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According to the South African Non-Communicable Disease (NCD) 
Prevention Strategy (2020-2027), NCDs are on the rise in South 
Africa (SA), including among the youth.[1] NCDs such as diabetes, 
heart disease, obesity, and other preventable causes of disability 
and mortality including anaemia, injuries, accidents and mental 
health problems, are often linked to unhealthy environments, poorly 
balanced diets, physical inactivity, interpersonal violence, sexual 
and reproductive health issues, and/or alcohol addiction or use 
of prohibited substances.[2,3] Traditionally, schools focus only on 
teaching and learning, while ignoring social and physical factors 
within and outside schools that affect the well-being of individual 
learners.[4] Holistic, ‘whole-school’ approaches to health promotion, 
like the World Health Organization (WHO) health-promoting 
schools (HPS) programme, are a possible solution to poor health 
outcomes in young people of schoolgoing age.[4-6] 

Schools are an ideal environment for improving child health, as 
they can both promote health and enable early interventions.[7,8] 
Children learn and develop when they encounter others from different 
backgrounds during school hours.[7,8] The HPS programme promotes 
an integrated approach to the health, education and social development 
of learners.[8] It includes cost-effective health-promotion policies and 
resources, as well as community partnerships, school policies and 
curricula. All this within an environment where both socio-emotional 
and physical health of learners is promoted.[2,5] This ‘whole-school’ 
approach is essential to maintain collaboration between health and 
education sectors, scholars and parents.[6] Dadaczynski and Hering[4] 
have published evidence showing that holistic approaches to health 
promotion improved body composition, healthy eating, physical 
activity, fitness and positive mental health outcomes in learners. Access 
to supportive school environments reduced the number of dropouts 

while improving health, educational outcomes, employment and 
productivity.[2]

The HPS approach was adopted in SA in 1994 as a means of 
redress for past inequalities in education and health. By 2006, all nine 
provinces had started implementing the programme.[9] School-based 
health promotion is guided by the Integrated School Health Policy 
(ISHP), as amended in 2012. 

Studies showing the positive impacts of HPS on health, well-
being, nutrition and learning outcomes are available but limited.[4] 

According to the WHO,[2] the HPS programme has improved health, 
reduced dropout numbers, and increased the productivity of learners. 
Yet, few countries have made the HPS programme an integral part 
of the schooling system, and there is little published information on 
implementation in SA.[9,10] The aim of this study was to use grounded 
theory (GT) methods[11] to explore key barriers and facilitators to the 
implementation of the HPS within the study area, by interrogating 
the views and perspectives of health and education staff. According to 
the ISHP, both the Department of Health (DoH) and the Department 
of Basic Education (DoBE) need to work together to implement the 
programme in schools. Four key stakeholders were identified for 
inclusion in this study. Health promoters from the DoH are tasked 
with initiating and supporting the programme; they identify schools 
and work with them to implement the programme. In SA, health 
education is taught in the life skills (LS) module by LS educators. 
Therefore, LS educators are an integral part of the implementation 
of health programmes.[12] School principals and the school governing 
body (SGB) were also included as key implementers as they form 
part of school leadership and governance and are responsible for all 
programmes implemented and funds in no-fee schools. The SGB also 
represents the parents and the community at large.[9,13] 
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Methods 
Research design
Grounded theory 
GT was used in this study to develop a theory for HPS implementation 
in the City of Tshwane (CoT), in order to improve current 
implementation processes and programme evaluation. The advantage 
of GT is that since the emerging theory is ‘grounded or rooted’ 
in the data, it will provide a more sophisticated understanding of the 
phenomenon as opposed to using an already existing theory.[14]

Setting 
Thirteen public primary schools registered with the Gauteng 
Department of Education as health-promoting schools at the time 
of the study (2020) were purposively selected; however 3 declined 
because of various reasons, but mainly COVID‑19. The health-
promoting schools in CoT included quintiles 1, 2, and 3 primary 
schools.

Participants 
In GT, it is anticipated that when the researcher analyses the initial 
data, ‘it will raise questions, suggest relationships, highlight gaps in 
existing data and reveal what the researcher does not yet know’.[15] The 
researcher then takes the new information and uses it to meticulously 
select participants and adjust questions in the next round of data 
collection to fill the existing gaps, clarify any uncertainty and develop 
an emerging theory – a procedure known as theoretical sampling 
in GT.[15,16] To facilitate this process, during data collection, the 
participants were made aware that the researcher may contact them 
again in the event that clarification was needed. The sampling process 
started with purposive sampling of 37 participants. These included 
health promoters (n=7); principals (n=10), LS educators (n=10) and 
SGB members (n=10). Some refused to be part of the study; at the 
start of data collection, only 19 of the recruited school participants 
had consented. The list consisted of health promoters (n=7), educators 
(n=5), principals (n=3) and SGB members (n=4) (Table 1). 

Inclusion criteria 
•	 Health promoters: Working with health-promoting schools in CoT 

for a minimum of 2 years
•	 School principals: Working at the participating school for a 

minimum of 2 years
•	 LS educators: Teaching LS for a minimum of a year at the 

participating school
•	 SGB members: Have been a member of the SGB for a minimum of 

a year at the participating school.

All seven health promoters were female, aged between 41 and 
62  years, and were not members of the HPS committee at schools, 
although they were occasionally invited as advisors on health matters 
by schools. The focus group discussion (FGD) was held at the 
Tshwane subdistrict 3 health offices with 7 participants, who all had 
experience and expertise in HPS. 

Theoretical sampling 
During the FGD analysis, theoretical sampling and saturation were 
applied when concepts that required further exploration emerged. 
Relevant participants were contacted, and online discussions 
were conducted to further explore the concepts until saturation 
was reached. The participants could not be called for another 
FGD because of COVID‑19 regulations but were contacted 
telephonically. Regarding the interviews, with the initial data 
collection, it became apparent that some educators, who were 
not teaching LS and had therefore not been included initially, 
had more knowledge about the HPS programme. They were 
subsequently invited to participate. Contrary to the ISHP, not all 
LS educators were involved in HPS and other health-promotion 
activities; they taught LS as a curriculum subject, not as part of 
health promotion. Similarly, some school principals suggested 
their deputies in management positions should  represent the 
school, as they had more knowledge about the HPS programme. 
The interview guide was adapted twice during the data collection 
process to accommodate the new emerging gaps and themes. After 
theoretical sampling, 8 participants were selected, consented, and 
were interviewed for the study (Table 2). 

Inclusion criteria
•	 Educators: Working on the HPS programme in the school for a 

minimum of 2 years
•	 Deputy principals: Working on the HPS programme in the school 

in a management/leadership role for 2 years

Data collection 
Data were collected between March and August 2021 through a 
combination of methods, including an FGD, structured interviews 
based on the results of the focus group meeting and field notes 
from school observations and memos. The FGD used open-ended 
questions specific to the implementation and evaluation of the HPS 
programme (Table  3). The FGD lasted 2 hours and its conclusions 
were facilitated in initial category development.
The interview guide (Table  4) included general, open-ended, and 
specific questions, with probes included where the researcher felt the 
participants needed probing. Though three guides were developed 
for the three categories of cadres to be interviewed, most of the 
questions were similar for all participants; they were only different 

Table 1. Participant demographics and methods of data 
collection for purposive sampling
Variable (n)
Gender Males 14

Females 5
Designation Educators 5

Principals 3
SGB 4
Health promoters 7

Type of interview Telephonic 7
Face to face 5
Focus group discussion 1

HPS committee membership Members 6
Non-members 6

Table 2. Participant demographics and methods of data 
collection for theoretical sampling
Variable n
Gender Males 3

Females 5
Designation Educators 5

Deputy principals 3
Type of interview Face to face 4

Telephonic 4
HPS committee membership Members 2

Non-members 6
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in areas such as ‘teaching of health education in the classroom’, 
which was not relevant for the SGB. ‘Leadership roles in the schools’ 
were only relevant to the school principals and SGB, but not the 
educators (Table 4). In line with the nature of GT, in the initial stages 
the interview questions were semi-structured. However, as the data 
collection proceeded, the questions became more structured as the 
researcher had at this point more specific themes to investigate.[16] 
In  the end, no two interviews were exactly the same, though they 
were all guided by the interview guide.

Outcome 
The planned outcome was complicated by the COVID‑19 outbreak 
which limited visits and face-to-face interviews at schools. 

Ethical approval
Ethical approval for the study was granted by the Ethics Committee of 
the Faculty of Health Sciences, School of Health Systems and Public 

Health, University of Pretoria, Gauteng, SA (ref. no. 609/2019). 
Approval to conduct the research was granted by the Gauteng 
Department of Education and a copy is available on request. 

Informed consent and voluntary participation 
The participants were provided with information on the study and 
its ethical issues. In the written consent letters, the participants were 
informed about their privacy, anonymity, integrity, and professional 
qualities. They were also assured that they could withdraw from the 
study at any time. To ensure anonymity of participants, no identifying 
information was included on the demographic forms and transcripts; 
participants were identified by codes. 

Data analysis 
Analysis of data obtained using the GT methods involved three iterative 
stages: (i) description; (ii) coding; and (iii) theory development and 
testing. Unique to GT was the iterative nature of analysis, which 
involved going back and forth between the three stages, which 
ran concurrently with data collection.[15] When information from 
the grounded data stops adding variation to the codes, theoretical 
saturation is said to be achieved.[18] The results of the FGD and the 
interviews were merged to create one comprehensive theory for HPS 
implementation.

Results
The study aimed to understand the current implementation 
processes and develop a theoretical framework that could improve 
implementation processes. Findings showed that there was a central 
issue that was a common thread among implementers. Schools 
needed ‘guidance and accountability for HPS implementation’. 
According to implementers, they needed guidance and support 
from various stakeholders to implement the programme. Without 
guidance on what was expected and accountability for what was 
done or not done, schools failed to implement the policy in CoT. 
Five categories, which are closely tied to the core thread were also 
identified. These were: (i) preparation is key; (ii) continuing training 
of implementers; (iii) importance of teamwork; (iv) addressing 
barriers to implementation; and (v) evaluate progress and give 
feedback guidance and accountability for HPS implementation 
(Fig. 1). Using this framework in CoT could improve HPS programme 
implementation.

Preparation is key 
This category illustrated that proper planning for implementing the 
programme is a necessary step to ensure that the implementation 
is effective, so that schools get the desired outcomes from the 
programme. Despite taking full responsibility for establishing 
health-promoting schools, health promoters did admit that the 
ultimate power to authorise the schools to adopt the programme 
lay with the principals. School principals who did not find 
the programme acceptable for their schools rejected it. Health 
promoters estimated that about half of the schools ‘marketed’ 
rejected the programme. 

Health promoter 7 (HP7): ‘Others respond, others don’t. It’s 50/50.’ 

This was not appreciated by health promoters who believed in the 
benefits of having the programme implemented in schools. 

HP4: ‘Because with HPS we did not focus only on illnesses and 
disease. We do holistic approach; we don’t leave anything behind. 
So, it’s important for our school. It’s more needed than what we can 
say. Maybe we have to force it at schools, because we are going to 
improve the status of our schools.’ 

Table 3. Focus group discussion guide
1. How long have you been working with HPS in Tshwane? 
2. What are the responsibilities/functions of a health promoter 

within HPS? 
3. Did you get any training specific to HPS? 

If so, was it continuous?
Was it adequate?

4. What is your view of HPS? Is it something schools need?
5. What has been your experience so far, the challenges and 

strengths? 
6. Do you think environmental and social contexts of your 

particular school/s have an impact on the success of HPS? 
7. What is your relationship with the school community and 

management in the schools and the district (in health and 
education)? 

8. How in your opinion can HPS implementation be improved? 

Table 4. Interview guide
1. General experience: What has been your experience with HPS 

implementation?
2. Curriculum: What is your opinion on the topics taught in LS 

to promote health and what topics do you think are the most 
important/priority in your school community?

3. Health-promotion activities: Are you involved in any way in 
implementing health-promotion activities and do you think 
that the activities are effective? 

4. Social, physical, and environmental factors: What challenges 
are in the community around the school that affect the school 
and learners and teaching? 

5. Families, community, and interdepartmental engagement: 
What are the challenges regarding building relationships with 
the parents and communities?

6. Health services: Do you think that the services provided 
by the Department of Health and the Department of Social 
Development are adequate?

7. Leadership/management role: What do think about the role 
of leadership in health education and health-promotion 
activities in your school?

8. Evaluation and sustainability: Do you know anything about 
how your school was accredited as a health-promoting school?
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When principals did accept the programme, there was usually 
weakness in the schools’ preparation for HPS implementation. The 
educators who were tasked with implementing the programme, the 
principals and the SGB, who had a leadership role in HPS, were 
not conversant with HPS and its activities. This adversely affected 
implementation plans. 

P11: ‘I don’t know about this HPS.’ (SGB member)

Addressing contextual factors during the preparation phase was 
crucial, as these factors had an adverse impact on learning. It was 
important to identify different contextual factors when planning for 
HPS activities at the different schools across the district. The SGB was 
responsible for adapting the DoBE policies for their own schools and 
prioritising the school programmes. 

P16: ‘We as the SGB, we draft our own…ehh health and safety 
regulations and policies which the school must use. But then 
basically, [it] is derived from, we take from the department’s policy. 
It must align with it and not be too different.’ (SGB member)

Lee et  al.[17] recommended that schools prioritise HPS activities 
as they may not have the capacity to implement all of them at 
once. Topics that are most relevant to the particular school can be 
prioritised so that schools develop strategies to promote these topics 
among learners, even outside the classroom. 

Need for continuing training of implementers 
Schools were expected to implement the programme; however, they 
were never trained in what was expected and how to achieve it. There 
was a sense of incompetency and lack of confidence among the 
study participants. Health promoters criticised the training they had 
received as being non-standardised, as it was informal training done 
in the field by older health promoters and was also not continuing. 
This was viewed as a hindrance to effective establishment and 
implementation of HPS. 

HP4: ‘The training was done, but it was only once off. No support 
or in-service to remind each other, to check, to follow-up what is 
the progress, what is your challenge.’ 

Continuing training was seen as a means of improving implementation 
outcomes, as stated by this health promoter:

HP1: ‘If they can do continuous refresher courses, this programme 
is going to look like something else.’

Academic institutions had an important role in the training of health 
promoters. HP6 had received short training from a local university 
and praised the course for its usefulness and the sense of pride it had 

given her.
HP6: ‘I got training from the University of Pretoria. It was good, 
because we even did the practical part of it. We even wrote the 
exam, and I got a distinction.’

LS educators also reported that they did not receive training specific 
to the LS subject. Educators did not understand their roles or 
responsibilities beyond teaching what was in the curriculum, such as 
handwashing; hence, their health promotion responsibilities did not 
go beyond the classroom. 

P13: ‘I do them in my classroom, every teacher is responsible for 
his/her class to promote health education.’ (educator)

In the HPS framework, health promotion activities are promoted 
both within and outside the classroom. When LS educators were 
asked if their roles and responsibilities were explained with regard 
to health promotion or health-promoting schools, most answered 
‘No’ and some reported that they were teaching the subject because 
there were staff shortages; they had not chosen LS or specialised in it 
as part of their teaching education or even received any training by 
the DoBE.

P8: ‘No, I do not think so. I just fell into it because of shortages. I 
did not get training in physical education and part of the creative 
acts.’ (educator)

Male teachers felt incompetent and uncomfortable teaching 
reproductive health. Female educators also expressed their lack of 
confidence in teaching some topics on reproductive health as they 
did not understand them fully. They suggested that the school health 
nurse should conduct workshops with them on these topics or even 
sometimes come in as a guest educator in the class, as a way of 
assisting in teaching health topics. They also requested that the DoBE 
conduct workshops on how they can implement topics as expected.

Effective HPS implementation should not end with training the 
health promoters and LS educators; the whole school should also 
get some form of training. Trained principals would have the skills 
required to support the implementation of the activities, including 
supporting the LS educators. A trained SGB would help SGB 
members adapt the HPS programme so it is feasible, and they can 
support implementation at the schools. SGBs are very important in 
schools. Though often overlooked, they have power over all school 
activities. 

HP1: ‘If they buy the concept (SGB), it becomes easy. Because 
they can derail the process; they have got the power of derailing 
everything in the school.’ 
P14: ‘They are the engine of the school.’ (educator)

Preparation is key 
• ensure key implementers' understanding of HPS 
• sell the concept to schools 
• establish an HPS committee 
• identify school and community issues 
• make policy applicable

Need for continuing training
• training of implementers
• meet health promoter competency needs
• skills development for educators
• skill the whole school complement

Achieve teamwork
• support health promotion actions 
• improve parental and community engagement 
• increase support from government departments 
• strengthen lines of communication 
• involve external support

Evaluate progress and give feedback
• inclusive accreditation process
• facilitate sustainablility
• ensure conuining evaluation

Address implemetation barriers
• lack of resources for implementation
• unsupportive nutrition environments

Core category: guidance and accountability for policy implementation

Fig. 1. Five categories for HPS implementation in the City of Tshwane.
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Achieve teamwork 
This category is related to the role that each stakeholder needed to 
play to improve HPS implementation. Health promoters reported 
that collaboration between the various stakeholders involved 
in HPS (clinics, schools, and the community) improved the 
implementation of the programme. Collaborative work enhanced 
the benefits of HPS, which they listed as: (i) improved status of 
schools; (ii) a holistic approach to treating learner issues; and 
(iii) reduced absenteeism. 

Owing to poor communication and collaboration principals 
did not receive health promoters well. However, if principals got a 
directive from the department to implement the programme, this 
would increase the uptake of HPS.

HP4 had this to say:
‘… then we know that if department of education and department 
of health, though being once, when they meet, they talk about 
these programmes and this programme must be escalated down to 
us. Then is where I’m having that power to go to schools as a health 
promoter. That is when they buy in, if the district communicates 
with the schools.’ 

Though parental involvement was reported to be low, participants 
in the study all reported the importance of parental engagement 
for improved health and learning outcomes for learners. According 
to the participants, the positive benefits of parental involvement 
started during the establishment phase. They reported that to 
establish a health-promoting school, health promoters needed to 
garner the support of parents for the process to be successful. 
After the introduction of the programme, parental and community 
involvement remained an important facilitator in implementation. 
For health promotion to be effective, it needed to be promoted 
within and outside the classroom. Parents needed to assist learners in 
practising the healthy behaviour they were taught in the school, in the 
home. One educator put it this way,

P12: ‘Parents also need to further what is taught at the schools in 
the home.’ (educator)

•	 Parental involvement was associated with the following benefits:
•	 Reduced vandalism and burglaries
•	 Improved motivation for learners to learn (seeing parents involved 

has a positive impact on learner motivation)
•	 Improved school cleanliness (parents volunteered to clean the 

schools)
•	 Improved communication with teachers to assist challenged 

learners
•	 Increased assistance for learners with homework (parents took 

interest in children’s schoolwork)
•	 Improved identification and treatment of learners with health or 

mental challenges.

They suggested simple gestures for improving relationships with 
parents and the community…

HP6: ‘When the school closed why can’t the school identify that 
family, the remaining food of feeding scheme, take it to them, in 
order to buy their eyes.’ 
HP1: ‘And here is another important thing, if you want a grounds 
man you start by identifying in the community. If you want food 
co-handlers for a feeding scheme, start with the very neighbours. 
For safety’s sake consider them, then you will see your things will 
run smoothly.’ 

Poor collaboration with nurses was noted as a hindrance to 
holistic care of learners. Health promoters reported that school 

nurses worked in silos. According to health promoters, the various 
teams servicing the schools needed to plan together. School health 
services form part of the six action areas of the HPS framework. 
When health promoters were asked about their relationships with 
the school health nurse:

HP4: ‘They are not part of our programme. They are having their 
programme. …when they go to the schools, they are going to do 
their duties for that day, whereas they say we must team up when 
we go to schools.’ 

Most educators were not aware of the package of services that school 
nurses were supposed to provide to the schools as stated in the ISHP. 
After the researcher explained the requirements of the school nurse – 
as prescribed in the ISHP – they suggested: 

P7: ‘We need a stationed nurse; we are dealing with children who 
have special needs. Dietitian and social worker should come once 
a week.’ (educator)
P15: ‘Full-time nurse stationed at the school and frequent eye 
screening.’ (SGB member)
P10: ‘Frequency should be once a week.’ (educator)

Address barriers to implementation 
This category explored other barriers as experienced by key 
implementers in CoT. It illustrated that the barriers were many and 
similar for all the participants, from health promoters to school 
participants. Schools need resources for the implementation of 
HPS services. Participants expressed frustration about not having 
the resources, which hindered their work and led to low staff 
morale.

Staff shortages presented a challenge. Health promoters lacked 
many of the resources required to implement HPS activities. The 
insufficiency started with the limited number of health promoters 
within CoT schools to implement the HPS activities. Schools had 
only one health promoter, who was responsible for other schools 
and other responsibilities outside HPS. Schools also reported the 
shortage of staff in general and for LS in particular. LS educators 
reported that they needed teachers trained in LS to assist in 
teaching the three components of the subject. In addition, LS 
educators who had other managerial responsibilities at the school, 
such as also being a head of department (HOD), expressed their 
inability to do all the activities owing to time constraints.

P14: ‘Time limitation, there is too much work and responsibilities 
as an HOD. The work is too much for one educator. The 
government should capacitate more teachers for life orientation 
and life skills and employ staff to share the workload.’ (educator)

Health promoters expressed anger and frustration when speaking 
about lack of resources.

HP5: ‘Also frustrating, you find that different stakeholders they 
bring something for the kids, pens, etc., but health promotion 
brings nothing. You just talk, you don’t bring anything, and they 
don’t take you seriously. No support, no resources, they will tell 
you about budget, especially for health promotion … zero, zero 
resources.’ 

They spoke about the lack of presentation materials that negatively 
affected their work.

HP1: ‘My heart is sore; as I was saying, for us to win teenage 
pregnancy, we were using overhead projectors. We were educating 
learners so now I don’t know who came with the idea of taking it 
from us. Those are the resources that are needed for your programme 
to run smooth and be effective and to attract the learners.’ 
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Infrastructure was another barrier to implementation. All schools 
had inadequate toilets to service the number of learners and staff 
in the schools. School participants reported that this shortage led to 
constantly blocked toilets. They also added that COVID‑19 worsened 
that problem because schools had assistant educators come in to 
assist, which further increased the number of people utilising the 
toilets. The shortage of cleaners also increased blockages, as toilets 
were not cleaned as frequently as they needed to be. 

P13: ‘Toilets are not enough, and this results in frequent blockage.’ 
(deputy principal)
P2: ‘We do not have enough cleaners; the toilets are blocking.’ 
(educator)

The DoBE is responsible for building toilets at schools and for hiring 
general assistants (GAs). However, most schools hire additional GAs 
with the school funds handled by the SGB. 

Playgrounds were also an issue raised by school staff that led to 
poor implementation of activities. 

P11: ‘Playgrounds, that one is a big challenge; we do not have 
anything to play with, it is like we do not have a playground.’ (SGB 
member)
P12: ‘Playgrounds are there. There are no stones; it just needs 
proper grass and demarcation. But the land is not enough. We need 
people to come on board so that they can build us a tennis court for 
boys, netball court for girls.’ (educator)

Health promotion in HPS expands far beyond the classroom. The 
whole school environment should be supportive to health, including 
what is sold in the schools, what food is served by the National School 
Feeding Scheme and maintenance of food gardens. Participants 
viewed food sold by vendors as a hindrance to healthy eating. Some 
participants attributed health issues such as vomiting, hyperactivity 
in class and allergies in learners to the food sold by vendors. 

P1: ‘Before COVID‑19 they sold expired and unhealthy food.’ 
(educator)
P14: ‘Yes, a lot. Some learners vomit and some become hyperactive 
after drinking sweetened drinks and eating.’ (educator)

The interviewer was informed indirectly by one of the participants 
that vendors paid a fee to the schools from their profits. Schools used 
the money as petty cash for school needs, making vendors useful to 
the schools; therefore, stopping them from selling was a challenge 
as the petty cash would be lost which is used to supplement the 
government budget.

P17: ‘They cannot be stopped from selling because they give a 
stipend to the school. The money does make a difference because 
it helps us buy, for instance some of the cooking ingredients which 
fall short, such as salt.’ (principal)

Evaluate the progress and give feedback 
There was consensus among participants that evaluation of the 
programme was important and necessary to improve implementation 
efforts, as it would identify gaps and schools could work to improve 
them. 

Evaluation in HPS starts at the accreditation stage. When schools 
are assessed, if compliant, they are declared to be health-promoting 
schools. The health promoters indicated that they were in no way 
involved in the accreditation process. They even reported that they 
did not know how the process works. 

HP2: ‘We were not involved in the tool, even when they decide to 
go to accredit a school, they don’t involve us.’ 
HP4: ‘According to the way they give that school accreditation, 

sometimes you can see that, but this school was not supposed to 
get the platinum. They didn’t meet the whole criteria of the tool or 
assessment. They go back to the status that you found it. It’s not 
sustained as an HPS.’ 

All participants reported that they had never received any evaluation 
feedback on how they were performing their activities and faring 
as a school. Without reservation, participants expressed that they 
would like feedback as it would assist them to know how they were 
performing, so they could identify the gaps and improve on them.

Discussion
The stakes are high: access to supportive school environments in 
health-promoting schools has reduced dropouts, while improving 
health, educational outcomes, employment and productivity in 
settings where it is implemented well.[2] Implementation in CoT 
was found to be weak, leaving many learners in these schools 
in a vulnerable position. The framework developed in this 
study showed that schools need guidance and accountability to 
implement this policy. The results also showed that the application 
of five categories ((i) preparation is key; (ii) continuing training of 
implementers; (iii) importance of teamwork; (iv) addressing barriers 
to implementation; and (v) evaluate progress and give feedback) 
can improve HPS implementation outcomes. Without the needed 
political will at national, provincial and district levels, as much as the 
HPS approach is needed, it would be impossible to implement.

The preparation stage for an intervention is crucial to the 
success of the programme. This process entails forming a leadership 
team and an HPS committee, and developing plans on how the 
activities will be conducted within the school calendar. This 
process is also known as ‘creating ownership’. Lack of ownership by 
implementers could lead to low interest in the programme and poor 
sustainability.[18] In this study, implementers emphasised the need 
to get the support of some stakeholders at this stage, including the 
principal, SGB, all educators in the school and parents/community. 
This is an opportunity for implementers to consider the planned 
activities against the available resources and the time needed to 
implement activities, and thus, plan activities tailored for the school 
to reduce compromise to implementation fidelity. [6,19] 

Implementers in CoT were not conversant with the ISHP; 
therefore they were not sure about how the activities were to be 
implemented and exactly what those activities were. Molete et al.[19] 

reported the same challenge with oral hygienists in CoT, who had 
not been trained on the SA Oral Health Policy and were uncertain 
about how to implement its activities or deal with challenges arising 
during implementation. The lack of training (on the ISHP and 
HPS) led to incongruity between policy intentions and what was 
done at the schools. In addition to lack of training on the policy, 
other factors, such as poor infrastructure, lack of guidance by 
managerial structures, inadequate resources, and poor involvement 
of all stakeholders, adversely affected implementation fidelity. 
The ‘whole-school’ approach is known to be essential to maintain 
collaboration between health and the education sector, scholars 
and parents. [6] However, this evaluation and a study by Rasesemola 
and colleagues[20] showed that compliance with the ISHP in CoT 
schools is characterised by poor collaboration and integration of the 
various stakeholders, local departments, agencies, mental health, 
social development, and health service staff. Parental involvement 
was also low in most schools; participants reported that an 
improved relationship between the schools and parents would 
reduce absenteeism and improve the mental state of the child, in 
line with a study by Clelland et al.[21]
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Schools have the potential to provide intensive, long-term, and large-
scale health services to children and adolescents.[2] According to policy, 
school services should be accessible, available, affordable, equitable, 
effective and efficient.[10] Despite such policy statements, basic healthcare 
services offered in SA public schools were not constant, consistent, or 
systematic.[20] Nurses in CoT were overworked with few resources; they 
did not manage provide the package of services described in the ISHP. 
Most learners graduated from school without ever being seen by a nurse 
or any healthcare worker.[22] Educators in this study requested that nurses 
should be more involved in the schools, visit schools at least once a week 
for health services, and even help in teaching of some health topics, 
especially sexual reproductive health. These requests by educators were 
not far-fetched; according to Dibakwane and Peu,[10] ideally school health 
nurses should provide physical, social and academic support to learners 
and schools. Hung et al.[6] in their review also reported that schools 
sometimes invited specialists to present and lead discussions on learner 
concerns, and it was found to have positive outcomes.

The evaluation of health-promoting schools was reported as flawed by 
participants in this study. Participants in Fathi et al.’s study[23] expressed 
the same concerns, questioning the validity of the process. They believed 
that poor-quality processes could reduce implementation fidelity 
and suggested a reliable, standard, concise and clear checklist. The 
National School Health Promotion Policy recognises the importance 
of establishing systems for conducting monitoring and evaluation. 
The ISHP even calls for research to develop standardised indicators 
and tools for school programme monitoring and evaluation and 
inform policy. It is the duty of the district office to conduct research 
on implemented programmes and facilitate a feedback mechanism for 
implementers, which was missing with the HPS programme in CoT.[11]

Study limitations
Conducting the study during COVID‑19 limited the number of 
participants as some key implementers were not available for the 
study because of the academic backlogs and ill health caused by the 
pandemic. Poor school community dynamics also played a role in low 
participant numbers. School principals were not keen on having the 
SGB discuss school issues with the researcher, owing to the fear that 
the SGB members might speak ill of them.

Conclusion 
This evaluation showed that guidance and accountability are the 
backbone to HPS implementation’s success. They encompass training 
implementers on HPS, engaging with the school community, 
provision of resources, support for establishing and maintaining 
health-promoting schools, addressing barriers at each school, 
facilitating relationships with other services such as academic 
institutions, monitoring and evaluation. The study was the first in 
SA to use GT methods for data collection and analysis to evaluate 
the HPS programme. Future studies should look into validating the 
framework for future implementation.

Declaration. None.
Acknowledgements. The authors thank Mrs E Shongwe, who assisted with 
recruitment of participants and the interviews, and also the participants of 

the study. The authors acknowledge the Gauteng Department of Education 
and the school principals for giving them permission to conduct the study.
Author contributions. NM conducted research and produced the first 
draft manuscript. CM supervised the research project and edited the draft 
manuscript. JS supervised the research project.
Funding. None.
Conflict of interest. None. 

1.	 National Department of Health, South Africa. South African Non-Communicable Disease (NCD) 
Prevention Strategy (2020-2027). Pretoria: NDoH, 2022. 

2.	 World Health Organization. WHO guideline on school health services. Geneva: WHO, 2021. 
http://9789240029392-eng.pdf (accessed 2 March 2022). 

3.	 World Health Organization & United Nations Children’s Fund ( ‎UNICEF). Investing in our future: 
A comprehensive agenda for the health and well-being of children and adolescents. Geneva: WHO, 
2021. https://apps.who.int/iris/handle/10665/350239 (accessed 12 February 2023).

4.	 Dadaczynski K, Hering T. Health promoting schools in Germany. Mapping the implementation 
of holistic strategies to tackle NCDs and promote health. Int J Environ Res Public Health 
2021;18(5):2623. https://doi.org/10.3390/ijerph18052623.

5.	 Macnab A. The Stellenbosch consensus statement on health promoting schools. Glob Health Promot 
2013;20(1):78-81. https://doi.org/10.1177/1757975912464252.

6.	 Hung TT, Chiang VC, Dawson A, Lee RL. Understanding of factors that enable health promoters in 
implementing health-promoting schools: A systematic review and narrative synthesis of qualitative 
evidence. PLoS ONE 2014; 29;9(9):e108284. https://doi.org/10.1371/journal.pone.0108284.

7.	 McIsaac JL, Mumtaz Z, Veugelers PJ, Kirk SF. Providing context to the implementation of health 
promoting schools: A case study. Evaluation and Program Planning 2015;53:65-71. https://doi.
org/10.1016/j.evalprogplan.2015.08.003.

8.	 Busch V, de Leeuw JR, Zuithoff NP, van Yperen TA, Schrijvers AJ. A controlled health promoting 
school study in the Netherlands: Effects after 1 and 2 years of intervention. Health Promot Pract 
2015;16(4):592-600. https://doi.org/10.1177/1524839914566272.

9.	 Mashamba J, Mohamed S, Delobelle P, Onya H. Building competency for health promoting schools 
development in resource-limited settings: Case studies from South Africa. In: Mollaoglu M, ed. 
Health Promotion. Intech Open, 2022. http://doi.org/10.5772/intechopen.104863.

10.	 Dibakwane ST, Peu MD. Experiences of school health nurses regarding the provision of the school 
health service delivery in the Tshwane district. Afr J Prim Health Care Fam Med 2018;10(1):e1-e8. 
https://doi.org/10.4102/phcfm.v10i1.1807.

11.	 Stough LM, Lee S. Grounded theory approaches used in educational research journals. Int J Qualit 
Methods 2021;20(2):1-13. https://doi.org/10.1177/16094069211052203.

12.	 Hill J, Draper CE, de Villiers A, et  al.Promoting healthy lifestyle behaviour through the 
Life-Orientation curriculum: Teachers’ perceptions of the HealthKick intervention. S Afr 
J Educ 2015;35(1):1-9. http://www.scielo.org.za/scielo.php?script=sci_arttext&pid=S0256-
01002015000100008&lng=en&tlng=en.

13.	 Mestry R. The role of governing bodies in the management of financial resources in South 
African no-fee public schools. Educ Manage Admin Leadership 2018;46(3):385-400. https://doi.
org/10.1177/1741143216665838.

14.	 Creswell JW. Educational Research: Planning, Conducting, and Evaluating Quantitative and 
Qualitative Research, 4th ed. Boston: Pearson, 2012.

15.	 Sbaraini A, Carter SM, Evans RW, Blinkhorn A. How to do a grounded theory study: A worked 
example of a study of dental practices. BMC Med Res Methodol 2011;11:128. https://doi.
org/10.1186/1471-2288-11-128.

16.	 Chong CH, Yeo KJ. An overview of grounded theory design in educational research. Asian Soc Sci 
2015;11(12):258. https://doi.org/10.5539/ass.v11n12p258. 

17.	 Lee A, Lo ASC, Keung MW, Kwong CMA, Wong K. Effective health promoting school for better 
health of children and adolescents: Indicators for success. BMC Public Health 2019;19:1088. https://
doi.org/10.1186/s12889-019-7425-6.

18.	 Bonde AH, Stjernqvist NW, Sabinsky MS, Maindal HT. Process evaluation of implementation 
fidelity in a Danish health-promoting school intervention. BMC Public Health 2018;18(1):1407. 
https://doi.org/10.1186/s12889-018-6289-5.

19.	 Molete M, Stewart A, Bosire E, Igumbor J. The policy implementation gap of school oral health 
programmes in Tshwane, South Africa: A qualitative case study. BMC Health Services Research 
2020;20(1):338. https://doi.org/10.1186/s12913-020-05122-8.

20.	 Rasesemola RM, Matshoge GP, Ramukumba TS. Compliance to the Integrated School Health Policy: 
Intersectoral and multisectoral collaboration. Curationis 2019;42(1):e1-e8. https://doi.org/10.4102/
curationis.v42i1.1912.

21.	 Clelland T, Cushman P, Hawkins J. Challenges of parental involvement within a health promoting 
school framework in New Zealand. Educ Res Int 2013;2013:1-7. https://doi.org/10.1155/2013/131636.

22.	 Mbatha AN, McCrindle CME, Shirinde J. Implementation fidelity of the health promoting 
school programme in primary schools in the City of Tshwane, Gauteng. Gender and Behaviour 
2023;21(2):1-8. https://hdl.handle.net/10520/ejc-genbeh_v21_n2_a13

23.	 Fathi B, Allahverdipour H, Shaghaghi A, Kousha A, Jannati A. Challenges in developing health 
promoting schools’ project: Application of global traits in local realm. Health Promot Perspect 
2014;4(1):9-17. http://journals.tbzmed.ac.ir/HPP. 

24.	 National Department of Education, South Africa. Integrated School Health Policy. Pretoria: NDoE, 
2012.

Accepted 29 January 2024.

https://apps.who.int/iris/handle/10665/350239
https://doi.org/10.3390/ijerph18052623
https://doi.org/10.1177/1757975912464252
https://doi.org/10.1371/journal.pone.0108284
https://doi.org/10.1016/j.evalprogplan.2015.08.003
https://doi.org/10.1016/j.evalprogplan.2015.08.003
https://doi.org/10.1177/1524839914566272
http://doi.org/10.5772/intechopen.104863
https://doi.org/10.4102/phcfm.v10i1.1807
https://doi.org/10.1177/16094069211052203
http://www.scielo.org.za/scielo.php?script=sci_arttext&pid=S0256-01002015000100008&lng=en&tlng=en
http://www.scielo.org.za/scielo.php?script=sci_arttext&pid=S0256-01002015000100008&lng=en&tlng=en
https://doi.org/10.1177/1741143216665838
https://doi.org/10.1177/1741143216665838
https://doi.org/10.1186/1471-2288-11-128
https://doi.org/10.1186/1471-2288-11-128
https://doi.org/10.5539/ass.v11n12p258
https://doi.org/10.1186/s12889-019-7425-6
https://doi.org/10.1186/s12889-019-7425-6
https://doi.org/10.1186/s12889-018-6289-5
https://doi.org/10.1186/s12913-020-05122-8
https://doi.org/10.4102/curationis.v42i1.1912
https://doi.org/10.4102/curationis.v42i1.1912
https://doi.org/10.1155/2013/131636
https://hdl.handle.net/10520/ejc-genbeh_v21_n2_a13
http://journals.tbzmed.ac.ir/HPP

