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1. Introduction 

School health goals in the USA and other 
countries, have become increasingly aligned with 
the goals of educational reform, over the past 
two decades (1). Much of this goal alignment 
has focused on the association between health 
and academic achievement (2). Despite research 
suggesting that academic achievement and student 
health status are “inextricably intertwined (3),” 
many school administrators and governmental 
agency leaders are not convinced that improving 
student health status can translate into improved 
academic success, or these leaders perceive multiple 
challenges hindering successful health promotion 
implementation (4). Diminishing financial and 
human resources and an increased focus on school 
academic accountability have challenged many 
administrators into reducing current curricula 
and restricting faculty, staff and student services. 
Subsequently, changing the culture of a school to 
become more health-promoting has been perceived 
as a complex, time- and labor-intensive endeavor (5) 
and as a consequence, Coordinated School Health 
Programs (CSHPs) with the greatest potential to 
improve academic performance and outcomes 
are still relatively non-existent in most schools in 
the USA (4, 6) and more than likely Canada and 
Europe. 

2. Arguments

2.1. Health Promoting Schools Efforts in the USA 
and Europe 

Health-promoting schools, in concept, process 
and impact, appear to have more interest and 
utilization outside the USA. Buijs (7) notes that 

Schools for Health in Europe (SHE) is one of the 
most effective and sustainable school networks 
in Europe and worldwide. The SHE network has 
direct links with schools, practioners, researchers 
and law/policy makers. The SHE network was 
established in 1992, and previously known as the 
European Network for Health-Promoting Schools. 
It is an established network of national education 
and health coordinators in 43 countries in the 
European region. The SHE network is focused 
on making school health promotion an integral 
component of policy development in the European 
Education and Health sectors. SHE is providing 
the blueprint for European professionals, with an 
interest in school health promotion and is supported 
by three European organizations including WHO 
Regional Office for Europe, the Council of Europe 
and the European Commission. The SHE network 
contributes to making schools in Europe a better 
place for learning, health, and living.  SHE utilizes 
a positive concept of health and wellbeing and 
acknowledges the UN Convention of the Rights of 
the Child (8). 

In Germany, the health-promoting school 
movement has been connected to the school core 
tasks associated with learning, through “the good 
and healthy school” concept (9). In countries such 
as Portugal, Poland, and Scotland (10), health-
promoting schools are in what has been described 
as an establishment phase (11) characterized 
by policy statements at the national level, in 
the health sector feeding into the education 
sector. In England, Denman (12) suggested that 
health-promoting schools provide a vehicle for 
advancement in health promotion, especially for 
state-maintained schools. School health researchers 
in the Netherlands developed a collaborative model 
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called “SchoolBeat” designed for whole-school 
health (13) while in Hong Kong, Lee and colleagues 
(14) implemented a healthy schools award program 
supported by a system to monitor, access and 
promote staff development, parental education, 
community involvement, and linkages with school 
stakeholders. Changing the culture of a school or 
school district to be more health promoting, and 
the sustainability of such efforts, is a major time-
consuming challenge to education, social service 
and school health professionals.  

2.2. Leadership is Imperative for Sustainability in 
Health Promoting Schools

In regard to the lack of well-designed and 
implemented CSHPs, Health Promoting School 
and Healthy School Community interventions, 
are the lack of corresponding well-designed and 
implemented evaluations for these school health 
efforts (4, 5, 14-16). Healthy School Community and 
Coordinated School Health Program evaluation 
results and a review of school health promotion 
literature, (5, 7-14, 15, 16) strongly suggested that 
enthusiastic, supportive and consistent leadership 
is the key to successful design, initiation, 
implementation and subsequent sustainability for 
any whole child, or coordinated school health or 
school improvement effort.  

2.3. The Mariner Project: South Carolina USA

The Mariner Project’s eight-component model 
was implemented in three middle schools and 
their four feeder elementary schools in three 
South Carolina, USA communities (5). This study 
determined the extent to which a coordinated 
school health program (CSHP) infrastructure 
was in place and functioning adequately within a 
two- to three-year developmental period (5). Valois 
and Hoyle developed eleven critical performance 
elements for the Mariner Project evaluation (5), 
and a modified indexing technique from previous 
evaluation efforts was utilized (17, 18). This well-
designed, theory-based intervention, that was 
well-implemented and evaluated, determined 
that four of the eleven critical evaluation elements 
contributed significantly to program success. 
In essence, if the: 1) Principal “bought into” the 
project; 2) the Program Champion was an effective 
Liaison / Facilitator; 3) the School-Based Health 
Promotion Team (SBHPT) was well coordinated, 
and 4) the Staff Wellness Coordinator had a good 

performance, that particular school had a solid 
foundation for success as a health promoting 
school (5). These four performance elements are 
all anchored to effective leadership. In particular, 
if the principal: 1) was either visible at SBHPT 
meetings and trainings or had clearly delineated 
responsibility to an assistant principal; 2) was 
visible at school and community health promotion 
events; 3) designated a staff person as liaison 
and provided ample flex time for carrying out 
responsibilities assigned by principal and project 
staff; 4) demonstrated high expectations for a 
health promoting school through supportive 
policies, procedures, and practices; 5) approved 
and encouraged a staff wellness program by 
designating a staff wellness coordinator, providing 
flex time for coordination and participation of 
staff, and allocating time during faculty meetings 
for announcements and incentive presentations; 
and 6) empowered the SBHPT to design and 
implement plans for health promotion initiatives 
with minimal oversight and communicated good 
faith in the decisions and actions of the liaison, 
wellness coordinator, and team members (5). 
Mariner evaluation results evidenced schools 
that began with strong and supportive leadership 
in year one, lost that leader the following year 
and subsequently secured engaged leadership in 
the final year and regained their school health 
promotion momentum toward sustainability. 
The Mariner Model (19) and Mariner Project (5) 
delivered insight into the design, development, 
implementation and evaluation of a coordinated 
school health program prior to the evolution in 
efforts for health promoting schools, healthy school 
communities and the whole school, whole child 
and whole community interventions. However, the 
most important lesson learned from the Mariner 
Project was the need for consistent, enthusiastic and 
engaged leadership from the school principal, over 
the entire scope and sequence of the intervention.  

2.4. Pueblo Colorado USA: School District 60 School 
Community Health Promotion

Hoyle and colleagues (16), conducted a case 
study to examine Pueblo, Colorado School 
District 60, and its efforts to develop, continuously 
improve and sustain health promotion in the 
school community. In this study, capacity building 
strategies and a program-planning model for 
continuous improvement for health-promoting 
schools were utilized that included: 1) visionary/
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effective leadership and management structures, 
2) extensive internal and external supports, 3) 
development and allocation of adequate resources, 
4) supportive policies and procedures, and 5) 
ongoing, embedded professional development. 
Effective leadership is necessary at multiple levels 
of the school system—district, building, and 
community. Designated leaders need to be able 
to articulate a project vision, mobilize people of 
good will who share that vision, empower others, 
and enable collaborative action toward common 
goals (16). School health professionals suggested 
that the primary leadership structure for enabling 
capacity for health-promoting schools should 
be a designated school health coordinator at the 
district level (5, 16, 19). In Pueblo 60, the Director 
of the Office of CSHP served in that role. This 
12-month position, integrated into Pueblo 60’s 
administration and fully funded by the district, 
provided leadership and coordination for multiple 
health and social service programs. Pueblo 60’s 
superintendents were visionary leaders who 
took risks on behalf of students’ well-being and 
academic achievement, and advocated for the 
same among faculty, staff, School Board, and 
the broader community. Leadership from the 
Pueblo community was represented on a Health 
Advisory Council comprised of approximately 60 
members from among business, clergy, medical 
professionals, health and social service agencies, 
nonprofits, students, parents, and others, with 
a majority being parents of Pueblo 60 students. 
Strong leadership was also necessary at the 
school level (5, 16, 19). Building-level leadership 
included a principal or assistant principal who was 
committed to the innovation and cofacilitators 
who served as leaders of the Health-Promotion 
Team, empowering team members as leaders 
of the change effort. Interdisciplinary Health-
Promotion Teams provided leadership for health 
programming at the school level. These teams 
administered the program-planning model 
(19), developed and implemented School Health 
Improvement Plans, and documented and 
monitored program efforts. In this regard, Maeroff 
(20) stated that the success of this approach rests 
on the endorsement and participation of the school 
principal who ensures that those taking the risks 
are bolstered in the uncertain pursuit of change. 
Also, Maeroff stressed that a team who asks the 
right questions, begins to discover some answers 
through exposure to cutting edge ideas, and takes 

the lead in modeling change initiatives, in visible 
ways can be instrumental in the success of the 
innovation (20). In Pueblo 60, school health, social 
service and education professionals, among others, 
strategically developed an infrastructure through 
which they successfully delivered a wide array of 
health programs and services. Through visionary 
and effective leadership, internal and external 
administrative support and capacity building, 
especially at the school district and school levels, 
additional school health programming was 
designed, implemented and sustained (16). Strong 
and enthusiastic leadership at multiple levels and 
in numerous schools and agencies, enhanced 
the success and the sustainability of the school-
community health promotion efforts in Pueblo 60.  

2.5. Association for Supervision and Curriculum 
Development (ASCD) Healthy School Communities 
Project: Canada and USA 

The two-year, Association for Supervision and 
Curriculum Development (ASCD) Healthy School 
Communities (HSC) project, (15) utilized eleven 
pilot sites in Canada (three sites), and the USA (eight 
sites). For this health promoting schools innovation, 
the overall evaluation question was “What are 
the levers of change in a school community that 
allow for the initiation and implementation of best 
practice and policy for improving school health?” 
For the HSC pilot project, a “lever” was considered 
an aspect of the project, alone or in combination, 
that caused a positive change to occur in the 
school community. The HSC evaluation team 
identified fifteen levers characteristic of significant 
positive change in the health promotion culture 
of participating school communities. Evaluation 
of each school-community site, suggested that 
these levers work synergistically, and in concert to 
support the sustainability of positive school health 
promotion change. Two of the HSC levers focused 
on leadership. The first was the Role of Leadership 
Within the School - Having a long-range perspective 
on the depth and breadth of the Healthy School 
Community purpose and philosophy along with 
a whole child perspective. Evaluation questions 
included: 1) Was a distributive leadership 
model in place that empowered stakeholders? 
2) What mechanisms were in place for effective 
communication? 3) Did the leadership demonstrate 
an ongoing and focused role in team functions and 
effective leadership traits? 4) Was the leadership 
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active and engaged in the HSC process? The second 
was the Effectiveness of the School-Community 
Team Leadership - The ability to bring a team 
together and mentor or coach team members. 
Evaluation questions included: 1) Was the team 
leadership effective in facilitating the process of 
reaching team goals and objectives? 2) Did the 
leadership establish an atmosphere of results and 
accountability? 3) Was team leadership a shared 
process? 4) Did team leadership build and manage 
the consensus process? Evaluation results for 
Principal as the Leader of the HSC innovation found 
that effective principal leadership was extremely 
important for both effective implementation of 
the HSC process and successful involvement of 
the school community, as well as for increasing 
the probability for long-term sustainability. When 
the principal led the HSC team, and was actively 
engaged in the HSC process, priorities identified 
through the Healthy School Report Card (HSRC) 
process were more quickly and fully embedded 
in the school improvement process. At the most 
successful HSC sites, the principal was absolutely 
the key individual in leading and organizing the 
team through the HSC process. Effective principal 
leadership not only provided an automatic 
“educational acceptance” of the continuous 
improvement initiative within the entire school 
body, but also enabled a more systemic method of 
engaging and aligning stakeholders in the planning 
and school improvement process (15).

Evaluation findings suggested, that it is 
insufficient for a principal to merely give permission 
for HSC work, and a school community initiative 
cannot expect a high level of success, if the principal 
delegates the lead role to another individual. The 
principal must lead or co-lead the HSC effort 
for the change process to be systematic and 
subsequently sustainable. Additionally, when the 
principal delegated team leadership and authority 
to another staff member, the HSC team was less 
likely to use a systems approach and more likely 
to be programmatic or event focused and were less 
effective in their work. The levers of change for HSC 
success are synergistic and interrelated. However, 
the principal as leader of the HSC initiative is 
imperative for HSC success. In essence, Valois and 
colleagues determined that enthusiastic, engaged 
and distributive principal leadership in the HSC 
pilot sites became the “piece de resistance” of the 
HSC process from which other elements of HSC 

success could effectively be designed, implemented, 
evaluated and sustained (15).

As for distributive team leadership, successful 
HSC teams had leaders who demonstrated team 
building skills and facilitation skills for the HSC 
process to effectively foster leadership at all 
levels of the school improvement process. These 
effective leaders held team members accountable 
for meeting HSC benchmarks and had a positive 
influence on their team’s ability to define and focus 
and complete its work in a timely fashion. Most 
important, the leader engaged and encouraged 
others in leadership roles throughout the HSC 
process, distributing tasks, responsibilities, and 
the unquestionable authority to carry out the 
HSC action plan within an agreed-upon systems 
approach (15). 

3. Conclusions

In the Mariner, Pueblo 60 and ASCD HSC sites 
evaluated, the school principal was the keystone to 
school health promotion/continuous improvement 
success. Principal-led teams with active, engaged 
leadership developed teams and committees with 
diverse membership, involved more stakeholders, 
and initiated more systemic change to school 
policy and improvement processes. This finding 
is consistent with school health promotion  
(3-16, 19, 26) and school improvement literature 
(20-22, 24, 25).

In addition, principal-led school-based teams, 
more readily integrated the results of their needs 
assessments and planning process results into 
their overall school improvement plans. Principal 
leadership in these school health promotion project 
processes, took what may have been perceived as 
merely a health system responsibility, somewhat 
separate from education, and positioned it directly 
under the responsibility of the principal and within 
the overall school improvement plan and process 
(5, 15, 16). 

Most effective principals demonstrate the major 
characteristics of effective change agents (21). They 
provide resources for their school, communicate 
effectively, embrace resistance, maintain a visible 
presence, and build and sustain relationships inside 
the school and with community stakeholders. 
The manner in which the principal develops 
relationships can in fact fundamentally determine 
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the success or failure of the school improvement/
change process (21). Fullan suggested that the 
improvement of relationships is the single factor 
common to every successful school change initiative 
(21). Principals for the most successful ASCD HSC 
schools, fostered good working relationships, had 
high levels of social and emotional intelligence and 
developed and mentored future leaders.  

Successful principals and other leaders from 
these evaluated school health promotion projects, 
had an understanding of systems (macro) 
approaches to school improvement, and they 
also had a micro perspective on the whole child. 
Effective leaders in these projects also demonstrated 
the belief that successful learners are emotionally, 
socially and physically healthy, knowledgeable, 
motivated, safe, and engaged, while networking 
and working toward policy and systems change 
(5, 15, 16). Effective principals possess the status 
and often the interpersonal and managerial 
skills essential to effective communication and 
relationship building (22). 

Diffusion of the HSC innovation will require 
that future generations of education and school 
health professionals, especially leaders, incorporate 
the theory and practice of HSC into their 
administrative, academic, and practicum training. 
School health professionals should study school 
improvement and leadership literature, language 
and culture, and collaborate with education 
leadership colleagues to implement a seamless 
process that focuses on health promotion within 
school improvement for academic success (5, 15, 
16, 23-25). 

Findings from these evaluated projects, suggest 
that a systemically-focused school improvement 
process, led by the principal, that started with a 
core understanding of the benefits to learning in a 
healthy environment and a positive school culture, 
offers the most effective, and sustainable mechanism 
for health promotion in schools (5, 15, 16). This 
conclusion is consistent with school improvement 
literature (20, 22, 24, 25) underutilized by school 
health professionals pursuing the creation of a 
health-promoting environment in schools.

Unhealthy students are not effective learners. 
Students with physical, social, mental emotional and 
family-based problems will struggle academically, 
and more than likely disrupt the classroom 

learning process for teachers and fellow students. 
Health-promoting schools are assimilating health-
promotion into the system of schooling, seeing it 
as a process - “a systemic series of actions directed 
to some end” – of the way they do business. In 
this regard, school health promotion is not seen as 
“one more thing to do” but rather “the way we do 
our thing (5, 19).” There is a reconceptualization 
of systems and structures, policies and practices, 
roles and relationships, attitudes, beliefs and 
values – a “reculturing” – effecting the way in 
which administrators lead, faculty and staff 
function, and students thrive and learn in a health-
promoting school community (5, 15, 16, 19). 
Similar to previous responses to social challenges, 
now is the time for the health-promoting schools/
healthy school communities concepts, theories and 
processes (5, 15, 16, 19) to be embraced by schools 
and school districts that have the capacity (16) to 
change and sustain those positive changes for a 
culture of health promotion (5, 15, 16, 19, 26, 27), 
positive youth development (28, 29), life satisfaction 
(28, 29) and academic success (4, 23-25). Future 
success in the design, implementation, evaluation 
and the subsequent sustainability of school health 
promotion endeavors, will depend significantly 
on the effectiveness of visionary, engaged and 
distributive leadership.
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