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The Canadian Public Health Association (CPHA) is
a national, independent, not-for-profit, voluntary
association representing public health in Canada,
with links to the international public health com-
munity. CPHA’s members believe in universal and
equitable access to the basic conditions which are
necessary to achieve health for all Canadians.

CPHA’s mission is to constitute a special national
resource in Canada that advocates for the improve-
ment and maintenance of personal and communi-
ty health according to the public health principles of
disease prevention, health promotion and protec-
tion and healthy public policy.

The Canadian Journal of Public Health contributes
to CPHA’s mission t  hrough the publishing of orig-
inal articles, reviews and correspondence on relat-
ed aspects of public health.

L’Association canadienne de santé publique est
un organisme bénévole, sans but lucratif, indé-
pendant et national, représentant la santé
publique au Canada, avec des liens auprès de la
communauté de santé publique internationale.
Les membres de l’ACSP sont convaincus de la
nécessité d’un accès équitable aux conditions de
base qui sont indispensables pour réaliser la
santé pour tous les Canadiens. 

La mission de l’ACSP est de constituer une res-
source nationale spécialisée au Canada qui soit
en mesure de recommander des améliorations et
(ou) des mesures assurant la préservation de la
santé personnelle et communautaire, conformé-
ment à des principes reconnus de santé publique
en matière de prévention des maladies, de pro-
motion et de protection de la santé et de poli-
tique publique favorisant la santé.

La Revue canadienne de santé publique contri-
bue à la mission de l’acsp à travers la publication
d’articles originaux, de critiques et de la corres-
pondance sur tous les aspects de la santé
publique et de la médecine préventive.
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Foreword from Health Canada and the 
Public Health Agency of Canada

The Office of Nutrition Policy and Promotion at Health Canada and the Centre for Health Promotion
at the Public Health Agency of Canada (PHAC) are pleased to have supported the development of this
special supplementary issue of the Canadian Journal of Public Health on school health, in collabora-
tion with the Joint Consortium for School Health (JCSH). This supplement profiles the importance of
advancing healthy eating and physical activity policy within a broader comprehensive school health
framework and highlights examples of Canadian and international action. It is intended to stimulate
discussion for action and further research on healthy eating and physical activity to improve the
health and well-being of children and youth within the school setting.

The collection of seven articles is the culmination of work by 13 Canadian and international experts
in the fields of physical activity, nutrition, education and comprehensive school health. These arti-
cles include key findings from scientific background papers produced in 2008, which provided the evi-
dence to inform the development of the World Health Organization’s (WHO) School Policy
Framework.1 PHAC, Health Canada and the JCSH worked in collaboration with WHO to support the
development of this framework as one of the tools for implementing the Global Strategy on Diet,
Physical Activity and Health (DPAS).2 In Canada, the JCSH has endorsed and promotes a Compre-
hensive School Health Framework, which supports the implementation of DPAS across its member
jurisdictions.

Healthy eating and physical activity are influenced by many factors, including economic and social
factors, the physical environment, as well as the time, skills and capacity to make healthy choices.
Given the role these factors play in children’s lives, schools are recognized as a key environment for
supporting healthy eating and physical activity in children and youth.

This supplement summarizes the state of knowledge on policy options to support healthy eating
and physical activity in the school setting; describes roles of stakeholders; and provides an overview
of monitoring and evaluating implementation of school policies. It also outlines where further
research is needed to strengthen the evidence base to inform future programs and policies. The arti-
cles are intended for use by academics, policy-makers, public health practitioners and education spe-
cialists in both the health and education sector.

Significant efforts are underway, both in Canada and internationally, to support healthy eating and
physical activity within the school setting. This supplement makes an important contribution to dis-
seminating knowledge on policy options that support healthy eating and physical activity in schools.
However, more work needs to be done to highlight knowledge gaps and the importance of support-
ing research, particularly in Canada, to determine the effectiveness of comprehensive school health
efforts. Collaborative efforts, across health and education sectors, are key factors to strengthening our
knowledge base to improve the health of Canadian children and youth. 

Hasan Hutchinson, PhD 
Director General, Office of Nutrition Policy and Promotion, Health Canada

Sylvain Segard, BSc, MRM
Director General, Centre for Health Promotion, Public Health Agency of Canada

REFERENCES
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Foreword from the Joint Consortium for School Health 
The Joint Consortium for School Health (JCSH) is pleased to have collaborated with Health Canada
and the Public Health Agency of Canada (PHAC) on this special supplement to the Canadian Journal
of Public Health on the topic of school health. The articles that follow are yet another step towards
advancing healthy living for children and youth through an integrated, collaborative and evidence-
based approach to promoting healthy eating and physical activity.

Each of the articles in this supplement highlights one or more components of comprehensive school
health (CSH) – an internationally recognized approach that is championed in Canada by the JCSH.
Recognizing that effective, sustainable progress in CSH depends on cross-sector and cross-
jurisdiction collaboration, the JCSH has endorsed a Comprehensive School Health Framework that 
policy-makers and practitioners in health, education and other sectors can use to guide and coordi-
nate their work.

Like the World Health Organization’s School Policy Framework, the CSH Framework supports the
implementation of the Global Strategy on Diet, Physical Activity and Health. It addresses issues such
as the differences in language used across jurisdictions and underlines the need to focus on common
goals, approaches and principles, allowing partners to pool resources and develop action plans 
together with, and in support of, schools.

The JCSH itself is an example of collaboration in action. Members include key health and educa-
tion representatives from governments at the federal, provincial and territorial levels, working with
a common vision towards the following shared goals: to promote understanding of, and support for,
the concept and benefits of comprehensive school health initiatives; to build system capacity for pro-
moting health through school-based and school-linked programs; and to be a catalyst for collabora-
tive activities. 

The articles that follow are in keeping with these goals. They provide an opportunity for compre-
hensive school health practitioners to draw from the growing body of evidence and to build cross-
sectoral partnerships by sharing and learning from one another’s challenges and successes. They also
provide a clear understanding of where further research can be focused to build a stronger base of
support for effective CSH approaches. 

Finally, this supplement serves as a reminder that comprehensive school health is very much a
work in progress. Even with the efforts of researchers worldwide, and the experience of front-line
practitioners, there is still much to learn and much work to do in this emerging area of public policy.
That is exciting. It means there are still many more opportunities to work together to improve the
health, education and well-being of Canada’s children and youth, and to help build a stronger, health-
ier society for the future. 

Linda Lowther, BA, MEd
Chair, Joint Consortium for School Health Management Committee



Schools have the mandate to deliver education. This may
include health education delivered through subject areas, like
science, or through specific health courses and physical edu-

cation.1,2 Students may learn effectively and may demonstrate
learning of the acquired facts. However, the impetus for students to
change their behaviour requires a more comprehensive approach
that involves parents, community and stakeholders, and includes
supportive policies, programs and environments.3-5 Such an
approach to health promotion in schools is referred to in Canada
as comprehensive school health (CSH). This is synonymous with
the term Health Promoting Schools (commonly used in Europe and
Australia) or Coordinated School Health (used in the United States).

Health promotion in schools has been developing and evolving
over several decades and seems to be gaining renewed interest in
light of the obesity epidemic.5,6 Changes over the past 25 years have
refocused health promotion in schools from an individual, behav-
ioural approach to providing supportive social and physical envi-
ronments.4,7-9 In 1985, the Ottawa Charter for Health Promotion
provided the framework for CSH, which is currently implemented
in over 43 countries around the world.4,6,9

Schools are widely acknowledged as an appropriate and logical
setting in which to promote healthy behaviours.6,8-11 They provide
a setting in which to deliver health information to both the stu-
dent and, indirectly, the home and community.12-14 During their
school years, students develop health habits through what they
learn and through the health choices they can make in their school
environment. These health habits acquired at a young age may lead
to lifelong healthy behaviours. Therefore, CSH is essential to pub-
lic health, as it has great potential to contribute to child health in
the short term and chronic disease prevention in the long term.

Various descriptions of CSH exist. Although they all include the
concepts of being multifaceted, planned and intersectoral, they
vary with respect to contextual detail. Descriptions of CSH also vary

in perspective: those by governments may emphasize the role of
policies, those by community members may emphasize partner-
ships, and those by school staff may emphasize teaching and learn-
ing. For the purpose of this article, we will use the definition
provided by the Joint Consortium for School Health (JCSH):15

“Comprehensive school health is an internationally recognized frame-
work for supporting improvements in students’ educational outcomes
while addressing school health in a planned, integrated and holistic way.”

This article provides a review of CSH specific to the promotion of
healthy eating and active living (HEAL) in Canada. It further pro-
vides some common understanding of the implementation and
broader benefits of CSH for students and schools, as well as sug-
gestions for future research to augment the evidence base of the
public health benefits of CSH.

Essential elements of CSH
The JCSH identifies four pillars for CSH: 1) teaching and learning;
2) social and physical environments; 3) healthy school policy; and
4) partnerships and services.16 Elements of each pillar need to be
implemented to realize CSH.
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Comprehensive School Health in Canada

Paul J. Veugelers, PhD,1 Margaret E. Schwartz, MEd2

ABSTRACT

The Canadian education system is among the best in the world academically. In contrast, students’ (children and youth) eating and activity levels are so
poor that they have led to prevalence rates of overweight that are among the highest in the world. Given the enormous public health burden associated
with poor nutrition and physical inactivity, Canada needs to address this health risk. Comprehensive school health (CSH) is a promising approach to
promoting healthy eating and active living (HEAL). This article provides a review of CSH and discusses its four essential elements: 1) teaching and
learning; 2) social and physical environments; 3) healthy school policy; and 4) partnerships and services. It also provides a common understanding of
the implementation and broader benefits of CSH, which, in addition to health, include student learning and self-esteem. The article further discusses
some complexities of a rigorous evaluation of CSH, which comprises proof of implementation, impact and positive outcome. Though such an evaluation
has yet to be conducted, some studies did confirm successful implementation, and another study observed positive outcomes. Rigorous evaluation is
urgently needed to provide a stronger evidence base of the benefits of CSH for learning, self-esteem and disease prevention. This evidence is essential to
justify devoting more school time to promote HEAL and more resources to implement and support CSH to the benefit of both learning and health.

Key words: Schools; Canada; public health; education; health promotion; health policy
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Teaching and Learning
Schools are the vehicle in society for providing education and
preparing students to become productive citizens. As healthy citi-
zens are more likely to be productive citizens, health education
should be an integral element of education.

Each province/territory in Canada develops its own curriculum
to meet the needs of its students. Provincial/territorial governments
aim for curricula that are developmentally appropriate, equitable,
sequential and holistic. To date, however, there is little documen-
tation or assessment of student achievement related to health cur-
ricula. Teachers in Canada are well qualified to provide high-quality
learning experiences. However, not all Canadian universities
require mandatory course work in health education, physical edu-
cation or CSH as part of their teacher education programs. There-
fore, it is important that professional development be provided for
those teachers who do not feel qualified or comfortable teaching
health-related subject matter, such as nutrition and physical edu-
cation, in order for them to contribute to good health education.4,12

Social and Physical Environments
A school that supports HEAL is often recognized as such when one
walks through the door and finds displays of HEAL-related mes-
sages, various activity spaces that will allow students to be active,
welcoming spaces in which to eat snacks and lunches, and access
to nutritious foods for all students.

The social environment is also important to CSH. A school com-
munity that engages its students in the development of programs
and provides equitable opportunities for all students will increase
the sense of engagement in the learning environment and thus
increase health.17,18 Positive peer support programs have reported-
ly been successful in improving the school’s social environment
and creating positive attitudes among students.18 Positive students
are not only more likely to make healthier choices, they are also
more likely to respect their surroundings, which further contributes
to a positive social environment.18 Peer-led intramurals, student
cooking classes, student leadership programs and refreshment
stands organized by students are further examples of ways to
engage students in HEAL activities and build on the social envi-
ronment.

A successful CSH program in Nova Scotia uses the message of
“the healthy choice is the easy choice” to frame its expectations of
school environments.

Healthy School Policy
Most Canadian provinces and territories have established school
nutrition policies or guidelines. Policies can apply at the provincial
or territorial level but also at the school district or school level and
can be as simple as a classroom teacher deciding to no longer use
candy as a reward for good behaviour.

Policies that support health in schools are a cornerstone of all
CSH models. It is essential in CSH that policies be developed, imple-
mented and tailored to capture the school-specific context, ide-
ologies, cultures and priorities.14 Participation by students, staff,
parents and other stakeholders in the development and imple-
mentation of policy is essential. Further, considerations of new poli-
cies in CSH schools should be driven by the desire to serve all
school participants. Most Canadian provinces and territories have
currently implemented nutrition policy or guidelines for schools,

and several provinces have implemented daily physical activity or
physical education for kindergarten to Grade 12. These policies
strongly support HEAL behaviours, but to date few investments
have been made to determine the effectiveness of the HEAL poli-
cies.

Partnerships and Services
The JCSH lists Partnerships and Services as the fourth pillar of CSH.
Partnerships can assist schools in using community facilities and
resources to provide more opportunities for HEAL-related activities
for students. The services aspect includes health services that may
be vital to students with specific health needs or who require assis-
tance. Allowing access to the school facilities after or before school
hours increases not only community facility usage, it also engages
health professionals in a meaningful way in the school communi-
ty.

Involvement of parents and peers has demonstrated positive
health results, particularly in areas related to healthy eating and
active living.4,6 Parents are key partners in the planning, imple-
menting and tailoring of CSH. Improved partnerships with health
authorities may improve the quality and quantity of their health
services. For example, if a school is implementing a hot lunch pro-
gram, its staff can work with public health dietitians or nutrition-
ists to ensure that the food meets Canada’s Food Guide and
provincial/territorial policy.

Partnerships are typified by meaningful dialogue, transparent
decision-making and collective agreements on policies, guidelines
and strategic planning.18 It is the act of engagement of partners that
allows the community to develop, become sustainable and increase
its capacity to meet the needs of all its members.

Implementation of CSH
Canadian schools differ in their objectives, leadership, enrolment
criteria, curricular demands due to language or religious instruc-
tion, socio-economic factors, physical structure and community
support. A standard protocol for implementation of CSH is there-
fore not feasible. Implementation protocols are consequently not
detailed but generic instead. They necessitate tailoring to the needs
of individual school communities. Various organizations, including
the Canadian Association for School Health, the JCSH and the Pub-
lic Health Agency of Canada, provide information resources and
supportive tools to assist this tailoring process.19-21 Such resources
include planning tools – for example, the Annapolis Valley Health
Promoting Schools Program works with Innovation Configuration
maps (IC maps or “I see” maps) as a planning tool. IC maps allow
one to score the extent to which components of each of the essen-
tial elements of CSH are implemented. Periodic IC maps provide a
visualization of the implementation process (“I see” maps) that
allows judgement of progress and priority setting regarding next
implementation steps.

Benefits of CSH
Schools that provide supportive physical and social environments,
as well as high-quality health and physical education, have been
shown to have positive effects on fostering healthy lifestyle
habits.14,22-24 Where these actions are sustained, they will lower the
risk of overweight and chronic diseases, improve quality of life and
avoid future health care costs. Students attending CSH schools have
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been shown to have more healthy eating habits, to be more active
and less likely to be overweight.5,25

Less well documented and known are the benefits of HEAL for
academic performance.26 Canadian children with healthier diets
were reportedly 30% less likely to fail their provincial achievement
tests.2 Other Canadian studies have shown that cutting back on
time for classroom learning to make space for more physical edu-
cation did not affect students’ academic performance, suggesting
that there are beneficial effects of physical education on learn-
ing.24,27 These important observations justify more time being spent
in school on the promotion of HEAL, as it is beneficial to both
health and learning.

The benefits of promoting HEAL extend to self-esteem, an early
indicator of mental health later in life. Canadian children with
healthier diets and higher activity levels had reportedly better self-
esteem.28,29 These studies also confirmed the positive effect of HEAL
on healthy body weights and good academic performance, both of
which were found to improve self-esteem independently.

The benefits of CSH for learning and self-esteem have yet to be
evaluated but are expected to exceed the combined effects of
healthy eating and active living.30 Other benefits of CSH that have
been reported include the strengthening of family and other rela-
tionships, equity in education and health, and better school ethos
to support HEAL.5,6,9

Evaluating CSH
Evidence-based decision-making is fully developed for clinical inter-
ventions: new drugs and procedures are subjected to clinical trials
to establish both efficacy and safety prior to marketing and imple-
mentation. In contrast, evidence-based decision-making in public
health, and particularly population health, interventions such as
CSH is in its infancy. Where clinical evidence tends to be universal
and biological in nature, evidence for population health interven-
tions is context specific and consequently in continued need of
replication. Where clinical evidence focuses on outcomes, evidence
for population health interventions should cover each of the fol-
lowing three areas:31

1. To what extent is CSH successfully implemented? Are advances
made for each of the four essential elements of CSH?

2. What is the impact of CSH? Has its implementation demon-
strated improvements in knowledge, and changes in attitudes
and behaviours?

3. What are the improvements in terms of outcomes? Are students
eating more healthily, being more active and have they healthi-
er body weights?
One may establish the effectiveness of CSH when an evaluation

confirms implementation, impact and positive outcomes. Rigorous
evaluations have yet to be conducted and published for CSH,
although some studies have confirmed implementation,4,6 and anoth-
er showed positive outcomes.5 Confirmation of implementation gen-
erally makes use of qualitative methods and existing planning tools,
such as the IC maps described earlier. Quantitative methods are most
appropriate for demonstrating impact and outcome. Though an eval-
uation of CSH is time and resource intensive, it is essential to the iden-
tification of best practice, to informed public health decision-making
and to justification of broader implementation of CSH.

In summary, the Canadian education system is among the best
in the world academically. In contrast, eating and activity levels

among children and youth have led to prevalence rates of over-
weight that are among the highest in the world. CSH is a promis-
ing approach to promoting HEAL. Rigorous evaluations of CSH are
urgently needed to provide a stronger evidence base of the benefits
of CSH for learning, self-esteem and disease prevention. This evi-
dence will help justify devoting more school time to promote HEAL
and more resources for CSH, to the benefit of both learning and
health.
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Physical activity (PA) has been demonstrated to be an effective
way to improve health and prevent the leading causes of
death, disease and disability.1 One of the reported determi-

nants of childhood obesity and associated chronic diseases is a lack
of adequate PA.

Indeed, over 50% of Canadian children are not active enough for
optimal growth, and 90% do not achieve 90 minutes of moderate-
to-vigorous PA per day.2 The 2007-2009 Canadian Health Measures
Survey demonstrates inadequate PA levels, revealing that youth have
a greater mean body mass index, waist circumference and skinfold
measurement as well as lower levels of fitness than they did in 1981.3

Many factors may underlie lower PA levels, including greater access
to sedentary ways to enjoy leisure time (television, video games),
lower rates of active transportation, which may be partially due to
urban design, perceived unsafe environments for outdoor play and
pressures on schools to place a greater emphasis on academic
achievement at the expense of physical education. In 2000, a school
health study looked at a nationally representative sample of private
and public schools and found that only 8% of US elementary
schools, 6.4% of middle schools and 5.8% of high schools with exist-
ing physical education (PE) requirements provided daily PE classes
for all grades for the entire year.4 Internationally, physical education
appears to have lost much ground over recent years. Quantified, this
loss amounts to 15%-20% of weekly time allocation, resulting from
cost reductions or space making for more academic or new school
subjects.5 In many countries, there is a clear discrepancy between
curricular demands and actual practice. Unsatisfactory infrastruc-
ture, lack of equipment, inadequate financial resources, poor attain-
ment of the goals set, low qualification of teachers, over-sized classes
and other problems exist.6

Some benefits of PA during childhood include weight reduction
and improvements in lipid profiles, insulin sensitivity, self-esteem
and self-concept.7 Several studies suggest that PA does not com-
promise academic performance and can, instead, have a positive
impact on it and on cognitive functioning.8-13

Like other healthy behaviours, PA should be initiated during
early childhood. This needs to be fostered by social and political
policies.14 Schools are one of the most critical settings for promot-
ing physical activity among children and youth, since schools reach
a high proportion of the pediatric age group in both high- and low-
income countries. However, appropriate policies are necessary to
provide children and youth the necessary opportunities to adopt
regular physical activity.1

This article aims to guide policy-makers at the national and sub-
national levels in the development and implementation of inter-
ventions that promote physical activity in the school setting. It
includes studies published in a recent review of the appropriate lit-
erature up to 2005.15

For the purposes of this document, policy can be defined as a
formal statement or procedure within institutions (notably gov-
ernment) that defines priorities and the parameters for action in
response to health needs, available resources and other political
pressures.16 Additionally, physical activity is defined as any bodily
movement produced by skeletal muscles causing energy expendi-
ture.17 At school, PA includes participating in physical education,
recreation and dance programs, school athletics and active play
during recess; walking or cycling to and from school; and extra-
curricular opportunities that offer physical activities during leisure
time (e.g., intramurals, interschool sports, clubs).18 Physical educa-
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tion programs “offer the best opportunity to provide physical activ-
ity to all children and to teach them the skills and knowledge need-
ed to establish and sustain an active lifestyle.”19 The school setting
also provides the opportunity to introduce programs and an envi-
ronment aimed at reducing sedentary behaviour.15,20

METHODS

A recent review of the scientific literature to 2005 revealed a num-
ber of effective school-based interventions that improved student
PA levels, fitness scores and obesity measures.15 Some of these inter-
ventions have already been used as a basis to improve school health
policy. A subsequent standard review of the literature using data
sources from MEDLINE, Pubmed, HealthSTAR, CINAHL, Eric, SCO-
PUS and PsychInfo was performed to identify additional school-
based PA research, reviews, interventions, programs and policy
recommendations published from 2005 to 2007. All articles with
the following search terms were included: school, physical activi-
ty, policy, practice, obesity, fitness, school health, physical educa-
tion, sport, gym. These two reviews formed the basis of the
evidence for school-based policies in this paper. This information
is captured in two tables based on effective or promising evidence
or lack of evidence to support the proposed policy (see Results).
Supplemental resources were the World Health Organization
(WHO) Information Series on School Health,21 WHO Regional
Office for Europe’s Health Evidence Network report on school
health promotion,22 WHO guide for population-based approaches
to increasing levels of physical activity,23 The Challenge of Obesity in
the WHO European Region and the Strategies for Response,24 Healthy
Child Manitoba,25 Washington State Department of Health report
on Nutrition and Physical Activity: A Policy Resource Guide,26 the
National Evaluation and Measurement Meeting on School Nutri-
tion and Physical Activity Policies,27 Action Schools! BC28 and
Annapolis Valley Health Promoting Schools.29

RESULTS

Summary of literature search

Effective and Promising Policies
In order to capture the existing scientific basis for various school PA
policies, a table of evidence has been created (Table 1). In this table,
the policies listed are either Effective, whereby the interventions
“were tested in one or more well-designed, controlled, prospective
studies and found to affect physical activity behaviour” or Promis-
ing, whereby the rationale behind the policy was supported in one
or more well-designed prospective or cross-sectional studies.26

Untested Policies
Untested policies and their rationales are those that have not been
rigorously tested in prospective or cross-sectional studies. Many of
them come from various guides and incorporate ideas from stake-
holders who have a good working knowledge of school infrastruc-
ture. These ideas often show great promise in a small-scale setting
and could become the basis for future well-designed studies. Inte-
grated in Table 2 are untested recommendations.26

Knowledge gaps
Multifaceted school-based programs that focus on increasing PA are
an integral part of the creation of healthy school communities.
While the current literature identifies many school-based inter-
ventions that benefit children and youth, the WHO has identified
other strategies requiring further study.68 These include the devel-
opment of methods to promote physical activity for children with
disabilities in schools. More ethnic- and gender-specific tactics that
adequately involve the adolescent population during and outside
of school hours in rural and urban settings are needed. Given the
rising rates of overweight in preschoolers worldwide, daycare and
school-community PA programs addressing this age group should
be developed. It is first essential to determine the recommended
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Table 1. Effective and Promising Policies for Physical Activity in Schools

Policy Area Policy Option Evidence

Daily, quality, safe Raise the quantity of physical education in schools, aiming for daily physical education throughout Effective30-32

physical education the school year.

Provide a variety and choice of physical activities that meet specific needs for all children and youth Effective32-34

(recognizing age, development, disability and gender). Promising35

Ensure that students are physically active for a large percentage of physical education class time. Effective36,37

Determine the minimum level of qualifications that physical education teachers and physical activity Effective38

leaders should have.

Daily, quality, safe Integrate physical activity into other curricula and provide appropriate training of educators, as well Effective32,39-43

physical activity as support for implementation. Promising44

Integrate the physical, psychological and social health benefits of physical activity, as well as actual Effective37,45-47

learning methods in various school curricula beyond the physical education class. Promising35,44,48

Extracurricular physical activity Provide a variety of physical activity opportunities, such as sports, non-competitive recreation, active Effective31,32,40,49-51

recess (preferably outdoors) and active play through intramural and interscholastic activities that Promising35,48

meet the needs, interests and abilities of all students and that do not substitute for physical education.

Training Provide physical education teachers and physical activity leaders, as well as all other teachers and Effective32,38

school staff, with adequate, regular and appropriate training to establish quality and safe 
physical education and physical activity programs.

Active transportation to and Ensure that there is safe walking and cycling to school. Promising52-54

from school

Facilities Provide funding to ensure that adequate facilities and equipment are available for physical activity, Effective32

including bike racks. Promising35,55-57

Community outreach Establish partnerships with municipalities and children/youth organizations to optimize use of school Effective32

and community facilities such that community members access schools after hours and students have Promising48,67

community-based physical activity opportunities (recreation centres, playgrounds and parks) during 
school hours.



amount and type of PA for preschoolers, which will require further
investigation. Another area requiring attention is the evaluation of
workplace health and wellness programs for school staff. Addi-
tionally, more study is needed to identify effective means to engage
family members in order to promote PA outside of school hours.
Finally, there is a need to develop strategies to improve collabora-
tion between health and education decision-makers.68 This is a crit-
ical step to ensure that healthy lifestyle programming is instituted
in a seamless fashion within the school fabric.

DISCUSSION

In general, the literature suggests that increasing PA in children and
adolescents is best achieved with multifaceted programs targeting
behavioural change through implementation in multiple settings.
The inclusion of parents and families, and outreach to stakehold-
ers in the community are additionally important. School health
programs that combine PA with other healthy behaviours, such as
healthy eating and tobacco control, offer ideal opportunities for
the implementation of the proposed programs. Such integrated ini-
tiatives often stem from a broad societal commitment to address-
ing chronic diseases. However, a lack of scientific evidence on the
efficacy of these integrated initiatives should not be used to post-
pone their adoption. The WHO recommends that member states
should initially take advantage of existing opportunities to intro-
duce these programs within their current context and levels of
resources.69

The successful adoption, implementation and monitoring of the
interventions outlined in this article will require the involvement
and cooperation of numerous stakeholders: governments, school per-
sonnel, students, parents, health professionals, non-governmental
organizations, the planning community, private sector, media and

the academic community. Their respective and complementary
responsibilities should cover the following roles: advocacy, inter-
sectoral collaboration to build the capacity of health and educa-
tion systems to work together, as well as program and policy
development, implementation and evaluation.

The WHO encourages Member States to create policy that ade-
quately addresses school health. This should include the promo-
tion of PA before, after and during school hours for students,
teachers and others working in this setting.68 Jurisdictions engaged
in the further development of policies supporting PA in schools are
strongly encouraged to establish a monitoring and evaluation
framework. As part of the Global Strategy on Diet, Physical Activi-
ty and Health, the WHO has developed such a framework.70

CONCLUSION

The current chronic diseases associated with obesity present all
nations with unprecedented public health challenges that have
been underestimated and inadequately addressed by decision-
makers worldwide. The rising rates of childhood obesity and asso-
ciated co-morbidities will significantly accentuate this burden of ill
health unless sufficient strategies are adopted in a timely manner.

An important strategy to reversing these trends is to return to a
more physically active society. Environmental modifications
encouraging PA should be implemented early in childhood to sup-
port positive lifelong habits. This article outlines a wide range of
interventions incorporated into the school setting that are effec-
tive in increasing student physical activity levels, health and well-
being. Broad-based, multifaceted programs are urgently needed to
achieve such outcomes. An effective school PA framework will
require an implementation plan early in the process with dedicat-
ed resources as well as a validated evaluation strategy. Given the
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Table 2. Untested Policy Options for Physical Activity in Schools

Policy Area Untested Policy Option Example
Curricular and extra-curricular Make physical activity enjoyable, respectful of all children regardless of gender, race or disability. North Carolina58

activities Ensure that the activity promotes fair play and maximum participation.

Discourage the use or withholding of physical activity as punishment.

Safety Establish adequate safety precautions to prevent injuries and illness from physical activity. North Carolina58

Collect medical information from students and parents to confirm safe participation in physical School health report 
activity. cards59

Family and community Ensure that family and community members can take part in planning and decision-making. UK National Healthy 
involvement Schools Programme60

Saskatchewan in Motion61

Healthy Schools in Motion62

Provide opportunities for family and community members to advocate for and participate in UK National Healthy 
activities and services offered through schools. Schools Programme60

Saskatchewan in Motion61

Healthy Schools in Motion62

Seek support and resources from family, community members and organizations. Saskatchewan in Motion61

School staff Promote the health benefits of physical activity to school staff. North Carolina58

School worksite health 
promotion63

UK National Healthy 
Schools Programme60

Provide school staff with opportunities to be physically active with colleagues. North Carolina58

School worksite health 
promotion63

Health care professionals Make recommendations on physical activity for students with disorders or disabilities. American Academy of 
Pediatrics64

Recognition Recognize schools, administrators, teachers, parents and students who meet standards and make Physical and Health 
significant contributions to the advancement of physical activity and physical education in schools. Education Canada65

Monitoring and evaluation Monitor and assess implementation, as well as physical activity levels and fitness. UK National Healthy 
Schools Programme60

Healthy Schools, Manitoba66



challenge, the input from an extensive range of stakeholders at the
national and subnational levels will be essential to achieve these
goals.
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Comprehensive school health (CSH) is a term used in Cana-
da that is synonymous with the terms “Health Promoting
Schools” and “Coordinated School Health” used by other

jurisdictions.1,2 School nutrition policy, as part of CSH, offers a
promising strategy for reducing the risk of chronic disease, con-
tributing to healthy weights and supporting student learning.3-5

School nutrition policies provide a framework by which schools
can plan, implement and evaluate nutrition-related actions using
a coordinated approach that reflects current dietary guidance.

To assist the many jurisdictions that are developing policies, this
article summarizes evidence pertaining to potential components of
comprehensive policies, organized as follows: food and beverages
available, food environments, health education, health services and
counselling, and family and community outreach. Potential sub-
components of policies, such as nutrition standards, food programs
and food contracts, are also addressed, as are directions for future
research.

METHOD

Because of the limited evidence base it is premature to conduct a
rigorous, systematic review of school nutrition policies. Recom-
mendations from the Health Promoting Schools (HPS) of the World
Health Organization (WHO) and the Nutrition Friendly Schools
Initiatives (NFSI) informed the selection of the five policy compo-
nents reviewed in this article. In keeping with the WHO Global
Strategy on Diet, Physical Activity and Health, only components
that affect nutrition-related chronic diseases were included. Evi-
dence pertaining to each component was drawn from a variety of
sources: randomized controlled trials, epidemiologic observations,

practice-based evidence and informed opinion (e.g., the Institute of
Medicine [IOM]) The literature was obtained from PubMed search-
es on school nutrition policies from 1994 to 2008 and other perti-
nent literature, such as governmental and non-governmental
reports. Searches were conducted on school nutrition policy and
each policy component and subcomponent. Documents in English
were assessed for relevance, research design, conceptual robustness
and contribution to the evidence base.

Summary of literature search

Food Available in Schools
Nutrition Standards
Nutrition standards, the standards that determine the types of food
available in schools, are central to nutrition policies; some policies
consist solely of nutrition standards. Many agencies, such as the
WHO6 and the IOM,7 recommend the development of standards
to encompass all foods available in school to help students opti-
mize their nutrient intake. Internationally, existing standards vary
in stringency (e.g., strict requirements for fat, salt or sugar versus
more general requirements) and adherence criteria (e.g., required
versus recommended implementation). In addition to food/nutri-
ent standards, standards may specify portion size, energy content,
availability (e.g., limitations on location and timing) and grade
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level (e.g., items permitted for secondary but not elementary stu-
dents) (see IOM8 for an example).

The mandates pertaining to standards vary widely. They may
reflect national legislation (e.g., Scotland) or subnational legisla-
tion (e.g., Ontario). They may address the nutritional quality of
meal programs and/or all foods available in schools (e.g., the US
has required standards for meal programs and voluntary standards
for all other foods). While limited in number, evaluations of nutri-
tion standards indicate a positive impact on food availability and
student consumption.3,9,10 Additional research supports standards
for food preparation and procurement.11 Currently, too little
research has occurred to arrive at a consensus on the most effec-
tive types of standards.

Food Programs
As described by HPS, food programs aim to increase food availabil-
ity while promoting healthy eating.12 Numerous countries (not
Canada) operate national programs that range from the provision
of a complete lunch or breakfast to single foods such as fruits, veg-
etables or milk.13 Evaluations of US meal programs show that they
contribute to higher intakes of key nutrients.14 Fruit and vegetable
programs also show a small but positive impact on consump-
tion,15,16 as do milk programs.17 Research from Prince Edward Island
indicates that student uptake of unsubsidized school meals may be
quite limited,18 in contrast to the high participation rates in coun-
tries with universal meal programs funded by government.13 A
report published in 200019 concluded that most meal programs in
Canada did not meet the criteria for sound social programs. Ten
years later, it is timely to revisit the question and to examine the
relation between school food programs and nutrition policies.

Contracts with Local Food Producers
Contracts with local food producers and with food companies can
also follow nutrition standards. The WHO’s Global Strategy on Diet,
Physical Activity and Health encourages the procurement of food
from local producers, an initiative also supported by HPS.12 Story et
al. support the increasing number of farm-to-school programs and
school gardens as a strategy for obesity prevention.20 Limited
research indicates that local foods, such as fruits and vegetables,
may contribute to healthier eating in schools, provide educational
opportunities for students, assist with farmland preservation and
support local economies.21 Further research on this topic, including
the impact on the environment, is warranted.

Exclusive Contracts
Contracts that give soft drink companies the exclusive right to sell
their product in schools have been criticized for promoting the con-
sumption of full-calorie soft drinks. These drinks are associated with
an increase in calories and body weight and a decrease in calcium
intake.22 Limited evidence from the US indicates that the presence
of soft drinks in schools influences student consumption levels.23 In
2006, major soft drink companies agreed to adopt standards to
phase out full-calorie carbonated soft drinks by 2009-2010 in all US
schools.24 While this agreement does not preclude the signing of
exclusive contracts, by the 2007-2008 school year shipments of full-
calorie soft drinks had decreased by 65% compared with 2004.25

Refreshments Canada also agreed to remove all full-calorie soft
drinks from Canadian schools by the 2009-2010 school year.26 It

will be important to monitor the impact of this change and deter-
mine the extent to which full-calorie soft drinks are replaced with
other beverages.

Food Environment
Food and Beverage Marketing
Examples of food and beverage marketing include logos and brand
name signage (e.g., on vending machines), sponsored educational
materials and free product samples.27 A number of groups recom-
mend the elimination of all food marketing in schools,28 and oth-
ers recommend that only healthy foods be marketed.29 There is
insufficient evidence to determine which approach might be most
effective; however, US research indicates that schools can use the
marketing strategy of price reductions to increase the purchase of
healthier items.30

Food Availability Near Schools
The HPS recommends that schools cooperate with nearby vendors
so that their food items support health.12 In the absence of policy,
a higher concentration of fast food restaurants may cluster near
schools, whereas a relatively low concentration of grocery stores
sell fruits and vegetables.31 In the US, student participation in
school meal programs was higher where policies prohibited stu-
dents from leaving the school campus during the school day.32

Other
Other aspects of the school food environment that policies may
address include avoiding the use of food as a reward or punish-
ment,27,33 providing guidance on foods and celebrations,27 sup-
porting non-food fundraising27 and promoting a child-centred
atmosphere for eating.34 An additional subcomponent is to ensure
that a senior staff person is responsible for coordinating these and
all other aspects of school food, including cafeterias, vending
machines and food outlets.35 This person could help reduce the
fragmentation among food services that often exists36 while ensur-
ing that students have sufficient but not excessive access to food.
The impact of these policy subcomponents is not well studied.

Health Education
Nutrition Education
As part of health education, nutrition education may include food
preparation and consumption, food skills, factors that influence
food choices and requirements, emotional and socio-cultural
aspects12 and energy balance.7 No research was found that discussed
teaching students about school nutrition policies. Both HPS and
the IOM recommend that nutrition be taught in all grades through-
out the school year using an evidence-based curriculum that focus-
es on behavioural skills.7,12 Standards-based nutrition education
may be taught as part of health education and/or integrated into
other subjects and can be extended into the school environment
(e.g., nutrition information at food outlets). While nutrition may
be a common curriculum topic, the number of hours it is actually
taught may be low37 and insufficient to affect behaviour.20

Evaluations of nutrition education interventions indicate that they
may promote the consumption of healthy foods, especially if they
are part of a multi-component intervention and are behaviourally
oriented.38 They are less likely to result in physiological changes, such
as decreased body mass index.7,39 While guidelines exist on how to
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design effective nutrition interventions for young people, research
is needed to assess the extent to which they are followed.40

Staff Qualifications
The success of implementing a comprehensive school nutrition pol-
icy requires involvement of school staff such as teachers, food serv-
ice staff and the administration. Ongoing teacher training that
includes behaviour change methods is an important considera-
tion.7,12 A Canadian study found that prospective teachers were ill
prepared to address nutrition in schools and recommended com-
pulsory nutrition education in teacher education programs.41 In the
US, specialized training is generally limited.37 When it occurs,42

however, it aids with curriculum implementation and program sus-
tainability.43 Other staff members with nutrition-related responsi-
bilities, such as health services staff, should have appropriate
qualifications and receive opportunities for professional develop-
ment.44 It is important to ascertain the extent to which school staff
members are prepared to adopt a comprehensive approach to
school nutrition and to fill gaps where needed.

Health Services and Counselling
Health services can support healthy eating by providing information
on access to food, dietary guidelines and food programs, and by assist-
ing with the detection of nutrition problems, referrals and follow-
up.12,45 For example, health service providers may assist with screening
and surveillance to identify problems related to nutritional status. In
the US, school-based body mass index screening has been used to
increase parental awareness of their child’s weight status,46 but there
is inconclusive evidence on the effectiveness of such programs to pre-
vent obesity; more research is needed to assess the impact of screen-
ing and the potential harm that may occur.47 School-based obesity
treatment programs may be effective, but population-based programs
might be the most appropriate to avoid vulnerability to teasing and
embarrassment.48 NFSI recommends that health services provide on-
site services or have a referral system for students’ psychosocial
health.49 Services can provide leadership by supporting affirmative
action against bullying, stigmatization and discrimination due to
body size or shape and food choices. It is unclear the extent to which
schools provide health services to support healthy eating.

Community and Family Involvement and Outreach
Parental involvement is frequently a component of school-based
health interventions.38 HPS, NFSI and WHO recommend involve-
ment of community and family groups in the development and
implementation of school nutrition policies. A multi-partnered
school health team that includes parents and community mem-
bers can provide input, including advocacy, throughout the policy
process.12 In a review of the literature there were limited examples
of parental and community involvement in school nutrition poli-
cies.3,48 More research is needed to clarify the role of community
and parental involvement in advancing school nutrition policy and
the role of schools in contributing to health promotion in the larg-
er community.

Knowledge gaps and discussion
Jurisdictions with school nutrition policies face the challenge of
deciding how to apply existing, limited research to develop poli-
cies that contribute effectively to student health and learning objec-

tives. Simultaneously, they have a role in advancing the evidence
base to identify critical policy components and the relative roles of
each, and to ensure that policies do no harm to students.

Although the evidence base is limited, comprehensive policies
that address all five components discussed in this article are con-
sistent with the multicomponent, coordinated and integrated
approaches currently recommended to improve the health of
young people.4-7,39,49 Comprehensive policies can provide students
with a consistent health-reinforcing message from multiple sources
(e.g., food services, classrooms, health services) by example and
through education. They can link school nutrition with families
and communities and serve as a framework for accountability.

The varied policy landscape among Canada’s provinces and ter-
ritories presents an opportunity to help address the current evi-
dence gap. A summary of current provincial policies indicates that
while all of them include nutrition standards, only a few address
additional policy components and none address all five.50 More-
over, the policies vary in stringency and mandate.50 This situation
provides an opportunity for jurisdictions to assess the differential
impact of policy components, stringency and mandate on imple-
mentation and outcomes. Related questions include the following:
What is the relation between the type of policy and the resources
allocated to implement and evaluate it, if any? How does the type
of nutrition policy affect students’ perceptions of food, nutrition,
eating and health? What are the unintended consequences of poli-
cies, if any? Given that no Canadian policies are fully comprehen-
sive at this time, two questions remain: What factors influence the
development of comprehensive policies, and What is their impact
on implementation and outcomes?

CONCLUSION

Concerns about rising rates of obesity and chronic disease risk have
focused attention on school nutrition. School nutrition policy is
part of a broader CSH approach that is consistent with international
recommendations. Comprehensive policies can address all aspects
of school food, including the foods available, the food environ-
ment, health education, health services and counselling, and fam-
ily and community outreach. Provincial/territorial policies in
Canada vary widely, providing an opportunity to assess the effects
of policy components on the implementation and impact of poli-
cies. Further research in this area would make a valuable contribu-
tion to the field.
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Schools play an important role in shaping the physical, emo-
tional, social and intellectual development of children and
youth. Schools have the potential to act as healthy settings

for the promotion of physical activity and healthy eating among
students because they reach the majority of this target age group in
urban, rural and northern settings. Schools also provide an ideal
opportunity to monitor changes in student knowledge, attitudes
and behaviour on an ongoing basis.

Schools have a long history as settings for health promotion.
Most early interventions were aimed at changing health risk behav-
iours among students but tended to target only one type of behav-
iour, often with a single message and on a “one-time” basis from a
curricular perspective (e.g., sexual health education).1 Evaluations
of this approach cast strong doubt on its effectiveness, and during
the 1980s and 1990s proponents of school health developed
approaches that were more congruent with the multifaceted and
interconnected nature of the health challenges faced by children
and youth by proposing broader curriculum design and teaching
strategies.2 In fact, Canada was at the forefront of these develop-
ments as early as 1986, with the crafting and subsequent world-
wide endorsement of the World Health Organization’s Ottawa
Charter on Health Promotion.3 The Charter contributed to laying
the groundwork for a shift in focus in health promotion from the
behaviour of individuals to the development of “healthy settings”.
The World Health Organization adopted many of the terms and
concepts articulated in the Charter and through it evolved the
notion of comprehensive school health (CSH), which has since
emerged as the “gold standard” for the design of school health pro-
motion worldwide.4

Comprehensive school health in Canada
CSH initiatives benefit from effectively coordinated policy and
funding from health and education sectors at both the national
and the provincial/territorial levels. In Canada this poses a unique

challenge, given that responsibility for primary and secondary edu-
cation is entirely under provincial/territorial jurisdiction. There-
fore, to implement CSH as effectively as possible in Canada, there
is a need to coordinate the efforts of the health sector, a shared fed-
eral and provincial/territorial responsibility, and the education sec-
tor, which operates autonomously within each of Canada’s
provinces and territories.

It was the recognition of this need by ministers of education and
ministers of health that brought about the creation of the Pan-
Canadian Joint Consortium for School Health (JCSH) in 2005 as a
mechanism through which horizontal, cross-sector collaboration
between the two sectors and across provincial, territorial and fed-
eral jurisdictions could be facilitated.

Horizontal collaboration
Horizontal collaboration is broadly defined as an initiative involv-
ing a number of organizations, departments or governments that
must address issues requiring the crossing of jurisdictional bound-
aries to arrive at solutions.

Managing a horizontal initiative involves entering into an
arrangement with partners that has the following features:
• shared authority and responsibility among partners
• joint investment of resources (e.g., time, funding, expertise)
• shared risks among partners
• mutual benefits and common results5

While horizontal initiatives are not “magic bullets” for imple-
menting successful cross-jurisdictional collaboration among
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autonomous organizations, they can be viewed as an emerging
alternative form of partnership that, by virtue of its structure, neces-
sitates the development and maintenance of complex relationships
over a long period of time.

One of the important benefits of horizontal initiatives is that
they bring together unique combinations of key individuals who
normally would not have natural opportunities to work together.
This, in turn, breaks down silos and makes it possible for partners
to align their respective intersectoral and/or interdepartmental
efforts in a more concerted fashion than would otherwise be pos-
sible.

There can be significant organizational and transitional costs
associated with the introduction and maintenance of horizontal
approaches and structures, but, once in place, they can help real-
ize synergies and maximize the effectiveness of policy and/or serv-
ice delivery. Often there are resulting economies of scale achieved
through the sharing of resources such as data and information,
information technology and property.

Key success factors in horizontal governance
Following its inception, the JCSH undertook an internal review of
better practices in horizontal initiatives in Canada.6 Building on
these findings the JCSH went on to break new ground in horizon-
tal integration and, as a result, is evolving as an effective model of
collaboration across the health and education sectors as well as
across jurisdictional boundaries. What has emerged from this expe-
rience is the following set of key factors recommended for success-
ful public sector horizontal collaborations.
1. Political support. Political will and political leadership are

critical. Ministers, ministerial committees or senior manage-
ment champions can ensure that timely agreements as well as
accountability are in place and can convey the status and
importance of any cross-sector collaboration.

2. Common vision. A common vision and terminology that is
shared by all partners is essential.

3. Realistic goals. Goals must be realistic in relation to the capac-
ity of the initiative.

4. Client focused. Although policy-driven, cross-sector collabo-
ration must also be client focused. This includes clarity and
agreement as to who the client is.

5. Clear accountability. A clear accountability framework is
essential, beginning with terms of reference for the collabo-
rating team and all subcommittees and working groups. Indi-
vidual accountability is an essential aspect of the framework.
The broad objectives of the collaboration must be interpreted
and translated into operational activities by all personnel (such
as managers and others) who are charged with the responsi-
bility of supporting and/or implementing it.

6. Planning. Early stage planning and relationship building is
essential to developing clear expectations, agreements and
parameters that will guide the work of the initiative.

7. Appropriate funding. Funding must be commensurate with
the initiative’s needs, as warranted by its goals, and provided
over a sufficient period of time (e.g., a multi-year funding com-
mitment or a commitment to renew funding).

8. Strong working relationships. There must be sufficient time
and opportunity for partners to develop relationships with one
another. Ongoing and open communication is essential.

9. Transparency. The initiative must benefit all the partners
involved; hence, transparency among partners, especially as it
concerns their interests and needs, is essential.

10. Information management tools. Cross-sector collaborations
benefit from effective information management tools, the
most commonly used being a website providing “one-stop
shopping”. Over and above this, large-scale initiatives espe-
cially benefit from clear performance measurement systems
whose development and maintenance may require sophisti-
cated information technology tools.

CONCLUSION

Given the complexity of health issues for children and youth, CSH
offers a promising approach by positioning schools as effective set-
tings for health promotion for this target population. Governments
represent just one group of professionals within the myriad of play-
ers involved in implementing CSH in Canada. To be effective con-
tributors to the model, all levels of government need to work
together to reduce duplication while at the same time minimizing
gaps in the policies and practices that support school health pro-
motion. Collaboration between the health and education sectors
within and across governmental boundaries is proving to be an
effective mechanism for achieving this.

Genuine collaboration requires a culture of trust and open com-
munication as well as a commitment from politicians and senior
management to build and sustain infrastructure that supports and
models collaborative behaviour as the expected way of conducting
government business. It is important to recognize that these ele-
ments do not automatically fall into place when the founding
agreement for a partnership is signed. Sufficient time to build effec-
tive structures and working relationships is critical to address the
challenges and complexities that inevitably arise when working
across sectors as well as across jurisdictional boundaries. In its first
five-year mandate the JCSH has broken new ground in horizontal
integration and, as a result, has identified a set of key factors nec-
essary for successful cross-sector collaboration.
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Promoting the health of children and youth through policies in
the school setting is a responsibility often shared by the health
and education sectors. In fact, it has been said that achieving

widespread adoption of approaches such as comprehensive school
health (CSH) hinges on continued commitment from, and strong
links between, both sectors.1,2 Collaboration may be made easier if
both sectors perceive benefits to their involvement, consider the
implementation strategies feasible and share similar monitoring
and evaluation methods.3 Furthermore, research in Europe indi-
cates that when the educational element of the approach is empha-
sized, there is a greater chance of enhancing students’ health and
securing staff commitment to the program.2 Nevertheless, the
efforts of health and education departments in support of school
health promotion can be enhanced through stakeholder involve-
ment. Stakeholder involvement appears to be critical throughout
the policy process, from the identification of the need for a policy,
to analyzing options and developing the policy, through to policy
adoption, implementation, evaluation and sustainment. Coordi-
nation among stakeholders at all levels is required if a national or
subnational policy is to be adopted, implemented and evaluated at
the school level.

As a complement to a companion article on facilitating health
and education sector collaboration (pages S18-S19), this article will
discuss the role of stakeholder involvement in the development
and implementation of school policies that promote and support
a CSH approach to healthy eating and physical activity. It sum-
marizes the findings of two background papers used in the devel-
opment of the school policy framework of the WHO Global
Strategy on Diet, Physical Activity, and Health.4,5 Canadian exam-
ples will illustrate successful stakeholder engagement in this con-
text.

METHODS

The literature search focused on retrieving documents published
between 1994 and 2009 that described stakeholders’ roles in school
health policy development and implementation. A search was con-
ducted using MEDLINE/PubMed and the following key words:
stakeholders, school health policy, nutrition, healthy eating, phys-
ical activity and active living. A Web-based search engine was used
to locate relevant grey literature, using the same key words. Refer-
ence lists and related articles identified within MEDLINE/PubMed
were also reviewed to retrieve additional publications. Canadian
examples illustrating successful stakeholder engagement within the
school setting were identified through a solicitation from members
of the Joint Consortium for School Health. From this input, the
examples profiled reflected the breadth and diversity of initiatives
across the country.

Overview of stakeholder involvement
Stakeholders – whether they represent school personnel, students
or parents, health professionals, academia, non-governmental
organizations, the private sector, industry, media or marketing
interests – may have important information about an issue, be
affected by a policy decision or be in a position to affect a policy
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decision.6 The types of stakeholder to engage in any policy process
will vary according to the issue, the extent to which it crosses
domains, the existing stakeholder landscape, as well as the intend-
ed level of policy implementation, monitoring and evaluation. For
instance, if implementation strategies are developed at the district
or school level, local stakeholder groups may be more inclined to
become involved than if implementation is intended at the school-
district or provincial level.

There are few published texts on how to engage stakeholders
effectively in the development, implementation or evaluation of
health-promoting policies in the school setting. Experience and
research have identified a number of challenges that may arise,
including low priority, limited resources, concerns about the poli-
cy’s impact and resistance to policy change perceived to be imposed
from “the top”.7 Government departments are encouraged to estab-
lish mechanisms that promote participation of stakeholders at all
levels and aim to strengthen intersectoral cooperation.8 Potential
roles for key stakeholders are described below, and perspectives are
provided on facilitators or barriers to the effective involvement of
these stakeholders in policy development and implementation.

School Personnel
School personnel, such as school administrators, teachers, coordi-
nators and food service staff, have unique roles in the context of
school-based health promotion initiatives. (Figure 1) Senior man-
agement and school principals, for instance, have been identified
as influential in the promotion and maintenance of school health
promotion programs9-11 by providing adequate resources, delegating
responsibilities among staff and liaising with external groups.
Teachers, a key source of information on school practices, are typ-
ically responsible for delivering the curriculum component of
health promotion programs as well as extramural activities.12 The
onus is on food service staff to implement nutrition standards
when ordering, preparing and displaying the foods and beverages
provided and sold to students. A school health coordinator can also
be a valuable resource as she or he can assume responsibilities that
teachers might otherwise have to take on in addition to their class-
room responsibilities. In fact, the existence of project coordinators,
teams or champions (e.g., a principal or other administrator) has

been identified as a positive element for staff motivation, knowl-
edge sharing and sustainable implementation of interventions.2,12,13

As views and perceptions of the health-related policy may differ,
communication with and among school personnel and other stake-
holders is a facilitating factor in stakeholder engagement and pol-
icy implementation. Other facilitating factors include involving
school personnel in the development of the policy or program, pro-
viding teachers with easy-to-use program materials that are aligned
with academic mandates and appeal to students, and supporting
staff through training and the provision of resources such as time
and funding.8,12,14 Health officials must recognize that while they
may regard student health as a key priority, school personnel juggle
many demands, the most important of which is academic achievement.

Students and Their Families
Involving students in the policy decision-making process is logi-
cal, given that they are the ultimate beneficiaries of increased
school-based physical activity and greater access to healthy food
choices.

There is little published research on the impact of student
involvement in the school policy process. However, the inclusion
of students during the planning and design of any school-based
program will likely influence its feasibility and acceptability;12 it
may also help foster a sense of ownership and reinforce the concept
of collective action.11 Students can help define needs, identify gaps
and suggest activities or mechanisms to incorporate their feedback
in health promotion initiatives. Yet, few systematic opportunities
for students to voice their opinions and concerns currently exist or
have been described in the literature.

The involvement of parents, caregivers, and families is impor-
tant by virtue of their capacity to promote and model healthy eat-
ing and active living for their children.15,16 (Figure 2) Parent and
caregiver involvement in the development stage can help ensure
that the barriers to their support of health promotion initiatives
are identified and potential solutions developed. For example, a
decision to drive children to and from school will affect alternative
programs, such as “walking school buses”, that promote greater
physical activity for school children.17 Parents can play a number
of additional roles, from receiving information, being involved in
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Figure 1. Engaging school personnel in the pursuit of healthy
schools

• As a response to the issues of child obesity and inactivity, Active Schools
Programs were piloted in a few schools in two districts in Newfoundland
and Labrador. In addition to adding 80 to 100 minutes of physical activity
per cycle for students in grades Kindergarten to 6, the idea was to promote
physical activity opportunities to students on days when they did not
receive physical education. To this end, classroom teachers received in-
service training, and participating classes were provided with a “treasure
box” of activity ideas and equipment. Students, staff, parents and the
community at large were involved in the planning and implementation
process and quickly linked with community partners to access funding,
resources and substantial support at the community/municipal, district,
provincial and federal levels. 

• The Dr. Swift Middle School in Alberta has created a Healthy Choices
Board to identify health issues in the school, develop an understanding of
these issues and initiate changes in the school to address them. Its first task
was to develop a menu for school-based food services and follow up with
school-wide health initiatives such as yoga during lunch, an after-school
exercise club, diabetes awareness week activities, assertiveness training and
the promotion of health through drama. Composed of nine students (three
from each grade), school counselors, a school administrator and a parent,
the Board is making connections with outside agencies such as the Native
Friendship Centre, a women’s shelter and others that can support the
initiative.

Figure 2. Student and parent involvement for sustainable
change that meets local needs

• At a government-led conference for local youth, students at Campobello
Island School in New Brunswick challenged data indicating that they were
not progressing in the area of mental resilience. They felt that a school
and community environment of aggression and bullying was an obstacle to
their progress and requested an anti-bullying program. Collaboration
among provincial and local authorities led to funding from a Suicide
Prevention Committee, speakers on topics identified by students and fun-
based community development. Students are now doing regular
anti-harassment activities, and more are participating in wellness data
collection and community needs assessment, as well as volunteering at a
local senior centre. 

• A District Food and Nutrition Policy in Kamloops, BC, required schools to
develop and implement local policies governing the sale and distribution of
food and beverages.  The Parent Advisory Council at one elementary school
came up with a fun way for students and parents to take part in a food
selection process for the school’s Snack Shack and Hot Meal selections.
Three students from each grade and parents tasted a variety of food
products and provided feedback on the options. Collection of the
preference and cost data ensured that healthy nutritional choices would
remain viable fundraisers. As a result of the district-wide activity, a full-time
school health coordinator was hired to assist schools with the
implementation of school food guidelines and the coordination of healthy
school activities.



homework assignments or program elements, fundraising, partici-
pating in extracurricular activities and committees at the school or
school-district level, or lobbying decision-makers to support health
promotion in the school setting.

Health Professionals
Public health practitioners are among the health professionals with
a role to play in the context of physical activity and healthy eating
promotion in schools. Beyond delivering health services, they may
be involved in research, monitoring and evaluation; education; facil-
itation; and advocacy.18 Public health dietitians or nutritionists can
use their skills and knowledge to assist in the development and
implementation of policies and programs to meet specific food and
nutrition objectives.19,20 The barriers to involving school nurses are
similar to those identified for school personnel. They include lack of
training and preparation, dearth of evidence and evaluation of
health programs, lack of support from managers and lack of recog-
nition from other health professionals.21 According to US sources,
physicians may also be involved in school-based health promotion,
for example, in sports-related activities, education, health promo-
tion and workplace health, special education services, primary care
services, staff in-service and board/committee membership. Their
involvement may be limited because of lack of time, lack of train-
ing, liability concerns and inadequate financial compensation.22,23

Private Sector
The private sector’s role as a future employer likely motivates its
interest in supporting a healthy future workforce and, thus, sup-
porting health promotion projects that target youth. Given the
implications of school nutrition policies on school food procure-
ment and availability in the school setting in general, the food
industry will likely have a strong interest in being involved in the
policy development process. Potential roles for the food and bev-
erage industry include product development and reformulation;
product packaging; responsible advertising; public-private partner-
ships; public relations; and corporate social responsibility, includ-
ing advocating for policy changes to improve diets.24

In the area of physical activity, many private sector stake-
holders may be supportive of school-based policies or programs.
Sporting goods manufacturers and recreation businesses are key
suppliers of equipment and recreation opportunities for children

and youth; team sponsors and promoters of ticket discounts and
sports camps can also help make physical activity more accessi-
ble.

However, the focus on profits and the targeted interests of some
private sector organizations may come into conflict with action to
promote and support healthy eating and to offer a wide palette of
activity opportunities. For example, “pouring rights”, whereby soft
drink companies pay for the right to have their vending machines
in schools, can undermine efforts to promote healthy beverage
choices. In addition, some governments, school boards or individ-
ual schools may have policies limiting or prohibiting sponsorships
from the private sector or specific purveyors of products or servic-
es that do not meet policy criteria. In the case of “pouring rights”,
limiting the soft drink company to offer only choices that comply
with healthy eating policies, such as water or juice, could mitigate
the negative effects of the arrangement. This illustrates the impor-
tance of coordinating policy development to ensure that messages
are coherent and consistent.

The media, of which many outlets are in the private sector, serve
as a vehicle to cover and discuss policy issues and can be engaged
to market food products more responsibly and communicate
healthy living messages directly to children and youth.

With the growing availability of cable channels, print and online
sources, media outlets of particular relevance to a school-aged audi-
ence may be potential partners in innovative projects to commu-
nicate healthy living messages directly. However, given the
enormity and complexity of partnering with traditional media at
the national or even regional level, opportunities for schools and
school districts to engage local media in healthy schools projects
are likely more realistic.

Internet-based social media may be particularly suited to engag-
ing youth as agents of positive health behaviour within their net-
works.

Non-governmental Organizations
Non-governmental organizations (NGOs), including community,
health and social organizations, may be engaged in service provi-
sion, educational or support activities, research or advocacy. Suc-
cessful strategies for partnerships with this sector include agreeing
on a compelling and unique mission that will best be achieved
through collaborative action versus individuals’ efforts; securing
strong and consistent leadership that includes stable resources;
drawing membership from existing successful alliances; and agree-
ing to and respecting a code of operations while retaining organi-
zational flexibility.25 (Figure 3)

The particular role of NGOs in supporting school intramural
physical activity and sport through the establishment of sporting
rules and guidelines for coaches is worthy of mention. Sporting
associations at the regional, national and international levels indi-
rectly interact with school sports and sporting activity in the com-
munity. However, non-competitive forms of physical activity may
receive less support from sporting associations, which focus on
competitive sports and, as a result, have less connection with the
school community. This may undermine the range of physical
activity options for children unless NGOs promoting improved
physical health among children are enlisted to promote the notion
of non-competitive physical activity, based on inclusiveness and
accessibility.
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Figure 3. The power of community partnerships

• Among actions taken to implement school food guidelines, a new
parent-provided hot lunch program is available to all students at a Central
Coast BC school with funding from Aboriginal education funds and the
support of the Nuxalk Nation. A local co-op also supports the
implementation of the guidelines by allowing schools to purchase healthier
items at reduced costs. Two local airlines transport food supplies to remote
schools at no cost. 

• Toronto Public Health partnered with FoodShare, a non-profit agency
working to improve access to affordable and healthy food from field to
table, and three school boards to support the development of 10 new
school food gardens in the city. With the financial assistance of the
Toronto Heart Health Partnership, teachers, school staff, parents, volunteers
and public health nurses were trained to start a school food garden, and
garden tool kits were acquired.

• As part of a chronic disease prevention initiative, about 20 people from
various associations in and around Minnedosa, Manitoba, assessed the
need for and created a healthy canteen, with labour and space provided
by the school division and a start-up grant from the regional health
authority. The self-sustaining canteen sells reasonably priced food made
from “scratch” with healthy ingredients. Profits pay the coordinator’s salary
and supplies. A nutrition education component rounds out the canteen
program.
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CONCLUSION

There is a dearth of evidence on the roles of stakeholders in the
development and implementation of school health policies. As
well, little has been published on which engagement strategies
work best with different stakeholder groups. The need for improved
evidence demonstrating the impact of intersectoral action on
health and health promotion interventions was recently acknowl-
edged in a paper prepared for the Health Systems Knowledge Net-
work of the WHO’s Commission on the Social Determinants of
Health18 and emphasized by others.26

Existing research and experience suggest that the following fac-
tors may help address policy challenges and facilitate acceptance,
adoption and implementation of policies as well as reinforcement
of health messages:
• Coordination and communication among stakeholders at all lev-

els
• Consideration of stakeholder views, concerns, priorities and 

decision-making processes
• Recognition of potential outcomes benefiting different sectors
• Training for all those who have a role in developing, imple-

menting and evaluating policy
• Resources adequate to implement and evaluate policy compo-

nents
• Support to maintain the policy as a priority in the face of com-

peting agendas.
While governments have an important stewardship role to play

in the development and implementation of policies, including the
provision of resources, funding and evaluation, the successful adop-
tion, implementation and monitoring of policy requires the
involvement and cooperation of numerous stakeholders at all levels.
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Consensus is emerging within the research and stakeholder
communities that action at the school/district level, includ-
ing nutrition and physical activity policies, must be a high

priority to create supportive environments that will enable chil-
dren to be active and make healthy food choices and, ultimately,
that will reduce the future morbidity and mortality associated with
the worrisome increase in childhood overweight and obesity.1-3 In
response, some provinces and territories in Canada have adopted
such policies in recent years,4 and others are encouraging their
schools/districts to do so, thereby creating a need to assess the effec-
tiveness of such policies.5 Evaluating nutrition and physical activ-
ity policies is critical to helping improve policy content, enhance
policy support and implementation, and ensure that policies are
meeting their objectives and responding to the changing needs of
governments and schools.6,7 Further, evaluation can help assess
resource utilization during the policy process, the level of stake-
holder involvement, the extent of policy implementation, and
intended and unintended consequences. Finally, evaluation also
provides much needed accountability to stakeholders and funders,
strengthens the evidence base for future decisions and informs the
development of innovative approaches to evaluation.1

The 2006 World Health Organization (WHO) document “Glob-
al Strategy on Diet, Physical Activity and Health: A Framework to
Monitor and Evaluate Implementation”6 provides a framework for
and identifies key issues concerning the monitoring and evalua-
tion of nutrition and physical activity policies. The WHO defines
monitoring and evaluation as “systematic processes to assess the
progress of ongoing activities as planned and identify the con-
straints for early corrective action, and to measure effectiveness and
efficiency of the desired outcome of the programme”.6

WHO evaluation framework
The WHO Global Strategy on Diet, Physical Activity and Health
(DPAS) framework to monitor and evaluate implementation states

that “adequate monitoring and evaluation indicators can be inte-
grated in the process of behaviour change”.6 Five steps for moni-
toring and evaluation activities are recommended in this
framework: 1) ensuring that a framework for monitoring and eval-
uation is included in strategy development; 2) identifying existing
monitoring and evaluation activities; 3) selecting appropriate indi-
cators to monitor progress; 4) evaluating in a consistent and ongoing
manner; and 5) repeating evaluations.6 Ideally, a framework for
evaluation should be developed in tandem with policy develop-
ment. Guiding questions in designing evaluations include the fol-
lowing: What data will provide the best information to improve
implementation that helps achieve policy goals? What validated
indicators already exist to assist with evaluation? Are there existing
sources of data that can inform the evaluation? Can evaluation
measures be standardized to improve comparability among juris-
dictions? and What are the needs of different stakeholders? The
WHO document has provided a useful framework for identifying
key issues pertaining to the evaluation of nutrition and physical
activity policies. This paper will build on the document by identi-
fying issues pertinent to the Canadian context. The specific aims of
this paper are to 1) provide an overview of key issues in the moni-
toring and evaluation of school nutrition and physical activity poli-
cies in Canada, and 2) identify areas for further research needed to
strengthen the evidence base and inform the development of effec-
tive approaches to monitoring and evaluation.
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METHODS

All primary data-based papers and review papers published between
January 1992 and January 2009 inclusive that focused on school
nutrition policy evaluation were included. Databases searched were
MEDLINE, Highwire Press, CINAHL, SCOPUS and Google Scholar;
key terms included school nutrition policy, school physical activi-
ty policy, nutrition policy evaluation, school food policy.

RESULTS

Key issues in evaluation of nutrition and physical
activity policies

Evaluation Indicators
The WHO DPAS report6 identifies potential process, output and out-
come indicators for nutrition policy evaluation. Process indicators
measure progress and how something has been done. Output indi-
cators measure the products resulting from the process, whereas
outcome indicators measure the ultimate outcomes of action, such
as changes in knowledge, behaviour or health outcomes. The doc-
ument identifies process and output indicators for the policy
process (e.g., number and type of stakeholders involved in the pol-
icy process and nature of their involvement); foods available in
schools (e.g., percentage of schools restricting the availability of
high fat, sugar and salt products in all venues identified through
self-report or independent school food service audits); healthy
school environment (e.g., percentage of school staff that offer non-
food rewards to students to recognize achievement or good behav-
iour); school health education (percentage of schools that teach
school nutrition policy as part of their education curricula); school
health services, counseling and social support (e.g., percentage of
schools that offer social support services for nutrition); and com-
munity and family involvement and outreach (e.g., percentage of
schools with a policy to involve families and communities in pro-
moting and advocating healthy eating). Short-term outcome indi-
cators are also identified, such as the percentage of students with
intakes of school foods that meet dietary guidelines, and the per-
centage of school students within a healthy weight range.

The process, output and outcome indicators for physical activi-
ty have a similar form to those for nutrition.6 Examples of process
and output indicators include “percentage of schools providing
daily physical education using minimum time set in (sub) nation-
al policies” and “percentage of schools with an active transporta-
tion policy and program”.8 Examples of outcome indicators are
“percentage of students reaching moderate to vigorous physical
activity levels in physical education class” and “percentage of stu-
dents surveyed satisfied with available physical activity opportuni-
ties”.8 It is important to note that, although countries or schools are
identified as the target for evaluation, many of the data and indi-
cators should be collected at all relevant levels (e.g., school, school
district, province or state, and/or country).

Data Sources
Data sources for evaluating and monitoring include surveillance
and health data, information from prior evaluations, interviews,
administrative data and survey data. Specific to nutrition evalua-
tion and monitoring are school-based observations of foods and
beverages available in schools, documentation of food marketing,

observed or self-reported intake of foods and beverages and eating
habits, and direct measures of weight, height and other health indi-
cators. For monitoring and evaluation of physical activity, direct
measurements, such as pedometers and accelerometers, can be
used, as well as the monitoring of programs and policies related to
physical education classes, between and after class physical activi-
ty and sport, policies concerning active modes of travel to school,
and direct measures of weight, height and other health indicators.
It is important that policy objectives be matched with appropriate
evaluation indicators. For example, it would be inappropriate to
base the success of a free fruit and vegetable policy or an active
transportation plan for students solely on the impact of these inter-
ventions on students’ body mass index. Such an outcome is unre-
alistic and would ignore other potential nutrition or physical
activity benefits.

Existing Tools (Nutrition)
A number of tools exist to evaluate school nutrition policies for
their comprehensiveness and rigour,9-12 allowing for the collec-
tion of information on school policies and practices, the avail-
ability of competitive foods and the content of school meals,
where applicable. The US School Health Policies and Programs
study collects detailed answers to questions on food and nutri-
tion policies at the state, district and school level every six years.13

Although the Institute of Medicine7 suggests using the Centers
for Disease Control and Prevention’s Youth Risk Behavior Survey
to assess progress in implementing school nutrition standards,
this information will not identify specific changes made by stu-
dents in response to school-level policies. No comparable nation-
al data are collected in Canada. Rather, provinces and some
school districts have designed their own surveys of foods sold and
served at school, the nature of information and the level of detail
collected varying from province to province.14-16 In Canada, the
web-based Healthy School Planner (HSP) was developed by the
Joint Consortium for School Health in partnership with the Uni-
versity of Waterloo, building on the university’s School Health
Action, Planning and Evaluation System (SHAPES). The planner
includes assessment, planning and evaluation functions that
address the four pillars of comprehensive school health and cov-
ers three health topics (healthy eating, physical activity and tobac-
co use). In addition to supporting a self-assessment approach by
schools, the HSP offers the ability to report on aggregate envi-
ronmental school health data at a regional level.17

Assessing the implementation of, or adherence to, nutrition
policies that include nutrition standards presents a considerable
challenge in Canada. First, the nature of food services varies
within provinces and school districts: vendors may consist of
large, international companies with food composition data avail-
able or private caterers who, because of their small size and insuf-
ficient resources, are not able to provide the detailed food
composition data needed to determine whether the foods/bev-
erages sold are consistent with nutrition policies. This is in con-
trast to the US, where there are meal-based standards available to
evaluate the National School Lunch program and sufficient fund-
ing to support evaluation efforts.18 Currently, some provinces are
assessing whether specific foods served at elementary schools are
consistent with current nutrition standards found in nutrition
policies.
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Existing Tools (Physical Activity)
Given the wide variety of physical activities possible within a
school setting, establishing a comprehensive set of measurement
tools is challenging. In Canada, the SHAPES questionnaire contains
a module related to physical activity in addition to its food envi-
ronment content. The module permits the collection of informa-
tion on individual student activity within the school setting, as
well as data collection at the school administration level about
physical activity programs and policies in the school.17 While not
limited to the school environment, the CANPLAY survey19 in Cana-
da uses pedometers to measure physical activity in children, where-
as an example of a survey using self-reported data is the WHO
Health Behaviours of School Aged Children survey, which is also
conducted in Canada.20 In addition to collecting information about
food and nutrition, the US Centers for Disease Control and Pre-
vention’s School Health Policies and Programs Study examines a
variety of physical activity policies and programs, and reports on
the percentages of states, districts and schools with policies and
programs related to different components of school-based physical
activity.21

There are challenges associated with the use of current tools to
measure the success of physical activity programs. Direct measure-
ment devices such as pedometers and accelerometers are not ideal
for all forms of activity, such as swimming and bicycle riding. Self-
report surveys may lack some of the accuracy of direct measure-
ment,22 and given the large number of choices in survey
instruments23 the results from one self-report questionnaire may
not be comparable to those of another, making inter-jurisdictional
comparisons difficult. A further challenge is that many measure-
ments of physical activity among children and youth focus on
activity for the whole day rather than just the school setting,
adding to the difficulty of isolating and evaluating the contribu-
tions of school setting interventions towards meeting activity tar-
gets. The use of detailed activity logs or records can be used to
identify school-based activity; however, they are time intensive and
may be costly to implement in large-scale evaluations.24

Knowledge gaps, future research directions
Differences in principal and school-wide support for policies, com-
munity involvement and resource availability25,26 can result in vari-
ations in the effectiveness of nutrition and physical activity
policies.27 It is thus critical to not only assess the impact of the pol-
icy on changes in the school environment, student behaviour (food
intake, physical activity) and weight status but to also carefully doc-
ument the nature of the policy intervention and assess the level of
implementation of nutrition and physical activity policies.

A recent comprehensive review of policy and environmental
approaches to creating healthy school food environments in the
US28 indicates that a variety of methods have been used to assess
this environment, many of which are limited by self-report and
non-response bias. A new system has been developed that will
allow states to track changes in 11 policy areas, including school
food, marketing and nutrition education.29 There is a need to iden-
tify similar standardized measurement protocols, and nutrition and
physical activity indicators that could be used within provinces and
territories across Canada.7,29 While it is recognized that those
involved in evaluation at the provincial/territorial level may choose
to add measurements appropriate for their specific policy, accept-

ance of a set of evaluation methods and indicators would facilitate
high-quality evaluations within provinces and would allow for
comparisons and the identification of common challenges and suc-
cesses at a national level. Regardless of the methods and indicators
selected, it is important to consider the feasibility of conducting
the evaluation, including the associated burden and expected level
of cooperation from schools. The increasing complexity of the food
supply and the resources required to conduct such audits are barri-
ers to obtaining data in Canada.

Evaluations need to be undertaken with the recognition that it
can be difficult to isolate the effect of specific policy interventions
on student health and behaviours: it is challenging to identify the
unique effects on physical activity level of policy elements such as
access to after-school physical activities, physical education or
equipment.30 Further, instruments that evaluate food intake need to
assess the changes in food use and/or nutrient intakes that are most
likely to be affected by policy implementation. For example, a five-
year project evaluating nutrition policies in Prince Edward Island
elementary schools is assessing the changes in student food con-
sumption at lunch that are likely to be affected by policy imple-
mentation. The evaluation is considering both the source of food
and school adherence to the policy and will provide some much
needed evidence in this area.4 Currently, there is no research explor-
ing such questions among intermediate or high school students. A
comprehensive approach to evaluation that uses a mixed methods
system is more likely to provide important insights into the com-
plex process of school change associated with the development and
implementation of nutrition and physical activity policies.

One barrier to conducting high-quality evaluations of nutrition
and physical activity policies is a lack of research capacity: there is
a relatively small pool of researchers in the area of nutrition and
physical activity evaluation in Canada. Increasing the capacity for
planning and conducting effective evaluations at the district,
province and national level is thus key.7 It is also crucial that ade-
quate funding be made available to support research on the effica-
cy, effectiveness, cost-effectiveness and sustainability of school
nutrition policies.31

CONCLUSIONS

Evaluation of Canadian nutrition and physical activity policies will
enrich both our understanding of the policy process and its out-
comes. It can inform decision-making, document changes to the
policy, contribute to the evidence base and provide accountability.
This paper has underscored the importance of identifying common
indicators and approaches, using a comprehensive approach based
on the WHO framework and ensuring that research capacity and
funding is in place to facilitate effective evaluation efforts in the future.
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Non-communicable diseases (NCD), mainly cardiovascular
diseases, cancers, diabetes and chronic respiratory diseases,
are by far the leading cause of death in the world, and their

impact is steadily growing. In 2005, 35 million people died from
NCD, which represented 60% of the total number of deaths in that
year.1

Moreover, unless addressed, the mortality and disease burden
from these health problems will continue to increase. The World
Health Organization (WHO) projects that NCD deaths will increase
globally by 17% over the next 10 years. The greatest increase will
be seen in the African region (27%) and the Eastern Mediterranean
region (25%). This largely invisible epidemic is more serious in low-
and middle-income countries, where 80% of all NCD occur.2

Unhealthy diets and physical inactivity are well-established risk
factors for overweight and the major NCD.1,3 Noticeably, children
are most affected by the increasing rates in obesity prevalence. It is
estimated that in 2010, over 42 million children under the age of
5 years were overweight throughout the world. The problem is
steadily affecting many low- and middle-income countries where
close to 35 million overweight children live.4

The fundamental cause of overweight and obesity is an energy
imbalance between calories consumed and calories expended. How-
ever, it should be recognized that, increasingly, such imbalances
are the result of environmental and societal changes. Policy devel-
opment and implementation in sectors such as agriculture, trans-
port, urban planning, environment, food processing, distribution,
marketing and education have contributed to the global increase in
obesity and particularly childhood obesity.5 In addition, children in

low- and middle-income countries are more vulnerable to inade-
quate prenatal, infant and young child nutrition as well as more
exposed to high-fat, high-sugar, high-salt, energy-dense, micro-
nutrient-poor foods, which tend to be lower in cost. These dietary
patterns, in conjunction with high levels of physical inactivity,
result in low- and middle-income countries being disproportion-
ately affected by the rapid increase in childhood obesity.1

Global response to NCD burden
In response to the growing epidemic of NCD, WHO Member States
provided a strong global mandate to increase attention to the pre-
vention of NCD. The World Health Assembly (WHA), the supreme
decision-making body for WHO, meets in Geneva in May each year
and is attended by delegations from all 193 Member States. Its main
function is to determine the policies of the WHO, and through its
resolutions it provides the WHO Secretariat with the mandate to
work on specific topics in response to the Member States’ needs and
priorities. To respond to the global NCD burden, milestone resolu-
tions have been endorsed by the WHA and are outlined in Table 1.
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Global Strategy on Diet, Physical Activity and Health
(DPAS)

DPAS Development
DPAS was developed over a two-year period in consultation with
Member States, United Nations agencies, civil society groups and
the private sector, and endorsed in 2004 during the 57th WHA.5

DPAS is a comprehensive tool to guide the actions of Member States,
WHO, international partners, civil society, non-governmental
organizations and the private sector with the aim of promoting and
protecting the health of populations through healthy eating and
physical activity.

The consultations carried out during the development stage were
instrumental in validating the importance of promoting healthy
diets and physical activity on the agenda of all WHO regions. More-
over, DPAS endorsement by the WHA represented a major step for-
ward in stressing that improvement of the diet and physical activity
habits of populations was a societal issue and not just a matter of
individual behaviour, therefore requiring a population-based, 
multisectoral, multidisciplinary and culturally relevant approach.

The objectives of DPAS implementation are integrated into the
action plan on prevention and control of NCD, which was
endorsed by the WHA in 2008.

DPAS Implementation: Actions by WHO at the Global Level
Since the adoption of DPAS by Member States in May 2004, WHO
has been supporting DPAS implementation by providing technical
assistance, guidance and tools to Member States; providing leader-
ship, evidence-based recommendations and advocacy for inter-
national action; interacting with other UN agencies, global private
sector and other relevant stakeholders; and by facilitating capacity
building at regional and national levels on issues related to diet and
physical activity.

Since 2004, WHO has organized over 25 regional capacity-
building workshops. These workshops bring together Member
States and representatives from various relevant stakeholders with
the overall aim to strengthen the understanding, dissemination
and utilization of the tools produced for DPAS implementation;
support the development and implementation of regional or
national policies and strategies related to diet and physical activi-
ty; facilitate intercountry cooperation in DPAS implementation;
and foster the development of multistakeholder and multisectoral
approaches. In these workshops schools as a setting for the pro-
motion of healthy diets and physical activity have been an inte-
grated part of an overall policy to prevent and manage NCD.

School Policy Framework
With the aim of providing technical support to Member States and
other stakeholders in the implementation of DPAS and to facilitate
capacity building at regional and national levels, WHO has devel-
oped a vast range of tools, which have been grouped in the “DPAS
implementation toolbox”.

Among other aids, this toolbox includes resources on the devel-
opment and implementation of school policies on diet and physi-
cal activity, marketing of foods and non-alcoholic beverages to
children, population-based approaches to increasing levels of phys-
ical activity, promotion of fruit and vegetables, reduction of salt
intake in populations, prevention of NCD in the workplace through

diet and physical activity, and a practical tool for the monitoring
and evaluation of diet and physical activity policies and plans at
national levels. Further information on these tools can be found
through the following website: http://www.who.int/dietphysi-
calactivity/ implementation/toolbox/en/index.html.

School Setting: An Approach to the Implementation of DPAS
Building on various school health and nutrition programs of the
United Nations System, a framework describing the core elements
for the development and implementation of a national or sub-
national DPAS school policy has been developed by WHO with the
support of the Public Health Agency of Canada and Health Cana-
da. As part of the framework development, these agencies com-
missioned two scientific background papers: Physical Activity in
Schools, by François Lagarde and Claire LeBlanc, and Healthy Eating
in Schools, by Mary McKenna. Subsequently, WHO organized an
expert consultation in Vancouver, Canada, in 2007. The two back-
ground papers were used at the 2007 consultation to review and
discuss current knowledge and evidence of national and sub-
national school policies on diet and physical activity, and they rep-
resent the basis for the contents of this CJPH supplement in the
two issue areas.

The overall purpose of the DPAS School Policy Framework is to
guide policy-makers at national and subnational levels in the devel-
opment and implementation of policies that promote healthy eat-
ing and physical activity in the school setting through changes in
environment, behaviour and education.6 The framework is prima-
rily intended for resource-poor settings, but many of its elements
are also suitable for high-resource settings.

Although the DPAS School Policy Framework builds upon existing
knowledge and experience, it adds a global policy tool that focuses
on governmental action, and not on school action, to improve
dietary patterns and increase physical activity in this setting. There-
fore, it also strengthens the concept that supportive national or sub-
national school policies are fundamental in assisting local schools in
their efforts to promote healthy eating and physical activity.

The structure of the School Policy Framework is consistent with
the scheme shown in Figure 1, indicating how national leadership
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Table 1. Global Response to Non-communicable Diseases
(NCD)*

Year Action by the World Health Assembly (WHA)

2000 Endorsement of a resolution requesting the WHO Secretariat to
give priority to the prevention and control of NCD; and to provide
guidance and technical support to Member States’ work related to
the growing epidemic of NCD (WHA Resolution 53.17).

2002 Called upon the WHO Secretariat to develop a global strategy on
diet, physical activity and health.

2004 Endorsement of the Global Strategy on Diet, Physical Activity and
Health (DPAS), providing WHO Secretariat with a clear mandate
and responsibilities for work related to health promotion and
primary prevention of NCD through diet and physical activity
(WHA Resolution 57.17).

2007 Endorsement of a resolution requesting the WHO Secretariat to
prepare an action plan for the prevention and control of NCD, to
be submitted to the 61st WHA (WHA Resolution 60.23).

2008 Endorsement of a resolution and a six-year action plan on
prevention and control of NCD (WHA Resolution 61.8). This
approved action plan includes six objectives related to the
prevention and control of NCD and differentiates recommended
actions for WHO, Member States and international partners. 

* Resolutions available through the link: http://www.who.int/gb/



on promoting healthy diets and physical activity in schools, sup-
portive policies, programs and environments will be developed and
implemented. Together, these are designed to influence behaviour
change within the target population, leading to longer-term social,
health, environmental and economic benefits.7

To start an effective national school policy, the DPAS School Pol-
icy Framework requests national strategic leadership and encourages
governments to undertake the following: 1) set up a coordinating
team to guide school policy development, implementation, mon-
itoring and evaluation; 2) conduct a situation analysis; 3) develop
a work plan and monitoring system; 4) set the goals and objectives;
5) disseminate and implement the policy.

The DPAS School Policy Framework provides various policy options
that Member States can incorporate in their national or subnational
school policies according to their needs, characteristics and
resources. The suggested policy options for both diet and physical
activity are presented in the following categories:
• School recognition – policy-makers are encouraged to develop a

program that stimulates schools to promote healthy eating and
physical activity and recognizes their efforts by, for example,
awarding schools that provide healthy meals and/or have safe
facilities for regular physical activity with a special status.

• School curriculum – policy-makers can develop school curricula
that encourage healthy eating and physical activity in a cross-
curricular manner (i.e., in science class, language arts, math and
many other subject areas) and not just in health and/or physical
education classes.

• Food services environment – policy-makers can adopt nutrition-
al standards for school food; develop school food programs;
improve the food service area and the foods and non-alcoholic
beverages available in vending machines and school snack bars,
etc.

• Physical environment – policy-makers may target the improve-
ment of buildings and facilitie, and development of extracurric-
ular activities that foster physical activity and actions to facilitate
safe walking and cycling to and from school. By improving the
physical facilities in schools, policy-makers will encourage stu-
dents to spend their recess time more actively.

• Health promotion for school staff – policy-makers can implement
measures that facilitate the provision of in-service training on

healthy lifestyles, e.g., by organizing workshops held by nutri-
tion specialists and physical education teachers.

• School health services – policy-makers can implement measures
that facilitate the provision of basic health services in schools.
All these actions will contribute to the creation of an enabling

environment that will facilitate the increase in physical activity
and the adoption of a healthier diet by the target population.

As schematized in Figure 1, the outcomes of the behaviour
change should be monitored and evaluated. This can be done
through assessing changes in the health status of the targeted pop-
ulation and in several social, environmental and economic aspects,
such as the increased availability of safe areas for physical activity
and increased access (availability and affordability) to fruits and
vegetables. Research, monitoring, evaluation and surveillance need
to start early and continue throughout the process, so that feed-
back on any modifications required for the process can be provid-
ed to the institutions involved.

During this process, all interested stakeholders (e.g., ministries
of health, ministries of education, interested governmental agen-
cies, teachers and school staff, families, international organizations,
non-governmental organizations and the private sector) need to be
involved. The School Policy Framework document suggests how
stakeholders can be engaged.

Policy-makers are encouraged, whenever possible, to adapt the
generic DPAS School Policy Framework to existing structures and
resources (technical staff, civil society, information, ongoing initia-
tives, policies, etc.). In doing so, consideration should be given to
cultural background, gender issues, ethnic minorities and the juris-
dictional and legal structure of the country, as well as to social inclu-
sion and participation, in order to ensure that the most vulnerable
populations are protected by the various policy options implement-
ed. Policy-makers are also encouraged to ensure that a specific budg-
et is allocated for implementation, monitoring and evaluation.

CONCLUSIONS

The WHO’s School Policy Framework: Implementation of DPAS aims
to guide policy-makers at national and subnational levels in the
development and implementation of policies that promote healthy
eating and physical activity in the school setting. As an additional
instrument, the Framework will help to create enabling environ-
ments that facilitate positive behaviour change related to diet and
physical activity habits.
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Figure 1. Schematic model illustrating how national
leadership and implementation of supportive
policies influence behaviours
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