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Abstract
Background  This study aimed to develop, refine, and assess content validity of the PromoACTIVA-CE questionnaire, 
designed to assess health promotion activities in primary and secondary education. The tool addresses the need for a 
culturally and contextually relevant instrument to systematically evaluate and support health promotion initiatives in 
schools.

Methods  Questionnaire development followed a five-phase process that included the following phases: (1) 
conceptualization; (2) item generation, structure and format; (3) content validation; (4) comprehensibility and 
semantic fit testing; and (5) pilot testing.

Results  The PromoACTIVA-CE questionnaire was successfully developed and validated, resulting in a reliable tool 
with 37 items classified into eight health promotion action areas. Minor floor effects were observed, but no ceiling 
effects were detected.

Conclusions  The PromoACTIVA-CE questionnaire is a valid and reliable tool for assessing health promotion activities 
in primary and secondary schools. Its development leveraged existing evidence-based practices while ensuring 
cultural and contextual relevance. The tool facilitates systematic assessment and operationalization of health 
promotion activities, contributing to the sustainability and effectiveness of health promotion initiatives in educational 
settings. Future research should explore the questionnaire’s sensitivity to changes over time and its applicability in 
diverse school contexts.
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Introduction
Health promotion (HP) in educational settings is a criti-
cal component of fostering well-being and academic suc-
cess among students. Schools serve as essential platforms 
for implementing HP activities, influencing not only the 
health behaviors of students but also those of staff and 
the broader community [1].

Research in recent decades has indicated that health 
and health inequities in adulthood are largely shaped 
during childhood and adolescence through social fac-
tors [2, 3]. Primary and secondary school age is a cru-
cial period for establishing lifelong health habits [4]; in 
Spain, it includes children and adolescents aged 6–16 
years. In turn, good health and happiness positively influ-
ence students’ learning and lead to better long-term 
health outcomes [1, 5]. According to the World Health 
Organization (WHO) [6], “schools are a unique setting 
for creating health and cover an important time period 
for establishing healthy behaviors”. However, some chal-
lenges remain, namely, making school health education 
a key social and cultural priority by enhancing advocacy 
efforts, improving the ability of educational institutions 
to consistently provide high-quality health education in 
schools, achieving intersectoral collaboration to provide 
leadership and innovative ideas for school health educa-
tion, and developing multidisciplinary research capaci-
ties to address challenges in implementing effective and 
reliable HP interventions in schools [7]. In Spain, school-
based HP is framed by national laws such as the Ley 
Orgánica de Modificación de la Ley Orgánica de Edu-
cación (LOMLOE) [8], which establishes schools’ duty to 
ensure students’ personal and social development. How-
ever, there is no mandatory, standardized framework for 
operationalizing HP activities in schools, resulting in var-
ied practices across regions.

HP in primary and secondary schools is a compre-
hensive approach aimed at improving the health and 
well-being of students, staff, and the broader school 
community [9]. Rooted in the principles outlined in the 
Ottawa Charter for Health Promotion [10], this construct 
emphasizes the importance of creating supportive envi-
ronments, strengthening community action, developing 
personal skills, and reorienting health services toward 
prevention and health promotion.

In turn, the health promoting school (HPS) concept, 
articulated by the WHO, the United Nations Educational, 
Scientific and Cultural Organization (UNESCO) and the 
United Nations Children’s Fund (UNICEF) in 1992 [11], 
aims to affect organizational and structural changes, 
such as improving schools’ physical and socioemotional 
environments, curricula and teaching methods. This 
approach seeks to support healthy behaviors among not 
only students but also teachers, parents, school staff and 

the local community by addressing both the school con-
text and educational policies through a comprehensive 
model [12]. Accordingly, the WHO’s Global Accelerated 
Action for the Health of Adolescents emphasizes that 
every school should aim to be an HPS. Subsequently, 
countries without a national school health program 
should establish one, whereas those with existing pro-
grams should continuously evaluate and improve them 
on the basis of the latest evidence and emerging priorities 
[5].

However, previous studies on the implementation of 
this approach in different countries and educational set-
tings have described barriers, namely, lack of human 
resources, time and facilities [13]; lack of funding; unsta-
ble governmental support; inappropriate development of 
HPS national networks [14]; weak collaboration between 
the education and health sectors [15]; and insufficient 
preparedness of teachers and educational institutions 
in terms of health issues [16]. In Spain, the HPS initia-
tive faces similar challenges, as does an overreliance on 
volunteer staff, the perception that HP is not a priority in 
educational policy, and limited family involvement [17]. 
Furthermore, HP is often seen as an additional burden 
on teachers, leading to feelings of being overwhelmed 
and unqualified to address health issues [18, 19]. These 
aspects hamper the introduction of innovative HP activi-
ties within the education community. Systematic reviews 
have identified key elements for the success of such pro-
grams, including institutional support, official recog-
nition, effective assessment methods, the involvement 
of the entire school community, and the implementa-
tion of integrated HP activities [20, 21]. Other authors 
have highlighted the importance of motivating schools 
to transform into HPSs and integrate HP into their 
education processes [22]. Thus, it is essential to design 
resources to assist the implementation of HP in schools 
and to provide school personnel with comprehensive 
planning and systematic tools and training to guarantee 
the successful implementation of HP initiatives within 
school settings.

Existing tools for implementing HP in schools focus 
primarily on evaluating specific activities or interventions 
rather than the overall process of HP implementation. 
This limitation underscores the need for a tool to sys-
tematically assess HP as an ongoing, dynamic process. In 
contrast, a process-oriented tool would include compo-
nents such as a clear implementation framework, defined 
success indicators, feedback mechanisms, resource allo-
cation assessment, training and support evaluation, and 
criteria for sustainability and scalability. By develop-
ing and implementing this type of tool, schools could 
increase their HP efforts, leading to a healthier and more 
supportive school environment.
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Theoretical framework
HP is delineated as a procedural construct by the WHO 
[10], necessitating a comprehensive planning approach 
that incorporates relevant information from all constitu-
ent stages. Pumar-Méndez et al. [23] operationalized 
and evaluated the HP process, delineating it into eight 
phases, which were specifically designed to integrate and 
assess HP activities in primary care. Despite the assigned 
numerical sequence, the first three phases may manifest 
in varying sequences or iteratively within this adaptable 
framework. In this context, planning assumes a pivotal 
role, formalizing, structuring, and systematizing prac-
tices and capacity-building initiatives for HP within orga-
nizations. Situational analysis involves the exploration 
and comprehension of circumstances at the individual, 
community, and organizational levels to facilitate HP 
strategy formulation, healthy public policy development, 
and planning. Organizational capacity building focuses 
on augmenting and optimizing the allocation and coor-
dination of human, material, structural, and financial 
resources within organizations, which is integral for suc-
cessful HP implementation.

The remaining four phases bear a dual impact, serv-
ing as both direct HP interventions and benefiting indi-
viduals and communities while concurrently enhancing 
HP capacity. Specifically, the phase of raising awareness 
and shaping public opinion entails activities focused on 
cultivating and influencing the perspectives of individu-
als, communities, and systems regarding the social deter-
minants of health and their implications. Moreover, the 
advocacy phase involves endeavors to champion the 
necessity for strategies promoting health by address-
ing multiple determinants and upholding principles of 
equity, participation, and health in all policies. Finally, 
the phases of network development and collaboration 
development focus on establishing community and social 
networks for HP and identifying and establishing collab-
orations with key HP stakeholders, respectively.

A final phase, intervention strategies, stands as the 
singular component exclusively dedicated to enhancing 
individuals’ health-related skills and the environments in 
which they reside or, in this case, in which they teach and 
learn, thereby fostering favorable health behaviors.

Justification
In Europe, the integration of HP into primary and sec-
ondary education has been encouraged through vari-
ous national and international initiatives, including the 
Schools for Health in Europe network [24]. However, 
despite the recognized importance of HP in schools, 
there remains a need for comprehensive tools that can 
effectively provide a comprehensive understanding of 
how HP activities are integrated and sustained within the 
school context, considering long-term outcomes and the 

continuous evolution of HP efforts. Such a tool should be 
able to identify gaps and barriers in the implementation 
process, ensure consistency and quality, and support con-
tinuous improvement by providing regular feedback.

Aim
The lack of a validated, process-focused assessment tool 
has posed challenges for educators and policymakers 
seeking to evaluate and enhance HP efforts. To address 
this gap, our study aimed to develop, refine, and assess 
content validity of the PromoACTIVA-CE questionnaire, 
a tool specifically designed to guide and evaluate the pro-
cess of integrating HP activities in primary and secondary 
school settings by its target population, namely, school 
personnel, including teachers; managers; and health and 
social care staff, such as school nurses.

Methods
The development process followed five steps aligned with 
established instrument-development frameworks [25, 
26]. These frameworks commonly emphasize the follow-
ing early-stage activities: (1) defining the construct and 
theoretical domain; (2) generating items and specifying 
the response format; (3) obtaining expert feedback to 
assess content relevance, clarity, and representativeness; 
(4) evaluating item comprehensibility and semantic fit 
with target users; and (5) pilot testing to identify issues 
before large-scale validation.

Accordingly, the following activities were carried out: 
(1) conceptualization; (2) item generation, structure and 
format; (3) content validation; (4) comprehensibility and 
semantic fit testing; and (5) pilot testing (see Fig. 1).

Conceptualization
The Ottawa Charter provides a comprehensive and 
internationally recognized framework for HP, emphasiz-
ing five key action areas: building healthy public policy, 
creating supportive environments, strengthening com-
munity action, developing personal skills, and reorient-
ing health services. Using Ottawa Charter’s action areas 
[10] as a framework, we searched the literature to ensure 
that the construct definition aligned with relevant prior 
research and theory and to identify existing tools or 
items that might be used or adapted.

Documentary searches of the Cochrane, CINAHL, 
PubMed, Web of Science, and Scopus databases were 
undertaken between January and April 2022, combin-
ing the Ottawa Charter’s action areas and the controlled 
terms ‘school’ and ‘health promotion’. In addition, we 
searched the databases to identify preexisting tools and 
instruments to evaluate health promotion interven-
tions in both primary and secondary schools. The search 
was limited to publications in English and Spanish and 
focused on studies and reports published in the past 10 
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years. In addition, we ensured that they represented HP 
activities integral to and supporting the practice of HP in 
primary and secondary schools. Relevant and sufficient 
sources, including scientific publications and policies, 
were identified throughout this time.

The papers identified through the literature review 
were analyzed via documentary analysis, as described 
by Hodder [27], by two researchers separately. This 
method involves a systematic examination of documents 
to extract meaningful information and identify patterns 
and themes. The analysis process included the following 
phases: (1) extraction of relevant information related to 
specific recommendations on HP activities in school set-
tings; (2) comparative analysis aimed at identifying gaps, 
overlaps and unique contributions of the literature; and 
(3) synthesis and evaluation to guarantee that the con-
ceptualization of the construct made theoretical sense 
and used appropriate, context-specific language [28].

Notably, the tool was conceptualized in the under-
standing that HP practice is a formative construct [29] as 
opposed to a reflective one. In the first case, the individ-
ual items in a questionnaire are viewed interchangeably 
and not necessarily represent different aspects of a sin-
gle underlying construct; that is, the focus is on how the 
items collectively influence the construct being measured 
rather than how they reflect it. In the second case, the 
items are seen as directly measuring the construct itself. 
As a result, we ensured that the HP activities identified 
through the literature review represented HP activities 
integral to and supporting the practice of HP in primary 
and secondary schools.

Item generation, structure and format
We subsequently mapped the HP activities identified 
against Pumar-Méndez et al.’s [23] 8-phase HP process 
framework. Classifying and organizing HP activities 
into a structured framework ensures that all phases are 

systematically addressed, promotes consistency, facili-
tates replication, and makes it easier to monitor and 
adjust interventions, leading to more effective and sus-
tainable health outcomes. In this process, we adhered 
to the following criteria: (1) the HP activities had to be 
relevant to the European primary and secondary school 
context, and (2) each HP activity could be integrated into 
only one phase in the HP process.

Once the HP activities were classified, the items were 
developed and iteratively reviewed for completeness, rel-
evance to the European context and the potential to pro-
mote intersectoral collaboration. In addition, we ensured 
that they represented HP activities integral to and sup-
porting the practice of HP in primary and secondary 
schools.

Each item started with an active verb describing one 
single HP activity applicable in school settings. In addi-
tion, each item was furnished with a descriptor providing 
more detail into each HP activity. This approach served 
several purposes, namely, (1) using active verbs in infini-
tive added clarity and conciseness to the actions required 
for each HP activity, avoiding ambiguity and focusing on 
the action itself, and (2) the descriptors following each 
item provided additional context and detail, clarifying the 
nature and scope of each HP activity.

Table 1  Cognitive interview guide
Strategies Questions or instructions
Thinking aloud 
technique

• Please, read each item aloud, explain its meaning 
and what you understood when reading it.

Probing 
questions

1. Could you please explain the meaning of what 
you have just read in your own words?
2. Can you rephrase the question in your own words?
3. Could you give me examples?
4. Has it been difficult for you to understand this 
question?
5. Do you think it would be difficult for other people 
in your role to understand this question?

Fig. 1  PromoACTIVA-CE design process
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Once the items were finalized, they were translated 
into Spanish (if applicable) and reviewed via de Vaus’s 
[30] checklist of 17 questions to ensure clear writing and 
avoid ambiguity. A 5-point Likert-type scale was selected 
to measure respondents’ perceptions regarding the 
degree of execution of each action: 1 = none (the action is 
not done), 2 = insufficient (the action is being considered 
for implementation), 3 = sufficient (the action is planned 
and has been partially implemented), 4 = advanced (the 
action is carried out but not yet systematized), and 5 = 
very advanced (the action is systematically carried out 
and integrated into the organization’s practice). This 
scale provided enough variability to capture nuanced dif-
ferences in respondents’ perceptions of execution levels 
while remaining easy to understand and use. In addition, 
it allows for a reasonable level of discrimination between 
responses without overwhelming respondents with too 
many options or making the scale too complex.

Careful attention was given to the format of the Promo-
ACTIVA-CE to ensure that it was easy for participants 
to understand and respond. The literature recommen-
dations included a section outlining the tool’s purpose, 
instructions for completion and return, criteria for par-
ticipant selection, confidentiality considerations, and an 
explanation of the tool’s structure [31].

Content validation
Content validity analysis of the initial version of the Pro-
moACTIVA-CE tool was conducted via an expert panel 
and by calculating the content validity index (CVI). It is 
recommended that expert panels consist of 8 to 12 mem-
bers [32]. Eight experts in school HP were intentionally 
chosen on the basis of the following criteria: (a) experi-
ence in making judgments and evidence-based decisions, 
(b) a strong reputation in the study area, (c) availability 
and willingness to participate, and (d) an impartial atti-
tude. These qualified experts evaluate and provide feed-
back on the relevance of each item and of the whole tool 

[33]. Thus, they were invited to (1) rate the relevance of 
each item on a scale from 1 to 4, (2) provide qualitative 
observations/comments on each item and on the whole 
tool, and (3) suggest new items. The scores provided by 
the experts were used to calculate the CVI. This consen-
sus estimation index calculates the proportion of experts 
who evaluate the items of the scale as relevant, allow-
ing the estimation of the content validity of each item 
(I-CVI) and the scale as a whole (S-CVI) [32]. The I-CVI 
was calculated and applied by dividing the number of 
experts who had been awarded 3 or 4 points for the rel-
evance rating of the item by the total number of experts 
on the panel. Items scoring ≥ 0.78 were considered valid; 
items scoring < 0.78 were proposed for review; and items 
scoring < 0.6 were eliminated.

With respect to the panel’s qualitative comments and 
observations, the following process was used to guide the 
decision-making process:

 	• Suggestions for conceptual/terminological changes 
– consult the relevant literature to inform decision 
making.

 	• Suggestions for adding information to improve item 
clarity – Consider the original item descriptor to 
verify and make the new proposal.

 	• Confusing suggestions – Discuss with the expert 
who made the suggestion.

 	• Redundant suggestions – discard after being 
addressed.

Comprehensibility and semantic fit testing
The second version of the PromoACTIVA-CE question-
naire was tested for comprehensibility and semantic fit 
testing via the cognitive interview technique. We con-
ducted five cognitive interviews with potential intended 
users of the tool. The interview protocol included think-
ing aloud techniques (Table 1). The cognitive interviews 
concluded by asking the respondent about their overall 

Table 2  Search strategy and results from the literature review
PubMed CINAHL Cochrane WOS Scopus Total

Search 1
(“Schools” AND “Health Promotion”) AND “build healthy public policy”

10 6 0 2 2 10

Search 2
(Schools[Mesh] AND “Health Promotion“[Mesh]) AND ‘build* AND “Public Policy“[Mesh]

15 0 1 4 0 20

Search 3
(“Schools” AND “Health Promotion”) AND “create supportive environments for health”

132 4 1 2 2 141

Search 4
(“Schools” AND “Health Promotion”) AND “strengthen community action for health”

48 4 0 0 0 52

Search 5
(“Schools” AND “Health Promotion”) AND “develop personal skills”

339 7 0 0 1 347

Search 6
(“Schools” AND “Health Promotion”) AND “reorient health services”

1 1 0 0 0 2

Search 7
(“Schools” AND “Health Promotion”) AND “reorient health services”

0 0 0 0 0 0
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Actions HP activities
Building healthy 
public policy

1. Collaboration frameworks between local government, communities, and schools are established.
2. The school has developed a policy or plan specifically for HP.
3. The HPS plan is consistent with current HP policy.
4. The HPS plan specifies the roles and responsibilities of the school board, administration, staff, students, parents, and caregivers, 
along with ongoing resource allocation.
5. School policies advocate for inclusive, equitable, evidence-based, and rights-oriented approaches, acknowledging the diversity 
of educators and students.
6. School policies are developed based on local needs assessments and priorities identified by students, the school, and the local 
community.
7. An all-encompassing school plan ensures the continuation of learning and HP during crises.
8. The plan incorporates partnerships with national, regional, and local authorities.
9. The plan involves partnerships with parents and caregivers.
10. The plan includes collaborations with the local community and other schools where relevant.
11. School policies are communicated transparently to all stakeholders.
12. Resources are sufficient to implement and monitor policies, aligning with policy objectives and targets.
13. Resource allocation is explicitly defined and included in the budget.
14. The school commits to professional development for teachers and other staff, including healthcare personnel, in HPS.
15. Systems for planning and tracking progress and performance are clearly detailed in operational plans and guidelines.
16. The school leadership team regularly convenes to review and incorporate the priorities, needs, and interests of the school 
community as identified by stakeholders.
17. Explicit roles are defined for HPS leadership within the school.
18. Students are actively involved in decision-making and HPS leadership and receive appropriate training.
19. Parents and caregivers are encouraged to participate in decision-making and HPS leadership.
20. Existing or new communication channels are used to ensure a shared understanding of HPS needs and strategies.
21. Training includes the implementation of monitoring and evaluation systems.
22. Training encompasses the range of social determinants, health risks, protective factors, and health issues affecting students, 
addressing resilience, diversity, and inclusion.
23. A structured system is in place to ensure regular planning, monitoring, and evaluation of the progress and effectiveness of 
school governance and leadership in HP.

Creating support-
ive environments

1. The desired elements of the school’s social–emotional environment are agreed upon by all stakeholders within the school and 
local community, fostering equity, including gender equity, through inclusiveness and embracing diversity.
2. Members of the school community treat each other with respect and kindness in all interactions, with zero tolerance for dis-
crimination, bullying, corporal punishment, or harassment.
3. Positive behavioral interventions and supports help in acquiring and applying the knowledge, attitudes, and skills necessary to 
manage emotions, set positive goals, show empathy, maintain relationships, and make responsible decisions.
4. The school sets high expectations for students, staff, and the local community regarding social interactions and relevant health 
and education outcomes, nurturing positive relationships, building self-esteem, and confidence in all individuals.
5. The school ensures that all aspects of the social–emotional environment are maintained, even during distance or virtual learn-
ing, by engaging students, supporting those at risk, and promoting school culture.
6. Teachers receive professional development to acquire skills that support a healthy and safe school climate, enhance connec-
tions with students and their families, and effectively address critical incidents.
7. The school has mechanisms to detect and respond to any disruptions in the socioemotional environment, using strategies like 
conflict mediation and anti-bullying programs.
8. The school’s physical and learning environment is accessible and adapted to meet the needs of all individuals in the school 
community, including those with additional needs and disabilities, adhering to relevant government hygiene and safety stan-
dards and regulations.
9. Nutrition programs, such as those aimed at increasing fruit and vegetable consumption in schools, are implemented to im-
prove students’ health.
10. Programs aimed at developing emotional intelligence and social competence are provided, including activities tailored for 
moral growth, cognitive and social skills development, and overall well-being.
11. The school employs multi-tiered systems of support to prevent and respond to critical incidents, promoting a safe and inclu-
sive school environment.
12. Infrastructure improvements are made to enhance the learning environment.
13. Strategies for preventing school violence and promoting inclusion and equity in education are developed and implemented.
14. Schools gather and act on student feedback to create more inclusive classroom practices, involving students and teachers in 
dialogue to explore ways to make lessons more inclusive.
15. Teachers receive guidelines for raising awareness about disabilities and fostering social relationships in inclusive classrooms.
16. Changes to the physical structure of classrooms, such as integrating spaces for emotional development, support an inclusive 
and emotionally supportive learning environment.

Table 3  HP activities classified according to the Ottawa charter’s actions
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Actions HP activities
Strengthening 
community 
action

1. Systems are established to support cooperation within the school and between the school and the surrounding community, 
including through the use of committees.
2. Parents and caregivers actively participate in planning activities related to HPS.
3. A student committee works in partnership with the HPS leadership, providing input on a regular and meaningful basis.
4. Resources are allocated to strengthen students’ ability to engage in HPS activities and to act as advocates and change agents 
within the school and the broader community.
5. There is a consistent and clear flow of communication between the school and local communities regarding the objectives and 
actions of HPS.
6. The local community is involved in decision-making processes concerning HPS and related activities.
7. Community organizations collaborate with schools in implementing HPS initiatives, including during crises, to maintain the 
continuity of education.
8. Planning, oversight, and feedback mechanisms are implemented to ensure the effective functioning of HPS activities.

Developing 
personal skills

1. Teachers can adapt their teaching strategies and activities to meet the developmental stages of their students.
2. School staff are prepared to address the various physical, psychological, and emotional needs of students
3. Health-related topics are designed to address the rights, changing needs, and priorities of students, their families, and local 
communities, promoting relevant knowledge, attitudes, and skills.
4. The development of knowledge and skills is aligned with students’ personal and social growth in a cyclical, progressive fashion 
throughout their educational journey.
5. The school’s curriculum is developed in alignment with curriculum standards and evidence-based guidance, with active 
involvement from key stakeholders.
6. The curriculum incorporates the physical environment as a strategy to promote a healthy, safe, and sustainable setting.
7. The curriculum encourages participatory approaches by involving students in the context of their daily lives.
8. The curriculum promotes cooperative interaction among students and fosters inclusive education to support educational 
achievements.
9. The curriculum is adaptable and can be modified to address emerging health or environmental challenges.
10. The curriculum is implemented collaboratively with students, school staff, and the school community, including health profes-
sionals, community health workers, educators, and NGOs.
11. Essential health and relationship topics necessary for healthy development are delivered by school staff in an inclusive, age-
appropriate, gender-responsive, rights-based, and evidence-informed manner, free from personal biases.
12. Equitable digital and distance learning methods are employed to supplement traditional classroom education and HP.
13. School staff are knowledgeable about the physical, social, and psychological development of students and understand how 
these factors influence their learning and behavior.
14. The school curriculum promotes understanding and values that encourage sustainable practices and environmental 
stewardship.
15. The teaching methods and relationships between students and teachers, as well as among teachers, foster a healthy, safe, and 
supportive environment that encourages positive behaviors, physical activity, and well-being.
16. Staff receive training and support in health literacy and effective teaching strategies to enhance the HP and services approach.
17. Educate the school community about air pollution risks, the importance of clean air, and protective measures during high 
pollution levels.
18. Provide education on preventing environmental risks, including intoxication and exposure to harmful substances.
19. Raise awareness about the importance of good water quality and hygiene practices.
20. Promote healthy eating habits and educate the community on food safety principles.
21. Educate about the risks of exposure to sunlight and wireless device radiation, along with strategies to reduce these risks.
22. Address the health risks associated with excessive noise and educate on ways to mitigate these risks.
23. Encourage physical exercise within school curricula to combat obesity.
24. Provide education on road safety and the use of public transportation.
25. Raise awareness about the impact of natural and human-induced disasters, and educate on safety measures
26. Implement swimming lessons to prevent drowning incidents.
27. The curriculum is continuously reviewed and updated to ensure it effectively supports the health and well-being of students.

Table 3  (continued) 
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perception of the questionnaire’s comprehensibility, 
ease of use, and length. All the interviews were audio 
recorded.

We documented whether respondents correctly 
understood each item and noted any specific issues they 
identified or changes they suggested [34]. Items were 
considered for modification if (a) two or more respon-
dents misinterpreted an item, (b) respondents who 
misunderstood an item indicated unfamiliarity with a 
concept, or (c) two or more respondents proposed the 
same change or recommendation for an item.

Conducting pilot testing
Pilot testing of PromoACTIVA-CE was conducted to 
evaluate the administration process and assess the ques-
tionnaire’s ability to distinguish between respondents at 
the extreme ends of the scale [35]. According to Johanson 
& Brooks [36], a pilot study with at least 30 participants 
sharing similar characteristics with the final target audi-
ence is necessary to investigate floor and ceiling effects. 
The PromoACTIVA-CE was delivered in paper format, 
and participants were given two weeks to complete it. A 
reminder to return the questionnaire was sent one week 
after its delivery.

A frequency analysis of each item was conducted. 
Missing data were also examined. Items with significant 
floor or ceiling effects (more than 70% of responses in the 
two highest or lowest options) would prompt a review of 
the Likert scale [37].

Ethical considerations
This study received approval from the Ethics, Animal 
Experimentation, and Biosafety Committee of the Pub-
lic University of Navarre (Spain) (reference number: 
PI 011/21). All participants provided informed writ-
ten consent after being fully informed about the study’s 

objectives and procedures. Their identities were pro-
tected, and the information collected was kept confiden-
tial. Participation was voluntary, and participants were 
informed that they could withdraw at any time with-
out negative consequences. The study was conducted 
in accordance with the principles of the Declaration of 
Helsinki.

Results
The results are presented according to the methodology 
employed in its design and validation.

Conceptualization
The search for preexisting tools to evaluate HP activities 
in schools yielded two main results [38, 39]; the search 
for HP activities in schools on the basis of Ottawa Char-
ter’s action areas yielded 572 results (Table 2).

Following a review of the selected documents, a total of 
83 HP activities were identified and classified according 
to the Ottawa Charter’s actions (Table 3).

Item generation, structure and format
We classified the identified HP activities into Pumar-
Méndez et al.’s [23] 8-phase HP process framework. The 
83 HP activities were subsequently iteratively revised and 
written in the form of items and descriptors. Owing to 
the high level of redundancy, after applying the criteria 
of de Vaus [30], the total number of HP activities was 
reduced to 33 items, each furnished with a descriptor. 
Additionally, four items were added to ensure the instru-
ment’s completeness and relevance to the European con-
text (see Table 4).

At this stage, 18 questions were added to gather 
sociodemographic information, with 9 focused on the 
school and 9 on the respondent.

Actions HP activities
Reorienting 
health services

1. School health services are designed to meet the needs and priorities of both the school and the local community, with the flex-
ibility to adapt to public health emergencies and other emerging issues.
2. Significant resources, including funding, training, and materials, have been allocated to school health services, such as nutrition 
programs and the provision of healthy food.
3. The school has established a system for planning, monitoring, and evaluating the effectiveness of its health services, ensuring 
adherence to quality standards and regulatory compliance.
4. Students have access to a broad and well-rounded set of health services that are grounded in evidence-based practices.
5. The school maintains the provision of health services for students even during periods of remote or virtual learning.
6. School health services play a supportive role in implementing public health and social interventions during times of public 
health crises.
7. School health professionals, such as nurses, psychologists, and social workers, undergo specialized training and education 
programs.
8. In times of public health crises, school health staff are equipped and encouraged to contribute to national and local public 
health efforts as needed.
9. Clear guidelines are established for information sharing and collaboration between school health services and other pri-
mary care providers, including the provision of specialized services, referral processes, and communication protocols during 
emergencies.

Table 3  (continued) 
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Table 4  First version of the PromoACTIVA-CE questionnaire (items in italics, followed by the descriptor)

Action areas in the 
HP process

Items

Area 1 - Planning 1. Design a policy or strategic plan for the school focused on a HP approach.
Develop a strategic plan for the school that aligns with local, regional, national, and international policies for HP in schools, 
based on an assessment of local needs and priorities determined by students, the school, and local communities regard-
ing key outcomes (e.g., education, health, safety, well-being, nutrition), through participatory planning that meets relevant 
national and international standards and is evidence-based in relation to health and well-being education.
2. Contribute to the planning of HP objectives for the school.
Participate in setting short- and medium-term goals for: (1) the health and empowerment of the school community, (2) the 
development of HP practices, and (3) building capacity for HP.
3. Identify and invest in adequate and sufficient resources to promote safe and supportive environments, both physically and virtually.
Allocate appropriate and sufficient human, financial, and informational resources to HP. For example, the school invests in 
professional development for teachers and other staff members in HP during their work hours, freeing them from other tasks.
4. Collaborate in designing professional training plans for HP.
Reflect on the training needs of school staff for the development of HP and the adequacy of existing professional training 
plans, with the aim of identifying and suggesting improvements to the school administration and/or relevant authorities.
5. Design a communication, collaboration, and interaction strategy between the school and stakeholders for HP.
Ensure the school’s interaction with local, regional, and national authorities, parents, caregivers, legal guardians, and the local 
community, and clearly communicate the school’s policies, objectives, and strategies to all stakeholders.
6. Design a contingency plan that ensures the continuity of learning and HP in case of an emergency.
Develop a contingency plan that ensures the continuity of learning and HP when class attendance is disrupted, in line with 
the national or regional plan for distance or virtual learning in case, for example, of a public health emergency.
7. Design a system for the planning, implementation, and monitoring of the HP approach in the school.
Clearly define the systems for planning and monitoring the progress and performance of the HP approach in the school’s 
policy or strategic plan. Monitoring includes students’ health, well-being, and educational outcomes.

Area 2 - Situational 
analysis

8. Contribute to community health assessment by collecting specific information.
Contribute to community health assessment by gathering and providing specific information about the health, well-being, 
and educational outcomes of the school community, either independently or in collaboration with other sectors such as mu-
nicipalities, health centers, universities, and public health authorities. Specific indicators of the school community’s health may 
include: (1) eating habits, (2) physical activity, (3) sleep, (4) screen use, (5) substance use, (6) sexual health, (7) socioemotional 
health, (8) sense of coherence, (9) self-efficacy, (10) life skills, (11) academic performance, etc.
9. Consult relevant and reliable sources to assess the school community’s environment.
Objectively assess the availability of economic and social resources in the geographic area surrounding the school by consult-
ing relevant and reliable sources that include the evaluation of simple indicators (e.g., employment, education, social class, 
etc.) and complex indicators (e.g., poverty or deprivation index, child development index, human development index, etc.), 
either independently or in collaboration with other sectors such as municipalities, universities, and public health authorities.
10. Assess the organizational capacity of the school.
Identify and evaluate the organizational aspects that may enhance or hinder the achievement or implementation of the 
school’s HP objectives, plans, actions, or activities. These may include (1) input indicators (e.g., availability of human and 
financial resources, infrastructure, equipment, physical and socioemotional environment, HP policies); (2) process indicators 
(capacity to monitor HP actions); and (3) short-, medium-, and long-term impact indicators.

Area 3 - Organization-
al capacity building

11. Create a HP committee or team in the school.
Include representatives from all members of the school community in the HP committee or team (e.g., the school principal, 
teaching, administrative, and healthcare staff, members of the school council, students, parents, caregivers, and legal guard-
ians), and ensure that all members participate in decision-making.
12. *Update the leadership and HP competencies of the school staff.
Update the leadership and HP competencies of the school staff, including:
(1) Teaching staff receive training to develop the necessary skills to create a healthy and safe environment in the school, 
including improving connections with students and their families, and can adapt learning strategies and activities to the 
physical, social, and psychological development needs of the students. The training may cover topics such as monitoring and 
evaluation systems, social determinants of health, health risks, health promoters, physical and mental health issues affecting 
students, resilience, diversity, inclusion, etc.
(2) The school’s healthcare staff (e.g., counselor, educational psychologist, school nurse) receive specialized training in HP.
(3) The school staff are prepared to address other physical, psychological, and emotional needs of students and know to 
whom to refer them when necessary.
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Action areas in the 
HP process

Items

Area 4 - Raising 
awareness

13. Raise awareness within the school community about the school’s HP needs and strategies.
Carry out actions aimed at informing the school community about the potential and impact of HP on students’ health and 
well-being, adapting the communication medium and language to the audience as appropriate.
14. Raise awareness within the local community about the school’s HP needs and strategies.
Undertake actions aimed at contributing to the development of a shared vision among key stakeholders in the community 
regarding the school’s HP needs and strategies, adapting the communication medium and language to the audience as 
appropriate.
15. Mobilize the community to advocate for and participate in HP.
Gain the support of school community members, including students’ families, as well as the local community, to encourage 
meaningful mobilization and participation in HP.
16. *Contribute to the development of a sense of belonging within the community.
Share and seek information about the needs identified by school community members to generate community awareness 
and stimulate their sense of belonging, thereby encouraging their mobilization and participation.
17. *Raise public awareness about the interrelationship between the environment and positive lifestyles.
Organize informational sessions on the impact of the physical and socioemotional environment on health, as well as the influ-
ence of positive lifestyles on the environment.
18. *Conduct a systematic evaluation of activities aimed at raising awareness for HP.
Collect, analyze, and interpret information about the structure, process, and outcomes of actions undertaken to raise public 
awareness for HP.

Area 5 - Advocacy 19. Advocate for intersectoral coordination and collaboration to promote health through common goals and actions.
Encourage explicit agreements between the health and education sectors, and other sectors, to govern HP in schools, clearly 
defining roles, responsibilities, and funding sources to promote national, regional, and local policies or strategies that recog-
nize HP as a means to achieve national development goals through education.
20. Advocate for the allocation of adequate human resources, information, and funding for HP.
Engage with relevant authorities to improve and/or increase infrastructure and resources for HP.
21. Advocate for the creation of professional development pathways in HP leadership, or integrate them into existing roles.
Officially recognize the work of school staff who lead or contribute to HP in schools. Make it worthwhile for school commu-
nity members to become promoters/leaders in HP within the school.
22. Advocate for a national plan that ensures the continuity of learning and HP in case of emergencies.
Engage with relevant authorities to ensure the necessary human and material resources, including information and commu-
nication technologies, for online, distance, or virtual teaching and learning.
23. Advocate for safe and healthy environments for the community
Engage with relevant authorities and initiate social campaigns to secure political commitments, support for HP policies, social 
acceptance, and system support to create safe and healthy environments.
24. Advocate for the school’s participation in health and education promotion initiatives.
Undertake actions aimed at ensuring and raising the visibility of the school’s involvement in local HP issues and their 
determinants.
25. Advocate for systems of planning, progress monitoring, implementation, and evaluation of HP at all levels.
Engage with relevant authorities and initiate campaigns to improve systems for planning, monitoring, implementation, and 
evaluation of HP at all levels.
26. Collaborate in the systematic evaluation of advocacy activities for HP.
Collaborate in the collection, analysis, and interpretation of data on the structure, process, and outcomes of advocacy actions 
for HP undertaken in the school.

Area 6 - Network 
development

27. Develop social and community networks in HP.
Engage in activities to foster relationships and social bonds between the school and other community or social agents. The 
school’s social networks may include, for example, other nearby schools, the healthcare services network, etc. The school’s 
community networks may include, for example, people who live and work near the school, local government, NGOs, religious 
organizations, private businesses, community groups, etc.
28. Establish action networks with the local community in case of emergencies.
Support social and public health measures during public health emergencies and ensure the continuation of education and 
HP in such cases.
29. Develop networks among schools at local, regional, and national levels.
Engage with relevant institutions or authorities and initiate campaigns to create local, regional, and national school councils, 
which will allow for the exchange of knowledge and experiences.

Table 4  (continued) 
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The first version of PromoACTIVA-CE had 14 A4 
pages. The first page provided an overview of the tool’s 
purpose, including instructions on how to complete it, 
guidelines for selecting participants, and details regard-
ing confidentiality. Additionally, it offered an explana-
tion of the tool’s structure. The second and third pages 
contained 18 sociodemographic questions pertaining to 
the school and the respondent. Careful consideration 
was given to the overall presentation of the PromoAC-
TIVA-CE to ensure that it was user-friendly and clearly 
formatted.

Content validation
Content validity analysis of the first version of the Pro-
moACTIVA-CE tool was undertaken through an expert 
panel and calculation of the content validity index (CVI). 
A total of 8 experts in the subject of HP in schools, repre-
senting all major segments of this population, were pur-
posefully selected for cognitive interviews [40] (Table 5).

After expert review, only 7 items scored < 0.78 and > 0.6 
and were therefore proposed for review. The S-CVI was 
0.89, suggesting that the instrument as a whole was com-
posed of good or excellent items.

Action areas in the 
HP process

Items

Area 7 - Collabora-
tions development

30. Establish new collaborations and strengthen existing ones between the school and the community.
Engage in activities to foster relationships and social bonds between the school community and the local community 
through various strategies:
- Conduct asset or partner mapping.
- Create committees that include multiple stakeholders in HP.
- Establish communication and collaboration mechanisms considering existing channels.
- Formally document collaborations with local community members, including roles and responsibilities, resources allocated 
for each activity, and shared accountability.
31. Establish collaborations with researchers and universities.
Collaborate with researchers and universities to access the methodological support necessary for generating evidence for 
advocacy and assessing the health of the school community.
32. Systematically evaluate the development of collaborations for HP.
Regularly review and reflect on collaborations to ensure they remain current and aligned with the agreements made by the 
parties. Integrate all members of the school community and the local community in the planning, supervision, monitoring, 
and performance of collaborations for HP.

Area 8 - Intervention 
strategies

33. Contribute to health literacy through the curriculum.
Educate on health and interpersonal relationships through inclusive, participatory, and student-experience-based pedagogy 
to promote health, well-being, social and emotional competencies, as well as deep learning, by fostering students’ and the 
school community’s knowledge, skills, attitudes, and behaviors. Among other aspects, the following can be considered: (1) 
sustainable consumption and environment, (2) cooperative and meaningful interaction among students, (3) inclusivity, (4) 
equity, (5) diversity, (6) digital equity, (7) virtual teaching-learning strategies.
34. Develop a safe and supportive socioemotional environment for all members of the school community that facilitates HP.
Promote the well-being, confidence, and mutual respect of all school and local community members, prioritizing the con-
struction of an inclusive, supportive, and safe environment manifested in all interactions among students, staff, and commu-
nity members, with the contribution of the school community and the local community, including local authorities. Among 
other values, the socioemotional environment of the school should promote: (1) equity, including gender equity, (2) respect 
and kindness in all interactions (e.g., through zero-tolerance policies against discrimination or bullying), (3) self-esteem and 
confidence, etc.
35. Develop a healthy, safe, and inclusive physical environment for all members of the school community.
Adapt the physical environment and infrastructure of the school to meet the needs of all school community members, with 
the contribution of the school community and the local community, including local authorities, to promote health and well-
being. Standards and regulations that ensure a healthy, safe, and inclusive physical environment may include, among others: 
(1) drinking water, (2) sanitation, (3) lighting, (4) clean air, (5) temperature control, (6) waste management, (7) sports facilities, 
(8) food, (9) resources for virtual learning, and (10) the physical environment inside and outside the classroom.
36. Collaborate with the local community and/or relevant authorities to promote student health through social and health services.
Support students and their families in improving access to, usage of, and understanding of social and health services, and 
collaborate with the local community and/or relevant authorities to ensure that school-based or community-based social and 
health services adhere to standards and guidelines for providing quality health services for children and adolescents.
37. Regularly monitor and actively promote the implementation of HP interventions.
Regularly review (1) the curriculum content and implementation, (2) the school’s socioemotional environment, and (3) the hy-
giene and safety conditions of the school’s physical environment, and periodically integrate the priorities, needs, and interests 
of the school community identified by stakeholders, as well as changing health or environmental situations into the school’s 
activities to promote health and well-being, with the support and commitment of school leaders (e.g., management staff, 
both teaching and administrative, school board members, and other authority figures) and in collaboration with the school 
community and the local community.

*Items added during the item generation process

Table 4  (continued) 
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The number of items in each of the eight HP action 
areas remained unchanged in the second version of the 
tool. However, with the recommendation of the expert 
panel, changes were made throughout to guarantee the 
use of gender-inclusive language. On the basis of the 
experts’ qualitative comments, the following items were 
reworded:

 	• Action area 1 – Planning: Items 1–3.
 	• Action area 2 – Situational analysis: Items 8–9.
 	• Action area 4 – Raising Awareness and Shaping 

Public Opinion: Item 18.
 	• Action area 7 – Collaboration development: Items 

30–31.

Comprehensibility and semantic fit testing
The comprehensibility and semantic alignment of the 
second iteration of the PromoACTIVA-CE tool were 
subsequently evaluated through the cognitive interview 
technique. On the basis of the results from the cognitive 
interviews, 15 items were modified, resulting in the third 
version of the questionnaire (Table 6).

Pilot testing
Finally, we conducted pilot testing on a sample of 36 par-
ticipants. The characteristics of the sample are described 
in Table 7.

Floor effects were detected for items 3–2 (70% of 
responses 1–2), 21–5 (70% of responses 1–2), and 31–7 
(70.4% of responses 1–2). In contrast, no ceiling effect 
was detected (Table 8). No further changes were made to 
the questionnaire after pilot testing.

Potential floor or ceiling effects, showing whether 
responses cluster disproportionately at the lower or 
higher ends of the scale, are represented in Fig.  2. This 
bar chart displays the frequency distribution of responses 
across all 37 items. For each item, responses were 
grouped into three categories: low (1–2), represented 

in orange, moderate (3), represented in blue, and high 
(4–5), represented in green.

The PromoACTIVA-CE instrument was designed and 
validated to guide and evaluate the process of integrating 
HP activities in primary and secondary school settings. 
The tool comprises 37 items organized into 8 phases of 
the HP process and uses a Likert scale ranging from 1 to 
5 to measure the degree of systematization of each HP 
activity. The fourth and final version of the PromoAC-
TIVA-CE questionnaire can be found in Supplementary 
File 1 (please note that the final version of the question-
naire has been translated into English to facilitate under-
standing for a non-Spanish speaking audience, but the 
original tool has only been validated in Spanish).

Discussion
This study aimed to develop, refine, and assess content 
validation of a questionnaire evaluating HP activities in 
primary and secondary education settings. The develop-
ment and content validation of the PromoACTIVA-CE 
questionnaire represent a significant advancement in the 
systematic assessment of HP activities within primary 
and secondary education settings.

The identification of activities on the basis of the five 
areas of the Ottawa Charter, as well as their subsequent 
classification according to the phases of the HP process 
proposed by Pumar-Méndez et al. [23], offers a compre-
hensive lens through which schools can operationalize 
and evaluate their HP processes in a structured and sys-
tematic way. By enabling schools to reflect on their HP 
activities, the PromoACTIVA-CE questionnaire helps 
identify areas for improvement, fostering an environ-
ment conducive to continuous quality enhancement in 
HP efforts. In the Spanish context, issues surrounding 
the sustainability of HP in schools have been highlighted 
in the past [41]. Therefore, we developed an instrument 
that allows educational institutions to critically assess 
the extent to which their environments support HP. Fur-
thermore, much of the existing evidence on health pro-
motion in schools focuses primarily on health education 
and prevention, such as promoting healthy diets, physical 
activity, attendance and vaccinations [42]. This tool, how-
ever, allows schools to take HP a step further by adopt-
ing a more comprehensive and integrative approach. It 
emphasizes the identification of practical and attainable 
improvements through a flexible process that can be sys-
tematically revisited and refined over time [43], thereby 
advancing the scope and impact of HP efforts within edu-
cational settings.

The expert content validation process further rein-
forced the credibility of the PromoACTIVA-CE question-
naire. The CVI scores, coupled with qualitative feedback 
from the expert panel, ensured that the items were both 
relevant and inclusive [44]. The modifications made on 

Table 5  Characteristics of the members of the expert panel
Gender Professional 

background
Professional affiliation/
expertise

1 Female Nursing Community nurse specialist and 
PhD in HPS

2 Female Nursing School nurse
3 Female Nursing School nurse
4 Female Nursing Public health nurse specialist at 

the local government
5 Female Teaching Teacher at a partly state-funded 

primary and secondary school
6 Female Teaching Teacher at a public secondary 

school
7 Female Teaching Director of a partly state-funded 

primary and secondary school
8 Female Teaching Teacher at a private school
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Table 6  Changes made to items in the third version of the questionnaire:
Item Original item Modified item
3 Identify and invest in adequate and sufficient resources to promote safe and supportive 

environments, both physically and virtually.
Descriptor unchanged.

Identify and manage the resources needed to promote 
health in the school setting.

4 Collaborate in designing professional training plans for HP.
Descriptor unchanged.

Collaborate in designing professional training plans for 
school staff to promote health.

5 Design a communication, collaboration, and interaction strategy between the school 
and stakeholders for HP.
Descriptor unchanged.

Design a communication and collaboration strategy 
between the school and other key stakeholders for HP.

6 Design a contingency plan that ensures the continuity of learning and HP in case of an 
emergency.
Descriptor unchanged.

Design a contingency plan to ensure the continu-
ity of learning and HP in the event of a public health 
emergency.

7 Design a system for the planning, implementation, and monitoring of the HP approach 
in the school.
Clearly define the systems for planning and monitoring the progress and per-
formance of the HP approach in the school’s policy or strategic plan. Monitoring 
includes students’ health, well-being, and educational outcomes.

Design a system to review the effectiveness and update 
the HP plan in the school setting.
Clearly define the planning and monitoring system 
for tracking progress and performance of the HP 
approach within the school’s policy or strategic plan. 
Monitoring should include students’ health, well-
being, and educational outcomes.

14 Raise awareness within the local community about the school’s HP needs and strategies.
Undertake actions aimed at contributing to the development of a shared vision 
among key stakeholders in the community regarding the school’s HP needs and 
strategies, adapting the communication medium and language to the audience as 
appropriate.

Mobilize the school community to promote health.
Gather support from school community members, 
including students’ families, to encourage meaningful 
participation and engagement in HP.

15 Mobilize the community to advocate for and participate in HP.
Gain the support of school community members, including students’ families, as 
well as the local community, to encourage meaningful mobilization and participa-
tion in HP.

Raise awareness and build understanding within the local 
community about the school’s HP needs and strategies.
Implement actions to develop a shared vision among 
key stakeholders regarding the school’s HP needs 
and strategy, adapting communication methods and 
language to suit the audience as necessary.

16 Contribute to the development of a sense of belonging within the community.
Share and seek information about the needs identified by school community mem-
bers to generate community awareness and stimulate their sense of belonging, 
thereby encouraging their mobilization and participation.

Contribute to the development of a sense of belonging to 
the local community.
Foster the school community’s connection to the local 
area to encourage their mobilization and participation.

17 Raise public awareness about the interrelationship between the environment and posi-
tive lifestyles.
Organize informational sessions on the impact of the physical and socioemo-
tional environment on health, as well as the influence of positive lifestyles on the 
environment.

Raise awareness about the interrelationship between the 
environment and lifestyle.
Conduct activities to sensitize individuals to the 
impact of the physical and socioemotional environ-
ment on health, as well as the effects of lifestyle on the 
environment.

18 Conduct a systematic evaluation of activities aimed at raising awareness for HP.
Collect, analyze, and interpret information about the structure, process, and out-
comes of actions undertaken to raise public awareness for HP.

Systematically evaluate activities aimed at raising aware-
ness and shaping opinion for HP.
Collect, analyze, and interpret information on the 
structure, process, and outcomes of the actions taken 
to raise awareness and influence opinion for HP.

21 Advocate for the creation of professional development pathways in HP leadership, or 
integrate them into existing roles.
Descriptor unchanged.

Advocate for the creation of professional development 
pathways in HP, or integrate them into existing roles.

22 Advocate for a national plan that ensures the continuity of learning and HP in case of 
emergencies.
Descriptor unchanged.

Advocate for a national plan that ensures the continuity 
of learning and HP in case of public health emergencies.

27 Develop social and community networks in HP.
Descriptor unchanged.

Develop community networks within the social fabric 
for HP.

28 Establish action networks with the local community in case of emergencies.
Descriptor unchanged.

Establish action networks with the local community in 
case of public health emergencies.

37 Regularly monitor and actively promote the implementation of HP interventions.
Descriptor unchanged.

Promote, monitor, and update HP interventions.
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the basis of the results of the cognitive interviews con-
tributed to the refinement of the questionnaire, enhanc-
ing its comprehensibility and ensuring that it accurately 
captured the respondents’ perceptions and experiences 
[45].

Pilot testing results indicated good internal consis-
tency, with minor floor effects noted in specific phases. 
The absence of ceiling effects suggests that the question-
naire is capable of capturing a wide range of responses, 
making it a sensitive tool for assessing the nuances of HP 
activities in schools. This sensitivity is particularly impor-
tant in identifying areas where schools excel and where 
further improvements are needed. In turn, the high floor 
effect observed may indicate that schools perceive them-
selves as already implementing most of the listed health 
promotion activities, which demonstrates good cover-
age of relevant actions. However, it could also imply lim-
ited sensitivity of some items to detect variation in less 
active contexts, potentially masking differences between 
schools. The overall S-CVI of 0.89 indicates excellent 
content validity, consistent with recommended bench-
marks (≥ 0.80) and comparable instruments in school 
health promotion research. This supports the question-
naire’s relevance and completeness, while highlighting 
the need for future refinements to reduce ceiling effects 
and improve the tool’s ability to discriminate between 
varying levels of implementation.

Overall, the final version of the PromoACTIVA-CE 
questionnaire offers a robust tool for assessing HP activi-
ties in primary and secondary education settings. Its 
systematic development process, including validation 
procedures, ensures its validity and reliability for use in 
research and practice aimed at promoting health and 
well-being in schools. In such settings, professionals 
often adopt a predominantly biomedical perspective on 
HP. The questionnaire helps broaden this understanding 
by reframing HP as a holistic and integrative concept, 
which can reduce the perceived “stress” among teachers 

regarding their role in HP. By clarifying what HP entails, 
the tool may contribute to alleviating the sense of undue 
responsibility placed on teachers, fostering a more sup-
portive environment for sustainable HP practices. From a 
practical perspective, PromoACTIVA-CE can be admin-
istered either online or in paper format, offering flex-
ibility for different school contexts. The results can help 
schools identify which HP activities are well established 
and which require further development. They can also 
inform planning, support ongoing monitoring, and guide 
decision-making to strengthen health promotion prac-
tices in schools.

Subsequent research could investigate item redun-
dancy or develop a shorter version of the tool to enhance 
its usability. Nevertheless, it is important to acknowl-
edge that the PromoACTIVA-CE is founded on a forma-
tive construct, meaning that its items represent distinct 
dimensions of the construct. To assess the properties of 
such instruments accurately, formative models should be 
employed in the analysis. These models operate under the 
assumption that the items are uncorrelated and free from 
error. Consequently, measurement instruments of this 
type are not required to evaluate metric properties such 
as structural validity or internal consistency of scores 
[46, 47]. In addition, it is advisable to validate the instru-
ment’s properties with larger samples to ensure that the 
validation process is appropriate for formative models, 
including assessments of convergent validity, indicator 
collinearity, and the statistical significance and relevance 
of indicator weights [48]. Finally, further research could 
explore the questionnaire’s sensitivity to changes over 
time and its effectiveness in guiding HP interventions in 
diverse school contexts.

Limitations
While the PromoACTIVA-CE questionnaire provides 
a robust tool for assessing HP activities in primary 
and secondary education, several limitations must be 

Table 7  Sociodemographic characteristics of the participants in pilot testing
Variable N % Mean SD*
Age 44.8 8.72
Gender (female) 25 69.44
Level of education
University (degree)
University (master)

24
12

66.66
33.33

Professional background (teaching) 36 100
Total years of work experience 16.11 8.05
Years working at the school 8.36 8.14
Level of education taught at the school
Primary
Secondary

28
8

77.78
22.22

Currently in a managerial role 8 22.22
Specific training in HP 12 33.33
*SD Standard deviation
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acknowledged. First, although the questionnaire was 
designed to align with international standards, the scope 
of the study was limited to the Spanish educational con-
text, which may affect the generalizability of the findings 
to other countries or regions with different cultural, edu-
cational, and HP practices. Second, although the docu-
mentary search process followed key steps of a systematic 

literature review—such as independent database searches 
by multiple researchers—no formal PRISMA flowchart 
was produced. This was due to the distributed nature of 
the searches across different research pairs and the fact 
that no formal exclusion process was systematically doc-
umented, as some sources were set aside due to data satu-
ration or target population mismatch rather than explicit 

Table 8  Description of responses, floor and ceiling effect
Item N Min. Max. Mean SD % in response options 1–2 % in response options 4–5
1 26 1 5 3.04 1.31 46.2 38.5
2 28 1 5 2.86 1.24 32.1 33.4
3 30 1 4 2.23 1.01 70 13.3
4 29 1 4 2.24 0.87 62.1 6.9
5 28 1 5 2.46 1.00 57.1 12.1
6 28 1 5 2.79 1.17 42.9 28.5
7 25 1 4 2.28 0.98 60 12
Phase 1 30 1.00 4.00 2.51 0.91
8 30 1 5 2.63 1.03 46.7 20
9 28 1 4 2.25 0.97 60.7 10.7
10 29 1 4 2.62 0.98 44.8 20.7
Phase 2 31 1.00 4.00 2.50 0.87
11 28 1 5 2.25 1.17 57.1 14.3
12 29 1 5 2.41 0.98 62.1 13.7
Phase 3 30 1.00 5.00 2.28 1.00
13 31 1 5 2.71 1.01 45.2 22.6
14 31 1 5 2.68 1.05 51.6 25.8
15 29 1 5 2.66 0.94 48.3 17.2
16 31 1 5 2.77 1.06 32.3 22.6
17 31 1 5 2.94 1.00 29 29
18 30 1 5 2.63 1.07 50 23.3
Phase 4 32 1.00 4.83 2.70 0.87
19 28 1 5 2.39 0.99 50 7.2
20 29 1 4 2.21 0.82 62.1 3.4
21 30 1 4 2.07 0.91 70 6.7
22 28 1 5 2.14 1.04 64.3 7.2
23 28 1 4 2.21 1.03 57.1 10.7
24 29 1 5 2.79 1.15 48.3 31
25 29 1 5 2.34 1.14 69 17.2
26 27 1 5 2.15 1.10 66.7 11.1
Phase 5 30 1.00 4.25 2.27 0.86
27 30 1 5 2.60 1.07 46.7 20
28 30 1 5 2.63 1.07 43.3 20
29 27 1 5 2.30 1.07 59.3 11.1
Phase 6 30 1.00 5.00 2.52 0.88
30 27 1 5 2.33 1.21 59.3 14.8
31 27 1 5 2.26 1.06 70.4 14.8
32 28 1 4 2.18 0.94 67.9 10.7
Phase 7 30 1.00 4.33 2.29 0.97
33 31 1 5 3.06 1.06 32.3 29
34 30 2 5 3.43 0.94 20 53.3
35 32 1 5 3.19 1.12 25 43.8
36 28 1 5 2.79 0.96 39.3 21.4
37 27 1 4 2.67 0.92 40.7 18.5
Phase 8 32 1.00 4.60 3.02 0.90
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Fig. 2  Percentage distribution of response categories by item
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exclusion criteria. Third, it is important to acknowledge 
that the expert panel for the content validity assessment 
was composed exclusively of women. While this reflects 
the gender distribution in nursing (approximately 85% 
female in Spain) and teaching (around 70% female in pri-
mary and secondary education), it may nonetheless have 
introduced a degree of gender bias in how items were 
evaluated and refined. Furthermore, although content 
validation represents a critical first phase in instrument 
development, it does not provide evidence of how the 
scale performs empirically when administered to larger or 
more diverse populations. Future research should there-
fore undertake comprehensive psychometric evaluation, 
including assessments of construct validity (e.g., factor 
structure), criterion-related validity, internal consistency 
reliability, and test–retest reliability to examine tempo-
ral stability. Fourth, while the pilot test provided valuable 
insights into the questionnaire’s reliability, the sample 
size was relatively small (n = 33); furthermore, we did not 
record completion times or ask participants about any dif-
ficulties during the pilot phase, which limited our ability to 
describe the tool’s practical use. Fifth, there is a possibility 
of response bias, as participants may have reported higher 
levels of HP activity due to aspects such as social desir-
ability. Future studies should consider strategies to mini-
mize these biases and test the tool’s applicability in diverse 
contexts. Finally, the instrument’s focus on the current 
state of HP activities may limit its sensitivity to capturing 
changes over time. Future studies should explore the lon-
gitudinal use of the PromoACTIVA-CE questionnaire to 
assess its ability to monitor progress and identify trends in 
health promotion activities within schools.

Conclusions
In summary, the PromoACTIVA-CE offers a carefully 
developed tool for assessing HP activities in primary and 
secondary schools. Its formative design means that each 
item adds distinct value to understanding school HP as a 
whole, which makes internal consistency less relevant but 
highlights the importance of content validity. We hope that 
this instrument can help schools reflect on their strengths 
and areas for improvement, and potentially inform practi-
cal decisions and educational policies to support sustain-
able, evidence-based HP. Further research is needed to 
explore its use in different contexts and to monitor how it 
can contribute to strengthening school HP over time.
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