. This starts from the teacher who is in contact with the learner 

on a daily basis to the SBST, through to the DBST to the provincial directorate. 

 

2.8.3.6 Health related services rendered at schools 

Professional health practitioners such as doctors, nurses, psychologist, and therapist, 

who by then were designated to work with a number of schools offered school health 

services in schools (Kheswa & Kwatubana, 2014; Marx et al., 1998). In line with the 

ISHP (2012:14) school health package, most HPS have received services from school 

health nurses. These services were outlined in the DoH (2009) and the SIAS (2014) 

policy document. It can be said that these services were crucial for the promotion of 

health for schoolchildren. 
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Besides the professional health services offered in schools, teachers were heavily 

involved in ensuring that there are sustained gardens in schools of which the seed 

was offered by BMW as well as the Department of Agricultural, Forestry and Fishery 

(Roux, 2013). Most often, teachers supplement the School Nutrition Programme 

(SNP) by adding vegetables on the feeding scheme meals offered to children every 

day at school and even to give food to the neediest children to take with home. On top 

of that, owing to the nature of teachers’ profession who are then immediate source of 

contact with learners, they find themselves rendering services that are supposed to be 

done by health professionals (Mohamed, 2015).  

 

Services include having to counsel children with emotional problems and to take care 

of children whose parents are not responding to the call from school to pick up a sick 

child. To some extent, it was reported that sometimes teachers even go beyond their 

call of duty by taking children to the doctors, especially when they realise that the 

referral process is going to take long (Terburgh, 2015). The other challenge is that the 

relationship between the school health nurses and the teachers is not well defined, 

hence when the health professionals approach the school, it is because they have to 

complete their duties as per the requirements by the ISHP or probably there is an 

outbreak within the province where they have to vaccinate all learners. In some cases, 

school health nurses find it hard to be accommodated in schools (Kheswa & 

Kwatubana, 2014). Teachers find it very difficult again to work with children with 

chronic illness because of their lack of knowledge and skills.  

 

It is proper though, that the health services rendered in schools affect teaching and 

learning in the sense that the health professionals approach the schools anytime they 

want, which sometimes disrupt the school programme for that day (Kwatubana & 

Kheswa, 2014; Mohamed, 2015; Leahy et al., 2016). Although teachers would try to 

help here and there, there seems to be minimal intervention by teachers even though 

they face children with barriers to learning in their classrooms. Hence, there is a need 

for support and training (DBE, 2014). 

 

Besides the intervention by the DoH in schools, learners who have problems that are 

beyond health and school professionals were referred to social workers who then 

continue to further understand their challenges. In most cases, extrinsic barriers tend 
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to interfere with learning (Landsberg et al., 2005; Donald et al., 2002), and this is where 

the social workers extend their services to the homes of children in order to find 

solution for their problems. In Gauteng, it was reported that social workers visit HPS 

predominantly to check on learners under foster care (Sizanang Centre for Research 

and Development, 2006). Some of the schools have remedial teachers in place.  

 

2.8.3.7 Collaboration with other stakeholders 

HPS cannot be accomplished by schools alone (Kickbusch, 2003; Mohamed, 2015). 

Hence, the collaboration between all stakeholders is very important for its success 

(WHO, 1996). It is known that besides the collaboration with the JICA, schools were 

involved within their communities regarding their health with other Non-Profit 

Organisations (NPO) as well. Churches and businesses within the community played 

a huge role in some schools by offering social services such as counselling to the 

needy. Some schools would open their school halls for churches and community 

activities, and vice versa and some churches would offer their facilities for Grade R 

learners (Sizanang Centre for Research and Development, 2006:38). 

 

Alongside the community as stakeholders, the NPOs involved in schools include Food 

Gardens for South Africa and Soweto Mountain of Hope. In many other ways, schools 

would receive other services from the municipalities, political parties as well as mines. 

However, no matter how much parental involvement has been researched about is 

still a matter of concern in schools, and this has been confirmed by Van Wyk (2010) 

and Mashau (2011) that it is often weak. It is limited to the payment of school fees and 

fundraising as well as the participation of parents in the School Governing Body (SGB). 

 

Research found that parental involvement is not clear hence parents would visit 

schools only when they were invited (Mashau, 2011; Mohamed, 2015). In some of 

these schools, some parents were involved in the food gardens, cleaning the ablution 

facilities and some parents would prepare meals for the learners (Sizanang Centre for 

Research and Development, 2006:38). It was reported that stakeholders from the 

Department of Basic Education, health as well as the social development were active, 

but when years go by the collaboration started to deteriorate and schools were left 

alone to carry on with the project with the trivial knowledge they have gained. 
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2.8.3.8 Access of learners to nutritious food 

Bearing in mind of the diversity of schools under research, the majority of learners in 

these schools received their one and only meal per day at school because of the 

nutrition programme in schools. According to Ross (2010), Sawaya (2006) and Leahy 

et al., (2016), there is no education which can be offered to hungry children. Sizanang 

Centre for Research and Development (2006:38) conducted a study that indicated that 

it was only few schools where learners were able to bring their own healthy food to 

school whereas other schools have tuck shops and most of them allow hawkers who 

sell food during break. The items sold by the hawkers were not regulated since they 

sell fast and junk food such as bunny chow, chips, atchaar, sweets, and popcorn. 

 

This was confirmed by Sizanang Centre for Research and Development (2006:39), 

that hawkers do not sell healthy food, apart from one or two traders who sell porridge 

and meat. The quintiles of the schools grant the schools an opportunity to be part of 

the GDE feeding scheme. The food provision by the Department is offered in a variety 

of ways. Some include two slices of bread, fruit and juice, whereas some would cook 

porridge, stamp, and soya beans. According to JICA (2007:39), schools with vegetable 

gardens were fortunate because they could also supplement with vegetables from 

their gardens.  

 

Most of all health promotion in schools has been going on from strength to strength. 

However, the challenge remains that coordination and collaboration within the 

province with regard to what exactly needs to be done was still a huge task to be 

accomplished (Mohlabi et al., 2010), especially by teachers. It was unlikely though that 

teachers were expected to supervise the feeding scheme on how to prepare the meals 

and how to keep the feeding area safe and clean. Teachers monitored the needy 

learners who were supposed to have the meal before they start with the school day 

for better teaching and learning throughout the day. In cases where there was extreme 

poverty in children’s homes, they received vegetables from the gardens and food 

parcels, which were mainly coordinated by teachers with organisations in and around 

the community (Sizanang Centre for Research and Development, 2006). 

 

The misunderstanding of the health promotion concept contributed to the most 

challenges in the programme. Challenges such as organising meetings and training 
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for teachers was not possible during school hours, the development of teaching 

materials for the support HPS concept implementation, which is overbearing (Motlatla, 

2007:64). The big challenge was the limited budget provided for the implementation 

of HPS (JICA, 2007:64).  

 

2.9 IMPLICATIONS OF HEALTH PROMOTING SCHOOLS IN THE GAUTENG 

PROVINCE OF SOUTH AFRICA 

In the Gauteng Province, South Africa, although the HPS programme is a promising 

approach (Mukoma & Flischer, 2004; Lazarus, 2006), there are serious practical 

implications that can hamper the programme.  

 

2.9.1 Professional development 

According to ISHP (2012), within the HPS programmes, a professional nurse runs the 

school health services. The allocation of learners to a professional nurse is 1:2000 

ratios, and the enrolled nurse or the enrolled auxiliary nurse can possibly be of 

assistance. According to the ISHP (2012:20) the professional nurse is primarily 

accountable for co-ordinating the implementation of the ISHP, conduct the individual 

learner assessments and to provide on-site services which is not always possible 

because of the huge shortage of health professionals in schools.  

 

The health education and promotion constituents of the ISHP should be provided by 

the health promoters who might be full time members of the School Health Team who 

by virtue of being health professionals might be based at facilities or part of the PHC 

outreach teams (Terburgh, 2015). Professional development for teachers was in a 

form of workshops, which were conducted among the pilot schools (Hay, 2009). 

Mostly, the training focuses on HPS activities and not the comprehensive approach.  

 

2.9.2 Resources 

Resources are very important for the HPS programme to succeed (Mohamed, 2015). 

Moreover, the challenges that affect schools today is that the DBE does not employ 

doctors, psychologists, social workers, and nurses in schools for the immediate 

support of learners and staff because such services were not regarded as part of the 

school’s package (Jourdan et al., 2016). The discourse with ISHP is minimised by 

human resource, which is very much limited to health professionals even though they 
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are working in schools where there are teachers who can assist to a great extent 

because they are available five days a week (Deschesness et al., 2010).  

 

Moreover, HPS should not be seen as discrete endeavour but a new paradigm in the 

thinking that infuses the whole school community (St Leger, 2001; Inchley, et al., 

2007). It is just unfortunate that the collaboration between the three departments has 

loopholes in a sense that the DBE and the DSD are partially involved although it is 

stipulated in the ISHP that they are in unison (Mohamed, 2015). The ISHP (2012:17) 

further stipulated that the DoH is responsible for the provision of the package of school 

health services and the DBE creates an enabling environment. The enabling 

environment includes the planning, managing and monitoring of the programme, 

facilitating access to schools and services, and coordinates other role players.  

 

Kwatubana and Kheswa (2014:1717) report the lack of cooperation when school 

health nurses visits schools because schools have no idea about the programme 

(Mohamed, 2015). It might be assumed that since the programme is applying the top-

down model, going down to school there is still a massive misunderstanding as to how 

the staff can be involved. The schools under research in HPS are mostly under-

resourced, which makes them to contemplate that it would not be possible because 

they do not have resources. Hoyle et al., (2008) assert that schools are not without 

resources but they have the existing structure of leadership and management, 

including the teachers.  

 

2.9.3 Collaboration 

One other implication is that although both policies from DBE, DoH and DSD would 

like to prevent many of the challenges learners are facing in schools. However, it is 

not clear as to which barriers needs to be addressed. It is mentioned like that because 

learners in schools are faced with so many barriers, which affect learning (Landsberg 

et al., 2011; Nel, Nel & Hugo, 2013:14). As listed in the ISHP (2012), the role of school 

health nurse includes immunisation, health screening, health promotion, and health 

education. This is such a blanket responsibility because it can mean any barrier or 

less than what is expected by schools. Schools meet the community every day. Hence, 

teachers do not have strategies to work with parents.  
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2.9.4 Attitudes, perception and beliefs 

The issue of promoting health in schools raised diverse attitudes, perceptions and 

beliefs towards teachers (Leahy et al., 2016, Jourdan, 2011). Learning barriers are 

diverse in nature and they are not covered by the intervention, which is done by the 

health professionals in schools (Kwatubana & Kheswa, 2014). The teacher attitude is 

that they are there to teach learners and they do not perceive themselves as health 

professionals. It is a serious challenge for teachers to promote health in schools as it 

raises confusion. This is easily translated to how a mere teacher who is teaching any 

subject besides Life Orientation/Life Skills cannot guide learners to take the right 

decisions regarding their health, basically because they feel it is not their rightful place 

to do so.  

 

The attitude about diversity in barriers to learning and the feeling to change from 

known to unknown way of teaching and assessment can be a barrier on its own 

(Engelbrecht & Green, 2001). Moreover, when working in such context, teachers’ 

perception, beliefs and attitude towards school health promotion needs to be seriously 

attended to and the training is due (Peu, Napoles, Wenhold, Mostert-Wentzel & 

Seane, 2010:34). Irrespective of the educational goals in education, the word ‘health’ 

in schools will always hold controversy (Mohamed, 2015) as to who is supposed to be 

involved even though it has been clarified in the documents such as Education White 

Paper 6 (2001); SIAS (2014) and ISHP (2012). The change in attitude, perception and 

belief can shift from being negative to positive provided teachers are in the forefront in 

schools in terms of understanding what they can contribute. 

 

2.9.5 Vision, management and leadership 

Without a proper vision, management and leadership in any school will be hard to 

promote health in schools (Mohamed, 2015). According to Bush (2007), the essential 

requirements for quality education and school development lies in the effective 

leadership and management and not on the programme itself. In addition, the 

leadership style can be influenced by the context of the school. It has to be 

remembered that HPS in Gauteng Province is a joint venture by the three departments 

(health, education and social development). Although the vision has been stated in the 

ISHP (2012) and the responsibility of each department has been outlined, still there 
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are challenges that affect the functionality of the programme, and the challenges are 

in the line of leadership.  

 

Within this programme, Gauteng Province has taken the top-down approach in 

leadership where everything is decided upon by the provincial leadership and applied 

by schools as such. It can be mentioned that the HPS practice in schools is run by 

policy and not by the experience of each school as Wright has clarified it (Wright, 

2009). In addition, it has further been indicated that these policies have not been 

developed with the principals as well as those whom the policy has to influence. 

According to Landsberg et al., (2011), leadership is very crucial to develop and sustain 

school health.  

 

In this case, the principal and the teachers can play a greater role in the health of 

children (Terburgh, 2015). St Leger (1998) confirms that teachers are the central focal 

point in the promotion of health in schools. In addition, the main challenge is that 

teachers’ roles are not clear since the conceptualisation of the framework is not clear 

depending on the needs of each school and region. 

 

2.9.6 Whole school development 

The whole school development is the most comprehensive approach for developing 

HPS (Jourdan et al., 2016). It is referred to as developing the school in all its features 

as an organisation for the purpose of setting it in a context, which will allow provision 

of quality education (WHO, 1998; Education White Paper 6, 2001; IUHPE, 2009) by 

improving the quality of teaching and learning. According to Donald et al. (2010) and 

Landsberg et al., (2011) the whole school development is in line with the ecosystemic 

framework basically because it favours the development of all aspects pertaining to 

school life for effective teaching and learning. It also involves all role players, all 

systems around the school and collaboration within government departments (Gray et 

al., 2006).  

 

In its nature, the whole school development covers health education, physical 

education, health services, nutrition services, counselling, psychological and social 

services, healthy and safe school environment, health promotion for staff and 

community involvement (IUHPE, 2009). In many instances, the application of whole 
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school development or integrated school health promotion is misinterpreted, because 

schools can focus on nutrition services or health education through Life Orientation 

and yet claim that the program is integrated. The lack of information and understanding 

about the concept, jeopardise the good things, which come about the whole school 

development (Mohamed, 2015).  

 

Lazarus et al., (2000) describe the whole school development as the one that caters 

for all the components for better teaching and learning. In conclusion, the HPS concept 

is still a huge challenge given the fact that there is a long tradition of health education 

still applied in schools (Renwick, 2003). That will take a considerable amount of time 

for teachers and school communities to understand the difference between health 

education, health promotion and HPS as well as between theory and practice. Without 

the application of a rigid HPS project in schools, it could be possible for each school 

to implement based on the needs analysis.  

 

The complexity of school system is not easy to go by, especially with its top down 

approach, which has hierarchical multi-dimensions. The latter include the school 

structure, curriculum, staff relationships with each other, learners, parents and the 

community, district and provincial officials as well as the NPO’s (Inchley et al., 2000; 

Waters, Cross & Runions, 2009). The Bronfenbrenner’s systems theory involves all 

subsystems in the schools’ system (Donald et al., 2002). In other words, it focuses on 

creating an environment that is conducive for all involved in school community as it 

promotes the combination of all strategies to promote health and to cater for those 

who are expected to be actively involved (Larsen & Samdal, 2008).  

 

Success of schools in the HPS is actually not based on the whole school approach, it 

is mainly based on the traditional or topic based approach in health (Adamowitsch 

Gugglberger, & Dür, 2014), which often fails to be integrated into the ethos of the 

school. Hence, the promotion of health in school is diluted into school health services 

since its focus is on discrete activities.  

 

Moreover, if the HPS can be applied as a whole school approach with all its core 

elements in place the integration can be achieved (Inchley et al., 2007). It can be 

argued that if the HPS approach can be aligned to the whole school curriculum (Hoyle, 
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Bartee & Allensworth, 2010), surely there can be possible integration of services 

provided. In support of the possible integration, Hoyle et al. (2010) underscores that 

there should be an understanding that HPS is not an extra burden but rather another 

way of doing what the school is busy doing on a daily basis. SHS are the main 

responsibility of the health sector. Therefore, if their goals are not aligned with the 

educational goals, there would be a huge challenge for schools to implement 

(Richardson, 2007).  

 

According to Laberge and Campeau (2010), the point of integrating HPS activities in 

schools has always been a challenge since schools have their own academic 

priorities, which sometimes are extended by continuous educational changes and 

which can then compete with the health programme. In addition, Clarke Sullivan and 

Barry (2010) found that schools are finding it hard to have space, time and resources 

to accommodate HPS programme in their already overburdened timetable. Much of 

what the HPS programme need is not to interrupt the academic programme in schools 

but to work with and in schools, especially when they have to attend to the medical 

challenges faced by learners in schools.  

 

The SIAS document confirms that the role of health professionals is to give advice to 

the schools whenever there is a need to do so (DBE, 2014), but the teachers are less 

willing to engage and understand about the HPS. Instead they prefer to be told what 

to do, which is the far opposite of the HPS approach, which requires their participation 

and collaboration in school (Gugglberger, 2011). For teachers when they receive 

collaboration by stakeholders, it tends to be more of a relief since the stakeholders 

utilise their expertise in some of their duties. For example, social workers, 

psychologist, nurses, etc. collaborate with schools to attend to learners’ health 

challenges, which interfere with learning (Bootzin, Bower, Crocker, & Hall, 1991).  

 

It is very important for teachers to understand their roles in a HPS for the purpose of 

sustainability and ownership. However, many schools, even provinces, rely on 

external stakeholders to run the programme and that deprives them of ownership of 

the programme in school (Rowling & Jeffreys, 2000). The Gauteng Province got a 

helping hand to promote health in schools by the JICA. The framework covers few 

HPS elements and mostly it is the activities that are done in schools. These activities 
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are nutrition, hygiene, sanitation, HIV and safe and clean environment. As it has 

already been mentioned above, that attending to HPS in this manner creates a huge 

gap where there would be lack of collaboration, lack of support, lack of leadership and 

management, lack of understanding as well as lack of commitment from all structures 

(Adamowitsch et al., 2014). To close the gap on what and how the whole school 

development should be like, the benchmarks for effective school health programmes 

is presented in the next section.  

 

2.10 BENCHMARKS FOR EFFECTIVE SCHOOL HEALTH PROGRAMMES 

A school health programme just like any other programme has standards that measure 

their effectiveness over a period of time. According to UNESCO (2010), together with 

UNICEF and WHO these benchmarks are as follows: 

 

2.10.1 A comprehensive approach 

A comprehensive approach is broad approach that covers a variety of health issues 

among schoolchildren and the school community as a whole. It does not focus on 

single topic (Marx et al., 1998).  

 

2.10.2 Integration 

Integration of school health programme is when health is not only addressed as a 

single subject, but it integrates other subjects’ areas in the curriculum (Mohamed, 

2015).  

 

2.10.3 Empower learners 

According to WHO (1996), school health programmes focus on empowering learners 

in the schools and also in the community to live healthy lives through subjects such as 

Life Skills and Life Orientation. 

 

2.10.4 Supportive school policy framework  

Marx et al. (1998) highlight that a school health programme is not supposed to be 

another programme, which burdens the school with its multi-dimension strategies. 

However, the programme can be integrated within the school policy framework 

depending on the needs of the school. According Swart and Pettipher (1999), teachers 

are found to be overwhelmed by various programmes that are brought to them in 
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schools. Moreover, Engelbrecht and Green (2001) suggest that it should be seen as 

the opportunity to review how educational activities can be done differently.  

 

2.10.5 Teacher training  

Teachers are the main contributors to the success of the school health programmes 

(Jourdan et al., 2016). Therefore, it requires that they are well trained and supported 

with sufficient resources, which enable them to be actively involved (Engelbrecht & 

Green, 2001; Renwick, 2006). By resources, it implies both material and human 

resources. In-service training and professional development and support will empower 

teachers to understand school health beyond classroom and topics such as drug 

abuse, HIV/AIDS, teenage pregnancy, STDs, nutrition, and oral hygiene.  

  

2.10.6 Collaboration with health services 

For school health programmes to succeed, there should be collaboration with the 

health services where there is an opportunity for learners to be screened, identified 

and assessed for health problems which affects learning (DBE, 2014). This enables 

the teachers to understand learners who experience difficulties in learning.  

 

2.11 BENEFITS OF HEALTH PROMOTING SCHOOL PROGRAMME 

Health promoting school is a promising programme with benefits to the school 

community (Marx et al., 1998). The benefits are possible provided the school has a 

comprehensive approach, which includes skill development, integrated health 

services, pay attention to equity issues, physical and social environment, closer 

involvement with parents, and the community (Jourdan et al., 2016; Renwick, 2006).  

According to the literature, the health promoting school framework produces better 

health outcomes for learners, especially when the curriculum is linked with the school’s 

physical environment and the community wherein a number of factors which have an 

effect in the learners’ health have a better opportunity of being addressed unlike when 

it is only explored through the teaching of Life Orientation or Life Skills (Mohammed, 

2015). The advocacy of school health outcomes works better on a number of factors 

which form part of school health and has an impact on the learners health, attitudes, 

behaviour, knowledge, and practices. These benefits are as follows: 
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2.11.1 Skill acquisition for learners 

The most important part of the HPS is to empower learners with skills and competence. 

A number of documents emphasise the importance of skill learners would have or 

benefit from the programme, these documents include the WHO (1996:14) where 

“students have opportunities to gain skills with respect to specific and relevant health 

issues” WHO (1993:12). It also include skills such as decision-making, negotiating and 

problem solving are an important part of the curriculum and should constantly be 

emphasized”. In addition, Allensworth (1993:16) underscores that “special skills 

students need include techniques for problem solving, decision-making, refusal skills, 

negotiation, media analysis assertiveness, behaviour contracting, and mediation”. 

 

2.11.2 The school’s social environment 

The benefits on the school’s social environment are described in many different ways 

including the psychosocial environment (WHO, 1995) and the school ethos (National 

Health and Medical Research Council (NHMRC, 1996). Subtle elements of the social 

environment are difficult to segregate.  According to WHO (1996), these elements 

include discipline procedures, violence reduction strategies and support strategies for 

learners with learning disabilities.  

 

The body of evidence suggests that learners’ experience of the school plays a greater 

role in shaping their health behaviour during adolescent and beyond (Marx et al., 1998; 

Donald et al., 2002; Preiser et al., 2014; Wevers, 2012). In addition, schools that 

provide the conducive environment are likely to produce learners with better health 

and good academic results.  

 

The ‘Mind Matters’ programme in Australia with the Commonwealth government 

indicated that schools can make a huge difference to the mental health of students 

which in turn can translates into a better learning outcomes (Australian Council For 

Educational Research (ACER), 2004). Moreover, the school’s social environment 

suggests that the relationship between teachers and learners and among learners 

themselves is crucial for any health promotion initiative (Samdal, et al. 1998; 

Northfield, St Leger, Marshall, Sheehan, Maher & Carlisle, 1998). A negative attitude 

that can be displayed by teachers towards other learners in schools can lower down 

learners’ sense of confidence and destroy their self-esteem. 
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2.11.3 Educational outcomes 

It can be proper to say children learn better when they are healthy (WHO, 1995). This 

means that schools that take an integrated and holistic approach to educate its 

children and which puts emphasis on teacher effectiveness and the participation of 

parents as well will appear to offer greater opportunities for children to learn effectively 

and to gain a number of skills, which are the foundation to a better learning. Therefore, 

the HPS has the right position to facilitate learning capacity for learners.  

 

A meta-analysis by Symons, Cincelli, James, and Groff (1997) confirms a strong link 

between poor health behaviours, the low health status and educational outcomes. The 

latter include grades and classroom performance; educational behaviours, which 

cover attendance at school and participation in school activities and lastly, student 

attitudes, which cover self-esteem and lack of control.  

 

2.11.4 Health services 

For a number of years, schools have opened their doors to allow health and other 

associated professionals to screen or prevent some diseases to schoolchildren. Some 

indications in the literature suggests that school health services interventions would 

have been more active if they operated more closely with the schools themselves 

(NHMRC, 1996; Brellochs, 1995), basically because schools alone have a limited 

influence on learners health status and health behaviours.  

 

Besides, schools are effective in their health promotion intervention when their 

programmes are in a way focused on cognitive outcomes; involving the appropriate 

components of HPS; enabling teachers to gain new knowledge and skills through 

professional development and to use resources, which are quiet engaging and 

interactive to the work of teachers (WHO,1996). One other benefit of school health 

promotion in this regard is that using schools as sites to maximise immunisation is 

effective (St Leger, 2006), provided the health professionals and other stakeholders 

who visit the schools are able to contribute with building teacher knowledge and skills 

and acquaint with the school designed health programme (Went, 1992). 
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2.11.5 School based health policies 

The literature review concerning all the major international HPS has ultimately 

identified school policies as the most integral part of their success because they are 

used as part of a comprehensive school health programme (St Leger, 2006:26). 

Policies form a proper guideline as to what needs to be done regarding the health 

needs of a particular province, district or a school. Over and above, school-based 

health policies allow the school to focus on the issues that are likely important to their 

school community, especially with the consultation of key school community 

stakeholders (NHMRC, 1996; WHO, 1996). 

 

2.11.6 The school’s physical environment 

The physical environment of the school is the most significant feature in all different 

models of the HPS. Basically, because it includes school buildings, which must be 

adequately furnished, ventilated and lit, the drinking, washing and toilet facilities with 

appropriate water facilities, playground facilities with shades (trees) and covered 

areas, the recycling of renewable material, and the disposal of waste material (Tones 

& Tilford, 1994; NHRMC, 1996). Nevertheless, a vast amount of literature suggested 

that if the physical environment is not appropriate, learners also experience a vast 

amount of barriers to learning (World Bank, 1993; WHO,1996) instead of positive  

environment, which can enhance mental health of learners (Wulf, 1993). 

 

2.12 CONCLUSION 

In conclusion, health promotion and HPS are all concepts that developed from WHO 

with the main purpose of improving the health of children in schools, which mostly are 

in impoverished areas. The theoretical framework in line with the conceptual 

framework demonstrated the importance of structures within the system for the 

purpose of complete health for all learners. There are strategies and principles for 

HPS. However, implementation differs according to countries and regions, making it 

difficult to promote health in schools, even though the need for health in schools is 

there. Single topics and maybe an addition of two to three health topics are regarded 

as integration of health.  

 

The collaboration of departments is sometimes compromised by the fact that there is 

a lack of accountability in terms of the developments of health promotion in schools. 
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The gap with regard to the role that can be played by teachers is that teachers are not 

fully engaged in the process since the approach in the entire health promoting schools 

programme has received a “top to bottom” approach. It all begins with the national 

department, flows to the provinces and filters down to the districts and finally to the 

schools. This follows the Bronfenbrenner’s ecological systems theory where every 

system has its own responsibility in developing the HPS.  

 

The responsibility of all these other systems is clear. On the contrary, when it comes 

to the role of a teacher as promoter of health in schools focusing on the factors or 

barriers, which affect learning, in education, it is not clear at all. Most of the 

programmes, which are delivered in schools, although they affect health of children in 

schools they can only be dealt with by health professionals. Therefore, clarity, with 

regard to what could be the role of teachers as promoters was dealt with in the next 

chapter. 
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CHAPTER 3  

THE TEACHER AND THE PROMOTION OF HEALTH IN 

SCHOOLS 

 

3.1 INTRODUCTION  

The role of teachers in the promotion of health in schools is presented by multiple 

roles, which overlap with other levels in the system of education. According to Power 

(2006), teachers are the most valuable assets for the nation because they are at the 

heart of the learning process. Power (2006) further indicates that the quality of 

education depends on the status, training and quality of teachers as well as the 

availability of suitable material and support services. Several research studies 

confirmed that schools are the setting to promote health for learners (Mukoma & 

Flischer, 2004; Samdal & Rowling, 2013; Jourdan et al., 2008, 2011, Marx et al., 1998; 

St Leger, 1998). As a matter of fact, “they are places where society’s main concerns 

all converge” (Jourdan, 2011).  

 

It can be assumed that it is a melting pot of health challenges ranging from emotional, 

spiritual, physical, as well as psychological. As teaching practitioners, they are 

responsible for teaching, transferring knowledge, motivating, developing 

understanding of health issues, as well as facilitating learning to learners. Teachers 

are qualified practitioners who are hired to work in a school setting. Hence, the school 

can control and rationalise the work of teachers and learners when applied within the 

HPS framework (Apple, 2001).  

 

Schools are settings where learners spend most of their time and teachers are there 

to guide them (Shung-King, 2013). Much of what is written about teachers address the 

issue of teachers being able to create the classroom that enables and supports 

learners to feel emotionally, physically and intellectually comfortable (Coleman, 2001). 

Teachers who are able to do this are teachers who are able to create the social 

environment of the class where learners feel accepted and supported (Preiser et al., 

2014).  
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According to Renwick (2006), teachers are critical role players in the HPS as they are 

main agents in finding the balance and sanity essentially needed in providing for many 

expectations from education authorities. The manner in which the HPS programme is 

presented to the teachers does not give them allowance to work around many 

challenges they face as teachers because it is more focused on school health services 

where health practitioners are designated (Kwatubana & Kheswa, 2014).  

 

As part of their work and responsibility, teachers meet with parents and the community 

(Kwatubana, 2014). They teach learners with learning barriers and they find 

themselves in an environment that is not much conducive to teaching and learning 

and without proper implementation of HPS programme. They find themselves in a 

situation where nothing seems to be progressing. 

 

Unlike many years ago, the teaching profession is changing rapidly today, and the role 

of a teacher is changing as well (St Leger, 2000; Jourdan, 2011).  The increasing 

changes in the educational reform brought about the inclusion of learners with diverse 

learning needs and barriers in the classroom (Landsberg et al., 2011), and that makes 

teaching to become complicated and frustrating job ever. Above all, owing to 

overcrowding and urbanisation, learners are faced with the outbreak of a number of 

health issues in schools of which teachers are supposed to attend to through the 

curriculum delivery, pedagogy as well as to give support to learners and their families 

(Ntagungira, 2014).  

 

Moreover, these challenges seem to be insurmountable because Viljoen, Kirsten, 

Haglund, and Tillgren (2005:81) indicate that teachers take implementation as an extra 

task and an aggravation of their burden. In addition, it has become more demanding 

profession to handle (Quirke, 2015). 

 

The perspective of teachers when it comes to HPS is based on school health services 

that can only be administered by health professionals. Hence, they do not work along 

with the school health nurse during their visit (Kwatubana & Kheswa, 2014). Basically, 

teachers perceive health from a traditional perspective where children are sick and 

they need to be taken to the doctor (Allensworth, 1995; Mashau, 2011) and where they 

focus on the change of lifestyle (Nordin, 2016). However, the changes in the 
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educational profession require teachers to be students in their own profession where 

classroom teaching that covers health matters is no longer central (Samdal & Rowling, 

2013). 

 

Health has been defined as the absence of disease in the body (WHO, 1986; Marx et 

al., 1998). This concept has been defined in terms of physical well-being and a 

complete state of health. To complement the definition, health education has been 

offered as part of the curriculum in schools. As time goes on, peoples’ health has been 

improved through health promotion developed by the WHO, which paved a way to 

address many health issues in hospitals and universities (WHO, 1996). In the HPS, 

issues that are related to health have the specific time allocated in the formal 

curriculum in the subjects like Life Sciences, Life Orientation, Life Skills, Social 

Sciences, and Hospitality (DBE, 2012). 

 

The provision of health and caring services which is done by the health professionals 

through screening, and prevention of disease as well as career guidance marks the 

functionality of the integrated school health programmes (ISHP, 2012, DoH, 2011; 

DBE, 2014). In addition, the social and physical school environment, community 

relationship and the staff relations with their learners form part of the hidden curriculum 

where things done at school are observed and practiced without any formal teaching 

(Renwick, 2006). To understand the role of teachers as promoters of health in schools, 

the next section focused on the models, teachers’ understanding and perceptions of 

their roles in HPS. 

 

3.2 HEALTH PROMOTING SCHOOL MODELS 

Health promoting school is a framework for health promotion in schools. To ensure 

that the role of teachers in schools is clearly defined, models from various countries 

were looked into in order to have a better idea of how health promotion is done in 

schools as well as to reach the maximum success in the implementation of health 

promotion in schools. A very brief outline of the modules will be given with the intention 

not to give a detailed description. The WHO (1999) report postulates that alongside 

with the six constituents of health promoting school, the schools should further be 

guided by the following principles:  

 To foster health and learning with all the measures at its disposal and in its remit;  
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 To engage both health and education officials, including teachers, students and 

parents as well as the community leaders in the efforts to promote health;  

 Always strive to provide a healthy environment, school health education, and 

school health services together with community projects and outreach, health 

promotion initiatives for staff, nutrition and food safety initiatives, opportunities for 

physical education and recreation, and programmes for counselling, social 

support, and mental health promotion;  

 To implement policies, practices that respect an individual’s self-esteem, provide 

multiple opportunities for success, and acknowledges good efforts and intentions 

as well as personal achievements;  

 Strives to improve the health of school personnel, families and community 

members as well as students and works with community leaders to help them 

understand how the community contributes to health and education (WHO, 

1999:19).  

Booth and Samdal (1997) identified the key components that unify all HPS models as 

the formal curriculum, the school ethos (the social climate), the physical environment, 

the policies, and practices of the school, the school health services, and the school-

home-community interaction. The HPS model has become the international model of 

best practice (Quirke, 2015), even if the definitions and concepts of the model vary 

based on the circumstances of the developing context. According to the Australian 

Health-Promoting Schools Association (AHPSA), HPS models differ nationally and 

internationally because each is highly context-specific, considering special cultural 

aspects and needs.  

 

The HPS models are underpinned by the Ottawa Charter principles of health 

promotion, emphasising the empowerment and influence of the users (Quirke, 2015), 

that is, the school staff and students, but no specific models have been developed. 

Rather, the schools themselves have been encouraged to develop approaches based 

on their specific needs. The other reason mentioned by Samdal and Rowling (2013) 

was that little systematic evaluation of HPS initiatives has taken place. Therefore, it is 

difficult to identify specific models that can be implemented in any context. Simovska 

(2012) explains that, in practice, the concept of HPS has been interpreted differently 
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in different cultural, geographical and educational contexts, therefore obtaining a wide 

range of meanings.  

 

Different interpretations emphasise different aims and expected outcomes of HPS. 

Jensen and Simovska (2002), in a publication mapping different models of HPS used 

in different countries, observed that the models of HPS use different visual ways of 

illustrating the model at work in the particular country in which they are developed. 

However, because they are all informed by the Ottawa Charter (WHO, 1986), they 

share certain identifiable commonalities (Cushman, 2008). Similarly, Jensen and 

Simovska (2002) comment that a variety of approaches and many different ways in 

which components of HPS were constructed, reconstructed and deconstructed over 

time are employed in different educational and cultural contexts.  

 

In addition, they emphasised that dynamic interplay exists among various political, 

socio-economic and other aspects, which influences what priorities are set and which 

methods are implemented in the development of the HPS approach in each particular 

country. Jensen and Simovska (2004) made the important assumption that it is not 

possible or desirable to create a model of a HPS that is universal to all countries as 

needs and circumstances differ. Every model is a result of dialogue and consensus 

among its constructors and has meaning within a certain value framework in a 

particular context (Whitman & Aldinger, 2009). They maintained that a HPS is more of 

a process of contextual interpretation than an outcome of the implementation of the 

global principle (Jensen & Simovska, 2002). 

 

The following section presents examples of HPS models and their components from 

different countries and continents, the Australian, New Zealand, UK/Scotland, Finland, 

Iceland and United States of America’s health-promoting school models. The purpose 

of presenting HPS models from different contexts is to show how these models are 

context-specific, based on the needs, priorities, and circumstances of different 

countries. They take different graphic shapes and have different components. Each 

model is a result of the context of its development. A comparison of the models is 

made at the end. 
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3.2.1 The Australian Health Promoting Schools Model 

This model is composed of three intersecting components: curriculum, teaching and 

learning; school organisation, ethos and environment; and partnership and services. 

For each component, feasible activities have been developed to enable schools to 

attain the HPS status. Australian schools have embraced the HPS model for its cost-

effectiveness, efficiency and efficacy. The model is built on the inter-sectoral 

collaboration between health and education sectors in an attempt to promote well-

being of individuals and communities (Renwick, 2006). The three components 

synergistically form a HPS framework.  
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Figure 3.1: The Australian Health Promoting Schools Model 

Source: Renwick, 2006 

 

3.2.2 The New Zealand Health Promoting Schools Model  

The New Zealand Health Promoting School (HPS) Model has been embraced by New 

Zealand health and education practitioners to assist in planning for strategies to enable 

the implementation of the HPS concept and to make sure that the implementation is 

co-ordinated within the three components. The curriculum, teaching and learning 

component, which includes key school community issues, skills, knowledge, attitudes, 

teaching and learning methods, comprehensive, sequential health and physical 

education programmes, as well as resources, ensuring that health is integrated across 

different curriculum areas.  

 

The school organisation and ethos component include relationships (staff, learners 

and community), school organisation and practices, policies and codes of behaviour, 

physical, social and emotional environment, health as an integral part of whole school 
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management, and planning. The community links and partnerships component include 

the involvement of the wider school community in health-promotion activities, in line 

with the needs of the school community. This involves positive working relationships 

on which to build collaboration and partnership, particularly between parents and 

health service providers, but also between health and education sectors. 

 

The model is composed of three intersecting components, namely, curriculum, 

teaching and learning, school organisation and ethos, and community links and 

partnership, as presented in Figure 3.2 below: 

 

Figure 3.2: The New Zealand Health Promoting Schools Model 

Source: New Zealand Ministry of Health, 2003 

 

3.2.3 The Iceland Health Promoting Schools Model 

Barnekow et al., (2006) indicate that the HPS Model in Iceland was developed to 

support schools wanting to engage in health promotion in its wider range. It covers 

seven components, namely, family and community involvement, health education, 

physical education, nutrition and school meals, school health services, health 

promotion for staff, health and safety policies and the environment. To achieve this, 

there should be entailed involvement of all the stakeholders in planning together the 

possible strategies to improve the school system (Barnekow et al., 2006). 

Curriculum teaching and learning

School organisa-tion and 
ethosCommunity links and 

partnership
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Source: Barnekow et al., 2006 

 

3.2.4 The US Co-ordinated School Health Programme Model 

The US programme for HPS is called the Co-ordinated School Health Programme 

(CSHP). Therefore, in the US, the health model for schools is composed of eight 

interrelated and interlinked components.  

  

Figure 3.3: The Iceland Health Promoting Schools Model 
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According to several researchers (Deschesness et al., 2003; Samdal, 2008; 

Allensworth & Kolbe, 2009:8), these components are as follows:  

 Health education, which is a planned, sequential curriculum that addresses the 

physical, mental, emotional, and social dimensions of health;   

 Physical education, which is a planned, sequential curriculum that provides 

learning experiences in a variety of activity areas that all students enjoy and can 

pursue throughout their lives;  

 Health services are provided by health professionals and are available to students 

to appraise, protect, and promote health, including counselling and educational 

opportunities;  

 Nutrition services provide access to a variety of nutritious and appealing meals 

that accommodate the health and nutrition needs of all learners;  

 Counselling and psychological services are services which are provided by 

professionals to improve students’ mental, emotional and social health;  

 Healthy school environment involves the physical and aesthetic surroundings 

and the psychosocial climate and culture of the school that affect the well-being of 

students and staff;  

 Health promotion for staff provides opportunities for the staff to improve their 

health status through health assessment, health education, and health-related 

fitness activities; and  

 Family and community involvement is an integrated school, parents and 

community approach for enhancing the health and well-being of students.  
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(https://www.ucps.k12.nc.us/cms/lib/NC01910453/Centricity/Domain/2583/Coordinat

ed-School-Health-image-for-SHAC.gif) 

 

3.2.5 The South African Health Promoting School Model 

The health promoting school (HPS) Model in South Africa is based on three main 

critical components that anchor the HPS. These components include the curriculum, 

teaching and learning, school ethos, environment and organisation as well as the 

partnerships and services (ISHP, 2012). This Model covers the crucial elements of the 

school in addition to the broader perspective of the HPS concept.  

 

Figure 3.4: The US Co-ordinated School Health Programme Model 

https://www.ucps.k12.nc.us/cms/lib/NC01910453/Centricity/Domain/2583/Coordinated-School-Health-image-for-SHAC.gif
https://www.ucps.k12.nc.us/cms/lib/NC01910453/Centricity/Domain/2583/Coordinated-School-Health-image-for-SHAC.gif


 

148 

Owing to the nature of challenges in the Gauteng Province, paying attention to the 

social issues of the school was crucial. Under curriculum, teaching and learning Life 

Orientation/Life Skills is used to address health issues in the classroom (formal 

curriculum) and also informal curriculum where gardens have been established to 

supplement nutrition in schools (Sizanang Centre for Research and Development, 

2006). This was done with the help JICA and that of other stakeholders in and around 

the community. Schools maintain their physical and social environment for the purpose 

of an enabling environment suitable for teaching and learning.  

 

Above all, schools were encouraged to form partnerships with the society and the 

learners health challenges were attended to by the school health service nurse. Even 

though there is a need to promote health in schools, the role of teachers in the model 

is not clearly defined.   

 

Figure 3.5: The South African Health Promoting Schools Model 

 

Source: ISHP, 2012 

 

Curriculum, teaching and 
learning

School ethos, environment 
and organisation

Partnerships and services 
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The models presented above resemble almost similar components in the efforts to 

address health issues in schools. However, to understand this clearly, the models will 

be compared against each other in the next section. 

 

3.2.6 A comparison of Health Promoting School models 

The comparison of HPS models was done in terms of the core aspects discussed 

above. The dilemma on what constitutes a HPS is still lacking, and it reflects as a 

barrier to the successful implementation of HPS universally. Likely, several 

researchers (St. Leger, 1998; Stewart-Brown, 2006; Gugglberger & Inchley, 2014; Nic 

Gabhainn, O'Higgins, & Barry, 2010) noted the importance of having a similar model 

to address the definition of HPS and how to implement it in schools.    

 

A research project of nine studies conducted by Mukoma and Flischer (2004) reflects 

that the concept of HPS was still developing. Two decades passed by and still there 

is a huge argument on what a HPS is and what is not. It is not amazing though because 

even today, this concept is not well understood, especially in the education domain 

where teachers are not well informed as to what to do. Hence, the concept is 

misconstrued for traditional health education and it is hard for teachers to go beyond 

that. 

 

Various models from different countries gave an understanding of how each country 

handles the promotion of health in schools depending on the needs analysis of each 

country. Depending on the needs of each country components were placed in 

accordance of their priority. Africa as well as South Africa in particular has serious 

challenges facing children ranging from malnutrition to socio-pathological ill health 

where schools are the best possible places to promote health because of the 

challenges within the communities ranging from unemployment, poverty, substance 

abuse, as well as illiteracy (Ntagungira, 2014).  

 

In line with other HPS models that are based on the WHO initiative for promoting health 

in schools, South Africa designed its needs specifically according to the context 

(Samdal & Rowling, 2013). Basically, they share some similarities and also 

differences. Above all, these models serve in a more comprehensive and multifaceted 
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approach because in one way or the other, they serve purpose to the schools by 

providing learning opportunities.  

 

The interesting aspect about these models is that they are built on the inter-sectoral 

collaboration between national DBE and the national DoH. In some other cases, the 

national DSD as well as the NGO’s form part of the collaboration. In this case, the New 

Zealand and Australian models are very much open with their models since it shows 

very clear responsibility for each department or section. The lack of specific 

responsibilities in the collaboration between sectors jeopardises the most intention to 

create conducive environment for learning in schools and to promote the health and 

well-being of learners and staff (Ntagungira, 2014; Mohamed, 2015).  

 

There are similarities in the content and structures of the New Zealand and Australian 

and South African HPS models. These similarities are portrayed by the circles that 

interact with each other and the HPS is in the centre. To be specific, the US and 

Iceland models are outstanding in their approach because they basically offer distinct 

health education and nutritional services, which in other models they are not clear. 

They also have seven similar components, with counselling and psychological social 

services included in the US Co-ordinated Schools Health Model. The health promotion 

of the school staff and of the entire school community is mainly emphasised in the US, 

Australian and Iceland models. Besides the similarities in most models, it is important 

to note that there are also differences that make them to be very distinguished from 

each other.  

 

For instance, other models do not offer counselling and psychological social services 

to learners. Health education is offered across the health subjects in the Australian 

and New Zealand models, whereas the US and Iceland models have health education 

as a standalone subject. The models inform the policies and vice versa as well as the 

framework that can be used by the schools in particular. The US does not have school 

policy in its model whereas the Iceland, Australian and New Zealand models have 

school policies. Each model deals with the components according to the needs and 

culture of their country and communities. The Iceland and the US models are different 

in their approach as well as their structures.  

 



 

151 

One model that is outstanding in its approach is the Iceland model, which also serves 

the kindergartens. The Iceland model makes it clear that the model also serves 

kindergarten schools, something that other models do not show. The approach differs 

completely with the models and sometimes they can be confusing because the US 

model covers the social environment under physical education whereas in the New 

Zealand and Australian models, the social environment is under ethos and school 

organisation. In the Icelandic model, it is unclear where the environmental aspect of 

the HPS model is addressed. The Australian model makes its expectations for 

discipline and behaviour clear, while these remain unclear in other models. It also 

emphasises an in-service and a professional development component for their schools 

that other models do not have.   

 

The South African model is similar to the New Zealand model where curriculum 

teaching and learning, community links and partnership and school organisation and 

ethos form part of the framework. The approach used in South Africa is a top-down 

approach, where the national DBE design school health policies that are then utilised 

by schools without much revision aligned to the particular setting. However, the South 

African model, just like other models, lacks other components that complete and caters 

for the needs of the school community as a whole.  

 

One other aspect is that although health promotion is done in schools this time around, 

teachers are not fully involved because their roles are not defined within the 

framework. Again, the collaboration between the departments is a good thing in itself. 

However, in some cases, this collaboration is not well established or there is 

dominance of the DoH. How teachers promote health and how they play their role in 

the society is not well defined.  

 

In the process of evaluating the models presented above, it was found that these 

models have nothing specific about a direct role of teachers with regard to HPS 

although they are in the forefront in schools. It is clear that all models have their 

shortcomings because they all have their strong points where they seem to excel and 

their weak points where important elements such as the role of teachers is not outlined. 
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With all the differences in what constitutes HPS, the implementation of the concept 

and its elements is still a serious concern, not to mention the role and importance of 

teachers. As long as teachers in schools do teaching, teachers will always remain the 

critical connection for classroom access to reach children and adolescent of the most 

critical health issues within the school and the community at large (St Leger, 1998). 

The next section will present teachers professional identity in order to understand their 

role as promoters of health in schools. 

 

3.3 TEACHER PROFESSIONAL IDENTITIES AS PROMOTERS OF HEALTH 

According to Jourdan (2014), teachers’ professional identity can be defined as how 

teachers perceive themselves within their profession. Owing to the nature and 

profession of teachers where they have to juggle with so many roles in their profession, 

they find it hard to define their identity (Jourdan et al., 2008). According to Renwick 

(2006), the teacher’s job is defined in terms of their personality, abilities, talents and 

skills, perception, and beliefs.  

 

Lauermann (2013:1) and Jourdan et al., (2016) alluded to the fact that the teacher’s 

personal sense of responsibility has a great influence with their instructional practices, 

their psychological well-being and their learners learning in particular. It is also 

believed that besides the training, which teachers go through to be qualified as 

teachers, it is a calling, which is also qualified by the factors mentioned above. It is 

bound in their lives, their biographies and the kind of people they become in the 

process (Fullan & Hargreaves, 1992; Hargreaves & Fullan, 2012). 

 

Throughout the decades, the landscape of teaching has transformed (Renwick, 2006). 

When government and societies changes, it calls for schools to change their ways of 

learning and teaching (Mohamed, 2015), as well as the understanding of health 

promotion in schools in support of learners in schools (Deschesness, 2003). 

Professionals in the education sector need to reconceptualise their roles and to 

change their modus operandi. Children in South Africa and everywhere in the world 

encounter more health challenges now than before.  

 

The traditional health education can no longer prevent all health challenges since there 

are many health issues that can affect the success of learning in schools (Jourdan, 
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2014). Therefore, it requires that teachers in any school need to strive to be lifelong 

learners even within their teaching profession. In the process, teachers need to 

understand their identity in the HPS. What is it that they can do to promote health in 

school? 

 

According to Jourdan et al., (2016), when teacher’s identity has been perceived as 

static traditionally, it is understood as being influenced by a number of factors such as 

the interpreting and re-interpreting of professional experiences (Beijard, Meijer & 

Verloop, 2004). Because of their experiences, teachers construct meaning depending 

on what is of value and fundamental to them (Mohamed, 2015) and obviously the 

curriculum is of importance (Jourdan et al., 2016). Curriculum is designed by national 

departments on which teachers in schools have no influence. Teachers’ identity is 

constructed from the technical aspects like the classroom management and by being 

subjects experts (Beijard, et al., 2004).   

 

Teachers who are subjects’ specialists might find it hard to implement the whole school 

approach since they may not be able to see themselves in their individual role as 

teachers (Jourdan et al., 2016). Health promotion programme in schools suffers low 

engagement by teaching staff than core subjects like Life Orientation. Over and above, 

teacher professional identity is an interaction between personal experiences of 

teachers and the socio-cultural environment of the school where they work (Day & Gu, 

2010).  

 

It is very important that teachers should be given enough support to understand their 

roles within the HPS programme. Otherwise, it will often remain a marginal aspect of 

teachers’ work (Audrey, Holiday & Campbell, 2008). Teachers need to participate in 

workshops, which develop them on coping skill.  

 

3.3.1 Teachers’ beliefs and perceptions in health promotion 

With regard to teachers’ beliefs and perception in the health promotion programme, 

much research has been devoted to contextual factors but with less emphasis on their 

perceptions (Jourdan et al., 2011). The teachers’ beliefs and perception in health 

promotion plays a vital role in ensuring that teachers are involved in the program at 

schools (Mohamed, 2015). Teachers participate in the programme especially if they 
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believe that the vision, aims and goals of the school will be achieved by the initiative 

(Jourdan et al., 2008; Tjomsland et al., 2009; Shung-king, 2013; Mohamed, 2015).  

 

In addition, Mohamed (2015) indicates that their belief to be able to show effectiveness 

as well as the training before the programme gives them an opportunity to work along 

the vision of the school. Health promotion is basically based on the faith and ability of 

teachers to take charge of their own destiny (Tjomsland, 2010). That exactly means 

that teachers are responsible for many issues in a school. In a way, trust in teachers 

and how they contribute to the development of their capacity can be a base for 

international co-operation (Jourdan et al., 2008).  

 

Teachers’ perception is influenced by various issues such as the sense of job 

satisfaction and motivation aligned with their work and the psychological needs, which 

are relations, their competence and autonomy (Strydom, 2011).  

 

Odora Hoppers (2001) asserts that empowerment occurs when people start to pride 

themselves as worthy human beings who are inferior to none. It means that teachers 

in their beliefs and perceptions of what they do in the classroom or the school in 

relation to health promotion cannot be determined by what they have or have not, but 

it can only be determined by their own self-efficacy, which prompt them to be creative 

and innovative. Factors such as the perceptions of the health promotion programme’s 

efficacy, teachers’ own self-efficacy beliefs and the teacher burn out can contribute 

immensely in how they participate (Han & Weiss, 2005).  

 

Teachers perceive themselves as professionals who are based in the classroom 

(Strydom, 2011). Teachers’ practice and perception in health education inspires them 

to develop projects in a school (Jourdan et al., 2010b). Jourdan et al., (2011) report 

that teachers’ beliefs and perceptions in health promotion literature has not been 

researched about and that has a potential to hinder the development of health 

promotion in schools. 

 

3.3.2 Teachers and the teaching of health promotion 

Teachers in their profession are called teaching practitioners who focus on teaching 

children in a school (Quirke, 2015). The changes in the dynamics of teaching as well 
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as the focus on environment compels teachers to be able to understand how they can 

move from the traditional way of teaching to the health promotion kind of teaching 

(Jourdan et al., 2016). The old way of teaching focuses in the classroom and if the 

learner is not performing well, the deficit is with the child (Landsberg et al., 2005; Nel 

et al., 2013). Classroom teaching is central to what teaching is since this is where 

teachers get to influence their learners about health issues. 

 

However, with the health promotion approach, learning and teaching takes place in 

every context with which the child is in contact (Bronfenbrenner, 1992). This implies 

that the teacher cannot only teach the child in the classroom and conclude that it is 

the child who is failing without considering the context, which the child revolves around 

(Donald et al., 2010). The environment and how it affects the child was discussed in 

detail in chapter two (see: 3.8). The context has a critical impact on a child. In fact, it 

has to do with the teacher’s knowledge, skill, attitude, and ability when the teacher will 

have to work around components of health promotion to support the child. Besides 

teaching Life Orientation in the classroom, there are issues, which the teacher can 

contribute in the process of promoting health through teaching. According to Strydom 

(2011), these issues are as follows:  

 In the first place, teachers need to influence learners’ health knowledge, attitude 

and practice through observation to see if whether they understand. Through 

interaction with learners, the teachers are able to see if whether they are practicing 

what they have learnt.  

 In the second place, the teacher needs to show through the Annual Teaching 

Planning (ATP), which has been provided by the provincial guidelines to address 

a number of health topics that are apparently found in the previously disadvantaged 

communities.  

 In the third place, the teacher is expected to ensure that there is sufficient time to 

address health topics in and outside the classroom. This is one challenge that 

teachers often struggle with when they have to engage in health promotion 

programmes and activities; they often indicate the lack of time to be involved as 

the obstacle (Marx et al., 1998). Moreover, the curriculum guidelines notional time 

is limited and mainly focused in the classroom curriculum (Renwick, 2006; Jourdan 

et al., 2016). The health promotion in school has a number of activities, which are 
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supposed to be done outside such as caring for the physical environment of the 

school in the form of gardening. The notion that children are at school to learn, 

gives a little room to do health promotion activities (Deschesness et al., 2010) such 

as those at school as it will be taken as child labour. According to the curriculum 

structure, the only time learners are outside during school time is when they are 

doing physical activity that forms part of Life Orientation in school (CAPS, 2012). 

In a way, the curriculum seems to be rigid when it comes to health promotion as it 

does not cater for such activities (Marx et al, 1998; Viig et al., 2010). 

 In the fourth place, as part of health promotion, teachers need to empower learners 

to improve the health and to increase control in their decision-making skills. 

Therefore, they need to teach learners about the generic skills, which include 

conflict resolution, self-esteem building, decision-making, refusal, as well as pro-

social and problem solving skills (Strydom, 2011).  

 In the fifth place, teachers need to understand the different learning styles of 

learners in their teaching. That can be done by allowing learners to be actively 

involved and to collaborate during the learning process. Finally, the teachers need 

to utilise adequately the teaching and learning material in their disposal and to use 

various instructional strategies and methods in their teaching (Deschesness, 

2014). The issue of resources in the classroom is a challenge for teachers and 

hence it has affected teaching and learning.  

 

3.3.3 Teaching as health promotion in service of the community 

Teaching is seen as a health promotion in service of the community because what 

teaching and learning covers in the classroom is one way or the other serving the 

community through learners (Tjomsland, 2010). Often, teachers act as role model of 

health promoting behaviours to learners at school and this covers establishing 

smoking areas or smoking signs that prohibit smoking at school, controls littering, 

encourage hygiene behaviour of washing hands as well as eating healthy food 

(Jourdan et al., 2010b).  

 

However, there are matters that teachers are not able to attend to since they are not 

trained to do so. This especially pertains to issues that require school health services 

where learners have medical problems, which can only be attended to by school health 
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nurses, and sometimes they have problems, which can only be attended to by social 

workers or therapist (Mohamed, 2015; Preiser et al., 2014). Teachers as go between 

the school, learners and the community they have to balance how they do their roles, 

so as to bring harmony within the health promoting school. Teachers in their roles they 

are expected not only to teach about health but also to nurture the learners (Renwick, 

2006; Strydom, 2011). 

 

For the purpose of this chapter, the next section will explore how teachers perceive 

their roles as promoters of health in schools and how they conceptualise health 

promotion and promotion of health in school. It will also consider health promotion in 

Gauteng Province, as well as the barriers to health promotion. A thorough discussion 

on health, health promotion and HPS was dealt with in Chapter 2 (See: 2.4).  

 

3.3.4 Health promotion and teachers understanding 

Within the post-modernisation, the teachers’ role is interpreted in terms of including 

the need to enable and motivate learners to learn (Davies, 1994). This interpretation 

fits well with the health promotion definition, which is a process of enabling people to 

increase control over, and to improve their health (WHO, 1996). The huge 

responsibility now lies with all teachers in schools to understand that their roles no 

longer remain in the classroom but to promote the total health of learners in school 

(Viig & Wold, 2007).  

 

According to St Leger (1998), teachers are core role players in the implementation of 

health promotion in schools as it is a major philosophical shift in education. Despite 

the fact that teachers are passionate about their profession, still they are overwhelmed 

(Engelbrecht, 2001) with the fact that they are in the forefront for the programme to 

succeed. The most difficult aspect in the progress of HPS is that health and education 

are two different biomes, which require a better and clear understanding of the 

teacher’s roles (Mohamed, 2015).  

 

Consequently, teachers’ understanding of HPS is notably important to promote the 

health of learners. In a HPS, responsibility for children’s health lies with the parents 

and teachers are no exception since they are in loco parentis in schools. Jourdan et 

al. (2008) contend that the position of teaching staff is difficult to maintain in an 
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environment marked by multiple models. Throughout the ages, teachers’ roles were 

confined in the classroom where teaching and learning takes place.  

 

However, the new dispensation and the socio-pathological problems children face in 

schools calls for teachers to play their roles beyond the teaching scope. According to 

St Leger (2000), the teacher is the fundamental agent in school health programme 

anywhere in schools and little will occur unless more attention is based on teachers. 

In the health promotion model, teachers’ roles can no longer be based and understood 

in terms of curriculum (Preiser et al., 2014; St Leger, 2000) in the classroom only. 

However, it has to be extended to a more integrated approach.  

 

Despite changing roles in the teaching field, many teachers view health promotion in 

school as another burden imposed to them by the DoH (Engelbrecht, 2004; St Leger, 

1998). Teachers are prime gatekeepers, who require a flexible framework and 

guidelines in order to implement health in their schools. The main difficulty for teachers 

to play their roles is not actually any other reasons other than their understanding of 

the concept (Jourdan et al., 2015).  

 

Various reasons are obstacles for teachers to be able to play their roles. Viig and Wold 

(2007) demonstrate the mission of the school as an obstacle for success because 

schools basically have education and not health as their mission. In this way, teachers 

may experience a conflict of goals between health and education as they struggle 

along to participate in the programme (Mohamed, 2015). Studies about health 

promotion in schools have shown that if it has been applied successfully, it may 

possibly lead to the improvement of both health and education goals (Schagen et al., 

2005; Lee, Cheng, Fung & St Leger, 2006; Cushman, 2008).  

 

Teachers’ understanding of the concepts is very important as it can also be a barrier if their 

understanding is limited or poses some challenges in their roles (St Leger, 2000). Their 

understanding is, however, met with many different things, which mainly they are 

misconception about the health promotion. Teachers’ role is to educate children in schools 

as they teach children the basics of health (Jourdan, 2011) as well as to understand what 

they learn. Nevertheless, when it comes to health promotion in schools, their understanding 
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is that it is the concept in the health sector only, which can only be addressed by health 

professionals in schools (St Leger, 1998).  

 

This understanding is based on the fact that schools mainly concentrate on children’s health 

issues, which according to the ISHP (2012) can only be addressed by health professionals 

in schools. The SIAS policy (2014) clearly indicates that the health professionals’ role is 

screening and assessment of various health issues that can hinder learning in schools. 

Research confirms that health and education are interlinked (Marx et al., 1998; Quirke, 

2015; Samdal & Rowling, 2011).  

 

However, teachers see health and education as separate sectors which do not have any 

relationship and based on that, their feeling is that the whole health promotion in schools 

programme is imposed on them (Renwick, 2006; Jourdan et al., 2011; Mohamed, 2015). It 

can be assumed that although teachers are professionals, their role in the classroom 

extend to other roles even though they are not trained to do so (Quirke, 2015). The 

implementation of health promotion in schools is somewhat very confusing to teachers 

basically because the total understanding is based on activities such as nutrition, hygiene, 

physical environment, and school health services (St Leger, 1998).  

 

Above all, the school health services dominate the schools to a point that teachers do not 

see themselves as promoters of health. It could be the fact that the concept “health” is 

mainly used in the health sector; hence, teachers are able to say it has nothing to do with 

education. Teachers’ status quo defines them as teaching practitioners; hence, their training 

focuses on classroom teaching and nothing more (Renwick, 2006; Preiser et al., 2014). 

Until recently, some higher education institutions are training teachers on health promotion 

in schools (Peu et al., 2015), albeit teachers do not have the necessary knowledge, 

resources and skills to promote health in schools (Preiser et al., 2014).  

 

Teachers have limited training, which is in a form of workshops conducted to equip them 

(Terburgh, 2015). However, that does not suffice the expectation that they will be able to 

play their role as promoters of health in schools. Health promotion programmes in schools 

were initiated as measures to eradicate many health challenges experienced by learners 

especially in previously disadvantaged schools (Peu et al., 2015). Many of these health 

challenges can only be dealt with by health professionals as per teachers’ understanding 
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that health promotion in schools has to do with health professionals. Focus has been on 

children’s physical health (Mashau, 2011) in school, which is done by school health nurses 

because it has to do with the screening, assessment, and prevention of disease (DBE, 

2014).  

 

Health promotion in schools is seen as an initiative, which can only by addressed by specific 

teachers and within a specific subject. In many schools, a particular teacher who addresses 

health issues through Life Orientation/Life Skills subject tackles health promotion (Peu et 

al., 2015). In some instances, in a subject, it focuses on particular topics that are the main 

concern within a particular region, province, district, or community. Owing to the many roles 

presented by teachers in schools, they believe that they are already over-burdened with 

work (Preiser et al., 2014) and they were not ready to do more because already they have 

less resources, overcrowded classrooms, lack of knowledge etc. To many teachers, health 

promotion programme can be used to address single problems within the school such as 

drugs, teenage pregnancy as well as nutrition but did not know how it could be done (Peu 

et al., 2015). 

 

The collaboration between the school and the health sector in the service delivery to 

schools can yield positive result where learners would succeed in their studies 

because their health is taken care of by both sectors (Mohamed, 2015). Teachers’ 

understanding of health promotion in schools in the manner mentioned above could 

hinder the progress of the programme and how they can play their roles as promoters 

of health in schools. As such, their participation in the programme is very important. 

 

3.4 TEACHERS PARTICIPATION IN HEALTH PROMOTION IN SCHOOLS 

When health promotion has been introduced in schools, it is ideal for teachers in 

school to participate to ensure sustainability and ownership of the programme, 

although not all teachers would react positively to the programme (Mohamed, 2015; 

Renwick, 2006). Viig et al., (2010) hold the view that staff participation is very important 

as it serves as a requirement for health promotion in schools. Teachers’ participation 

in the HPS requires of teachers to move from their status quo to focus on making 

difference in the lives of children in schools (Simovska, 2004). In essence, that will 

require a closer view at their readiness, professional development and how they relate 

with the parents/community.  
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3.4.1 Teachers readiness for health promotion 

Health promotion in school is a programme that is facilitated in schools for the purpose 

of promoting the total health of learners and staff in particular (Marx et al., 1998). 

Nevertheless, teacher readiness is very important to promote health (Mohamed, 

2015). Several factors can determine the readiness of teachers towards the health 

promotion programme in schools. These factors range from the environment in which 

teachers find themselves. It can be the physical environment or the social environment 

of the school that can determine their readiness.  

 

Schools that are former disadvantaged or quintile 1 and 3 had challenges ranging from 

physical environment where the classes were overcrowded with the teacher ratio of 

60:1 as well as dilapidated classroom with broken furniture. (Roux, 2013; Hay, 2009; 

Mohlabi et al., 2010). No matter how much teachers would like to be involved in the 

promotion of health, this kind of environment will always be a limiting factor (Preiser et 

al., 2014).  

 

It should be noted though that if teachers are pessimistic about the programme, no 

matter how good the environment is, their participation will always be low (Viig et al., 

2010). The same applies to the social environment of the school, which can also be a 

crucial factor where teachers are supposed to be able to relate with learners as well 

as the other staff members (Donald et al., 2010; Persson & Haraldsson, 2010). In 

addition, if teachers could observe changes in learner behaviours and good parental 

relationship, they could be likely to accept to play their role as promoters of health (Viig 

et al., 2010).  

 

It can be argued that building relations in school is quite a difficult thing to maintain 

because of various factors which can play a role in how teachers can relate with staff 

members, parents, learners as well as the overall school community. For example, 

owing to teachers’ lack of knowledge and skills about health promotion in school 

programme, the health promotion responsibility is under a certain committee and 

focuses on particular subject such as Life Orientation/Life Skills (Mohamed, 2015).  
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However, if the understanding is that all teachers need to be involved to lessen the 

burden of the committee or the Life Orientation/Life Skills teachers then teachers will 

be likely to be ready to participate basically because it has become the responsibility 

of all (Inchley et al., 2007). On the same note, if health promotion is institutionalised 

within the school, there would be sustainability in the sense that there will be a shared 

responsibility among the staff and the vision would be constructed into the school’s 

activities (Tjomsland et al., 2009). 

 

Too often when a programme such as health promotion in school is introduced, 

teachers feel overwhelmed (St Leger & Nutbeam, 2003; Marx et al., 1998) with 

responsibility. Moreover, this challenges their readiness in terms of participating fully 

(Mohamed, 2015) with a better understanding of what it means to be a health 

promoter, and often their attitude would seem to be negative in a way (Strydom, 2011). 

The promotion of health in education is a difficult concept for teachers to accept 

because it is likely to be seen as a health sector concept and above all teachers do 

not feel the need for it in school (Clarke et al., 2010).  

 

It can be assumed that leadership in school can also play a role in motivating teachers 

to participate as Wright (2009) and Mohamed (2015) distinguished that principals can 

be an influential factor to enable teachers to be ready. Fullan (2001) highlights that 

principals are gatekeepers of change; and as such, they are able to provide resources 

and support from other stakeholders for the purpose of motivating teachers to 

participate and commit in the programme (Wright, 2009). It is clear that without their 

leadership readiness, teachers will always be a difficult thing to achieve because they 

will lack direction for the programme. Viig et al. (2012) assert the position of a principal 

as one, which is strategic in bringing about change through policies and various 

structures within the school.  

 

The leadership role of the principal in the health promotion programme validates the 

positive effects of the programme with its top-down approach of authority whereas 

teachers would approach the programme from the bottom-up approach, which gives 

it a meaningful collaboration within the school (Viig et al., 2014). In addition, Viig et al., 

(2014) also noticed that lack of reinforcement, authority and ownership by the principal 

could have a negative impact on the implementation and integration of the programme. 
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In addition, Kremser (2011) notes the misunderstanding by the principal where the 

promotion of health in school has been reduced to mere activities, which were 

allocated to specific teachers in schools since it was viewed as time consuming in the 

school, and that has contributed to lack of cooperation from other staff members.  

 

In most cases, health promotion in schools is a top-down approach, which 

compromised the principles of health promotion where the element of empowerment 

is undermined (Berry, Murphy, & Coser, 2014). Similarly, the top-down approach 

makes it a bit complicated for teachers to be involved as Quirke (2015) has indicated 

that the most successful health promotion programmes are the ones that considered 

the bottom-up approach because not only specific teachers are involved, but also the 

whole school community is involved.  

 

3.4.2 Teachers attitude on health promotion 

The attitude of teachers when it comes to their role as promoters of health in schools 

is very important as it is the background for the successful programme in school (St 

Leger, 1998; Tjomsland, 2010). The health concept has been used in education 

though. However, health promotion in school is a bit complicated in the context of 

education. According to St Leger (1998), teachers are the main role players in the 

school context and the expectation is to provide quality education for all, irrespective 

of their religion, health status, barriers to learning, and disability. Regardless of that, 

Shung-King (2014) and Kwatubana and Kheswa (2014) indicate that teachers have 

negative attitude towards health promotion in schools since they raise the element of 

lack of skills on how to accomplish it.  

 

For health promotion to succeed though, schools are expected to be fully involved in 

the programme. Moreover, the critical matter then is when teachers are not able to 

find their ways to promote health in schools. Health promotion as a concept falls within 

the health fraternity, which makes it difficult for teachers to penetrate and make a 

difference in the lives of the children (Peu et al., 2015) and basically, because it moves 

away from the traditional approach to health to another level, which requires schools 

to engage in the holistic approach of health, which is health promotion.  
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Health promotion in schools is also challenged, and that is where teachers are 

resistant and not in positive response towards the concept. Nonetheless, their attitude 

and understanding of health promotion need to be attended to provide an environment 

where healthy teaching and learning occurs in schools. 

 

The other attitude can be because of the unfamiliarity with the concept in education. 

Health promotion concept is not a familiar concept in the education domain, except for 

physical health and life skills, which mainly focuses on educating learners about health 

issues (Jourdan et al., 2016). A research conducted in a number of countries where 

teachers were asked about their understanding of health promotion in school, reported 

that their understanding was totally different from what the concept is all about (St 

Leger, 1998; Jourdan et al., 2008; Renwick, 2006). In their understanding, it was all 

about health professionals rendering health services in schools, and teachers did not 

feature anywhere.  

 

Research has proven it repeatedly that the suitable place to promote health for 

learners is schools (Mukoma & Flischer, 2004; St Leger, 1998; Samdal & Rowling, 

2011; Kremser, 2011; Quirke, 2015). This cannot be denied because teachers are 

there to influence learners through teaching and learning. However, the unfamiliarity 

in the concept hinders the progress of health promotion in schools. 

 

3.4.3 Teachers’ professional development and health promotion 

According to St Leger (2000) and Jourdan et al., (2016), for teachers to make health 

promotion in schools to work, they need professional development. The main aim of 

professional development is to help teachers to have a clear understanding of the 

schools mission and its ethical limits (Jourdan et al., 2008) and also the fact that there 

is a lack of qualified staff to promote health in schools (Bruce, et al., 2012). Therefore, 

it is worthwhile to train teachers as well. 

 

Contrary to this conviction of professional development for teachers, Markham and 

Aveyard (2003) found that there is no need to train teachers to be promoters of health 

if health could be a cross curricula theme done by all teachers. Viig et al., (2012), 

echoed the same sentiment in their findings where in-service training was not essential 
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at all since health promotion activities might be taking place in schools and teachers 

were not aware. 

 

Probably, teachers would participate in the programme if they believe that it would 

bring out positive educational outcomes (Tjomsland, 2010; Jourdan et al., 2011) and 

if the principal could allow time for professional development for teachers (Samdal & 

Rowling, 2011). All teachers need to reimagine the discourse of health issues; how 

they work among each other; how they link with the community and how they change 

their view towards health services in school for the purpose of supplementing health 

professionals.  

 

Teacher professional development is very important for school health programmes as 

it improves the implementation process (Jourdan et al., 2008; Heward et al., 2007) as 

well as to build teacher’s commitment, understanding, skills, and their attitude 

(Jourdan et al., 2016). According to Simar et al. (2007), teachers who have gone 

through HPS training tend to be involved more frequently in projects and have more 

integrated approach to health than those who do not have training (Jourdan, 2011). 

Again, teachers who are trained are competent and they feel motivated. According to 

Viig et al., (2010), it has been acknowledged internationally that well-motivated and 

competent teachers are essential for the delivery of quality education.  

 

Hopefully, within the health promotion programme in schools, it is mostly the health 

coordinators who received training on how to promote health. Other than that, the 

effectiveness of training is hampered by the rest of staff who are not aware of the 

policy and its effectiveness in school (Deschesness et al., 2010). In a research 

conducted by Jourdan et al., (2008) and Peu et al., (2015), it is said that although the 

core business of the school is mainly focused on educational outcomes, schools 

should embrace health-related initiatives because poor health of learners inhibits 

learning. 

 

To increase teacher professional development, there is a need for on-going teacher 

professional development and teachers’ professional learning (Jourdan, 2014; Leahy 

& McCauig, 2014). The department as a top-down approach to health promotion 

conducts professional development and professional learning (bottom-up approach) 
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is done by schools based on the needs analysis of the school (Mohamed, 2015). 

According to Easton (2008), teacher professional development focuses on the 

knowledge, skills, attitude, and behaviour.  

 

Kwatubana (2014) found that teachers’ lack of training by the DBE could possibly 

contribute to the failure of some programmes. Similarly, Deschesness (2010) notes 

that the lack of leadership and support from the DBE has been found to be challenging 

the implementation of health promotion in schools even though there were policies 

and guidelines to keep with the health promotion principles. The weakness in the 

health promotion approach by the government is said to be in a sporadic manner 

(Aldinger et al., 2008).  

 

3.4.4 Teachers’ relation to the school community and health promotion 

Literature review found that schools do not exist in isolation of the communities that 

they serve (Mohammed, 2015; Viig et al., 2010). Schools cannot exclude parents from 

being involved since community participation is a statutory obligation as its 

participation has been emphasised (ISHP, 2012; DBE Integrated Strategy on HIV, 

STIs, and TB 2012-2016, 2012; NSNP, 1996). Community links and partnerships are 

one of the elements of a health promotion in schools (Marx et al., 1998) and it 

completes any model of health promotion that is to be implemented in any school 

(Kwatubana, 2014). However, how teachers involve the community is still a difficulty 

(Deschesness et al., 2003).  

 

It is said to be difficult because parents are unwilling to engage or they are too busy 

to play their role (Clelland et al., 2013). Teachers’ relation to the community is very 

important for the promotion of children’s health (Peu et al., 2015; Mohamed, 2015). 

Teachers promote health for learners through teaching inside and outside the 

classroom. Bearing in mind that teachers find it difficult to reach the community, health 

messages that are taught to learners are not supported by the community.  

 

According to Clelland et al. (2013), without the good relationship between teachers 

and the community, there is likely to be a discrepancy between what is communicated 

and practiced in school as well as what is communicated and practiced at home. 

Mashau (2011) indicates that teachers often defend their territory and can go to a point 
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whereby they can decide on how parents can be involved in schools. This is often 

done through meetings that parents are informed about their children’s performance 

and also how they can raise funds for schools (Mohamed, 2015).  

 

In addition, Mashau (2011) and Kwatubana (2014) indicate that such kind of 

involvement is a token participation and there is a need for real participation. This is 

contrary though with the health promotion approach, which encourages empowerment 

of the community (WHO, 1986). Lack of involvement by the community can be seen 

as a barrier that hinders the success of health promotion in schools (Kwatubana, 

2014). It is not a prerogative for teachers to relate to the community and their 

frustration on how to involve parents in the promotion of health of their children is a 

reality.  

 

According to Kwatubana (2014), it has been proven that schools that involve the 

community in their efforts to promote health have reported fewer problems in relation 

to implementation as well as the execution of health processes. However, to foster a 

proper relation between teachers and the community, schools would have to develop 

strategies on how to involve the community in the promotion of health for learners. 

Above all, there is a need for professional development for teachers that will enable 

them to foster a better relationship with parents and the community at large (Clelland 

et al., 2013). 

 

3.4.5 Teachers’ predicament in relation to health promotion 

Several research studies have proven the importance of health promotion in schools 

(St Leger, 2004; Samdal & Rowling, 2011; Jourdan et al., 2016; Ntagungira, 2014; 

Mohamed, 2015). It has been indicated that although research is positive about health 

promotion in schools, not all teachers would engage fully in the programme in terms 

of commitment, and the value of the programme to them (Jourdan et al., 2008; 

Mohamed, 2015; Viig et al., 2010). Now that in some schools health promotion has 

been left in the hands of school health committee, the effectiveness of the programme 

in schools is not clearly observed as it is more based on the school health services 

where nurses are in the forefront (Kwatubana & Kheswa, 2014).  
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One most challenging factor with the health promotion in schools is when teachers 

receive little time of training without much rigorous training (Leahy & Mc Cauig, 2014; 

Jourdan, 2014), without finding out what could be their needs in order to promote 

health in schools (Strydom, 2011; Hay, 2009). The next section will focus on the health 

promotion needs of teachers.  

 

3.5 HEALTH PROMOTION NEEDS OF TEACHERS 

Teachers just like learners also need support regarding their health to function 

exceptionally well (Gray et al., 2006). The health promotion approach in schools 

initiative puts teachers on the forefront, irrespective of their needs to be involved. 

Schools are positioned as a setting for health promotion (St Leger 1998) and that calls 

for teachers to acquire a new sense of values along with new ways of teaching 

(Strydom, 2011). It is important though not to undermine the role of a teacher in the 

promotion of health (Gray et al., 2006).  

 

Teachers’ perceptions and their experiences play a great role in a way they influence 

learners in schools. As a result, they need to feel that their health is promoted as well 

for the purpose of the programme to be successful (Strydom, 2011). It is very important 

for teachers’ needs and their competencies to be considered. 

 

Teachers’ needs of support for learners who have serious barriers to learning as 

compared to their normal roles and responsibilities are not attended to. With regard to 

their needs, Hall and Engelbrecht (1999:230) identify the needs of teachers as the 

need for knowledge, emotional needs, the need for support, and skills. Very often, 

when teachers are frustrated with children in the classroom, it affects their emotions, 

which also affects their health in general. Hence, their emotional needs are to be 

addressed on a cognitive level (Strydom, 2011)). In the first place, the emotional and 

cognitive support of teachers is necessary to determine the success of effective health 

promotion (Marx et al., 1998). 

 

3.5.1 Emotional needs of the teachers 

One thing that stands in the way of health promotion development in schools is the 

teachers’ emotional tendency, which hinders them in the endeavour to support 

learners in schools (Strydom, 2011). This tendency ranges from among others 
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ignorance, job satisfaction, anxiety, confusion, uncertainty, feeling of discomfort when 

dealing with learners, as well as the feeling of failure (Mahlo, 2012). Their emotional 

needs also include acknowledging different skills and expertise of each teacher in the 

school, which is often not acknowledged since many teachers would like to stick to 

their job description.  

 

Bearing in mind that health promotion in many countries is a “top-down” model, which 

does not address teachers specifically, there is a need for teachers to participate in 

the transformation of education (Renwick, 2006), by sharing the mission and vision of 

the HPS. 

 

3.5.2 Need for knowledge and skills about health promotion 

The knowledge and skills about health promotion for teachers is very much necessary 

because without the proper knowledge on how they should promote health, it will not 

be easier for teachers to participate in the progress of health promotion (Tjomsland, 

2010). 

 

In the first place, there is a need for in-depth knowledge of the philosophy of health 

promotion in schools and for teachers to develop a better understanding regarding the 

concept and how to apply it in their context (Migglioretti et al., 2012). This is very crucial 

because the concept has been developed from the health perspective wherein only 

the medical concepts are dominant (Ntagungira, 2014). The amount of health 

promotion knowledge shared to teachers during pre-service and in-service training 

seems to be very limited. 

 

The training on teamwork and collaboration is critical for the success of health 

promotion in schools (Tjomsland, 2010). The health promotion concept can be very 

intimidating since it is a borrowed concept from health and it is also unknown in 

education. Many teachers, from their training institutions, lack the necessary training 

about health promotion to teach learners (Mohamed, 2015) or else they are not used 

to teamwork and collaboration. However, it can be appreciated if the teacher is 

guaranteed support from the knowledge of another team member. In case a learner 

presents challenge, the teacher is able with the backup of other team members to 

invite others or the school health team to make decisions and to solve problems where 
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learners can benefit from their teachers as well. In this way, all learners benefit from 

their teachers at school (Mahlo, 2012). 

 

Above all, the need to be informed about the changes in line with their profession 

cannot be denied as well as the support to bring about a new education paradigm 

within the school. To make it easier for teachers to be involved the health promotion 

in school, the vision and the mission of the school needs to be very clear concerning 

the practical implications in supporting learners (Mohamed, 2015; Leahy & Mc Cauig, 

2014). 

 

3.5.3 Teachers need for support in health promotion 

For teachers to succeed in the promotion of health in schools, they need support from 

all stakeholders to start with (Viig et al., 2010). Support is defined as an enabling 

mechanism that addresses the needs of learners, as well as the education system, 

with the aim of focusing on preventing and minimising barriers to learning and 

development and to help create a conducive environment for learning (The 

Department of Education, 1997).  

 

In education there is Education Support Services (ESS), which is given to support 

teachers as it plays a vital role in the supply of quality teaching and education by 

strengthening the provision of services which is provided at different levels such as 

school, district, provincial, and national level (Strydom, 2011).   

 

Technically, the systemic role of health promotion support services given to teachers 

by stakeholders in education, and by teachers as service providers to learners and 

their parents is essential for the purpose of transforming education and to change 

mind-set regarding health in schools (Jourdan et al., 2016). Hence, support from 

teachers, parents and community is necessary for the success of the school (Strydom, 

2011; Power, 2006) as it has been indicated in Bronfenbrenner’s (1992) (theoretical 

framework. Likewise, Lazarus (2006) recognises the fact that the collaboration of 

community services as well the NGOs is crucial for the development of the well-being 

of the school community.  
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The implication for teacher support though is to move away from only supporting the 

individual learner to supporting all learners in a school. It can be argued that before 

teachers can be engaged in any programme, professional development is necessary 

to develop teachers’ competency in various components of the health promotion in 

schools (Jourdan, 2016). This can also be possible by utilising the available structures 

within the institution where teachers can get immediate attention where they discuss 

their frustrations and challenges in their comfort of their school (Strydom, 2011).  

 

Teaching can be a lonely profession, especially if the teacher wants to execute the 

responsibility alone. However, through collaboration with other teachers, they can 

possibly make use of opportunities to develop their competencies and their capacity 

(Viig et al., 2010). The SBST is available in schools to develop support for teachers, 

learners and parents. 

 

According to the teachers’ profession, they are expected to give support to learners, 

hence they need support themselves (Renwick, 2006). Despite their professional 

responsibility to support learners according to the Education for All (EFA) programme 

in South Africa, teachers are often confronted with a number of obstacles. One of the 

greatest obstacles was the need for support from the other systems, which helps in 

the development of children in the promotion of health in schools (Mahlo, 2012). Part 

of support for teachers in the promotion of health required that teachers would share 

information, their experiences and challenges they face in the support of learners. 

Therefore, to overcome this, the subsequent needs must be taken into consideration 

(Weare & Gray, 2003).  

 

These needs include the levels of support established to support the teachers at 

school. The role played by different levels of support for health promotion can play a 

significant role in the development of teachers as it can boost their confidence and 

understanding regarding health in schools (Wevers, 2012). Besides, it can also 

provide the better quality in education. The support of teachers in a form of peers can 

also spread to the whole school to strengthen the health agenda (Tjomsland, 2010; 

Viig et al., 2010). This could not only enhance the teachers in a particular school, but 

it can also spread to teachers who are in schools, which are not yet labelled as HPS.  
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Support for teachers can also go by working in consultation with other stakeholders 

through and within the school community (Viig et al., 2010). This could also be done 

through joint planning of activities, sharing important information about learners 

experiencing barriers to learning, involving parents and the community, sharing ideas 

on how best to support learners as well as supporting learners and teachers 

respectively. 

 

The common goal for teachers in support of learners and their personal support goes 

a long way to provide a platform for collaborative roles that can lead to problem solving 

in other areas (Preiser et al., 2014; Power, 2006). It is through this process where 

teachers can become experts in their schools through training and workshops done in 

and out of the school where networking between teachers could aid in gathering 

valuable knowledge and expertise as well as providing support (Viig et al., 2010). The 

need for support is also crucial because more learners experiencing health challenges 

are accommodated in schools (Jourdan et al., 2008). Therefore, teachers need to find 

ways to support them before more challenges are identified.  

 

Now that there is a paradigm shift in education where health of learners is very 

important for effective learning, it is very imperative for both teachers and learners to 

receive support during this stage of transformation in education (Department of 

Education, 1997). The burden faced by teachers in support of learners would also 

require support programmes that would address their cognitive and emotional needs 

(Strydom, 2011).  

 

3.6 TEACHER EXPERIENCES ABOUT HEALTH PROMOTION IN SCHOOLS 

The background of Gauteng Province, in South Africa with regard to the health 

promotion in schools is that it is ahead of all other provinces with its development 

(Mohlabi et al., 2010). Owing to the nature of the province (smallest and overcrowded), 

most pilot projects were initiated by the government to reduce barriers faced by 

learners in schools. This is the case with the health promotion in schools programme 

where 14 schools in the province were used as the pilot schools. Few years down the 

line, the selected schools still experience challenges that were identified by various 

researchers around the province (Mohlabi et al., 2010; Kheswa & Kwatubana, 2014; 

Roux, 2013). 
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3.6.1 Participation of teachers in health promotion is not clearly stated 

Health promotion in schools is done in schools to promote the health of children in 

schools (WHO, 1986). It is mainly done and carried over by the health professionals 

who would administer immunisations, screening and health education (ISHP, 2012; 

DBE, 2014). However, the most important entity missing is the role of teachers as 

promoters of health in schools. In South Africa, the SIAS policy document in its roll out 

plan indicated that the training of teachers in health promotion is crucial (DBE, 2014). 

However, the policy is unlikely to indicate specifically the role of teachers in the 

promotion of health.  

 

Kheswa and Kwatubana (2014:1717) found that “there were no teachers involved in 

the process of the implementation of the ISHP in the participating schools”. Teachers 

seem to be marginalised and left only to teach in the classrooms.  

 

Apparently, many teachers know and understand health promotion as the 

responsibility of the Life Orientation teachers and this understanding weakens the 

efforts to promote health in schools provided teachers’ role was not outlined (Peu et 

al., 2015). Both 2003 and 2012 revised school health policies were very much focused 

on the health professionals to provide PHC in schools without much emphasis on the 

teachers (ISHP, 2012; Shung-King, 2013; Kwatubana & Kheswa, 2014). Despite the 

will drive of the government to drive health in schools, the passive involvement of 

teachers would always strain the process of promoting health in schools.  

 

Landsberg et al. (2005) indicate that the collapse in one system will affect the 

functionality of other levels too. Teachers only receive the directives from the district, 

which then acts under the Provincial authorities. Although there are clear roles 

demarcated for each level in the DBE (see Table 2.5), still teachers are not receiving 

any health promotion support from their districts, except for health promotion activities 

that were initiated during the 2006-2010 period when there was support from all 

departments as well as the JICA. 
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3.6.2 Teachers confused about the elements of health promotion in school 

The health promotion concept has been developed by the World Health Organisation 

(WHO) to promote the health of children in schools (WHO, 1996). To achieve its goals, 

WHO developed five components of health, which must be considered when 

developing policies for each country, province, district, and schools depending on the 

health challenges they face (WHO, 1998). The concept is more health goal-focused 

than educational goals (Preiser, 2014). In some instances, health goals seem to be 

contradicting the education goals where teachers are not fully participating or 

resistance towards the programme (Kwatubana & Kheswa, 2014; Mohamed, 2015; 

Preiser, 2014). 

 

In Gauteng schools, health promotion is defined in terms of vegetables gardens, 

hygiene and feeding schemes that were mainly provided to schools and they were in 

low socio-economic communities (Mohamed, 2015). These schools were mainly 

primary schools and they were under the status of quintile 1 and 3 respectively. 

According to the WHO initiatives, the five components underpinning health promotion 

in schools were very broad in terms of covering all factors that makes the schools to 

be healthy and alive.  

 

According to Donald et al., (2002) and Samdal and Rowling (2013), each institution 

chooses the elements according to its necessities with regard to the challenges in their 

context. However, in Gauteng Province, the HPS approach missed the three most 

important elements. They are as follows: 

 Counselling and psychological services (suppose after screening for HIV/AIDS and 

other communicable disease which might be chronic in nature how should the 

learner cope with learning after that);  

 Health promotion for staff (workshops and seminars which were attended by 

teachers were meant to help teachers to work on health promotion elements which 

have been designed on the policy); and 

 Family and community involvement (the immediate context has the very influential 

impact on the development of the child). 
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3.6.3 Lack of understanding on health promotion and implementation of 

policies by teachers 

The section above indicated the elements that underpin health promotion in the 

Gauteng Province. However, owing to lack of understanding of the policies and the 

implementation of the needs according to the schools, the policy remained as they 

were because teachers who were supposed to implement it did not understand them 

(Inchley et al., 2007). The health promotion in Gauteng schools focused mainly in 

primary schools, although the policy has extended its plan to Grade 12 through the 

subject Life Orientation (CAPS, 2012). The policy is not very much specific on how 

teachers can apply the elements in schools except for screening, which is done by 

health professionals (ISHP, 2012; DBE, 2014). Above and beyond the ISHP that holds 

the central part of health in schools, there are various policies that are also embedded 

in the support of learners and promotion of health in schools and these are Education 

White Paper 6 (2001) and the SIAS policy document (2014).  

 

The SIAS document is currently used in schools to help teachers understand how they 

can support learners who are experiencing barriers to learning. Without their 

understanding of the ISHP and Education Whiter Paper 6, completing the 

requirements of supporting learners according to SIAS document has left a great 

confusion because these policies are interwoven to each other (Kwatubana & Kheswa, 

2014; Shung-King, 2013). Hence, the understanding of one policy would help with the 

application of the other documents. The dawn of 1994 has seen various programmes 

initiated with the purpose of improving children’s health through knowledge and 

practices in particular schools (Kwatubana & Kheswa, 2014).  

 

Programmes such as Primary Schools Nutrition Programme (PSNP), Road Safety 

Programme, Crime Stop, Environmental Safety Programme, HIV/AIDS Life Skills 

Education as well as the Mental Health and Substance Abuse programmes were 

developed from various sectors in the country (Macnab et al., 2014). These policies 

only focused on single risk factors and intervene in such a narrow approach (Hawkins, 

Catalano, Kosterman, Abbot & Hill, 1999), which does not address all problems in a 

comprehensive manner.  
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Instead of achieving the intended goals in line with the ISHP, they tend to be very 

much fragmented and at the end they lose focus because no one is held responsible 

of the failure (Shung-King, 2013). However, the focus is on teachers who are at the 

receiving end of the programme basically because they have made sure that 

implementation of the policy is achieved in the classroom as well as in the school. 

 

3.6.4 Poor management of the health promotion programme by officials 

According to Kwatubana and Kheswa (2014:1717), “there were no clear admin 

procedures followed at the participating schools”. The management of health 

programmes in schools seem to have no clear direction as to what is happening and 

who is responsible. Nevertheless, the ISHP (2012) has indicated how the project was 

to be examined (Shung-King, 2013). For the purpose of clear coverage and quality 

service delivery, the DBE is making use of the “Education Management Information 

System (EMIS), Learner Unit Record Information Tracking System (LURITS) and SIAS 

tracking devices to monitor and evaluate the integrated strategies” (Kwatubana & 

Kheswa, 2014:1715).  

 

The top-down model in management leaves behind the trail of poor management in 

the HPS (Mohamed, 2015). Although Fink and Stoll (1998) suggested that changes 

occur best when the top-down or bottom-up approach is utilised where the larger 

system provides direction and support to schools. The effect of poor management is 

not only seen in and between the systems’ levels; it is also seen with the teachers at 

schools. According to Shung-King (2013), the school service data has been 

inconsistent and of poor quality which also has disabled the monitoring of progress 

and as well as its impact in schools. What is not clear is that research is done in and 

out of schools but the teachers are helpless unless something can be done to keep 

them on board.  

 

Poor management has a negative implication on the functioning of both structures. 

The lack of understanding of the concept and the negative attitude by managers in 

both health and education sectors makes it difficult to implement the health services 

in schools in a much integrated manner (Kwatubana & Kheswa, 2014; Mohamed, 

2015). In addition, some school principals did not allow the school health personnel to 

enter their premises just because their knowledge of the policy in school health is 
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assumed to be lacking. There are principals who still have the mentality that health 

services are conducted in health institutions alone, they are not meant to render their 

services in schools (Mohamed, 2015).  

 

The principal’s understanding as managers weighs heavily on the whole initiative in a 

sense that their support to the SBST and the staff in general can be very much limited. 

On a supervisory level, the work done by nurses is not checked as to what is 

happening throughout the year. Problems highlighted by nurses remain unattended 

and in a way nurses who are at a low operation level become frustrated ultimately due 

to lack of support from the management. 

 

3.6.5 Lack of collaboration between the partnering departments 

The perception of inter-sectoral collaboration is a critical component of health 

promotion (WHO, 1986). Moreover, partnerships have been found to be very difficult 

to develop in a HPS (Samdal et al., 2010). In addition, to develop the effective 

partnership, it requires effective collaborative models as well as stakeholders 

readiness, clear vision, financial support, creative leadership, time as well clear 

professional roles (Center for Mental Health and School, 2008). Probably, the 

challenge in the creation of health promotion in schools is that it draws together two 

or more sectors which is the DoH, the DBE and the DSD, each with its own goals and 

objectives (ISHP, 2012).  

 

The ISHP is an integrated document in its nature because it is a document issued by 

DBE and DoH. However, the collaboration was not seen in schools where school 

health services were done (Mohlabi et al., 2010). In participating schools, teachers 

were not working together with the nurses because their line of communication would 

be the principals of the schools (Kwatubana & Kheswa, 2014).  

 

What was questionable though was the relationship between the health sector, DSBT 

and the SBST, which was contrary to the stipulation by the ISHP where they were 

supposed to work together (ISHP, 2012). Teachers in schools could only provide with 

accommodation for the health professionals whom they have never met (Kwatubana 

& Kheswa, 2014:1717) to discuss health issues affecting the schoolchildren and the 

community at large. Although what the nurses were doing in schools was on the 
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integrated policy, teachers had no link with them. They can only refer children 

according to the SIAS document stipulations without much understanding of the 

document itself (DBE, 2014).  

 

Most of the referral did not go far because parents were not even aware of what was 

happening in schools (Terburgh, 2015) since they would not even pitch when they 

were called (Mashau, 2011). Sometimes if the case was not very serious, they did not 

take their child to where they were referred (Shung-King, 2013). According to 

Kwatubana and Kheswa (2014:1717), in most schools, the personnel were not aware 

of the integrated policy in use; hence, they would still use the HIV, SIAS, Health, and 

Inclusive Education Policies in isolation. This was not done by schools only, by the 

districts as well.  

 

The elements of health promotion in schools have been divided into sections that were 

run separately from the whole vision of providing health in an integrated manner. The 

collaboration of the departments was hardly seen operating in unison (Preiser, 2014; 

Naidoo & Wills, 2009; Fullan, 2007). This has been confirmed by Macnab (2014) to 

say the delivery of the programme was often compromised by limited collaboration 

between the disciplines outlined as health teachers. Although the roles of DoH and 

DBE was clearly stated in the ISHP the DSD was not heard or seen rendering health 

services in schools (ISHP, 2012).  

 

The health promotion definition states that it is a process of enabling people to 

increase control over, and to improve their health (Samdal & Rowling, 2014). The 

weakness in the collaboration of systems in a way fails to empower teachers in schools 

to perform their roles as promoters of health in schools (Preiser, 2014). In addition, the 

definition moves beyond the action performed by systems to integrate with each other, 

that it was not only the individual challenges, which could have an impact on the health 

of children in schools. However, a wide range of social and environmental factors can 

affect the health of children as well (Kwatubana, 2014). 

 

Much focus is on the physical aspect of health; hence, the assessments and screening 

of children in schools. The social aspect, lifestyle and certain behaviours were 
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addressed separately in schools. The environment where children learn is of utmost 

importance that it could not be ignored in any way (Ntagungira, 2014). 

 

3.6.6 Lack of synergy between stakeholders affects teachers 

Promoting health in schools should be understood from the Bronfenbrenner’s 

ecological framework through which all systems (micro, macro, exo, meso, and 

chrono) should be integrating and collaborating (Bronfenbrenner, 1994) to meet the 

needs of children in schools through the teachers who interact with them on a daily 

basis. Nevertheless, the synergy where stakeholders were supposed to work together 

seem to be weak in the sense that there are many cracks through which things are not 

coming together for the purpose of the goals to be reached by the department (Shung-

King, 2013; Mohamed, 2015).  

 

Within the three departments, each has its own HPS goals to achieve, which are not 

well communicated to the other department and that send conflicting messages to the 

schools (Mohamed, 2015). The DoH is observed to be active in the domain of DBE 

where the approach of health promotion in schools is more focused on school health 

services under the PHCU.  

 

The relationship between the health professionals and the schools on how they 

promote the health of learners seemed to be lacking. However, in the document by 

the DoH (2011), schools were supposed to organise a place where health 

professionals could assess the learners. Kwatubana and Kheswa's (2014) study 

revealed that in the participating schools, there were no extra venue for screening and 

assessment for learners. According to Simovska et al., (2016), quiet often, the aims 

and desired outcomes between the systems clash with the education agenda. Not all 

teachers were involved in the HPS implementation programme, only those who were 

in the committee (Kwatubana & Kheswa, 2014).  

  

3.7 HEALTH PROMOTION STRUCTURES AND PRACTICES 

Structures and practices are essential for the promotion of health in school to support 

teachers and learners. The HPS concept gives the theoretical framework for countries, 

districts and provinces to apply within their context (WHO, 1996; Viig et al, 2010). 

Subjects and health topics are used to address issues that affect children’s health in 
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schools. Moreover, different structures are utilised to support teachers and learners. 

Nevertheless, research that pays attention on teachers as promoters of health in 

schools specifically was not found.  

 

Teachers only receive health programmes to address health in schools with less 

understanding on how to do it (Mashau, 2011, Preiser, 2014). Therefore, for teachers 

to understand their roles within the HPS framework, they need to understand 

structures, which administer health promotion in schools. These structures are SBST 

and the DBST and they were discussed in section (3.9). Apart from the structures that 

support in the promotion of health, there are also health promotion practices discussed 

below.  

 

3.7.1 Life Orientation/Life Skills 

According to Strydom (2011), the movement towards PHC and the context in which it 

has taken place has led to the implementation of Life Orientation in schools as a 

subject it is used as a vehicle to promote health in schools (Roux, 2013). 

Simultaneously because of the limited number of health professionals, this has led to 

the usefulness of Life Orientation teachers in school to support learners (Strydom, 

2011). For example, in Ireland, health is a subject in its own right, whereas in other 

countries it is infused within other subjects; in France, it is placed as civic education 

where it focuses on health and citizenship and in Portugal, it is considered personal 

education where the focus is on personal and social development (Jourdan et al., 

2008). 

 

According to CAPS (2012), Life Skills is paramount to the development of learners as 

it is concerned with the social, intellectual, emotional and physical growth of learners 

and as well as how they are integrated. Before teachers can engage themselves in 

teaching Life Orientation/Life Skills, they need to possess the skill to promote 

intellectual, emotional, mental and physical health. They need to be in their rightful 

position to support learners who are experiencing challenges in the elements 

mentioned above.  

 

Due to a number of factors faced by teachers in the classroom, at some point they can 

fail to promote such because the reported to be deeply stressed and high absenteeism 



 

181 

rate among the teachers due to illness and some other problems they face in their 

lives (Strydom, 2011). The HPS concept is holistic and an umbrella to concepts in 

health and Inclusive Education (IE). Hence, the CAPS: Life Skills (2012) and CAPS: 

Life Orientation (2012), indicate the time allocation for Foundation Phase and senior 

phase in particular as shown in Table 3.1 and Table 3.2 

 

Table 3.1: Instructional time in the Foundation Phase 

Subject  Grade R (HOURS) Grade 2 (HOURS) Grade 3(HOURS)  

Home language 10 8/7 8/7 

First additional 

language 

 2/3 3/4 

Mathematics  7 7 7 

Life skills 6 6 7 

Beginning  

knowledge  

(1) (1) (2) 

Creative arts (2) (2) (2) 

Physical education (2) (2) (2) 

Personal and 

Social Well-being 

(1) (1) (1) 

TOTAL  23 23 25 

Source: Curriculum Assessment Policy Statement: Life Skills (2012) 
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Table 3.2: Instructional time in the Senior Phase 

Subject Hours 

Home language 5 

First Additional Language 4 

Mathematics 4.5 

Natural Sciences 3 

Social Sciences 3 

Technology 2 

Economic Management Sciences 2 

Life Orientation 2 

Creative Arts 2 

Total 27.5 

Source: Adapted from Curriculum Assessment Policy Statement: Life Orientation 

(2012) 

 

Although it is very important for teachers to promote health by teaching Life Skills/Life 

Orientation, the time allocated for it in schools is very minimal. 

 

3.7.2 Curriculum differentiation 

In order for the teacher to respond to the diverse needs of learners, curriculum 

differentiation is a key strategy to do so. It is a key strategy because it involves a 

process of modifying, changing, adapting, extending and varying teaching 

methodologies, teaching strategies, assessment strategies, and the content of the 

curriculum. According to the Policy on SIAS (DBE, 2014), curriculum differentiation 

takes into account learners’ level of functioning, interest and backgrounds. In addition, 

it can also be done at the level of content, teaching methodologies, assessment, and 

learning environment. To achieve equality and equity in education and ensure that 

more learners achieve their full potential and eventually access the world of work, 

curriculum differentiation needs to be put into practice.  

 

According to Tomlinson (2001), curriculum differentiation refers to the efforts of 

teachers to respond to diversity among learners in their classrooms. Reaching out to 

all learners when teaching creates the best learning experience in the classroom. In a 
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way, curriculum differentiation is essential because of the mere fact that learners who 

experience barriers to learning may fail to execute certain tasks when they are 

compared to the rest of the class. This is where the teachers in their practice need to 

identify and support learners who have various needs in the classroom in order to 

create a pleasant and positive learning experience.  

 

3.7.3 Health promotion and related topics 

A number of research focuses on activities and topics that teachers can address in 

schools. Topics such as nutrition, HIV, hygiene, obesity, bullying and so forth have 

been researched about. In Scotland, the focus is on healthy eating (Inchley et al., 

2007); and in the Netherlands, the focus on health promotion covers sports and 

physical exercises, social skills development as well as personal care (Leurs et al., 

2007). On the contrary, in Norway, all schools have chosen the improvement of 

learners’ well-being and learning environment in their programmes (Viig et al., 2010).  

 

There are topics addressed within the curriculum using the following learning areas: 

Life Orientation, Life Skills, Arts & Culture as well as Natural and Social Sciences 

(Strydom, 2011). Topics that require professional expertise are mainly done by 

organisations such as clinics, police, health department, and NGO’s. The following 

figure presents health promotion related topics, which are addressed in schools by 

various organisations. 

 

Table 3.3: Health related topics 

 Substance abuse 

 Sexual transmitted diseases (HIV/AIDS) 

 Environmental education 

 Violence  

 Mental health 

 Disease prevention  

 Measles outbreak  

 Food and nutrition 

 Physical activity  

 Road safety 
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These topics are addressed by other organisations by a mere fact that teachers are 

not competent when it comes to these topics; hence services for South African Police 

Service (SAPS), Clinics and Road Safety services are used to address the challenges 

in schools. The approach of attending to health topics in schools seeks to attend to 

challenges such as outbreaks within the particular area or the community; hence, it 

calls for specific services (Waggie et al., 2013).  Teachers’ understanding of health 

promotion in schools is when the school is promoting health topics that affect learners 

(St Leger, 1998). 

 

3.7.4 Resources and the promotion of health 

The availability of resources in a HPS is crucial for the progress and the practice of 

the programme (Mohlabi et al., 2010). In the first place, human resources are needed 

to plan and to organise activities within the school (Mohamed, 2015). This can include 

provincial officials, district officials, school officials, health officials, NGO’s, and 

community members who then collaborate, even though research is done in schools. 

Teachers will need assistance from other stakeholders who then can provide advice 

on health policies in school; counselling to learners who have emotional and social 

problems; policy development and disease outbreak from health professionals.  

 

The schools where HPS programme were researched about were schools in the 

disadvantaged communities (Mohammed, 2015) where the school is classified under 

quintile 1 and 3 and learners do not pay school fees. This places the school in a 

position where they can only receive funds from the DBE. Hence, one of the roles of 

the School Governing Body (SGB) is to raise funds (South African Schools Act 

(SASA), 1996) to carry some of the needs required by school.  

 

That means in the second place teachers needed funding for the health projects and 

activities that could be planned in the school. Teachers, together with the SGB could 

plan to raise funds by conducting fundraising with the parents of the school. Lastly, 

literature indicated the need for physical resources to support the project and activities 

such as dustbins for recycling purposes; taps to promote hygiene (washing of hands 

before and after eating or coming back from the bathroom); garden tools for gardening 

projects. Depending on the needs of the school, there could be more resources 
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needed to support teachers to do their roles in schools as well as the classrooms 

(Jourdan, 2016).  

 

The issue of resources is often understood as something that can be brought to 

schools. On the contrary, according to St Leger (1998), the principal and the 

management of the school are human resources that can bring about the functionality 

of the programme in schools. Various researchers argue that it is crucial for the 

principal and the management to buy in the HPS programme (Mohamed, 2015; 

Ntagungira, 2014).  

 

The SIAS policy document has shown the approach to identify barriers to learning in 

schools. The next section will present the barriers to learning in the health promotion 

context and the ecological system model. 

 

3.8 THE ECOLOGICAL SYSTEM AND BARRIERS TO LEARNING IN THE HEALTH 

PROMOTION CONTEXT 

The Ecological Systems Theory emphasises the importance of the environment to 

understand the learner (Bronfenbrenner, 1994). According to Bukatko and Daehler 

(1998), the multi-layered environment in which the learner functions on a regular basis 

can only examine the process of learner development. Section 1.6.1 has given 

thorough discussion about the theoretical framework. Hence, this section will clarify 

the practical effect of the theory of the learners with barriers to learning in the health 

promotion context. 

 

The understanding of the theoretical framework has to be understood in terms of 

understanding that what happened in all systems level directly and indirectly affect the 

role of teachers as promoters of health in schools.  
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According to Gabriel et al., (2010), the principles that form the foundation of the 

ecological systems theory were highlighted as follows: 

 The framework focus on the child; 

 A child is affected by the settings where they belong; 

 The family is the critical setting for the child; 

 The development of a child is determined by the experiences in the settings where 

the child spends time in; and 

 The connections among various settings, has an effect on the development of a 

child. 

The relationship between the systems will be discussed below to show how the five 

systems impact the development of a child in a more practical manner. 

 

Figure 3.6: The Bronfenbrenner’s ecological model 

 

Source: Eisemann et al., 2008:223 
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3.8.1 The microsystem 

The microsystem is the core component of the system where the child develops 

(Bronfenbrenner, 1979). The home and the school are very influential in the 

development of a child. It is in this context where the child experiences the feeling of 

security and develops trust and maturity with the significant people. According to Swick 

and Williams (2006), the child learns how to live and to create a healthy personality in 

the family. The same applies with what is taught in the church; what is taught at school 

as well as the peers determine how the child grows.    

 

The following factors in the microsystem environment can result as a barrier to the 

development of a child. These barriers are poor relationship between a child and the 

parents; poor relationship between a learner and the teacher, poor relationship 

between a learner and the peers, which can lead to social rejection, violence at home 

(domestic) and at school. The microsystemic barriers that can affect the child include 

the stressful lives of the family where parents could have gone through divorce, 

poverty and unemployment (Stack, 2005).  

 

Furthermore, barriers with schools can include inadequate understanding of health 

promotion in schools, teacher attitude; inadequate support from staff, an inadequate 

curriculum management; overcrowded classrooms and the unavailability of support 

services as well as the LTSM. The microsystem is presented in the diagram displayed 

in Figure 3.7.  
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Figure 3.7: The microsystem 

Source: Eisemann et al., 2008:223 

 

3.8.2 The mesosystem 

The mesosystem represents the relationships between settings in which the child 

revolves (Stacks, 2005); in this case, the relationship between the home and the 

school and vice versa (Bronfenbrenner, 1979). The relationship between the systems 

has an impact in the development of a child. Hence, Swick and Williams (2006) 

indicate that the real power of mesosystems relies on the connection it brings between 

the microsystem of the learner. The quality brought about by the interaction between 

different microsystems will also have an impact in the learner development. The quality 

of interaction between parents and the school, parents and the community institutions 

(church, after care centre, the library) as well as the social interaction with the peers 

plays a role in the development of a learner. Figure 3.8 below presents the 

mesosystem level. 
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Figure 3.8: The mesosystem 

Source: Eisemann et al., 2008:223 

 

3.8.3 The exosystem 

The exosystem is the layer where learners are not in direct contact with but have an 

influence in their development (Bronfenbrenner, 1979). The exosystem presents the 

structures where decisions are taken. This can be the decisions by the SGB; parents' 

workplace where their financial status can determine the provision of resources which 

promote learning at school, the churches with their moral behaviour as well as the 

library for the engagement in shaping the love for reading. 

 

The exosystem can be beneficial if the community has enough resources to promote 

health development for children. However, the nature of employment where parents 

are away from home and their children will have to be looked after by guardians, 

grandparents and in some instances, where there is no one to assist, their homes will 

be child-headed homes. The status that can be brought about parents work can have 

an impact in the children development in terms of helping with their schoolwork 

because they will arrive home late and already exhausted. This can also have a huge 

impact when parents can fail to attend important parents meetings whenever they are 

called by the school (Swick & Williams, 2006). This relationship is presented below in 

Figure 3.9. 
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Source: Eisemann et al., 2008:223 

 

3.8.4 The macrosystem 

According to the Bronfenbrenner (1979), the macrosystem is the larger context as well 

as the layer, which is furthest to the child. However, decisions taken in this structure 

have an effect in the learner development. All systems operate around the 

macrosystem. Although the environment is regarded as the very important element of 

the child development, the macrosystem represents the policies development by the 

national departments, values, morals, beliefs, traditions and laws shared among 

people (Onchwari et al., 2008). 

 

Owing to decentralisation of power to the provincial departments and districts, the 

implementation of health promotion policy can be slowed down as they will be moving 

in different stride as they effect change in different ways (Wildeman & Nomdo, 2007). 

Figure 3.9: The exosystem 
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Above all, there is an inadequate consultation by experts, service delivery and funding. 

The macrosystem is presented below in Figure 3.10. 

 

Source: Eisemann et al., 2008:223) 

 

3.8.5 The Chronosystem 

The Chronosystem is defined as the environmental changes over time 

(Bronfenbrenner, 1979). According to Hosek et al. (2008), the transitions that occur 

over time in one of the layers of the ecosystem will affect learner development. The 

Figure 3.10: The macrosystem 
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chronosystem focuses more on the transitions when the child leaves home to school. 

Swick and Williams (2006) also indicate that the focus is also on the transitions such 

as divorce, death or a chronic illness such as HIV/AIDS, cancer or diabetes. 

 

The adjustment processes can be better or worse depending on how it was handled. 

A child whose parents were financially stable if they happen to lose a job and cannot 

maintain the family or death of a parent, which forces children to be taken care of by 

the guardian who can abuse them. The changes, which are provided by the 

chronosystem, are presented on Figure 3.11 below. 
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Source: Eisemann et al., 2008:223 

 

The above explanations with regard to the relationship between systems have 

indicated clearly the effects that can be caused by these systems in the development 

of a child. The effects of systems in the development of a child therefore can cause 

barriers to learning which has been presented in the following sections.  

 

Figure 3.11: The Chronosystem 
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3.9 HEALTH PROMOTION AND THE MANIFESTATION OF BARRIERS TO 

LEARNING 

Promoting health for learners who experience barriers to learning in schools has not 

been a new thing because of the diversity of their problems (DBE, 2014). For decades, 

learners have been catered for in many ways. In the first place, the deficit model has 

been used to determine the learning barriers of learners (Landsberg et al., 2005), and 

because of this model, learners have been treated differently. The system of 

education, the schools as well as the teachers have the obligation to teach these 

learners (Education White Paper 6, 2001). In the schools, this calls for teachers to 

identify learners experiencing barriers to learning as early as possible, and to give 

necessary support, by observing learners carefully (DBE, 2014).  

 

To clarify learners experiencing barriers to learning, there are two concepts that need 

to be clarified. That is, Learners with Special Educational Needs (LSEN) who are 

described as learners who have special educational needs. This implies learners who 

have needs that are different from those of the average learners, the reason why their 

needs are special (University of South Africa, 2003). These needs may include factors 

such as a special seat because they have problems with their sight; a special learning 

material such as a braille, hearing aid because they cannot hear well and possibly 

additional support from the teachers (Engelbrecht et al., 2006). These learners have 

special needs because of modifications in their learning.  

 

However, the term "LSEN" does not place learners in an amicable position since they 

may be discriminated against because of their barrier to learning (Hay, 2009). The 

introduction of the concept in South Africa almost two decades ago under two 

commissions, namely, The National Commission on Special Needs in Education and 

Training (NSCNET) and the National Committee for Education Support Services 

(NCESS) saw the amalgamation of these two commissions under the leadership of 

Prof Sandy Lazarus. The latter came up with the Report, which was entitled Quality 

Education For All: overcoming barriers to learning and development. This gave rise to 

the shift in the concept LSEN to learners experiencing barriers to learning because 

LSEN is a broad concept, which does give a better explanation as to why learners 

have to be excluded in the normal system.  
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It is also the responsibility of the teachers to identify learners who experience barriers 

to learning (DBE, 2014). According to the Department of Education (2005:58), this 

includes learners who:  

 are in need of an enriched programme;  

 are in need of a support programme;  

 require diagnostic help in specific aspects of a learning programme;  

 have a learning barrier;  

 are over-aged;  

 have problems because of mismatch between home language and the language 

of teaching, learning and assessment;  

 have physical disabilities, e.g., vision, speech;  

 have health problems, e.g., illnesses, hunger; 

 have problems with emotional stability, for example due to harassment or violence;  

 do not attend school regularly; and  

 show signs of abuse or neglect.  

 

As part of health promotion in schools programme, the factors above indicates that all 

children in schools need support from their teachers. According to the SIAS (2014) 

policy document, it is clear that learners need support from their teachers as well as 

their families. Hence, support is coordinated to ensure that they receive full support 

even from all stakeholders in the education system. However, responsibility of 

supporting learners with barriers to learning is assigned to qualified persons employed 

by either educational support services or special schools, which could be nurses, 

psychologist or therapists (ISHP, 2012; DBE, 2014). 

 

According to Unisa (2003: 100), the procedure would require the class teacher to 

identify learners experiencing barriers to learning. Under this procedure the teacher 

would  

 Discuss the matter with the principal;  

 Make a written appointment with the educational support services; and 

 The educational support services assessed each learner individually, using such 

means as formal assessment media (IQ and other tests)  
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Then depending on the findings of the teacher assessments, one of the following 

methods is adopted:  

 The learner is referred to a special school.  

 The learner is given individual assistance by the learning support service. 

 The learner is referred to a private person, e.g., a psychologist or therapist, who 

had to be paid by the parents for help. 

 The school is given specific guidelines for assisting the learner, for instance 

through placement in a special school. 

According to this procedure, the role of the teacher was limited to only identify and 

refer the learners to experts without screening them with regard to the learning 

barriers. Besides, the challenge was that people who specialise were only a handful 

and the workload was too much (Kwatubana & Kheswa, 2014; ISHP, 2012) and the 

names of learners experiencing barriers to learning might remain on the waiting list for 

a long time before they were granted an appointment to a particular school. The 

process became complicated as the condition of learners deteriorated. In this case, if 

the SBST was in place and functional and the role of the teachers was clear, it would 

have been easier to assist learners in case they would have to wait and where there 

is limited number of health professionals. 

 

In essence, barriers experienced by learners needed to be attended to first in the 

classroom and secondly collectively by all within the support structures, including the 

national, provincial, DSBT and SBST.  

 

Nevertheless, According to Unisa (2003:100), the modern method of support focuses 

on the teachers’ roles in this manner: 

 The teacher’s responsibility is to identify and assess learners experiencing barriers 

to learning based on their schoolwork or some problem that they may be 

experiencing in that area.  

 The teacher helps the learners as s/he would normally deal with the problems that 

occur in class.  

 If the problem is not solved, additional attention has to be devoted to it. The teacher 

now proceeds to tackle the problem in a more penetrating way in order to find out 
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more about its nature and causes. This enables the teacher to provide the learner 

with help in a more intense and probably more appropriate way.  

 If the problem remains unsolved, the teacher realizes that additional assistance is 

needed, and he/ she now collects all the data on the matter, makes brief notes 

about the case, and proceeds to discuss it with the SBST. The team will give the 

teacher practical hints on how to deal with the problem, which the teacher puts into 

practice. Joint action continues until the problem is solved or until it is realised that 

the learner needs more specialised help.  

 If the problem persists or remains unsolved after the attempts of the teacher and 

the SBST, then the team would bring in the DBST (see, DBE, 2014).  

According to Mahlo (2012), it is evident that the above-mentioned procedure requires 

teachers to have specific knowledge and skills to enable them to identify and help 

learners who experience barriers to learning in their classes, cultivating their positive 

attitude towards learners experiencing barriers to learning to ensure that they are 

willing to accept these learners in classes and assist them. The Bronfenbrenner’s 

ecological framework unfolds as the difficulty in supporting the learners’ moves from 

teachers to the SBST and to the DBST. 

 

The challenge when it comes to the roles of teachers in promoting the health of 

learners is when the policy is not clear as to what teachers are supposed to do exactly. 

There is more admin without proper support for learners experiencing barriers to 

learning. This gives a clear understanding why teachers might not be able to 

comprehend and to conceptualise their roles as promoters of health. The ISHP (2012) 

is not clear about the roles of teachers as promoters of health. 

 

Barriers to learning in health promotion include disease and disease prevention as 

well as health education. To prevent some of these diseases, Shung-King (2014) and 

SIAS (2014) indicate that teachers will be administering deworming to children in 

schools. Besides, there is a huge confusion between health promotion and Inclusive 

Education in schools since teachers' understanding is that it has to do with disability.  

 

Meanwhile, barriers to learning in education imply those barriers that are caused by 

systems and they interfere with learning for children in schools. These barriers can be 
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in the form of systemic and socio-economic barriers (Education White Paper 6, 2001).  

These barriers are because of the interwoven barriers around the child. These barriers 

can be in the following manner: 

 

3.9.1 Systemic barriers and health promotion 

Above all barriers that can affect learning in school, the systemic barriers stand in as 

immediate barriers to learning because they affect teaching and learning directly 

(Wevers, 2012). These barriers are listed below as follows: 

 

3.9.1.1 Lack of resources 

In the first place, for learners to learn properly, they need infrastructure and LTSM 

(Ntagungira, 2014). Many schools lack basic and suitable material for them to learn in 

schools. Without much explanation, the lack of basic learning material for learners in 

schools is a barrier. In the second place, inadequate facilities at school are also a 

barrier that hampers learning (Landbrook, 2009). Apart from the resources mentioned 

above, there is also lack of human resources where it has been indicated in a number 

of research that there is an inadequacy in terms of people who can promote health in 

schools (Terburgh, 2015; Kwatubana, 2014; Mohamed, 2015; Preiser, 2014). 

 

3.9.1.2 Overcrowded classrooms 

According to Engelbrecht, et al., (2006), overcrowded classrooms will have an impact 

in how learners learn in the classroom. Education systems struggle to cope with 

overcrowded classrooms (Ainscow & Sandill, 2010). Teachers often have challenges 

when it comes to giving support to learners in the classroom because of high teacher 

ratio. 

 

The status where classrooms were overcrowded gave stress to the teachers since 

they were expected to complete a specific quantity of work (Eloff & Kgwete, 2007). In 

addition, Eloff and Kgwete (2007) argue that communities in rural areas have 

overcrowded classrooms where classrooms have 50 and more learners. In addition, 

these kinds of classrooms in these communities often do not have adequate resources 

to teach, and in some cases, they are understaffed where teachers could even find it 

hard to provide individual support.  
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Overcrowded classrooms that are not well ventilated can be a hazard to learners’ 

health in term if infectious diseases run quickly as they sit in proximity to each other. 

Owing to overcrowded classrooms, many children remain unattended to even when it 

comes to their referrals for further screening. This barrier is not clearly projected in 

what the ISHP prefers as the barriers to learning, which has to be mitigated by HPS 

programme national.  

 

3.9.1.3 Inflexible Curriculum 

Curriculum is an instrument for the process of education. The nature of curriculum in many 

instances is inflexible and it does not allow the local teachers to be creative when it comes 

to health promotion in the school or in the classroom. Besides, the content in the curriculum 

might not present the reality of where children come from (UNESCO, 2003).  

 

Curriculum should be flexible in terms of addressing all learners’ needs. Wevers (2012) 

argues that curriculum should not be confined to the national of central prescription only. It 

should be flexible to be able to accommodate learners learning styles as well as the 

individual teacher’s teaching style (Education White Paper 6, 2001). Therefore, the need is 

for the policy makers to ensure that the curriculum can be modified to accommodate 

learners learning styles as well as to encourage the approach (UNESCO, 2003). 

 

UNESCO (2009) further posits that the curriculum should aim to achieve diversity by 

offering universal learning opportunities for all. It should give adequate freedom for schools 

to apply curriculum to the school context where learners reside.  One other thing is that the 

curriculum must be relevant to the learners. Bornman and Rose (2010: 24) underscore that 

the best way of “shaping the curriculum is to look at the curriculum through the eyes of a 

learner rather than to look at the learner through the eyes of the curriculum” because it 

could be the best way to minimise barriers to learning. 

 

According to Donald et al., (2010:19), “health promotion should not be simply tacked onto 

the curriculum, but be infused into all that teachers do in the teaching and learning process 

and, especially, how it is done”. The principles of the ISHP clearly indicate the aspects that 

underpin school health in the education arena. The teacher’s work at school is mainly based 

on the curriculum (Renwick, 2006), which is provided by the Department of Education. The 

HPS recognises teacher development, the curriculum and teacher professional 
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development in its approach. However, it remains silent on the role of teachers and how 

they can practice health promotion in their classroom curriculum and their schools in 

particular. Teachers are central in schools, both in their professionalism and knowledge, 

which they display in the formal and informal curriculum (St Leger, 2000).  

 

Nevertheless, there is a lack of knowledge on what and how they should actually teach in 

their classrooms and the school as a whole, which support health promotion (Terburgh, 

2015). The lack of knowledge is assumed to have slowed down their pedagogical practice 

because they do not possess better understanding on what is supposed to be taught in 

schools concerning health promotion. Questionably, there is a mixed feeling regarding the 

roles of the stakeholders in the programme because of the high proportion of the 

involvement of HoD in terms of intervention programmes, which are geared towards the 

prevention of diseases, and which possibly do not increase control and to empower 

teachers in schools (Kwatubana, 2018:4).  

 

Among other important matters, the HPS was constructed with the purpose of focusing 

on the curriculum in mind, although the focus has shifted more on the infiltration of a 

health issues and the behaviour afterwards (Peu et al., 2010). This has impacted 

negatively because the focus on the curriculum does not respond positively to the 

pedagogy in the classroom. There are few factors to consider when it comes to 

curriculum. These factors are as follows: 

 

3.9.1.3.1 Curriculum content 

The confusion with regard to the content of the curriculum cannot be ruled out because 

very often, teachers think about the subject matter of what they teach in the classroom 

as a challenge. The content of the curriculum from every subject in the school needs 

to be effective in a way that it must have curriculum-based programmes, which 

empower both teachers and learners on skills such as negotiating, decision-making, 

coping, interpersonal, problem solving as well as creative thinking. 

 

3.9.1.3.2 Teaching and learning factors 

For teachers to be able to teach correctly according to curriculum to a point where they 

cater for the needs of their learners, they need to have good teaching approaches and 

competencies, which reach all learners irrespective of their challenges (Education 
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White Paper 6, 2001). One important factor that also contributes in the teaching and 

learning factors is that there must be enough class time allocation to health issues, 

which often is not possible (Viig et al., 2010). Above all, health matters addressed in 

the classrooms need to move to the community where learners live to ensure 

sustainability. 

 

3.9.1.3.3 Professional development for teachers 

Teachers normally understand and accept the curriculum factors that respond to the 

educational goal even when it is health promotion programmes (Jourdan, 2011; 

Preiser, 2014). In a way, the relevant curriculum programme can succeed when there 

is an integrated professional development for teachers International Union for Health 

Promotion & Education (IUHPE) (2000). In particular, three main elements guide the 

HPS curriculum. These elements are as follows: 

 Notional time allocated to health related issues in the formal curriculum which is 

offered through subjects such as Life Orientation, Life Sciences, Physical 

Education, Social Sciences as well as other related subjects; 

 The hidden curriculum of the school includes the behaviour, which is lived out 

within the school community (Rowling & Samdal, 2013). That includes the daily 

conduct of the school. How teachers conduct themselves before the learners in 

and out the classroom and how they relate with other staff members as well as the 

parents. Learners often copy what they see from their teachers. 

 The informal curriculum is that which is included in the extra-curricular activities 

such as sports (IUHPE, 2005; Morton & Lloyd, 1994). 

 

3.9.1.4 A quest for relevant pedagogy 

The approach to HPS originated from the health sector to improve learners’ health 

through teaching owing to the high prevalence of diseases in schoolchildren (Lazarus, 

2006). Pedagogy is totally regarded as the role of the school since schools are 

regarded as the perfect setting for the health promotion (St Leger, 2000). However, if 

the teaching of health promotion in schools is not clear in the curriculum, there will still 

be problems that affect both teachers and learners. Currently, in South Africa, schools' 

focus on health promotion issues is through the teaching of Life Orientation and Life 

Skills (van Deventer, 2008; Roux, 2011, Strydom, 2011).  



 

202 

 

This is only done by Life Orientation teachers where issues affecting learners’ health 

in particular are attended to in a holistic manner. Nevertheless, there are issues that 

remain unattended especially by teachers in the classroom since they are matters 

concerning families and the community where learners live (Terburgh, 2015). 

Teachers in their teaching need to understand that learners have different learning 

styles; therefore, they should apply different learning strategies in their teaching 

(Education White Paper 6, 2001). In some classrooms it will require the teachers to 

have not only to differentiate the strategies it will require the teacher to have suitable 

resources to cater for the learner in the classroom (DBE, 2014). 

 

Now that the focus of health promotion in schools is in mostly disadvantaged 

communities where learners do not pay school fees and there is a shortage of 

resources to provide for learners with learning difficulties. Indeed, teaching and 

learning could be affected by barriers such as inappropriate pedagogy, insufficient 

support of teachers, inappropriate and unfair assessment procedures, the language 

of instruction, inflexible classroom management, and inappropriate attitudes 

(Terburgh, 2015).  

 

Moreover, the provision of support services and resources, with teachers in particular, 

may lead to an easier conceptualisation of barriers to learning and how the roles of 

teachers in the promotion of health in school could be (Wevers, 2012). The assumption 

could be that if teachers understand their roles and how they need to liaise with other 

systems such as SBST specifically for the purpose of learners who are experiencing 

barriers to learning, there could be a success in the health promotion programme 

(Mohamed, 2015). 

 

3.9.1.5 Lack of adequate training 

For health promotion to take place in schools, it can also mean that teachers need to be 

trained on their role as promoters of health in schools. Teachers’ self-efficacy is very 

important to teach in a HPS context. It also implies that they must be both competent and 

confident in their teaching capacity (Wevers, 2012). Proper training for teachers is very 

important for the implementation of health promotion in schools. Du Toit and Forlin (2009) 

raise the concern by teachers where they were indicating the need for a proper training and 
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not a workshop where they have to do the work themselves. In most cases, the kind of 

training offered for teachers results in mismatch where what is offered as part of training 

does not meet the needs of teachers in schools (Wevers, 2012). 

 

3.9.1.6 Teacher readiness for health promotion 

The role of teachers as promoters of health in schools is crucial for the success of 

health promotion in schools as they can bring about transformation and changes in 

schools (Lindsay, 2007). Teacher readiness in health promotion is affected by the lack 

of respect when they are not consulted when there are changes in education. 

Wearmouth, Edwards and Richmond (2000) argue that lack of communication has 

always contributed to failure in the implementation of programmes because of 

insufficient notice. Health promotion in schools has proven to be the most important 

programme. However, it appears that the empowerment of teachers is neglected in 

the policy development. 

 

Programmes to support learners are done in schools. However, often teachers are not 

consulted and taken into consideration. The HPS models presented in this chapter 

showed insufficient involvement of teachers in schools. The implementation of 

programmes in schools has been reported to be unsuccessful even in the developed 

countries such as Britain where teachers are reported to have a proper and adequate 

training (Wearmouth et al., 2000). 

 

It is apparent that almost all research in health promotion in schools in South Africa 

lacks the involvement of teachers in health promotion. Research has indicated that 

teachers lack understanding of health promotion in school (St Leger, 1998). According 

to Wevers (2012), research has revealed that teachers have no clear vision with 

regard to the support strategies to be used to support learners. 

 

3.9.1.7 Teacher attitude 

Teachers are fulfilled by their daily interaction with learners. However, if teachers are 

not equipped to work with diverse learner population, such interaction can be the 

cause for great dissatisfaction. Attitude forms a great part in the promotion of health in 

schools. However, teachers’ negative attitude is caused by the fact that they do not 
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feel educationally equipped and they are not willing to be involved in such a difficult 

and tedious work (Batsiou, Bebetsos, Panteli & Antoniou, 2008). 

 

3.9.2 Societal barriers and health promotion 

One of the responsibilities of the school is to influence the society (Marx et al., 1998), 

since there could be barriers that can affect learners at school (Donald et al., 2002). 

The Bronfenbrenner’s ecological model asserts that child development happens within 

the systems, and this refers to the society where children develop (1992). Various 

researchers stated the following as barriers, which can have an effect in the learning 

of children (Donald et al., 2002, Landsberg et al., 2005; Ntagungira, 2014; Mohamed, 

2015). Barriers include the following: 

 

3.9.2.1 Lack of parental involvement 

Parental involvement is critical requirement for any school programme to succeed. 

Parents of children who experience barriers to learning are instrumental to the 

educational change processes (McNab, 2009). The role of parents in the health and 

education of their children cannot be stressed enough. However, schools find it difficult 

to build strong links between schools and families (Mohammed, 2015). Research done 

by Mohamed (2015) discovered that a number of factors could cause lack of parental 

involvement. These factors are socio-economic circumstances such as alcohol abuse, 

poverty, unemployment, dysfunctional families, low level of literacy as well as 

malnutrition (Pieterse, 2010). 

 

Besides the socio-economic status factors, there other factor which influences 

parental involvement is the relationship between the home and the school. Education 

is a societal matter where parents should be involved fully in the education of their 

children. The call for parents to be involved is crucial for schools to be effective 

(Mewezino, 2010; Clelland et al., 2013).  

 

On the other hand, teachers believe that parents distance themselves from schools 

and this is clear when they are invited at school they do not come (Wevers, 2012). The 

educational landscape has changed so much that parents are not coping because the 

school work is far much irrelevant to their level if illiteracy; hence they leave everything 

to the teachers in schools (Singh et al., 2004). 
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3.9.2.2 Substance abuse 

Substance abuse is becoming a serious problem, which affects learning in school. The 

age of children who are engaging in drugs has changed drastically. According to the 

DSD (2006), it has been reported that the age of children who are engaging in drug 

abuse is scary because children as young as 10 years of age are involved in drugs. It 

is believed that social problems such as unemployment and poverty could be the 

cause of alcohol and drug abuse (Wevers, 2012). In families where drug and alcohol 

are abused, children are highly influenced by this behaviour and they can easily copy 

from their parents and become addicted as well (Bezuidenhout, 2006).  

 

Although children can copy from their parents, there could be other factors such as 

peer group, personality, home (divorce, death of one parent, domestic violence) and 

school environment (bullying) and some events of life (Bezuidenhout, 2006). It has 

been stated that drug and alcohol abuse has an impact in the on the learner’s 

academic achievement as it can affect them psychologically, physiologically and 

emotionally (Department of Education, 2002c; Van Hout & Connor, 2008). 

Nevertheless, because learners spend most of their time at school, teachers can assist 

in overcoming drug abuse for children who are at-risk to learn effectively (Pillay, 2000).  

 

3.9.2.3 Child abuse 

Child abuse manifests in various forms, namely, emotional, sexual, physical abuse as 

well as negligence by parents. The World Health Organisation (2002) has further 

clarified the form of abuse and how they affect learners’ development. These forma of 

abuse are: 

 Emotional abuse is the failure of the caregiver to act and to provide a supportive 

environment that has an effect on the development of a child. Restricting children 

to move, ridicule, rejection, threats, discrimination and other forms of hostile 

treatment forms part of emotional abuse (WHO, 2002:60). 

 Sexual abuse is when the caregiver uses the child for sexual gratification. Sexually 

abused children manifest their problems during schools years, which can also 

create problems through their adulthood if not attended to (WHO, 2000:398) 
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 Physical abuse is when the child is harmed physically through beating with hard 

objects to an extent where children can be treated medically. These kinds of 

children can display aggressive behaviours in school/ classroom. Sometimes they 

can often turn to substance abuse as a way to comfort themselves (WHO, 2002:60) 

 Negligence refers to the failure of parents to provide for the development of 

children even when they can. Negligence can be in a form of nutrition, living 

conditions, education, health, emotional development and accommodation. Any 

form of child abuse has an impact in the development of a child as it can cause 

violent behaviours, issues of trust and low self-esteem (WHO, 2002:61). 

 

3.9.2.4 Violence 

Violence is an act where force is used to the one who’s vulnerable and cannot protect 

themselves from the person who is inflicting pain to them (Jukes et al., 2008; Mthiyane, 

2013). Learners are exposed to violence at multiple levels in the community 

(Cummings et al., 2013). These levels are domestic violence, which occurs at home 

where children are beaten, parents fight each other and the atmosphere is tense as 

children continue to suffer as victims of such. It is followed by school violence, which 

occurs at school. This can occur when their teachers abuse the children physically, 

emotionally as well as sexually. It can happen to the learners through bullying by peers 

(Mthiyane, 2013). Child abuse in school often changes the school atmosphere into a 

negative setting; and finally, there is societal violence where children observe negative 

behaviour from the community. This can be in a form of crime and gangsterism in the 

community. This kind of abuse can manifest when children are always absent from 

school for the fear of physical injury and it can lead to serious learning breakdown 

(Bloch, 2007). 

 

3.9.2.5 HIV/AIDS prevalence 

HIV/AIDS is seriously affecting children in one way or the other. Either children can 

get it from the infected mother and those who are affected because all parents passed 

because of HIV/AIDS (Basaza & Kaija, 2002). HIV/AIDS affects children where they 

have to take care of parents who are bedridden as they take over domestic chores. In 

addition, HIV/AIDS within the family affect children when they are stigmatised and 

decide to stay away from school rather than to be humiliated at school. Richter (2004) 
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asserts that some children endure the pain of rejection by the community and family 

where they can end up as children who are taking care of themselves. 

 

3.9.2.6 Poverty 

Poverty has a direct effect on the education of a child irrespective whether it is absolute 

poverty or relative poverty. By absolute poverty, it means that parents cannot afford 

financially to support the child in terms of school and other needs required by the 

learner (Van der Berg, 2008). Parents might not be able to afford the physiological 

needs where a learner requires money for books and other educational resources (Fry, 

2010). In some cases, this can result in child labour where some children would like 

to supplement the family’s income (Hugo, 2006). In addition, Van der Berg (2008) 

explains relative poverty as something determined by the society where parents live. 

With their financial status, they cannot be regarded poor in one community but be 

regarded as poor in another community. Poverty in all its states can have a negative 

impact in the health of children. For example, learners who are referred for further 

assessment in clinics or hospitals might not be able to reach such places because 

parents might not be able to afford money for the transport (ISHP, 2012). 

 

Poverty can move on to affect issues of nutrition where children might not have enough 

to eat from their families and which has a direct impact in their learning. According to 

Fry (2010), hungry learners find it difficult to concentrate in the classroom possibly 

because of their sugar levels, which might be low. 

 

These and other factors in the community can constitute barriers that can affect 

learning at school, unless support is given to the teachers. This commends that 

learning barriers do not occur in isolation, the challenges are interwoven within the 

systems (Bronfenbrenner, 1979; Ntagungira, 2014).  

  

3.9.3 Medical barriers and health promotion 

The focus in promoting the health of children in schools is moving away from the deficit 

model/medical model since learning is seen as integrated (Landsberg et al., 2011). It 

is not only the barriers within the child but the socio-economic elements can contribute 

as well. However, the medical barriers cannot be ruled out, since here and there 

children will have to take their medication to stabilise their condition. These medical 
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barriers include barriers such as hearing loss, visual impairment, epilepsy, motor 

disorder, memory problems, attention problems, cognitive disabilities as well as 

intellectual disabilities. 

 

Moreover, the medical problems will need to be attended to by the medical 

professionals as it is stipulated in the ISHP (2012). However, this cannot dismiss the 

fact that teachers are the main team members when it comes to working with children 

in schools. For teachers to understand these medical barriers, they will need to be 

empowered as to how to work with these children in the school and classroom 

environment. This applies to all schools where children are enrolled; they need support 

from their teachers although much of medical attention will come from the school 

health nurses (Terburgh, 2015). 

 

3.10 CONCLUSION 

This chapter provided the health and the promotion of health by teachers as the 

research base for this study. The background study on health promotion was derived 

from the literature and models from various countries were evaluated to see how 

teachers assume their roles as promoters of health in schools. To understand all 

these, their professional identity in terms of promoting health in schools was 

investigated as well as their needs in health promotion. 

 

As part of the study, teacher experiences towards health promotion in the Gauteng 

Province was conceptualising the context in the schools. The chapter also focused on 

the policies and practices guiding the promotion of health in the province. Topics 

related to health promotion as well as the barriers, which affect learning, were 

discussed as well.   
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CHAPTER 4  

RESEARCH DESIGN AND METHODOLOGY 

 

4.1 INTRODUCTION AND ORIENTATION 

The aim of this chapter is to give details about the research methodology used in the 

study as well as to describe the research approach used, and to give an overview of 

the research design. This chapter outlined the data collection and methods used in the 

analysis of data. In addition, the ethical considerations regarding qualitative research 

was discussed as it is regarded as the most important aspect of qualitative research 

because it involves exploring, examining and describing the lived experiences of 

participant in their natural setting. 

 

4.2 RESEARCH AIMS AND OBJECTIVES RE-EXAMINED 

Health promotion is relatively a new phenomenon within the South African education 

context (Shung-King, 2013). Therefore, it requires major adjustment and paradigm 

shifts. Apart from the development of relevant education policies, there is a need to 

establish appropriate and effective support systems by all levels in the education 

system (Terburgh, 2015). The central point of the delivery of health promotion in 

schools is the classroom as well as the school in general. Whether health promotion 

is implemented in South African schools or not, research indicates that learners 

experience many health issues in schools, which affect teaching and learning (Donald 

et al., 2010). Hence, the main objective of this research was to investigate how 

teachers could promote health in the schools. 

 

To recapitulate, the following questions were used to guide the study. The main 

question, which guided the study, was: 

 

 How do teachers conceptualise their roles as promoters of health in the 

schools? 

The following sub-questions, which also directed the research endeavour, were: 

 How do teachers perceive health and health promotion in schools? 

 How do teachers in their pedagogical practice promote health in the school? 
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 What can be presented as a possible framework for the teacher as a promoter of 

health in the school?   

The following figure explained how the study was executed. 

 

Figure 4.1: Research methodology summary 
 

 

 

4.3 RESEARCH PARADIGM 

This section begins by discussing the paradigm used in this research. According to 

Creswell (2007); Durrheim (2009) and Nieuwenhuis (2010a), any scientific study is 

embedded within a particular research paradigm. According to Durrheim (2009), 

paradigms are fundamental to research basically because they influence what is to be 

studied as well as the manner in which the question has to be studied. 

 

Methodology & design

Qualitative

Intepretivism

Phenomenology

Data collection methods

Focus group interviews

Observations

Document analysis  

Ethical consideration

Permission to conduct research

right to privacy and confidentiality

Participants informed consent

Participants protection from harm

Beneficience

Anonymity

Access and acceptance

Trustworthiness

Credibility

Transferability

Dependability

Confirmability

Authenticy

Data analysis

Organise data

Classify data into themes

Coding

Data analysed



 

211 

4.3.1 Paradigms in research 

A paradigm is defined as a model that contains as set of legitimated assumptions and 

a design for collecting and interpreting data (Bailey,1994; Lichtman, 2010). Equally, 

Glesne (2006) defines paradigms as maps for scientific communities determining 

critical issues for its members in order to address and define acceptable explanations 

and techniques to solve the defined problems. Likewise, Mertens (2009) defines 

paradigm as an approach used to look at the world and it is composed of certain 

philosophical assumptions that guide and direct the thinking and action. 

 

Further, Nieuwenhuis (2010a) asserts that a paradigm addresses the fundamental 

assumptions taken on faith, like beliefs about form and nature of reality, which is the 

ontology as well as the belief about knowledge, which is the epistemology. In addition, 

Nieuwenhuis (2010b) describes a paradigm as a way how the researcher go about 

with the purpose of finding whatever is believed to be known. In essence, paradigms 

serve as the lens through which reality can be interpreted. 

 

The implication is that in the research world, a research design cannot be isolated 

from the researcher’s paradigmatic perspective (Lichtman, 2010). This means that the 

way we think the social world is constituted, it is our ontology and it shapes how we 

can get to know about it. Certainly, the way we look at things (epistemology) and the 

methods we utilise to search for that particular knowledge is basically the 

methodological paradigm (Mertens, 2010). 

 

Hatch (2002:11) indicated that there are four research paradigms, which are identified 

in Table 4.1. In principle, these paradigms are discussed below.    
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Table 4.1: Different research paradigms   

 Ontology 

nature of 

reality 

Epistemology 

what can be known 

Methodology 

how knowledge 

is gained 

Product 

forms of knowledge 

produced 

 
P

o
s
it

iv
is

t 

Reality is out 

there to be 

studied, 

captured and 

understood 

How the world is 

really ordered, 

knower is distinct 

from the known. 

Experiments, 

quasi- experiments, 

surveys, correlation 

studies 

Facts, theories, laws, 

and predictions 

P
o

s
t-

 p
o

s
it

iv
is

t Reality exist but 

is never 

apprehended 

Approximation of 

reality, researcher is 

data collection. 

Rigorously 

defined qualitative 

methods frequency 

counts, low level 

statistics 

Generalisations, 

descriptions, patterns, 

grounded theory 

C
o

n
s
tr

u
c
ti

v
is

t Multiple realities 

are constructed 

Knowledge as a 

human construction, 

researcher and 

participant construct 

understandings 

Naturalistic 

qualitative 

methods 

Case studies, 

narratives, 

interpretations, 

reconstructions 

C
ri

ti
c
a

l 
/ 
fe

m
in

is
t 

The 

apprehended 

world makes a 

material 

difference in 

terms of race, 

gender and 

class 

Knowledge as 

subjective and 

political. Researcher’s 

values frame of 

enquiry. 

Transformative 

inquiry 

Value mediated 

critiques that challenge 

existing power 

structures and 

promote resistance. 

Source: Hatch, 2002:11 
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These four paradigms are based on the argument that schools of scientific thought 

could reach paradigm status when they have literally generated answers to the 

following questions (Hatch, 2002:498): 

 What are the fundamental entities which the universe is composed of? 

 How do these interact with each other and the senses? 

 What questions can legitimately be asked about such entities and what techniques 

are employed in seeking solutions?  

According to Denzin and Lincoln (1994), a paradigm consists of three features, which 

give a better understanding of the research to be done. These aspects are: 

 Ontology - which raises the basic question about the nature of reality; 

 Epistemology - which raises the question of how we know the world; and 

 Methodology - which focuses on how we gain this knowledge. 

According to Creswell (2003:8), the constructivist paradigm is applicable and 

significant to the study for the reason that assumptions identified in this research 

maintain that individuals seek understanding of the world in which they play, live and 

work as they tend to develop subjective meaning of their experiences and the fact that 

meaning is directed towards certain things. 

 

In the next section, the focus was on research design and research methodology 

involved in the study.  

 

4.4 RESEARCH DESIGN 

Research design is an extensive research plan that covers a number of aspects of the 

research approach right from the start to the end of the research findings (De Vos et 

al., 2011). According to Gibson (2010), research design involves working on a 

particular way of following through research question in relation to a set of data. The 

type of research design that is pragmatic to a particular research project determines 

the aims and objectives of the research. However, Van Maanen (1983) warned against 

the application of wrong tool that it could be better than having no tool at all as valid. 

Therefore, careful consideration of the choice of a research design was given for this 

research. 
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Optimistically, the role of teachers as promoters of health in schools is much 

dependent on the quality of human actions, attitude of teachers, organisational 

practices, as well as the approaches. Walker and Evers (1999) affirm that an 

investigation into a particular phenomenon can best be catered for by a qualitative 

research approach by saying that the distinctive human dimensions of education must 

grasp the meanings of actions, individuality of persons and the uniqueness of events. 

In line with Lemmer’s (1992) and Merriam (2009) report, qualitative researchers have 

the ability to access hidden data.  

 

The nature of this study was on experiences, perceptions and the understanding that 

teachers have with regard to their roles as promoters of health in schools. This study 

has adopted the qualitative research design as it endeavours to understand the 

situation rather than to explain the human action derived from the perspective of the 

insider to the situation (Babbie & Mouton, 2007). Besides the policies that guide health 

promotion programme in schools and the provincial officials who are working on the 

ground together with the district officials, teachers are the most suitable participants in 

this research study, especially when it comes to their role as promoters of health in 

schools (St. Leger, 1998; 2000; Jourdan et al., 2011; Preiser, 2014).  

 

Again, Babbie and Mouton (2007) indicate that the perspective of individuals in 

research possibly widens the themes of research.  The only way to understand and to 

describe human experience is when the qualitative methods are used. Nevertheless, 

it calls for the maintenance of humanity throughout the research process as it is not 

possible though to escape the subjective experience. Therefore, grounded on this 

argument, that qualitative researchers are able to access hidden information the 

qualitative research design was engaged in this study. 

  



 

215 

 

4.5 QUALITATIVE RESEARCH 

Qualitative research is described as any type of research wherein the research results 

were not obtained from statistical analysis (Litchman, 2010). Furthermore, Lincoln and 

Guba (2000) define qualitative research as a systematic investigation into the 

implication of the study where the researchers study the phenomenon in its natural 

settings with the purpose to understand how the participants make sense of their 

experiences.  

 

The main objective of a qualitative approach in this study was to explore areas where 

no prior information regarding the role of teachers as promoters of health in schools 

exists as well as the description of behaviours, themes, attitudes, and needs in 

addition to relations that are pertinent to the areas analysed (Creswell, 2013). The use 

of qualitative approach in the study helped to discover the nature of participants’ 

behaviour, perspectives and experiences of which there is little knowledge about 

(Maree, 2011; Terre Blanche et al., 2006). To enable the researcher to engage in the 

emotions of the participants, data were collected using in-depth interviews (Leedy & 

Ormrod, 2010).  

 

As a result, for the researcher before engaging in any kind of research, it is imperative 

to know the nature, scope and the characteristic of the research design to be used for 

the reason that maximum quality, validity and reliability of the research output can be 

ensured. For the purpose of this research, features of qualitative research are 

discussed below. 

 

4.5.1 Features of qualitative research 

According to Brikci and Green (2007), qualitative research is measured by its aims, 

which often relate to the consideration of some features of social life along with its 

methods which produce words, instead of numbers as data for analysis. A number of 

literatures allocate noticeable features to qualitative research, which basically make a 

distinction of it from other research approaches (Lincoln & Guba, 1985; Eisner, 1991; 

Bogdan & Biklen, 1992; Hancock, 1998; Patton, 2002). These features are as follows: 

 



 

216 

 Qualitative research uses natural context as the source of data. There is no attempt 

to manipulate the circumstances under study as is the case with experimental 

quantitative research because the researcher attempts to observe, describe and 

interpret the context as they are. 

 In qualitative research, the researcher acts as a human instrument of data 

collection. Hoepfl (1997) indicated that in qualitative research, data are collected 

through direct encounters with individuals either through observation, group 

interviews or one on one interview. Mostly qualitative researchers use inductive 

data analysis. Data collected are used to develop theories and concepts, which are 

used to understand the social world.  

 Researchers in qualitative research pay attention to the eccentric as well as the 

prevalent with the purpose to find the uniqueness of each situation. 

 Often qualitative research has an interpretive character, which aims at determining 

meaning events have for individuals who experience them and the interpretations 

of meanings by the researcher.   

 Lastly, qualitative research reports are descriptive in nature as they combine 

expressive language and the presence of voice in the text.  

In conclusion, to the features of qualitative research, one of the features is its emergent 

design where researchers focus on the emerging process of the research. Patton 

(2002) indicates that as understanding deepens regarding research, the emergent 

design allows for openness to adapting inquiry where the researcher is able to evade 

getting locked into flexible designs that reduce receptiveness of discovery as they 

emerge. 

 

4.5.2 Different types of qualitative research strategies 

The above section discussed the predominant features of qualitative research. 

Nevertheless, there are different types of qualitative strategies accessible to the 

qualitative researcher. These strategies include grounded theory, ethnography and 

phenomenology where each strategy has its own focus. Hence, the researcher has 

selected the qualitative research strategy that would best respond precisely to the 

research question of this study. The difference in research strategies has been 

illustrated in Table 4.2. 
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Table 4.2: Different qualitative research strategies 

Different qualitative research strategies 

Focus  Case study Ethnography  Phenomenology  Grounded theory 

CENTRAL RESEARCH 

QUESTION 

What are the 

characteristics of the 

phenomenon? 

What is the culture of a group 

of people? 

What is the meaning of 

experiences to people? 

What theoretical constructs, 

themes and patterns 

evidenced in data? 

PURPOSE OF THE 

RESEARCH 

Examine a single case 

in-depth in order to 

understand the person 

or phenomenon 

Understanding the 

relationship between 

behaviour and culture 

Description of an experience 

from the participants’ point of 

View 

To derive at a theory that link 

participants’ perspectives to 

general social sciences 

theory 

NATURE OF RESEARCH 

PROCESS 

Study bounded cases. 

Focus on natural context 

Studies sites. Focus on 

naturally occurring processes 

Studies individuals 

Focus on lived experiences 

Studies a process 

Focus on interactions 

DATA COLLECTION 

METHODS 

Interactive fieldwork 

Formal and informal 

Interviews. Some use of 

quantitative measures 

Participant observation 

Structured interviews 

Artefact or document 

observation 

In-depth unstructured or semi-

structured interviews 

Purposeful sampling of 5 to 10 

individuals 

Draws from historical 

records, interviews, 

observations, variable, 

multiple units 

DATA ANALYSES 

METHODS 

Interpretational search for 

themes  

Structural search for 

patterns in discourse 

Reflective-rich portrayal of 

participants’ views 

Event orientated 

Structured indexing 

and coding 

Constant comparative 

method 

Meaning orientated 

Search for themes and 

patterns across participants 

Open, tentative, intuitive 

Concept orientation 

Open axial, selective coding 

Constant comparative 

method 

REPORTING OF FINDINGS Analytical narrative 

Reflective narrative 

Holistic description 

of everyday events 

Assertions 

Thematic narratives Analytical story 

Source: Gerber, 2008:4 
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Based on the discrepancy in the different qualitative strategies outlined above, the 

best qualitative strategy to respond to this study was the phenomenology. Through the 

latter, the researcher gains insight on the role of teachers as promoters of health in 

schools as experienced and perceived by participants. According to Fouché (2002), 

insight to the phenomenon could only be gained by entering the natural settings of the 

participants and engage with them regarding the experiences as promoters of health 

in schools.  

 

4.5.3 Phenomenology 

The aim of the phenomenological research strategy was to understand and to interpret 

meaning given by participants to their daily lives (Creswell, 2014).  To be able to do 

all this, the researcher entered the participants’ life world and placed herself in their 

shoes to determine how they feel. According to Finlay (2008), the researcher aims to 

open up to see the world differently by putting aside and focus on how they are 

experienced. Long interviews with up to ten people are used in the phenomenological 

study as a method of data collection. Through purposeful sampling multiple individuals 

who have experienced the particular incidence were identified.  

 

It has been noted that all participants are Life Orientation/ Life Skills teachers, who in 

one way or the other are promoting health in their classrooms, their experiences differ 

depending on their ages, experience in teaching and different views on how to promote 

health in schools. 

 

4.6 POPULATION AND SAMPLING 

In research, population refers to individuals who hold similar characteristics whereas 

sampling refers to the elements in the population carefully considered to be part of the 

study. The population targeted in this research included teachers in Gauteng Health 

Promoting Schools. According Strydom in De Vos (2002: 192), “a sample is studied 

with the purpose of understanding the population from which it was drawn”. The 

beginning of the health promotion programme in the Gauteng Province started with 14 

schools. Owing to a large number of HPS in the Province, it could have been 

unrealistic to include all 14 schools and teachers in the investigation of the study. 
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However, a sample was drawn from the total population where three teachers in six 

schools were selected. According to Marshall (1996), a suitable sample size is one 

that sufficiently gives answers to the research question.  

 

For the purpose of this study, the researcher used purposeful sampling.  Purposeful 

sampling is defined as a technique that involves the conscious selection of certain 

subjects to be included in the study by the researcher to provide the anticipated results 

(Crookes & Davis, 1998; Creswell, 2003). According to Creswell (2003) sample is 

beneficial to the researcher because it gives answers to the research questions. 

 

Purposeful sampling was applied in the study to select participants based on their 

experience which they have acquired since 2006 when the HPS programme was 

initiated in the Gauteng Province. Furthermore, only Life Orientation teachers were 

chosen because it was assumed that they would yield the most needed information 

about the health promotion in schools. According to Morse and Richards (2002), these 

participants must be prepared to participate in research as well as to share the 

information. 

 

4.7 THE ROLE OF THE RESEARCHER 

According to Barret (2007), the nature of qualitative researchers is to seek to 

understand the phenomenon that is observable through interactions, actions, events 

or talks. In this instance, the researcher is subjective and literally accepts that reality 

is created by the involvement of participants in research where the researcher forms 

part of the study (Maree, 2011). 

 

 According to Clifford, French, and Valentine, (2010), and Bloor and Wood (2006), the 

researcher acted as a mediator in the focus groups interviews by facilitating the groups 

as she generated the conversation. As an observer, the researcher shifted her focus 

as new settings and themes occurred in order to understand the context fully (Leedy 

& Ormrod, 2010). 

 

After the collection of data, the researcher acted as a medium of discovery and 

interpreted data and its meaning (Josselson et al., 2003). Basically, the objectives of 

the researcher as an observer were hidden from the participants since the researcher 



 

220 

was seen as the member of their school after a while unlike the scientific observer 

(Babchuk, 1958). This was also possible because the researcher played the role, 

which was well defined and natural to schools (Terburgh, 2015).  

 

Depending on the researcher’s logic and the knowledge acquired during the study 

when it comes to final interpretation of the research report, data analysis, interpretation 

of results and clarification of concepts were interwoven (Barret, 2007). The final report 

presented the researchers’ logical interpretation of the study and mainly the evidence 

of the study.   

 

The researcher was trained as a secondary school teacher.  Her teaching experience 

is more than 20 years in various schools situated in Limpopo Province and the North 

West Province.  Her specialisation was in Learner Support.  As a concerned educator 

and parent her main interests are the promotion of health in schools.  

 

4.8 DATA COLLECTION 

Data collection is the stage when the researcher would enter the research field with 

the purpose of collecting particular information, which will give answers to the research 

question. In this study, data have been collected using the qualitative data technique 

where there were six focus group interviews from six HPS. Qualitative data have been 

utilised because the researcher wanted to gain in-depth understanding of the teachers’ 

role as the promoters of health in schools (Creswell, 2014).  

 

4.8.1 Data collection methods 

There are various methods to collect data. Qualitative data collection methods 

naturally include interviews, document analysis and observations. Moreover, it may 

also include historical analyses, surveys and case studies (Savenye & Robinson, 

2004). For this study, the following data collection methods were used, namely, Focus 

group interviews, observations as well as document analysis.  

 

4.8.1.1 Focus group interviews 

Focus group interviews refer to the group of people who sat in informal settings for the 

purpose of discussing a particular topic given by the researcher as they share their 

knowledge and experiences in conducive settings (Clifford et al., 2010). In addition, 
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DiCicco-Bloom and Crabtree (2006) suggest that in a focus group, participants share 

their common understanding about the study. Focus group interviews with six groups 

of teachers were conducted; one at each school with three participants.   

 

In a qualitative study, interviews occur when the researcher asks one or more 

participants general, open-ended questions and record their answers (Creswell, 2008; 

Maree, 2011). In addition, Creswell underscores that open-ended questions allow the 

participant options to respond to the questions. In this case, to give participants an 

opportunity to share their first-hand experience in the HPS, the focus group interviews 

were conducted as well as their relevant views with regard to the topic (Lauer, 2006). 

Furthermore, the focus group interviews were useful because the researcher had 

limited time to do research and it helped in revealing the participants, beliefs, 

experience, and attitudes without the fear (Creswell, 2008:1998).  

 

The researcher was aware that in focus group interviews, some participants may be 

vocal than others (Nieuwenhuis, 2007) especially when they would like to respond 

before their turn. Therefore, the researcher explained to the participants how research 

was going to be conducted and they were given titles such as Participant 1 Participant 

2 and Participant 3. It was done in this way to avoid some difficulties, which were going 

to be incurred by the researcher later on when she would have to discriminate among 

the voices of individuals in the group (Creswell, 2008). 

 

The most important thing to do though when conducting any interview is to follow the 

following general steps of which Creswell (2008, 228) noted the following: 

 Identify the interviewees 

 To determine the type of interview the researcher will use 

 During the interview, voice record the questions and responses 

 Take brief notes during interviews 

 Obtain consent from the interviewee to participate in the study. 

The nature of focus group created a process of sharing and comparison among the 

participants through its three ultimate strength that are shared through all qualitative 

methods, which are context and depth, exploration and discovery as well the 

interpretation of the whole study. Focus group interviews are distinguished from any 
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other form of interviews because they use group discussion to generate data from the 

participants (De Vos et al., 2005), unlike the individual interview (Kitzinger, 1995).  

 

Through the well-defined purpose of the study, which was created by the researcher, 

the participants were able to provide more information within a short space of time. 

Morgan (1997) confirmed the strength of focus group to produce more data as it was 

stated that it has the ability to produce more information regarding the topic of interest. 

 

Focus group interviews were suitable for this study because when participants were 

in one group they felt comfortable and they were free to speak their ideas, experiences 

and feelings (Calderon, Baker, & Wolf, 2000) with regard to health promotion in 

schools. In the second place, the focus group leaves room for discussion where the 

participants were able to extend the discussion throughout. Finally, the focus group 

interviews were conducted with the Life Orientation/Life Skills teachers who were 

leaders of health promotion in schools or SBST coordinators. 

 

The use of  focus group interviews was more convenient in the sense that there were 

several advantages than the disadvantages, which could be observed. According to 

Alveson (1996), Conger (1998), Hartas (2010), Mitchell and Jolley (2010), these 

advantages refer to:  

 the flexibility to follow unanticipated ideas during research; 

 probing for response when the response given by the participant is not clear; 

 giving more explanation to the concepts when they are not understood by the 

participants; 

 higher level of responses unlike when using the questionnaires; 

 high opportunities to advance empirically supported new ideas and theories; 

 more opportunities for in-depth explorations of the phenomenon under research; 

and 

 responses which are more relevant and of interest to the researcher.  

Although focus group interviews have high number of advantages, there are also 

disadvantages of which time is the prime factor of which the researcher has no control. 

The time taken to arrange for interview schedule, finding suitable time for the 

participants and the duration it can take to complete each interview. Although it was 
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indicated that interviews will take 30 minutes to one hour. There were instances where 

the participants wanted to say more and there were instances where their responses 

were shorter than expected. The other biggest challenge, which the researcher faced 

was the time it has taken to generate verbatim transcripts of the interviews. 

 

4.8.1.2 Observations 

Observation is regarded as the process of gathering open-ended, first-hand 

information by observing people and places at a research site (Creswell, 2014). Field 

notes were taken. The combination of field notes and observations contributes to the 

trustworthiness of research as they form part of crystallisation (Maree, 2011). Over 

and above, field notes and observations can comprise validity, which often expresses 

how the researcher has influenced the focus of data interpretation (Waterman, 1998). 

As a research technique of collecting data, observations were conducted in the natural 

settings.  

 

In order to observe schools, teachers and learners well, the researcher spent 30 days 

observing how teachers interact with learners, parents and other teachers. Five days 

were spent in each school, with the total numbers of 40 hours in each school. In total 

it was 240 hours. Observations were done in line with the NDBE policies which states 

that research should not interfere with teaching and learning. According to Marshall 

and Rossman (1994), observations rely on seeing and hearing whereas Leedy and 

Ormrod (2005) stated two types of interviews where in the process of seeing and 

hearing, the researcher can be a participant observer or a non-participant observer. 

For the purpose of this study, the researcher was a non-participant observer who just 

sat and noted the verbal and non-verbal expressions of the participants. When the 

researcher visited the schools, the schools surroundings were clean. The gardens 

were attended to except in two schools where the boreholes were not functioning 

because they were vandalised. Most importantly, teachers were in their classrooms 

teaching. The kitchen was clean and ready to serve the children during break. Above 

all, the number of schools showed an overall impression that they still follow health 

promotion activities.  

 

Data were also collected through observation for the purpose of triangulation with 

other data collected for the study (Check & Schutt, 2012). According to Gibson and 
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Brown (2009), it has been suggested that as the data for the observation is being 

generated, it is the responsibility of the researcher to consider the implication of that 

data for research. This is done in comparison of the other collected data in the study.   

Teachers who were selected were observed in their classrooms as to how they 

promote health in their classrooms and the school as a whole. Creswell (2008) notes 

that observations can be deceiving since the participants can try to be awkward. The 

researcher had to establish her role in observations to suit the setting. Just like the 

interviews, the researcher needed to establish a process to observe (see appendix F). 

This process as outlined by Creswell (2008:223) includes the following: 

 Select a site to be observed; 

 At the site select who or what to be observed; 

 Determine your role as an observer; 

 Conduct multiple observations over time; and 

 After observing, slowly withdraw from the site. 

The observation process listed above assisted the researcher to note down the 

relevant information related to the research question as and when participants were 

observed in their settings. I precisely observed the authentic involvements that 

occurred within the environment. That was the physical environment that covered the 

classrooms, kitchen, and ablution blocks; the social environment, which covered the 

different relationships and the interactions between teachers, parents as well as the 

learners; and the general functioning of the school.  

 

In addition to that, I was present when they had health promotion activities because 

teachers indicated that health promotion in school has no place in the curriculum. 

Therefore, they had to do that after school. It gave me the opportunity to observe how 

they do it. Neuman (1997) and Check and Schutt (2012) commented that for one to 

gain experience on what is going on in school, the researcher will have to pay attention 

to what is happening in a school both socially and in the physical surrounding. This 

assisted because in the afternoon, when teachers were interacting with learners, 

teachers or parents, they were flexible and not conscious of the researcher’s 

presence. Gibson and Brown (2009) assert that interactions and actions can also be 

observed in outside of the classrooms whenever opportunities arose. 
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After each observation, I withdrew slowly from the activity having made some notes 

about the activity. This helped me to gain a better understanding of the factors in the 

settings that have an influence in the promotion of health in schools. The checklist was 

used to substantiate the observations in schools and forty hours were spent in each 

school. In addition, as such, I had a better understanding of why things were 

happening the way they were.   

 

4.8.3.3 Document analysis  

According to Henning et al., (2011), document analysis entails scrutinising of the 

relevant documents, which can be important sources of information. Generally, 

sources are classified into primary and secondary sources, where the primary sources 

are in a written form of the researchers’ personal experience and observations and 

secondary sources result from the documents other than the original source (Mouton, 

2001; Neuman, 2011). 

 

The analysis of documents was an additional method that was used for data collection 

in this research because documents are useful sources of evidence for qualitative 

research (Kelly, 2006). Document analysis was useful to validate data collected 

through interviews and observations (Gibson & Brown, 2009) and to shed the light on 

the topic of research. In addition, documents shed light on the phenomenon being 

investigated since they involve the scrutiny of the relevant documents that can possibly 

be the right source of information (Henning et al., 2011) and they may include 

published and unpublished, admin documents, newspaper articles that may be original 

documents.  

 

However, the researcher had to be vigilant and selective when using those documents 

since not everything was suitable for the research study (Henning, van Rensburg & 

Smith, 2004). The documents, which were analysed, included the diagnostic 

assessment document, evaluation document and the implementation document (see 

Appendix G). It was also useful to go through the documents when participants could 

not possibly recall the details of their experience since the inception of health 

promotion in their schools.  
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For the purpose of recording data when analysing the documents, the following 

strategies were applied: 

 Are the health promotion and related documents available in LO/LS teachers files? 

 How was the information descended to the teachers? 

 Are there strategies in place to involve teachers? 

 How was the interaction and developments during the course of the programme? 

 How many workshops and meetings were conducted to sensitise teachers about 

the HPS concept? 

 Duration of in-service training for teachers? 

 The implementation programme? 

 The development of LTSM for teachers and learners?; and  

 The evaluation of the program after the three years term? 

In the process of seeking relevant documents in schools, the ISHP was not found in 

all schools and some other sensitive documents were not accessible because they 

contain confidential information. However, the limitations with regard to the use of 

documents is incomplete of many reports and historical documents where there are 

gaps that cannot be filled in any other way to address the research question (Creswell, 

2009).  

 

Moreover, the documents were used to verify the data collected through focus group 

interviews and observations. Each data source contains its own strength and 

weakness where the strength of one procedure can compensate the weakness of the 

other (Patton, 2002). 

 

4.8.2 Data analysis 

According to Holliday (2002), qualitative data analysis is regarded as the process 

where meaning is obtained from the data collection phase. It is used to transform data 

gathered through interviews, observations and document analysis into an answer to 

the original research question (McMillan & Schumacher, 2001).  

Qualitative data analysis requires of the researcher in the first place to organise, 

arrange and to prepare data systematically in the form of writing and to classify it into 

themes and categories (Creswell, 2009).  
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In order to analyse the data thoroughly, the researcher had to engage more reading 

using the field notes collected during interviews and observations and made use of 

colour codes by highlighting corresponding responses in particular colours. In order to 

develop themes and categories, the similarities and differences as well as unique 

findings were identified (Creswell, 2009). Similarly, there are data analysis steps as 

outlined by Creswell (2010:60) which are consistent with phenomenological practice. 

These steps are: 

 bracketing the researchers own experiences for the purpose of taking a fresh 

approach to the data;  

 becoming more familiar with the data by reading the transcripts;  

 identifying important statements which indicate the experience of participants 

about the phenomenon;  

 developing clusters of themes from the statements;  

 writing in verbatim the description of what the participants experienced; and  

 writing about the crux, which describes the common experiences of participants. 

 

Most of all, the researcher determines different themes and categories on the role of 

teachers as promoters of health in schools. The themes were used to formulate 

guidelines for teachers as promoters of health in schools. Additionally, data were 

double-checked against the literature to regulate trustworthiness of the study. A group 

of three teachers in each school were asked open-ended questions and the questions 

asked in the focus group interviews were the following:   

 How would you describe the role of the school in society? 

 What would you say is the role of the teacher in the classroom/school? 

 What are your views on health and the promotion of health in schools? 

 What are your views on the health promoting school as such? 

 In your opinion, how do you think teachers can promote health in school?  

 As a Life Orientation/ Life Skills teacher, how do you promote health in your 

pedagogical practice? 

 Are there any barriers, which hinder you from promoting health in the 

classroom/school? What are they? 



 

228 

 In what ways do you counteract/overcome these barriers in the promotion of 

health in the classroom/school? 

  Is there anything that you would like to add on in terms of the promotion of 

health in the classroom/school? 

 

4.9 RIGOUR IN QUALITATIVE RESEARCH 

Rigour in qualitative research is an attempt to make “data and explanatory schemes 

as public and replicable as possible” (Anfara, Brown & Mangione, 2002). An essential 

process to ensure rigour in qualitative research is by constantly evaluating the quality 

of the data throughout the research process (Rule & John, 2011). In addition, it is 

critical to create rigour for readers to choose for themselves whether findings are 

credible are not. 

 

4.9.1 Trustworthiness 

According to Roux (2013), it is very important in qualitative research to ensure 

trustworthiness since it is based on determining whether the findings are accurate or 

not (Creswell, 2009). To judge trustworthiness in qualitative research, the following 

criteria issues were addressed: credibility, transferability, dependability, and 

conformability (Shenton, 2004), as well as authenticity. In a way, trustworthiness as a 

method was used to ensure rigour in qualitative research without compromising its 

relevance to the research. The findings of the study were actual issues regarding the 

role of teachers as promoters of health in the schools. In the next section, the issues 

of trustworthiness are discussed in detail.   

 

4.9.1.1 Credibility 

Credibility in qualitative research is regarded as the ability of the researcher to 

demonstrate the sustained period of time while engaging with the participants to 

provide evidence by utilising different sources and methods (Guba & Lincoln, 1994). 

To ensure credibility, prior to data saturation, the researcher conducted  focus group 

interviews with the teachers in the selected schools who have been serving the school 

since the inception of health promotion programme in schools. Again, to ensure 

credibility, the researcher spent more time in school with the participants to allow them 

to get used to the researcher as well as to gain trust and confidence.  
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According to Mertens (1998), credibility seeks to ensure correspondence between the 

ways the researchers depict their standpoints and the way the participants essentially 

perceived social paradigms. Before data collection process began, the researcher 

familiarised herself with the participating schools. In total, the researcher spent three 

days per week in each school with the participants to allow them space to build trust 

and confidence.   

 

Interviews were transcribed using verbatim data transcriptions for the purpose of 

drawing reliable conclusion. Raw data are included (in Appendix H) in order to provide 

a trail of evidence (Cohen & Morrison, 2006).  

 

Member checking is one of the most important strategies to ensure credibility. This 

implies that participants were given a chance to correct the interpretation of the study 

(Lincoln & Guba, 1985; Creswell & Miller, 2000). Before the final compilation of the 

study, the teachers who participated in the study were allowed to do member checks 

on the results. Again, the researcher gave the details of how member checks altered 

the data (McMillan & Schumacher, 2010). 

 

4.9.1.2 Transferability 

Literally, transferability means the extent in which the findings can be applied in any 

other setting (Guba & Lincoln, 1994; 1985). This was in line with the provision of thick 

description regarding the process of data collection with the intention to allow someone 

to do transfer in different context as well as different groups (Robson, 2011). Research 

was done in six HPS in the Gauteng Province.  

 

4.9.1.3 Dependability 

The extent of which the same findings could be repeated if the same instruments were 

simulated with similar respondents under similar conditions is called dependability 

(Creswell, 2003). Given the benefit of doubt, HPS in Gauteng share the same 

sentiments. The overlapping methods can be used as a more direct method. In this 

instance, the researcher used the interviews, observations, as well as the document 

analysis to understand the role of teachers as promoters of health in schools.  
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On the qualitative component of this study, dependability was used instead of reliability 

(Lincoln & Guba, 1985; Creswell, 2014) because dependability in this study ensured 

that the processes were reported thoroughly. Research design, data collection and 

data analysis processes were described thoroughly. According Mouton (2011), 

dependability makes it easier for the future researcher to replicate the same work even 

though the purpose is not to get the same results.  

 

4.9.1.4 Confirmability 

According to Guba and Lincoln (1994), the extent to which the findings are free from 

bias is called confirmability. The data collection process allowed the researcher to 

record personal attitudes and emotions that could affect the researcher as well as the 

participants by keeping the field journal. 

 

4.9.1.5 Authenticity 

In qualitative research, the true description of people, events and places as well as 

their interconnection is called authenticity. To enhance authenticity, the researcher 

asked the participants to validate the identified themes and to ensure that their 

perceptions would be correctly understood, well captured and reported (Denzin & 

Lincoln, 2005). This was represented through the ability of the researcher, who 

reported a situation through the eyes of participants. 

 

4.10 TRIANGULATION 

Triangulation may involve the use of different methods such as individual interview, 

focus groups and observations which forms a major data collection strategy, especially 

in the qualitative research (Shenton, 2004). In addition, the focus group and individual 

interviews, although they are interviews of some kind, still tend to suffer from 

methodological limitations. This study made use of focus group interviews, documents 

analysis as well as observations to obtain a variety of information from the participants 

(Okeke & Van Wyk, 2015). 

 

4.11 ETHICAL CONSIDERATIONS 

The study ensured that ethics in the data collection process was adhered to. Cohen 

et al., (2007) refer to ethics as human conduct in line with the goodness of certain 

actions, bad or good motives and the ending of such motives. Babbie and Mouton 
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(2007) indicate that ethics arises basically because of the interaction between the 

researcher who is trying to search for the truth as well as the participant from whom 

the truth is attained. According to Mouton (2001), “the ethics of science concerns what 

is wrong and what is right in the conduct of research”. Individuals who can make 

mistakes (Leedy & Ormrod, 2001) do bearing in my mind that research, there must be 

ethical guidelines which De Vos, Delport, Fouchѐ, and Strydom (2011) indicated that 

they serve as standard and a basis, which the researcher had to evaluate his own 

conduct.  

 

In addition, McMillan and Schumacher (2001:420) indicated how qualitative 

researchers should be sensitive when it comes to ethical principles basically because 

of their research topic, face-to-face data collection with participants. Mouton (2001) 

recorded that ethical issues occur from the interaction with human beings. Therefore, 

the researcher had to adhere to the following principles of research: 

 

4.11.1 Permission to conduct research 

The issue of gatekeepers when it comes to research is very important. There is a need 

to respect the research setting in terms of requesting for the permission to the relevant 

official personnel to conduct research (Creswell, 2008). In this study, permission to 

conduct research was requested from the Ethics Committee of the Faculty of 

Education Sciences, North-West University. It was also requested from the GDE to 

conduct research from the identified HPS. The North-West University’s Research 

Ethics Clearance process aims to protect the human subjects who participate in the 

research study against any harm. 

 

The Ethics Clearance also ensures that research is of high quality by ensuring that the 

registered research students get ethics before they collect data in schools.  For the 

researcher to obtain ethics clearance, the ethics application form was completed. 

There were a number of sections on issues of ethics to complete; the same applies to 

the Gauteng DBE Ethics form. To serve as a guide in the ethics application form, the 

abstract of the research proposal, which gave an outline on the main issues of the 

study, was attached. The outline incorporated background and purpose of the study; 

the research problem; methodology including data collection process and analysis. 
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Again, the ethics issues were clearly outlined in the informed consent, confidentiality, 

harm, voluntary participation, anonymity as well as the issues of access and 

permission. Letters were written to the directors of the districts where research in 

schools were due to be conducted. Similarly, permission letters for the principals as 

well teachers were included in the ethics application. After that the ethics clearance 

certificate was received, giving the researcher permission to collect data in the schools 

(see Appendix D). After receiving permission, the researcher visited schools to hand 

over letters of consent to the principals and the Life Orientation teachers. 

 

4.11.2 Right to privacy and confidentiality 

In research, participants have the right to privacy and confidentiality. Owing to the 

participants’ exposure to known and unknown exposure, participants needed to be 

assured of confidentiality. According to Denzin and Lincoln (2005), personal data need 

to be secured and released as anonymous. This implies their background information 

such as personal information, names of institutions as well as any information, which 

can expose the participants, was displayed as anonymous. 

 

Confidentiality serves as a means to keep faith with the participants (Babbie & Mouton, 

2011). It meant that the information collected from the participants would not be shared 

with other people excerpt for the authorities who gave permission to the study. This 

was clearly explained on the letter to the participants that confidentiality would be 

upheld.  

 

4.11.3 Participants’ informed consent 

According to Cohen et al. (2007), informed consent refers to the procedures wherein 

an individual decides whether to participate in research study or not. In conducting 

research, informed consent is the critical ethical issue, which means that participants 

knowingly give consent with a clear mind. According to Leedy and Ormrod (2004), 

participants need to be informed about the nature of the study and a choice to 

participate or to withdraw. The study carefully considered the informed consent based 

on comprehension, voluntary participation, competence and full information.  

 

This implies the research aims as well as the methodology. In the process of research, 

participants were reminded of their right to withdraw at any stage. Denzin and Lincoln 
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(2005) indicate that participants need to participate voluntarily without being coerced 

and this must be based on transparency in the information provided by the researcher. 

In addition to voluntary participation, Babbie and Mouton (2011) indicate that it 

requires someone’s time and energy. Cohen et al., (2007) pointed out that-risks are 

encountered voluntarily and knowingly. 

 

On that note, the researcher explained what voluntary participation means to the 

participants. Participants were also asked to give their consent to be interviewed, 

observed and consulted with regard to the accuracy of the interviews. Most 

importantly, they were assured that the voice recordings were to be accessed by the 

researcher and the supervisor and were going to be kept away for a period of seven 

years, and then after that it was going to be destroyed. 

 

4.11.4 Participants’ protection from harm 

The study maintained the aspect of possible harm to the participants because safety 

of participants was crucial in research. Leedy and Ormrod (2005) suggest that physical 

and emotional risks involved in the study should not be greater than risks, which 

participants experience in their daily lives. In addition, McMillan and Schumacher 

(2010) assert that the researcher should be responsible in protecting the rights and 

welfare of the participants. Hence, the researcher needed to ensure the safety of 

participants.   

 

The researcher ensured that the interview questions posed to the participants were 

neither sensitive, embarrassing nor demeaning (Babbie & Mouton, 2011). Over and 

above, the study followed the principle not to harm that considers the human dignity, 

worthiness and uniqueness of each participant in research (Creswell, 2009). 

Therefore, the study ensured that the results were honestly reported from the data 

collected in the field.  

 

4.11.5 Beneficence 

Beneficence refers to the benefits of which the study can bring as well as to the 

beneficiaries (Cohen et al., 2007). The researcher clearly indicated to the participants 

that the study was for educational purposes. Hence, the study deliberated on the issue 
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of beneficence. Again, they study pointed out professional benefit on health promotion 

for teachers and teachers as promoters of health. 

 

4.11.6 Anonymity 

The study guaranteed the anonymity of participants whereby their identities were not 

revealed such that their names and addresses were identified as pseudonyms (Cohen 

et al., 2007).  

   

4.11.7 Access and acceptance to the schools 

Access and acceptance to the schools where research is to be conducted is 

fundamental for the accomplishment of the study. As stated by Cohen et al., (2007), it 

is important for the researcher to achieve benevolence and mutual aid of the institution 

where research is to be conducted. Considering that there are officials in the national, 

provincial, districts, as well as schools, it was seen as important to follow protocol since 

obtaining access to schools is not a right for the researcher.  

 

Permission had to be sought in the study from the District directors at each of the 

sampled districts (See Appendix C). Each letter was furnished with the research 

proposal, letters seeking permission to schools as well as the general information 

about interviews. The letters also explained the purpose of the study as well as the 

benefits to the schools. Voluntary to participation was also indicated in the letters. 

Permission letters clearly stated how research was supposed to be conducted at 

schools, such as no interruption of school programmes.   

 

The permission letters from the Province and the District were used to negotiate with 

principals of the schools to conduct research in their schools. Owing to the difficulty in 

accessing principals through the landline telephones, which were sometimes 

incorrect, or not functioning at all, the letters had to be delivered by the researcher to 

schools. The principals facilitated access to their teachers and agreed with the 

researcher on the date and time to collect data in their schools.  

 

The aims of the study, objectives, and data collection procedures along with the 

researchers’ expectations were thoroughly explained by the researcher. To ensure 



 

235 

consent from the participants, the researcher made sure that they have all completed 

and signed the consent form.   

 

4.12 CONCLUSION 

The chapter on research and methodology focused on the elements that give an 

understanding as to how data were utilised in this research study. All elements that 

give value to the methodology in research were described in full as to how they are 

going to be applied in line with the research paradigm, which is phenomenology.  

 

The next chapter is going to present the empirical research. The findings of the study 

were discussed in detail, with the basis on the data analysis. Data were also compared 

with the literature review and the theoretical framework to determine the relevancy in 

research. 
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CHAPTER 5  

PRESENTATION AND DISCUSSION OF THE FINDINGS: 

THE ROLE OF THE TEACHER AS A PROMOTER OF 

HEALTH IN THE GAUTENG PROVINCE OF SOUTH AFRICA 

 

5.1 INTRODUCTION 

The main purpose of this study was to investigate how teachers conceptualise their 

roles as promoters of health in the schools. This chapter presents and discusses the 

findings from the empirical investigation. The empirical research was built on the HPS 

project that was funded by JICA to improve hygiene and sanitation in the Gauteng 

Province schools. The selected schools were no fee schools found in the previously 

disadvantaged communities. These schools are referred to as quintile 1 and 3 (schools 

where learners do not pay school fee and which qualify to be funded by the DBE for 

all their educational services (SASA, 1996).  

 

More details about the background of HPS in the Gauteng Province have been 

detailed in section (2.4.2). Health promotion in the Gauteng schools was introduced in 

2006. JICA, in partnership with the DBE, DoH and the DSD collaborated to promote 

health in schools. The role of each department in the national, provincial and district 

level was discussed in detail in Table 2.5 and the section that followed it.  

 

Nineteen teachers from six schools and one principal participated in the study in 

answering semi-structured focus group interview questions, which lasted for an hour 

each. Only two participants among the 19 participants were males while the rest were 

females. The study developed categories from which themes were ultimately 

established. Eight themes from nine questions were compacted from the collected 

data, which will be presented with verbatim quotes from the participants. 

 

5.2 PROFILES OF SCHOOLS AND PARTICIPANTS 

This section presented the profiles of the participating schools as well as the 

participants. The profile of schools and participants were not given in detail because 

they did not have impact on the findings.  
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5.2.1 Profile of participating schools 

Six primary schools were sampled based on the criteria discussed in Chapter 4. The 

sampled schools were primary schools and their profiles are indicated in Table 5.1. 

 

Table 5.1: Profiles of participating schools 
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School 1 1 Urban Yes 1889 44 1:55 V/E 21 R-7 

School 2 1 Urban Yes 1196 37 1:35 T/E 21 R-7 

School 3 3 Urban  Yes 409 8 1:30 T/E 21 R-7 

School 4 1 Urban Yes 958 24 1: 44 P/E 21 R-7 

School 5 1 Urban  Yes 1469 36 1: 33 S/E 21 R-7 

School 6 1 Urban Yes 667 17 1: 28 S/E 21 R-7 

 

The six schools where interviews were conducted were quintile 1 and 3 schools. The 

latter were in an urban area mostly in the Gauteng North, Tshwane East, Tshwane 

South, as well as Tshwane West. The enrolment varied depending on the community 

where the school is situated. This has an effect on the teacher learner ration because 

some schools have overcrowded classrooms. The Language of Learning and 

Teaching (LoLT) also varies depending on the cultural group surrounding the school, 

such as Sepedi and English, Shangaan and English as well Venda and English. These 

primary schools cater for Grade R-7 Curriculum.  

 

5.2.2 Teachers profile  

To gain more information with regard to the participants’ profile their information was 

divided into sections. 

 

5.2.2.1 Participants’ age 

Table 5.2 indicates the age distribution of teachers. It has been designed not to 

specifically present the participants’ ages. However, the majority of teachers are 

between the ages of 43 and 51 as well as  between 36 to 42.  
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Table 5.2: Participants’ age 

Participants’ age 

Age range 36-42 43-45 46-51 

N 4 6 10 

 

5.2.2.2 Participants’ gender, subject, phase and grade 

Table 5.3 indicated the gender of all the teachers who were interviewed in the HPS. 

Almost all participants were females who were teaching Life Skills and Life Orientation 

in the Foundation Phase and Senior Phase respectively. The highest number is that 

of female teachers who are teaching Life Skills in the Foundation Phase. Only three 

teachers were teaching Life Orientation in Grade 7. 

 

Table 5.3: Participants’ gender, subject, phase, and grade 

Participants’ gender, subject, phase and grade 

Gender Subject  Phase Grade  

Male Female Life 

Skills 

Life 

Orientation 

Foundation Senior 3 7 

3 17* 13 7 13 7 13 7 

*In school number two, there were extra two participants instead of three participants 

 

5.2.2.3 Participants’ educational qualifications 

Table 5.4 presented the qualification of participants. In most cases, the participants 

have gone beyond the entry Diploma in the primary school to postgraduate 

qualification in education. However, their qualifications do not resemble in anyway how 

they understand their role as promoters of health in schools. 

 
Table 5.4: Participants’ educational qualification 

Participants educational qualifications 

3 year Teachers 

Diploma 

4 year Teachers 

Diploma 

First Degree Post graduate qualification 

13 7 5 5 
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5.2.2.4 Position of participants in school 

Table 5.5 presents the positions held by participants in schools. These positions range 

from post level 1 to the principal post. The investigations in this study revealed that 

although participants held various positions at schools, this does not distinguish the 

experience they have towards their roles as promoters of health in schools. 

 

Table 5.5: Position of participants in school 

Position of participants in school 

Post level 1  Principal  Deputy 

principal 

Head of 

Department   

School Based 

Support Team 

12 1 2 2 3 

 

5.3 DATA ANALYSIS 

The responses, which are going to be presented in this section, were derived from the 

focus group interviews and analysis of documents. Further information was obtained 

through observation. Unfortunately, there were no documents found in the sixth school 

since the office and few other classrooms were burned down during service delivery 

strikes in the community. Participants who participated in the research included the 

Life Orientation/Life Skills teachers, HPS coordinators, as well as one principal who 

were part of the project when it began. In school number (two), there were more than 

three participants because the principal and the health coordinator volunteered to be 

part of the interviews.  

 

Initially, I thought the presence of the principal would jeopardise the focus group 

interview processes. However, as the focus group interviews went on, I realised that 

they work collectively as a team, with the principal in the lead. That was clear because 

during the duration observation in that school, one could see that all members of the 

school were committed in promoting health in school, and not only Life Skills or Life 

Orientation teachers. They were all committed to the course of promoting health in 

school. One other thing was that the school mentioned above was also set as a 

benchmark for other HPS, which were part of the project with JICA and the three 

departments because it possesses the qualities of HPS.  
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The following section will present the data obtained during the qualitative stage of data 

collection process. To validate the process, the themes and sub-themes that emerged 

from the data collection were provided as well as the extracts that were taken from the 

interview transcriptions.  

 

However, it should be noted that the responses in data analysis was highly interrelated 

in responses. The participants’ comments would be familiar to more than one theme. 

Therefore, direct quotations from the interviews, observation and the documents 

analysed was presented in italics. The emergent themes and sub-themes are 

presented in Table 5.6. 

Table 5.6: Themes and sub-themes emerging from the empirical study 

Emerging themes Sub-themes  

1. Build 

partnership with 

parents and the 

community to 

promote health. 

Involve the community to promote health. 

Educate the society on how to promote health. 

Give support to the society. 

Engage parents in school activities that promote health. 

Communicate with parents about health issues. 

2. Promote learner 

health and well-

being. 

Teach about health issues. 

A custodian of multiple roles. 

Teach about moral behaviour that promotes health. 

Role model behaviour that promotes health. 

3. Responsibility of 

school health 

services. 

Health sector concept. 

Education has no role to play in health promotion. 

Teachers are not equipped to promote health in 

schools. 

Health promotion is subject based. 

Health promotion is an extra burden in the curriculum. 

There is a need for collaboration in the departments to 

promote health. 

4. To build 

capacity for 

teachers and 

learners in the 

To provide healthy environment for learning. 

To promote health from within the school. 

To provide resources. 

To promote hygiene. 
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promotion of 

health in 

schools. 

There is a need for support from the departments and 

other stakeholders. 

5. Addressing 

factors which 

affect teaching 

and learning. 

To teach learners about body  development. 

Teach knowledge about HIV. 

Teach learners about hygiene. 

Teach learners to stay away from substance abuse. 

Teach about nutrition and healthy food. 

6. Support and 

sustainability of 

the promotion of 

health in 

schools. 

Violence in the community and at home. 

Teachers are not ready to promote health.  

Teachers are frustrated. 

Lack of community involvement. 

Unclear involvement by the DBE. 

Lack of parental involvement. 

Lack of resources to promote health. 

Health promotion is not aligned to the school 

curriculum. 

7. Leadership and 

management of 

health 

promotion in 

schools. 

The provision of resources that promotes health. 

Parental/community involvement. 

Need for health promotion training from the DBE. 

To align health promotion with the curriculum.  

8. The need to 

promote health 

and well-being 

for teachers. 

The DBE needs to be more involved in health 

promotion in schools. 

Proposal for the entire schools in the Gauteng Province 

to be health promoting. 

Request for the provision of health services for 

teachers by the DBE. 

A need for teachers to be trained in health promotion. 

Approach health promotion from schools (a bottom-up 

approach).  
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5.3.1 Analysis and discussion of findings 

The analysis of data are presented and discussed according to the identified themes 

of how teachers conceptualise their roles as promoters of health in the schools.   

 

5.3.1.1  Build partnership with parents and the community to promote health 

Participants were asked how they would describe the role of the school in a society? 

This question focuses on how best the school can engage the school community, 

which is the society in terms of their involvement in promoting the health of their 

children. In particular, the following sub-themes emerged: 

 

 Involve the community to promote health 

The first thing identified by the participants was that the school does not exist in 

isolation, the society is involved, and the participants stated the following:  

“Mam I believe the role of the school in a society in the first place would be to 

involve the community. We cannot work together with parents if we do not 

understand each other. They need to know what is happening in the school” 

(Line 6-7).   

“I can say in our school we invite parents in the beginning of the year and 

explain our expectation from them” (L519-520).  

 “…. the best practice is the question of the school taking education as a societal 

priority…” (Line 245) 

“The role of the school I can say is to involve the community where it exists. 

Mam there are so many challenges in this community, which cannot be 

resolved by the school alone. But I believe if we involve the community it will 

work so perfectly for us and the learners” (Line 828-830). 

“Our role is to involve parents in everything we do” (Line 1063). “The school 

can in a way involve parents in matters of their children health. We cannot do it 

alone” (Line 1277-1278).  “You have to start at health and health starts where 

at home” (Line 1064). 

 

 Educate the society on how to promote health 

The participants indicated that educating the society is crucial. They commented as 

follows:  
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“The best role we can play as a school is when we educate the society through 

learners. We teach the children who then was share with the parents at home” 

(Line 523-524).   

“… Our society is dying because of the lack of knowledge. If you ask me, where 

do they get knowledge? Honestly speaking knowledge is acquired at school. 

So as a school our role would be to educate the society through our children” 

(Line 1279-1280). 

Participants confirmed that education is the key to unlock the society. They 

commented as follows: 

“…Education is the key to unlock any society from the lack of knowledge they have” 

(Line 834). “As a school I believe through education we can liberate the society” 

(Line 246).  “Through the education from the school, the community is changing 

its lifestyle bit by bit. It’s a process though” (Line 1283-1284).   

 

 Give support to the society 

Participants saw giving support to the society as crucial. The following comments 

confirm this assertion: 

“I want to believe that there is much we can do for our society. We can give 

them support” (Line 10-11).   

“Our role as the school I believe it is to give support to parents and learners 

collectively. You will remember that we have parents who are partially illiterate; 

those who cannot support their children with homework. We need to support 

them in order to support their children” (Line 526-529).  

“For parents to be able to support us as school, I think our role would be to give 

them support in terms of giving children who do not have food to eat before they 

begin with the school day so that they can learn well like others” (Line1066-

1068).  

 

The issue of support was emphasised as follows:  

“Our role is to support, and support and again support our society. Teachers of 

today have relaxed so much that we even forget our main responsibilities that 

it is to support. We have that platform to teach and enforce health issues in 

school which therefore, children can share with their parents in the society” 

(Line 1286-1289).   
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“… Our role as teaching practitioners is to support the society in its endeavour 

to acquire healthy lifestyle. You will understand that the school has a great 

influence in the society. Schools can uplift or destroy the society if there is no 

support” (Line 835-837).  

 

 Engage parents in school activities which promote health 

Participants understood that the school could play a huge role in the society in a 

number of ways. These include the following:  

“As a school, we can have meetings where we invite parents to come and attend 

so that they understand that they are our partners in education especially in terms 

of health issues” (Line 839-841).  

“I have seen meetings changing the perception we have about our parents”. The 

more we explain about the importance of not giving sweets to the children when 

they come to school, the more we have less problems of children who are 

hyperactive and that is because when we invited them they come” (Line 843- 846).  

It was further confirmed the following:  

“The school can also promote health by inviting parents to seminars or workshops 

about health issues which affect children’s learning. If we are serious about this, I 

think we could have achieved so much. We could have had a generation of 

promoters of health in the community” (Line 530-533).   

“I can say the best way to capture the society is through seminars where they are 

empowered with knowledge. Do you still remember the time we had a workshop 

about eating healthy food? Many parents indicated that they would just give 

anything to the children irrespective of the benefit in their children’s health” (Line 

1075-1078). 

 

 Communicate with parents about health issues 

Participants stated the importance of communication as follows:  

“In essence our role is to communicate our vision as the school to the parents 

who was then share with the society at large” (Line 540-541).  

“I think communication is the key to any partnership. By virtue of the fact that 

we are teaching the children from this community, that means we cannot 

exclude this community when it comes to communicating the danger of using 
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drugs, how to manage sugar diabetes, how to treat HIV/AIDS patients. 

Information such as this, need to be communicated by the school. Either 

through the school health nurse or psychologist assigned by the department” 

(Line 1292- 1296). 

“Yes, I agree communication is the key which also determine the response of 

the society on health issues. Look, we are a primary school. Before we came 

here, the situation was hopeless. Young girls were pregnant at an early age, 

and many parents were HIV positive. But since we started communicating with 

the society through workshops, things are better now” (1298-1302). 

 

Participants in their response believed there is great need for the school to play its role 

within the society. This was attested by (Marx et al., 1998; Renwick, 2006) that schools 

need to engage the society, since there are health challenges affecting learners which 

cannot be solved by schools alone (Kickbush, 2003; Mohamed, 2015). The health 

promotion in schools framework highly considers community participation within the 

health promoting school (WHO, 1996; Kwatubana, 2014) because this is where the 

school and many health challenges come from.  In this instance, the term society, 

community and parents were used interchangeably since they mean more or less the 

same thing in the school context. Majority of people in the community are parents with 

learners in the school and the fact that the SGB allows parents whose children are at 

school to participate in the school’s activities. From observations it was clear that 

schools want to build partnership with parents because some of these parents were 

helping in gardening, cooking and the cleaning of classrooms and toilets. 

 

Literature review indicates that schools were best settings (Jourdan et al., 2010; St 

Leger, 1998) to promote health and to prevent health challenges. The understanding 

was that the community needs to join hands with the teachers to help learners to learn 

better in schools.  

 

As part of involving the community, participants indicated the need to understand each 

other, parents and teachers in particular, in terms of their modus operandi (Mohamed, 

2015, Jourdan et al., 2016). The relationship between the systems is very important 

to promote health in schools (Stacks, 2005). The relationship between the micro 

system and the meso system is crucial for the development of learners in schools, 
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especially when it comes to health issues experienced by learners. Teachers are 

aware that they need to have meetings wherein they can share their expectation from 

parents. From observation some parents did not respond to the teachers call for a 

meeting. Many schools have a challenge that parents are not actively involved 

(Clelland et al., 2013). Themes from observations and documents analysis indicated 

that parent/ community involvement in the promotion of health for learners is a critical 

challenge. From the theoretical point of view, the home plays a critical role in the health 

and learning of their children.  

 

Bronfenbrenner’s ecological framework (1979) regard the family, the society as the 

closest institution in the development of the child, and anything that contradicts the 

development of the child within this setting affects the school as well. Teachers argue 

that what they are teaching in the classroom is not applied at home because they 

realise that learners knowledge has increased whereas the behaviour of learners 

remain a challenge (Atkinson & Nitzke, 2001; Warren, Henry, Lightowler, Bradshaw & 

Perwaiz, 2003). It seems as if the relationship between home and schools is not strong 

to promote the health of learners. Teachers understanding of changing the community, 

however should focus on reimagining their roles to infiltrate the community to an extent 

that what they are teaching in schools is also applied at home and within the 

community. 

 

Teachers believe that parents and the community at large need to know what is 

happening at school because education is a societal matter and it should be prioritised 

as such. Although teachers’ understanding is that the community need to be involved, 

they fail to understand how the community can be involved in the matters concerning 

learning (Mohamed, 2015; Viig et al., 2010). Schools do not exist in isolation; they 

exist within the society that can help to resolve many challenges in the community 

(Barton & Drake, 2002). 

 

The teachers understanding of how parents should be involved sounds to be one-way 

(Mashau, 2011). Schools believe it has to benefit the school when parents are 

supporting teachers in school. This is where research indicates the failure and a gap 

in involving parents to participate in the promotion of health in schools. Mohamed 

(2015) indicated that such an involvement is just a token kind of. The mistake that the 
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schools often commit is to involve parents in a way they find it proper for themselves 

(Mashau, 2011). Often schools use the same strategies for all parents regardless of 

their needs, economic status and individual experiences (Hornby & Witte, 2010), and 

that continues to give schools challenges when it comes to parental involvement in a 

HPS. Maybe teachers need to understand that parents are the primary teachers of 

their children and therefore health starts at home (Clelland et al., 2013). Research 

done by Mohamed (2015) indicated that there were factors  that hinder parents from 

being involved, and these factors were mentioned as time, socio-economic status, 

literacy level as well as the work place. If these factors are not taken into consideration, 

there is a possibility that it can affect how parents can relate to school activities. 

 

Communities where HPS took place in the Gauteng province were said to be 

disadvantaged communities where there is high unemployment rate, poverty, 

illiteracy, negligence as well as the prevalence of communicable disease such as 

HIV/AIDS (Sizanang Centre for Research and Development, 2006). The danger within 

the society is that it is dying because of the lack of knowledge. Therefore, the role of 

the school is significant to educate the community to understand the issues of health, 

which affect the society as well as the learners at school (Marx et al., 1998).  

 

Teachers’ role is to teach learners at school and they do not have much access to 

educate the community. Hence, the HPS approach focuses on the promotion of health, 

which takes place in schools, but has an influence in the community. It has to be 

understood that to change the lifestyle of the community is a process (Roux, 2013). 

Due to poverty and high rate of unemployment, what teachers were teaching in the 

classroom about health was hindered because for instance when they teach about 

drug abuse and the dangers of it, learners on the other hand they were exposed from 

their communities and homes to the abuse of drugs. Research done by Bezuidenhout 

(2006) found out that learners who were exposed to substance abuse could easily 

copy such behaviour without considering the effect of it in their lives. 

 

It takes a great teacher to understand that it is possible for teachers to promote health 

in school. Teachers who have a better understanding of the health promotion and HPS 

concept (see Chapter 2), understood that it is a process which the community need 
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support from the school (Strydom, 2011). Parents in the community needed support 

from school as to what needs to be done. It has been mentioned that schools cannot 

do it alone and the same applies to the parents they need support from school (Meier 

& Lemmer, 2015). Teachers in their profession are custodians of education and it is 

through their capacity that they are obliged to give support to the community based on 

the needs (McNab et al., 2010; Strydom, 2011).  

 

Parents needed support when it comes to helping learners with homework and with 

issues around nutrition so that learners can learn better.  For the sake of the society 

to acquire healthy lifestyle, teachers needed to understand that they have a great 

influence in the society (Marx et al., 1998). Giving support to parents on matters of 

health such as First Aid training, hygiene, nutrition as well as parenting skills is very 

important (Storbeck, 2009). 

 

During the focus group interviews, teachers were able to understand that there is a 

need for the school to support parents; the schools need to engage parents in various 

school activities in schools. Research done by Viig et al., (2010) indicated that schools 

want to engage parents in the best possible way which benefit them, and that 

according to Mohamed (2015) is a token way of involvement which does not yield 

much. In this manner, schools can organise workshops and seminars to make parents 

aware of the various health issues learners’ face in their day-to-day basis. Teachers 

indicated that learners used to eat unhealthy food and sweets because parents would 

just give anything to the children irrespective of the benefit in their children’s health.  

 

Nevertheless, since they have started inviting parents for meetings and workshops 

they have built a very good relationship, parents felt that they were part of the school. 

This says that parents are not hesitant to participate. However, the manner in which 

the school wants parents to be involved creates impressions that parents are not 

willing. Therefore, schools needs more training on how better they can involve parents 

not just as a token but also in a relationship where parents’ contribution matters. 

 

Teachers in their meetings with parents communicated that children are not supposed 

to eat unhealthy food and since that, parents knew that they now have more 

information about nutrition. Unless matters were communicated thoroughly between 
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the communities and schools, the dilemma of their relationship would always remain 

as it is to parents and schools. Marshark and Hauser (2013) highlight the importance 

of informing parents about school activities. Therefore, in conclusion to this question, 

the schools through their capacity they need to engage parents in ways, which benefit 

both schools and the society (Meier & Lemmer, 2015).  

 

Programmes that were introduced in schools as well as the issues that were 

addressed in the curriculum if they were better communicated with parents and the 

community there is a possibility that it can curb some of these critical health issues. It 

was reported in school 6 that through the curriculum where learners were able to share 

their knowledge about communicable disease, the prevalence of HIV/AIDS in the 

community decreased.   

 

 5.3.1.2 Promote learner health and well being 

Participants were asked what they would say as the role of the teacher in the 

classroom/school? A number of responses from the participants led to the following 

sub-themes. 

 

 Teach about health issues 

Participants indicated that they need to teach about health issue in their classrooms. 

One participant said the following:  

“I can say my role is to teach children about health issues. I am Life Skills 

teacher in the Foundation Phase. I must teach them about those things” (Line 

21-22).  

 

The teaching of health issues is attached to Life Skills in the classroom as the 

participant put it this way:  

“Obviously the role of the teacher is to teach in the classroom, teaching about 

health issues in Life Skills” (Line 554-555).  

Their willingness to promote learners well-being also extend to the understanding of 

barriers to learning which affect learners in their learning. On participant said: 

“As teachers we are concerned about how our children learn. For instance, if 

the school health nurse visited our school and discovered that some children 
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have problems, which affect their learning. Problems such as poor eye sight, 

hearing, and we want to know how we can help” (Line 557-560).  

In teaching about health issues, the participants also added the issue of passing 

knowledge and skills as follows: 

“I think again our role as teachers in the classroom is to pass knowledge about 

health to children so they can share it with their families. Think about the knowledge 

about HIV/AIDS, children will know that we are not supposed to discriminate people 

who are affected as well as how to take care of the sick person. I think it is important 

that we do that because many children are also taking care of their parents who 

are sick, especially those who are HIV positive” (Line 562- 567). 

 

      A custodian of multiple roles 

In a number of ways, participants explained their roles in the classroom in terms of 

multiple roles that are not part of their roles. They defined their roles as follows:   

“… where an educator is not only a teacher in the classroom. You are a mother 

in the classroom, you are a father, a doctor, you also play a very pastoral role 

even outside the school environment” (Line 264-266).  

Their roles were further clarified in a sense that learners will be able to share their 

challenges with the teachers  

“It can also make them free to can discuss their problems with the teachers. 

What they are facing at home, whether they slept hungry yesterday or they were 

alone” (Line 29-31).  

The multiple roles came about because of the challenges that teachers face as they 

are working with children in schools. Some of these challenges as participants 

mentioned them were  

“Over a number of times. We have tried to communicate with parents about the 

challenges their children are facing here at school, but the response is none. 

And because we work with these children day in and day out, we cannot ignore 

they problems” (Line 574-576).  

Almost all schools indicated their kind of multiple roles in a similar manner  

“I can say a role of a teacher in the classroom it is just a huge, huge, huge work 

because firstly a teacher is a mother is a I can mention many sorts of 

professions. Above all teaching is a mother of all professions, because if you 

can observe, I am a Foundation Phase teacher, who is responsible for the class 
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teaching. I become all these other professions although I am not qualified to do 

so. When a child is sick in the class, I am the nearest person to that child, if a 

child has emotional problems I am right there. In other words, in the classroom 

environment, I am the first person to know the difficulty of a child and from there 

the process of support by other stakeholders can begin…” (Line 856-863).  

  

 Teach about moral behaviour which promotes health 

Participants were able to indicate that in their role in the classroom, they also teach 

children morals.  

“We are also teaching the respect. Take care of the environment they are living 

in” (Line 33).  “… I believe morals are important. Once you teach a child about 

morals, you shall have won the world” (Line 35-36).  

“The role of the teacher is to teach positive morals and values about health and 

hygiene” (Line 270-271).   

“…and another point is like she just mentioned the values, those of love, caring 

and self-respect, cleanliness. It has gone through the other generations…they 

still take care of the school. They care about the school, they come over during 

holidays, clean classrooms, clean the windows…. Just to keep our school clean 

and healthy” (Line 273-276).   

 

 Role model behaviour which promote health 

Participants also indicated the need to model behaviour in the classroom to show how 

modelling of behaviour can do to learners even when they are no longer part of the 

school. One participant indicated the frequent visit of learners who are in other schools 

by saying:  

“Some of them those that would left last year; every time before they go home 

they would come and via the school to their homes to show that you know what 

the school is so closest to their hearts. They would wish that even other schools, 

the middle schools, the high schools where they would be going perhaps it 

would be like this and when I look at them I can see that you know these 

learners really love their school, these learners really love their teachers.  The 

manner in which the teachers have modelled themselves whilst they were 
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teaching them it means they end up like them so much that they seem to be 

their fathers and their mothers” (Line 278-284).  

In the process of modelling behaviour, teachers are aware that there are children who 

are neglected from their families.  

“For children who seem to be neglected we can try and show them some love 

by drawing them closer to us as teachers maybe there would be some changes 

in the way how they behave and see things” (Line 600-602).  

The role of the teacher was emphasised to say “…..a teacher plays a very important 

role because the learner will see you as their role model” (Line 1122).  

“As teachers we do it in many ways. Such as cleaning our classrooms by 

making sure that papers are thrown in the bin, picking papers in the school yard 

after each break as well washing hands” (Line 1336-1338). 

 

 To teach about hygiene 

The issue of hygiene that was mentioned in question four was brought back in question 

five. Participants commented as follows: 

“In my classroom learners are encouraged to be clean” (Line 373).  

The teaching of hygiene extends to the classroom “Go back to the classrooms; 

we put basins next to every class. They know they must wash their hands 

before they get into the classroom after eating after lunch they must also go 

back wash their hands and keep clean and neat” (Line 370-372).  

“My view is that schools can promote health for its children through teaching. It 

starts from even using the toilets, after using the toilets children must learn to 

wash their hands. Cleanliness is also problematic, the food are clean. Before 

they eat, they must wash their hands. After playing, they must wash their hands. 

They must keep themselves clean, so the books can also be clean. In total they 

was grow up being clean and also be able to eat clean food so less sickness 

and a healthy lifestyle” (Line 1414- 1419).  

“Teach them how to wash their hands before they can eat” we try to buy our 

own bath soap for the Foundation Phase before they can go to break they wash 

their hands. So we promote health a lot” (Line 108-110).  

“We teach them to wash their hands every time before they eat” (Line 710).  
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 To prepare future health promoters 

Participants understood that HPS is a process to prepare children for future. They 

commented as follows: 

“… preparing the learner for the future” (Line 112).  

“..not necessarily the curriculum” (Line 113).   

“Which is like we are preparing for the world when they go outside they know 

how to take care of themselves and also the surrounding” (Line 118-119).  

“Teach them to be better people for future” (Line 120).  

“So we really play a very very important role for these learners because what 

we have planted they’ll use that in many years to come” (Line 1199-1200)  

“Ja I think you have said it all but as a teacher as we have our lessons in the 

class especially in the Life Skills they are involved in how to teach a learner to 

be healthy. Those lessons are talking about those things they have learnt” (Line 

1421-1423). 

 

 To teach about healthy food and physical activity 

Participants understood that they could promote health in the school as they teach. 

They commented as follows: 

“I am able to pass that needed education to children. Taking care of their 

bodies, their development, and the right food to eat. You will remember that 

here we have many children who suffer with nutrition issues. Either skinny or 

obese, some of them they do not get healthy food and some of them are eating 

junk food which is not healthy at all. For example when I am teaching about 

food, we have the food group chart where they learn about different types of 

food and how they help us. The time when we are learning about food, I also 

ask them to bring healthy food just to link this knowledge to their homes. And 

that is where I am able to see if the child’s family can afford healthy food or not” 

(Line 701-708)  

“We also do a lot of physical activities outside the classroom to keep them 

healthy” (Line 375).  
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“Then again when coming to their part of physical training and performing art 

then we teach them how to do warm up do physical exercise to stay healthy” 

(Line 927-928). 

 

 To take care of the environment 

The issue of an environment, which was brought in question four also, appeared again 

in question 5 where participants indicated how they teach children how to take care of 

the environment. Participants commented as follows: 

 “If you have gone around our school you would have realised that in our school 

we promote health in anyway. We have gardens, the yard is clean, there are 

benches where children can rest during break” (Line 375-378). 

 “We teach them to take care of their classrooms and their rooms at home” 

(Line 711). 

 “…caring for the environment is taught at school. As teachers, we do it in many 

ways. Such as cleaning our classrooms by making sure that papers are thrown 

in the bin, picking papers in the school yard after each break as well washing 

hands” (Line 1426-1429).  

 

The purpose of using the Bronfenbrenner’s ecological framework in this study was to 

promote the health of learners in schools through teachers. Hence, teachers need to 

understand that their roles to engage the society will be strengthened when they 

continue to execute their duty of teaching children in the classroom/school.  Teachers 

are known to be confined in the classroom where they teach, and when the focus of 

the roles is moving away from the classroom to the wholes school community teachers 

find it hard to adjust their roles (Donald et al., 2002; Kwatubana, 2018), especially their 

understanding on the concept of health. Above all teachers in their pedagogical 

practice they promote the health of learners within their classrooms.  

 

The focus group interviews were done with Life Orientation/Life Skills teachers, and 

they defined their roles in the classroom as to develop personal health skills to the 

learners by teaching about health issues. Teachers mainly teach health promotion 

through health topics. The researcher observed the classes where teachers were 

teaching Life Orientation or Life Skills in their classrooms. Most of the topics that were 

addressed in the classrooms were aligned with health promotion. These topics were 
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body development, hygiene, the danger of using substance abuse, nutrition and 

HIV/AIDS. The researcher was not aware if whether the topics were arranged for the 

researcher to see if whether they were promoting health or it was part of the themes 

to be discussed for term three. Although they understand that they are Life 

Orientation/Life Skills teachers, their roles in the classroom were not only confined to 

the curriculum (Preiser et al., 2014; St Leger, 2000). Their roles in the classroom were 

also defined by their experiences in the classroom. Basically, their role is to teach 

about health issues, which are within their Annual Teaching Plan (ATP). Anything 

above their roles in the classroom was perceived as too much work (Preiser et al., 

2014).  

 

This goes along with their understanding of how they should play their roles as 

promoters of health in the classroom. Quite often, teachers do not see themselves 

doing anything apart from their role in the classroom of teaching about HIV/AIDS. 

However, in the classroom they were also worried about learners who experience 

barriers to learning such as ADD, hearing, poor eyesight. They needed to know how 

they can help the learners within their classrooms (Sizanang Centre for Research and 

Development, 2006). Teachers’ role in the promotion of health in the classroom   

covered screening of barriers to learning (DBE, 2014), but because they were not 

skilled enough they wanted to rely on the school health nurses who only screen health 

barriers (Kwatubana, 2018). The ISHP (2012) and the SIAS (2014) confirms the roles 

of school health nurses as to screen learners who have such barriers in the classroom. 

Irrespective of the challenges teachers were facing in terms of health promotion in 

schools, there were visible signs that showed improved skills, knowledge and attitude 

of both teachers and learners. When teachers visited the bathrooms, they wash their 

hand after using the bathrooms. This was observed even before they could eat they 

washed their hands. Learners and teachers strived to keep their classrooms and 

schoolyard clean. Learners whose parents were HIV positive showed great 

understanding on how to take care of their parents.   

 

 

The need for teachers to know can also translate to the fact that the role of the school 

health services within the school which is also to give advice on health issues as such 

is not offered to teachers hence they raise frustrations such as these. The positive 
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aspect is that they can do their responsibilities to a certain level and even beyond as 

they also indicate that they are custodians of multiple roles. In the absence of 

permanent health professionals in the school (Kwatubana & Kheswa, 2014), teachers 

felt the need to step in and do some of the roles which are not in their profession. Due 

to the nature of learners within these communities teachers find themselves 

counselling learners with emotional problems, being mothers to some learners, playing 

pastoral roles, being social workers, nurses, doctors, transporter telecommunication 

and so forth (Mohamed, 2015).  

 

Policies in education do not acknowledge teachers roles as such, although this is what 

teachers are confronted with on a daily basis to an extent that they can use their 

resources without compensation. This proves their sense of self-efficacy because they 

identify and remove conditions that reinforce powerlessness. Odora-Hoppers (2001), 

on the concept of empowerment, reinforces that people cannot be preoccupied by 

what they do not have but instead teachers should appreciate the fact that they can 

be innovative and creative.  

 

Like the teacher in one of the observation theme where learners who are troubled at 

home were drawn closer to the teacher and at the end it helped the learners to behave 

well after all. Some teachers reported to be using their own money, their cell phones, 

and their cars to attend to the immediate needs of learners in their classroom. It has 

been reported in the ISHP (2012) and Kwatubana and Kheswa (2014) that there is a 

high shortage of health professionals and that has an impact in the schools to such a 

point when they are invited they took long or they never reach schools in time. 

Teachers agree that their roles are multiple in nature and they cannot wait for the 

nurses to help the learners (Mohamed, 2015).  

 

The support to be given by the SBST was not mentioned that much by all teachers 

excerpt for one school, even though it has been indicated in the execution of support 

within the school that teachers will get support from them (DBE, 2014). The researcher 

is not aware of whether is it the lack of knowledge or they are just being ignorant. But 

overall, it explains that SBST’s in schools are dysfunctional hence their support to the 

teachers was not mentioned. The multiple problems learners face in the classroom 

gives teachers the edge to help learners right there although the policy does not allow 
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them to do so, they have pressure to help children to learn. Teachers agree that they 

do not understand some health problems learners’ face in the classroom; therefore, 

they would like to know better.  

 

In the document analysis, the baseline study for health promotion indicated the quest 

for teachers to know and understand what HPS entails and how they can help learners 

with barriers to learning (Sizanang Centre for Research and Development, 2006), and 

they find it difficult. It can be said that the roles and responsibilities and departments 

of departments in all levels in Table 2.4 could not prepare teachers in terms of 

understanding their roles as promoters of health in schools. The DoH (2011) 

guidelines for school health nurse indicate that the nurses will also guide and advice 

teachers with regard to chronic illnesses that they encounter in the classroom. 

However, participants in one school gave an example of an epilepsy case they were 

not preview to; they boy passed on at school and they wished they would have known 

better how to help the boy.  

 

This one case and others made teachers to understand that to some extent promoting 

health in schools cannot be in the hands of the health professionals only, there is a 

need to know and understand these barriers. This set the tone to say the HPS need 

to be inclusive in its nature to allow teachers to have basic knowledge about barriers 

to learning which affect children in and outside the classroom.  

 

According to South African Council of Teachers (SACE, 2011) the roles of teachers 

are not anything but to teach in the classroom. It is understandable that they need to 

stick to their roles of teaching but the changing times (Chrono system) does not allow 

them to be complacent with what they know, they need to move to influence not only 

one learner but to influence all learners at once and to a certain extent to influence the 

society (Marx et al., 1998). 

 

On the same note of trying to help learners, teachers sometimes are confused by what 

is suggested in policies. The roll out plan in the SIAS (2014) policy indicates that 

teachers will also have to administer deworming to the learners (see Paragraph 3.4.3). 

Many teachers were worried that this is not their role; they were not hired to be health 

practitioners. They indicated lack of training and to say the policy changes anytime 
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without their knowledge the only thing they do is to comply. Learners are sexually 

abused from home and teachers are not allowed to check the child because the policy 

does not allow them to do so.  

 

Teachers need to understand that their role is not confined to curriculum only, as it 

has been indicated in Chapter 1 (see 1.7.2) they need to respond to the needs of the 

learners holistically, and that include learners physical health, emotional health, 

intellectual health and spiritual health in their classrooms (Jourdan, 2016; Mohamed, 

2015). Lastly, teachers felt powerless and they could not do otherwise which is a total 

different perspective from what teachers are expected to do in a HPS where their roles 

are overall. The HPS concept aims for empowerment where teachers should be 

empowered and believe that what they do can contribute (Odora-Hoppers, 2001) to 

the well-being of learners. 

 

The aim of health promoting school is to change learners’ behaviour either through 

teaching or from what they observe teachers doing or not doing; that is an informal 

curriculum, which encourages positive health behaviour (Renwick, 2006; Strydom, 

2011). Morals have been indicated as one of the most important tool to change 

behaviour of learners like teaching them about respect, caring for the environment, 

cleanliness, and hygiene. In schools where teachers’ behaviour in terms of promoting 

health was positive learners seemed to follow what their teachers were doing. 

Moreover, it can be said that in one way or the other they were promoting health. 

 

Over and above teachers, also demonstrate positive behaviour to their learners as 

they model what they expect from their learners. In two schools where they do not 

have problems with littering, teachers indicated that they do not pass a paper, they 

pick it up and that makes their learners to do the same. Through observations in 

schools where teachers were positive about health promotion learners seemed to be 

happy and cooperative in terms of how they keep their classrooms and school clean. 

 

For the school to promote health from within it needs teachers who understand the 

health promoting school concepts and how they can promote health in schools. As it 

was indicated in the research done by St Leger (1998; 2000) teachers understanding 

is critical for the promotion of health in schools. With the multiple understanding of 
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health promotion as the provision of school health services by the health professionals, 

teachers find it so hard to define how they can promote health in schools, excerpt for 

teaching. However, they used the knowledge they have which was based in the 

teaching of Life Orientation in the classroom (Strydom, 2011). As always the focused 

on the teaching of hygiene, empowering learners to be future health promoters, 

teaching learners about body development and caring for the environment. Up to this 

far one can understand that teachers’ responses were around hygiene, environment, 

body development and preparing learners for future. 

  

In the schools where research was conducted, there were challenges of overcrowding, 

outbreak of diseases communities and many challenges facing the learners at 

schools. Yet the focus was meant to address hygiene issues. Teachers reported 

teaching learners to wash their hands before and after eating, wash their hands after 

visiting the toilet. Through teachers innovation in school 4 they have moved from 

washing hands in basins to avoid re-infection to washing their hands with soap in 

running taps. For the teachers, teaching hygiene in that manner was critical since 

many sicknesses could be prevented and therefore less sick children in their 

classrooms.  

 

For teachers teaching about hygiene was not meant for the learners in the classroom 

or covering the curriculum only but it extended to prepare learners to be future health 

promoters. This was also confirmed by a research done by Ntagungira (2014) and 

Mohamed (2015). The basics of hygiene also enabled learners to understand how 

they need to take care of themselves and their environment when it comes to what 

they eat and their body development. Teachers understood that teaching learners 

about health issues was not a once off thing, but it was something they can use for a 

lifetime to improve their lives, their families’ lives and those of their communities.  

 

With the understanding that health promotion is a process schools should continue to 

strive to promote healthy environment. It was reported that it is difficult to encourage 

learners to keep the school environment clean if their community is not appealing at 

all. In School 1 teachers complained about the state of their physical environment 

where littering was a problem. The aim of health promotion is to promote healthy 

behaviour among learners (Donald et al., 2010). For that, reason teachers in their 
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capacity tried to promote hygiene by encouraging a clean environment as they 

discourage littering, but within the community there were a lot of unhygienic activities 

happening.  

 

It can be said that in the process of promoting health as a school as such, it was not 

easy to penetrate the community because schools could only control what is 

happening within their parameters. But it was a different thing to school 2, 4 and 5 

where they engage the community, littering was very minimal because all members of 

the school community were aware of their physical environment that it is the 

responsibility for all to keep it clean, and not the Life Orientation or environmental 

committee. 

 

Most of the learners in quintile 1 & 3 schools suffered from malnutrition which hinders 

their learning or some were obese because they were eating junk food. However, 

through teaching in the classroom where learners could gain knowledge about healthy 

and unhealthy food teachers indicated that learners were seen eating healthy food. 

There were also National School Nutrition Program (NSNP) where the feeding scheme 

enabled learners to receive food at schools and to have their own gardens at home 

where teachers who resides around in the community were invited by the learners to 

visit their homes to see the gardens they have started at home. Life Orientation/Life 

Skills encouraged learners to do physical activities at all times in and outside the 

school to keep fit and healthy. 

Based on the South African health promoting school framework (How…..to 

implementers of HPS, 2011) which covers the physical environment of the school, 

many schools were seen with vegetable gardens as well as the indigenous tree 

gardens. Schools maintained the cleanliness of the yard by making sure that they have 

the environmental committee that looks after the physical environment of the school. 

The school buildings were still in good conditions excerpt for school 3, that showed 

signs of dilapidation and school 6 where the admin block and few classes were torched 

during service delivery strike.  

Schools 4 and 5, which were benchmarks for HPS, encouraged learners to use water 

sparingly and to utilise squeeze bottles.  

In school 1 and 3 they had a challenge that they did not have water in their premises 

because the water pump were stolen and that had an effect concerning hygiene in 
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terms of washing hands before and after eating as well as coming back from the toilet. 

In school 4, they moved from using basins when washing hands to using taps. When 

the researcher enquired, the teacher said they were trying to eliminate further infection 

as learners would use dirty water repeatedly. The toilets in most schools were clean.  

 

In school 1, they struggled with littering in the schoolyard because they assert not to 

have dustbins where they can throw the rubbles. However, in school 2 and 5 teachers 

indicated that for the environment to be clean, they also model good behaviour. It is 

either they pick papers together with the learners or they do not pass the paper when 

they see it on the ground. Since the schools in this research were quintile 1 and 3, 

they received money from the DBE that is used for maintenance. Others claimed that 

they receive it very late and that it was not enough to keep their schools clean since 

they can only use it where they needed it the most. In school 5, they have projects and 

fundraisings, which were communicated to parents, and they were able to buy what 

they needed in order to improve the physical environment of the school.  

 

It is not stipulated in the CAPS Curriculum that learners should clean the physical 

environment outside. However, learners in school 4 together with the environment 

committee were seen taking care of their school environment every morning and after 

each break meanwhile some of them would come earlier to make sure the schoolyard 

is clean and also their homework and projects were completed. In school 4 they 

indicated that they also recycle everything and the researcher was shown an area 

where they throw their rubbles which they call a “decompose house”.  

 

Teachers were struggling with learners who showed various barriers to learning. 

Moreover, with time and help from other stakeholders teachers were able to 

understand how to work with various learners without trying to change them but focus 

on making sure that they learn in an environment, which is supportive and conducive 

for learning. 

 

Although not all teachers were familiar with the components of a HPS as it was outlined 

in the conceptual framework (see 2.4), through their direct engagement with the school 

health professionals they were more proactive to health challenges than being 

reactive. Learners who were experiencing barriers to learning were attended to, and 
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that lowered stress from the teachers because they knew what to do even before it 

could happen. 

 

As the observation continues in schools, teachers in these schools were interacting 

very well with learners, other staff members in school, the general staff as well as the 

parents. During focus group interviews in school 1 when it was break time, three girls 

entered the office where interviews were taking place unaware that they were not 

supposed to enter. Later on when they left, the teacher explained that those learners 

were children at-risk from their homes and they were giving teachers difficult time in 

the classroom. However, the teacher decided to keep them closer and listen to them. 

 

The teacher reported enormous changes because they felt loved and accepted and 

that was their turning point to good behaviour in the class because they did not want 

to lose their relationship with the teacher.  In general, the social environment within 

the schools was good. This was highly expressed in school 4 where they indicated 

that they have a very close-knit relationship with each other. They indicated that they 

support one another in times when someone’s relative pass on they give each other 

support like family. It might have happened that they might have hidden some 

behaviour but for the longest time ever when the researcher was in school that was 

observed on a daily basis. 

 

Due to the changes in the social environment of the school, many learners developed 

a feeling of being secured and belonging to the school. A number of teachers indicated 

that majority of children came from broken homes where they were being cared for by 

parents who are unemployed and some are dependent on drugs and alcohol, cared 

for by guardians, and some were child-headed families. Teachers took it upon 

themselves to teach the children how to take care of themselves and their 

surroundings.  

 

In all schools, the neediest children would receive school uniform through the help 

from the DSD and some would also receive food parcels and vegetables from the 

school’s vegetable garden.  
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Throughout the project many learners academic performance improved basically 

because there was a total support from all stakeholders at once. A collective support 

from the DoH, Basic Education, the DSD as well as the NGO’S enabled learners who 

were struggling to learn due to various health issues such as ear infection, vision, 

asthma, hyperactivity, absenteeism due to illness and substance abuse. 

 

From the observation, health promotion has led to improved staff morale, which saw 

teachers moving from high absenteeism rate, beating children, not doing their work to 

highly committed teachers. Although health promotion seem to be demanding but 

teachers who were able to acknowledge the impact of the program on their health as 

well as their influence on children and the parents they continue to collaborate even 

when the directives of health promotion in schools seem to be lost.  

 

During breaks the researcher would be out observing how teachers supervise the 

learners. 

 

Finally, teachers were able to see learners who were more calm and happy to be at 

school. That alone has eliminated emotional and behavioural problems, which hinders 

learners from learning in and out of the class. However, biggest challenge for all six 

schools was their relationship with the parents which was not good at all. Mostly 

parents were defined as young, negligence and careless. During the interviews, 

teachers were complaining about how parents take care of their children. The 

researcher sensed that teachers were still struggling as to how they can involve 

parents. 

 

5.3.1.3  Responsibility of school health services 

Participants were asked what their views are on health and the promotion of health 

in schools? This question seeks to investigate the teachers' understanding of health 

and the promotion of health in schools. The subthemes that emerged from this 

question were:   
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 Health sector concept 

Teacher’s views with regard to health and the promotion of health in schools, was 

understood as a concept that can only be associated to health institutions or health 

professionals. This was clear when the participant indicated that,  

“However, one can say it is mainly a concept by the department of health. It's 

meant for nurses and doctors” (Line 40-41). 

 “In my understanding I think health and health promotion in school has to do 

with health professionals. Like when the school health nurse would visit our 

school for screening of children” (Line 291-293).  

This was further clarified in terms of what is done specifically by those who were 

trained to do so:  

“…but there are those health issues which requires health professionals 

knowledge” (Line 295)  

“At some point the giving out of whatever tablet even medicines to be given to 

learners by teachers was stopped and to me that was a right thing to do. To say 

since we are not doctors, we are not nurses and we are not trained in that field. 

Am how would you know if a learner is sick and you give Panado, and Panado will 

be the right pill or tablet for the child? And to me I don’t know how I’ll be correct to 

say cause it seriously defies logic that teaching practitioners, I mean teaching 

personnel must then give medication to learners, deworming and that is being 

rolled out” (Line 297-303).  

 

 Education has no role to play in health promotion 

From the perception that it is a health concept, one participant aired a critical concern 

that teachers would not be suitable to work on health matters as this can land them in 

a big trouble as follows:  

“But seriously am of the view that at some point it needs to be challenged in the 

sense that we are not health practitioners but teaching practitioners” (Line 305-

306). 

 “Poor teacher does not even know the medical procedures, how things are 

supposed to be done and it becomes a problem” (Line 308-309).  
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“Perhaps if it is piloted I would be glad if I can be invited in one of the meetings 

or the workshops, just perhaps to air my own personal point of view to say I’m 

not for that., because I’m seeing teachers being taken to very very serious 

criminal charges for giving learners pills, tablets or whatever kind of medicine 

other than the one that we are used to take the child into the principal’s office 

or the administration call the parents or the schools take the learners to the 

hospital as easy as all where a learner was be receiving a proper medical 

attention, unlike giving just anybody giving the medicines which are not right for 

the learners or for the kids” (Line 310-317).  

The concern was further elaborated by a participant who indicated that their 

teacher union would not support the idea that they are involved in health issues 

as follows:  

“We are not allowed by our unions even to give medication such as 

Panado when a learner has a head ache. Because our unions will not 

allow us to do that” (Line 1154-1155).  

  

 Teachers are not equipped to promote health in schools 

Participants raised the concern of lack of training as follows:  

“I understand that if it is done at school it can be very influential to the children 

themselves as well as the community where they live, but the problem as 

teachers we are not trained” (Line 43-44). 

“…us as teachers we do not have any training in the health promotion in 

school” (Line 611).  

A further concern with regard to training  

"…was more focused on the barriers to learning where teachers do not have 

much information on what to do in the class. “I thought maybe they can also 

help us as teachers, because we spend more time with children but we do not 

have any training whatsoever” You know what? As teachers we are faced with 

the dilemma of teaching children who have serious learning challenges, but we 

do not know how to help a child whose epileptic, whose diabetic, who’s having 

serious health challenges which affect learning"(Line 319-323).  

Moreover, the participant is aware that if teachers could have basic training in 

health issues, it can be of a good course.   
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“Maybe that can help. We wait for a long time for health professionals to come 

here at school, but if we have some light I think we can contribute positively” 

(Line 325-326).  

 

 Health promotion is subject based 

Participants’ understanding of health promotion is that it is based in a particular 

subject.   

“I think right now the subject which strongly promotes health is Life Skills” (Line 

49) 

“If here at school we can teach our learners through Life Orientation and Life 

Skills in the Foundation Phase I can tell we can win the battle in our 

communities” (Line 880-881).  

“…we are able to teach children in Life Skills about health issues” (Line 1375-

1376)  

 Health promotion is an extra burden in the curriculum 

The perception of teachers is that it is an extra burden.  

“But my main problem is that it could be an extra burden on teachers. Teaching 

in the classroom, being outside in the garden, on the other hand attending to 

parents” (Line 333-334).  

“To help us to understand the concept of health better, right from the start they 

should have collaborated. ‘Cause what I see is that the health department is 

dominant and the basic education is not strong, there is a missing link. It is like 

there is no link, because it is not included in our curriculum” (Line 1143-1146).   

There is also a concern about time where the participant said:  

“We are always in loggerheads because they will just drop here and say today 

we are going to give you pills but they did not look at our time tables, look at 

our programmes how are they going to disturb us that day” (Line 1148-1150).  

Over and above, on top of the curriculum needs, the teaching of single topics would 

address perilous topics.  

“By health issues I mean malnutrition, drugs, teenage pregnancy, STI’s, 

diabetes, and infectious disease. We can promote health in school by trying to 

solve teenage pregnancy for example. By teaching that to have sex or 

unprotected sex they can become pregnant or have STI’s” (Line 24-27). 
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 There is a need for collaboration in the departments to promote health 

“You know mam, with the mushrooming of diseases in our communities today 

I can say health and the promotion of health in school is very important because 

the school can influence the community in a big way through teaching we are 

able to reach to the whole community. Someone mentioned that when all 

stakeholders are involved within the school environment things are quicker and 

much easier. It is the school where all stakeholders can meet for the sake of 

school children” (Line 883-888).  

“But the challenge is that there is no clear demarcation as to how it can be 

done. Look in this project there are three departments which are involved. Only 

the department of health is responsible. The basic education is partially 

involved” (Line 621-623).  

When further probed with regard to partial involvement the participant said:  

“It's partially because us as teachers we do not have any training in the health 

promotion in school. Even though we have serious problems which children are 

experiencing we cannot do much because we have no particular training in 

health issues excerpt for the fact that we teach Life Orientation of Life skills” 

(Line 625-628). 

 

Now that health promotion is done in schools, teachers are compelled to play their 

role. In this regard, their views on health and the promotion of health are very 

important. Hence, their views on health and the promotion of health in schools are 

explained as something to be done by health professionals. 

 

When teachers were interviewed, their understanding confirmed that what is done in 

schools is under school health services by mentioning that health promotion in schools 

is a health concept, meaning that only the health professionals can promote health in 

schools in the sense that what they have observed since the inception of the HPS they 

have seen nurses running the health promotion in their schools by screening learners 

in the Foundation Phase as well as the administering HPV to Grade four learners. The 

ISHP (2012) projects are done by health professionals even though educational goals 

were clearly indicated. In the Baseline document analysis, it was indicated that the 

GDE was not aware of the health promotion project done in their schools (2006). In 
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addition to document analysis it was indicated that there is a lack of collaboration 

between the departments. This also speaks to the vision shared amongst these 

department about health in schools. 

 

This could possibly be explained through observations that were done among teachers 

that confirmed that they were not prepared to deal with issues around health promotion 

excerpt for school health nurses who were screening the learners in their schools. On 

the documents analysis health professionals played a huge role in harmonising health 

issues in schools without the participation of teachers. Research done by Mohamed 

(2015) done confirm the importance of teacher readiness and the fact that there are 

also factors that can determine their readiness as it was indicated in section 3.4.1. 

 

Teachers’ role in health promotion in schools was not clearly stated and they continued 

to indicate that they do not contain the knowledge to provide health. One could suspect 

that the introduction of health promotion in schools was not fairly introduced. The 

document analysis in the evaluation report (2010) confirmed that although HPS 

approach has five components, teachers could not understand how they could fit in 

the components in their activities as they promote health. Their understanding of 

health was explained in medical terms where they would need to administer Panado 

to the learners and to give deworming pills. They continue to say they were not health 

practitioners.  

 

In one school, the researcher observed few cases where teachers felt that they 

needed to act to promote the health of learners. There were three cases where the 

services of the school health services were needed desperately. The first case was of 

a boy who has been sick since the beginning of the year until when the educator with 

the permission from the principal took the boy to the clinic for medical attention. The 

other case was of a boy who was certified dead at school because of epilepsy. He had 

seizures and teachers were not aware of what to do. The last case was of a boy who 

broke his leg and the teacher had to call her paramedic brother who came to school 

to offer first aid to the boy before they could call the ambulance. The reason for calling 

the paramedic brother was that teachers were disappointed several times by the 

school health services response whenever they were called at school.  
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This perception is clearly underpinned by their understanding of health which was 

much isolated to education and of which the teachers were acknowledging that their 

unions would not support. The training of teachers is more focused on the learners in 

the classroom; hence they said they were not trained to promote health. In section 3.5 

the needs of teachers for knowledge and skills reveals the importance for teachers to 

be trained to be promoters of health in schools. Research done by Tjomsland (2009), 

reveals that without proper training in health promotion it would not be easier for 

teachers to participate. From observation in schools teachers indicated that the 

training they have received was inadequate for them to promote health in schools. 

 

At schools health promotion is addressed through Life Orientation/Life Skills subject 

where health issues were addressed according to different phases of education band 

(see section 3.7.1 in Table 3.1 & Table 3.2). Through observations in schools only Life 

Orientation teachers were the ones responsible for the promotion of health in schools. 

The HPS models in section 3.2 were all unified by the fact that there is formal 

curriculum in form of health education. Above all, the models address health topics 

which affect learners in schools and that could be done through subjects which are 

more health related. Both models have curriculum, teaching and learning as their 

components. Each country addresses health in schools depending on the national 

policies.  

 

In the literature it was found that in Ireland health is a subject in its own right, whereas 

in other countries it was infused within other subjects; in France, it was placed as civic 

education where it focuses on health and citizenship and in Portugal it is considered 

personal education where the focus was on personal and social development (Jourdan 

et al., 2008). Depending on the importance of health promotion in school, the notional 

time on the CAPS document in South Africa concerning Life Orientation/ Life Skills is 

very much limited and in the Senior Phase (SP) and Further Education and Training 

(FTE) it is not used for promotional purposes. In schools teachers understand that only 

Life Orientation /Life Skills teachers are the ones who should be in the forefront of 

understanding and practicing health promotion in schools (Strydom, 2011). So, without 

much understanding of the health promoting school, the implication is that the whole 

school will find it hard to follow the health promotion initiatives in school.  
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Only if teachers could have a better understanding that HPS is not an extra burden in 

the curriculum, but it is what they do on a daily basis in their classroom and also at 

school. In the literature review research by Kremser (2011) indicated that in some 

cases principals reduce health promotion to mere activities which are assigned to 

particular teachers in schools. Bearing in mind that the findings by Fullan (2001) 

indicated that principals can serve as gate keepers who impede health promotion, the 

fact that health promotion could be seen as extra burden could not be overlooked even 

though all teachers can be promoters of health in schools because at some point they 

will have to meet with the parents and the community to discuss issues regarding 

learners. That is, they need to see that their classrooms are conducive for teaching 

and learning, they need to promote health for staff in terms of getting along with each 

other as members of staff, they need to promote the social environment in their 

classrooms by accommodating and giving support to all learners in their classrooms.  

 

If teachers could have an understanding of policies which underpins health promotion 

in schools such as the SIAS (20, ISHP and Education White Paper 6 policy documents 

the fact that health promotion is an extra impediment could be minimised. Teachers in 

their classrooms they need to understand that learners have different learning styles 

and that they need to consider curriculum differentiation in their classrooms. What has 

been observed through in the classrooms was that teachers were finding it hard to 

accommodate all learners when they teach. Instead, teachers continued to use the 

same teaching strategy without much consideration of learners' barriers to learning. In 

the literature review Tomlinson (2001) considers that educators should be able to 

differentiate curriculum to cater for the diverse learners in their classrooms. One could 

say the reason why teachers find it hard to implement HPS could be that they perceive 

health from the deficit model instead of the socio ecological model which sees the 

development of learners as influenced by the environment where they live, play and 

work every day. 

 

Above all through the engagement with the teachers, their understanding was that if 

really the collaboration of three sectors (education, health & social development 

department) as it has been indicated in the ISHP (2012), could function properly then 

the support of learners could be achieved. This was supported by the fact that during 

the program initiation all the departments were actively involved and they could see 
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the progress in their schools. Of course the training of teachers has been mentioned 

time and again because the teachers felt that they lack capacity in contributing their 

roles.  

 

The collaboration of departments as indicated in the roles of departments in Table 2.4 

seemed to fail teachers in their roles as promoters of health. Starting from the National 

departments; the Department of Health’s role was to coordinate the implementation 

school health policy in schools and to conduct capacity building of both health 

professionals and educators. In the literature review the findings by Kwatubana & 

Kheswa (2014) indicated that in some schools the reception of health professionals in 

schools was poor and in some other schools they could not receive accommodation 

as it has been indicated to be the role of the DBE to link school health nurses and 

teachers in schools as well as to make the environment for screening of learners 

available.  

 

Findings from the baseline document of the interviews that were conducted with the 

national and provincial departments revealed the following: 

  

 National Department of Health (DoH) 

The national DoH defines HPS in the context of promoting healthy lifestyle and to 

decrease the burden of disease in South Africa (DoH, 2011). The Department’s 

approach is aligned with the WHO’s model. Teachers were expected to facilitate the 

learning process by monitoring the progress of learners. The challenges within the 

department were the lack of shared vision within the department, coordination and 

collaboration with other departments as well securing enough capacity, interest and 

commitment. 

    

 National Department of Basic Education (DBE) 

What is of interest by the Department of Education was that it has affirmed that all 

schools should become HPS by promoting healthy lifestyle. The department made it 

clear that schools are not necessarily labelled as HPS However they are centres of 

support that provides care and not merely for educational purposes. It has been stated 

that within the National curriculum, health promotion forms part of the Life Orientation. 
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The Directorate ‘Health and Education’ said to be currently realigning themselves 

towards the five health promotion elements for the purpose of addressing health and 

wellness issues in schools. In schools, the SBST was said to be involved at a school 

level. The constraining factors within the department were: 

 Lack of human resources 

 Insufficient financial resources 

 Time constraints 

 Ensuring continued collaboration and coordination. 

In conclusion to the National DBE interviews conducted by Sizanang Centre for 

Development and Research (2006) it was noted that the department was not formally 

informed about the pilot study which was done in Gauteng and did not have the 

complete details of the health promotion program which was launched. 

 

 The Provincial Department of Health (DoH) 

The long-term goal of the department of health was to develop all primary schools into 

HPS by playing a less role and encourages schools to take ownership and sustain the 

program.  

 

 The Provincial Department of Basic Education (DBE) 

The vision of the Provincial DBE is to provide teaching and learning environments that 

are suitable for learning as well as to address barriers to learning. “Banapele” was 

launched as a school enrichment programme aimed at addressing the opportunities 

and challenges by ensuring that the most needy schools receive the full basket of 

services such as exemption of school fees, school uniform, referral to social grants, 

nutrition etc. The Provincial DBE considers the DBST as the first line of support 

although the provincial department is responsible for developing teaching and learning 

material. The constraining factors as follows: 

 lack of capacity; 

 the late transfer of the budget; 

 lack of clear targets; 

 lack of coordination and collaboration, and  

 overcoming procedural and intergovernmental system barriers. 
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From the baseline document analysis the teachers’ understanding and awareness with 

regard to the HPS concept was not discussed at all, but it was mentioned  that majority 

of teachers were aware of the concept,  excerpt for few who were not aware of the 

concept. Those who indicated they were aware, when they were further requested if 

whether they understand the five components of HPS, none of them were able to name 

five components of HPS, correctly. None of the five components was specifically 

referred to. 

 

Teachers' attitude towards the HPS program was motivated by the fact that other 

stakeholders will need to be involved and not by their own self-efficacy. However, 

those who indicated the negative attitude mentioned the lack of involvement by 

parents, communities not aware, learners who have no pride in their environment and 

that there was no co-operation among the staff and that they felt everything was given 

to teachers without support. 

 

Teachers’ understanding of the concept was very limited to factors such as limiting 

unhealthy conditions, school health services, and school nutrition program. The 

findings about teachers’ perception on health promotion indicated a high percentage 

of 94% teachers that felt that it was not implemented because there was lack of 

facilities, experiences of poor management, time constraints, lack of coordination of 

activities among stakeholders. Health related topics were used to address health 

issues. Nevertheless, lack of community involvement, socio pathological ills, school 

environment and teachers who have lack of knowledge was seen as a challenge. 

Likewise, there was lack of dedication, team spirit and the feeling that the 

Department’s expectations were high. 

 

Above all the school environment in a number of schools was not in good condition as 

the toilets were dirty and far away, kitchen were not equipped, classrooms were 

overcrowded and non to unsafe playgrounds (Sizanang Centre for Research and 

Development, 2006). 

 

The lack of collaboration in the provincial level was found when during interviews 

teachers indicated that health professionals visit schools and interfere with curriculum 

and do not take into considerations the educational goals, whereas both provincial 
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departments were supposed to develop a schedule for school health activities. Within 

the department of education in the province the mobilisation of teachers, learners, 

parents, school governing bodies and the community did not seem to materialise 

because only teachers and learners were aware of how they could promote health, 

whereas the school governing body and the community were not aware of such. In 

school 5 they had a challenge that needed water for gardening and other hygiene 

matters, but they were advised to use less water. The role of both provincial and district 

departments were to advocate with relevant local government on water supply and 

sanitation in schools. Lack of collaboration within the departments affects how 

teachers can promote health in schools and consequently affects learners indirectly.  

 

In all the schools where data was collected, their understanding about HPS was based 

on physical health issues. Immediately when HPS was mentioned, they would 

reminisce about the initial stage of the health promotion in their schools where all 

health professionals were there regularly to check on learners who have barriers to 

learning. From the doctors, nurses, psychologist, therapists, and social workers were 

all attending to the learners holistically. From the teachers views this was excellent 

because now they were not struggling to assess learners until they find support at a 

later stage when a number of reports were submitted. The WHO (1996) acknowledges 

that there is an extricable link between learners’ health and their ability to learn.  

 

Learners who were partially sighted were reported to receive assistive devices as well 

as those with hearing problems were receiving hearing aids. Many teachers in schools 

were saying that they wish health professionals could be in their schools permanently 

because they could see the connection between health of learners and their academic 

achievements. By the time when the researcher was collecting data, none of the 

stakeholders mentioned in this research were seen anywhere near schools.  

 

Teachers were very concerned about how the health professionals respond to their 

challenges. They indicated that its either they respond later or they do not respond to 

the call at all. Only the police services were reported to be active whenever they were 

called in schools to come and investigate cases of weapons in schools and substance 

abuse. The school health nurses were only seen in schools once or twice per year 
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when they were administering the HPV vaccination and when there was an outbreak 

of disease.  

 

Teachers grossly complaining about nurses visit which could just happen without 

much communication with schools and they indicated discontent on such initiative, 

because on that day their schedule was interrupted. When teachers were asked about 

the school nurse who was designated to their school they were not aware of such and 

that obviously meant that there was no proper understanding from the teachers side 

of what the health professional should do at school. In some instances, it was reported 

that the screening was not done at all in some schools and that certainly confirms the 

challenges, which were mentioned in the ISHP (2012) that there is a shortage of school 

health nurses.   

 

The Constitution of South Africa (1996) declares that children have rights to receive 

PHC in all public health centres. In schools when learners were referred for further 

support in institution outside and far away from the school parents failed because 

some would claim not to have money to take them to the clinic or the hospital. It was 

reported in one school when there was a child who was sick since January until around 

June when the researcher visited the school.  

 

In loco parentis, teachers took the child to the clinic for further attention because 

intervention from the school health nurse was not possible and the parents were not 

responding to pick the child to the clinic or hospital. In all schools, there is a sickbay 

where sick children are kept whilst they are waiting for the parents or guardian who 

will pick them up. With some children, they do not receive any further attention from 

parents and that is where learners' education is affected by their sickness. 

 

All schools should be commended for the fact that they have a feeding scheme which 

helps to eliminate malnutrition and other diseases which were related to malnutrition. 

The meals were mostly stamp, beans and fish and then schools would supplement the 

feeding scheme meals by the vegetables they have in their gardens. 
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5.3.1.4 To build capacity for teachers and learners in the promotion of health in 

schools.  

Participants were asked what their views were on the health promoting school as 

such? In this question, the sub-themes were as follows: 

 

 To provide healthy environment for learning 

The participants defined a health promoting school as follows:  

“A health promoting school is a school which promotes health to its learners 

and the school community. That includes the parents, staff and the community 

at large. It is a school which looks after its health closely” “…This can mean that 

the environment is well taken care of, the children are receiving food, those who 

don’t have uniform are receiving it through the Department of Social 

development and those who are sick are attended to so that they can learn 

properly” (Line 639-644).  

“It is important to take care of the environment, such the environment must be 

welcoming to everybody and you come to school happy even the learners was 

come to school happy, yes” (Line 1158-1160).  

The participant who indicated their commitment in this manner heard the love of the 

school by teachers who are in the environment committee commented as follows:  

“We come to school early and leave late. We want to make sure that everything 

is ready for tomorrow. We love our school. If you go to the kitchen, you see the 

environment inside. We don’t want to see the lady came maybe with something 

which is dirty, we teach them to be healthy even where they cook their food 

they must be prepared or be healthy place” (Line 895-898).  

“You can even check our time register we come early; we don’t care about the 

overtime thing. But the well-being of our school is of utmost important” (Line 

904-905).   

 

 To promote health from within the school 

Again, the participants view the health promoting school: 

“…here at school we try to teach them about being healthy”…. Now I know that 

health and education are together” (Line 60-61).  
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“The health promoting school is good because we are able to teach children 

about health issues” (Line 342-343). 

“To add on what mam has said the children that we are teaching are positively 

or negatively affected by HIV from homes, the school and anybody else next to 

them. So if we promote health in our schools we will assist the learners who are 

affected or infected by HIV/AIDS without being absent at school” (Line 345-

348) “is a school which intensely looks after the health of its school through 

education” (Line 646). 

 

 To provide resources 

The participants stated that  

“…To promote health in a school is a good thing because look, here we give 

children food so that they learn better, our environment is clean and we also 

have a food garden” (Line 62-63).  

“If a school has to be health promoting as such it means according to my view 

that it must be able to provide all the services for that particular school. That 

school must have its own school health nurse who is able to assess learners 

right there; it must have its own therapist right there, services of the 

psychologist and social workers must not take years to follow-up like what is 

happening now” (Line 65-69).  

…“Like from the Non-Profit Organisation we get posters from Dettol, we pluck 

it up on our walls and then we teach them how to wash their hands before they 

can eat” (Line 70-71).  

“A health promoting school provide resources to ensure that health is promoted 

in schools” (Line 1395-1396). 

 

 To promote hygiene 

Besides the healthy environment and resources, participants also indicated other 

elements, which form part of a healthy school, and these were:  

“Hygiene is important” (Line 81) “I think if a school is health promoting then 

it is also aware of the challenges facing its community. Like here in Kgorong 

littering is the problem. You go around in this community it's like a rubbish 

dump. So no matter how much we try to teach the children not to litter they 
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still do” (Line 82-85) “…we’ve got this first aid kit” (Line 86) “because as a 

school we are able to deal with the problems within the school on our own 

utilising the services of the school health nurse who’s situated here at school 

as well as the social worker and the psychologist. The time when this project 

was active most of the problems were attended on the spot because all the 

stakeholders were here” (Line 349-352). 

 

 The need for support from the departments and other stakeholders 

In the process of defining a HPS, participants indicated the need for support. 

Participants commented as follows:  

“I think schools can do it alone if they have support from the province as 

well as the district” (Line 88-89).  

“…..also get support from non-profit organisation” (Line 93).  

However, the participant acknowledged a concern to say that health 

promoting school is in the hands of the Department of Health. “…biggest 

chunk of health is with the Department of Health and we do the basics” 

(Line 93-94).  

Above all, the participants indicated that they are not sure about the line of 

responsibility between the departments and that there is a need for support. 

Participants commented as follows: 

“….As a school if we have that knowledge then it was be easier to teach 

our learners” “But the problem is when all the services are decentralised 

according to levels of responsibility and departments in the government. 

The health department was do this, the social department was do this 

and the basic education will do this. At the end the school is not aware 

as to where to enquire about particular issues”.  … Teachers in our 

school have attended workshops and courses of HIV AIDS and they 

know exactly what to do. But it's not enough. I wish somebody can come 

and add to what we have learnt” (Line 354-360).  

“I think the health promoting school is very important because healthy 

children I think they learn better. For instance school health nurses they 

come and attend to sick children regularly and us as school we promote 

health through teaching in Life Orientation or Life Skills” (Line 362-365). 
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The definition of a HPS outlines it as a setting where all members work together to 

promote health and well-being of learners, teachers, general staff and the wider 

community. This is how the HPS program was done in the Gauteng Province where 

all the stakeholders were involved to promote the health of learners. Now that teachers 

were expected to define what each school has to do alone depending on its needs 

and context, teachers were able to say that HPS need to promote health in terms of 

building capacity for teachers. 

 

Depending on the knowledge teachers had acquired, caring for the environment and 

capacity building emerged as the most outstanding features they think the HPS should 

be. Their perception as such includes both physical and social environment where the 

whole school community is cared for by taking care of the environment and caring for 

the needy learners. One of the HPS conceptual frameworks components includes the 

social and physical environment that it should be conducive for both teaching and 

learning (see section 2.4).  One thing that was observed in all schools was that they 

were striving to maintain the environment. Schoolyards were clean and the classrooms 

were conducive for learning. Moreover, in some schools they struggled with littering 

because teachers indicated that they did not have dustbins to maintain cleanliness. In 

some schools they were able to organise the garbage in their school to a point wherein 

white papers were recycled with the recycling company and some garbage were 

stored in the decompose house. Teachers expressed love for their school by indicating 

that that they arrive early at school to make sure that the environment was clean and 

ready for the day. The building in some schools showed signs of worn out. Schools 

also took pride in the prizes that they have worn by caring for their schools. Above all 

there were vegetable gardens with vegetables. From the teachers explanation the 

vegetables were of great assistance because they were used to supplement nutrition 

and to give away to learners who were very disadvantaged in their homes.  

 

The systemic barriers discussed in section (3.9.1) form part of a healthy environment 

because lack of resources, overcrowded classrooms, inflexible curriculum, lack of 

adequate training and teacher attitude could affect how teachers promote health in 

schools. In all schools there are learners who need the services of social workers who 

will assist them in getting food and school uniform. Research has confirmed that no 

education can be offered to learners who are hungry (Marx et al., 1998) and as such 
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there is a need to educate learners about various health issues and how they need to 

protect themselves. Many schools focus on HIV/AIDS as the health challenge which 

needs to be addressed in schools. There are schools which are within very difficult 

communities where the HPS is not known to the community and this is seen by the 

acts of vandalism which they experience every now and then.  

 

But it is a different story for schools, which communicates and involves parents, since 

parents in these schools feel that the school belongs to them and that they also look 

after schools during school holidays. In school 2, 4 and 5 since they have involved the 

communities they haven’t experienced vandalism by the community. So teaching the 

community is very important in a sense that it builds capacity by empowering the 

community to participate in building health promoting school. Communities in South 

Africa often go on strikes for service delivery to an extent that they can burn properties 

which are meant to develop their community. For example in school 6, three 

classrooms and an office were burnt down due to service delivery strike. The role of 

the provincial and district departments of education is to build capacity for schools and 

the community as seen in Table 2.4.  

 

Inasmuch as the health promotion is a good program in schools the issue around 

building capacity among the teachers, parents and communities is very imperative for 

its success as stipulated in Table 2.4. In building capacity teachers mentioned the 

three most important things and they were visible in schools. In schools learners 

receive food from the feeding scheme; there were food gardens where vegetables 

were cultivated and hygiene was promoted very well. At some point learners also had 

their vegetable gardens at home. In building capacity teachers felt the need to have 

school health professionals’ right in the school for the purpose of addressing health 

barriers experienced by learners immediately.  

 

Teachers also indicated that they would love to promote health right from their schools 

hence they would need training on how to do it. The imperative was that although 

schools were in the former disadvantaged communities; their needs were a little bit 

different. The SIAS (2014) policy document and the DoH (2011) both intended to 

capacitate schools by making sure that schools were able to sustain health promotion 

in schools. From the observations in some schools some of the health promotion 
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activities were deteriorating basically because teachers were waiting for support from 

external stakeholders.  

 

Bearing in mind that the school should influence the society; the issue of support 

cannot be ruled out in communities where there were challenges which affect schools. 

The challenges of littering, vandalism, substance abuse and the like could have 

serious implications in the lives of learners as it was indicated in section 3.9. Now that 

the schools did not have much control over the community, the support by the district 

or even the provincial department to penetrate the communities was seen as 

important.  

 

This clearly confirmed that the integration and collaboration of services by 

stakeholders need to manifest within the school community to ensure that the 

promotion of health in schools was a successful story. The main challenge within 

schools to promote health as such was that they always wait for the district to 

transcend the decision down to schools like when they had to administer deworming 

pills as it has been indicated in the roll out plan by the SIAS policy (2014). Besides, 

schools struggle to understand the roles by the collaborating departments to an extent 

that there were so many things which were left unattended. There were health issues 

and social issues which could not be addressed by the schools; hence the relevant 

departments were not coming forth to give the needed support. 

 

Teachers argued that if they could have received more training on how to promote 

health within their schools they could have done more as a school without waiting for 

the district to give directives. It was in this instance that in school 2 the principal 

proposed that health promotion should cover all the schools in the province and in 

school 6 teachers felt the need to take it to themselves because they realised that 

even people from the district were oblivious about the general concept of HPS and 

therefore it has affected district support because it would take a long time before they 

could reach the school to a point where teachers would use their resources to attend 

to learners experiencing barriers to learning.  

 

At some point teachers in school 6 indicated lack of knowledge by the district officials, 

because when they visited their school they would only need issues within the 
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curriculum and nothing to do with health promotion in school. One could say lack of 

proper administration of health promotion from the province to the district has affected 

the functionality of the program within schools as it has been stipulated by research 

done by Kwatubana & Kheswa (2014). 

 

5.3.1.5 Addressing factors which affect teaching and learning  

Participants were asked how they promote health in their pedagogical practice as Life 

Orientation/ Life Skills teachers? The responses to the question above were 

summarised under the following themes: 

 

 To teach learners about body development 

Participants commented as follows: 

In their pedagogical practice, participants indicated how they promote health. 

“…they are being taught how to take care of themselves when they menstruate, 

puberty what is happening when you are on that stage, you know a lot of things” 

(Line 124-125).   

“In grade 3, learners are taught about body development” (Line 714).   

"For example I can teach them about the birds. How they developed from eggs 

to a big chicken" (Line 716-171). 

 “You see Life Skills is an important subject because you teach learners the 

physical development now they are changing. These learners have to know 

their physical development” (Line 1203-1205).  

“Let’s say for example if you teach children to take care of their bodies. It’s 

something which they can learn here at school and share it with the community 

at large” (Line 948-949). 

 

 Teach knowledge about HIV 

Through teaching, knowledge about communicable disease is imparted. Participants 

commented as follows:   

“When teaching about health, knowledge about HIV is very important” (Line 

382). 

 “I think we teach them about HIV/AIDS. This is the biggest problem in this 

community” (Line 727). 
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The way HIV is understood in our communities is different from what our 

learners learn here at school. They know that you don’t have to discriminate 

those who are HIV; they also know that you cannot touch someone’s blood. 

Where do they get that? It's through education which is done by teachers on a 

daily basis” (Line 954-958).  

“….They will understand that if you have unprotected sex you will have possibly 

STI’s, HIV or to be a victim of teenage pregnancy. I think through the teaching 

of Life skills in schools learners understand the precautions around their health” 

(Line 960-962).  

“They have a very good knowledge about HIV & AIDS. So their attitude has 

changed as well” (Line 1445-1446). 

 

 Teach learners to stay away from substance abuse 

The participants indicated that through the curriculum they are able to reach out to 

learners in the classroom as they teach.  Participants commented as follows: 

“I teach Life Orientation in Grade 7. So I teach them to stay away from drugs. 

See what “nyaope” (it is a local drug made out heroin, detergents and ARV’s 

(Antiretroviral) is doing to our community. It's sad” (Line 391-393).  

“We are teachers in classes when I teach them about substance abuse, I also 

make it practical. The other day on my way to school, I met a learner holding a 

beer bottle. When I enquired, I find out that the learner was sent by the parent 

to buy it. I reminded the learner of what I have taught them about substance 

abuse. But you have to be careful outside there” (Line 1212-1215).   

 

Participants expressed their challenges when they teach about substance abuse. 

They commented as follows: 

“We teach them to stay away from drugs and alcohol. But parents are using 

those things” (Line 719).    

“Some they sell from their houses as a means to sustain their families so that 

makes it difficult to deal with it. We can see that it's destroying this community 

but anyway what can we do?” (Line 724-725)  

 

 Teach about nutrition and healthy food  
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Participants indicated how they influence learners on what to eat when they are 

teaching. Participants commented as follows:  

“We teach them about the importance of nutrition. We often encourage them to 

eat a health balanced diet” (Line 384).  

“We teach them to eat healthy food and not the bunny chow. They eat all sorts 

of food which is not healthy” (Line 730- 731). 

 “…it's about nutrition, children are served with porridge in the morning, if it's 

about gardening the school have a garden where vegetables are planted by 

learners” (Line 964-965).    

“We try to incorporate the SNP (School Nutrition Program) and food gardening 

through the issuing of food parcels to take home vegetables, to take home 

sometimes on Friday. But it is still not enough, because they would just eat for 

the weekend, and what happens during the week” (Line 386-389). 

 

Teachers were aware of the fact that there are health issues that affect learning in the 

classroom; hence they took it upon themselves to address those issues in the 

curriculum which affect learning. It has to be understood, that although teachers were 

expected to demonstrate their pedagogical practice on how they apply the teaching 

strategies and the teaching styles to promote health to those learners who were 

experiencing barriers to learning as well as to differentiate the curriculum; none of the 

teachers in these interviews were able to demonstrate such knowledge and during 

observations in the classrooms none of the teachers ever used that.  

 

It could be said that the documents analysis as well did not have anything specific to 

address as to how teachers can promote health in the classroom when they teach. All 

the responses were around the health promotion activities that were demonstrated 

when teachers were introduced to health promotion program in schools. These 

activities were hygiene, nutrition and caring for the physical environment.  

 

It only tells that although the health promoting school model in South Africa contains 

curriculum teaching and learning as one of its components (ISHP, 2012), the focus of 

it in these schools was not basically on teachers and the curriculum as such. The 

findings in the HPS models revealed that it is the responsibility of each country and 

schools as to how health promotion can be catered in schools. The Evaluation 
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document (2010) on the document analysis indicated that schools were still waiting for 

the curriculum material although only gardening books for the foundation, intermediate 

and senior phase were the only LTSM (Learning and Teaching Support Material) found 

in schools.  

 

The absence of LTSM which ties the whole school curriculum with health promotion in 

schools was also confirmed by a teacher in school 6 who indicated that when district 

officials visit their school they need only curriculum report and not health promotion 

report and as such the roles of district in coordinating the schedule proved not to be 

fulfilled. Depending on how teachers see themselves as Life Orientation/Life Skills 

teachers in the classrooms, still their responses were based on health promotion 

activities such as:  

 

Life Orientation/Life Skills gave teachers a good platform where they could address 

the issues of body development to learners starting from the Foundation Phase where 

they learn about how to take care of themselves in the morning before they go to 

school and how they developed as children to the stage where they are. This 

transcends to learners in the Senior Phase where they go deeper in the understanding 

of their bodies where teachers would explain about puberty stage. The findings in the 

literature review by Viig et al., (2010) and St Leger (1998) indicated that health 

promotion was done in schools through the teaching of health topics. Although 

teachers in school 3, 5 and 6 indicated the difficulty of teaching learners about body 

development they tried their best to explain it in a way which children could 

understand. This was also associated to the teachers’ cultural background where 

teaching about body development to children was a taboo to talk about. In school 2 

the teacher indicated how body development was taught without tempering with the 

learners age and cultural beliefs.  

 

Due to the fact that a number of learners were HIV/AIDS orphans who were taken care 

of by foster parents, many teachers stressed on issues around sexuality, HIV/AIDS 

and teenage pregnancy. HIV was among the most topics taught in schools as it has 

been indicated in the literature review by Stewart-Brown (2006) Teachers were 

confident that what they were teaching children at school about the communicable 

disease was far much apart from the knowledge which the community has. The 
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literature review findings revealed that children were affected by HIV/AIDS especially 

when all parents passed on because of it (Basaza & Kaija, 2002), and the community 

as well as the family would reject them to a point where they end up as child-headed 

family (Ritchter, 2004). From the literature review, teachers acknowledged that 

learners had more information on HIV/AIDS and they were able to disseminate that to 

the community. Teachers also made use of the HIV/AIDS policy to provide more 

information to the learners.   

 

As part of driving learners away from their community practices where in all schools 

substance abuse was a serious challenge where majority of learners were at-risk from 

their homes and communities, teachers seriously addressed the danger of using 

drugs. The finding by Wevers (2012) has proven that learners are using drugs at an 

early age. In and around these schools there was this common drug called “Nyaope” 

which was destroying the lives of families. Teachers were able to tackle that in terms 

of teaching in the classroom about the dangers of substance abuse, although parents 

of the learners were engaged in the consumption of substance or using the substance 

to sustain their families.  

 

This was reported to be the challenge by schools because that was sending a 

contradicting message to learners as well as the schools. In school 5 teachers 

indicated that learners in their school knew that none of them drink alcohol or smoke 

cigarette because they have a designated area for smoking and even when they had 

a trip with learners none of the teachers would do such things in front of learners. In 

school 2 there were signs everywhere to discourage the use of substance abuse. In a 

way the schools were not only focusing on formal curriculum in the classroom but they 

also infused and encouraged informal curriculum to enforce what they teach in the 

classroom.  

 

As one of the objectives of the health promotion in schools was to make sure that all 

children could learn provided they were receiving support. The National School 

Nutrition Policy was used by teachers as a document to promote nutrition in schools. 

Many children who suffered malnutrition because of the circumstances at home and 

in the community were being given soft porridge before they began with their lessons 

in the morning and lunch in all schools as it was indicated in the National School 
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Nutrition Policy (1994) program document. Moreover, the challenge around nutrition 

was that the food was not always enough since they only have it at school. After school 

it was supposed to be the responsibility of the parents whom were under poverty and 

unemployment.  

 

Even though the DoH (2011) planned that schools should be able to sustain health 

promotion activities. Moreover the lack of resources in terms of food for learners 

proved to be beyond what schools could do, but something which could be done by 

the DSD. Through gardening LTSM learners were taught about the importance of 

nutrition and to have their own gardens at home and to sustain their families by 

providing vegetables to supplement their meals. In schools 2 and 4 teachers indicated 

that they supplement what they receive from the NSNP by adding the vegetables they 

have planted in their gardens. It was also reported that learners have started their own 

gardens at home. 

Through teaching about communicable diseases and other health promoting topics, 

there were changes that were clearly observed in learners regarding their behaviour 

as well as their awareness on health issues. In Life Orientation, learners were able to 

understand how HIV is contracted and how to prevent it. In particular, they understood 

that they cannot touch someone’s blood and that they cannot discriminate people who 

are HIV positive. Children who were asthmatic, diabetic and those who were epileptic 

knew how to take care of themselves. 

 

Learners showed more discipline in terms of how they engaged in learning and doing 

their schoolwork. From the teachers report there was a high rate of school attendance 

and less absenteeism. It was through teaching and learning that learners were able to 

understand issues around body development. Teachers in school 2 and 6 indicated 

that they present lessons about body development as they are. They said “I call a 

spade a spade”, meaning that when it comes to body development in the Foundation 

Phase they address it according to the age of the children and in grade seven when 

they address physical development for the boys and girls, they talk about developing 

hair in private parts and menstruation for girls. One teacher in school 2 believes that 

education about health can liberate the society.  
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This was observed in school 6 where the teacher indicated that before the school was 

there, there was a high pregnancy rate as well as HIV/AIDS. The teacher indicated 

that but since they started talking about unprotected sex and the danger of it, many 

children started to be cautious. By the time when data was collected, the teacher 

indicated that the challenge has been reduced but they have many children in the 

community who are orphans due to the prevalence of HIV/AIDS in the community.  

 

Throughout all observations, the researcher was longing to see how teachers in their 

pedagogical practice accommodate learners who have barriers to learning. Teachers 

are not familiar with the policies and also the issue of curriculum differentiation when 

it comes to the promotion of health for learners as per the SIAS (2014) policy and the 

Education White Paper 6 (2001). Throughout the observations, teachers did not 

indicate if they still have in-services training which are aligned to health promotion in 

schools, excerpt for only 2, 4 and 5 schools where they still have their in-house training 

in health promotion. 

Teachers use the formal curriculum in the classroom where learners were made aware 

of many health issues in their lives and in the community. They were made aware of 

the concern of the community about substance abuse such as alcohol and a drug 

called “nyaope”. In the teachers’ explanation, many children were coming from broken 

families where substance abuse was a problem. This was seen when some children 

would come to school dirty and when they were asked about their parents, they would 

say they were drunk. The same applies with the substance abuse some parents were 

reported to be selling drugs for survival. One teacher indicated in the focus group 

interviews that she met a child holding beer and she engaged the child on what they 

have learnt in the classroom about alcohol and its consequences. Right there the 

teacher took the alcohol; send the child to call the parent and the issue was resolves 

right there.  

 

That shows that the formal curriculum was linked with the informal curriculum where 

application was done as this showed that the curriculum was designed to approach 

health issues in a holistic to an extent that learners theoretical understanding was 

improved (WHO, 1996). In one school, there is a designated area where teachers 

would use as a smoking area. In another school the teacher indicated that learners in 

their school know that their teachers do not smoke or drink. According to WHO (1996) 
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for teachers to be key health promoters in school they need to be thoroughly prepared 

for their roles at school and also in the community where they can engage parents in 

what learners do in the classrooms, and that helps learners in their school not to be 

involved in any substance abuse.  

 

The personal health skills were not applicable to learners only; it also assisted the 

teachers to be more conscious in and around their environment. During observations 

in some schools, teachers confessed that they were able to apply what they teach 

learners to their life experiences and also in their families. The obstacles were parents’ 

attitude in the community who refuses to abstain from their behaviour, which does not 

promote health.  

 

As part of promoting healthy curriculum on the part of nutrition, teachers reported that 

parents gained knowledge where they were able to follow the rules in the preparation 

of a healthy meal. The researcher had an opportunity to visit all nutrition sites and 

observe parents serving children and also when children were eating. In school 2 and 

4, there was a designated area where learners can sit down and eat healthy meals. In 

addition, before they could do that learners would do what they were taught in the 

classroom; that is washing their hands before they could eat and after they have eaten, 

which is part of the formal curriculum. 

 

5.3.1.6  Support and sustainability of the promotion of health in schools 

Participants were asked if whether there were any barriers that hinder them from 

promoting health in the classroom/school. Themes that emerged under this question 

were:    

 

 Violence in the community and at home 

Participants stated violence as one of the barriers that hinders the promotion of health 

in schools. They commented as follows:  

“Or sometimes they have fought. Someone is in jail” (Line 149). “This 

community is full of violence. You cannot travel here in the evening, even during 

the day” (Line 150-151). 

“As teachers in the classroom we can also teach them conflict resolution skills. 

Cause there is a lot of fighting in this community. Mostly criminal activities are 
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here, domestic violence is common. So we experience children who beat others 

because that is what they observed from their homes as well as in the 

community. The father when he is drunk he would beat the mother” (Line 568-

572). 

“You will remember that children always copy anything good or bad. If what 

they see at home is bad behaviour such as domestic violence, substance 

abuse, sexual abuse, us as teachers we have to turn that around” (Line 607-

609). 

“A burning issue to me is that the community is very violent and negligence” 

(Line766). 

“Mam there is too much violence in our community” (Line 1461). 

“These children observe abuse at home, parents are always fighting, there are 

gangsters in our community. It's not safe” (Line 1463). 

“Yes they always fight” (Line 1466). 
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 Teachers are not ready to promote health. 

As the participants continued to share barriers that hinder them from promoting health 

in school, their state of readiness as promoters of health in schools was shared.  

Participants commented as follows: 

“So how are we going to promote health?”(Line 139).  “We don’t know what to 

do” (Line 405). 

“We cannot do thing things on our own. Here we are expected to be promoters. 

How are we going to do that? All we know is that we are teachers” (Line 509-

510).   

“Us as teachers we do not have any training in the health promotion in school” 

(Line 611). 

“Although my knowledge about health in school is limited to physical health” 

(Line 612). 

“Mam I don’t think we are ready by now to promote health in schools” (Line 

1475). 

“Yes, but I don’t think we are ready” (Line 1477). 

“We try our best you see. But the feeling I have is that it is not yet the right thing” 

(Line 1478). 

“I think teaching in the classroom is ok for me. This health promoting thing is 

complicated” (Line 1480). 

 

 Teachers are frustrated 

Participants shared their frustrations with regard to their roles as promoters of health 

in schools.  They commented as follows:  

“…we are not very sure if what we are doing is doing something to the 

community” (Line 543).  

“We often try to connect with the community but as you know how our 

communities are, we doubt if what we are doing is correct” (Line 254-255).  

In addition, other participants echoed their sentiments regarding their role to the 

community as they said:  

“The changing communities make it hard if what we are doing as a school is 

helping anyhow. Our communities are so diverse in a way” (Line 257-258).  

“With all ills in our communities we fail to connect in a big way” (Line 13-14).  
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“Like today a child came today and she was not feeling good in her private part. 

It was like you know we couldn’t help the child because we cannot check her 

because the policy does not allow us to do that. She said when she urinates it 

was painful. This is a grade 2 child, she couldn’t walk properly. What do I do as 

a teacher? In my opinion I think health in school is crucial as well as the 

promotion of health in school. But the challenge is that there is no clear 

demarcation as to how it can be done” (Line 582-587). 

 

 Lack of community involvement 

Participants indicated the lack of community involvement as one of the barrier. They 

commented as follows:   

“The community where we are is not supportive. You heard about the vandalism 

issue where the people in the community can come and steal even the feeding 

scheme food… Therefore it means that for that month it will be a struggle” (Line 

737-739).  

“The other challenge is the use of substance abuse here in this community. At 

school, we are teaching that it is not healthy to use drugs, but at home, one 

parent is using them, either alcohol. Sometimes these children are sent to buy 

alcohol. I am not sure if whether are they aware of the notice that it is not for 

sale to people younger than 18. With drugs, children are useful careers 

because they cannot be suspected easily. It is heart breaking to see the 

community being destroyed from the roots. We teach them not to try 

substances because they destroy lives. But at home it’s a different message” 

(Line 742-748). 

 

 Unclear involvement by the Department of Basic Education (DBE) 

According to the participants, support from the education department seems to be at 

its lowest. They commented as follows: 

“Look in this project there are three departments which are involved. Only the 

Department of Health is responsible, the [Department of] Basic Education is 

partially involved. It's partially because us as teachers we do not have any 

training in the health promotion in school. Even though we have serious 

problems which children are experiencing we cannot do much because we 
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have no particular training in health issues excerpt for the fact that we teach 

Life Orientation or Life skills” (Line 748-755).  

“Mam I think we are not getting support from the district. When they come, they 

only concentrate on the curriculum. They don’t care about this health promotion. 

So I think it’s a problem” (Line 132-134).  

“It is a problem mam. The only thing they want is what we do in the classroom. 

That tells me there is a problem. I question their support so to say” (Line 136-

137).  

“I think this project is a Provincial thing. Even today as I am speaking mam we 

have not received the curriculum material. So how are we going to promote 

health?” (Line 138-139).  

“Yes mam. I think the support we get from the department is not enough. We 

are not sure if whether what we are doing is right or not? Since JICA left we do 

not see any progress like before. We don’t know what to do” (Line 403-405). 

 

 Lack of parental involvement   

Participants cited parental involvement as one of the barriers. They commented as 

follows: 

“….this is a very poor community, where you find that a child doesn’t brush the 

teeth” (Line 141).  

“even bathing” (Line 143).  

“the child’s clothes itself is dirty. On a Monday, on a Monday (stressing the 

point) it’s sad” (Line 144-145).  

“I don’t think it’s the poorness of them (parents). Even they are irresponsible. 

Because some of them they drink. Some of them they work very late they come 

back home very late, meaning the parents” (Line 154-156).  

The participant continued to say:  

“You give them uniform today, tomorrow it’s not there. I don’t know if they sell 

or what” (Line 157).  

When the participant was probed further if whether they were winning with regard 

to the issue of parental involvement, the participant said:  

“It’s a losing battle” “our school is situated in a community that is less fortunate 

and that hinders the teaching of health in the classroom as these are not 

practicable. “….cultural background of a learner plays a vital role as not every 
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learner believes in the same things that are taught. This is also affected by the 

belief from different families” (Line 406-409). 

 

 Lack of resources to promote health 

They commented as follows:  

“We have BMW which is assisting with us with Technology and in that projects 

we also involve a-a learners, teachers and teachers and then we are also hands 

on with ABI which is recycling, cleaning the environment. We also hands on 

with “Batsha le metse” water and sanitation project which teaches children to 

take care of water to learn how to wash their hands, to know the importance of 

water” (Line 417-421). 

 “Ya I think the barriers, like mam said the water. That’s one of them because if 

you don’t have water you cannot clean the toilets, you cannot clean the 

classroom” (Line 165-166). 

 “Then other thing if we can get enough dustbin where they can make those 

cleans one’s for each grade (she wanted to say recycling) and then they know 

when it’s after break there is a bin next to our class we put the papers there” 

(Line 183-185).  

I addition to the resources, the lack of human resource was mentioned as well 

as the resources which were to be delivered in schools. “To reach to a point 

where the psychologist is involved you might have done a lot of admin work 

which gives evidence about the child. And that is very difficult on the side of 

teachers to do that and that means children can be neglected for a long time. 

The other difficult thing is that even when the whole process of intervention has 

been done, the referral services become difficult and that applies to placement 

of learners in a particular school” (Line 759- 764).  

“late delivery” (Line 992).   
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 Health promotion is not aligned to the school curriculum 

HPS for teachers is seen as something that is not closely linked to the curriculum as 

a whole, However it is seen as follows:   

“For me is just a lot of paper work. The way teachers are handling curriculum 

delivery sometimes it sort of take you from the target. Management encourages 

us to be in the classroom and less outside”. On the other hand life skills was 

seen as a vehicle which drives health promotion within the curriculum” (Line 

1507-1510).  

To some participants although HPS is not aligned to the curriculum. They commented 

as follows:  

“It is helping because mostly health issues are addressed. Issues such as; 

HIV/AIDS, hygiene, nutrition and many other issues” (Line 1512-1513).  

“Can you see the system we are using is not like the oldest one? Because with 

that, you were able to install the knowledge to a learner. In the morning, I must 

wake up, open the windows, brush my teeth wash my body. The day will pass 

be unable to see your class” (Line 1524-1526). 

 

Although schools were trying their best to promote health in schools, the issues of 

support and sustainability were critical in the promotion of health in schools as a goal 

of the DoH (2011) to sustain health in schools. It was indicated several times that all 

stakeholders were fully involved in the promotion of health in schools even when the 

roles of the teachers were not clear. The literature findings revealed that holistic 

programmes that continued for a longer period tend to be more successful, than 

targeted interventions that were more time limited (Quirke, 2015).   The difficulty faced 

by teachers though was that health promotion in schools was meant for certain period 

of time and that it was funded by an international organisation (Sizanang Centre for 

Research and Development, 2007).  

 

The project in the Gauteng Province was funded by JICA and it was meant for three 

years. After three years when JICA pulled out, that is where teachers felt that there 

was a lack of support from the remaining structures and stakeholders. The main barrier 

to promote health in schools is the lack of support. Support from the Gauteng DBE, 

Health and Social Development as well as the community and the sustainability of 
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health in schools. The findings by Freire (1972) indicated that projects which are 

supported by external agencies are difficult to sustain afterwards. This was also 

confirmed by Mohamed (2015). 

 

One of the barriers which teachers were worried about at school and in their classroom 

was the issue of violence in the community, which often manifest at school. Where 

learners would fight or bully other children. This would have been triggered by what 

they observe at home where parents would fight each other (see section 3.9). The use 

of substance abuse in the community as well as any kind of abuse has been reported 

in a number of schools where some learners would show signs of sexual abuse. The 

unfortunate thing would be that teachers were not able to investigate further but to 

report the issue either to social worker assigned for the school. Teachers reported that 

other stakeholders would take time to attend to the matter and sometimes they could 

not find any feedback. 

 

Teachers’ knowledge about health promotion was limited to physical health (Mashau, 

2011). Hence they continued to indicate that they lack a proper training on how to 

promote health in schools. Health promotion by teachers in school was seen as 

something complicated to be done by teachers. In a number of responses teachers 

felt that they were not ready to promote health in schools. The research done by Quirke 

(2015) confirmed that support is one of the barriers that can affect teacher readiness 

in the promotion of health in schools.  

 

In school 5 they shared their frustration because they were literally using the 

municipality water where the bill was paid by the DBE to maintain their garden. They 

were advised to use less water because their bill was too high. This totally rejects the 

roles of the provincial and district authority to advocate with the local government on 

water supply and sanitation (see Table 2.4) and it has affected the hygiene practice of 

the school. During the time of the interviews they were engaging the Department to 

provide a borehole for them to make it easier to continue with their daily activities. 

Teachers also indicated their frustrations in terms of how they should work with the 

community as they were not sure if they were doing the right thing. Table 2.4 indicated 

that the community will be equipped to understand issues around health promotion to 

make it easier to be involved (DoH, 2011). However, during the interviews teachers 
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indicated their difficulty in involving them. Clelland et al., (2013) highlighted that 

teachers always get frustrated often when they do not how to involve parents in the 

community. From the researcher’s observation, teachers showed signs of frustration. 

Teachers' expressions indicated that they did not know what to do concerning health 

promotion in school excerpt for gardening and hygiene issues. Even though teachers 

were willing to promote health, there were not receiving proper support from the 

district. In two schools, the borehole thermostat was stolen and in some cases, the 

usage of water was restricted. Above all, they indicated the frustration in terms of 

working with parents and the community at large.  

 

Within the community there were a number of activities which were not supportive of 

HPS such as vandalism, substance abuse, and children negligence and violence (see 

section 3.9). What was taught in schools was not what the community was teaching 

its children. To a certain extent food from the feeding scheme was stolen over and 

over again and that had an effect on the nutrition at school. From the researcher’s 

observation, partnership with schools and the community was encouraged to ensure 

sustainability of health promotion within the school although it was hard for schools to 

do so. As part of health promotion framework to empower the community, in all 

schools, members of the community were involved in the community projects such as 

the feeding scheme, where they cook for school children without any earnings; 

gardening where they work in the garden and receive some vegetables to feed their 

families and the Extended Public Works Programme (EPWP) programme where the 

community members were working in schools but get earnings from the Department 

of Public Works. Involving parents in the school projects was done to eliminate poverty 

and unemployment within the community. What teachers find so hard was to listen to 

the needs of the community and how they would like them to be involved.  

 

Most teachers were hesitant when it comes to involving the community, because they 

doubted if whether parents would promote the goals of the school. In this regard, 

teachers were not aware where and when they should draw a line. Teachers in schools 

were aware that the involvement of the parents is key to the success of a health 

promoting school. In school 4 and 5, teachers indicated that in the beginning of every 

year they have meetings that are scheduled to inform parents about the school’s 

expectation with regard to the issues of health, which affect children. Although it is 
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very important for parents to be involved, teachers find it difficult to involve parents 

fully in school activities and projects. 

 

Besides the changes in the community, there were also some challenges which were 

experienced and that include difficulty in establishing new links with the NGO’s besides 

BMW, Dettol, “Batsha le metse project” (Youth and Water project) which have been 

partnering with the schools since the inception of health promotion in schools. There 

were schools that were in impoverished areas where community participation in 

schools was lacking. The community in school 1 and 3 instead of protecting their 

schools, it was reported that there were serious cases of vandalism where feeding 

scheme food was stolen several times. 

Some teachers indicated that the health promotion project was disengaged before 

they could understand their roles. The SIAS policy and the ISHP (2012) indicated how 

the three departments get to be involved in the promotion of health in schools and that 

was not taking place during the time when the teachers were interviewed. One of the 

purposes of promoting health in schools was to develop the LTSM. It was indicated a 

number of times in the evaluation document that they would and they were going to 

develop LTSM.  

 

The final evaluation report document indicated that there were no LTSM materials 

produced (2010). None of the report ever indicated that material for teaching and 

learning for HPS were produced and they were utilised in schools. This could be the 

general approach of the program where it was too wide and that the main focus was 

on health issues which required medical attention (Quirke, 2015).  

 

The only LTSM (Learning and Teaching Support Material) which the researcher could 

get hold of from the schools was the  Basic School Gardening: Teachers Manual. It is 

the output of the project and it forms part of the LTSM which were produced for the 

purpose of empowering schools in the knowledge and skill of producing vegetables 

which then will be used to supplement nutrition at schools as well as to provide for 

learners from poor background. This document is aligned with all the learners’ books 

(Basic School Gardening: Learners Activity book. Foundation phase; Basic School 

Gardening: Learners Activity book. Intermediate phase and Basic School Gardening: 

Learners Activity book. Senior Phase) which provides knowledge in gardening. All 
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teachers in all six schools registered their dissatisfaction regarding the support they 

received from the province, district and the community. It was observed in some 

schools wherein the gardens were without vegetables or there were no resources to 

do gardening. This lack of collaboration was seen when the health professionals would 

visit the school (Kwatubana & Kheswa, 2014) once in a while or when there is an 

outbreak of a disease in the province and when the health professionals would come 

and disrupt the school program without negotiating with the schools.  

 

Their role of giving advice to schools was not seen (Renwick, 2006). And to an extent 

this lack of collaboration makes teachers not to be comfortable to participate in the 

promotion of health because it did not count as part of the curriculum. They indicated 

that when the district officials visited their schools, they did not take cognisance of 

HPS programmes in schools. Now that Life Orientation was used as a vehicle to 

promote health in schools, there were two things which could also contribute in the 

lack of support from officials and also from teachers themselves. The first one was the 

time allocated in the classroom was very little and that Life Orientation was not a 

promotional subject even in the Further Education and Training (CAPS, 2012).  

 

Poor support from the provincial and district officials in the DBE did not only affect the 

teachers in schools it has also affected parents (Mohammed, 2015), and one could 

understand that if teachers were incompetent about their roles how then could parents 

have confidence to be involved in such a program Mashau (2011). In two schools 

where they practice the activities of HPS it was reported that parents were helping on 

the feeding scheme, gardening and cleaning of the classrooms. However teachers 

were failing to give parents an opportunity to say how they would like to contribute and 

before they could do that it could be fitting that they would be trained by schools to 

have a better understanding (see 3.9.2.1).  

 

Participants indicated there was a lack of resources to promote health. These 

resources according to (Kwatubana & Kheswa, 2014; ISHP, 2012; DoH, 2011, 

Mohamed, 2015) are human and capital resources. Some schools were reported to 

have challenges with water that seemed to affect the health of learners, since the 

routine of washing hands before they could eat or coming back from bathrooms was 

not possible because of lack of water which at two schools where the community was 
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not involved it was reported that the thermostat of the borehole was stolen. The 

principal and the SMT were regarded as the resource for health promotion in schools 

(Quirke, 2015). But in this case due to the management’s lack of understanding 

teachers find it hard to promote health in schools (Shung-King, 2013; Kwatubana & 

Kheswa, 2014).  

 

 

Teachers indicated another barrier as the disintegration of HPS from the entire 

curriculum. Teachers also complained on the fact that when district officials conduct 

their visit in schools they do not care about what they are doing in HPS, their focus is 

on curriculum and nothing else (Kwatubana, 2018). The rigid and inflexible curriculum 

and its inability to cater for learners complete health did not contribute in the promotion 

of health in schools (Ntagungira, 2014). The integration of HPS activities and the entire 

curriculum was still much lacking and they wondered how it could be done. The 

findings by Quirke (2015) indicated that teachers struggle to integrate health promotion 

and the curriculum. In Table 2.5 the roles of the national, provincial as well as the 

district is to ensure that there is time allocation for extra-curricular activities for the 

implementation of health promotion and health education.  

 

The only time they have at school was when they were in the classroom and again 

they saw HPS as something additional to their role of teaching (Weare, 2000). Many 

issues are handled by stakeholders outside the schools such as health professionals, 

Department of Agricultural and the NGO’s. 

 

5.3.1.7  Leadership and management of health promotion in schools  

Participants were asked: In what ways do you counteract/overcome these barriers in 

the promotion of health in the classroom/school? The following sub-themes emerged: 
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 The provision of resources that promotes health  

Participants noted that the solution could be brought about if there are resources 

available to promote health. They commented as follows: 

“For now I don’t think we will overcome this thing unless if we have a necessary 

equipment, like water and then we have people who can come and just address 

the kids because we always do that” (Line 208-210).    

“To save water, we encourage them (learners) to use squeeze bottles instead 

of running taps” (Line 459).  

“I think we need human resources to provide support on how we as teachers 

can promote health for the success of our school” (Line 212-213)  

“Just to add on that we also need the teaching material for that matter. Since 

they promise to develop material we are still waiting” (Line 214-215).  

“Our schools are very poor we need support on the resources we can use to 

promote health” (Line 461- 462).  

“Doing health promotion without the relevant resources is a challenge. I can say 

we need the resources” (Line 1013-1014).  

“I understand we are not health practitioners, but with the little support in terms 

of resources I think we can try our best” (Line 1229-1230). 

To mitigate the challenges experienced by feeding schemes and to supplement 

nutrition, which is part of the health promoting school framework in Gauteng, 

participants have their own way to support learners.  “We try to incorporate the 

SNP (School Nutrition Program) and food gardening through the issuing of food 

parcels to take home, vegetables to take home sometimes on Friday. But it is 

still not enough, because they would just eat for the weekend, and what 

happens during the week” (Line 463-466).  

“We go outside and then they borrow us 1kg of rice, borrow us 2.5 of maize-

meal when the delivery comes we will send them back. It is how we overcome. 

When our garden is flourishing, it helps us a lot because we forget about our 

neighbours. Carrots we pick from the garden” (Line 1017-1020). 
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 Parental/ Community involvement 

Participants called for the involvement of parents. They commented as follows: 

“If we were working together with parents things gonna be simple…..” (Line 

217).  

“We need the community on board” (Line 467).  

“I think with regard to parents who are negligence we try to invite them to 

meetings, even one on one kind of meetings to show them the importance of 

caring for their children. For those living with their grandparents who cannot 

help with homework; we advise them to find someone to help” (Line 790-793).  

And in case where the school experiences urgent medical attention where a learner is 

in a critical condition the school gives support. They commented as follows:  

“Mam if the case is very urgent we, we step-in as the school” (Line 1023).  

“Communications at all times whether its good or bad” (Line 1232).   

“The issue of vandalism we try to involve the police to educate the community 

about that” (Line 795-796).  

 

 Need for health promotion training from the Department of Basic Education 

(DBE)  

The issues of training were mentioned as a way to overcome the barriers that hinder 

the promotion of health in school. They commented as follows: 

“We need training, that’s all” (Line 219).  

“I would suggest serious training from the department because as far as I 

remember, the project collapsed still at its infancy. I cannot tell if whether I am 

a health promoter or not. Because it is all about nurses and nurses” (Line 469-

471).  

“I support what mam said, we really need training” (Line 475).  

“The most important thing we need as teachers is to be fully trained that we can 

take our responsibilities seriously. The only thing I know about health promoting 

schools is hygiene, environment and partnership with the community, nothing 

more” (Line 803-805).  
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“You can say that again. We need to know how we can work in harmony with 

the community. So we need training since we sometimes differ with parents” 

(Line 806-807).  

“I think if we are to promote health in school as teachers, we need training by 

the DBE. Remember we are teaching practitioners. We are not familiar with the 

health concept” (Line 1024-1026).  

“I think we would be grateful to know that there is a health promoting school 

training somewhere. We could see that it is good to promote health in school. 

Our school is better than before and if we can all be trained I am telling you our 

school would be in the better than it is” (Line 1234-1237).   

 

 To align health promotion with the curriculum 

The participants also raised the alignment of curriculum to health promotion. They 

commented as follows: 

   “I think health promoting school need to be integrated with the whole school 

curriculum and not an extra task for teachers” (Line 220-221).  

“I have a feeling that health promoting school cannot be addressed through Life 

Orientation only, everybody must be involved” (Line 477-478).  

“You are right; remember it was only Life Orientation teachers who were 

attending the meetings with the stakeholders” (Line 479-480).  

“For me before I saw it happening because I had a lot of meetings from 2009 

since the inception of the HPS with a lot of stakeholders I didn’t understand 

what was happening. I thought maybe it was the clinic which was coming but 

now what I have learnt is that it is the stakeholders responsibility; The Social 

Development, the Health Department, Education Department, and other 

stakeholders like companies like Agricultural they have to come together to 

promote the health for the livelihood of everybody in the school and take it out 

into the community so that they must be at the same level” (Line 1549-1555). 

“I think if the department can really manage the program and take leadership 

and reduce this paperwork. We are doing too much paper work” (Line 1556-

1557).  

 “Let’s say if we have to sustain what we got from JICA. Then that means that 

we have to do that even during school hours cause that is what we need to do 

with the children during school time. So, in my opinion I think it was supposed 
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to be infused within the curriculum so that it cannot be seen as something that 

is out there. Now the problem is that if we do that during school hours, then it's 

like we are abandoning our classes, abandoning our job to teach. Thinking 

about that sometimes demoralises us” (Line 1559-1564). 

 

Teachers were aware that on the barriers, which they were experiencing there was 

supposed to be a solution for health promotion to be successful. As such, they 

mentioned the following issues that required attention. 

 

The findings in the literature review indicated that resources were very important in the 

promotion of health (Mohamed, 2015). In the first place, teachers mentioned that they 

needed resources that promote health. Since they have gardens in their schools, they 

indicated that they need water to promote health in issues of gardening and hygiene. 

Without water, they indicated that it would be hard to promote health. This was 

experienced by school 1 and 3 where the pump was stolen and they were not able to 

have running water to use in their toilets and to use for their gardens. From the 

observations in these two schools there were no vegetables in their gardens.  

 

The same expression of water was shared by school 5 where they indicated that from 

the district they were requested to use less water in their health promotion activities. 

Table 2.5 indicated that national and the provincial departments of health and 

education will have to advocate with relevant local government on the matters 

regarding resources (DoH, 2011). So, as a way to overcome the usage of water in 

school 4 and 5 they encouraged learners to use squeeze bottles for drinking water. 

However, in school 4 they discouraged the use of basins for water to wash hands 

since they indicated that they would like to avoid the spread of contagious diseases. 

From the researchers’ observation, there were signs of lack of resources ranging from 

human to capital resources. Teachers indicated that there was no one showing them 

what to do as teachers in terms of promoting health in schools, and that has caused 

them a lot of strain because they were expected to promote health but without 

resources to do so. In some schools, it was indicated that they lacked resources such 

as water mainly used for hygiene purposes, dustbins and community stakeholders 

who can support schools in their endeavour to promote health in schools. 
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In terms of food they indicated that they supplement what they have received from the 

Nutrition program by the vegetables they have in their gardens and sometimes if the 

delivery was late they borrow from the neighbouring school basically because they 

want to teach learners who are not hungry. The findings revealed that there could be 

no education, that can be offered to hungry children (Leahy et al., 2016; Sawaya, 

2006).   

 

Moreover, teachers indicated that most of their challenges could be mitigated by 

human resources that could help in the support for teachers as promoters of health in 

schools (see 2.9.2). In the document analysis, it has been indicated that there was a 

lack of shared vision between the participating departments (education, health and 

social development) and that led to poor leadership in terms of administration. This 

has been observed when the researcher requested for the information in the 

development of health promotion in schools in the Gauteng DBE; such information 

was not available. The findings revealed that effective leadership and management 

were the essential requirements for quality education and school development (Bush, 

2007).  

 

A lack of collaboration and coordination between the departments had a serious 

implication in how teachers can promote health in schools. A research done by 

Mohlabi et al., (2010) in Mpumalanga and Gauteng schools indicated that 

collaboration between the departments were a challenging effect in the promotion of 

health in schools. The collaboration between the departments lacked the ability to 

provide enough resources and understanding to schools (Mohamed, 2015). This was 

also confirmed by Kwatubana & Kheswa (2014), in their research that resources were 

a problem in the promotion of health in schools. To break down their challenges, 

teachers indicated if they could receive support from the principal as well as the  

management team, it could make their participation a lot easier, because due to lack 

of understanding they were not receiving much support from them, whereas Mohamed 

(2015) indicated that the involvement of principal is very important in the provision of 

resources to promote health in schools.  

 

In school 4 and 5 teachers praised the support they received from their principals 

where the principal in school 4 would go an extra mile to get food for the learners and 
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even to visit those who are sick to ensure that they receive full support from school. In 

school 3 teachers indicated that health promotion was known to few teachers whom 

the principal had chosen and in school 6 teachers indicated that they were not 

receiving any support from the principal. There were resources which they needed but 

the principal was not providing such. In all schools they requested the support of the 

principal, the SMT, the SBST as well as the DSBT, but it was very minimal.  

 

From the observation there were no LTSM that teachers could use in their classrooms 

to teach health promotion. This has been confirmed in the document analysis where 

the issue of LTSM was reported not to be available. Teachers indicated that if the 

resources could be available it will help in the understanding and delivery of health in 

their school. 

 

The issue of the involvement of parents and the community in supporting what schools 

were doing in the promotion of health was a critical issue (Mohammed, 2015), hence 

teachers stressed that communication with parents was very important. Teachers 

indicated that in cases where learners were taken care of by their grandparents, it 

would be ideal to get someone who will assist in home works. It was also indicated 

that the school will act in loco parentis in case where the case was critical. Over and 

above, the teachers indicated that they need parents and the community on board as 

it would be the solution to many of the health problems in schools and at the 

community. The findings revealed that parents were critical for the promotion of health 

in schools, However schools find it difficult to involve them (Mohammed, 2015). 

Mohamed suggested that it could be the negative factors they could have experienced 

during their school time (Mohamed, 2015). In the findings McNab (2009) revealed that 

parents of learners who experience barriers to learning were critical for educational 

change process. 

 

In a number of responses teachers indicated that there was a need for training for 

teachers from the DBE. The literature review findings revealed there was a need for 

training (Mohamed, 2015). The document analysis indicated that training has been 

done to prepare teachers to be promoters of health. Moreover, teachers indicated that 

the training was inadequate for them to promote health. Again, the document indicated 

that the training was done to sustain health promotion by schools (DoH, 2011). The 
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request by teachers for training confirmed that indeed there was a need for training of 

teachers by the DBE.  

 

The lack of support from the principals, School Management Team, SBST as well as 

the DBST was seen as the lack of proper training from the DBE where all structures 

were not effective in the promotion of health in schools (see Table 2.5). The document 

analysis in the Baseline study in 2006 indicated that the Gauteng DBE was not aware 

of the health promotion in schools program and that had an impact in how the 

department would capacitate its structures in the promotion of health in schools. The 

need for training was a genuine concern for teachers which would require a serious 

attention. 

 

Apart from the training in health promotion which the teachers would require so much, 

it was also indicated that there was a need for alignment of the whole school curriculum 

with the health promotion program. The idea of Life Orientation/Life Skills teachers to 

be called promoters of health was critical for the promotion of health in the whole 

school, however it was suggested that all teachers need to be involved. The issue of 

infusing health promotion to the curriculum was not there basically because district 

officials in their visit they would only request for curriculum work and exclude what 

teachers were doing as health promotion in the classroom. The findings in Table 2.5 

revealed that there would be an infusion of health promotion activities to curriculum. 

 

Apart from that teachers indicated that there was too much administration instead of 

supporting the learners. This was said because teachers indicated that they have to 

complete SNA1 form and SNA2 forms to show that they support learners in their 

classrooms (DBE, 2014). But, there was a need to align what they were doing in the 

classroom as health promotion to the total curriculum. This would include the 

curriculum differentiation and the understanding of health issues in and around school. 

The HPS Models (HPS) did not specifically indicate the infusion of health promotion in 

the curriculum. However, health promotion was done according to the needs of each 

country.  
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5.3.1.8  The need to promote health and well-being for teachers 

Participants were asked if there was anything that they would like to add on in terms 

of the promotion of health in the classroom/school? The sub-themes that emerged 

were: 

 

 The DBE to be more involved in health promotion in schools 

In addition to anything that the participants would like to add regarding health 

promotion in schools, the following suggestions were made:  

“If the government can make road show for the communities” (Line 228). 

 “Government can stop providing things for free” (Line 229).”  

“I believe that if the government can take the lead and show teachers how they 

need to be involved in the promotion of health I think teachers can also have 

confidence in doing so because then the government would be hands on” (Line 

812-814).  

“The health concept is critical in school especially because the DBE is silent about 

it. What we see it’s the nurses who are coming for screening of learners. We do 

not know what to do” (Line 1243-1245).  

“What we need is the Department of basic education to lead this program fully” 

(Line 1033). 

 

 Proposal for the entire schools in the Gauteng Province to be health 

promoting  

The benefits of health promoting school seen from one of the bench mark school 

participant is that if maybe. They commented as follows:  

 

“The entire provincial schools could be given an opportunity, perhaps through 

meetings and workshops and involvement that everybody, everybody takes it 

up because it improves the general lives of the teachers, the parents and the 

entire community at large. And it has some influences in the community as it 

has some influences in the school” (Line 485-488).  

In addition another participant suggest that if all the services were provided literally in 

schools like before the school was going to benefit. She  commented as follows: 
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“My view is that it can be a good thing provided we all have the services around 

here at school” (Line 230-231).  

Owing to positive results of what a health promoting school can do in schools and in 

the community, this participant put a very strong suggestion. She commented as 

follows:  

“I don’t know where it has ended. But if it could be re-started all over again, and 

I have an opportunity to be invited into the meeting or the workshop I was then 

request whosoever being in charge to say can’t we make this to be a provincial 

thing?” (Line 490-492)  

 

Although the participant is leading a school, which is very successful in terms of HPS, 

the participant is pleading that this should be rolled out in the whole province for 

teachers to learn from each other. In other words, schools should work together 

towards a better state of their being. They commented as follows:  

“And so that we do not compete in a way. But we take whatever that is a good 

practice across, the province and across the schools. whatever we experience 

let the learners just next door experience the same and we all become health 

promoting schools because  these are the things that we need as we need an 

oxygen” (Line 494-497).  

 

 Request for the provision of health services for teachers by the  DBE 

Teachers acknowledged that although HPS programme is designed to promote the 

health of learners in schools they also need support in order to be productive. Their 

understanding is that if they are healthy physically and emotionally they are an 

important asset to the school. In their words they said:  

“I think the department need to take its teachers seriously by providing health 

services in school. I mean for teachers as well” (Line 233-234).  

“I agree with the previous speaker because sometimes we have our own 

problems. How do you think we can cope in the classrooms” (Line 235-236).  

“I think the department need to think about us as teachers. We do have 

problems of our own. The fact that we are teaching children about health 

doesn’t mean that we are aware ourselves. How many teachers who are 

resigning because of stress? You know mam that we earn less and if they are 

just throwing their programmes how do we cope? We will be absent every now 
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and then. But if the government is uplifting our health, I am telling we will be 

happy teachers who are able to influence the learners in our classrooms” (Line 

499-504).  

“We need awareness programme, our morale is down mam. Teaching has lost 

its value I must say. We cannot do thing things on our own. Here we are 

expected to be promoters. How are we going to do that? All we know is that we 

are teachers” (Line 508-510).  

“I would like to add something which was not asked, and that is the health and 

well-being of teachers. No one is worried about our health. As long as the 

learners are excelling academically the department is satisfied. Teachers are 

the ones who have many problems” (Line 1035-1037).   

 

 A need for teachers to be trained in health promotion 

One participant felt that they still need more training on how they can promote health 

in schools and also to know how they can incorporate HPS into the curriculum. He 

commented as follows: 

“As much as we are the health promoting pilot school, I feel we are not yet 

there. We still have challenges as to how can we incorporate health promoting 

school into our curriculum?” (Line 1041-1043).  

A further sense of concern with regard to the training that was offered .They 

commented as follows: 

 “Again mam, I think we need clear guidelines with regard to the smooth running 

of the health promoting school program. These people I think they feel that they 

have trained us and it is enough we can run on our own. Honestly I feel we still 

need support to do things right and not touch and go kind of interaction. We 

used to have meetings in the earliest stages of this program. Before we know 

it mam, everything just collapses” (Line 1047-1051).  

“We are a health promoting school we did not stop because JICA went away. 

We don’t know what happened to the program, and no one came to us and told 

us what to do” (Line 1262-1263).  

 

 Approach health promotion from schools ( a bottom-up approach) 
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The willingness for teachers to take their roles as promoters of health in schools is 

also determined by the approach taken by the DBE. One participant said:  

“I am not giving up but I mean there is nothing we can do everything comes 

from up there we only do what the policy say we must do. Mam you will 

understand that there are levels of authority and we are at the bottom of these 

levels. From National, Province, District, Cluster and schools” (Line 1267-

1270).    

“…..But I think that before any program can be introduced in schools, people 

from the district need to listen to the teachers first  or allow us to address the 

issues within our schools and then they can give us support from there” (Line 

818-820).   

“I agree. It has to begin with the teacher” (Line 822).  

In addition one participant showed great concern on how the project was run 

structurally. They commented as follows: 

“Suppose they need to begin with the teachers and not from the Department. I 

mean from the top”. …… Yes. That’s what I mean. They bring their programmes 

after that you don’t know much about the progress” (Line 1053-1055). 

 

For the promotion of health to be possible in schools, it has to begin with the promotion 

of health for teachers (Marx et al., 1998). Health promotion for teachers is critical in 

the whole school. However it was imperative for teachers to promote health alone and 

by themselves, therefore they needed support from the higher authority (Quirke, 

2015); starting from the department to the principals. From what teachers observed it 

was noted that in addition to what they have mentioned before during the interviews, 

the issues of concern were mentioned again, and these issues were:  

 

The manner in which health promotion was practiced in schools was quite confusing 

for teachers, because it all they could see was the school health nurses who were 

coming for screening of learners and nothing more (Kwatubana & Kheswa, 2014). The 

DBE was perceived as silent, because according to the teachers as it has already 

been indicated they lacked training from the department (Kwatubana, 2014). 

 

To promote the health of teachers it was noted that through meetings and workshops 

where teachers would voice their opinion with regard to health promotion in their 
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schools would in a way promote their health as well. For schools where teachers were 

observing the benefits of health promotion it was suggested that to solve some of 

these problems, it would be ideal for all schools in the GDE to copy the good practice 

from each other where teachers could learn from the neighbouring schools. The 

document analysis indicated that the aim of HPS in the Gauteng Province was to 

ensure that all schools should become health promoting even though the aims were 

not achieved (Evaluation document, 2010).  

 

Health promotion in schools is done to promote the health of learners and teachers as 

well (WHO, 2006). However, in many instance it is the promotion of learners’ health 

that was taken into consideration. However, this could not be possible if health 

services for teachers were not taken care of. This includes the need for teachers to 

promote health in schools. Their understanding of health concepts; as well as their 

own health is important if they have to promote the health of learners in schools (Marx 

et al., 1998). Due to a load of work many teachers find themselves stressed and 

sometimes they were found to be absent many times as they try to attend to their own 

health (Renwick, 2006; Quirke, 215). The suggestion was that it would be ideal to have 

health service providers within the schools so that teachers could access the services 

without any absenteeism from school. 

The health promoting school conceptual framework described in this study did not 

have the element of health promotion for staff. The same applies with the Gauteng 

HPS model did not have promotion for staff.  Moreover, this is the critical component 

since it focused specifically on teachers. This component covers things such as in-

service training, workshops, health, and well-being for teachers and professional 

development. From the literature and WHO’s declaration the purpose of promoting 

health in schools is to promote health for learners as well as the school community. 

Moreover, according to the researchers view teachers’ are main gatekeepers. Before 

any research could reach the learners, teachers need to be prepared mentally, 

emotionally and psychologically.  

 

Teachers in these schools felt so helpless when it comes to how they can promote 

health without the health professionals or without JICA for that matter. Their frustration 

was felt when they shared experiences such as, when is JICA coming back, we are 

not health professionals, we did not receive much training, one school principal in 
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school 1 indicated that the aims and objectives of the program were lost right from the 

start because health aims and objectives were growing further away from each other 

to a point where it was confusing as to how it was supposed to be done.  

 

Teachers indicated that the project was done within their schools but they did not 

understand their roles after all since people from outside, meaning people did 

everything from the province, district and other stakeholders. From what I have 

observed teachers seem to follow anything brought to them by the department without 

much understanding. Most of the teachers when they were engaged during informal 

discussion they indicated that the top-down model is not a good thing for schools, 

rather the province should work together with schools. 

 

Teachers felt the need to have staff wellness programmes in their schools so that they 

can have access to health services as well. Their need for teacher’s health promotion 

affirmed what Marx et al., (1998) confirm to say, “teachers and staff who are healthy, 

both emotionally and physically – are an invaluable asset to school”. They continue to 

say not only to school but to the entire school community. One teacher said it is not a 

must but it is a right, bearing in mind that they work with learners, parents and the 

community. During the data collection period, in all HPS there were no services 

directed towards teacher wellness. 

 

Above all, in school 1, 3 and 6 teachers indicated that they were not receiving any 

support from the principal. There was no time set aside to promote health outside the 

classroom and they lacked knowledge about the promotion of health in their 

classrooms. 

 

Through the interviews, teachers indicated the need to be trained in health promotion 

so that they can understand their roles as promoters of health in schools. Besides the 

training of teachers as one of the benchmark requirements (see 2.10.5) Teachers 

acknowledged the little knowledge they had but they felt the need for more training so 

that they would be able to know how they would incorporate health promotion in their 

pedagogical practice (see 3.5). To this extent teachers were saying they were not yet 

ready to promote health However they would appreciate training in line to that. Hence, 

Mohamed (2015) indicated the importance of teacher readiness (see 3.4.1). 
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One pressing issue was the top down approach to health promotion where there was 

a role played by the national departments, provincial departments, district, cluster and 

to the schools (See table 2.5). Teachers indicated that it would be good that before 

any program was introduced in schools, people from the district should listen to the 

teachers first and allow them to address health issues within their school and from 

there they can give them the needed support, unlike to give support which is not 

aligned to the needs of the school. 

 

Literature indicated that at some point the top-down approach leaves trail of poor 

management (Mohamed, 2015), whereas Fink and Stoll, (1998) indicated that it would 

work better if the larger system (national and provincial departments), would provide 

direction and support. Gleddie (2011) argued that both top-down or bottom-up 

processes are useful for the implementation of health promotion basically because the 

manner in which the program is coordinated and managed at a higher level is as 

important as the buy-in from everyone on the ground.    

 

This suggestion came about because teachers noted that there have been so many 

programmes which were initiated in their schools but they did not have any idea about 

the sustainability of such programmes (Adelman & Taylor, 2003). The initiative to 

promote health in schools according to the DoH (2011) was to make sure that schools 

were able to run their own health issues and then receive support from all stakeholders 

(Quirke, 2015). The issues of sustainability did not happen in schools, hence the 

program has just collapsed and the teachers’ role was not defined.  

From the researchers observation, policies were not utilised very well in schools hence 

teachers find it hard to support learners in the classroom. The other difficulty was that 

teachers find it very hard to interpret and to implement the policy. Teachers agreed 

that policies guide how they should promote health in schools, but they did not have a 

better understanding. 

 

5.4 IMPLICATIONS FOR HEALTH PROMOTION IN SCHOOLS 

The promotion of health in schools is one thing that cannot be ignored anymore 

because the health of children is very important for their learning. The shift from an 

individual learner to focus on the settings where learners are developing has called for 
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the whole system of education to move towards the improvement of settings to building 

the capacity of teachers in schools. Through the HPS program the focus is on the 

components which can highly contribute on the health and well-being of learners. Most 

importantly the collaboration between the three Departments makes it easy to attend 

to the health needs of learners because of the shared responsibility. The shared 

responsibility among the stakeholders including the NGO does strengthen the 

activities which are done within schools.  

 

Research has proven that schools are best settings to promote health in schools 

Jourdan et al., 2010a; St Leger, 1998) because this is where services are integrated 

and also the fact that schools can influence the community through children. In 

addition children who are in HPS are cared for by teachers who have an understanding 

that children‘s barriers to learning do not occur in isolation, multiple systems within 

their environment plays a role which can build or break their future. Schools which are 

health promoting respond to the challenges within their school community in a 

proactive manner because already they understand what needs to be done.  

 

HPS success lies in the whole school development though where all staff members 

are participating to ensure that teaching and learning, school environment as well as 

community partnership were highly taken into consideration. The health promotion 

implication for teachers and learners were discussed below. 

 

5.4.1 Implications for teachers 

For the success of the HPS teachers need to be central in the program (St Leger, 

1998). When the misconception about the understanding of health promoting school 

is cleared teachers begin to understand that although they are teaching practitioners 

they can still promote health in schools. Under the impression that teachers want to 

teach learners who are healthy they are willing to go an extra mile to ensure that the 

complete health of learners is achieved. In most cases research has indicated that 

often teachers are resistance to programmes which are brought for implementation in 

their school and they also display certain attitude which hampers the development of 

the program.  
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After a rigorous research on HPS research revealed that under normal circumstances 

when teachers are not familiar or when they do not see any educational benefit in the 

programme they tend to resist the initiative and at some point display some attitude 

towards the program. Hopefully when they see the benefits of the programme they 

become more resilient and ensure that they sustain the program even when it could 

mean that they do not have enough support and resources, and this has been 

observed in the successful pilot school where the researcher spent many hours of 

research within the schools and with the participants. Although in some schools they 

were indicating the need for restarting the health promotion in schools which was not 

possible at all because it was done and the schools were expected to maintain that. 

In these schools teachers were so excited about the health promotion programme and 

the changes they see in their schools.  

 

Through the programme teachers’ health was reported to have improved totally 

although this was done with little effort from both departments because their focus is 

not on teachers it is basically on learners. Before the initiation of the programme 

teachers were reported to be demoralised with the work environments where there 

was less teaching and learning resources, dilapidated classrooms which were also 

overcrowded as well as dirty school yards. But through the inception of the programme 

teachers are aware that the environment also contributes to the health of learners as 

well as theirs.  

 

The nutrition programme which was initiated in quintile 1 & 3 where the surrounding 

communities were reported to be high on poverty and unemployment, teachers knew 

very well that learners who are hungry cannot learn well. So they made it to themselves 

that all learners should receive breakfast at school before they start with their classes 

and also receive lunch during breaks and in some schools learners who are very poor 

have been identified as the receivers of food parcels which were provided by the 

NGO’S within the community and some receive vegetables from their gardens. 

 

Owing to low socio-economic status in the surrounding communities and the changes 

in the state of families where many children have single parent, or they were looked 

after by the guardians because they are orphans which in some instances also led to 

child-headed families, many children’s behaviour was troublesome. But with the 
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support from teachers many children were reported to be happy and positive about 

the school. For the purpose of supporting learners, teachers were trying very hard to 

work with parents to build a positive relationship which ensures that learners are given 

full support. 

 

Teachers esteem and self-efficacy were also boosted because now schools observed 

low absenteeism rate, less frustrated teachers, creative teachers, who now 

understand that learners barriers to learning are not only intrinsic, they are extrinsic as 

well. So they were careful on how they conduct themselves before the learners. In one 

school they indicated that their learners are not aware that there are teachers who 

smoke and drink, because they strive to model the desired behaviour to their learners.  

 

Irrespective of the good things which were happening in schools there were also 

critical repercussions where teachers lacked knowledge and skills to continue with 

health promotion in schools. The pedagogy of health promotion in schools was not 

clearly put into practice. Teachers could only teach health topics which were said to 

be health promoting. To reach to all learners was difficult because teachers could not 

differentiate the curriculum. Above all, teachers find it hard to involve the community 

to promote health in school. 

 

5.4.2 Implications for learners 

The main purpose of the WHO to introduce health promotion in schools was to ensure 

that the complete health of learners is accomplished in a setting which promotes 

teaching and learning. Children in many countries and communities are faced with 

challenges which has affected their communities and that is a call for concern since it 

affects and create barriers to learning. Based on the theoretical framework which 

guided the study, the levels in the system of education can have a grievous effect in 

the teaching and learning of children in schools even though some levels could not be 

directly involved. For example failure of the National DBE to design clear policies 

which allows teachers to promote health of learners in schools could have a serious 

effect in the sense that teachers always follow the directives from the authorities.  

 

The health promoting pilot schools were schools which were in impoverished 

communities where the socio-economic status of parents was at its lowest. So it can 
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be said that the socio-economic barriers could also be other reasons which might have 

contributed to learning. There are measures in place to assist learners who have been 

affected by these barriers, but in most cases it was not possible for parents to take 

their children in places where they have been referred to excerpt for the intervention 

by the school. It was reported in the interviews in three schools where they have 

indicated how they have intervened to make sure learners receive serious medical 

attention.  

 

The collaboration between the three departments (Health, Basic Education and Social 

Development) compromises the health of learners in schools basically because their 

goals in promoting health are working in opposite direction. The DoH is dominant and 

its focus is on physical health and there are challenges with resources; lack of facilities 

and staff. Although it is stipulated in the DoH Guidelines for school health nurse of 

what needs to be done in schools, mostly screening and assessment are the only 

activities which are active.  

 

In some cases there are schools which are never reached at all; meaning that learners 

who enter their first grade or phase are never assessed at all. With the DBE it has 

failed the learners dismally because only Life Orientation/Life Skills are ones expected 

to be promoters of health which is far different from what is to be the role of the National 

Department which is to mobilise teachers and the school community on the 

implementation of school health programmes.  

 

From the intensive research which was done by Kwatubana and Kheswa (2014) there 

was a lack of linkages between the school health nurses and the teachers because 

there were no teachers available and they were not assisting in finding the 

accommodation for screening of learners.  

 

Capacity building for both health professionals and teachers is still lacking. This is 

seen in how they interpret and understand health promotion and health promoting 

school concepts. From the education domain, health is mainly for health professionals 

or school health services whereas from the health domain is the absence or prevention 

of diseases. Therefore, this has created a huge gap in terms of how teachers can play 

their role as promoters of health in schools. This could have been aggravated by the 
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fact that the participants in the research could have indicated that the district official 

understanding about the HPS is implausible because in their visit they want nothing to 

do with HPS program but curriculum only.   

 

One of the roles of the province and the district is to make provision for time allocation 

for extra-curricular activities for the implementation of health promotion and health 

education component of school health services package. The curriculum is rigid to 

allow health-promoting activities to flow in the school setting. 

 

Above all, the health of learners in the HPS was reported to be thriving even though 

there are challenges that affect them directly and indirectly through the systems. Many 

learners were reported to be absent in a number of days away from school because 

of the home setting, sickness, and poverty. Since the inception of the HPS program in 

schools, less absenteeism was reported because of the nutrition program in schools 

where learners would receive breakfast in the morning and lunch during break time. 

Sick children were attended to because health professionals would give learners 

immediate attention they deserve and that learners who needed social workers’ 

services were addressed. The social environment played a huge role in the complete 

health of learners although teachers were not aware that what they were doing was to 

promote health even when they are not health professionals.  

 

In all schools the participants indicated that they play multiple roles to their learners. 

They indicated that they are social workers, nurses, psychologists and counsellors 

even though they were not trained to do so. But the nature of their work requires that 

they support learners. For example they indicated that they give uniform to the needy, 

bought specific pillows for those who have epilepsy, give food parcel, take some to the 

hospital in emergency even when their parents were not responding to the call; seek 

medical advice, counsel learners who are traumatised before they can get counselling 

from the professionals.  

 

5.5 CONCLUSION 

The purpose of the study was to investigate what could be the possible roles of 

teachers as promoters of health in schools. Through the interviews, documents 

analysis and observations, the practical implications of the HPS project was found to 
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be constructive basically because the pilot HPS were still holding on to what was 

implemented during the time when the project was active. The following fundamentals 

of a HPS were visible in a sense that these schools have feeding schemes which are 

running smoothly to feed all the children at school in order to eliminate learning barriers 

which can be caused by hunger and malnutrition and which can affect the health of 

children in a massive way.  

 

The fundamentals of school health services were reported to be active especially at 

the initial stage of the HPS project because all stakeholders were actively involved in 

the project. Everything was receiving immediate attention. According to the 

participants in all schools this was the most important fundamental of a HPS because 

it is in their classrooms where they find it difficult to work with children who have health 

challenges which affect learning. In a number of responses the participant were 

showing their dissatisfaction with regard to the role of the school in the society. And to 

show that they were not sure of what the school can contribute in the promotion of 

health from school to the community, they were worried about their communities which 

are not responding to the call of health issues faced by children in the community.  

 

The last fundamental which is the school environment, there was mixed feelings 

depending on the strength and the context where the school is. In some schools 

teachers acted as role models in keeping the school yard clean and in some schools 

teachers depended on the community to teach the children. Through observation the 

social environment could tell that the relationship between all staff members and the 

learners was favourable to learning.  

 

In line with the definition of health promotion which articulates health as “a process of 

enabling people to increase control over and improve their health” and the definition 

of HPS which is “a school that constantly strengthens its capacity as a health settings 

for learning and working, where all members of the school community work together 

to provide learners with integrated and positive experiences and structures which 

promote and protect their health.  

 

The fundamentals above confirmed the definitions of health. However, the 

sustainability of the project was not possible as the participants were raising concerns 
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on the resumption of health promotion because they were not aware of the direction 

which could be taken afterwards. And this is where the researcher would like to design 

a framework which schools can utilise for teachers to be promoters of health in 

schools. 

 

The promotion of health in schools can be an excellent approach if it is thoroughly 

conceptualised by teachers and supported by all stakeholders within the school 

community. The success of the HPS lies in the understanding and support internally 

and externally. For the success of a health promoting school lies in the central 

government down to the district when the HPS concept is understood under the 

comprehensive elements of the health promoting school conceptual framework 

(school health policies, physical environment of the school, social environment of the 

school, community partnerships, personal links and school health services) and not 

necessarily meaning that teachers must be health practitioners. Teachers in their own 

capacity can be able to play their role to promote total health of learners. That is, 

emotionally, physically, spiritually, socially and psychologically.  

 

The focus on the HPS pilot schools was on the disadvantaged schools where children 

experiences a number of health challenges in schools. However the paramount 

enemies of success in the HPS are the conceptualisation where the HPS activities 

(nutrition, gardening, and hygiene) are mistaken for HPS; lack of funding from the 

DBE; lack of support from all stakeholders, lack of integration into the curriculum, lack 

of collaboration by three departments.   

 

One cannot shy away to mention that in South Africa the political framework might be 

the gate keeper of the success of HPS because the HPS approach is applied to 

redress the past inequalities and as such the resources to provide for schools are 

never enough, and also the top-down approach does not give allowance to the schools 

to focus on the needs of their school community, instead a uniform approach is given 

to all schools. 

 

The understanding of health, in this case HPS is based on the physical health of 

learners, hence one element of HPS framework which is “School health services” is 

extremely elevated above other elements. A number of researches have proven that 
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the school is the best setting for health promotion, especially if the health of learners 

is attended to in a comprehensive manner which covers all the HPS elements.  

 

Based on the findings of this research, teachers can play their role as promoters of 

health in school level if they are provided with support from all systems based on the 

Bronfenbrenner’s ecological systems theory (micro, meso, exo, macro, and chrono 

system) and therefore the following recommendations which can also be applied 

anywhere else in schools in South Africa can be made basically because all schools 

need a crucial reform as well as to sustain themselves in terms of HPS.  

 

The argument has to be well placed though that teachers are not health practitioners 

and their status quo will remain as teaching practitioners but a mere fact that they are 

in a position where they spend more influential hours with children in school, their roles 

cannot go unnoticed. Therefore teachers will need to increase their understanding of 

HPS; support from different levels in the system (microsystem, mesosystem, 

exosystem, macrosystem and chronosystem); to change their attitude towards health 

promoting school; to commit to the course of promoting health in school; professional 

development  which will better equip them to promote health in school; to be skilled in 

order to draw their own  policies which will respond to the needs of the school 

community; to understand the SIAS policy document, Education White Paper 6 as well 

as the ISHP and other related policies; to know when to consult the support system 

as advisors; to mobilise external support to serve as mentors, advisers, advocates 

guides and to give technical support; to build all teachers capacity in school; and to 

develop and to implement HPS related policies. 

 

With the gaps in the understanding of the health promoting concept it is very important 

for teachers to understand their roles as promoters of health. From this research the 

understanding is that all teachers can promote the health of learners and not only Life 

Orientation/ Life Skills teachers. Based on the findings from this research the following 

section will design the framework for teachers to operate as promoters of health in 

schools. 
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CHAPTER 6  

  CONCLUSIONS, FRAMEWORK FOR TEACHERS AS 

PROMOTERS OF HEALTH, LIMITATIONS AND 

RECOMMENDATIONS 

 

6.1 INTRODUCTION 

The aim of this chapter is to draw conclusions based on the findings. This chapter will 

also propose a framework for teachers as promoters of health in schools. Above all, 

the limitations that hindered the study are discussed and the recommendations for 

further research are provided. 

 

6.2 CONCLUSIONS 

The section below will present conclusions drawn based on the findings from literature 

reviews and empirical investigation of the research study.  

 

6.2.1 Conclusions from Chapter 2: Health and the promotion of health in schools 

It has been accepted globally that schools are perfect settings to promote learners 

health. However, limited capacity, knowledge and skills as well as the resources often 

compromise the promotion of heath in schools. The promotion of health in schools is 

a process but not an end in itself. It is a radical movement that focuses on changing 

how people view health in schools. Health education has been taught in schools, even 

though the focus was on acquiring knowledge regarding health. However, the Ottawa 

Charter introduced the promotion of health in various settings such as hospitals, 

universities and other public places.  

The promotion of health in schools was the initiative of the health department in the 

education domain. The settings’ approach has been established under five 

components where the whole health of learners was set to be developed within the 

school setting. In schools, the concept has been introduced under the umbrella of Life 

Orientation/Life Skills subject where learners are taught about health issues.  

 

The Bronfenbrenner’s systems theory has been used as the lens to find out what could 

be the role of teachers as promoters of health in schools. The understanding of health, 
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promotion of health and HPS is that it is interwoven as the components within the 

system overlaps as they influence each other to promote health in schools. The health 

promotion framework served as a map that defined what could be the role of teachers 

in schools. 

 

However, the biggest challenge was that health promotion in schools was not well 

understood by teachers, as it was perceived as the responsibility of the school health 

services where they visit schools for screening and assess learners’ health. Instead of 

focusing overall school development, health promotion was addressed in the form of 

subjects such as Life Orientation/Life Skills, topic-based or programmes that focus on 

particular challenges in the community. There were barriers hindering the promotion 

of health in schools such as the family, school, and system of education, economic, 

and political. These barriers did not affect learners directly. However, they have 

affected how teachers should promote health in schools. 

 

There was a gap in how teachers can be involved. Although collaboration of various 

departments and stakeholders was encouraged, there seemed to be inattention given 

by both health and education departments in particular. There was a lack of 

accountability as the programme went on, which compromised the sustainability of the 

health promotion programme. The involvement by outside agencies poses a challenge 

of sustainability by schools after their involvement, although the aim of the health 

department was to ensure that through teachers, schools were able to sustain health 

promotion activities.   

 

6.2.2 Conclusions from Chapter 3: The teacher and the promotion of health in 

schools 

It was clear that the teaching profession was changing rapidly and that requires the 

teachers to change the way they view their roles as promoters of health in schools. 

Teachers are the most valuable asset in schools. Lack of knowledge, skills and 

professional development hampers the involvement of teachers in schools. Teachers 

were known to be reluctant when they have to be involved in the HPS programmes as 

they view it as overload on the already overburdened curriculum. Research suggested 

that teachers participated only when the vision and mission of schools was aligned to 

education.  



 

325 

 

HPS models from various countries indicated that each country developed its 

programme depending on the culture and tradition of each country. Various 

components depending on the needs of each country were presented as framework. 

However, it can be said that there was no model that was perfect to be a sample 

model, which can be referred to other by other countries. It is very important for 

teachers to understand HPS as an integrated approach and not as mere activities 

because other than that, teachers can struggle to sustain the promotion of health in 

their schools.  

 

The most important thing to remember was that health promotion is more settings-

based rather than classroom-based. Schools in disadvantaged communities had 

challenges when they had to practice health promotion because the settings were not 

ready. Teachers were not trained and their role was not clearly stated; hence, they 

promoted health promotion activities such as nutrition, hygiene and gardening only. 

There was a need to build capacity for teachers so that all of them would be able to 

support all learners irrespective of whether they have barriers or not. Therefore, 

teachers needed to be empowered with health knowledge at all sensible times.           

 

6.2.3 Conclusions on Chapter 5: presentation and discussion of the findings: 

the role of the teacher as a promoter of health in the Gauteng Province of South 

Africa 

It can be concluded that health promotion cannot be left alone to LO/LS teachers only. 

It should be the issue for the whole school where teachers are empowered to be health 

promoters in schools. It is still a major challenge that teachers find it hard to involve 

the society in promoting health in schools, even though health promotion can become 

the nexus where schools and the community can work together. There was confusion 

as well as the misinterpretation of health concept and that can be ascribed to how the 

health promotion was presented to schools in Gauteng Province. Teachers only 

understood health promotion in terms of activities such as hygiene, nutrition and 

gardening and with a better understanding they need to cover all components to be 

able to promote health of learners holistically. 
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If teachers are not empowered to promote health in schools, there will always be a 

problem that teachers are not involved in the promotion health. The promotion of 

health by teachers in the classroom/school is necessary. Nevertheless, there is a need 

for proper training and the provision of resources for teachers to be able to promote 

health in schools. It has been suggested that health promotion in the Gauteng 

Province should be shared to all schools to promote good practice where schools 

would be encouraged to follow what is good. The social ills in the community needed 

to be addressed by school as a way to address the factors affecting teaching and 

learning.  

 

For teachers to be able to sustain health promotion, the leadership and management 

of the school will need to be committed. Starting from the DBE to schools, there should 

be proper training of teachers, adequate resources and alignment of health promotion 

to the curriculum. 

 

As it has already been mentioned, teachers are central to the promotion of health in 

schools. Hence, all stakeholders need to play their roles to ensure that teachers 

promote learners’ health and well-being in schools. It has to be acknowledged that the 

health of teachers is critical as well for the purpose of promoting the health of learners 

in school.  

 

6.3 BRONFENBRENNER’S ECOLOGICAL FRAMEWORK AND THE 

ROLE OF THE TEACHER AS A PROMOTER OF HEALTH IN 

SCHOOLS 

For teachers to be promoters of health in schools, it was important in this study that 

the Bronfenbrenner’s theoretical framework could be used to determine how systems 

affect how teachers can be promoters of health in schools.  

 

The findings were consolidated within the theoretical framework as shown in the 

Figure 6.1 below. 
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Figure 6.1: The role of the teacher as a promoter of health viewed from the 

Bronfenbrenner’s ecological model.  

 

 

 

6.3.1 The microsystem 

Microsystem refers to the immediate surrounding where there is direct contact with the 

child. This basically includes the home and the school. The findings in Chapter 5 

revealed that there is a detrimental effect on the role of teachers as promoters of health 

in schools.  

 

6.3.1.1 Frustrated teachers 

The findings of the empirical study revealed that teachers are frustrated when it comes 

to their role as promoters of health in schools. Less information on how to promote 

health in schools was disseminated to teachers. This is clear when their understanding 

of health is explained in terms of health services because what they have observed 

was the health professionals who came and screen learners in the classrooms. Life 

Orientation/Life Skills teachers in their classrooms do health promotion. However, 

teachers do not understand that as teaching practitioners, they can promote health 

basically because the concept is not clear in the education domain. The findings 

revealed that teachers understand health promotion in terms of its activities (nutrition, 

hygiene, gardening). There are concerns that health promotion is an addition to an 
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already overburdened curriculum and that there is no support from the other 

stakeholders.  

 

6.3.1.2 Lack of training 

The findings revealed that although health promotion is good in schools, but teachers 

were not trained enough to understand what it entails (Kwatubana, 2014). A number 

of teachers were not trained to be promoters of health, except for Life Orientation/Life 

Skills teachers only. There was no in-service training for teachers; hence, during the 

interviews teachers were pleading for training in health promotion because they 

realised that they did not understand what to do. In the classroom, teachers were not 

able to apply teaching strategies or to differentiate curriculum in order to support 

learners with diverse barriers to learning in the classrooms. The findings also revealed 

that teachers find it hard to involve parents in the education of their children. Instead, 

they just call parents for meetings where they only inform them as how they would like 

them to be involved. 

 

6.3.1.3 Lack of resources 

Some of the challenges revealed by the findings were that there were no resources to 

promote health in schools. These resources range from human resources, finances, 

LTSM, and support from SGB, SBST and DBST. To begin with health professionals 

who were supposed to screen learners were not adequate to cover all schools within 

the period when they were supposed to screen or give any other services to the school. 

The schools indicated that when health professionals were invited at schools, they 

would not avail themselves.  

 

All schools where research was conducted were quintile 1 and 3 (these are no fee 

schools) where they did not have funds at their disposal but they would receive 

services from the GDE. Apart from the funding they were receiving from the GDE, 

there were other needs, which were not provided. The SGB was not involved in health 

promotion and the same applies to the SMT and the DBST that were not supporting 

the teachers. It was found that the SMT and the principal could be the resource at 

school when they support the school in its initiative to promote health.  
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6.3.1.4 Lack of parental involvement 

The findings revealed that parents are the primary teachers of their children. However, 

one of the challenges schools experienced was that parents were not involved except 

for cleaning, feeding scheme and gardening in some schools. Again, the findings 

revealed that when schools arrange for meetings, they were not considering other 

factors, which can have an effect if whether parents will be involved, or not. Illiterate 

parents find it difficult to go to school because they felt that there was nothing they 

would contribute. In some cases, it was parents’ past experience at school and even 

the workplace, which have an effect on how they would be involved. Against this 

background, teachers did not know how they would involve parents besides informing 

them how they would like them to be involved.    

 

6.3.1.5 Teachers not ready 

The findings revealed that teachers were reluctant if they felt that they did not 

understand the health programmes in their school or else it was not linked to the 

educational goals. Although workshops and training of some kinds were done initially 

for teachers to understand health promotion in schools, they still indicated that they 

were not ready and they would need more training. Teachers’ self-efficacy in terms of 

promoting health in school was undesirable. 

   

6.3.1.6 Inflexible curriculum 

The findings revealed that health and education were inextricable. However, in terms 

of promoting health, the curriculum seemed to be inflexible. The findings from 

empirical study discovered that only Life Orientation/Life Skills teachers were the ones 

promoting health in the pedagogical practice. Nevertheless, much was not happening 

because teachers did not know how to use different teaching strategies to support 

learners who have barriers to learning as well as to use curriculum differentiation. 

Health promotion in schools was viewed as an extra burden to curriculum. It only 

meant that it was promoted outside the curriculum scope. Hence, teachers felt that it 

was a burden. Teachers were able to say that because every time when officials from 

the district would visit, they would not like anything to do with health promotion but 

everything to do with the curriculum.   
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6.3.2 The mesosystem 

The mesosystem refers to the relationship between two or more settings. In this case, 

this is where teachers are actively involved in the teaching of learners at school. This 

setting includes the home, school and the community surrounding the school. The 

factors affecting teachers on their role as promoters are discussed below. 

 

6.3.2.1 Lack of relationship between school and parents 

The findings revealed that the relationship between the school and home is crucial for 

teachers to be able to promote learners health in school. Parents are recognised as 

equal partners in education. The roles and responsibilities of parents could not be 

limited to fundraising and the attendance of meetings. However, the findings revealed 

that although schools are willing to involve parents there was no effort from schools to 

encourage parents to be involved. Lack of relationship between school and parents 

put more tension because what is taught in schools is not what parents are doing at 

home. In return, parents lack interest whenever they have to visit school.  

 

6.3.2.2 Lack of collaboration between home and school 

Schools did not know how to collaborate with parents although they wanted them to 

be involved. On the contrary, parents wanted to be involved; hence, there were 

parents who were involved in the feeding scheme and gardening, and even when 

parents were invited to clean the classrooms. The absence of parents in the education 

of their children put too much strain on teachers since they are supposed to be in the 

position of parents because whenever parents were called at school, they were not 

available. It can be said that both parents and school were willing to work together. 

However, there was a lack of constructive collaboration. 

 

6.3.3 The exosystem 

The exosystem refers to the structures that are within the school community, which 

are very important for teachers to promote health in schools. These structures are 

SMT, SBST, SGB as well as DBST. The commitment of these structures towards the 

promotion of health in schools can have a huge influence on how teachers promote 

health in schools.   
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6.3.3.1 Lack of commitment by the SMT 

The principal together with the SMT are expected to take the lead in the promotion of 

health in schools. Moreover, the lack of commitment by the SMT in the promotion of 

health can have a potential to demoralise teachers in their efforts to promote health. 

The findings revealed that the principals and the SMT are the resources that should 

be the driving force behind programmes in schools. The empirical findings revealed 

that the SMT did not show any interest in health promotion hence they would expect 

teachers to be in their classrooms teaching. A mere fact that the SMT is not committed 

to health promotion, the findings revealed that it has caused the cascading effect on 

how teachers can promote health in schools. Hence, there were no systems in place 

to monitor the progress of health promotion in schools. 

   

6.3.3.2 Dysfunctional SBST 

The SBST is the most important structure in the support of learners who experience 

barriers to learning.  The SBST is also responsible for the implementation of SIAS 

policy strategies with the view that meaningful support will be given to learners 

experiencing barriers to learning. The findings revealed that the SBST was 

dysfunctional in most schools. The only thing the SBST was doing was just the 

administration of learners who needed support by completing SNA1 forms, without 

giving these learners the support they really needed. The fact that the SBST was 

dysfunctional has affected how teachers could support learners in terms of promoting 

health. As a result, teachers did not understand their roles with regard to the SIAS 

strategy and HPS. The findings also revealed that the dysfunctionality of the SBST 

was as a result that the DBST was non-operational since it could not provide training 

and guidance to the SBST’s in schools.  

 

6.3.3.3 Lack of support from DBST 

The role of the DBST is to ensure that HPS was implemented in schools. Through 

their specialised support services, the DBST was supposed to provide suitable 

practical orientated training for teachers in order to be able to understand health 

promotion in schools and their roles as well. The findings revealed that DBST was not 

structured and it lacked capacity to provide support to teachers with regard to the 

promotion of health in schools. It was reported that whenever they would visit schools, 

they would not require anything to do with health promotion but curriculum only. The 
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DBST contributed in a great deal on the teachers’ lack of knowledge and skills in the 

promotion of health in schools. 

   

6.3.3.4 Non-involvement of the SGB 

The role of the SGB’s in schools is to ensure that the school is governed properly and 

effectively by developing policies that were geared towards the promotion of health for 

all. The findings revealed that SGB’s were not involved in anything to do with health 

promotion in schools. Hence, they were not mentioned anywhere throughout the 

interviews. SGB’s have been entrusted with the finances and maintenance of the 

school properties and buildings. However, whenever schools needed resources or 

maintenance, they focused their attention on the district or provincial officials for the 

provision of such.  

 

6.3.4 The macro system 

The macro system refers to the broader context on which all other systems depend. 

This is where laws and policies that underpin health promotion in schools are 

produced. The macro system could be regarded as the higher authority in terms of 

giving directions as to what the provinces, district, schools, and teachers need to do 

to promote health in schools. The findings in the empirical study found out that there 

were important things of concern, which were mentioned below, which had an effect 

on the role of teachers as promoters of health in school.   

 

6.3.4.1 Lack of collaboration between the departments 

Health promotion is a concept, which has been developed from the DoH and adopted 

by the DBE. In order to ensure that these two departments were able to collaborate, 

the ISHP was a joint policy development by these departments. To ensure that 

learners’ social needs were attended to the DSD also form part of the collaborating 

departments. The findings revealed that collaboration from the three departments was 

lacking. Rather the DoH has dominated the promotion of health in schools to such an 

extent that educational goals are not met.  

 

Hence, teachers in schools indicated that health promotion in school has nothing to 

do with education. Furthermore, the findings revealed that health promotion was not 

aligned to the curriculum. Only the screening of health issues in schools was done. 
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However, teachers were not able to screen barriers to learning except for 

administering SNA1 forms. It was indicated that the main aim was to ensure that health 

services that were offered vertically were eliminated.  The roles of the DoH and the 

DBE as it has been presented in Table 2.5 were not carried successfully because the 

departments were not collaborating in taking health to schools. Instead of 

collaboration, there is too much confusion on the side of teachers as to which 

department is responsible for which health activity.  

   

6.3.4.2 No leadership and management of HP 

Moving from the fact that there is a lack of collaboration from the departments in 

relation to the role of teachers as promoters of health in schools, the research findings 

revealed that there was literally no leadership and management of health promotion 

in schools. As it has already been mentioned above, the administration of health 

promotion in schools lacked the driving force from SMT, SGB, SBST, as well as the 

DBST. From all schools, teachers did not understand how health promotion was 

progressing although it was indicated that there was a Monitoring and Evaluation (M 

& E) tool that checked on the progress of health promotion in schools. From the 

document analysis, it was indicated that schools did not submit their report about 

health promotion because they did not know where to send their reports to.  

 

6.3.4.3 Policies not aligned to curriculum 

Policies are an essential tool to guide the implementation of any programme in school. 

Hence, the ISHP, SIAS and Education White Paper 6 were used to guide health 

promotion in schools. These policies are developed in the higher level in education 

where teachers do not have any control over. In other words these policies were 

developed through the top-down model of which teachers were to be in the last level 

where they have to apply the policies as they were. The research findings revealed 

that policies were not aligned to the curriculum, hence teachers found it difficult to 

promote their pedagogical practice in the support of learners who experience barriers 

to learning. The gap in the policies has affected how teachers could promote health in 

schools. 
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6.3.5 The Chronosystem 

The chronosystem refers to the changes in times within all the systems over a period 

of time. In this study, Chronosystem has to do with the shift away from the provision 

of health separately from education as well as the changing times in terms of family 

structures where learners are cared for by care givers or they are just child-headed 

families. The research findings revealed that while promoting health in schools was 

the move to a right direction, the schools were not properly prepared to do that. Hence, 

the following discrepancies were identified: 

 No preparation of teachers as promoters of health in schools; 

 A gap in the policies where educational goals were not promoted in schools; 

 Insufficient capacity building in all structures; 

 Curriculum not aligned to the policies; 

 Non-supportive structures in relation to the role of teachers as promoters of health 

in schools; and 

 No monitoring of health promotion progress in schools. 

Drawing from the findings in this study in relation to the Bronfenbrenner’s theoretical 

framework, there were factors which had implicated what could be the role of teachers 

as promoters of health in schools. Therefore, it would be difficult for teachers to 

understand their roles as promoters of health. Bearing in mind that what occurred in 

the systems is something that teachers could not have changed in any way. Hence, it 

was suggested in the empirical study that a bottom up approach should be used as a 

means to empower teacher and to increase control in the roles as promoters of health 

in schools. The next section focused on the development of the proposed framework, 

which will enable teachers to be promoters of health in schools. 

 

6.4 A FRAMEWORK FOR THE TEACHER AS A PROMOTER OF 

HEALTH IN SCHOOLS 

The HPS pilot schools in the Gauteng Province of South Africa are more focused on 

three components of the health promoting school. The purpose why the pilot project 

was introduced in Gauteng Province cannot be set aside whilst there is a high 

prevalence of diseases due to overpopulation, which affect learners’ health in schools. 

The HPS framework, which governs health promotion in South Africa has been 

displayed in Figure 3.5 
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The image of HPS framework as represented in figure 3.5 stipulates in the first place 

the curriculum, teaching and learning. Teachers do the coverage of the curriculum 

basically in the teaching of Life Orientation/Life Skills in the classrooms. One of the 

objectives of the HPS was to develop LTSM. From the document analysis, a review, 

which was done in 2010 report, indicated that LTSM were still due. In addition, from 

the observation, the only LTSM that were found in school 5 (DS5) were that of 

gardening where the teacher and learner guide were presented; other than that, the 

LTSM were never presented. Above all, teachers were using the Life Orientation/Life 

Skills material to teach matters about health in the school as well as in the classroom.   

 

The second components in the framework indicate the school organisation, ethos and 

environment. The observations in most schools confirm that they were taking care of 

their physical environment that was visible by means of gardening where all schools 

have gardens wherein they have planted vegetables, herbs, flowers, or indigenous 

trees. Schools have three different types of gardens. In particular, the organisation 

and ethos of the school were not clearly emphasised although it was stated that the 

SBST were leading the HPS project (ISHP, 2012). Currently, what the researcher has 

observed was that the training of SBST was treated as an entity, which was not 

supporting the promotion of health in schools. The ethos of the school was not clearly 

defined as to how they were encouraged in order to promote health in schools. 

 

The third component of the framework is the partnerships and services that were 

mainly stressed in how the school can provide links with the society. The external 

stakeholders such as the BMW provided with the seed to start the vegetable garden 

where few schools won in terms of how they were excelling in gardening. The 

members of the community who were cultivating the land in all six schools where some 

of the vegetables were given or sold to the society to supplement the meals also saw 

this partnership. The hidden elements within the model created a gap that would 

require to be closed by developing a framework, which can be used by teachers to 

further develop their role as promoters of health in schools. These elements as per the 

themes were obtained from the research cover all five components.     
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Therefore, to close the gap a framework was developed to ensure that each school 

was able to understand, carry and sustain its HPS activities from within, based on their 

needs assessments. These elements will not be presented in a particular order. 

 

6.4.1 Proposed framework for teachers as promoters of health in schools 

After an extensive research was conducted, the researcher proposes a framework in 

figure 6.2 that is guided by the Bronfenbrenner’s theoretical framework (1992; 1994) 

and the WHO (1996) conceptual framework. The proposed framework is also informed 

by HPS approaches, strategies and practices, which have been suggested by different 

researchers (St Leger, 1998; Jourdan, 2016; Samdal & Rowling, 2013; Renwick, 2006; 

Samdal et al., 2010; Barnekow et al., 2006) who focused on the theory and policies of 

HPS. In South Africa, the ISHP, an introduction to the Policy on SIAS guided this study. 

Based on the empirical findings of the study the Gauteng HPS framework will be 

adapted and expanded to accommodate the roles of teachers as promoters of health 

in schools. 

 

The proposed framework for teachers as promoters of health seeks to provide a 

structure through which teachers can promote their health, learners’ health as well as 

the health of the community operating from schools as teaching practitioners. A brief 

description of the theoretical framework and the conceptual framework was done 

thoroughly in Chapter 2 (see 2.2.2 and 2 2 3). 

 

6.4.2 The framework structure 

The framework structure  will be derived from the themes, which were defined in 

section 6.5.2 and the relationship between the themes in relation to the role of teachers 

as promoters of health has been discussed in section 6.5.4. On the bottom part of 

Figure 6.2, there is a HPS framework for teachers, which is central to the role of 

teachers as promoters of health in schools. This structure could serve as the first level 

of implementation, which can be utilised by the national, provincial and district to 

promote health in schools. The components carry the same weight. Nevertheless, the 

point of departure in the structure could be nothing specific since the needs of the 

school are not the same. Both components can serve as a point of departure.   
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Figure 6.2: Health Promoting School framework for teachers 

 

 

6.4.2.1 Partnership with the community 

For this framework, partnership with the community means how teachers include the 

community in the education of their children because of the influence that the school 

has in the community (Marx et al., 1998). This partnership should include the key role 

players in Figure 2.1, where key role players are encouraged to participate actively in 

the promotion of health in school. It has to be two-way communications, and be based 

on mutual relationship where all members are equal. Through teachers as key role 

players at school, the community can be involved in decision-making, involvement in 

school programmes, educational engagement, consultation promoting health in and 

outside the school through educational workshops, and seminars that are run from 

school.  

 

6.4.2.2 Learners’ well-being 

In this framework, the learners’ well-being embraces relations among learners 

themselves, learner-teacher relationship as well as the learner-parent relationship; 

moral behaviours; school and family support for child-headed and vulnerable children; 

creating substance free school setting. Promoting learners’ psychological, social, 

emotional and physical health for the purpose of their well-being is essential. In 
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addition, moral responsibility as well as modelling of good behaviour by teachers 

should be encouraged. 

 

6.4.2.3 School health services 

In this framework, school health services mean the provision of health services by 

qualified health professionals through health and education as well as the screening 

and assessment of learners who experience challenges in their learning. Quirke 

(2015) argues teachers are gatekeepers in the HPS. Therefore, they are the first one 

to notice that a learner or the environment (home or school) needs health 

professionals’ attention. This was mentioned in all schools where teachers defined 

themselves as multiple role players. In this framework, through the SIAS (2014, they 

were be able to give support to their learners by utilising the services of the PHC 

services which are within the district or the province. In addition, as part of applying 

health practices, teachers need to ensure that they build partnership with the health 

services providers and also have at their disposal first aid kit, sick bay for sick learners 

and to pay attention to minor injuries. 

 

6.4.2.4 Capacity building 

In this framework, capacity building for teachers means the empowerment of teachers 

to promote the health of learners in schools. This will be done by creating a healthy 

environment for teaching and learning in the classroom as well as in the school by 

ensuring the classroom is clean and conducive for learning. Through teaching, 

learners are empowered to take decisions that affect their health on a daily basis. 

Capacity building for learners will also mean that teachers will ensure that there are 

resources available to support the needs of learners. Over and above, teachers will 

need to be capacitated in terms of how they work with parents and members of the 

community as well as initiating partnerships with external stakeholders for the purpose 

of promoting health in school.  

 

6.4.2.5 Teaching and learning 

In this framework, teaching and learning cover how teachers address factors that 

affect teaching and learning in and out the classroom. In this instance, the “how” 

(pedagogy) of teaching was not addressed, only what is taught in the Life Orientation 

classroom. In their pedagogical practice, teachers will have to screen learners’ barriers 
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to learning as well as to differentiate the curriculum for learners who have barriers to 

learning. Various teaching strategies and teaching styles will be utilised as well.  

 

In the curriculum, the understanding of body development is taught as well as the 

unhealthy sexual behaviour, which can cause HIV/AIDS and other health needs. 

These needs range from the teaching of hygiene, nutrition, health knowledge, attitude 

and skills, as well as values and morals. Other factors include the coverage of 

communicable diseases and the danger of using substance abuse.  

  

6.4.2.6 Sustainability of the programme 

In this framework, sustainability covers the continuation of the programme by the 

schools themselves as this was the expectation by the DoH that schools must take 

over health promotion programme and consult health professional whenever they 

need their services. Teachers need to be empowered to sustain parental/ community 

involvement, resources and the curriculum on a daily basis. Depending on the needs 

of the school, teachers need to develop strategies to sustain health promotion in 

schools. Owing to the fact that barriers to learning which affect learning are not a once-

off thing, it will require that teachers should be informed and on regular basis be 

informed about the new health challenges within their schools and communities.  

   

6.4.2.7 Leadership and management of the programme 

In this framework, leadership covers the development of resources in terms of 

empowering teachers to lead the HPS programme in schools where teachers will be 

able to lead various activities including the five components of HPS. Through the 

leadership of the principals and the SMT, teachers need to take leadership in directing 

the involvement of parents. The available resources as well as the curriculum in the 

classroom need to be managed by teachers in their classroom. Teachers on the micro 

level need to design policies that guide school health practices. Starting from what 

teachers could have recorded in their classroom/school as challenges and success, 

there should be leadership that ensures that there is provincial participation for all 

schools in the province. This can be done by schools that are in close proximity to 

each other when they share good practice in the promotion of health.    
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6.4.2.8 Health promotion for staff 

In this framework, health promotion for staff or teachers covers the support from the 

government where there should be resources, which are supplied to schools so that 

teachers can implement health in schools without any difficulty. Support for teachers 

can be in a form where teachers within their schools are able to analyse their needs 

for support such as workshops, rigorous in-service training, professional development 

resources in terms of material and human capacity, and workload.   Happy teachers 

equal to happy learners and this is possible when teachers are getting support from 

the partnering departments as well as the other stakeholder within the school 

community. 

 

6.4.3 Relationship between the components of this framework 

Based on the Bronfenbrenner’s theory as well as the health promoting school 

conceptual framework, the research findings have indicated that there is a relationship 

between the components of the framework above.  South Africa has adopted the HPS 

framework, which consists of three components, namely, Curriculum, teaching and 

learning; school organisation, ethos, and environment; partnership and services. 

However, the framework does not provide information as to how teachers can be 

directly involved as promoters of health in school except for assisting the school health 

nurses with accommodation for screening and learners profile whenever they visit 

schools. In the focus group interviews, teachers indicated their challenge of accessing 

the stakeholders for the purpose of rendering services as well as the lack of 

sustainability of health promotion in school because they have to wait for the directives 

from the DBE.  

 

The designed framework for teachers gives clear responsibility of what teachers can 

do as promoters of health in schools. In the how to…for Implementers of HPS (2011) 

document, it has been clearly indicated that the approach is based on the principles 

that schools are more than just “classrooms and lessons”. Therefore, teachers’ role as 

promoters of health should go beyond walls of the school if teachers have to promote 

the health of learners. The presented framework concepts relationship is crucial for 

the teachers to understand. Although the relationship between the concepts will be 

discussed below, none of the concepts is important than the rest. It all depends on the 

needs of the school. 
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There is a close relationship between the levels in the Bronfenbrenner’s theoretical 

framework. Teachers are found in the micro system level where they teach learners in 

school. In their role as promoters of health, they need to connect and build partnership 

with the parents as well as the community. Research has proven that the relationship 

between the home and school is crucial to promote the physical, emotional, social, 

and psychological health of learners. Marx et al. (1998) indicated that the school has 

the ability to influence the community to participate in the school health activities. In 

the interviews, it was indicated that parents were requested to assist in promoting the 

hygiene of the school by cleaning the classrooms and the toilets.  

 

Some parents assisted in the gardens although in some cases they expected to 

receive incentive for such. Parents also helped in the feeding scheme where they 

cooked food for learners. Apart from what has been mentioned above, it was observed 

that teachers can connect better with parents and the community by giving parents 

enough space to be involved, and this could be done by reducing the barriers that 

contribute in the failure of parents to be involved. 

 

Through the partnership between the school, parents/community, and other 

stakeholders in the school community (mesosystem), learners’ well-being can be 

promoted as they collaborate in various activities. Health promotion is done within the 

school domain by the DoH. The SIAS policy (2014) document postulates that the role 

of school health professionals was to screen, teach health education and to give 

advice concerning health issues to schools. Teachers spend most of their time with 

children at school; hence they experience physical, emotional, social, and 

psychological challenges of the learners.  

 

Because teachers do not have knowledge and skills to support learners with barriers 

to learning which are health-related, they are compelled to seek the school health 

services. This entails that the health professionals would screen the learners who have 

barriers as well as to give advice on what teachers can do further as a way to support 

learners in schools. Furthermore, teachers communicate with parents on the report 

from the health professionals where the learner can be referred further for support. 

This is where teachers would use the SN1 from with the assistance of the SBST. 
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Moreover, if the support provided is still lacking, the teacher together with the SBST 

would complete the SN2 form where the DBST will then be involved.  

 

Research has indicated that teachers are not empowered to deal with many 

challenges faced by learners. Hence, various stakeholders could be involved to give 

support to the learners. Apparently, for teachers to be able to give support to the 

learners, they will need to be empowered with resources in the form of material and 

human capacity, as well as the LTSM. Through the school health services, they will 

have to be empowered with skills and knowledge on how to support learners with 

barriers to learning. Teachers need to be capacitated on how to work with 

parents/community, external stakeholders (exo system) and learners themselves. 

The main aim of applying the HPS approach in schools was to ensure that teachers 

were able to influence the learners to live healthy lifestyles wherein hygiene, nutrition, 

body development, taking care of self, washing of hands were encouraged. In some 

instances, teachers will have to have workshops with the parents on the promotion of 

hygiene or healthy diet for learners. In some instances, teachers will have to liaise with 

the external stakeholders such as Dettol for hygiene purposes, BMW for seedlings, 

Batsha le metse (Youth and Water Project) for water purposes. Teachers’ 

understanding of health, health promotion and HPS concepts can help to sustain the 

programme since they will be able to work with parents, learners as well as the external 

stakeholders. 

 

As it has already been observed, no matter how much they can be enthusiastic, 

teachers cannot promote the health of learners alone. They need the leadership of the 

provincial departments, district officials, principals, SMT, SGB, DBST as well as the 

national DBE, DoH and DSD. Research has indicated that in schools where principals 

were involved, teachers experience huge success since they will be able to receive 

support from the principals in the form of resources, moral support as well as 

encouragement for the whole school development. It is necessary for teachers to 

receive support of HPS from the provincial department (macro system) where the 

issues of curriculum alignment can be dealt with down to the district. 

 

Although it has been stipulated, in the DoH (2011) document that the National DBE 

will design the health promoting school’s curriculum, which will then be facilitated down 
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to schools. However, failure to do so has affected the delivery of health activities by 

teachers to learners.   

 

One critical thing, but then that was not taken into consideration was the health and 

well-being of teachers. Research has indicated that healthy teachers equal healthy 

learners (Marx et al., 1998). For teachers to be able to support learners and parents 

in school, their needs must be met first. These needs cover their emotional needs, 

knowledge and skills. Sometimes teachers were incorrectly considered to be reluctant 

and adamant to receive the programmes in schools. However, research has indicated 

that if they do not understand the importance of health promotion in schools and its 

benefits to education, they will be reluctant. However, if their needs are taken care of, 

they will be able to support learners with ease. Therefore, Figure 6.3 presents the 

framework designed for teachers will assist them to know that they have a role to play 

in the promotion of health for learners even though they are not health professionals. 

 

 

   

   

Figure 6.3: Implementing the framework 
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6.4.4 Implementing the integrated health promoting schools (HPS) framework  

        for teachers   

Figure 6.3 implementing the framework is the second level of implementation, which 

will take place in schools. Teachers will need to understand how to implement the 

framework in the school and this will be presented below. Each school can decide on 

how they interact with the framework structure.  

 

6.4.4.1 The role of the teacher in implementing the framework 

The teacher is central in the implementation of the HPS framework. This is because 

the teacher is responsible for teaching in and outside the classroom where there are 

learners who experience barriers to learning. Again, it is the teacher’s responsibility to 

make sure that the academic, physical, emotional, social, spiritual, and psychological 

health needs of learners are met. Therefore, the teacher will have to work with other 

staff members in the school. The SIAS policy, in its support guidelines, clearly 

indicates that parents of children who are in need of support need to be actively 

involved as equal partners with the teachers, school support team, which is called the 

SBST, in order to support the needs of learners in an integrated manner.  

 

To ensure full support of learners, the teacher needs to collaborate with other teachers 

in the grade or phase. Collegiality is very crucial for the success of the HPS 

programme in school. The teacher also works with the professionals in the community 

for the purpose of awareness of communicable diseases, promotion of hygiene as well 

the dangers of using substance abuse. Most importantly, these professionals can be 

a multidisciplinary team that include nurses, social workers and the community. It has 

to be understood that each of these professionals have their specific roles to play in 

the school for the purpose of addressing health needs of learners. For example, the 

school health nurse will screen and assess learners who have health needs. The 

social worker will attend to the social needs of learners where those who do not have 

birth certificates or ID’s are registered, and those who live in child-headed families are 

placed in foster care homes or those who need grant they are able to access it.   

 

Beside the professionals in the community, the teacher can also collaborate with the 

general staff in the school to ensure that the physical environment of the school is 



 

345 

conducive for learning. In conclusion, the teacher can also work with the NGO’s for 

the purpose of support with knowledge, skills and resources.  

 

6.4.4.2 The role of the school community in implementing the framework 

HPS in South Africa has adopted the top-down approach where it all starts from the 

national DBE, DoH and DSD to the schools where teachers are based. So this is where 

the school community, which includes the SBST, DBST, and other district officials, 

who are responsible for curriculum, services in schools and resource provision. The 

DBST is crucial for the implementation of the health promotion programme in schools. 

 

For example, the DoH provides the necessary health services for learners as well as 

the teachers in the school. Support is given to schools by providing guidance on illness 

and health as well as health promotion. The DBE provides support in the 

implementation of the HPS programme in schools by ensuring that the district officials 

understand the goals of HPS in education. The DSD provides the necessary support 

given by social workers to schools. Since health promotion is not restricted to the three 

departments only, the Department of Correctional Services (DCS) can give support on 

issues such as the danger of substance abuse, crime and safety. This is done by 

educating the community to be free from such dangerous behaviour.  

 

The ISHP, SIAS and the Guidelines on HPS advocate for the collaboration of 

stakeholders in schools. However, during the interviews, it has been mentioned that 

the collaboration of stakeholders is lacking. Therefore, it translates into the fact that 

teachers need to play their roles as promoters of health in schools by inviting the 

stakeholders in schools for training and advice. 

 

At the end of it all, teachers are the implementers of the Health Promotion (HP) 

programmes in schools where learners can benefit directly or indirectly. Figure 6.5 will 

be used to illustrate how the systems can support teachers who then will directly 

support learners in the classroom as well as in the school.  
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Figure 6.4: Educational systems interaction 

 

 

Based on the theoretical framework above, the illustration of educational systems as 

they operate in the development of learners has been presented in Figure 6.4 to show 

how the implementation of HP in schools can have an impact as to how teachers can 

be the promoters of health in schools.  

 

Research in this study was conducted in the Gauteng Province, South Africa. 

Moreover, if teachers are working closely with each other in their schools and the 

district is giving them support, the whole school organisation is likely to benefit from 

the HPS initiative. Contrary would be the case where teachers are not getting any 

support in the promotion of health for learners at all; the circle of poverty and 

unemployment and all socio-pathological ills will be the vicious circle that continues to 

destroy communities (see the roles of the educational systems as it was presented in 

Table 2.5). 

 

6.5 CONTRIBUTIONS OF THE STUDY 

The study has contributed to the existing body of knowledge in terms of the theory, 

policy and practice and this has been outlined below. 

 

Teachers (change attitude, gain knowledge and skills on how to promote health 
if all systems are working in harmony) 

National 
Department of 

Basic 
Education, 

Health and the 
Social 

development 
policies

Gauteng 
Province

(Implementati
on of the 

policy 
according to 
the provincial 

needs) 

Districts

(Give support 
to schools for 
the purpose of 

policy 
implementa-

tion)

Schools

(Apply policies 
on a practical 

level)

LO/LS 
teachers

(apply policies 
in their 

pedagogical 
practice)



 

347 

6.5.1 Theory 

The study has contributed towards the formulation of a framework for teachers as 

promoters of health in schools. The relationships between the systems can contribute 

towards the role of teachers as promoters of health. The HPS conceptual approach 

further gives emphasis to the role of teachers through its five components, namely, 

curriculum, teaching and learning; physical environment; social environment; school 

health services, personal links and community participation. 

  

6.5.2 Policy 

The study has contributed in this instance by identifying gaps in the policy. The policy, 

which guided this study, was the ISHP and the Policy on SIAS for the purpose of 

supporting learners’ physical, emotional, psychological, spiritual, and social health. 

Nevertheless, none of the policies uses the HPS settings’ approach in dealing with the 

health of learners. Only the school health services are central in schools and they 

emerge above the education sector in their activities. It could be said rather that the 

role of teachers as promoters of health was not clearly stated. However, with the 

teachers’ framework, teachers will be able to promote health in schools. 

 

The policies lack further pedagogy directives on how teachers can teach learners in 

the classroom; the integration of curriculum within all the subjects; whole school 

approach where all stakeholders are involved and not only Life Orientation/Life Skills 

teachers involved; lack of LTSM and lack of the defined role of teachers in the 

program. The researcher proposed a HPS framework for teachers that look at the wide 

components, which can be utilised by teachers to promote health of learners. 

Furthermore, the researcher designed the implementing framework that makes it 

easier for teachers to promote health across the school with other stakeholders. The 

researcher hopes the teachers will be able to apply the framework in their particular 

schools.  

 

6.5.3 Practice 

The study contributes to the practice in this manner: 

 The recommended framework will be shared with the HPS. 



 

348 

 It is envisaged that the framework and the recommendations will serve as the 

guideline for teachers to apply their roles as promoters of health in schools. 

 It is anticipated that the GDE will use the framework in its development of the policy 

and the districts will be able to support teachers in schools as promoters of health. 

 It is anticipated that the study will influence practice in terms of how teachers will 

promote health in schools.   

 

6.6 LIMITATIONS TO THE STUDY 

Although the research was planned, organised and executed according to sound 

scientific principles, the following factors impacted negatively on the course of the 

project:  

 Owing to the focus of this research, which was based in the Gauteng Province, 

South Africa, the findings of this study could not be generalised to include all the 

nine provinces in South Africa.  

 The lack of collaboration between the Gauteng DoH, Gauteng DBE and the DSD 

compromised the study. 

 Data were collected in the HPS pilot schools only. 

 The unpredictability within the hustle and bustle of community life created special 

challenges that the researcher had to deal with. Some of these include political 

activities like street protesting and rivalry between political parties; boycotts and 

protesting activities against the local municipality; stay-away and other trade union 

actions; policing and searches that were done to uphold peace within the socially 

unstable parts of the communities.  

 The researcher had some difficulty to access some of the schools.  Although 

members of the management of certain schools were very helpful, others were not 

responding positively to the researcher’s request to conduct interviews.  

 To communicate with the schools was also a challenge. It took some time before 

a proper communication line was put into place. Schools had no functioning 

telephones or any other means of communication, which hampered the project.  

The private mobile phones of the principals were used since there was no other 

option. This was negotiated with the principals themselves.  
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 The absence of proper administration of the ISHP progress in the national and 

provincial level, in this case, Gauteng province also contributed negatively in the 

study. 

 

6.7 RECOMMENDATIONS 

While some success has been attained in promoting health of learners in 

disadvantaged schools in the Gauteng Province of South Africa through the DBE, DoH 

and the DSD, the results discussed in Chapter 5 raise a number of recommendations 

for the improvement of learners’ health in schools. Without omission, teachers 

expressed how they promote health in schools and how they would like health 

promotion/HPS to be taken further for them to be promoters of health in schools. The 

following recommendations were found on the study aim to develop a HPS model that 

offers teachers with the opportunity to be involved in promoting health in schools. 

Recommendations for the study as well as recommendation for further study are 

stated below.  

  

6.7.1 Recommendations for health promotion study 

The Bronfenbrenner’s ecological systems theory used in the study ensured that there 

is a better understanding of what teachers in the micro level can do to promote health 

after all systems roles and responsibilities were clarified.  
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Therefore, the following recommendations are made to the following:  

  

6.7.1.1 The National Department of Basic Education (NDBE) 

 The policies that underpin HPS in South Africa could not clearly define the role of 

a teacher as a promoter of health in school. Hence, teachers understood health 

promotion in school as an agenda of health professionals alone. Therefore, it is 

recommended that the national NDBE should embrace the HPS framework 

proposed for schools as a framework for teachers to be involved as promoters of 

health in schools. This should be done by revising the policy on health promotion 

in schools to accommodate the direct role of teachers as promoters of health.    

 Throughout the literature review and empirical research, it was clear that there is 

a need for resources to promote health in schools. The national department as the 

provider of resources, decentralise resources to the provincial department through 

to schools. The recommendation therefore is that there should be a provision of 

resources and funding for building comprehensive and effective HPS. 

 From the empirical study, it was clear that teachers were not that much familiar 

with the health promotion concept, but the health promotion activities were applied 

in schools. To ensure that teachers’ understanding with regard to health promotion 

in schools, it is recommended that the national NDBE should mobilise teachers 

and the community on the implementation of school health programmes in schools. 

 The health concept is a new phenomenon in the education domain. The NDoH 

dominated schools through its activities, which were clearly defined in the health 

policies. Their activities in schools were more focused on physical health, which 

could only be done by the health professionals. Research indicated that teachers’ 

roles were not clear; hence, their relationship with school health nurses was 

reported to be minimal. It is recommended that the national NDBE should facilitate 

a better relationship between the teachers and school health nurses. 

 Health promotion in the Gauteng Province of South Africa was meant to address 

health challenges in the Province since this has been the overcrowded province 

where there was a critical outbreak of communicable diseases that have affected 

communities and school-going children. In the empirical research, teachers 

indicated that they did not receive a thorough training as to how they can play their 

role as promoters of health in schools. Moreover, they indicated the need for 
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professional development in order to promote health. It is recommended that the 

national NDBE should provide professional training for teachers to promote health 

in schools.  

 The lack of clear roles and better relationship between health professionals and 

schools has led to resistance in terms of accommodating health professionals 

whenever they would visit schools. Teachers indicated that health professionals 

would visit schools even when they did not arrange with the school, which then 

could cause the challenges of accommodation because they were not 

accommodated in school. It is recommended that the national NDBE should ensure 

there is accommodation for screening of learners in schools every time the health 

professionals would visit schools. 

 Although throughout the research study it was clearly indicated that schools are 

the best setting for health promotion, there was no time set aside for teachers to 

promote health in school. In essence, the national curriculum could not set aside 

time for health promotion in schools. Teachers were expected to promote the 

curriculum that does not encourage health promotion in schools except for Life 

Orientation, which was only taught in the classroom. It is recommended that the 

national NDBE should provide time for health promotion in the national policy by 

aligning health promotion with the curriculum. 

 From the onset of health promotion in the Gauteng Province of South Africa, the 

document analysis indicated that the national NDBE was not aware of the HPS 

project happening in the Province. Only the NDoH was active in terms of health 

promotion in schools. It is recommended that the national NDBE should collaborate 

with the NDoH in capacity building of teachers and health professionals. 

 Research was done in disadvantaged schools under quintile 1 and 3, which relied 

on the NDBE for all services to be rendered in schools. However, schools indicated 

their difficulty in terms of acquiring services from the local government. One such 

example was the provision of water to promote hygiene and to water the 

vegetables, which then supplement nutrition. It is recommended that the national 

NDBE in its capacity should liaise with the relevant local government for services 

required by schools.   
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6.7.1.2 The National Department of Health (NDoH) 

 Teachers perceived health promotion in schools as the responsibility of the national 

NDoH. Moreover, teachers expressed their concern when they could not see any 

direction in terms of how health promotion is run in schools. Health professionals 

would only be seen when the national NDoH would be addressing an outbreak of 

a disease in schools in the Province. However, when the health professionals were 

needed by schools to attend to critical cases regarding learners’ health, they would 

not be available. In the ISHP and the Policy on SIAS, it was clearly indicated what 

the health professionals ought to do in schools; but it was not clear of what schools, 

teachers in particular could do. It is recommended that the national DBE should 

provide strategic direction in the implementation of school health programme in 

schools. 

 From the empirical research, it was clear that the implementation of school health 

was not well coordinated from the policy point of view. The ISHP focused more on 

the prevention of diseases among schoolchildren and that has caused more 

confusion on the side of teachers since they do not know how to implement health 

promotion in schools. Learners are screened regularly in schools without much 

knowledge on the side of teachers of how they can promote health. It is 

recommended that the national NDoH should coordinate the implementation of 

school health policy in schools. 

 From the empirical research, teachers indicated that there was a lack of leadership 

in terms of facilitating school health programmes. It was not clear as to how the 

school health programmes were integrated in school from the NDoH perspective. 

Therefore, it is recommended that the national NDoH should facilitate the 

integration of school health programmes that have an impact in the lives of learners 

in schools and not only visit school when there is an outbreak of disease but also 

give advice to schools as to how they can address health issues affecting learners. 

 From the literature review, the implementation of health services in schools did not 

have any uniformity as to how it can be done. Different countries implemented 

school health services based on their needs analysis. The same applies with 

school health services in South Africa. Accordingly, different provinces 

implemented school health services differently since there was no standard set by 

the national NDoH. The benchmark schools in this research proposed that for 
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health promotion to be successful in the province, health promotion in schools 

should be implemented in all schools and neighbouring schools should copy the 

good practice of schools around them. It is recommended that the NDoH should 

ensure standardisation of implementation of school health services.   

 The implementation of school health services in the Gauteng Province of South 

Africa only included few schools and in those schools only Life Orientation teachers 

were involved. The document analysis indicated that teachers were going to 

receive further training as well as the LTSM. During the interviews, teachers 

indicated the need for training on how to handle learners with barriers to learning. 

It is recommended that the national NDoH should develop orientation manual for 

school health services, which will be disseminated to schools for teachers to 

understand their roles as promoters of health in schools. 

 One of the concerns with regard to health promotion in schools was that there was 

a lack of resources; both human and physical resources. In the ISHP, it was 

indicated that the school health nurses were not enough to render their services in 

schools because the ratio was just unreasonable. Besides the human resources, 

there was also a lack of transport to take the school health nurses from school A 

to school B. For school health services to be successful, it is recommended that 

the national NDoH should mobilise resources for the implementation of school 

health services in schools. 

 The literature review and the empirical research indicated that there was a lack of 

accountability in terms of school health programmes in schools. From the 

document analysis, it was also indicated that although the report concerning school 

health progress was required, schools did not know where to submit the reports. 

Therefore, it is recommended that the national NDoH should monitor and evaluate 

the progress of school health in schools. 

 

6.7.1.3 Provincial Department of Basic Education (PDBE) 

 In Gauteng Province of South Africa, school health promotion was implemented in 

few schools used to pilot health in schools. These schools benefited from such 

initiative because they understood health promotion activities in their schools. They 

could see the difference between their school and those which are not health 

promoting. In addition, for the purpose of promoting health for all learners in the 
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province, they suggested that the provincial PDoH should see to it that all schools 

are health promoting. It is recommended that the Gauteng PDBE should ensure 

that all schools in the province adopt good practice in terms of health promotion.  

 The literature review indicated that teachers could only participate if the school 

health goals are aligned with the educational goals. From the teachers’ point of 

view, school health programmes were more focused on the physical health. Every 

time the school health nurses would visit the schools, teachers felt that they were 

interfering with school curriculum. This could have happened because there was 

no clear collaboration between the PDBE and the PDoH. It is recommended 

therefore that the PDBE should collaborate with the PDoH to develop a schedule 

for school health services to avoid confusion on the side of teachers as well as the 

school health nurses. 

 It has been found that school health phenomenon is not well understood from both 

teachers, community, parents as well as learners. From the teachers’ 

understanding, the community and parents did not understand what it means to be 

health promoting. This was shown when there were many complaints from schools 

on how parents respond to the invitation by the school to promote health. On the 

other hand, teachers did not understand how to involve parents. The PDBE should 

mobilise the teachers, community, parents, and learners on the implementation of 

school health programmes in school. 

 Based on the findings, it was clear that health promotion was done with few 

teachers. The empirical research indicated that teachers lack capacity to sustain 

health promotion in schools. Therefore, it is recommended that the provincial DoH 

should conduct capacity building of both teachers on health promotion and 

education and first aid and not just the few. 

 Concerns over the knowledge of health promotion by district officials have affected 

how teachers promote health in schools because every time the district officials 

would visit school, they would like nothing to do with health promotion but 

curriculum matters only. It could be understood from a point of view that district 

officials were not well conversed in health promotion issues in schools or they 

understood it from a Life Orientation point of view. It is recommended that the DBE 

should ensure that district officials are knowledgeable about HPS concept to avoid 

confusion when they visit schools but to support teachers in their endeavours. 
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6.7.1.4 Provincial Department of Health (PDoH) 

 The provision of school health services has been dismally affected by the ratio of 

school health nurses to schools. Some schools could not be reached owing to the 

fact that school health nurses would be recalled from school. This continued to 

happen in the schools where research was done; every time when the teachers 

would require the services of the school health nurses, they were nowhere to be 

found. It is recommended that the PDoH should appoint adequate number of 

school health nurses to schools to ensure that schools are receiving proper 

attention and advice from the health professionals. 

 Teachers showed concern regarding the visit of school health professionals who 

would just visit schools without any proper arrangement, but based on the outbreak 

of disease in the Province. This was done without any consultation with the NDBE, 

which would then liaise with the districts to schools. It is therefore recommended 

that the PDoH in the province should collaborate with the PDBE in the development 

of a proper school visit schedule, which would ensure that there is no interruption 

of the school programme.  

 Because of the understanding by schools as well as the community that health 

promotion is done by health professionals alone, supervision on the side of 

education domain was lacking. Teachers confirmed that screening was not 

regularly done like in the beginning of health promotion project in the province. 

They also indicated that they do not know how the health programme was 

concluded since they were still waiting to continue. Therefore, it is recommended 

that the provincial PDoH should conduct proper supervision.  

 Research has proven the importance of meetings with the stakeholders in the 

promotion of health in schools. As part of leadership by the PDoH, it is 

recommended that it should convene school health meetings in the provincial level 

with relevant structures to check on the progress of health promotion in the 

province. 

 

6.7.1.5 District Department of Basic Education (DDBE) 

 From teachers’ experience with the district officials, it was clear that they were not 

aware of what school health means and how it was supposed to be done in school. 
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Schools showed the need to be trained in the understanding of health promotion. 

However, the officials showed lack of knowledge when they visited schools 

because their focus was on the curriculum issues. It is recommended that the 

district DDBE should ensure that schools know, understand and be able to 

implement ISHP and SIAS policy documents. This should be done by giving 

continuous support to the teachers by the district officials. 

 The dilemma on how teachers can be promoters of health in schools was found to 

be caused by the lack of support from the district officials and that they were not 

involved. It is recommended that the district officials should be fully involved and 

have a better understanding of the HPS concept to ensure smooth implementation 

in schools where teachers could also find it easier to play their roles as promoters 

of health in schools. 

 The issue of the lack of capacity in terms of health professionals who can attend 

to learners health in schools as soon as they were identified was found to be 

disruptive. It took much time for health professionals to attend to such cases and 

to some cases there was no feedback. Teachers also suggested that it would be 

very practical if schools could have health professionals in their premises for the 

purpose of attending to learners with barriers to learning as they manifest. Based 

on the fact that there is a lack of human resources, it is recommended therefore 

that each district should be resourced with school health professionals who will be 

able to cater for the schools under their care whenever they need support not only 

when they have scheduled visits to schools.   

     

6.7.1.6 District Department of Health (DDoH) 

 The issue of collaboration between health and education officials was mentioned 

repeatedly to show the importance of it. In some schools, teachers were not aware 

if whether they have as school health nurse who is responsible for their school. In 

the SIAS policy document, it has been indicated that health professionals would 

advise schools with regard to barriers to learning, which affect some learners in 

schools. However, this has been affected by the fact that school health teams were 

not collaborating with teachers in schools. It is therefore recommended that the 

district DDoH should appoint school health teams, which collaborate with schools 

and other stakeholders. 
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 The study findings revealed that there was lack of communication between the 

leadership of school health programmes in the district and inadequate resources 

to promote health in schools. The referral system for those learners who needed 

further attention in health institution did not receive the attention it deserves. It is 

recommended that the district DDoH should strengthen school health existing 

system in terms of communication, resources, transport, and proper referral 

system. 

 

6.7.1.7 Teacher training institutions 

 Without much accountability in the province in terms of school health programmes, 

it would be difficult for the new teachers entering the teaching profession to 

understand what health promotion is and what needs to be done to promote health 

of learners in schools. It is recommended that teacher-training institutions should 

ensure that courses are designed for student teachers to be trained in health 

promotion in schools. 

 It was discovered that not all teachers were trained as promoters of health in 

schools. Throughout the study, teachers indicated that they needed training for 

them to be able to know how to promote health in schools. To ensure that all 

teachers were trained in health promotion, it is recommended that the teacher 

training institution should develop short learning programmes for in-service teacher 

training. 

 

6.7.1.8 Schools (School Management Team) 

 Research findings indicated that the principal and the SMTs can serve as the 

resource for school health promotion because of the power, authority, leadership, 

and vision that they possess. They could have time to outsource resources and 

knowledge as to how health promotion can be done in school. It is therefore 

recommended that the SMTs should serve as resources for the development of 

health promotion in schools. 

 The Gauteng HPS framework was not clear as to how schools can promote health 

although the three components formed the basis of health promotion in schools. It 

is therefore recommended that SMTs should embrace the HPS framework that has 
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been designed as a framework for schools and use it to promote health of learners 

in school. 

 It was found that although school health programmes promote healthy learning for 

learners, not all teachers would find interest to be involved as promoters of health 

in schools. The suggestions by teachers indicated that teachers need support from 

the SMT to avoid any confusion among the staff members in schools. It is 

recommended that the SMT should support and encourage all teachers in school 

to promote health of learners. 

 

6.7.1.9 Teachers 

 Teachers viewed school health programmes as an additional burden. Hence, they 

were reluctant to participate. The lack of understanding in terms of health 

promotion by teachers could be seen in the attitude of teachers towards health 

promotion activities. In Gauteng Province of South Africa, health promotion is in 

the hands of Life Orientation/Life Skills teachers. However, the screening of 

learners in school is more focused on physical health challenges that affect 

learning at school. Teachers were not aware that they should be able to screen 

barriers to learning, which interferes with learning in the classroom. It is 

recommended that teachers should fully participate in health promotion as 

promoters of health in schools by acquiring knowledge and skills related to health 

promotion. 

 It was clear from the empirical research that the top-down approach affects how 

teachers can sustain health in schools. This was because teachers only wait for 

directives from the top officials in the department. It was found that teachers were 

not able to sustain the health promotion activities because they did not perceive 

themselves as promoters of health in schools even though they could see the 

benefits of it. It is recommended that teachers should sustain health promotion in 

schools by utilising the framework for teachers, which will guide them on the 

maintenance and sustenance of health programme in schools as well as the 

establishment of relationship with parents community and other stakeholders. 

 The study was underpinned by Bronfenbrenner’s ecosystemic theory, where all 

systems work together for the development of a learner, which then can be 

escalated in terms of understanding that the teacher works with the learner on a 
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daily basis such that they are able to observe challenges experienced by learners 

at home and even at school. The teachers’ expectation that the top-down 

structures guide in the progress of health promotion in schools seemed to hinder 

the health promotion progress in schools because in all schools, teacher were 

waiting for the programme to continue. From the observations, teachers were 

promoting health even though at some point they were not aware. From the light 

of their perspective, it is recommended that teachers should be encouraged to 

promote health from their schools using the framework based on the bottom-up 

approach where they can guide the top structures on what is needed in their 

schools.    

 Research findings indicated that because of lack of collaboration between the DoH 

as well as the DBE in both levels in the system, the roles and responsibilities of the 

departments could not clearly define the role of teachers and the roles of nurses 

when they visit schools. From the knowledge gained by teachers regarding health 

promotion in schools, it is recommended that teachers should collaborate with the 

school health nurses when they visit schools to ensure that they understand 

learners’ barriers to learning. When school health nurses screen them, it can also 

help to get immediate feedback from the school health team. 

 Throughout the study, from the literature review to empirical research teachers; 

apart from their role as teaching practitioners, they identified themselves as 

custodians of multiple roles. Hence, one of the themes indicates that their role is 

to promote learners health and well-being. At some point, they indicated their 

concerns in terms of administering deworming pills as part of school health 

programme. Such role is extended by the DoH to school. To ensure that teachers 

are certain about their roles, this study recommends that teachers should receive 

a proper training on how they can execute these roles without interfering with roles 

of other stakeholders. 

 Health promotion in schools addresses health challenges that are barriers to 

learning in the classrooms. Apart from the health promotion activities such as 

nutrition, gardening and hygiene as well as the teaching of Life Orientation /Life 

Skills in the classroom, teachers could not be able to understand how they can 

differentiate curriculum to create a better learning experience for all. It is 
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recommended that teachers should know how to differentiate curriculum for all 

learners to benefit in learning in their classrooms. 

 Schools cannot teach learners in isolation without parents and the community since 

education is a societal agenda. The struggles that schools face when they have to 

work with parents and the community are not insurmountable. Therefore, this study 

recommends that teachers should find strategies on how they can work with 

parents, community and all stakeholders in the school community.  

 

6.7.1.10 Policy makers 

 Teachers in schools could not interpret the policies, which underpin health 

promotion in schools, since they were more based on physical health. Although the 

ISHP was designed by the DoH and the DBE, the role of teachers as promoters of 

health was not clearly stated. It is recommended that policy makers should design 

clear policies that define the role of each department, which will also transcend to 

schools. 

 The policies did not clearly indicate how schools in their capacity could interpret 

ways in which they could promote health. Hence, the health promotion activities 

implemented in the Gauteng schools were the same. It is recommended that policy 

makers should design policies, which can be easily interpreted by schools for better 

implementation in schools as well as to utilise the developed framework for 

teachers. 

6.7.1.11 Stakeholders (Parents and the community) 

 From the empirical research, it was clear that teachers were struggling on how they 

can collaborate and involve parents to promote the health of learners in schools. It 

is recommended that all stakeholders (the governmental departments, NGO’s, 

parents and the community) should collaborate with the teachers to ensure 

learners’ complete health in school. Workshops and seminars where all 

stakeholders could be empowered with the health promotion knowledge and skills 

should be organised by schools. Stakeholders will also need to understand that 

education is a societal agenda wherein they need to participate fully.   

 Learners who are taught in schools come from the community. Teachers alone can 

find it hard to promote health without the involvement of parents since they are 
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taken as the primary educators of their learners. It is recommended that parents 

should volunteer their services in schools as part of health promotion. 

 

6.7.2 Recommendations for further research 

The study managed to bring about the conceptualisation of health promotion and HPS 

by teachers as well as the practical implications when they are involved. However, 

there is still a need for further research, which can enable and empower teachers to 

be more involved and accurate on their responsibility in the school level.  

 

6.7.2.1 The approach to health promoting schools (HPS)  

Studies have shown that HPS programmes are administered from national 

departments down to schools, a top-down approach. Most often, there is 

misconception of the concept in the process and probably teachers remain with the 

challenge of not being able to play their roles. However, if the programme was 

approached from bottom-up, probably there would be some practical implications 

experienced in schools. 

 

6.7.2.2 How stakeholders can play their roles in schools 

Schools are known as territories for teachers. However, when there are programmes 

that need implementation in schools, teachers are expected to play their role 

irrespective of their understanding, their training, and their roles in the programme. 

Therefore, to avoid confusion, other stakeholders’ responsibilities need to be 

specifically outlined. The health concept is found within the DoH, and therefore how 

they go about promoting health in schools need to be clarified among the school staff 

members. 

 

6.7.2.3 Collaboration between the departments 

Because education is a societal matter, the collaboration between the departments 

needs to be clearly defined to avoid repetition of activities and unnecessary utilisation 

of resources as well as the element of accountability. 

  

6.7.2.4 Better understanding of health promotion concept to all systems levels  

The health promotion understanding of the concept is understood differently in all 

systems. Hence, there are challenges as to how the systems should be involved. 
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There should be a better understanding of the concept right from the policy makers 

(macro level); provincial and district official (meso level) to the schools (micro level). 

 

6.7.2.5 Research on non LO/LS teachers 

Research was done with the LO/LS teachers in the health promoting schools. It is 

recommended that further research can be done with teachers who are not teaching 

LO and LS. 

 

6.7.2.6 Research in other Provinces of South Africa 

This study was done in the Gauteng province. It is recommended that further research 

can be done in other provinces of South Africa. 

  

6.8 REFLECTIONS ON THE STUDY 

The study was my best research in the sense that from my education perspective, I 

was able to find out what teachers as teaching practitioners can do to promote health 

in schools. Most often, the health promotion/health promoting school study is about a 

single topic or activity in a school. A number of research studies conducted in schools 

were about HIV/AIDS, mental health, bullying, obesity, and teenage pregnancy or drug 

abuse in school. My main concern was how all teachers, besides the Life 

Orientation/Life Skills teachers can be involved in promoting health in schools. 

Research is done in and out of the school and the policy is not clear as to how teachers 

can promote health in schools.  

 

Besides the literature from the developed and the developing countries, which I have 

reviewed, I could not find how teachers can be promoters of health in schools. HPS 

are explained and understood in terms of school health services. I almost fainted when 

I reached the first school and the principal asked this question. “Is HPS still existing? 

I thought it was over when JICA left”. However, I took courage to say I am here to learn 

from you what you have learnt from JICA. That sent a message to me to say there is 

more at stake. I spent many hours in schools observing the school environment, both 

socially and physically, observing how teachers interact with other staff members, with 

parents, with general workers as well as the learners in and outside the classroom.  

 



 

363 

From the interaction I had with teachers, that is where I got my “eureka” moment and 

a better understanding of what teachers can do to promote health in schools. The 

definition of health promotion and HPS are clear in terms of saying their main purpose 

is to empower people and to build capacity for people to take charge of their health. 

The designed framework is the exact tool for teachers to promote health in schools. 

 

6.9 DISSEMINATION OF FINDINGS 

After the study has been completed, the participating schools and all the key 

stakeholders will be invited in a meeting where the findings will be disseminated. In 

order to advance HPS in the province as well as the district, the research schools will 

be used as the cohort schools where the HPS framework, which has been developed 

for teachers, will be implemented. For the purpose of better understanding with regard 

to the role of the teacher as a promoter of health in schools, the study findings as per 

the ethics approval with the Gauteng DBE will be uploaded into their site.   

 

6.10 FINAL CONCLUSION 

The research process, which focused on the HPS and teachers in particular, enabled 

the researcher to understand what exactly could be the role of teachers in promoting 

the health of learners in schools. The framework, which has been developed, will then 

be used by the HPS to increase their understanding on the needs analysis of their 

school. 

 

It takes all stakeholders within the Bronfenbrenner’s ecological framework to improve 

the health of learners in school as well as in the community. Above all, teachers are 

central to the success of any school that could venture to be a HPS. The HPS 

framework is useful to promote the health of children in school. However, the challenge 

could be when schools opt for health promotion where particular activities are 

addressed and not HPS where the WHO framework is used.   

 

The developed framework has the potential to influence skills, knowledge and attitude 

of learners and to enforce positive behaviour when teachers are highly involved. It has 

to be understood that although the framework is developed for teachers, moreover, it 

can be used for a whole school development to influence the entire school staff; 
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including the principals, support staff in school and the general workers. This could 

have an influence in the school’s physical and social environment as well as the school 

ethos where there could be structural changes in the school organisation since there 

would be more policy development and above all, the hidden curriculum can be made 

part of the school practice because there would be similar understanding of what HPS 

is.  

 

Finally, a better understanding of HPS by teachers would not only have an influence 

on the learners, but it can have a potential to bring about better partnerships between 

schools and parents as well as the community where it evolves.  In that way, the socio-

economic barriers, which are experienced by learners, can be minimal. From the 

bottom-up approach by teachers in schools, the inter-sectoral collaboration between 

the DBE, the DoH and the DSD could be a success because teachers would have a 

better understanding that they need to work together and that they need to consult 

services from these departments in order to promote the health of learners.  

 

HPS is a process that cannot be dealt with even within a specific number of years 

because in a number of communities in the Gauteng Province there are health 

challenges and health hazards, which emerge every now and then owing to 

overcrowding in the communities. To empower schools and communities to prevent 

and to fight the outbreak of any disease could see communities in control of their 

context.  

 

Teachers’ role requires them to be at schools serving in the midst of the community. 

The understanding that they should promote health requires them to be 

knowledgeable about the components of HPS. In terms of their role as promoters of 

health, they are the most agents who are able to influence learners who later on are 

able to influence their communities. Through teaching about health issues in and out 

of their classrooms (formal curriculum: teaching and learning); inviting community 

members who have experienced health challenges in their lives for workshops and 

seminars (community links), inviting health professionals such as nurses, doctors, 

therapist, psychologist as well as social workers to come and advice the teachers and 

to share health information with the community (school health services); designing 

their own school health policies which are guided by their school health analysis 



 

365 

(school health policy); maintaining the school environment by having vegetable 

gardens, herbs gardens and flowers gardens as well as to prevent littering in the 

school yard and the classrooms (physical environment of the school); maintaining 

positive relationship between other staff members and the learners (the school’s social 

environment).  

 

It is believed that schools are perfect settings where health issues affecting children 

can be addressed, since they are the best possible settings to promote health for all. 

That means health of learners, staff, parents and the community at large. The success 

of the HPS will not be possible if the schools are running it alone. However, the 

involvement in all levels and all stakeholders can see ordinary schools changing to be 

Health Promoting Schools. The support structure and services, which are used in the 

HPS are essential for the sustainability of health in schools.  
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8. APPENDICES 

APPENDIX A: PERMISSION LETTER TO THE GDE 

 

         P.O. Box 12439 

         Hatfield 

         Pretoria 

         0028 

 

 

Office of the Chief Director  

Information and knowledge management  

GDE 

 

PERMISSION TO CONDUCT RESEARCH STUDY AT HEALTH PROMOTING 

PRIMARY SCHOOL 

 

Dear Sir/Madam  

I hereby request permission to conduct research at health promoting primary schools 

in Gauteng. I am presently registered for a PhD (Learner Support) with the North-West 

University (Potchefstroom Campus) under the supervision of Dr CT Viljoen, tel 

018 299 4767/082 440 7482. The research is about “The role of the teacher as a 

promoter of health in schools: conceptualisation and practical implications”.   

The objectives of the study are:  

  to understand how do teachers perceive health and health promotion in schools;  

 to investigate how teachers in their pedagogical practice, promote health in 

schools, and;  

 to develop a possible framework that can be presented for teachers as promoters 

of health in the schools. 

 

A qualitative design will be used in conducting the research and the methods for data 

collection will be in the form of interviews, observation, and documents pertaining to 

the role of teachers will be collected and analysed.  
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Participants in the study will be Life Orientation/Life Skills teachers. They will be 

interviewed by the researcher in English and this will take not more than one hour after 

normal teaching time. Interviews will be audio taped with the consent of the 

participants. Interviews will be transcribed, stored for seven years at the North-West 

University archives and after which they will be destroyed. Data will be used to develop 

a framework on how teachers can be involved in the promotion of health in schools. A 

copy of the transcription will be returned to the participants to ensure that no 

misunderstandings occurred.  

Be assured that the principles of confidentiality, anonymity and privacy will be adhered 

to.  

 

Thanking you in advance.  

Yours truly  

Mrs Mashau TI  

mashati@unisa.ac.za 

  

mailto:mashati@unisa.ac.za
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APPENDIX B: LETTER FROM GDE 
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APPENDIX C: PERMISSION LETTER FROM THE DISTRICT
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APPENDIX D: NORTH-WEST UNIVERSITY ETHICS APPROVAL 
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APPENDIX E: EXAMPLE OF FOCUS GROUP INTERVIEW QUESTIONS 

 

1. How would you describe the role of the school in society? 

2. What would you say is the role of the teacher in the classroom/school? 

3. What are your views on health and the promotion of health in schools? 

4. What are your views on the health promoting school as such? 

5. In your opinion, how do you think teachers can promote health in school?  

6. As a Life Orientation/Life Skills teacher, how do you promote health in your 

pedagogical practice? 

7. Are there any barriers, which hinder you from promoting health in the 

classroom/school? What are they? 

8. In what ways do you counteract/overcome these barriers in the promotion of 

health in the classroom/school? 

9. Is there anything that you would like to add on in terms of the promotion of 

health in the classroom/school? 
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APPENDIX F: EXAMPLE OF OBSERVATION SCHEDULE 

 

Name of the school:…………………………………………………………………….. 

Time: (Period number):………………. 

Subject: Life Orientation/Life Skills 

Teacher:………………………………… 

Observation checklist: 

The following list of questions will guide/inform the observations during engagements 

with the teachers.  The main aim with these questions is to obtain a well-informed 

perspective of the teacher acting as a promoter of health.  

1. Is the teacher aware of the various health and health promoting policies, 

guidelines, documents and standards (staff health and well-being, induction of new 

teachers, health and safety, sickness and absence, stress management, injury 

prevention, waste management, pollution, immunisation, etc.) set and available to 

them?  To what extend do these documents impact on the teaching of the teacher? 

2. Is the teacher aware of any vision, mission statements and planning/strategies of 

the school in terms of health promotion?  What are the priorities in the school in 

terms of the promotion of health? What type of action is being taken?  

3. Is the teacher aware of any priorities that need to be dealt with in this 

classroom/school? 

4. Is the teacher knowledgeable in terms of what to be done in terms of health 

promotion, why it should be done, by whom and what a positive outcome could 

be?  

5. Is the teacher knowledgeable in terms of what to do if there is a negative outcome 

in terms of health promotion?  

6. Is the teacher aware of the knowledge, skills, attitudes and behaviour among the 

students? 

7. Is the teacher aware of the values at play in promoting health in the 

classroom/school? 

8. Is the teacher aware of the general/specific educational needs of the 

learners/school?   

9. Is the teacher aware of the health inequities that may exist in the community? 

10. Is the teacher aware of the environment (physical, social, and cultural) of the 

school? 
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11. Is the teacher aware of the knowledge, skills, attitudes and behaviour in the 

community? 

12. Is the teacher knowledgeable about possible health and social services available 

to the students/school and how to access them? 

13. Is the teacher aware of the role that he/she can play in terms of health promotion 

in the classroom/school/community? 

14. Is the teacher aware of any communication structures within the school where 

specific health issues can be addressed?  

15. Is the teacher aware of specific health promoting activities at present in the school 

(health eating, nutrition, physical activity, smoke free, mental health (drug and 

alcohol, sexual health, injury prevention, communicable diseases, etc.)? 

16. Is the teacher aware of any links/relationships that exist between the school and 

the community and what these links/relationships mean in terms of health 

promotion? 

17. Is the teacher aware of the importance of participation between the various role 

players when it comes to health promotion in the classroom/school? 

18. Is the teacher knowledgeable in terms of the possible strengths within the 

school/community that might have a positive impact of health promotion?  

19. Is the teacher aware of those aspects that need improvement in his/her 

classroom/school?  

20. According to the teacher, what could be described as a health promoting 

relationship with colleagues, students, parents and the community?  

21. According to you as a teacher how would you gather information about the health 

and well-being of your students and how does this influence your teaching 

practice? 

22. Are you aware of any groups that might exist that can help and support you as a 

teacher promoting health in your classroom/school? 

23. How would you rate your impact as a promoter of health in the classroom/school 

and why do you say so? 

24. How do the teachers gather and share promising health promoting practices in the 

classroom/school?  

25. Is the teacher aware of the fact that health promotion is a cross curricular activity 

and that it should permeate the whole curriculum and be focused on the identified 

needs of the students? 
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26. Is the teacher aware of the SIAS policy document and how it is supposed to be 

used in assisting the learners with special needs and/or learning support in the 

classroom/school? 

27. Is the teacher aware of the role of the School based support team (SBST) and the 

District based support team (DBST) and what they can/should offer in terms of 

support? 

28. Is the teacher aware of the importance of the leadership role that the 

principal/management can/should play in guiding/supporting health promoting 

activities in the school? 

29. Can the teacher reflects on his/her own teaching practices in terms of health 

promotion in the classroom/school?   

30. In terms of administration (preparation, resources, files, etc.) how is the teacher 

organising his/her approach within the context of promoting health in the 

classroom/school? 

31. What does the teacher experience as possible barriers in the promotion of health 

in his/her classroom/school? 
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APPENDIX G: DOCUMENTS RECEIVED FROM SCHOOLS 

 

 Baseline study for the project: “enhancing the health and well-being of 

Disadvantaged Communities in Gauteng through the HPS concept, 2006; 

 Education White Paper 6: Building an inclusive education and training system, 

2001; 

 Policy on Screening, Identification, Assessment and Support, 2014; 

 ISHP (ISHP), 2012 

 How to… for implementers of HPS, 2011. 

 The National Policy on HIV/AIDS for learners and teachers, 1999 

 National School Nutrition Program, 2004; 

 Basic School Gardening: Teachers Manual, 2009; 

 Basic School Gardening: Learners Activity book. Foundation phase, 2009; 

 Basic School Gardening: Learners Activity book. Intermediate phase, 2009; 

 Basic School Gardening: Learners Activity book. Senior Phase, 2009; and 

 HPS project mid-term evaluation. Final report. March. 2010 
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APPENDIX H: LANGUAGE CLEARANCE AND EDITING CERTIFICATE 
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APPENDIX I: TURNITIN REPORT 

 

Dropbox link: 

https://www.dropbox.com/s/bfjx7b4owj4q2tq/Mashau%20TI%20October%2020

18%20Thesis%20Document-START-CH4-TURNITIN-24%25.pdf?dl=0 

 

 

 

Part 2: Ch 5 – end screenshot below: 

Dropbox link: 

https://www.dropbox.com/s/sdle7qbe83bmvkz/Mashau%20TI%20October%202

018%20Thesis%20Document-CH5-END-TURNITIN-25%25.pdf?dl=0 

 

 

https://www.dropbox.com/s/bfjx7b4owj4q2tq/Mashau%20TI%20October%202018%20Thesis%20Document-START-CH4-TURNITIN-24%25.pdf?dl=0
https://www.dropbox.com/s/bfjx7b4owj4q2tq/Mashau%20TI%20October%202018%20Thesis%20Document-START-CH4-TURNITIN-24%25.pdf?dl=0
https://www.dropbox.com/s/sdle7qbe83bmvkz/Mashau%20TI%20October%202018%20Thesis%20Document-CH5-END-TURNITIN-25%25.pdf?dl=0
https://www.dropbox.com/s/sdle7qbe83bmvkz/Mashau%20TI%20October%202018%20Thesis%20Document-CH5-END-TURNITIN-25%25.pdf?dl=0
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