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Abstract

Background:
This study aims to determine the teachers’ problem awareness, their motivation, actions 

and perceived barriers regarding teaching healthy dietary and physical activity behaviour 

to Dutch prevocational students.

Methods:
In this descriptive study, a digital questionnaire based on the Integrated Change Model 

was completed by 33 HE teachers and 17 PE teachers at prevocational schools. 

Results:
The schools of the participants had an equal amount of PE lessons, but the amount of 

HE lessons varied widely. A school health policy was present to 40% of the teachers. 

Teachers felt motivated, competent and supported by the school staff to address dietary 

and physical activity behaviour in their lessons. However, 37% of the teachers lacked 

time and 74% felt to a limited extent able to involve parents in student assignments. 

Health-related behavioural learning goals were predominantly assessed informal or not 

at all. Teachers considered the school canteen (72%) and the physical school environment 

(76%) unfavourable for students to behave healthily and a minority of the participants 

collaborated with colleague-teachers (39%), the school care team (11%), local retailers 

(7%), local youth care (22%).

Conclusion:
To enlarge the impact of school-based health promotion, health-related behavioural 

learning goals should be made explicit in a school health policy and the physical school 

environment should entice healthy behaviour. Teachers need to be competent in health 

promotion and collaborate with parents, colleague-teachers and stakeholders in the 

community in order to be able to design, deliver and evaluate lessons that enable students 

to achieve health-related academic and behavioural goals.
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Background

When entering adolescence, children tend to adopt an unhealthier lifestyle that is 

associated with a rising prevalence in overweight and obesity.(1) Since 1980, the prevalence 

of overweight in Dutch children (2-21 year) has increased two to three fold to 14% and 

obesity prevalence has increased four to six fold to 2% in 2009.(2) Healthy dietary and 

physical activity behaviour may preserve adolescents from several chronic, lifestyle related 

health problems in adulthood, including obesity.(3) On the short term, healthy dietary and 

physical activity behaviour, further addressed as energy balance related behaviour (EBRB), 

and a healthy bodyweight are positively associated with wellbeing, social functioning, 

mental health and school performances.(4) 

Schools are considered an opportune setting to encourage healthy EBRB in adolescents 

(13-18 year) because of their potential to reach youth including their parents and their 

responsibility to educate youth.(3; 5) Besides learning academic knowledge and skills, 

students adopt social-cultural norms in school, that influence health behaviour.(6) However, 

the adoption and implementation of evidence-based health interventions in school require 

a lot of effort and the impact on the average BMI of adolescents is usually limited.(5; 7)

In the Netherlands, students in the first two years of secondary education need to achieve 

58 key objectives, described in a nationally enacted curriculum. Two key objectives relate to 

health behaviour: knowledge about body and health, including human metabolism and 

personal care and safety, including healthy nutrition and food. Six key objectives relate 

to physical activity: development of motor skills, physical performances, introduction to 

physical activities, fair play, organization of activities and healthy physical activities. Schools 

are autonomous in developing a program to achieve the key objectives (8), that are mostly 

addressed in the subjects biology, health education and physical education. In 67% of 

the Dutch schools, predominantly prevocational schools, cooking classes are given.(9) In 

2010-2011, many schools in the Netherlands did not have a school policy on health (83%), 

overweight (89%), dietary behaviour (43%) or physical activity behaviour (48%). However, 

over 80% of the schools had taken actions to encourage healthy behaviour and prevent 

overweight.(10) 

Teachers have a powerful influence on the learning of students as they formulate learning 

goals for their lessons, create the learning environment and determine the focus of the class.
(11) Without a school health policy or adopted evidence-based interventions, it comes down 

to the competence and motivation of teachers of health-related subjects (health education, 

biology, physical education) to translate health-related key objectives in a lesson program.
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(12) However, the teachers’ role and behaviour are underexposed in studies on school-based 

health promotion.(13) Determinants that are associated with the implementation of school-

based health interventions by teachers are: experienced need and perceived benefits of 

an innovation, commitment to trying an innovation, attitude towards the innovation, self-

efficacy and skill proficiency.(14; 15) Barriers in the school environment can hamper the impact 

of lessons on health behaviour.(16; 17) 

This study aims at gaining a better understanding of the awareness of teachers in health 

education(HE), including biology teachers or in physical education (PE), regarding the 

problem of overweight amongst adolescents, their motivation to encourage healthy EBRB 

and their teaching actions and perceived barriers in the school environment with regard 

to classroom-based health promotion. The study focuses on teachers of prevocational 

students, who, compared with students attending higher educational levels, are more prone 

to be overweight and often come from a family with a low social economic background, 

which is a risk factor for an unhealthy lifestyle.(18)

Methods

Participants and Procedure
Initially, participants were recruited from prevocational schools in municipalities who 

had recently adopted the JOGG-approach. JOGG, a Dutch acronym of ‘youth on a healthy 

weight’, is the Dutch adaption of the EPODE-approach, which is an integrated, multi-level 

community approach to promote a healthy lifestyle and reduce overweight in youth.(19) 

In the spring of 2012, 100 schools in 28 JOGG-municipalities throughout the Netherlands 

were approached. Because of privacy policies, teachers were recruited by asking team 

leaders from prevocational departments to redirect an invitational email with a link to a 

digital questionnaire to teachers, who taught HE or PE in the first two years of prevocational 

education. The request was followed by a reminder per email and a telephone call. We 

received 51 questionnaires of which 35 had complete data on the questions regarding 

HE or PE lessons. Due to this low response, we broadened our study population with 50 

additional schools in the network of the teacher education faculty of the Windesheim 

University in the autumn of 2012. This resulted in 32 additional questionnaires of which 15 

had complete data. Questionnaires were excluded from analyses when the participants did 

not answer the specific questions related to HE or PE lessons. Reasons for non-response are 

unclear, as the participants were approached indirectly by team leaders, who ensured us 

that they had redirected the questionnaire and explained that teachers give little priority 
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to questionnaires as they are generally overloaded with work. Overall, the questionnaires 

of 50 remaining participants represented 43 of the 450 Dutch prevocational schools (9.5%).

Instrumentation
A digital questionnaire was developed, based on the Integrated-Change model (2.0).(20) 

This framework, in which several models of health behaviour and behavioural change are 

drawn together, has been used before to study the behaviour of professionals.(21) Professional 

behaviour is influenced by awareness factors, motivational factors and action factors, 

including perceived barriers.(14; 22) 

Awareness factors related to teaching EBRB were measured by asking teachers to indicate 

the most important benefits of a healthy bodyweight and to estimate the prevalence of 

overweight, unhealthy dietary behaviour and physical inactivity in their student population. 

The importance of reasons to implement the subject EBRB in their lesson program was 

scored on a 4-point Likert-scale (not – very important).(16; 23; 24)

Motivational factors included questions about the teacher’s perception of the 

responsibility of himself, the school management, the student and his parents for the 

student’s health behaviour, the teacher’s attitude towards teaching about EBRB and the 

perceived social support from colleagues, school management and parents.(16; 25; 26) All items 

were measured on a 4-point Likert-scale (totally not – totally agree). The extent to what 

teachers felt competent to teach about EBRB was measured by the validated Teachers’ Sense 

of Efficacy Scale (TSES – short form, 9-point Likert-scale).(27) 

To measure action factors with regard to teaching, teachers were asked to indicate the 

intended learning goals on a dichotomized scale (yes/no) and the type of learning goal 

assessment: formally by a written, oral or practical test, informally by classroom evaluation 

or no assessment. Teachers indicated what teaching materials they used (standard 

textbook, self-made materials, intervention program or educational package) and their 

contentment with the used materials.(14) As an indication of the perceived effectiveness 

of health education, teachers were asked to estimate the impact of their lessons on the 

health behaviours of students on a 4-point Likert scale (to a very limited – to a large extent). 

The existence of barriers or enabling factors, as perceived support, available budget and 

facilities, collaboration with colleague-teachers in school and relevant external organizations 

(sports clubs, retailers in food, local public health service) and a favourable physical school 

environment (opportunities to eat healthy and be active), were scored by the teachers on a 

4-point Likert scale (totally not – totally agree). 

Background information on the teachers was collected by questions related to work 
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(years of experience, certification), demography (age, sex), personal health beliefs (health 

consciousness) and self-reported height and bodyweight. Health consciousness was 

measured based on a validated scale.(28) Overweight was defined as having a BMI (weight/

height2) ≥25 kg/m2 and obesity as having a BMI≥30 kg/m2. Teachers indicated school 

characteristics: location (JOGG municipality of not), type of school (comprehensive or 

categorical), availability of a school healthy policy, lesson time spent on HE and PE, quality of 

food assortment in the school canteen and prevalence of extra-curricular physical activities.

Questions about motivational and action factors were customized for those teaching 

PE, focusing on physical activity or teaching HE, focusing on dietary behaviour. The 

questionnaire was pre-tested among student-teachers from Windesheim University. As a 

result, questions on personal characteristics were made voluntarily and put at the end of 

the questionnaire. 

Data Analysis 
Statistical analyses were conducted using IBM SPSS statistics 20 (IBM Corp. Armonk, NY). 

To investigate the internal consistency of items related to one variable, reliability analysis 

was used. Cut-off points for reliability were a Cronhbachs’ alpha reliability coefficient α of 

> .70 and item-rest correlations > .20 (29). The individual items on problem awareness (α = 

.84), estimated impact of lessons (α = .92) and perceived barriers and enabling factors (α = 

.75, table 6.2) proved to be measuring the same concepts. For the overall Teachers’ Sense 

of Efficacy Scale, the reliability was acceptable for HE- and PE-teachers (Cronhbachs’α = 

.90 (HE) and .76 (PE)), but the subscales student engagement (α = .36, 3 out of 4 item rest 

correlations ≤ .20) and classroom management (α = .32, 2 out of 4 item rest correlations ≤ 

.20) were low for PE teachers. Due to the low number of participants, it was not possible to 

execute factor analyses on this efficacy scale. Therefore, results are presented per item. The 

9-point Likert-scale was dichotomized combining the lower five response categories in to 

one and the higher four response categories into one category. When a 4-point Likert-scale 

was used, results were dichotomized combining the lower two response categories into one 

and the higher two response categories into one.

This study was descriptive in nature and not a hypotheses testing study. Although the 

number of participants was small, we feel the survey has yielded interesting results that stress 

the need to pay more attention to the role of teachers in school-based health promotion. 

Therefore, we describe the results of our study in a qualitative manner. Determinants are 

described for the whole group of participants, unless there were striking differences 

between HE- and PE-teachers.
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Table 6.1.  Teachers’ Characteristics According to Teaching Subject (n = 50)

All subjects

(n = 50)

Health Education, 
including Biology 
(n=33)

Physical Education

(n = 17)
Teacher characteristics
Gender Female 29 (64%) 19 (66%) 10 (63%)

Age (years) Mean (s.d.) 
Range

40.8 (11.7) 
21.0-63.0

41.4 (12.0) 
21.0-63.0

39.8 (11.4) 
22.0-55.0

Work experience 
(years)

Mean (s.d.) 
Range

13.4 (10.6) 
1.0-35.0

12.7 (10.8) 
1.0-35.0

14.6 (10.5) 
1.00-33.0

Teaching  
qualification

HE or PE 42 (84%) 26 (79%) 16 (94%)

Unqualified 2 (4%) 2 (6%) -

Other subject 2 (4%) 2 (6%) -

Missing 4 (8%) 3 (9%) 1 (6%)

BMI Overweight 12 (27%) 9 (31%) 3 (19%)

Health conscious-
ness

Mean overall score(s.d.) a 35.0 (4.7) 34.8 (4.4) 38.4 (4.4)

School characteristics
School type Comprehensive 29 (58%) 19 (58%) 10 (59%)

Categorical 21 (42%) 14 (42%) 7 (41%)

Lessons EBRB (in first 
2 years secondary 
school)

PA (hrs/week) (s.d.) 2.9 (0.7) 2.9 (0.8) 3.1 (0.5)

Nutrition/EBRB (hrs/year) 
median 
range

 
-

 
8.3 

3.0 - 80.0

 
-

Cooking lessons (hrs/year) 
Median 
range

 
-

 
5.5 

0.0 - 40.0

 
-

School Health Policy Available, on paper 4 (8%) 2 (6%) 2 (12%)

Available, not written 12 (24%) 9 (27%) 3 (18%)

Unknown to teacher 12 (24%) 10 (30%) 2 (17%)

Food Supply in 
school canteen

Mainly healthy 10 (20%) 6 (18%) 4 (24%)

Equal 7 (14%) 3 (9%) 4 (24%)

Mainly unhealthy 33 (66%) 24 (73%) 9 (53%)

Extracurricular physi-
cal activities

None 1 (2%) 1 (3%) 0 (0%)

Yearly 41 (82%) 26 (79%) 15 (88%)

weekly/monthly 6 (12%) 6 (18%) 0 (0%)

s.d. denotes standard deviation  

a: Minimum = 12 (low), maximum =  48 (high), Cronbachs’α = .79
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Results

Background information on the participants (table 6.1)
Of the 50 participants, 33 taught HE and 17 taught PE at 43 prevocational schools, 

located in 28 municipalities of which 17 were JOGG-municipalities. On average, teachers 

were 41 years old and had 13.3 years of teaching experience. All PE-teachers were qualified 

to teach PE, while of the HE-teachers, 41% was qualified for teaching health education, 

45% for biology and 14% was qualified for another subject or not (yet) qualified. Based on 

BMI, 31% of the HE teachers and 19% of the PE teachers were overweight and no teacher 

was obese. All teachers scored high on the health consciousness scale. 

A school health policy was in some form present in the schools of 40% of the teachers. 

On average, 2.9 (± .07) hours per week were spend on PE-lessons. The amount of HE 

lessons varied largely between schools, ranging from 3 to 80 hours per school year for 

theory lessons (median 8.3 hours) and 0 to 40 hours per year for cooking classes (median 

5.5 hours). The food assortment in the school canteen was considered mainly healthy 

by 20% of the teachers and most teachers (82%) indicated that extracurricular physical 

activities were organized on a yearly basis.  

Awareness factors 
Almost all teachers considered being more prone to have a good health later in life 

and wellbeing the most important benefits of a healthy weight and 26% of the teachers 

indicated benefits, related to school performances. Half of the teachers noticed unhealthy 

EBRB in the majority of their students and a quart observed that the majority of their 

students was overweight. Reasons for teachers to address EBRB in lessons were health 

related, besides their formal task to achieve the national key objectives. The least 

mentioned reason was that parents expected the school to educate students in healthy 

behaviour.

Motivational factors
All teachers held parents primarily responsible to stimulate healthy EBRB in their child. 

They also acknowledged that the school management was responsible for including 

PE and HE lessons in the curriculum (respectively 90% and 100%), providing a healthy 

food assortment in the canteen (98%) and organizing extracurricular activities (58%). 

Teachers themselves felt responsible for transferring knowledge, creating awareness and 

stimulating healthy EBRB among students (95%). 
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All teachers had a positive attitude with regard to teaching EBRB. According to teachers, 

teachers (100%) and students (89%) enjoyed lessons on EBRB. Teachers considered 

themselves role models for students (98%) and felt they contributed to health promotion 

in adolescents (98%). Part of the teachers indicated that they did not have sufficient time 

to teach EBRB (37%) and that it conflicted with other topics that need to be taught in order 

to achieve other national key objectives (41%).

Teachers had a positive sense of self-efficacy in teaching EBRB. On the overall Teachers’ 

Sense of Efficacy Scale, 61% of the teachers scored themselves to a reasonable to large 

extent able to teach EBRB. The lowest score was on parent involvement in students’ 

assignments (26%). Other low scores were found on the items: using a variety of assessment 

tools (54%), implementing alternative teaching strategies (54%) and motivating students 

with little interest in EBRB (61%). 

Teaching action factors 
HE-teachers predominantly used the textbook of their teaching subject (biology, 

care or a combined subject area) in combination with self-made materials. PE teachers 

predominantly used self-made materials (59%). A specific program on EBRB was adopted 

by 40% of the teachers; 11 HE-teachers used an e-learning program on healthy nutrition(30), 

and  2 HE- and 7 PE-teachers used a theoretically well-founded intervention program.(31; 32) 

Teachers were (very) satisfied with the used materials. 

Almost all HE-teachers had formulated learning goals related to knowledge about 

EBRB (97%), skills to make healthy choices (89%) and awareness about personal EBRB 

(86%). Fewer teachers had set learning goals on behavioural intention (52%) and healthy 

choices (65%). Learning goals that were assessed formally were mostly related to 

acquiring knowledge (62-89%) and skills (47-53%), while goals with regard to awareness 

and behaviour were assessed informal (68-88%) or not at all (31-35%). PE-teachers set 

learning goals on knowledge about EBRB (39-75%), awareness of personal EBRB (77-80%), 

skills to organize physical activities (100%), develop motor skills (75%), participating in 

group activities (100%), healthier choices (71%), intention to become more active (87%) 

and becoming more fit due to exercising (100%). Relatively few PE-teachers set goals 

on knowledge about the energy balance (39%). In general, PE-teachers assessed the 

achievement of learning goals informally. Knowledge about healthy physical activity and 

behavioural intention were not assessed at all by 40-42%, while awareness of personal 

physical activity behaviour and fitness were most often assessed formally by practical 

tests (39-42%).
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Teachers perceived that the lessons on EBRB had a reasonable to large influence on the 

students’ health behaviour. Teachers felt that students paid more attention to a healthy 

bodyweight (57%), chose healthier food (44%) and drinks (41%), were physically more 

active (37%), commuted actively to school more often (24%) and had less screen time 

(17%) than before.  

Barriers and enabling factors in the school environment are described in table 6.2. 

According to 65% of the teachers, EBRB was part of the school curriculum and sufficient 

teaching facilities were available. Part of the teachers indicated a lack of time (43%) and 

budget (39%). Teachers felt endorsed in teaching about EBRB by the school management 

(74%), their colleagues (74%) and to a lesser extent by parents (61%), especially with 

regard to HE (48%). In school, 39% of the teachers collaborated with colleague-teachers, 

11% with the school care team and in the community with local institutes for health care 

(22%) and retailers (7%). Half of the PE teachers collaborated with sports clubs. Many 

teachers indicated that the school environment was not enticing to be physically active 

(76%) and the food assortment in the school canteen did not contribute to healthy eating 

(71%). 

201459-bw-Ridder.indd   106 23-06-14   16:15



Teaching dietary and physical activity behaviour in Dutch prevocational schools 107

6

Table 6.2. Perceived Barriers and Enabling Factors According to Teachers in Health Edu-
cation including Biology (HE) or Physical Education (PE), dichotomized (n = 46)

All 
(n = 46)  
% agreea

HE 
(n = 29)  
% agreea

PE 
(n = 17) 
% agreea

Class-room based/teaching HE or PE

EBRB is part of the school curriculum 65 72 53

I have sufficient time to realize the learning goals on HE or PE 57 62 47

I have learning materials at my disposal that fit with the cogni-
tive level of my students

76 72 22

I have a subject-related class room at my disposal (cooking 
classroom/gym)

85 76 100

There is sufficient budget to acquire learning materials 61 62 59

In connection with encouraging healthy EBRB, I collaborate with  ...

.. colleague -teachers 39 34 47

.. the school care team 11 10 12

.. retailers in the neighbourhood 7 10 0

.. with local institutes for youth care 22 21 24

..sports clubs - - 53

Classroom-based health promotion on EBRB is endorsed by...

..the school management  74 69 82

..colleague-teachers 74 76 71

..parents 61 48 82

The school staff acts as role models in connection to EBRB 61 62 59

School environment 

The school environment entices to be physically active during 
breaks or after school

24 24 24

The food assortment  in the canteen contributes to healthy 
eating

28 28 29

*: Agree: score 3 and 4 on 4-point Likert scale
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Discussion

Teachers at prevocational schools felt motivated, competent to address EBRB in their 

lessons and supported by the school staff. Several barriers that could hamper the effect 

of classroom-based health promotion were identified. First, the learning goals were 

not established in a school health policy, but set by teachers. Especially health-related 

behavioural goals, that are informal and not qualifying to move up to the next grade, were 

assessed informally by classroom evaluations or not at all. Secondly, teachers made little 

use of available theory-based interventions. Thirdly, the unfavourable physical school 

environment could counteract the teachers’ efforts to encourage healthy behaviour in 

students. Finally, teachers rarely collaborated with stakeholders in and around the school, 

such as colleague-teachers, parents, health professionals and local retailers.

The teachers’ motivation to address EBRB in their lessons and set educational and health 

behavioural learning goals, seemed indicated by their beliefs about their professional 

responsibility and high sense of self-efficacy. These teacher qualities contribute to the 

implementation and continuation of health promoting activities.(33) Considering their 

high degree of autonomy, Dutch teachers should be competent in health promotion to 

be able to set academic and health-related behavioural learning goals and design lessons 

to achieve these goals. To clarify the teachers’ responsibility, these formal (academic) and 

informal (behavioural) learning goals and the amount of lessons spent on it, should be 

made explicit in a school health policy. In order to improve the didactical approach and 

impact of lessons, teachers need to reflect on their teaching practices systematically and 

be competent to assess the achievement of academic and behavioural learning goals 

in a reliable and valid manner.(11) Further research is needed to determine the teachers’ 

competences, understand how teachers assess academic and especially behavioural 

learning goals and use evaluations to adapt their lessons.  

Considering the self-efficacy score and appreciation of the teaching materials, teachers 

seemed content about their teaching actions to encourage healthy behaviour. This could 

explain the limited use of theory-based interventions. According to literature, intervention 

programs do not always fit in the school curriculum, require too much teaching time or 

focus too much on health behavioural goals instead of academic goals.(22; 34) Moreover, 

teachers tend to adapt interventions to their own needs and insights, which can influence 

the impact of an intervention positively or negatively.(35)  Therefore, the development 

of theory-based interventions should be more teacher-driven and better matched 

with the possibilities in the school environment and the capacity of the teachers.(36; 37)  
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For example, the availability of a cooking classroom offers promising opportunities.(9) 

In addition, teachers should be given the opportunity to adapt an intervention to their 

context, provided that they are competent in health promotion.(38) 

 The school environment should be in accordance with the health message given in 

lessons, allowing students to practice what they have learned. Several studies have shown 

that the availability of healthy food in the school canteen favours healthy food choices 

of students (39).  Therefore, a healthy school canteen should have priority in school-based 

health promotion. By collaboration with local sports organizations, schools can broaden 

their opportunities for students to be physically active.

Teachers were satisfied with their teaching actions, which could indicate they felt no 

reason to change their lessons, for example by adopting an evidence-based intervention 

program. However, the perceived impact of their lessons on students leaves room for 

improvement. Moreover, in focus group interviews, Dutch teachers expressed that their 

teaching efforts were counteracted by the obesogenic environment.(23) However, teachers 

tend to be predominantly engaged in classroom education and not so much in school-

wide health promotion, which is needed to influence the environment.(40) The positive and 

promising results of the EPODE approach, named JOGG in the Netherlands, justifies the 

appeal to teachers and school management, to broaden their perspective and be more 

open to collaborate with stakeholders such as the local public health services, sports 

clubs, retailers, local authorities and in particular with parents.(19) Parents of adolescents 

question their influence on adolescents’ health behaviour.(23) However, recent studies 

have shown that parents can influence adolescents’ health behaviour when supported in 

their efforts for example by the school.(41) This should encourage teachers to find ways to 

involve parents in student assignments.

Limitations
This study has some limitations. The number of participants is low, possibly due to 

the indirect recruitment, which also made it impossible to list reasons for non-response. 

As a result, we were not able to test differences between subgroups of teachers defined 

by qualification, teaching subject or being part of a JOGG municipality. Moreover, our 

participants may be more motivated to encourage healthy EBRB in their lessons than non-

participating teachers. This may have led to selection bias, which needs to be considered 

when interpreting our findings and relate them to teachers in general. However, even in 

this motivated group, some important barriers requiring action were identified. 

A self-reported questionnaire was used and therefore, we have measured the beliefs 
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and perceptions of teachers and not the actual course of events in the classroom. 

Observational studies are recommended to learn more about how EBRB and bodyweight 

are addressed and discussed in classroom and how the achievement of learning goals is 

assessed. The self-efficacy scale seemed not to fit with PE-teachers as the reliability of the 

two of the three subscales was insufficient. Therefore, questionnaires should be specified 

to the characteristics of the teaching subject.  

Despite these limitations, our study shows the importance of the personal and 

professional motives of teachers for teaching EBRB to adolescents. These are hardly 

explored elsewhere, which is an omission in the research on school-based health 

promotion, considering the key role of teachers.  

Implications for school health 
To improve the impact of classroom-based health promotion, teachers need a 

supportive school environment in which health-related behavioural learning goals are 

explicated in a school health policy and the physical school environment entices healthy 

behaviour. Teachers should monitor the achievement of learning goals and evaluate 

their teaching practices systematically in order to adapt their lessons to attain both 

health-related academic and behavioural goals. Therefore, teachers should not only be 

competent in teaching but also in health promotion, which could also contribute to more 

collaboration with colleague-teachers, parents, sports organizations, health institutes and 

retailers in a wider community approach. 
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