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ABSTRACT

A CASE STUDY ON HOW PUBLIC PRIMARY
SCHOOLS PROMOTE HEALTH

Cetintiirk, Arzu
MS., Department of Social Policy
Supervisor: Assoc. Prof. Dr. Hanife Akar

July 2013, 230 pages

The main drive of this study is to investigate how urban public primary
schools promote health in Turkey with a qualitative study conducted in a
middle-sized urban school, in Ankara. The current health promotion practices in
Turkish urban public primary schools were examined through a case study
utilizing semi-structured interviews conducted with 9 classroom teachers, 2
school administrators, 2 parents that are parent-teacher association members and
2 canteen operators. In addition, a classroom activity was done with 252 primary
school students to obtain data to understand their nutrition habits.

The findings of this case study suggest that the policies and programs
executed in the school studied to promote health are inadequate. The classroom
teachers are found to be poorly educated and empowered to promote the health
of their students. The school administration does not have sufficient monetary

and political resources and the physical condition of the school is not



appropriate in terms of infrastructure and service for a health promoting school.
Also, the parents are thought to be poorly educated and motivated to promote
their children’s health. The parent-teacher association is found not to be
effective in terms of evoking the families, teachers and administrators to
promote health.

This case study yields data and implications that can assist social policy
makers to develop and implement new policies and programs required to
promote health in urban public primary schools that are located in
neighbourhoods with low socio-economic status, and whose populations consist

of internal migrants from rural areas.

Keywords: health promotion, health promoting school, education policy,

teachers’ role in health promotion
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[LKOKULLARIN SAGLIGI NASIL TESVIK ETTIGI VE GELISTIRDIGI
KONULU BIR VAKA CALISMASI

Cetintiirk, Arzu
Yiiksek Lisans, Sosyal Politika Bolimii
Tez Yoneticisi: Dog. Dr. Hanife Akar

Temmuz 2013, 230 sayfa

Bu c¢alismanin ana amaci, Tirkiye’de sehirlerde yerlesik devlet
ilkokullarmin saglig1 nasil tesvik edip gelistirdiklerini, Ankara’da bulunan orta
biytikliikteki bir devlet ilkokulunda gerceklestirilen niteliksel bir ¢alisma ile
arastirmaktir. Tirkiye devlet ilkokullarinda gecerli olan saglhigin tesviki ve
gelistirilmesi uygulamalari, 9 smif 6gretmeni, 2 okul yoneticisi, 2 okul aile
birligi tiyesi veli ve 2 kantin ¢alisani ile gergeklestirilen yari yapilandirilmig
miilakatlarin kullanildig1 bir vaka calismasi ile arastirilmistir. Ayrica, 252
ogrencinin beslenme aliskanliklart sinif i¢i bir etkinlik ile aragtirilmistir.

Bu vaka calismasinin bulgulari, s6z konusu okulda okul ¢ocuklarinin
saghgm tesvik etmek ve gelistirmek i¢in uygulanan politika ve programlarin
yetersiz oldugunu Onermektedir. Sinif 6gretmenleri, 6grencilerinin sagligini

tesvik  etmek ve  gelistirmek  icin  yeterince  egitilmemis  ve

Vi



giiclendirilmemislerdir. Okul yoOnetiminin, saghg tesvik eden bir okul i¢in
gereken mali ve politik kaynaklara sahip olmadigi anlasiimaktadir. Okulun
fiziksel kosullari, altyap1 ve hizmet agisindan sagligi tesvik etmek ve geligtirmek
icin uygun degildir. Ayrica, ebeveynlerin ¢ocuklarinin saghigmi gelistirmek igin
yeterince egitim alamadiklar1 ve gerekli motivasyona sahip olmadiklar
diistiniilmektedir. Okul aile birliginin, sagligi tesvik etmek ve gelistirmek igin
aileleri, 6gretmenleri ve yoneticileri harekete gecirmek bakimindan yeterince
etkili olmadigi diisiintilmektedir.

Bu vaka g¢alismasi, schirlerdeki diisiik sosyo-ekonomik diizeye sahip
semtlerde yerlesik ve popiilasyonlar1 i¢ gogle kirsal kesimden gelenlerden
olusan devlet ilkokullarinda, saghg: tesvik edecek ve gelistirecek yeni politika
ve programlar olusturmak ve uygulamak icin, sosyal politika yapicilara yardimci

olabilecek veri ve oneriler ortaya koymaktadir.

Anahtar Kelimeler: sagligin tesviki ve gelistirilmesi, saglig1 tesvik eden

okul, egitim politikasi, 6gretmenlerin sagligin tesviki ve gelistirilmesindeki rolii

Vil
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CHAPTER 1

INTRODUCTION

The role of schools and teachers in health promotion is recognized both
by educators and health professionals since a few decades. However, schools are
mainly focused on their core business: educational outcomes, rather than the
reduction of health problems and health promotion. But, the literature
demonstrates that promoting health and reducing health disparities in schools
will not only increase the likelihood that these children live healthier lives as
adults too, but also, improve the achievement levels of schools by providing the
motivation and ability these children require to be academically successful. It is
recognized that there is an apparent need for health promotion at schools and
this study is basically focused on how Turkish public (state governed) primary
schools promote health.

In order to emphasize the need for a health promoting education system
this chapter will talk about the background of this study, purpose of this study,
significance of this study and finally state the definition of basic terms in this
chapter.

The second chapter is focusing on the review of literature. The
international and national literature written on health promotion, health
education and school health are scanned and the leading studies are examined to
build a research base for this case study. The association between health and
education is explained in detail in this chapter. The definition of health
promotion and the reasons for promoting health at schools are stated afterwards.
Later in this chapter, the theories and research findings are classified in order to
determine teachers’ role and impact of curriculum in health promotion.

Moreover, significance of teacher education and the findings on Turkish schools



are explained. The policy documents and recent regulations in Turkey are
reviewed and summarized, lastly.

The third chapter is explaining the methodology that this case study
pursued. The overall research design, sampling, data collection instruments,
trustworthiness, data collection, data analyses and limitations are explained in
detail to picture the quantitative characteristics of this in-depth case study.

The fourth chapter is focused on the results gathered throughout this case
study and their discussion. In the first part of the chapter the interviews with the
classroom teachers, school administration, parent-teacher association and
canteen staff are concluded regarding the perceptions, barriers and
recommendations for promoting health at primary schools. Also the physical
condition of the school and a classroom activity about the breakfast habits of
students are used as data sources to reach comprehensive outcomes. In the
second part of this chapter, the results of this study are discussed in the light of
the literature written on health promotion. The similarities with previous
findings and the reasons behind these findings are discussed in the discussion
part of sixth chapter.

The last chapter is concluding the study and giving recommendations to
improve the education, health and social policy in Turkish public primary
schools.

1.1 Background to the Study

Education and health are associated closely to social policy, since
education and health policies are still mainly directed by states in most of the
countries. Moreover, education and health policies are directly related with the
wellbeing of citizens. World Health Organization defines health as a state of
complete physical, mental and social well-being and not merely the absence of

disease or infirmity. The wellbeing of citizens is mainly provided by the



education and health services given under the authorization of the state. This
holistic approach takes attention to the previous research findings that healthier
children are better learners (Basch, 2010). Thus, raising healthy children in
schools is a must for a high performing educational system that is fundamental
in achieving national and economic competitiveness (Ross and Wu, 1995). In
Turkey, teachers are crucial agents for establishing health education and
promotion due to their active role in the education system. This research is
aiming to find out the current situation of health promotion and education in
primary schools in Turkey, by mainly analysing the views, perceptions and
recommendations of primary school teachers. Taking into consideration that
97.4 per cent of primary school children are attending public schools in Turkey
and only 2.6 per cent to the private schools (MEB, 2012), this study will focus
on public schools to investigate the general understanding of health promotion
issue in schools.

It is neither realistic nor reasonable to expect that, schools can close the
gaps in health education, health promotion or elimination of health disparities on
their own among the nation’s youth. Schools should not be solely responsible
for addressing these complex problems. There are essential roles to be played by
families, communities, health care systems, legislators, media, and by economic
and social policy (WHO, 1996). All of these (and other) social institutions
should, and must, contribute to solving these problems. There are no simple
solutions. However, with nearly 25.5 million students in Turkey spending a
significant portion of their daily lives in primary or secondary schools, this
social context is surely one of the most powerful social institutions shaping the
next generation of youth. Due to this fact, this research will focus mainly on the
health promotion and health education awareness and related activities
conducted at primary schools.

In order to promote health and grow up healthy generations in schools,

teachers are the main actors in Turkey, since the others like school nurses or



other health agents are not present in public schools. In private schools the
situation may be brighter. However, private and public, all types of formal
education in Turkey put teachers as the main actor in the centre of education
system. Thus, defining the teacher’s role is very crucial since responsibility for
children’s health lies primarily between the teachers and the parents (Prelip,
Erausquin, Slusser, Vecchiarelli, Weightman, Lange, and Neumann, 2006).
According to the Turkish National Education Basic Law, teaching is seen as a
special occupation which takes the charge of the state’s educational and the
related management duties (Milli Egitim Temel Kanunu, no 1739, issue 43).
Teachers are responsible for executing their duties in accordance with the aims
and principles of Turkish National Education. In this study, awareness of the
teachers about their role in health promotion is investigated. Also, whether they
build attainments on health education in primary schools through public or
private domains during their occupational education and experience is
questioned.

According to previous literature, the essential elements of health
promoting schools are healthy school policies, school environment (physical and
social), individual health skills and action competencies, community links, and
health services (IUHPE, 2008). To implement a health promotion programme,
these guidelines mean a very powerful tool. Anyhow, schools give low priority
to health education and promotion in most countries, and school staff, mainly
teachers, have little awareness of their role in health promotion (SHE and
IUHPE, 2009). Studies show that trained teachers are tend to be more involved
in health promotion activities in schools (Jourdan, 2010) Staff training is then
also a main challenge for the future of health promotion. Given the low priority
associated with health promotion and health education in teacher education the
effect of health promotion initiatives in schools is limited. This challenge is
shared globally. Teacher education on health education and promotion is

questioned in this research to end up with recommendations for the policy



makers and decision takers of the education system, so that the awareness of the
state, ministry, schools and the teachers are enhanced. Furthermore, pathways
leading to a healthier school environment and competent teachers in health
education are exemplified regarding the survey results.

To conclude, from a social policy perspective, how public primary
schools in Turkey promote health is investigated throughout this research. A
case study is conducted at an urban public primary school located in Ankara.
The classroom teachers, the school administration, the parent teacher association
and canteen staff are interviewed. Investigating whether the classroom teachers
in Turkey are given the education to develop a holistic health promotion
approach specifically adapted to the needs of their students in their schools,
whether they are aware of their role in maintaining healthy generations, what
their opinions and recommendations for a better health education and what are
the barriers in front of health promotion are the main questions of this research.
The opinions of school administration, school-parent association and other
school staff will be gathered to strengthen the validity of this research. The
school building and facilities are examined to determine whether they are
appropriate for generating a healthy school environment. A classroom activity is
delivered to the primary school students to understand their breakfast habits.
The reflections of recent policy focus supported by basic education curriculum
and regulations on nutrition education and healthy eating activities in schools
are questioned and observed in detail throughout this research. The policy
documents and primary school curriculum are reviewed to understand the
perspective of policy makers for health promotion and education. Analysis of
the findings shapes this paper’s social policy implications required for building a
health concerning education system by which children maintain academic
achievement, live healthy lives and ensure fulfilling employment and income in

the future.



1.2 Purpose of the Study

Regarding the significance of health promotion at schools both for
raising healthy generations and gathering better educational attainment and
achievement, the main drive of this study is to investigate how urban public
primary schools promote health in education through a case study. The case
study is conducted at a public primary school and tries to answer the following

questions:

1. What is the current situation of health promotion in public primary
schools in Turkey according to the perceptions of primary school teachers with

respect to the on-going health education and health promotion policies?

2. What are the attitudes of primary school classroom teachers towards

health promotion and health education?

3. What are the barriers in front of the teachers and the school to reach a

health promoting education system?

4. How appropriate are the school environment and facilities designed

for students to become and survive as healthy individuals?

5. What does the school population think about Turkey’s health

education policies and related implementations at urban public primary schools?

6. What are the teachers’, the school administrators’ and the parent-
teacher association’s recommendations for developing the current health

promotion policies in public primary schools?



1.3 Significance of the Research

Improving the health of children is a reputable goal for education.
Because, even if health factors had no effect on educational outcomes, they
clearly influence the quality of life for youth and their ability to contribute and
live productively in a democratic society (Basch, 2010). Thus, it is essential to
understand the current status in Turkey, and to name the need for an extensive
and trustworthy health promotion system for the well-being of society and the
state.

Health promotion, which improves the health status of individuals,
families, communities, states, and the nation, is a behavioural social science that
draws from the biological, environmental, psychological, physical and medical
sciences to promote health and prevent disease, disability and premature death
through education-driven voluntary behaviour change activities (O’Donnell,
1989).Health promotion is an ancient concern for societies, since health is a
resource that needs to be maintained and protected for all individuals of the
society. Due to this significance of health promotion, for a long time, schools
are seen as appropriate places with their universal knowledge to teach rules for
good health (MacDonald, 2003). In our century, health education and promotion
is not anymore only about encouraging children and young people to eat well
and to exercise; but it contains a much broader approach.

In the holistic view of health, all aspects of health must be considered, as
should all the factors that determine health, which can be biological,
psychological, social, economic, cultural and environmental. In other words,
health is akin to well-being and thus, health authorities cannot be the only
responsible ones to provide this (Ottawa Charter, 1986). All institutions and
regulatory provisions involved in how people live must take their share of
responsibility (Jourdan, 2011). In their role as places in which people live,

schools play a great role in the well-being and health of the children and young



people within them. The international scientific literature show the importance
of schools as places where health promotion happens, due to the facts that an
entire cohort attends a school for several years, and also there has been close
links between health and education. Promoting pupil health helps with
educational attainment: increasing levels of education helps to improve levels of
health.

Teachers are the main actors of educational system to gather the aimed
educational outcomes as they are the living role models, and implementers of all
predetermined polices at schools. However, for a teacher who has many
priorities, including building literacy and numeracy skills, scientific and artistic
competencies, societal, historical and cultural dimensions, and who have in fact
to provide the means for all to succeed, it is not easy to have a clear view of his
or her own contribution to health promotion. This is compounded by the
increasing pressure schools and teachers are under resulting from changes in the
organization of educational systems, teacher workload, low wages, low job
attraction, and low teacher morale. Therefore, globally attracting and retaining
teaching staff is difficult to maintain. In this context then the first aim of teacher
education in health promotion should be to help teachers have a clear view of
their mission and ethical limits. Before giving them methodological tools,
teacher education should aim to help them build their professional identity.

Studies show that teachers who have received health promotion training
tend to be involved more frequently in health promotion projects and have a
more comprehensive approach to health education (Celebuski and Farris, 2000)
(Yager and O’dea, 2005) (Prelip et al., 2006). Given the low priority associated
with health promotion and health education in teacher education, the effect of
health promotion initiatives in schools is limited.

There are still countries where this positive correlation between health
and education is neither realized, nor given value. In some countries, schools

seldom take into consideration health promotion and school staffs (mainly



teachers) have little awareness of their potential role in health promotion. In
some others, schools are seen as places which have their own values and
missions for national education competencies and they shouldn’t simply be a
tool of public health policy (WHO, 1997a). However, the truth is the
compromising function of the educational system: it cannot ignore public health
issues or social demands but it has to also challenge such pressures with its core
business: educational outcomes. Otherwise, it is apparent that they cannot
achieve even their core educational targets with those health ignorant,
unmotivated and disabled (in learning) children, either.

To understand the point of view of Turkish education system on health
promotion, and education the legislation should be examined. In Turkey’s
National Education Law, the second general aim of the Turkish National
Education is defined as “to grow up individuals who have a physically,
mentally, morally, spiritually and emotionally healthy and balanced....
personality and character”. But, interestingly the duty of considering this aim is
left to the mass education instead of the formal education. One of the private
aims of mass education is announced as to make citizens who did not enter in
formal education before, or entered and then left the formal education at any
levels; adopt healthy living styles and procedures in order to improve the
economic power of the country. In most of the developed countries health is a
concern of formal education, too. Especially, due to the rise in the number of
children with diseases related to wrong nutrition and lack of physical activity in
the last few decades, health education became a significant concern of formal
education.  In schools, national health education and health promotion
programmes are in action and the results are measured regularly in most of the
developed countries. But in Turkey, health promotion is a very new concern and
is yet perceived as a matter of healthy nutrition in policy documents. The current
situation of these policies will be evaluated in the following parts of this study.



In Turkey, the main aim of the health policies is to reach a healthy
society which is consisted of healthy individuals. In order to reach a healthy
society, the school period is important, since this period is the time when
healthy nutrition behaviours are developed, physical, cognitive and social
improvement is quick and the roots of healthy living is placed. Due to this fact,
implementing health promoting school programmes and policies encouraging
interdisciplinary cooperation is needed in the health issue. In 2011, Turkey has
made a policy attempt to create healthier environments in schools. The Ministry
of Health and the Ministry of National Education came together and signed a
regulation arranging the requirements of food served at schools. The sales of
junk food and drink such as chips, fried food and carbonated drinks are
prohibited in all kinds of canteens, restaurants and cafes of primary and
secondary schools. Also, a program called “Turkey Healthy Nutrition and
Active Life Program” is put into action by the Ministry of Health.

As mentioned before, healthier lives and better learning capabilities are
mainly available for children who get health education at schools in which they
spend a significant portion of their lives. Here, in this paper the need for a policy
and legislation change in order to improve the health concern in formal
education is questioned. Mainly, the focus of this research is on the views of
primary school teachers, but also the opinions of school administrations, the
school-parent associations, and other school staff are planned to be taken. Also,
the related policy documents will be analysed and the physical condition of the
school and eating facilities will be observed to picture the current situation of
health education and promotion in details. In order to conclude accurate social
policy findings, this thesis report requires a broad perspective and a

comprehensive in-depth case study.
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1.4 Definition of Terms

Health: In this study, the definition of World Health Organization is accepted as
the explanation of health. It is a state of complete physical, social and mental
well-being, and not merely the absence of disease or infirmity (WHO, 1948).
Within the context of health promotion, health has been considered less as an
abstract state and more as a means to an end which can be expressed in
functional terms as a resource which permits people to lead an individually,
socially and economically productive life. Health is a resource for everyday life,
not the object of living. It is a positive concept emphasizing social and personal
resources as well as physical capabilities. A comprehensive understanding of
health implies that all systems and structures which govern social and economic
conditions and the physical environment should take account of the implications
of their activities in relation to their impact on individual and collective health
and well-being (WHO, 1998a).

Health Promoting School: A school that constantly strengthens its capacity as
a healthy setting for living, learning and working (WHO, 1997a). To achieve
this goal, a health promoting school engages health and education officials,
teachers, students, parents and community leaders in efforts to promote health. It
fosters health and learning with all the measures at its disposal. Supportive
environments for health and a range of key school health education and
promotion programs and services are provided. A health promoting school
implements policies, practices and other measures that respect an individual’s
self-esteem, provide multiple opportunities for success, and acknowledge good
efforts and intentions as well as personal achievements. It strives to improve the
health of school personnel, families and community members as well as students
(WHO, 1997a).
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Social policy: Social policy primarily refers to the guidelines, principles,
legislation and activities that affect the living conditions conducive to human
welfare and looks for the question how best to maximise the well-being of
people (Wikipedia, 2013). The areas of health care, human services, criminal
justice, inequality, education, and labour are under the consideration of social
policy according to The Malcolm Wiener Centre for Social Policy at Harvard
University (Rittel and Webber, 1973).

Social Policy is focused on those aspects of the economy, society and
polity that are necessary to human existence and the means by which they can
be provided. These basic human needs include: food and shelter, a sustainable
and safe environment, the promotion of health and treatment of the sick, the care
and support of those unable to live a fully independent life; and the education
and training of individuals to a level that enables them fully to participate in
their society (London School of Economics and Political Science, 2012). The
study of Social Policy is designed to reflect on the ways in which different
societies have developed ways of meeting these needs, or have failed to do so.
Some societies rely on informal or family institutions, some on private markets
and individual actions, and some on governmental actions through what is often

termed the welfare state.

Education: The term education in this case study is mainly referring to the
formal education given at the formal school context of this case study. In
broader terms, this study defines education as transmitting socio-culturally
relevant knowledge to the members of the society by pre-determined inputs,
structures, processes and aims. Family is the first place where this transmission
of knowledge takes place. Later, children obtain knowledge from their
community networks, from religious foundations, from media and other
channels (Samoff, 2003). One of the most important institutions for knowledge

transmission is school, today. Providing literacy to most children has been a
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development of the last 150 or 200 years, or even last 50 years in some Third
World countries, and until recent decades, very few children were able to benefit
from formal education. Indeed, only a few children were formally educated
through the use of tutors or through religious schools. But, now in modern
times, education has been extended through the involvement of government,

which is now the primary provider of formal education today.

Social Policy and Education: Another definition for social policy explains the
concept as actions that affect the well-being of members of a society through
shaping the distribution of and access to goods and resources in that society
(Social Policy, 2013). In that sense education increases people’s ability to add
value resulting in increased human capital. Thus, education is one of the main
play grounds of social policy. This is why educational policy and social policy
are closely associated. Joel Samoff contends that “education is perhaps the most
public of public policies”. Education has politic, social, cultural and individual
dimensions that last from birth to the grave (Samoff, 2003). Education is the
social processes in which the individuals gain standards, beliefs and ways of
living and working of the society. In that sense, education can be the most
public of public policies.

Inequalities in access to education and variations in educational
outcomes, particularly social differences in attainments, have been a central
concern of social policy. Education is a forward looking investment and at the
core of the welfare state. In most advanced welfare democracies, state
involvement in education precedes the development of other universal
services. Against the backdrop of recent mass unemployment, raising the basic
standards of competence achieved by school children has become a primary
objective of governments across the OECD countries. A high performing
educational system is taken to be fundamental in achieving national and

European economic competitiveness. Children leaving primary schools with
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difficulty in reading, writing and arithmetic or a meagre understanding of
science are unlikely to achieve the qualifications at secondary school required to
secure jobs that will raise them above a poverty line. Thus, education in primary
schools is also important for economic welfare as well as health and social
wellbeing. As it is mentioned while explaining the relationship between
education and health, an education system ignoring the health promotion and
education in schools cannot perform academically well, and these students with
less health awareness and poorer health status cannot add the desired value to

the economy.

Social Policy and Health: Improving the health status of society, living in a
healthier world and enabling survival of future generations in better conditions
is the aim of all countries (WHO, 2009). An effective, accessible and quality
health system is indispensable for a society. Social policy is concerned with
health care, treatment of sick and health promotion because health is one of the
main aspects that directly affects the wellbeing of societies. Inequalities in the
distribution of health services, and significant differences in the health status of
different social groups create a need for policies that aim to maximize the
wellbeing of all citizens, regardless of their income level and sociological
background.

The primary duty of The Ministry of Health in Turkey is to provide a
healthy environment for citizens, develop consciousness for protecting one’s
own health and establish the required infrastructure (Saglhik Bakanliginin
Teskilat ve Gorevleri Hakkinda Kanun Hitkmiinde Kararname, 181). Health
promotion is said to be one of the primary aims of the ministry. The first aim
written in the strategic plan of the ministry for the years 2010-2014 is
“protecting society from health threatening risks”. The subsection of this
strategic aim is clarified as increasing the level of self-control and participation

in decision making processes in order to protect individual’s health and to
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improve health status. The ministry says that they are mounting awareness rising
campaigns with media partnerships about healthy living behaviours. These
campaigns seem to be focused on the hazards of smoking and alcohol use until
now.

In the international literature, it is seen that health policies have to go
hand in hand with education to become successful. Health promotion is
something that is more than creating awareness for an illness or teaching how to
take care of an illness. It is an understanding that is supposed to provide healthy
living throughout life by improving one’s values and behaviours about health.

After settling the health and education under the umbrella of social
policy in such a concrete association, it can be concluded that health promotion
in primary schools should be one of the most important aspects of social policy
in countries seeking for educated and healthy citizens required for a prosperous

economy and welfare societies.

Education Policy as a Health Policy: Understanding the mechanism by which
education affects health is important for social policy. There is strong evidence
linking early childhood development to literacy, social competence, and success
in school as to be mentioned in the next chapter. Personal health status and
subsequent socioeconomic position are linked to educational attainment, also. A
better-educated population is likely to participate more fully and effectively in
the processes of a democratic society (Keating and Hertzman, 1999). Innovation
and sustainable economic development are processes of democratic societies
that are built through education and wellbeing. Medical expenses are the largest
and fastest growing line item in the budgets of most of the states, thus improving
health status of the society significant. By the improved health status, living
quality of many people may develop and the health care costs may become more
controllable for the states.
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Research on the social determinants of health indicates that focusing
social policies on optimizing both early childhood development and education is
one of the best ways to improve the health of whole population (Low, Low, and
Baumler, 2005). This study claims that, sufficient social and cognitive
development in childhood is an indispensable condition for success in education,
which in turn is closely and positively linked to health status. The learning
process of human-being starts before birth, and the brain’s capacity for future
learning and emotional resilience depends on the quality of experience during
the first three or four years of life. Thus the responsibilities of parents and states
for universal education should start just after a child is born, not just when he or
she enters school. But in Turkey, schools are still the main actors of education
and thus educational attainment is directly related to schooling. It is true that
nobody is born with the knowledge of being a good parent. Social policies
focusing on education should take into account parental education to provide the
adequate social and cognitive development in childhood. Hence health status is
directly influenced by the educational attainment, childcare and formal
education has to be melted in the same basket to structure and bring up a healthy
society. This will be an innovative social policy approach. In order to promote
and support new programs for the society, all agencies, from education and
health to social welfare will have to agree on common objectives and create
integrated policies (Low, Low, and Baumler, 2005). It must be well understood
both by the policy makers and the public that education has an implication far
more than an individual’s employability and economic prospects. Promoting
good health cannot be the sole province of the health care system. Education
policies and family policies can establish new programs to promote health
including an appropriate prenatal care and nutrition, provision for parent training
and support, quality child care delivered by well-qualified child development
specialists, progressive introduction of elemental education beginning at a few

months of age, and regular assessment to ensure that developmental and
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cognitive milestones are being met prior to entering primary school (Low, Low,
and Baumler, 2005). But Turkey has just begun crawling in fields of preschool
education and professional childcare policies. Thus, it can be claimed for Turkey
that primary schools are still the main and preliminary institutions for formal
education of children. Integrating the promotion of health and the formal
education system and creating healthy school environments for children, in
which they can accomplish their wellbeing by eating healthy food, taking
cognitive and emotional support and adequate mental development is the
preferential kind of social policy that the state should take into consideration for
Turkey. These policy recommendations are to be founded on the case study
conducted for this study to understand how primary schools in Turkey promote
health in the following sections.

Education can be the key of breaking the cycle of intergenerational
disadvantage and related health disparities. It can promote social mobility by
providing the knowledge and skills necessary to fully participate in the labour
force (Haveman and Smeeding, 2006). Investments to promote and increase
educational attainment could have both humanistic and economic benefits. A
recent analysis estimated that, if adult Americans who have not completed
college experienced the lower death rates and better health of college graduates,
the resulting improvements in health status and life expectancy would translate
into potential gains estimated at more than $1 trillion annually (Braveman and
Egerter, 2008) (Egerter and Braveman, 2009). One of the most effective
strategies for reducing health disparities in Turkey could be to take steps to close
the gaps in educational attainment.
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CHAPTER 2

LITERATURE REVIEW

This thesis report is investigating how Turkish primary schools promote
health with an in-depth case study. This case study examines the awareness and
motivation among teachers to promote health, the barriers in front of teachers
and school administration, the situation of school facilities and school
environment in order to picture the current health promotion policy and
implementations in Turkish public primary schools. To understand and name the
findings of this research correctly, first of all, the literature written on health
promotion in schools has to be reviewed and analysed properly.

The literature has been reviewed and relevant significant studies are
summarized below to reveal the previous findings related to this study both in
national and international terms. How health is promoted in Turkey and other
countries and what are the factors affecting this promotion in schools are
explained in the following paragraphs. The factors affecting the health
promotion process of schools, the role of teachers and other school staff,
curriculum and the barriers in front of implementing a successful health
promotion programme are examined throughout this chapter. The basic
education curriculum and recent regulations in Turkish politics about health

promotion is reviewed to visualize the current situation in Turkey.

2.1 The Association between Health and Education

To clearly understand the rationale for conducting this thesis, first of all
the relationship between education and health should be well brought into a

sharp relief. To explain the strong links between education and health many
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people think of first that education can lead to improved health by increasing

health knowledge and healthy behaviours. The association between education

and health can be summarized under four topics as mentioned below (Figure
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Adapted From: (Robert Wood Johnson Foundation, 2009)

Figure 2.1 Interrelated pathways through which educational attainment affects

health.

2.1.1 Health Knowledge, Behaviors and Literacy

Education can increase people’s knowledge and cognitive skills,

enabling them to make better-informed choices among the health-related options
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available for themselves and their families, including those related to obtaining
and managing medical care (Ross and Wu, 1995). Greater educational
attainment has been associated with health-promoting behaviours including
increasing consumption of fruits and vegetables and other aspects of healthy
eating, engaging in regular physical activity, and refraining from excessive
consumption of alcohol and from smoking. A study conducted by Cutler and
Lleras-Muney in 2006 reveals that individuals with an additional four years of
education are less likely to smoke, drink a lot, be overweight or obese, or use
illegal drugs. In addition, changes in health-related behaviours in response to
new evidence, health advice and public health campaigns (about the risks of
smoking, for example) tend to occur earlier among more-educated people(Cutler
and Lleras-Muney, 2006).

Literacy is also important in explaining the links between education and
health through health knowledge and behaviours at least in part by literacy.
Illiteracy affects 2.8 million citizens in Turkey. There are 3.7 million people
who have low literacy levels. Totally, twelve per cent of Turkish population is
below the necessary literacy levels to perform everyday literacy activities
(TUIK, 2013b). This percentage is important because it is known that health is
directly affected from literacy level of citizens (Ross and Wu, 1995).In United
States of America, statistical studies measuring “health literacy” are gathered
regularly. Average health literacy (i.e., the degree to which individuals have the
capacity to obtain, process and understand basic health information and services
needed to make appropriate health decisions and adhere to sometimes complex
disease management protocols) increases with educational attainment. The
proportion of American adults with “below basic” health literacy, for example,
ranges from 3 per cent of college graduates to 15 per cent of high-school
graduates and 49 per cent of adults who have not completed high school
(Kutner, Greenberg, and Jin, 2006). Levels of health literacy in turn have been

associated with self-reported overall health, which correlates strongly with
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objective clinical assessments: compared with adults who have adequate
functional health literacy, adults with inadequate functional health literacy are
more likely to rate their health as poor (Baker, Parker, and Williams, 1997).

2.1.2 Better Work and Economic Conditions

Greater educational attainment leads to better work and economic
conditions which are linked with better health. Education provides the
knowledge and skills necessary for employment, which can shape health in
many ways. More education generally means a greater likelihood of working
full-time, having a job with healthier working conditions and more satisfaction,
and higher wages (Ross and Wu, 1995).

In Turkey, people with lower educational attainment are more likely to
be affected by fluctuations in the economy. While current unemployment rates
are lower now than it was after 2008 economic crisis, the changes in the
unemployment rates fluctuate more with lower educational attainment. The data
gathered from Turkish Statistical Institute declares that the unemployment rate
among illiterates was 8.8 per cent in February 2008 compared to 5.6 per cent in
February 2013 (TUIK, 2008). The unemployment rates were 11.5 per cent for
adults who had not graduated from high school, 13.8 per cent for high-school
graduates, and 9.1 for those graduated from higher education at February 2008,
just after the economic crisis. But in February 2013 the unemployment rates
were 10.7 per cent for adults who had not graduated from high school, 12 per
cent for high-school graduates, and 9.6 for those graduated from higher
education (TUIK, 2013a). The biggest difference in the unemployment rates
between economic downturns and recoveries is within the illiterates (3.2 per
cent) These differences have major health implications; compared with their
employed counterparts, people who are unemployed experience poorer health

and higher mortality rates (Martikainen and Valkonen, 1996). Thus, it is not
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wrong to conclude that people with lower educational attainment tend to lose
their jobs, during economic crisis periods and they face health risks more than
employees with better educational attainment.

Occupational hazards are more likely to affect workers with less formal
education and training, who are employed in lower-paying jobs. These
occupational hazards include environmental and chemical exposures (e.g., air
pollution, noise pollution, pesticides) and poor working conditions (e.g. shift
work with long working hours, potentially harmful tools) that put them at higher
risk of injury and fatality (Cubbin, LeClere, and Smith, 2000). Psychosocial
stresses at work are another hazard that is more likely to be experienced by less
educated employees. This type of stress occurs when the high demands of the
job is not balanced with enough opportunities for control and skill utilization.
Psychosocial aspects of work including perceived balance between a worker’s
efforts and rewards, perceived justice and discrimination in the workplace, and
social support among co-workers have been shown to have both short- and
longer-term impacts on health, particularly through stressful working conditions
(Almeida, Neupert, and Banks, 2005).

Workplace wellness programs, employer paid health insurance, paid sick
and personal leave, child and elder care benefits, retirement benefits are more
likely to be offered to higher-paid jobs while less-educated workers in lower-
wage jobs are not generally receiving most of these benefits. In Turkey, 38 per
cent of employees (8.7 million) are unregistered according to the official data
gathered by TUIK. The unofficial data claims even more: half of the working
labour force. Due to the fact that the health insurance is a benefit offered by
social security institutions to registered individuals in Turkey, along with the
10.5 per cent (2.9 million) of unemployed population, 11,6 million people in
Turkey have no active health insurance according to February 2013 data of
TUIK. Although registration to one of the social security institutions by

employers per each working employee is compulsory, employers with lower-
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wage workers sometimes ignore social security registration and thus health
insurance is not perceived as a right or common benefit for low-income workers.
In Turkey, one of main reasons of unregistered employment is lack of high-
value-adding employment. Supposing that an individual is paid in accordance
with the value she/he added to the work, a worker’s income will increase with
the value added in employment. The value-added employment is proportionally
increasing with educational attainment. Thus, more education means more value
added employment and as a result a higher income job with registration to the
health insurance (Arca, 2013).

For Turkish households, employment is the sole or main source of
income which is a work-related resource that affects health through multiple
well-documented direct and indirect pathways (TUIK, 2011). With limited
exceptions, greater educational attainment generally corresponds with higher-
paying employment. A recent study conducted in USA estimated that on
average each additional year of schooling represents an 11 per cent increase in
income (Rouse and Barrow, 2006). These differences are particularly dramatic
when compounded over a person’s lifetime: lifetime earnings (in 1999 dollars,
and based on a 40-year, full-time work life) for adults who have graduated from
high school but not attended college have been estimated at $1.2 million,
compared with $2.1 million for those with bachelor’s degrees and $4.4 million
for those with post-baccalaureate professional degrees (Cheeseman Day and
Newburger, 2002).

Workers with higher income have greater economic security and are able
to accumulate wealth. This wealth accumulation enables individuals to obtain
health care when necessary, to provide themselves and their families’ nutritious
diet, and to live in environments that are safer and healthier. The houses,
neighbourhoods, parks and places to exercise that are part of this environment
can promote good health by making it easier to adopt and maintain healthy

behaviours. Work-related income may also affect health through reducing the
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work related stress. Lower-paid workers experience greater stress because they
have difficulties in coping both with everyday stress and family responsibilities
that arose especially after the birth of a child or unexpected illness, due to the

fewer financial resources.

2.1.3 Social and Psychological Factors

Education is linked with social and psychological factors that affect
health. Education is linked with social and psychological factors, including
social support, sense of control and social standing. These factors can improve
health through reducing stress, influencing health-related behaviours and
providing practical and emotional support.

Education may influence health by shaping people’s sense of control.
Sense of control can be defined as an individual’s perceptions of the extent to
which he/she can influence their life circumstances. Perceived powerlessness
and lack of control which are the opposite of sense of control are beliefs that
one's actions do not affect outcomes and the outcomes of situations are
determined by forces external to one's own actions such as powerful others,
luck, fate, or chance. However, personal control is a learned expectation that
outcomes are contingent on one's own choices and actions that one can master,
control, or effectively alter one's environment. Higher levels of education have
been linked with greater perception of personal control, fostering skills, habits
and attitudes, such as problem-solving, purposefulness, self-directedness,
perseverance and confidence that contribute to people’s expectations that their
own actions and behaviours shape what happens to them. Several studies have
concluded that more education confers a greater sense of control, which perhaps
is not surprising given the influence of education on prospects for jobs and
income (Ross and Wu, 1995). Higher levels of self-rated health, decreased risk

of chronic conditions and lower levels of physical impairment are health
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outcomes linked with increased sense of control. Smoking, alcohol
consumption, physical activity and diet are health-related behaviours that are
more likely to be avoided by educated people who have high sense of control
(Mirowsky and Ross 1998). Sense of control may also influence health through
job-related pathways, for example by affecting a person’s job seeking and
performance (Stajkovic and Luthans, 1998). It is difficult to separate out the
effects of sense of control and education on health, because an individual with a
greater sense of control is more likely to achieve higher educational attainment.
Greater educational attainment typically is associated with higher social
standing, which in turn has been linked with better health status. Thus, many
experts believe that social standing is another important factor linking education
with health (Black, Morris, and Smith, 1988). Educational attainment is an
important determinant for determining the rank of an individual within social
hierarchies reflecting status and influence, as well as income and occupation.
“Subjective social status” which is an individual’s perception of where she/he
belongs, has been shown to powerfully predict the health status even after
controlling for conventional measures of socioeconomic status such as
occupation, income and education (Davis, 1956). While the association with
health and subjective social status is not well understood, subjective social status
may be a more comprehensive reflection of social and economic resources.
Social support is another factor relating education to health. Social
support can be “emotional” (having someone to turn to for comfort or advice) or
“practical” (having someone to turn to for practical or material help). Higher
educational attainment, income and occupational status all have been associated
with higher levels of social support (Ross and Wu, 1995). Higher educational
attainment increases a person’s likelihood of having close friends on whom to
rely and of experiencing greater family stability, including a stable and
supportive marriage (Mirowsky and Ross, 1998). Formal educational settings

may encourage the development of friendships and interpersonal skills; people
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with more education and related social advantages may also have more time and
resources to maintain relationships and support friends emotionally and
financially (Ross and Wu, 1995).

Better physical and mental health outcomes are linked with higher levels
of social support. People with more social contacts are under lower mortality
risk across multiple age groups and in both sexes, and disruptions in family
stability have been linked with worse health among adults and poorer health
behaviours and well-being among children (Mirowsky and Ross, 1998). Social
support can buffer the health-damaging effects of stress by reducing negative
emotional and behavioural responses to stressful situations. Larger social
networks can provide easier access to employment, housing and other
opportunities and resources that influence health. Health-related behaviours
such as smoking, exercise and alcohol consumption are behaviour norms that

can be influenced by support within social groups.

2.1.4 Parents’ Education

Parents’ education influences children’s prospects for health during
childhood and beyond. The educational attainment of parents, especially of
mothers, significantly affects children’s health as adults and their educational
attainment (Chen, Martin, and Matthews, 2006).

Parents with lower educational attainment typically face greater
obstacles including lack of knowledge, skills, time, money and other resources.
These obstacles prevent the creation of healthy home environments and
modelling healthy behaviours for their children. The quality of children’s health
and development in turn shapes health later in life, through both direct and
indirect ways. A large body of research has consistently linked adverse effects
on brain, cognitive and behavioural development early in life with important

health outcomes later in life, including cardiovascular disease and stroke,
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hypertension, diabetes, obesity, smoking, drug use and depression—conditions
that account for a major portion of preventable morbidity and premature
mortality in the United States. Healthy development in childhood can also affect
health later in life through its association with greater academic achievement
and educational attainment (Miller, Simon, and Maleque, 2009).

Children’s educational attainment is directly affected by the parents’
educational attainment which can also shape children’s prospects for healthy
lives. Parental education and related social and economic advantage are
associated with children’s academic achievement. The children born in lower-
income families with less educated parents face greater obstacles to success in
school and are less likely to go on to receive college educations (Figure 2.2)
(Rouse and Barrow, 2006).

Child’s Health and

> Development in
Childhood
Parents’ Educational Child’s Health in
Attainment Adulthood
Child’s Educational

Attainment

Figure 2.2 Impact of education on health across generations

Parents’ education levels can affect their children’s education prospects
both directly, through the kinds of support and resources parents are able to
provide at home, and indirectly, through the quality of schools their children are
likely to attend. Less-educated parents are less likely to give importance to
academic achievements of their children and they are less interested in creating

stimulating and nurturing environments for their children (Davis-Kean, 2005).
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Besides, less educated families tend to live in lower-income neighbourhoods in
which schools may have insufficient resources. The level of educational
attainment children eventually achieve affects their health as adults, as in the
same way experienced by less educated parents. Then, it also affects the health
of their own children in turn, perpetuating a dead-end intergenerational cycle of
low educational attainment and poorer health.

Apart from these three aspects, another dimension of the relationship
between health and education is observed clearly on the learning process of
children. In the previous explanations of the association between education and
health, it is revealed that educational attainment improves health in different
ways. It is also true that the health status directly affect the educational
attainment. No matter how well teachers are prepared to teach, no matter what
accountability measures are put in place, no matter what governing structures
are established for schools, educational progress will be profoundly limited if
students are not motivated and able to learn. Health-related problems play a
major role in limiting the motivation and ability to learn of youth, and
interventions to address those problems can improve educational as well as
health outcomes (Basch, 2010).

Educationally relevant health disparities impede motivation and ability to
learn through at least five causal pathways: sensory perceptions; cognition;
connectedness and engagement with school; absenteeism; and dropping out.
Because educational outcomes are influenced by many forces differentially
across various contexts, each health factor, addressed separately, should not be
expected to have large or consistent effects on educational outcomes. For
example, the effects of diet on the brain are integrated with effects of other
factors such as exercise and sleep (Gomez-Pinilla, 2008). The child who is well
nourished, physically active, and well rested is likely to have advantages
regarding cognition compared with the child with deficits in any of these areas.
The child who has difficulty seeing, difficulty paying attention, or is bullied at
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school will struggle to succeed academically and will feel less connected and
engaged with school. In turn, the child who is less connected and engaged with
school will be less motivated to attend. Thus, beyond their individual effects,
educationally relevant health disparities, collectively, can have an influential
role in shaping the educational and social lives of the nation’s urban minority
youth. Further, there are synergistic effects of acquiring skills at earlier stages in
life where by capabilities be get capabilities and influence long-term health
(Heckman, 2008).

To sum, healthier students are better learners. Recent research in fields
ranging from epidemiology and public health to neurosciences and child
development provide compelling evidence for the causal role that educationally
relevant health disparities play in the educational achievement gap that deranges
youth (Basch, 2010). This is why reducing these health disparities must be a

fundamental part of school programs.

If children can’t see well, if their eyes do not integrate properly with
their brain and motor systems, they will have difficulty acquiring the basic and
essential academic skills associated with reading, writing, spelling and
mathematics. If their ability to concentrate, use memory, and make decisions is
impeded by ill-nourishment or sedentary lifestyle, if they are distracted by
negative feelings, it will be more difficult for them to learn and succeed in
school. If their relationships at school with peers and teachers are negative, they
will be less likely to be connected with and engaged in school, and therefore
less motivated and able to learn. If they are not in school, because of
uncontrolled asthma or because they are afraid to travel to or from school, they
will miss teaching and learning opportunities. If they drop out, perhaps because
they are failing or faltering; or because they are socialized to believe that, even
if they complete school, there will be no better opportunities; or because they
associate with peers who do not value school; or because they become pregnant
and there are no resources in place that enable them to complete school while
pregnant and after they have a new-born, it is not likely that they can succeed.
If they cannot focus attention and succeed socially, it is unlikely that they will
succeed academically (Basch, 2010, p: 76).

Although the links between health and education is apparent for many

scientists, there are others who question the relationship between them. Cutler
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and Lleras-Muney have evaluated the theories and evidence on the association

between education and health and concluded that:

The issue of causality is also important. Although there is evidence of
causal effects of education on health at lower levels of schooling, it is not
known if the education returns observed after that level are causal. Nor is it
known if there are returns to higher quality education. Better understanding of
the heterogeneity of the returns to education is also needed. In order to improve
health, it may prove more cost effective to target populations with the largest
returns to health, even though this may exacerbate inequities (Schoeni, House,
Kaplan, and Pollack, 2008, p: 52).

They claim that even if a large part of the association between education
and health is causal, and that increasing educational attainment improves health,
some important questions remain before an appropriate policy response is given.
Only when there occurs a market failure and individuals are investing at
suboptimal levels, causal effects of education on health would call for education
subsidies. Otherwise, people would consider health benefits and financial
benefits together, when they give decisions about their education. Possible
rationales for education subsidies include the idea that individuals may be
unaware of the health benefits of education when they make their education
decisions is the rationale for the supporters of the idea who think education
should be subsidised .

It may be more cost effective to tap the mechanism than to increase
educational attainment. For example, if all of the education effect operated
through income, and income improved health, then it would possibly be cheaper
to transfer income directly, rather than to subsidize schooling. But increasing
educational attainment may prove to be the correct policy response if, for
example, there is no alternative (or cheaper) method to acquire the skills that
ultimately affect health.

In spite of these cautions, education policies have the potential to have a
substantial effect on health directly and indirectly. There is no study in the
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literature that can deny the links between health and education. Assuming that
the observed correlations between education and health are long term causal
effects from education to health, this study will soon evaluate the role of

schooling in health promotion and education.

2.2 What is Health Promotion?

Health is a basic human right and is essential for social and economic
development. An essential tool for health development is health promotion.
Health promotion can be defined as the process of enabling people to increase
control over, and to improve their health. The determinants of health, such as
creating health gain for individuals, contributing to the reduction of inequalities
in health and building human capital are affected from health promotion through
investment and action. The ultimate goal of health promotion is to increase
health status, and to close the gap in health expectancy between countries and
groups. (Ottawa Charter, 1986)

2.2.1 Health

Health is a resource for everyday life, where they learn, work, play and
love. It is not the objective of living. Because, to reach a state of complete
social, mental and physical well-being, the society should identify and realize
ambitions, fulfil needs, and modify or handle with the environment. Health is a
positive concept emphasizing physical capacities and social and personal
resources. Thus, health promotion is not just the responsibility of the health
sector, but goes beyond healthy life-styles to well-being (WHO, 1997a). The
prerequisites for health are peace, shelter, education, social security, social

relations, food, income, the empowerment of women, a stable eco-system,
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sustainable resource use, social justice, respect for human rights, and equity.

Above all, poverty is the greatest threat to health (Ottawa Charter, 1986).

2.2.2 Health Promotion

Health promotion supports personal and social development through
providing information, education for health, and enhancing life skills. By so
doing, it increases the options available to people to exercise more control over
their own health and over their environments, and to make choices conducive to
health (WHO, 1995). Changing patterns of life, work and leisure have a
significant impact on health. Work and leisure should be a source of health for
people. The way society organizes work should help create a healthy society.
Health promotion generates living and working conditions that are safe,
stimulating, satisfying and enjoyable.

There are new problems influencing health status of citizens in countries
such as, urbanization, increase in the number of older people and the high
prevalence of chronic diseases. Resistance to antibiotics, drug abuse, and civil
and domestic violence threaten the health and well-being of hundreds of
millions of people in the world. Especially increasing percentages of mental
health problems and new and re-emerging infectious diseases (such as, bird
influenza etc.) require an urgent response. In that sense, health promotion
activities should meet the changes in the determinants of health (Jakarta Charter,
1997).

The integration of the global economy, financial markets and trade, wide
access to media and communications technology, and environmental
degradation as a result of the irresponsible use of resources are the transnational
changes that should be taken into consideration. These changes shape people’s
attitudes, values throughout the lifespan, and living conditions across the world.

Some of these changes have great positive influences for health, such as the
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development of communications technology, but others, such as international
trade in tobacco, have a major negative impact (Jakarta Charter, 1997).

Equity in health is the main aspiration of health promotion. In order to
enable all people to achieve their fullest health potential, health promotion
activities are focused on reducing differences in current health status and
ensuring equal opportunities and resources. A secure foundation in a healthy
environment, easy access to information, gaining life skills and opportunities for
making healthy choices are some of the actions taken for health promotion.
People cannot achieve their fullest health potential unless they are able to take
control the determinants of their health. Health promotion means much more
than health care. The agenda of policy makers should be directed to be aware of
the health consequences of their decisions and policy makers must be reminded
of their responsibilities for health. Health promotion policy requires
complementary approaches including legislation, fiscal measures, taxation and
organizational change. It is a coordinated action that leads to health, income and
social policies that foster greater equity. The contribution of this coordinated
action is the insurance of safer and healthier goods and services, healthier public
services, and cleaner, more enjoyable environments (Ottawa Charter, 1986).

Health promotion is not just the responsibility of the health sector. The
responsibility for health promotion in health services is shared among
individuals, community groups, health professionals, health service institutions
and governments. A coordinated action, in which all concerned counterparts:
governments, health and other social and economic sectors, nongovernmental
and voluntary organizations, local authorities, industry and the media take part,
is required to achieve health promotion. Individuals, families, communities,
professional and social groups and health personnel have a major responsibility
to mediate between differing needs in society for the pursuit of health. The
different social, cultural and economic development draws on existing human

and material resources in the community to enhance self-help and social
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support, and to develop flexible systems for strengthening public participation in
and direction of health matters. This requires full and continuous access to
information, learning opportunities for health, as well as funding support. The
systems of countries and regions should be taken into account for establishing
health promotion strategies and programmes that meet the local needs (Ottawa
Charter, 1986).

The World Health Organization explains that health promotion policy
requires the identification of obstacles to the adoption of healthy public policies
in non-health sectors, and ways of removing them. The aim should be to make
the healthier choices easier for the easier policy makers as well.

Health promotion works through concrete and effective community
action in setting priorities, making decisions, planning strategies and
implementing them to achieve better health. At the heart of this process is the
empowerment of communities - their ownership and control of their own
endeavours and destinies. Health is created by caring for oneself and others, by
being able to take decisions and have control over one's life circumstances, and
by ensuring that the society one lives in creates conditions that allow the
attainment of health by all its members.

Enabling people to learn, throughout life, to prepare them for all of its
stages and to cope with chronic illness and injuries is essential. This has to be
facilitated in school, home, work and community settings. Action is required
through educational, professional, commercial and voluntary bodies, and within
the institutions themselves. The health sector should give attention to move
towards a health promoting pathway, beyond the providing clinical and curative
services. New channels should be open between the health sector and the
broader social, political, economic and physical environmental components to
support the needs of individuals and communities for a healthier life. The health
promotion conference met in Jakarta in 1997 says that reorienting health

services also requires stronger attention to health research as well as changes in
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professional education and training. The attitude and organization of health
services have to change and refocus on the total needs of the individual as a
whole person (Jakarta, 1997).

Caring, holism and ecology are essential issues in developing strategies
for health promotion. Therefore, those involved should take as a guiding
principle that, in each phase of planning, implementation and evaluation of
health promotion activities, women and men should become equal partners
(Jakarta, 1997).

Good health is a major resource for social, economic and personal
development and an important dimension of quality of life. Political, economic,
social, cultural, environmental, behavioural and biological factors can all favour
health or be harmful to it. Health promotion action aims at making these
conditions favourable through advocacy for health.

According to Jakarta Declaration the priorities for health promotion in
the 21st Century are promoting social responsibility for health, increasing
investments for health development, consolidating and expanding partnerships
for health, increasing community capacity and empowering the individual,
securing an infrastructure for health promotion.

Social responsibility must be a crucial concern for decision makers. Both
the public and private sectors should promote health by pursuing policies and
practices that: avoid harming the health of people, protect the environment and
ensure careful use of resources, restrict production of and trade in inherently
harmful goods and substances such as tobacco and armaments, as well as
discourage unhealthy marketing practices, safeguard both the citizen in the
marketplace and the individual in the workplace, include equity-focused health
impact assessments as an integral part of policy development (Jakarta, 1997).

In many countries, health is not getting enough investments, and the
current ones are inadequate. Especially in Turkey, the number of patients per

doctor and the total expenditures as a percentage of Gross Domestic Product is
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very inadequate. The OECD 2012 data says that in Turkey which stands at the
bottom of the country list among all OECD countries, there are 1.4 doctors per a
thousand patients, while this number is 2.9 on average in OECD countries.
While the average of OECD countries spend 9.5 percentage of their gross
domestic product on health on average, Turkey spends only 6.1 per cent, and
this is the lowest percentage among all countries. Increasing investment for
health development requires a truly multi sectorial approach including additional
resources for education and housing as well as for the health sector. Significant
advances can be achieved with the reorientation of existing investments and new
investments that contribute to human development, health and quality of life.
The interests of particular groups such as women, elderly, children and poor
should be reflected while investing in health promotion.

Cooperation between different sectors is required for health
improvement and social development of the whole society. Existing partnerships
need to be strengthened and the opportunities for establishing new partnerships
must be explored. Partnerships offer mutual benefit for health through the
sharing of expertise, skills and resources. The partnerships should be ethical and
transparent and include common understanding and respect.

“Health promotion is carried out by and with people, not on or to
people.” (Jakarta, 1997). It improves both the ability of individuals to take
action, and the capacity organizations or communities to influence the
determinants of health. Increasing the capacity of communities for health
promotion is something that can be achieved by practical education, leadership
training, and access to resources.

An infrastructure available for promoting health is possible only when
locally, nationally and globally funded new mechanisms are found. Health
promotion can be maximized by confident governments, nongovernmental
organizations, educational institutions and private sector that ensure the resource

mobilization. There are "Settings for health” representing the organizational
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base of the infrastructure required for health promotion. New health challenges
mean that new and diverse networks need to be created to achieve intersectoral
collaboration. Such networks should provide mutual assistance within and
among countries and facilitate exchange of effective information and strategies.
To improve planning, implementation and evaluation of health promotion
programs, documentation of experiences should be enhanced. Reporting the
researches and projects is an important tool for this enhancement. “All countries
should develop the appropriate political, legal, educational, social and economic

environments required to support health promotion” (Jakarta, 1997).

2.2.3 Health Promotion to World Health Organization

Health promotion is one of the main concerns of World Health
Organization (WHO, 2009). The organization is arranging conferences focusing
on health promotion since 1986. The first conference was held in Ottawa and
still, the principles decided in Ottawa are used globally to promote health. The
definition of health promotion and the pathways to spread health promotion
studies across countries are discussed in these conferences since 1986. The
fourth conference held in Jakarta in 1997 is seen very important as well, since in
this conference a charter for new challenges of health is signed. The Jakarta
Declaration on Health Promotion offers a vision and focus for health promotion
into the next century and tries to express the pathways to tackle health
determinants in the 21st century.

The participants in Jakarta Conference are committed to sharing the key
messages of the Jakarta Declaration with their governments, institutions and
communities, putting the actions proposed into practice. In order to speed
progress towards global health promotion, the participants endorse the formation
of a global health promotion alliance. The goal of this alliance is to advance the

priorities for action in health promotion set out in this Declaration.
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Priorities for the alliance include raising awareness of the changing
determinants of health, supporting the development of collaboration and
networks for health development, mobilizing resources for health promotion,
accumulating knowledge on best practice, enabling shared learning, promoting
solidarity in action, fostering transparency and public accountability in health
promotion.

Between 10- 14 June 2013 the Eighth Global Conference on Health
Promotion was held in Helsinki, Finland. The main heading of this conference
was ‘“health in all policies”. The draft conference definition for “health in all
policies” was prepared in order to build common ground for understanding of
the concept of Health in all policies. Health in all policies is an approach that
systematically takes into account the health implications of decisions, seeks
synergies, and avoids harmful health impacts, in order to improve population
health and health equity. The approach is based on health-related rights and
obligations and should improve the accountability of public policy makers for
health impacts at all levels of policy making. Including an emphasis on the
consequences of public policies on health systems, determinants of health, and

well-being is very crucial.

Health Promotion Logo

The logo was created for the First International Conference on Health
Promotion held in Ottawa, Canada, in 1986. At that conference, the Ottawa
Charter for Health Promotion was launched. Since then, World Health
Organization kept this symbol as the Health Promotion logo (HP logo), as it
stands for the approach to health promotion as outlined in the Ottawa Charter
(Figure 2.3).
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Strengthen Community Action

Develop Personal Skills

Create

Advocate Supportive
Environments

Reorient
Health Services

Source: (Ottawa Charter,1986).

Figure 2.3 Health Promotion Logo

The logo constitutes a circle with three wings. It combines five key
action areas in Health Promotion, which are building healthy public policy,
creating supportive environments for health, strengthening community action for
health, develop personal skills, and re-orienting health services, and three basic
health promotion strategies: to enable, to mediate, and to advocate.

The outside circle is aiming to emphasize “Building Healthy Public
Policies”. The circle is closed to express that all policies should be kept together.
There are three wings representing the five key action areas of health promotion
determined in the Ottawa Charter.

The three basic strategies for health promotion (enabling, mediating,
advocating) are standing in a round spot. The three wings represent (and contain

the words of) the five key action areas for health promotion that were identified
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in the Ottawa Charter for Health Promotion in 1986 and were reconfirmed in the
Jakarta Declaration on Leading Health Promotion into the 21st Century in 1997.

Overall, the logo visualises the idea that Health Promotion is a
comprehensive, multi-strategy approach. Health promotion applies diverse
strategies and methods in an integrated manner - one of the preconditions "for
Health Promotion to be effective” (Jakarta Declaration 1997). Health Promotion
addresses the key action areas identified in the Ottawa Charter in an integrated

and coherent way.

2.3 Why Promote Health at Schools?

The relationship between education and health is explained in detail in
the previous sections. This relationship can be used to help create health
promoting schools. The rationales for promoting health through schools are
obvious. With more children than ever receiving a formal education, schools are
rational places to reach school-age youth and their families in an organised way,
and to ensure the personal development essential for national welfare. Schools
are among the most important institutions and settings in which health can be
created.

In almost every community, the school is a setting where students and
staff spend a great deal of their time and many people learn and work, care for
and respect each other. Schools are places where education and health
programmes can be applied most effectively; because they influence students at
important stages in their lives, from childhood to adolescence. For every society,
children are the most important natural resources. Children should be placed at
the centre of development. The power of the villages, cities and nations will be
determined by these children’s wellbeing, skills, educational attainment and
energy in the future. The capacity of healthy children who are lively, curious

and ready for trying new things can be unbounded. In the past few decades,
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many threats to the children’s youngest children are defeated successfully in
many countries. In today’s world, children are healthier than in the past. They
live longer, are better nourished, have more up-to-date immunisations. As a
result, about 2.5 million fewer children die annually now than in 1990 (WHO,
2012). The number of children attending school is increasing as well. But still,
weak health prevents children from attending regularly to school, so that these
children do not get the knowledge and capabilities necessary for growing as
productive and skilful citizens who can contribute to the growth and welfare of
their countries. Any children should take part regularly in educational activities.
To do this, they must be healthy, attentive and emotionally secure. Schools are
places where the health of students, school staff, families and other community
members can be promoted (WHO, 2012).

Schooling, alone, has been shown to be a powerful way to influence
health, worldwide (WHO, 1999). Its influences may be clearly observed in
benefits to maternal and child health. For example, the fertility rate and literacy
rates are correlated in opposite directions. World Health Organization states that
the fertility rates fall down as the literacy rates increase in developing countries.
Women tend to marry later and more likely to use family planning methods as
they have more educational attainment. Mothers are more able to take care of
their babies as they get even one more year of education. The babies of these
educated mothers are more likely to be immunized and to get medical care.
Furthermore, all schools, with more or less resources, can contribute to the
students’ and staff” decisions to care for themselves and others and have more
control over life’s circumstances, and ensure better conditions that are
conducive to health. These are the qualities through which health is created and
they are either encouraged or discouraged by a school’s policies, management

practices and social conditions (WHO, 1999).
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2.3.1 What is a Health Promoting School?

A Health promoting school views “health” as physical, social and
emotional wellbeing (WHO, 1998a). It strives to build health into all aspects of
life at school and in the community. Schools in different regions, in different
countries have distinct strengths and needs. Improvement of health and
reduction of health problems can be possible by building on those strengths and
drawing on the imagination of students, parents, teachers and administrators.
This is the heart of the process of becoming a Health-Promoting School.

The Ottawa Charter (1986) of WHO recognizes that, “Health is created
and lived by people within the settings of their everyday life; where they learn,
work, play and love. Health is created by caring for oneself and others, by being
able to make decisions and have control over one’s life circumstances, and by
ensuring that the society one lives in creates conditions that allow the attainment
of health by all its members.”

In the chapter below, some of the opportunities available in the school
settings for improving health of young people and preventing the occurrence of
health risk behaviours are described. School is a miraculous organization for
improving the health of school personnel, families and members of the
community, as well as students at the same time. It is a means to support the
basic human rights of both education and health. It offers opportunities to
achieve positive health and education outcomes with investments of scarce
education and health resources. It also offers highly visible opportunities to
demonstrate a commitment to equity and to raising the social status of women
and girls. Primary school enrolments are increasing in nearly every part of the
world. For example in Turkey, the net schooling ratio by educational year and
level of education in 1997- 98 educational years was 84.7 per cent. In that year
compulsory education was increased to 8 years. In 2012-13 educational years

this ratio has increased to 98.7 per cent. The main exception of this situation in
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the world is in Sub-Saharan Africa, where enrolments are stagnating or
declining (UNICEF, 1999). However, worldwide, schools reach millions of
students and, through them, their families and communities. Therefore, as
articulated by UNICEF, the formal education system is “the developing world's
broadest and deepest channel for putting information at the disposal of families,
school personnel, and community members as well as students”(UNICEF,
1988).

There are six features of health promoting schools according to World
Health Organization (WHO, 1996):

1. First of all, health promoting schools engage health and education
officials, teachers and their representative organisations, students, parents, and
community leaders in efforts to promote health, with families and community
groups involved in the school, community services, businesses and organisations
linked to the school, school/community projects and outreach, health promotion
for school staff.

2. This kind of schools has sufficient sanitation and water. They are free
from abuse and violence and they have a climate of care, trust and respect,
social support and mental health promotion, safe school grounds, opportunities
for physical education and recreation. With these qualifications health

promoting schools endeavour to provide a safe and healthy environment.

3. Health promoting schools provide skills-based health education. The
curricula of these schools improve students' approach of factors that have an
impact on health and enable them to make healthy choices and adopt healthy
behaviours throughout their lives. These curricula include critical health and life
skills, that focus on promoting health and well-being, besides prevent important

health problems, these schools give their students information and activities
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appropriate to children’s intellectual and emotional abilities and also training and

education for teachers and parents.

4. Schools that promote health provide access to health services. These
services are best provided in the school settings, such as screening, diagnosis,
monitoring growth and development, vaccination, selected medications and
procedures. It is obvious that establishment of these services depends on school
resources and partnerships with local health agencies are required. These

agencies will also provide healthy nutrition and food safety programmes.

5. Health-promoting policies and practices are implemented by health
promoting schools. An overall policy supported by school administration as well
as teaching practices that help create a healthy psychosocial environment for
students and staff is appropriate for promoting health at schools. Equal treatment
for all students, drug and alcohol use, tobacco use, first aid, nutrition, physical
exercise and violence are policy areas that help prevent or reduce physical,

social and emotional problems.

6. Health promoting schools strives to improve the health of the
community by paying attention on community health concerns and participating

in community health projects.

These measures are taken into consideration to constitute a base for
questioning and analysing the current health promotion situation in the public
primary school studied for this case study.

Fundamentally, a health promoting school uses its full organisational
potential to promote health among students, staff, families and community
members. A health promoting school starts with its own resources. It does not

matter whether they are many or few (WHO, 1999).
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2.3.2 Barriers to the Development of School Health Programmes

World Health Organization convened an expert committee on
Comprehensive School Health Education and Promotion in Geneva,
Switzerland, from 18 to 22 September 1995 in order to encourage educational
and health institutions and agencies to coordinate their efforts to promote health
through schools (WHO, 1995). The primary objective was to make
recommendations for policy measures and actions that WHO (including its
Regional Offices), other United Nations agencies, national governments and
nongovernmental organisations could apply to enable schools to use their full
potential to improve the health of children and young people, school staff,
families and community members.

The expert committee surveyed how schools in the world affect health of
children, families and community members and the global state of school health.
Identifying the opportunities for and barriers to strengthening school health
programmes at international, regional, district and local levels is a reference
point for expert committee members.

After understanding the current situation and the reasons for problems
the committee members are to make recommendations aimed at strengthening
school health infrastructure and school health promotion activities. These
activities have to maximize intersect oral action in support, assist policy makers
and and decision makers in planning, implementing, and evaluating programmes
and finally encourage the research needed to improve and fill gaps in
professional knowledge.

There are significant reasons for designing school health programmes.
The Expert Committee stated that that there is a rich base of knowledge on
which to act to develop and improve school health programmes. Moreover, the
research findings in both developing and developed countries demonstrates that

school health programmes can simultaneously decrease common health
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disparities, increase the efficiency of the education system and advance public
health, education and social and economic development (WHO, 1997a).

The Expert Committee reviewed five barriers to the development of
school health programmes as identified by national, district and local education
and health workers (WHO, 1995):

1. There is a lack of clear vision of the potential benefits of school health
programmes and how they might be realized. These visions motivate people to
develop and implement solutions and to start a difficult process and see it
through to the end. However, once a vision has been articulated, careful strategic
planning is required. A vision without a plan is only a dream, whereas a plan
divorced from a vision is lifeless and mechanical. Neither can yield any lasting,

positive result without the other.

2. There is an inadequate understanding of the need for school health
programmes and the new educational, medical and environmental technologies
which they involve by decision-makers in influential international, national and
local agencies, or by the public at large. Moreover, health promotion
programmes can awake controversy, because they are intended not only to teach
facts, but also to assist students, staff, parents and members of the community
change in their behaviour. Even if the need for these changes is seen necessary,

they are often seen as secondary to other priorities.

3. The lack of collaboration and coordination among responsible parties
remains as a barrier. The progress in health promotion can occur when the
ministries of health and education, as well as their representatives as the
provincial, district and local levels, collaborate altogether, due to the fact that
health and education are closely associated. Moreover, the ministries of

planning, development, transport and others, all have interests, capacities and
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responsibilities that can affect school health programmes. Additionally, the
effective collaboration of nongovernmental organisations plays important roles
in improving the health and education of young people.

4. The process of change has to be owned to convince participants to feel
a sense of responsibility. Without a sense of ownership, responsibility and
accountability school health programmes cannot be successful. The sense of
responsibility is crucial to expect accountability. It is virtually impossible to
know if success is being achieved or how to adapt what is being done without
accountability. This relationship holds at every level and across levels. A barrier
is created when national governments declare school health programmes to be
the responsibility of schools, without giving them the necessary resources. The
sense of ownership is prevented when school principals and head teachers place
the responsibility for change but not allowing teachers to help determine the
direction and processes for that change. Another barrier is created when the
roles of participants are poorly defined and no one feels a legitimate part of the

process in intersect oral collaborations.

5. The last barrier is the lack of resources (financial and human
resources, materials and organisational infrastructure) and moreover little
importance is given to the provision of these resources which undermines the
achievement of educational and health outcomes, for the health and education of
children and adolescents. Too few teachers and school personnel are educated
and trained in the broad concepts of school health programmes. They are mostly
not aware and do not have the skills to implement them. Materials for teaching
about health, such as curriculum and training guides, are not available in many
schools. Even minimum facilities for latrines and safe water are not available in

many schools. This situation is rendering both health and education impossible.
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2.4 Abraham Maslow’s Humanistic Theory

Humanistic theory is based upon the idea that everyone has the potential
to make a contribution to society and be a good and likeable person — if their
needs are fulfilled. Abraham Maslow (1968) led the humanistic theory
movement and it was Maslow who developed the “pyramid of needs”. This
theory is important to emphasize the importance of health promotion in schools,
providing the fact that health promotion does not only improve the health status
of children, but it also increases the ability and motivation of children to get
education.

This theory in linked closely to the health and education concerns,
because it is claimed that a child deprived of his basic health rights cannot show
progress in educational life. Maslow (1943) believed that fulfilling the needs —
in the correct order — would allow individuals to become self-actualized, fully
able persons. So only after the basic physiological needs — such as food, shelter,
warmth — are met can individuals move on to the next stages; the need to feel
secure, to be loved and accepted etc.

Maslow developed his theory not by studying mentally ill patients,
which is where much psychological knowledge had derived from up to that
point, but by studying healthy, productive, creative individual’s lives and
careers. He concluded that there were common characteristics which were
shared by successful individuals — including self-acceptance, openness and
respect for other individuals.

Abraham Maslow has been considered the Father of Humanistic
Psychology. Maslow's theory is based on the notion that experience is the
primary phenomenon in the study of human learning and behaviour. He placed
emphasis on choice, creativity, values, self-realization, all distinctively human
qualities, and believed that meaningfulness and subjectivity were more

important than objectivity. For Maslow, development of human potential,
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dignity and worth are ultimate concerns. Humanistic theory suggests that the
achievement of happiness is frequently dependent upon achieving, or giving
yourself the license to, investigate and pursue your own deepest interests and
desires.

From Maslow's perspective, the drive to learn is intrinsic. The purpose of
learning is to bring about self-actualization, and the goals of educators should
include this process. Learning contributes to psychological health.

2.4.1 Maslow’s Hierarchy of Needs

Maslow is famous for proposing that human motivation is based on a
hierarchy of needs (Figure 2.4). The lowest level of needs is physiological and
survival needs such as hunger and thirst. Further levels include belonging and
love, self-esteem, and self-actualization (Maslow, 1943).

Physiological needs consist of needs for oxygen, food, water, and a
relatively constant body temperature. They are the strongest needs because if a
person were deprived of all needs, the physiological ones would come first in
the person's search for satisfaction. We need these for basic survival. Maslow’s
theory said that you need to satisfy first the basic needs like physiological needs
and safety needs to get motivation to truly attain the higher-level needs like

social needs and esteem.
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Figure 2.4 Maslow's Hierarchy of Needs Pyramid

When all physiological needs are satisfied and no longer dominating our
thoughts and behaviours, we progress to safety needs. A person's attention turns
to safety and security for himself/ herself to be free from the threat of physical
and emotional harm. Such needs might be fulfilled by: living in a safe area,
medical insurance, job security, financial reserves. These include the need for
security. We often have little awareness of these, except in times of emergency
and disorganization in social structure (war time, terrorist acts, domestic
violence, and natural disasters). Maslow's hierarchy said that, if a person feels
that he or she is in harm's way, higher needs would not be attained that quickly.

When a person has attained the lower level like Physiological and Safety
needs, higher level needs become important, the first of which are social needs.
Social needs are those related to interaction with other people like: need for

friends, need for belonging, need to give and receive love. When safety and
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physiological needs are met, we desire, to be loved by others and to belong.
Maslow states that people seek to overcome feelings of loneliness and
alienation. This involves both giving and receiving love, affection and the sense
of belonging (family, friends, and social groups).

After the first 3 classes of needs are met, the needs for esteem can
become dominant. These involve needs for both self-esteem and for the esteem a
person gets from others. Esteem needs may be classified as internal or external.
Self-respect and achievement are some examples of Internal esteem needs.
Social status and recognition are some examples of External esteem needs.
Some esteem needs are: self-respect, achievement, attention, recognition,
reputation. Humans have a need for a stable, firmly based, high level of self-
respect, and respect from others. When these needs are satisfied, the person feels
self-confident and valuable as a person in the world. When these needs are
frustrated, the person feels inferior, weak, helpless and worthless.

When all of the foregoing needs are satisfied, then and only then are the
needs for self-actualization activated. The last necessity is the self-actualization
or fulfilment needs. This includes purposed, personal growth, and the full
realization of one's potentials. This is the point where people start becoming
fully functional, acting purely on their own volition, and having a healthy
personality. Maslow describes self-actualization as a person's need to be and do
that which the person was "born to do." "A musician must make music, an artist
must paint, and a poet must write." These needs make themselves felt in signs of
restlessness (person feels edgy, tense, lacking something, restless.)

The person must be true to his or her own nature, be what you are meant
to be. Maslow believed that very few people reach the state of self-actualization.
Although we all have the need to move toward the goal of reaching our full
potential, other needs may get in the way.

Maslow was interested in studying people who are psychologically

healthy. These were people who had become self-actualized. He interviewed
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these people to see how they were able to satisfy all of the needs on the
hierarchy. He conducted what he called a “holistic analysis” in which he sought
general impressions from his efforts to understand these people in depth.
Self-actualized people tend to accept themselves for what they are. They
freely admit their weaknesses, but do make attempts to improve. They don’t
worry excessively over the mistakes they have made, but instead focus on
improving. They respect and feel good about themselves. However, this self-
love is healthy and not narcissistic. They are less restricted by cultural norms
than the average person. They feel free to express their desires, even if contrary
to the popular view. These people have frequent peak experiences, in which
time and place are transcended, anxieties are lost, and a unity of self with the

universe is obtained (birth of a child, marriage, deciding to go to school).

2.4.2 Importance of Maslow’s Humanistic Theory to Education and
Health

The most important educational goal is for students to learn. Another
important goal is to make this newly gained knowledge and information
purposeful and meaningful to the students so that it may be retained and useful
throughout their lives. An essential factor involved in meeting these goals is
motivation. If students are unmotivated in one way or another, it is likely that
little learning will take place, or if by chance some learning should take place, it
is probable that it will not be retained.

Maslow wanted to understand what motivates people. He believed that
individuals possess a set of motivation systems unrelated to rewards or
unconscious desires. Maslow (1943) stated that people are motivated to achieve
certain needs. When one need is fulfilled a person seeks to fulfill the next one,

and so on. The earliest and most widespread version of Maslow's (1943, 1954)
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hierarchy of needs includes five motivational needs, often depicted as
hierarchical levels within a pyramid.

Maslow’s theory has great impact on educational structure. In order to
maximize on the effectiveness of school-wide and individual classroom teaching
programs, administrators and teachers must consider student needs and their
hierarchical order. This must be a top priority in the development of these
programs so that students have the capability of reaching their highest levels of
potential. For instance, if a student has not had her breakfast before she comes to
school, she will not be concentrating on learning; she will be preoccupied with
the need for food. Because there are many children who come to school without
a proper breakfast, school systems must meet this need by providing breakfast
programs so that these children will be more likely to learn effectively
(Brickman, 2003).

Schools and government agencies have long realized that if students'
basic needs are not met student performance will suffer. The advent of free
breakfast and lunch programs was a direct result of such considerations.
Unfortunately, these measures address only part of the first tier of Maslow's
theory; physiological needs. Addressing basic physiological needs is still a key
concern in today's classroom. Lack of proper nutrition, personal hygiene and
even sleep affects many of today's students. In lower socioeconomic areas these
concerns are further accentuated. These basic needs must be met before the
student can reach the next level.

Student safety needs play a critical role in achieving student success. The
need for a structured and safe classroom is essential for student growth and
progression. A structured classroom provides psychological safety for the
student. By having knowledge of clearly defined and established processes,
procedures, rules and practices you eliminate students' fear of the unknown. By
gaining knowledge of the expected dynamics of the classroom, the student gains

more control of their environment simply by being aware of what is going to
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happen before it happens. A safe environment is not limited to physical
parameters. Students must not only feel safe in the classroom physically, but
emotionally and psychologically as well. An environment must be provided and
maintained where students feel free to take risks -- such as answering a question
or sharing thoughts without concern for ridicule or teasing by other students.
Additionally, students must trust that the teacher will not ridicule, use sarcasm,
or otherwise berate the student when answering questions or addressing issues.
The student must feel a degree of safety in all aspects of the classroom and
school environment before progressing to the next step in Maslow's theory --
belongingness and love needs.

Robert Slavin (2012), in his book “Educational Psychological” notes,
"The most important...needs, however, may be those for love and self-esteem."
The student must feel that he/she is important as an individual -- that he/she is
lovable and is deserving of being loved and cared about. Oftentimes the only
time that these attributes are reinforced may be by the teacher at school.
Students must be made aware that teachers value them as individuals as well as
the work they perform. We as teachers must take advantage of each and every
opportunity to reinforce each student's self-esteem in the manner in which we
treat them in the classroom. This reinforcement of positive attributes of the
student in turn aids in developing respect or a favourable impression of oneself.

Once these needs are met, the student may then move to the next level-
need to know and understand. It is at this level that the student is most receptive

to learning. Our challenge is to aid the student in achieving this level.

2.5 Teachers’ Role in Health Promotion

Teachers are a key factor in reforming education to educate and promote
health. There is an important research explaining the social cognitive theory

owned by Bandura in 1997 stating the belief that teachers influence the nutrition
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and activity practices of students by health behaviour theories, such as the social
ecological model and the social cognitive theory. These theories recognize that
significant adults, such as teachers, influence youth behaviour through role
modelling and social support. It has also been shown by Donnelly’s study in
2009 that teachers' participation in a physical activity program has a significant
effect on students' physical activity involvement (Snelling, Belson, and Young,
2012).

Snelling, Belson, and Young are revealing the fact that teachers are
ideally suited to have a role in school health reforms, because teachers have
direct and indirect impacts on student health outcomes. That exploratory study
investigated teachers' beliefs and self-efficacy on the intersection of learning and
health. The research is valuable for this study regarding the clues it gives about
the beliefs and motivations of teachers. The findings demonstrate that there is a
the need for a health promotion program for teachers in this school district,
because, although schools may require innovation to deliver health promotion
programs to teachers, the potential benefit is a healthier school workforce, which
could translate to healthier students. The teachers surveyed appear to believe in
the intersection of health and learning, which may be indicative why schools
have to improve the health of students (Snelling, Belson, and Young, 2012).

The paper written by Yager and O’dea (2005) examines the important
contribution that teachers and other educators have to offer in the prevention of
eating disorders and child obesity. Schools have been recognized as an ideal
setting for health promotion in prevention of eating disorders and child obesity
due to the continual and concentrated access to a large number of individuals at
a developmentally appropriate age. In addition to providing access to children
and adolescents, school based programs offer the opportunity for curriculum
support and reinforcement using a whole school approach to health promotion
(Yager and O’dea, 2005). There are two systematic reviews in the literature

concerning the effectiveness of the health promoting school pointing to the fact
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of involvement of whole school, changes in psychosocial environment, personal
skill development and parent and community involvement. Other studies show
that properly implemented health promotion programmes are influenced by
political and contextual factors that are necessary to develop projects (Jourdan,
2011). Much research has been devoted to contextual factors with less emphasis
on teachers’ classroom practises and perceptions such as their perceptions of
efficacy of health promotion programmes, their own self efficacy beliefs.

The findings of Yager and O’dea show that teachers and school
personnel are potential change agents to prevent eating disorders and child
obesity but they are generally underutilized instead of their possible valuable
contribution. This study perceives teachers and other school professionals as a
factor for the success of treatment and prevention of obesity and other eating
disorders. When the nutrition, dieting, weight control knowledge, values,
attitudes, and behaviours of teachers and other school professionals involved in
the treatment or prevention of obesity and eating disorders in schools fail to be
sufficient these prevention programmes have limited positive outcomes. This
may be due to the fact that school professionals are unknowledgeable about
nutrition, prevention science, and appropriate methods of prevention for eating
disorders and obesity. They also may be sensible to their own body image and
weight-related problems, especially if they are young and female. Furthermore,
the professional role and experience of these teachers and school staff may not
necessarily protect them against having significant levels of anti-fat bias. These
factors, all together, may have important influences on the success of prevention
attempts, in particular, because of the potential for improper role modelling and
transference of these attitudes and behaviours.

Another paper written about the role of classroom teachers in nutrition
and physical education suggests that comprehensive school health education
goes beyond the classroom, especially for the prevention of overweight and

obesity (Prelip et al., 2006). The opinions of elementary school teachers on
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nutrition education and physical education were gathered and their perceived
roles and responsibilities, their institutional and community support, and their
beliefs about the effects of nutrition and physical education on students’
knowledge, attitudes, and behaviours were investigated (Prelip et al., 2006).

According to this study schools can become involved in nutrition
education and physical education in there ways: direct health services, such as
nutrition and physical activity counselling in a school-based health clinic, the
school environment and school meals, and classroom-based nutrition education
and physical education. Due to the given the multiple influences on health and
health behaviours and the limited funds available for health promotion,
previous research suggests that a comprehensive approach can be an effective
way to improve the health of children and adolescents.

Prelip et al. (2006) says that from school principals to food service
program managers, every staff member is responsible from comprehensive
school health programs. With an increasing importance, classroom teachers are
perceived to be responsible for health education, including nutrition education
and physical education. There are some experts who have concerns about
assigning additional responsibilities to classroom teachers. Prelip et al. (2006)
takes attention to the fact that assignment of additional responsibilities to
teachers without concomitant increases in pay or status can produce role
ambiguity or work overload which can decrease program implementation. If
classroom teachers will be expected to add health to their teaching repertoire,
they must be adequately trained and motivated.

The results of Prelip et al.’s (2006) study examining the roles and
perceptions of elementary school teachers regarding nutrition education and
physical education showed that these teachers are aware of the problems among
students at their schools like overweight, excess consumption of high-fat and
high-sugar foods, and lack of physical activity. Teachers understand the multiple

factors affecting student nutrition and exercise, including the family, the school
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environment, and student knowledge, attitudes, and behaviours. Teachers
participated in this study perceive their role in nutrition education primarily as
an instructor who teach nutrition concepts in classroom. However, they also
believe their role involves being a role model in healthy eating habits, defending
the students, and motivating and facilitating the good nutrition habits of their
students.

The elementary school teachers in Prelip et al.’s (2006) study are
creatively combining nutrition education and present subject areas of an already
impacted curriculum in the light of the fact that students are getting overweight
and there are more pressures on students than ever to score well on standardized
tests. Teachers use activities such as counting, graphing, art projects, stories,
and gardening to accomplish this integration. This is important because
integration of health education into other subject areas is a key component of
effective health education. Integration is a strategy that helps teachers to
efficiently use classroom time, while presenting new material in a familiar
setting and context. Teachers in Prelip et al.’s (2006) study believe that nutrition
education improves students’ knowledge of nutrition and help them to make
healthier food choices. Most teachers think that students eat healthier food less
or more as a result of nutrition education. However, it is agreed that too little
classroom time is spent on nutrition education. Time spent for other classes take
too much time and teachers have limited training about nutrition education.
Also, there is a lack of equipment and facilities to teach healthy eating. These
barriers are preventing nutrition education according to this study.

The results of Prelip et al.’s (2006) study also indicate that physical
education is a responsibility of classroom teachers. More than 80 per cent of
teachers participating in this study declared that physical education is not
taught a physical education teacher in their school. Physical education includes
several types of activities, such as motor skill development, instruction in

individual and group sport and dance activities and instruction about the benefits
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of fitness. Physical education is reported to have a positive effect on both the
school community and on student fitness. It teaches teamwork and
sportsmanship and promotes a healthy lifestyle. Most teachers think that
physical education improves student fitness either a lot or a little. Due to the
lack of structure and lack of time in physical education class, the effect of
physical education is remaining limited. The barriers among physical education
are similar to the barriers of nutrition education. Other classes take too much
time and there is limited teacher training. Moreover, schools lack the adequate

equipment and facilities.

2.6 Factors and Barriers Affecting Teachers’ Commitment to Promote
Health

There are various factors and barriers affecting teachers’ commitments
and willingness to promote health in the literature. One of them is a study
conducted by Jourdan, Stirling, Mannix, Mc Namara, and Pommier (2011)
about the influence of professional factors in determining primary school
teachers’ commitment to health promotion. The objectives of the study were to
identify the professional issues that teachers perceived as important in their
commitment to a health promotion programme launched in their schools and to
understand their perceptions of the impact of the programme on themselves as
professionals, individuals, on students, on school staff and on the relationship
with students’ families. The school participation in a health promotion
programme does not necessarily mean that all teachers’ will engage with it. The
beliefs of teachers about the programmes, the school’s perceptions of student
behaviour, the relationships with parents and the general school dynamic are the
main factors that shape the perspectives and thus commitment of teachers
towards health promotion programme. Teachers who believe that they have an

impact on promoting healthy lifestyles and teachers who perceive their role as a
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means of school improvement are more likely to implementing health promotion
programmes (Jourdan et al., 2011). This is a key factor since teacher’s views of
their role in health promotion are closely linked to teacher’s professional
identity. However, the negative impact perceived by some teachers should not
be underestimated.

Jourdan et al. (2011) says that implementing a health promotion
programme requires a higher level of collective involvement than usual teacher
practices. This is a difficulty for teachers and the challenges of collective work
are heavy. When the negative effect of the implementation becomes too
challenging, programme development may reduce and teacher motivation is
decreased. Teachers can develop more integrated implementation when the
development of training that integrates issues linked to the development of
partnership, networking skills and sharing of experiences. There is a
considerable body of evidence on educational change. There are three areas of
significant influence affecting implementation: characteristics of change, local
characteristics and external factors.

Jourdan et al. (2011) finds out that instead of general thought, local
characteristics such as the school district and the headmaster and external factors
such as government and other agencies, are not mentioned by teachers as being
critical for their involvement. Involvement of teachers to the programme is
mainly dependent on factors connected to the teacher himself or herself. The
perception of the need of change, the clarity about goals and needs of the
change, quality and practicality of the program and the complexity: the extent of
change required to those responsible for implementation is areas for change
process. In this initiative, most of the teachers perceive the relevance of the
objectives of the programme, perception of the need for the programme, goal
clarity, programme quality and practicality as important. The programme
implementation created tension among staff according to majority of teachers.

Thus, it can be claimed that the amount of change required from teachers was
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posing a challenge to them. These tensions are linked to the fact that the health
promotion approach is not shared by the whole staff. The attention to the school
climate, collective work, relationship with the parents and accumulation of
various programmes implanted in schools may be the challenges for them.
Difficulties in establishment or lack of commitment is not simply a question of
positive or negative teacher attitude to change but rather may be more related to
the staff capacity to cope with change.

This study (Jourdan et al., 2011) concludes that the health promotion
programmes have to be perceived as a central mission of the school setting:
socialization and learning to be successful. Teachers have to find this mission
meaningful and relevant to their educational understanding. They also need to
be a response to a problem in their specific setting. In France, there is no
mandatory health education, so teachers are often in initial states of adoption.
They are more comfortable with the aspects linked to the curriculum than with
society partnerships even if they have interest in health promotion.

Jourdan et al. (2011) claims that to build a common culture based on
health promoting school approach, the development of comprehensive, both pre-
service and in-service, professional development programmes are key issues.
Since 2005, the French teacher training colleges’ health education network
includes more health promoting knowledge initial teacher education. The skills
of the staff to implement change and to work collectively are crucial, so that the
views of teachers in relation to health promotion have to be considered at the
early stages of the implementation in order to shape and adjust the intervention
programme.

There is another study conducted by Soultatou, Tzamalouka, and
Kafatos, (2009) on fostering voluntary informal health mentoring in primary
school in Greece. This research article aims to explore to what extent primary
school teachers foster health-mentoring in their routine education practice on an

informal and voluntary basis. Also it aims to identify the barriers school teachers
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face in fostering informal voluntary health mentoring within routine educational
practices in Greek public schools. In brief, the findings showed that Greek
primary school teachers are willing to integrate informal health mentoring in
their teaching activities. However there are barriers reported. First, subjective
barriers and professional choices are the primary ones and are at the top of the
barriers list, whereas organizational and structural characteristics are seen as less
significant obstacles. External non-organizational factors are the least mentioned
barriers in health mentoring. Individual professional choices are placed higher
on the hierarchical pyramid of barriers for health mentoring. In-service and pre-
service training are pointed on one hand and extrinsic motivation is kept on the
other hand to interpret the barriers.

Soultatou et al. (2009) says that the insufficient extrinsic motivation was
seen as an important barrier by teachers on the individual professional
orientations agenda. Greek schoolteachers are permanent civil servants with
minimal professional development prospects and they earn remarkably low
salaries. In this context, an additional non-paid requirement, such as voluntary
health mentoring, does not seem a favourable behaviour amongst the teachers
who took part in this research. The teachers who are willing to implement
health-mentoring practices to enrich their educational practice are the ones who
neglect the existence of objective or subjective barriers. This is a quite apparent
relationship which needs no further expanding.

Soultatou et al. (2009) finds out that when the commitment to the formal
curriculum decreases, the teachers were more prone to indulge into informal
health mentoring. The educational policies in Greece do encourage teachers to
develop their own syllabus. Therefore, teachers are not confident yet to diverge
from the traditional teaching practice that required strict attachment to the
national curriculum.

Another surprising result of that study is that the teachers who reported

less training in health-related subjects are more prone to assume informal health
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mentoring. There are three possible explanations. Firstly, it may be difficult for
teachers trained in health-related issues to translate theory into practice.
Secondly, reluctance to do health mentoring may indicate that previous training
in health-matters did not include an element of mentorship, so that mentorship is
treated as an unfamiliar concept. Finally, teachers who are less familiar with the
concept of mentorship may be more enthusiastic to include health mentoring in
their practice as a positive challenge to their educational role. Senior teachers
hold more enthusiasm than younger ones towards health-related teaching such
as voluntary informal health mentoring. Senior people are more inclined to
volunteer for peer-education in health education and they have a tendency to
maintain a positive attitude towards health protection.

Despite teachers’ overall positive attitudes towards health mentoring,
certain problems were determined through Soultatou et al.’s study. The most
important barrier is the teachers’ insufficient in-service training in health-related
content and the lack of innovative teaching methods to apply this content into
practice. The traditional authoritarian teaching profession requires more support
so that new elements, like health mentoring, could be effectively incorporated
into shifting teaching practices.

Prelip et al. (2006) states that, besides training, the availability of
resources like curricula, textbooks, equipment, and facilities are important
because they affect the ability of teachers to implement health education.
Curricula, books, and classroom materials are mentioned by teachers of this
study as resources for nutrition education and physical education. According to
the findings of this study, there are several organizations in the society to be
potential resources, including grocery stores and other local businesses;
hospitals, health care facilities, and health care providers; parks and recreation
departments; local colleges and universities; and parents and families of

students.
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2.7 Impact of Curriculum in Health Promotion

A study by Herbert focuses on the effective health education curricula by
exploring the relationship between instructional strategies and effective health
education curricula. The curricula are shown to influence health promoting
behaviour and have been found to share common characteristics. They are
research-based, theory driven and culturally accurate and basic. They all depend
on specific behaviours. Their learning activities engage students in interactive
and experiential ways. Students are given opportunities to model and practice
skills. They address social and media influences on behaviour. The individual
values and group norms that support health-enhancing behaviours are
strengthened and supported. They are of sufficient duration to allow students to
gain the needed knowledge and skills; Teacher training that enhances
effectiveness is included in these curricula.

In Herbert and Lohrmann’s (2011) study, the characteristics of
curriculum for effective health education programs are expressed as
comprehensive and varied teaching methods, sufficient dosage, theory-driven,
opportunities for positive relationships, appropriately timed, culturally relevant,
included outcome evaluation, and delivered by trained teachers. The teaching
methods found in effective programs are found to be stressed active, skill-based
learning for students. Skills, rather than facts, were also found to be the major
catalyst for behaviour change (Herbert and Lohrmann, 2011).

According to Herbert and Lohrmann (2011), teachers should combine 3
to 5 active learning strategies for teaching students the skills they need to make
and sustain healthy decisions throughout life. These are role play, group
cooperation, interactive technology, team games and small group discussion.
Through role playing the student learns how to communicate, resolve conflicts,
avoid and refuse health disturbing behaviours. Group cooperation is important

for advocacy problem solving and again communication. Interactive technology
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is an active learning strategy that enables the student to evaluate, solve problems
and advocate. Critical analysis and communication is gained by playing team
games. The last strategy is small group discussions that provide better
communication skills, self-management, responsibility and critical analysis
skills. These active learning strategies enable students to apply knowledge
through practice. When active learning is taken away of education curricula, all
learning process becomes didactic. It means that in the absence of active
learning strategies, students only accumulate knowledge that includes facts
about skills. Without these strategies, the majority of the other characteristics of
effective health education become inconsiderable, because active learning
strategies are the key to effectiveness. Role-play simulations, cooperative group
work and small group discussions are the most outstanding strategies. These
strategies are essential because they both focus on the individual student and
help the student to learn and work with other peers. Thus, these strategies
provide important by products for the learner.

Working in cooperative groups has been shown to have in a number of
psychological benefits, such as higher self-esteem and self-confidence. This
strategy also contributes to healthy social development by helping to establish
and maintain friendships. Student-centred teaching methods are beneficial for
bonding students to school. When the commitment of students to school
increase, a reduce student violence, gang activity, substance use, delinquency,
and dropout rates are reduced. Due to its positive and protective benefits,
student commitment plays a major role in academic success across all subjects.
Cooperative group activities that intentionally promote interpersonal and social
skills should be employed regularly by teachers to make a major contribution to
the mission of a school.

Use of technology in health education is desirable because of the
explosion of technological advances that have potential for use in health

education according to Herbert. The most commonly used form of technology
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was video, then videotape and, now, on CD/DVD or even Internet Websites. In
other words, the health education curricula generally use the proven technology
of video and advanced technologies such as software-based interactive gaming
and interactive simulations are neglected.

Herbert and Lohrmann (2011) states that the content analysis of select
effective health education curricula identified 5 active learning strategies
employed to teach health skills. To become an effective health education
teacher, the teachers should combine a wide range of strategies and actively
devote time for involving students in skills practise. It is important for teachers
to compensate their deficiencies in professional practice as well as professional
development. The most promising approach for all new health educators is to
grip a wide variety of effective strategies that they practice during pedagogical

courses to incorporate in their professional practice.
2.8 Significance of Teacher Training

Pre-service and in-service training are important health promotion tools
for teachers. Several studies show that the success of health promotion
programmes highly depends on the existence of these trainings for school
professionals.

Teachers in Greece mentioned that they got inadequate pre-service or in-
service training in health-related matters (Soultatou et al., 2009). In educational
faculties’ curricula only health education is recently included as a subject. This
is the the only liable bodies for pre-service teacher training. In-service training
in Greece has taken recently progressive steps but it is still not well-organized
and unsystematic. Also, the formal teaching syllabus does not include
mentoring, and teachers are therefore not accountable for this. The fact of

mentoring health of students is the teachers’ own accord.
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Yager and O’dea (2005) put emphasis on the importance of in service
and pre-service training of school professionals. The success of programmes
focusing on the prevention of eating disorders and child obesity urgently
depends on pre-service and on-going training for the various school
professionals involved. This training has to develop their knowledge of
nutrition, eating disorders, obesity, and preventive techniques. Teachers who
have received health promotion training tend to be involved more frequently in
health promotion projects and have a more comprehensive approach to health
education. Given the low priority associated with health promotion and health
education in teacher education, the effect of health promotion initiatives in
schools is limited. Thus, precautions and new policies should be established in
order to break the barriers of teachers to promote health more efficiently. A
psycho-educational approach as a form of secondary prevention may improve
the personal weight-related attitudes and behaviours of school professionals.
Finally, the importance of building a healthy body image and addressing
appropriate weight control practices should be stressed in teacher-training
programs, in order to enable a role modelling and transference of these attitudes
and behaviours to the many students in their care. In order to fully utilize
schools as a setting for prevention initiatives, to improve the success of future
prevention initiatives, and to promote the health of our young people, the actions
that are told above should be implemented in coordination.

Teachers participated in Prelip et al.’s (2006) study reported lack of
training as a barrier to both nutrition education and physical education. Other
researchers have found that teacher training significantly affects the quality of
health education. “Teachers who received nutrition education training used more
resources and planned more activities than teachers with no training” In
addition, another study found that “teachers in schools with fewer resources and
lower institutional support for nutrition education and teachers with no training

were less likely than other teachers to integrate nutrition education into other
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subjects” (Celebuski and Farris, 2000). Similar to the findings of the study
conducted by Yager and O’dea this study claims that additional teacher in-
service training and additional resources should be made available to teachers to
support nutrition education and physical education. In-service training improves

health education and teachers feel more confident about health education.

2.9 Literature in Turkey

The academic writings on health promotion and health education in
Turkey are very scarce. The development and the growth of the school children
are highly effected by the adequate and balanced nutrition. There is scarce
literature in Turkey focusing on the nutrition of school children. Simsek,
Yabanci and Turan (2009) has conducted a research in a primary school to
evaluate the lunch boxes of the school children. The research questioned the
frequency of bringing lunch box to school. 56 per cent of children sometimes
bring lunch box and 27 per cent of children never bring lunch boxes at all. 33
per cent of the boys and 20 per cent of the girls never bring lunch boxes. 75 per
cent of the children who do not bring lunch boxes state that they do not want to
bring a lunch box and instead buy from the canteen, and the 25 per cent of of
them tell that their mothers do not prepare a lunch box for them. An interesting
observation is, during the observation study the number of children bringing
lunch boxes increased. 15 per cent of the boys and 18 per cent of the girls
frequently bring their lunch boxes with them to the school. This information
shows that girls are a bit more conscious and sensitive about lunch boxes. In this
study 79.2 per cent of children state that they get hungry during school hours.
56.9 per cent eat what they bring as lunch boxes with them and 43.1 per cent of
them eat the food they buy from canteen when they get hungry.

When the ingredients of the lunch boxes are analysed, many lunch boxes

have what the child likes to eat, not what is good for him/her. Chocolates, chips,
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cokes, cakes, sausages etc. are the mostly brought foods with lunch boxes to the
school. Children, who don’t bring lunch boxes, buy their food from canteens and
fast food restaurants around the school. A study in America shows that most of
these fast-food restaurants are located close to the schools. (Austin et al., 2005)
The canteen food (toast, hamburger, coke, processed fruit juices) are rich for
calorie and fat and they lack healthy ingredients (vitamins, proteins etc.)
Children buy concentrated fruit juice (42.8 per cent), simit* (32.9 per cent), toast
and sandwich (30 per cent), chips (20 per cent). 69.9 of the students say they
never but milk.

It is concluded that the teachers should observe and orient children about
their nutrition habits. For this orientation both they and the families have to get
the necessary education. The canteen personnel should be trained and the school
environment and food at canteens have to be well organized. If it is possible a
professional dietician may prepare a menu for the families. The lunch times can
be made funny by organizing some games. This will encourage the children to
earn lunch box habit. Also care should be taken to the materials lunch boxes are
made of. They should be harmless for the children health. In addition Ministry
of Education should define a Standard for the lunch boxes and this Standard can
be audited by the teachers.

Childhood obesity is recognized as an an important problem in the world
due to its increasing prevalence and being a precursor of adult obesity. In USA
more than 50 per cent of adults and 25 per cent of children are overweight or
obese. Today, it is known that 33 per cent of adolescent obesity starts from
childhood ages. School-based interventions are used for reducing childhood
obesity in the world effectively. School-based studies affect the eating habits of
the students’ parents as well as students, and these studies require a

comprehensive training for teachers about nutrition and healthy living styles in

'A traditional Turkish savory roll covered with sesame seed.
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order to transfer the necessary skills and knowledge to the children (Simsek et
al., 2009).

The positive effects of school based interventions demonstrate us that a
primary school curriculum should include an education of healthy nutrition and
physical health issues. Because primary education is obligatory and giving the
chance to reach all children from each socioeconomic status, school-based
interventions has an increasing importance. Giirel, Gemalmaz, and Discigil,
(2004) has designed a study to determine the physical activity status and
nutritional knowledge of primary school teachers. The study states that the role
of teachers in nutrition and physical health education is very important. Besides,
the knowledge and education of teachers on nutrition is one of the most
important factors determining the effect of school on nutrition. The writers state
that in order to start an implementation, the knowledge of teachers about this
issue should be determined. In this study nutrition knowledge and its source,
physical activity status of 143 teachers who are from 15 different cities of
Turkey are determined by a self-report questionnaire. The nutritional knowledge
of many (80.9 per cent) of the teachers was found to be inadequate whereas only
19.1 per cent of them had adequate knowledge. According to physical activity of
the total, 77.9 per cent of the teachers were physically inactive. Eventually it can
be concluded that primary school teachers need to be educated about healthy
nutrition and they are physically inactive. These findings are in accordance with
the findings of previous studies. The information resource of teachers
participated the study is media. The study finds out that teachers need education
about healthy nutrition. The information gathered through media is not enough,
thus in-service trainings and additional education programmes in education
faculties of universities are required.

An article that is written by Yabanci1 (2011) states that schools play an
effective role in adopting and maintaining healthy eating and physical activity

behaviours in children and adolescents. Chronic diseases such as childhood
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obesity, coronary heart diseases, diabetes and cancer can be reduced by the
efforts of schools. Besides, nutrition programs in schools can help children and
adolescents participate in full educational potential; improve academic
performance and health quality. As it is mentioned before this study again marks
that to ensure a healthy future for our children, school-based nutrition education
programs must become a national priority. Governments, community leaders,
doctors, dieticians, nurses, teachers, and parents, all counterparts, must have
commitment in implementing and sustaining nutrition education programs
within the schools. This article summarizes School health and nutrition
programs which are part of public health and education. School Health
Programs are known as the studies to evaluate, protect and develop student
health. Yabanci (2011) states that appropriate nutrition affects the school
success, positively. Slight lack of nutrition may sometimes be ignored but
generally results in learning disabilities. In developing countries, 40 per cent of
the children are affected from growth problems which also effects mental
development and school success. A study which took place in Kenya shows that
the body weight and the school success are related. Another negative effect of
improper nutrition is that it affects the attendance of the student to the lessons.
Especially in the areas where the economic wealth is low, the execution of the
breakfast and lunch programs increases the attendance and the school success.
According to Yabanci (2011) the schools cannot solve all the health
related problems themselves but they have a strong effect to contribute
positively with the school-based programs. Because of the fact that the children
spend most of their time in school and have at least one of their meals there,
they may gain a good nutrition habit in their school. Consequently the school
nutrition programs prepared by a professional dietician have an important role.
Nutrition education programs are important for children to gain a proper
nutrition habit. Nutrition education should be integrated in other lessons. For

example during Mathematics, the calorie requirement of a child may be
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calculated; during reading lesson some texts about nutrition may be chosen.
Some seminars may be organised in which the nutrition experts make
presentations. The participation of the families and the society to these programs
are important as well. The benchmarking of other countries about their nutrition
programs will help to develop better programs in the schools. America and Chile
have good program examples implemented before. Chile started their program
after they recognized that the heart problems in the country create a huge cost
for the country budget. After this diagnosis, the Chile government started a
program to change the nutrition character of the children and the result was
successful.

Meal skipping is a common problem among the school aged children.
The mostly ignored meal is breakfast. In breakfast time the person is hungry and
the body energy is low to feed the brain. If the breakfast is skipped, problem
solving abilities reduce; on the other hand regular breakfast increases the school
success and the academic point. In order to gain a regular breakfast habit the
families and the children should be instructed about the subject. The children
generally have to do their lunch in school according to Yabanci (2011). They
generally prefer school canteen and the fast-food restaurants around the school.
The education of the children for the healthy nutrition will also help them to
choose the right food to buy. The American government implemented a program
to give the children lunch in the schools and these lunches are generally free. By
the help of this program the nutrition of the children are positively controlled.

Yabanci says that society participation should be encouraged and
government politics should be developed for healthy nutrition and continued
physical activities. To track the physical development the weight and the length
of the students should be measured two times a year. Milk, breakfast and lunch
programs should be started especially in low economic level schools. During the
decision of the school meal menus the students should participate and take roles.

72



To increase the physical activities sportive areas should be constructed in the
school campuses.

The academic writings on health promotion and health education in
Turkey are very scarce. One of the leading studies in Turkish literature about
health promotion is conducted by Tasdan and Memduhoglu in 2008. The study
states that, in Turkey, the school health services aiming to protect and improve
the health of children are pretty deficient. There is almost no health personnel
employed at public schools. The issues of health are included in the syllabus in a
limited, dispersed and poor understanding way. There is an attempt to increase
the number of health staff working at schools but an education programme to
raise professional health service at schools is not present. However, private
schools provide important services, especially to attract parents’ attention.

Another study states that teachers are the main responsible to ensure
students’ security and health in the classroom (Aydin, 2003). Thus, they have to
know how to build and manage a healthy school environment. The duties of
classroom teachers with respect to the student health are: to provide health
programmes pursued at the houses with the association of parents, to participate
in health controls and give necessary information, to warn the family in case any
symptoms showing health problems, to lecture health courses and support
school health service activities, to record the physical developments of children
regularly, to observe daily health situations of students, to control and arrange
activities that is to develop habits from healthy behaviours and finally to be a
role model in terms of health. Tasdan says that school administrators have to
make strategic planning to provide school health. Teachers and administrators
must satisfy their responsibilities by strategically planning their services to
achieve teaching health.

According to Tasdan and Memduhoglu’s (2008) study, there are various
factors affecting the children health in schools.Researches indicate that the
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factors affecting school children health negatively, increases day by day. Some

of these risky factors are:

Protection from diseases and care: Especially the children having infectious
diseases should be determined and be kept out of the school until he/she is

cured. For the determination process, frequent medical scanning can be planned.

Hygiene: The children should gain the habbit to clean their faces, hands and
keep their clothes clean. School surfaces, gardens and toilets should be kept

clean. A proper air conditioning is also a must for the students mental freshness.

Nutrition: Children spend 6 hours a day in their school. Thats why this period is
important for a proper nutrition. The children should have breakfast or their
lunch before coming school. The school nutrition programs are important. In
1941, USA started a nutrition program to give the students fruit and milk. In
1966 a breakfast program started and still free food distribution to poor family
children is going on in USA. A fight against obesity is another important
activity for school children. This sickness is spreading more and more and
causes many diseases in later ages. Thats why giving consciousness to the

families is important.

Insufficient and insecure playing areas:Games and sports are important for
physical and mental health of children. Insufficient playing areas has a negative
effect on the child’s health. The ground profile of the school gardens like asphalt
or concrete is risky for children when fall when they are playing. Children like
to run, so that the children can also crash each other on small gardens and can be

injured.
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Accidents and Injuries: Insufficient teacher control and observation, running
during breaks, crashes on the stairs may cause injuries. Improper usage of
electrical machines and insufficient preventions for electricity may cause

hazardous injuries as well.

Alcohol, smoking and drugs usage:It is a known fact that the starting age for
smoking is decreasing, and the number of people using cigarette is increasing
day by day. Drug usage is increasing, too. Depending upon a research in USA
82 per cent of the daily smokers are under 18. Another result shows that
everyday more than 3000 young person starts smoking in USA. Therefore,
public opinion about special programs against smoking and drug usage has
arised all over the world. These special programs include informing the children
about the negative affects of smoking on physics, health and psycology,
preparing some special education programs for teachers and getting support
from the families and the society. In 1988 the smoking rate of Turkey was 43.2
per cent. This rate was 47 per cent among teachers who has to be examples for
the students. One third (32.8 per cent) of the smoking teachers declared that they
smoke in front of their students. Majority (81.8 per cent) of the smoking
students start smoking at the age of 13-15. It is a public issue that alcohol usage
is harmful to human health. When education is taken into consideration alcohol
triggers unwanted behaviour and increase the crime rates. Another research
shows that drug usage decreases the communication in the school and decreases

the support from the environment.
Heavy Bags: Heavy bags are risk factors for back-ache. The researches show

that 70 per cent of the school children faces backaches. The children having

backache in the earlyages continue to have the same ache when they grow up.

75



Physical Environment: In order to have children to move comfortably in a
classroom, student per metersquare should be less than 1. If dressed suitably a
room temperature around 20 centigrade degrees will be suitable. On the other
hand, dressing and the physical conditions of the room changes the affect of the
temperature. The school should not be close to noise sources. Researches on the
schools near the streets show that students sitting beside the window has stress

problems.

Transportation Vehicles: Due to the fact that students are using more
transportation vehicle instead of walking, fatness, obeseness and some related
sicknesses increase. If the school does not have a garden big enough than the

students cannot complete daily physical activity requirements.

Annoying and violence:Thefts and annoyings result in psycological harms to
students. Also violence results long term traumas. Distinctive talkings and
symbols make a deep impact on children, results in emotional damage and

creates hostile behaviours.

World Health Organization defines the age range of school health as 5-
24 (WHO, 2012). In 2012 the population of the age range 5-24 in Turkey was
over 25 million and covered33,3 per cent of the total population. More than 20
per cent of the total population is in relationship with the schools. Protecting the
young population’s physical and mental health plays a vital role for the future of
the society. Tasdan explains the school and student health services in Turkey in
his study. In this section, the findings of this researchare summarized as a
critical literature review on Turkey.

Tasdan and Memduhoglu (2008) mention that in Turkey, health
education is given on different phases. In primary school program, health

education is given during some lessons under subjects like traffic and first aid.
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No health staff is working in most of the public schools. No protective activities
are excuted in primary schools, so that infectious diseasas spread rapidly, and
they can also effect the outside society.

The regular medical examinations in schools were the responisbility of
Ministry of National Education until 2005. In 2005 this responsibility was
transfered to The Ministry of Health of Turkey. A health commission has been
established to execute health service activities in the cities. Another regulation
for the school health is the primary school regulations. According to this
regulation school and its environment health, ensuring a safe education, health
examinations in schools are legally regulated (Tasdan and Memduhoglu, 2008).

According to the statistics of the Ministry of National Education of
Turkey, most of the schools do not employ a nurse or a doctor. In urgent issues,
medical cupboard is used. In the education program list, the health related issues
are dispersed and limited. Although lately some private schools started to
employ health staff, a proper education is absent or insufficient for these people.
In Turkey, although public schools dont have sufficient health services, the
private schools have important health facilities (Tasdan and Memduhoglu,
2008).

To conclude, the prior researches (both international and national)
demonstrate a strong linkage between the health and education. Health
education and promotion in schools is required to have a healthy and well-
learning society. The teachers are significant in implementing health policies at
schools due to their critical role at the education system. There are various
factors affecting the success of health promotion programmes. However, the
commitment of teachers is very important for getting the intended results.
Unfortunately, there is a long path for Turkey to complete a social policy
implementation promoting health in schools. The literature suggests that a
national education policy that will direct all types of schools is needed to

enhance the health education and promotion in Turkey.
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2.10 Recent Health Promotion Regulations in Turkey

The regulations regarding school health are written by coordination of
The Ministry of Health and The Ministry of National Education in Turkey. The
Ministry of Health is kept responsible from protecting the school health in the
Law of Public health (Umumi Hifzissihha Kanunu, 1593). The control of school
buildings in terms of health conditions and protection from infectious diseases
are left to this ministry. Within this legislator duty, The Ministry of Health has
published a document in 2010 reminding these duties to the State Health Board.
The board have to get in contact with other related institutions and have to audit
the canteens of schools according to the related circular called “audit of school
canteens and the hygiene rules to be obeyed” (Appendix F), prevent sales of
food in open air, and promote sales of nutritional food at canteens and
refectories (Milli Egitim Bakanligi, Saglik Isleri Genel Miidiirliigii, Genelge
2011/41). The audit of school canteens is left to a commission established by
presidency of the school administrator. The commission have to inspect the
canteen at least once a month and the related control form (Appendix G) have to
be filled. The audits conducted at the canteen of our case school have resulted to
be consistent with the requirements of the circular.

The ministry of Health and the Ministry of National Education came
together and signed a regulation in 2011 arranging the requirements of food
served at schools (Appendix F). School period is seen as a period in which
physical, cognitive and social development of children increases and
foundations of healthy living is laid. Especially, the healthy eating habits gained
in this period establish the basic way to protect from diseases related to nutrition
such as obesity, cardiovascular diseases and diabetics. In most of the developed
countries there are programmes and campaigns to promote balanced diet and
correct nutrition habits. Breakfast/ meal programmes, nutrition friendly schools

and healthy canteens are some of these projects. Also, the many European
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Union countries the sales of junk food is prohibited or limited. In a policy
document published by the Ministry of Health (Document number:
B10.0.TSH.0.12.06/090-05) (Appendix F), it is stated that the increase in the
consumption of food like carbonated drinks, chips, fried potatoes and candies,
decreases the quality of the child’s diet. The children are said to get 20 to 42 per
cent of their energy from these food that are rich in energy, salt and oil but, poor
in vitamins, calcium and fibres. These foods are mentioned to cause an
unbalanced diet and related diseases such as obesity and diabetes. There is a
circular published by the ministry of National Education in 2011 called “Sales
of Food in School Canteens” (Okul Kantinlerindeki Gida Satisi, 2011/41)
(Appendix F). According to this circular the sales of junk food and drink such as
chips, fried food and carbonated drinks are prohibited in all kinds of canteens,
restaurants and cafes of primary and secondary schools including the boarding
school refectories. These foods cannot be sold at automatic food machines.
Instead, there have to be milk, ayran, yogurt, fruit juice, fresh fruit juice and
fruits.

The presidency of Turkish Republic announced a circular in 2010 stating
that the main aim of national health policies is to reach a healthy society
consisted of healthy individuals (Tiirkiye Saglikli Beslenme ve Hareketli Hayat
Programi, 2010/22). There is a need to develop policies that empowers the
cooperation within sectors to reach a healthy society. The changes in daily lives
of people due to the technological improvements, causes less physical activity
and affects the nutrition habits negatively. Thus, obesity is becoming an
important problem for especially developed countries. WHO states that obesity
related diseases causes over 2.8 million deaths in a year (WHO Web Page). In
Turkey the obesity rates are increasing too. Thus, struggling with obesity is
significant for the future of our country.

The circular states that individual attempts are very important to defeat

obesity. But, also the individual, family and society has to be informed about
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adequate and balanced nutrition and physical activity. In order to establish a
political decisiveness, a programme called “Turkey Healthy Nutrition and
Active Life Program” is put into action in 2010. A strategic plan for this
programme including the period between 2013 and 2017 is published by The
Ministry of Health in 2010 (Saglik Bakanligi, 2010). This programme aims to
struggle with obesity and decrease the percentage of obesity and related diseases
in Turkey.

When the action plan of programme is analysed there are parts related to
the promotion of health in schools. Within this programme, it is planned to spare
a budget and take initiatives for establishing physical activity facilities at
schools. It is aimed to alter the education programmes of education faculties to
include nutrition, obesity and physical activity subjects in the curriculum. The
preschool and school children, teachers and parents have to be informed about
the struggle with obesity. In order to achieve this strategy, education materials
have to be developed and interactive and entertaining practices have to be
implemented in education programmes. There should be days and weeks
dedicated to physical activity and adequate and balanced nutrition. Another
activity is arranging organizations enabling children and youth love sports.
Another policy is to arrange free breakfast and lunch programmes in schools
especially in the poor regions of the country. The curriculum is to be improved
by increasing the class hours dedicated to obesity, healthy nutrition and physical
activity. Improving the physical activity opportunities at schools and universities
is aimed by opening sports facilities to the students at weekends and increasing
the number of sports facilities in schools. The School Milk programme is one of
the activities planned in this action plan. Spreading the programme and
including fruits in the programme is another activity that is planned to improve
the health status of children.

This programme is very crucial for establishing health promotion in

schools. But it lacks some basic points. First of all, although the programme
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determines giving healthy eating and physical activity behaviours and habits to
children as target, the strategies and actions related are mainly focused on
improving the knowledge and awareness of children. The holistic perspective of
health which includes mental and emotional wellbeing as well as physical
wellbeing is ignored in this project. Also, this program again enforces
knowledge and awareness, instead of developing behaviour and motivation for
children to live healthily. The infrastructure of schools has to be renewed before
implementing the called policies at schools. This renewal will require a
noteworthy expenditure, which will challenge the government budget. There is
not an attempt yet, to plan the budget and allocate the necessary monetary

resources for this program.

2.11 The Basic Education Curriculum

In the 1739 numbered National Education Law, the Ministry of National
Education states “to raise children having a balanced and healthy personality
and character in physical, mental, moral, spiritual and emotional terms” as one
of the main targets of national education system (Milli Egitim Temel Kanunu,
1739). By reaching this target, the national education is to increase the welfare
and happiness of Turkish citizens and Turkish society on one hand, and to
support and fasten the economic, social and cultural development and finally to
make Turkish nation a creative, constructive and elite partner of contemporary
civilization, on the other. The course programs all of which are designed by
“Talim ve Terbiye Kurulu” are following the general frame drawn by the

ministry.
2.11.1 Knowledge of Life Course

Knowledge of Life (Hayat Bilgisi) is a main course for primary

education and is composed for introducing the children themselves, as well as
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the society and the world they live in. The students take five hours of knowledge
of life course in a week. The current programme based on structured learning
theory was admitted in 2012 after the approval of new basic education system
(MEB, 2012a). The structural learning theory claims that students come to
school with their own knowledge and beliefs. This theory locates the child in the
centre. Because, each individual evaluates knowledge with respect to his/her
previous skills, knowledge and experiences and forms the knowledge in his/her
own mind. In this view, learning is evaluating and structuring our older
knowledge with the enlightenment of new experiences. The knowledge of life
course is designed based on structural learning theory. There are skills, personal
features and sub-disciplines which this course is aiming to help the child to gain.
The primary school curriculum is not the main focus of this thesis study, thus it
is enough for now, to state and evaluate the acquisitions that the curriculum
mention under health culture subject.

Although the curriculum writes health culture as one of the target
acquisitions of the primary education system, living healthy or caring for health
is not reported as a basic personal feature that the education system tries to
create. The basic features of the child educated in the Turkish Primary
Education are listed as: self- respect, self-confidence, socialization, patience,
tolerance, love, respect, peace, solidarity, honesty, justice, openness to change,
patriotism and improving cultural values. But, health culture is seen as a sub-
discipline. The policy makers should take into account that a child who has not
developed health awareness and who is not living healthy cannot feel self-
confidence or openness to change. Thus, one of the first changes that can be
done to develop the curriculum should be to consider health culture and
awareness as one of the main targets of education system. Also, the curriculum
should explain how to gain the aimed competences instead of listing them.
Practises and actions should be placed at the hearth of primary education which

the children learn by seeing and imitating in.
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When the primary school curriculum is analysed health culture appears
as one of the main sub-disciplines that the children should gain in the first three
years of school life. In the curriculum, the expected health culture acquisitions
in the first years of school are reported as: protecting and caring his/her own
body, realising the individual differences in his/her body features, explaining the
importance of nutrition for growing and being healthy, explaining the necessity
of wvaccination, determining the functions of sense organs, develops
responsibility for building a healthy environment, determining the significance
of daily living habits in being healthy, develops competence for handling
negative emotions. In the second year of school the child is expected to gain
regular nutrition habit, care to have a balanced diet, explain the significance of
nutrition for growth and health, and learn the functions of different body parts.
In the third class health culture is losing its weight in the curriculum. Balanced
diet, regular nutrition and sensitivity for others emotions are the three
acquisitions stated in the curriculum at third grade. At the fourth grade, the
children are given science and social knowledge courses instead of the
knowledge of life course. In the science course the children are expected to learn
the benefits of doing sports for a healthy life, recognize the organs of the body.
In the fourth grade the health culture is seen as introducing the systems of the
body rather than building a healthy life philosophy. When the primary school
curriculum is analysed, there are not specific techniques and practices
mentioned in the curriculum to teach the health culture and provide the aimed
acquisitions. In this respect the judgments of the teachers about the
disadvantages and necessities of the curriculum are matching with the facts of

the primary education programme.
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2.11.2 Games and Physical Activity Course

The other primary education course that has implications on health
promotion is Games and Physical Activity Course (Oyun ve Fiziki Etkinlikler
Dersi) that is implemented in the primary education curriculum in 2012 after the
change in the primary education system (MEB, 2012b). The primary education
students take five hours of this course in a week.

The Ministry of National Education states that games and physical
activities are important in the holistic view of education. The students have the
opportunity to improve their physical, social and mental capabilities and
promote their health as a result. Therefore, developing frequent participation
habit starting from primary school is stated to be one of the most significant
aims of general education. At primary school level, the participation in physical
activities and games is expected to build an infrastructure for movement
competency and active and healthy living.

The ministry mentions that the games and physical activity course aims
to teach basic movement skills, basic movement concepts and game strategies
and techniques for enhancing the movement competency of children, at first.
Secondly, active and healthy living concepts and principles, active and healthy
living practises and cultural accumulation and values are aimed to be given to
children for teaching active and healthy living. Thirdly, the last aim the course is
to develop individual, social and thinking skills. This course tries to develop
personal skills such as self-knowledge and self-awareness, harmony,
management and struggling, individual responsibility, self-confidence, time
management and entertaining. The thinking skills in this course which are
required to gather and use knowledge are observation, targeting, planning,
practising, processing knowledge, evaluation and reflection. The social skills

that is to be developed by this course is explained as communication skills,
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cooperation, fair play, social responsibility, leadership, respect for others and
environment.

The developers of this course curriculum are aware that games and
physical activity are important for health promotion. The students must
participate in games and physical activities at least one hour a day in order to
protect their health according to academic studies (WHO, 2010). For frequent
participation, the children have to feel entertained and observe the benefits of
this participation. Therefore, it is important for students to understand the
principles and benefits of active and healthy living.

This course has intended outcomes which seem appropriate for
promoting the health of children. The children taking this course are expected to
be able to explain the game and physical activity concepts for promoting health
and being health. These children are expected to participate frequently and
willingly in games and physical activities in order to be healthy and promote
their health. The children are aimed to develop their skills of self-knowledge,
struggling, individual responsibility self-confidence and time management
which are important personal features for social and mental health. To sum it
can be concluded that the Games and Physical Activity course is designed to
assist health promotion of children in schools. There is a balance of knowledge
and practise in this course.
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explained. The overall study design, sampling, data collection instruments, data

analysis and limitations of the study are described in detail.

CHAPTER 3

METHODOLOGY

In this chapter, the methods used to conduct this case study are

3.1 Overall Study Design

the details about the planning, instrumenting, data collection, data analysis and

There is a summary of the flow of research design in Figure 3.1 giving

reporting processes.

Planning
Literature review
Policy document scan

Informal interviews with the school administrators, teachers, school parent board, talks with

teachers from different schools
Defining terms of the study

Instrumentation
Instrument development
Pilot study
Face and content validity

Data Collection
Collecting qualitative data through interviews,
Observations for contextual evaluation
Quantitative data through a classroom activity

Data Analysis
Qualitative and quantitative data analysis

Reporting
Findings on how the public urban primary school promote health

Discussion
Conclusions
Implications for social policy makers and further research

Figure 3.1 Flow of Study Design
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This case study is aiming to figure out how Turkish urban public primary
schools may promote health by examining an urban public primary school in
Ankara, as a case. The term “primary schools” in this study is referring, in fact,
public primary schools. A vast majority of primary school children (97 per cent
of all primary school students) are attending public schools that are governed
and managed by the state, in Turkey. In this study, the focus is on public schools
rather than the private ones which differ a lot in terms of economic and social
opportunities from the public schools.

The current situation of health promotion and education in primary
schools in Turkey according to the views and perceptions of primary school
teachers and their perceptions about the on-going health education and health
promotion policies were investigated in this study. The awareness of teachers
about the significance of health promotion and health education was questioned.
The school environment and facilities were evaluated and the barriers in front of
the teachers and the schools to reach a health promoting education system are
investigated. Moreover, the opinions of the school administration and school-
parent association about Turkey’s health education policies and related
implementations at primary schools were gathered.

This thesis study is a case study which tries to describe the current health
promotion situation in Turkish primary schools and to evaluate how primary
schools promote health. Qualitative research methods; semi-structured
interviews and observation were used in this case study. Also, a detailed
description of school infrastructure was done and additional complementary data
were collected through a quantitative classroom activity for measuring students’
breakfast habits to validate and triangulate the results of the interviews with
teachers, administration, parents, and canteen staff.

In the planning phase of this study several talks with academicians and
classroom teachers were made to frame the significance, research rationale and

aim of this study. A strong literature review has been made for three months.
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The policy documents and regulations about health promotion in Turkey were
reviewed. The planning phase gave clues about the necessity of designing a
qualitative study. This thesis study is aiming to see how health is promoted in
urban public schools in depth, thus it is not adequate only to picture what is
done in these schools or what the problems of these schools are. But indeed,
how primary schools promote health and how the teachers, school
administration, school-parent board and others act for promoting health and how
they handle difficulties are more important for this research. Thus, as the
method of this research, the researcher decided to conduct an in-depth
qualitative case study.

This study tends to visualize the current situation in urban public primary
schools in Turkey and the case school chosen is desired to be an average
representative of the Turkish case. Thus, size, location, socio-economic
background and welfare level of the school was taken into consideration as well
as the convenience of the school for a case study while deciding which school to
study on.

The data collection instruments, semi-structured interviews and student
activity were designed by the researcher taking into consideration the findings
and implications of the previous researches mentioned in the literature chapter.
None of the questions were taken from a previous research, but rather the
questions were prepared with the recommendations of two academicians
interested in health promotion and two classroom teachers. A pilot study was
conducted among three teachers and one parent who are not involved in the
research. The questions measuring the health promotion activities and style of
teachers and teachers’ views on the curriculum and policies were detailed and
some other questions about the current health status of teachers and parents were

omitted after evaluating the results of the pilot interviews.
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Qualitative data from the interviews and quantitative data gathered from
the classroom activity were analysed meticulously to approach the true picture
of health promotion in Turkish urban public primary schools.

The reporting part is written with enthusiasm because the results of the
study gave important clues about the current situation in Turkish schools and for

the development areas to promote health in public primary schools.

3.2 Participants

The school studied in this case study was chosen on purpose and
representing the average size (745 students) (MEB, 2012) of Turkish urban
public primary schools in Ankara with the population of 812 students (the
number is including pre-school, primary school, and lower secondary schools
students), located in a middle income town in Ankara in order to be a good
starting point for further research attempts that can be generalized for the whole
system. The primary section of the school has 262 students (N=262).

The school’s availability and convenience to participate in the research
was another criterion, because of the intentional participation principle applied
in this study. Instead of the real names of the school and the participants,
pseudonyms are used, so that the participants may feel more comfortable and
reveal the truth more objectively and easily.

All, the classroom school teachers, administrators, canteen staff, school-
parent board representatives were included in the data collection process.
Fortunately, all of them admitted to participate in the study voluntarily. The

students participated the classroom activity were chosen conveniently.
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3.2.1 Characteristics of the School

The school that is subject to this case study is called as “the school”
throughout this case study and is located in the Eastern part of Ankara, in
Mamak district which is only 4 km far from the City Centre. In Turkey, families
who are seeking for a public primary school for their children, have to send their
children to the primary school that is located nearest to their accommodation
address. The registration process is administrated through the “e-okul” (e-
school) system automatically and parents register their children to this school
formally. This system may lead to think that public primary schools in Turkey
represent the socio-economic background of the town in which it is located.
Thus, it can be said that the school studied has similar social and economic
resources to the families living in that town in terms of monetary and moral
support.

Until 2012, the compulsory primary education in Turkey was continuous
and lasted till the eighth grade, and the case school studied was giving education
as a public primary school. But, at the beginning of 2012-13 educational year
the legislation has changed and the compulsory education in Turkey is divided
in two parts: a first four years of primary education and a second four years of
lower secondary education. Grades from one to four are named as primary
school grades and from five to eight as lower secondary school grades. With this
legislative change, the school that this study is conducted began to give
education as a lower secondary school that includes grades bigger than four, but
due to the infrastructural deficiencies, the school is still serving like a primary
school of the old regulation, except for, there are no new first grade students
enrolled in the school, in 2012-2013 educational year. Now, there are two
nursery classes and three classes of every grade except for the first grade of

primary education, getting education at this case school.
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There are 812 students in total attending the school. In pre-school
education there are 61 children, in primary school education there are 262
(N=262) students and in the lower secondary education, there are 489 students.
There are nine classrooms in the primary part of the school: three second grade
classrooms, three third grade classrooms and three fourth grade classrooms.
Totally, there are nine primary school classrooms and nine classroom teachers
(N=9) present at the school. There are two administrators (N=2): one is the
principal and the other is the assistant principal. There are two canteen operators
(N=2) and two cleaning staff (N=2) working at the school. The parent-teacher
association is managed by a parent and a second parent is assisting her (N=2).

The education system has changed at the beginning of 2012-2013
educational year, and there are still confusions about the definition of school
types. There are primary school students taking education at lower secondary
schools, as it is the case in our study and there are lower secondary school
students that are taking education in primary schools in 2012-2013 educational
year. As a result the average sizes of average primary and lower secondary
schools are not rational. So that, taking 2012 statistics instead of 2013 will give
healthier estimations about the size of this study’s case school. An average
urban public primary school has 682 students on average in Turkey and 745
students in Ankara according to the 2012 statistics of the Ministry of National
Education of Turkey (MEB, 2012). These numbers do not cover population of
nursery classes. Thus, it can be concluded that the case school once named as a
primary school is a middle-sized urban public school with a population of 751
primary and lower secondary school students. The average classroom size is 29
students in primary part of the school.

There are 16 separate rooms at the school serving as primary and lower
secondary grade classroom. On average, an urban public primary school is
serving with 20 classrooms in Ankara. There are no restaurants or refectories

serving in the school. Only a canteen that is operated by the same family with an
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area of 12 meter squares is present as eating facility. There is no sports hall, arts
or music hall, either. There is a small library and a computer room, a teachers’
room, two administrator rooms that can be mentioned as the facilities of the
school. The school yard is nearly 2400 meter squares. Most of the playground is
covered with asphalt and there is a small sand area in which only the nursery
class students can play. There are two baskets for playing basketball, and a net
for playing volleyball in the school yard in this asphalt ground. There are four
restrooms and 16 cabinets in the restrooms at total. The teachers’ restrooms are

separated within students’ restrooms.

3.2.2 Characteristics of Participants

In this case study, there were nine classroom teachers working at the
school. All of these 9 primary school teachers are interviewed within this study
(n=9). Also, the interviews with the 2 school administrators (n=2), 2
representative parents of the parent-teacher association (n=2) and 2 canteen staff
(n=2) were conducted and used in this thesis study to have a complete point of
view of the context necessary to define the current situation and suggest feasible
social policy recommendations to improve the current system. In addition to the
interviews, there is a classroom activity delivered in classrooms aiming to
understand the breakfast habits of students at this school. Among 262 primary
school children (N=262) attending this school, most of them (n=252) have
participated in the classroom activity.

There were nine classroom teachers interviewed (Table 3.1). The
classroom teachers participated this study were experienced in their profession.
The least experienced teacher has been working as a classroom teacher since 15
years and the most experienced has two decades of experience. The average
experience year of teachers is 17.8 years. These 9 teachers are working at this

school at an average of 6.9 years. The longest working time is a decade and the
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shortest is 3 years. Thus segmenting teachers according to their experience level
is not meaningful, since all of the participants have at least 15 years of

classroom teaching experience.

Table 3.1 Participant Classroom Teachers’ Profile

Years worked at the case

Year of Experience school Age
Teacher A 19 7 40
Teacher B 19 8 42
Teacher D 20 7 43
Teacher E 17 7 40
Teacher F 15 10 55
Teacher G 18 3 39
Teacher H 18 6 49
Teacher | 17 7 43
Teacher K 17 7 45

Half of (4 out of 9) the teachers are graduated from classroom education
faculties. 1 of them is graduated from ceramic education faculty, one another is
graduated from arts education faculty. There are 2 classroom teachers who are
graduated from other faculties. One of them is graduated from archaeology, one
is from French language and literature and one is from chemistry faculty.

There are 6 female and 3 male classroom teachers working in this school.
The participants’ age range is between 39 and 55. The average age of teachers is
44,

The school principal is an experienced manager (Table 3.2). He has been
working as an administrator for two decades, and he has 15 years of teaching
experience in advance. He is in charge of this school for three years. He has
been graduated from teachers’ collage and education faculty. He declares he
loves his occupation. The assistant principal is working for a decade at this

school. In the last five years he is here as a manager.
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Table 3.2 Participant School Administrator Profile

Year of experience | Years worked at the case school | Age
School
Principal 35 3 56
Assist. Principal 20 10 40

The first parent interviewed was the head of school-parent association
and was graduated from high school. She has been working as head since three
years. She has a daughter and a son attending this school. She is not working.
They are living the the husband’s mother due to economic problems. The second
parent interviewed is also a mother, who is a housewife. She defines herself as a
middle income household.

The canteen has been operated by the same person since 31 years. The
operator was working with his wife and they were 60 and 57 years old.

The teachers described the socio-economic backgrounds and family
structures of their children. The students’ parents have generally migrated from
other cities. Mamak is a central district of Ankara that is getting poorer as you
go from centre to the outer parts of the town. The school is placed at one of the
closest locations to the city centre. The households living in this part of Ankara
are generally low-middle, middle income families who depend on a salary to
survive. Also, there are high-income and low-income families in small
percentages as mentioned by the school administrators. The fathers were mostly
working as employees, and only some of them are officers. More than half of
the mothers did not work. The most of the working mothers were employed at
low-income jobs. The parents were generally graduated from high school or
less. A small proportionate of the parents were university graduate, and these
families had better income. The students generally had one or sometimes two
siblings. In two of the classes the teachers expressed the density of separated

families. Only one teacher mentions that the parents were well educated and
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interested in the education and health of their children a lot. All other

participants complain about the families’ lack of interest in the academic success

and health of their children.

3.3 Data Collection Instruments

In this case study, data was to be collected through multiple sources:

1. Semi-structured face-to-face interviews were conducted with primary
school classroom teachers at different experience levels, school administrators,
other school staff (cleaning staff), canteen workers, the representative parents of
the school-board. The face-to-face interviews conducted with the primary school
teachers were the main instrument of this study (Appendix A, Appendix B,

Appendix C, and Appendix D).

2. The school environment and the facilities (sports and eating facilities,
garden, classrooms, toilets) of the school were examined. The school and the
environment were observed in general to taste the health atmosphere in and
around the school.

3. A classroom activity was implemented in classrooms to determine the
students’ pre-school morning activities and breakfast habits during two weeks in
order to gather data about their health and nutrition behaviours. A sheet was
delivered to the students and they wrote down what they have eaten at breakfast

and what they have done before coming to school (Appendix E).
4. Researcher gathered information and made observations at site to

understand the school context in more details and define the current situation of

the case school in more precisely.
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All of the facilities and environment of the school were examined by
observation. Classrooms, toilets, eating and sports facilities, teachers’ room,
school yard, school environment were observed in detail with respect to the
standards required as a sign of a healthy school and environment. These
standards were determined through international literature and Turkish
Standards Institution. The observations of the environment and school facilities
gave information about the hygiene factors, clean drinking water, cleaning
equipment for classrooms, toilets, and other school facilities, the students’
possibility of breathing, playing, learning and eating healthily during school-
time. The examination of the curriculum was aiming to reveal the developments
in policy makers’ mentality towards the education of health at schools.

The contextual description and background information of the teachers
and other participants was searched to explain the participants in detail. The
participant teachers were studied according to their experience levels and
professional education. Also the contextual description of the school was
investigated in order to ensure that this school may represent the general
situation in Turkey as much as possible. The socio-economic profiles of the
students and their parents were tried to be indicated by interviews made with
school administration. The policy documents related to health education and
promotion were analysed in order not only to refine the findings but also to

ensure the trustworthiness.

3.4 Instrumentation

In this section the development process of research instruments
(interviews, observations and classroom activity) used in this case study are

explained.
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3.4.1 Development of Semi-Structured Interview-Schedule

The survey instruments in this study were four interviews and a
classroom activity developed by the researcher. In this section the development
process of the instruments is explained.

The interviews were prepared in the light of the literature written on
health promotion. Databases such as Taylor and Francis Online Journals,
EBSCOHOST, SAGE Journal Online, Oxford Journals Online, YOK Thesis
Bank, and METU Library Catalogue were searched to locate the relevant
literature.

According to World Health Organization there are six features of a
health promoting school.(1) These schools have teachers, students, parents and
administrators that are engaged in promoting health.(2) They provide a healthy
and safe environment both physical and psychosocial. (3) Their curricula
provide skills based health education. (4) These schools provide access to health
services. (5) They implement school policies and practises that support health.
(6) Health promoting schools strive to improve health of the community. (WHO,
1996).The interview questions are designed in a way to question these six
features to understand whether the school promote health and how.

The findings of studies conducted by the researches named in the
literature review section are taken into consideration to design the questions of
the interviews made with teachers, administrators, school-parent board and
canteen staff. Bandura (1997) says that teachers influence the nutrition and
activity practices of students by health behaviour theories. How significant is
health for education and whether teachers are aware of their role for health
promotion was questioned in the interviews. Their motivation and willingness
towards teaching healthy living was examined. The findings of Yager and O’dea
(2005) show that teachers and school personnel are potential change agents to

prevent eating disorders and child obesity but they are generally underutilized
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instead of their possible valuable contribution. This study perceives teachers and
other school professionals as a factor for the success of treatment and prevention
of obesity and other eating disorders. Thus, their efforts and willingness to
promote health in their classroom was questioned carefully. The pre-service and
in-service trainings they took about the health education and whether that was
sufficient was questioned. Because Celebuski and Farris (2000) have found that
teachers in schools with fewer resources and lower institutional support for
nutrition education and teachers with no training were less likely than other
teachers to integrate nutrition education into other subjects. The barriers that
teachers and schools face were questioned. Prelip et al. (2006) states that besides
training, the barriers like lack of an adequate curriculum, textbooks, equipment,
and facilities are important because they affect the ability of teachers to
implement health education.

Informal talks with two academicians working on health promotion and
two classroom teachers helped to develop relevant instruments. Except informal
talks, expert opinion was consulted while developing the data collection
instruments. Items were mainly prepared to explore the current situation of
promoting health in schools by asking questions like who, when, where to gain
deeper insight of practises and situation. A university associate professor
working on educational sciences provided continuous feedback for content and
face validity during the development phase of the instruments. She has criticised
the relevance of questions to the aim of the study and taught a lot about
academic interviewing approach. According to her feedback, the instruments
were revised so that they carry the desired parameters of the study. For example,
the wordings of questions were corrected in order to be open and stay focused
on the research questions. Some questions that seem to be irrelevant to the
research questions were extracted from the interview forms. Moreover,
questions were supported with sub explanations to remind what the question was

about. For example, after asking the teachers their role in promoting health,
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headings such as nutrition, physical development, and personal development
was given concurrently, to gather related answers to the question asked. Also, a
health professional is consulted to get knowledge about the importance of health
awareness, healthy eating and healthy living habits for children’s healthy
progress. The information taken from the health professional is used to decide
which questions are more suitable for this study.

Four pilot interviews were conducted with classroom teachers and a
parent working at different primary schools in order to identify potential
variables that could be included in or omitted from the interview and to obtain
more detailed information for avoiding the researcher’s bias before landing on
the study field. The pilot study provided useful information to revise the
inaccurately worded or unclear questions. Also this pilot study helped the
researcher in writing the beginning part of the interviews. The beginning part is
about the aim of the study and gives useful information to the participants on
how the interview is conducted. The pilot study enabled the researcher to see
what the participants find difficult to understand or doubt for volunteering this
study. The beginning text is reworded and improved to be understood clearly.
Moreover, face validity of the interviews are tested with this pilot study. The
overall format of the questionnaire was revised to ensure face validity. The
interview questions were more participant friendly after this revision.

Finally, as a requirement of ethical conduct, permission from the METU
Ethics Committee is taken (see Appendix I). The committee evaluated the aim
of the study and the study instruments and approved that this study is
worthwhile and the instruments are ethical.

The interviews included both open ended and close ended questions. The
language of the interviews was in Turkish. At the appendices section of this
study, both the original Turkish interview questions and the translated English

versions are available. The content of the interviews are explained below.
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There were four parts in the interview conducted with teachers (see
Appendix A). The interview starts with an introduction section where the
participant can learn the aim of the study and the aim of the questionnaire. The
beginning part also mentions that names of the participants were kept hidden
and the interviews were tape recorded.

The first part of the interview was designed to gather data about the
background of participants. Their graduation and experience in teaching is
questioned. Also, the socioeconomic structure of students was asked to the
teachers to understand the background of school population.

The second part was focused on the teachers’ perceptions, practises
recommendations and barriers to health promotion in public primary schools.

The third part of the interview was about the duties of and actions taken
by the parents, school-parent board and school administration. Also, the
condition of school in terms of healthy and safe school environment is
questioned in this part. The six features of health promoting schools according
to World Health Organization (1996) were searched to find out whether the
school has a healthy environment.

In the last part, the opinions of teachers about the curriculum were
gathered. A study by Herbert and Lohrmann (2011) shows that the curricula are
shown to influence health promoting behaviour and have been found to share
common characteristics. A health promoting curriculum has to be skills-based,
theory driven and culturally accurate and basic. Also, the regulations of the
ministries of health and national education and present policies implemented in
schools were investigated. Tasdan and Memduhoglu (2008) state that the school
health services aiming to protect and improve the health of children are pretty
deficient in Turkey. This study asked teachers their criticisms for the current
policies and took their recommendations to improve the current system.

The interviews conducted with the school administration and school-

parent board followed a similar path (see Appendix B, and Appendix C). The
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questions were adapted to take their point of views and enlighten the happening
in primary schools. The interviews with the canteen employers/ manager were
focusing on the previous changes in their sales strategies and the consumption

behaviours of students (see Appendix D).

3.4.2 Development of Contextual Evaluation Form

The observations of the school environment and facilities were made
with another researcher to determine the current situation of the school’s
physical condition. The researchers examined cleanness, air conditioning,
temperature, cleaning and teaching equipment, cleaning service, noise level of
the school facilities, school yard and environment to understand the contextual
design of the school studied. The observations and evaluations were made
regarding the necessities of a health promoting school environment determined
by World Health Organization and previous academic researches (Tasdan and
Memduhoglu, 2008). Also, the standards determined by Turkish Standards
Institute and the Ministry of National Education were examined to understand
the necessities of schools in details. The classroom sizes, equipment, general
construction of the school, the restrooms and other facilities of the school, the
school yard and finally environment were examined with respect to health

promotion principles.

3.4.3 Development of Classroom Activity Form

According to Yabanci (2011), meal skipping is a common problem
among the school aged children. The mostly ignored meal is breakfast.
Unfortunately, the literature finds out that those children who are skipping
breakfast live difficulties in learning and socializing. In this research, the

students were directed to write down what they really do in the morning before
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going to school. Also, they were said to write down whether they had breakfast
before coming to school and what they have eaten at breakfast. The activity
sheets were delivered and collected every day in classrooms by teachers and

handled to the researcher at the end of the week.

3.5 Data Collection Procedure

The interviews were conducted at the spring semester of 2012-2013
educational year in Turkey. The observations and the classroom activity were
conducted concurrently. The data collection process started at the beginning of
April 2013 and lasted at the end of May 2013. There were 20 registered school
visits done during this time period. The research was conducted in a spread time
period to comprehend the situation of the school, completely.

The case study was conducted with the permission of Middle East
Technical University Ethics Committee and The Ministry of National
Education. Moreover, the written permissions of the interview participants
declaring their will for voluntarily participating in the research and their
allowance to use the findings of the interviews for this thesis study were taken
(Appendix H). They were informed about the aim of the study and the
ingredient of the interview.

The interviews were conducted at the school. An interview schedule was
planned and the participants were invited to a convenient place such as the
teachers’ room or administrators’ room on the agreed time and the interviews
were conducted without interruptions. All of the interviews were conducted in
Turkish by the researcher. The interview questions were asked verbally. The
participants were allowed to see the interview forms. The interviews were taped,
recorded and then transcribed. Moreover, the researcher took notes during the

interviews. Each of the interviews took 25 to 40 minutes long. The response rate
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was a hundred per cent. All the population subject to this research admitted to
take part in this study, voluntarily.

The observations were gathered during the school time, the classrooms,
toilets and other school areas were visited both at class hours and breaks to
reach more detailed data. The observations were gathered with the permission of
the school administration. The findings were written down by each researcher
observing the school during the observation period. The notes taken by two
researchers were compared with each other at the end of each school visit to
validate the findings and ensure objectivity. The school context was observed at
each school visit regularly to detect the changes and develop an objective and
realistic contextual school evaluation.

The classroom activity forms questioning the breakfast and morning
habits of students were delivered to the classroom teachers by the researcher.
The forms were written in Turkish. It took 15 minutes each day for students to
complete the forms. The teachers made the students to fill out the forms
completely every day in class hours during 10 days (two weeks) (see Appendix
E). The forms were collected from the classroom teachers by the researcher at
the end of each week.

Starting from the end of May 2013, the data collected was analysed with
qualitative and quantitative analysis methods.

3.6 Data analysis

Interim analysis was used to analyse the data gathered through this case-
study in order to develop a deeper understanding of the research. The data
gathered was tape-recoded and after the field study, the data was transcribed by
documenting the records into a written format. Then the data was segmented
into different parts: the opinions and perceptions of the interviewees were

evaluated in different baskets according to their duties. The second segmentation
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included the facts, implementations and regulations that could be observed in
order to set the situation down clearly. The recommendations was analysed in a
different segment, too. The observations and document examinations was also
subject to segmentation to accurately abstract the findings. This study will be a
case study so that, the statistical analysis was limited to determine the frequency
of opinions and recommendations by counting the similar answers. After
segmenting the data, the relationships were identified to see whether there are
patterns within the answers of participants. These patterns were demonstrated
through tables, graphs etc. This analysis was planned to give a chance for
corroborating and validating the results precisely. The interviews were in
Turkish so that, after analysing the data the results were translated in English to
write this thesis study (see appendices A, B, C, D, and E).

The data analysis of the classroom activity was done with basic statistical
measurements. The frequency of answers was recorded and the results were
demonstrated in graphic to see the results in a comprehensive way. This
classroom activity was subject to participant bias, so that the results only

implicate a tendency instead of revealing a generalizable fact.

3.7 Trustworthiness

For the trustworthiness of this case study, various methods were
implemented to ensure credibility, transferability, dependability and
confirmability of the study (Lincoln and Guba, 1985).

In order to defeat any credibility threat the researcher spend extended
time period (a month) to collect all the data available to objectively picture the
happenings. This prolonged engagement enabled the researcher to deeply
understand the context of the case school and environment. Moreover, the
researcher knew the context of the school and its environment because she has

lived for twelve years near the case school until 2007. This engagement helped
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to explain the socioeconomic background of the school population more
accurately. During the research phase, the researched spent plenty of time sitting
in the school yard and observing the general atmosphere of the students,
teachers, administrators and other community members.

Low-inference descriptors were used in reporting to provide
trustworthiness. Direct quotations from the participants were used for the
explanation of critical issues. Internal validity of this study is provided by data
triangulation. The results of the interviews made with teachers were cross-
checked with the results of interviews made with the administration and, school-
parent board in order to ensure the findings. Triangulation allowed the
enrichment of the information to understand the study context (Erlandson,
Harris, Skipper, and Allen, 1993). Also, another technique, referential adequacy
material, was used. For later utilization, all the data required prior to and during
study was archived. Among these materials, there were voice records of
interviews, interview question sheets (Appendices A, B, C, D, and E) classroom
activity sheets (Appendix E), volunteer participation information sheets
(Appendix G), recent policy and regulation documents (Appendix F).

The transferability of the research was gained by the demographic and
contextual information in order to enable readers of this research making
decisions about to whom the results may be generalized. The context of the
study and the interpretation of the results were explained in details. The social
context of the school and its environment and the families of students attending
this school is explained in details to allow the transferability of the study to
another context (Stufflebeam, Madaus, and Kellaghan, 2000). The findings of
one study can be applied to other situations carrying the same context. The
findings of previous qualitative and quantitative researches are compared with
the results of this thesis study to verify the general atmosphere and parallel
happenings. This comparison shows that the results of this study were similar to
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the findings of previous researches and this similarity make transferability
possible for this case study.

In order to address the dependability of this study, audit trial technique
was used. An external auditor who is experienced on research conducting
assessed the quality of the study and tried to assess the study process and study
findings to see whether they were dependable and confirmable ( Erlandson et
al., 1993). The auditor was an associate professor in educational sciences and
was an expert on educational research. All the data gathered and the data
collection instruments were presented to the auditor for her determination of the
trustworthiness of the research. The processes within the study were reported in
the last chapter in detail, thereby enabling a future researcher to repeat the work,
if not necessarily to gain the same results. The research design of this study may
be viewed as a “prototype model”. Such in-depth coverage also allows the
reader to assess the extent to which proper research practices have been
followed. Readers of the research report can develop a thorough understanding
of the methods and their effectiveness, the research design and its
implementation.

The study’s findings were the result of the experiences and ideas of the
informants, rather than the characteristics and preferences of the researcher. The
role of triangulation in promoting conformability is recognized, in this context
researcher bias was tried to be reduced. Once more, detailed methodological
description in this study enables the reader to determine how far the data and
constructs emerging from it may be accepted and this feature ensure a credible,
transferable, dependable, and confirmable research.

For the quantitative part of the instruments, validity check was required
to ensure that the data provided by the instrument could be used to draw
accurate findings (Fraenkel and Wallen, 2006). Experts, that have the
knowledge and ability to judge the relevance of the instrument to the purpose of

the study judged the validity of the instrument. Two classroom teachers and an
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academician in educational sciences checked the content validity of the
classroom activity sheet. They were provided the aim and scope of study that are
to be measured by this instrument. These validity checks were repeated until the
final instrument is composed. Also, an external auditor who is an expert in
educational sciences examined the face validity of the instrument to provide
feedback on the overall format of the questions.

The reliability check was important for this instrument to see that
consistent results can be gathered when used at different times at the same
setting (Morris and Fitz-Gibbon, 1978). The traditional quantitative view of
reliability is based on the assumption of replicability or repeatability. Almost
all, 96 per cent (252 out of 262), of the primary school students participated in
the activity, so that we can expect similar results when this study is conducted at

any different time with the same population.

3.8 Limitations

Although, it will be misleading to generalize this study’s findings for all
primary schools in Turkey, the similarities with the previous findings and the
socioeconomic background of the case school may lead to think that this case is
conducted with an average sample of population that resembles the basic
features of Turkish education system. This study aims to find out transferable
results. None of the results gathered in this case study are standing away from
the general situation of Turkish education system stated in the former studies.
But, still there is need to make more comprehensive researches including larger
samples of school contexts to generalize the findings to the whole system.

The change in the educational system at the beginning of 2012-2013
educational year created a notable limitation for this case study, as well as other
studies conducted this year about primary or secondary education. Because, as

mentioned earlier, most of the former primary schools are now continuing
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education under the title of either primary or lower secondary school, and these
school have students still from both levels. In this study, the case school did not
accept first grade students of the primary school this year. But, there are second,
third and fourth grade primary school children and even nursery classes under
its roof. This situation may be thought as a problem for the credibility of this
school. Because the absence of first grade means that the researcher could not
interview with first grade classroom teachers. But, this is not a serious limitation
for this case study, in fact. Hence, the classroom teachers answered the
questions taking into consideration their experiences with the first grades. They
were warned to mention any different activity or policy applied in the first grade
level. It is stated by the participant teachers that there was not any different
application or policy that they may add for the first year of school. Also, the
classroom teachers of the second grade were with the same students one year
before when they were in first grade. Thus, they were asked to answer the
questions of the interview, considering the last year and this year together, to
handle this limitation.

The participants were willing to answer the questions they were asked,
except for a parent. This has eased the collection of data in a short time. The
voluntary participation led to comfortable and apparent interview sessions.

The participant teachers of this case study were experienced at least for
15 years in education. Therefore, the health promotion approaches of newly
graduated or little experienced teachers could be not examined with this case
study.

The classroom activity was implemented in classrooms to determine the
students’ pre-school morning activities and breakfast habits were subject to
limitations. Because the children tended to write down what they should have
eaten, instead of what they exactly eat. Thus, the results of the classroom
activity are only referable to see that the students know what they have to eat for

a healthy breakfast. There is an interesting result in this classroom activity. The

108



percentage of students doing breakfast before coming to school increased day
after day. This, can be due to the fact that the students write to tend down what
is right, because they may have thought that the teachers were examining their
behaviours. Thus, again, this classroom activity can be accepted as a supportive
instrument sustaining complementary data rather than a main instrument

conducted to conclude findings for this case study.
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CHAPTER 4

FINDINGS

In this chapter the findings of the study is explained in detail to

demonstrate how Turkish urban public primary schools promote health in a

social policy context. The findings found can be categorized under 13 headings

as can be seen in Table 4.1.

Table 4.1 Themes Emerged

1 Perceptions about the Importance of Health Promotion and Health
Education in Schools

2 Teachers’ Role in Health Promotion

3 Health Promotion Efforts and Activities

4 Barriers for Promoting Health

5 Evaluation of School Environment and Facilities

6 “School Milk” Project

7 Teachers’ Views on Current Regulations and Policies

8 Teacher’s Opinions about The Curriculum

9 School Administration’s Role

10 | Opinions of the School Administration

11 | The Interviews Made With Parent-Teacher Association

12 | The interview with the Canteen Staff

13 | Classroom Activity
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4.1 Perceptions about Importance of Health Promotion and Health
Education in Schools

The participants were asked why health promotion and education in
schools is important. Teachers thought that health promotion and education on
schools is important for growing healthy future generations. Most of the
teachers (8 out of 9) express that the families are not occupied and able enough
to protect their children’s health in terms of nutrition, physical and mental
health. The parents sometimes do not have the necessary education to
implement the right nutritional and physical behaviours. Another reason for the
parents inefficiently in health promotion may be the economic problems. Low-
income families cannot have a healthy diet. Also, the cultural accumulation can
prevent parents from serving a nutritional diet and a health environment for
emotional and physical development. The teachers say that the families are
influenced by their children and their children’s teachers. They tend to obey the
advices given about nutrition and health as a whole more or less. The children
are carrying what they have learned in classes to their home and forcing their
parents to the rules and values they have learned about health as in any other
issue.

The teachers also believe that the media and other communication
channels can direct the youth to a single media- modelled appearance and health
understanding. Thus, children should get adequate knowledge and gain habits at
school in order to stay healthy now and then.

Teachers mention that health is very important because ‘“healthy head
belongs to healthy body”. By healthy head they mean the students who are able
to learn well and develop mentally. The school should be places where healthy
living behaviours are given, but not just places where health is told in classes in

words as reading texts in the curriculum.
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The teachers stated that schools are important because health was both
important for the society and the economy. Health problems are affecting the
government budget. One of the teachers says that “preventing diseases is more
important than curing them”. Three of the teachers have taken attention to the
cost of health expenditures on the state budget.

The school principal thought that health promotion at schools is very
important. “In order to have a healthy society, health promotion and education is
a must”. He states that the education in school should be a complement to the
education at home. The families, school and the child have to become together
to promote health, otherwise the programmes cannot work. He mentions that the
families are degenerated in terms of their children’s education. They do not
bother to be role models. Moreover, they are very likely to get angry with the
school and behave impudently. The child observes these behaviours and she/he
loses his/her respect, too.

When the answers of teachers and school administration were evaluated
as a whole it is apparent that they all agree schools are places where health
education and promotion should take place. But the reasons for this necessity are
partially known. Their knowledge of the literature showing the importance of

health promotion is limited to the economic and family related problems.

4.2 Teachers’ Role in Health Promotion

The teachers were asked their role in health promotion. All believed that
they had an important role in teaching healthy living behaviours and promoting
health in schools. One of the teachers mentioned that “although teachers are key
agents to health promotion in schools, the total quality management system
perceives parents and students as customers and teachers are excluded from the
teaching system every year more and more. Teachers are only seen as service

providers who meet the science, maths and language needs of children. The
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education dimension is losing blood in primary schools”. All of the participant
teachers mentioned that they had decreasing authority and thus teachers were
less effective in health promotion likewise in other areas. In spite of this
authority reduction, teachers were still called responsible from their students in
every aspect. Any problem regarding health or academic progress in school was
directly asked to the teacher. Teachers stated that the responsibility without the
related empowerment created friction between the teacher, child and parents.

Teachers mentioned that health education and promotion was packed
only in school books as reading materials by the curriculum. So that, the
initiatives taken by classroom teachers about health was left to the personal
interest of teacher. A teacher mentioned that “It is a chance, if the teacher has
interest in health related issues. But, when you left health promotion to the
personal interest of a teacher, a total social struggle to promote health is not
possible. It is not possible to reach a certain stage by individual attempts; you
can only affect your own students.”

Most of the teachers (7 out of 9) told that health education was one of the
main duties of teachers. Because, teachers were role models for primary school
children. The participants declared that the classroom teachers were taking the
places of mothers and fathers and were the main educators of children especially
at the first three years of primary education. The children tend to imitate what
their teacher do and make. A teacher said that “There are 64 cameras recording
my appearance, behaviours, speech in the classroom now. They will try to
imitate what | do in their daily lives. Thus, being a teacher means being a role
model for my students.” A teacher expressed that she gave up smoking and she
quitted shopping from the canteen except for water. Another teacher said that “I
try to have shower every day and come to class with clean clothes and shoes.
Because my students pay care to observe if | look healthy and clean. Two
teachers mentioned that they try to have lunch with the students in the classroom

and bring food from home every day to be an example for the students. Three
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teachers mentioned that they did not do anything special to be a role model, but
rather they generally talked about the importance of healthy eating, cleaning and
hygiene. None of the teachers declared an action they did, to be a good role
model for emotional or mental health.

Schools are places where education rather than teaching is important.
Anybody can show a child to sum and subtract or read and write. But
educational function of primary schools is much more than that. Classroom
teachers help children to gain behaviours, build a personality and determine
their own values. This is also true for health promotion. One of the participants
expressed that “healthy living and behaving is nothing that can be learned
through seminars or lectures, but it is something which can be gained starting
from the family by living, acting habits and generating values. Apart from
genetic factors, health is gained through education and teachers have significant
role here”.

Teachers have mentioned that the children of wealthier families tended
to be more immunized to diseases and they went to health controls more
frequently than the low-income families. Half of the teachers took attention to
the fact that promoting health in schools was especially important for poor
children whose health was often not given the necessary importance by their
families. In fact, schools and teachers were meant to be the only actors who
cared about their health. The environment and houses in which these poor
children live were thought to lack many of the conditions of healthy living, such

as clean water and secure living areas.

4.3 Health Promotion Efforts and Activities

The teachers were asked how much time they spared for health
promotion in a day or week and what they did to promote health. All of the

participants agreed that they did not spare a certain time period to promote
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health. But, rather they tried to integrate health promotion in class hours when
there was an opportunity. For example, especially at the first year of school, four
teachers mentioned that they took students altogether to the toilets themselves,
to teach how to wash hands, use the toilets, and brush teeth. But, even this basic
practice faced some difficulties. First of all, it was stated that the children were
not allowed to go to toilets altogether in class hours, because the possible noise
created at the school corridors may disturb the others doing lectures in the
classrooms. Moreover, at the breaks, the toilets were said to be so crowded that
teaching these basic cleaning behaviours to students was stated to be impossible.
Besides, five teachers mentioned that the toilets were not hygienic and teaching
how to do personal cleaning in that dirty area was not feasible. “I do not take my
children to the toilets to teach how to wash their hands and brush their teeth.
Because the wash bins and the tabs are dirty and there is a disgusting smell. A
cleaning activity in those toilets cannot create a good impression in the child’s
mind about cleaning. At first, the place and the equipment have to be clean to
teach the benefits of cleaning”. Also, they tried to teach how to eat and drink at
lunch pauses and they thought the importance of personal cleaning before and
after eating meals. Three teachers mentioned that they made the children to
bring their own soaps, brushes and towels in the classroom with them. The
children were caring to obey the rules of the teachers about cleaning at the
beginning of the school years, but they were stated to lose their interest in
obeying these rules within time. The teachers said that due to the lack of
parents’ commitment in health promotion and education, the children did not
keep on practicing the same cleaning behaviours at home, and without repetitive
action they could not build personal cleaning habits. Thus, after some time, the
children, who could not set these behaviours regularly in their daily lives, were
said to begin to get bored of the cleaning practises at school and to perceive

these cleaning activities as useless.
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In order to promote healthy nutrition in classrooms, eight of the teachers
declared that they determined a diet list at the beginning of each year. They tried
to develop a balanced diet list for students. Five teachers said that they
composed the ingredients of the list in coordination with the parents. In the table

below an example diet list is exhibited (Table 4.2).

Table 4.2 Example of a Weekly Diet List

Monday | Home-made cakes Fruit juice Fruits / vegetables
Tuesday Bread Cheese and olives Fruits / vegetables
Wednesday Sandwich Milk / fruit juice Fruits / vegetables
Thursday Pasta Milk / fruit juice Fruits / vegetables
Friday Toast Milk / Ayran Fruits / vegetables

When the list is analysed, carbon hydrates, fruits and vegetables take
place every day in the list. Nutrients containing protein were not taking an
appropriate part in the diet list, due to the lack of healthy food keeping
conditions. Dried fruits such as walnut, hazelnut, almond and grapes were seen
as necessary for the children’s neural development by the teachers and the
administration and it was made obligatory by the school to bring dried fruit to
school every day. The physical and mental development of primary school
children is directly related to what they eat and drink. Their diet should be rich
of protein and calcium as well as carbon hydrates. But, as can be seen from the
list, it can be thought that either the teachers are not very knowledgeable about
nutritional requirements of child development or the physical and economic
conditions prevent the teachers from applying a nutritional diet program in
schools. All of the teachers mentioned that the conditions of classrooms were

not feasible for keeping food fresh. The classrooms do not have any air
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conditioning or refrigerators. Thus, they tried to choose from durable food
alternatives when the list was developed.

The insufficient knowledge level of teachers and parents about healthy
nutrition, physical and economic difficulties were admitted as obtacles that
prevented healthy eating at schools by the teachers in this study. They
mentioned that, they tried to improve their knowledge about nutrition by their
own efforts. They tried to implement what they have learned from media or
books in their classrooms. Moreover they agreed on the fact that they did not
have the opportunity to improve physical condition of the classrooms or the
school which requires managerial decisions and resources, such as establishing
air conditioning, buying refrigerators or operating a fresh food serving eating
facility.

The teachers’ efforts to sustain a healthy lunch for children were often
blocked by parents. It was stated that the pre-determined diet lists were not
regularly pursued by parents. The majority of teachers (7 out of 9) claimed that
the parents did not obey the diet list and put junk food in the lunch boxes.
Furthermore, it was claimed that the parents often quitted preparing a lunch box,
especially after the first grade. The teachers mentioned that when they warned
the parents about the child’s wrong eating habits and talked about the
significance of healthy nutrition, the parents defended themselves and
complained about the difficulties of preparing a lunch box. The parents are said
to choose to give pocket money to their children to buy lunch from the canteen,
instead of preparing the lunch themselves. But the canteen is inadequate in terms
of meeting the healthy nutrition requirements of children as explained in the
previous chapter.

The teachers participating in this study were seen to build health
behaviours and give information about hygiene, personal cleaning, health eating
and healthy living. But, their efforts remain as individual attempts, because there

is not a complete school programme to promote health. Moreover, the physical
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conditions of the school challenge the students, the teachers and the school
administration. The toilets, the classrooms and the school building as a whole
are insufficient for healthy learning, eating and cleaning.

The teachers were asked their methods to track the health status of their
students. All of the participants replied that they were keeping a file in which
they recorded the weight and height of students at the beginning of the school.
They said that they also wrote down the chronic illnesses, medicines, and other
information about the health status of their students. The teachers claimed that
they controlled the height and weight of each child regularly at the first grade,
but later in bigger grades they left the measurement to the students. Only one
teacher mentioned that she controlled the teeth, hand and hair cleaning of her
students weekly. Besides physical health problems, psychological health
problems were also declared by the teachers to the parents, but the teachers did
not feel themselves occupied enough or predominant to detect the problems in a
timely manner. Teachers stated that they called the families and gave
information about the health status of the child to the parents, when a child got
ill in the classroom, was consistently unhappy or came to class with symptoms
like fever and cough. None of the teachers reported the chronic illnesses or other
severe health problems to the health authorities themselves; they leave the care
of the disease to the parents. The school neither had a health professional
employed nor an inner health service department. Moreover, there was not a
communication link established between the school and the health authorities to

cure or improve the health problems of students.

4.4 Barriers for Promoting Health

The teachers were asked the barriers in front of them to promote health.
The most commonly mentioned barrier is the physical condition of the school.

The school lacks appropriate facilities and conditions for promoting health.
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There is a small canteen (12 meter squares) that has a service window
looking in the playground of the school. The canteen is selling concentrated fruit
juice, water, milk, ayran®, ice cream, toast, chocolate and candies. There is not
any warm food or hot meal cooked and served to be consumed as a lunch.
There are not any sitting places to eat and drink, and when the weather is cold or
rainy the children live difficulties in shopping from the canteen due to the fact
that they have to wait in the open air to do shopping from the canteen. Other
than the canteen there are not any eating facilities. The absence of restaurant,
refectory or equipped canteen is not just a problem for the children, but it is also
challenging for the teachers. The whole school population have to depend on
their lunch boxes to get a lunch. As mentioned before, the school does not have
an air conditioning system or refrigerators, thus the ingredients of the lunch
boxes are limited to food that is durable, because it is impossible for the teachers
and the students to keep their food cool and fresh especially when the weather
temperature increases.

The participant teachers mentioned that the playground of the school
was not sufficient for physical education. The ground is covered with asphalt.
Teachers said that the optimal ground coverage for primary schools is sand or
grass. The asphalt ground of the playground was claimed to cause injuries
easily, when a child fell down. Moreover, the school do not have a sports hall.
The children at primary school age have to be educated physically both for their
mental and physical development. The sports halls have a critical importance for
primary school children, because these places are play grounds which are secure
and healthy for children. The students can play team games, socialize and be
educated in these courts. Primary school children are very energetic and need to
discharge their energy in some way; doing sports is one of the most precious

ways to do this. The teachers said that the students were forced to sit in

’A drink made of yogurt and water.
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classroom for 6 hours, including the breaks, especially in the winter, because
they did not have adequate facilities to play with their students.

The school is doing binary education, meaning that there students who
attend school only in the mornings and there are others attending school only in
the afternoon. The classes begin at 7:10 am for the students who are attending
school in mornings. Every course is 40 minutes long. There are 6 courses in a
day. The morning students leave school at 12 am and at 12:40 pm the afternoon
classes begin. The classes are over at 17:30 pm. The breaks are very short, only
10 minutes long. The students do not have a separate lunch time. They eat their
lunches in 20 minute time period which is taken from the class hours. This
binary education system is criticized for not being feasible for students and
teachers in terms of health promotion. Teachers declared that they had limited
time to catch up with the curriculum that was already loaded with lots of
different subjects. The teachers stated that they could not spare special time
dedicated to promote health in class hours under these circumstances. This
binary education is limiting the quality of lunch, as well. The children who do
not have sufficient time to eat a complete meal said to be forced to feed on ready
food like sandwiches or toasts at best. Provided the children had a separate
lunch time, they might have taken the chance of going to their homes to eat
home-made meals. Moreover, there is almost no time left to students for playing
and interacting with friends after having lunch. Physical activity and
socialization were claimed to be ignored due to the short breaks and school time.

The difficulties in hygiene and cleaning are mentioned as other severe
problems. The toilets and the classrooms are not clean enough. Moreover, there
is a sewage problem in one of the two school buildings and due to the old
infrastructure; this problem cannot be solved permanently. The corridors smell
disgusting because of the sewage problem and the children have to use that toilet
unfortunately. There are only two cleaning staff employed for the whole school

which has two separate buildings. Each cleaning staff is responsible from one
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building. The participants of this study all stated that the demand was not met by
this limited supply. The school is making binary education. Half of the classes
attend the school in the morning and leave the school at noon. The rest of the
students come to school at noon and leave in the evening. There is not enough
time left between the classes in the morning and the classes evening to clean the
classrooms. Thus, the classrooms are mopped up once a day in the morning or
evening. Thus, the primary school students who come to school at noon are
sitting in classrooms that are desecrated by bigger classes in the morning.
Cleaning of these classrooms is sometimes said to be done by mothers of the
students. A teacher stated: “Every day a parent comes to the classroom before
the lessons start. The bigger classes leave the classrooms really dusty and
messy. We have to clean the classroom with our own efforts. The cleaning
personnel cannot mop up the classroom in the midday. He has lot to do. | try to
keep the classroom clean during classes, but it is not enough. Primary school
children can easily get ill due to dust or pollution. Hence, we try to keep the
classroom clean with our own efforts”.

All of the teachers and administrators thought that families were barriers
to promote health, too. The parents were said to not care enough for the child’s
daily cleaning and sleeping hours or they did not give importance to their
nutrition enough. Most of the families were believed to be really irrelevant to
the health education and promotion. The teachers thought that some families
could be aware of the importance of healthy living, but this time they might lack
the economic and physical conditions to provide a healthy environment to their
children. The teachers mentioned that some children were abused and subject to
violence and they did not have a climate of care, trust and respect, social support
and mental health promotion. It is not only parents, who are responsible from
child abuse and violence. A small proportion of teachers and children were
observed to abuse and assault children during class hours or breaks while

conducting this study.
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Seven of the teachers complained about the procedures of the ministry
in front of applied education. The teachers stated that they had to handle with a
lot of procedure when they wanted to take the children to a trip for educational
purposes. The students learn by practising and seeing. However, the teachers
told that they were forbidden to take their students to a place like a zoo, a
museum or a health facility during class hours. Also, they had to take permission
from the Ministry of Education, in advance. The expenditures like transportation
or entrance fees were paid by the families. Under these circumstances the
teachers said that they were generally discouraged to take the students to an
educational trip.

Seven teachers claimed that absence of professional health personnel
working at the school is another barrier in front of teachers to promote health in
schools. The teachers did not feel qualified enough to interfere in health
problems. A professional aid should be beneficial not only for curing diseases or
injuries but also for promoting healthy eating and living in schools.

When the teachers’ level of qualification was questioned to promote
health in schools, seven teachers mentioned that they felt not qualified enough to
promote health. They declared that they required in-service trainings to promote
health. They did not get any per-service training during their university
education about health promotion, either. Only two teachers said that they felt
qualified enough to promote health, due to their personal interest in health
related issues. It was understood that these two teachers who felt themselves
qualified to promote health, seemed to perceive health promotion rather only as
health education. The answers of these two teachers to the other questions
revealed the fact that they only gave information about health to their students
but did nothing to develop behaviours or habits for healthy living.

The assistant school principal stated similar problems to those mentioned
by the teachers. He thought that there were severe problems with the nutrition of

children. The canteen of the school was too inadequate to meet the needs of
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children. They did not have a table to sit and eat their food. Also, he mentioned
that families and the media played the main role in the child’s attributes towards
healthy living. He claimed that they had limited resources as the school
administration and they could not interfere in the health education and
promotion of children. He took attention to the fact that children were
perceiving spending money as something prestigious. The school canteen was
the only place where they could spend money in front of their friends. Thus, the
students were thought to like to buy things from the canteen. Unfortunately, in
spite of the recent regulations on food sales at school canteens, canteens were
still not seen as healthy eating facilities by the school administration. The
children can still buy chocolate, candies, and other kind of packaged snacks
from the school canteen. The students prefer to consume these as lunch in spite
of bringing lunch boxes to the school.

The school principal criticized the education policy as not being national.
He thought that the policies were taken from different resources and the
education system limped in various aspects. The school principal claimed that in
the past the authority was in the hands of the teachers and the school
administration, but now it was given to students. The parents tended to complain
about teachers very easily. The school principal stated that this structure
demotivated the teachers and they refused to do more than the curriculum. He
claimed that the teachers taught what they have to teach and leave the classroom
behind them after last the ring belled. He complained that any policy change
should be done with the attendance and commitment of teachers. The teachers

were claimed to be a chain ring that linked education policies and the society.

4.5 Evaluation of School Environment and Facilities

When the teachers were asked to evaluate the health conditions of the

school and school environment, they repeated the previous complaints
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mentioned in the previous section. The canteen, toilets, classrooms and the
playground were said to lack important features of a healthy environment. There
IS a noteworthy service and infrastructure problem in cleaning and sanitation.
Also, the children cannot use the tap water for drinking. They have to buy their
drinking water from canteen or bring from home.

Eating healthy food and playing in a healthy environment can be thought
as the basic feature of any school, since schools should be places to raise healthy
children. But, in this school even these most basic needs could not be met. There
is no eating facility that serves daily and nutritional food, and there is not a
sports hall or a healthy playground for physical activity. The teachers could not
mention any health disparities directly related to the absence of these facilities,
but they said they did not have any opportunity to compare how the health of
children may improve with the presence of these opportunities. Because, that
mentioned that these problems were the common troubles for most of the
primary public schools in Turkey.

Moreover, it was claimed that the school was not located securely. The
walls surrounding the school area is not built properly. There are not any
security personnel controlling the entries. Three teachers were worried about the
security of the school, while others did not mention any complaint. A teacher
declared: “The location of the school is not healthy and that is valid for most of
the primary schools in Ankara. The schools are generally near the highway or
within roads and the schools are built on uphill roads. The primary school
students have difficulties in reaching the school especially in the winter. The
location is not inspected by the ministry in terms of its feasibility to be a school.
If the land is empty and cheap then it is seen as feasible”.

The principal agreed that the toilets were not hygienic. There are 18
toilets cabins in total at the two school buildings, and these toilets are cleaned by
only two people. Also, there are 24 classrooms and other administrative and

service rooms that have to be cleaned every day. The principal said that the
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schools could outsource the cleaning service, but the state did not spare a budget
for schools to pay for the services outsourced. He stated that it was necessary to
clean the toilets at every break, but it was impossible to clean so frequently with
limited staff and monetary source.

The teachers agreed that the classrooms were infeasible for sustaining a
healthy environment. The classroom should have washbasins that can be used
by the students before or after lunches or whenever necessary. The hygiene of
these washbasins can be controlled by the teachers easily. The rows that the
children sit are not ergonomic. They are made up of wood, are very heavy and
impractical to use.

The last and may be the most important problem of schools is the limited
monetary resources of the school. All of the teachers take attention to this
problem. The state pays the salaries of teachers, water, bills (water, electricity,
natural gas) but, do not give a separate budget to schools for any other
expenditure. In the past the schools were free to collect donations from parents,
but since a few years, collecting donations have been forbidden. The only
income resource for the school is the budget of school parent association. They
hire cleaning personnel and buy cleaning materials from this budget. The school
parent association collect rent from the canteen and accept voluntary donations
from parents. This budget is very limited so that, only two people can be hired
for cleaning the whole school.

The assistant school principal was asked his opinions about the
conditions of the school in terms of health promotion. He mentioned that the
school was well equipped compared with the schools around. “The wellness of
the school is directly correlated to the income level of the town that it is located
in”. Although collecting donations was forbidden, the conditions of schools that
are located in richer towns tend to be better. This may be due to the fact that the
children coming from higher income families protect and maintain the school

facilities better. Also, the reason may be that the state builds better school
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facilities in towns with higher income. The general wellbeing of school affects
the outcomes of attempts to promote health at schools. Thus, improving the
physical conditions of the school will directly improve the health status of

children.

4.6 “School Milk” Project

Besides the barriers explained above, there is a new policy implemented
in schools what contributes to the health of school children. The state delivers
packaged milk to primary schools there days a week since 2011. The
permissions of parents are taken to allow the child to drink the delivered milk.
The teachers mentioned that out of 262 students attending, second, third and
fourth grades, 40 students do not take milk. The ones that do not drink the milk
generally do not feel confident about the ingredient of the milk. There are 10
students which are reported as allergenic to milk. Seven teachers agree that milk
distribution is beneficial for children more or less. They have witnesses who
begin drinking milk after this policy. The children like to imitate their friends as
well as their teachers. The participant teachers observed that children influence
each other positively in milk consuming. Only two of the teachers mentioned
that they did not feel safe to recommend the consumption of school delivered
milk to their students. In the classroom of these teachers the milk consumption
was less than the other classrooms. On average 12 per cent of students did not
take milk in the classrooms of these seven teachers who supported milk
distribution. But, in the classroom of the other two teachers the rate of students
who did not consume that milk was 40 per cent. It is clear that the choices of
teachers directly affect the choice of students. This is a very critical parameter
demonstrating the significance of teachers on children for health promotion.
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4.7 Teachers’ Views on Current Regulations and Policies

A brief explanation of what is going on Turkish Politics about health
promotion and education was summarized in the literature review section before
stating the results of the interviews in terms of the views about current policies,
regulations and present happenings going on about health promotion under the
umbrella of Turkish political atmosphere.

The teachers of this case study were totally unaware of the “Turkey
Healthy Nutrition and Active Life Program” program. None of them have
mentioned that they were informed about the program or the targets of the
program, although as stated in the previous chapter there are certain activities
that have to be implemented by schools and teachers.

The teacher and the administration declared that the health services
provided by the state were very rare and not functional. The health services
delivered in schools were limited to immunization and controls of eye-sight and
teeth health. All of the teachers agreed that there were not any problems about
the vaccination programmes. But, the services for health controls did not work
appropriately. Eight teachers said that the regular teeth and eye-sight controls
were ignored by the health authorities in the last two years. Even when they
came to the school, their controls do not go further from determining the cavities
or myopias. A teacher announced: “The doctors come and examine the mouth of
children in seconds. They said the child how many cavities he/she has. They did
not record the problems or do not direct the child and the family to a hospital or
do not recommend any treatment to cure the problem. This is only a waste of
time for the doctor and for the child.” However, there are lots of actions the
doctors can take. The doctors or other health professionals can take the children
to the hospital after the check-ups and give free medical assistance. A health
report for the families can be prepared in order to give information to the

families after controlling all critical systems of the child containing both
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physical and emotional wellbeing. Turkey is a social state and the children are
the future of this state. Thus, students should get a functional health service in
schools.

4.8 Teacher’s Opinions about The Curriculum

The teachers were asked their opinions about the curriculum in terms of
health promotion. All of the teachers agreed that the curriculum was not
comprehensive and practical. The primary school curriculum included reading
texts about the cleaning, diseases and health but these texts were only
informative. It did not teach children how to live and behave healthy. The
curriculum did not aim to develop behaviours and values in health promotion
but rather give information and teach what is good or not for health. It did not
show how to stay mentally and emotional well and how to gain habits for
healthy eating. The teachers desired practise and application in every
educational aspect as well as in health promotion. One teacher suggested that
professionals could be invited to teach health living behaviours in the
classrooms. Six teachers expressed the load of subjects that were concentrated in
the curriculum. A teacher said:

There are a bundle of subjects that we are expected to finish throughout
each semester. Some of these subjects are very important but some others are
really ignorable. Primary schools are places where the children structure his/her
personal values and beliefs. Thus, the important subjects should take more time
in the curriculum. We get exhausted to finish the programme but, however, we
miss educating our students in vital subjects like health promotion.

Another problem with the curriculum was the absence of a professional
physical education lesson given by a physical education teacher. The classroom
teachers took their students to the playground themselves and leave them to play

as they like. But, four teachers mentioned that a physical education class that
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was directed by a physical education teacher is more beneficial to the physical
development of children. The students had to learn how to train their bodies
correctly. But, the classroom teachers had no professional knowledge about
training the child’s body adequately and without injuries. The children who
were educated by a physical education teacher may be more tend to participate

in sports activities and team work than the others.

4.9 School Administration’s Role

When their opinions about the role of the administration in health
promotion was asked, the teachers agreed that there was nothing much to do.
The school principal was perceived as a responsible and interested manager, but

his resources were too scarce to create a difference. A teacher mentioned:

The administration has no resource or authority to promote health in
schools. They have bigger problems than health. They were forbidden to collect
donations, thus the budget of the school is very limited. Also, the current
changes (4+4+4 system) in the education system created new attainment
problems. Thus, the principal cannot spare time to improve the health
conditions now.

At the end of the interview the teachers are asked their opinions which
they want to express as an addition. They are generally living difficulties due to
the problems of physical school conditions and curriculum. These factors have
to be designed at first in order to build a health promoting school system.

A teacher believed that building health teams in schools and developing
the physical conditions of the school may be seen expensive, but it was more
expensive to cure the health problems related to the current system. Half of the
expenditures made for curing diseases may be prevented through promoting

health in primary schools. Teachers added that:
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Health means wellbeing. Thus taking children in the nature is very
important. Doing sports and walking in the nature are important for their
development. Teachers should be given their authority to take the children to
these places and should be able to do this within class hours because this is
more educative than only talking or sitting in classrooms

The curriculum is information intensive, but rather it should be practice
intensive. Now, schools are not seen as a part of life. Children place schools
apart from their daily lives. They feel that they leave their daily life and come
to school, and after the classes end they rush to turn their daily lives. We should
integrate school life into daily life in primary schools. Then we can expect that
the children practise what they have learned at school in their lives. This is all
about the mental, physical, emotional health of the child. The child, who is
committed to the school, is more likely to achieve academically and be healthy.

4.10 Opinions of the School Administration

The principal mentioned that the new education system has brought
severe infrastructure problems with itself. The fifth grades were included in the
secondary education now. The school has changed its category from primary
school in which students from first grade to eight grade took education, now to
secondary school which is expected to educate students from fifth grade to eight
grade. But, since it is the first year of the new system except for the first grade,
the school still has students from all the other classes. The main problem with
the new system was the size of the classes in the second education. There were
28 students on average at the primary level. But, due to the new registrations
coming from other schools the average student number has increased to 45 in
the second level. The fifth, sixth, seventh and eighth grades are living
difficulties in committing to the school. The capacities of the classrooms are 30
students, but there are 45 children now sitting tightly in rows. In such a
condition, health disparities are one of the first troubles the students face. In
these classrooms the infectious diseases spread very quickly. These crowded
classrooms are suitable for getting ill, because of the inadequate air conditioning
and hygiene problems. Psychological problems related with the stress,

depression and anxiety occurring in crowded living places may arise.
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He was asked what can be done to improve the conditions of the school.
He said that the school has to be rebuilt. The classrooms and teacher’s room
were insufficient. The toilets were not steady and the school does not have a
sports hall and restaurant. The buildings have to be designed to attract students
and teachers to come and study comfortably.

He believed that schools are complementary in health promotion.
Without initiatives taken by the families, the child’s health status cannot
improve much. “Think of a father who is unaware of washing hands after using
the toilet at home. You cannot keep this child healthy with your attempts at
school by teaching cleaning principles”.

Although there existed severe barriers in front of health promotion, there
are good practises at school, the principal expressed. Milk distribution is one of
the recent policies that are very crucial for the children’s development. Also, the
children of this era are very alert to reach new information. They are the
children of World Wide Web. They are in front of their teachers and parents in
terms of access to knowledge. Of course, this has some certain disadvantages.
But, it is admitted that the children can learn knowledge quickly from internet.
Thus, schools should be places to learn how to use knowledge instead of giving

knowledge.

4.11 Interviews Made With Parent-Teacher Association

Interviews were made with two parents who were members of parent-
teacher association. The participant parents mentioned that the parents do not
support the school economically. Collecting donations from the parents is
forbidden since three years. Since then, it is difficult for the school to sustain
even the most basic services, such as, clean classrooms and toilets. Moreover,

they cannot buy adequate amount of toilet papers, detergents and other cleaning
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staff. The personnel employed cannot handle with the whole school with limited
workforce, appropriately.

The head of parent-teacher association believed that the teachers were
doing their duties well in terms of health promotion under these circumstances.
The teachers were believed to work with limited sources and their work load
was perceived as heavy. After the third grade the teachers cannot control the
child very much. At that point, the students begin to walk on their own ways. A
sports hall and an eating facility are the main necessities of this school according
to the head of parent-teacher association. There have to be better security and
cleaning capabilities.

The policy makers had to be careful about the personnel hired for
working at schools. “Once there was a project of the government spoken in the
school about hiring cleaning staff. There was told to be a law suggestion to hire
ex-convicts at schools as cleaning staff. This project is reacted fiercely by
educators and parents, a lot, because schools are places in which the families
give the duty of their children’s safety to the school”. Hiring ex-convicts can
disturb the students and parents and may affect the commitment of children to
the school negatively.

In order to provide income to the school, the parent-teacher association
collects the rental income of the canteen and organizes a “kermes™ every year.
Sometimes, parents or municipality can donate equipment such as benches,
computers, books or sports equipment etc. This is how the budget of the school
is formed.

She mentioned that health education is the responsibility of the family. A
mother should teach the child how to clean his/her body. When she was asked
about the duties of the school about health promotion, she said that her children

do not use the toilets of the school due to hygiene reasons.

® A charity market or fair
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She tried to organize meetings with the parents about the problems of
school and the children. The school-parent board tried to express their opinions
and find a way to solve the disturbances. But, the parents were incurious
towards the problems of their children’s education. This finding of the interview
was parallel with the findings of the interview made with teachers (n=9) and
school administration (n=2).

She felt herself occupied about nutrition due to her personal interest. But,
when physical or mental health is the concern she tried to ask for advice.
Moreover, she mentioned buying books regularly to her children and she
mentions that she reads a lot too.

The second parent interviewed seemed to support the opinions of the
school-parent association. She complains about the lack of practise in

classrooms and the school generally.

4.12 Interviews with the Canteen Staff

The canteen operator perceived healthy nutrition as an important concern
because, the ones who come to school without having breakfast cannot learn
well and can develop physical problems.

He supported the recent regulations that limit the sales of junk food at
school canteens. But, he adds that the student gets out of the school and goes to
the market close to the school yard, at breaks to buy coke and chips. The
ministry should bring similar regulations to the markets that are close to schools.
The consumption of fruit juice and milk has increased after the new regulation.
He has tried to sell fresh fruits in the past but it did not work, because the
students bring their own fruit with themselves.

The operator mentioned that children are conscious about that they
consume, they have the habit of controlling the exposure date of products they

buy from the canteen.
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The canteen was a small room (12 meters square) that was linked to one
of the main school buildings and there is only one small window that looks in
the playground of the school. The children waited in front of that window, in
open air to pay for and get their orders. There are no tables for students to have a
sit. The door of this room was inside the school building and it is opened for the
canteen operator only. There are two refrigerators, one for ice-cream, and one
other for drinks. The rest of the equipment was a toaster and a tea machine. He
said they try very hard to clean the canteen regularly, but the physical conditions
were not suitable for serving better food such as fresh sandwiches or hot meal.
The canteen operator stated that he uses the best products in the canteen because
the health of children is important to him. He thought his service was satisfying,

so that he was able to have 31 year of experience at this school.

4.13 Classroom Activity

Among 262 students (N=262), the classroom activity that was conducted
with 252 (n=252) primary school students for ten days. In the first part of the
activity the children were asked what activities they did before coming to school
(Appendix E).

The students participating in the classroom activity were given
alternatives and made to choose the activities they did. There is a graphic below
to show the distribution of their answers (Figure 4.1). As mentioned before, this
activity was designed to give a broad perspective of the tendencies of children to
give importance to healthy eating habits.

The children were washing their hands and face (n=183), and watching
TV (n=173), usually. Nearly half of them (n=142) were playing games before
coming to school. Nearly one third of them have mentioned that they were

studying (n=82) and brushing their teeth (n=98) before coming to school.
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Figure 4.1 Activities Done Before Coming to School

did breakfast and where they did their breakfast: at home or at school. Most of
the children (n=230) said they did their breakfast before coming school at home
(91.3 per cent). However, when it is considered that all of the primary school
children were coming to school after lunch time it is critical to see that 8.7 per

cent of these children (n=22) do not have breakfast before coming to school

In the second part of the activity the children were asked whether they

(Figure 4.2).

(66.3 per cent). There are still a big percentage of children eating junk of

As the last question the children were asked about the ingredients of their
breakfast. Two third of the students (n=167) eat nutritional food at breakfast

unnecessary food at breakfast (Figure 4.3).
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This activity can be subject to answering bias, because some children
(n=22) tend to write down what was desired to happen instead of what they
actually did. This may be due to the fact that the teachers delivered the forms, so
that the students could think that the forms were evaluated by the teacher.
However, due to the socio-economic background of the school and the school
starting time (primary school starts at noon), doing breakfast at home before
coming to school was an expected activity.

4.14 Summary of Findings

The participants of this case study are found to be aware of the
significance of health promotion in schools. However, they perceive health
promotion as a concern of physical health rather than a combination of mental
and emotional health. The teachers are found to feel responsible from their
students’ in terms of promoting their health, because they know that they are
role models for the children.

The teachers are found to teach the personal care and basic cleaning
behaviours in the classrooms. Moreover, they try to monitor the health status of
their children regularly, but their efforts remain individualistic and there is lack
family of support to enhance the health status of students.

There are several barriers the teachers, the school administration and the
parent-teacher association is dealing with. The small canteen, the unhealthy
playground, lack of health services in school, binary education, difficulties in
hygiene and cleaning, monetary problems, families, procedures of the ministry
of education, absence of professional health personnel, insufficient teacher
qualification, old school infrastructure, curriculum workload are found to cause

problems and deficiencies in health promotion practises.
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Besides, these barriers there is found to be a health promoting project
named “school milk” conducted in primary schools. Free milk is delivered three
times a week to the primary school students.

The teachers and administrators are living difficulties due to the
curriculum and regulations to promote health of children. Because, there is
claimed to be absence of a health promotion program in primary schools and the
curriculum workload is heavy and not skills-based.

The school lacks the physical conditions like eating and sports facilities.
Moreover, the cleaning and health service delivered at the school was
inadequate. The administration is living severe financial problems. Moreover,
the families are not supporting the school financially or personally. Thus, it is
found that the school has apparent problems in promoting the health of school

children and even the school staff.
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CHAPTER 5

DISCUSSION AND IMPLICATIONS

In this chapter, firstly, the findings are discussed with respect to the
research questions of this thesis study and then the conclusions are stated,
accordingly. Afterwards, the researcher’s implications for practise are Stated. In
the last part of the chapter, implications gathered for further social policy and

educational studies are written, in details.

5.1 Discussion

In order to maximize on the effectiveness of school-wide and individual
classroom teaching programs, administrators and teachers must consider student
needs and their hierarchical order according to Maslow’s theory (Maslow,
1943). This must be a top priority in the development of programs so that
students have the capability of reaching their highest levels of potential. Schools
and government agencies are aware that if students' basic needs are not met
student performance will suffer. Addressing basic physiological needs is still a
key concern in today's classroom. Lack of proper nutrition, personal hygiene
and even sleep affects many of today's students. In lower socioeconomic areas
these concerns are further accentuated. These basic needs must be met before
the student can reach the next level (Maslow, 1943). According to Maslow’s
hierarch of needs, the need for a structured and safe classroom has to be
essential for student growth and progression. A structured classroom provides
psychological safety for the student. A safe environment is not limited to
physical parameters. Students must not only feel safe in the classroom

physically, but emotionally and psychologically, as well. The student must feel a
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degree of safety in all aspects of the classroom and school environment before
progressing to the next step in Maslow's theory -belongingness and love needs.
Robert Slavin (2012) notes, "The most important...needs, however, may be
those for love and self-esteem.” The student must feel that he/she is important as
an individual - that he/she is lovable and is deserving of being loved and cared
about. Once these needs are met, the student may then move to the next level-
need to know and understand. It is at the last level called “self-actualization”
that the student is most receptive to learning.

From Maslow's (1943) perspective, the drive to learn is intrinsic.
Learning contributes to psychological health. Self-actualized people tend to
accept themselves for what they are. They freely admit their weaknesses, but do
make attempts to improve. They don’t worry excessively over the mistakes they
have made, but instead focus on improving. They respect and feel good about
themselves. However, this self-love is healthy and not narcissistic. They are less
restricted by cultural norms than the average person. They feel free to express
their desires, even if contrary to the popular view. These people have frequent
peak experiences, in which time and place are transcended, anxieties are lost,
and a unity of self with the universe is obtained (birth of a child, marriage,
deciding to go to school). The challenge of teachers is to aid the student in
achieving this level. As it is discussed below this case study reveals that this
case school has difficulties even in meeting the most basic needs stated in the
hierarchy of need pyramid developed by Maslow. Thus, it can be concluded
what a child who deprives some of his/her basic needs, cannot be able and
motivated to learn and attend school for completing his-her self-actualization. In
the upcoming parts of this chapter the problems in meeting each level of these
needs is discussed with respect to the research concerns of this study.

The findings of this study support the previous findings about the
situation of health promotion and education in Turkish primary schools. The

service and practises that is expected to be enforced in order to promote and
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protect health of school children is inadequate in Turkey (Tasdan and
Memduhoglu, 2008). Also, Turkish primary schools do not meet the healthy
environment standards (Canbaz, 2011). Moreover, the classroom teachers lack
adequate training and qualifications to educate the children in terms of health
promotion. There have just been new regulations and programmes written by
various policy makers (Ministry of Health, Ministry of National Education) to
promote health in schools, but most of these initiatives are not put into action,
yet. There are still several problems in promoting health in public primary
schools. In fact, it can be concluded that there is little evidence to state that the
school studied promote health properly.

The findings of this study are discussed below in relation with the
research questions developed for this case study to understand how Turkish
public primary schools promote health. The findings stated in the previous
section are grouped to answer each research question in depth. The research

questions discussed in the next part are:
1. What is the current situation of health promotion in public primary
schools in Turkey according to the perceptions of primary school teachers with

respect to the on-going health education and health promotion policies?

2. What are the attitudes of primary school classroom teachers towards

health promotion and health education?

3. What are the barriers in front of the teachers and the school to reach a

health promoting education system?

4. How appropriate are the school environment and facilities designed

for students to become and survive as healthy individuals?
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5. What does the school population think about Turkey’s health

education policies and related implementations at urban public primary schools?

6. What are the teachers’, the school administrators’ and the parent-
teacher association’s recommendations for developing the current health

promotion policies in public primary schools?

5.1.1 Discussion for Research Question 1

Providing that this case study has a saying on the Turkish public primary
schools, this study finds out that Turkish public primary schools have serious
challenges in promoting health in schools. Moreover, the teachers and the school
as a whole think that there is not an expectation declared by the state for health
promotion in schools. The teachers are struggling to teach the significance of
health and build health promoting behaviours by their own efforts. There is not a
school program established to promote health at this urban public primary
school. Individual efforts of the teachers and the school administrators cannot
go beyond teaching basic personal care, cleaning and healthy eating behaviours.
The participants do not have the education or qualification to imagine a health
promoting school as a school that is strengthening its capacity as a healthy
setting for living, learning and working (WHO, 1997).

A health promoting school views “health” as physical, social and
emotional wellbeing (WHO, 1998a). But, the case study reveals the fact that
there are gaps to build health into any of these aspects of life at the school and in
the community. The school mentioned several barriers to promote physical
health in the school and worse than that the participants of this study are almost
unaware of their role in social and emotional health. However, health promotion
in schools have to be very important for Turkey, because the research findings

in both developing and developed countries demonstrates that “school health
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programmes can simultaneously reduce common health problems, increase the
efficiency of the education system and advance public health, education and
social and economic development in each WHO Member State” (WHO, 1997a).
Therefore, improvement of health and reduction of health problems have to be
achieved by building on the strengths of the schools and drawing on the
imagination of students, parents, teachers and administrators. In the two sections
below the current situation of health promotion is discussed in more detail.

Perceptions about Health Promotion in Schools

When the answers of teachers and administrators are evaluated as a
whole it is apparent that they all agree schools are places where health education
and promotion should take place.

Any children should take part regularly in educational activities. To do
this, they must be healthy, attentive and emotionally secure (WHO, 2012). The
World Health Organization states that schools are places where the health of
students, school staff, families and other community members can be promoted.
All of the participants (teachers, administrators, canteen staff and parents)
agreed that schools had an important duty in promoting the health of children
and others. But, this study demonstrates that there are barriers that are explained
in detail in the previous section in front of teachers and schools to promote
health in public schools, according to the teachers. The physical and
humanitarian difficulties make it challenging to promote health in this school.

By creating schools that are health promoting, schools can promote
education, as well (Bach, 2010). A child who is living with health disparities is
easy to leave school because she/he loses the required ability and motivation to
attain in education when his/her health is improperly functioning. The results of
the study showed that teachers agreed on the fact that any health problem, flu or

even a headache could discourage children to attend school and the ill students
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lose their concentration and energy to learn new things properly and quickly.
However, this study demonstrates that the health problems of students are not
regularly monitored and recorded by the school or health professionals. The
students and the school do not have direct access to health services. The families
are found to be seen responsible from protecting the health of their children by
the participants. Moreover, the decision of taking children with health problems
to hospitals is left to the families by the teachers and the school. This finding
supports that the school lacks an important feature of health promoting schools
determined by the World Health Organization saying that health promoting
schools have access to health services.

Mothers are more able to take care of their babies as they get even one
more year of education (WHO, 1999). The babies of these educated mothers are
more likely to be immunized and to get medical care. This finding of World
Health Organization is supported by the views of participant teachers. In this
case study, the health status of wealthier children are claimed to be better than
the children with lower income. Therefore, schools are important for closing the
inequalities between children with different economic backgrounds. This case
study reveals the fact that the parents with less income are more likely to ignore
health of their children due to reasons such as economic difficulties or
inadequate parent education. The children imitate their teachers and learn basic
personal care or healthy living behaviours from them. Therefore, health
promotion in schools is a must to ensure raising a health aware generation.

The results of a study by Jourdan (2011) suggest that school participation
in a health promotion programme does not necessarily mean that all teachers’
will engage with it. The beliefs of teachers about the programmes, the school’s
perceptions of student behaviour, the relationships with parents and the general
school dynamic are the main factors that shape the perspectives and thus
commitment of teachers towards health promotion programme. In this respect, it

can be concluded that the teachers in this case study are not engaged with
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promoting health, deeply. Because, the relationship with parents are not strong
and they felt that the general school dynamic prevented them to educate and
promote health properly. They all complained about the deficiencies of the
school, irrelevance of parents and their burden of duties in other educational
outcomes. In this respect, a health promotion programme can face difficulties in
gathering intended outcomes in this primary school. All of the teachers and
administrators agreed that the parents were irrelevant to teachers’ implications
about healthy nutrition and healthy living. Besides, the physical conditions of
the primary school are not appropriate to establish a comprehensive health
promotion programme. The absence of eating and sports facilities, the lack of
sufficient cleaning service, the binary education system, defective sewage
system and unfeasible classroom organization and equipment (seats, air
conditioning etc.) made it difficult for teachers to engage with a possible
programme.

The teachers and administrators also believed that the media and can
direct the youth to a single media-modelled physical appearance and health
understanding. This belief was previously declared at the International School
Health Network Position paper. In an increasingly media driven society where
the importance of appearance is becoming more pronounced, where many
consider a perfect body and perfect health to be the ultimate aim, schools are
under increasing pressure to contribute to the promotion of a single healthy
mode of living or a body cult (IUHPE, 2009).

Importance of Pre-Service and In-Service Trainings

All of the participant teachers mentioned that they had decreasing
authority in the education system and thus they were forced to be less effective
in health promotion likewise in other educational areas. This feeling may be due

to the fact that, the teachers lack the necessary in-service and pre-service
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trainings that is important to be in command of the students. They did not feel
qualified to promote health adequately. To build a common culture based on
health promoting school approach, the development of comprehensive, both pre-
service and in-service, professional development programmes are key issues
(Jourdan, 2011). The teachers’ and the administrators’ health promotion
knowledge is generally limited and just about nutrition, hygiene and personal
care. The study conducted by Yager and O’dea (2005) puts emphasis on the
importance of in-service and pre-service trainings of school professionals. The
success of programmes focusing on the prevention of eating disorders and child
obesity urgently depends on pre-service and on-going training for the various
school professionals involved. In-service training improves health education
and teachers feel more confident about health education (Jacobs and Wylie,
1995).Teachers in Prelip et al.’s (2006) study reported lack of training as a
barrier to both nutrition education and physical education.

This case study found out the same result. All of the participants
explained that they did not get pre-service academic education or in-service
health promotion trainings to establish a skills-based behaviour building
education system in their classrooms. The current university education in
educational faculties is insignificant for these experienced teachers who have
been graduated from university years ago. They should be given comprehensive
in-service trainings to improve their knowledge, awareness and motivation to
promote health in schools. However, they mentioned that they did not get in-
service trainings about health promotion. Most of the teachers could not name
any in-service training they took about health related issues. Only one of them
stated that he attended a seminar about the harms of smoking and only one
teacher said that she attended a seminar on first aid. The teachers who attended
in-service trainings about health related issues claimed that the trainings were
full of information and there was nothing told about how to protect the health of

children or to integrate the information told in practise. The trainings were said
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to be unprofessional and careless. The teachers all complained about the lack of
professional and comprehensive in-service trainings that is crucial for health
promotion in schools. Providing the fact that lack of training is barrier to both
nutrition education and physical education, Turkish public primary schools have
to sustain in-service trainings that offer applicable and comprehensive practises

for health promotion in schools.

5.1.2 Discussion for Research Question 2

Teachers participating in this study all felt that they were responsible
from teaching healthy living to their students and they should try to promote
their health. Jourdan suggests that teachers who believe that they have an impact
on promoting healthy lifestyles and teachers who perceive their role as a means
of school improvement are more likely to implementing health promotion
programmes. This is a key factor since teacher’s views of their role in health
promotion are closely linked to teacher’s professional identity (Jourdan, 2010).
Within this respect, this study concludes that the teachers face serious
difficulties in promoting health and they do not feel qualified enough for health
promotion, but they believe in their impact on the health of children and are
willing to teach and promote health to their students. Therefore, improving the
other factors like physical school conditions or parent relationships are expected
to be effective to implement a successful health promotion program at this
school. In the section below, the efforts and activities that are done to promote
health in the school is discussed in details.

The teachers participating in this study try to educate the students about
cleaning and personal care. They try to set values in their minds about healthy
eating. The teachers’ efforts remain as individual attempts, which contribute
only to their own students. These initiatives are important but not sufficient for

health promotion, because health promotion requires practises, equipment,
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physical facilities and family and state engagement as a comprehensive policy
approach (WHO, 1999). Equal treatment for all students, drug and alcohol use,
tobacco use, first aid, nutrition, physical exercise and violence are policy areas
that help prevent or reduce physical, social and emotional problems (WHO,
1996). Drug and alcohol use, tobacco use, first aid, nutrition, physical exercise
were the areas in which the teachers spare time to teach and practise in their
classrooms. But, the teachers and administrators did not mention any efforts to
prevent social or emotional problems as a health promoting activity. This may
be due to the fact that they perceived health promotion only as a kind of hygiene
or healthy eating issue. Here, it can be agreed that although teachers were aware
of the importance of health promotion in schools, they did not have the holistic
approach to define and apply health promotion in a complete way.

The teachers participating in this study seem not to have adequate
knowledge about the programs of primary education courses like Games and
Physical Activity course and Knowledge of Life course that aim to practise and
teach healthy living. The Ministry of National Education (2012b) states that
games and physical activities are important for students to have the opportunity
to improve their physical, social and mental capabilities and promote their
health as a result. Therefore, developing frequent participation habit starting
from primary school is stated to be one of the most significant aims of general
education. This course has intended outcomes which seem appropriate for
promoting the health of children. But, the teachers and the administrators all
agreed that the curriculum ignores health promotion and education. It can be
concluded that there is a severe gap between the policy makers and the
implementers. The curriculum was not successfully put into practise.

Students can access to health services easily in health promoting schools
(WHO, 1996). These services such as screening, diagnosis, monitoring growth
and development, vaccination, selected medications and procedures are best

provided in the school settings. But, this study reveals the fact that professional
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health controls like teeth or eye-sight were not done regularly by the state health
service providers. Moreover, the teachers can only warn the parents about the
children’s illness but not take further action like providing a health service for
the children. IUHPE states that healthy school policies, school environment
(physical and social), individual health skills and action competencies,
community links, and health services are essential to establish health promoting
schools (IUHPE, 2008). In that sense, the case school is lacking another feature

of a health promoting school definition.

5.1.3 Discussion for Research Question 3

The barriers in front of promoting health in the school mentioned by the
participants of this study are the small canteen, the unhealthy playground, binary
education, difficulties in hygiene and cleaning, irrelevant families, procedures of
the ministry, absence of professional health personnel, curriculum and the
teachers’ level of qualification. These barriers reveal the fact that the school is
not carrying the most six basic features of a health promoting school according
to World Health Organization (WHO, 1996). The teachers, students, parents and
administrators are not fully engaged in promoting health. The school do not
provide a healthy and safe environment both physical and psychosocial. The
curriculum does not provide skills based health education. The school does not
provide access to health services. School policies and practises that support
health are not implemented in this school. Health promoting schools strive to
improve health of the community, but this school has no efforts to do so. In the
section below these barriers are discussed in detail.

Tasdan and Memduhoglu (2008) say that in Turkey, health education is
given during some lessons under subjects like traffic and first aid. This study
finds out that the physical education courses (or Games and Physical Activity

courses) are delivered by classroom teachers instead of a physical education
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teachers. No health staff is working in most of the public schools. No protective
activities are executed in primary schools, so that infectious diseasas spread
rapidly, and they can also effect the outside society. Also, the schools are not
physically well built. Soultatou et al. (2009) mention that those teachers’ taking
insufficient in-service trainings in health-related content and the lack of
innovative teaching methods prevent teachers from applying health promotion
content into practice.

Teachers and school principal of this study reported various barriers in
front of health promotion. Teachers have limited training about nutrition
education. The physical condition of school, binary education system, limited
cleaning services, scarce monetary resources, weak family (parent) support, and
long procedures in front of practical education, curriculum workload and limited
teacher qualification are the barriers that the participants of this study declared
as barriers that prevent the promotion of health in schools. As findings of other
researches in Turkey reveal similar facts, it can be concluded that these barriers
are valid for Turkish primary education system that have to be solved quickly in
order to achieve health promotion in primary schools.

This study concludes that parents are not actively participating in their
children’s educational voyage. The teachers, the administration and the school-
parent association believed that families are uneducated or irrelevant about
health promotion. Their attitudes towards preparing lunch boxes, encouraging
the child to do sports, caring for his/her personal care and their interaction with
the teacher or the administration was claimed to be weak by the participants of
this study. Other researches support that parents are not caring for their
children’s nutrition at school (Simsek, 2009). The families have to get the
necessary education according to Simsek and the participants of this study.

All of the teachers and the principal in this study agreed that the primary
school curriculum was not comprehensive and practical. Herbert and Lohrmann

find 9 common characteristics of successful health education curricula:
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comprehensive and varied teaching methods, sufficient dosage, theory-driven,
opportunities for positive relationships, appropriately timed, culturally relevant,
included outcome evaluation, and delivered by trained teachers (Herbert and
Lohrmann, 2011). However, the curriculum was mentioned not to be skills-
based. The curriculum aims to build behaviours in many fields including health
but, the classroom programmes lack to show the necessary actions to develop
skills. The teachers desired more practise and application in every educational
aspect as well as in health promotion. The time schedule for giving promoting
health was not spread all over the educational year. The curriculum was claimed
only to put emphasis on health when there were relevant reading texts in courses
like Turkish or Knowledge of Life. The health promotion is stated not to be
present in other courses like mathematics or language skills. However, for
successful health promotion, health should be integrated in all aspects of the
school and courses. There is a course called Games and Physical Activity
included in the basic education curriculum last year but the participants seemed
to be ignoring or unaware of the intentions of this course focusing on health
promotion.

The teaching methods found in effective health promotion programs
stressed active, skill-based learning for students (Herbert and Lohrmann, 2011).
For behaviour change, skills, rather than facts, were found to be the major
catalyst. But, in the school, all the teachers agree that the curriculum and
education system was based on giving knowledge and facts. Although, the
current curriculum established in 2012 writes health culture as one of the target
acquisitions of the primary education system, living healthy or caring for health
is not reported as a basic personal feature that the education system tries to
create. Health culture is seen as a sub-discipline rather than a skill of
competence in Turkish education system. The policy makers should take into
account that a child who has not developed health awareness and who is not

living healthy cannot feel self-confident or not be open to change. The
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curriculum is now based on structural learning. However, active learning should
be the main method to implement health promotion in schools. Without active
learning strategies; the majority of the other characteristics of effective health
education become inconsiderable, because active learning strategies are the key
to effectiveness.

An overall policy supported by school administration as well as by
teaching practices that help to create a healthy psychosocial environment for
students and staff is appropriate for promoting health at schools (WHO, 1998b).
The teachers of this case study were totally unaware of the “Turkey Healthy
Nutrition and Active Life Program™ program established by the ministry of
health in 2010. They were not informed about responsibilities of schools and
teachers. Moreover, the school parent board was not aware of the program,
either. However, as well as the school engagement, the participation of the
families and the society in health promotion policies and programs are important
to achieve the intended improvements in health status and wellbeing of children
(Yabanci, 2011). All of the participants (teachers, administrators and school-
parent board) told that the policies and programs employed to promote health
could not get the support of families and other community groups like health
professionals, civil society organizations or other state institutions. Thus, it can
be concluded that besides policies and programs to promote health in schools,
social polices engaging the whole society in health promotion is required for

enhancing the wellbeing of the children, families and thus society.

5.1.4 Discussion for Research Question 4

The school environment and facilities are criticized by the participants of
this study in terms of lacking the desired features for promoting health and

sustaining a healthy environment for children and school personnel to live, learn
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and work. The section below gives detailed discussion about the general
condition of the school environment and facilities.

Even minimum facilities for latrines and safe water are not available in
many schools (WHO, 1995). But the schools that are health promoting should
have sufficient sanitation and water. They should be free from abuse and
violence and they must have a climate of care, trust and respect, social support
and mental health promotion, safe school grounds, opportunities for physical
education and recreation. With these qualifications health promoting schools
endeavour to provide a safe and healthy environment (WHO, 1996). When the
case school and its facilities are evaluated, it can be easily concluded that, most
of these requirements are not met. A proper sanitation and access to clean free
drinking water is not available. Teachers mentioned that the children are subject
to abuse and violence by their families or environment. The findings reveal that
the students did not have a safe playground or social support. Moreover, the
school lacks opportunity both for healthy nutrition and physical activity, because
there were no sports halls or equipped eating facilities (except for an inadequate
canteen serving almost packaged food). The physical education courses are
delivered by classroom teachers instead of physical education teachers.

Anybody, who is asked to state the possible basic requirements of a
primary school where children spend most of their daily lives, may answer that a
primary school should be a place that the children can eat and play healthily to
learn and grow up properly. But, unfortunately the school lacked these basic
functions. Even, the deficiencies of healthy nutrition and physical activity
opportunities throw the school far apart from the league of health promoting
schools. A child, who cannot eat healthy food, nor play or do sports in a healthy
environment, cannot build healthy behaviours, cannot develop healthily, cannot

learn properly and cannot achieve well, academically.
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5.1.5 Discussion for Research Question 5

The school administration shared the opinions of the teachers in almost
every aspect on health promotion. The administration is aware of the the
importance of health promotion in schools as well as the barriers in front of
promoting health. Especially, the school principal stated that the education
policy in Turkey is not adequate for promoting health in schools. This
consistency in the views of the teachers and the administration is strengthening
the validity of this study that the public primary school tries individually to
promote health but there are radical changes required both in the physical
conditions of the school and minds and qualifications of teachers,
administrators, parents and students to achieve the intended health promotion.
In the section below the discussion about school administration’s views is given.

Instead of general thought, local characteristics such as the school district
and the headmaster and external factors such as government and other agencies,
are not mentioned by teachers participating in a previous study as being critical
for their involvement in health promotion (Jourdan and Stirling, 2011). The
results of this study reveal similar findings. Teachers agreed that the
administration had no resource or authority to promote health in schools. The
changes in the education system (4+4+4 System), monetary problems and other
administrative problems were the main concerns of the administration. The
principle himself agreed that health promotion was very important but the
burden of other problems and lack of monetary resources limited his play
ground. He wanted to hire more cleaning personnel and equipment but, the
budget of the school was even not enough for meeting these needs. The school
administration perceived teachers as important agents for health promotion.
Both of the administrators thought of their role in health promotion as
improving the physical conditions of the school. But, they have mentioned

nothing about implementing projects or practices to promote health in this
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school. They were unaware of the fact that the school administration can change
the understanding of the whole school participants about health promotion by
implementing projects or policies.

The World Health Organization states the lack of resources (financial
and human resources, materials and organisational infrastructure) and moreover
little importance given to the provision of these resources which undermines the
achievement of educational and health outcomes, as a barrier for the health and
education of children and adolescents (WHO, 1995). This study demonstrates
that the school has another challenge here, to promote health. The principal of
the school agreed that materials and equipment for teaching health, even
minimum facilities as latrines and safe water were not available in many public
primary schools. The school principal complained about the ignorance of the
state and the ministry about the problems of primary schools. He mentioned that
Turkey does not have an intrinsic national education system, so that the country
cannot solve the educational problems and raise healthy generations. It can be
concluded that the administrative difficulties are rendering both health and

education impossible.

5.1.6 Discussion for Research Question 6

The participants of this study agreed that improved and expanded investment in
this school is required to enable comprehensive health promotion. As globally
admitted, education is a fundamental human right. All the children, including
the ones with impairments, have the right of accessing education in schools that
meets the full range of children’s learning and developmental needs (WHO,
1998b). To ensure this right this school have to be rebuilt according to the
school principal. Because, the old school buildings and court have permanent

structural problems such as sanitation, air conditioning and size of classrooms.
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Safety is an important factor of a learning environment. Thus, every
school must provide a safe learning environment for students and a safe
workplace for staff according to World Health Organization (WHO, 1998b).
The physical and emotional health of children can be threatened by the school
environment. Schools should protect children from diseases, discrimination,
harassment, abuse, and violence; and reject the use of tobacco, alcohol and illicit
drugs. The entrance to the school yard is not controlled and students can leave
the school area easily without tackling any barriers. The teachers and
administrators have different recommendations for the safety of the school.
Security personnel should be employed at the entrance of the school according
to two of the teachers. The walls surrounding the school yard have to be raised
according to the assistant school administrator. But, the participants all agreed
that apart from the security problem related with the outside, the school have
more significant problems inside the school borders. All of the participants
agreed that the playground have to be rebuilt to become a healthy and secure
area to prevent injuries. Also, the classrooms, doors, stairs and other school
facilities have to be reviewed to ensure security. The participants did not
mention any recommendation for preventing violence or discrimination, not
because there exists none, but more likely because they are unable to create
solutions for these problems. This finding supports the fact that the teachers and
the administrators are unaware of the significance of emotional and social
wellbeing of children for health promotion. They are basically focused on the
physical health of the students.

The World Health Organization mentions that every school must enable
children and adolescents at all levels to learn critical health and life skills
(WHO, 1998b). The teachers all agreed that the health education in schools
should teach life skills that can enable children to make healthy choices and
adopt healthy behaviour throughout their lives. The health education should be
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skills-based and focused. The teachers recommended that the education system
had to be based on practise and develop skills, instead of sole information.

Schools have to provide nutritious and healthy food that is needed to
foster the growth and development of children, to prevent diseases and to reduce
hunger according to the teachers of this study. The participants and the children
live difficulties in having nutritious ad healthy meals at school. The participants
all agreed that primary school should have equipped eating facilities that served
food for the whole school population.

The World Health Organization suggests that oral, vision and hearing
health problems should be identified by school and these problems have to be
treated when possible. Besides these physical precautions, psychological
problems have to be recognized and those children should be directed to take
appropriate treatment (WHO, 1998b). The same recommendations are declared
by the teachers participated this study. The health problems of children are not
identified nor treated by the school. The families are dealing with the children’s
health problems, but taking into account that these families are seen as
irrelevant, the schools should provide the necessary health services to take care
of the students.

Policies, legislation, and guidelines must be developed to ensure the
identification, allocation, mobilization and coordination of resources at the local,
national and international levels to support school health (WHO, 1998b). The
teachers were complaining about the lack of a comprehensive policy or program
to promote school health. They were also worried about the increasing
responsibility and decreasing authority they were given. The frames of
responsibility and accountability must be drawn clearly for comprehensive
school health programmes. The teachers and the school principal stated that they
should have a balance of responsibility and accountability. They want to be
empowered to have the adequate time and tools to promote health of their

students.
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The teachers and other school staff must be supported properly to enable
them promote health. Teachers, school staff and school administrators should be
given the resources that will train them about the health and educational needs
of children. The participants declared that there should be adequate and
professional in-service trainings for health promotion and university education
of teachers had to be regulated to include health promotion in their curriculum.

All of the participants of this study agreed on the fact that the families
and schools had to work together to support education and health. Active
consultation and collaboration among families, the community and the school to
improve the health of children and adolescents is required. The school and
student must participate actively in programmes to improve the health and
development of the entire community according to the World Health
Organization (WHO, 1998b). This belief is shared by the school principal and
he mentioned that, families, schools and students should come together to
promote health in schools.

To conclude, it can be seen that the participants of this study are willing
to improve the current situation of health promotion in schools. They are not
only stating the problems, but also thinking on how to reduce the problems.
Their practical and result oriented recommendations go hand in hand with the
recommendations of the World health Organization which is one of the leading
organizations in health promotion. Protecting and enhancing the physical health
of students is mainly taken into account by the participants. However, there is
evidence that the participants do not have a comprehensive knowledge about the
emotional and social dimensions of health promotion in schools. The emotional
and social wellbeing is not considered as a recommendation heading for most of
the teachers and the administrators. As a result, this case study finds out that
health promotion in schools is mainly seen as a matter of physical health and the

school population have to improve its vision including social and emotional
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wellbeing to recommend enhancements for a comprehensive health promotion

system.

5.2 Conclusions

The recent regulations closed an important gap in Turkish education and
health policy by regulating the sales of food at school canteens and by
distributing milk at schools. But these implementations are not sufficient for
establishing health promoting schools in Turkey. This case study that searched
how public urban primary public schools promote health in Turkey reveals
important clues about the possible problems and necessities of Turkish public
primary schools. There is still a long way to go for the policy makers to
establish a comprehensive health promoting system in schools.

First of all, teachers, parents, health officials and other community
services seem not to be engaged in health promotion, yet. At health promoting
schools, health and education officials, teachers and their representative
organisations, students, parents, and community leaders are all engaged in
efforts to promote health, with families and community groups. Moreover, these
schools outreach health promotion for school staff. However, in this case study,
it is found to be an apparent interval between the families, the school and health
officials.

The school studied lacks sufficient sanitation and clean water. There
is a severe service and infrastructure problem in cleaning and sanitation.
Providing the participants of this study have true information about the
conditions of other schools, the cleaning and sanitation problem is likely to be
true for a significant proportion of Turkish public primary schools. Furthermore,
the children cannot use tap water for drinking. As a result they have to bring
their own drinking water from home or buy from the school canteen to drink

safe water.
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Sustaining students two basic rights, healthy eating and healthy learning,
are under the risk of infrastructural problems. The lack of healthy eating,
playing and learning facilities challenges the school population and is likely to
cause physical or emotional health problems at this case school. Moreover,
according to the opinions of teachers, the children are not free from abuse and
violence, unfortunately. Other students, foreigners in the school yard, the
teachers and even the families are claimed to give psychological harms to the
children. There is little known about the reasons and solutions of this problem
by the teachers or the administrators. As a whole it can be said that the students
of this school are not living in a healthy environment.

The primary education curriculum implemented at this school is
claimed not to provide skills-based health education which is a prerequisite for
health promotion. Due to the lack of practise and sufficient active learning
activities in the curriculum, the children cannot integrate school in their daily
lives. Therefore, children tend to know, but ignore to implement the principles
taught at school. But, there is a significant contradiction emerging, here. The
teachers participating in this study seem not to have adequate knowledge about
the programs of primary education courses like Games and Physical Activity
course and Knowledge of Life course that aim to practise and teach healthy
living. The curriculum is renewed at the beginning of 2012 but the teachers are
not mentioning any positive changes in the curriculum. The Ministry of National
Education (2012b) states that games and physical activities are important for
students to have the opportunity to improve their physical, social and mental
capabilities and promote their health asaresult. ~ The new curriculum has
intended outcomes which seem appropriate for promoting the health of children,
according to the curriculum review of this study. But, the teachers and the
administrators all seem to be unaware of the new curriculum and course
programs. It can be concluded that there is a severe gap between the policy

makers and the policy implementers or that the teachers are really uneducated
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about the aims, intended outcomes and teaching methods of the courses. The
new primary school curriculum was not implemented in this public primary
school. The teachers and the administrators were not aware of the latest version
of the course programmes. There is another possibility that, the teachers do not
have the tools and qualification to understand and implement the new course
programs in classrooms. In both cases the result does not change: health
promotion in the school is losing blood. It does not matter how a fulfilling
curriculum the policy-makers develop, it is crucial for change that how much the
policy implementers are aware and engaged in the curriculum.

The teachers declared that the health services provided by the state were
very rare and not functional. Children should and must get a functional health
service in schools and their health as well as their education has to be secured by
laws and policies. But, the studied school do not have direct access to health
services. The findings of previous literature strengthen the possibility that this
can be true for all public primary schools. Services such as screening, diagnosis,
monitoring growth and development, vaccination, selected medications and
procedures have to be provided at schools. It is obvious that establishment of
these services depends on school resources. However, the school does not have
resources even to sustain adequate cleaning service. Moreover, the families are
often accused of not monitoring and taking care of their children’s health
problems, timely. Also, the teachers do not feel qualified enough to handle with
health problems. In this respect, existence of professional health personnel is
essential at primary schools. The school requires a professional health officer to
protect, treat and promote health of the children. Moreover, partnerships with
local health agencies and direct access to health services from schools are
required for health promotion in schools.

Turkey is a social state as defined in the constitution and the children
have to be seen as the future of this state. But there are prominent gaps in the

current regulations and policies administered to promote health of children. A
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comprehensive policy supported by school administration as well as by teaching
practices that help to create a healthy psychosocial environment for students and
staff is appropriate for promoting health at schools. Equal treatment for all
students, drug and alcohol use, tobacco use, first aid, nutrition, physical exercise
and violence are policy areas that should be studied to prevent or reduce
physical, social and emotional problems.

A comprehensive health promotion program is required in this
public primary school to achieve better educational and health outcomes needed
for social and economic welfare. In this respect, the programme called “Turkey
Healthy Nutrition and Active Life Program” can be seen as an important step for
establishing health promotion in schools. However, this program lacks some
basic points. First of all, although the programme determines building healthy
eating and physical activity behaviours and habits to children as a core target,
the strategies and actions related are mainly focused on improving the
knowledge and awareness of children, but not on techniques and instructions
about how to improve these behaviours. The programme discussed is aiming to
prevent obesity; hence the other aspects of health such as, emotional and mental
wellbeing are not included within this programme. Emotional, social and mental
wellbeing is not subject of any other policy programme, as well. Thus, even if
the “Turkey Healthy Nutrition and Active Life Program” is implemented
comprehensively and successfully, there will still be a crucial gap in Turkish
education system in terms of health promotion.

To sum, although, it will be misleading to generalize this study’s
findings for all primary schools in Turkey, the similarities with the previous
findings and the socioeconomic background of the school may lead to think that
this case is conducted with an average sample of population that resembles the
basic features of Turkish education system. None of the results are standing
away from the general situation stated in the former studies. This study supports

the previous literature that Turkey requires a comprehensive health promotion
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program in schools. In Table 5.1, the conclusions gathered through this study are
summarized.

When the answers to the research questions of this study are reviewed, it
can be concluded that teachers are aware of their significance and perceive
themselves as role model in health promotion. But, there are several barriers in
front of them that prevent promoting health in school. The curriculum, the
school facilities and environment, pre-service and in-service trainings, definition
of authority, parents, monetary and structural limitations, working conditions
and policies are affecting the teachers’ willingness and ability to promote health
in schools. The administrators and the parent-teacher association are supporting
the existence of these barriers. All of the participants agreed that health
promotion in schools is a must not only for the child but the community as a

whole.

Table 5.1 Summary of Conclusions

Parents, health officials and other community services seem not to be
1 | engaged in health promotion.

2 | The school lacks sufficient sanitation and clean water.

The lack of healthy eating, playing and learning facilities challenges the
3 | school population.

4 | The children are claimed not to be free from abuse and violence.

The current primary education curriculum executed by teachers was not
5 | skills-based.

The teachers and the administrators all seem to be unaware of the new
curriculum and course programs and regulations related to health

6 | promotion.

The health services provided by the state are very rare and not

7 | functional.

There is not a comprehensive health promotion program implemented in
8 | the school.
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The findings studied in this report should lead new research areas to
improve the literature that will show pathways to the social policy makers to
develop and implement new projects and programs to promote health. It is
concluded by this case study that social policies to establish a comprehensive
health promotion system is required in Turkish public primary schools, to
enhance the educational attainment and health status of the children and the
society as a whole, which will in turn increase the welfare and productivity of

the state.

5.3 Implications for Practise

The implications of this case study explained below can yield data for
social policy makers to develop new policies and programs to promote health in
middle-sized urban public primary schools whose populations are consisted of
migrants from rural areas and that are located in neighbourhoods with lower
socio-economic status.

It should be taken into account by policy makers that an investment in
education is an investment in health. The health of children significantly
affects their ability to learn. Schools should be healthy organizations in order to
become health promoting environments. In sum, the following implications
emerged from the current study are stated below for policy makers that consider

health promotion in schools:

1. Investment in schooling and establishing health promotion programs
in schools.

2. Providing a healthy physical and emotional environment for the
children.

3. Improving and expanding educational opportunities for girls.
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4. A safe learning environment for students and a safe workplace for
staff.

5. Development of skills-based health education system.

6. Direct access to health services.

7. Renewal of infrastructure at schools.

8. Policies, legislation, and guidelines to ensure the identification,

allocation, mobilization and coordination of resources.

As globally admitted, education and health are fundamental human
rights. All the children, including the ones with impairments, have the right of
accessing education in schools that meets the full range of children’s learning
and developmental needs (UNICEF, 1998). Moreover, they have the right to
live, learn and study in healthy environments. The determinants of health, such
as creating health gain for individuals, contributing to the reduction of
inequalities in health and building human capital are affected from health
promotion through investment and action. Thus, based on this study it can be
argued that investment in schooling and establishing health promotion
programs in schools should be seen as essential by policy makers.

Sustaining cleaning services and sufficient sanitation is very important
for a healthy school environment. Lack of hygiene is one of the main complaints
of the participants of this case study. Also, healthy eating and physical activity
facilities are required for health and education. The school could not provide a
healthy physical environment for the children due to financial problems. The
school should be given the budget and staff (cleaning and professional health
personnel) to improve the physical conditions of the school.

Due to the fact that it is significant for countries to have mothers who are
well educated and healthy, in order to maintain economic and social
development, the girls who are future mothers of the society have to catch boys

in terms of school enrolment and retention. The girls should get full educational
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participation. Improving and expanding educational opportunities for girls
is thought to be one of the best health and social investments a country can
make. The education of girls can break down all the social, cultural and
economic barriers.

Safety is an important factor of a learning environment. Thus, every
school must provide a safe learning environment for students and a safe
workplace for staff. The physical and emotional health of children can be
threatened by the school environment. Schools should protect children from
diseases, discrimination, harassment, abuse, and violence; and reject the use of
tobacco, alcohol and illicit drugs. Training programmes can be developed to
inform and activate students and schools about the risks. Moreover, the schools
should be given sufficient budget for ensuring the safety of the school and its
environment.

The school must enable children and adolescents at all levels to learn
critical health and life skills. The health education should be skills-based and
focused. Infectious diseases, nutrition, preventive health care and reproductive
health topics should be covered in the curriculum. Life skills educations that can
enable children to make healthy choices and adopt healthy behaviour throughout
their lives are required. The health education given to children should protect
their current and future families and the community they live in.

Schools may act as an entry point for promoting health of children and
intervening health. The school studied should have direct access to health
services. Schools should prevent when possible, treat when effective, and refer
when necessary the common health problems of children and staff. The school
have to provide nutritious and healthy food that is needed to foster the growth
and development of children, to prevent diseases and to reduce hunger. The use
of alcohol, tobacco and illicit drugs should be reduced by programmes
established by schools. Infectious diseases such as skin and respiratory

infections have to be treated properly and timely. Oral, vision and hearing health
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problems should be identified by school and these problems have to be treated
when possible. Besides these physical precautions, psychological problems have
to be recognized and those children may be directed to take appropriate
treatment.

The infrastructure of the school has to be renewed before
implementing health promotion policies. A sports hall without appropriate play
ground or rest rooms cannot be utilized effectively. Thus, completing renewal of
schools is also another action that has to be taken within this programme. This
renewal will apparently require a noteworthy expenditure, which will challenge
the government budget. Once, the current monetary source challenges are
considered, funding and allocation of extra resources should be planned
carefully.

The binary education system is found to cause health promotion
problems for the school, besides other difficulties. It is implicated that the
education system can be revised and all primary schools should give whole-day
education. This will not only decrease the hygiene and cleaning problems but
also will create time for the students and the teachers to have time for health
promotion activities. Dirty classrooms and toilets, limited school time, absence
of lunch break and inadequate course hours for promoting health are problems
that can be reduced by cancelling binary education in public primary schools.

Policies, legislation, and guidelines can be developed to ensure the
identification, allocation, mobilization and coordination of resources at the local,
national and international levels to support school health. To achieve this, first
of all, decision-makers and the public must understand that schools could
provide the most cost-effective means to improve the health of children and thus
to advance social and economic development. Health and education ministries
should actively collaborate. School health committees and networks may
include representatives of government agencies (such as transport, planning,

agriculture and physical exercise and sport) and non-governmental organisations
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who can contribute expertise and resources necessary to improve comprehensive
school health programmes. Policies, legislation, and guidelines have to identify,
train and develop qualified staff at the national and local levels. The frames of
responsibility and accountability may be drawn clearly for comprehensive
school health programmes.

The teachers and other school staff must be supported properly to
enable them promote health. The teachers, school staff and school
administrators should be given the resources that will train them about the health
and educational needs of children. University education of teachers has to be
regulated to include health promotion in their curricula, so that the teachers can
be prepared for health education and promotion before they start working.
Besides pre-service trainings, in-service trainings have to be developed by
education and health authorities and non-governmental organizations that will
help to improve the health of children and their families. Moreover, there may
be facilities and opportunities for teacher, school staff and school administrators
to improve their own health. Also, economic and working conditions of the
teachers have to be improved to engage them in health promotion.

Families, community members, health service agencies and other
institutions have an important role to play in improving the health of young
people. At the same time, the school can play an important role in improving the
health of the community as a whole. The community and schools have to work
together to support education and health by advocacy and support for the
development of the school as a healthy organisation. Active consultation and
collaboration among families, the community and the school to improve the
health of children and adolescents is required. The school and students can
participate actively in programmes to improve the health and development of the
entire community.

The programs in the school should well-designed, monitored and

evaluated to ensure their successful implementation and outcomes. The
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programmes have to be able to develop and adopt affordable and appropriate
data collection methods to determine children’s health education and living
condition according to their sex and age group. The health promotion
programmes should emphasize the previous researches about the knowledge and
skills of local educators, students, families and community members. New
methods have to be developed for rapid analysis and utilization of data at local
level.

Health promotion in schools does not have a meaningful implication
without improving the health of the community as a whole. Thus, attention
should be paid to community health concerns and participating in community
health projects.

Local communities and schools have to be supported internationally to
enhance their ability of health promotion. A global school health initiative
could be developed by organizations like WHO, UNESCO, UNICEF, UNFPA,
the World Bank, the World Food Programme, Education International, the
International Union for Health Promotion and Education and others (WHO,
1998b).  Their support should include coordinating among international
organisations and Member States to share efforts, reduce fragmentation and
duplication of effort, and establish a broad vision of comprehensive and
integrated school health programmes.

As the last word, it is important to consider what the teachers can do for
promoting health in classrooms. Maslow states that self-actualized people are
mentally and socially very likely to be physically healthy, able and willing to
learn (Maslow, 1943). Likewise, the purpose of learning is to bring about self-
actualization, and thus the teachers should include this process as a goal of
education system. There are actions that the teachers can take in order to ensure
self-actualization of children. First of all, it is crucial to understand that each
student brings his/her own unique background to the classroom. A student's

readiness to learn is not solely dependent upon existing knowledge and skills.
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We must develop a relationship with the student in order to determine their
current readiness level. Once determined, we must develop a strategy to address
current needs as well as the needs in the next level. In many instances this may
involve additional community and governmental resources, especially at the
lower levels. Afterwards the teachers have to create a safe classroom
environment. They should develop rules and procedures which provide a
structured environment rich in routine and shared expectations. They must use
positive reinforcement instead of negative reinforcement to correct student
behaviours. The teachers can develop practises to take time out to let each
student know how well they are doing. The key must be to focus on the students'
positive attributes and aid the student in developing an increased level of self-
esteem. Lastly, the teachers should let students know that teachers care about
them. The teachers should take the time out to explain issues and concerns with
them. When feasible, providing student participation in the class decision

making process is a good practise for sustaining self-actualization.

5.4 Implications for Further Research

This study found out that teachers who are the main change agents in
health promotion are neither properly trained nor engaged in health promotion
due to several external and internal factors. The teachers participating in this
study are experienced classroom teachers, but they did not get enough pre-
service or in-service trainings to adapt the significance and tools of health
promotion. A further study should be employed to reveal the factors that prevent
teachers from promoting health in Turkish urban public primary schools.
Moreover, the less experienced teachers have to be studied to develop a claim
that will cover teachers from all levels of experience.

The facilities and environment of the school is not sufficient for

implementing a health promotion program. The reasons and solution offers to
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enhance the situation of public primary schools can be another research area for
experts who are interested in health promotion and education. Besides the
physical conditions, the impacts of school staff (teachers, administrators and
others) and the approaches of families are also important for constructing a
healthy school climate. Thus, the barriers and facilitators that affect health
promotion and education in schools have to be studied in a qualitative study to
gather generalizable findings that can have an influence on policy makers.

There are recent regulations like “Turkey Healthy Nutrition and Active
Life Program” that can improve the health promotion system in Turkey. But,
still the recognition of the program is limited and the school is unaware of its
duties and responsibilities to achieve the targets stated by health and education
policy makers and authorities. The aim and targets of the program could not be
transferred by the program developers to the schools which are crucial action
areas of this program. The program was announced in 2010, the strategic plan
was also published in the same year, but neither the school administration nor
the teachers knew anything about the presence of this program. The reasons
behind this unsuccessful program implementation or the delay of school based
applications of this program can be investigated so that, there can happen quick
policy actions to promote health in schools. The reasons may produce the
solutions within themselves to handle the bottlenecks of the program which is
aiming to reduce obesity and encourage healthy living in Turkey.

Another, further research should be done to understand the parameters
behind the irrelevance of families to the education and health of their children.
All counterparts, including teachers, administrators and even parent from the
school-parent board mentioned their complaint about ignorant families. Families
are important rings of the education chain, thus knowing the problems behind
their irrelevance can contribute to design policies to motivate and train them to

take active part in their children’s health and education.
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The curriculum of basic education should be analysed comprehensively
to reveal the barriers it sets in front of skill development for health promotion.
The burden and distribution of subjects should be reviewed, because teachers
have agreed that the curriculum is loaded too much to spare time for extra
efforts to execute more active learning applications, including activities for
health promotion to build health skills. Also, the procedures and regulations
limiting the teachers and administrations to take initiatives have to be examined
to picture the current system of education in Turkey.

In a social policy context, this study examined how Turkish urban public
primary schools promote health with a case study. To sum, this study is
revealing the truth for a small portion of Turkish educational system. However,
this study aimed to fire a flame for further comprehensive social policy research
studies, that are sponsored and conducted by the government, academicians or
global organizations, hence here there is more than enough finding that Turkey
need a national health promotion program in schools both for educational and

wellbeing concerns of the society , as a constitutionally named “social state”.
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APPENDICES

Appendix A: Teacher Interview Form

OGRETMEN GORUSME FORMU

Tiim diinyada okullarda saglik egitimi ve sagligin tesviki konulari 6nem
kazanmaktadir. Bu goriisme formu Tirkiye’de ilkokullarda verilen saglik
egitimi ve sagligin tesviki ile ilgili uygulamalar1 arastirmak icin diizenlenmistir.
Bu kapsamda okulunuzda bir durum incelemesi yapilmasi ongoriilmektedir.

S6z konusu arastirma Orta Dogu Teknik Universitesi’nde yapilan bir
Yiiksek Lisans Tezinde kullanilacaktir.  Arastirmaci bu ¢aligmayi
gerceklestirmek icin ODTU Etik Kurulu ve Milli Egitim Bakanligi’'ndan gerekli
izinleri almistir.

Bir 6gretmen olarak sizin tarafsiz ve aydinlatict goriisleriniz bu
caligmanin gergeklestirilebilmesi i¢in ¢ok 6nemlidir.

Bu ¢alisma kapsaminda arastirmaya konu olan okulun ve goriisleri alinan
kigilerin isimleri tamamen gizli tutulacaktir.

Bu goriismenin sadece arastirmacida bulunmasi kosuluyla kayit altina

alinmasina izin veriyor musunuz?

A. Onbilgiler

Kisisel Bilgiler

1. Hangi {iniversite ve boliimden mezunsunuz?

2. Ogretmenlik meslegindeki deneyim siireniz ne kadardir?

3. Ne kadar zamandir bu okulda gorev yapiyorsunuz?
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Ogrenci ve ailelerin sosyo-ekonomik durumlar ile ilgili bilgiler

1. Calismanin amacina ulasmasi i¢in okulunuza devam eden 6grenci ve veli
profili ile ilgili bilgi toplamam gerekiyor. Genel olarak Ogrencilerinizin ve
velilerinin sosyo-eckonomik durumlarini anlatir misimz? (gelir diizeyi, egitim
durumu, mesleki dagilim, cinsiyet, aile yapisi, kiiltiirel etkinlik, egitime katilim,

sosyal hayat)

B. Ogretmenlerin saghk egitimi ve sagh@m tesvik edilmesi ile ilgili

goriisleri, bilgileri ve icraatlari.

1. Son déonemde medyada, saglik egitimi 6zelikle de saglikli beslenme ile ilgili
vurgunun arttifini - gérmekteyiz. Bu konuda Milli Egitim ve Saghk
Bakanliklari’nin yeni genelgeleri var. Okullarda bu konuda diizenlemeler
yapilmasi ongoriiliiyor. Sizce, okullarda saglik egitiminin verilmesi ve sagligin
tesviki neden 6nemlidir? (Beslenme, Fiziksel gelisim/Spor, Kisisel gelisim,

Mental/Ruhsal, Hijyen)

2. Saglik egitimi ve sagligin tesvik edilmesinde O0gretmenlerin rolii nelerdir?

Ogretmenler neler yapabilirler? (Beslenme, Fiziksel gelisim/Spor, Kisisel

gelisim, Mental/Ruhsal, Hijyen)

3. Ogrencilere saglik egitimi vermek icin haftada ne kadar zaman ayiriyorsunuz?
Bu zamani nasil degerlendiriyorsunuz? Hangi konularda egitim veriyorsunuz?
Verdiginiz egitiminde neyi amaghyorsunuz? (bilgilendirme, davranig

kazandirma vs.) Hangi yontemleri kullanarak bu egitimi gerceklestiriyorsunuz?

4. Saglik egitimin 6grenciler tarafindan benimsendigini nasil gézlemliyorsunuz?

Verdiginiz egitimin dgrencilere ve ailelerine ne gibi katkilar1 oldu?
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5. Ogrencilerinizin saglik durumlarini gdzlemlemek igin neler yapiyorsunuz? Bu
konuda velilere nasil bilgi verdiginizi anlatir misiniz? Ne siklikla ve hangi
konularda (fiziksel saglik, hijyen, ruhsal saglik, beslenme) bilgilendirme

yapiyorsunuz?

6. Saglikli beslenme, fiziksel saglik, hijyen, spor ve saglik bilinci ile ilgili olarak
ogrencilere ornek olmak {izere gelistirdiginiz davraniglar ve aligkanliklar

nelerdir?

7. Bir Ogretmen olarak ogrencilere saglik egitimi vermek ve onlart saglikli
bireyler olmaya yoneltmek i¢in kendinizi ne seviyede donaniml
hissediyorsunuz? Neden? Donaniminizi artirmak i¢in nelere ihtiya¢ duyuyor ve

neler yapiyorsunuz?

8. Bugiine kadar iiniversite egitiminiz ve sonrasinda okullarda saglik egitimi ve
saghigin tesvik edilmesine yonelik ne gibi egitimler aldimiz ( saglikli yasam,
beslenme, spor, ruhsal saglik, hijyen, ilk yardim, cinsel saghik vb.)? Egitim
kapsaminda neler 6grendiniz? Bu egitim programlarina sizce neler eklenmeli?
Su an ki, saglik egitimi ve tegviki ile ilgili donanim ve motivasyonunuzda bu

egitimlerin nasil bir etkisi oldu?

9. Bir ogretmen olarak saglik egitimi ve sagligin tesvik edilmesi ile ilgili
konularda yer almanin sizin i¢in 6nemi nedir? Neden? Nasil yer aliyorsunuz?
Bugiline kadar ne gibi sorumluluklar tistlendiniz? Gelecege dair bu konudaki

planlariniz nelerdir?

10. Okullarda sagligin tesvik edilmesi ve saglik egitimi verilmesi ig¢in okullarin

ve Ogretmenlerin Oniindeki engeller nelerdir? Bu engelleri agsmak i¢in neler
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yapilmalidir, sizin bireysel ve kurumsal olarak yaptigmiz seyler nelerdir? Bu

engeller ne gibi sonuglar dogurmaktadir?

C. OKul ¢evresi, okul yonetimi ve okul-aile birligi ile ilgili goriisler

1. Sizce, okul i¢inde ve c¢evresinde saglikli bir ortam olusturmanin sartlart
nelerdir? Ogretmenler bu konuda neler yapabilir (smif iginde, okul iginde, okul

cevresinde) (Fiziksel sartlar, giivenlik, maddi manevi kaynaklarin kullanim1 vb.)

2. Bir o6gretmen olarak sizce, okulunuzun i¢i ve ¢evresi ne derecede saglikli
(fiziksel saglik, beslenme ve ruhsal saglik agisindan)? Okulunuzdaki eksiklikler

nelerdir? Okulunuzdaki iyi uygulamalar nelerdir?

3. Diger okullarla karsilagtirdiginizda sizin okulunuzda farklilik yaratan

uygulamalar nelerdir?

4. Kantin, tuvalet, yemekhane, spor alani, okul bahgesi gibi alanlarda sagligin

tesviki ile ilgili son zamanlarda ne gibi degisikliklere gidildi, anlatir misiniz?

5.Sizce, saglik egitimi ve sagligin tesviki i¢in okul yonetimine diisen gorevler

nelerdir?

6. Sizce, saglik egitimi ve saghigin tesviki icin okul-aile birligine ve ailelere

diisen gorevler nelerdir?

D. Ogretmenlerin miifredat, uygulamalar ve politikalarla ilgili goriisleri

1. Su an ki miifredat kapsaminda, saglikla ilgili hangi konularda 6grencilere

egitim verilmesi gerekiyor? (Beslenme, fiziksel saglik, ruhsal saglik, zararl
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madde kullanimi, sagligin korunmasi ve hijyen kurallari, yaralanmalardan
korunma vb.) Bu egitimlerin siiresi ve seviyesi ne kadardir? Bu egitim

kapsaminda hedeflenen ¢iktilar nelerdir?

2. Miifredatta su an yeterli/eksik oldugunu diisiindiigiinliz noktalar nelerdir?
Sizce, Ogrencilerin ve ailelerinin biitlinsel bir saglik bilinci kazanmalar1 igin

miifredat programinda ne gibi iyilestirmeler/ degisiklikler yapilmali?

3. Son zamanlarda medyada Milli Egitim Bakanligi’nin saglikli beslenme ile
ilgili uygulamalar1 sik¢a yer alryor. Ogrencileriniz ve aileleri bu konuyu nasil
degerlendiriyorlar? Ogrencileriniz ve aileleri {izerinde bu yayinlarin ne gibi
etkileri oldu? Bu uygulamalar1 okulunuzda hayata ge¢irmek i¢in neler yapildi?
4. Saglikli bir ortam yaratmak ve kapsamli bir saglik egitimi vermek ve sagligi
tesvik etmek icin Ogretmenler neler yapmalidir? Yasadiginiz deneyimleri gz

Ontne alarak anlatiniz.

5. Son olarak, okullarda saglik egitiminin ve saglik tesvikinin gelecegi ile ilgili

diistinceleriniz nelerdir?

6. Eklemek istedikleriniz varsa, liitfen paylasiniz.

Bu calismaya katildiginiz icin tesekkiirler.
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(English Translation)
TEACHER INTERVIEW FORM

Health education and health promotion issues in schools are gaining
importance all over the world. This interview form is designed to investigate
health education and health promotion practises in primary schools in Turkey. In
this context, a case study is envisaged for your school.

The research will be used for a graduate thesis in Middle East Technical
University. The researcher has taken the necessary permissions from Middle
East Technical University Ethics Committee and the Ministry of Education.

As teacher your objective and informative feedback is very important to
this study.

In this study, the name of the school and the name of the participants and
will be kept completely confidential.

Do you allow the researcher to record this interview, provided that it will

be kept only for the researcher?

A. Preliminary Information

Personal Information

1. Which university and department have you been graduated from?

2. How long have you been working as a teacher?

3. How long have you been working as a teacher at this school?

Information on the socio-economic status of students and families

1. In order to achieve the objective of this study, gathering information about the

profile of your students and their parents is needed. Could you give information
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about the socio-economic status of your students and their parents, in general?
(Income level, educational level, occupational distribution, gender, family

structure, cultural events, educational attainment, social life)

B. Teachers’ opinions, information and practises on health education and

health promotion

1. Recently we see increased emphasis on the media about health promotion and
healthy eating. In this regard, the Ministry of Education and the Ministry of
Health have new circulars. It is foreseen to make new arrangements in schools.
In your opinion, why is it important to promote health and provide health
education in schools? (Nutrition, Physical Development/ Sports, Personal

Development, Mental/Psychological, Hygiene, Academic Achievement)

2. What is the role of teachers in promoting health? What can they do to
promote health? (Nutrition, Physical Development/ Sports, Personal

Development, Mental/Psychological, Hygiene, School Environment)

3. How much time do you spend per week for students to provide health
education? How do you make use of this time? Which subjects do you teach?
What is your aim with the education you provide (Information, building

behaviour etc.)? Which methods do you use while performing this training?

4. How do you observe that health education has been adopted by the students?

What was the contribution of this education to the students and their families?

5. What do you do to observe the health status of students? Could you tell how
do you inform their parents? How often and in which issues (physical health,

hygiene, mental health, nutrition) do you inform the parents?

189



6. What behaviours and habits have you developed to be a role model for your
students about healthy nutrition, physical health, hygiene, sports and health

awareness?

7. In what level do you feel yourself qualified, as a teacher, to give health
education to students and raise them to become healthy individuals? Why? What

do you need and what do you do to increase your qualification?

8. Up to date, which traininigs have you attended in the university and
afterwards about health education and health promotion in schools (healthy
living, nutrition, fitness, mental health, hygiene, first aid, sexual health, etc.)?
What have you learned within the scope of these trainings? In your opinion,
which topics should be added to these training programs? How did these
trainings affect your current qualification and motivation about health education

and promotion?

9. What is the significance of taking part on issues related to health education
and health promotion for you, as a teacher? Why? How do you take part? What

kind of responsibilities did you take so far? Do you have plans for the future?

10. What are the barriers in front of schools and teachers for health promotion
and health education in schools? What are the results of these barriers? What
should be done to overcome these obstacles? What are the things you do to

overcome these obstacles, individually and institutionally?
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C. Opinions about school environment, school management and Parent-

Teacher Association

1. In your opinion, what are the conditions for creating a healthy environment in
and around the school? What can teachers do about it (in the classroom, in the
school, in the school environment)? (Physical conditions, safety, the use of

material and moral resources etc.)

2. As a teacher, in your opinion, how healthy is the school and its environment
(in terms of physical health, nutrition, and mental health)? What are the short
comings of your school? What are the best practises in your school?

3. What are the practises of your school that make a difference in your school?

4. Could you tell what changes were made recently in your school about health
promotion in areas such as canteen, toilets, cafeteria, sports field, and

playground?

5. In your opinion, what are the duties of teachers for health education and
health promotion?

6. In your opinion, what are the duties of school management and parent-teacher

association about health education and health promotion?

D. Views of teachers on curriculum, applications and policies

1. In the current scope of the curriculum, which issues in health education have
to be taught to students (Nutrition, physical health, mental health, use of

hazardous substances, protection of health and hygiene, injury prevention, etc.)?
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What is the duration and level of these trainings? What are the intended

outcomes of these trainings?

2. In your opinion, what are the adequate/ inadequate points of the current
curriculum? What improvements / changes should be done in the curriculum so

that students and their families gain holistic health awareness?

3. Recently on the media, regulations of the Ministry of Education about healthy
nutrition are often taking place. How do your students and their families assess
this issue? What was the impact of these regulations on the students and their
families? What has been done to implement these regulations in your school?

4. In your opinion, what should teachers do in order to create a healthy
environment, to give a comprehensive health education and to promote health?

Please, describe taking into consideration your experience.

5. Finally, what are your opinions about the future of health education and

health promotion in schools?

6. Could you please share if you want to add points?

Thank you for participating in this study.
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Appendix B: School Administration Interview Form

OKUL YONETIMi GORUSME FORMU

Tiim diinyada okullarda saglik egitimi ve sagligin tesviki konular1 nem
kazanmaktadir. Bu goriisme formu Tirkiye’de ilkokullarda verilen saglik
egitimi ve sagligin tesviki ile ilgili uygulamalar1 arastirmak i¢in diizenlenmistir.
Bu kapsamda okulunuzda bir durum incelemesi yapilmas: ongoriilmektedir.

S6z konusu arastirma Orta Dogu Teknik Universitesi’nde yapilan bir
Yiksek Lisans Tezinde kullanilacaktir.  Arastirmact bu  calismayi
gerceklestirmek icin ODTU Etik Kurulu ve Milli Egitim Bakanligi’ndan gerekli
izinleri almistir.

Bir okul yoneticisi olarak sizin tarafsiz ve aydinlatict goriisleriniz bu
caligmanin gerceklestirilebilmesi i¢in ¢ok dnemlidir.

Bu ¢aligma kapsaminda arastirmaya konu olan okulun ve goriisleri alinan
kigilerin isimleri tamamen gizli tutulacaktir.

Bu goriismenin sadece arastirmacida bulunmas: kosuluyla kayit altina

alimmasina izin veriyor musunuz?

A.  Onbilgiler

Kisisel Bilgiler

1. Hangi iiniversite ve boliimden mezunsunuz?.

2. Ogretmenlik meslegindeki deneyim siireniz ne kadardir?

3. Okul yoneticiliginde deneyim siireniz ne kadardir?

4. Ne kadar zamandir bu okulda gorev yapiyorsunuz?
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Ogrenci ve ailelerin sosyo-ekonomik durumlari ile ilgili bilgiler

1. Calismamin amacina ulagmasi i¢in okulunuza devam eden Ogrenci ve veli
profili ile ilgili bilgi toplamam gerekiyor. Genel olarak Ogrencilerinizin ve
velilerinin sosyo-eckonomik durumlarini anlatir misimz? (gelir diizeyi, egitim
durumu, mesleki dagilim, cinsiyet, aile yapisi, kiiltiirel etkinlik, egitime katilim,

sosyal hayat)

2. Okulunuzun imkanlarin1 ve velilerin bu duruma katkisin1 degerlendirir

misiniz?

B. OKkul yoneticilerinin saghk egitimi ve saghgin tesvik edilmesi ile ilgili

gorisleri, bilgileri ve icraatlari.

1. Son donemde medyada, okullarda sagligin tesviki oOzellikle de saglikll
beslenme ile ilgili vurgunun arttigin1 gérmekteyiz. Bu konuda Milli Egitim ve
Saglik Bakanliklari’nin yeni genelgeleri var. Okullarda bu konuda diizenlemeler
yapilmasi Ongiiriilityor. Sizce, okullarda saglik egitiminin verilmesi ve sagligin
tesviki neden Onemlidir? (Beslenme, Fiziksel gelisim/Spor, Kisisel gelisim,

Mental/Ruhsal, Hijyen, Akademik basar1)

2. Saglik egitimi ve sagligin tesvik edilmesinde okul yonetiminin rolii nelerdir?
Okul yonetimi bu konularda neler yapabilir? (Beslenme, Fiziksel gelisim/Spor,

Kisisel gelisim, Mental/Ruhsal, Hijyen, Okul ¢evresi)
3. Okulunuzda, smnif iginde ve disinda saglik egitimine ve sagligin tesvikine

yonelik olarak gerceklestirilen etkinlikler var m1? Bu etkinliklerde sizin roliiniiz

nedir (diizenleme, kaynak bulma, katilim, hedefler)?

194



4. Okul disindan gelen farkli gruplar (sivil toplum kuruluslar, 6zel sirketler,
bakanlik, veli topluluklar1) okulunuzda saglikla ilgili ne gibi faaliyetler

diizenliyorlar?

5. Ogrencilerinizin saglik durumlarmi hangi yontemlerle gozlemliyorsunuz
(saglik taramasi, kisisel gozlem, rehberlik hizmetleri, saglik personeli)?Okul
yonetimi olarak dgrencilerinizin saglik durumlar ile ilgili bilgiyi velilere nasil

aktartyorsunuz? Ne siklikla ve hangi konularda bilgilendirme yapiyorsunuz?

6. Bunca gorev ve sorumluluk arasinda, okullarda saglig tesvik etmek ve saglik

egitimine yer vermek i¢in ne derecede motive/ isteklisiniz, anlatir misiniz?

7. Bir okul yoneticisi olarak 6grencilere saglik egitimi vermek ve onlar1 saglikli
bireyler olmaya yoneltmek i¢in kendinizi ne seviyede donaniml
hissediyorsunuz? Neden?Donaniminizi artirmak i¢in nelere ihtiya¢ duyuyor ve

neler yapiyorsunuz?

8. Bir okul yoneticisi olarak saglik egitimi ve saghigm tesvik edilmesi ile ilgili
konularda yer almanin sizin i¢in énemi nedir? Neden? Nasil yer aliyorsunuz?
Bugiine kadar ne gibi sorumluluklar iistlendiniz? Gelecege dair planlariniz var

mi1?

9. Okullarda saghgin tesvik edilmesi ve saglik egitimi verilmesi i¢in okullarin
ve okul yonetiminin Oniindeki engeller nelerdir? Bu engelleri asmak icin neler
yapilmalidir? Sizin bireysel ve kurumsal olarak yaptiginiz seyler nelerdir? Bu

engeller ne gibi sonug¢lar dogurmaktadir?
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C. Okul ¢evresi, okul yonetimi ve okul-aile birligi ile ilgili goriisler

1. Sizce, okul i¢inde ve c¢evresinde saglikli bir ortam olusturmanin sartlart
nelerdir? Okul yonetimi bu konuda neler yapabilir (sinif i¢inde, okul iginde,
okul c¢evresinde)? (Fiziksel sartlar, giivenlik, maddi manevi kaynaklarin

kullanimi1 vb.)

2. Bir yonetici olarak, sizce, okulunuzun i¢i ve ¢evresi ne derecede saglikli
(fiziksel saglik, beslenme ve ruhsal saglik agisindan)? Okulunuzdaki eksiklikler

nelerdir? Okulunuzdaki iyi uygulamalar nelerdir?

3. Diger okullarla karsilastirdiginizda sizin okulunuzda farklilik yaratan

uygulamalar nelerdir?

4. Kantin, tuvalet, yemekhane, spor alani, okul bahgesi gibi alanlarda sagligin

tesviki ile ilgili son zamanlarda ne gibi degisikliklere gidildi, anlatir misiniz?

5. Sizce, saglik egitimi ve saghgm tesviki i¢in Ogretmenlere diisen gorevler

nelerdir?

6. Sizce, saglik egitimi ve saghigm tesviki igin okul-aile birligine ve ailelere

diisen gorevler nelerdir?

D. Okul yonetiminin miifredat, uygulamalar ve politikalarla ilgili goriisleri

1. Su an ki miifredat kapsaminda, saglikla ilgili hangi konularda 6grencilere
egitim verilmesi gerekiyor? (Beslenme, fiziksel saglik, ruhsal saglik, zararl
madde kullanimi, sagligin korunmasi ve hijyen kurallari, yaralanmalardan
korunma vb.)Bu egitimlerin siiresi ve seviyesi ne kadardir?Bu egitim

kapsaminda hedeflenen ¢iktilar nelerdir?
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2. Miifredatta su an yeterli/eksik oldugunu diisiindiigiiniiz noktalar nelerdir?
Sizce, Ogrencilerin ve ailelerinin biitlinsel bir saglik bilinci kazanmalar1 igin

miifredat programinda ne gibi iyilestirmeler/ degisiklikler yapilmali?

3. Sizce, saglikli bir ortam yaratmak ve kapsamli bir saglik egitimi vermek ve
sagligi tesvik etmek icin okul yOnetimi neler yapmalidir? Yasadiginiz

deneyimleri géz Oniine alarak anlatiniz.

4. Son zamanlarda medyada Milli Egitim Bakanligi’nin saglikli beslenme ile
ilgili uygulamalar1 sikca yer aliyor. Bu uygulamalart okulunuzda hayata

gecirmek i¢in neler yapildi?

5. Saglik egitimi ve saghigin tesviki ile ilgili son donemde ¢ikan genelge ve
politikalarin olumlu yonleri ve yetersiz taraflari nelerdir? Bu genelgeler okulda
ve siniflarda ne derecede uygulanabiliyor? Okul yonetimi olarak bu genelgeleri
uygulamaya koymak i¢in ne gibi Onlemler aldiniz? Bu uygulamalar igin

okulunuza gonderilen kaynaklar nelerdir ( maddi ve hizmet alaninda)?
6. Okullarda saglikli bir ortam yaratmak, kapsamli bir saglik egitimi vermek ve
saghgt tesvik etmek icin politika yapicilar neler yapabilirler? Yasadiginiz

deneyimleri géz Oniine alarak anlatiniz.

7. Son olarak, okullarda saglik egitiminin ve saglik tesvikinin gelecegi ile ilgili

diistinceleriniz nelerdir?

8. Eklemek istedikleriniz varsa liitfen paylasiniz.

Bu calismaya katildiginiz i¢in tesekkiirler.
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(English Translation)
SCHOOL MANAGEMENT INTERVIEW FORM

Health education and health promotion issues in schools are gaining
importance all over the world. This interview form is designed to investigate
health education and health promotion practises in primary schools in Turkey. In
this context, a case study is envisaged for your school.

The research will be used for a graduate thesis in Middle East Technical
University. The researcher has taken the necessary permissions from Middle
East Technical University Ethics Committee and the Ministry of Education.

As teacher your objective and informative feedback is very important to
this study.

In this study, the name of the school and the name of the participants and
will be kept completely confidential.

Do you allow the researcher to record this interview, provided that it will

be kept only for the researcher?

A. Preliminary Information

Personal Information

1. Which university and department have you graduated from?
2. What is your term of experience in the teaching profession?

3. What is your term of experience in the administration of school?

4. How long have you been working as an administrator at this school?
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Information on the socio-economic status of students and families

1. In order to achieve the objective of this study, gathering information on the
profile of students and parents is needed. Could you tell socio-economic status
of students and their parents, in general (income level, educational level,
occupational distribution, gender, family structure, cultural events, educational

attainment, social life)?

B. School administrators' views on health education and health promotion,

information, and actions.

1. Recently we see increased emphasis on the media about health promotion and
healthy eating. In this regard, the Ministry of Education and the Ministry of
Health have new circulars. It is foreseen to make new arrangements in schools.
In your opinion, why is it important to promote health and provide health
education in schools? (Nutrition, Physical Development/ Sports, Personal

Development, Mental/Psychological, Hygiene, Academic Achievement)

2. What is the role of school adnimistration in promoting health? What can
administrators do to promote health? (Nutrition, Physical Development/ Sports,

Personal Development, Mental/Psychological, Hygiene, School Environment)

3. What kind of activities are performed in your school for health promotion and
health education? What is your role in these activities (regulation, funding,

participation, objectives)?

4. What kind of health-related activities are organized by different groups
coming from outside (non-governmental organizations, private companies,

ministries, parents' communities)?
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5. How do you observe the health status of your students (health screening,
personal observation, guidance services, health personnel)? As the school
administration, how do you transfer the information to the parents about the
health status of their children? How often, and about which issues do you

inform?

6. Besides all your duties and responsibilities, could you tell, to what extent, are

you motivated/ eager to promote health and health education in schools?

7. In what level do you feel yourself qualified, as an administrator, to give health
education to students and raise them to become healthy individuals? Why? What

do you need and what do you do to increase your qualification?

8. What is the significance of taking part on issues related to health education
and health promotion for you, as an administrator? Why? How do you take part?
What kind of responsibilities did you take, so far? Do you have plans for the

future?

9. What are the barriers in front of schools and school administrators for health
promotion and health education in schools? What are the results of these
barriers? What should be done to overcome these obstacles? What are the things

you do to overcome these obstacles, individually and institutionally?

C. Opinions about school environment, school management and Parent-

Teacher Association

1. In your opinion, what are the conditions for creating a healthy environment in

and around the school? What can school administration do about it (in the
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classroom, in the school, in the school environment)? (Physical conditions,

safety, the use of material and moral resources etc.)

2. As an administator, in your opinion, how healthy is the school and its
environment (in terms of physical health, nutrition, and mental health)? What
are the short comings of your school? What are the best practises in your
school?

3. What are the practises of your school that make a difference in your school?

4. Could you tell what changes were made recently about health promotion in

some areas such as canteen, toilets, cafeteria, sports field and playground?

5. In your opinion, what are the duties of teachers for health education and

health promotion?

6. In your opinion, what are the duties of parent-teacher association and families

about health education and health promotion?

D. Views of school administration on curriculum, applications and policies

1. In the current scope of the curriculum, which issues in health education have
to be taught to students (Nutrition, physical health, mental health, use of
hazardous substances, protection of health and hygiene, injury prevention, etc.)?
What is the duration and level of these trainings? What are the intended

outcomes of these trainings?

201



2. In your opinion, what are the adequate/ inadequate points of the current
curriculum? What improvements / changes should be done in the curriculum so

that students and their families gain holistic health awareness?

3. In your opinion, what school management should do in order to create a
healthy environment, give a comprehensive health education and promote
healthy life? Describe your experience taking into consideration.

4. Recently on the media, regulations of the Ministry of Education about healthy
nutrition are often taking place. What has been done to implement these

regulations in your school?

5. What are the positive and inadequate aspects of the recent circulars and
policies about health education and health promotion? In what extent, can these
circulars be applied in your school and classes? What kind of measures have
school administration taken to implement these circulars? What resources are
sent to your school for these implementations (in terms of financial and

service)?
6. What can policy-makers do in order to create a healthy environment in
schools, to give a comprehensive health education and to promote health?

Describe, taking into consideration your experience.

7. Finally, what are your thoughts about the future of health education and

health promotion in schools?

8. Could you please share if you want to add points?

Thank you for participating in this study.
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Appendix C: Parent-Teacher Association Interview Form

OKUL- AILE BIiRLiGi GORUSME FORMU

Tim diinyada okullarda saglik egitimi ve sagligin tesviki konular1 nem
kazanmaktadir. Bu goriisme formu Tirkiye’de ilkokullarda verilen saglik
egitimi ve sagligin tesviki ile ilgili uygulamalar1 arastirmak i¢in diizenlenmistir.
Bu kapsamda okulunuzda bir durum incelemesi yapilmasi ongoriilmektedir.

S6z konusu arastirma Orta Dogu Teknik Universitesi’nde yapilan bir
Yiksek Lisans Tezinde kullanilacaktir.  Arastirmaci bu calismayi
gerceklestirmek icin ODTU Etik Kurulu ve Milli Egitim Bakanligi’'ndan gerekli
izinleri almistir.

Bir okul aile birligi tiyesi ve veli olarak sizin tarafsiz ve aydinlatici
gorlisleriniz bu ¢aligmanin gergeklestirilebilmesi i¢in ¢ok dnemlidir.

Bu c¢alisma kapsaminda arastirmaya konu olan okulun ve goriisleri alinan
kisilerin isimleri tamamen gizli tutulacaktir.

Bu goriismenin sadece arastirmacida bulunmasi kosuluyla kayit altina

alinmasina izin veriyor musunuz?

A. Onbilgiler

Kisisel Bilgiler

1. Mesleginiz ve egitim durumunuzla ilgili bilgi verebilir misiniz?

2. Ne kadar zamandir okul aile birliginde gorev aliyorsunuz?

Ogrenci ve ailelerin sosyo-ekonomik durumlari ile ilgili bilgiler

1. Okulunuzun imkanlarin ve velilerin katkisini degerlendirir misiniz?
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B. Okul aile birliginin saghk egitimi ve saghgin tesvik edilmesi ile ilgili

goriisleri, bilgileri ve icraatlari.

1. Son donemde medyada, okullarda sagligin tesviki, ozellikle de saglikli
beslenme ile ilgili vurgunun arttigin1 gérmekteyiz. Bu konuda Milli Egitim ve
Saglik Bakanligi’nin yeni genelgeleri var. Okullarda bu konuda diizenlemeler
yapilmasi ongiiriiliiyor. Sizce, okullarda saglik egitiminin verilmesi ve sagligin
tesviki neden Onemlidir? (Beslenme, Fiziksel gelisim/Spor, Kisisel gelisim,
Mental/Ruhsal, Hijyen, Akademik basar1)

2. Saglik egitimi ve saglhigin okullarda tesvik edilmesi i¢in okul-aile birligi neler
yapabilir? (Beslenme, Fiziksel gelisim/Spor, Kisisel gelisim, Mental/Ruhsal,
Hijyen, Okul ¢evresi)

3. Cocuklarmizin saghik durumlarini hangi yontemlerle goézlemliyorsunuz

(Saglik taramast, kisisel gézlem, rehberlik hizmetleri, saglik personeli)?

4. Bir veli olarak 6grencilere saglik egitimi vermek ve onlari saglikli bireyler
olmaya yoneltmek i¢in kendinizi ne seviyede donanimli hissediyorsunuz?
Neden? Donaniminizi artirmak igin nelere ihtiya¢ duyuyor ve neler

yapiyorsunuz?
5. Saglikli beslenme, fiziksel saglik, hijyen, spor ve saglik bilinci ile ilgili olarak
cocugunuza Ornek olmak ftizere gelistirdiginiz davraniglar ve aliskanliklar

nelerdir?

6. Bir okul-aile birligi tiyesi ve veli olarak saglik egitimi ve saghigin tesvik

edilmesi ile ilgili konularda yer almanin sizin i¢in énemi nedir? Neden? Nasil
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yer aliyorsunuz? Bugiine kadar ne gibi sorumluluklar listlendiniz? Gelecege dair

planlariniz var m1?

7. Okulunuzda, saglik egitimine ve sagligin tesvikine yonelik olarak ne gibi
etkinlikler gergeklestiriyorsunuz? Bu etkinliklerde sizin roliiniiz nedir

(Diizenleme, kaynak bulma, katilim, hedefler)?

8. Okullarda saghgm tesvik edilmesi ve saglik egitimi verilmesi i¢in okullarin
ve okul yoOnetiminin, Ogretmenlerin oniindeki engeller sizce nelerdir? Bu
engeller ne gibi sonuglar dogurmaktadir? Bu engelleri asmak igin neler
yapilmalidir? Sizin bireysel ve okul-aile birligi olarak sizin yaptiginiz seyler

nelerdir?

C. Okul ¢evresi, okul yonetimi ve 6gretmenler ile ilgili goriisler

1. Sizce, okul icinde ve cevresinde saglikli bir ortam olusturmanin sartlar
nelerdir? Okul-aile birligi ve veliler bu konuda neler yapabilir (sinif i¢inde, okul
icinde, okul ¢evresinde)? (Fiziksel sartlar, giivenlik, maddi manevi kaynaklarin

kullanimi1 vb.)

2. Bir veli olarak, sizce, okulunuzun i¢i ve gevresi ne derecede saglikli (fiziksel
saglik, beslenme ve ruhsal saglik agisindan)? Okulunuzdaki eksiklikler nelerdir?

Okulunuzdaki iyi uygulamalar nelerdir?

3. Diger okullarla karsilastirdiginizda sizin okulunuzda farklilik yaratan

uygulamalar nelerdir?

4. Kantin, tuvalet, yemekhane, spor alani, okul bahgesi gibi alanlarda sagligin

tesviki ile ilgili son zamanlarda ne gibi degisikliklere gidildi, anlatir misiniz?
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5. Sizce, saglik egitimi ve saghigin tesviki i¢in Ogretmenlere diisen gorevler

nelerdir?

6. Sizce, saglik egitimi ve saghigin tesviki i¢in okul yonetimine diisen gorevler

nelerdir?

D. Okul aile birliginin miifredat, uygulamalar ve politikalarla ilgili

goriusleri

1. Son zamanlarda medyada, Milli Egitim Bakanligi’nin saglikli beslenme ile
ilgili uygulamalart sik¢a yer aliyor. Bu uygulamalar1 evinizde ve okulunuzda

hayata gec¢irmek icin neler yapildi?

2. Saglik egitimi ve sagligin tesviki ile ilgili son donemde ¢ikan basinda da sikc¢a
bahsi gegen yeni uygulamalarin olumlu yonleri ve yetersiz taraflari nelerdir?
Bakanligin kantin ve beslenmeye yonelik bu uygulamalar1 okulda ve siiflarda
ne derecede uygulanabiliyor?

3. Okulda saglikli bir ortam yaratmak, kapsamli bir saglik egitimi vermek ve
saghigr tesvik etmek icin politika yapicilar neler yapabilirler? Yasadiginiz

deneyimleri g6z Oniine alarak anlatiniz.

4. Son olarak, Tirkiye’deki okullarda saglik egitiminin ve saglik tesvikinin

gelecegi ile ilgili diisiinceleriniz nelerdir?

5. Eklemek istedikleriniz varsa liitfen paylasiniz.

Bu calismaya katildiginiz i¢in tesekkiirler.
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(English Translation)

PARENT- TEACHER ASSOCIATION INTERVIEW FORM

Health education and health promotion issues in schools are gaining
importance all over the world. This interview form is designed to investigate
health education and health promotion application in schools in Turkey. In this
context, a case study is envisaged for your school.

The research in question will be used in Middle East Technical
University in a graduate thesis. Researcher has taken the necessary permissions
from Middle East Technical University Ethics Committee and the Ministry of
Education.

As a member of a parent-teacher association your objective and
informative feedback are very important to this study.

In this study, the research and opinions, which are subject to the names
of the school will be kept completely confidential.

Do you allow recording of this interview provided for only the

investigator?

A. Preliminary Information

Personal Information

1. Which university and department have you graduated from?

2. Could you tell us about your job?

3. How long have you served for parent-teacher association?
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Information on the socio-economic status of students and families

1. Could you assess the opportunities of school and contribution of parents?

(Donation, Voluntary activities, working with non-governmental organizations)

B. Views on health education and health promotion, information, and

actions.

1. Recently we see increased emphasis on the media about health promotion and
healthy eating. In this regard, the Ministry of Education and the Ministry of
Health have new circulars. It is foreseen to make new arrangements in schools.
In your opinion, why is it important to promote health and provide health
education in schools? (Nutrition, Physical Development/ Sports, Personal

Development, Mental/Psychological, Hygiene, Academic Achievement)

2. What can parent- teacher association do for the health education and health
promotion in schools? (Nutrition, Physical Development/ Sports, Personal

Development, Mental/Psychological, Hygiene, School Environment)

3. How do you observe the health status of your children (Health screening,

personal observation, guidance services, health personnel)?

4. In what level do you feel yourself qualified, as a parent, to give health
education to your children and raise them to become healthy individuals? Why?

What do you need and what do you do to increase your qualification?

5. What behaviours and habits have you developed to be a role model for your
children about healthy nutrition, physical health, hygiene, sports and health

awareness?
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6. What is the significance of taking part on issues related to health education
and health promotion for you, as a parent? Why? How do you take part? What
kind of responsibilities did you take so far? Do you have plans for the future?

7. What kind of activities do you perform for health promotion and health
education in your school? What is your role in these activities (regulation,
funding, participation, objectives)?

8. What are the barriers in front of schools, school administrations and teachers
for health promotion and health education in schools? What are the results of
these barriers? What should be done to overcome these obstacles? What are the

things you do to overcome these obstacles, individually and institutionally?

C. Opinions about school environment, school management and teachers

1. In your opinion, what are the conditions for creating a healthy environment in
and around the school? What can teachers do about it (in the classroom, in the
school, in the school environment)? (Physical conditions, safety, the use of

material and moral resources etc.)

2. As a parent, in your opinion, how healthy is the school and its environment
(in terms of physical health, nutrition, and mental health)? What are the short

comings of your school? What are the best practises in your school?

3. What are the practises of your school that make a difference in your school?

4. Could you tell what changes were made recently in your school about health
promotion in areas such as canteen, toilets, cafeteria, sports field, and

playground?
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5. In your opinion, what are the duties of teachers for health education and

health promotion?

6. In your opinion, what are the duties of school administration about health

education and health promotion?

D. Views of school administration about on curriculum, applications and

policies

1. Recently on the media, regulations of the Ministry of Education about healthy
nutrition are often taking place. What has been done in your home and school to
implement these regulations in your school?

2. In your opinion, what are the positive and inadequate aspects of the recent
circulars and policies about health education and health promotion? In what
extent, can these circulars be applied in your school and classes?

3. What can policy-makers do in order to create a healthy environment in
schools, to give a comprehensive health education and to promote health?

Describe, taking into consideration your experience.

4. Finally, what are your thoughts about the future of health education and

health promotion in schools?

5. Could you please share if you want to add points?

Thank you for participating in this study.
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Appendix D: Canteen Staff Interview Form

KANTIN CALISANI / iISLETMECISI GORUSME FORMU

Tiim diinyada okullarda saglik egitimi ve sagligin tesviki konular1 6nem
kazanmaktadir. Bu goriisme formu Tirkiye’de ilkokullarda verilen saglik
egitimi ve sagligin tesviki ile ilgili uygulamalar1 arastirmak i¢in diizenlenmistir.
Bu kapsamda okulunuzda bir durum incelemesi yapilmasi ongoriilmektedir.

S6z konusu arastirma Orta Dogu Teknik Universitesi’nde yapilan bir
Yiksek Lisans Tezinde kullanilacaktir.  Arastirmaci bu  calismayi
gerceklestirmek icin ODTU Etik Kurulu ve Milli Egitim Bakanligi’'ndan gerekli
izinleri almistir.

Bir kantin ¢alisan1 isletmecisi olarak sizin tarafsiz ve aydinlatici
goriisleriniz bu ¢alismanin gergeklestirilebilmesi i¢in ¢ok onemlidir.

Bu ¢alisma kapsaminda arastirmaya konu olan okulun ve goriisleri alinan
kigilerin isimleri tamamen gizli tutulacaktir.

Bu goriismenin sadece arastirmacida bulunmasi kosuluyla kayit altina

alinmasina izin veriyor musunuz?

A. Onbilgiler

Kisisel Bilgiler

1. Mesleginiz ve egitim durumunuzla ilgili bilgi verebilir misiniz?

2. Ne kadar zamandir okul kantinlerinde gérev aliyorsunuz?
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B. Kantin calisant/ isletmecisinin saghk egitimi ve saghgin tesvik edilmesi ile

ilgili goriisleri, bilgileri ve icraatlari.

1. Son donemde medyada, okullarda sagligin tesviki, ozellikle de saglikli
beslenme ile ilgili vurgunun arttifin1 gérmekteyiz. Bu konuda Milli Egitim ve
Saglik Bakanliklari’nin yeni genelgeleri var. Okullarda bu konuda diizenlemeler
yapilmast Ongiiriiliiyor. Sizce, okullarda saglikli beslenme ile uygulamalara
gidilmesi neden 6nemlidir? (Beslenme, Fiziksel gelisim/Spor, Kisisel gelisim,

Mental/Ruhsal, Hijyen)

2. Saglik egitimi ve sagligin tesvik edilmesinde kantinlerin rolii nedir? Bu
konuya nasil katkida bulunabilirsiniz? (Beslenme, Fiziksel gelisim/Spor, Kisisel

gelisim, Mental/Ruhsal, Hijyen, Okul ¢evresi)

3. Saglikli beslenme sizce neden 6nemlidir? Sagliksiz beslenmenin ¢ocuklar

iizerinde ne gibi sonuglar olabilir?
4. Kantinlerden beslenme ihtiyacini karsilayan ¢ocuklarin genel tercihleri ile
ilgili bilgi verir misiniz? En ¢ok tiiketilen kalemler nelerdir ( siit, meyve, meyve

suyu, biskiivi, kraker, tost sandvig gesitleri, sekerlemeler vb.)

5. Kantinlerdeki son diizenlemeler tiiketim davranislarini etkiledi mi? Daha 6nce

neler tiiketiliyordu?

6. Bir kantin calisani/ igletmecisi olarak saglik ve hijyen konularinda herhangi

bir egitim aldiniz m1?
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C. Okul ve cevresi ile ilgili goriisler

1. Bir calisan1 olarak, sizce, okulunuzun i¢i ve cevresi ne derecede saglikll
(fiziksel saglik, beslenme ve ruhsal saglik acisindan)? Okulunuzdaki eksiklikler

nelerdir? Okulunuzdaki iyi uygulamalar nelerdir?

2. Diger okullarla karsilagtirdiginizda sizin okulunuzda farklilik yaratan

uygulamalar nelerdir?

D. Miifredat, uygulamalar ve politikalarla ilgili goriisleri

1. Son zamanlarda medyada, Milli Egitim Bakanligi’nin saglikli beslenme ile
ilgili diizenlemeleri sikga yer aliyor. Kantininizde, saglikli beslenme ve sagligin
tesvikine yonelik olarak bu diizenlemelere ne derecede gegebildiniz? Su an

kantininizde ne gibi uygulamalar yapiyorsunuz?

2. Saglik egitimi ve saghgm tesviki ile ilgili son donemde c¢ikan yeni

uygulamalarin olumlu yonleri, uygulanabilirligi ve yetersiz taraflar1 nelerdir?
3. Bir okul calisanmi olarak, sizce, okulda saglikli bir ortam yaratmak, kapsamli
bir saglik egitimi vermek ve sagligi tesvik etmek icin neler yapilabilir?

Yasadiginiz deneyimleri goz Oniine alarak anlatiniz.

4. Son olarak, okullarda saglik egitiminin ve saglik tesvikinin gelecegi ile ilgili

diistinceleriniz nelerdir?

5. Eklemek istedikleriniz varsa liitfen paylasiniz.

Bu calismaya katildiginiz icin tesekkiirler.
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(English Translation)
CANTEEN EMPLOYEE / EMPLOYER INTERVIEW FORM

Health education and health promotion issues in schools are gaining
importance all over the world. This interview form is designed to investigate
health education and health promotion application in schools in Turkey. In this
context, a case study is envisaged for your school.

The research in question will be used in Middle East Technical
University in a graduate thesis. Researcher has taken the necessary permissions
from Middle East Technical University Ethics Committee and the Ministry of
Education.

As a member of a parent-teacher association your objective and
informative feedback are very important to this study.

In this study, the research and opinions, which are subject to the names
of the school will be kept completely confidential.

Do you allow recording of this interview provided for only the

investigator?

A. Preliminary Information

Personal Information

Could you give information about your profession and your education?

For how long have you been working in the school canteen?
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B. The opinions, information and activities of the canteen
employee/employer about the health education and the encouragement of
health

1. Recently we see increased emphasis on the media about health promotion and
healthy eating. In this regard, the Ministry of Education and the Ministry of
Health have new circulars. It is foreseen to make new arrangements in schools.
In your opinion, why is it important to promote health and provide health
education in schools? (Nutrition, Physical Development/ Sports, Personal

Development, Mental/Psychological, Hygiene, Academic Achievement)

2. What is the role of school canteen in promoting health? What can canteen
operators do to promote health? (Nutrition, Physical Development/ Sports,

Personal Development, Mental/Psychological, Hygiene, School Environment)

3. In your opinion, why is healthy nutrition important? What can be the results

of the unhealthy nutrition over the children?

4. Could you give information about the preferences of students shopping from
school canteens to meet their nutritional needs? What are the most consumed
items? (Milk, fruit, fruit juice, biscuits, cracker, toast, sandwiches, candies

etc...)

5. Did the last regulations on school canteens affect the consumption

behaviours? Before the recent regulations, what was consumed by students?

6. Have you ever got education about health and hygiene as a canteen

employee/employer?
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C. Opinions about the school and its environment

1. As a canteen operator, in your opinion, how healthy is the school and its
environment (in terms of physical health, nutrition, and mental health)? What
are the short comings of your school? What are the best practises in your

school?

2. What are the practises of your school that make a difference in your school?
D. Opinions about the curriculum, politics and applications

1. Recently in the media, the regulations of The Ministry of Education’s about
healthy nutrition take place frequently. How much transition have you done
according to these regulations? Currently which regulations are conducted in

your canteen?

2. What are the positive effects, practicability and missing features of these

recent regulations about health promotion and education?
3. As a canteen operator, in your opinion, what can be done to create a healthy
atmosphere in the school, to give a comprehensive health education and to

promote health? Please tell according to your experiences.

5. Finally, what are your opinions about the future of health education and

health promotion in schools?

6. Could you please share if you want to add points?

Thank you for participating in this study.
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Appendix E: Classroom Activity Form

SINIF iCi ETKINLIK FORMU

Okula Gelmeden Once Yaptiklarim

Sinifi: Tarih:

Ogretmeni:

Sabahgy/ 6glenci:

Sabahlar1 okula gelmeden 6nce yaptiklarimizi paylasalim.

Bugiin sabah kalktiktan sonra, okula gelmeden dnce yaptiklarint yazar misin?

Bugiin okula gelmeden:

Kahvaltin1 evde mi, okulda m1 yaptin?

Evde kahvalti yapmadiysan kahvaltini nereden aldin?

Kahvaltida ne yedin/i¢tin?

Recel __ Domates/salatalik/biber Stt _
Ekmek  Yag . Meyve suyu _
Peynir Zeytin L Cay L
Bal _ Yumurta . Biskiivi .
Meyve _ Hamur isi _ Kizartma _
Kola  Sosis/salam/sucuk . Tost .
D ) PSR SUUPRRPPIR
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(English Translation)
CLASSROOM ACTIVITY

Things | did before School

Classroom: Date:
Teacher:
Morning/Midnoon:

Name-Surname:

Let’s write what you did in the morning before coming school.
Today after you woke up, could you write what did you do before coming
school?

Today, before | came to school :

Do you do your breakfast : O at home O at school O didn’t do

If you did your breakfast, could you sign what did you eat and drink?

Regel Tomato/Cucumber/Pepper Milk .
Bread __ Butter . Fruit Juice .
Cheese _ Olive L Tea L
Honey _  Eqgg . Biscuit .
Fruit _ Cake . Fries .
Coke _ Sosis/salam/sucuk . Toast .
[ 1 0] USRS
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Appendix F: Policy Documents

T.C.
SAGLIK BAKANLIGT
Temel Safihk Hizmetleri Genel Mildiirligi

Save B0 TSH-0.12.06 A090.05 T8,

' S SAGLIK BAKANLIG]
Foomu: Okul Saghi Tenwel Sng, Hie. Clenel Mo, Beslennie

Ve Fiziksel Aktbviteler Daire Byh
e VALTLIGINE 32 Adusins 2011 1409029 630

- arssgsinaaartez NI DA ANE L A 0

11417R TR
llgi:  a) 05.03.2010 tarihli ve B.10.0.TSH-0.12.06 /090.05/9997 sayih Vazimiz.
b} Milli Egitim Bakanh@mn 21.07.200 1 tarihli ve 201141 sayili genelgesi.,

Bakanhfimizle  ishirligi halinde hasrdanan ve  Milli Egitim Bakanh@: tarafindan
yayimlanan 17 Misan 2007 tarihli ve 2007/33 sayili “0Okul Kantinlerinin Denetimi ve Uyulacak
Hijyen Kurallar (Genelgesi™nin A- Genel Kurallar Bélimilnin 16, maddesi, Milli Egitim
Bakanlifrmn 21.07.2011 tarihli ve 2011/41 sayih ekte ginderilen ilgi (b) Genelgesi ile “Egitim
kurumlarimizm, yabh veya pansiyonlu yemekhaneleri dihil olmak iizere kantinleri, ¢ay
ocaklar, biifeleri, v.b. yerlerde, gocukdarin dengesiz beslenmesine gismanhia (obezite)
schep olabileceginden, dofial maden sular’ harig, enerji yogunlugu yiksck, besin defieri
diigiile olan (enerji igecekleri, gazh igecekler, aromah igecekler ve kolah icecekler) ile
kazartma ve cipslerin  satiglari  vapilmayacak, otomatik satis  yapan makinelerde
bulundurulmayacaktw. Bunlarm verine Tarm ve Kiiyigleri Balkanhfi'ndan iiretim veya
ithalat izni bulunan silt, ayran, yofurt, meyve suyn, taze sikilnus meyve suvu ve tane ile
satiy yapilabilen meyve bulundurulacakte,” geklinde degistivilmistir.

ligi (=) yammzda Okul Sagh@ ile ilgili vapilmas: gerekenler belirtilmist. Milli Egitim
Bakanh@inin ilgi genelgeleri kapsanunda okul sahf hizmetleri konusunun [I Hifzissihha
Kurulu'nda yeniden giindeme getirilerek ilgili kurum ve kuruluglaria ishirlifi iginde;

- Kantinlerin, Milli Egitim Bakanhginm ilgili genelgeleri dogirolivsunda  faalivetlerini
stirdiirmelerinin saglanmas ve rutin araliklarla denetlenmesinin sajilanmas:,

- Oprencilerin teneffiis ve 8gle amlarmda, kantinlerde sahig yasak olan gda maddelerine
okul gevresindeki sang nektalarndan ulasmalarimn engellenmesi,

- Okul gevresinde agikta gida satisinin dnlenmesi,

- Kantin ve yemekhancler ile okul gevresinde gida satsi yapan isyerlerinin gerekli teknik
ve hijyenik gartlara uygun fazlivel péstermesinin saglanmas:,

komularmda gerekli hassasivetin gésterilmesi hususlarmda bilgilerin ve gerefini rica-gderim.

s

C )
A X
Prod. Dr, Mihat TOSTUN

=" Bakan a.
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T.C.
MILLTEGITIM BAKANLIGH
Saghk lsleri Dairesi Baskanhii

Sayi : B.OB0.SDB.O.1L.00.00313.01.03/ f PP 2 /ool
Konu @ Okl Kaminlerindeki Gida Saust

GENELGE

20010 4l

Hgii a) 29092010 varibli ve 2000022 sayili Bagbakanhk Genelpesi,
b} 17.04. 2007 tarih ve B.0B.0.SDB.0.31.06.01/1008-2007/33 say1h Genelge,
¢) Saglik Bakanhign'min 05,001,201 tarib ve B.10.0.TSH.0.1 2.06/090-05/436 sayih yazisi,
d) 26.03.2010 tarihli “Okul Saghg ve Beslenmesi Damsma Kuralu Toplantist Karer Tulanag™,
¢ 2B.06.2001 tarih ve B.100. TS0, 2.06/000-05/ 21268 sayil yaz,

Bakanhgumza bagl Srgon ve vaygin efitim kurumleninda Sgrenim ghren Sfrenci, kursiyer ve
yahganlann pivenli ve safhkl beslenme bilined kazsnmalanna katky saflamak, olabilecek pida
zehirlenmeleri, bulagier hastaliklar, yetersiz ve dengesiz beslenmeye bagh hastahklar ile sismanlsd
dnfemek amaciyla ilgi (b) penclgemiz valiliklere gonderilmistir, Aynea kovayla flgili olarak,
Bagbakanhin ilgi (a) Genelgesi ile “Tiirkiye Saghkh Beslenme ve Harehetll Hayal Programi®
yitrlirhiige kanulmustur

Baghakanlim ilgi (a) Genelgesi ile Saghk Bakanl@uon fgi (€) yazs geregl, lgith) Genelgemizin

A= Genel Korallar Balitmiiniin 16, Maddesi, “Egitin kurumbanmenn, yath veya pansivaniu
yemekhaneler ddhil olmak fzere kantinderi, cay ocaklan, bifelerd, v.b, verlerde, cocuklarm
dengesiz beslenmesine sigmanhfia (Ohezite) sebep olabileceginden, dogal maden sular harly, enerji
yogulugu yitksek, besin defen diistk olan (encrji igecekleri, gazl icecekler, aromal igecekler ve
kalale igecekler) ile Kizarima ve cipslerin sabglan yapilmayacak, olomatik satig vapan makinelede
butundurulmayacakiie, Bunlanm yerine Tanm ve Ky Isler Bakanligs'ndan fretim veyn ithala
izni bulunan siit, ayran, yogurl, meyve suyu, tnze sikilmg meyve suyu ve tane ile sahs yaplabilen
incyve hulundurulacaktie.” seklinde degistinlmistir,

Aymiea ilgi (b Genelgemiz ckinin, “Okul Kantini Denetim Formu™nun B-Cida Hijyem
Raliimiindn 26. Maddesi “ofal maden subar harig, enerfi yogunlugn yiksek, besin degen disisk
vlan (enerji igeceklerd, gazh igecekler, aromaly ipecckler ve kolah igeceklery ile Rizanmn ve
cipslerin satislarmn yapilmamass, olomatik sang yapan makinelerde  bulundurulmamas”
Bunlann yerine Tanm ve Koy lslerd Bakanhig'ndan Oretim veva ithalat tzii bulunan siit, ayran,
yofurt, meyve suyw, fare sikilmeg meyve suyuove tane ke sahy yapilabjlen meyw
bulundurulmas™ seklinde, defistinlmistr,

Pilgi ve gerefim rea ederim.
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23 Eylil 2010 GARZAMES, Resmi Gazete Bayl 1 27714

GENELGE
Beglbakanlkian;
Konu : Tarkiye Saflikh Beslenme
wie Harekelli Hayat Program:
0103z

Ulusal saghic politikatanmn ana hedefi saflich bireylerden olusan saghkl bir wplema ulasmaktir, Saplkh
toplema vlasmak igin de, saghik alanmda seokadaler arasi ighirliging gliglendiren politikalann geligtidimesine Ihtiyag
duyubmsalktader.

Gintmitzde bilim ve telnalojinin hizla gelismesiyvle omtaya ¢ikan yenilikierin insanhifan hizmetine sonulmas:
ile insanlenn yagam larzfan ghn gegtikpe defigmektedic, Bu degisim, insanlann daha oz heseke! etmelerine pedeon
olmakla birlikie heslenme aligkanliklanm da olumsoz yénde etdlemeldediz, Beslenmse tarondaki depisiklikler, fizikszl
hareket nzhg), sigarn ve alkol thketiond il bir takorn olumsoz sarlar bic oroys geldipinds ohezite (shmanld) rski
artmakitsder, Yapilan aragmalar dinyada ofdugn gibi Dlkemizde de fazla kilol olma ve obezite kb giderek
artifime ve obezitenin dzellitle gocuklanmizn ve gerglerimiz ctkisi alinn almoys baglodigan gbatermeltedic, [Mnya
Saplk Oegliit verilerine ghee Anlenehilic bir hastalik olarak kebul edilen fazly kiloluluk ve obesite, her wl bir
milyondan fazla dldme neden olmakiadu,

Obesite ile mboadele, gespekte pek ok hastalikla micadele anlamna gelmektedis. Oberite; kndp-dumar
hastaliklan, yilksek tansiyon, jeker hastalify, baz kanser tlslerd, solunum sistemi hastaliklan, kns-iskelel sistemi
lsastalikdars gibi pek gok saglik prableminin elugmasma zemin homriamakta, kayat kalitesi ve stiresing slumsuz yinde
etkilemektedir, Bu seheple ohezit ile micadels Ofkemizin pelecepl byin biylk fnom Egamakiad,

Obezite e mdcadeleds esas wnsur valandaglarmon by konuda posterscefi bireysel payvrel elmakla birlikie
tibm kurum ve kurabuglainn votandaglanmoan bu gayretine destek vermelen fnem ace etmekdedin. Benoyucn ssghk
hizmetleri kapsaminda, 2aflik ctoriteleri ve bu otoriteber ile isbirlifi yapacak ilgili bm kuroluglas tasafindan, feplusmus
her Besiming ulagimas, Sagln ve yaygin cfitim jaligmalanmn hzla yagama gegirilmesi; birey, aile va toplumun
yeterli ve dengeli beslenme, fiziksel sktivite konulannda bilailendirilmesi gerekmektedis,

Yagam kalitesinl d0glren ve flm dinyada hrzla ortan hastahklardan bir toncsi oban cherilenin Snlenmesine
yinelk bilimssl ve politik korarlhgin olustorulmas: ve sckideler aram ghirligh ve ejpfdimin gitlendirilmesi
amactyla Hghl itm kuruluglarm katilimayla "Tlekiye Saghkh Beslenme ve Harckedli Hayat Program® hazsckansmaglar,
Sajhik Bakanhgmm hopawee, bestenme saplikgovote edresinden ulagilabileeck olan stz Lonusy programdn, gegitli
kurum ve kunulegtann konuya ligkin gbrev ve sonsmluluklan belislenmigtin, Yerine getirilmesi gercken porevler ve
eylem planenm uygalanmas; sdrecinds ihtiyae duyolzcak her tarte bilgi Saglk Bakanligines saglanacak: bilgilendinme,
ighirligi ve koordinasyon toplanblan dizenlerecek ve uygulamalar yakindan takip edilecekiir,

S0z konusa progranun elzin bir gekitde uygulaamas: ve eylem plaminda yer alan glesvienia yering gebinlmes
kenusanda tihn kamn karum ve kumabuglan, Bniversiteler, Ozel sekae ve sivil taplum Yorelegiannca gereken destek ve
yardimin saglanmas husasorda bilgllerind ve geregin rica ederim.

Recep Tayyip ERDOGAN
Bagbakan
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Temel Raflik Hirmetlesi Genel MudtAngn
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gt #) 17,04 2007 teribili ve: B,040,6108.0,31 .06, 0111008 - 20073 sxyih geoelgeniz.
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T.OC
SAGLIK BAKANLIGK
Temel Saghl Heemetlerl Genel Mildibeliign

u .-B.I{hI]l.TE[-LD.]z.ﬂﬁMEﬂd}if
San BAOTSH. ERRES

O30l 1010

S, VALILIGIE
{1 Sk Miidarlnsn)

Okl sndlifs hizmetlerd; Hfrencilorin sibim degerlendlrmek, korumak ve gelistimmsk
igim yapilan @hgmalann fnbdir. Okul saghg hizmetlerd kapsarminda sagldin korwsnasina
vimelik caligmalar srasmda beslenme, spow clkinliklen, sglik eitlm, cevra saflafr hizmetleri
vh. yer almaldader,

1593 sayly Umami Mifosobbe Eapanewn 3 fmet meddesinds, okl saglifun
kormman Bakanhidumiem bikipeleriyle belirli smarlar iginde dofrudm [fa edecedi plvevier
nrnsinga aayilmy, 163 dnell maddesinde ise, biltin okallann hing ve saghk sartlary, Tulagics ve
salgint hastaliklardan korumalan agisimnden BakanliBimmn depetimi altinds oldugu belintitmigic.
Aymea, 5179 saph “Gidalenn Oretim, Toketimi ve Denetlenmesine Dair Kamus Hitkmfmre
Kararngmenin  Defigirllerek. Kabuld Haklends  Kamus™n 31 i maddesinde Haglik
Bakanhifpmun, gerel sughifin korunmas ve hijyen ile Ngili olamsk diger enevesittan kaynallaren
eiipey ve yekilerinin sakls eldufin belinitulsiz

Bu keprands  Mdiligiingzes, okl gl hirmetleri kowosmen 11 Hifeisshha
Kuruba'nun gindernine getiriberek ilgili kurum ve karuluglara ihdeligs ipimde;

+ Kantindesin, Milli Bigitim Bsksnl:imn igbisligl ile henrinan ve Milli Eitin: Bakahg
larafindan yayunlanan 17 Migan 2007 aghli ve 200733 syl Okl Kaminlelnln
Denetiml ve Uyulneak Hijyen Karallen Genelgesi®nde belirtilen husaslar degrultusunds
tutin ambiklnrla denetlesmesinin eadlanmas,
Chcul gevresinde agskts prda sstisinm Snlenmesi,
Kantin ve yemebhaneler ile alol peviesinds gida sAhE yapen igyerlerinin perokh telonil
v hifyendk gartlae nygum fallyel ghstermesinin safimman,
- Kantin we yemelthanelecds mghga uygun, pocuk ve gemglerin yeterdi ve denpeli
heslennytlerivin saflanmazna winelik besinlerin satiganin yapalmasinen Ecemdirilmesi,
Eomiannds gerekli hassesiyesls gisteribmesi ve somueenndan Bakanhgumza bilgi verikmesl

hususunda bilgilerinizl ve geredini ca ederim, g—»
hoﬁ,@::m
Biakan a,
ilstesar

DAGTTIM:

Bitlgs:

Tarms ve Kiyizled Baknanbfing (Karuma ve Kangrol Gen, 3isd,)
MiIH Egitim Bakanhiing (Saghk Tsled Dal. Byk)

Garegin
81 11 Valiligine

‘Milthatjaea Caul, Flo- 3 B Hlok 6 kot SEhiys 16938 AHEARA

Telefiuz: (0. 317)430 70 941399 Faks: §0.317) 433 00 47
e-posta: beslenmefisaglik poe i Hlabiromik AR wew beslemme saelik an i
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Appendix G: Canteen Audit From

KANTIN DENETIM FORMU
(Milli Egitim Bakanhg1 Saghk Isleri Dairesi Baskanhgi’nin 22/03/2006 tarih ve 2006/25
sayilli Genelge’si dogrultusunda diizenlenmistir.)

Kantinin Bulundugu Kurum L

Isletmecinin Adi — Soyadi/ UNvani @ ........c.oooeiiiiiiiiiiiiieiiiee e

Sozlesme Baglangic — Bitis Tarihleri @ ..o

Denetim Tarihi — Saati S LT L L TP T T TP PP PP PP ERPPPPPEP PP PR

Rapor Sayist

Kantin denetimleri haftada en az bir kez kurum yoéneticilerince yapilmah ve sonuglar
‘KANTIN DENETIM DEFTERI’ ne yazilmahdur.

Kantin o0zel Kkisilerce isletiliyorsa, sozlesmeye bu denetimlerdeki eksikliklerin
giderilmedigi takdirde sozlesmenin feshedilecegi maddesi konulmahdir.

I — Genel Bilgi Durumu

01. Kantini kimin,ne bi¢imde ¢alistirdigy; ......

02. Kiranin zamaninda ddenip 6denmedigi; ......

03. Kantin igletmecisinin igbasinda olup olmadigi; .....

04. Satisa sunulan {iriinlerin fiyat listelerinin kurum y6netimince onayli olup olmadigy; ...
05. Bu fiyat listesinin alicilar tarafindan goriilebilecek yerde asili olup olmadigy; .....

06. Calisanlarin sigortalilik iglemleri,¢calisma izin belgeleri, vb; .........

Il — Genel Kurallar

A) Saghk Ve Temizlik Durumu

01. Fiziki kosullarinin (havalandirma, aydinlatma, hizmet alaninin vb.) durumu;

() Yeterli () Yeterli Degil
02. Tezgéhin iizeri mermer, fayans, paslanmaz celik veya benzeri malzeme ile kapli olmasi;
() Kaph () Kapli Degil

03. Siirekli olarak saglikli ve temiz su bulunmasi; bulagik yikama lavabosunun olmasi;
() Var () Yok
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04. Bulasik yikama i¢in evye ve lavabonun olmas;
() Var () Yok

05. Tezgah, evye ve lavabonun bulundugu duvarin uygun yiiksekligine kadar fayans, mermer
veya benzeri malzeme ile kapli olmast;
() Kaph () Kapli Degil

06. Zeminin mermer, seramik, karo vb. su ge¢irmez malzeme ile kapli olmasi;
() Var () Yok

07. Zeminin kanalizasyona bagli, 1zgaral1 ve sifonlu yer siizgecinin bulunmasi;
() Var () Yok

08. Cop ve atiklarin konulacagi yeterli sayida, biiyliklikte agzi kapali yikanabilir ¢op
kutularinin bulundurulmas: ve ¢op kutusuna ¢op torbasi gegirilmesi;

() Var () Yok
09. Kantinde sinek ve bocek gibi haserelere karst 6nlem alinma durumu;
() Yeterli () Yeterli Degil

10. Kullanilan ve satisa sunulan gida maddelerinin ilgili mevzuat uyarinca Tarim ve Koy
Isleri Bakanli-gindan izinli / ruhsatli olmast;
() Ruhsathi () Ruhsatli Degil

11. Temizlik amacryla kullanilan ve satisa sunulan deterjan ve dezenfektan gibi maddelerin
ilgili mevzuat uyarmca Saglik Bakanligindan izinli/ruhsatli olmast;
() Ruhsatli () Ruhsatli Degil

12. Kirlenmis, kokusmus, nitelikleri ve goriiniimii bozulmus, siskinlesmis, kurtlu ve kiiflii
gida maddelerinin tiiketime sunulup/sunulmadigi;
() Sunulmuyor () Sunuluyor

13. Ambalajsiz satisa sunulan gida maddelerinin agikta satisinin yapilmamasi; ambalajli gida
maddesinin ambalajimn yirtilmig, kirilmis, paslanmis olmamasi durumu;( ) Sunulmuyor
() Sunuluyor

14. Tavuk, et, doner gibi isleme tabi tutulan iriinlerin satilma durumu;
() Satilmiyor () Satilryor

15. El ile temas etme zorunlulugu olan gida maddelerinin satig ve servisinin uygun malzeme
ve alet / donanim ile yapilmast;

() Yapiliyor () Yapilmiyor
16. Gida maddeleri ile toksin madde ve temizlik malzemelerinin ayni yerde
bulundurulmamasi;

() Bulunduruluyor () Bulundurulmuyor
17. Kirtasiye malzemeleri ile gida maddeleri satiglarinin ayr1 boliimlerde yapilmasi;

() Yapiliyor () Yapilmiyor

18. Tost makinesi, bigak, alet ve donanim gibi malzemelerin gida maddesi ile korozyona
ugrayan materyallerden yapilmig olmamasi, saglam ve sthhi (hijyenik) olmasi;
() Uygun () Uygun Degil

19. Soguk ortamda bekletilmesi gereken gida maddelerinin uygun kosullarda saklanip
satilmast;

() Uygun () Uygun Degil
20. Gida maddesinin etiketi {izerinde belirtilen son kullanma tarihinin ge¢mis olmamast,
() Gegmis () Gegcmemis
21. Kantinlerde yapistirici, oyuncak, ilag gibi tirlinlerin satilmamas;
() Satilmiyor () Satiliyor
22. Ik yardim malzemelerinin bulundurulup / bulundurulmama durumu;
() Var () Yok

23. Kantinin her giin muntazam olarak genel temizligi yapilmali, genel temizlik durumu;
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( ) Temiz () Temiz Degil

24. Tezgahlarin temizliginde kullanilan toz bezleri temiz olmali, durumu;
() Temiz () Temiz Degil

25. Kantinde ambalajsiz yiyecek varsa, saklanma durumu;
() Kapali Olarak Saklaniyor () Kapali Olarak Saklanmryor

26. Kantinde tost,sandvi¢ ve simit gibi ambalajsiz yiyeceklerin satisa sunulma durumu;
() Paketlenip Satiliyor () Acikta Satiliyor

27. Ambalajsiz yiyeceklerin satisinda 6zel ambalaj kagitlart disinda gelisigiizel, gazete ve
uygun olmayan kagitlarin kullanilma durumu;
() Uygun () Uygun Degil

28. Yiyecek kesiminde kullanilan bigak ve kesici aletler kapali bir kapta tutulmali; temiz,
bakimli olmali;
() Temiz-Bakimli () Temiz-Bakimsiz

29. Ambalajli satilan yiyeceklerde fiyat etiketi;
() Var () Yok

30. Etiketlerindeki son kullanma tarihlerini asan yiyecekler;
() Yok () Var

31. Yiyecekler ve diger satilan malzemeler yerden yiiksek raflarda ve cinslerine gore
birbirlerine zarar vermeyecek sekilde siniflanmig mi1?

() Evet () Haywr
32. Lavabo ve evyede kullanilan temizlik malzemesi, sivi sabun tercih edilmelidir;
() Var ( ) Yok
33. Lavabo ve evyede kullanilan kagit havlu, durumu;
() Var () Yok
34. Kantinin personeli i¢in ayrilan tuvalette tuvalet kagidi ve s1vi sabun, durumu;
() Var () Yok
35. Kantinde bozulabilen yiyecekler satiliyorsa buzdolabi-sogutucu, durumu;
() Var () Yok

B) Calisanlarin Saghk Ve Temizlik Durumlan

Calisanlar saghk mevzuati yoniinden yilda en az bir defa genel muayene olmali; esnaf
saghik karnesi tutulmali; tiiberkiiloz taramasi ve portor tahlili yapilmali; ii¢ ayda bir
diska Kkiiltiirleri alinmali; sonuglar saghk karnesine islenmeli; personel hastalandiginda
herhangi bir bulasici hastalik ihtimaline karsiilk hemen muayeneye gonderilmelidir.
ilgili mevzuat hiikiimleri cercevesinde aksatilmadan yiiriitiilmeli.

01. Kantinde ¢alisan personelin saglik karneleri;
() Var () Yok

02. Calisanlarin saglik mevzuati yoniinden yilda en az bir defa genel muayene olup /
olmadigy;

() Muayene Olmus () Muayene Olmamis
03. Calisanlarin gerekli tahlilleri yaptirip / yaptirmadigi;
() Yapilmis () Yapilmamis

04. Calisanlarin gerekli periyodik portor ve digk: kiiltiirleri muayeneleri zamaninda yapiltyor
mu?
() Yapilmis () Yapilmanus

05. Personelin kantinde ¢aligmay1 engelleyecek hastaliginin olup / olmadigs;
() Hastalik Yok () Hastalik Var

06. Calisanlarin, kisisel sagliga uygunluk (hijyen) kurallarina uymasinin saglanmasi;
() Uyuluyor () Uyulmuyor
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07. Personelin tirnaklar1 kisa kesilmeli; eller temiz tutulmali. iltihapli yara olmamali.
Kesiklere yara band1 yapistirilmali; el ve tirnaklarinin durumu;

( ) Temiz () Temiz Degil
08. Calisan personelin temiz is kiyafeti giymesi;
() Var () Yok
09. Caliganlarin yaka kart1 tagimasi, eldiven, bone ve maske kullanmast;
() Var () Yok
10. Calisanlarin gorev mahallinde sigara i¢ip / igmedigi;
() Sigara Igilmiyor () Sigara igiliyor
11. Calisanlarin bir egitim kurumunda calisabilecek niteliklere sahip olup / olmadigy,
() Uygun Nitelikli () Uygun Degil

C) Giivenlik Durumlari

01. Kantinde ocak kullaniliyorsa tiipgaz, tank veya borularinin emniyeti saglanmis m1?;

() Saglanmis () Saglanmamis
02. Yangin sondiiriiciileri ve benzeri 6nlemler alinmig mi1?
() Var-Alinmis ( ) Yok-Alimmamis
03. Yangin sondiiriiciilerinin son kullanma tarihleri,
() Gegmemis () Gegmis
04. Kantinde kullanilan elektrik tesisatinin yillik kontroli;
( ) Yapilmis () Yapilmamis

() Goriilen Diger Eksiklikler Ve Diisiinceler

Denetim Komisyonu

Denetlenen
Denetleyen Denetleyen
Denetim Tarihi o SRS SRR
imzasi
Adi Soyad:
Unvanm

Okul ve kurum yoéneticilerimiz; okul ve kurumlarimin biinyesinde faaliyet gosteren
kantin, acik alan, kafeterya, biife, cay ocagi vb. yerlerde yukarida belirlenen asgari
sartlarla ilgili eksiklikler var ise, en kisa siirede giderilmesini saglayacak ve siirekli
takibini yapacaklardir.

Y AR AR

veeeeee.. Midiird

227




Appendix H: Voluntary Participation Information Form

GONULLU KATILIM BiLGi FORMU

Arastirmaci: ARZU CETINTURK
E-posta: sahinarzus@yahoo.com
Tel: 0505 248 23 78

Kurumu ve Gorevi: ORTA DOGU TEKNiK UNIVERSITESI/ SOSYAL
POLITIKA BOLUMU YUKSEK LISANS OGRENCISI

Arastirmanin Adi: Ilkokullarin sagligi nasil tesvik ettigi ve geistirdigi konulu
bir vaka ¢aligmasi

Arastirmanin amaci: Tiim diinyada, okullarda saglik egitimi ve sagligin tesviki
konulart 6nem kazanmaktadir. Bu c¢aligma, Tiirkiye’de ilkdgretim okullarinda
verilen saglik egitimi ve sagligin tesviki ile ilgili uygulamalar1 aragtirmak icin
diizenlenmistir.Bu kapsamda okulunuzda bir durum incelemesi yapilmasi
ongoriilmektedir.S6z konusu arastirma Orta Dogu Teknik Universitesi’nde
yapilan bir Yiiksek Lisans Tezinde kullanilacaktir.Arastirmaci, bu ¢aligmanin
yiiriitiilebilmesi igin gerekli izinleri Orta Dogu Teknik Universitesi Etik
Kurulu’ndan ve Milli Egitim Bakanligi’ndan almistir.

Bir katilimci olarak sizin tarafsiz ve aydinlatict goriigleriniz bu
calismanin gerceklestirilebilmesi i¢in ¢ok Onemlidir. Ciinkii bu c¢alismanin
sonuclar1 tamamen sizin gorlisleriniz ve yonlendirmelerinizle sekillenecektir.

Bu calismada, katilmecilarla yar1 yapilandirilmis  bir miilakat
yapilacaktir.Her bir miilakatin yaklasik olarak 30 dakikalik bir siirede
tamamlanmas1 ve aragtirmact tarafindan milakatin  kayit edilmesi
ongoriilmektedir.Miilakat sonucunda elde edilen bilgiler sadece bu arastirma
kapsaminda kullanilacak olup, okul 1ismi ve katilimci ismi gizli
tutulacaktir.Miilakat kayitlar1 ve raporlamalar1 yalnizca arastirmacinin
ulasabilecegi sekilde depolanacaktir.

Bu aragtirmaya katilim gonilliilik esasina dayanmakta olup,
katilmamaktan Otlirli ya da katilimdan vazgegme neticesinde olumsuz higbir
sonug ile karsilasilmasi s6z konusu degildir.

Calismanin amac1 konusunda bilgilendirildigimi ve yukarida yer verilen hususlar
kapsaminda bu arastirmaya goniillii olarak katilmay1 kabul ettigimi beyan ederim.

ISiM: TARIH:

iMzA
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Appendix I: Etik Kurul izin Formu

UYGULAMALT ETIK ARASTHIMA MERREZ b ORTA DOBU TEKNIK UNIVERSITESI
APRUR0 ETHICS RESEARCH CENTED MIDOLE EAST TECHNICAL UNIVERSITY

DUMLUPINAS BULVARI 06800
CANKAYA ANKARA/TURKEY
1450 312 2291

F 45031221079 58
weamBmatu edu.tr

W i2am maety editr

Sayr: 266208161 | 76 - L8] X
14 Mayis 2013

Goénderilen:  Dog.Dr. Hanife Akar
Sosyal Politika

) /
Génderen :  Prof. Dr. Canan Ozgen ﬁ(/ﬂﬂl«ﬂ A;#"\

|AK Bagkani

lgi . Etik Onayi

Danigmanhgini yapmig oldugunuz Sosyal Politika Balima Yiksek
Lisans 6grencisi Arzu Cetinturk'dn “How do Primary Schools Promote
Health; A Case Study" isimli aragtirmasi 'Insan Aragtirmalari
Komitesi" tarafindan uygun gorilerek gerekli onay verilmistir.

Bilgilerinize saygilarimla sunarim.

Etik Komite Onayi

Uygundur
14/05/2013

L “
Prof.Dr. Canan OZGEN
Uygulamal Etik Aragtirma Merkezi

( UEAM ) Bagkani
ODTU 06531 ANKARA
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Appendix J: Tez Fotokopisi izin Formu

TEZ FOTOKOPISI iZIN FORMU

ENSTITU

Fen Bilimleri Enstittisii

Sosyal Bilimler Enstitiisii -

Uygulamali Matematik Enstitiisii

Enformatik Enstitiisii

Deniz Bilimleri Enstittsi

YAZARIN

Soyadi : Cetintiirk
Adi  : Arzu
Boliimii : Sosyal Politika

TEZIN ADI (ingilizce) : A CASE STUDY ON HOW PUBLIC PRIMARY
SCHOOLS PROMOTE HEALTH

TEZIN TURU : Yiiksek Lisans - Doktora
1. Tezimin tamamindan kaynak gdsterilmek sartiyla fotokopi alinabilir.
2. Tezimin i¢indekiler sayfasi, dzet, indeks sayfalarindan ve/veya bir -

boliimiinden kaynak gosterilmek sartiyla fotokopi alinabilir.

3. Tezimden bir bir (1) yil siireyle fotokopi alinamaz.

TEZIN KUTUPHANEYE TESLIiM TARIHI:
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