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A study on school health policies and programs in the southeast of Iran: a regression analysis
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Abstract

Background: Investing in adolescent health is one of the most important interventions in the health system.
Accordingly, health-promoting schools organize their policies, methods, infrastructures, and activities towards
protecting and promoting the health and well-being of the students, teachers, directors, authorities and society as
a whole.

Objective: To study the health policies of schools in the southeast of Iran.

Methods: This cross-sectional study was carried out on all governmental high schools (113 schools) which were
enrolled by census sampling method in January 2017, in Zahedan, in the southeast of Iran. The study tool was a
validated questionnaire about the “School Health Policies and Programs” that was completed by the principals or
staff of the schools. Data were analyzed by SPSS version 15, using descriptive statistic and linear regression test.
Results: About one-third of the schools did not have a health educator. Some policies, including annual medical
examinations, having a healthy breakfast at school, healthy food supply at lower prices in school buffets, and
counseling the students with special conditions in schools were not implemented. The most inter-sectoral
cooperation was among the health centers (47.8%). The mean score of health policy implementation in schools
was 89.70+£11.51. Linear regression analysis demonstrated a significant relationship between type of school
(p<0.05) and number of students in schools as well as attendance of a health educator in schools (p<0.001) with
health policies

Conclusions: Despite the implementation of the program in Iran in recent years, there are no clear and identical
policies in the schools. Therefore, there is need to establish health policy committees in schools from among
staff, teachers, parents, and students. In addition, success of the program requires inter-sectoral collaboration,
supporting environmental health and improvement of parents' relationships with the school.

Keywords: Health policy, High school, Iran, country

1. Introduction

Policy-making is a dynamic, complex, political process (1). Health policy-making has a significant role in the health
sector due to the specific nature of this division compared with other social aspects (2). In the health system,
changing the policies is very challenging because the change in part of this complex system inevitably affects other
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sectors and many of its various workers and beneficiaries (3). Health policy-making can be integrated into four
levels. The first level of policy-making interventions targets long-term structural changes; the second level targets
the development of living conditions through public strategies within frameworks; the third level targets
strengthening social support for targeted individuals; and the fourth level targets influential individual attitudes and
habits (4). Furthermore, the health promotion approach is implemented through various strategies, the most
important of which is the environments approach. Then, school environments are among the priority for health
promotion interventions in the 21* century (5). Accordingly, health-promoting schools (HPS) across the world are
recognized as having a multifaceted approach that can support healthy behaviors. Global studies report high levels
of support for the HPS approach (5). The WHO framework introduces HPS as organized policies, methods,
infrastructures, and activities that protect and upgrade health and well-being of students, teachers, principals, parents
and the community (6). HPS is a health promotion system that increases capacities and empowers people with
healthy living, healthy work, and quality education, through the active participation of parents, teachers, and
students, and with the approach of empowering students in caring for themselves, self-care culture, and peer
education. HPS includes eight common components, each of which can be evaluated by policy-making and studying
the skills at schools (7). Organization and specialized interventions include an active strategy for rebuilding the
physical and social environment of schools through education, training, modeling and motivating health promotion.
School-based interventions also support the prevention of chronic diseases and cancers if they target multiple
environmental and behavioral dimensions in a complementary strategy in society. HPS supporters are taking health-
improving steps that affect social norms, improve access to resources, and support healthy behaviors (5). The idea of
health promoting schools was introduced and initiated around the world in 1978 (8). In line with the global
movement, Iran has also been establishing health promoting programs in public schools throughout the country,
since 2010 (9). Health promotion beneficiaries align schools with managing and relying on health promotion
principles, along with prioritizing health in school decisions and plans (10).

It is noteworthy that school policies can play a key role in health development. School policies ensure the allocation
of resources and the implementation of school activities and practices, and highlight school priorities (11). In
comparison, the lack of health-centered policies in schools causes instability and variability of school programs for
health promotion. These policies are designed at national, provincial, local, and school levels and should be in
proportion to each other. In addition, the sustainability of the HPS program and its positive effects depend on the
continued participation and cooperation of a wide range of beneficiaries in the community. To this end, it is essential
to maintain the direct, active and continuous participation of the beneficiaries within and outside the health sector
for successful inter-sectoral programs (12). Furthermore, if current school policies are reviewed and school-based
health-centered policies are redefined, they provide a basis for the full commitment of beneficiaries within the
school and provide an executive guarantee in terms of resource allocation and school priority. This requires a
comprehensive commitment by the education system of the countries to pay close attention to the health outcomes
associated with educational decisions and establishing health promotion laws for students in different dimensions
(13). In addition, the literature on health promotion emphasizes that the sustainability of health promotion programs
depends on the fact that changes beyond the individual level include organizational and institutional changes, too
(14). In this regard, new studies on the awareness of the effectiveness of the health school model have discussed the
comprehensive school approach (13, 15). To our knowledge, no study has identified the policies of Health
Promoting Schools in Iran. Therefore, the present study was carried out to investigate health promotion policies in
high schools in the southeast of Iran.

2. Material and Methods

2.1. Setting and participants

The present cross sectional study was conducted in January 2017 in Zahedan, Iran. After coordinating with the
Ministry of Education to conduct the study, 113 high schools were enrolled by census sampling method and
informed consent was obtained from the participants in the study.

2.2. Instrument and data colelction

Data were collected by a self-report questionnaire, which was based on a policy-making questionnaire introduced by
CDC (Global School Health Policies and Practices Study 2015). The items of the questionnaire were modified based
on the rules and regulations in the educational system of Iran. The final questionnaire consisted of 70 items with a
content validity ratio of 0.83, content validity index of 0.97 and internal consistency (Cronbach’s Alpha) of 0.73.
The questionnaires were completed either by the school principals or by staff. Then, data were collected via
questionnaires and reports (15 items), and health promotion interventions including examinations, counseling,
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workshops, and classes (26 items). At the beginning of data collection step, a brief description of the study purpose,
as well as instruction of the questionnaire, was given to the school principal. In addition, the method of answering
the questionnaire was explained to the participants. The minimum and maximum scores were 64 and 128,
respectively. The allocated time to complete the questionnaire was 30-45 minutes.

2.3. Statistical analysis
The collected data was analyzed by SPSS version 15 (SPSS Inc., Chicago, Illinois, USA), using descriptive statistic
and linear regression analysis. P-value of less than 0.05 was considered as a statistically significant level.

2.4. Research ethics

The subjects were entered into the study, observing ethical and voluntary codes. The ethics of the study were
approved by the research ethics committee of Zahedan University of Medical Science (Ref. No.:
IR.ZAUMS.REC.1394.251).

3. Results

The present cross sectional study was conducted on 113 high schools (44 female and 69 male) in the southeast of
Iran, Zahedan. The number of students ranged from 60 to 761 in schools. The weaknesses include the absence of a
committee or health policy team, the lack of active participation of trained people, no web page for health education,
no annual medical examinations, no hearing screening, no breakfast-eating policy and not providing healthy food at
lower prices, and no consultation for students with a high BMI. Furthermore, 29.2% of schools lacked health
educators. In total, the health educators were attending school on an average of 2.59+1.63 days per week. The
highest cooperation in the implementation of health activities in schools was related to the health centers (with
nearly 50%), physical education organization, municipality and provincial government, respectively (Table 1).
Overall, the mean score of school health policies was 89.70+£11.51. The results of regression analysis showed
positive significant relationship between the types of schools, the number of students in the schools and the
attendance of the health educator with health policies (R?: 0.25, F: 12.62, p<0.001).

Table 1. Frequency of inter-sectoral cooperation of other organizations with the Education Department in the health
promotion programs of high schools

Organization n (%)
Provincial Government 10 (8.8)
Municipality 10 (8.8)
Physical Education Organization 12 (10.6)
Health center of the province or city 54 (47.8)
Other organizations (State Welfare Organization, Red Crescent, Police, etc.) | 15 (13.3)
Total 12 (10.6)

4. Discussion

The results of this study revealed that schools lack a uniform definition for health policies, a health team or
committee, health education during the academic year, and training courses for staff and teachers in line with this
program. Furthermore, the degree of inter-sectoral and intra-sectoral cooperation in implementing school health-
promotion policies was underprivileged. Meanwhile, structural and environmental changes in schools require a
supportive approach from the beneficiaries outside the school at national and provincial policy-making levels. In
addition, parents’ and teachers' participation in school health programs was poor. Creating widespread interactions
between schools and the local community is important in developing an approach to health promoting schools. This
requires support and participation of parents of students using the structural capacities of the Parents and Teachers
Association. In addition, poor physical infrastructure in schools was due to the lack of adequate financial support
and human resources to improve this infrastructure at the school level (16). A Fathi et al. study on HPS in
northwestern Iran, demonstrated that the main barriers and challenges were related to inter-sectoral cooperation,
politics and law, infrastructures and capacities, human resources and social participation. They concluded that the
current version of the program has fundamental gaps. In order to succeed in achieving the objectives of the HPS, it
is necessary to reassess the macro plan of the program and issue effective and practical policies and strengthen the
support of program implementation and program preservation in schools based on the country's capacities and goals
(17). On the other hand, evidence suggests that a uniform structure, representing different beneficiaries, is essential
for managing, designing, organizing, coordinating and facilitating the program. This structure makes the scattered
structures and resources to be shared and ensures the intra-sectoral collaboration at different national, provincial, and

Page 7134




Electronic physician

local levels, in particular, the collaboration of the school with the local community (8). In a study in Babol, Iran,
Ramezani et al. reported that the continuity and support of the program by the Ministry of Education and involving
the authorities of schools and health centers could significantly improve the health indices of schools (8). In the
present study, the results showed that the highest cooperation was related to health centers. While schools that can
establish a strong communication network with diverse beneficiaries in the social environment will succeed in the
implementation of the program and bring positive results, and continuity of these networks will maintain health
promotion activities at school.

Different studies have been conducted on the experiences of different countries in promoting health schools, each of
which has led to different outcomes and challenges. One of the most important tasks in the implementation phase of
the plan in the United States was the mobilization of facilities and human resources and the use of all players
including policymakers, public and private sectors, students, teachers and parents together as a whole (18).
Furthermore, the major issues listed by European countries were the need to strengthen cooperation between the
education, health, technical and support divisions, as well as an adequate budget (19). A systematic study of the
implementation of health promotion programs in schools in the UK has identified the conditions and actions that
have contributed to the successful implementation of school health-promotion programs with the help of a team of
high-level officials, university professors, and health and education specialists. The results of studies have defined
four theories including preparation for the implementation of counseling before the presentation of measures, the
development of the program in each school, the inclusion of the program in the routine activities of schools, and the
correct implementation and compliance with the program. Ultimately, these theories were revised and modified
using national assessments (20). Generally, the components of promoting the health schools approach and the
mechanism of each component, illustrated that eight components are essential to implement the approach of health
promoting schools, including planning, preparing, political and organizational support, students’ participation,
networking, partnerships and sustainability of the programs. The effectiveness of the approach also depends on the
complete implementation and coverage of all these components (21).

In their study, mean scores of policies, activities, and interventions in boy’s schools were higher than in girl’s
schools, and regression tests showed a significant difference between them. Also, according to the regression model,
attendance of the health educator had the greatest impact on policy implementation. This finding showed the
importance of paying more attention to female schools and employing full-time health educators in schools. In line
with the results of this study, HPS program is a multifactorial approach, that includes the three pillars of major
health-oriented structural and environmental modifications in school, development of an educational and health
curriculum, and strengthening the dynamic interaction between the school and the local community (parents and
various beneficiaries outside the school) in line with school and community health promotion. This approach seeks
to make changes in the school structure beyond behavioral changes. The program's success in countries largely
depends on the predisposing factors, design, and implementation, using evidence-based approaches and executive
commitment (10, 22). The limitations of this study were that only public schools were included. Secondly, collected
data are based on school administrators’ reports. Therefore, it is suggested to carry out comprehensive studies at the
provincial and national levels to examine and analyze the health policies of schools, and provide practical and
applicable solutions for reforming national policies accordingly.

5. Conclusions

It can be concluded that in the first pillar of designing a health and education curriculum, designing and revising the
national curriculum, and designing comprehensive health education standards in different grades in the formal
educational system of Iran are necessary. Talented and skilled human resources are also needed at schools to
develop the concept of health and health-related priority for an executive guarantee of this program. Therefore,
applicable planning is necessary for improving the health conditions of students. In fact, planning is preparing a
ground for a series of strategic decisions (such as setting priorities) or doing some specific executive activities or
analysis of a wide range of information.
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