A confluence of evidence: what lies behind a 'whole school' approach to health education in schools?


Abstract

Purpose: To contribute to the evidence base to support whole school approaches.
Methodology/approach: A review of published evaluations and evidence syntheses across six areas within the international health promoting schools literature.
Findings: Although whole school approaches are often advocated for in literature and policy on health promoting schools, the evidence base on which claims concerning their effectiveness is grounded is partial, and is often health topic specific. Reviewing the evidence base across six different health-related areas, namely: sexual health; bullying; alcohol and drug use; mental health; school connectedness; and access to services, this paper identifies commonalities in learning, in turn, enabling a confluence of evidence on the factors central to the provision of effective health education and support within schools. Whilst findings endorse a whole school approach, they also suggest that some of the more subtle principles on which such approaches are underpinned are not explicitly reflected in practice. 
Originality/value: The paper offers the first cross-topic synthesis of findings on health education effects and effectiveness in six health-related areas, to identify commonalities in learning. Findings contribute to the evidence base for the use of a whole school approach when undertaking health education in schools. 



Introduction
Within schools, academic success, health status and risk behaviours are inter-related. Poor mental and physical health can lead to, or exacerbate, health-compromising behaviours, which can then influence academic attainment. In parallel, poor academic attainment may influence risk behaviours, which compromise health status (Murray et al., 2007). Recognising this, the notion of the ‘health-promoting school’ or ‘healthy school’ has been in popular use for over three decades and has been defined by WHO (2014) as a school that “constantly strengthens its capacity as a healthy setting for living, learning and working”. 

Academic literature and policy documents consistently advocate for the adoption of a ‘whole school’ approach as one of several necessary components in the successful pursuit of a health-promoting school.[endnoteRef:1] Whilst not disputing this assertion, in the absence of proper synthesis the evidence base to support the rhetoric surrounding the implementation of whole school approaches remains partial and disconnected, with the focus being placed on distinct health topics, rather than attempting to identify the underlying commonalities that make up the broader tenets of this approach. In this paper we draw upon recent evidence relating to a spectrum of health-related topics, to highlight what it is possible to achieve through a whole school approach to health promotion, and the circumstances in which such gains may be made.  [1:  While the term whole school approach is now widely used, the terms ‘universal’ or ‘comprehensive’ approaches are also commonly used, particularly in the USA. ] 


We start by examining the origins of the concept of health promoting schools, and the role of the whole school approach within this. In considering the use of such terms in current academic and policy literature, we raise questions about the evidence base upon which claims are grounded, and suggest that a more holistic, salutogenic approach (see Glasgow Centre for Population Health, 2011) to understanding ‘what works’ across different health-related topics provides a stronger evidence-base upon which arguments for health-promoting and whole school approaches can be built. We then draw upon findings from a recently commissioned review of the evidence on effective practice across six health-related areas, namely: sexual health; bullying; alcohol and drug use; mental health; school connectedness; and access to services. This enables commonalities in learning to be identified across a number of key areas, in turn, enabling a confluence of evidence on the factors that work to provision effective health education and support within schools. 

What are health promoting schools and whole school approaches?
Health promoting schools have their roots within the concept of the settings-based approaches to health advocated by the World Health Organization’s Health for all Strategy (WHO, 1981) and the Ottawa Charter for Health Promotion (WHO, 1986), and in systems-based thinking which considers the interconnections between physical, social, emotional and environmental factors (Stewart-Brown, 2006). According to such an approach, those attached to a particular setting through residence or employment should be responsible for, and committed to, making the whole environment as healthy as possible[endnoteRef:2] (Butcher, 2010). While definitions of a whole school approach do vary[endnoteRef:3], there is wide agreement that this means looking beyond formal, curriculum-based education on the health of individual children and young people, to consider what Stewart-Brown (2006) calls the ‘hidden curriculum’, namely, the interdependence of the school organisation, structures, procedures and ethos, and its relationships with families and the wider community.  [2:  Various definitions exist on what makes a ‘healthy’ school. However, most are in line with the WHO definition which includes the ability of young people and staff to care for themselves and others, to make healthy decisions and take control over life circumstances, to create conditions conducive to health, to positively influence health-related behaviours, knowledge, skills, attitudes and support, and to prevent leading causes of death, disease and disability brought about by unhealthy behaviours (WHO, 2014). In a healthy school, these conditions are bought about by health education (i.e. curriculum), the creation of a healthy school environment, policies and ethos and through positive partnerships with families, communities and service providers. ]  [3:  According to the Department of Education in Western Australia (2009), for example, ‘a whole school approach is cohesive, collective and collaborative action in and by a school community that has been strategically constructed to improve student learning, behaviour and wellbeing, and the conditions that support these’. For Healthy Together Victoria (2015), a whole school approach not only ‘brings together school leaders, staff, students, families and the broader community to promote health and wellbeing’, but is also ‘a process of continuous improvement, rather than an one-off project implemented only in the curriculum’. The definition adopted by UNESCO places emphasis on involving all members of the school community to ‘support the development of democratic citizens’, to ‘encourage critical thinking’ and ‘participation in the learning and the life of the school’ whilst also ‘enabling positive effects for all members of the school community’.] 


Such an approach thus considers the school not only as a site for health education, but also aims to modify the ways in which the school’s social and physical environment impacts on the health and wellbeing of all of its members (Bonell et al., 2013). At the same time, it recognises that young people’s lives span a range of settings (Weare, 2010) and that ongoing involvement and cohesion with parents, carers and other members of the school community can improve key health outcomes, child behaviour, educational attainment and school attendance, as well as impact positively on family relationships and stability (Anderson-Butcher and Ashton, 2004; O’Mara et al., 2010a). 

[bookmark: _GoBack]At an international level, awareness of the concept of health promoting schools, and the Health Promoting Schools Framework (see Figure 1) has influenced policy, with education departments in a number of countries using the language of whole school approaches to underpin their healthy schools work. According to a recent WHO report, for example, a common theme across case studies highlighting good practice in school-based health promotion across Europe is the use of a whole-school approach to align physical, social and cultural settings with educational activities (WHO Regional Office for Europe, 2013). In Australia, a recent Parliamentary Inquiry found that many Victorian schools were trying to re-establish and strengthen the implementation of the Health Promoting Schools Framework that had initially had some influence in the 1990s (Parliament of Victoria Education and Training Committee, 2010). The Victorian Prevention and Health Promotion Achievement Programme now advocates a whole school approach to working across eight priority health areas (Australian Health Promoting Schools Association, 2014), an approach similarly adopted by the New Zealand Curriculum (Wellbeing@schools, 2012). Although garnering less political traction than in previous years, the National Healthy Schools Programme in England has consistently championed the use of a whole school approach to “ensure full engagement with the school community and secure sustainable improvements” (DH/DCSF/Healthy Schools, 2007). Whole school approaches are also espoused within Ofsted, the regulatory body for educational standards within England, as good practice in diverse areas ranging from art and craft, to bullying, and provision for gifted pupils (Ofsted, 2014). 


Figure 1: Health Promoting Schools Framework (adapted from Australian Health Promoting Schools Association, 2014) (insert about here)


While recent years have seen a proliferation of support for health promoting schools and whole school approaches, it is important to take stock of what is actually known about their effectiveness, and to consider the evidence base upon which this knowledge is grounded (Colquhoun, 2005). As Simovska (2012:85) has argued, health promoting schools constitute a “dynamic process of contextual interpretation rather than a static result of the implementation of global principles.” As such, their conceptualisation may be interpreted in different ways across a range of geographical, cultural and educational contexts, emphasising a variety of aims and desirable outcomes, and leading to often large divergences between analytical concept and the realities of practice. In her synthesis of evidence on effective components of health promoting schools, Stewart-Brown (2006) reported that none of the schools studied had implemented all of the components of the health promoting schools approach, suggesting that the idea of a singular common approach through which desired outcomes are obtained is at least in part grounded in rhetoric. This is reiterated by Langford et al. (2014), who, in their systematic review of health promoting schools approaches, emphasise discrepancies in health and educational outcomes across a range of diverse health topics.  Similarly, in their evaluation of the National Healthy Schools Programme in England, Warwick et al. (2009) found that claims that a whole school approach was in place across different educational settings did not always correlate with findings from more in-depth investigation.  Indeed, in some cases, teachers stated knowing little or nothing about the National Healthy Schools Programme in England, despite the school having received a healthy school award. Such findings also point to the need to recognise the practical difficulties associated with implementing a whole school approach, and importantly, to acknowledge that for many teachers and school staff, health promotion is just one of many issues that need to be considered within the school’s remit as a provider of education (Mannix-McNamara and Simovska, 2015). 

Topic-based approaches
Despite tensions over the practical implementation of a systems-based whole school approach, current thinking suggests that they can provide effective ways not only of creating change to bring about improved health and wellbeing in schools, but also to maximise educational outcomes. A unifying feature of a whole school approach is that action is taken at a range of levels, for example, school leadership, ethos, policy, curriculum and environment. In reality however, health education in schools is still very often delivered via a topic-based classroom approach in which issues relating to ‘front-line’ health issues such as healthy eating, physical activity, drug use and sexual health are addressed separately from one another (St Leger and Young, 2009). Such approaches do not always reflect the fact that topics are interconnected – sexual activity for example, can be influenced by alcohol and/or drug use, and by mental and emotional health. Similarly, bullying can be related to wider social issues including gender, sexuality, alcohol and drug use amongst others. Topics-based approaches do not therefore always pay sufficient attention to the broader social and environmental setting in which an individual is located, nor to the influence that emotions may have over decision-making processes (IUHPE, 2010). 

As a result of this topic-based approach being applied within schools, many studies carried out on health in educational settings have also focused on single health issues. Whilst this kind of singular analysis is important, and can be particularly effective when connections to other topics and wider contexts are explored, a recent systematic review suggests that on their own, they tend to yield only modest results (Bonell et al., 2013), focusing too heavily at the level of the curriculum, whilst discounting the broader philosophy encouraged by a whole school approach to health promotion (IUHPE, 2010). By focusing on the extent to which an intervention worked to produce particular health outcomes, important questions about the nature and composition of the intervention are missed, and understanding of some of the less direct – but important, qualities advocated for through a whole schools approach, such as those relating to student and community participation, empowerment, and health literacy, are overlooked (Simovska, 2012; Griebler et al., 2014). 

In the absence of an agreed and consistently applied definition, more critical attention needs to be paid to what exactly is meant when claims relating to whole school interventions are being made. By examining what is known about effective school-based health promotion across a variety of health-related topics, we can identify some of the uniting themes that cut across diverse health issues at theoretical, pedagogical and practical response (i.e. intervention) levels. Understanding this broader context enables a more complete grounding for effective health promoting, whole school approaches than that available through single topic analyses, and provides more encompassing evidence of the value of a whole setting approach to health in schools. 


Methodology

Our aim in this study was to identify and synthesise information from published evaluations and assessments relating to health promoting schools interventions in the past ten years. This time period was chosen because a growing number of evaluations and assessments published within this decade have either explicitly stated their intentions to assess whole school approaches, or have drawn upon work that, although not using this term directly, is implicitly based upon health promoting schools principles. The methodology was informed by a realist approach, in so far as we aimed to review available evidence from a wide range of relevant sources. This enabled heterogeneity in the studies and syntheses that were reviewed, but permitted the inclusion of studies that identified promising approaches to be viewed within the context in which they were implemented (Pawson et al., 2005). The literature drawn upon in the review is detailed in Table 1.

Table 1: Literature drawn upon in the review of whole school approaches

Wherever possible, systematic reviews published in reputable international peer-reviewed journals were used to inform each health area within this study. However, where the evidence base was limited, detailed literature reviews and programme evaluation reports were also employed. It is also worth noting that the time-lag that exists between the initiation of programme interventions and their review for effectiveness meant that in cases, it was necessary to also draw directly upon empirical data identifying current evidence of best practice relating to more recently emerging issues that are thought to impact upon the health and wellbeing of young people e.g. cyber-bullying and sexting. 

Although not all reviews were age specific, we have focused primarily on those relating to students in secondary school[endnoteRef:4]. In almost all cases, literature reviewed came from developed country contexts. In discussion with our funders (NSW Education and Communities), who were concerned to identify evidence relevant to particular health-related areas in New South Wales schools, six key topics were agreed upon for analysis: sexual health; bullying; alcohol and drug use; mental health; school connectedness; and access to support services. We aimed to identify the concepts and factors that helped to contribute to effective health promoting schools. More specifically, we were concerned to identify commonalities across these reviews that pointed to the effectiveness of a whole school approach.   [4:  Systematic reviews drawn upon concentrated on secondary schools in developed countries where student age ranged from 11 – 18. ] 


Several methods were employed to identify relevant literature. First, a search was conducted of electronic databases including the Australian Education Index (AEI), the British Education Index (BEI), Applied Social Sciences Index and Abstracts (ASSIA), the Education Resources Information Centre (ERIC), the International Bibliography of the Social Sciences (IBSS), the Physical Education Index (CSA), the Social Sciences Citation Index (SSCI) and the Cochrane Collaboration. Where systematic reviews and appraisals of reviews had recently been published, these were taken as providing the most up to date synthesis of topic-specific findings. Search terms included ‘healthy school’, ‘health promoting school’, ‘whole school approach’, ‘sexual health’, ‘sex education’, ‘bullying’, ‘cyberbullying’, ‘alcohol use’, ‘drug use’, ‘substance abuse’, ‘mental health’, ‘wellbeing’, ‘school connectedness’, ‘school nurse’ and ‘support services’. Reviews and evaluations were then scanned to identify other significant studies. 

To ensure that the maximum number of relevant and up-to-date articles was included, an online search of a number of individual relevant journals was also conducted. Journals searched included Health Education, Social Science & Medicine, Public Health Research, Health Education Journal, Health Education Research, the Journal of School Health, Child Development, Children and Schools, the Journal of Adolescence and the Australian Journal of Guidance and Counselling. A search of relevant websites was also undertaken. These included those of the World Health Organization’s Global School Health Initiative; the International Union for Health Promotion and Education; Schools for Health in Europe and the Australian Health Promoting Schools Association. 

As mentioned, with respect to the types of evaluations and assessments used, our work adopted an inclusive approach, recognising that a variety of approaches to school-based evaluation and review are possible, each with the potential to shed light on the often complex processes by which young people in schools learn about health and engage with health issues and concerns. Nevertheless, we have privileged findings from high quality systematic reviews and research syntheses relating to the six selected health topics where such reviews exist, and in which there was either explicit discussion relating to a whole school approach, or, where the term was not directly used, where more implicit discussion tallied with the principles guiding health promoting schools.[endnoteRef:5] In so doing, we aimed to identify key lessons learned relating to the characteristics of the interventions reviewed for enabling effective teaching, learning and personal development to take place. The following section provides an overview of the main findings from the literature reviewed. The results demonstrate substantial congruence across different health-related topics and fields. [5:  Because of the diverse nature of the health topics examined, we did not specifically seek to identify a consistent number of reviews for each health area. Instead, we drew on high quality systematic reviews where they existed, and published literature in which best practice had been identified. ] 


Findings
Sexual health

Although a wide range of schools-based programmes on sex and relationships education (SRE) exist, reviews synthesising this information have identified a number of characteristics that have been found to be effective in increasing knowledge, developing skills and impacting positively upon the sexual behaviour of young people. Much of what has been learned relates to the curriculum, and includes the necessity of involving experts on human sexuality, behaviour change and related pedagogical theory in the development and adaptation of curricula; piloting work; and making use of social learning theories as the foundation of programme development. Within this, understanding of the kinds of behaviours that young people engage in at different ages, and the use of a ‘logic model approach’ that specifies health goals, the types of behaviours affecting these goals, the risk and protective factors affecting these behaviours, and the activities needed to change those factors, are also considered important. 

Lessons have also been learned about the most effective methods for delivering education on sexual health. These typically involve the use of participatory learning methods, and a combination of whole and small group work, mixed and single sex work and opportunities for one-to-one sessions; the need for programmes that last at least 12-20 sessions; and the use of skilled, trained and motivated educators who are fully supported by school management. Ensuring information is evidence-informed, scientifically accurate and balanced, and conveyed in ways that are easily understandable, unambiguous, culturally relevant, gender and sexuality sensitive, and age-appropriate have also been found to be important. Careful replication of programmes amongst similar populations of young people has been found to be effective (Kirby et al., 2006a, b; 2007; and UNESCO, 2009a, b).

To date, rather less explicit focus has been placed on identifying effective measures that bring in the more holistic principles enshrined in whole school approaches. However, within evaluations relating to sexual health, the following measures have been identified as important:
 
· Involvement of young people in curriculum development and design;
· Contextualising sexual health alongside broader social issues affecting young people e.g. alcohol, mental health, gender inequality;
· Creating a protective and enabling environment within the school setting that supports choice, respect and responsibility and reinforces a coherent and consistent set of messages;
· Seeking the cooperation and support of parents, families and other key community members from the outset of new programmes, and regularly reinforcing this during their implementation; 
· Ensuring messages are reinforced progressively over the course of several years;
· Involving educators from outside the school e.g. local sexual and reproductive health providers, provided they follow school guidelines and present objective and evidence-informed material;
(Kirby et al., 2006a, b; 2007; and UNESCO, 2009a, b)

Other literature focusing on the perceived needs of educators and students has found that teachers benefit from access to a range of resource materials, particularly in relation to addressing what are deemed to be sensitive topics, and on issues relating to specific groups of young people with different needs e.g. due to sexuality, religion, culture, disability (Smith et al., 2011). Although not yet examined in any depth within systematic reviews on sexual health education, the benefits of acknowledging positive health behaviours and issues, rather than focusing merely on problems and difficulties faced by young people has also been identified as important for health literacy and empowerment (Mitchell et al., 2014).  

Bullying

In comparison to evaluations of sexual health interventions, reviews of school-based bullying programmes have more explicitly sought to engage with a whole school approach. Indeed, a key message within several recent evaluations is that the complex and multifaceted nature of bullying means that single level or single component programmes are unlikely to provide an effective solution compared to multidisciplinary, more broad-based approaches (Pearce et al., 2011; Thompson and Smith, 2011; Vreeman and Carroll, 2007). 

Universal approaches which target the entire student/class population have been found to have the greatest potential to reach those who are bullied, those who bully others and peers who may be bystanders to the bullying. They have also been found to help to embed clear anti-discrimination and bullying policies and a positive ethos across the school (Thompson and Smith, 2011). As well as providing a safe and supportive environment to reduce the likelihood of bullying, such approaches also offer the school a framework within which to guide expectations and reporting for the prevention, early response and case management of bullying behaviours (Pearce et al., 2011).

Reviews on whole school bullying programmes have found that the most effective programme components for reducing the prevalence of bullying are those that: 

· Have strong and engaged leadership and staff commitment; 
· Help inform awareness of bullying amongst staff and students (including of more specific forms of bullying such as those relating to gender, sexting and homophobia); 
· Involve disciplinary methods, classroom rules and classroom management;
· Involve improved playground supervision and playground design;
· Provide information for, and build relationships with, parents;
· Involve co-operative working between the school and professionals e.g. mental health service providers, youth workers and the police.
(Ttofi and Farrington, 2011; Womankind Worldwide, 2010; Smith et al., 2012; Ringrose et al., 2012).
While it is generally agreed that these kinds of best practice approaches can be effective in preventing a range of types of bullying, recent research on cyber-bullying suggests that with respect to this issue the following additional measures are also needed:

· Keeping records of incidents of cyber-bullying and conducting searches of internet use within school;
· Making the reporting of cyber-bullying easier through student councils, peer reporting, anonymous reporting, and providing information to enable young people to contact key service providers e.g. youth workers, mobile phone companies, directly;
· Promoting the use of technology, including e-safety and digital literacy, to support positive and engaged learning;
· Increasing parental awareness of technologies used in cyber-bullying;
· Increasing parental and teacher awareness of issues relating to sexting. 
(Smith et al., 2008; Ringrose et al., 2012)

[bookmark: _Toc260924508]Alcohol and drugs

Research has shown that well designed and implemented broad-based drug education programmes in schools can have a positive impact on the most common substances used by young people, namely alcohol, tobacco and cannabis (Faggiano et al., 2008). Literature has shown that in order to be effective drugs education needs to be age-appropriate and timely so that young people are provided with basic information before they first encounter drugs. Fear-based approaches and the provision of factual information alone have been found to have little impact on drug-related behaviour change (Stead and Angus, 2004). However, including a normative education component that corrects misperceptions about how common and acceptable substance misuse among young people is deemed to be important (James, 2011). 

There is evidence that the effectiveness of programmes on drug use prevention can be reduced when they are not implemented as the designers intended (James, 2011) and that interactive drug education programmes e.g. involving discussion, brainstorming and skills development, are nearly always more effective than purely didactic programmes (Stead and Angus, 2004). The most recent systematic review to look at the effectiveness of multi-component prevention programmes in preventing alcohol misuse in school-aged children concluded that there is some evidence that they can be effective, and potentially can impact upon other risky behaviours. However, the authors concluded that there is little evidence that interventions with multiple components are more effective than those with single components (Foxcroft and Tsertsvadze, 2011). 

The majority of drug use is likely to take place outside of the school itself, making a whole school approach that considers the wider context within which young people are situated, particularly important. Indeed, a review of the evidence suggests that programmes that simply provide information about drugs without addressing the social meanings drug use carries and the context in which drug use takes place have generally been found to be ineffective (James, 2013). Evaluations have also found that programmes that promote the development of social influence resistance skills have been most effective (Foxcroft and Tsertsvadze, 2011; Faggiano et al., 2008). A recent systematic review focusing on effective school-based programmes on smoking prevention for example, concluded that the most effective approaches are those that combine social competence and social influences curricula (Thomas et al., 2013). This involved improving social competence and assertiveness through developing problem solving and decision-making skills, cognitive skills for resisting interpersonal or media influences and pressures, increasing self-control and self-esteem, and identifying coping strategies for stress.

As with reviews on other health issues, systematic evaluations have also found that external contributors to school-based education on substance abuse (e.g. nurses and police officers) can help to effectively engage young people (Buckley and White, 2007). 

While research shows some differences in the outcomes of alcohol and drug interventions, a number of common themes for effective programming include:

· Being age appropriate and timely;
· Addressing the wider social context in which drug/alcohol use takes place;
· Use interactive rather than didactic teaching and learning approaches;
· Using external contributors to engage young people when they are part of a wider programme of related work in the school;
· Increasing understanding of substance misuse risks but also developing life skills such as social influences and resistance skills;
· Universal programmes as well as targeted support (e.g. counselling and referral) to young people at risk of, or experiencing substance misuse; 
· Involve full rather than the partial implementation of programmes.
Although broad conclusions can be drawn from the published research reviews, it is important to recognise that similar programmes may produce different outcomes in different socio-cultural and educational contexts. It is important to bear in mind that much of the research evidence examined through the systematic reviews available on drug use are drawn from studies undertaken in the USA, which may limit its applicability to programmes in other contexts. 


Mental health

The past two decades have seen a rise in good practice on mental health promotion in schools; in many countries, school-based mental health-related initiatives are showing positive results, particularly amongst higher risk children (Weare and Nind, 2011). Importantly, however, a recent systematic review on school based suicide prevention found that the limited evaluation data meant that specific programmes cannot yet be recommended as best practice (Katz et al., 2013). 

In their review of the literature, Weare and Nind (2011) found that the most effective interventions were those that ran over a lengthy period of time and were completely and accurately implemented. However, a systematic review of school-based prevention and early intervention for depression found that 64% of programmes implemented over eight to twelve sessions reported significant reductions in depressive symptoms compared to 36% of programmes that were shorter or longer in length (Calear and Christensen, 2010). 

A review of the evidence on mental health more generally suggests that successful programmes share a focus on the following:

· Promoting mental health rather than preventing mental illness; 
· Securing clear, coherent long-term rather than short-term goals; 
· Multi-component programmes; 
· Interactive and experiential rather than didactic methods of delivery; 
· Targeting children at risk of mental health problems or during early onset; 
· Starting with primary age children and continuing through secondary school;
· Committed and skilled leadership and management; 
· Providing a wide range of opportunities for practicing new social and emotional skills; 
· Delivering both universal activities and targeted activities. 
 (Wells et al., 2003; Warwick et al., 2009; Weare, 2010; Weare and Nind, 2011)

Importantly, reviews in this area have generally sought to emphasise concern for the wider context which is central to whole school approaches. In particular, stress has been placed on the importance of working towards positive adult-young person relationships, the benefits of engagement across multiple sites (school, home, community) and of embedding work on positive mental health within wider aims to improve the atmosphere and ethos of the whole school.  

Review findings suggest that the involvement of specialist, often clinically trained staff can be effective at the start of the intervention process (Weare and Nind, 2011). There is evidence that programmes that involve a mental health professional are more effective in reducing symptoms of depression than those led by classroom teachers (Calear and Christensen, 2010). Such findings point to the importance of a multi-agency approach to promoting positive mental health in school settings. However, for interventions to be sustainable and firmly embedded within the life of the school, teachers also need to play a central role (Weare and Nind, 2011). While reviews have found that teachers can provide effective delivery of mental health, it is widely recommended that this is supported through strong professional development and training that links in with existing systems of professional networking and development opportunities so that staff do not feel overburdened with new initiatives (Weare, 2010). 

School connectedness

An engaging environment that encourages the active participation of young people in the school is considered to play a protective role with respect to physical, social and emotional health and enhance the ability of young people to thrive academically (Butcher, 2010; Nobel and Toft, 2010). Central to such thinking is the concept of school ‘connectedness’, whereby students believe that adults in the school care about their learning and about them as individuals (Blum and Libbey, 2004). 

Greater school connectedness has been linked to a reduced likelihood that young people will engage in health-compromising behaviours, and a concurrent increase in the likelihood of academic success (Klem and Connell, 2004). Research has also shown that young people who report high levels of school connectedness report lower levels of emotional distress, violence, disruptive behaviour, early age of first sex, suicide attempts and substance abuse (Blum and Libbey, 2004). 

While staff commitment and active learning approaches are vital to promoting this kind of involvement, so too is the development of emotional, social and resilience skills amongst young people. Such skills are central to facilitating motivation and commitment, and improving the work ethic and overall success of a school. At the same time, they enable young people to recognise and manage emotions, set and achieve positive goals, appreciate the perspectives of others, make responsible decisions, address challenges, take advantage of opportunities, and participate actively within school and the wider society (Noble and Toft, 2010; Durlak et al., 2011; Bonell et al., 2013). Research has shown that students who lack these social and emotional competencies often become less connected to school as they get older. This lack of connection has been found to have a negative impact on their academic attainment, behaviour and health (Durlak et al., 2011).

Internationally, a range of programmes has been developed to improve the social and emotional wellbeing of school students. The overall goals of such initiatives are to foster the development of five inter-related sets of cognitive, affective, and behavioural skills: self-awareness, self-management, social awareness, relationship skills and responsible decision-making (CASEL, 2008). In their meta-analysis of school-based universal interventions for social and emotional learning, Durlak et al. (2011) found broad agreement that to be effective, such programmes need to follow a sequenced, step-by-step training approach, use active forms of learning, dedicate sufficient time to skill development and have explicit learning goals. These practices are widely known as SAFE – i.e. Sequenced, Active, Focused and Explicit.

Durlak et al. (2011) conclude that compared to control groups, students who have participated in such programmes demonstrate enhanced SEL skills, attitudes and positive social behaviours following intervention, and have fewer conduct problems and lower levels of emotional distress. Students who have participated in such programmes are better able to overcome challenges and make responsible decisions about studying. Importantly, in the short-term at least, academic performance was also found to have significantly improved. 

While gains in each of these areas were reduced in magnitude during follow-up assessments, the positive effects of SEL programmes remain significant for at least six months after the intervention. The success of SEL has been found to be replicated across all educational levels, and in urban, suburban and rural schools. Key characteristics of successful SEL interventions are reported to be those in which:

· SEL programmes are delivered by committed teachers and other school staff rather than via non-school personnel, and are incorporated effectively into routine educational practices;
· SAFE procedures are followed;
· Interventions are delivered through single-component programmes, rather than through multiple-component programmes which are more challenging to implement effectively; 
· Programmes are interactive, use coaching and role-playing, and draw on a set of structured activities to guide young people towards the achievement of specific goals; 
· Students are given a wide range of opportunities to practice new skills.
(Durlak et al., 2011)

Access to services

For many young people, access to information provided through school-based health and personal development curricula may be sufficient to enable them to make informed choices about their health and wellbeing, and to access any services they may require. Other young people, however, are likely to require more personalised and specialist forms of support as a result of factors such as social and economic circumstances, chronic health conditions, learning difficulties, or family and social pressures (Chase et al., 2010). 

Schools offer a unique setting in which both generic and targeted approaches to health promotion can be delivered, and recent years have seen growing emphasis on the value of integrated and multi-agency approaches in school health-based programmes. Such initiatives aim to promote links between different health and service providers and encourage them to work in and with schools to provide young people with coherent, and progressive pathways to health and wellbeing.

Central to the success of this style of work has been the increasingly acknowledged role of health services provided within the school. These services can take various forms, but are commonly provided through mobile drop-in clinics that provide support for a range of issues including those relating to emotional and mental health, sexual health and substance abuse. Research suggests that well trained and supported school nurses in particular are able to foster positive relationships with young people, their families and the school community; can help to increase the use of health services amongst young people; contribute substantially to the provision of school-based health and personal development courses; strengthen the link between education and health services; and, in such cases, have a direct impact on specific health and wellbeing issues such as unplanned pregnancies and smoking cessation (Chase et al., 2010). 

Importantly, nurses and other specialists based within school settings are also able to identify early support needs and safeguarding concerns, can refer young people on to more specialist support services (e.g. for mental health or bullying) and can facilitate a multi-agency approach to support both the young person and their family (UK Department of Health, 2012; Weare, 2010). 

This kind of ‘joined-up’ approach has been found to be particularly important for young people who may have complex and multiple needs that cannot be as effectively met through mainstream or specialist services working in isolation (Thomas et al., 2010). Early and targeted interventions not only reduce the possibility of health issues escalating, but have also been found to reduce emotional and behavioural problems and increase young people’s participation in education (O’Mara et al., 2010b). They have also been found to benefit the families concerned, by reducing the stigma related to contact with agencies such as the police or social services. At the same time, engaging families with professionals in the neutral environment of a school setting has been found to enable more trusting relationships to be built and sustained, facilitating early detection of, and reduction in, family difficulties (O’Mara et al., 2010b; Moran et al., 2006; Anderson-Butcher and Ashton, 2004). 

Recent evaluations of school-based health programmes show that the following factors are needed for such interventions to be effective:

· Students work as active participants in the development of school-based health services;
· All students need to be aware of the range of services available and where to find them;
· Nurses and other health-support workers need to be visible to students, and available on a regular basis at times communicated clearly to young people;
· Nurses and other health-support workers build trust and rapport with the students;
· Services need to be welcoming, youth-friendly and non-judgemental;
· Services need to offer early support to young people, particularly for mental health, substance abuse and sexual health;
· Services need to be based in an area of the school familiar and acceptable to young people;
· Services should be developed to complement other existing health and wellbeing initiatives;
· School nurses need to be willing to use technology such as texting and emailing to communicate with young people
(Macpherson, 2013; Cardoso et al., 2012; UK Department of Health, 2012; Chase et al., 2006)

As well as providing benefits for young people’s health and wellbeing, there is considerable evidence demonstrating the positive impacts of multi-agency working on the professionals involved. For example, it is reported that such approaches can increase teachers’ understanding of services to signpost students to, and improves their morale through knowing that they are not working in isolation.  

Multi-agency working has also been found to promote mutual support, and the sharing of expertise and resources; to address joint targets; and to help strengthen partnership voice (Cheminais, 2009; Percy-Smith, 2006; Marks, 2011). It is also thought to play an important role in programme sustainability by cutting red tape and improving cost effectiveness.  It can also enable opportunities for the collection and dissemination of data that may later inform effective programme development (Thomas et al., 2010; Nobel and Toft, 2010).  

In their evaluation of effective school-community partnerships relating to one programme in Australia, Thomas et al. (2010) identified the following factors as necessary for effective school-based multi-agency work:

· A focus on face-to-face communication and regular contact between agencies;
· Clear understanding of the role of each service provider and the partnership as a whole;
· Complementary capacity and mutual respect of school personnel and service providers; 
· Commonality of intent through shared vision and goals;
· Competence in practice, respect for others, and service provider flexibility.


Discussion

This review set out to identify effective practice across six somewhat distinct health-related areas. In so doing, it sought to contribute to the evidence base on which claims about whole school approaches to health education can be assessed. The extent to which whole school approaches were explicitly identified within evaluation criteria varied across health topics. While little clear connection was made within the sexual health literature for example, reviews of effective interventions on bullying placed specific emphasis on the value of whole school approaches. The same was true – although to varying extents – with respect to alcohol and drugs education, school-based activities to promote mental health, and actions to strengthen school connectedness. 

While the study methodology limited the extent to which the different health topics could be examined through a joined-up lens, an encouraging number of themes recur across the topics, which suggest that elements of a whole school approach are providing important and effective broad-based improvements. These components include the importance of in-school support, appropriate involvement by family and community, and partnership working between schools and other services.  They stress the importance of careful attention to curriculum, content, pedagogy, and learning and teaching, so as to maximise student involvement. Beyond this, attention to self-evaluation (by students and teachers), school ethos and environment, quality of relationships, and leadership is important. Links to health and other services need to be in place, together with clear signposting and access. Research suggests that school-based nurses have an important role to play working alongside teachers to secure health and personal development goals. 

At the same time however, much of the work reviewed includes little explicit discussion on some of the more subtle principles enshrined within whole school approaches nor much detail which might inform the development of an effective whole school approach in which all parts of the model are given equal weight. While current evidence on best practice tends to highlight the responsibilities of teachers and school support staff, it is crucial to bear in mind that health promotion remains just one of many demands placed on the school workforce and one of many issues that feed in to the school’s core business as a provider of education (Mannix-McNamara and Simovska, 2015). Recognition that incorporating a health promoting whole schools approach can be complex in practice and creates additional pressures upon staff, makes it particularly important that appropriate and realistic mechanisms for training, support and resourcing are in place to support the health and wellbeing of teachers themselves (Jourdan, 2013; Lemerle and Stewart, 2005), and that clearly defined, shared health promotion strategies that share responsibility equitably across stakeholder groups are identified (see Tossavainen et al., 2005). Research in these areas is crucial to provide practical information to schools on how a whole school approach to health promotion can be absorbed within the wider core remit of the school setting. 

Because teachers are given a central role in reviews of whole school approaches, almost all of the programmes reviewed focus on interventions that are imposed from a top-down perspective. In line with this, discussion on issues relating to leadership and support within the school tend to focus on the role of headteachers and teachers rather than on the potential of young people themselves to play such roles. As Paakkari and Paakkari (2011:133) have explained, a key part of health education in schools should be to “develop students’ ability to define their own beliefs, identity and social relations.” Yet whilst recognising the need for students to gain various life skills, reviews on whole school programmes and interventions rarely provide detailed insight into how this can be achieved in a way that also provides students with an effective, meaningful, and representative voice within the classroom, the wider school environment and across the broader school community. A recent systematic review provides some vital insights into the effects of student participation in designing, planning, implementing and/or evaluating school health promotion measures (see Griebler et al., 2014), yet considerable scope remains for research that examines how different levels and types of involvement might be best achieved within the context of diverse school environments.

Recognising that families and the wider community in which young people live can impact upon their health and wellbeing, a central tenet of whole school approaches is that the school seeks to engage with parents and the community to support and promote health-related activities. While a number of reviews point to the importance of such links, relatively little discussion focuses around the most effective ways of engaging with parents and communities, how best to ensure that their views and opinions are heard, or how health messages promoted at school are then more effectively reinforced within these wider contexts.

In moving forwards, it is also important to keep a number of issues in mind with respect to the educational processes inherent within a whole school approach. The reviews discussed in this paper demonstrate clearly how, when well applied, participatory and interactive learning approaches tend to be more effective than didactic teaching methods, and that learning methods work best when whole and small group approaches are combined with opportunities for one-to-one discussion and support. While these kinds of distinct and targeted opportunities for learning are without doubt important, it is vital that health-related activities are also incorporated into routine, everyday practice so that young people can continuously test their skills and teachers can find more effective ways to evaluate whether the learning and teaching strategies being employed are having their desired effects. 

Finding ways in which young people and the wider community can be involved in design and development to inform relevant course focus and content, and to promote a proper sense of ownership of such initiatives is also important. It is likely that finding ways to more effectively enable such processes will not only permit health issues to be better contextualised and addressed within the broader social and cultural environment, but would also create an informed context in which to incorporate a more balanced and much needed discussion on the positive health behaviours and other factors affecting young people’s health and wellbeing. 
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