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Abstract  

Health education is an essential aspect of health promotion. As such, health related skills have 

become crucial factors of individual’s and community’s efficiency in the 21st century. Health 

education involves learning of knowledge, beliefs, attitudes, values, skills and competencies. Also, 

it is a vital measure for students to identify risk behaviors and conditions which influence them. 

Thus, the main components of health education are disease prevention and early detection and 

health information and practice. Therefore, it is encouraging students to lead a healthy lifestyle.  

The main purpose of the study was to investigate students’ perceptions of the newly implemented 

health education program in the public secondary schools in Al Ain City. A concurrent mixed 

method design has been used in this study. A students’ questionnaire and in-depth semi-structured 

interviews were implemented. The participants of the study were female students from secondary 

public schools within the city of Al Ain, Emirate of Abu Dhabi, in the United Arab Emirates. A students’ 

questionnaire was administered to the students of health education. The participants were four groups of 

258 students. In-depth semi-structured interviews were conducted to five groups of 32 students’ participants.  

The results revealed that school health education program had a positive impact on students’ health 

related knowledge, skills and dispositions. There was a significant statistical difference in means 

of participants’ responses to the inquiry statements. Furthermore, the results showed strong 

correlation between the students’ perceptions of health education and the teachers’ knowledge and 

skills. It can be concluded that the results of the study emphasized the importance that health 

education is crucial to equip students with related knowledge, skills and dispositions.  Moreover, 

students’ learning in the health education program is critical to develop healthful bodies and minds 

to grow into healthy adults; that is an absolute need to face this dynamic and rapid changing world. 

 

Keywords: health education, health promotion, learning of health education, school health 

education, healthy lifestyle. 

 

 



 
 

 نبذة مختصرة

الصححححان  أسا ي ححححأ ححححن يز  لاسا  علىل الصححححا ، أصب ت ا الاال   يمححححةا  ال  أ ا  ال تعصق  التثقيف 

بألصحححا  ألايا مأ ححح   لالأرد اللمج مال يت ل رن القمر العيحححمىز، ىتيححح ز التثقيف الصحححان  عص  ال عمر  

ؤثم أصي  ، مال  أ ا  مالالأرا ، ك أ يسه يقيأس ميلي لصطلاب لتادىد السححححححصلكيأ  ماللممر اللطمد التن  

مبألتألن   رإر ال السأ  المئيسححححححي  لصتثقيف الصححححححان تن اللضأى  يز ال مب مالايححححححف ال ةام مال عصليأ  

 مال  أ  أ  الصاي ، ل لك   ىييل الطلاب أصب ضيأجد س ط ميأد مان،

أ رن الغمب المئيسن يز الد ا   تل ا تايأر  صل ا  الطلاب لةمسأيج التعصي  الصان ال ي     الي ه مدىث  

،    ا ححتلدات  صحح ي  ةمىق  يلتصط  يتلايا  رن ت ه الد ا حح ،     الي  يدىا  العيز ال دا س الثأسلى  العأي  رن

ا حححتةيأر الطلاب مال قأبلا   حححةه ال ال   ال تع ق ،  حححأ ا رن الد ا ححح  ةألةأ  يز يدا س ثأسلى  أأي  رن 

   إ مار ا تةيأر الطلاب لطلاب التمبي  الصاي ، كأر  يدىا  العيز بإيأ د يبلظةن بألإيأ ا  العمبي  ال تادد،

ةألة ،    إ مار يقأبلا   حححةه يال   يتع ق  يل   ج يي لأأ  يز  258ال يحححأ كلر ي بل يي لأأ  يز 

 ةألة ، 32

يظ م  الاتأئج ير بمسأيج التثقيف الصحححححان ال د  حححححن كأر له  يثيم إىيأبن أصب ال عمر  مال  أ ا  ال تعصق  

ى الطألةأ ، كأر تاأا ا تلار إمصأئن كةيم رن م أئا  جمج ال يأ كيز أصب بيأسأ  الا تلسأ ، بألصا  لد

ي  الصححححححاي  ميعمر  ال عص يز  أ بيز  صححححححل ا  الطلاب لصتمب أ ضلى  ةأة  تأئج ا   ألامد أصب ذلك  يظ م  الا

د الطلاب بأل عأ ر مي أ ا   ، ى از الا ححححححتاتأت ير ستأئج الد ا حححححح   ؤكد أصب يت ي  التعصي  الصححححححان لتلمى

ا بألغ الأت ي  لتطلىم الأ سأت  مال  أ ا  ذا  الصص ، ك لك  ىعد  عص  الطلاب رن بمسأيج التثقيف الصان ييم 

مالعقلل الصحححاي  لصا ل ليصحححةالا بألغيز يمحححاأر ة ت ه مأ   يطصق  ل لا    ت ا العأل  الدىاأييان مالسحححمىل 

 التغيم،

صحححان ال د  حححن      علىل الصحححا     عص  التثقيف الصحححان   التثقيف ال : التثقيف الصحححانالكلمات المفتاحية

 ي صلب الايأد الصح
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Chapter One: Introduction 

1.1. Introduction 

Schools play a critical role in their students’ health and wellbeing. This is because of the 

mutual relationship between health and education. The World Health Organization (WHO) 

(2020) stated that supporting students’ health will promote their education and education will 

promote their health. Worldwide, young people who are attending schools are spending a 

minimum of six hours a day at their premises (CDC 2015). Therefore, schools are an ideal 

place for the promotion of health and safety with close cooperation and through working in 

tandem of the public health and education sectors through which students can be supported 

to maintain a healthy behaviour (CDC 2015). Promoting healthy behaviour involves the 

learning of knowledge, beliefs, attitudes, values, skills and competencies that are related to 

health (SHE 2013). Schools that follow this health promoting approach in their education not 

only perform towards physical health of their students and staff but also consider their mental, 

social and emotional aspects (CDC 2014). Consequently, schools are having higher student 

achievement records (CDC 2014) reduced absenteeism rate (BSAC 2012), and are able to 

prevent diseases and injuries among their students (CDC 2019).  

Health related skills have become crucial factors of an individual’s and a community’s 

efficiency in the 21st century. Developing and implementing healthy skills/habits of a 

population, are fundamental factors of a country’s standard of living (Pavlik 2014). Health 

education is an essential measure to identify risky behaviour and conditions which influence 

them. It, also, facilitates voluntary activities for health advocacy among community members 

(Birch, Priest & Mitchell 2015). So, health education programs must be tailored to meet the 
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needs of the population; and schools can provide the setting to recognize health related 

problems of students, their families, and communities and tackle them (White 2013). 

At an academic level, as the curriculum integrates a whole range of skills and development 

areas, healthy students learn better. Students who receive health education in their school 

score in reading and math higher than those who did not (CDC 2014). It can be concluded 

that health education is a critical element of a school’s approach to improving students’ health 

(WHO 2020). 

1.2. Background  

In 2013, the United International Children's Emergency Fund (UNICEF) proclaimed its 

forthcoming School Health Education project (Emirates24/7 2013). The partners were the 

United Arab Emirates (UAE) Ministry of Health (MoH), UAE Ministry of Education (MoE) 

and SEHA Ambulatory Health Services (Emirates24/7 2013). This UAE proposed project 

was intended to enhance awareness of UAE school students on leading a healthy lifestyle. 

The control of obesity and Type 2 diabetes among children were the main reasons behind the 

UNICEF initiative (The National 2013). As the 2010 report of the World Health Organization 

(WHO) revealed that overweight and obesity among children aged 13 to 15 was higher than 

other age groups in the UAE. Thus, the focus of the project was divided into two main 

directions. One was to target the mentioned age group and, two, was to equip the school 

nurses to teach and encourage students to lead a healthy and active lifestyle (The National 

2013). To apply the mentioned project, a pilot study began in December 2013 in eight 

government schools – for females only – in the Emirate of Abu Dhabi, four in Abu Dhabi 

city and four in Al Ain City. The program was delivered to 10, 11, and 12 grades. The focus 
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of grade 10 was on health and wellbeing to include healthy eating, physical activity and 

diseases prevention. The Grade 11 contents emphasized the social and mental health to target 

bullying, stress management, and family relationships. The Grade 12 content covered the 

health of young women including first aid skills. 

To face the challenges of delivering active and participatory sessions of health education, the 

Ministry of Health and SEHA Ambulatory Health Services put strategies to train school 

nurses. Training workshops were focused on the teaching methods using skill-based 

approach to conduct health education topics effectively, and to encourage students to develop 

healthy choices based on a strong foundation of knowledge, attitudes and skills (Emirates247 

2013).  

1.2.1. School Health Education Program in the UAE 

In 2015, the United Arab Emirates’ Ministry of Education (MoE) and Abu Dhabi Education 

and Knowledge Department (ADEK) launched the physical and health education curriculum 

in government schools (MoE 2019). The main mission of this initiative was to reduce 

diseases and absenteeism through increase awareness of a healthy life style with all its aspects 

and to introduce long life positive health habits among students (Chaudhary 2016). The MoE 

and ADEK’s plan for the health education was the introduction of a separate curriculum in 

schools that will be integrated into the system for all grade levels from kindergarten to Grade 

12 and will be implemented in all government schools from January 2017 (MoE 2019). 

Currently, the education systems of the MoE and ADEK are under one entity all over the 

Emirates, and united under the Ministry of Education (MoE 2017). Also, the health education 

program is implemented only to grades 10, 11 and 12 in all female public schools in the UAE. 
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The focus of Grade 10 was on health and wellbeing to include healthy eating, physical 

activity and diseases prevention. The Grade 11 contents emphasized the social and mental 

health to target bullying, stress management, and family relationships. The Grade 12 content 

covered the health of young women including first aid skills. 

The health education curriculum is planned to be age related to cover oral hygiene, nutrition, 

obesity, diabetes, and tobacco. So students, during their developmental stages, will recognize 

the positive effects of being healthy individuals, as well as the negative effects of being 

unhealthy and inactive. In line with UAE Vision 2021, His Excellency Hussain Ibrahim Al 

Hammadi, the UAE Minister of Education, ensures that the health education initiative was 

originated from the need to implement a modern curriculum which embraces the students’ 

personalities and abilities in various aspects through the implementation of a high standard 

of educational practices. Also, H.E. reveals that the main objective of the new comprehensive 

curriculum is to allow young students to take ownership of their health and wellbeing to 

ensure a future generation of healthy, motivated, highly educated Emiratis (MoE 2019).  

In order to develop the UAE educational system, to promote it to international standards, and 

to enhance capacity building in academia, the UAE MoE gave its teachers special attention. 

The MoE launched the teachers’ training program in 2017 (MCAF 2019). The program 

aimed to train teachers to ensure better teaching practices and skills through the use of up to 

date teaching methods and advanced technologies (MCAF 2019). This was done in an 

attempt to raise the teachers’ competencies and to create an advanced UAE educational 

system that competes with international models. To achieve this goal, the training program 

worked on strategies the teachers can use to implement the new curriculum. Training courses 

and material were customized as per teachers’ needs.  Courses, conferences, forum and field 
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trips were the training methods, so teachers will be provided with updates on the best 

international educational practices, innovative methods in teaching, applied scientific 

knowledge, and teachers’ problem solving skills development. Also, training materials were 

intended to include the implementation of technology in classrooms and application of 

learning-oriented assessment strategies (MoE 2019). Similarly, the supporting bodies have 

great concerns about the impact of teachers on their students regarding their health behaviour 

as they recommended that teachers have to be role models for their students to promote a 

healthy school environment (Rizvi 2015), and to inspire them by using a variety of teaching 

methods and skills (MCAF 2019).  

On the other hand, and as this reform needs to be supported not only from the school, the 

UAE Ministry of Education has highlighted the key element to its success, the parental 

engagement. The curriculum aims to raise awareness of the various health indicators such as 

obesity and related health skills that include positive life style choices. Parents need to be 

aware about this too, as they impact the development of healthy habits to their children. The 

curriculum is designed to encompass student-centered approach with practical and interactive 

activities and real world scenarios for the students to implement in their every day practices 

(MoE 2019). This will positively impact not only the students but also the close family 

members and consequently the whole society. Accordingly, a well-structured health 

education curriculum is the crucial resource through which schools deliver an effective health 

education program (CDC 2012).  

1.2.2. Indicators of Health Education 

Health status of human beings is significantly influenced by lifestyle (Farhud 2015). Lack of 

physical activity, the intake of poor diet and smoking are health indicators that may 
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considerably affect the individual’s health status as they are lifestyle factors (Cawley & 

Ruhm 2011). For example, the habit of intake of fast food will lead to common health 

problems like obesity and cardiovascular diseases (CVD) (Mozaffarian et al. 2011). Wild et 

al. (2004) in their “Global prevalence of diabetes” have estimated that diabetes is a major 

cause of mortality globally, and by 2030, 400 million people worldwide will suffer from it. 

Another example, according to the WHO, the prevalence of smoking is constantly rising, as 

more than 1 billion people smoke (WHO 2020). Smoking is considered as a major cause of 

cardiovascular disease (CVD), it causes nearly one of every four deaths from CVD (CDC 

2014), more than 10% of 17 million deaths (Wong 2014) and 8 million premature deaths 

globally every year (WHO 2020), and the second leading cause for CVD mortality after high 

blood pressure (Wong 2014).  Furthermore, the effect of advanced technology on human life 

will result in unpleasant consequences. If it is misused, it influences individual’s patterns of 

sleep, school academic performance and on the level of physical activity (Thomee, 

Harenstam & Hagberg 2011; Lapousis & Petsiou 2017).  

Although genetics play important role in diabetes development, studies showed that dietary 

choices are of crucial importance (WHO 2015). Additionally, the Centers for Disease Control 

and Prevention (CDC) reported that the majority of chronic diseases can be prevented or 

managed by the adoption of healthy living practices (CDC 2008).  To be specific, physical 

activities with healthy diet maintain the health status of the individual (Farhud 2015).   

1.2.3. Whole School Approach  

Decades ago, it was considered that the school setting and social conditions are vital for 

health education (Hagquist & Starrin 1997). A whole school approach to health education 

promotes a cordial staff-student relationship, enhances staff development and team work, and 
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improves parental involvement and the community (Weare & Nind 2011). Schools that are 

actively engaging students, staff, and parents in their health education programs, are the most 

effective (WHO 2000). It improves learning and emotional health and decreases health risk 

behaviours (St Leger & Young 2009). A school health education program not only needs to 

establish a practical and all-inclusive health education curriculum but also to adopt a health 

promoting environment (IUHPE 2010) to have a health conscious school. A school that 

promotes health is a school that “constantly strengthening its capacity as a health-focused 

setting for living, learning and working” (WHO 2019).  

A whole-school approach is more than doing school activities that include health promotion. 

However, it includes an integrated health promotion plan in its written policy. The plan 

encompasses the whole school community to play an active role in activities and decision 

making. The promotion of health and well-being is the responsibility of all school community 

members through the development of related knowledge, skills and commitment (SHE 2013). 

On the other hand, if the school has a whole school approach to health it will be able to 

address the needs of students, parents and teachers, and the community’s health related 

issues, and incorporates these needs and issues in the health education curriculum (Gulzar et 

al. 2017). For example, counseling and parenting skills support provided by the school has 

been found to have effective interventions in dealing with real life situations. This enhances 

social health and well-being of family life and their children’s learning from the curriculum 

(NICE 2013). A supportive option is that the school may refer parents to local public health 

authorities to support them in dealing with specific conditions (PHE 2015). Also, the whole 

school approach to health promotes the children’s mental and emotional heath that directly 

impacts their cognitive development and learning (Durlak et al. 2014; PHE 2014) in their 
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current life stage and in adulthood (ARCMO 2013; NICE 2008; NICE 2009). Such an 

approach encompasses all features of learning and teaching in school life, and it is effective 

in supporting optimal health and well-being (Department for Education 2014).  

Schools are also work places, so it is essential to foster the school employees’ physical and 

mental health that will reflect on the students’ success and academic achievements. A healthy 

school staff is more productive, they act as role models for students, pay more attention to 

students’ health, and they are less likely to be absent. They will help to create a healthy school 

environment that is free of smoking, will be able to apply safety measures, know how to 

manage stress, encourage healthy eating and adopt an active life style. An Employee wellness 

program is more efficient when incorporated in the school’s plans and policies (Lewallen et 

al. 2015). 

In a whole school approach, the school’s physical environment cannot be ignored. The 

school’s physical environment includes buildings, the area surrounding the buildings and the 

furniture and stationery in every classroom. The school structure and daily operations should 

be conducive to learning and ensuring the health and safety of students and staff. Safety 

measures include hazard free playgrounds, a suitable classroom temperature, good 

ventilation and lighting, the safe transfer of students to buses, and free from any physical 

threats (Lewallen et al. 2015). 

1.3. Statement of the Problem 

Obermeyer (2015) has conducted a study to highlight the main health risks among 

adolescents in Arab countries including the UAE. Her study addressed malnutrition, 

overweight and obesity, transport injuries and violence, tobacco, alcohol and other risk 
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behaviours, and mental health issues as the main health risks. Also, statistics collected and 

analysed by the Health Authority in Abu Dhabi, informed that cardiovascular diseases 

accounted for 34.9 per cent of all death cases in 2015. A report published by the Khaleej 

Times (2017) stated that the high incidents of unhealthy diet, obesity, diabetes and 

hypertension are the direct cause of heart diseases. Figures from the International Diabetes 

Federation showed that in 2015, 19.3 per cent, almost one in five people of the UAE 

population between the ages of 20 and 79 had Type-II diabetes (Kumar 2017). Regarding 

mental health, a study done by Dubai Health Authority (DHA) has revealed that about one 

in five teenage students in Dubai showed symptoms of depression. Out of 1,289 students 

between the ages of 14 and 18 surveyed, in 16 private and four public schools, nearly 17.5 

percent were diagnosed with advanced symptoms (The National 2013). 

The UAE government employed strategies to tackle these findings. One of these strategies 

was the implementation of the school health education program. The program main objective 

was to motivate students to hold a healthy life (MoE 2019), thus, there is an ultimate need to 

investigate its impact on students. In order to have a deep understanding, wide and selective 

research has been done to identify and locate related literature in the field of school health 

education. Between the years 2012 and 2019, studies on health education were conducted in 

other countries such as the United States, India, Malaysia, Thailand, Iran, United Kingdom 

and Canada. These studies addressed several aspects of health education in primary and 

secondary schools; including personal hygiene, nutrition, overweight and obesity, dental and 

oral hygiene, physical activity and mental health. It is noteworthy to highlight that most of 

these studies are of individual initiative type, either by school nurses or by other health care 

professionals, and not as a governmental initiative that is implemented all over the country. 
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One of these studies was done by Shrestha and Angolkar (2014) in India to assess the change 

in personal hygienic practices in primary school children. The data was collected after 

educational interventions have been applied. There was a positive change of knowledge and 

practices, what initiated the researchers’ recommendation of further and wider involvement 

of schools at national levels.  Another study was carried out by Ishak et al. (2016) in a 

Malaysian secondary school to promote healthy lifestyle and to prevent overweight and 

disordered eating through health education school-based interventions. The study resulted in 

better progress in healthy lifestyle practices of students. It also contributed to the country’s 

ministry of health professionals, educational interventions and schools’ health.  

What is noticed is that there are no studies carried out to date in the UAE related to health 

education in schools. Also, there is no specific study yet to be carried out to investigate 

students’ perceptions of the newly implemented health education (HE) program or to 

highlight the direct influence of the program, in secondary schools, on students’ knowledge, 

practices and dispositions. Also, it is commendable to consider culture diversity, health 

related habits, practices and the way of living that may differ from other countries where 

health education research was carried out (Huff & Kline 2008). Nevertheless, the available 

literature is of great value to endorse and compare the findings of the current study. In 

addition to that, a plethora of recommendations for the need of further studies to highlight 

this impact was published.  These recommendations came from both; the earlier mentioned 

studies and from the supporting bodies such as the Centers of Diseases Control (CDC 2017), 

and the World Health organization (WHO 2012). 

 

https://www.researchgate.net/profile/Ashutosh_Shrestha?_sg=evMVomqr289wDZ6zvkDAzubX-K0WG2oWNI_3oRJ5zFIwWIlYO16D9dvwipL8WYAoY4NLlug.KdonI2yDMt4Ki3H5ZMuE249JH-5WZx8bxlE2S5AqFQeHe98GLYKU6dBqt9R3ZW_XRL9D6yEa_aRb3RYHPJCacA
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1.4. Research Aim, Objectives and Questions 

The main objective of the UAE health education program is to modify and encourage the 

healthy behaviour among school students. Its main purpose is to promote health and prevent 

diseases by the implementation of health education approaches to change the students’ 

behaviour to healthier ones.  

1.4.1. Main Aim 

The main aim of this research study is to investigate students’ perceptions of the newly 

implemented health education (HE) program in the public secondary schools in Al Ain City.  

1.4.2. Objectives 

To develop an insight into students’ perceptions, the following objectives must be attained: 

1. To identify the influence of demographic variables on students’ perceptions of 

health education 

2. To understand the responses/views public secondary students have regarding the 

HE program in Al Ain City 

3. To provide recommendations on how to help facilitate a positive student perception 

of the Health Education Programme. 

1.4.3. Research Questions 

For the researcher to be able to attain the research objectives, the following questions must 

be addressed: 

1. To what extent do demographic variables affect students’ perceptions of health 

education?  

2. What responses do public secondary students have regarding HE program in Al Ain 

City? 

3. What perceptions do public secondary students have regarding HE program in Al 

Ain City?  
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As previously mentioned, the UAE’s HE program is relatively a new governmental 

educational initiative, thus, it is worthy to study its impact on students. This is to identify if 

the reasons / problems behind starting it are solved and outcomes are attained. In addition to 

that and as a member of the HE program developers and involved in its implementation 

process, the researcher has personal curiosity to identify the effect of its application on 

students’ knowledge, practices and dispositions. 

1.5. Significance of the study 

The UAE and the 2030 Agenda for Sustainable Development identified that to have happier 

individuals, an improvement in the quality of education and health is required. Also, it 

considered “happiness and positivity as a lifestyle” and “measuring happiness and wellbeing” 

are two of the National Program for Happiness and Positivity (NPHP) three main pillars 

(FCSA 2018). The Health statistics of the UAE revealed that many people are having chronic 

diseases like heart diseases, high blood pressure and diabetes. However, these diseases are 

preventable if physical activities and a healthy balanced diet are followed, specifically, in 

childhood and adolescence stages. The Health Authority in Abu Dhabi (HAAD) is supporting 

the health promotion and education of its students in schools. The department of health has 

launched the “schools for health” initiative. One of its projects is to introduce awareness of 

healthy eating patterns in childhood and adolescence as the main health related problems are: 

overweight and obesity, eating disorders and iron deficiency anemia (HAAD 2019). 

Furthermore, Dubai Health Authority (DHA) launched the school health policy. The DHA 

has defined its strategy to confirm healthy status for all students. The comprehensive strategy 

focuses on the creation of safe and healthy school environments. The three main components 
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are (1) disease prevention and early detection; (2) health information and research systems; 

and (3) encouraging students to lead a healthy lifestyle (DHA 2018).  

In their study “An analysis of the health status of the United Arab Emirates: the ‘Big 4’ public 

health issues”, Loney et al. (2013), examined the major health problems that lead to chronic 

diseases. They cited personal, environmental and lifestyle factors that have direct impact on 

the development of chronic diseases in a population. They recommended future research to 

focus on population health interventions to avoid various chronic diseases. On an 

international wide scale, many studies have shown that school health education program yield 

with very positive outcomes. For example, Gulzar et al. (2017) have developed school health 

education curriculum using the perspective of comprehensive school health model. The 

curriculum aims to promote health in schools in Pakistan. A sample taken from their project 

was the initiative to provide a cafeteria to provide healthy food for school children. After the 

implementation of the curriculum, their initiative was successful and they recommended 

other schools in the developing countries to share the same concept to promote their students’ 

health. Another school-based interventional study conducted by Haghani, 

Shahnazi,  and  Hassanzadeh (2017) on the “Effects of Tailored Health Education Program 

on Overweight Elementary School Students’ Obesity-Related Lifestyle” concluded that 

providing students who are overweight with healthy lifestyle education will improve their 

health and reduce their weight.  

Lastly, the significance of this study lies in the findings that will support future scholars, 

health professionals, school health curriculum developers, and policy makers in the UAE 

Health and Educational Departments with tools to identify national and international 

practices in health education interventions. As well as, providing recommendations on how 
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to help facilitate a positive student perception of the Health Education Programme to serve 

the common interest of promoting the health of the UAE school students, and equip them 

with healthy bodies and minds to become healthy adults to face this dynamic and rapidly 

changing world. 

 

1.6. Overview of Chapters  

The contents of this chapter introduced the background of initiation of the school health 

education program in the UAE, indicators of HE, the whole school approach to HE, statement 

of the problem, purpose and questions and, then, significance of the study. Chapter 2 displays 

the theoretical framework and literature review.  It presents the theoretical framework that 

guides this study and a comprehensive review of literature on related empirical studies on the 

subject. Chapter 3 comprises the research methodology. The methodology contains research 

philosophy, research approach, site selection, population of the study, sample selection, 

research instruments, data analysis and procedures and ethical considerations. Chapter 4 

includes data analysis and results. Chapter 5 presents discussion of the findings, conclusion, 

implications, research recommendations and limitations. 
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Chapter Two: Theoretical Framework and Literature Review 

The aim of this research study is to investigate students’ perception of the newly implemented 

HE program in the public secondary schools in Al Ain City. This chapter presents the 

theoretical framework that guides the study and provides a road map to develop an 

understanding of the impacts and outcomes of the implemented HE program. Also, the 

chapter offers the findings of an extensive literature review that was carried out on school 

health education programs and their curriculum and strategies that were implemented in the 

field of health education. Finally, the situated studies in related literature are presented. 

2.1. Theoretical Framework  

The core contribution of theories and models in any health education program is to provide 

guidance to understand health behaviour and to identify, develop, and implement 

interventions that are essential stages in program planning. These stages are crucial to 

produce long-term changes in health behaviour (WHO 2012). Theories and models also guide 

educators to clarify the process of health behaviour change (WHO 2012). Additionally, 

understanding of why individuals are engaged in specific behaviour is important to design 

and evaluate health education interventions (WHO 2012). The following sections attempt to 

highlight theories/models that discuss the human behaviour in a health related context and 

their connection to the present study. These include: Health Locus of control (HLC), Social 

Learning Theory (SLT), Health Belief Model (HBM), and Trans-theoretical Model of 

Change (TTM).  
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2.1.1. Health Locus of Control  

The concept of Health Locus of Control was basically established by Rotter in 1966, it was 

mainly derived from the Social Learning Theory. Rotter labeled that locus of control as “one 

of the most studied variables in psychology and the other social sciences” (Rotter 1990, p. 

489). Rotter (1990) described that Locus of Control (LOC) concept is to identify to which 

extent the individual believes that his/her behaviour is controlled by internal or external 

factors. It is about one’s belief on what causes his/ her life’s good or bad results, including 

health and academic status (Campis, Lyman & Prentice-Dunn 1986). Frazier et al. (2011) 

clarified that the locus of control is about a set of beliefs and views rather than an inherited 

or a biological personality trait. Asgari and Vakilli (2012) explained that LOC is a diagnostic 

tool displaying one’s perception of the “environment and position, and the role, rate, and 

influence of a person in successful events and failures in life”. Thakral et al. (2014) pointed 

that LOC has been recognized as “attribution” of people’s explanation of events that 

happened to them. Wang and Meizhen (2017, p. 1) reiterated that the LOC scale “presents a 

forced-choice pair of statements with one internally oriented and another externally 

oriented”. Previous studies highlighted the impact of one’s experiences on one’s perception 

of LOC including family members’ characteristics and life events (Wang & Meizhen 2017). 

Additionally, LOC has been linked with leadership potentials (Howell and Avolio 1993), 

commitment to change (Chen and Wang 2007), coping practices (Parkes 1984), and acquired 

feeling of helplessness (Hiroto 1974).  
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The individual’s “locus” may be internal, where he/she believes that they can control their 

lives, or external, where their lives and decisions are controlled by surrounding people and/or 

environment (Rotter 1990). Persons with internal locus of control are performing better in 

schools (Schultz & Schultz 2011).They receive higher test scores, and relate their 

achievements to their own efforts, hard work, problem solving and decision making abilities 

(Hill 2016). Also, their parents are supportive, apt and show a sense of pride in their 

achievements (Schultz & Schultz 2011). Furthermore, students with internal LOC are more 

responsible for their accomplishments or disappointments, so they are more self-dependent 

in attaining their goals (Hill 2016). On the contrary, students with external locus of control 

tend to have lower grades in academic achievement (Wood, Saylor & Cohen 2009). Kutanis 

and Mesci (2011, p. 113) added that they are “more passive and reactive” during the learning 

process. Marks (1998), in his study, confirmed that group relationships enhance one’s 

dependency leading them towards the external locus of control. Lynch, Hurford and Cole 

(2002) found that higher levels of the external locus of control have been associated with 

overprotective and unsociable parents (Schneewind 1995).  

In order to provide an applicable resource to measure whether the person is having internal 

or external locus of control, Rotter (1966) developed the locus of control scale (Figure 2.1). 

The scale is composed of 11 items. Internal and external LOC are the two dimensions. The 

reason behind the application of the LOC scale is to find the relationship to specific 

behaviours. As the LOC scale score decreases, it measures a stronger internal dimension, 

however, a higher LOC score reflects a stronger external dimension (Ross et al. 2015).  
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Figure 2.1: Locus of Control scale 

(Adapted from Sinicki 2017) 

 

When relating the concept to an individual’s health status, the health locus of control (HLC) 

is applicable as it refers to how people recognize the sources regulating their health status. It 

plays a vital role in health behaviours (Khazaei, Khazaee & Sharifzadeh 2006), as it mediates 

among an individual’s position, social status and health practices (Gelsema et al. 2009). 

Pourhoseinzadeh et al. (2017, p. 398) stated that “in order to change behaviour, health locus 

of control has been the hypothesis that the model is based on the close relationship between 

health locus of control and health behaviours sense of control and self-care are in the process 

of accepting responsibilities”. Moreover, the HLC notion was considered as one of the most 

widely used instruments in health psychology research (Wallston 2005).  

The internal HLC (IHLC) determines the impact of health conditions on one’s apparent 

behaviour (Wallston 2013). This has caught the attention of scholars and researchers in the 

field of health education and promotion (He 2014; Reitzel et al. 2013). Bergvik, Sørlie and 

Wynn (2012) and Burker et al. (2005) have argued that people with higher IHLC are more 
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likely to adhere to health-promoting lifestyle and illness-preventing behaviours and have 

higher survival rates. As these individuals believe that their own actions and abilities will 

lead them to their present status. They also believe that they have impact on their 

surroundings and the environment (Maruta, Colligan, Malinchoc, & Offord, 2000) as they 

use coping tactics to solve problems (Kretchy, Owusu-Daaku & Danquah 2014). Schultz and 

Schultz (2011) assured that people with IHLC tend to be healthier in terms of physical and 

mental aspects. In general, they are capable to cope with stressful conditions, so they have 

less hypertension, anxiety and depression (Schultz & Schultz 2011). Therefore, individuals 

who have strong IHLC are more aware of their surroundings, more responsible for them 

(Macsinga & Nemeti 2012), and more adaptable to them. They are keen to step forward to 

improve the environment around them as they believe that they have control over their lives 

and act accordingly (Schultz & Schultz 2011). Malhotra and Suri (2016, p. 1) pointed that 

“Self-control and self-regulation abilities are critical components of health, happiness and 

competence of an individual. High sense of self-control leads to positive outcomes whereas 

lack of this leads to negativity”. Their belief of special control has positive impact on their 

psychological and social health (Stenström & Andersson 2000).  

On the other hand, the external health locus of control (EHLC), a person trusts that their life 

happenings are subject to external factors and the power of others (Macsinga & Nemeti 2012) 

and that supernatural powers influence their own health (Wallston, Wallston, & Devellis, 

1978) like fate and luck (Schultz & Schultz 2011). They exert minimal efforts in an attempt 

to change their condition or to improve themselves, as they believe that their actions make 

little differences (Schultz & Schultz 2011). This situation leads them to feelings of loneliness, 

helplessness and failure to prevent diseases (Stenström & Andersson 2000). In the same vein, 
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a study that has been done by Ghasemzadeh et al. (2012) concluded that negative self-esteem 

is also associated with external locus of control. França et al. (2012) assumed that these 

individuals have more depression and other mental disorders compared to internal ones.  

It can be concluded that, HLC is not only associated with depression, anxiety and 

hopelessness, but also linked with achievements, development and coping with stressful 

conditions (Janowski et al. 2013). Recently, HLC has caught the researchers’ attention and 

interest to investigate on the role of HLC in the treatment of diseases (Janowski et al. 2013).  

Wallston et al. (1978 ) recommended that individuals with an internal health locus of control 

are more likely to be responsible for their own health behaviour and seek out health 

information to improve their health status more than those who score high on the scale, the 

external HLC (Ross et al. 2015). 

Wallston and Wallston (1981) constructed the multi-dimensional Health Locus of Control 

(MHLC) Scale (Figure 2.2), after the recognition that locus of control is not a uni-

dimensional concept. The MHLC scale is composed of 18 items and provides a self-rating 

continuum to identify whether internal or external factors have the control of one’s health 

behaviour, life style and sense of control (Zhang & Jang 2017; Ross et al. 2015; Naude & 

Rothmann 2004). MHLC involves three dimensions assumed to control health: Internal, 

Chance and Powerful Others (Wallston, Wallston & DeVellis, 1978). Individuals who are 

likely to have control on their health promoting behaviours are considered within the internal 

dimension of the HLC. Those who view that their health behaviour is independent of their 

health status are within the chance and powerful others dimensions, and consequently are 

more prone to engage in health risky behaviours (Adekeye et al. 2017). Thus, the HLC scale 
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is not only reflecting self-evaluation including behaviours, feelings and abilities (Judge and 

Bono 2001), but also environmental evaluation (Johnson et al. 2015).  

 

 

 

 

 

 

Figure 2.2: Multi Health of Locus of Control scale 

(Adapted from Naviaux 2020, p. 2) 

 

Many studies have applied and evaluated the MHLC scale to reveal its ability to foresee 

numerous health behaviours like healthy eating habits, adequate physical activities, personal 

hygienic practices, and abstinence from risky behaviours like smoking and drinking (Norman 

et al. 1998; Steptoe & Wardle 2001; Armitage 2003). However, fewer investigations were 

done to study the applicability of the MHLC to healthy behaviours in terms of safety practices 

(Ross et al. 2015). However, the health locus of control has been criticized in some aspects. 

Pudrovska (2015) argued that the theory lacks the link between the internal HLC and the 

individual’s perception of health. However, a study done by Sargent-Cox and Anstey (2015) 

reported a positive link. Wallston (2005) added that the impact of locus of control on health 

behaviours are inconsistent, this mainly reflects methodological weaknesses which include 

problems with measuring the HLC (Steptoe & Wardle 2001). Angelova (2016, p. 249) 

discussed that Rotter (1975, 1982) in his behavioural studies “pointed out that locus of control 

had a close relation to the theory of social learning and he didn`t investigate the interrelation 
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with the individual differences, personal characteristics, neither gender, age, and religious 

affiliation”.  

To correlate with the present research study and its core assumption, and as stated earlier, the 

main objective of the UAE health education program is to modify and encourage the healthy 

behaviour among school students. Thus, the HLC concept is essential to be considered as one 

of the components of the framework guiding this study. Especially, and as clarified 

previously, that one’s belief about his HLC is highly influenced by parental practices during 

childhood rearing periods and the surrounding environment, either in schools or at home. In 

addition to that, and once the applied HE program achieves its outcomes, not only the 

students' beliefs towards healthy lifestyle, in its physical, mental and social dimensions, are 

attained, but also they are able to influence the people around them leading to healthy fitting 

ones and consequently healthier citizens. Not to say that it is easy to change one’s belief 

towards his health, but the results are praiseworthy, especially when the modification strategy 

is based on and consolidated with sound knowledge and practices acquired from the 

implemented HE program. 

2.1.2. Social Cognitive Learning Theory  

Social learning theory (SLT) is progressively considered as important element of viable 

ordinary resource management and the promotion of anticipated behavioural change (Muro 

& Jeffrey 2008). SLT is based on the notion that people learn from their connections with 

others in a social environment. Separately, people acquire certain behaviours by observing 

those of others. Through the observation of other’s behaviour, people imitate these 

behaviours, particularly if their observational experiences are rewarding and are positive. 

According to Bandura, imitation encompasses the concrete reproduction of perceived actions 
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(Bandura 1977). SLT fundamental concepts comprise (1) observational learning that leads 

people to learn through the observation of others’ behaviour, attitudes, and outcomes of those 

behaviours (Bandura 1977).  (2) Learning through modeling, where most human behaviour 

is learned through imitating others who serve as a guide for action (Bandura 1973). (3) 

Enactive learning that is learning by doing through trial and error. 

2.1.2.1. Observational Learning 

Bandura, in 1961, has showed his Bobo doll well-known experiment to study the behavioural 

pattern by social learning theory, and displayed that the actions of models have elicited 

similar behaviour in children who were watching the behaviours without any rewards or 

reinforcement. However, they were merely imitating the behaviour they had watched (Nabavi 

2012). For learning new skills, Bandura (1986) recommends a process of four stages. He 

labeled these stages as attention, retention, production and motivation (Figure 2.3) (Morse 

2017). 

 

Figure 2.3: Bandura’s Observational Learning Process 

(Adapted from Morse 2017, p. 6) 

 

The first stage is the attentional stage of observational learning. At this stage, individuals pay 

attention to modeled behaviour in their environment. Individuals who do not identify the 
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important features of the displayed behaviour cannot learn the new information. According 

to Bandura, many factors impact the attentional phase of the observational learning in terms 

of the observer’s selection of a specific behaviour. In other words, it is about the extent of 

influence of the model itself on an individual. These factors rely on the individual’s 

characteristics, the model’s activities, and the number and type of observational experience 

(Harinie et al. 2017). Furthermore, another modeling determinant showed by Bandura was 

associated with the model characteristics and interaction. It is about the model features, 

quality, expertise or the skills the model shows. It is about the observation of the model and 

their interaction with the surrounding environment or in a specific situation. Accordingly, the 

observer considers adopting the interesting behaviour or ignoring it (Harinie et al. 2017). 

Bandura (1977) identified that individuals require a course of memory and recollection so 

they can recall the observed modeled behaviour in future. These processes have been called 

retention processes. At this stage, the individual imitate the model’s displayed behaviour that 

is stored in their memory. Therefore, if they cannot remember the behaviour of the model, 

and the model is not present, the individual cannot be influenced by it (Harinie et al. 2017). 

The retention processes of observational learning are comprised of two systems of internal 

presentations: imaginal coding and verbal coding (Bandura 1986). When the observer is 

exposed to situations that are similar to those observed on the model, there is an immediate 

recall of images of the previously watched behaviour. This is the imaginal observation. 

However, the verbal coding is the detailed step by step process given by the model. So the 

verbal code will serve as a guide for the observer when there is a need to recall the modeled 

behaviour. As per Bandura (1977), these verbal symbols are greatly facilitating the 

observational learning as they carry the needed information and can be easily stored. When 
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the model’s behaviour has been transformed into images and verbal codes that can be easily 

accessed, these memory symbols can guide the individual’s performance (Harinie et al. 

2017). 

During the motor production processes, the observer has the chance to replicate the modeled 

behaviour. At this stage, the individual display motoric abilities to reproduce the behaviour 

in an appropriate manner. This means that the individual is able to transform the stored codes 

into correct actions. For an individual to display highly skilled motoric actions appropriately, 

they have to train several times on the modeled behaviour. To obtain skillful performance, 

the individual needs corrective modifications and feedback. Thus, by observing and 

consciously repeating the learned behaviour, the learners can facilitate their learning process 

(Harinie et al. 2017). In some cases, learners would be developmentally not ready to rehearse 

the behaviour (Nabavi 2012). Bandura (1977) stated that sometimes although the learners are 

able to replicate the modeled behaviour; they are not able to adopt or turn the learnt skills 

into actions. The reason behind this lack is the reception of negative feedback, or if the 

acquired skills are not related to daily life activities.  

The fourth stage is the motivational processes. This stage defines the accomplishment of the 

learning process. This refers to the observed behaviour, recall of behaviour related 

information and the implementation of the appropriate actions that have been translated from 

the motoric skills. In this context, Bandura specified that regardless of the individual’s 

abilities to do the modeled behaviour, they will not succeed to put the modeled behaviour 

into action without motivation, positive feedback or interesting incentives (Bandura 1986). 
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2.1.2.2. Learning through modeling 

While learners observe and recognize the modeled behaviour and find that it corresponds 

with their interests, goals or experiences, they may decide to adopt it to become their own 

behaviour (Bandura 1977). The individuals who are being observed referred to models and 

the process through which people are learning is called modeling. So, imitation is the second 

and behaviour modeling is the third in the stages of social learning process (Bandura 1986). 

Previous studies confirmed that at least partly of many behaviours can be learned through 

modeling. Examples that can be mentioned here may include individuals who observe their 

parents exercise daily, or read a newsletter, or a teacher deals with students in a specific 

manner (Bandura 2006).  Many researches show that when children watch aggressive 

behaviours from their models, their behaviour become more aggressive. Thus, moral and 

ethical behaviours as well as violence and aggressive behaviours can also be learned through 

models (Nabavi 2012). 

2.1.2.3. Enactive learning  

Enactive learning is learning by doing. It is direct learning experiences where learners are 

actually demonstrating the behaviour in real physical environment. Learners can directly 

identify the results of their behaviours and construct rules to control it (Peng 2008). 

According to Bandura, enactive learning is implicated in learning from one's actions and 

consequences. Consequences that are positive and successful are retained, and those that are 

negative and failed are discarded (Bandura 1986). Learners interpret the consequences of 

their actions and use these interpretations to develop their beliefs about their abilities to 
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engage in related activities or tasks. Later, Bandura concluded that enactive learning has more 

impact on one’s self-efficacy than observational learning (Bandura 1997).  

The SLT, over the following three decades and in its interpretation of human learning, has 

become increasingly cognitive. In 1986, Bandura’s research had a more comprehensive view. 

The holistic approach provided a context for human behaviour in terms of understanding, 

prediction and change. Bandura’s research embraced the human cognition in the social 

learning milieu. Thus, the social learning theory became a social cognitive learning theory 

(SCLT) (Figure 2.4) (Bandura, 1999).  

 

Figure 2.4: Process of SLT and SCLT  

(Adapted from Nabavi 2012, p. 4) 

 

The SCLT defines learning as an “internal mental process that may or may not be reflected 

in immediate behavioural change” (Bandura 1986). Bandura (1999) explained how social 

behaviour and learning are taking place through cognitive processes. The theory provides a 

framework that helps in the understanding of an individual’s actions and how it can be 

justified and occur as a result of per changes in their environment that urge them to make 

specific decisions (Ortiz 2018). Bandura (2016) pointed out that advanced styles of thinking 
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and processing information can be fostered by observational learning. He explained that 

individuals can create new forms of the modeled behaviour by the extraction of the key 

features of that behaviour. Usually the new forms are beyond the original behaviour (Bandura 

2016). The individual perception of satisfaction, accomplishment and pride from the new 

learnt and applied behaviours are elicited from internal thoughts and cognitions, what 

Bandura called the intrinsic reinforcement. This provides a connection between learning 

theories and cognitive developmental theories (Nabavi 2012). Thus, the SCLT incorporates 

the reciprocal causation model (Figure 2.5) that is an interaction and close relationship 

between behaviours, cognition and the environment (Hurst 2016). However, Bandura (1989) 

clarified that “reciprocal causation does not mean that the different sources of influence are 

of equal strength – some may be stronger than others – nor do the reciprocal influences all 

occur simultaneously. It takes time for a causal factor to exert its influence and activate 

reciprocal influences” (p.3). 

 

 

 

 

 

 

Figure 2.5: SCLT Reciprocal Causation Model 

(Adapted from Hurst 2016) 
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It can be concluded that the added construct to the SCLT is self-efficacy. Bandura considers 

self-efficacy as an essential predictor for a change in behaviour to take place. Self-efficacy 

implies the individual’s self confidence in their ability to appropriately perform a task or 

demonstrate a behaviour. As such, more self-confidence a person has in carrying out a 

behaviour, the more efforts he/she exerts to practice the new behaviour (Maddux 2012). 

Furthermore, according to Cherry (2020), self-efficacy may have significant role in health 

psychology, as it affects how individuals manage their health related issues such as nutrition 

and illnesses. Bandura proposes that self-efficacy can contribute to an individual’s sense of 

well-being. For instance, having a high self-efficacy may contribute to those who are trying 

to manage their weight, or attempting to quit smoking or adhering to an exercise plan 

(Bandura 1997). Moreover, self-efficacy supports individuals to learn new knowledge and to 

nurture their skills to attain their own goals, and to have better life skills (Hasan, Hossain & 

Islam 2014). Additionally, Gangloff and Mazilescu (2017) found that self-efficacy 

contributes to academic performance. As individuals with high self-efficacy set higher 

challenging goals and put efforts to attain them, deal with anxiety and stress and accomplish 

better results. Conversely, individuals who do not consider themselves capable of doing a 

certain behaviour will, most probably, not engaging in such activity (Bandura 1997). 

Based on previous studies, researchers highlighted weaknesses in Bandura’s SLT and SCLT. 

One of these weaknesses was that the theory ignored the developmental stages across a 

lifetime span. Bandura's theory was criticized by biological theorists, who argued that 

it ignores biological states and autonomic nervous system responses. It is a fact that some 

behaviours and responses are not only learned but partly inherited. Another criticism was that 

the theory is not a cohesive theory. As there is no clear explanation to what extent each factor, 
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of the person, behaviour, and environment, is impacting the human behaviour.  Another 

weakness that was reported is the minimal attention given to motivation, conflict, and 

emotion (Nabavi 2012). 

According to LaMorte (2019) the objective of SCLT is to describe how individuals adjust 

their behaviours “through control and reinforcement to achieve goal-directed behaviour that 

can be maintained over time” (p.1). This notion is an essential contribution of Bandura’s 

theory to the present study as the health education program, which is implemented in schools, 

aims to prepare students to be healthy adults, and consequently, raise awareness in the UAE 

citizens to attain an overall healthy society. It can be concluded that the health education 

program’s goal considers simultaneously the health behaviour initiation and its maintenance. 

Another contributing factor is the concept of learning through observation. In the health 

education setting, students spend most of their daily schedule in schools. Obviously, they 

observe their educational environment including peers and teachers. Subsequently, from 

these observations, students may adopt healthy and unhealthy habits. The main goal of the 

health education program in schools is to make students aware of these behaviours and 

develop their abilities to select what is good for their health and well-being. At the same time, 

improve their awareness on avoiding risky behaviour that may lead to health hazards. 

Additionally, learning through modeling is a vital concept in Bandura’s theory. This 

concept’s contribution to the current study is of two dimensions. Firstly, to apply Bandura’s 

modeling notion, teachers are the models and students are the observers. Most of students 

look up to their teachers as role models. Students observe their teachers and are influenced 

by them in many aspects; such as through their behaviours, interpersonal skills, personality, 

etc... If any of these attributes are of interest to students, they prefer to “imitate” them and, 
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to an extent, make them their own. Specifically, the health education teacher must model the 

healthy behaviour and initiates his/her students’ interest of this behaviour, so students acquire 

them and consider them as part of their lives. Secondly, when teaching any of the health 

related skills, teachers need to model and perform them in front of the students. For the 

students to master the taught skills, it is necessary that the teacher provides his/her students 

with opportunities to practice demonstrating the skills. The provision of feedback at this stage 

is essential. Until then, students will master the skills and are ready to implement them in 

similar situations through the recall of the imaginal and verbal codes. 

2.1.3. The Health Belief Model  

The Health Belief Model (HBM) is a psychological model which focuses on individual’s 

beliefs and attitudes to describe health behaviours. Psychologists Hochbaum, Rosenstock and 

Kegels were the first to develop the HBM in the 1950s to promote the use of public health 

programs such as the screening of tuberculosis and cervical cancer (Hochbaum 1958; 

Rosenstock 1966). Thus, the model was initiated to enhance preventive behaviour, and then 

it was extended to correlate the adherence to medical guidance and the usage of health 

services (Becker, Haefner & Maiman 1977). The HBM was an early attempt to incorporate 

behaviourist stimulus and cognitive components. Consequently, its design was impacted by 

Kurt Lewin's theories which describe that behaviour is influenced by the individual’s 

perceptions of reality rather than the objective reality. Earlier, the theory of the stimulus-

response (Koffka 1935; Kohler 1940) stressed the significant role of behavioural 

consequences in predicting actions. However, cognitive theory altered this concept by 

emphasizing the role of the person’s subjective evaluations on the implementation of the 
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desired consequences. Value-expectancy theory (Eccles et al. 1983) is the result of this 

combination.  

Rosenstock (1974) described that there are modifying variables that indirectly influencing 

the perceptions of health related behaviours. These variables are demographic, psychosocial 

and structural. The demographic variables include age, gender and education. The 

psychosocial variables refer to personality, peer pressure and social class. The structural 

variables comprise the individual’s knowledge about diseases and modes of prevention. The 

HBM explains the fact that socio-economic characteristics and demographics could not be 

modified by health education; however, the structural variables that are related to health 

behaviour can be modified by educational interventions (Abraham & Sheeran 2015). 

Abraham and Sheeran (2015) clarified that the active behaviour can be positively impacted 

when proper beliefs are held. Therefore, modifications can be done through individual’s 

perceptions, health education awareness and social influences. Additionally, the health 

related beliefs can be modified by the use of convincing methods, and if it occurred, “provide 

a theoretical and practical basis for evidence-based health education” (Abraham & Sheeran 

2015, p. 30). 

Yet, the HBM infers that the resulted behaviour is not influenced by reinforcements and 

incentives, but it is a result of the individual’s evaluation and judgment of the behaviour. 

Thus, the health related decisions taken by individuals pass through stages. Through these 

stages, variables that influence health decisions are present. The perception obtained from 

behaviour evaluation involves five variables (Figure 2.6). The first two variables are 

perceived susceptibility and perceived severity. The combination of these two variables 

constitutes the perceived threat. The perceived susceptibility includes the individual’s 
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subjective assessment of the risk of acquiring a certain disease or condition, and the perceived 

severity and seriousness of the condition includes the consequences of the disease on one’s 

life style, social relationships and working abilities. The overall threat perception is 

influenced by information and, thus, has a cognitive component. The perceived threat 

produces a pressure to act. The precise individual’s action is determined by the impact of the 

balance between the third and fourth variables: perceived benefits and perceived barriers. 

The perceived benefits of an action indicate the assessment of the benefits of one’s 

participation in health-promoting behaviour and to what extent this participation will reduce 

the health risk. This perception is given by one’s beliefs that incorporate social and cultural 

influences rather than factual evidences. The perceived barriers to action are about 

individuals’ beliefs on the difficulties and costs they may encounter by their participation in 

health promoting behaviour, and comparing them with the perceived benefits. The 

individual’s course of action and decision of whether to implement the health-promoting 

behaviour or not depends on the comparison between benefits and costs. If these two 

variables are close, the person may face difficulty to make a decision and anxiety and 

hesitancy may result. The fifth variable is about the presence of internal or external cue or 

stimulus that motivates the person to take actions. Internal cues may include physical 

discomfort that is disease related or death of a friend, and external cues may involve advocacy 

and advice from an influencer or health care provider. These cues may trigger individuals to 

take action depending on the perceived benefit to cost ratio for the action and their motivation 

to change (Abraham & Sheeran 2015). 
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Figure 2.6: Variables of the Health Belief Model  
(Adapted from Abraham & Sheeran 2015, p. 32) 

 

Following the development of social learning theory of Bandura, Rosenstock (1974) 

suggested to add self-efficacy as the sixth variable to the HBM. Rosenstock’s suggestion was 

based on two reasons. Firstly, the need for a better explanation of human differences in health 

behaviour, and secondly, the consideration of self-efficacy as a key component of health 

behaviour change (Rosenstock et al. 1988). Adjustments were performed in late 1988 to 

incorporate self-efficacy construct into the HBM (Glanz & Bishop 2010). As per Orji, 

Vassileva and Mandryk (2012) reiterated that self-efficacy refers to the belief in one’s own 

abilities, to cover the person’s sense of confidence through which people could successfully 

change behaviour and engage in health promoting behaviours. Huang et al. (2016) added that 

self-efficacy includes also the individual’s motivation and readiness to be involved in health 

matters and health promoting behaviours.  

Many researchers criticized the HBM for two main reasons; its low predictive capability and 

the unspecified rules for individual variables’ combination and relationship. Thus, the 
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development of overall behavioural evaluation using the model is difficult to be achieved as 

the HBM does not offer a mechanism to proof how its stages and variables function 

(Abraham & Sheeran 2015). From the same perspective, Harrison et al. (1992) argued that, 

as it includes five separate independent constructs without specific definition of each, the 

model lacks operational homogeneity that weakened its status as a “coherent psychological 

model of the prerequisites of health behaviour”. Nevertheless, Orji, Vassileva and Mandryk 

(2012) considered this as strength, as the lack of clear rules provide flexibility and 

adaptability of the HBM to various health behaviour and population. Moreover, Orji, 

Vassileva and Mandryk (2012) suggested solutions for these limitations. They proposed to 

extend the HBM through the introduction of four variables. The projected variables are 

potential determinants of healthy behaviour: Self-identity, Perceived Importance, 

Consideration of Future Consequences, and Concern for Appearance.  

Based on recommendations from many studies (Jones, Smith & Llewellyn 2013; Denford et 

al. 2015; Bartholomew et al. 2011), it can be concluded that the components of the HBM can 

offer a beneficial framework for health behaviour change. Therefore, the HBM, as part of the 

theoretical framework of the current study, contributes to understand students’ differences in 

terms of health behaviour patterns on one hand, and on the other hand, to provide curriculum 

developers a means to design interventions that aim to change these behaviours to healthier 

ones. Additionally, the HBM supports the current research to develop an understanding on 

the extent of the demographics’ influence on student’s behaviour that is related to the first 

research question of the study. Also, it provides support to understand the students’ 

perceptions when delivering the health education program that is related to the third research 

question of the study. So, it assists in gaining insights on what stages the students pass 
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through to decide on a change to healthier behaviours. Additionally, the model enhances the 

prediction of students’ health behaviours and provides a milieu to identify students’ health 

beliefs that guide the implementation of suitable interventions. To shed light on the 

application of the HBM, Orji and Mandryk (2014) study aimed to understand the 

participants’ eating behaviour relates to various cultural groups in association with the HBM 

determinants. They inferred that the benefits and barriers were found to be consistently the 

strongest predictors. Also, Radtke et al. (2014) concluded that there is a strong positive 

relationship between dieting behaviour and health beliefs that play different roles at different 

stages of the health-behaviour change process. It can be found that the HBM variables can 

foresee the health-promoting behaviours in the students who are involved in the health 

education program. Evidences of this conclusion have been extracted from the effective 

implementation of the model in the resolution of various public health problems. 

2.1.4. Trans-Theoretical Model of Behaviour Change 

The Trans-Theoretical Model (TTM) – also called ‘‘the Stages of Change’’ model – has been 

applied in many research settings; however, it has been greatly examined and found 

beneficial in health related behaviour change studies. It is one of the most frequently used 

methods in behavioural change modeling in healthcare contexts (Hashemzadeh et al. 2019). 

Different than other biological and social influences on behavioural change, the TTM is a 

model that focuses on individual’s abilities of decision-making to obtain a change in 

behaviour (Prochaska 2008). TTM model has been developed by Prochaska and DiClemente 

(1982) and it is a result of a systematic integration and analysis of more than 300 theories of 

psychotherapy and behavioural change. Its critical assumptions and main concepts comprise 

the stages of change, processes of change, self-efficacy, and decisional balance (Prochaska 
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et al. 2009). In the stages of change, the individual’s readiness to change can be categorized.  

As actions and adaptation efforts are needed for a long-term behavioural change to occur, 

individuals can start at any level and not necessary from the first stage. It depends on their 

abilities and readiness to adopt the change. According to Prochaska and DiClemente (1982), 

there are five behavioural change stages (Figure 2.7). To identify in which stage an individual 

is in, an algorithm of four or five items is used. The items cover the present behaviour, 

intentions to change and previous attempts to change. The criteria to which an individual’s 

responses match will identify the stage he or she is in (Prochaska et al. 1994).  

 

 

 

 

 

 

 

Figure 2.7: Trans-theoretical Model: Stages of Change 

(Adapted from Prochaska and Di Clemente 1982, p. 283) 

 

The first stage is the pre-contemplation stage. At this level, the individuals are not 

recognizing the need or having any interest in change. This condition may result from 

unawareness of the consequences of the present behaviour (LaMorte 2019), or 

discouragement to try to change as a result of failure of attempts (Prochaska & Velicer, 1997). 

For Velicer et al. (1998), the main attribute of an individual in the pre-contemplation stage is 
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that they show confrontation to recognize or modify a behaviour. To move out of this stage, 

individual must practice cognitive disagreement, and recognize the seriousness of the 

problem (Scholl 2002). The second is the contemplation stage during which the individuals 

are thinking about changing their present behaviour and are planning on making a change 

within the next six months. They begin to weigh the change pros and cons which can make 

them stuck at this stage for long periods of time (Patten et al. 2000; Velicer et al. 1998). 

During this stage, individuals are aware of their problem, yet still join in the risky behaviour 

(Patten et al. 2000). The main feature of persons in the contemplation stage is that they are 

seriously considering resolving the problem (Prochaska et al. 1992). When the pros outweigh 

the cons and they have the motivation to apply the change, then, they are able to move out to 

the next stage (Scholl 2002). The third is the preparation stage, where planning for change is 

taking place within the next month. However, individuals at this stage are still engage 

themselves in high risk behaviours, and do not know how to start the implementation of 

change (Velicer et al. 1998; Patten et al. 2000). They will move to the next level when a plan 

of action is in place, and when they are confident that they will follow each step in the plan 

and they are confident that this plan can work for them (Scholl 2002). After planning, the 

action stage begins. Individuals start adopting the new behaviour and modify their 

environment. This stage requires commitment and efforts. Individuals get recognition for 

their visible efforts that are usually observed by others. Studies showed that these efforts 

should not be mistaken with the change itself as the actual required change is not yet 

happened unless certain criteria has been achieved (Prochaska & Velicer 1997; Velicer et al. 

1998). Thus, the main way to know that an individual is in the action stage is when their 

visible efforts to modify their behaviour to an acceptable level can be recognized by others 

(Prochaska, DiClemente & Norcross 1992). When an individual realizes that he has positive 
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affective state, achieved improvement in his performance and gets positive feedback, then he 

is ready to move to the final stage (Scholl 2002). The last stage is the maintenance stage 

which includes the continuing practice of the new adopted behaviour. At this stage, 

individuals stay away from the unacceptable behavior and engaged in the new behaviour for 

about a period of six months. Also, individuals work to avoid relapse, and to stay confident 

about their achievements (Velicer et al. 1998; Prochaska & Velicer 1997). Prochaska and 

Velicer (1997) presented the result of their assessment of fifteen health related behaviours. 

They found that forty percent of the population is in the precontemplation stage, the same 

percentage is in the contemplation stage and twenty percent are in the preparation stage. Thus, 

the stages of change define the chronological order through which the change in behaviour 

is taking place. The process of change is the second main feature of the TTM. It defines how 

these movements throughout the stages occur (Rodgers, Courneya & Bayduza 2001). There 

are ten processes that are used to progress through the stages. The first five processes are 

categorized as experiential processes and used in the early stages. The next five are 

categorized as behavioural processes and are used in the last stages. The table below (Figure 

2.8) shows where, in the stages, each process can be used (Patten et al. 2000). 
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Figure 2.8: Trans-theoretical Model: The change process 

(Adapted from Patten et al. 2000) 

 

Consciousness raising process involves the individual’s need to increase his awareness on 

the negative consequences of the current unneeded behaviour. Dramatic relief process 

includes the expression of one’s feelings and emotions related to the current behaviour 

required to be changed (Patten et al. 2000). Self re-evaluation is considered as affective and 

cognitive assessment of the own self-image with and without current behaviour (Velicer et 

al. 1998). Environmental re-evaluation reflects one’s assessment of how his social 

environment is affected by the presence or absence of current behaviour. Self-liberation 

involves one’s belief in commitment and abilities to take action towards the required 

behaviour. Social liberation includes the individual’s need for better opportunities in society 
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to overcome the current behaviour. Counterconditioning reflects the learning of an individual 

how to replace current behaviour with the required better behaviour. Stimulus control process 

reveals the need to eliminate any stimuli related to the unwanted behaviour and replace it 

with stimuli related to the healthy behaviours. Contingency management offers the 

consequences to the individual when involve in current behaviour or avoid it.  Helping 

relationships includes the participation and engagement with people who will support 

individuals to change their behaviour (Patten et al. 2000). Incorporated from Bandura, the 

TTM concept of self-efficacy reflects the individual’s confidence not to relapse to the 

unwanted behaviour and to cope with the new healthy one.  Self-efficacy is considered 

essential for an individual to move through from contemplation to preparation stage, and 

from preparation to action stage (Kraft, Sutton, & Reynolds 1999). Decisional balance refers 

to the individual’s thinking of the benefits and costs of modifying their behaviour. Prochaska 

et al. (1994) argued that consideration of pros and cons may differ through the stages of 

change. For example, during the first stages, benefits of the present behaviour outweigh the 

costs. While in the last stages the benefits of the new healthy behaviour outweigh the costs 

(Prochaska et al. 1994).   

The research of the published literature reflects the support and guidance the model may 

provide for appropriate and effective change. Farmanbar et al. (2011) highlighted the 

extensive use of the model in chronic conditions prevention interventions more than in 

treatment context. For example, TTM was used in Partapsingh, Maharaj and Rawlins (2011) 

in “Applying the Stages of Change model to Type 2 diabetes care in Trinidad: A randomized 

trial” to improve glycemic control among Type 2 diabetics. Their results showed that there 

is an improvement in the participants’ adherence to proper exercise and diet and little change 
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was noted with regards medication use. In Iran, and in regard to non-communicable diseases, 

Pourhaji et al. (2014) have used the TTM to determine the effectiveness of educational 

programs to promote breast self-examination behaviour. Researchers conducted four 

educational sessions for groups, and after two months they distributed the questionnaire to 

participants to evaluate their adherence to the training provided. Positive significant progress 

was observed. Also consistent positive results were displayed in Moeini et al. (2010) research 

study when implementing the TTM to assess the effect of education on promoting physical 

activity and increasing physical work capacity. In regard to eating disorders, Dray and Wade 

(2012) research study showed promising results in the significant relationships between 

initial stage of change and treatment outcome. Girma, Assefa and Deribew (2010) 

implemented the TTM to assess the cigarette smokers' intention to quit smoking. Their 

findings were positive in all stages. They recommended the same to be applied to “raise 

awareness, clarify misconceptions, develop unfavorable feelings, acknowledge the cons of 

smoking and to increase confidence on oneself to quit smoking through quit skill training 

and setting norms not to smoke in public places” (p. 6). 

Although the TTM has been applied in many health related research studies, it has been 

argued that the model ignores the social context in which change occurs such as an 

individual’s socioeconomic status and income. Also the model has been criticized for its lack 

of clear criteria for every stage (Clarke et al. 2015). Another criticism has been added by 

Bandura (1977) that human functioning is a multidimensional process that cannot to be 

classified into stages. 

Regarding the implemented health education program in the public secondary schools in the 

UAE, not only the initiation of healthful behaviours is the focus of the health education, 
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however, the maintenance of these behaviours. Moreover, identification of the stage of the 

students’ readiness to change to adopt a healthier behaviour is considered an essential aspect 

in designing, planning and recommendations stages. These are the main contributions offered 

by the model to the current study. Also and at an academic level, it is essential to have a deep 

understanding of the stages of change an individual pass through to change a behaviour. This 

is to support the initiation, implementation and consequently, and more importantly, the 

maintenance of the acquired behaviour.  

2.1.5. Summary of the Theoretical Framework  

The above mentioned theories / models contribute to the current study’s theoretical 

framework in different aspects to form an overarching theoretical framework for the study. 

The HLC theory determined the impact of health conditions on one’s apparent behaviour 

(Wallston 2013). To correlate with the present research study and its core assumption, and as 

stated earlier, the main objective of the UAE health education program is to modify and 

encourage healthy behaviour among school students. Thus, the HLC concept is essential to 

be considered as one of the components of the framework guiding this study. Especially, that 

one’s belief about his HLC is highly influenced by parental practices during childhood 

rearing periods and the surrounding environment, either in schools or at home. In addition to 

that, and once the applied HE program achieves its outcomes, not only the students' beliefs 

towards healthy lifestyle, in its physical, mental and social dimensions, are attained, but also 

they are able to influence the people around them leading to healthy fitting ones and 

consequently healthier citizens. Not to say that it is easy to change one’s belief towards his 

health, but the results are praiseworthy, especially when the modification strategy is based 
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on and consolidated with sound knowledge and practices acquired from the implemented HE 

program. 

For Bandura’s SLT, it specifically informed that student’s learning is mainly based on 

observation and practice of the required task, and behaviour modeling. According to LaMorte 

(2019) the objective of SCLT is to describe how individuals adjust their behaviours “through 

control and reinforcement to achieve goal-directed behaviour that can be maintained over 

time” (p.1). This notion is an essential contribution of Bandura’s theory to the present study 

as the health education program, which is implemented in schools, aims to prepare students 

to be healthy adults, and consequently, raise awareness in UAE citizens to attain an overall 

healthy society. It can be concluded that the health education program’s goal considers 

simultaneously the health behaviour initiation and its maintenance. Another contribution is 

the concept of learning through observation. In the health education setting, students spend 

most of their daily schedule in schools. Obviously, they observe their educational 

environment including peers and teachers. Subsequently, from these observations, students 

may adopt healthy and unhealthy habits. The main goal of the health education program in 

schools is to make students aware of these behaviours and develop their abilities to select 

what is good for their health and well-being. At the same time, improve their awareness on 

avoiding risky behaviour that may lead to health hazards. Additionally, learning through 

modeling is a vital concept in Bandura’s theory. This concept’s contribution to the current 

study is of two dimensions. Firstly, to apply Bandura’s modeling notion, teachers are the 

models and students are the observers. Most of students look up to their teachers as role 

models. Students observe their teachers and are influenced by them in many aspects; such as 

through their behaviours, interpersonal skills, personality, etc... If any of these attributes is 
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of interest to students, they prefer to “imitate” them and, to an extent, make them their own. 

Specifically, the health education teacher must model the healthy behaviour and initiates 

his/her students’ interest of this behaviour, so students acquire them and consider them as 

part of their lives. Secondly, when teaching any of the health related skills, teachers need to 

model and perform them in front of the students. For the students to master the taught skills, 

it is necessary that the teacher provides his/her students with opportunities to practice 

demonstrating the skills. The provision of feedback at this stage is essential. Until then, 

students will master the skills and are ready to implement them in similar situations through 

the recall of the imaginal and verbal codes. 

The HBM provided a highlight on how health education program can modify student’s 

beliefs and consequently their behaviours in terms of health concepts. Therefore, the HBM, 

as part of the theoretical framework of the current study, contributes to understand students’ 

differences in terms of health behaviour patterns on one hand, and on the other hand, to 

provide curriculum developers a means to design interventions that aim to change these 

behaviours to healthier ones. Additionally, the HBM supports the current research to develop 

an understanding on the extent of the demographics’ influence on student’s behaviour that is 

related to the first research question of the study. Also, it provides support to understand the 

students’ perceptions when delivering the health education program that is related to the third 

research question of the study. So, it assists in gaining insights on what stages the students 

pass through to decide on a change to healthier behaviours. Additionally, the model enhances 

the prediction of students’ health behaviours and provides a milieu to identify students’ health 

beliefs that guide the implementation of suitable interventions. To shed light on the 

application of the HBM, Orji and Mandryk (2014) study aimed to understand the 
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participants’ eating behaviour relates to various cultural groups in association with the HBM 

determinants. They inferred that the benefits and barriers were found to be consistently the 

strongest predictors. Also, Radtke et al. (2014) concluded that there is a strong positive 

relationship between dieting behaviour and health beliefs that play different roles at different 

stages of the health-behaviour change process. It can be found that the HBM variables can 

foresee the health-promoting behaviours in the students involved in the health education 

program. Evidences of this conclusion have been extracted from the effective implementation 

of the model in the resolution of various public health problems. 

Finally, the TTM informed about the student’s readiness to change to adopt a healthier 

behaviour that is considered a fundamental recommendation of student’s learning in health 

education. Regarding the implemented health education program in the public secondary 

schools in the UAE, not only the initiation of healthful behaviours is the focus of the health 

education, however, the maintenance of these behaviours. This is vital to be considered by 

curriculum developers and policy makers for strategies to follow in the implementation 

processes. Moreover, identification of the stage of the students’ readiness to change to adopt 

a healthier behaviour is considered an essential aspect in designing, planning and 

implementation stages. These are the main contributions offered by the model to the current 

study. Also and at an academic level, it is essential to have a deep understanding of the stages 

of change an individual passes through to change a behaviour. This is to support the initiation, 

implementation and consequently, and more importantly, the maintenance of the acquired 

behaviour. 
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2.2. Literature Review 

This section of the chapter offers the findings of an extensive literature review that was 

carried out on school health education programs and its curriculum and strategies that are 

implemented in the field of health education. As the scope of this study is to investigate 

students’ perceptions of the newly implemented HE program in the public secondary schools 

in Al Ain City, the curriculum recommended by empirical studies and supporting bodies are 

presented in this literature review to provide an understating of what is expected from the 

implemented health education program in the UAE schools. The following sub-sections 

display a historical overview of the evolution of school health education, health education in 

school curriculum, teachers of health education, and impact of education on the health of 

youth and women. 

2.2.1. The Evolution of School Health Education  

Efforts to involve health in schools started in the nineteenth century. In 1850, school health 

experts, headed by Lemuel Shattuck, formed a report that had a major influence on school 

and public health. Then, school health related programs had received significant attention. 

This initiative was the reason behind the start of the ''modern school health era" (Pigg 1992). 

In the 1860s, New York City was challenged with smallpox outbreak. As there was no 

process in place to provide vaccines to people who were in need, schools got the interest of 

the Board of Health. So, the education executives permitted school children inspection to 

identify whether the school children were vaccinated or not. Later, in 1870, the chicken pox 

vaccination became essential criteria to school attendance (Duffy 1974). Also, at this period, 

the Board of Health started the sanitary inspection program in schools to be implemented 
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twice a year. The inspections rounds revealed plenty of sanitary issues in school, such as, 

unclean plumbing systems and crowded classrooms with poor ventilation. In the 1890s was 

the era of “medical inspection” in schools. It started in response to problems of urbanization 

and immigration. Medical inspection programs started in Chicago, Philadelphia, and New 

York from the participating medical staff that provided their services for free of charge. Then, 

inspection for vision problems, contagious eye and other diseases was compulsory for child 

school attendance. Also, they provided healthcare assistance to guide parents to seek and 

follow treatment. Medical inspection had become mandatory in all public schools in 

Massachusetts in 1906. The initiative of routine inspections by medical professionals for 

many elements of school health programs continues to date (Means 1975). 

Around the turn of the century, minor children health related conditions were treated in 

schools and instruction of self-care was given. However, students with major conditions or 

infections were excluded from schools. Healthcare professionals visited students’ homes and 

provided education for their parents, guided them for financial and medical resources, and 

they encouraged them to support their children’s treatment so they can come back and join 

their schools (Means 1975).  So, children’s school absenteeism due to infectious diseases had 

been reduced by fifty percent (Lynch 1977).  

In the 1920s, health was taught in 73 percent of schools in 108 cities all over the world. At 

that time, health concepts were included in other subjects taught at these schools. By 1930s, 

attention was given to school health by a variety of organizations. One of which is the 

American Association of School Administrators that launched its year book in 1940, titled 

“Safety and Education”. Two years after, the year book was “Health in Schools”. In 1950, 

the organization’s year book was titled “Health in the Elementary School”. In 1960, the 
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elementary school health programs were issued to include health services, instruction, and 

administration. In 1960s, significant initiative of school health education was done by the 

School Health Education Study (SHES), which is still been followed today with minimal 

modifications. This study defined health and health related concepts. The content areas 

outlined ten themes that are related to growth and development, nutrition, diseases, personal 

healthy practices and family and relationships. In 1970s, schools started to have nurse 

practitioners to provide the primary care to students minimizing the illness and injuries in 

schools, and also providing diagnosis and treatment (Silver et al. 1976; Kohn 1979). In 1970s, 

the concept of health promotion was introduced. In 1974, Marc Lalonde, the Canadian 

Minister of National Health and Welfare presented 'A new perspective on the health of 

Canadians: A working document' report, which later renamed as 'The Lalonde Report'. It 

“helped to diminish the dominance of the medical model for health systems” (Pinder & 

Rootman 1998). The report highlighted that even with high cost spent by the Canadian 

government on health care system, the outcomes of the Canadian citizens’ health are very 

limited and it is due to the traditional views that are considering medical care is mainly the 

task of physicians. The report stated that “The consequence of the traditional view is that 

most direct expenditures on health are physician-centered, including medical care, hospital 

care, laboratory tests and prescription drugs. When one adds dental care and the services of 

such other professions as optometrists and chiropractors, one finds that close to seven billion 

dollars a year are spent on a personal health care system which is mainly oriented to treating 

existing illness” (Lalonde 1981, p.11). Lalonde stressed the roles of human biology, 

environment, life style and healthcare organizations on individual’s health. Also, he identifies 

the role of other healthcare professionals as having shared and important contributions in 

people’s health status (Perera et al. 2012). In 1980s, the European Regional office of the 
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World Health Organization (WHO) came across a meeting of a working group where they 

discussed the concepts and principles of health promotion policies and programs. They 

described health promotion process as “the process of enabling people to increase control 

over, and to improve, their health”. The document presented five principles of health 

promotion that focused on individual’s everyday life context rather than individuals at risk 

for diseases, acted on determinants of health, combined strategies and methods to limit health 

related hazards, and aimed at participation of community members and not only medical 

services to work in-tandem on environmental, social and personal levels to improve health 

(Perera et al. 2012). This notion was adopted later by the Ottawa Charter to define health 

promotion. Then, school health education programs were established along with 

recommendations and guidelines for a world-wide school health initiative. In Geneva, the 

WHO founded the comprehensive school health education and promotion through an expert 

committee (WHO 1996). The WHO (1998) supported this initiative by publishing related 

articles, teaching materials, press releases, papers and references. Also, it introduced the 

notion of “Health Promoting School” in 1986 through the Ottawa Charter (WHO 2003). To 

provide school students with cohesive and encouraging experiences, this health promoting 

school initiative has been planned to include members from the school and community to 

promote health and prevent diseases by the implementation of health education approaches 

to change the students’ behaviour to healthier ones (Meeks, Heit & Page 1996). In its First 

International Conference on Health Promotion in Ottawa, Canada (1986), the WHO reported 

five health promotion movements to change from a therapeutic to a preventive focus. The 

five actions are constructing healthy public policy, creating supportive environments, 

development of personal skills, strengthening community actions, and changing present 

health care systems. In the Second International Conference (1998), WHO identified the 
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“healthy public policy establishes the environment”. The main focus of the public policy is 

to construct environments that assist individuals to have healthier lives (Halcomb 2010). The 

WHO (2012) describes that an improvement in health can be achieved through the 

dissemination of health-related information that fosters motivation, skills and confidence. It 

also clarifies that these health related information includes environmental, social and 

economic aspects, risk factors and behaviours, and the provision of health care systems to 

impact individual and community health.  

On the other hand, the Centers for Disease Control and Prevention (CDC) and other 

organizations identified strategies to improve students’ health to promote learning. In 

addition, the CDC developed broad curriculum for school health education that has been 

adopted by the ministries of education in many countries all over the world (Maurer & Smith 

2012). Therefore, the comprehensive focus of health education is not merely to increase 

knowledge about the health behaviour of individuals and communities but also to develop 

skills that demonstrate “various forms of action to address social, economic and 

environmental determinants of health” (WHO 2012). Hence, health education is attained 

through approaches that necessitate participation, interaction and critical analysis that are 

going beyond the dissemination of information (WHO 2017). According to Joint Committee 

on Health Education and Promotion Terminology (JCHET), health education is defined as 

“any combination of planned learning experiences using evidence-based practices and/or 

sound theories that provide the opportunity to acquire knowledge, attitudes, and skills needed 

to adopt and maintain healthy behaviours” (JCHET 2012, p. 17).  

The general image concluded from the literature describes the evolution of health education 

as an integral part of health promotion. Thus, school health education programs were 
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established along with recommendations and guidelines for a world-wide school health 

initiative. In Geneva, the WHO founded the comprehensive school health education and 

promotion through an expert committee (WHO 1996). To provide school students with 

cohesive and encouraging experiences, this health promoting school initiative has been 

planned to include members from the school and community to promote health and prevent 

diseases by the implementation of health education approaches to change the students’ 

behaviour to healthier ones. In the twentieth century health education that incorporates 

knowledge, skills and attitudes has become vital determinants for the individuals and their 

community. Furthermore, there is comprehensive significance of teaching health education 

to young adults; however, what needed is joined approach and solid interventions to address 

the health promotion and health education needs of present and future population. Emphasis 

must be on the content and method through which these principles can be educated based on 

international evidence based practices (Gulzar et al. 2017). 

2.2.2. Health Education in School Curriculum  

Health education is a subject that is equally important — if not more — than other school 

core subjects, as it is considered essential to students’ learning and development (SHAPE 

2015). For students to be best prepared to be the future change agents, they need a 

comprehensive and, at the same time, specialized set of knowledge, skills, attitudes and 

values. They can have a positive effect on their environments, impact the future, understand 

others' actions and feelings, and expect the consequences of their short and long-term actions 

(OECD 2018). To be competent, they need more than the acquisition of knowledge and skills. 

They need to use these knowledge, skills and attitudes and transfer them to meet the life 

demands and its evolving circumstances (OECD 2018). Consequently, a well-structured 
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health education curriculum is the crucial resource through which schools deliver an effective 

health education program (CDC 2012) where its main objectives are to make learners able to 

act as role model for their community, impact positively on their surroundings, and most 

importantly deal effectively with their life challenges. 

Health education curriculum in schools should be “collaborative, integrative and vital within 

a school system and community” (SHAPE 2015, p.1). To achieve this, the curriculum must 

reflect a holistic approach to health and wellness through the inclusion of functional 

information on a variety of health related topics and the dimensions of health (OAHPERD 

2016); It ought to embrace strategies to develop higher-order thinking and health related skills 

proficiency, to include interdisciplinary connections and to address health-enhancing norms, 

attitudes and values (SHAPE 2015). The National Health Education Standards (NHES) 

provide curriculum that its effectiveness was well acknowledged in the field of health 

education, as it reflects the input of health education experts (CDC 2015). So, schools that 

implement health education in its program of study should adopt the NHES (OCID 2019). 

The NHES involve eight standards. Standard 1: Students will comprehend concepts related 

to health promotion and disease prevention to enhance health. It covers the acquisition of 

fundamental health concepts and functional health knowledge and offers a foundation for 

promoting health-enhancing behaviors. This standard contains necessary concepts that are 

based on proven health behavior theories and models. Standard 2: Students will analyze the 

influence of family, peers, culture, media, technology, and other factors on health behaviors. 

It addresses the impact of the positive and negative influences within society on the 

individual’s health. This standard concentrates on the identification of the varied internal and 

external factors that affect health behaviors. Standard 3: Students will demonstrate the ability 
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to access valid information, products, and services to enhance health. It reports the access of 

reliable health resources and health-promoting products and services. This standard focuses 

on how to recognize valid health resources and to reject unverified ones. Standard 4: Students 

will demonstrate the ability to use interpersonal communication skills to enhance health and 

avoid or reduce health risks. It focuses on effective communication to enhance personal, 

family, and community health. This standard provides information on how to maintain 

healthy personal relationships by using verbal and non-verbal skills, as well as how to express 

own feelings to strengthen interpersonal relationships to reduce or avoid conflict.  Standard 

5: Students will demonstrate the ability to use decision-making skills to enhance health. It 

covers the identification and implementation of health-enhancing behaviours by using the 

decision making skills. This standard presents the required steps to make healthy decisions 

to improve quality of life. Standard 6: Students will demonstrate the ability to use goal-setting 

skills to enhance health. It displays the adoption of healthy behaviour through the application 

of goal-setting skills. This standard addresses the essential steps to achieve short term and 

long term health goals. Standard 7: Students will demonstrate the ability to practice health-

enhancing behaviours and avoid or reduce health risks.  It is about a positive quality of life 

that can be achieved through the practice of health enhancing behaviours. Standard 8: 

Students will demonstrate the ability to advocate for personal, family, and community health. 

It offers the health promotion behaviour by the implementation of advocacy skills. This 

standard supports student to maintain their healthy behaviour and encouraging others to 

follow the same (CDC 2019).  

Health education curriculum shapes the heath teaching practices. Based on the NHES and 

CDC’s Characteristics of an Effective Health Education Curriculum, CDC has launched the 
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Health Education Curriculum Analysis Tool (HECAT) that can guide schools to enhance 

curriculum selection and development (CDC 2018). The HECAT involves resources and 

appraisal tools to carry out a consistent and complete school-based HE curriculum.  

Moreover, it guides schools in the processes of revising, improving and strengthening their 

HE curriculum based on the analyzed results. Also, it supports the HE teachers to improve 

their impact of healthier behaviours on their students (CDC 2012). Therefore, the HECAT 

reveals the importance of utilizing science to promote practice, involving school staff and 

community in the selection and revision of curriculum, and recognizing local authorities in 

prioritizing health education topics, content, and decisions (CDC 2012).  

Simultaneously, the Whole School, Whole Community, Whole Child (WSCC) model has 

been established in 2014 by the Association for Supervision and Curriculum Development 

(ASCD) and the CDC to support an integrated approach to health and education in schools. 

This model “incorporates the components of a coordinated school health program around the 

tenets of a whole child approach to education and provides a framework to address the 

symbiotic relationship between learning and health” (ASCD & CDC 2014, p. 6). It also 

provides a well-structured health education plan to support students to acquire knowledge 

and skills they need to promote healthy behaviours for themselves and others, make healthy 

decisions, and obtain health literacy. The WSCC model comprises ten components that are 

health education; physical education and physical activity; nutrition environment and 

services; health services; counseling, psychological, and social services; social and emotional 

climate; physical environment; employee wellness; family engagement; and community 

involvement (SHPPS 2015).  
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To acquire skills, deep understanding of subject matter is needed. This deep understanding 

comprises knowing all details, how they fit together and apply them to solve problems 

(Anyanwu & Reuben 2016). To nurture healthy behaviours in their students, teachers of 

health education recognized the need to go beyond the teaching of knowledge of contents 

(NBPTS 2002) as the recall of information is no longer what is needed from the learning 

process. On an international level, skills-based health education (SBHE) was recommended 

by the WHO since 2003 to emphasize the interaction and participatory methods of teaching 

and learning. WHO (2003), also, endorsed the SBHE through which learners are able to 

establish and maintain healthy lifestyles. SBHE is about the combination of shared learning 

experiences that targets the development of knowledge, attitudes and skills required to 

implement proper engagements to generate healthy lifestyles. It addresses the use of 

interactive teaching and learning methods to enhance the students’ ability to apply 

knowledge, attitudes and skills in their daily life activities (Anyanwu & Reuben 2016). 

Moreover, an effective SBHE curriculum emphasizes the importance of the learner’s life-

long advocacy for personal, family, and community health through teaching of personal and 

social skills to influence student’s health knowledge, attitudes and practices. 

It is very well known, that the overall aim of any HE school program or interventions is to 

attain healthier behavioural changes. Thus, curriculum outcomes have to be based on data so 

that they are planned to encounter the requirements of students. It is also important to revise 

the curriculum periodically to meet the students’ and community’s changing demands as per 

the data findings in addition to appropriate assessment methods. Therefore, the curriculum 

must include formative and summative reliable assessments strategies (SHAPE 2015). In 

SBHE, the emphasis on knowledge alone is not effective, and so is its assessment.  It is 
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important to assess all three aspects of behavioural change; knowledge, attitudes and skills 

(Anyanwu & Reuben 2016). Anyanwu and Reuben (2016) asserted this notion by presenting 

the Skill-based Health Education Model (Figure 2.9). The model displays the behavioural 

change at its center, surrounded by equal portions of knowledge, attitude, and skill.  The 

authors meant that equal assessment emphasis should be applied on these three vital 

components to achieve a behavioural change. 

 

 

 

 

 

 

 

 

 

 

Figure 2.9: Skill-based Health Education Model 

(Adapted from Anyanwu and Reuben 2016, p. 60) 

  

2.2.3. Teachers of Health Education 

A whole school approach to health education implies comprehensive methods of staff 

development, students-teachers’ rapport and relationship, active involvement of parents and 

local community (Jourdan et al. 2016). At the core of this assumption, is the teachers’ role in 
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the teaching and learning processes of health education. Keeping in mind that teaching is no 

more considered as the verbal approaches and memorizing, it is more about interaction and 

facilitation (Xhemajli 2016). As it is applied inside and outside classrooms, this change in 

teacher’s role brings challenges to teachers as well as to education services. Such a change 

requires the teacher to possess knowledge, to be an educator, an advisor, an organizer, a 

coordinator, and an assessor (Xhemajli 2016). To be able to play all these roles, teachers have 

to create opportunities for interactive teaching, they should be able to prepare interactive 

activities in advance and to use interactive models where students are involved in small and 

large group activities so that the educational goals are effectively accomplished (Xhemajli 

2016). In order for students to acquire skills to succeed in work and life, health literacy has 

been turned to be one of the subjects to be covered when building the 21st century skills 

(Partnership for 21st Century 2015), and also is one of the main objectives of modern school 

health programs (Kolbe 2005). Therefore, to define the role of teacher in health education is 

not a simple task, as it is a mixture of behavioural and cultural issues (Jourdan et al. 2008). 

Also, it includes the development of student’s skills in relation to literacy, numeracy and 

well-being (Basch 2011).  Moynihan et al. (2018, p. 9) clarified that the “Lack of coherent 

conceptualization of the competencies required for health education teachers further 

exacerbates this complexity”. Thus, teachers may express certain challenges to give health 

education a priority (Jourdan 2011) and the need of a broader array of competencies that are 

not only based on knowledge but also to encompass skills and attitude (Moynihan et al. 

2015). In addition, teacher’s role also includes building an active and healthy environment, 

to be a role model, and to deal with conflicts. He/ she needs to indulge in establishing an 

effective teaching and learning activity based on exploration to promote effective learning 

(Kazi & Aziz 2018). Siti, Suryani & Melor (2010) added that teacher’s traits of being 
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supportive, friendly, understanding and approachable cannot be ignored in this instance. Mart 

(2013) highlighted that passion and commitment are also key factors that positively 

impacting the teacher’s performance and motivation and, consequently, successful student 

learning. Apart from these qualities, teacher’s skills are also playing a major role in 

influencing the classroom environment (Siti, Suryani & Melor 2010). 

To support students in their development of health literacy, Moynihan et al. carried out a 

study in 2015, to identify the health education teachers’ core competencies. Authors 

requested the help of experts in health education to identify core competencies for school 

health educators. Thirty six competencies were created from their call. After analysis, twelve 

core competencies were highlighted which are a “mixture of knowledge, attitude and skills” 

(p. 1) (Figure 2.10). 

Figure 2.10: Core Competencies of Health Education Teacher 

(Adapted from Moynihan et al. 2015, p. 10) 
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Knowledge based competency included content knowledge, curriculum knowledge, and 

pedagogical knowledge. For the content knowledge, the knowledge of health determinants, 

health issues and health education models and theories competencies are covered. For 

curriculum knowledge competency, knowledge of health education curricula and knowledge 

of learners and their characteristics are the main focus.  Pedagogical knowledge comprises 

the principles and strategies of teaching and classroom management. In this context, Metzler 

and Woessmann (2010) provided quantitative and statistical evidences on the impact of 

teacher’s subject knowledge on students’ accomplishment that supports the attainment of 

students’ learning outcomes. 

Regarding the skills based competency, it comprises communication skills, planning and 

assessing skills and teacher as researcher. Communication skills include interpersonal, 

intrapersonal and community communication skills (McKenzie, Neiger & Smeltzer 2005). 

Planning and assessing skills are fundamental skills for health educators (Cottrell, Girvan & 

McKenzie 2011). In this regard, Hightower et al. (2011) asserted that quality teachers are 

able to reveal their teaching skills, communication, commitment and abilities to create an 

environment that is conducive to learning. The creation of such environment produces 

activation and interaction in their classrooms that is vital to address any challenges their 

students may experience (Blömeke, Olsen & Suhl 2016). The teacher as a researcher gains 

that degree of competency to connects skills to attitude domains. Research can be used by 

teachers to acquire an informed practice. Also, it helps them to reflect on practice and to have 

a strong content knowledge (OECD 2015). The last attitude based competency encompasses 

the health educator’s willingness and commitment to be involved in school-wide and 
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community health promoting activities, and the abilities and enthusiasm to effectively 

conveying health related concepts to others (Jourdan et al. 2010). Loh and Nalliah (2010) 

recognized the teacher as a role model is an effective means to influence students’ personality 

growth and academic success. In the same vein, Flynn (2011) discussed how role modeling 

is used not only to convey knowledge as a means to effective learning, but as a means to 

embed within the student qualities, such as behaviour, attitudes and values. Teachers 

themselves should possess healthy life styles and show commitment to positively contribute 

to overall health education efforts in schools (Auld & Gambescia 2016). As students tend to 

imitate behaviours and practices of their teachers, teachers must be the healthy role models 

for them (AHK 2015). Thus, by acquiring this competency, teachers can inspire their students 

and motivate them to have positive attitudes when dealing with each other and their 

community. 

On the other hand, Anyanwu and Reuben (2016) have added that HE knowledge, skills and 

attitudes are also used in the assessment of students’ learning outcomes. So teachers need to 

understand the three dimensions of health education and attempt to divide them into 

measurable components to be able to diagnose the curriculum objectives’ attainment. These 

outcomes infer the assessment of behavioral change and inform teachers’ reflective practices.  

Although, teachers’ main focus is the academic achievement of their students, yet, they have 

to consider students’ physical, mental, social and emotional health development as well. 

Though, teachers, most of the time, are not provided with continuous professional learning 

opportunities to support them in developing student wellbeing (St Leger et al. 2007). 

Therefore, health promotion and education researchers recommended teacher training as they 

highlighted the seriousness of the teacher’s role in ensuring success in school based settings 
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(Jourdan et al. 2008). To support teachers in their health education role, teacher training is 

considered as essential, primary and ongoing aspect (Jourdan et al. 2008). Jourdan (2004) 

highlighted that teacher training has the advantage of clarifying the teachers’ role regarding 

school health education, helping them shape their professional character and provide them 

with methodological tools. Moreover, Simar et al. (2007) study argued that teacher training 

will support teachers to perceive health education in its comprehensive approach and also 

enhance the success of the program. Additionally, Ahmed et al. (2006) described that 

interactive and experiential professional development sessions were found to be effective 

strategies in a teacher’s training; they argued the importance of successful reception and 

retention of the training messages by teachers in short term training programs, so they are 

able to convey the knowledge and skills acquired to their students in classrooms. However, 

to ensure that all information and messages taught are well retained by the teachers, long-

term training programs are required to avoid gaps in knowledge that may be the result of 

fragmented short-term trainings. Therefore, teachers and students should be followed up not 

only immediately after training but also afterwards. They have added that pre and post 

training sessions must be conducted so the outcomes of the training program can be measured 

(UFS 2015). 

The “concepts of wellbeing” subject was established and included in the Bachelor of 

Education curriculum (Masters 2008) as a teacher’s preparation initiative. The main purpose 

of this initiative was to establish a fundamental aspect of teacher’s physical, personal and 

social learning. This subject was introduced in the first semester of the first year of study for 

all Bachelor of Education students.  The results of this trial were published to inform current 

practice. The emphasis of the subject was on improving students own personal wellbeing, as 
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well as on their professional capacity to teach health and wellbeing concepts to their students 

in the future. A variety of health related topics were included to engage future teachers in 

health education practice. All aspects of health including physical, social and mental and 

emotional wellbeing were involved in the main structure of the subject (Masters & Donnison 

2010). Teaching these qualities early to future teachers can enhance the development of 

sound professional characteristics and influence their teaching practices and consequently, 

their students in the future (Hinton 2014).  

2.2.4. Impact of Education on The Health of Youth And Women 

 

Young people in schools are gathering and frequently in direct contact with each other which 

put them at risk for transmitting and spreading of infectious diseases. Globally, 

communicable diseases include various categories and types. The relatively common are 

tuberculosis and influenza. In 2016, Tuberculosis (TB) was the main cause of death as it was 

around 1.3 million deaths worldwide (Elflein 2019). Fortunately, the prevalence of TB cases 

in the UAE is low compared to other countries as it is at 0.79 per 100,000 populations. Yet, 

the United Arab Emirates Ministry of Health target is to eliminate TB by 2050 (Leon 2018). 

Influenza counts 40.9 % of all notified communicable diseases in Abu Dhabi Emirate for the 

year 2018. From which 65.3 % are for those who are less than 15 years of age (SCAD 2018). 

Thus, the inclusion of communicable diseases control and prevention practices in the school 

health education program is of an immense importance (Wang et al. 2018) to ensure students’ 

knowledge on health and safety in this regard. Sørensen et al. (2012) clarified that there are 

three domains of health where an individual approach of health literacy should be 

accommodated “healthcare, disease prevention, and health promotion” with “being ill, being 

at risk, and staying healthy”. Kim et al. (2016) study reiterated that unhealthy behaviour can 
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be modified to a healthy one through health education, thus, limiting the communicable 

diseases spread and consequently epidemics.  

On the other hand, and as young people are the future adults and parents of a society, it is 

important to improve their levels of health related knowledge and practices on non-

communicable / chronic diseases. Their knowledge about genetic blood diseases for example, 

will clarify for them the importance of pre-marital screening and provide awareness on the 

consequences of marrying a spouse with a hereditary disease. Health education supports them 

to make healthier life choices and promote healthier decision making abilities (Mohamed 

2015). Also, physical and mental health of human being is significantly influenced by 

lifestyle (Farhud 2015). Another example, lack of physical activity, the intake of poor diet 

and smoking are health indicators that may considerably affect the individual’s health status 

as they are lifestyle factors (Cawley & Ruhm 2011).  The effect of advanced technology on 

human life will result in unpleasant consequences. If it is misused, it influences on 

individual’s patterns of sleep, school academic performance and on the level of physical 

activity (Thomee, Harenstam & Hagberg 2011; Lapousis & Petsiou 2017). The habit of 

intake of fast food will lead to common health problems like obesity and cardiovascular 

diseases (CVD) (Mozaffarian et al. 2011). Worldwide, the World Health Organization has 

estimated that the rates of the chronic diseases are rapidly increasing, with the highest in the 

Eastern Mediterranean Region in cardiovascular diseases. It causes nearly one of every four 

deaths (CDC 2014), 5 million premature deaths globally every year, and the second leading 

cause for CVD mortality after high blood pressure (Wong 2014).  In the UAE, the Statistics 

Centre − Abu Dhabi (SCAD 2018) published its 2018 statistical report that showed that 

more than one third of the total deaths for the year 2018 was caused by cardiovascular 
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diseases (37.1%). Cardiovascular diseases count the highest rate of 46.2 per 100, 000 

populations; from which are 136.8 per 100,000 for males and 99.6 per 100,000 for females 

(SCAD 2018). These results shed light on the modern technology-driven life style that 

decreases physical activity, encourages consuming high caloric fast food and consequently 

poor nutrition. 

Additionally, over weight and obesity are associated risk factors to diabetes that is a common 

chronic disease (WHO 2016). Wild et al. (2004) in their “Global prevalence of diabetes” 

have estimated that diabetes is a major cause of mortality globally, and by 2030, 400 million 

people worldwide will suffer from it. The WHO report on diabetes revealed that worldwide 

there is 422 million people are having diabetes, where 43 million are in the Eastern 

Mediterranean region, of which about one million are in the UAE (The National 2016), that 

approximately counts for every five people there is one who is having diabetes (Swan 2017). 

These figures draw an urgent call for further interventions from which health awareness and 

education are at the core, as these rates may be increasing as the young population ages 

(Loney et al. 2013). Although genetics play important role in diabetes development, studies 

showed that dietary choices are of crucial importance (WHO 2015), as physical activities 

with healthy diet maintain the health status of the individual (Farhud, Malmir & Khanahmadi 

2015). Similarly, the Centers for Disease Control and Prevention (CDC) reported that the 

majority of chronic diseases can be prevented or managed by the adoption of healthy living 

practices (CDC 2008). Thus, the change of life style will positively impacted on individuals’ 

health and decreases the risk of obesity, diabetes and cardiovascular diseases.  

One of the unhealthy habits the youthful population encounters is cigarette smoking. 

According to the WHO, the prevalence of smoking is constantly rising, as more than 1 billion 
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people smoke (WHO 2014). It is noteworthy to mention that smoking is also considered as 

major cause of cardiovascular disease (WHO 2014). The inception of adolescence 

corresponds with the start of smoking. Social and psychological influences lead the 

individual to fear rejection and seek acceptance of peers to be able to be a member in a group. 

This situation drives the youth to experiment with smoking. Encouraging results were 

presented in Stathopoulos and Sourtzi study (2013) the “Evaluation of a health education 

program for the prevention of smoking in secondary education students”, and Tahlil et al. 

(2013) “The impact of education programs on smoking prevention: a randomized controlled 

trial among 11 to 14 year olds in Aceh, Indonesia” (2013). Both studies showed positive 

results among participants. Authors also observed students’ increasing knowledge about the 

impact of smoking on individual’s health and some of the participants expressed willingness 

to reduce the number of smoked cigarettes per day. It can be concluded that including 

smoking and its hazardous effect on health in the school health education program is of 

significant impact on school students.  

Young women are the future mothers.  It is important to take the opportunity during their 

secondary education to enrich their knowledge about health related issues as health literacy 

is one of the core factors that influencing woman’s health. It is an essential element that 

supports her abilities to be involved in health promotion activities not merely for herself but 

also for her children (Shieh & Halstead 2009). It helps her to seek health care services at 

early stages and at the right time when dealing with health problems (Gönenç 2015).  For 

example, maternity health, that includes pregnancy and cervical cancer. Health literacy 

supports the pregnant lady to recognize the dangerous signs of pregnancy and to ask for 

health care services to provide adequate care (Mojoyinola, 2011). Also, it provides the 
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concept of having a healthy and safe pregnancy for herself and her baby. Some of these safety 

practices may include proper nutrition, follow up visits in antenatal clinics, and attending 

health education classes. However, women with less health related knowledge will have poor 

health behavior, high risk of birth defects related to less follow ups and prenatal screening 

(Deliktaş, Körükcü & Kukulu 2016). In the same context, a study that was done by Lupattelli 

et al. (2014) revealed that women with low health related literacy has less adherence to 

medication prescribed during her pregnancy due to the concepts that medications may harm 

her fetus. In respect to women’s fertility, it was found that education advantages women to 

control how many children they have, thus, over time reducing their fertility rates. Another 

study that was done by UNESCO (2010) in Mali found that women who do not attend 

secondary education have an average of seven children; however, those who got education 

have an average of three children. Additional study in Guatemala revealed the relationship 

between the number of years a girl gets an education in schools and their first time pregnancy 

age. Thus, for every year a young woman spent in school, her first childbearing experience 

is delayed about six to ten months (Behrman et al. 2014). Summers (1992) estimated that for 

every one thousand women who engaged in an additional year of schooling, there is a support 

for the prevention of two maternal deaths, and that “mothers with secondary education are 

twice more likely to give birth more safely in health facilities as those with no education” 

(UNESCO 2010). Furthermore, improving maternal health is closely linked with improving 

child mortality as it ensures health development and reduces children’s death at birth (Shaw 

2006). Studies in the field have shown close connection between mother’s levels of education 

on her children’s health. Unfortunately, every year eighty-seven out of one thousand live 

births die due to preventable diseases such as diarrhea, pneumonia, malaria and AIDS (UN 

2010). The World Health Organization (2009) linked high children mortality to malnutrition, 
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lack of breastfeeding, lack of vaccination, poor hygiene, and indoor smoking.  For example, 

the children of a mother who gets an education at school are fifty percent more likely to 

survive than children born to an illiterate mother, as child vaccination is only nineteen percent 

for mothers with no education, however, this percentage increased to 68 percent when a 

mother attains her secondary education (UNESCO 2010). Semba et al. (2008) a study that 

was carried out in Indonesia and Bangladesh showed that women who receive an additional 

year of formal education have the opportunity to decrease the chance of having shorter 

children for their age by five percent. It can be concluded that empowering adolescent girls 

with knowledge and safe practices during their education journey will contribute to equip 

them with tools to make them able to respond and effectively manage challenges they will 

face in their lives. 

2.2.5. Summary of the Literature Review  

To sum up, this section of the chapter offered the findings of an extensive literature review 

that was carried out on school health education programs and its curriculum and strategies 

that are implemented in the field of health education.  The implemented Health education 

programs - presented in the previous studies - incorporated knowledge, skills and attitudes as 

vital determinants for the individuals’ health and their community that informed the present 

research study methodology as these determinants are the main focus of the study’s students’ 

questionnaire’s items. Gulzar et al. (2017) reported that the content and method through 

which these principles can be educated should be based on international evidence based 

practices. To deliver an effective health education program, schools should employ a well-

structured health education curriculum (CDC 2012), that is the case of the current 

implemented health education curriculum in the UAE schools. For the teaching-learning 
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processes, the WHO (2003) endorsed the SBHE. SBHE is about the combination of shared 

learning experiences that targets the development of knowledge, attitudes and skills required 

to implement proper engagements to generate healthy lifestyles. In terms of HE assessment, 

Anyanwu & Reuben (2016) recommended the assessment of all three aspects of behavioural 

change; knowledge, attitudes and skills. Additionally, this study highlighted the teacher’s 

role in health education along with a teacher’s competencies. As endorsed by Xhemajli 

(2016), the HE teacher is no more a lecturer or only communicate knowledge to students, but 

also an educator, an advisor, an organizer, a coordinator, and an assessor. Similarly, 

competencies are not only based on knowledge but also to encompass skills and attitude 

(Moynihan et al. 2015). Moreover, studies showed the advantages of offering teachers 

continuous professional development sessions and trainings on themselves and on students’ 

wellbeing. Furthermore, the review provided evidences on the importance of inclusion of 

communicable diseases control and prevention practices in the school health education 

program. Likewise, studies displayed that the change of life style has positive impact on 

individuals’ health and decreases the risk of obesity, diabetes and cardiovascular diseases 

that is evident in this study’s focus. The reviewed literature presented the importance of 

empowering adolescent girls with knowledge and safe practices during their school education 

that contributes to effectively manage life challenges. 

2.3. Situated Studies 

In order to have a deep understanding, wide and selective research has been done to identify 

and situate related literature in the field of health education in schools. Between the years 

2012 and 2019, studies on health education were conducted in other countries such as the 

United States, India, Malaysia, Thailand, Iran, United Kingdom and Canada. These studies 
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addressed several aspects of health education in primary and secondary schools; including 

personal hygiene, nutrition, overweight and obesity, dental and oral hygiene, physical activity 

and mental health. It is noteworthy to highlight that most of these studies are of individual 

initiative type, either by school nurses or by other health care professionals, and not as a 

governmental initiative like what is implemented in the UAE. One of these studies was done 

by Shrestha and Angolkar (2014) in India to assess the change in personal hygienic practices 

in primary school children. Its objective was to evaluate the modification of knowledge and  

practice  concerning  personal  hygiene  among  primary  school  children  after  educational  

interventions. By random sampling, one primary school was selected out of seven 

governmental schools. The targeted school grades were grades three, four and five. All the 

targeted grades were included in this study. Two surveys were done one in February and the 

other in September 2013. Interventions were conducted through health education sessions 

that were implemented once a week for six weeks. Shrestha and Angolkar (2014) reported 

that there was a positive change of knowledge and practices among students involved in the 

study. These results initiated the researchers’ recommendations of proper health  education  

interventions  through the framework  of  schools  to  the  school  children, to aim for  

improvement regarding personal hygiene among them, throughout the nation. Also, in India, 

Gambhir et al. (2013) came across the promotion of dental health through the provision of 

health education on oral hygiene at early stages. They presented a systematic review through 

which they reported their results of significant improvement in oral hygiene of school 

children after imparting dental health education. Another study was carried out by Ishak et 

al. (2016) in Malaysian secondary school to promote healthy lifestyle and prevent overweight 

and disordered eating. The researchers initiated an integrated health education intervention 

named ‘Eat Right, Be Positive About Your Body and Live Actively’, a primary prevention 

https://www.researchgate.net/profile/Ashutosh_Shrestha?_sg=evMVomqr289wDZ6zvkDAzubX-K0WG2oWNI_3oRJ5zFIwWIlYO16D9dvwipL8WYAoY4NLlug.KdonI2yDMt4Ki3H5ZMuE249JH-5WZx8bxlE2S5AqFQeHe98GLYKU6dBqt9R3ZW_XRL9D6yEa_aRb3RYHPJCacA
https://www.researchgate.net/profile/Ashutosh_Shrestha?_sg=evMVomqr289wDZ6zvkDAzubX-K0WG2oWNI_3oRJ5zFIwWIlYO16D9dvwipL8WYAoY4NLlug.KdonI2yDMt4Ki3H5ZMuE249JH-5WZx8bxlE2S5AqFQeHe98GLYKU6dBqt9R3ZW_XRL9D6yEa_aRb3RYHPJCacA
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which aimed to promote healthy lifestyle in preventing overweight and disordered eating 

among secondary school adolescents aged 13–14 years old. A peer-education strategy was 

used to teach students related knowledge and skills relevant to achieving a healthy lifestyle. 

The interventions were mainly focused on the promotion of healthy eating, positive body 

image and active lifestyle. Then, parameters were assessed including body weight, disordered 

eating status, stages of change, body image, health-related quality of life, self-esteem, eating 

and physical activity behaviours; and knowledge, attitude and practice towards a healthy 

lifestyle. Assessment was executed at three time intervals, which is, baseline, post-

intervention and after three months as a follow-up. The study resulted in better progress in 

healthy lifestyle practices of students.  It also contributed to the country’s ministry of health 

professionals, educational interventions and schools health. Another related study was done 

in one school in Bangkok, Thailand, by In-Iw, Saetae, and Manaboriboon (2012). The 

purpose of the study was to define the change in body weight and body mass index (BMI), 

as well as diet behaviours. The participants were school students of grade eight who were 

diagnosed with being obese. Interactive educational interventions were provided by a 

pediatrician for the intervention group while the rest, the control group, attended regular 

nutritional class. After four months of interventions, the intervention group showed 

significant decrease in BMI compared to the control group; however, there was no significant 

change in dietary options particularly in calorie and fat intake in food consumption within 

each group. The researchers concluded that intensive interactive nutritional education 

focusing on healthy food selection, food energy calculation, and food exchanging had shown 

positive changes in participants’ BMI and impacted on their healthy dieting attitudes. The 

same recommendations were reported by Lavelle, Mackay and Pell (2012) in their systematic 

review and meta-analysis of school-based interventions to reduce body mass index. In their 
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study, researchers aimed children of 18 years age and younger. The conclusion they presented 

showed that there is accumulating evidence that school-based interventions can significantly 

reduce children's BMI, especially if they include a physical exercise component. These 

conclusions are also consistent with Mahmood et al. (2014) results obtained from review, 

meta-analysis and supported by quantitative evidences. Results revealed that school-based 

intervention programs are effective in prevention of childhood overweight and obesity 

problem. In Toronto, Canada, a review of the evidence on school-based interventions to 

address obesity prevention in children 6-12 years of age was published by Charlebois, 

Gowrinathan and Waddell (2012). The aim of the review was to highlight an evidence-

informed decision making process on obesity prevention during childhood that can be 

achieved through a combination of population-based initiatives. The authors recommended 

interventions to reduce the prevalence of obesity in children before they reach adulthood. 

They pointed that these interventions should focus on health education to increase 

knowledge, awareness, attitudes and motivation. Cawley, Frisvold, and Meyerho (2012) were 

more specific in their published work “The Impact of Physical Education on Obesity among 

Elementary School Children”. Their study targeted grade five school students. They 

recommended the revision of the physical education policies in schools to increase the 

duration of the physical education sessions in order to prevent childhood obesity and 

consequently the other diseases associated with it. In Iran, a study conducted by Haghani, 

Shahnazi and Hassanzadeh (2017) in two elementary schools for boys. Researchers’ aim was 

to determine the effects of tailored education on lifestyle modification. The participants in 

their research were male students in grades four, five and six and who were between the 85th 

and 95th weight percentile. The authors suggested a reform of the schools’ curriculum to 

include necessary points regarding obesity-inducing factors, complications arising from 
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obesity, and ways of preventing it. Also, they recommended involving teachers and students 

in ongoing and regular age-appropriate programs for the aim of improving physical activity 

and nutrition. In china, a study was done by Wang et al. (2018) to explore the impact of health 

education on student knowledge and behaviours toward infectious diseases and to define the 

factors that are affecting their knowledge and behaviours. The authors concluded that health 

education contributes positively to student knowledge and behaviours toward infectious 

diseases, and they recommended that students are in extensive need to know more about 

infectious diseases. In addition to that, a plethora of recommendations stating the need for 

further studies to highlight this impact was published. These recommendations came from 

both; the earlier mentioned studies and from the supporting bodies such as the Centers of 

Diseases Control (CDC 2019), and the World Health organization (WHO 2012). 

In the studies completed, it has been noted that there are no studies carried out to date in the 

UAE related to health education in schools. This evidence can be considered as a call for 

studies to assess the impact of health education programs that are currently implemented in 

public secondary schools in the UAE. Also, it is recommended that consideration be made of 

the: cultural diversity, health related habits, practices and the way of life that may differ from 

other countries where health education researches were carried out.  
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Chapter Three: Methodology  

The philosophical aspects underpinning the research approach and the research methods of 

this study are discussed in the following sections. To provide a full description of the 

methodology process, the flow of sections follows the “research process onion” (Saunders, 

Lewis & Thornhill 2012), as this process can be adapted to almost all types of research 

methodology (Bryman 2012). Saunders, Lewis and Thornhill (2012) clarified that the outer 

layer of the research process onion must be unwrapped first so that the subsequent inner layer 

can be seen. The process represents the research philosophy as the outer shell. Then the 

following sections present the research approach, site selection, population of the study, 

sample selection and research instruments. Finally, the data analysis and procedures and the 

ethical considerations are displayed.  

3.1. Research Philosophy  

Modern education research is structured and organized by several paradigms. All paradigms 

are philosophical in nature and incorporate the common elements of (1) axiology which 

reflects morals, beliefs and values in research, (2) ontology that assumes nature of reality, (3) 

epistemology that assumes how we get knowledge, (4) methodology that shares 

understanding of the best ways to get knowledge, and (5) rhetoric that shares understanding 

of research language (Lincoln et al. 2011). Each paradigm views these elements in different 

perspective. Postpositivism, for example, is one of the previous social research approaches 

that is usually linked to quantitative methods. In postpositivism, within the research process, 

researchers observe ‘inquiry’ as a series of steps that are logically related, and they develop 

knowledge claims relying on objectivity and control (Creswell 2013). On the other hand, 
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constructivism is linked to qualitative methods, where researchers’ views are based on the 

views of the participants, and they develop knowledge claims relying on subjectivity 

(Creswell &Clark 2011). It can be noted that postpositivism and constructivism are situated 

at the opposite ends of a continuum (Betzner 2008). To bridge the gap of the older 

approaches, a newer approach of “pragmatism” is used (Creswell 2013). Opposing to other 

research philosophies, pragmatism incorporates more than one research approach, qualitative 

and quantitative, within the same study rather than the contradiction of positivism and 

interpretivism (Tariq 2017). 

The philosophy of pragmatism as research paradigm includes a variety of methods (Creswell 

& Clark 2011). The emphasis of this study is on the concerns and questions of the research 

and not on the methods. Thus, the researcher of the study used the pragmatic approach to 

underpin this research study as its main philosophical approach that serves best the research 

problem under investigation (Tashakkori & Teddlie 1998). The American philosophers 

Peirce, James, and Dewey initiated pragmatic philosophy in the 1870s. Many researchers 

have conveyed its applicability in social science research and its use to originate data about 

the problem (Creswell 2014). Pragmatism underpins this study to support the researcher to 

investigate the students’ perceptions of the newly implemented HE program in the public 

secondary schools in Al Ain City. By means that pragmatists believe that human knowledge 

is guided by practical goals. Godfrey-Smith (2014) reported that basic beliefs and general 

inquiry methods are evaluated by their outcomes. As students vary with their health related 

knowledge and interests, pragmatism accepts those variables and focuses on serving every 

knowledge and interest. So, knowledge, as a tool for action, is valued and examined by its 

consequences, and thus its efficiency is evaluated (Cornish & Gillespie 2011). Therefore, 
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students’ health related thoughts are linked to their actions and future consequences, thus, 

results of their actions can be predicted (Morgan 2014). Pragmatist philosophy assumes that 

beliefs are originated from past experiences, and these past experiences cannot be separated 

from actions. Also, pragmatists believe that actions are essential to pragmatism and that 

external forces are not static, they can help in shaping student experiences, thus, actions can 

change the surroundings and the world (Morgan 2014; Goldkuhl 2012). Morgan (2014) 

reiterated that “actions cannot be separated from the situations and contexts in which they 

occur” (p.26). Students can predict the outcomes of a certain action if the situation through 

which the experiences gained is repeated. Also Morgan (2014) has added that “actions are 

linked to consequences in ways that are open to change” (p. 26), meaning that, if the action 

is the same and the situation is changed, the consequences would be changed as well. In 

addition to that, pragmatists consider that every student’s knowledge and experience is 

unique, and that there are always different degrees of shared beliefs based on varying degrees 

of shared experiences based on the situation in which the experiences take place (Morgan 

2014).  

Pragmatism is strongly associated with the theoretical framework of this study. In Locus of 

Control (LOC), it can be clearly observed the internal or external control of individual’s 

beliefs on their lives, choices and actions (Rotter 1966). Therefore, the internal self-efficacy 

and confidence in one hand, or the external uncontrollable factors on the other, can define 

human actions and outcomes. In regard to Health Locus of Control (HLOC), same concept 

applies, but the difference is that it is about the goal attainment of one’s own health status. It 

is more about the extent of an individual’s development of health promoting behaviour and 

lifestyle. Individuals with Internal HLOC tend to impact on their surrounding environment 
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to modify and improve it (Bergvik, Sørlie &Wynn 2012). However, those with External 

HLOC tend to suffer and feel that they have limited control on their surroundings (Schultz & 

Schultz 2011) which may lead to have negative self-esteem and show several mental illnesses 

(França et al. 2012). This coincides with the pragmatic notion that the environment is not 

static and could be changed, and that human beliefs are linked to their behaviours and 

upcoming consequences where their outcomes can be predicted. Likewise, pragmatism holds 

that present behaviours cannot be separated from individual past experiences, and those 

actions people do are directly linked to these experiences. This notion can be linked to 

Bandura’s modeling and observational learning. If for example, a child who was raised in a 

family where he observed his parents are continuously reading or going to a sport club, he / 

she will acquire this behaviour and make it a habit of his everyday life. To acquire such a 

habit, the child surely will pass through the four stages of attentional, retention, motor 

production and the motivational processes mentioned earlier (Morse 2017; Bandura 1977). 

Similarly, pragmatists believe that knowledge is a tool for action; this is presented in the 

Health Belief Model (HBM) where individuals use cognitive processes to decide on their 

behaviour. So, the resultant behaviour is not an outcome of incentives or reinforcement but 

it is the product of one’s evaluation and judgment (Janz, Champion & Strecher 2002). These 

outcomes are developed by passing through the stages of perceived threats, perceived 

susceptibility, perceived benefits, perceived barriers, and motivation (Abraham & Sheeran 

2015). Also, pragmatism accepts individual’s variables and focuses on serving every 

knowledge and interest, the same can be noted in Trans-Theoretical Model of Change (TTM). 

TTM tackles one’s interest to change and highlights that behavioural change can be attained 

at any level of the change process (Prochaska & DiClemente 1982). So, the pragmatism 
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concept can be linked to the processes of awareness, readiness and / or maintenance of the 

modified behaviour.   

It can be concluded that pragmatism can be considered as a philosophical means to address 

and solve real world practical problems (Biesta 2010) and serves best the research problem 

under investigation of this study. Moreover, it is strongly linked to the theoretical 

framework’s components of this study. As the process of change to better healthful practices 

starts with a person’s acceptance of this change, followed by attempts to modify false beliefs, 

then it is interpreted by one’s actions and behaviours that reflect the change. 

3.2.  Research Approach  

The main purpose of the study aimed to investigate students’ perceptions of the newly 

implemented HE program in the public secondary schools in Al Ain City. In order to obtain 

an in-depth understanding, the researcher selected the mixed methods to carry out the study. 

Creswell (2014) defined mixed method as the combination of qualitative and quantitative 

approaches to provide a more complete understanding of a research problem that is under 

study than either approach alone. As health related issues are more complex and need to be 

looked at from broader perspectives (Bryers et al. 2014), there is a need for special 

consideration to the variety of factors that contribute to an individual’s overall health 

(Glogowska 2011). Thus, the integration of both quantitative and qualitative methods is the 

best research methodology, as the mixed method is used to study the diverse health related 

features (Östlund et al. 2011). The mixed method allows the researcher of this study to find 

answers to the research questions through the integration of two opposing methodologies to 

obtain clearer conclusions (Cronholm & Hjalmarsson 2011). As per Scott et al. (2011), the 

outcome of combining the two methods is greater than the sum of parts of one method. It, 
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also, allows the researcher to gain an insight of the problem under investigation. This 

methodology opposes the quantitative-qualitative dichotomy (Tashakkori & Newman 2010) 

and integrates the two approaches.  So the researcher can overcome the limitation of data 

provided by one approach alone and able to obtain more meaningful answers to the research 

questions (Halcomb & Hickman 2015). Raven et al. (2011) added that it provides the joint 

strength of the qualitative and quantitative methods and balances their weaknesses. Precisely, 

qualitative approaches are often used to explain quantitative results and quantitative 

techniques to aid in the interpretation of qualitative findings (Newman & Ramlo 2010).  

The core assumption is that the mixed method is able to provide the researcher of the study 

with a wide range of tools to answer the study’s research questions (Tariq & Woodman 2013; 

Creswell 2014); 1. To what extent do demographic variables affect students’ perceptions of 

health education? 2. What responses do public secondary students have regarding HE 

program in Al Ain City? 3. What perceptions do public secondary students have regarding 

HE program in Al Ain City?  

For the researcher to be able to address the aim of the study and obtain answers to all its 

questions the quantitative approach was used to obtain answers for the first and third 

questions and the qualitative approach was used to obtain responses for the second research 

question. Consequently, the researcher of this study planned to carry out the study through 

quantitative and qualitative approaches - a mixed method - rather than one single method.  

Creswell and Plano Clark (2011) differentiated between the four categories of mixed 

methods’ research design. First type is the convergent design. It is also called parallel or 

concurrent. This type refers to a design where quantitative and qualitative data are carried 
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out with equal priority in the phases of data collection and analysis and only mixed at the 

interpretation phase. The second type is the sequential design where the study splits into two 

phases. The second phase is to follow the first phase as the first phase is given the priority. 

The authors defined two forms of sequential designs. One is the explanatory sequential where 

the qualitative method is used as a second phase to explain and explore the first statistical 

findings obtained by the quantitative method. The second form is the exploratory sequential 

design where the qualitative method is used first to explore the present situation of a research 

study, and then the quantitative method is followed as a means to design suitable quantitative 

instruments. The third type of the mixed method is the embedded design. It also called the 

nested design where the collection of data is done through a quantitative or qualitative method 

but with the addition of a qualitative strand to a quantitative design or the addition of a 

quantitative strand to a qualitative design. This is done to refine thinking or to provide new 

insights. The fourth type is the multiphase design. This refers to multiple designs to involve 

both the sequential and convergent elements. The researcher of this study combined the 

quantitative and qualitative methods to address the study aims (Creswell et al. 2011), 

specifically, the convergent – concurrent – design. By the use of the concurrent type of mixed 

methods, the researcher implemented the quantitative and qualitative methods independently 

aiming to “obtain different but complementary data” (Creswell 2014). So, the quantitative 

method is used to get statistical results to answer the research questions (1) and (3) (Williams 

2011) and the qualitative part of the study provides the students with opportunities to reflect 

and share their experiences allowing the researcher to explore meanings and insights (Levitt 

et al. 2017), that is to answer the research question (2). Also, the qualitative method helped 

the researcher to observe and interpret the students’ perceptions in a natural setting (Gentles 

et al. 2015). 
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The below Table 3.1 explains an overview of the organization of the study. It provides links 

between the study’s questions, related instruments, sampling, participants, and the method of 

data analysis.  

Research Questions Instrument  Approach Participants Sampling Data analysis 

1. To what extent do 

demographics variables 

affect students’ 

perceptions of health 

education?  

Students’ 

Questionnaire 

 Quantitative Grade 12 

students  

(n=258) 

(4 groups) 

Convenience 

sampling 

Statistical 

Analysis  

(SPSS version 

23.0) 

 

2. What responses do 

public secondary 

students have regarding 

HE program in Al Ain 

City? 

In-depth 

Semi-

Structured 

Interviews 

Qualitative Selected 

students of 5 

groups  

(n1=32) 

 

Homogenous 

sample 

selection 

Thematic 

Analysis  

3. What perceptions do 

public secondary 

students have regarding 

HE program in Al Ain 

City?  

Students’ 

Questionnaire  

Quantitative Grade 12 

students  

(n=258) 

(4 groups) 

 

Convenience 

sampling 

Statistical 

Analysis  

(SPSS version 

23.0) 

 

Table 3.1: Summary of the organization of the study methods. 

 

To enhance reliability and validity of data and results, and to enable data saturation, 

triangulation is needed (Fusch, Fusch & Ness 2018). Triangulation is a technique used to 

facilitate the validation of data by cross verification from two or more sources to create 

understanding of an experience (Honorene 2017). It is the converging of more than a research 

method to ensure that the obtained data and the phenomena under study are correctly 

explained (Fiorini, Griffiths & Houdmont 2016). It helps the researcher to explore the 

different stages and perspectives of the same phenomena (Fusch, Fusch & Ness 2018). Heale 

and Forbes (2013) argued that triangulation of data may have inconsistent results, but it 

depends on the researcher to clarify the information and make it rich for the reader. Denzin 

(1978) identified four types of triangulation. (1) Data triangulation that is referred to three 

data points; people, time and space. These are ongoing and inter-related. Although, these are 
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about the same event, however, different data is represented by each data point. This helps 

the researcher to discover commonalities in different settings. (2) Investigator triangulation 

that is the presence of more than one researcher – investigator – to explore a specific 

phenomenon. Denzin (2009) clarified that different interpretation of investigators of the same 

data helps in mitigation of bias. (3) Theory triangulation that is referred to the application of 

different theories to the data set. Usually, it includes viewing the data from two contradictory 

theories. Another approach, that researchers may use, is the development of a new theory 

that can come up from raw data of a different theory. (4) Methodological triangulation that 

is referred to the use of triangulation “within method” or “between method”. Within method 

triangulation is utilized with multiple sources of data from one design. For example, in 

qualitative research the triangulation of data obtained from interviews, observation and focus 

groups are within method triangulation. However, between method triangulation – that is also 

called across method – is used in mixed methods study when the researcher wants to 

triangulate data obtained from the combination of qualitative and quantitative techniques. 

This reflects one of the important reasons behind the implementation of the mixed methods 

in this research study, as between method triangulation overcomes flaws and deficiencies of 

each method by taking the best from both of them (Creswell 2012). Furthermore, Gorissen, 

Van Bruggen and Jochems (2013) added that between method triangulation assists in the 

mitigation of any researcher bias.  

On the other hand, triangulation of findings takes place after the analysis of both data 

separately at the interpretation stage of a study (O’Cathain, Murphy & Nicholl 2010). The 

outcomes resulted from triangulation could be convergence, inconsistency and contradiction 

(Denzin 1978). An explanation of the studied phenomena is achieved when one of these 
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outcomes dominated. The process of triangulation implementation can be done either by 

separate data collection of the qualitative and quantitative methods and then combined them 

later, which is called simultaneous triangulation, or the outcome of one method is used to 

plan the next method, and this is called sequential triangulation (Morse 1991). The 

simultaneous triangulation is the best fit for this research study as the data is collected based 

on mixed method concurrent design.  

3.3. Site Selection  

This study was conducted in the public secondary schools in Al Ain City, Emirate of Abu 

Dhabi in the UAE. According to the UAE education context, the secondary schools are the 

schools that enroll students in grades 10, 11, and 12, and usually they are between fifteen and 

eighteen years of age. These are called “Cycle 3” schools, and they are distributed among 

nine education zones, namely Abu Dhabi, Al Ain, Al Garbia, Dubai, Sharjah, Ajman, Umm 

Al Quwain, Al Fujairah, and Ras Al Khaimah. Secondary schools are segregated to allow 

female and male students to study on different premises. Currently, the health education 

program is delivered in female public secondary schools all over the education zones (MoE 

2017) to grade 10, 11 and 12 students. In the last year of schooling, i.e. grade 12, the health 

education curriculum is completely delivered to students. The governmental female 

secondary schools, in which the HE program is delivered, is considered the ideal site for the 

study. 

3.4.  Population of the study 

The population of a study is the entire set of individuals who are having the characteristics 

of the research interest and the researcher chooses to include them in the study (Johnson & 
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Christensen 2014), and from which the sample of the study is drawn (Taherdoost 2016). The 

participants of this study are students who are receiving the health education curriculum in 

public secondary schools in the UAE. For the researcher to be able to obtain data to fulfill 

the research objectives, grade 12 students are the target population, as at this time, these 

students will complete the whole curriculum delivered over the three years i.e. grades 10, 11 

and 12. If the grade 10 or 11 students were involved, their responses to fulfill the research 

questions would not be complete. Only grade 12 students are able to provide the researcher 

with findings to fulfill the aim of the study. They are the individuals who are well-informed 

about the theme under investigation (Cresswell & Plano Clark 2011). The total number of 

grade 12 students in the public secondary schools in Al Ain education zone is 1880 (MoE 

2018). For the quantitative part of the study, the researcher will consider a sample of 

approximately 188 (10 % of the population) as an adequate sample size (Muijs 2011).  

3.5.  Sample Selection  

The sample selected in the study is criterion-based.  Criterion-based selection is the sample 

selection that is based on criteria stated by the researcher (Johnson & Christensen 2014). 

Thus, the set of characteristics of the participants were set by the researcher and those 

participants who did not meet these characteristics were excluded from the study (Johnson & 

Christensen 2014). Participants who are included in the study are students sharing the same 

characteristics. These are students who enrolled in grade 12 in the public secondary schools 

who are receiving the health education curriculum.  

As the collection of data requires effort, energy and time, a convenience sampling is also 

considered during this research study. In convenience sampling, the researcher recruits 

participants who are willing and available to be included in the study (Johnson & Christensen 
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2014; Creswell 2012). Thus, Al Ain education zone was chosen for geographical proximity, 

practicability, convenience and availability (Dörnyei 2007). All public secondary schools in 

Al Ain City were physically approached to conduct the study, providing them with the 

approval of the the research department at the Abu Dhabi Education and Knowledge 

Department (ADEK), four of them permitted to enter their premises allowing their students 

to participate in current research. The total number of grade 12 students in the public 

secondary schools in Al Ain education zone is 1880 (MoE 2018). For the quantitative part of 

the study, the researcher will consider a sample of approximately 188 (10 % of the 

population) as an adequate sample size (Muijs 2011). Based on the four schools’ approval, 

the number of students who were recruited in the quantitative method of the study is 258 

students (n =258) indicating adequate sampling size to investigate students’ perceptions 

regarding the HE program in Al Ain City. The students have been divided into four groups 

according to the schools they are enrolled in. Thus, there are four groups of students.  

For collecting the qualitative data of the study, the researcher used the in-depth semi-

structured interview method. The researcher has a list of students’ contact information 

(Creswell 2012) that have been collated from participants when the quantitative data had 

been collected, showing their willingness to be involved in further discussion. This strategy 

allows the researcher a prompt access to large numbers of students and provides a rich text 

and detailed database for analysis (Creswell 2012). In-depth semi-structured interview 

method supports the researcher with an in-depth understanding as it allows participants to 

elaborate on their perceptions of the phenomena under investigation (Johnson & Christensen 

2014). The sample selected for the interviews is five homogenous groups to form n=32 in 

order to obtain an in-depth understanding of students’ responses regarding the HE program.   
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3.6.  Research Instruments 

For the researcher to have an insight on what similar studies adopted as instruments to collect 

data in their methodology, a broad review in the available literature has been conducted. The 

search criteria were selected to focus on studies on health education interventions that were 

carried out in schools between the years of 2012 and 2019. Some of the studies were found 

to implement the systematic review (Gambhir et al. 2013; Mahmood et al. 2014; Lavelle, 

Mackay & Pell 2012; Charlebois, Gowrinathan & Waddell 2012). Other studies found to 

employ the quasi experimental using pre and post-tests (Shrestha & Angolkar 2014), and 

questionnaires (Haghani, Shahnazi & Hassanzadeh 2017; Ishak et al. 2016; In-Iw, 

Saetae & Manaboriboon 2012) as tools to collect the data. The following sections represent 

the instruments used to carry out this research study and their purposes. The instruments 

employed are students’ questionnaire and in-depth semi-structured students’ interviews.  

3.6.1. Students’ Questionnaire  

Questionnaires are quantitative research measures through which the researcher can 

investigate on opinions, behaviours and attitudes of the population under investigation 

(Walston, Redford & Bhatt 2017). Roopa and Rani (2012) defined questionnaire as a “series 

of questions asked to individuals to obtain statistically useful information about a given 

topic” (p. 273). In this study, the students’ questionnaire was used to collect data that are 

analyzed statistically - using numbers - to inform the researcher about the first and third 

research questions; 1. To what extent do demographic variables affect students’ perceptions 

of health education? 3. What perceptions do public secondary students have regarding HE 

program in Al Ain City? 
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The students’ questionnaire has the advantage as it is fast to finish, and easy to analyze, which 

is opposite to most of the other methods (Bowling 2014). Additionally, it can reach a large 

sample size (Arora et al. 2017) and the results obtained can be generalized to the target 

population (Creswell 2012). Students’ questionnaire is also helpful when students wish to 

discuss sensitive health realted topics when it is difficult to talk about during face to face 

discussion (Arora et al. 2017).  

The questionnaire of this study was self- developed based on the principles of evidence based 

practice (Ruzafa-Martinez et al. 2013). The theoretical framework of this research and the 

principles of evidence based practice focused on the three dimensions that are knowledge, 

skills and attitude. The researcher found that these principles are extremely helpful to support 

the study to investigate students’ perceptions regarding the HE program implemented in 

public secondary schools, and to cover health education concepts the students learn during 

their secondary schooling. The students’ questionnaire of the study is self-administered with 

clear instructions and proper order of questions (Thomas, Oenning & Goulart 2018). It 

comprised five closed-items sections that aim to investigate the students’ perceptions of the 

newly implemented HE program in the public secondary schools in Al Ain City; the closed 

items are followed by open ended item to provide room for participants of the study to express 

themselves if they prefer (Etikan & Bala 2017). 

Each questionnaire’s section reflects an area of investigation (Appendix 1). The first section 

enquires about the demographic data that includes age, nationality and school grade levels 

through which the students received the HE curriculum. The subsequent four sections include 

28 statements that were designed according to a 5-point Likert-type scale ranging from 

"strongly disagree" to "strongly agree". Each statement was scored from 1 to 5. The responses 
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are scored as 1 for strongly disagree, 2 for disagree, 3 for neither agree nor disagree, 4 for 

agree and 5 for strongly agree. The second section includes inquiry statements on knowledge 

the students have in terms of the taught concepts. This section includes seven statements that 

inquire about the knowledge the students obtained during their learning of the health 

education subject. The related statements start with “Learning of Health Education helps me 

to know” about the following concepts: communicable diseases and their causes, non-

communicable diseases and their causes, medical terminology, basics of first aid and 

cardiopulmonary resuscitation (CPR), healthy eating, benefits of physical activities and 

healthcare services. The third section inquires about the skills and practices the students 

acquire throughout their health education learning. This section begins with “Learning of HE 

helps me practice”. There are ten statements that are covered under this section: 

communicable diseases prevention measures, non-communicable diseases prevention 

measures, the use of medical terminology, the first aid and CPR on a manikin, how to avoid 

health risks, decision making skills, goal settings skills, how to deal with stress, physical 

activity and  healthy eating at school and at home. The fourth section focuses on students’ 

dispositions. There are six statements questioning students to rate their agreement on being 

a health advocate, teaching others about healthy living, practicing healthy life style, seeking 

help from health professional in case of any health related issues, knowing about health 

related careers, and recommending HE to be given to all school grade levels. The fifth section 

encompasses the students’ perceptions of their health education teacher. This part includes 

five statements. Each statement starts with “Teachers of health education”. The subsequent 

items are to examine the encouragement of students to apply concepts they teach, teachers 

are able to practice concepts they teach in class, teachers have the related knowledge of health 

education concepts, teachers are practising the skills they teach and if students perceive their 
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HE teachers as role models. In sections two to five, the students have the freedom to choose 

the scores that are reflecting their perceptions from strongly disagree to strongly agree with 

the statements. The last section includes an area given to reflect on any related concerns the 

student would like to add.  

The items of all sections were highlighted from the grade 10, 11 and grade 12 health 

education student’s books. Based on the learning outcomes of each chapter, the contents were 

categorized into knowledge, practices and dispositions. While developing the statements of 

the questionnaire, the researcher avoided the use of any medical terms or abbreviations. 

However, simple language and easily understood words were used. As Etikan and Bala 

(2017) recommended that the questionnaire should include themes that are clear and short. 

And the two authors revealed that low number of responses in some research studies is due 

to the lack of understanding of the questions. It is noteworthy that the researcher was involved 

in the development and implementation of the HE curriculum in the schools. So, he is having 

a good understanding of the area of the study and is familiar with the environment where the 

questionnaire is administered; as per Etikan and Bala (2017) these are vital to elicit good 

responses from participants. It can add that, students are familiar with the questionnaire’s 

statements as they are extracted from the books in their HE curriculum.  

3.6.2. Validity  

After the initial development of the questionnaire’s statements, the validity of its contents 

was carried out.  Roopa and Rani (2012) explained validity as a procedure that is applied to 

assess the degree the research questionnaire is measuring what it is intended to measure, and 

that content validity as a means that represents the concept under investigation, and it is 
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usually done by experts in the field. So the researcher seeks the opinions of two professionals 

in the field of health education. In the process of content validity, the researcher applied the 

principles of the Question Appraisal System (QAS-99) (Lessler 1999). Lessler (1999) 

provided the QAS-99 as a tool that is used to evaluate the quality of the questionnaire and to 

guide its revision. The QAS-99 provides a checklist that is composed of eight steps: (1) 

reading; (2) instructions; (3) clarity; (4) assumptions; (5) knowledge or memory; (6) 

sensitivity or bias; (7) response; and (8) other factors. Through these steps the researcher and 

the two HE professionals revised the questionnaire, and then they referred to the QAS-99 

user’s manual for suggestions to correct the identified issues. Recommendations and related 

modifications were applied on the questionnaire accordingly until the agreement of the 

experts is obtained.  

3.6.3. Pilot Study  

A pilot study is a sample study that is considered an initial step in the preparation for the 

main study (Johnson & Christensen 2012). Roopa and Rani (2012) recommended that to 

decide on the final format of the instrument, it should be presented to five to ten percent of 

the final sample size. So the researcher presented the questionnaire to twenty eight secondary 

school students who share the same characteristics of the study’s targeted population. It was 

communicated to them the purpose behind this procedure that is to assess understanding, 

clarity and readability of the questionnaire items. Fifteen to twenty minutes was the average 

time taken by participants to complete the questionnaire. Students’ feedback was positive in 

terms of clear and easy to complete statements. 
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3.6.4. Reliability  

A reliability test was conducted to identify the stability and consistency of the results 

(Johnson & Christensen 2014). Fraenkel, Wallen and Hyun (2014) stated that when 

questionnaires provide an option for the respondent to be anonymous, the findings are more 

reliable, they encourage participants to respond and to be honest. The questionnaire of this 

study was designed to offer that option for the respondent to be anonymous. As well as that, 

the Cronbach’s Alpha test was used to show the reliability and the level of consistency 

between the 28 students’ responses and the entire questionnaire’s scale of probe and 

intentions (Cohen, Manion & Morrison 2007). The interpretation of the Cronbach’s Alpha is 

considered very highly reliable if it is > 0.9, it is highly reliable if it is 0.80-0.90, it is reliable 

if it is 0.70-0.79, it is marginally reliable if it is 0.60-0.69, and it is unacceptable if it is <0.60 

(Cohen, Manion & Morrison 2007). The reliability test result among the 28 students’ 

responses and the entire twenty-eight items on the questionnaire equaled 0.912. This 

indicates that the questionnaire items are very highly reliable. 

 

3.6.5. Interviews 

Researchers commonly use interview techniques to collect qualitative data (Alshenqeeti 

2014). Interviews are conducted to explore participant’s perspectives on a specific situation, 

idea, or program (Patton 2015) and they are well known in health related disciplines 

(Bolderston 2012). Interviews are selected as data collection tool as it was recognized that 

they have the advantage of being thought-provoking and motivating. In addition, interviews 

support the researcher to explore different perspectives among the study’s students that are 

sharing the same selection criteria (Creswell 2014). They are also capable of producing the 
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in-depth and rich data required as they allow the participating students to open up through 

narrative styles (Creswell 2014). Also, interviews are methods that provide participants room 

to express their story behind an experience (McNamara 1999). This leads the researcher to 

have a deep understanding about the experiences and processes that shaped the student’s 

present lives (Creswell 2014).  

During interviews, the researcher asks questions to the interviewees to obtain answers and 

consequently information on a certain phenomenon under investigation (Cresswell 2014). To 

attain detailed information about a topic, Creswell (2014) recommended that the researcher 

should include open-ended questions, as close-ended questions demand yes or no answers 

and if they are not constructed properly, they may lead the participant’s answers. If closed-

ended questions are formulated properly, then they should be followed by ‘how’ and ‘why’ 

questions, so the researcher gives chances to participants to elaborate on their experiences. 

Other scholars in qualitative research have recommended other resources to have  quality 

interviews such as the appropriate selection of participants and obtaining access to them 

(Seidman 2013), trust and rapport building (Rubin & Rubin 2012), the clarity, the order and 

the quality of questions (Patton 2015), and the interview conducting process (Brinkmann & 

Kvale 2015). McNamara (1999) added that the interviewer’s knowledge about the subject 

under investigation plays a vital role to probe on participant’s answers and to understand the 

meaning behind these answers.  

The research revealed four types of interviews that are frequently implemented in social 

sciences. The first type is the structured interview. The structured format includes pre-

prepared direct questions. For each question there are a number of responses that allow the 

participants to choose from, or the questions can be only answered with “yes” or “no”. In this 
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type of interview, the interviewer and the interviewees are limited with the questions and the 

responses to present their opinions (Alshenqeeti 2014). Then, at a next stage, these responses 

can be easily collected and analyzed (Bells & Waters 2014). The second type is the 

unstructured interview. This type allows the complete freedom and flexibility for both the 

interviewer and the interviewees. They are both involved in the content of the interview and 

its questions, and also in the planning and implementation stages of the interview 

(Alshenqeeti 2014). Therefore, in this type of interviews, the researcher is not preparing the 

questions; however, they are spontaneous, as more questions are elicited from participant’s 

responses. Surbhi (2017) has recommended for researchers who are willing to use this type 

of interviews they should be familiar with the discussed subject and equipped with deep 

knowledge and skills, so more meaningful and in-depth information can be obtained from 

participants. The third type is the semi-structured interview. It is a more flexible version of 

the structured interview as it allows the interviewer to expand and probe on responses. In this 

type of interviews the researcher is using a checklist to keep parameters and trace the areas 

to cover in congruence with the objectives of the study.  The fourth type is the focus group 

interviewing. In this type, the interviewees are selected as a purposive sampling from a 

certain population to focus on a specific topic (Alshenqeeti 2014).  

The widely used interview format in the health research is the semi-structured interviews 

(Jamshed 2014), and this is the format that is used in this study. Semi-structured interviews 

support the researcher of the present study to have responses from students about the 

implemented HE program and help to obtain more details and explanation of elicited ideas 

whenever more explanation is needed. The in-depth semi-structured interview contained 

previously prepared open-ended questions that were utilized during the interviews with 
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participated students (Corbin & Strauss 2008). Creswell (2014) recommended the use of 

open-ended questions as they are mainly qualitative.  Adams (2015) clarified that most of the 

semi-structured interviews are “a blend of closed- and open-ended questions”, where the 

closed ended questions followed by extended probing queries. Adams (2015) pointed out that 

in some interviews close-ended questions can be “idea gateways to open-ended probing”. 

Also, this type of interviews is ideal for program recipients (Adams 2015), which is the case 

in the study.  

Jones et al. (2014) highlighted that the researcher can procure a rich data bank if interview 

questions were well developed and constructed in a way that is consistence with research 

questions. Accordingly, during the planning, development and implementing of the 

interviews of the current study, the researcher followed the interview protocol refinement 

(IPR) framework recommended by Castillo-Montoya (2016). The IPR framework (Figure 

3.1) provided a framework for systemic development and refining of an interview before it 

is conducted. It is a practical approach to develop initial strong interview that enables the 

researcher to produce “rich, focused, meaningful data that captures the experiences of 

participants” (Castillo-Montoya 2016, p. 812). As per Castillo-Montoya (2016), it is a 

method that can be used in qualitative research for refining structured or semi-structured 

interviews – that is applicable to this study – to reinforce the interview protocol’s reliability 

and to improve the quality of the data obtained. Furthermore, it provides a shared language 

for specifying the demanding steps needed to develop an interview and to ensure its 

consistency with the study (Jones, Torres, & Arminio 2014).  
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Figure 3.1: The process of interview protocol refinement 

(Adapted from Yeong et al. 2018, p. 2702) 

 

The researcher followed the process of the IPR framework that is comprised of four phases. 

First phase the researcher ensured the alignment of the interview questions with the research 

questions (Castillo-Montoya 2016) to obtain an understanding of the meaning behind the 

participants’ experiences (Seidman 2013). However, the researcher did not use directly the 

same research questions as the interview questions; however, the researcher was aware and 

careful about the context of the interview questions that probed the needed contents of 

participants’ experiences to serve the purpose of the study (Castillo-Montoya 2016). These 

questions were asked by the researcher in the middle of the interview after rapport building 

with the participants (Rubin & Rubin 2012). The second phase of the IPR framework includes 
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the construction of conversation that is inquiry-based conversation (Castillo-Montoya 

2016).The interview questions were inquiry based (Patton 2015) in a manner to inquire about 

students’ responses regarding the HE program. This phase comprised four important 

elements: A) interview questions written differently from the research questions; B) an 

organization following social rules of ordinary conversation; C) a variety of questions; D) a 

script with likely follow-up and prompt questions (Castillo-Montoya 2016, p. 813).  

A) The research questions were formulated differently from the research questions in a 

way that enabled the researcher to gain understanding of the participant’s 

experiences. Moreover, one question at a time has been asked and bulk of questions 

were avoided (Patton 2015). It can be noticed that the interview questions provided 

in the interview guide were formulated to elicit one response at a time.  

B) The researcher asked questions the participants were able to answer. As the research 

study focused on HE that was a subject the secondary students were familiar with, 

the students were able to answer and respond. Also, the researcher followed the social 

rules while conducting the interview. For examples, avoiding interruption of 

participants when they were speaking, displaying attention and listening skills by 

nodding or using other gestures and expressing gratitude (Rubin & Rubin 2012).  

C) Researcher used a variety of questions. These included (1) introductory questions that 

helped the researcher to easily start the interview and were respondent-friendly to 

support the smooth flow of the interviews. This type of questions was used at the 

beginning of the interviews as it helped the researcher to initiate rapport with 

participants. (2)Transition questions supported the researcher to move forward with 

the conversation toward the key questions. The use of this type of questions was so 
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vital when the researcher wanted to move from one topic to another. The researcher 

used a strategy of close-ended questions and then probed on responses accordingly. 

(3) Key questions were the core questions of the interviews as these are the main 

questions used to gain the understanding needed to answer the research questions. (4) 

The closing questions were used at the end of the interview to give the participants 

the opportunity to reflect or add any information that they considered important to be 

included but not being asked about.  

D) The researcher wrote a guide and used it during the interview. The guide included 

notes to participants to be used at the beginning and at the end of the interview, and 

information about the purpose of the study. It also supported the researcher to move 

easily from one topic to another.  The researcher of this study ensured the flow of the 

study’s interview guide in a manner that followed and covered the needed specific 

areas, and through the use of the mentioned types of questions.  

During the interview development phase, the third stage of the IPR framework was 

implemented. The researcher received feedback on the interview protocol. The researcher 

aimed to have feedback on the interview to augment its reliability as a research instrument. 

Also, it provided the researcher with information about the participants’ understanding of the 

interview questions and about how much this understanding was close to what the researcher 

expects (Patton 2015).  

The fourth and final phase covered the process of interview protocol piloting. After going 

through the previous phases where the researcher aligned the interview questions with the 

research questions, formulate an inquiry based questions, and received feedback on the 

questions for clarity. The fourth phase was the phase to pilot these questions by presenting 
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them to a sample of participants who meet the criteria of those of the actual participants of 

the study (Maxwell 2013). The researcher conducted the pilot interview with seven secondary 

school students who meet the selection criteria. This is to assess their understanding of what 

the researcher is aiming to measure by every question. After that, modifications have been 

done as necessary. The final review of the interview questions happened at this phase. Then, 

the researcher’s interview instrument was ready to be carried out on the study’s participants 

(Castillo-Montoya 2016).  

While conducting the interviews of the present study, the researcher of this study relies on 

the Drake’s Know, Do and Be (KDB) model (2010) to obtain data that answers the research 

question (2): What responses do public secondary students have regarding HE program in Al 

Ain City? The “Know” focuses on the concepts the students must know in the HE subject. 

Whereas, the “Do” concentrates on the skills the students learned to be able to utilize the 

learned knowledge. Finally, the “Be” reflects the influences of the health education on 

students’ character, personal growth, values and attitudes. Additionally, the researcher 

implemented principles of the semi-structured interviews. One of these principles 

recommended by Adams (2015), the researcher of the present study drafted, edited, tested 

and refined the interview guide before implementation. This was done following the IPR 

framework allowing the researcher more time to focus on conducting the interview and have 

responses on the topics under study. Another important principle was that the researcher 

avoided a long agenda. During the revision process, the researcher decided on the essential 

topics that are having priority and highlighted them; however, the other less critical ones 

could be discussed if interview time permits.  Also, during the revision process, the researcher 

omitted any simple questions or facts which answers can be obtained from documents or 
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published materials (Adams 2015). Another key principle that the researcher followed while 

conducting the interviews was that he/she assured participants of confidentiality, and 

informed them that their responses were the only concerned part in the study and not them as 

individuals. Also, the researcher reiterated the informed consent on participation of the 

students’ participants. After introductions, the researcher used related and simple questions 

to reassure and elicit the comfort of the participants and prepare them for more detailed and 

complex questions. During this step, the researcher started to build trust to allow free flow 

and sharing of information. The step after was a continuity of the previous where the dialogue 

continues and where participants were talking about their own stories and perspectives using 

their own ideas and meanings. Another principle was that during the interview the 

participants and the researcher were engaged in a formal conversation. It comprised the in-

depth detailed responses that were at the core of the interview objectives. The researcher used 

a pre-developed guide that included a list of properly ordered topics and questions that should 

be covered during the process of conduction of the interview (Appendix 2) (Kabir 2016). 

During the interview, the researcher accommodated different discussions from what was 

prepared; if they feel that it will support the topic under study. Another main principle and 

as participants of this study who did not prefer to be tape-recorded, the researcher assigned a 

note-taker; this allowed the researcher to be well-prepared and to initiate rapport with the 

participants (Kabir 2016). In addition to that, during the interview the researcher 

demonstrated the interpersonal skills such as communicating questioning techniques and 

listening skills (Creswell 2013). While conducting the interviews, the researcher was aware 

about the importance of selecting the specific words while asking questions, that the wording 

was simple and not complicated (Adams 2015). As the participants in this study are 

secondary school students, the researcher thoughtfully considered not to use any 
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sophisticated words or medical terms during the interviews. This is to make it less stressful 

and easier for the participants to respond and to share information and experience needed to 

meet the objectives of the study. The researcher’s main objective was to establish a rapport 

of trust, take field notes, and implement less structured style by the use of open-ended 

questions (Creswell 2013). At the end of the interviews, the researcher allowed participants 

to reflect on their own experiences that they see are relevant to the aim of the study and not 

being asked about. When the researcher obtained the required responses, it was the time to 

wrap up and thank the student participants for the valued participation in the interview. 

3.7.  Data Analysis and Procedures 

The current study is designed to implement the concurrent mixed method to collect data. In 

concurrent mixed method, quantitative and qualitative data collection process is carried out 

simultaneously with the same priority (Creswell 2014).  So the data collection, data analysis 

and interpretation processes of the qualitative and quantitative methods are taking place in 

parallel manner. When the results of both methods are at hand, they are integrated to address 

the main purpose of the study (Figure 3.2).  

 

Figure 3.2: The process of data collection and data analysis. 
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The researcher used the questionnaire for collecting the quantitative data. As previously 

discussed, the principles of evidence based practice questionnaire competencies (Martinez et 

al. 2013) and the Question Appraisal System (QAS-99) (Lessler 1999) were followed to 

assess the questionnaire’s validity. When the questionnaire was ready to be used, it was 

distributed to the population sample. Statistical analysis method using Statistical Package for 

Social Sciences (SPSS) software (version 23.0) was used to analyze data collected by the 

quantitative data collection tool (questionnaire). The researcher selected this statistical 

method as it can provide an in-depth statistical analysis without the need of advanced 

technical skills. This software was used to facilitate the display of frequencies, cross 

tabulation and density charts (Cronk 2016). According to Greene (2007), data analysis starts 

with filtering of the data through which invalid responses are excluded. The second step is 

extracting the descriptive analysis from the raw data, then the transformation of data is 

followed through which data consolidation or merging is taking place. The fourth step is data 

comparison through which the researcher is looking for patterns and using the analysis results 

to inform the analysis of another data set. The Statistical Package for Social Sciences (SPSS) 

statistics version 23.0 is used to carry out descriptive statistical test. The descriptive data 

analysis is presented using the frequency, percentage, mean, and standard deviation.  

At the same time, the researcher used interviews for collecting the qualitative data. The 

interview questions guide was prepared and piloted as per the Interview Protocol Refinement 

(IPR) framework recommended by Castillo-Montoya (2016). Thematic analysis method was 

deemed the most appropriate for data analysis of the qualitative data collection tools in this 

study. The framework method is now widely used in health related research studies (Jones 

2000; Thomas et al. 2003), and it is most appropriate for interview data analysis (Gale et al. 
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2013). This method has been selected as it conserves main principles that are important to 

the area of review (Thomas & Harden 2008), identifies the main recurrent themes, and 

endorses participants’ knowledge and practices (Thomas et al. 2007). The reporting patterns 

are the identified themes of data analysis (Braun & Clarke 2006; Miles & Huberman 1994). 

The following steps were followed by the researcher to originate themes from the obtained 

data: familiarization, coding, theme development, charting, and mapping and Interpretation. 

The themes constitute an integration of all the components of the discussion that take place 

during the interviews. 

After the third stage of data interpretation of each method, the integration of results was 

followed. At this stage, the resulted data were presented and integrated to best answer the 

research questions, where the researcher was able to gain a complete and in-depth 

understanding of the research problem from the obtained responses.  

3.8. Ethical Considerations 

Prior to conduct the data collection procedure, the initial approval was obtained from the 

Ethics Advisory Committee of the British University in Dubai (Appendix 3). Then, the 

approval to carry out the study was sought from the research department at the Abu Dhabi 

Education and Knowledge Department (ADEK) (Appendix 4). The researcher provided the 

research department with a copy of the study’s proposal, consent forms, the questionnaire, 

interview questions, and the time plan. After gaining the official approval, participation 

consent forms (Appendix 5) were provided to the school principals along with the approval 

form signed by the ADEK Research Department Officer. So the approval to access the 

research site was granted. The participants also have been provided with an explanation about 

the purpose of the study. They were also assured that anonymity and confidentiality will be 
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strictly followed. Participants were provided with information that their participation in the 

data collection process is totally voluntary and that they can withdraw at any time without 

any penalty, or any social, financial or psychological harm. In addition, the expected 

implications of the study to the field of health education were also explained. Also 

participants were provided with opportunity to inquire about any research related aspect. 

Finally, one of the important ethical considerations for a researcher is the presentation of the 

data obtained in an objective manner without any interference or manipulation.  

3.9.  Summary of the Study Methodology 

The philosophical approach that underpinned this research study was the pragmatic approach 

as its main philosophical approach that served best the research problem under investigation. 

Moreover, it is strongly linked to the theoretical framework’s components of this study. As 

the process of change to better healthful practices starts with a person’s acceptance of this 

change, followed by attempts to modify false beliefs, then it is interpreted by one’s actions 

and behaviours that reflect the change. The researcher of the study employed the convergent 

type of mixed method design to obtain different but complementary data from quantitative 

and qualitative data collection methods. So the quantitative data provided the statistical 

results to answer the research questions and the qualitative part of the study provided the 

students with opportunities to reflect and share their experiences allowing the researcher to 

explore meanings and insights. On the other hand, as the HE program was implemented in 

female schools only, the female public secondary schools were considered the ideal site for 

the study. Participants who were included in the study were students sharing the same 

characteristics. These were students in their last year of schooling, i.e. grade 12; as at this 

stage the health education curriculum was completely delivered to them. The total number of 
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grade 12 students in the public secondary schools in Al Ain education zone was 1880 (MoE 

2018). For the quantitative part of the study, the researcher considered a sample of 

approximately 188 (10 % of the population) as an adequate sample size (Muijs 2011). The 

number of students who were recruited was 258 students (n=258) indicating adequate 

sampling size to investigate students’ perceptions regarding the HE program. For the 

qualitative part of the study, the sample selected was five homogenous groups to form n=32. 

Johnson and Christensen (2014) recommended that a small homogenous group of six or 

seven participants to gain an in-depth understanding is adequate, indicating that the size of 

the sample is adequate to obtain an in-depth understanding of students’ responses regarding 

the HE program.  The instruments employed were students’ questionnaire and in-depth semi-

structured interviews. The questionnaire of this study was developed based on the principles 

of evidence based practice (Ruzafa-Martinez et al. 2013). To ensure validity of the 

questionnaire, the researcher sought the opinions of two professionals in the field of health 

education. In the process of content validity, the researcher applied the principles of the 

Question Appraisal System (QAS-99) (Lessler 1999). In order to assess understanding, 

clarity and readability of the questionnaire items, it was piloted at twenty-eight secondary 

school students who share the same characteristics of the study’s targeted population. The 

reliability test result among the 28 students’ responses and the entire twenty-eight 

questionnaire’s items equaled 0.912. This indicated that the questionnaire items were very 

highly reliable. During the planning, development and implementing of the interviews of the 

current study, the researcher followed the interview protocol refinement (IPR) framework 

recommended by Castillo-Montoya (2016) and the Drake’s Know, Do and Be (KDB) model. 

Statistical analysis method using SPSS software (version 23.0) was used to analyze data 

collected by the quantitative data collection tool (questionnaire) and thematic analysis 



 

105 
 

method was used for data analysis of the qualitative data collection tools in this study. Prior 

to conduct the data collection procedure, the initial approval was obtained from the Ethics 

Advisory Committee of the British University in Dubai (Appendix 3). Then, the approval to 

carry out the study was sought from the research department at the Abu Dhabi Education and 

Knowledge Department (ADEK) (Appendix 4). Also, participants have been provided with 

explanation about the purpose of the study. They were also assured with anonymity and 

confidentiality. Finally, the researcher presented the data obtained in an objective manner 

without any interference or manipulation.  
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Chapter Four: Data Analysis and Results 

The main purpose of the study was to investigate students’ perceptions of the newly 

implemented health education program in the public secondary schools in Al Ain City. To 

be able to answer the research questions, concurrent mixed methods research approach is 

used. Thus, the data were collected using quantitative and qualitative tools: student 

questionnaire and student semi-structured interviews. The main focus of this chapter is to 

present the results of analyzed data. The data collection processes are carried out 

simultaneously. So, the analysis of each data set will be done separately, and then, it is 

integrated. The following sections present the analysis of quantitative questionnaire data, 

analysis of qualitative data and integrated analysis and results.  

4.1. Analysis of Quantitative Questionnaire Data 

The focus of the students’ questionnaire is to address the first two research questions of the 

study: 1). To what extent do demographics variables affect students’ perceptions of health 

education? 3). What perceptions do public secondary students have regarding HE program 

in Al Ain City? There were 258 students participated in the study. All participants are female 

students from four secondary public schools within the city of Al Ain, Emirate of Abu Dhabi, 

in the United Arab Emirates. The five steps of data analysis process were followed as 

recommended by Greene (2007). According to Greene (2007), data analysis starts with 

filtering of the data through which invalid responses are excluded. The second step is 

extracting the descriptive analysis from the raw data, then the transformation of data is 

followed through which data consolidation or merging is taking place. The fourth step is data 

comparison through which the researcher is looking for patterns and using the analysis results 
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to inform the analysis of another data set. The Statistical Package for Social Sciences (SPSS) 

statistics version 23.0 is used to carry out descriptive statistical test. The descriptive data 

analysis is presented using the frequency, percentage, mean, and standard deviation. The 

following sections display the result of the analyzed data in the subsequent sequence: analysis 

of the demographic data, reliabilities, descriptive statistics results & factor analysis, 

questionnaire cluster analysis of the three concepts of HE and correlations. Additionally, the 

analysis of each section of the questionnaire is also presented, namely: the analysis of 

knowledge questions, analysis of skills questions, analysis of dispositions questions and 

analysis of the teachers’ questions. 

4.1.1. Analysis of Demographic Data 

The focus of this section is to present the demographic data of the questionnaire that is carried 

out on female students in secondary public schools in Al Ain City in the United Arab 

Emirates. The study’s questionnaire was given to students who decided to participate in this 

study (N=258). The demographic data aimed to inform on age, nationality, and school grades 

through which the students learned the health education subject. 

Age per year Number of students Percentages 

16 75 29.1 % 

17 138 53.5 % 

18 28 10.9 % 

19 8 3.1 % 

20 1 0.4 % 

 Total: 250 96.9 % 

--- 8 3.1 % 

 Total: 258 100 % 

Table 4.1: Distribution of students according to age. 

Table 4.1 represents the distribution of students according to their age. In response to the 

demographic item inquires about the age, 250 (96.9%) among the 258 students provided a 

response, however, 8 (3.1%) did not. One of the responding students (0.4%) is at the age of 
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twenty, 8 (3.1 %) are at the age of 19. The remaining responses indicated that students are 

receiving their secondary education and specifically the HE program when they are at 16, 17 

or 18 of age. The collected data reflected that the higher percentage of students at this stage 

of their education are at their 17 (n=138, 53.5%). The second higher percentage is the age of 

16 (n=75, 29.1%). The remaining twenty-eight students (10.9 %) are at their 18 years of age.  

Nationality  Number of students  Percentages  

Egypt 1 0.4 % 

KSA 1 0.4 % 

Oman 12 4.7 % 

Palest 1 0.4 % 

Sudan 3 1.2 % 

Syrian 1 0.4 % 

UAE 222 86 % 

Yemen 5 1.9 % 

--- 12 4.7 % 

Total 258 100 % 

Table 4.2: Distribution of students according to their nationalities 

In regard to the demographic question about nationalities, displayed in Table 4.2, data 

collected shows that 246 (95.7%) responded and 12 (4.7 %) students did not fill in this 

inquiry. The analysis illustrates that the majority of participants are United Arab Emirates 

nationals that counts for 222 (86%). The data collected and presented in Table 4.2 clearly 

showing that the other nationalities percentages are sharply declined, such as 12 (4.7 %) 

students are Omani, 5 (1.9 %) are Yemeni students, and 3 (1.2 %) are Sudanese students. The 

minority of the participants are nationals from: Egypt, the Kingdom of Saudi Arabia, 

Palestine, and Syria. This counts for one student (0.4 %) of each mentioned nationality. 
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Table 4.3: Distribution of students according to the number of years spent in the current school 

Among the 258 participants, 234 (90.7 %) answered the question inquiring about the number 

of years spent in the current school where health education program is implemented, and 24 

(9.3 %) did not provide a response. As shown in Table 4.3, more than half of the students’ 

responses, 148 (57.4%), reflected that they were studying in the same school for three years, 

36 (14 %) stated that they spent seven years in their current school, 19 (7.4 %) have been for 

two years, 11 (4.3 %) indicated that they were in the same school for one and four years, 6 

(2.3 %) for six years, 2 (0.8 %) for twelve years and 1(0.4 %) student mentioned that she has 

been in the same school for five years.  

 Grade 10   Grade 11 Grade 12 

Number of 

students  

238 (92.2 %) √ 243 (94.2 %) √ 244 (94.6 %) √ 

20 (7.8 %) --- 15 (5.8 %) --- 14 (5.4 %) --- 

Total 258 258 258 

Table 4.4: Distribution of students according to the school years they learned the HE. 

Table 4.4 presents the 258 participants’ responses to the question inquiring about the grades 

they received in HE, the responses reflect that they have learned the subject in their Year 10, 

11 and 12. However, Grades 11 and 12 record almost the same high percentages. 243 (94.2 

%) students from grade 11 and 244 (94.6%) students from grade 12 confirmed their 

Number of years Number of 

students 

Percentages 

1.0 11 4.3 % 

2.0 19 7.4 % 

3.0 148 57.4 % 

4.0 11 4.3 % 

5.0 1 0.4 % 

6.0 6 2.3 % 

7.0 36 14.0 % 

12.0 2 0.8 % 

 Total:234  90.7 % 

--- 24 9.3 %  

 Total: 258 100 % 
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responses. The responses from the Grade 10s are fewer as they count for 238 (92.2 %) out of 

the 258 students.  

Those participants who did not provide a response to this question are as follows; for grade 

10, 20 (7.8 %) students, for grade 11, 15 (5.8 %) students, for grade 12, 14(5.4 %) students. 

There were no respondents from Grade 13. 

4.1.2. Reliability 

A reliability test was conducted to identify the stability and consistency of the results 

(Johnson & Christensen 2014). Fraenkel, Wallen and Hyun (2014) added that when 

questionnaires offer anonymity of the respondent and reliability, they encourage participants 

to respond and to be honest. The questionnaire of this study was designed to be anonymous. 

As well as, the Cronbach’s Alpha test was used to show the reliability and the level of 

consistency between the 258 students’ responses and all the questions in the questionnaire 

(Cohen, Manion & Morrison 2007). The interpretation of the Cronbach’s Alpha is considered 

very highly reliable if it is > 0.9, it is highly reliable if it is 0.80-0.90, it is reliable if it is 0.70-

0.79, it is marginally reliable if it is 0.60-0.69, and it is unacceptable if it is <0.60 (Cohen, 

Manion & Morrison 2007). The reliability test result among the students’ responses and the 

entire twenty-eight questions equaled to 0.917. This indicates that the questions are highly 

reliable (Table 4.5).  

Reliability Statistics 

Cronbach's Alpha N of Items 

.917 28 

Table 4.5: Overall Reliability Test Result of Students’ Questionnaire. 

 

Additionally, the Cronbach’s Alpha tests were conducted to show the reliability among the 

258 students’ responses for every section of the questionnaire. The reliability test result 
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among the students’ responses and the seven questions/items in the knowledge section is 

0.698. This shows that the knowledge section is marginally reliable. The reliability test for 

the skills section, that involves ten questions/items, is 0.849. This conveys that the skills 

section is reliable. The same reliable results are that of the dispositions (six items) and 

teachers’ sections (five questions/items) as their reliability test results are 0.852 and 0.866 

respectively. Thus, the different sections of the questionnaire are reliable (Table 4.6). It can 

be concluded that the questionnaire is a reliable tool to measure students’ perceptions of the 

health education program in the public secondary schools in the UAE 

 

Reliability Statistics 

Questionnaire’s section Cronbach's Alpha N of Items 

Knowledge  .698 7 

Skills  .849 10 

Dispositions .852 6 

Teacher .866 5 

Table 4.6: Reliability Result of the Questionnaire’s Sections 

 

For the researcher to be able to identify if the questionnaire’s items are truly addressing the 

study’s concepts, factor analysis is conducted. Factor analysis detects arrangements and 

commonalities between the questionnaire’s items. To ensure reliability of the students’ 

questionnaire, the KaiserMeyer-Olkin (KMO) test, Bartlett's test of sphericity and the 

correlation coefficient were conducted. The KMO test should be at 0.6 or above, Bartlett's 

test of sphericity must be significant; that is <0.05, and the correlation coefficient should be 

0.05 or higher (Cohen, Manion & Morrison 2007). As shown in Table 4.7, the KMO is 0.912 

and Bartlett's test of sphericity is zero (p<0.05). This indicates the adequacy of the sample 

size and the significance of the questionnaire’s items. Also, the correlation coefficient shows 

high level of correlation as it is more than 0.05 (Appendix 6) among all items in the 

questionnaire. 
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KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .912 

Bartlett's Test of 

Sphericity 

Approx. Chi-Square 3436.297 

df 378 

Sig. 0.000 

Table 4.7: KaiserMeyer-Olkin and Bartlett's Test Results 

 

In order to find out if any of the students’ questionnaire items is to be excluded, communality 

values are calculated for all questionnaires’ items. The communality of variables describes 

to what extent every item of the questionnaire is correlated with the other items (Leimeister 

2010).  

According to Kusmana & Sukwika (2018), the “higher is the communalities value (greater 

than 0.5 or near to 1), the tighter relationship between the variable with the established factors 

will be” (p. 911). It can be found that all communality values for the questionnaire items are 

between 0.5 and 0.8 (Appendix 7). Therefore, there is loading for every item in the 

questionnaire and no items to be excluded.  

 

4.1.3. Descriptive Statistical Results  

 

This section illustrates the descriptive statistical results to show students’ responses on each 

demographic data against the overall items of the questionnaire. Descriptive statistics is 

employed to present and describe data (Cohen, Manion and Morrison 2007).  Also, it helps 

the researcher to describe the relationships between variables in the study’s population by 

summarizing them in a structured manner (Kaur, Stoltzfus & Yellapu 2018). As mentioned 

earlier, the participants of this study are grade 12 students’ from governmental secondary 

schools in Al Ain city in the UAE. 
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Age is a demographic data that was included in the first section of the questionnaire. Table 

4.8 shows that 247 (53.1 %) out of the 258 students’ participants responded to all the items 

in the questionnaire including the demographic question about their age. Analysis displays 

that the overall mean is 3.69  0.75. It also shows that the students’ responses indicated that 

their age range is between 16 and 20 years.  The highest percentage of participants’ responses 

states that they are at 17 years of age (N= 137, 55.5 %, Mean = 3.6, SD = 0.776). The next 

highest percentage is that of students at the age of 16 (N = 73, 29.5 %, Mean = 3.86, SD = 

0.61). The lowest percentage is that for students that are eighteen years and above (N=37, 

14.9 %, Mean = 3.39, SD = 0.123). It can be observed that more than half of the students’ 

participants who shared their perceptions to the whole questionnaire items when receiving 

their health education in schools are at the age of 17.  

 

 

 

Table 4.8: Descriptive statistics of student age 

 

Another demographic data, that was included in the questionnaire, is the school grade level 

through which the students learned the HE. Analysis shows that 210 (81.4 %) out of the 258 

participants responded fully to the questionnaire statements (Table 4.9). The analysis of 

Age Average_Overall 

16 

years 

N 73 (29.5 %) 

Mean 3.8645 

Std. 

Deviation .61027 

17 

years 

N 137 (55.5 %) 

Mean 3.6911 

Std. 

Deviation 
.77626 

> 18 

years 

N 37 

Mean 3.392 (14.9 %) 

Std. 

Deviation 

0.1236 

Min. 18 years 

Max. 20 years 

Total 

N 247 (53.1 %) 

Mean 3.6891 

Std. 

Deviation .75339 

Min. 16 years 

Max. 20 years 
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students’ responses also displays that 204 (97.1%) among the 210 have learned Health 

Education in grades 10, 11 and 12. The same percentage is that for students who learned HE 

in their grade 11. 209 (99.5 %) out of the 210 responses stated that they received a HE grade 

in Year 11 and 12. The data reveals that only one student (210 – 209) did HE in Year 12. 

Among the 210 participants, 205 (97.6 %) reported that they did HE in Year 10 as well. It 

can be concluded that 5 (210 – 205) out of the 210 participants did not learn about HE in 

their school when they were in Grade 10. The analysis also showed that all the participants 

(N = 210, 100 %) learned HE while they were in Grade 12, and provided responses to the 

whole questionnaire items.   

Year Grade Grade 10 Grade 11 Grade 12 Grades 11+12 Grades 

10+11+12 

Overall  Total 

N 205 204 210 209 204 210  

Percentage  97.6 % 97.1 % 100 % 99.5 % 97.1 % 100 % 

Table 4.9: Descriptive statistics of students’ grade levels 

 

When responding to the demographic question about nationalities, the analysis (Table 4.10) 

illustrated that there are 243 (94.18 %) out of the 258 students’ participants responded to the 

whole questionnaire items. 219 (90.12 %) among the 243 are Emirati students and provided 

responses to all items of the questionnaire. However, the non-Emirati students’ responses 

account for 24 (9.87 %) out of the 243 participants. It can be noticed that the majority of 

students’ participants are Emiratis who provided responses to all questions/items in the 

questionnaire.  

Nationality Emirati Non-Emirati Total 

N 219 24 243 

percentage 90.12 %   9.87 % 100 % 

Table 4.10: Descriptive statistics of students’ nationalities 
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The descriptive statistical results support the researcher to further describe and organize the 

collected data. Moreover, it facilitates to obtain an understanding of the relationships of 

students’ participants responses of the demographic data and their responses to the 

questionnaire as a whole. It can be concluded that more than half of the student participants 

who shared their perceptions to the whole questionnaire when receiving their health 

education in schools are at the age of 17. The analysis also showed that all participants 

learned HE while they are in Grade 12. It revealed that the majority of the student participants 

are Emirati.  

 

4.1.4. Analysis of Knowledge Questions 

The focus of this section is to present the distribution of data on the students’ HE knowledge 

during their learning. The data has been collected by the questionnaire that was filled by 

students in secondary public schools in Al Ain City in the United Arab Emirates. Section two 

of the questionnaire includes seven statements that inquire about the knowledge the students 

obtained during their learning of the health education subject. The related statements start 

with “Learning of Health Education helps me to know” about the following concepts: 

communicable diseases and their causes, non-communicable diseases and their causes, 

medical terminology, basics of first aid and cardiopulmonary resuscitation (CPR), healthy 

eating, benefits of physical activities and healthcare services. Every statement will be 

presented with its related analyzed data as per the data collected from the participated 

students.  

In all questionnaires’ statements every student has the option to mark one of the provided 5-

point Likert-type scale ranging from "strongly disagree" to "strongly agree". Each statement 
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was scored from 1 to 5: 1 for strongly disagree, 2 for disagree, 3 for neither agree nor disagree, 

4 for agree and 5 for strongly agree. 

Communicable Diseases and Their Causes 

Table 4.11 reflects the students’ responses on the questionnaire statement that enquires about 

the knowledge the students gained when learning about the communicable diseases and their 

causes. Among the 258 students who participated in the study, a significant majority that 

counts for 253 (98.1 %, Mean= 3.9, SD = 1.167) have returned the questionnaire with a 

response, however, a very small portion of (n=5, 1.9 %) of students did not provide a response 

on this statement. The responses reflect that 100 (38.8 %) students strongly agreed that they 

gained the knowledge related to the communicable diseases and their causes through their 

learning in HE. Less number of 75 (29.1 %) agreed, 45 (17.8 %) conveyed neutral responses. 

On the other hand, 19 (7.4 %) students disagreed and 14 (5.4 %) strongly disagreed with the 

statement. It is found that two-thirds of the participating students, 175 (67.8 %), have 

responded by either agree or strongly agree with the related statement. In other words, at least 

two-third of the participants gained the essential health education knowledge about 

communicable diseases and their causes from school.  

Responses Number of students Percentages 

SD 14 5.4 % 

D 19 7.4 % 

N 45 17.4 % 

A 75 29.1 % 

SA 100 38.8 % 

Total 253 98.1 % 

No response 5 1.9 % 

Total 258 100.0 % 

Table 4.11: Distribution of data on the knowledge of communicable diseases and their causes 
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Non-Communicable Diseases and Their Causes 

The second statement of the knowledge section is inquiring about the non-communicable 

diseases and their causes. Table 4.12 indicates that out of 258 participants, 253 (98.1 %, 

Mean=3.8, SD = 1.28) have provided responses to this item, and an insignificant minority 

(n=5, 1.9 %) of students did not. The higher percentage of the responses is for ‘strongly 

agree’ that is 36.8 % of the participants (n=95), and a bit lesser percentage is for the agree 

option that is 27.1 % (n=70). Disagree and neutral responses share nearly the same 

percentages that is 13.2 % and 14 % (n=34 and n=36) respectively. The lowest percentage is 

for the ‘strongly disagree’ option that is 7 % (n=18). It can be well highlighted that the sum 

of percentages of responses for the ‘agree’ and ‘strongly agree’ (63.9 %, n=165) is higher 

than that of ‘disagree’ and ‘strongly disagree’ (20.2 %, n=52). Consequently, the knowledge 

about the non-communicable diseases is mainly being learned by the students through the 

health education subject.  

 

Responses Number of students Percentages 

SD 18 7 % 

D 34 13.2 % 

N 36 14 % 

A 70 27.1 % 

SA 95 36.8 % 

Total 253 98.1 % 

No response 5 1.9 % 

Total 258 100 % 

Table 4.12: Distribution of data on the knowledge of non-communicable diseases and its causes 

 

Medical Terminology   

The questionnaire’s statement that comes after the non-communicable diseases and their 

causes is about medical terminology. When the study’s participants scored the knowledge on 

medical terminology in their HE learning, 252 (97.7 %, Mean= 3.94, SD = 1.12) out of 258 

responded to this item. Yet, 6 students (2.3 %) did not present a response.  Table 4.13 shows 

that the number of students who responded with ‘agree’ and ‘strongly agree’ with the 

statement on medical terminology is approximately the same with a difference of two 
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students, that is 96 (37.2 %) for ‘agree’ and 94 (36.4 %) for ‘strongly agree’. Responses show 

neutral options from 29 students (11.2 %), participants who ‘disagree’ are 20 (7.8 %), and 

‘strongly disagree’ are 13 (5 %). It can be perceived that the majority of the students’ 

responses ‘agree’ with the statement that the learning in health education improves their 

knowledge about medical terminology.  

Responses Number of students Percentages 

SD 13 5 % 

D 20 7.8 % 

N 29 11.2 % 

A 96 37.2 % 

SA 94 36.4 % 

Total 252 97.7 % 

No response 6 2.3 % 

Total 258 100 % 

Table 4.13: Distribution of data on the knowledge of Medical Terminology 

 

Basics of First Aid and CPR 

The fourth statement in the knowledge section of the questionnaire is examining the students’ 

knowledge about the basics of first aid and cardiopulmonary resuscitation they obtain from 

the HE learning. Table 4.14 demonstrates that participants who answered this statement are 

253 (98.1 %, Mean = 3.9, SD = 1.14) among the total number of students’ participants that 

is 258. The highest number of students are those considered the agree and strongly agree 

options, and those are 78 (30.2 %) and 104 (40.3 %) students respectively. 40 (15.5 %) 

students out of 258 marked the neutral option when responding to this statement. Conversely, 

the lowest number of students are those who scored the strongly disagree option that sums 

for 12 (4.7 %) students, then those for disagree that sums for 19 (7.4 %) students (Table 23). 

It can be noted that the percentages of the agree and strongly agree responses together 

reflected 70.5 % of the responses. Thus, two thirds of responses showed that the students’ 

knowledge on basic first aid and CPR is acquired through their learning of HE.  
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Responses Number of students Percentages 

SD 12 4.7 % 

D 19 7.4 % 

N 40 15.5 % 

A 78 30.2 % 

SA 104 40.3 % 

Total 253 98.1 % 

No response 5 1.9 % 

Total 258 100 % 

Table 4.14: Distribution of data on the knowledge of Basics of First Aid and CPR 

Healthy Eating  

The fifth statement in the questionnaire under the knowledge section is about the healthy 

eating. Table 4.15 presents that 254 (98.4 %, Mean = 4.2, SD = 1.06) of the 258 participating 

students gave a response to this item, and a tiny portion (n=4, 1.6 %) of them did not. The 

majority of the participants (n=133, 51.6 %) specified the option of ‘strongly agree’ that their 

knowledge about healthy eating is gained through their HE learning. The next higher number 

of responses is for the ‘agree’ option that counts for 69 (26.7 %) students. Ten students (3.9 

%) chose the ‘disagree response’ and the same number (n=10, 3.9 %) chose the ‘strongly 

disagree’ response. The ‘neutral’ response was selected by 32 (12.4 5) participating students. 

It is noteworthy that more than half of the participating students highlighted that their 

knowledge about healthy eating is developed through their learning in HE.  

Responses Number of students Percentages 

SD 10 3.9 % 

D 10 3.9 % 

N 32 12.4 % 

A 69 26.7 % 

SA 133 51.6 % 

Total 254 98.4 % 

No response 4 1.6 % 

Total 258 100 % 

Table 4.15: Distribution of data on the knowledge about healthy eating 

 

Benefits of Physical Activities 

 

The questionnaire statement number 6 under the knowledge section asks about the benefits 

of physical activities. The analyzed data to this concern is presented in Table 4.16. 251 (97.3 
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%, Mean = 3.88, SD = 1.13) of the 258 participating students have varied responses, 35 (13.6 

%) of them selected the ‘neutral’ option. The remaining 7 (2.7 %) did not indicate responses 

to this questionnaire statement. The highest number (n=95, 36.8 %) of students answered 

‘agree’, and a few students answered ‘strongly agree’ (n=87, 33.7 %). However, the number 

of students marked the ‘disagree’ (n=20, 7.8 %) and ‘strongly disagree’ (n=14, 5.4 %) 

responses is clearly declined. Accordingly, most of the participated students express the 

helpful impact of HE learning on their knowledge about benefits of physical activities. 

Responses Number of students   Percentages 

SD 14 5.4 % 

D 20 7.8 % 

N 35 13.6 % 

A 95 36.8 % 

SA 87 33.7 % 

Total 251 97.3 % 

No response 7 2.7 % 

Total 258 100 % 

Table 4.16: Distribution of data on the knowledge on benefits of physical activities 

 

Healthcare Services  

 

The seventh statement in the knowledge section of the questionnaire provokes responses 

about students’ thoughts on HE learning and their knowledge about the healthcare services.  

Table 4.17 illustrates that a very large proportion of the participating students (n=254, 

98.45%, Mean=3.972, SD=1.11) recorded an option on this statement. Nevertheless, 83 

students ‘agreed’ (32.2 %) and 102 ‘strongly agreed’ (39.5 %) with the related statement. On 

the other hand, a tiny portion of 4 students (1.6 %) did not record a response. 35 (13.6 %) out 

of the responded students marked the ‘neutral’, 9 (3.5 %) and 24 (9.3 %) marked the ‘strongly 

disagree’ and ‘disagree’ options correspondingly. In other words, a significant proportion of 

students either ‘agreed’ or ‘strongly agreed’ (71.7 %) that their HE subject helps them learn 

about the healthcare services.  
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Responses Number of students Percentages 

SD 9 3.5 % 

D 24 9.3% 

N 35 13.6 % 

A 83 32.2 % 

SA 102 39.5 % 

Total 254 98.45 % 

No response 4 1.6 % 

Total 258 100 % 

 Table 4.17: Distribution of data on the knowledge on healthcare services 

 

 

To sum up, the emphasis of this section is to inform on the distribution of the analyzed data 

on students’ knowledge in HE in public secondary schools in Al Ain city in the UAE. The 

knowledge section of the questionnaire covers seven areas: communicable diseases and its 

causes, non-communicable diseases and its causes, medical terminology, basics of first aid 

and cardiopulmonary resuscitation (CPR), healthy eating, benefits of physical activities and 

health care services. The result of the analyzed data shows that at least two-third of the 

participants gained the essential Health Education knowledge about communicable diseases 

from school. Also, the knowledge about the non-communicable diseases is mainly being 

learned by the students through the health education school subject. Furthermore, the results 

demonstrate that the majority of the students’ responses agree with the statement that the 

learning in health education improves their knowledge about medical terminology. Similarly, 

two-thirds of students’ responses highlight that their knowledge about basic first aid and CPR 

is acquired through their learning of HE. It is noteworthy to mention that more than half of 

the participating students stated that their healthy eating knowledge is developed through 

their learning in HE. Moreover, most of the participating students expressed the helpful 

impact of school health education program on their knowledge about benefits of physical 

activities. Additionally, a significant proportion of students reflect that their learning in HE 

help them know about the healthcare services.  
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4.1.5. Analysis of Skills Questions   

This section informs about the distribution of data about students’ perceptions of the skills 

they gain through their learning in health education. These are covered in the skills section 

of the questionnaire. The title of this part begins with “Learning of HE helps me practice”. 

There are ten statements that are covered under this section: communicable diseases 

prevention measures, non-communicable diseases prevention measures, the use of medical 

terminology, the first aid and CPR on a manikin, how to avoid health risks, decision making 

skills, goal settings skills, how to deal with stress, physical activity and healthy eating at 

school and at home. The following sub-sections present the analysis of each statement.  

Communicable Diseases Preventive Measures  

When asked to score the skills they learned in HE about communicable diseases and their 

preventive measures, significant majority (n=253, 98.1 %, Mean=3.56, SD=1.18) of the 258 

participating students provided responses, and a very small proportion (n=5, 1.9%) failed. As 

Table 4.18 displays, neutral (n=68), Agree (n=66) and strongly agree (n=70) inputs nearly 

share the same percentages: 26.4 %, 25.6 % and 27.1 % respectively. A lesser portion 

preferred the disagree (n=36, 14 %), and the lowest number of students marked the strongly 

disagree (n=13, 5 %). It can be noted that the sum of agree and strongly agree responses 

counts for 136 (52.7 %). Thus, more than half of the students reported that they are able to 

practice the communicable diseases preventive measures they learned in HE at the public 

secondary school. 
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Table 4.18: Distribution of data on communicable diseases preventive measures 

Non-communicable Diseases Preventive Measures  

The second statement under the skills section enquires about students’ practices to prevent 

the non-communicable diseases.  Table 4.19 shows that out of 258 participated students, 252 

(97.7 %, Mean=3.57, SD= 1.5) provided a response and the remaining 6 (2.3 %) did not. The 

largest students’ proportion selected the ‘agree’ option (n=71, 27.5 %), the second highest is 

approximately equal for ‘strongly agree’ (n=66, 25.6 %) and ‘neutral’ (n=68, 26.4 %) 

responses. Also, the data shows that the number of students who ‘disagreed’ (n=35, 13.6 %) 

and ‘strongly disagreed’ (n=12, 4.7 %) is 47 (18.3 %). It is found that the students’ 

perceptions about their ability to practice the learned skills about the preventive measures of 

non-communicable diseases are nearly the same. Additionally, the distribution of data shows 

that the number of the ‘neutral’ responses is within the range of the ‘agree’ and ‘strongly 

agree’ responses. It can be concluded that more than half of the responses (n=137, 53.1 %) 

either ‘agreed’ or ‘strongly agreed’ that their skills to prevent non-communicable diseases 

were learned through the HE subject.  

 

 

 

Responses Frequency Percent 

SD 13 5 % 

D 36 14 % 

N 68 26.4 % 

A 66 25.6 % 

SA 70 27.1 % 

Total 253 98.1 % 

No response 5 1.9 % 

Total 258 100 % 
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Responses Frequency Percent 

SD 12 4.7 % 

D 35 13.6 % 

N 68 26.4 % 

A 71 27.5 % 

SA 66 25.6 % 

Total 252 97.7 % 

No response  6 2.3 % 

Total 258 100 % 

Table 4.19: Distribution of data on non-communicable diseases preventive measures 

 

The Use Of Medical Terminology 

 

The third item of this section of the questionnaire asks the students to rate their agreement 

with the statement: Learning of HE helps me practice the use of medical terminology. From 

the 258 students’ participants 252 (97.7 %, Mean=3.36, SD=1.2) provided a response and 6 

(2.3 %) chose not to respond. Among the participants’ responses, 73 (28.3%) ‘agreed’ and 

54 (20.9 %) ‘strongly agreed’ with the statement. However, 64 (24.8 %) preferred to mark 

the ‘neutral’ box, 34 (13.2 %) chose the ‘disagree’ and 27 (10.5 %) the ‘strongly disagree’ 

options. From the displayed responses (Table 4.20) it can be concluded that the students who 

‘agreed’ or ‘strongly agreed’ (n=127) is more than those who ‘disagreed’ or ‘strongly 

disagreed’ (n=61) that they have learned in their school to practice the use of medical 

terminology.  

Responses Frequency Percent 

SD 27 10.5 % 

D 34 13.2 % 

N 64 24.8 % 

A 73 28.3 % 

SA 54 20.9 % 

Total 252 97.7 % 

No response 6 2.3 % 

Total 258 100 % 

Table 4.20: Distribution of data on the use of Medical terminology 
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The first aid and CPR on a Manikin  

 

The content of the fourth statement in the skills section of the questionnaire asks about the 

first aid and CPR skills the students acquired through their HE learning. Table 4.21 

demonstrates the distribution of data on this item. There are 252 (97.7 %, Mean=2.95, 

SD=1.37) out of the 258 participating students decided to convey their choices. The missing 

responses are 6 (2.3 %). It can be noticed that there are little differences with the students’ 

responses. If it is to be presented on a line chart, the chart would not contain peak values. The 

less scored is the strongly agree (n=41, 15.9 %), and the more scored is the neutral (n=57, 

22.1 %). The difference between them is only 16.  The other options: Agree (n=56, 21.7 %), 

Disagree (n=45, 17.4 %), and strongly disagree (n=52, 20.2 %) are nearly within the same 

number of responses. 

Responses Frequency Percent 

SD 52 20.2 % 

D 45 17.4 % 

N 57 22.1 % 

A 56 21.7 % 

SA 41 15.9 % 

Total 252 97.7 % 

No response 6 2.3 % 

Total 258 100 % 

Table 4.21: Distribution of data on the practice of first aid and CPR on a manikin 

Avoiding Health Risks 

 

The fifth item of the skills section in the questionnaire requests the students to state their level 

of agreement that they learned to practice how to avoid health risks through their learning in 

Health education subject. Table 4.22 clarifies that the higher percentage of students who 

decided to respond (n=252, 97.7 %, Mean= 3.7, SD=1.16) agreed (n=86, 33.3 %), and 73 

students strongly agreed (28.3 %) with the statement. It can be noticed that 57 (22.1 %) of 

them selected the neutral selection. The ‘disagree’ and ‘strongly disagree’ choices have the 
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same percentages that is 7 % (n=18). Six (2.3 %) of the total 258 students did not convey a 

response. It can be determined that the majority proportion of students did mark either 

‘agreed’ or ‘strongly agreed’ that learning the HE subject helps them to gain the skills on 

how to avoid the health risks.  

Responses Frequency Percent 

SD 18 7 % 

D 18 7 % 

N 57 22.1 % 

A 86 33.3 % 

SA 73 28.3 % 

Total 252 97.7 % 

No response 6 2.3 % 

Total 258 100 % 

Table 4.22: Distribution of data on how to avoid health risks 

 

Decision Making Skills  

 

Table 4.23 confirms that a large portion (n=249, Mean=3.5, SD=1.12) of the participating 

students (n=258) decided to rate this item about the decision making skills. The table also 

shows that minority of nine students (3.5 %) preferred not to answer. However, the two 

options agree (n=78, 30.2 %) and strongly agree (n=54, 20 %) rate together (50.2 %) the 

highest percentages of responses.  Fourteen (5.4 %) of students marked the ‘strongly 

disagree’ and thirty-one (12 %) the ‘disagree’ choice. It can be also observed that 72 (27.9 

%) students identified ‘neutral’ as their option. Approximately, half of the students’ input 

affirmed that their decision making skills are learned and consequently practiced during their 

learning in HE. 

 

 

Table 4.23: Distribution of data on decision making skills 

Responses Frequency Percent 

SD 14 5.4 % 

D 31 12 % 

N 72 27.9 % 

A 78 30.2 % 

SA 54 20.9 % 

Total 249 96.5 % 

No response 9 3.5 % 

Total 258 100 % 
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Goal Setting Skills 

 

When asked about the goal setting skills they learned to practice, among the 258 participants, 

252 (97.7 %, Mean=3.45, SD=1.23) answered, and 6 (2.3 %) did not answer the questionnaire 

statement (Table 4.24). The largest proportion marked the ‘neutral’ that is 78 students (30.2 

%). After which the ‘strongly agree’, that is 65 students (25.2 %), and then the ‘agree’ that is 

57 (22.1 %) students. Both the ‘strongly disagree’ and ‘disagree’ are the lowest proportions; 

that is 21 (8.1 %) and 31 (12 %) respectively. It can be computed that 122 (47.3 %) students 

conveyed that their education of the health subject supports them to practice the goal setting 

skills. It is also noteworthy that there is a high number of students measure this statement as 

‘neutral’.  

Responses Frequency Percent 

SD 21 8.1 % 

D 31 12 % 

N 78 30.2 % 

A 57 22.1 % 

SA 65 25.2 % 

Total 252 97.7 % 

No response 6 2.3 % 

Total 258 100 % 

Table 4.24: Distribution of data on goal setting skills 

Dealing with Stress 

 

The eighth item of the skills’ sections reads “Learning of HE helps me practice how to deal 

with stress”. Among the overall 258 participating students a total of 253 (98.1 %, Mean=3.58, 

SD = 1.23) provided a response and 5 (1.9 %) desired not to (Table 4.25). The ‘strongly 

agree’ and the ‘agree’ options count the largest proportions and are nearly the same; that is 

73 (28.3 %) and 71 (27.5 %) correspondingly. 59 students (22.9 %) rated ‘neutral’, and then 

31 (12 %) rated ‘disagree’, and 19 (7.4 %) students rated the ‘strongly disagree’ options. The 
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majority of responses identified that the students’ HE learning in schools assists them to 

practice dealing with their daily life stress (Table 4.1.5.8). 

Responses Frequency Percent 

SD 19 7.4 % 

D 31 12 % 

N 59 22.9 % 

A 71 27.5 % 

SA 73 28.3 % 

Total 253 98.1 % 

No response 5 1.9 % 

Total 258 100 % 

Table 4.25: Distribution of data on how to deal with stress 

 

Practicing Of Physical Activity  

 

Table 4.26 provides a visual illustration on the input of the participating students about their 

perceptions on the practice of physical activity. It demonstrates that 7 students, that count for 

2.7 %, out of 258 students who participated in the study, preferred not to give an input. And 

each of the 251 (97.3 %, Mean=3.5, SD=1.2) students selected a response as follows: 20 (7.8 

%) students indicated ‘strongly disagree’, 28 (10.9 %) indicated ‘disagree’, 60 (23.3 %) 

selected ‘neutral’, 81 (31.4 %) picked ‘agree’, and 62 (24 %) selected the ‘strongly agree’ 

option. From the data distribution provided, it was found that the higher percentage of 

students ‘agreed’ with the statement about the link between their learning of health education 

and their practice of physical activity. However, the number of students who indicated the 

‘neutral’ option cannot be ignored.  

Responses Frequency Percent 

SD 20 7.8 % 

D 28 10.9 % 

N 60 23.3 % 

A 81 31.4 % 

SA 62 24 % 

Total 251 97.3 % 

No response 7 2.7 % 

Total 258 100 % 

Table 4.26: Distribution of data on practicing of physical activity 
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Practicing Of Healthy Eating  

 

The last statement in the skills section of the questionnaire inquires about the correlation 

between the practice of healthy eating and the students’ learning of health education. A total 

of 254 (98.4 %, Mean=3.65, SD=1.2) participants expressed their perception, and a small 

number of 4 (1.6 %) students failed to report a response. Table 4.27 displays that the largest 

proportion of the participating students, 79 (30 %), ‘strongly agreed’ with the item. The next 

higher proportion selected the ‘agree’, 73 (28.3 %). However, 56 (21.7 %) selected the 

‘neutral’ option. The lowest portions of students selected ‘strongly disagree’, that counts for 

20 (7.8 %), and ‘disagree’ counted 26 (10.1 %). It can be assumed that the majority of 

students conveyed perceptions that their learning of HE prepared them for healthy eating 

practices.  

Responses Frequency Percent 

SD 20 7.8 % 

D 26 10.1 % 

N 56 21.7 % 

A 73 28.3 % 

SA 79 30.6 % 

Total 254 98.4 % 

System 4 1.6 % 

Total 258 100 % 

Table 4.27: Distribution of data on practicing healthy eating 

 

To conclude this section, the focus is to report on the distribution of data on students’ skills 

in HE in public secondary schools in the UAE. The skills are covered in the third part of the 

questionnaire. There are ten questions/items in the skills section, and the questions start with 

“Learning of HE helps me practice”. Areas covered are communicable diseases prevention 

measures, non-communicable diseases prevention measures, the use of medical terminology, 

the first aid and CPR on a manikin, how to avoid health risks, decision making skills, goal 
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settings skills, how to deal with stress, physical activity and healthy eating at school and at 

home.  

The analyzed data shows that more than half of the students are able to put into practice the 

communicable diseases preventive measures they learned in HE at the public secondary 

school. Also, students convey their ability to practice the preventive measures of non-

communicable diseases. In regard to medical terminology the data distribution shows that the 

students who ‘agree’ and ‘strongly agree’ are more than those who ‘disagree’ and ‘strongly 

disagree’. On the other hand, and in regard to the learning of first aid and CPR in HE program, 

the responses presented by the participating students do not vary much. When it comes to the 

skills on avoiding health risks, the majority proportion of students either ‘agree’ or ‘strongly 

agree’ that learning the HE subject helps them to gain the skills. Moreover, the students’ 

inputs on their decision making skills highlight that they have learned and consequently 

practising the skills during their study of HE. As well as, the majority of responses identify 

that the students’ HE learning in schools assist them to practice dealing with their daily life 

stress. In respect to the practice of physical activity, the higher percentage of students 

‘agreed’ with the statement about the link between their learning of health education and their 

practice of physical activity. Similarly, the majority of students conveyed a perception that 

their learning in HE prepared them to opt for healthy eating practices. In addition to that, it 

can be observed that four of the items in the skills’ section had a noticeable score of ‘neutral’ 

responses. This is the case for communicable diseases, non-communicable diseases, medical 

terminology, and decision making skills.  
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4.1.6. Analysis of Dispositions Questions 

The main purpose of this section is to present the distribution of data about the participating 

students’ dispositions. There are six statements questioning students to rate their agreement 

on: being a health advocate, teaching others about healthy living, practicing healthy life style, 

seeking help from health professional in case of any health related issues, knowing about 

health related careers, and recommending HE to be given to all school grade levels. The 

following sub-sections present the analysis of each statement.  

Being a Health Advocate 

The first statement in the disposition section asks the participating students to rate their level 

of agreement of themselves being a health advocate. Out of 255 participants (98.8 %), there 

are 68 (26.4 %) students who ‘strongly agreed’, and 86 (33.3 %) who ‘agreed’. The ‘agree’ 

response counts for the highest percentage of responses. Table 4.28 discloses that the lowest 

number of students selected the ‘strongly disagree’ answer, 23 (8.9 %). The next lowest 

number is for the ‘disagree’ choice that is 29 (11.2 %). The number of students who decided 

to provide ‘neutral’ response as their choice is 49 that is about 19 %, and 3 preferred not to 

provide a response at all. The analyzed data showed that more than half of the student 

participants conveyed that they are health advocates (n=154, 59.7%). 

 

 

 

Table 4.28: Distribution of data on being a health advocate 

 

Responses Frequency Percent 

SD 23 8.9 % 

D 29 11.2 % 

N 49 19 % 

A 86 33.3 % 

SA 68 26.4 % 

Total 255 98.8 % 

No response 3 1.2 % 

Total 258 100 % 
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Teaching Others about Healthy Living  

The second statement of the dispositions section in the questionnaire assesses the students’ 

willingness to teach others about healthy living. 253 (98.1 %, Mean=3.6, SD=1.18) of the 

258 participating students showed their ratings, and 5 (1.9 %) did not. 89 (34.5 %) of the 

provided ratings disclosed that students agreed with the statement and 65 (25.2 %) strongly 

agreed.  Yet, 29 (11.2 %) ‘disagreed’, and 18 (7 %) ‘strongly disagreed’. Also, Table 4.29 

reveals that 52 (20.2 %) provided ‘neutral’ responses. It can be perceived that more than half 

of participants ‘agreed’ or ‘strongly agreed’ that their learning of health education in schools 

help them to teach peers, siblings, and others about healthy living.  

Responses Frequency Percent 

SD 18 7 % 

D 29 11.2 % 

N 52 20.2 % 

A 89 34.5 % 

SA 65 25.2 % 

Total 253 98.1 % 

No response 5 1.9 % 

Total 258 100 % 

Table 4.29: Distribution of data on teach others about healthy living 

Practicing Healthy Life Style  

In response to the item querying about the practice of healthy lifestyle during their daily 

activities, the highest scores are for the ‘agree’ option (n=90, 34.9 %). However, the number 

of students who selected the ‘strongly agree’ and ‘neutral’ is the same (n=60, 23.3 %). 26 

(10.1 %) disagreed and 12 (4.7 %) strongly disagreed with the statement. All in all, 248 (96.1 

%, Mean=3.6, SD=1.1) of the participating students provided a score, and 10 (3.9 %) 

preferred not to provide a score. It can be observed that more than half of the participating 

students ‘agreed’ that they are supported to practice healthy lifestyle when they are students 

in health education program in schools (Table 4.30). 
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Responses Frequency Percent 

SD 12 4.7 % 

D 26 10.1 % 

N 60 23.3 % 

A 90 34.9 %  

SA 60 23.3 % 

Total 248 96.1 % 

No response 10 3.9 % 

Total 258 100 % 

Table 4.30: Distribution of data on practice healthy lifestyle 

Seeking Reliable Healthcare Help 

Seeking the help of reliable healthcare services is the fourth statement in the dispositions 

section. While responding to this statement, 249 (96 %, Mean=3.67, SD=1.1) of the 258 

participants gave a rating, and 9 (3.5 %) failed to give a rating. The bigger portion rated 

‘agree’ (n=82, 31.8 %), and then 67 (26 %) ‘strongly agree’. The smallest portion rated 

‘strongly disagree’ (n=13, 5%), and then 21 (8.1 %) rate ‘disagree’. 66 students who rated 

‘neutral’, (25.6 %). The distribution of data analysis, presented in Table 4.31, demonstrates 

that 149, that count about sixty percent of the participating students, conveyed that they are 

seeking reliable healthcare help for their health related issues. 

Responses Frequency Percent 

SD 13 5 % 

D 21 8.1 % 

N 66 25.6 % 

A 82 31.8 % 

SA 67 26 % 

Total 249 96.5 % 

No response 9 3.5 % 

Total 258 100% 

Table 4.31: Distribution of data seeking reliable healthcare help 

 

Health Related Careers 

One of the essential concepts of the health education school program is to orientate students 

to the range of available health related careers. As illustrated in Table 4.32, when questioning 

the participants if learning in health education supports them being familiar with the 

healthcare careers, 252 (97.7%, Mean=3.65, SD=1.2) out of the 258 replied. The remaining 
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6 (2.3 %) did not give a reply to this item. The highest number of replies is for the ‘agree’ 

option (n=80, 31 %), and 76 (29.7 %) for ‘strongly agree’. The replies for the ‘strongly 

disagree’ and ‘disagree’ are 15 (5.8 %) and 36 (14 %) respectively. 45 (17.4 %) replies are 

for ‘neutral’. It can be found that approximately two thirds of the participants express that 

their awareness of the careers in the healthcare fields is linked to their studying the health 

education in schools. 

 

 

 

 

Table 4.32: Distribution of data on health related careers 

 

Recommendation to All Grade Levels 

The sixth item of the dispositions section of the questionnaire inquires the students’ 

perceptions about their recommendation of the subject to the other school’s grade levels. This 

is due to the fact that the health education subject is being taught to the secondary students 

only in the public schools. As shown in Table 4.33, out of the 258 participants, 254 (98.4%, 

Mean=3.56, SD=1.19) decided to answer that question about their perceptions. The majority 

listed their agreement in either the ‘agree’ (n=86, 33.3 %) or ‘strongly agree’ (n=62, 24 %) 

options. Students who picked the ‘neutral’ option numbered 62 (24 %) and this number 

reflects that it is equal to the number of those who ‘strongly agree’. The number of students 

who ‘disagreed’ and ‘strongly disagreed’ with the statement is the same (n= 22, 8.5 %).  It 

can be determined that more than half of the participating students recommended that the 

Responses Frequency Percent 

SD 15 5.8 % 

D 36 14 %  

N 45 17.4 % 

A 80 31 % 

SA 76 29.5 % 

Total 252 97.7 % 

No response  6 2.3 % 

Total 258 100 % 



 

135 
 

health education subject to be included in the curriculum of the other Grade levels in the 

schools.  

Responses Frequency Percent 

SD 22 8.5 % 

D 22 8.5 % 

N 62 24 % 

A 86 33.3 % 

SA 62 24 % 

Total 254 98.4 % 

No response 4 1.6 % 

Total 258 100 % 

Table 4.33: Distribution of data on Recommendation to all grade levels 

 

In conclusion, this section attempts to shed the light on the distribution of data on the 

students’ participants’ perceptions on their dispositions during the learning of HE. Female 

students of public secondary schools in Al Ain city in the UAE are the participants in this 

study. There are six statements inquiring students to rate their agreement on being a health 

advocate, teaching others about healthy living, practising a healthy life style, seeking help 

from health professional in case of any health related issues, knowing about health related 

careers, and recommending HE to be given to all grade levels. 

The analyzed data showed that more than half of the students’ participants conveyed that 

they are health advocates. Additionally, it can be perceived that more than half of the 

participants agree that their learning of health education in schools help them to teach their 

peers, siblings, and others about healthy living. Also, more than half of them ‘agree’ that they 

are supported to practice a healthy lifestyle. The distribution of data analysis demonstrated 

that about sixty percent of the participating students convey that they are seeking reliable 

healthcare help for their health related issues. Moreover, the data present that approximately 

two thirds of the participants express that their awareness of the careers in the healthcare 
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fields is linked to their studying the health education in schools. Lastly, more than half of the 

students recommend that the health education subject to be included in the curriculum of the 

other Grade levels in the schools.  

Also, it is noteworthy to mention that the responses of three of the six dispositions statements 

have the same number of neutral and strongly agree responses. They are those examining 

about the practice of a healthy life style, seeking help from health professional, and the 

recommendation of the health education program to all school grade levels.  

4.1.7. Analysis of Teacher Questions 
 

The main purpose of this section is to present the data that has been collected through the 

questionnaire on perceptions of the students’ participants about their HE teachers. This part 

includes five statements. Each statement starts with “Teachers of health education”. The 

subsequent items are to examine the encouragement of students to apply concepts they teach, 

teachers are able to practice concepts they teach in class, teachers have the related knowledge 

of health education concepts, teachers are practicing the skills they teach and if students 

perceive their HE teachers as role models. In what follows there is an analysis of participants’ 

responses on each item.  

Teacher Encourages Students to Apply HE Concepts 

The questionnaire’s first item of this section inquires the perceptions of students about 

whether they are encouraged by their teacher to apply HE concepts. The analyzed data that 

is presented in Table 4.34 displays that 4 (1.6 %) of the participants do not give an answer, 

however, 254 (98.4%, Mean=3.8, SD=1.15) give their input. The largest number of them 

stated that they ‘agreed’ (n=89, 34.5%), 83 (32.2 %) of them ‘strongly agreed’, and lesser 
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number of 46 (17.8 %) stated ‘neutral’ responses. On the other hand, the smallest number of 

the participants ‘strongly disagreed’ (n=15, 5.8%), and then 21 (8.1 %) ‘disagreed’ that HE 

teacher encourage them to apply concepts they learned. It can be found that more than two 

third of the participants stated that they were encouraged by their teacher to practice HE 

concepts they learned in the class.  

 

Table 4.34: Distribution of data on teacher encouragement of students to apply HE concepts 

Teacher’s Practice of Concepts They Teach 

The second statement under this section asks whether the HE teacher is practicing the 

concepts they teach in class. As illustrated in Table 4.35, 254 (98.4 %, Mean=3.78, SD=1.17) 

out of the 258 participants answered the item, and 4 (1.6 %) did not. Agree and strongly agree 

options get the majority of responses as their scores are 91 (35.3%) and 81 (31.4 %) 

respectively. Neutral option is the preferred answer for 44 (17.1 %) students. Nevertheless, 

the ‘disagree’ and ‘strongly disagree’ options are the answers of 21 (8.1 %) and 17 (6.6 %) 

participants respectively. From these data, it can be noted that more than two thirds of the 

participating students convey that their teacher is practising the health education concepts 

they teach in HE class.  

Responses Frequency Percent 

SD 17 6.6 % 

D 21 8.1 % 

N 44 17.1 % 

A 91 35.3 % 

SA 81 31.4 % 

Total 254 98.4 % 

No response 4 1.6 % 

Total 258 100 % 

Table 4.35: Distribution of data on teacher’s practice of concepts they teach 

Responses Frequency Percent 

SD 15 5.8 % 

D 21 8.1 % 

N 46 17.8 % 

A 89 34.5 % 

SA 83 32.2 % 

Total 254 98.4 % 

No response 4 1.6 % 

Total 258 100 % 
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Teacher’s Knowledge of HE 

The distribution of data obtained from participating students on their perception about their 

teacher’ knowledge of health education is presented in Table 4.36. The total number of 

participants is 253 (98.1 %, Mean=3.9, SD=1) out of the 258. From these participants 95 

(36.8 %) ‘agreed’ with the statement, 84 (32.6 %) ‘strongly agreed’, and 49 (19 %) selected 

the ‘neutral’ response. Lesser number of 9 (3.5 %) participants ‘strongly disagreed’ and 16 

(6.2 %) ‘disagreed’ with the statement. It can be observed that the majority of the 

participating students, that counts more than the two thirds of them, stated that their health 

education teachers have knowledge about the health education subject they teach.  

Responses Frequency Percent 

SD 9 3.5 % 

D 16 6.2 % 

N 49 19 % 

A 95 36.8 % 

SA 84 32.6 % 

Total 253 98.1 % 

No response 5 1.9 % 

Total 258 100 % 

Table 4.36: Distribution of data on teacher’s knowledge of health education 

Teacher’s Practice the Skills of the Lessons 

When the related statement in the questionnaire asks about if the teachers are able to practice 

the skills they teach in the class, 253 (89.1%, Mean=3.69, SD=1.17) of the participants 

responded, and 5 (1.9 %) did not. The majority picked either the ‘strongly agree’ or ‘agree’ 

options, 30.2 % (n=78) and 28.3 % (n=73) respectively. Also, 24 % (n=62) of the student 

participants chose the ‘neutral’ rating. Nonetheless, 5.4 % (n=14) of the participants preferred 

the ‘strongly disagree’ and 10.1% (n=26) the ‘disagree’ ratings. It can be concluded that more 

than half of the students’ responses confirmed that their teachers of health education are 

practising the lesson related skills in the class (Table 4.37). 
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Responses Frequency Percent 

SD 14 5.4 % 

D 26 10.1 % 

N 62 24 % 

A 73 28.3 % 

SA 78 30.2 % 

Total 253 98.1 % 

No response  5 1.9 % 

Total 258 100% 

Table 4.37: Distribution of data on teacher’s practice the skills of the lessons 

Teacher Is a Role Model  

The last statement in this section asks the students to provide their ratings to the suggestion 

that their health education teacher is their role model. When responding to this statement, 

254 (98.4 %, Mean=3.7, SD=1.16) of the 258 participants rate their level of agreement. The 

largest portion of participants selected the agree option (n=82, 31.8%). The second highest 

rated the strongly agree as their response (n=75, 29.1%). Smallest portion (n=14, 5.4%) of 

participants selected the disagree to rate their perceptions and 19 students scored the strongly 

disagree option. 64 (24.8%) of the participating students preferred the neutral rating. From 

the presented data in Table 4.38, it can be determined that more than half of the students 

consider their school health education teacher a role model.   

Responses Frequency Percent 

SD 19 7.4 % 

D 14 5.4 % 

N 64 24.8 % 

A 82 31.8 % 

SA 75 29.1 % 

Total 254 98.4 % 

No response  4 1.6 % 

Total  258 100 % 

Table 4.38: Distribution of data on teacher as role model 

As previously mentioned, the participating students in this study are female students of public 

secondary schools in Al Ain city in the UAE. The focus of this section is to interpret the 

collected data on students’ opinion about their health education teacher. The fifth section of 
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the questionnaire covers this concept. It consists of five statements. Each statement covers a 

feature of students’ thoughts of their teacher. The students’ ratings of the provided options 

vary from strongly agree to strongly disagree. Though, it is found that all the ratings are the 

highest either for agree or strongly agree options. For example, more than two thirds of the 

participants stated that they were encouraged by their teacher to practice HE concepts they 

learned in the class. Similarly, more than two thirds of the participating students convey that 

their teacher is practising the health education concepts they teach in school. Moreover, the 

majority of students stated that their health education teachers have knowledge about the 

health education subject they teach. More than half of them informed that their teacher of 

health education is practising the lesson related skills in the class. Also, from the presented 

data it can be determined that more than half of them consider their school health education 

teacher as their role model.  

4.1.8. Summary of Quantitative Questionnaire Data 

The focus of the students’ questionnaire is to address the first two research questions of the 

study: 1). To what extent do demographics variables affect students’ perceptions of health 

education? 3). What perceptions do public secondary students have regarding HE program 

in Al Ain City?  

Analysis of Demographic Data: 

 The higher percentages of students at this stage of their education are at their 17 

(53.5%). 

 The majority of participants are from United Arab Emirates nationalities (86%). 
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 More than half of the students’ responses (57.4%) indicated that they have studied in 

the same school for at least three years. 

 Analysis shows the highest percentages that they studied HE in their grade 11 (94.2 

%) and grade 12 (94.6%). 

Reliability Results 

 The questionnaire is a reliable tool to perceive the public school students’ perceptions 

of HE in the UAE.  

 The KMO and Bartlett's test indicate the adequacy of the sample size and the 

significance of the questionnaire’s items.  

 The correlation coefficient shows high level of correlation among all items in the 

questionnaire. 

 There is loading for every item in the questionnaire and no items to be excluded. 

Descriptive Statistical Results 

 More than half of the students’ participants are at the age of 17. 

 The majority of students received their learning of HE at their grades 11 and 12 at 

school. 

 The majority of students’ participants are Emirati students who provided responses 

to all items in the questionnaire.  

Analysis of the knowledge Questions 

 Two-thirds of the participants gained the essential Health Education knowledge about 

communicable diseases (67.9 %) and non-communicable diseases (63.9 %) from 

school. 
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 The majority of the students’ responses agree with the statement that the learning in 

health education improves their knowledge about medical terminology (73.6 %).  

 Two-thirds of students’ responses highlight that their knowledge about basic first aid 

and CPR is acquired through their learning of HE (70.5 %) 

 The majority of the participating students stated that their healthy eating knowledge 

is developed through their learning in HE (78.3 %).  

 Two-thirds of the responses indicated the helpful impact of school health education 

program on their knowledge about benefits of physical activities (70.5 %). 

 Two-thirds of students reflect that their learning in HE help them know about the 

healthcare services (71.7 %).  

Analysis of the Skills Questions 

 More than half of the students are able to practise the communicable diseases (52.7 

%) and non-communicable diseases (53.1 %) preventive measures they learned in HE 

at the public secondary school 

 Students who agree and strongly agree (49.2 %) that they learn the use of medical 

terminology are more than those who disagree and strongly disagree (23.7 %).  

 Students’ percentages of those who agree and disagree on the learning of first aid and 

CPR skills in HE program are equal (37.6 %). 

 More than half of students agree that learning the HE subject helps them to gain the 

skills on how to avoid the health related risks (61.6 %). 

 About half of students gain their decision making skills during their learning of HE 

(51.1 %). 
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 47.3 % of the students agree that their skills of goal settings are linked to their learning 

of HE, however, 20.1 % disagree.  

 More than half agree that HE assists them to practice dealing with their daily life 

stress (55.8 %). 

 More than half of responses identify that learning in HE supports them to practise 

physical activity (55.4 %). 

 More than half of students convey that their learning in HE prepared them for healthy 

eating practices (58.9 %).  

Analysis of Dispositions Questions 

 More than half of student participants conveyed that they are health advocates (59.7 

%). 

 More than half of participants agree that their learning of health education in schools 

helps them to teach peers, siblings, and others about healthy living (59.7 %). 

 More than half of students agree that they are supported to practice healthy lifestyle 

(58.2 %).  

 About sixty percent of the participating students convey that they are seeking reliable 

healthcare help for their health related issues.   

 About sixty percent of the participants express that their awareness of the careers in 

the healthcare fields is linked to their studying the health education in schools. 

 More than half of the students recommend that the health education subject to be 

included in the curriculum of the other grade level in the schools (57.3 %). 
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Analysis of Teacher Question: 

 About two thirds of the participants stated that they are encouraged by their teacher 

to practice HE concepts they learned in the class (66.7%). 

 Approximately two thirds of the participating students conveyed that their teacher is 

practicing the health education concepts they teach in school (66.7%).  

 The majority of students stated that their health education teachers have knowledge 

about the health education subject they teach (69.4%). 

 More than half of the students informed that their teacher of health education is 

practising the lesson related skills in the class (58.5 %). 

 More than half of them considered their school health education teacher as their role 

model (60.9 %).  

4.2. Analysis of Qualitative Data  

 

The focus of the in-depth semi-structured interviews is to address the second research 

questions of the study: What responses do public secondary students have regarding HE 

program in Al Ain City? Semi-structured interviews support the researcher to explore the 

students’ views, thoughts perceptions on health education subject offered in their schools. 

The interview questions guide was prepared and piloted as per the Interview Protocol 

Refinement (IPR) framework recommended by Castillo-Montoya (2016). 

Thematic framework analysis was deemed to be appropriate for the analysis of the qualitative 

data collected in this study. As it is commonly applied in research studies related to the health 

field and it is suitable to analyze data collected through interviews (Gale et al. 2013). 

Framework analysis is an approach to analyze data that has been collected qualitatively. It 
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provides systemic structure that is transparent and can be visualized clearly. This enables the 

researcher to develop and maintain a clear review and checking throughout the analysis 

process (Smith & Firth 2011). It also offers a step by step guide to organize, categorize and 

chart the data in a way that enables the researcher to report patterns of the data and then 

identify themes out of these patterns (Gale et al. 2013). Gale et al. (2013) added that the 

framework analysis approach does not present directly the data as the researcher obtained it 

from participants; however, it helps him “to summarize/reduce the data in a way that can 

support answering the research questions” (p.1). Also, it is a flexible process where the 

researcher can move back and forth across the data and up and down of the steps of the 

framework. This supports the researcher to be familiar with the data collected (Smith, Bekker 

& Cheater 2011), and to better understand the participants’ experiences and perceptions (Gale 

et al. 2013). Gale et al. (2013) pointed out that the framework analysis can be used with a 

variety of qualitative approaches that intend to create themes; and is not associated with any 

specific philosophical or epistemological approach. However, the most important is that these 

themes reflect the participant’s voices and consequently, their insights and opinions (Hackett 

& Strickland 2018). Additionally, this type of analysis can be done without specific software 

or a computer program, however, qualitative data analysis software is available (Parkinson 

et al. 2016).  

Creswell (2014) explained that the thematic framework analysis includes five stages. These 

are the stages followed by the researcher of this study during the analysis of the responses 

gained during the interviews. First is the transcription, second is the familiarization, third is 

the coding process, fourth is the theme formulation and the last stage is interpretation. The 

first stage encompasses transcribing interviews, visual scanning of the obtained responses, 

organizing the data and typing the notes. This is to provide the researcher with overall 
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information and meaning. The second familiarization stage offers the researcher to look and 

read through the data to have a general impression on the credibility and depth of the 

participants’ responses. At this stage, impressions, notes and thoughts of the researcher can 

be written. At the third coding stage, the researcher starts to assign codes to the responses 

while reading the transcripts line by line and in details. Rossman & Rallis (2012) clarified 

coding as an organizing process where the researcher represents the given data by a label, 

word or category. At this stage, also the researcher highlights responses that “are surprising 

and that were not anticipated at the beginning of the study” (Creswell 2014, p. 248). Also at 

this stage, other issue has been pointed by Creswell (2014), the researcher may develop codes 

that are emerged based only on the collected information from participants, or he/she can use 

a preset codes and then fitting the data to these codes, or the researcher may use a combination 

of both emerging and preset codes. Most of researches in the health sciences fields are using 

the preset codes based on the theories being studied. Stage four includes the process of 

generating categories, themes, or sub-themes for analysis. These themes are used as the 

findings of the qualitative study. All the themes presented in the findings of this study 

reflected all responses expressed by participants during the interviews. Creswell (2014) 

added that “qualitative researcher can do much with themes to build additional layers of 

complex analysis” (p. 249). The final stage is the process of interpretation of the findings. It 

offers the lessons learned from the obtained results of participants’ perceptions and 

experiences. The researcher can also compare these interpretations with the available 

findings from theories and literature on the same topic under study (Creswell 2014).  

The researcher of this study relies on the Drake’s Know, Do and Be (KDB) model (2010) 

while conducting the interviews to obtain data that answers the research question: What 

responses do public secondary students have regarding HE program in the UAE? The 
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“Know” focuses on the concepts the students must know in the HE subject. Whereas, the 

“Do” concentrates on the skills the students learned to be able to utilize the learned 

knowledge. Finally, the “Be” reflects the influences of the health education on students’ 

character, personal growth, values and attitudes.  

Overall, four themes were developed and reported in the following sections. The students’ 

responses are presented within quotes.  

4.2.1. Theme 1: Healthy Living  

In the conducting of the in-depth interviews, healthy living is considered the overall theme 

that is derived from the students’ responses to the question: what students benefit from the 

health education subject? While responding to this question, students showed enthusiasm to 

tell the researcher what they learn in their health education program. Their responses were 

very broad and detailed. Thus, sub-themes were constructed under the overall theme of 

healthy living. These subthemes are developed as follows: healthy eating, benefits of physical 

activity, prevention of diseases, social and mental health and first aid.  

 

Health Eating  

Many participants expressed that they did learn a lot about healthy eating. Also, they 

explained that they gained knowledge and skills to be able to choose healthful food choices. 

Students reported that they are able to select from variety of products what is healthy to buy, 

what to bring to school to eat and what type of food that is beneficial to their health. 

Additionally, they stated that during their shopping, they know what items contain harmful 

ingredients and avoid buying them. They presented the correlation of bad eating habits and 

development of diseases. Another concept that was highlighted by the students is their 

awareness about the Body Mass Index (BMI), and how to interpret its results.  



 

148 
 

“I learned about healthy living and healthy eating.” 

“Healthy eating and diseases of in proper eating habits and fast food.” 

“Know what breakfast to bring school, what to eat in our break. I am 

bringing       

   fruits and vegetables to eat.” 

“When I go to the supermarket with my family, I know how to select 

healthy    

   items.” 

“We learned about BMI, how to calculate it and what does it means” 

 

 

Benefits of Physical Activity  

Others students reported that they have learned about the benefit of exercises on their health. 

Their responses reflect that they were encouraged to be involved in physical activities. They 

expressed their motive to do frequent exercises as it keeps them in shape.  

 “I learned the benefit of PE lessons and exercises” 

 “Health education encouraged me to be involved in the PE classes as 

much     

     as I can.” 

 “Exercise keeps me fit and not to be obese” 

 

Some students show their perceptions that physical activity influences their mental health. 

They mentioned that their mental health is improved as they do exercise.  

“I do exercises as we learned that they are good to be in good mood” 

 

On the other hand, some participants showed their interest to have a schedule for practising 

daily activities. They highlighted that they have cultural boundaries to practise physical 

activities in sport clubs or outside their homes. This is limiting their participation in doing 

exercises to school activities and competitions that are planned by the school administration.  

“I told my family that I like to walk every day, but for cultural reasons, 

they refused to let me go out to walk.” 

“I only do proper work out in school during PE lessons” 

“Also, I am participating in school sport activities and competitions” 
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Prevention of Diseases 

Many responses were about the benefits the students gained on the prevention of diseases 

through their daily practices; like proper hand washing and coughing and sneezing protocols. 

They conveyed their awareness of the diseases transmission and methods of prevention.  

“I am aware of many diseases and how it can be prevented.” 

“We learned about hand washing and diseases transmission” 

“We learned about hand washing technique” 

“And also about coughing and sneezing techniques.”  

 

They expressed that they are teaching their family members on proper practices to avoid 

diseases’ transmission. 

“I taught my family how hand washing should be done” 

Others also mentioned that they learned about non-communicable diseases and their effect 

on individuals’ health and future. They reported their awareness on the consequences of bad 

habits and its correlation with long term diseases development. They specified diseases that 

may develop from unhealthy eating habits such as overweight, obesity and diabetes. Also, 

they are aware of the bad consequences of smoking. Students showed their encouragement 

to share this information with their parents and family.  

“I told my family what diseases we may have if eating junk food” 

 “I shared with family the danger of smoking” 

“I told my family what will happen to our body if we have obesity, like   

   diabetes, and that it is not good to be overweight”. 

 

Social and Mental Health 

The participating students’ responses highlighted the benefit of health education in making 

them aware about the importance of social health. As they mentioned, they are practising 

these skills as demanded by their families and society without being aware that these are 
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considered as part of their healthful living. Students’ participants expressed their awareness 

to whom they may refer if they face any problems. 

“Things are clear to me now ..about mental and emotional health” 

 “I learned about families and relationships, in our family we do it and 

visit relatives” 

 “We may refer to the school counselor or the social worker”  

  

Other participants explained that the information they gained in the health education subject 

corrected some misconceptions they have about mental health. Students demonstrated that 

they are aware how to deal with stress and stressful conditions. Moreover, they conveyed 

their understanding of bullying behaviours and its concepts. However, they displayed their 

act of kindness they do to appreciate others.  

“It helps me to know what should I do in case I have stress during exams 

for example” 

“I know about bullying… it not good to be done” 

“Be kind to each other, what to do in case we observe bullying of some 

students.” 

“We learned about the act of kindness, to appreciate school workers for 

their work, we did many activities about this” 

First Aid 

When the participants were asked about other topics they benefited in the HE subject, they 

added the first aid. They demonstrated their knowledge and skills about some emergency 

situations. Participants expressed that they are aware to contact UAE medical emergency 

services in case of emergencies. Also, students confirmed that they will check with 

appropriate healthcare provider to seek help such as physicians and nurses and to follow their 

instructions.  

“I have learned what to do in case of emergency” 

“Now, I know what to do in case of emergency, if it happens to any of 

my   

   friends in school or a family member, and also, who to call and who 

to refer  

   to in case of any health problem.” 

“In case of emergency, or accident I call 998” 
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“If any accident happens and there is bleeding, I press the wound”. 

“If it not an emergency, I go to the doctor” 

 “I go to the nurse to inform her and follow doctors’ instructions” 

 

The majority of the participants showed eagerness to learn life-saving skills. They prefer to 

practice these skills on manikins. Some students highlighted the lack of related equipment in 

their schools.  

“I prefer to practice the life-saving skills on a manikin” 

“It is more fun to do CPR on a doll” 

“we do not have dolls to practice in school” 

 

4.2.2. Theme 2: Health Advocacy 

 

This theme reflected the participants’ thoughts on how the HE subject influences them as 

persons. The majority of students expressed their happiness to share their knowledge with 

others, especially family members, relatives and friends. This is to contribute to a healthier 

society.  

“To be a good citizen for the benefit of my family and community” 

“It encourages me to be a health advocate, to encourage others stay healthy 

too.” 

“Yes, especially when we go together shopping for our home” 

 

They illustrated that they tell their families about healthy eating habit, and consequences of 

eating unhealthy food.  

 “When I see somebody from my family is eating unhealthy food, I inform  

    them about the possibility of becoming obese, and this is not good.” 

 “I tell my sisters and brothers what they should follow to stay healthy, 

eating  

     health,  

 

Some students expressed that they share their knowledge about diseases they learned. 

“I like to talk to my parents about diseases we learned in the class” 

“I am telling them the effects of obesity on human body” 
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Participants share their information on the danger of smoking.  

“I am telling adults in the family about the dangers of smoking” 

 

Encourage other to do physical activities.  

“….do exercises, not to stay long time sitting and playing on their 

phones or on their computers.” 

 

They also share their knowledge about the first aid they learned in HE class.  

“Tell them about first aids principles and what to do in case of 

emergencies” 

 

High portion of students pointed that the subject orients them for future careers. They 

reported that they are considering health related professions. 

“I know now what fields I can study in university” 

“I want to be a doctor taking care of sick people” 

 

Others stated that it supports them to be healthy adults, and it affects their way of life to 

positively contribute to their present and future families. The HE subject gives them 

knowledge about keeping themselves healthy and take care of others. 

“I know what is right and what is wrong, and not to practice risky 

behaviors” 

“Stay away from unacceptable behavior” 

“It benefited me a lot. It prepares us to be healthy people in the future, 

women  

   and wife, to take care of my daughters and sons in the future.” 

“it helps me to be a healthy adult.” 

“…and to raise healthy kids” 

 

4.2.3. Theme 3: Collaborative Learning  

 

In response to the questions on what contributes to better learning experiences in health 

education, students expressed that their ability to learn better is the presence of their friends. 

They preferred to learn with group of friends. They mentioned that they like to share ideas 
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with their colleagues. This supports them to learn better and remember concepts they learn 

in class. Participants stated they may be reminded by their classmates on something they miss 

during the class. 

“Learning in groups and with my friends” 

“Activities in the classroom so students can remember what is learned and 

participate.” 

“I ask my friends if I miss some information from the teacher in class” 

“…. I like to study and discuss issues with friends”  

 

 

Others also reported that doing activities with friends help practice the skill they learned in 

class. 

 “I prefer to practice the skills with friends in the classroom or in the 

school hall”. 

“Friends are encouraging me to practice what we learned in class.” 

“Doing and practicing things we learn in class” 

 

Majority of students mentioned that doing activities with friends in the class helps them to 

understand the topic, solving tasks and be well prepared for exams.  

“…I may ask my friends if I do not know how to solve an exercise or a 

task” 

 “I like to talk to my friends about topics we studied, and also like to 

review with them to prepare for exams.”  

“Studying with colleagues to discuss and clarify some topics related to the 

subject” 

 “studying with my friends helps me to solve problems” 

“Ask my friends to help me and work together on the task” 

 

On the other hand, minority students feel more confident to search by themselves. Others 

prefer to ask the teacher if they needed any support. Some expressed that they may offer help 

if they were asked to.  

“…Because I like to work and do everything by my-self”  
“I like to search by myself” 

“… I prefer to study alone to have more knowledge about the content”  

 “… I will ask the teacher for explanation if I misunderstand anything” 

 “… I am ready to help other students if they ask for help”  
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When asked about the challenges the students are facing during their HE learning, the 

majority stated that they know how important the contents to them, however, the English 

language is a major challenge. They face difficulty with English language. Arabic translation 

is preferred by the participants so that they are able to understand better the topics. Students 

specified that their major challenge is solving the exams as it is in English. 

“Subject is in English Language that may it hard to us to understand” 

“We know what it is about but explanation is hard in English” 

“We ask the teacher to translate to us in Arabic so that we understand the 

concept”. 

“it is very hard to us specially during the exam” 

 

4.2.4. Theme 4: Teacher’s Character  

 

When asked how teachers’ role influences their learning, majority of participants pointed that 

the knowledge and experience the teacher has and the way s/he teaches has a lot of influence 

on their learning.  

“The teacher should be of knowledge about health education” 

 “The teacher of HE is the resource person to us, if we want to know more 

or to ask about health related issues we ask her.” 

“should be able to explain the topics of health education”  

“Help student to understand the HE concepts” 

“Teaching skills to explain to us and we understand from her”  

 

Also, participants displayed that their learning is impacted by the teacher passion to the 

subject s/he teaches, they feel that this passion is transferred to them. Participants added that 

a knowledgeable and experienced teacher inspires them to be like her/ him in the future. 

“I like my teacher…. she likes to teach the HE, she knows too much” 

“Good relationship with students and be fair when dealing with us” 

“I want to be a health education teacher” 

“Teaching style should be simple and easy”. 
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Big portion of responses indicated that participants preferred the HE teacher to be specialized 

in one of the health related fields with good English language skills.  

“The teacher should be a specialist in health, like nursing, public health, 

nutritionist, pharmacist or doctor” 

“Teachers must know English language, as the HE subject books are in 

English.”  

 

 

Others stated that teachers should be role model, and they noticed their teachers practicing 

health related skills they teach. This encourages them to do the same.  

“Teacher has to be role model to us, practicing healthy behavior also” 

“Encouraging us to be healthy and to practice healthy activities” 

“I feel happy and supported when my teacher is doing things she 

mentioned in class”. 

 

4.2.5. Summary of the Qualitative Data 

To sum up, the purpose of this study is to investigate students’ perceptions of the newly 

implemented HE program in the public secondary schools in Al Ain City. The focus of the 

in-depth semi-structured interviews is to address the second research questions of the study: 

What responses do public secondary students have regarding the HE program in Al Ain City? 

The interview questions guide was prepared and piloted as per the Interview Protocol 

Refinement (IPR) framework (Appendix 2). Thematic framework analysis was used to 

analyze the qualitative data collected through the interviews.  The five stages of thematic 

analysis are as follows: transcription, familiarization, coding, and theme formulation. The 

last stage is interpretation. It is covered in the discussion chapter of this study. The researcher 

relies on the Drake’s Know, Do and Be (KDB) model (2010) while conducting the interviews 

to obtain data that answers the research question. Overall, four themes were developed and 

reported. The first theme is healthy living that includes five sub-themes namely: healthy 

eating, benefits of physical activity, prevention of diseases, social and mental health and first 
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aid. The second theme is health advocacy, the third theme is collaborative learning and the 

last theme is teacher’s character.  

 

4.3. Integrated Analysis and Results  

The purpose of this research study was to investigate the students’ perceptions of the newly 

implemented HE program in the public secondary schools in the UAE. The researcher 

selected the mixed methods to carry out the study. The mixed method is a combination of 

quantitative and qualitative methods that is used to study the diverse health related features 

(Östlund et al. 2011). Thus, the benefits of employing the mixed method to the current study 

are of twofold. Firstly, it provides a more complete understanding of a research problem 

(Creswell 2014). Secondly, it allows the researcher to find answers to broad research 

questions through the integration of two opposing methodologies to obtain strong 

conclusions (Cronholm & Hjalmarsson 2011). Based on this, the data was collected through 

a questionnaire and semi-structured interviews.  

The tables below: 4.39, 4.40, 4.41 and 4.42 offer an overview of the integrated results 

obtained from questionnaire and interviews. The researcher integrated the results of the data 

to provide a visual illustration of the results. Also, it serves the facilitation and referencing 

of the next discussion and recommendation sections of the study. The questionnaire is 

divided into sections to obtain students’ perceptions on knowledge, skills, dispositions and 

the teachers of HE. The displayed integrated analysis covers only those perceptions that are 

mentioned by participants during the interviews and, at the same time, are stated in the 

questionnaire’s statements. Statements that are not revealed by the participants in both 

methods are not included in the integrated analysis. However, they are included in the 
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quantitative or qualitative presented results. Also, demographic data are not mentioned in the 

integrated analysis as it is covered in details in the quantitative data analysis.  

 

Table 4.39 displays the results of the data collected through the questionnaire’s knowledge 

section and the interviews. It can be observed that the data collected through the interview 

elaborated on the students’ perceptions about their knowledge that was collected through the 

questionnaire. For example, 78.3 % of the participating students stated that their healthy 

eating knowledge is developed through their learning in HE. During interviews, participants 

elaborated on healthy and unhealthy eating habits. Another example, 63.9 % of the 

participants reported that they gained the essential HE knowledge about non-communicable 

diseases from school. During interviews, participants conveyed that they learn about BMI 

and how to interpret it. This reflects their knowledge about obesity that is a non-

communicable disease.  
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Table 4.39: Integrated results of the questionnaire’s knowledge section and the interviews. 

 

The integrated results of the data collected through the questionnaire’s skills section and the 

interviews are illustrated in Table 4.40. 52.7 % of the student participants who responded to 

the questionnaire section inquiring about their skills reported that they are able to practice 

the communicable diseases preventive measures they learned in HE. During interviews, 

students’ participants pointed out some measures for prevention of communicable diseases 

Quantitative method Qualitative method 

Survey statement Results 

 

Interview 

questions 

Results 

1. communicable 

diseases and its 

causes 

67.9 % of the 

participants gained the 

essential Health 

Education knowledge 

about communicable 

diseases from school. 

What is the 

benefits students 

gain from the 

health education 

subject? 

“I am aware of many diseases and how it can 

be prevented.” 

“We learned about hand washing technique” 

“And also about coughing and sneezing 

techniques.” 

2. non-

communicable 

diseases and its 

causes 

63.9 % of the 

participants gained the 

essential Health 

Education knowledge 

about non-

communicable 

diseases from school. 

What are the 

topics students 

like the most and 

why? 

“Healthy eating and diseases of in proper 

eating habits and fast food.” 

“We learned about BMI, how to calculate it 

and what does it means” 

 

3. basics of first aid 

and CPR 

70.5 % of students’ 

responses highlighted 

that their knowledge 

about basic first aid 

and CPR is acquired 

through their learning 

of HE. 

“I have learned what to do in case of 

emergency” 

“Now, I know what to do in case of 

emergency, if it happens to any of my 

friends in school or a family member, and 

also, who to call and who to refer to in case 

of any emergency health problem.” 

“In case of emergency, or accident I keep 

calm, and call 998” 

“If it not an emergency, I go to the doctor” 

“If any accident happen and there is 

bleeding, I press the wound”. 

4. healthy eating 

habits 

78.3 % of the 

participating students 

stated that their 

healthy eating 

knowledge is 

developed through 

their learning in HE. 

What is the 

benefits students 

gain from the 

health education 

subject? 

“Healthy eating and diseases of in proper 

eating habits and fast food.” 

“I learned about healthy living and healthy 

eating.” 

5. benefits of 

physical activities 

70.5 % of the 

responses indicated 

the helpful impact of 

school health 

education program on 

their knowledge about 

benefits of physical 

activities  

“I learned the benefit of PE lessons and 

exercises” 

“Exercise keeps me fit and not to be obese” 

“Also, I am participating in school sport 

activities and competitions” 
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transmission such as hand washing and sneezing protocols. On the other hand, percentages 

of participating students who agreed and disagreed on the learning of first aid and CPR in 

HE program are equal (37.6 %). During interviews, students expressed their preference to 

practice life-saving skills on manikins. 

 

Quantitative method Qualitative method 

Survey statement Results Interview questions Results 

1. communicable 

diseases prevention 

measures 

52.7 % of the students 

are able to practice the 

communicable diseases 

preventive measures they 

learned in HE 

How students apply 

concepts they 

learned at school? 

Give examples 

“I am aware of many diseases and how it can be 

prevented.” 
“We learned about hand washing technique” 

“And also about coughing and sneezing 

techniques.” 

2. non-communicable 

diseases prevention 

measures 

53.1 % of the students 

are able to practice the 

preventive measures of 

non-communicable 

diseases they learned in 

HE 

How students apply 

concepts they 

learned at home? 

Give examples 

“We learned about BMI, how to calculate it and 

what does it means” 
“I do exercises as we learned that they are good 

for our mental health” 
“I told my family what are the consequences of 

obesity, like diabetes, and that it is not good to be 

overweight”. 
“I shared with my family what diseases we may 

have if eating junk food” 

3. the first aid and CPR 

on a manikin  

37.6 % is students’ 

percentages of those who 

agreed and disagreed on 

the learning of first aid 

and CPR in HE program 

are equal 

How students deal 

with health related 

problems that might 

arise? Give 

examples. 

 “In case of emergency, or accident I keep calm, 

and call 998” 
“If it not an emergency, I go to the doctor” 

“If any accident happens and there is bleeding, I 

press the wound”. 
“I prefer to practice the life-saving skills on a 

manikin” 

“It is more fun to do CPR on a doll” 

“ we do not have dolls to practice in school” 

4. physical activity 55.4 % of responses 

identified  that learning 

in HE supports them to 

practice physical activity 

How students apply 

concepts they earned 

at school? Give 

examples 

“Health education encouraged me to be involved 

in the PE classes as much as I can.” 
“I do exercises as we learned that they are good 

for our mental health” 

5. healthy eating at 

school and at home 

58.9 % of students 

conveyed that their 

learning in HE prepared 

them for healthy eating 

practices. 

How students apply 

concepts they 

learned at home? 

Give examples 

“Know what breakfast to bring school, what to eat 

in our break. I am bringing fruits and vegetables 
to eat.” 

“When I go to the supermarket with my family, I 

know how to select healthy items.” 

Table 4.40: Integrated results of the questionnaire’s skills section and the interviews. 

 

Table 4.41 displays an integrated analysis of the data collected through interviews and those 

of the dispositions section of the questionnaire. When responding to the study’s 

questionnaire, more than half of the students stated that they are supported to practice healthy 

life style, whereas in the interviews, participants provided examples on the same concept 

from their daily living activities. The same can be applied to the questionnaire items about 
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health related careers. 60.5 % of the participants expressed that their awareness of the careers 

in the healthcare fields. However, in interviews, students verbalized what health related 

career they want to pursue in their future.  

 

 
Table 4.41: Integrated Results of the dispositions section and the interviews. 

 

 

The integrated results of the data collected through the questionnaire’s teachers section and 

the interviews are presented in Table 4.42. When responding to the questionnaire, 69.4 % of 

students stated that their health education teacher has knowledge about the health education 

subject they teach. In interviews, students expressed that they preferred their HE teacher to 

be a specialist in health related field. Another example, when answering the interview 

question: what are the traits of an effective HE teacher to enhance your learning of HE?  

Quantitative method Qualitative method 

Survey statement Results Interview questions Results 

1. being a health 
advocate 

59.7 % of student 
participants conveyed that 

they are health advocates  

How does health 
education subject 

affect the students as 

persons? 

“It encourages me to be a health advocate, to encourage 
others stay healthy too.” 

“I know what is right and what is wrong, and not to 

practice risky behaviors” 
“To be a good citizen for the benefit of my family and 

community” 

2. teach peers, siblings, 
and others about 

healthy living 

59.7 % of participants 
agreed that their learning 

of health education in 

schools helps them to teach 
peers, siblings, and others 

about healthy living  

Do they involve their 
family with lessons 

learned in class? Give 

examples. 

“I shared with my family what diseases we may have if 
eating junk food” 

“I taught them how hand washing should be done” 

“I shared with family the danger of smoking” 
“I told my family what are the consequences of obesity, 

like diabetes, and that it is not good to be overweight”. 

3. practice healthy life 

style  

58.2 % of students agreed 

that they are supported to 
practice healthy lifestyle  

What is the benefits 

students gain from the 
health education 

subject? 

“It encourages me to be a health advocate, to encourage 

others stay healthy too.” 
“I know what is right and what is wrong, and not to 

practice risky behaviors” 

“Stay away from unacceptable behavior” 
“It benefited me a lot. It prepares us to be healthy people 

in the future, women and wife, to take care of my 

daughters and sons in the future.” 
“it helps me to be a healthy adult.” 

“…and to raise healthy kids” 

4. seek help from health 
professional in case 

of any health related 

issues 

57.8 % percent of the 
participating students 

conveyed that they are 

seeking reliable healthcare 
help for their health related 

issues.   

How do they deal with 
health related 

problems that might 

arise? Give examples. 

“We may refer to the school counselor or the social 
worker” 

“I go to the nurse to inform her and follow doctors’ 

instructions” 

5. know more about 
health related careers 

60.5 % of the participants 
expressed that their 

awareness of the careers in 

the healthcare fields is 
linked to their studying the 

health education in 

schools. 

What is the effect of 
HE learning on future 

career? 

“I know now what fields I can study in university” 
“I want to be a doctor taking care of sick people” 

“I want to be a health education teacher” 
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Students’ responses pointed that the HE teacher should be knowledgeable and specialist in 

the health field. Whereas, 69.4 % of students stated that their health education teacher has 

knowledge, and 58.5 % of them informed that their teacher of health education is practising 

the lesson’s related skills in the class.  

 
Quantitative method Qualitative method 

Survey statement Results Interview questions Results 

1. Encourage me to 

apply things I 

learnt 

66.7% of the 

participants stated that 

they are encouraged by 

their teacher to practice 

HE concepts they 

learned in the class.  

How would you 

describe the role of 

the teacher of HE? 

“Encouraging us to be healthy and to practice 

healthy activities” 

 

2. Practice concepts I 

learnt in class 

66.7 % of the 

participating students 

conveyed that their 

teacher is practicing the 

health education 

concepts they teach in 

school. 

How would you 

describe the role of 

the teacher of HE? 

“Teaching skills to explain to us and we 

understand from her” 

“Teacher has to be role model to us, practicing 

healthy behavior also” 

3. Have knowledge 

about health 

education concepts 

69.4 % of students 

stated that their health 

education teacher has 

knowledge about the 

health education subject 

they teach. 

In your opinion, 

what are the traits 

of an effective HE 

teacher? 

“The teacher should be of Knowledge about 

health education” 

“Good relationship with students and be fair when 

dealing with us” 

“The teacher should be a specialist in health, like 

nursing, public health, nutritionist, pharmacist or 

doctor” 

4. Able to practice the 

skills of the lessons 

58.5 % of the students 

informed that their 

teacher of health 

education is practicing 

the lesson related skills 

in the class. 

In your opinion, 

what are the traits 

of an effective HE 

teacher? 

“Teaching skills to explain to us and we 

understand from her” 

“The teacher should be a specialist in health, like 

nursing, public health, nutritionist, pharmacist or 

doctor” 

5. Are my health 

related role model  

60.9 % of students 

considered their school 

health education teacher 

as their role model 

In your opinion, 

what are the traits 

of an effective HE 

teacher? 

“Teacher has to be role model to us, practicing 

healthy behavior also” 

“I feel happy and supported when my teacher is 

doing things she mentioned in class”. 

Table 4.42: Integrated Results of the teacher’s section and the interviews 

 

To conclude this section, the purpose of the study is to investigate students’ perceptions of 

the newly implemented HE program in the public secondary schools in the UAE.  The mixed 

method was employed. That is a combination of quantitative and qualitative methods. So the 

data was collected through a questionnaire and semi-structured interviews. This section 

presented the results of the data collected through the questionnaire’s section and the 



 

162 
 

interviews. Although, it was a concurrent mixed method, it can be observed that the data 

collected from students’ responses during the interview, elaborated, in a way or another, on 

the students’ perceptions that were reported by students through the questionnaire. This 

section covered only those perceptions that are mentioned by participants during the 

interviews and, at the same time, are stated in the questionnaire’s statements. Responses or 

perceptions that are not revealed by the participants in both methods are not included in the 

integrated analysis as they are presented in the quantitative or qualitative results. 

 

The next chapter is the final chapter where the results of the collected data from the 

questionnaire and the interviews are discussed. This is followed by conclusions 

recommendations and the limitations of the study.  
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Chapter Five: Discussion, Conclusion and Recommendations  

The reason behind conducting this research study arose from the desire of the researcher to 

investigate the students’ perceptions of the newly implemented HE program in the public 

secondary schools in the UAE. This chapter aims to discuss the findings acquired in response 

to the three research questions: 1). To what extent do demographics variables affect students’ 

perceptions of health education? 2). What responses do public secondary students have 

regarding HE program in Al Ain City? 3). What perceptions do public secondary students 

have regarding HE program in Al Ain City? Additionally, this chapter covers the conclusion, 

implications of the findings, research recommendations and limitations.  

 5.1. Discussions  

To answer the above three questions, a mixed-method design approach was used. This 

methodology supports the researcher to obtain a comprehensive data from five-point Likert 

scale questionnaire and in-depth semi-structured interviews. The discussions section of this 

chapter discusses the study’s findings in comparison with empirical studies in the field. At 

the same time, the study’s theoretical framework is employed as foundation to develop a 

better interpretation of the results. Thus, the section presents the discussion of the findings of 

each data set and integrated results. So, the following sections display the discussion of the 

quantitative results, discussion of the qualitative results, and then the discussion of the 

integrated results.  
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5.1.1. Discussion of the Quantitative Results 

The focus of the students’ questionnaire is to address the first two research questions of the 

study: 1). To what extent do demographics variables affect students’ perceptions of health 

education? 3). What perceptions do public secondary students have regarding HE program 

in Al Ain City? 258 students participated in the study. All participants are female students 

from four secondary public schools within the city of Al Ain in the United Arab Emirates. In 

the following sub-sections, there are discussions of the students’ perceptions conveyed 

through the questionnaire. 

5.1.1.1. Demographic Data 

The demographic data was the first section of the students’ questionnaire. It included queries 

on students’ age, nationality, and school grades through which the students learned the health 

education subject. This section of the questionnaire did not require participants to reveal their 

names. According to Fraenkel, Wallen and Hyun (2014) anonymous questionnaires are 

reliable as they encourage participants to respond and to be honest. Also, the demographic 

section of the questionnaire did not include the gender specifics, as all participants were 

female students in the secondary public schools. The collected data reflected that more than 

half of students at this stage of their education were at the age of 17 (53.5%). The second 

higher percentage were 16 (29.1%). The remaining twenty-eight students (10.9 %) were 18 

years of age. It can be concluded that the participating students who shared their perceptions 

about HE in Secondary Schools through answering the whole questionnaire, were between 

16 and 18 years of age. On the other hand, it was found that the majority of the participating 

students were Emirati students who provided responses to all items in the questionnaire. The 

demographic questions in the present research study provided the researchers and the readers 



 

165 
 

with an opportunity to know what portion of society the findings are representing (Hammer 

2011). It affords understandings of each participant’s background, characteristics and actions, 

support and acknowledgments of personal abilities (Rughinis & Huma 2015). Additionally, 

it permits comparison in future replicated research studies.  Especially, in health related 

fields, it supports researchers to highlight students’ concerns, health risks, and limitations in 

health and educational services. It also allows an understanding of the participants’ 

perspectives on how things should be done to meet their needs and to provide resources to 

meet their requirements. At a larger scale, it allows policy makers and communities to plan 

future service investments and improvement plans. Being aware of the study’s demographics 

provide guidance to improve outcomes and effectively allocate resources. 

The health education program in the secondary public schools is offered to students in 

Grades: 10, 11, and 12. The focus of Grade 10 was on health and wellbeing to include healthy 

eating, physical activity and diseases prevention. The Grade 11 contents emphasized the 

social and mental health to target bullying, stress management, and family relationships. The 

Grade 12 content covered the health of young women including first aid skills. Participants’ 

responses to the questionnaire item inquiring about which Grade levels students learn about 

HE subject at their schools show that 97.1% were in grades 10, 11 and 12 and 99.5 % stated 

that they learned HE in Grades 11 and 12. However, recommendations from WHO stated 

that school HE programs and comprehensive curriculum should start in primary and 

secondary and before the youngsters engage in risky behaviours (WHO 2003). Other same 

recommendations were given by the experts at the Society for Public Health Education 

(SOPHE-ASCD 2010), Dorn, Kanikeberg and Mendoza (2016), and the State Statutes and 

Regulations for Healthy Schools (SSRHS 2019) that HE should be provided throughout all 
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school grades.  The Joint Committee on National Health Education Standards (JCNHS) 

specified that the school HE program should be given to students in Grades 3 to 12 (JCNHS 

2007). However, the findings of the current study showed that there was no significant 

difference between students’ perceptions of the questionnaire items and their grade levels. It 

can be concluded that students may study the HE in schools at Grades 11 and 12 only and 

still be able to respond to the overall questionnaire. Although the content is different for every 

grade, however, the reason behind these results may be due to the repetition of the basic 

concepts through the three grade levels. This is specifically true if students were 

implementing the learned behaviours and skills in their daily life activities. For example, a 

study that was conducted by Haleem et al. (2016) on oral health education (OHE) showed 

that “the repetition and reinforcement play a key role in school-based OHE” (p. 10) as their 

findings showed a significant improvement in adolescents’ oral health behaviour. 

Additionally, to match the students’ cognitive abilities, the complexity of the concepts is 

higher at higher grades. So when students are able to perceive more difficult concepts, the 

easy ones are very well known to them. Jourdan (2011) stated that the differences in 

knowledge and skills acquisition rely on the type of knowledge and skills acquired and the 

mode of practice, training and routine.  

5.1.1.2. Decision Making and Goal Setting Skills  

In the displayed findings of the study, half of the students’ input (51.1 %) affirmed that their 

decision making skills were learned and consequently practised during their learning of HE. 

In regard to the goal setting skills item, 47.3 % of the students agreed that their skills of goal 

settings were also linked to their learning of HE. Standards of health care focus on key skills 

that are needed for the application of concepts of healthy living. Decision making and goal 
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setting are among these skills that should be used by individuals to be engaged in health 

enhancing behaviours (JCNHS 2007). Shahsavarani and Abadi (2015) pointed out that 

decision making is a cognitive process that ends up with reasonable selections, based on the 

evaluation of the available options. Thus, decision making is the selection of the suitable 

solution from variety of alternatives (Mettas 2011). Delazer et al. (2011) argued that the 

decision-making process is influenced by an individual’s beliefs, values, personality and 

culture. However, goal setting is the practice of creating strong and practical objectives or 

targets for learning. It includes performance and gaining good grades. If students’ goals are 

linked to the learning task, the value of the task increases and consequently the motivation to 

accomplish it (Moeller, Theiler & Wu 2012). Regarding to their applications to health 

education, decision making and goal setting skills are needed to modify the influence of what 

surrounds the person; such as peers, family and media, to reach a more healthy option the 

person can adopt (JCNHS 2007). Dauphin (2019) argued that sound knowledge is 

fundamental for good decision making skills. When students gain health literacy in class, 

they are able to use the information to make informed decisions. Moreover, decision making 

promotes health, as it is a skill that can be used at any time and in the future (Dauphin 2019). 

According to Moeller, Theiler and Wu (2012), students who are provided with opportunities 

to learn and develop decision making and goal setting skills are able to make healthy choices 

and perform responsible decisions.  

5.1.1.3. Medical Terminology  

During the learning of the health education subject in schools, students are learning basic 

medical terms. This is to provide students with basic understanding of the language of 

medicine, such as: Hypertension, hypotension, BMI, hyperthermia, hypothermia, heat stroke 
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etc...In the current study the majority of the students’ responses agreed with the statement 

that the learning in health education improved their knowledge about medical terminology. 

About half of participants’ responses indicated the use of medical terminology in HE class. 

In addition to the analysis finding of a positive correlation between the perceptions on the 

knowledge of medical terminology and its use (rho = 0.443). Learning some basic medical 

vocabulary at school level motivates students to pursue their study in a health related career. 

Knowing medical terms gives them an advantage when applying to health sciences or 

medicine universities as it is central for success in the health care workplace (Stauffer 2019).  

5.1.2 Discussion of the Qualitative Results 

The main purpose of the study was to investigate students’ perceptions of the newly 

implemented health education program in the public secondary schools in Al Ain City. In-

depth semi-structured interviews were conducted to five groups of 32 participating students. 

Participants were Grade 12 female students from four secondary public schools within the 

city of Al Ain in the United Arab Emirates. The focus of the in-depth semi-structured 

interviews is to address the second research questions of the study: What responses do public 

secondary students have regarding HE program in Al Ain City? In the following sub-sections, 

there is a discussion of the students’ responses to the in-depth semi-structured interviews. 

5.1.2.1. Physical Activity and Culture 

According to Macdonald et al. (2009) teenagers’ physical activity is formed by sociocultural 

and environmental factors. For that reason, families have a strong impact on their behaviours, 

decision-making, and attitudes. Especially in Arabs, Benjamin and Donnelly (2013) 

described that the lack or facilitation of families’ social support can hinder or augment their 
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members’ participation in physical activity. In reference to gender, the participants in 

Ramanthan and Crocker (2009) informed that they were taught to be engaged in physical 

activity by their brothers and fathers, and were inspired to be active by males in their families. 

Likewise, research found that female participants were prioritizing family commitments 

(Kahan 2011) and academic achievement (Taylor & Toohey 1998) over exercising. Another 

cultural issue was added by Donnelly et al. (2012) that the sedentary lifestyle of the 

participants was due to the fact that they depended on their domestic helpers and drivers. 

Taylor (2009) has highlighted the impact of dress and gender segregation as factors that 

prevent females from being active. Similarly, the participants in Nakamura’s study (2002) 

reported that the dress code of certain sports, that is not suitable for them, prohibited them 

from being active and encouraged their sedentary behaviour. Recently, Aljayyousi et al. 

(2019) carried out a study in Qatar. The majority of the participants stated that their family 

health values were shaped by their culture, and they followed these values. They reported 

that their culture facilitates physical activity for males and prohibits it for females. The 

researchers observed that the participants perceived the males as role models of physical 

activity and are more active than females within the same family. Also, they found that more 

males joined the sport clubs, however, females are more to house work and walking. The 

authors indicated that gaining a level of physical fitness was the main aim for the males for 

engaging in physical activities, however for females, the most essential reasons were 

socialization and having fun. Furthermore, Laar, Shi and Ashraf’s (2019) findings indicated 

that the female participants in their research have a negative attitude toward physical activity. 

Their study presented that females lack parental support to engage in sports and sometimes 

families prohibit their daughters to participate in physical activities. Likewise, during the 

interviews, the participants in this study identified that their culture would not allow them to 
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practise physical activities outside their homes. So, their exercises were somehow limited to 

what they did in schools. 

5.1.2.2. Collaborative Learning  

The findings of the interviews reflected that participants preferred collaborative learning to 

learn better the HE subject. They preferred to do activities and to apply the knowledge and 

skills they learned in the class about health education. They identified that doing these skills 

is motivating them. They stated that they like to discuss what they learned with their peers to 

have their feedback. Obtaining feedback from each other has mutual benefit among students 

in improving and consolidating the learned skills. Some participants in the study 

communicated their comfort and better performance when they learn alone. As they 

considered learning in groups may distract them or waste their time. It can be found that the 

findings of the study highlighted the students’ different learning styles in a collaborative 

learning environment. There is a broad research defining collaborative learning. The most 

influential is the work of Gokhale (1995). Gokhale (1995) defined collaborative learning as 

a “pedagogy in which people come together in groups and learn from each other through 

cooperation. Each student takes responsibility for the learning of other students in their group 

as well as their own and they help each other to be successful” (p. 22). The author in her 

article “Collaborative Learning Enhances Critical Thinking” emphasized that “students at 

various performance levels work together in small groups toward a common goal. The 

students are responsible for one another’s learning as well as their own. Thus, the success of 

one student helps other students to be successful” (Gokhale 1995, p. 22). Collaborative 

learning can be also defined as a principle of structured process of education that promotes 

teamwork through creating a context for students to exchange ideas and participate (Petrescu, 
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Gorghiu & Draghicescu 2017). Petrescu, Gorghiu and Draghicescu (2017) argued that 

collaborative type of learning enhances students’ control over their own knowledge. This 

helps them to make their own decisions and take responsibility of their own learning and, 

consequently, work together to attain a common goal. In this context, the teacher’s role is to 

facilitate and guide the students through their learning process. Lai (2011) has argued that an 

interaction among learners is able to produce expanded explanations and improve learning 

predominantly for students who are having low achievements. Moreover, two studies that 

were carried out by Laal and Ghodsi (2011) and Carmichael (2009) found that collaborative 

learning can produce better achievements and higher productivity levels among students.  

Other advantages have been identified by Senthamarai (2018) that in collaborative learning 

students develop their communication, teamwork, negotiation and leadership skills. In 

addition to that, they have opportunities to accept different perspectives. Olteanu et al. (2014) 

demonstrated that collaborative learning is a resourceful educational strategy. This strategy 

can be considered not only in classroom learning but also in online and distance learning and 

virtual learning environments (Olteanu et al. 2014). Petrescu, Gorghiu and Draghicescu 

(2017) conducted a survey study to identify the advantages of the collaborative learning 

associated with the identification of its limits. The participating teachers in their study 

reported that collaborative learning promotes positive attitude to learning among students, 

develops their interactive skills, improves students’ performance, and increases their interest 

and motivation. However, teachers highlighted some limitations due to the time, efforts and 

expenses of the material needed. They added that the passivity of some students that may 

persist, especially, those who depend on their higher performing peers. Another limitation is 

the conflicts that may arise between students. Chen, Jones and Xu (2018) clarified that the 

need of a collaborative method in learning depends on the learning outcomes of the subject 
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and the requirement of students’ interaction. In a health education context, Benes and Alperin 

(2019) acknowledged the students’ engagement and interaction during the learning of skills 

in collaborative learning settings. They recognized the importance of practice in a student-

centered learning environment while learning in health education; as it is related to student’s 

self-efficacy and, consequently, self-confidence to apply the learned skills inside and outside 

the classroom and in many different settings. Thus, teachers need to provide room for 

students to showcase these skills and abilities. When a skill is practised in the classroom, it 

enhances behavioural change as per the health behaviour theories. It provides students with 

opportunities to have feedbacks, to experience success and to apply critical thinking (Benes 

& Alperin 2019).  

Within the findings of the study, the students presented their perceptions of how they have 

better learning experiences of the health education subject. The majority of their responses 

reflected preferences towards collaborative learning; others are not, or within limitations. 

This finding sheds light on students’ learning styles. Students’ learning styles refer to the 

way the students learn. Scholars in the field of education look at different aspects of learning, 

so different classification and interpretation have been produced (Boneva & Mihova 2012).  

One of the definitions focuses on information processing given by Della-Dora and Blanchard 

(1979); this definition considers the learning style as “a personally preferred way of dealing 

with information and experiences for learning that crosses content areas” (p.22). Other 

definition considers the sensory perception during learning as presented by Claxton and 

Rolston (1978), that is, the learning style is “the student’s consistent way of responding and 

using stimuli in the context of learning” (p. 1). According to David Kolb (1984) the 

individual’s past experiences influence their learning styles. Kolb defines learning style as “a 
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result of hereditary equipment, past experience, and the demands of the present environment 

combining to produce individual orientations that give differential emphasis to the four basic 

learning modes postulated in experiential learning theory” (Kolb 1984). Some theorists 

focused on the preferences of students to perceive new information. This leads to the labeling 

of auditory, visual and tactile-kinaesthetic learners. The auditory learner refers to an 

individual who learn better by hearing the information or instruction. The visual learner is 

the one who prefers to see the material in a visual format to learn most effectively. And the 

tactile-kinaesthetic learner is the person who learns best through doing or practising the 

provided instructions (Boneva & Mihova 2012). Every learning style possesses a set of 

characteristics, qualities and features that defines students’ learning preferences (Zhang, 

Sternberg & Rayner 2012). Manolis et al. (2013) added that learning styles are present in set 

of learning environments, such as: learning environment that is affective, symbolic, 

perceptual, or behavioral. Thus, the consideration of these learning environments in the 

education process enhances the accommodation of different learning style (Al-kaabi 2016). 

For example, if an active learner is presented in an environment that limits his opportunity to 

interact or work within a group; this will hinder his satisfaction and consequently his 

performance. On the other hand, when a reflective learner who prefers to reflect on a certain 

task by themselves; will be having a sense of frustration when placed to work with others. In 

such cases, the effectiveness of interaction among students depends on some factors. One of 

these factors is the strength of the students’ preferences. Another factor is the group members 

who the student has to work with and whether or not the course requirement forces them to 

work with others (Chen, Jones & Xu 2018). Another example is based on the definition of 

leaning styles as verbal or visual learners. The verbal learner tends to enjoy an interactive 

environment where he has the opportunity to verbally discuss a certain problem. Conversely, 
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the visual learner may favor the perusal of a task or problem on his own (Chen, Jones & Xu 

2018). It is expected that a verbal learner’s learning experience would be better in a 

collaborative environment. Surprisingly, Chen, Jones and Xu (2018) found that visual 

learners’ have better perceptions of learning experiences in a collaborative environment. It 

can be found that the learning styles play a major role in students’ learning journey; it is of 

significant importance for teachers to be aware of their students’ learning styles. The 

understanding of the learning styles supports the teachers to formulate their lesson plans to 

meet the students’ styles. That is essential at this stage of learning, especially for poor 

performance students, as these students can be easily frustrated. However, the mismatch, that 

may be inconvenient to some styles, will help some students to discover new methods of 

learning that may suit them better. Yet, this mismatch should be used cautiously in an attempt 

not to cause a student’s dropout (Tuan 2011). According to Ghoneim and Budi (2012), the 

learning style is a crucial aspect in the attainment of the objectives of the education process. 

Thus, it is essential to consider the students’ insights about their preferred ways of learning 

so as to increase the effectiveness of the outcomes of the education system. Furthermore, the 

identification of students’ learning styles can improve self-efficacy leading to enhance 

students’ motivation and problem solving skills. Therefore, when learning styles is 

considered in the teaching methods, it will guide the creation of an improved educational 

environment as well as quality of education (Sen & Yilmaz 2012; Al-kaabi 2016).  

Additionally, identifying one’s learning style also benefits the learners themselves, as they 

come to know how they learn better. Thus, students become more responsible for their own 

learning, control it and situate themselves at the center of the learning process (Gilakjani & 

Ahmadi 2011). Besides, there are three categories of advantages of identification of learning 
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style as argued by Ldpride (n.d.). The first is the academic benefit that enhances the learning 

ability of students. It also supports them through all the stages of their education as it helps 

them to know how to study and get good grades in their subjects. The second advantage 

incorporates higher self-esteem and self-confidence, helps in identifying one’s weak and 

strong points, increases their motivation and strengthens student’s abilities and skills. The 

third merit is professional that encompasses gaining advantage of competition, acquiring 

team management skills, and being up to date of professional topics. Simultaneously, Sadler-

Smith (2001) defined three groups of learners. The first learning group encompasses 

dependent learners. These students prefer a teacher directed learning. They favour integrated 

educational program and seek teacher’s follow up and continuous evaluation. The second 

group includes the collaborative learners. These students prefer discussions and are 

concerned with social interaction and group projects. The third group embraces the 

independent learners. The students of this group consider their teacher as a resource and 

prefer to refer to learning databases. As a result, when students are aware of their learning 

style, they will be able to incorporate it into their learning process. Awla (2014) concluded 

that identifying one’s learning style makes the learning process faster and easier for the 

learner. It also supports them to effectively solve problems. 

The observational learning has been highlighted by the social aspect of Bandura’s theory, 

and noted that these experiences successively directed anticipatory behaviors in upcoming 

interactions. However, the cognitive aspect of the theory explained how knowledge and 

experiences gained through social interaction are coded, stored and then recalled in learner’s 

memory (Kay & Kibble 2015). Specifically, the reciprocal causation model of Bandura’s 

theory highlighted the impact of interaction between individuals and their environment on 
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enhanced learning (Bandura 1986). As such, through the process of interaction and 

collaboration, learners progressively “internalize or take for themselves knowledge and skills 

they developed in their interactions with others” (Wood & Bandura 1989). 

5.1.2.3. Women’s Health and Nutrition 

The health education curriculum offered to the secondary female students in the UAE 

includes topics on women’s health and nutrition, and children’s health. As such, the 

participating students stated that their learning of health education supported them to be 

healthy female adults, and it affected their way of life to positively contribute to their present 

and future families. They added that they know how to take good care of their children in 

future. Generally, the evidences in the available literature showed that there is a strong link 

between the education status of individuals and their quality of life and lifelong health. 

Women, to be specific, are playing major roles within their families; they are the ones taking 

care of their children, preparing their food, comforting them during their illnesses. These 

roles women are fulfilling have situated them as health promoters of all family members. 

Most importantly, these interventions are providing the physical, emotional and social needs 

to promote their children and families health (Goodwin, Garrett & Galal 2005). Makoka 

(2013) indicated that school health programs that focus on adolescence girls as its core values 

have a huge impact on the future generation. The reason behind this assumption is the solid 

association between adolescent girls’ school education and the health of children they have 

in the future. Grant (2017) emphasized that if healthy and well-nourished children are the 

focus of any nation, then, its young women need to be well educated. Young women’s health 

education provides them with awareness, so that they utilize their knowledge to keep their 

children healthy and use the healthcare services provided whenever needed (Güneş 2013; 
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Natarajan & Devaki 2013). It empowers them with abilities to understand and communicate 

with healthcare providers. It offers them information about the consequences of risky 

behaviour, such as smoking, and its effect on the fetus during pregnancy. It supports them 

with greater knowledge about diseases, their methods of transmission and prevention (Güneş 

2013). The offering of health education about nutrition assists young woman to provide 

healthy food for her children. Correspondingly, guiding her on the proper methods of storage, 

preparation and handling of food, and appropriate ways of sanitation to avoid diseases. This 

is leading to her awareness and abilities to protect her family from infections, 

malnourishment, and deficiencies and anemia that may result from the lack of certain 

nutrients supply (Goodwin, Garrett & Galal 2005). Women are the caretakers of their 

children. Health promotion and disease prevention can be considered as most effectively 

done by them within their families. Simultaneously, they have the opportunity to teach their 

children the healthy behaviours and hygienic practices to keep them safe. Another 

opportunity they can benefit from is due to the fact that children tend to observe and imitate 

their parents, so they can be their role models (Goodwin, Garrett & Galal 2005). For example, 

children who were nurtured in a house where their parents do not smoke are less prone to 

become adult smokers than those who nurtured with parents who smoke.  

5.1.2.4. The Challenge of HE Learning in English 

In the course of the interviews, some participating students reflected that one of the 

challenges they faced during their learning of health education was the English language, as 

the language is the medium of instruction. They added that they found it difficult during 

classroom explanation as well as during exams. The difficulty was mainly in the explanation 

of a concept to answer a question. They informed that they understood the topic well when 
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it was translated to the Arabic language as it is their mother tongue. As per the demographic 

data of the study, the majority of students in the government schools where the study was 

carried out are Emirati nationals. MooreJones (2015) argued that the English language as the 

medium of instruction is difficult for them. Al-Issa (2018) suggested that the reason behind 

this challenge is that most of the Emiratis are studying in government schools which are free 

of charge and do not teach English thoroughly. Rabea et al. (2018) observed that the English 

proficiency of students who are newly enrolled in universities is very low. Authors referred 

this finding to the fact that Arabic people are using their mother tongue in their daily life 

conversations. Earlier, Zughoul (1987) gave other rationales for the challenges the Arab 

students are facing in learning English. One of these rationales is that the English curriculum 

lacks proper implementation in some schools. Another underlying cause is due to the 

teaching methodology implemented by the teachers (Zughoul 1987). 

Another related interviews’ finding of the present study was that the students perceived that 

their learning would be better if their teachers have good English as their subject should be 

taught in English. Nowadays, English is becoming the language of communication and 

instruction within different contexts worldwide (Rabea et al. 2018).Thus, qualified English 

speaking teachers are needed to improve students’ skills in using the language as well as to 

achieve the required learning outcomes of the course (Alfaran 2016). Morell et al. (2014) 

clarified that most of universities around the world offer programs that are being taught in 

English. Accordingly, it is recommended that the English language is a necessity (Rabea et 

al. 2018) and its competency should be developed prior to the students’ enrollment in 

universities to pursue their studies (Alfaran 2016). Alfaran (2016) added that when the 

educational policies considered the implementation of English as medium of instruction they 
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recognized the positive impact of English language on students if the academic subjects are 

taught in the same language. On the other hand, Belhiah and Elhami (2015) conducted a study 

to explore the effectiveness of English as a medium of instruction in the Gulf region with 

special focus on the United Arab Emirates. Some of the study’s students’ participants 

highlighted the improvement in their English language. Others perceived that English as 

medium of instruction in several subject enhances their speaking, listening and writing skills 

and they felt more confident interacting during their lessons. Others preferred to include 

Arabic language in their examinations, as answering in Arabic is much easier since it is their 

mother tongue. They also conveyed their preferences of bilingual model; that is English-

Arabic medium. They also, “explained that there should be an equal focus on both languages 

because English is a global language, which they must learn and master in order to be able 

to exchange information and interact effectively with people from other nations” (p. 19). 

Alternatively, teachers’ participants of the same study acknowledged the improvement of 

their students’ English language. They also suggested the use of the bilingual model. From 

this stand point, the researchers suggested the implementation of “bilingual curriculum in 

which instruction is delivered in English and Arabic in order to enhance students’ linguistic 

and biliteracy skills” (p. 3). This is consistent and very well noted in the students’ preferences 

in the present study. 

In regard to health education, Chen, Goodson and Acosta (2015) recommended the use of 

English as a second language (ESL) curriculum. Additionally, Santos et al. (2014) pointed 

out the benefits of the ESL programs for those whom English is not their mother tongue 

language to promote their health literacy. Martinez et al. (2013) argued that ESL programs 

support learners of health education to understand basic information via guides and 



 

180 
 

frameworks of the needed vocabulary. In this context, there is a need for collaboration among 

the health education teachers and the ESL educators to focus on both health education and 

English language (Simons-Marton, McLeroy, & Wendel, 2012). 

5.1.3. Discussion of the Integrated Results 

This sub-section offers a discussion of the integrated results obtained from questionnaire and 

in-depth semi-structured interviews. The discussion covers only those perceptions that are 

mentioned by participants during the interviews and, at the same time, are stated in the 

questionnaire’s statements. Statements that are not revealed by the participants in both 

methods are not included in the integrated results’ discussion. However, they are included in 

the quantitative or qualitative presented discussions. Also, demographic data are not 

mentioned in this discussion as it is covered in details in the discussion of the quantitative 

questionnaire data. Thus, the focus of this sub-section is to present the discussion obtained 

from the questionnaire’s data and the in-depth semi-structured interviews to address the 

second and third research questions of the study: 2). What responses do public secondary 

students have regarding HE program in Al Ain City? 3). What perceptions do public 

secondary students have regarding HE program in Al Ain City? 

5.1.3.1. Communicable Diseases  

Almost two-thirds (67.9 %) of the participants of the present study perceived that they gained 

their knowledge about communicable diseases and their causes from HE learning in their 

schools. About half (52.7 %) of the students reported their abilities to practise the 

communicable diseases preventive measures. Moreover, the correlation test found that there 

was a positive correlation between the students’ perceptions on the knowledge of 
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communicable diseases and their causes and their practices to prevent them as the rho is 0.506 

(>0.05).  Throughout the interviews, participants’ responses indicated that they gained their 

knowledge about prevention of the spread of diseases through their daily practices; like 

proper hand washing and coughing and sneezing protocols. In this regard, Nasreen et al. 

(2010) reported that the majority (> 85%) of school students coughed or sneezed uncovered 

and into the air. Unfortunately, it was stated that “hand washing was never observed after 

participants coughed or sneezed into their hands” (Nasreen et al. 2010, p. 762). Sultana et al. 

(2017) offered participating students in their study an opportunity to spread a public message 

of a practical method to support the cough etiquette behaviours. They educated students to 

cover coughs and sneezes using elbows or upper sleeves. Hence after one month of their 

intervention, the proportion of students who followed the coughing and sneezing etiquette 

increased from 0% to 39%, and the percentage of coughing and sneezing into air was reduced 

by 45%. Moreover, they noted that students found it fun and were comfortably sharing it with 

their peers, teachers and parents (Sultana et al. 2017). Likewise, it is also recommended by 

the centers for disease control and prevention to cover mouth and nose when coughing and 

sneezing and keeping hands clean to limit the spread of germs and prevent respiratory 

diseases such as influenza, whooping cough, and COVID-19 (CDC 2020).  

5.1.3.2. Non-communicable Diseases  

The chronic or non-communicable diseases are diseases that are not transmitted from one 

person to another, and are of prolonged course (CDC 2013). They are also referred to 

“lifestyle-related diseases” (Gamage & Jayawardana 2017). The main causes of deaths and 

disabilities around the world are the non-communicable diseases (Hawkes, Jewell & Allen 

2013). The key risk factors for the development of non-communicable diseases include 
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hypertension, diabetes, smoking, alcohol intake, obesity and physical inactivity (Musaiger & 

Al-Hazzaa 2012). About two thirds (63.9 %) of the students’ participants of the current study 

stated that they gained their knowledge about non-communicable diseases and their causes 

from schools’ HE program. Approximately half (53.1 %) of them informed that they are able 

to practise the non-communicable diseases preventive measures. Correlation test also showed 

that the students’ perceptions on their knowledge of non-communicable diseases and their 

causes and their practices of the same concept is positive (rho = 0.474). Also, in the 

interviews, participants mentioned that they learned about non-communicable diseases and 

their effect on individuals’ health and future. They communicated their knowledge about 

prevention of obesity and diabetes, and the effect of smoking on the body. Others reported 

that they were aware of the methods of prevention of non-communicable diseases and they 

shared these knowledge and practices with their family members. Regarding the possible 

causes of the high rates of non-communicable diseases among individuals, Al-Nohair (2014) 

argued that modern world practices and technological development such as using cars instead 

of walking, lifts instead of climbing the stairs, international chains of fast food rather than 

cooking at home, and the facilitation of domestic helpers are leading factors to the intense 

increase in obesity. Gamage and Jayawardana (2017) highlighted the need for behaviour 

change in adolescence that leads to lifelong values in the prevention of non-communicable 

diseases. Consequently, it is of core value to carry out ongoing observation to understand the 

knowledge and practices of this age group to initiate a plan of development (Gamage & 

Jayawardana 2017).  
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5.1.3.3. First Aid and Cardiopulmonary Resuscitation  

In response to the questionnaire, the majority (70.5%) of students’ responses highlighted that 

their knowledge about basic first aid and cardiopulmonary resuscitation (CPR) was acquired 

through their learning of HE. In the interviews, students mentioned the benefit they gained 

through their learning about the first aid topic in HE. They reported that they learned what 

should be done in cases of emergencies in school and at home. They added that they should 

keep calm and call the 998; that is the medical emergency response number all over the UAE. 

They also mentioned some of the skills they learned like stop bleeding and performing the 

CPR. However, Students’ percentages of those who agree and disagree on the learning of 

first aid and CPR skills in HE program are equal (37.6 %) showing low percentage on the 

skills item. Also, during the interviews, students did not show perceived confidence on their 

skills to practise these concepts. They informed their preferences to practice the skills on 

manikins and/ or dolls. A review that has been done by Reveruzzi, Buckley and Sheehan 

(2016) revealed that the knowledge and skills the students learn in their first aid training have 

a major protective effect, as the skills they acquire are of immense value to prevent and 

reduce injuries among adolescents. Other studies found that the training of lay people on first 

aid makes them capable of performing the skills better than those who are untrained (Cho et 

al. 2010; Tanigawa et al. 2011; Kanstad, Nilsen & Fredriksen 2011). This sheds light on the 

importance of the training of lay people about what to do in emergency cases (Bohn et al. 

2013), especially the first aid that is given from the bystanders which is considered an 

essential procedure in the chain of survival (Bakke, Bakke & Schwebs 2017). Over time, and 

especially in schools, the skills taught can reach the wider community (Kanstad, Nilsen & 

Fredriksen 2011). Bakke, Bakke and Schwebs (2017) reported that the majority of physical 
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education and vocational subjects’ teachers are teaching their students the first aid skills. As 

perceived by their participating teachers, there are some limitations in regard to the quantity 

and quality of the training sessions they provided. Teachers in this study stated that the 

curriculum failed to specify the skills they should teach and that they are not provided with 

first aid instructorship training. Another limitation is the lack of manikins (Bakke, Bakke & 

Schwebs 2017). The latter limitation is similar to what the students perceived was lacking in 

terms of their first aid training in the current study. Similarly, several studies acknowledged 

the core value of the availability of learning material during the first aid training such as 

booklets, videos and manikins (Fleischhackl et al. 2009; Jimenez-F ´ abrega et al. 2009; De 

Buck et al. 2015; Reveruzzi, Buckley & Sheehan 2016). Bakke, Bakke & Schwebs (2017) 

recommended that the curriculum should contain the expected outcomes of specific skills the 

students should learn, and also reiterate the importance of offering the teachers with the 

needed first aid training. 

5.1.3.4. Smoking as a Health Hazard 

More than half of the students showed that learning the HE subject helps them to gain the 

skills on how to avoid the health related risks (61.6 %). During interviews, participants of the 

study reported awareness of the harm of smoking to the human health. They stated that they 

shared this information with their parents and family.  Smoking is a risk factor for the 

development of chronic diseases. According to Salimi et al. (2006), the smoking initiation 

among secondary students is associated with many factors, such as peer pressure, curiosity, 

smoking of a family member and imitation. As such, many scholars recommended 

modifications in the schools’ policy to prohibit smoking on their premises (Kaleta et al. 2017; 

Pierce, White & Emery 2012; Huang et al. 2010). These policies to include all teaching and 
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non-teaching school staff as this can deliver indirect messages and can lead to reduced rate 

of smoking in adolescent students (Nikaj & Frank Chaloupka 2015). Studies also revealed 

that schools that are having antismoking policy in place have lower occurrence of student 

smoking (Kaleta et al. 2017).  

On the other hand, in the HBM, the student depends on the comparison between benefits and 

costs among the present options to choose a health promoting behavior (Abraham & Sheeran 

2015). The health belief model (HBM) is one of the most employed health behaviour model 

when health education is to be applied at an individual level. The model has been used to 

address behavioural problems that may induce health concerns, and to motivate individuals 

to make healthy decisions (Renuka & Pushpanjali 2014). Moreover, the model has been 

widely considered as a theoretical predictor of health actions that are preventable (Li & Kay 

2009). For example, since smoking is a preventable cause of cardiovascular diseases and 

cancers, it is worthy to consider the model in the prediction of a smoking behaviour (Reisi et 

al 2014). The findings of a study that was done by Renuka and Pushpanjali (2014) found that 

the HBM is an effective foundation to improve the knowledge and attitude of all the study’s 

participants. As it encouraged students to enroll into smoking cessation program to improve 

the attitude of other smokers. 

5.1.3.5. Healthy Eating Habits  

The majority (78.3 %) of the participating students stated that their healthy eating knowledge 

is developed, and more than half (58.9 %) of them conveyed that their learning in HE 

prepared them for healthy eating practices through gaining knowledge about proper food 

choices. Additionally, the correlation test showed a positive correlation between the students’ 

knowledge of health eating and their skills in practicing it (rho = 0.369). Also, throughout 
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the interviews, participants mentioned that they practised and implemented this knowledge 

during their daily life. Also, they demonstrated that they are aware of the association between 

unhealthy eating and diseases that may be developed by it. For example, while choosing their 

food or shopping with their families they tended to select healthful items. Besides, they were 

encouraged to prepare their food that was of nutritious value and bring to school to eat during 

their break time. These findings are consistence with Dudley, Cotton and Peralta (2015) 

results of their study that educational interventions led to positive behavior change among 

school students. The researchers clarified that these interventions had an encouraging impact 

on the students’ choices of fruits and vegetables intake as it improved their knowledge about 

nutritional food. Also, it reduces the students’ consumption of unhealthy and sugary foods. 

Similarly, the students’ participants of Chan, Siu and Lee (2019) reported increased 

knowledge of healthy eating and changes in dietary behaviors. In addition to that, Al-abed et 

al. (2012) reiterated the importance of eating habits of the student population. They argued 

that the unhealthy eating behavior that is developed early in an individual’s life will most 

probably persist into later life. 

5.1.3.6. Physical Activity  

In the present study, more than two-thirds (70.5 %) of the responses indicated the helpful 

impact of school health education program on their knowledge about the benefits of physical 

activities. More than half (55.4 %) of responses identified that learning of HE supported them 

to practise physical activity. Furthermore, during the interviews, the participants stated that 

they learned about the Body Mass Index (BMI), and how to calculate and interpret the result. 

They also conveyed that they are encouraged to participate in school’s physical activities and 

they knew its impact on their wellbeing, and on their mental health. These findings found to 
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be matching with the findings of several studies in the field that aimed to evaluate the obesity 

risk factors and the impact of the school based interventions to prevent it. For example, 

Haghani, Shahnazi, and Hassanzadeh (2017) carried out a three-year school-based study 

aimed to reduce the body fat percentage in school students. Their study showed that there are 

significant differences between the intervention and the control groups in terms of nutritional 

and physical activity. The researchers concluded that education intervention they provided 

to overweight students improves their lifestyle and reduces their weight. As they noticed that 

the average BMI elevated in the control group and decreased in the intervention one. Another 

study that was done by Xu et al. (2015) to assess the changes in the BMI and obesity in terms 

of students’ knowledge and lifestyle behaviors. Xu et al. (2015) intervention’s group showed 

greater reduction in the mean BMI compared to participants in the control group. As they 

observed that students’ health behaviors were improved. They also noted that students were 

aware of the obesity risk factors and that they were trying to avoid sedentary and practicing 

more active lifestyle. On the other hand, several studies have assessed the impact of physical 

activity (PA) school based interventions on students’ obesity. However, the results among 

studies were inconsistent; thus, studies were unsuccessful to create constant conclusions 

(Ridgers 2012). A systematic review that was done by Dobbins et al. (2013) concluded that 

there is a significant positive influence on students’ behavior due to school-based physical 

activity interventions. Conversely, the meta-analytic review that was done earlier by Stice, 

Shaw and Marti (2006) conveyed that school based interventions of physical activity failed 

to reduce the BMI in school students. Another study by Mei et al. (2016, p. 1) recommended 

a “long-term school-based interventions containing PA as a core component appear to be 

effective in achieving healthier BMI”. The authors also recommended to cautiously 

interpreting the results with consideration of the high heterogeneity among studies. The most 
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common recommendation of related studies was the long term delivery of educational 

interventions and not only during the time of the study; therefore, the positive impact of 

physical activity on an individual’s health status can be achieved. In the same context, Biddle 

and Asare (2011) recommended that physical activity is a vital component of health 

education. It can be considered as the most important strategy to prevent obesity (Mei et al. 

2016), and that school-based physical activity program should target all students irrespective 

to their weight status (Haynos & O'Donohue 2012). 

Therefore, it can be noticed that there is a connection that can be initiated among the three 

concepts of healthy eating, physical activity and non-communicable diseases. According to 

Stapleton and Smith (2013), individuals’ eating habits are controlled by their self-awareness 

on how much they engage in their eating styles. Some may perceive that they have the ability 

to monitor their food intake. Other, may lose this control when responding to specific 

situations that generates mindless eating. The centers for disease prevention and control 

(CDC) (2011) argued that physical inactivity and poor eating habits are risk factors for 

various health conditions, however, healthy diet and continuous physical activity can provide 

the body with controlled body weight.  

5.1.3.7. Social and Mental Health  

More than half (55.8 %) agreed that HE in schools assists them to practice dealing with their 

daily life stress. Throughout the interviews, participated students of the study indicated that 

their learning in school health education program taught them the principles of social and 

mental health. Students mentioned some examples such as social support and dealing with 

stress and bullying.  They also revealed that they were taught who to refer to - school 
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counselor or social worker - when facing any of these issues. Students’ participants conveyed 

that they learned physical activity is promoting mental health, and that their mental statuses 

were improved while exercising. These results match other studies’ findings. To mention 

some, Tyson et al. (2010) reported that “students who engaged in high levels of physical 

activity showed significantly lower levels of anxiety and depression than the medium and 

low physical activity groups” (p. 495). Biddle and Asare (2011) reported the evidence of the 

link between mental health and physical activity, specifically, poorer mental health and 

sedentary lifestyle. Biddle and Asare (2011) added that physical activity can improve 

individual’s self-esteem. Yet, the impact is not as strong, as it depends on suitable study 

designs and quality research. Also, Philippot et al. (2019) study’s participants, who were 

subject to low and moderate exercise program, displayed reduced anxiety and depression 

symptoms. These results are aligned with the findings of another study that was done by 

Sund, Larsson and Wichstrom (2011). The later study’s findings indicated that a high level 

of sedentary behaviour is considered a risk factor for depression symptoms (Sund, Larsson 

& Wichstrom 2011). Another study that was done by Tharaldsen (2019) reported that the 

students’ participants perceived that the school based interventions improved their stress 

coping skills, their learning environment and promoted their social and emotional health. 

Research studies indicated that most of students’ stresses are related to grades, teachers’ and 

parents’ expectations (Bakken 2016), and inability to fit in in school (Tharaldsen 2019). 

Other studies that were carried out by Clarke et al. (2015) and Durlak et al. (2014) informed 

that the school based interventions on social and emotional learning have improved students’ 

mental well-being and academic achievements. Jones, Greenberg and Crowleyet (2015) 

provided clarification on the social competence as it involves a student’s ability to fulfill a 

task and learning of interpersonal skills. Thus, also the extent of the students’ social 
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competency impacts their well-being at school (Lillejord et al. 2015). In the same vein, it is 

well known that chronic stress may lead to physical and emotional illnesses and negative 

impact on academic achievement. Sheykhjanm (2015) argued the vital role of the counseling 

services in schools as they provide comfort to students to talk and express their feelings. 

Accordingly, Sheykhjanm (2015) recommended that workshops and conferences on 

strategies to cope with stress should be given to all students. 

The other emotional and mental issue that was observed in the interviews’ findings of this 

study was the participants’ awareness of the bullying concept. Participants stated that they 

were encouraged to practice the act of kindness to each other and avoid bullying. Also they 

specified that they know where to go to have support in their school. By definition, bullying 

refers to repeated, aggressive and intentionally harmful behavior against other person who is 

not able to defend themselves. It can either be verbal or physical. Another recent type is the 

online bullying – cyberbullying; it is taking place through the social networking sites. This 

type of bullying is rapidly changing relying on the technological development (Smith 2016). 

For the reasons that phones are not allowed in schools, Jang, Song and Kim (2014) argued 

that although cyberbullying is not taking place at schools, most of the bullies are from the 

same class or belong to same year group. Hasebrink (2014) added that it is well noticed that 

cyberbullying is rising especially among girls. Moreover, the studies have shown the negative 

effects on individual’s life such as low self-esteem, depression, and in severe cases suicidal 

attempts. Some of these influences may continue and impact student’s adult life (Takizawa, 

Maughan, & Arseneault 2014). Considering the long and short term impact of bullying on 

students’ physical and mental health, there are various anti-bullying programs that are carried 

out in schools worldwide (Smith 2016). Generally, surveys in the field have found out a 

decline in bullying incidents in schools in the last decade. This is mainly the result of anti-
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bullying awareness and implementation interventions (Chester et al. 2015). However, these 

programs are rarely evaluated as reported by Farrington and Ttofi (2010). Farrington and 

Ttofi (2010) carried out a review of literature and recommended that a wider community 

perspective should be considered to reduce bullying in schools; as to include parents and 

families either through meetings, trainings or educational presentations. Similar 

recommendation was suggested later by Axford et al. (2015). Smith (2016) also presented 

various recommendations to include in anti-bullying school program. One of the 

recommendations is the peer support. In this intervention, students are trained to support 

other students to reduce bullying and to improve their general well-being. Ttofi and 

Farrington (2011) proposed that these programs should involve students within fourteen 

years of age and older rather than younger students. Cross et al. (2011) endorsed the need for 

teacher training programs as the availability of such trainings are inadequate.  

5.1.3.8. Health Advocacy 

More than half (59.7 %) of student participants in the present study conveyed that they are 

health advocates and that their learning of health education in schools helps them to teach 

peers, siblings, and others about healthy living. Additionally, more than half (58.2 %) of 

students agreed that they are supported to practise healthy lifestyles. Furthermore, the 

correlation test showed a positive correlation between the students’ being a health advocate 

and teaching peers, siblings, and others about healthy living (rho = 0.67). Also, a positive 

correlation between the students’ being a health advocate and practicing a healthy life style 

(rho = 0.54). Likewise, throughout the interviews, participants stated they are sharing their 

knowledge and skills they learned in school with their families and relatives to keep them 

healthy. Students also perceived that they were supported to be healthy persons and to 
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encourage others to be healthy too. Also, they liked to tell others about risky behaviors they 

may indulge in and the consequences of these behaviours. The perceptions of the participants 

match with Griebler et al. (2017) findings that their study’s students’ participation in health 

education has positive impacts not only on students themselves but also on their teachers and 

parents, and consequently is essential to build a better society. This participation enhances 

their feeling of empowerment and ownership. It also develops their competence, confidence 

and their healthy behaviours. Griebler et al. (2017) emphasized that participation of students 

in health education benefitted their school communities and positively influencing their 

social interactions with peers. Also, it encourages them to possess a healthy life style in 

respect to diet and physical activity and stay away from risky behavior such as smoking and 

alcohol consumption. Offering students opportunities to be engaged in their communities 

enable them to make a difference that leads to a healthier society that is a real positive change 

(Checkoway & Gutiérrez 2006; Toomey et al. 2018). This contribution provides them with 

positive experiences and at the same time, through sharing of their knowledge with others, 

they develop their communication skills (Lerner et al. 2015). Nordin, Jensen and Simovska 

(2010) reiterated that these practices increase motivation, knowledge and awareness of health 

promotion interventions among students. Smathers and Ferrari (2018) stressed that the health 

advocate role of students supports them to identify healthy behavior, develop strategies, and 

implement these strategies for the benefit of themselves and their communities.   

 

5.1.3.9. Health Related Careers  

About sixty percent of the participants expressed that their awareness of the careers in the 

healthcare fields was linked to their studying the health education in schools. In interviews, 

the participating students pointed that they got ideas about future careers and that they were 
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considering health related professions. In general, schools are a vital place for students to 

start discovering diverse career prospects. Curry (2013) recommended that schools should 

offer wide and diverse curricula to warrant a successful career future for students. Having a 

diverse curriculum allows students to have wide range of opportunities and to develop the 

needed skills and competencies in preparation for the future work life (Curry 2013). The 

World Health Organization (WHO) (2013) added that learning experiences and solid 

background of related knowledge augment high quality students’ recruitment in universities. 

In regard to the health field, students’ engagement in the health education subject supports 

their orientation to healthcare related professions. The WHO (2013) specified that it also 

guides them to the health professional categories, and aspire and prepare them to such 

professions. The introduction of secondary school students to these careers serves as an 

urgent agenda item to overcome the worldwide severe shortage of the healthcare workers. 

This is evident in the students’ perceptions, as they are considering health related professions 

for their future. This is associated with career planning offered at school level that facilitates 

settling a choice for future profession. Furthermore, the WHO (2013) emphasized the need 

of teachers’ training and preparation, so competent teachers can be provided in schools. The 

reason behind the provision of competent teaching staff is not only for the purpose of sharing 

knowledge and skills but also to act as role models to their students. Thus, students can be 

influenced and choose the career path of their teachers. At this point, it is noteworthy to recall 

one of the student’s statement to follow and emulate her HE teacher’s character: “I want to 

be a health education teacher”. Many factors impact students’ future career path, such as self-

interest, parents, teachers, society exposure, and media (Zafar 2019). Curry (2013) added that 

students get most of the future college experience if they understand well what to anticipate 

in their post-secondary education. Students perform better when they know what to expect 



 

194 
 

so they develop an attitude to prevail in their academic and social environment. Gysbers 

(2013) described a well-prepared student to be proactive and resilient to move towards a self-

defined future career that meets his/her satisfaction. Hilling (2017) specified that “students 

must have the knowledge, skills, and dispositions to plan and visualize their futures” (p. 11). 

The International Youth Foundation (IYF) (2014, p. 1) argued that “insufficient or 

incomplete knowledge of available career paths, and how to pursue them, is a primary barrier 

to youth entry into the labor force”.  

5.1.3.10. Reliable Health Services  

 

In the current study, about sixty percent of the participating students conveyed that they are 

seeking reliable healthcare help for health related issues and more than two-thirds (71.7 %) 

of them reflected that their learning in HE help them know about the healthcare services. 

Also, during the interviews, students confirmed that they will check with appropriate 

healthcare providers to seek help such as physicians and nurses and to follow their 

instructions. Gönenç (2015) highlighted the importance of this notion, as it helps students to 

seek health care services at early stages and at the right time when dealing with health 

problems for themselves, family members and future children. For example, health education 

supports the pregnant lady to recognize the dangerous signs of pregnancy and to ask for 

health care services to provide adequate care (Mojoyinola, 2011). Also, it provides the 

concept of having a healthy and safe pregnancy for herself and her baby. Some of these safety 

practices may include proper nutrition; follow up visits in antenatal clinics and attending 

health education classes. However, women with less health related knowledge will have poor 

health behavior, high risk of birth defects related to less follow ups and prenatal screening 

(Deliktas 2016). 
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5.1.3.11. Health Education Teachers 

When responding to questions about the teacher’s role in their learning experiences of health 

education, aspects on teacher’s impact were highlighted in participants’ responses. The 

majority (69.4%) of students stated that their health education teacher have knowledge about 

the health education subject they teach. About two thirds (66.7%) of the participants stated 

that they are encouraged by their teacher to practise HE concepts they learned in the class. 

Same percentage (66.7%) of students conveyed that their teacher is practicing the health 

education concepts they teach in school. More than half (58.5 %) of the students informed 

that their teacher of health education is practicing the lesson related skills in the class. More 

than half (60.9 %) of them considered their school health education teacher as their role 

model. Moreover, it can be observed that there is positive correlation between the students’ 

responses on all items of the questionnaire with teachers’ knowledge and skills of HE. In the 

course of the interviews, the majority of participants pointed that the HE teacher’s knowledge 

and experience is important to them and the way s/he teaches has a lot of influence on their 

learning. Also, participants displayed that their learning is impacted by the teacher passion 

to the subject s/he teaches, they feel that this passion is transferred to them. Participants added 

that a knowledgeable and experienced teacher inspires them to be like her/ him in the future. 

Some participants stated that teachers should be role model, and they noticed their teachers 

practicing health related skills they teach that encourages them to do the same.  

Metzler and Woessmann’s (2010) study provides quantitative and statistical evidence on the 

impact of teacher’s knowledge on students’ accomplishment. They asserted that the only 

consistent determinant that is associated with students’ achievement is the teacher’s subject 

knowledge. They highlighted the attention needed from the educational policy makers and 
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administrators on the subject knowledge of the teachers as well as to consider providing 

training whenever needed. These can be considered as a means to improve student’s 

attainment of the learning outcomes. However, Clotfelter, Ladd and Vigdor (2007) noted that 

the teacher’s knowledge of the subject contents is only a foundation aspect of a teacher. The 

authors highlighted that a strong teacher’s academic credential is needed to enhance students’ 

achievements. The participants of the current study also mentioned that the teacher’s style of 

teaching and the methods of teacher’s communication and dealing with them as professional 

and fair have positively affecting their learning process. In this regard, Hightower et al. 

(2011) asserted that quality teachers are able to reveal their teaching skills, communication, 

commitment and abilities to create an environment that is conducive to learning. The creation 

of such environment produces activation and interaction in their classrooms that is vital to 

address any challenges their students may experience (Blömeke, Olsen & Suhl 2016). The 

positive influence of teacher’s understanding of the learner’s styles, needs and culture is 

presented in several literature resources. Thus, the teachers’ teaching strategies have positive 

impact on student’s achievement, their approach to learning and learning styles (Rogers 

2009; Tulbure 2010; Tulbure 2011; Uluga, Ozdenb & Eryilmazc 2011). Tulbure (2011) 

added that for the teacher to be able to respond to the student’s needs, they require flexibility, 

creativity and responsibility. Although there are lot of evidences of teachers’ impact on a 

student’s learning, there is little observation that were carried out to prove this impact 

(Metzler & Woessmann 2010). Nonetheless, most of students’ learning occurs during 

interaction. In classrooms, this interaction is usually planned and implemented by the teacher 

(Blömeke, Olsen & Suhl 2016). Therefore, teacher’s quality is also an essential factor of 

students’ learning outcomes (Hanushek and Rivkin 2010). However, the individual teacher’s 

impact on his/her students depends heavily on the extent of his/her quality indicators. These 
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indicators vary from one teacher to another and influence their instructional processes. Thus, 

they impact instructional quality (Blömeke, Olsen & Suhl 2016). Blömeke, Olsen and Suhl 

(2016) clarified that the quality indicators are associated with the teacher’s background, 

teaching experiences, and professional development participation. The authors also added 

that the teacher’s character, such as self-efficacy, is also an important indicator of their 

quality. Then again, teachers should prepare well for their teaching, to master their 

pedagogical skills, and to prepare examples to use while conducting their lessons. Then, 

students will be able to construct knowledge from their learning and not only memorizing 

the information taught to them (Maazouzi 2019). In addition to that, Maazouzi (2019) 

identified that the teacher’s behaviour inside the classroom has a vast impact on the students. 

As such, teachers who display enthusiasm, exert efforts, and accept students’ differences are 

highly appreciated by their students. Per se, these characteristics not only enhance respect 

and understanding, but also produce an effective communication and instructional methods. 

Maazouzi (2019) added the teachers’ competency also influences their behaviour, as they are 

able to plan for teaching strategies that meet their students’ abilities and needs. This planning 

is a result of their appropriate knowledge and understanding of the taught curriculum. It can 

be concluded that these professional attributes demonstrate the teachers’ ability to enhance 

students’ learning (Kumar 2013), provide explanation to students whenever it is needed, and 

provide opportunities to practice new skills (Lai 2011). This is evident in the findings of the 

present study as about two third of the participants stated that they are encouraged by their 

teacher to practice HE concepts they learned. These outcomes, in turn, have impact on 

teaching quality and students’ performance (Kersting et al. 2012). 
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As previously explained and shown in many studies, students’ performance and academic 

accomplishment in health education are influenced by their teachers and through their 

abilities to create an environment that is conducive to learning (Tulbure (2011; Uluga, 

Ozdenb & Eryilmazc 2011; Blömeke, Olsen & Suhl 2016; Tulbure 2010; Hanushek & Rivkin 

2010; Maazouzi 2019; Kumar 2013;Lai 2011; Kersting et al. 2012). As indicated in the 

findings of this study, more than half of the students considered their school health education 

teacher as their role model, and two thirds of them informed that their teacher is practicing 

the health education concepts they teach in school. Also, in the interviews, students expressed 

that their teacher should be their health role model to encourage them to behave the same. 

This leads to the concept that teachers are able to inspire their students and consequently are 

having life-long impressions on their lives (Bashir, Bajwa & Rana 2014). Most of the skills 

are being learned by the students through the process of observation (Salisu & Ransom 2014). 

As such, teachers are able to model the positive personal characteristics and show it through 

their teaching and caring behavior in schools (Narinasamy & Logeswaran 2015). Loh and 

Nalliah (2010) recognized teacher as role model is an effective means to influence students’ 

personality growth and academic success. In the field of health education, health education 

teachers have been always acknowledged for their classroom activities in an attempt to 

facilitate students’ health related skills development. They also must be role models for their 

students to create easier reception of health concepts and assist in implementation 

(Drummond 2015). Shein and Chiou (2011) study found that the students’ learning styles are 

associated with their teacher’s learning style when they consider them as role models. The 

researchers argued that the supportive relationship between students and their teachers 

encourage students to engage in activities carried out in the classroom. The same finding was 

noted by another study that was done by Bashir, Bajwa and Rana (2014). Bashir, Bajwa and 
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Rana (2014) findings identified that students like to share their concerns with their teachers 

that creates positive and supportive relationships with them. Thus, the teachers’ attributes 

inspire these students to participate in activities and motivate them to have positive attitude 

towards the subject. Also, this kind of relationship offers the teachers “opportunities to 

understand and connect with students’ interests, preferences, opinions, cultures and 

emotions, and plan for this in their teaching” (p. 12).  

The theoretical framework of the present study served as a foundation to develop a better 

interpretation of the results. In Wallston’s health locus of control, it has been clarified that 

the model is based on the individual’s recognition of their own health status. Hence, it is the 

person who is taking responsibilities of their own health. The responsibility they have is 

reflected by their behavior. Specifically, in internal health locus of control, individuals 

believe that their current health status is directly related to their commitment and abilities to 

health promoting lifestyle activities (Bergvik et al. 2012). The model recommended that 

healthy practices impacted by individual’s perception of control. As these individuals have a 

sense of responsibility for their health, they prevent to be involved in negative health 

behaviors that, for sure, lead to negative health outcomes. For example, eating behaviour is 

greatly relying on one’s self-awareness on how to deal with environmental conditions, how 

to deal with stressful situations, when to eat and the quantity they need to eat. Therefore, 

these persons are careful in their decisions in regard to food choices (Stapleton 2013).  

According to Bandura (1986) and at this stage, the individuals interpret the consequences of 

their decisions. Consequences that are positive and successful are retained, and those that are 

negative and failed are discarded. This has been suggested by Bandura’s enactive learning 

that impacts one’s self efficacy. Self-efficacy helps people to decide on behaviour change, to 
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be confident in their abilities to perform a task, and to have better life skills (Hasan, Hossain 

& Islam 2014). When applying this construct to obesity and overweight, individuals interpret 

the consequences of their actions and use these interpretations to develop their beliefs about 

their abilities to engage in related activities or tasks. Adhikari et al. (2018) argued that 

reciprocal causation model in Bandura’s theory is an interaction between the individual, 

behaviours and environment. According to the social cognitive theory, when individuals 

consider changing a behaviour, they also consider the impact of the social reinforcement of 

their environment. The theory does not suggest that an increased self-efficacy will certainly 

lead to a behaviour change. However, the self-efficacy is influenced by one’s beliefs about 

an expected valued outcome. Therefore, social support and self-efficacy are important 

concepts to contemplate in the prevention of negative behaviour (over eating that lead to 

obesity) and the maintenance of a healthy one (normal body weight). In this context, the main 

reason to employ the TTM in this study is its impact on the maintenance of the changed 

behaviour. Baysal and Hacialioglu (2017) implemented the model on overweight women to 

prevent obesity. Their results found that it is effective not only in developing their exercise 

behaviours, but also their adherence to this change. TTM is considered as the most popular 

in physical activity behaviour (Pirzadeh et al. 2015), as it describes how the change in attitude 

to the newly implemented behaviour happens (Glanz, Rimer & Viswanath 2008). According 

to a study that was conducted by Pirzadeh et al. (2015), the TTM based interventions can 

promote and maintain physical activity behaviour among women. The model supports the 

researchers to classify their participants into groups, to apply different strategies to each 

group suitable for every stage of the model. Additionally, self-efficacy is considered essential 

for an individual to move through from contemplation to preparation stage, and from 

preparation to action stage.  Pan and Chen (2010) found that the high school students’ self-
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efficacy increased after their interventions to exercise behaviour change. Likewise, the 

findings of Manely and Nishida (2014) study highlighted the efficiency of self-efficacy in 

the changes in behaviours. They found that the higher the self-efficacy the better people 

perform in their physical activities. Another example is on the skills section of the study and 

how the theoretical framework provided the guidance to its process. The theoretical 

framework components that support the concept of first aid and CPR skills are Bandura’s 

SLT (1977) and SCT (1999). For learning new skills, Bandura recommends the observational 

learning process. There are four stages of observational learning: attention, retention, motor 

production and motivation. In the health related educational fields, studies have been 

conducted to evaluate the four components of the observational learning. A behavioural scale 

was used by Livsey and Lavender-Stott (2015) to evaluate motor reproduction. Another piece 

of literature by Bethards (2014) discussed the application of the SLT concepts in simulation 

in nursing education. From Horsburg and Ippolito (2018) perspective, students should be 

given the opportunities to practice the skills they observe on their role models. They also 

acknowledged the effective impact of feedback given to students when demonstrating the 

learned behaviour along with strategies for improvement. Moreover, the process of observing 

others, while performing the learned behaviour, gives opportunities for an individual to learn 

from others’ mistakes (Horsburg & Ippolito 2018). Thus, the behavioural capability of the 

social cognitive theory provides the individual with the needed knowledge and skills to 

perform a behavior, and promote mastery learning through skills training (Rimer & Glanz 

2005). Behavioural capability reports that, “to perform a behaviour, a person must know what 

to do and how to do it” (Rimer & Glanz 2005, p. 21). Bandura’s theory supports the current 

study in guiding the process of HE skills’ learning. Consequently, students of HE should 

observe their teacher practicing (modeling) the required skill, teachers to give students the 
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opportunities to demonstrate the learned skill (production), and then, teachers to give 

constructive feedback for students to develop and improve their skills. If to apply Bandura’s 

social cognitive theory to the teacher character, it can be found that teachers who apply strong 

efforts to overcome challenges they face in classrooms, are having stronger self-efficacy and 

are persistent and able to overcome these challenges (Tschannen-Moran, Woolfolk Hoy & 

Hoy 1998). 

To apply the theoretical framework to the mentioned concepts of dispositions, it can be found 

that students with internal health locus of control relate their achievements to their own 

efforts, hard work, problem solving and decision making abilities. Additionally, students with 

internal LOC are more responsible about their accomplishments or disappointments, so they 

are more self-dependent in attaining their goals (Hill 2016). Moreover, self-efficacy supports 

individuals to learn new knowledge and to grow their skills to attain their own goals, and to 

have better life skills (Hasan, Hossain & Islam 2014). Gangloff and Mazilescu (2017) found 

that individuals with high self-efficacy set higher challenging goals and put efforts to attain 

them. In regards to the TTM, student relies on their decision making abilities to decrease 

health risk behaviours, increase health-enhancing behaviors and maintain these behaviours 

(Prochaska 2008). 

5.2. Conclusion  

Schools play a critical role in their students’ health and wellbeing. This is because of the 

mutual relation between health and education. Jourdan (2011) stated that supporting students’ 

health will promote their education and education will promote their health. Therefore, 

schools are an ideal place for the promotion of health and safety through working in tandem 
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of the public health and education sectors through which students can be supported to 

maintain a healthy behavior (CDC 2015). 

The United Arab Emirates’ Ministry of Education (MoE) launched the health education 

curriculum in government schools (The National 2015). It is implemented, from January 

2017, in all female public schools in the UAE to the grades 10, 11 and 12 (MoE 2019). This 

study aimed to investigate students’ perceptions of the newly implemented health education 

program in the public secondary schools in Al Ain City. To develop an insight into students’ 

perceptions, the following questions must be addressed: 

1. What perceptions do public secondary students have regarding HE program in Al Ain 

City? 

2. To what extent do demographics variables affect students’ perceptions of health 

education? 

3. What responses do public secondary students have regarding HE program in Al Ain 

City? 

The employed theoretical framework was developed based on the thorough review of 

literature in the field of health education. The core contribution of the theoretical framework 

was to provide guidance to understand health behavior. Also, the framework provided 

guidance to clarify the process of health behaviour change. Additionally, it facilitated 

understanding of why individuals are engaged in specific behaviour that is important to 

design and evaluate health education interventions (WHO 2012).  Finally, the theoretical 

framework of the present study served as foundation to develop a better interpretation of the 

results.  

To be able to answer the research questions, concurrent mixed methods research approach 

was used. So the data collection, data analysis and interpretation processes of the qualitative 
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and quantitative methods took place in parallel manner. When the results of both methods 

were at hand, they were integrated and discussed. The data were collected using quantitative 

and qualitative tools: students’ questionnaire and students’ in-depth semi-structured 

interviews.  

The questionnaire of this study was designed using a 5-point Likert-type scale. It was 

developed based on broad literature review, the study’s theoretical framework and the 

principles of evidence based practice (Ruzafa-Martinez et al. 2013). It comprised six sections. 

The first section enquired about the demographic data. The second section included inquiry 

statements on knowledge students learned in HE. Third section inquired about the skills and 

practices the student acquired throughout their health education learning. The fourth section 

focused on students’ dispositions. The fifth section encompasses the student’s perceptions of 

their health education teacher. The last section included an open ended statement. Reliability 

was conducted using Cronbach’s alpha test. Results showed that Cronbach’s alpha for the 

scale was 0.917 indicating that the instrument has sufficient reliability to measure students’ 

perceptions of the phenomena under the study. Besides, the KaiserMeyer-Olkin (KMO) test 

and Bartlett's test of sphericity were conducted. Results showed that the KMO for the scale 

was 0.912 and Bartlett's test of sphericity was zero indicating the adequacy of the sample size 

and the significance of the questionnaire’s items. Participants were students enrolled in last 

year of schooling, i.e. grade 12; the health education curriculum would be completely 

delivered to students at that time. There were 258 students who participated in the study. All 

participants were female students from four secondary public schools within the city of Al 

Ain, Emirate of Abu Dhabi, in the United Arab Emirates. The five steps of data analysis 
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process were followed as recommended by Greene (2007). The Statistical Package for Social 

Sciences (SPSS) statistics version 23.0 was used to carry out descriptive statistical test.  

The in-depth semi-structured interviews were conducted to five groups of 32 students’ 

participants. Participants were grade 12 female students from four secondary public schools 

within the city of Al Ain, Emirate of Abu Dhabi, in the United Arab Emirates. The interview 

questions guide was prepared and piloted as per the Interview Protocol Refinement (IPR) 

framework recommended by Castillo-Montoya (2016). First phase is to ensure the alignment 

of the interview questions with the research questions. The second phase of the IPR 

framework includes the construction of conversation that is inquiry-based conversation. The 

third phase of the framework comprises the process of feedback receiving on the interview 

protocol. The fourth and final phase covers the process of interview protocol piloting. While 

conducting the interviews, the researcher relied on the Drake’s Know, Do and Be (KDB) 

model (2010). The “Know” focuses on the concepts the students must know in the HE 

subject. Whereas, the “Do” concentrates on the skills the students learned to be able to utilize 

the learned knowledge. Finally, the “Be” reflects the influences of the health education on 

students’ character, personal growth, values and attitudes. Thematic framework analysis was 

used for the analysis of the qualitative data collected in this study.  

The quantitative and qualitative data were analyzed separately. The analysis of quantitative 

questionnaire data showed that more than half of the participating students receiving their 

health education in schools are at the age of 17. The majority of participating students are 

Emirati. Besides, analysis displayed that there was a significant statistical difference in means 

of all participants’ responses to the questionnaire statements. Also, the independent sample 

t-test showed that there was no significant difference between students’ perceptions of the 
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questionnaire items and the grade levels they learned about HE (p>0.05). Thus, it can be 

concluded that the HE program can be offered in schools at grades 11 and 12 only. The post-

hoc Scheffe test presented that there was no statistical significance difference within the 

means of the responses obtained from three out of four groups of students. Spearman's 

correlation detected a positive correlation between students’ perceptions of their knowledge 

and their skills of HE. Also, the test illustrated that there was correlation between the 

students’ responses on all items of the questionnaire with teachers’ knowledge and skills of 

HE. 

The students’ knowledge acquired through their learning in HE were covered in the second 

part of the questionnaire. The result of the analyzed data showed that at least two-thirds of 

the participants gained their knowledge about communicable and non-communicable 

diseases through their learning of HE. Furthermore, the results demonstrated that the majority 

of the students’ responses agreed with the statement that the learning in health education 

improved their knowledge about medical terminology. Similarly, two-thirds of students’ 

responses highlighted that their knowledge about basic first aid and CPR were acquired 

through their learning of HE. It is noteworthy to mention that more than half of the 

participating students stated that their healthy eating knowledge was developed as well. 

Moreover, most of the participated students expressed the helpful impact of school health 

education program on their knowledge about benefits of physical activities. Additionally, a 

significant proportion of students reflected that their learning in HE helped them know about 

the healthcare services. Also, analysis showed that there was a statistical difference in the 

mean score among the participants from the four groups (p<0.05). The Scheffe test divided 

all participants’ responses into three sets. Furthermore, the results of comparison of 
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independent sample t-test between the responses on the knowledge statements and the 

students’ grade levels of HE study showed that there was no significant statistical difference. 

The students’ skills acquired through their learning in HE were covered in the third part of 

the questionnaire. The analyzed data showed that more than half of the students were able to 

practice the communicable and non- communicable diseases preventive measures they 

learned in HE at the public secondary school. In regard to the use of medical terminology, 

the data distribution showed that the students who agreed and strongly agreed are more than 

those who disagreed and strongly disagreed. On the other hand, and in regard to the learning 

of first aid and CPR in HE program, the responses presented by the participating students do 

not vary much as students’ percentages of those who agreed and disagreed on the learning of 

first aid and CPR skills in HE program were equal (37.6 %). When it comes to the skills on 

how to avoid the health risks, the majority proportion of students was either agreed or 

strongly agreed that learning the HE subject helped them to gain the skills. Moreover, the 

students’ inputs on their decision making skills highlighted that they were learned and 

consequently practiced as well. Furthermore, the majority of responses identified that the 

students’ HE learning in schools assisted them to practise dealing with their daily life stress. 

In respect to the practice of physical activity, the higher percentage of students agreed with 

the statement about the link between their learning of health education and their practice of 

physical activity. Similarly, the majority of students conveyed a perception that their learning 

in HE prepared them for healthy eating practices. In addition to that, it can be observed that 

four of the items in the skills’ section had a noticeable score of neutral responses. This is the 

case for communicable diseases, non-communicable diseases, medical terminology, and 

decision making skills. Finally, analysis showed that the skills questions on how to avoid 



 

208 
 

health risks, physical activity and healthy eating were not statistically significant. Thus, the 

post-hoc Scheffe test results found that the responses to the same mentioned statements were 

within one set. The t-test did not show any differences between the responses to the 

questionnaire statements of skills and grade levels of HE study.  

The distribution of data on the participating students’ perceptions on their dispositions during 

the learning of HE showed that more than half of the students’ participants conveyed that 

they are health advocates. Additionally, more than half of participants agreed that their 

learning of health education in schools helped them to teach peers, siblings, and others about 

healthy living. Also, more than half of them agreed that they were supported to practice 

healthy lifestyle. The distribution of data analysis demonstrated that about sixty percent of 

the participating students conveyed that they are seeking reliable healthcare help for their 

health related issues.  Moreover, the data presented that approximately two thirds of the 

participants expressed that their awareness of the careers in the healthcare fields was linked 

to their studying the health education in schools. Lastly, more than half of the students 

recommended that the health education subject to be included in the curriculum of the other 

grade level in the schools. Also, it is noteworthy to mention that the responses of three of the 

six dispositions statements had the same number of neutral and strongly agree responses. 

One-way ANOVA test revealed that there was no significant statistical difference in the 

response about the recommendation of HE subject to all over school grade levels. However, 

there was a statistical difference in the mean scores among the participants from the four 

groups of the remaining responses on dispositions questions. The post-hoc Scheffe test 

divided the groups of students into two sets of responses. The independent samples t-test 

showed that there was no significant difference as per the grades of study of HE. 
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The analyzed data on students’ perceptions about their health education teacher found that 

all the ratings were the highest either for agree or strongly agree options. For example, more 

than two thirds of the participants stated that they were encouraged by their teacher to practise 

HE concepts they learned in the class. Similarly, more than two thirds of the participating 

students conveyed that their teacher was practising the health education concepts they teach 

in school. Moreover, the majority of students stated that their health education teachers have 

knowledge about the health education subject they teach. More than half of them informed 

that their teachers of health education were practising the lesson related skills in the class. 

Also, more than half of them considered their school health education teachers as their role 

model. The analysis indicated that there was a significant statistical difference in means 

between participants’ responses to the teacher statements from the four groups of students. 

The post-hoc Scheffe separated the responses into two or three sets. Finally, the independent 

samples t-test showed that there was no significant difference between students’ responses 

of those who study HE in their school grades 11 and 12, and those who study the HE in their 

grades 10, 11 and 12.  

The thematic framework analysis was used for the analysis of the qualitative data collected 

in this study. Overall, four themes were developed and reported. The first theme is healthy 

living that includes five sub-themes namely: healthy eating, benefits of physical activity, 

prevention of diseases, social and mental health and first aid. The second theme is health 

advocacy, the third theme is collaborative learning and the last theme is teacher’s character.  

The majority of participants expressed that they learned about healthy eating. Also, they 

explained that they gained knowledge and skills to be able to choose healthful food choices. 

Students reported that they are able to select from variety of products what is healthy to buy, 
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what to bring to school to eat and what type of food that is beneficial to their health. 

Additionally, they stated that during their shopping, they know what items contain harmful 

ingredients and avoid buying it. Moreover, they presented the correlation of bad eating habits 

and development of diseases. Another concept that was highlighted by the students was their 

awareness about the Body Mass Index (BMI), and how to interpret its results.  

Also, students reported that they have learned about the benefit of exercises on their health. 

Their responses reflected that they were encouraged to be involved in physical activities. 

They expressed their motive to do frequent exercises as it keeps them in shape. Some students 

shared their perceptions that physical activity influenced their mental health. They mentioned 

that their mental health is improved as they do exercise. On the other hand, some participants 

showed their interest to have a schedule for practising daily activities. They highlighted that 

they have cultural boundaries to practise physical activities in sport clubs or outside their 

homes. This was limiting their participation in doing exercises to school activities and 

competitions that were planned by the school administration.  

High proportion of responses was about the benefits the students gained on the prevention of 

diseases through their daily practices; like proper hand washing and coughing and sneezing 

protocols. They conveyed their awareness of the diseases transmission and methods of 

prevention. They also expressed that they were teaching their family members on proper 

practices to avoid the transmission of diseases. Others also mentioned that they learned about 

non-communicable diseases and their effect on individuals’ health and future. They reported 

their awareness on the consequences of bad habits and its correlation with long term diseases 

development. They specified diseases that may develop from unhealthy eating habits such as 

overweight, obesity and diabetes. Also, they were aware of the bad consequences of smoking. 
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Students showed their encouragement to share their information on smoking hazards with 

their parents and family.  

The participating students’ responses highlighted the benefit of health education in making 

them aware about the importance of social health. As they mentioned, they were practising 

these skills as demanded by their families and society without being aware that these are 

considered as part of their healthful living. The participating students expressed their 

awareness to whom they may refer if they face any problems. Other participants explained 

that the information they gained in the health education subject corrected some 

misconceptions they have about mental health. Students demonstrated that they were aware 

how to deal with stress and stressful conditions. Moreover, they conveyed their 

understanding of bullying behaviors and its concepts. However, they displayed their act of 

kindness they do to appreciate others.  

Study’s participants expressed the benefit they gained from the learning of first aid in the HE 

program. They demonstrated their knowledge and skills about some emergency situations. 

Participants conveyed that they were aware to contact UAE medical emergency services in 

case of emergencies. Also, students confirmed that they would check with appropriate 

healthcare provider to seek help such as physicians and nurses and to follow their 

instructions. Participants showed eagerness to learn life-saving skills. They preferred to 

practise these skills on manikins. Some students highlighted the lack of related equipment in 

their schools.  

Participating students expressed their happiness to share their knowledge with others, 

especially family members, relatives and friends to contribute to a healthier society. They 

illustrated that they told their families about healthy eating habit, and consequences of eating 

unhealthy food. Some students expressed that they shared their knowledge about diseases 
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they learned. Similarly, participants shared their information on the danger of smoking, 

encouraged other to do physical activities. They also shared their knowledge about the first 

aid they learned in HE class. Also, students pointed that the subject oriented them for future 

careers. They reported that they were considering health related professions. Others stated 

that learning the HE subject supported them to be healthy adults, and it influenced their way 

of life to positively contribute to their present and future families. The HE subject gave them 

knowledge about keeping themselves healthy and take care of others. 

When it comes to better learning experiences in health education, students expressed their 

ability to learn better in the presence of their friends. They preferred to learn with group of 

friends. They mentioned that they liked to share ideas with their colleagues. This was 

supporting them to learn better and remembering concepts they learned in class. Participants 

stated they may be reminded by their classmates on something they missed during the class. 

Others also reported that doing activities with friends helped practicing the skills they learned 

in class. Majority of the students mentioned that doing activities with friends in the class 

helped them to understand the topic, solving tasks and be well prepared for exams. On the 

other hand, minority of students reported that they were more confident to search by 

themselves. Others preferred to ask the teacher if they needed any support. Some expressed 

that they may offer help if they were asked to.  

When asked about the challenges the students were facing during their HE learning, the 

majority stated that they knew how important the contents to them, however, the English 

language was a major challenge. They faced difficulty with English language. Arabic 

translation was preferred by the participants so that they were able to understand better the 

topics. Students specified that their major challenge was answering exam questions as it was 

in English. 
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When asked how teachers’ role influenced their learning, majority of participants pointed 

that the knowledge and experience the teacher has and the way s/he teaches has a lot of 

influence on their learning. Also, participants displayed that their learning was impacted by 

the teacher passion to the subject s/he teaches, they felt that this passion was transferred to 

them. Participants added that a knowledgeable and experienced teacher inspired them to be 

like her/ him in the future. 

Big portion of responses indicated that participants preferred the HE teacher to be specialized 

in one of the health related fields with good English language skills. Others stated that 

teachers should be role model, and they noticed their teachers practicing health related skills 

they teach. This encouraged them to do the same.  

The analyzed data was integrated and then discussed in chapter 5. The study’s findings were 

discussed in comparison with empirical studies in the field of health education. At the same 

time, the study’s theoretical framework is employed as foundation to develop a better 

interpretation of the results. 

5.3. Implications  

The main purpose of the study was to investigate students’ perceptions of the newly 

implemented health education program in the public secondary schools in Al Ain City. In the 

UAE, no studies to date were conducted to measure the impact of the implemented health 

education program. The findings of the current study displayed the outcomes of the 

investigation of the students’ perceptions regarding the implemented program. Students’ 

participants reflected their perceptions and responses either through the questionnaire or 

during the interviews. In either way, this study provided an opportunity to students to reflect 

on their learning, to express their opinions and communicate their needs. It is essential for 
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the HE program policy makers and curriculum developers to identify and consider these 

perceptions and responses. Therefore, the most significant implication of the study’s results 

is that they provided clinical presentation for evaluation of the implemented HE program in 

schools. Also, these findings can be considered a valuable tool to the program policy makers 

and curriculum developers for future revisions, improvement, as well as, the facilitation of 

resources needed. In other words, to obtain the full advantage of the implemented HE 

program in the UAE public secondary schools, it has to be tailored to meet the needs of the 

UAE students’ population; and these findings can facilitate this process.   

The main findings of this study are related to the impact of learning in the HE program on 

students’ knowledge, skills and dispositions. The students’ knowledge on communicable and 

non-communicable diseases and their causes, and their skills on their preventive measures 

were learned through the HE school program. As well as students’ knowledge and skills to 

promote their health through healthy eating habits and physical activities were also the output 

of their learning in the school HE program. Additionally, their first exposure to the medical 

terminology and its use was fostered by their enrolment in school that is offering the HE 

program. Students’ decision making and goal setting skills were also acquired by this 

program; likewise, their knowledge about the first aid and CPR techniques. The results also 

provided evidences of encouraging students to be health advocates and healthy adults that 

impacted their family and society. Moreover, the outcomes showed that the students 

awareness of their social and mental health and how to maintain them. On the other hand, the 

presented results showed some students’ challenges such as the need for practical application 

of skills that they were not capable of doing due to lack of resources. Another example was 

the finding about their challenges during their HE learning that was the result of English as 
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the medium of instruction. Thus, the most remarkable implication of these findings is 

informing the practices of HE teaching from students’ perspectives that implies their positive 

impact on the students’ HE learning. Then again, the results provided the HE teachers with a 

practical indication about the ultimate need of students for hands-on activities of the learned 

HE concepts. Figures also showed clues for the educators to understand students’ limitations 

and cultural diversity. The findings also highlighted what are the students’ preferred methods 

of learning, learning styles and what they perceived was needed to improve their learning 

experiences. Thus, teachers in the field may utilize these evidences to inform their teaching 

practices and methods of instructions. That is having a main influence on students’ learning 

of HE principles; consequently, supporting students to attain the learning outcomes of the 

program.  

Furthermore, the results provided a clinical evidence for HE teachers on the impact of their 

character, teaching style and subject knowledge on their students while learning the HE 

subject, as these results showed a direct link to students’ performance, achievements and 

motivation. Therefore, through the perusal of the findings of the study, the health education 

teachers may use these references to highlight areas for development and improvement in 

terms of theoretical or skills levels.  Accordingly, teachers may seek guidance and 

recommendation for training needs and professional development sessions and/or 

workshops.  

In a broader view, the reviewed literature does not have one study to date that measure health 

education in schools in the UAE, nor investigate the impact of the implemented health 

education program in the UAE public secondary schools. It is noteworthy that this study is a 

UAE based research study and the school health education program is a governmental 
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initiative and not school-based intervention as provided by most of the studies. Thus, it is a 

significant implication that the findings of this study can be utilized worldwide by scholars 

and researchers in the field to include and compare these findings with other findings in the 

specific literature compiled. Additionally, this study presents the advantages of using the 

mixed method research approach in the health education related studies. This is obvious 

through the comprehensive picture displayed in terms of the effectiveness of the 

implementation of health related interventions.  

5.4. Research Recommendations  

While the health education curriculum in the public secondary schools in the UAE is 

relatively a new program, it is highly recommended that future research studies are conducted 

to investigate the teachers’ perceptions on the HE program. It is essential to measure the 

processes of HE curriculum implementations from teachers’ perspectives. Further studies are 

needed to focus on the HE teachers’ skills that are needed so that the transferability of the 

practices can be applied more easily. More observations are needed to measure the teachers’ 

preparedness and competences to teach the HE curriculum. Future studies to include 

observations of health education teachers used strategies inside the classrooms to create an 

understanding how it impacts student learning. Furthermore, larger scale observations are 

recommended to endorse the findings of the study under real life situations. In addition, if it 

is decided that the HE curriculum to be delivered to boys schools in the UAE, investigations 

are also recommended to measure its impact on students and their teachers. Also, more mixed 

methods of research studies are needed to investigate the students’ opinion and attitudes 

towards factors affecting their learning of health education. Future studies are needed to 

investigate students’ perceptions of their learning of HE in other Emirates in the UAE. Future 
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investigations on the impact of HE subject learned in schools on students who choose health 

related studies in universities are also recommended. Moreover, it is of core value to carry 

out ongoing observations to understand the knowledge and practices of students to initiate a 

plan of development, as there is a need for behavioral changes that lead to lifelong changes. 

For a wider perspective, it is necessary to measure the cultural impact on students learning 

and practicing the concepts of health education in the UAE.  

5.5. Limitations 

The mixed method was used in this study to focus on breadth and depth of the findings. As 

such, it is required a lot of time, efforts and resources. So, the study was conducted in Al Ain 

city public secondary schools that were most convenient. These aspects excluded the other 

schools from being involved in the study.  Thus, the generalization of the findings is subject 

to certain limitation. While the purpose was to collect data through students’ questionnaire 

and in-depth interviews, the researcher tried to include as much participants as possible. One 

of the main limitations in this study is in the number of students who volunteered to 

participate in the study, and in accessing the schools where the HE program is implemented. 

Moreover, to meet this study criterion and to be able to type verbatim, the instruments of data 

collection were planned to be conducted in English, this may impact on the potential 

domination of respondents who are more confident to communicate in English. Another 

limitation of the study is due to the fact that the HE curriculum in provided to female students 

in public secondary schools in the UAE, this aspect excluded male students from being 

involved that may have different experiences if the HE curriculum is being implemented in 

their schools. Finally, due to the fact that the data collection of this study was self-reported, 

there is possibility of bias that might impact validity.  
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