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Abstract	  

Senior secondary Health Education in Aotearoa New Zealand is somewhat of a curiosity: 

Often misunderstood and certainly under-researched. The school subject is uniquely placed 

internationally; one which can contribute to the national school qualification and one 

which shares equal status with any other subject in The New Zealand Curriculum at the 

senior secondary level.  

 

The purpose of my inquiry was to investigate how learning in senior secondary Health 

Education in Aotearoa New Zealand might contribute to our twenty-first century world. 

Embracing Barad’s intra-action and Braidotti’s affirmative ethics, I engaged with 

posthuman and feminist new materialist theoretical underpinnings. I produced data by 

conducting in-depth interviews with 25 people who had studied the subject to the final 

level of schooling in Aotearoa New Zealand. I analysed the data post-qualitatively; with a 

bricoleur approach which encompassed diffractive, narrative, and assemblage-focused 

analytics as I thought with theory to encounter the unexpected, the puzzling, that which 

can often be obscured from view, and that made me wonder. 

 

I discovered a wide range of insights into senior secondary Health Education, 

encompassing structural issues facing the subject, materialities of the Health Education 

environment, pedagogical arrangements used in the subject, and learning outcomes 

experienced by students of the subject. I connected the findings to the field of critical 

health literacy and the Organization for Economic Cooperation and Development’s 

(OECD’s) global competence capabilities needed for people to thrive in a rapidly 

changing, globalised, and culturally diverse twenty-first century world.  

 

My inquiry sheds light upon new, previously obscured insights into Health Education, 

enabling both me and my readers to open the drawers of the Health Education cabinet, 

look inside, and see something new, unexpected, curious, and wonderful. As a result, I 

hope to plant the seed to enable scholars and practitioners across the fields of health and 

education to embrace new ways of thinking about what Health Education in school settings 

can do, as well as what Health Education can become, if it is given the opportunity to 

flourish.  
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Prologue	  

 

The past matters and so does the future, but the past is never left behind, never 

finished once and for all, and the future is not what will come to be in an 

unfolding of the present moment; rather the past and the future are enfolded 

participants in matter’s iterative becoming (Barad, 2007, p.181). 

 

 

The past matters… I entered into the workforce as a secondary school teacher in 2002, 

with Health Education my major teaching subject. Prior to studying to be a teacher, I 

completed the postgraduate Diploma in Public Health qualification. This afforded me the 

background knowledge needed to enter into and navigate successfully ‘the new world’ of 

senior secondary Health Education, at a time where most teachers of the subject did not 

have a formal university qualification relating to health. I taught in my first school for six 

years, and at the same time had opportunities to develop resources for teachers via a 

Ministry of Education contract to support planning, pedagogy, and the National Certificate 

in Educational Achievement (NCEA) assessment in year 12 and 13 Health Education, as 

well as become involved in a range of national examination setting, marking, and 

moderation contracts for the New Zealand Qualifications Authority (NZQA). This led me 

to be employed by NZQA as the national moderator for Health Education from 2008-2010. 

I returned to teaching Health Education for a year in 2011, before taking on a five-year role 

as national coordinator for Health and Physical Education in a Ministry of Education-

funded professional learning and development contract. Over the years, I have represented 

Health Education on a number of working parties and consultation groups and I have been 

involved in Achievement Standards review, teaching resource development and review, 

and internal assessment and examination writing. For the past four years I have been the 

chairperson of the New Zealand Health Education Association (NZHEA). As part of this 

role I embrace opportunities to advocate for quality Health Education in New Zealand 

schools - and support teachers of the subject - in health, education, and political settings. 

My career has been shaped by some fortuitous opportunities, particularly developing 

relationships with a range of people who have then provided me with chances to grow as a 

professional and as a person. The timing of my entry into teaching was also fortuitous, 

coinciding with the first years of the NCEA, at a time when subject expertise in the 



 xiii 

concepts and content comprising senior secondary NCEA Health Education was limited. 

Some of the highlights of my working life have been the ability to engage adolescents in 

discussions and exploration of some of the social and health issues that shape my and their 

worlds. I enjoyed challenging their preconceptions and, with other class members, helping 

to open up their minds and hearts to new possibilities about ways of thinking and 

becoming. I have also enjoyed seeing students achieve to high levels both at school and 

afterwards. Likewise in my roles working with teachers, I have enjoyed exploring new 

perspectives and possibilities, and my work with Home Economics teachers in particular 

has been a highlight for me. This culminated in researching their views and hopes for the 

future of the subject in my Master of Education thesis. In my research, several teachers 

raised examples of valuable learning that ex-students had reported back to them. This 

made me realise that, although I enjoyed capturing teachers’ views, what I would really 

like to do next was to explore students’ perspectives about Health Education in Aotearoa.  

 

The past is never left behind… More than solely an account of my research, this thesis is 

documentation of my becoming-researcher. “Becoming is the movement through a unique 

event (undertaking a PhD) that produces experimentation and change” (Jackson & Mazzei, 

2012, p. 87). After emerging from my Master’s research unscathed and not feeling as 

though I had pushed the boundaries, I was interested from the outset of my PhD study to 

dig a lot deeper and pursue a few crazy creative ideas. I also wanted to see where 

experimenting with what is possible could take me in creating something new for an area 

in which my life is entangled. The thesis is therefore also a celebration of my entanglement 

within the world of Health Education, and the opening of drawers to see what can be found 

in the cabinet of curiosities (which I explain at the beginning of Curiosity 3).  

 

The future - enfolded with the past and the present - matters… So let us see where writing 

and/or reading this thesis takes me and/or you, the reader - what unexpected marvels do we 

find when we open the drawers? First though, we explore why my inquiry matters.  
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Curiosity	  1:	  Why,	  my	  inquiry	  matters	  

	  

I think more about personal and social determinants that may affect hauora 

[wellbeing]. For me health has opened up a new world of understanding, 

decision making, judgement and has influenced my attitude immensely. I 

learnt how to analyse and critically think (Year 12 student in Tasker, 2006, p. 

5). 

	  

Introduction	  

In this chapter (from hereon in described as a ‘curiosity’) I set the scene for my thesis 

inquiry. I explain the purpose and scope of the study and explain my interest in inquiring 

in the area of senior secondary Health Education. I justify why my inquiry matters and I 

outline how the thesis is structured.   

 

 

Setting	  the	  scene	  

Health Education, one of three subjects in the Health and Physical Education learning 

area (HPE) of The New Zealand Curriculum (Ministry of Education, 2007), has existed as 

a formally assessed senior secondary school subject in Aotearoa1 New Zealand since the 

National Certificate of Educational Achievement (NCEA) began in 20022. The quotation 

above sets the scene for my inquiry. In 2006, Gillian Tasker described the results of a 

survey of students from the first cohort of Level 2 and Level 3 NCEA Health Education 

(Tasker, 2006). The survey yielded insightful reflections about students’ experienced 

learning outcomes gained through studying the fledgling subject. A little over a decade 

later, NCEA Health Education is integral to the New Zealand secondary schooling 

                                                
1 Aotearoa is the Māori name for New Zealand, popularly translated as “long white cloud”. I use Aotearoa 
and New Zealand interchangeably across the thesis. 
2 See Appendix A for the current Matrix of Health Education Achievement Standards assessed by the 
NCEA and an annotated Achievement Standard that illustrates some of the content assessed at Level 3.  
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landscape, yet misunderstandings about the purpose and content of Health Education in 

New Zealand schools persist (Fitzpatrick, 2014; Robertson, 2015). Although Health 

Education can contribute to formal, national school qualifications in New Zealand 

(including University Entrance), the academic nature of the subject is not always valued 

(Fitzpatrick, 2011; Sinkinson & Burrows, 2011; Weir, 2009). Moreover, the involvement 

of both the health and the education sectors in shaping the subject historically and 

contemporaneously has added to on-going confusion about the valued outcomes of 

Health Education (Robertson & Dixon, 2017). This has been amplified in recent times 

with the widespread use of school-based Health Education as a site for attempting to 

address a wide range of societal health concerns (Atkins, 2015; Fitzpatrick & Tinning, 

2014; Leahy, Burrows, McCuaig, Wright & Penney, 2016).     

 

 

Purpose	  and	  scope	  of	  the	  inquiry	  

The purpose of my inquiry is to investigate how learning in senior secondary Health 

Education in Aotearoa New Zealand might contribute to our twenty-first century world. I 

produce data through in-depth interviewing, and analyse data post-qualitatively (Lather & 

St Pierre, 2013). I explore learning outcomes of the subject in senior secondary 

schooling, connections between these and (critical) health literacy, and to ideas relating to 

capabilities needed for people to thrive in a rapidly changing, globalised, and culturally 

diverse twenty-first century world (OECD, 2019; Ramos & Schleicher, 2016). By 

undertaking this inquiry, I aim to fill an existing research gap to enable scholars and 

practitioners across the fields of health and education to “reconsider the promises and 

possibilities of Health Education in contemporary schooling” (Leahy et al., 2016, p. 2).  

 

I explore the possibilities of Health Education by interviewing people who completed 

year 13 (NCEA Level 3) Health Education in Aotearoa, for two reasons. First, this is the 

final year of schooling, thus the subject is involved in a school exit and University 

Entrance qualification and for some students is the culmination of thirteen years of 

learning experiences in the subject. Second, the conceptual shift from individual to 

collective notions of health and wellbeing and the ensuing prominence of concepts such 

as determinants of health, social justice, and health promotion is most marked at this level 

(Robertson, 2015; Tasker, 2006). Because of this, I surmise that my inquiry has the 
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potential to provide a point of difference from recent New Zealand and international 

literature on school-based Health Education that has found the subject saturated with 

individualistic and risk-based discourses (for example Atkins, 2015; Leahy, 2012), which 

presumably do little to empower young people to be critically health literate twenty-first 

century citizens.  

  

 

Explaining	  my	  interest	  

My interest in conducting this inquiry began in late 2016 when a group of teachers 

emailed me to enquire as to why their local polytechnic3 did not recognise Health 

Education as a prerequisite or recommended subject for the Bachelor of Nursing. Sensing 

an advocacy opportunity, I asked several Health Education teachers for student voice 

from ex-students who were by then studying at tertiary level for health-related degrees. 

The responses to my request provided rich feedback about the value of having studied 

Health Education to year 13 at school. For example: “Health Education provided me with 

a strong foundation to understand and critically analyse health issues from a socio-

cultural perspective.”… “It gave me my passion for health and my motivation to make a 

difference in today’s society” … “Not only did I learn an immense amount about health 

promotion and strategies to overcome social and economic issues, I gained the skills 

required to be selfless” (S. Hunt4, personal communication, October 2016). Given that 

Health Education curriculum time can be seen as a vehicle for a wide range of health-

related interventions, that risk and healthism discourses often permeate Health Education 

programmes and teaching practices, and that the subject suffers from low status and 

misunderstandings about its purpose and outcomes, I decided to investigate the 

experienced learning outcomes of Health Education by asking past students of the subject 

what can Health Education do in our twenty-first century world? 

	  

	  

                                                
3In Aotearoa, a polytechnic is a tertiary institution that offers qualifications at degree level or below in 
technical, vocational and professional education. See: http://www.nzqa.govt.nz/providers-partners/about-
education-organisations/  
4 Shelley Hunt is the Head of Faculty HPE at Gisborne Girls’ High School, Gisborne, New Zealand.	  	  	  
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Why	  does	  my	  inquiry	  matter?	  

My inquiry has relevance to health and education, New Zealand and international readers, 

and has the potential to inform both theory and practice in relation to the purposes and 

affects of Health Education, its contribution to critically health literate and global twenty-

first century citizens, and how Health Education can be enacted in senior secondary 

school spaces. There are numerous reasons why this inquiry will add value to scholarship 

that exists in the area of Health Education.  

 

First, a paucity of research literature exists on senior secondary school Health Education 

locally and internationally. Senior secondary Health Education in Aotearoa is unique, 

particularly in relation to NCEA assessment, therefore my inquiry will have interesting 

insights for an international as well as a national readership. Despite the intent of HPE in 

The New Zealand Curriculum (Ministry of Education, 2007) aligning to the democratic 

paradigm for Health Education (Jensen, 1997), the neoliberal5 climate within which 

curricula are shaped and enacted in many countries including New Zealand and Australia 

may undermine the socio-critical intent of the Health (and Physical) Education 

curriculum (Culpan & Bruce, 2007). Indeed, this has been recently documented in 

Denmark, where - despite national policy guidelines advocating a democratic approach to 

school-based Health Education - conservatism and neoliberalism act as barriers to the 

democratic paradigm being enacted (Danielsen, Bruselius-Jensen & Laitsch, 2017). My 

inquiry therefore provides an opportunity to explore what Health Education can do when 

cast against a neoliberal backdrop, and has the potential to help inform the reimagining of 

Health Education (Leahy et al., 2016), challenge misconceptions and assumptions, and 

allow the deconstruction and (hopefully a more affirmative) reconstruction of hegemonic 

discourses about school-based Health Education.  

 

Second, findings from the inquiry will likely shine some light upon the extent to which a 

socio-critical approach to Health Education has been realised in New Zealand classrooms 

in keeping with the intent of The New Zealand Curriculum (Ministry of Education, 2007). 

Numerous researchers have in recent times advocated for a critical approach to teaching 

                                                
5Neoliberalism is a market-driven political ideology (Culpan & Bruce, 2007) that privileges individual 
freedom over excessive intervention of government into people’s lives (Lupton, 1999). Under neoliberalism 
it is the responsibility of the individual to make sound personal choices for the effective and efficient 
functioning of society (Macdonald, 2011).    
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and learning in Health Education (for example Fitzpatrick & Tinning, 2014; Leahy et. al., 

2016; Martinson & Elia, 2018; Wright, O’Flynn & Welch, 2018). Given the socio-critical 

nature of intended Health Education learning in senior secondary courses in Aotearoa, my 

inquiry is likely to provide illuminations in this area.      

 

Third, student voice is missing on experiences of, and learning outcomes from, senior 

secondary Health Education (apart from Tasker, 2006). New Zealand educational 

literature recognises the importance of student perspectives on learning (for example 

Alton-Lee, 2003) but this voice is often missing when Health Education lessons are 

planned and delivered on the basis of presumed learning (or health?) needs (see for 

example Begoray, Wharf-Higgins & MacDonald, 2009; Leahy et al., 2016; Scratchley, 

2004).   

 

Fourth, of relevance to the health sector is the recognition that adolescence, a key 

developmental stage of life, has been neglected in research into the social determinants of 

health and impacts of these determinants (which include education) in the lives of 

adolescents for later health outcomes (Viner, Ozer, Denny, Marmot, Resnick, Fatusi & 

Currie, 2012). It is reasonable to assume that learning outcomes of Health Education in 

secondary school have the potential to foster the development of (critical) health literacy 

(for example Ryan, Rossi, lisahunter, Macdonald & McCuaig, 2012; St Leger, 2001). 

Indeed, McCuaig, Coore and Hay (2012) asserted that the concept of health literacy has 

the potential to ‘bridge the gap’ between the expectations of the education and health 

sectors for school-based Health Education. Furthermore, Bay, Hipkins, Siddiqi, Huque, 

Dixon, Shirley, Tairea, Yaqona, Mason-Jones and Vickers (2016) asserted that greater 

co-operation is needed between education and health when schools are used as sites for 

health interventions, especially in relation to measurement of impact. My inquiry has the 

potential to provide both sectors with insights in order to be able to learn from each other. 

 

Fifth, in relation to the diversity that exists in Aotearoa, Fitzpatrick (2011) acknowledged 

that NCEA Health Education (along with Physical Education) disproportionately attracts 

priority learners6 (she was specifically referring to Māori and Pasifika young people) and 

                                                
6 Priority learners are defined by the Education Review Office (2012, p.4) as “groups of students who have 
been identified as historically not experiencing success in the New Zealand schooling system. These 
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therefore has the potential to address inequitable outcomes in education that currently 

exist for them. Many of these priority learners are also disproportionally represented by 

the burden of disease in New Zealand. According to the Ministry of Health, people living 

in socio-economically deprived areas and Māori and Pacific people have higher levels of 

physical, mental and social health risks as well as higher levels of unmet health needs 

(Ministry of Health, 2016). The findings of my inquiry may therefore provide insights for 

the future health and educative needs of these groups in New Zealand. This aspect of the 

inquiry is significant in the context of the United Nations Convention on the Rights of the 

Child (UNCRC) and the Treaty of Waitangi. In relation to UNCRC, Articles 28 and 29 

refer to the right to equal opportunity in education and respect for cultural identity, 

language, and values (United Nations, 1989). Similarly, the Treaty of Waitangi underpins 

Ka Hikitia, the Māori education strategy in Aotearoa (Ministry of Education, 2013), 

which provides a framework for educators to enable Māori youth to achieve success as 

Māori, and provides impetus to accelerate education outcomes for Māori. In terms of 

health, the Treaty of Waitangi provides the imperative to increase health equity and 

Māori autonomy over the determinants impacting on their wellbeing (Health Promotion 

Forum of New Zealand, n.d.).    

 

Sixth, I contend that past research in the area of school-based Health Education has had a 

tradition of  - and indeed has left a legacy of - sometimes damaging critique without 

offering possibilities for a way forward; for Health Education to be conceived and 

perceived in different, more productive ways; to enable creative reimagining of Health 

Education and what it can do - but at the same time offering this in a way that is 

accessible to a wide audience. The nature of critique to leave Health Education in a 

precarious position was highlighted by Allen (2018) in the context of sexuality education 

when she asked “how far has critiquing the inadequacies of sexuality education actually 

delivered us?” (p. 3, emphasis in original). Critique as a dominant form of inquiry has 

been explored in Health Education by Fernández-Balboa (2017) who argues that school-

based Health Education continues to be dominated by un-critical practice in part due to: 

the incapacity of the critical HPE scholarship, carried out mostly in academic 

contexts, to translate and interpenetrate the daily realities of schools, and, 

                                                                                                                                            
include many Māori and Pacific learners, those from low socio-economic backgrounds, and students with 
special education needs.”  
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similarly, to connect with the political, economic and institutional realities of key 

stakeholders in policy spaces (p. 659). 

Critique has also been - for want of a better word - critiqued in social science inquiry 

more broadly (Latour, 2004) including Karen Barad’s contention that critique can be a 

deconstructive, negative, and dismissive practice (Barad in Dolphijn & van der Tuin, 

2012). Following Allen (2018) a question that has continuously swirled around me (and 

continues to do so as I put the finishing touches on my work) is so, how far has critiquing 

Health Education curricula and teaching and learning practices got us? This question 

led me to ask different questions of Health Education - different to what I originally set 

out to answer, and also different to those in which many previous inquiries have asked. In 

turn, this leads to my final reason why my inquiry matters.   

 

Finally, the conceptual framing of my inquiry and experimental nature of the data 

analysis will add what is hopefully a valuable contribution to the literature that exists in 

the area of posthuman, new materialist, and post-qualitative inquiry. Research in this 

conceptual terrain compels an assortment of conceptual and analytical methods; and 

precludes a recipe-book approach (Allen, 2019). However, my inquiry may illuminate 

others’ ideas for future explorations, or highlight for them the possibilities and pitfalls of 

working with posthuman, new materialist, and/or post-qualitative inquiry. Challenging 

and pushing me to dig deeper more than any other aspect of my inquiry, I hope that my 

bricolage approach to this work - in which I draw inspiration from a range of theoretical 

and methodological tools which I have come across - serves to enrich my inquiry, gifts 

me the chance to ask different questions of my data and of Health Education, and 

ultimately enables a different way of thinking about Health Education and what it can do.   
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The	  structure	  of	  the	  thesis	  

In this introductory curiosity I have set the scene for my inquiry and explained its 

purpose. I have explained how my interest in the inquiry was sparked and why my 

inquiry might matter for a wide range of readers. Finally, I outline the structure of the 

thesis below. How you might approach reading this thesis will depend on your area of 

interest. You may wish to ‘dip in and out of’ curiosities individually. With this in mind, I 

have attempted to write each curiosity in a way in which it connects to the whole work, 

but equally can be read as a stand-alone piece. Jackson and Mazzei (2012) describe each 

chapter in their book as “a new opening, a new space, but not disconnected from other 

(chapters)” (p. 7), a sentiment that I aim to achieve in this thesis.  

 

Curiosity 2: What gives Health Education its shape and status?  

Here, I provide background to the research by explaining how Health Education ‘shapes 

up’ internationally and in New Zealand. After introducing how the subject is positioned 

in New Zealand and internationally, I review research that has been conducted in the area 

of Health Education. I then explain historical, recent, and contemporary curricula 

understandings of Health Education in Aotearoa, and go on to explore the development 

and implementation of the NCEA, with particular emphasis on the opportunities and 

challenges that arose for Health Education in the early years of the NCEA.  

 

Curiosity 3: A theoretical bricolage  

I begin by explaining my use of the cabinet of curiosities as an over-arching metaphor for 

the thesis and for Health Education itself. I then explain what it means to take a bricolage 

approach to research, before I discuss the posthuman and new materialist theoretical 

perspectives that underpin the research, as well as their connection to post-structuralism 

as they relate to my inquiry. I also introduce global competence - the twenty-first century 

(educational) theoretical framework that I use in my inquiry - as it connects to Health 

Education and critical health literacy.  
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Curiosity 4: Methodology  

This curiosity is organised into methodology, methods, and methodological issues. In the 

methodology section I discuss the agential realist paradigm (Barad, 1996, 2003, 2007) 

within which the inquiry is positioned, the research questions, my entanglement with the 

inquiry, and finally how these aspects - in combination with the theoretical underpinnings 

outlined in Curiosity 3 - inform the design of my inquiry. In the methods section I 

describe the participants, the approach to data collection (production), and my post-

qualitative approach to analysis. I conclude with a discussion of methodological issues 

that arose during the inquiry.      

 

Curiosity 5: Systemic issues facing Health Education in Aotearoa  

In my first findings and analysis curiosity, I explore the following research question: 

what impacts students’ experiences of Health Education? I discuss a range of ideas that 

are at once important and unresolved for secondary school-based Health Education in 

Aotearoa and pose these as three wonderings that sparked my curiosity when reading my 

data in a diffractive style; wonderings which connect to the cultural and political forces at 

play in New Zealand that collide with Health Education to impact upon students’ 

experiences of the subject: Variation in access to quality Health Education learning, 

Health Education teachers’ traits, and (lack of) promotion of the subject.   

 

Curiosity 6: Telling stories that (make matter) matter   

Here, I embark upon narrative analysis and present two narratives drawn from my 

reading of the participants’ interviews with the analytical (and research) question: how do 

participants intra-act with the materiality of their Health Education world in ways that 

produce different becomings? My two narratives are crafted in the style of poetry and a 

short story, and (respectively) explore materiality as connected to the Health Education 

classroom environment, and the structure and implementation of the NCEA in Health 

Education.  

 

Curiosity 7: (Arranging) the teaching and learning assemblage   

In this curiosity I again put to work the narrative analysis approach that I used in the 

preceding one, this time by presenting one narrative in the style of a textbook extract 

compiled from my reading of the participants’ interviews to explore the pedagogical 

(teachers’ practice) angle to my research question: what constitutes the Health Education 
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assemblage, how does it work, and what does it do? The pedagogical assemblage that I 

compiled through narrative analysis traverses the shifting roles of teacher-student, the 

tone of teachers’ teaching practice, and the participation of a wide range of human and 

non-human resources to support learning in Health Education.   

  

Curiosity 8: What can Health Education do?  

Here, I again work with the assemblage, to explore the learning outcomes angle to the 

research question: what constitutes the Health Education assemblage, how does it work 

and what does it do? Again, being experimental with my approach to analysis, I hone in 

on data from three participants, and construct and analyse assemblages of learning 

outcomes for each, including micropolitics, and the capacities produced - what Health 

Education can do. I then bring the analyses of the three assemblages together by enacting 

a diffractive movement: making comparisons between the assemblages, and connecting 

the findings to those of other researchers.  

 

Curiosity 9: What in the world to do with it all?  

My discussion curiosity, in which I pull together the threads of my inquiry, is separated 

into three sections. First, I discuss my findings in relation to my overarching research 

question. I follow this with a discussion of the contribution my inquiry makes across 

divergent areas. Finally, I pose a number of questions that, as a result of my inquiry, I am 

curious about; questions that might similarly spark curiosity (for a range of people) in the 

field of school-based Health Education.   

 

Curiosity 10: What does Health Education want?  

In my final curiosity, I draw inspiration from the Health Education heterotopias 

developed by Leahy et al. (2016) in their book School Health Education in Changing 

Times. This coda to the thesis is the presentation of a heterotopia written in the voice of 

Health Education to convey its desires for the future - filtered through my and my 

participants’ thoughts and words.  
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Curiosity	  2:	  What	  gives	  Health	  Education	  its	  shape	  and	  status?	  

 

He oranga ngākau, he pikinga waiora. Positive feelings in your heart will 

enhance your sense of self-worth. (Ministry of Education, 1999, p. 4).  

 

If you get [Excellence7] for health education does that mean you are healthy? 

(Leahy et al., 2016, p. 99).   

 

 

Introduction	  

In this curiosity I provide background to my inquiry by explaining the positioning of 

school-based Health Education internationally and in New Zealand. The curiosity is 

separated into four sections. First, I briefly explain where Health Education ‘fits’ into 

curricula across the world. Second, I review research that has been conducted in the area 

of Health Education. Next, I give some historical context of Health Education curricula in 

New Zealand and discuss contemporary curricula understandings of Health Education in 

the country. Finally, I explain the development and implementation of the National 

Certificate in Educational Achievement (NCEA), particularly in relation to Health 

Education.  

 

 

Where	  does	  school-‐based	  Health	  Education	  fit?	  

Health Education is conceptualised, positioned in the curriculum, and taught divergently 

across international contexts (Leahy et al., 2016). In New Zealand, Health Education is 

combined with Physical Education and Home Economics into one of eight learning areas 

in The New Zealand Curriculum (Ministry of Education, 2007). The learning area is titled 

Health and Physical Education. In The New Zealand Curriculum (Ministry of Education, 

2007) learning experiences in all learning areas are mandatory until the end of year 10. In 

                                                
7 In the NCEA qualification in New Zealand, credits for Achievement Standards are awarded at three 
levels: Achieved, Merit and Excellence, the latter being the highest level of achievement.   
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the final three years of schooling (years 11, 12, and 13) learning is assessed by the 

national qualification NCEA, and all subjects are optional (however most schools require 

students to continue English and Mathematics until the end of year 12, and some also 

require students to continue Science until the end of year 11).  

 

Internationally, in terms of senior secondary Health Education, few Health Education 

courses exist that are assessed for formal schooling qualifications. Several countries or 

territories have aspects of Health Education incorporated into senior secondary Physical 

Education courses (for example British Columbia8) or may require students to gain a 

small amount of credits in the subject in order to graduate (for example, Ontario9 and 

Finland10). In the United Kingdom, Health Education is taught within the subject of 

Personal, Social, Health and Economic (PSHE) Education, until very recently a non-

statutory subject (Kilgour, Matthews, Christian & Shire, 2015). From 2020, it will be 

compulsory for all schools to teach the health and relationships aspects of PSHE 

education (PSHE Association, 2018), moving the subject into an exciting space for future 

growth. In the USA, eight national Health Education standards provide a framework for 

Health Education across all levels of schooling (U.S. Department of Health & Human 

Services, n.d.) but there is no legally enforced national curriculum or examinations in the 

country as curricula are set by local school districts, as guided by state-by-state 

frameworks (U.S. Department of Education, n.d.), which means there is considerable 

variation between states as to the alignment between a state’s Health Education standards 

and the national standards. While some Australian states have formal qualifications in 

Health Education (for example Queensland and Victoria), the subject was not included in 

achievement standards developed for the senior secondary level in the new Australian 

curriculum for Health and Physical Education (ACARA, n.d.a). The Victorian Certificate 

of Education’s Health and Human Development course and Queensland Certificate of 

Education’s Senior Health syllabus bear a number of similarities with content and 

concepts covered in NCEA Health Education in New Zealand. For example, concepts 

underpinning the courses include a strengths-based approach to wellbeing, the influence 

of determinants of health, and social equity and justice (VCAA, 2017), and a strong 

framing in health promotion and inquiry (QCAA, 2019). As in the NCEA, the Victorian 

                                                
8 https://curriculum.gov.bc.ca/curriculum/10-12#phe  
9 http://www.edu.gov.on.ca/eng/curriculum/elementary/grade9to12hpe.pdf  
10https://www.oph.fi/sites/default/files/documents/finnish_education_in_a_nutshell.pdf  
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and Queensland courses comprise a combination of school-based (internal) and external 

assessment, with the latter two units in each course being 50% assessed externally. 

However, the duration of the four units across the final two years of schooling (each unit 

comprising approximately 50 hours of teaching, learning, and assessment (VCAA, 2017), 

or 55 hours (QCAA, 2019)) is not as long as a full programme of NCEA Health 

Education (in total 72 possible credits which would be approximately 720 hours of 

teaching and assessment11). This means that neither course is likely as in-depth as what is 

offered under the NCEA in New Zealand. The courses are also not as flexible as NCEA 

Health Education where there exists a matrix of Achievement Standards to select, many 

of which have open-ended contexts for teaching, learning, and assessment.  

 

The recent development of the Australian curriculum for Health and Physical Education 

has brought year 1-10 Health (and Physical) Education closer to how the subject is 

conceptualised in New Zealand (Alfrey & Brown, 2013). Both the Victorian and the 

Queensland courses above have been written to reflect the conceptual underpinnings of 

the Australian curriculum for Health and Physical Education. Five ‘big ideas’ underpin 

the new curriculum: a focus on educative purposes, a strengths-based approach, learning 

in, through and about movement, health literacy, and critical inquiry (McCuaig, 

Quennerstedt & Macdonald, 2013; Macdonald, 2014). As acknowledged by McCuaig et 

al. (2013), the implementation of a strengths-based approach to Health Education (based 

on Antonovsky’s (1979) salutogenic model) is likely to be a challenge, in the face of the 

dominance of individualistic and risk-based discourses in teacher practice (Leahy, 2012) 

and preservice teachers’ beliefs about the purpose of Health Education (Wright et al., 

2018). Given that this curriculum is in its infancy of implementation, and that different 

curricula also exist state-by-state, it is yet to be seen whether the potential of the 

strengths-based curriculum will be translated into practice and challenge the hegemonic 

healthism and risk discourses of Health Education that appear to be commonplace in 

schools.   

 

 

 

                                                
11 Based on 10 hours teaching and assessment time per credit. See: http://www.nzqa.govt.nz/assets/About-
us/Publications/Brochures/NCEA-Factsheet-1-July-2017-FINAL.pdf	  	  
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Reviewing	  the	  research:	  Promises	  and	  pitfalls	  of	  Health	  Education	  

As I noted in Curiosity 1 when justifying the need for my inquiry, few research studies 

have been undertaken, either in New Zealand or internationally, in the area of senior 

secondary Health Education. In this section I review the research that has been completed 

in this space. I acknowledge there exists a lot of scholarship around secondary school-

based Health Education, including from the perspective of health literacy development, 

which comprise more of a critique or explanation of curriculum status and developments 

than empirical studies. I weave the latter throughout the thesis, but do not focus on such 

scholarship in this section. I have separated the review of research into two main sections. 

First, I discuss research that is connected to discourses that saturate Health Education. 

Second, I explore research focusing on learning outcomes of Health Education.  

 

Discourses	  that	  saturate	  Health	  Education	  	  

In this section, I explore research relating to the promulgation of four discourses:  

1. Discourse of moral panic (risk) 

2. Discourse of individualism 

3. Discourse of the New Public Health 

4. Discourse of criticality.  

Primdahl, Reid and Simvoska (2018) identified two predominant discourses of Health 

Education: biomedical and socio-ecological. The four categories that I explore are 

connected to these two paradigms of Health Education; but following Primdahl et al. 

(2018), I acknowledge the heterogeneity that exists within identified discourses of Health 

Education. Many definitions of ‘discourse’ exist, and often the term is used without being 

defined (Jørgenson & Phillips, 2002). The two definitions below explain how I have 

come to understand the term:    

Discourses are ways of behaving, interacting, valuing, thinking, believing and even 

reading and writing, that are accepted as instantiations of particular identities by 

specific groups (Gee, 2011, p. 3).   

Discourses may be understood as bounded bodies of knowledge and associated 

practices… through discourses we perceive and understand the social, cultural and 

material worlds in which we move (Lupton, 1999, p. 15).   

Further, Foucault’s conceptualisation of discourse adds the dimension of power being 

omnipresent (Foucault, 1978). His work in this area has focused on understanding how 
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some discourses have become truths: “are said indefinitely, remain said, and are to be 

said again” (Foucault, 1981, p.57), while others have become marginalized or have failed 

to gain traction. This is congruent with Lupton’s assertion that discourses are dynamic 

and ever-changing - some dominate at certain times, but then give way for alternative 

discourses to rise into favour (Lupton, 1999).  

 

Discourse	  of	  moral	  panic. Moral panic discourses have shaped Health Education 

since the twentieth century, with pressure placed on schools to address the ‘social issues 

of the day’ (Weir, 2009). In New Zealand, for example, these have included concerns 

such as sexual promiscuity, the HIV/AIDS epidemic, alcohol and drug misuse, mental 

health concerns, and the currently pervasive obesity-related discourse. By positioning 

Health Education to operate in a deficit model of health (Sinkinson & Burrows, 2011) in 

order to seek to address these issues, a pedagogy of risk has shaped Health Education 

practice. This pedagogy positions young people ‘at risk’ and thus the tendency is towards 

moralistic Health Education (Jensen, 1997) where the teacher is seduced into using fear 

and scare tactics to educate young people about being healthy and making ‘good’ 

decisions. This is perhaps more markedly so when outside providers (or interest groups’ 

resources) are used as pedagogical devices (Atkins, 2015). Deana Leahy’s ethnographic 

study in three Australian secondary schools provided illuminations about how risk 

operated in Health Education (Leahy, 2012). She found teachers used risk to justify 

Health Education, and that they believed it was their job to provide young people with 

opportunities to learn about risk and develop skills to manage risk. Leahy referred to the 

use of ‘expert risk knowledges’ (Leahy, 2012), where teachers used statistics to help 

establish the case for risk, which were then sometimes combined with rich narratives to 

further press the point. In New Zealand, Sinkinson and Hughes (2008) surveyed 

preservice teachers about their experiences of secondary school Health Education. While 

they found students had experienced a range of topics, including some that represented 

holistic notions of health; sexuality and drug-related learning was reported as connecting 

to management of risk situations and rules about behaviour (Sinkinson & Hughes, 2008). 

This was particularly evidenced in the males’ responses, who perceived Health Education 

to be about facts and rules about healthy choices. Notably, over half of the participants 

had not studied Health Education as a senior secondary subject, which suggests an 

emphasis on risk-based discourses in junior secondary Health Education.  
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Discourse	  of	  individualism. Across time and spaces, school-based Health 

Education has been justified through reference to a duty to self and society for young 

people to take responsibility for their health-related behaviours (for example Colquhoun, 

1989; Jensen, 1997, Quennerstedt, Burrows & Maivorsdotter, 2010). This individualistic 

discourse reflects Crawford’s notion of healthism, put simply, individual responsibility 

for health (Crawford, 1980). Once again, this positions Health Education in the moralistic 

paradigm (Jensen, 1997) and is consistent with the tenets of neoliberalism as it places the 

blame and responsibility for health-related behaviours on individuals. The dominance of 

this discourse is interesting, given that Health Education curricula are explicit in their 

rejection of individualistic notions of health (Quennerstedt et al., 2010). Atkins’ recent 

ethnographic study in a New Zealand primary school concluded that a discourse of 

healthism, and biopower and biopedagogy modes of governmentality were dominant, 

with teachers, students, and parents focusing on simplistic, physical, and individualistic 

notions of wellness. However, it is important to note that her study was situated in the 

context of a classroom teaching programme relating to a health intervention that was 

trying to address the growing obesity rate (Atkins, 2015), thus the dominance of this 

discourse may have been expected. In an Australian study of preservice primary teachers, 

Welch (2013) explored how power and knowledge operate to privilege truths and 

practices. She found that participants bought into, rejected, or negotiated individualistic 

discourses of health and the body, but the majority of participants associated ‘health’ with 

physical aspects, predominantly diet and exercise. Welch asserted the need for a focus on 

educative outcomes of Health Education and the need for teachers to be mindful of the 

tensions between Health Education and health promotion when Health Education is used 

as a site to address health imperatives (Welch, 2013). 

 

 Discourse	  of	  the	  New	  Public	  Health.	  The emergence of the New Public Health 

signaled a shift in the health sector from a deficit approach to wellbeing towards a 

strengths and settings-based approach, where it was imperative to address the 

determinants of health and empower people to participate in collective health promotion 

action (Kickbusch, 2003). In Health Education, this presented an opportunity to shift 

from a moralistic to a democratic paradigm, where such features as holistic and collective 

notions of health, salutogenesis, and action competence dominate (Jensen, 1997). 

Peterson and Lupton (1996) describe the New Public Health as being “at its core a moral 

enterprise” (p. xii), but the manner in which the above notions of determinants of health 
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and collective health promotion action have been taken up in the senior secondary Health 

Education curriculum in New Zealand are not intended to be a ‘moral’ project. 

Colquhoun (1989) coined the term ‘emancipatory Health Education’ which aligned with 

the emergence of the New Public Health to provide an opportunity for Health Education 

to take on a political aspect by exploring the social, cultural, political, and economic 

determinants of health and considering social change in response to these. Indeed, these 

are features of the senior secondary Health Education curriculum in New Zealand and the 

recently developed Australian Curriculum for Health and Physical Education (ACARA, 

n.d.b). As acknowledged above, Quennerstedt et al. (2010) asserted that the existence of 

such curricula does not automatically mean their tenets are enacted. The one study that 

investigated students’ learning experiences in senior secondary health in New Zealand 

(Tasker, 2006) provided some insights into how the concepts of health promotion and 

determinants of health were understood by learners. Tasker concluded that students had 

largely been provided with learning opportunities connected to the intent of the 

curriculum. The teachers of those students, however, had been involved in an intensive 

professional learning and development project, therefore the teachers’ Health Education 

practice may not have been representative of the Health Education that was received by 

other students in New Zealand.  

 

Discourse	  of	  criticality. Researchers have long advocated for a critical approach 

to Health Education (for example Culpan & Bruce, 2007; Fitzpatrick, 2014; Leahy et al., 

2016; Macdonald, 2014; Sinkinson & Burrows, 2011; Tasker, 1996/1997), which aligns 

with Jensen’s democratic paradigm for Health Education (1997). Criticality in Health 

Education originates from critical theory and allows students opportunities to question 

assumptions, and power inequalities, and become empowered to take social action 

(Culpan & Bruce, 2007). Drawing upon understandings such as The New Public Health 

discourse of determinants of health and action competence, a critical (alternatively 

termed socio-critical or socio-ecological) approach to Health Education is a feature of 

Health Education curricula in New Zealand (Tasker, 2004) and in the recently developed 

Australian Curriculum for Health and Physical Education (ACARA, n.d.b; Macdonald, 

2014). However, the extent to which the socio-critical intent of these curricula is enacted 

in teachers’ practice is unclear, particularly in relation to the apparent dominance of the 

discourses discussed above. Moreover, the critical pedagogy that is needed by teachers to 

meaningfully enact this discourse can be challenging for teachers and for students 
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(Fitzpatrick, 2010; Fitzpatrick & Russell, 2015; Leahy et al., 2016). While critical 

practice in Health Education is advocated by scholars and in curricula, few examples of 

its enactment in classroom teaching practice exist, and below I discuss several examples 

from New Zealand.    

 

Fitzpatrick, in an ethnographic study in a New Zealand secondary school, discussed the 

critical pedagogy used by one teacher in the school in his year 12 Health Education class 

(Fitzpatrick, 2010). The teacher, Dan, exposed issues relating to power, equity and gender 

norms, and pushed the boundaries in his practice. Students in his class explored critical 

health-related issues and applied a critical lens to the world. However, Fitzpatrick 

concluded that this approach might have challenged other teachers and leaders in the 

school, illustrating the ‘messiness’ of being a critical pedagogue (Fitzpatrick, 2010). 

Fitzpatrick and Russell (2015) explicate a critical approach to teaching Health (and 

Physical) Education, with reflections drawn from Fitzpatrick’s aforementioned 

ethnography. Five elements of critical practice are delineated: building relationships, 

deconstructing power, playfulness, studying critical topics, and embodied criticality. The 

latter involved the way in which the teacher presents him/herself, and the extent to which 

s/he disrupts norms, challenges the status quo, and exposes issues of power in the 

teaching and learning environment. Thus, while Health Education curricula such as that 

in Aotearoa have a critical bent, there is more to ‘critical Health Education’ than teachers 

and learners applying a critical perspective to topics being studied. As Russell 

acknowledges (in Fitzpatrick & Russell, 2015) critical teaching practice is “difficult, 

messy, complex and ultimately emotional work” (p. 170). Building upon the 

abovementioned ethnographic methodology and the five elements of critical practice in 

Health Education teaching, Fitzpatrick and Allen (2019) contribute to the limited research 

in this area with an investigation in the senior secondary Health Education classrooms at 

two schools in New Zealand. They found evidence of critical practice commensurate with 

the elements identified as critical to Dan’s teaching practice. As in the earlier study, they 

concluded that being a critical teacher in Health Education is messy and challenging 

work; a task that involves traversing inconsistencies and contradictions for teacher and 

learners, and necessitates a willingness to relinquish notions of total teacher control over 

the direction that learning is to take. Fitzpatrick and Allen (2019) surmise that critical 

practices in Health Education may result from the subject being conceived as about 

health rather than for health, or as a discipline of study; which is certainly how it is 
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positioned when it is taught in New Zealand at the senior secondary level as part of the 

NCEA.  

 

Summary	  of	  discourses	  in	  research	  	  

The four discourses that I have explored above raise questions about which of these are 

dominant in Health Education practice in classrooms internationally and in New Zealand. 

Most research seems to suggest that discourses of risk and individualism dominate 

teaching practice and preservice teachers’ understanding of health and Health Education 

(for example Atkins, 2015; Leahy, 2012; Sinkinson & Hughes, 2008; Welch, 2013). 

However, research conducted in senior secondary Health Education classrooms in New 

Zealand appears to indicate the presence of the discourse of the New Public Health and 

the discourse of criticality (Fitzpatrick, 2010; Fitzpatrick & Russell, 2015; Fitzpatrick & 

Allen, 2019; Tasker, 2006). While the research from Fitzpatrick (2010), Fitzpatrick and 

Russell (2015), and Fitzpatrick and Allen (2019) found evidence of critical practice in the 

Health Education classroom, further research is needed in order to capture a 

contemporary perspective on the extent to which socio-critical discourses that are 

espoused in curricula are translated into learning outcomes for students. It would be 

interesting to explore the perspectives of preservice or practising teachers who have 

studied Health Education to the final year of schooling, as the research conducted in this 

area to date (for example Sinkinson & Hughes, 2008; Welch, 2013) was not undertaken 

with students who had studied Health Education to this level.    

 

Learning	  outcomes	  of	  Health	  Education	  	  

In this section of the review I analyse international and New Zealand research into the 

desired and experienced learning outcomes of Health Education. Internationally, recent 

research on the outcomes of school-based Health Education at secondary school level has 

focused on the extent to which learning in the subject develops health literacy, which 

implies a contemporary focus in this area for school-based Health Education.   

 

Begoray et al. (2009) investigated the extent to which the health component of a new 

curriculum in British Columbia, Canada contributed to health literacy outcomes in 14-15 

year old students from four schools. Focus groups were used to gather voice from the 

students about their experiences with, and outcomes for them of the programme. Students 
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were critical of the reliance on didactic, transmission-style pedagogies and lack of 

relevant teaching topics, which inhibited their ability to engage in the course. While 

students agreed that Health Education was important, it needed to be more closely 

connected to their lives and taught in more hands-on ways. Overall, the students did not 

believe that their Health Education learning contributed to the development of health 

literacy. As acknowledged by the authors, the study had a range of implications for the 

design and teaching of Health Education for this age group (Begoray et al., 2009). 

Interestingly, a similar finding regarding the lack of student learning outcomes emerged 

in a recent ethnographic study in Denmark, despite students’ involvement in a heuristic 

project designed to facilitate democratic Health Education (Danielsen et al., 2017). 

Although students were afforded more ownership in the learning process than in the 

Canadian programme, students’ interview responses included “I don’t feel we learned 

anything …maybe you could have told us about health or something like that…” 

(Danielsen et al., 2017, p.89). The researchers concluded that conservative practices in 

schools combined with neoliberal discourse regarding the importance of high-stakes 

testing were barriers to implementing democratic Health Education (Danielsen et al., 

2017). Students bought into the conservatism and neoliberal discourse and did not see the 

value in learning about health from a broad, strengths-based perspective.  

 

The situation in senior secondary Health Education in New Zealand however provides a 

point of difference to the Danish context where health is not taught as a separate, 

formally-assessed subject in the curriculum (Danielsen et al., 2017). Therefore, one 

would expect that senior secondary students place higher value on learning in Health 

Education in New Zealand, where assessment of learning is formally recognised with 

attainment of credits towards a national qualification. Once again though, this reflects the 

neoliberal idea of the importance of high stakes testing and the concern raised by teachers 

in Weir’s (2009) study about the place of assessment in Health Education - thus, are 

students valuing the subject for the right reasons?  

 

A recent study undertaken by the New Zealand Council for Educational Research was a 

review of a pilot taught in Health Education to year nine students in 26 schools. My 

FRIENDS Youth is an Australian programme that was imported into New Zealand as part 
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of the Prime Minister’s Youth Mental Health project12. The programme is based on 

cognitive behaviour therapy principles and aims to build young people’s resilience 

(MacDonald, Bourke, Berg & Burgon, 2015). Although questionable whether a 

programme with explicit desired health outcomes belongs in school Health Education 

time, the researchers found a range of reported learning outcomes from students who 

were interviewed in five case study schools. The students articulated that they had 

learned a variety of strategies to use to support their wellbeing and build resilience, but 

the researchers found that just because the students were aware of the strategies, these did 

not automatically transfer into use in real life situations. Students reported learning about 

emotional regulation, relaxation, and reframing unhelpful feelings and thoughts. The 

majority agreed that what they had learned would be helpful to them in the future. In one 

school, learning experiences took place at a local marae13, demonstrating cultural 

connectedness between the school and their local Māori community. It is important to 

note that the Health Education teachers involved in teaching My FRIENDS Youth were 

supported by a two-day training session and follow-up mentoring and cluster groups. 

Without training, professional support, and time to ensure the teaching and learning was 

relevant for their learners, it is uncertain whether reported student outcomes would be 

replicated in the future. Indeed, the researchers noted a concern about sustainability 

issues (MacDonald et al., 2015).  

 

Another New Zealand investigation is Tasker’s (2006) qualitative case study of students’ 

perceptions of their learning in year 12 and 13 Health Education, in the first years of the 

NCEA. Over 200 students who were surveyed reported that learning contexts were 

relevant to their lives and that they were exposed to a range of student-centred 

pedagogies, a contrast to the findings of Begoray et al. (2009). Students described 

learning outcomes for them that aligned closely to the achievement objectives intended 

by the curriculum at the time (Ministry of Education, 1999). They developed an 

understanding of determinants of health and models of health promotion, they unpacked 

ethical dilemmas, they learned to analyse wellbeing issues and think critically. They had 

their eyes opened to differing perspectives, and reported a more mature outlook on life as 

a result (Tasker, 2006). Students exhibited a strong sense of self and understanding of the 

world in which they live. They learned to be open to a variety of points of view on 

                                                
12 See: http://www.health.govt.nz/our-work/mental-health-and-addictions/youth-mental-health-project  
13 Meeting grounds (which include buildings) for Māori communities.   
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important societal issues and gained insights into how diverse people and communities 

operate. Students developed skills in critical literacy and understood the complexity of 

communities. Finally, students appreciated opportunities to work co-operatively with 

others, learn from others and openly discuss - and at times challenge - ideas raised in 

Health Education (Tasker, 2006).  

 

Summary	  of	  the	  review	  of	  literature	  	  

This review of existing literature in Health Education has unearthed several studies and 

papers that explore teachers’ pedagogies in Health Education, students’ and teachers’ 

understandings about health, and the socio-political landscape that shapes enactment of 

curriculum. However, there is very little literature on learning outcomes of secondary 

school Health Education. Following St Leger (2004) and Leahy et al. (2016) I wonder 

what it is reasonable to expect of Health Education and of Health Education teachers. In 

some ways we expect too much, particularly if we value or seek behavioural outcomes. 

But, as the research from Tasker (2006) demonstrates, perhaps we expect too little. The 

sheer lack of scholarship in this area indicates a significant research gap, one which my 

inquiry aims to begin to fill. By doing so, I hope that my research will contribute 

contemporary, future-focused, and new insights into the field.  

 

 

Health	  Education	  in	  Aotearoa	  historically	  

Health Education has had a presence - whether implicit or explicit - in iterations of New 

Zealand curricula since the early-mid twentieth century. An interest in maintaining the 

physical health of the population led to the inclusion of sections on hygiene, first aid, and 

temperance (Weir, 2009) in the Syllabus of Instruction for Public Schools 1929 

(Department of Education, 1930). While this did not formalise the subject of Health 

Education in the curriculum, it was clear that it was within the remit of the teacher to 

promote the physical health and strong moral character of young people and inculcate in 

their pupils a lifelong interest in personal health, as evidenced in the quotation below:   

Health is a life to be lived and not a subject to be taught. Children are far 

more likely to acquire habits of healthy living through being trained to 

perform the acts upon which health depends than through merely receiving 
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instruction which is mainly theoretical in nature. Left to themselves, young 

children will not perform these acts by the light of nature. They require to be 

initiated into the life of health. They should accordingly be required to 

perform certain acts as a matter of regular routine; but of course, no attempt 

should be made to explain to them the reasons for performing those acts. 

(Department of Education, 1930, p. 202).  

 

Health Education was introduced into the primary school curriculum as a named 

subject in the 1948 revised syllabus (Department of Education, 1948). Retaining 

shades of the 1929 purpose of instruction in health, the overall aim of Health 

Education was to “create in the pupil’s mind a right attitude towards health, and a full 

sense of its value to himself both as an individual and as a member of society” 

(Department of Education, 1948, p. 7) through forming healthy habits, developing the 

‘right’ attitude to health and acquiring health knowledge (Department of Education, 

1948). It is interesting to note that, as in the 1929 syllabus, the document stated that 

“there is no place in the primary school for group or class instruction in sex 

education” (Department of Education, 1948, p. 8).  

 

In the 1950s and 1960s, the secondary school population grew rapidly in New 

Zealand due to the post-war baby boom (Swarbrick, 2012), with a school leaving age 

of 15. Three main government-commissioned reports relating to moral panics in 

adolescence were released in 1954, 1973 and 1978, respectively the Mazengarb 

Report, The Ross Report, and The Johnson Report. While the Mazengarb report 

focused more widely on moral delinquency and sexual promiscuity of teenagers (New 

Zealand Special Committee on Moral Delinquency in Children and Adolescents, 

1954), the Ross and Johnson reports were commissioned by the Department of 

Education to provide recommendations for teaching in the areas of health, social 

education, and human development and relationships (Committee on Health and 

Social Education, 1978; Department of Education 1973). A growing secondary school 

population combined with a heightened concern for health and social issues in 

adolescence therefore contributed to the ensuing development of a syllabus for Health 

Education covering both primary and secondary levels of education in Aotearoa.  
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In 1985, Health Education in Primary and Secondary Schools was published to replace 

the 1948 syllabus, following the recommendations of the Ross and Johnson reports 

(Department of Education, 1985). To use the language of Antonovsky (1979), the 

syllabus moved Health Education from a biomedical and pathogenic approach towards a 

salutogenic approach, where health was defined as a state of wellbeing, with social, 

mental, and physical aspects (Department of Education, 1985). The syllabus was viewed 

as innovative, especially as it called for interactive teaching methods (Scratchley, 1998). 

In the syllabus, Health Education was defined as “the process through which people 

develop the understandings, skills and motivation to act in a responsible way for their 

own health and the health of others” (Department of Education, 1985, p. 4). Thus, the 

syllabus reflected a focus on individual responsibility. This was unsurprising, given that 

neoliberalism was beginning to exert its influence in the Western world (Small, 2009). To 

illustrate this, stated learning outcomes for senior secondary level included “accepting 

personal responsibility for a healthy pattern of physical activity…accepting responsibility 

for personal food habits…monitoring personal health” (Department of Education, 1985, 

pp. 14-19). For the first time, sex education appeared at primary level, but only in 

reference to “pubertal change” (Department of Education, 1985, p. 15), evidencing a 

conservative approach to introducing the topic into the formal curriculum. The syllabus 

became mandatory from 1989, but in many schools the subject suffered from a lack of 

status, insufficient timetabled teaching time, and a dearth of specialist teachers 

(Scratchley, 1998). Therefore, the extent to which the syllabus was fully and 

meaningfully enacted in primary and secondary schools is questionable.  
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Health	  and	  Physical	  Education	  in	  the	  New	  Zealand	  Curriculum:	  A	  new	  era	  for	  Health	  

Education	  

Health Education was brought together with Physical Education in Aotearoa for the first 

time in The New Zealand Curriculum Framework (Ministry of Education, 1993) as one 

of seven essential learning areas. In New Zealand, the learning area is known by the 

cipher HPE. The framework was developed as a result of significant educational reform 

in the late 1980s (Culpan & Galvan, 2012) and served as the policy to guide schooling in 

the country at the turn of the century.  

 

In 1995, work began on a new curriculum for Health Education, Physical Education, and 

(aspects of) Home Economics to align with the essential learning area as described in The 

New Zealand Curriculum Framework (Ministry of Education, 1993). Health and 

Physical Education in the New Zealand Curriculum (HPENZC) (Ministry of Education, 

1999) was described by the writers as a post-modern curriculum, where learning a fixed 

body of knowledge was viewed as being no longer relevant in a rapidly changing world 

(Tasker, 1996/1997). HPENZC was socio-critical in its intent and encouraged critical 

pedagogy through empowering students to take action to enhance their own and others’ 

wellbeing, and to think critically to challenge assumptions, inequalities, social injustices, 

and hegemonic relationships (Culpan & Bruce, 2007). It was acknowledged by the 

writers that a tension existed between the socio-critical intent of the new curriculum and 

the neoliberal climate in New Zealand (Sinkinson, 2011; Tasker, 1996/1997) which has 

had implications for the enactment of health curricula in New Zealand and 

internationally. In contrast with the individualistic, healthism discourse in the 1985 

syllabus, senior secondary learning objectives included such intended learning as 

“critically analyse the impacts that conceptions of personal, cultural, and national identity 

have on people’s wellbeing… establish and justify priorities for equitable distribution of 

available health and recreational resources and advocate change where necessary” 

(Ministry of Education, 1999, pp. 28-29). Four inter-related underlying concepts shaped 

the learning area: wellbeing, health promotion, the socio-ecological perspective, and 

attitudes and values.  

1. Wellbeing, hauora: encompassing physical, mental and emotional, social, and 

spiritual dimensions of health. Hauora is based on the Whare Tapa Whā model 
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(Durie, 1998). This concept reflects a holistic understanding of health and 

incorporates indigenous knowledge.   

2. Health promotion: involving collective action of all members of the community, this 

concept is based on the Ottawa Charter for Health Promotion (WHO, 1986).     

3. The socio-ecological perspective: relates to the way factors (determinants of health) 

operate at different levels to influence people’s wellbeing. This concept draws on 

Lawson’s socioecological conception of health where personal health is viewed as 

interdependent with societal and environmental/ecological health and allows for a 

critical examination of hegemonic power structures (Lawson, 1992).   

4. Attitudes and values: specific attitudes and values are named as being connected to 

HPE learning. These include care and concern for others, respect for others’ rights, a 

positive and responsible attitude towards own wellbeing, and social justice (Ministry 

of Education, 1999).   

In addition to the underlying concepts, seven key areas of learning were developed 

(mental health, sexuality education, food and nutrition, body care and physical safety, 

physical activity, sport studies, outdoor education). Finally, eight levels (corresponding 

with chronological school levels) of achievement objectives (across four strands) 

completed the learning framework of HPENZC. These strands were: personal health and 

physical development, movement concepts and motor skills, relationships with other 

people, healthy communities and environments (Ministry of Education, 1999).  

 

The Ministry of Education conducted a comprehensive consultation process for the draft 

curriculum and received 683 responses from a range of stakeholders (Tasker, 2004). The 

neoliberal lobby group the Education Forum produced a 111-page submission on the 

draft. In their submission, the group expressed serious objections and reservations about 

the draft curriculum document. They were concerned, for example, about a hidden 

agenda, deficiencies in its epistemological and axiological bases, an over inflation of 

Health and Physical Education teachers’ responsibility to the profession, and reference to 

spirituality (Education Forum, 1998). Consistent with their neoliberal beliefs, the 

submission’s authors recommended that the focus for HPE should be “constructing 

healthy lifestyles and a regime of risk-avoiding behaviours” (Education Forum, 1998, p. 

12) as well as the transmission of valued knowledge. Despite these concerns, the draft 

underwent only minor refinement and structural changes before being released to schools 

in February 1999 (Tasker, 2004). Further criticisms or tensions, following release of 
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HPENZC included the misappropriation of the Māori concept of hauora (for example 

Fitzpatrick, 2009; Hokowhitu, 2014; Salter, 2000), the merging of three previously 

separate subjects into one learning area (Burrows, 2005), and the notion that HPE tries to 

do too much (Burrows & Ross, 2003). This final point echoed the concern raised by the 

Education Forum (1998).    

 

The whakataukī quoted at the beginning of the curiosity belongs to the learning area of 

Health and Physical Education. During the development of Health and Physical 

Education in the New Zealand Curriculum (Ministry of Education, 1999), the writing 

team chose (from several options that were gifted to them) this proverb to represent the 

learning area (G. Tasker, personal communication, December 21 2017). The whakataukī 

remains in The New Zealand Curriculum (Ministry of Education, 2007) alongside those 

for all other learning areas.  

 

 

Health	  Education	  in	  The	  New	  Zealand	  Curriculum	  

The New Zealand Curriculum (Ministry of Education, 2007) is the current statement of 

official policy in New Zealand schools14 and is designed as a flexible, future-focused 

framework curriculum (Hipkins, Johnston & Sheehan, 2016). Instead of having curricula 

for each learning area (as in the past), The New Zealand Curriculum (Ministry of 

Education, 2007) compiles all learning areas into one document. Sinkinson (2011) 

described this change as a significant reduction, but this was purposeful in order to 

provide greater flexibility for schools and teachers to design innovative programmes of 

learning and respond to students’ learning needs. The curriculum is commonly described 

in terms of the ‘front-end’ and the ‘back-end’.   

 

The front-end of the curriculum contains a vision for learners to be confident, connected, 

actively involved, lifelong learners (Ministry of Education, 2007). Eight principles 

include reference to cultural diversity, inclusion, and future-focus and - drawing on 
                                                
14 A parallel document exists for Māori-medium schools (Te Marautanga o Aotearoa). In September, 2019, 
the Minister for Education announced an up-coming review of the national curriculum documents as part of 
a ten year plan to shape a stronger education system in Aotearoa. See: 
https://conversation.education.govt.nz/conversations/shaping-a-stronger-education-system-for-all/  
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Delors (1996) - seven values to enable people to live together and thrive (Ministry of 

Education, 2007). The front-end identifies five key competencies that need to be 

developed in order for people to “live, learn, work, and contribute as active members of 

their communities” (Ministry of Education, 2007, p. 12). The key competencies, while 

spanning all learning areas, have been described as a good match for HPE learning 

(Burrows, 2005; Hipkins, 2005; Hipkins, Bolstad, Boyd & McDowall, 2014). Further, 

Hipkins (2005) makes numerous connections between key competencies, HPE, and the 

rapidly changing twenty-first century world.   

 

The back-end of the curriculum contains the statements for the eight learning areas, with 

pull out pages for each learning area’s achievement objectives across eight levels. With 

HPE confined to two pages of explanation, HPENZC is still used as a supporting 

document (Pope, 2014). The shift from pathogenic and individualistic curricula of the 

past (1985 and prior) to salutogenic and socio-ecological conceptions of health; as well as 

the development of health-related competencies, is prominent in the essence statement for 

Health Education:  

In Health Education students develop their understanding of the factors  

that influence the health of individuals, groups and society: lifestyle,  

economic, social, cultural, political, and environmental factors. Students 

develop competencies for mental wellness, reproductive health and positive 

sexuality, and safety management, and they develop an understanding of 

nutritional needs. Students build resilience through strengthening their 

personal identity and sense of self worth, through managing change and loss, 

and through engaging in processes for responsible decision-making. They 

learn to demonstrate empathy, and they develop skills that enhance 

relationships. Students use these skills and understandings to take critical 

action to promote personal, interpersonal and societal well-being (Ministry of 

Education, 2007, p. 23).   

 

Pope (2014) expressed the concern that the practice of HPE falls short of the potential 

embodied in HPENZC (Ministry of Education, 1999) and The New Zealand Curriculum 

(Ministry of Education, 2007) due to lack of teacher knowledge and experience, and 

political interference. Along with the concern that NCEA assessment is driving the 

(senior secondary) curriculum (Robertson, 2015), confusion about the purposes of Health 
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Education (Leahy et. al., 2016; Robertson & Dixon, 2017), involvement in Health 

Education by a range of stakeholders (Sinkinson, 2011), and a potentially uneasy 

relationship between Health Education and Physical Education (Sinkinson & Burrows, 

2011) it is by no means certain that Health Education in The New Zealand Curriculum 

(Ministry of Education, 2007) has made a smooth transition from policy to practice. 

Given these uncertainties, it would be useful to explore the extent to which the vision of 

HPENZC (Ministry of Education, 1999) and HPE in The New Zealand Curriculum 

(Ministry of Education, 2007) has been enacted in New Zealand from a student 

perspective.    

 

Contemporary	  curriculum	  complications	  

In the New Zealand context, Boyd and Hipkins (2015a) state “unlike other learning areas, 

HPE has goals and ways of working that overlap with the wider mission and ways of 

working of schools” (p. 10). I argue that this sentiment can be extended to the wider 

mission of a neoliberal political and cultural environment, evidenced through the 

involvement of the health sector in Health Education resourcing, and of interest groups in 

resourcing and teaching in Health Education classrooms. For example, the extensive use 

of Family Planning resources in the Health Education classroom (Family Planning are 

funded by the Ministry of Health), substantial investment in a violence-prevention 

education programme delivered by external providers with funding from the Accident 

Compensation Corporation,15 and extensive professional learning and development 

funding from the Ministry of Health in the early years of the NCEA in relation to 

sexuality education (Weir, 2009). This is not unproblematic, given that health sector 

resources reflect specific agendas (Robertson & Dixon, 2017) and often promulagate 

biomedical discourses that run counter to the socio-critical intent and the underlying 

concepts of the HPE learning area in The New Zealand Curriculum (Ministry of 

Education, 2007). Health Education is susceptible to influences such as health and 

education governmental goals, policies and guidance, and interest group involvement 

(Sinkinson, 2011), including commercial interests (Powell, 2014a). Again, this 

potentially leads to agendas creeping into schools that could undermine Health Education 

teachers’ programmes and practices. Indeed, it is well documented that a number of 

                                                
15 https://www.matesanddates.co.nz/  
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externally-provided programmes and facilitators are entrenched in New Zealand schools, 

particularly at the primary school levels (Petrie, Penney & Fellows, 2014; Powell, 

2014b).  

 

Connected to interest groups’ involvement in health matters is the potentially 

controversial nature of a number of topics covered in Health Education (Tasker, 2004). 

This is still pertinent today in a risk-averse political climate where the Ministry of 

Education acts quickly to extinguish fires that occur within school communities and the 

national media. A recent example is a right-wing blog and a petition submitted to 

government denouncing the teaching of gender diversity and guidance for safe and 

inclusive schools for gender-diverse young people16 and the Ministry of Education 

firefighting social media response that ensued17 in order to minimize any potential for 

further controversy from the conservative sector in New Zealand. It will be interesting to 

explore the extent to which the experience of Health Education for participants in my 

research has been impacted upon by external influences such as those articulated above. 

Looking towards the future, and on a positive note, Aotearoa is currently in the midst of a 

focus on wellbeing at a political level with the government budget for the country being 

called “the wellbeing budget” (New Zealand Government, 2019). This presents an 

opportunity for Health Education and its teachers to assert their educational authority on 

issues relating to wellbeing as they connect to Health Education in classroom practice 

and/or wider school and community levels.  

	  

	  

	  

	  

	  

	  

                                                
16 https://www.whaleoil.net.nz/2019/02/ministry-of-sexualisation-part-1/  
17 https://twitter.com/EducationGovtNZ/status/1102385337815322624  
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The	  NCEA:	  An	  overview	  

The NCEA18 arose from dissatisfaction with a norm-referenced national assessment 

system that relied heavily on external assessment and was “designed to fail 

approximately half of the population” (Haque, 2014, p. 88). The NCEA was introduced 

between 2002-2004 to provide a standards-based national qualification system based on 

internally and externally assessed units of learning (Achievement Standards and Unit 

Standards19) at three levels, corresponding with the final three years of schooling in New 

Zealand (New Zealand Qualifications Authority, n.d.). A Crown entity, the New Zealand 

Qualifications Authority (NZQA) is responsible for administering the NCEA (Hipkins et 

al., 2016). The NCEA was signalled by the Minister for Education at the time, Wyatt 

Creech, in 1998 in a paper called ‘Achievement 2001’ (Lee & Lee, 2001). In this paper 

Creech outlined the key features of the proposed NCEA, and justified its development by 

stating that it would be a credible qualification that would allow schools flexibility to 

offer innovative learning programmes, recognise learners’ strengths, and allow learners to 

succeed at different levels and in different subject areas (Lee & Lee, 2001). The NCEA 

provided an opportunity to replace an overdue national assessment system that was no 

longer fit for purpose in preparing students to flourish in a globalised twenty-first century 

world (Goh, 2005; Lee & Lee, 2001). The timing of the development of HPENZC 

(Ministry of Education, 1999) was fortuitous given the impending development of the 

NCEA qualification. As acknowledged by Hipkins et al. (2016), curricula developed in 

the late 1990s such as HPENZC (Ministry of Education, 1999) benefitted from the 

experience of earlier learning area curriculum development, and new ways of thinking 

about Health and Physical Education were conceived just as the first Achievement 

Standards for the NCEA were being developed.   

 

Criticism of the NCEA came from a range of stakeholders both prior to its 

implementation in schools and in its formative years, bringing with it both challenges and 

opportunities (Hipkins et al., 2016). The idea of challenges and opportunities is pertinent 

in relation to the philosophy and features of the NCEA as a whole and in relation to 

                                                
18 For a comprehensive explanation of the NCEA, see http://www.nzqa.govt.nz/qualifications-
standards/qualifications/ncea/understanding-ncea/how-ncea-works/  
19 The difference between Unit Standards and Achievement Standards is described here:  
http://www.nzqa.govt.nz/qualifications-standards/qualifications/ncea/understanding-ncea/how-ncea-
works/standards/	  
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NCEA Health Education, as I will explore below. In terms of opportunities, the NCEA 

was designed to better meet the needs of a wider range of students staying in school to 

senior secondary levels (Strachan, 2002). The NCEA provided flexibility by including 

both Unit and Achievement Standards and a combination of internal (school-based) and 

external assessment. This was to meet the needs of all learners and enable them greater 

opportunity for success (Haque, 2014) by being assessed against criteria rather than other 

students, as in the previous norm-referenced system. In this regard, students who were 

traditionally excluded from gaining qualifications were afforded a more equitable 

opportunity to achieve qualifications at school (Hipkins et al., 2016). Moreover, the 

NCEA avowedly had the potential to empower teachers to better meet the needs of their 

learners and to improve their teaching practice (Martin, 2005).   

 

However the NCEA was not without significant challenges. From the outset, the 

qualification evolved out of political compromises to find common ground between two 

opposing views on assessment. Those with a traditional view valued external assessment 

and norm-referencing, while a reformist view valued a fairer, more relevant and inclusive 

approach (Haque, 2014). Critics argued that the NCEA was fundamentally flawed in 

relation to issues of reliability, validity, manageability, and international standing (Lee & 

Lee, 2001).  Indeed, these concerns challenged the education sector in the early years of 

the NCEA. Haque (2014) identified issues such as poorly written standards, overlap 

between some Unit and Achievement Standards and the former not having comparable 

difficulty, credibility of internal-assessment, major variations in external assessment 

results for the same standard from one year to the next, and significant workload issues 

for teachers. Combined with criticism from a range of academics published in journals 

and the popular media (Goh, 2005) these challenges were significant for the fledgling 

qualification system. In 2005, the State Services Commission produced a report 

recommending a suite of changes to the NCEA and to NZQA processes in managing the 

qualification (Martin, 2005). The proposed changes aimed to increase public confidence 

in the credibility of the NCEA and to ensure the NCEA was seen as credible and robust 

internationally. These changes were enacted, shaping the evolution of the NCEA. For 

example there was a rewrite of Achievement Standards, appointment of full-time 

moderators, endorsements to motivate learners, removal of non-curriculum derived Unit 

Standards, and changes to the way external examinations were marked (Haque, 2014; 

Martin, 2005). Subsequently, a review by the Organization for Economic Cooperation 



 33 

and Development (OECD) concluded that the NCEA was credible and robust, and 

fostered professionalism of teachers (Nusche, Laveault, MacBeath & Santiago, 2012). 

Moreover, a research report on NCEA ‘one decade on’ showed growing support for the 

NCEA by principals and teachers (Hipkins, 2013).  

 

Another challenge has been the introduction in some high-profile affluent schools in New 

Zealand of alternative international qualifications (Cambridge International Examinations 

and International Baccalaureate) (Hipkins et al., 2016). While the NCEA is now held up 

internationally as being credible and robust, the use of alternative qualifications by 

schools with high status may serve to undermine the NCEA. This is a potential issue for 

Health Education, as an example of a subject which is not assessed under these 

alternative systems (Fitzpatrick, 2011). A final, but notable, challenge posed by the 

design of the NCEA is the atomisation of learning (Haque, 2014), unitisation of 

knowledge (Fitzpatrick & Locke, 2008), and the phenomenon of assessment driving the 

curriculum (and learning). As I will discuss below, this is a potentially prominent and 

problematic issue for subjects such as Health Education, which was shaped in the senior 

secondary school by the NCEA itself. As Fitzpatrick and Locke (2008) assert, the design 

of the NCEA - requiring the achievement of discrete standards - may preclude the 

development of holistic, coherent, and broad courses and the enactment of pedagogies 

that meet the needs of diverse learners. However, this is not an insurmountable challenge. 

In keeping with ideas surrounding future-focused teaching and learning, case studies are 

emerging of inter-disciplinary (across the curriculum) or thematic approaches to NCEA 

course design and assessment where standards have intersections and commonalities (for 

example Hipkins et al., 2016). This arises from opportunities afforded by the flexible 

design of the NCEA. Thus what may at first seem to be a challenge, may also be an 

opportunity as we move further into the twenty-first century.  
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Looking	  ahead	  to	  the	  future	  of	  the	  NCEA	  

Speaking of opportunities, in 2018 the Ministry of Education began a major review of the 

NCEA. They developed a proposal named Big Opportunities (Ministry of Education, 

2018) and consulted widely with a range of stakeholders encompassing anyone in the 

New Zealand public who wanted to provide feedback (NZCER, 2018). At the time of me 

writing this, the foundations have been laid for the design of the NCEA review (Ministry 

of Education, 2019), and a reference group for the review has been formed, including 

representation from Health Education. When Big Opportunities (Ministry of Education, 

2018) was released, a number of future-focused educators in Aotearoa spoke publicly 

about how they felt under-whelmed20 by what is more a case of missed opportunities to 

future-proof the qualification, including a return to the idea of 50% internal assessment 

and 50% external assessment in a course at each level of the NCEA (Ministry of 

Education, 2019). Endorsement of the change package by The New Zealand Initiative (a 

think tank representing neoliberal interests) as “common-sense” (Lipson, 2019, paragraph 

7) further reinforces educators’ concerns that the NCEA reforms are a missed opportunity 

to collide with the existing structure of the qualification and become (in the Deleuzo-

Guattarian (1987) sense) something bold, something exciting. Time will tell, however, 

how the review will transpire and the extent to which it will result in a future-proofed, 

robust, and credible national qualification that is valued by all those who experience and 

use it.  

 

 

 

 

 

 

 

 

 

 

 

                                                
20 For example: https://95bfm.com/sites/default/files/nceacurricAMOS%20gwa.mp3  



 35 

Health	  Education	  and	  the	  NCEA	  

For Health Education, the development and implementation of the NCEA itself was the 

opportunity to exist as a formally credentialed subject in New Zealand secondary schools 

(Fitzpatrick & Locke, 2008; Robertson, 2015). The NCEA was a “double-edged sword” 

for Health Education (Robertson, 2015, p. 87). With every opportunity afforded to the 

subject by the NCEA, there arose a challenge. I explore this below in relation to subject 

status, new pedagogical discourses, and teacher capacity in Health Education.   

 

Subject	  status	  

Unit Standards were developed for Health Education in the mid to late 1990s21. The 

existence of these standards foreshadowed the development of a matrix of Health 

Education Achievement Standards for the NCEA which ensured Health Education had a 

credentialed position in the national qualifications system from 2002 (Fitzpatrick, 2011). 

Unlike Physical Education, which existed pre-NCEA as an assessed subject at year 12 

(Sixth Form Certificate) and year 13 (University Bursary), Health Education was not a 

subject that contributed to a national qualification in New Zealand under these 

qualifications. Appendix A depicts the current matrix of Achievement Standards 

available for NCEA assessment in Health Education and exemplifies content covered in 

Level 3 NCEA Health Education with an annotated Achievement Standard. The 

Achievement Standards have been refined since the inception of the NCEA, as has 

occurred in other subjects. For example, there have been changes to wording and mode of 

assessment (one standard at each level shifted from being externally-assessed to being 

internally-assessed). While the inclusion of Health Education in the NCEA gave the 

subject opportunity to prove its academic credibility and potential, the subject (alongside 

Home Economics) did not automatically receive the same academic status as physical 

education (Weir, 2009). It is acknowledged that Physical Education has in the past 

suffered from low status and marginalisation (Culpan & Galvan, 2012; Fitzpatrick, 2011). 

However, because it was an established subject in the previous norm-referenced 

assessment system, when the NCEA was developed Physical Education was 

                                                
21 For all subjects in The New Zealand Curriculum, curriculum-linked Unit Standards were phased out of 
the NCEA by 2013 (Hipkins et al., 2016).  
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automatically included in the list of ‘approved subjects’22 for University Entrance and 

awarded New Zealand Scholarship23 subject status when Scholarship was introduced in 

2004. It took until 2006 for Health Education to be added to the University Entrance 

approved list, and Health Education has never been awarded stand-alone Scholarship 

status. However, from 2018, the Physical Education Scholarship was renamed Health and 

Physical Education, and its outcome broadened to enable Health Education students to 

submit for the award.24    

 

Another aspect of subject status that has impacted the on-going development of NCEA 

Health Education connects to people’s perceptions and misunderstandings of the subject, 

an issue that also applies to Physical Education (Fitzpatrick, 2010, 2011) and Home 

Economics (Dixon, 2016). NCEA Health Education disproportionally attracts students 

who are at risk of not achieving in the school system (Fitzpatrick 2010, 2011). While 

these students may choose the subject for many reasons, they may also be directed into 

the subject by others in the school, who see Health Education as a site for easy credits 

and as a non-academic option aimed at changing health-related behaviours (Tasker, 2006) 

and dealing with controversial issues (Sinkinson & Burrows, 2011). As established by 

Fitzpatrick in her ethnographic study in an Auckland school, the subjects of Health 

Education and Physical Education have the potential to provide safe, culturally-relevant, 

and successful learning spaces for students traditionally let down by the education 

system. Moreover, Fitzpatrick (2011) analysed NCEA statistics and concluded that Māori 

and Pasifika students achieve a high rate of success in NCEA Health Education and 

Physical Education in comparison to the other subjects that they study. Viewing this as an 

opportunity rather than a challenge, perhaps the very fact that Health Education endures 

low status may provide teachers and learners license to be creative, critical, and culturally 

relevant. Learning experiences and formal achievement in the subject may therefore go 

some way in achieving the vision of educational policies such as Ka Hikitia (Ministry of 

Education, 2013) to accelerate achievement and create equity in New Zealand’s 

education system.     

                                                
22 The current list of approved subjects (and standards) for University Entrance can be found here: 
http://www.nzqa.govt.nz/qualifications-standards/awards/university-entrance/approved-subjects/ Tertiary 
institutions may also have other entrance requirements, particularly for limited entry courses, so gaining UE 
through NCEA does not denote automatic entry to all tertiary institutions/courses.   
23 See http://www.nzqa.govt.nz/qualifications-standards/awards/new-zealand-scholarship/  
24 For details of HPE Scholarship see: http://www.nzqa.govt.nz/qualifications-standards/awards/new-
zealand-scholarship/scholarship-subjects/scholarship-health-and-physical-education/ 	  
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New	  pedagogical	  discourses	  	  

Weir (2009) asserted that the inclusion of Health Education in the NCEA “signalled a 

new pedagogical discourse” (p. 76) for the subject. This discourse comprised aspects 

relating to not only what would be taught, but how it would be taught and assessed 

(Tasker, 2004, 2006; Weir, 2009). Moreover, the question of whether Health Education 

learning should be assessed also arose for some teachers (Weir, 2009). The introduction 

of NCEA Health Education presciently provided a context for teaching ‘about’ rather 

than ‘for’ health (Quennerstedt et al., 2010), particularly at NCEA Level 2 and Level 3. 

At these levels, ideas such as determinants of health, social justice, and health promotion 

are introduced (Robertson, 2015; Tasker, 2006). This shifts the focus of the subject from 

more individualistic and health needs-based discourses in junior secondary and Level 1 

NCEA Health Education to discourses reflecting criticality, collective responsibility, and 

public health-related concepts (Tasker, 2006). This is reflected, for example, in the titles 

for the Health Education Achievement Standards (see Appendix A). At Level 1 NCEA, 

students “take action to enhance an aspect of personal well-being” and “demonstrate 

understanding of interpersonal skills” but by Level 2 NCEA they will “analyse an 

adolescent health issue” and “take action (in the school or community)”. At Level 3 

NCEA, students “analyse a New Zealand (or international) health issue” and “evaluate 

models for health promotion”. The introduction of these big picture health concepts was 

an opportunity for teachers of the subject to engage students in socio-critical learning 

intended by the curriculum document at the time, HPENZC (Ministry of Education, 

1999). However, the creation of a new subject by the introduction of the NCEA meant 

that the Achievement Standards became the de-facto curriculum (Robertson, 2015) and 

teachers’ (and students’) discourses were often dominated by assessment at the expense 

of enacting the intent of the curriculum (Fitzpatrick, 2010). In part, this was due to the 

fact that assessment holds a privileged position in determining what is valued learning in 

a subject (Leahy et al., 2016). This was also a consequence of limited teacher knowledge 

and experience in teaching Health Education at senior secondary levels, and for many, 

limited experience in assessment in general. This was especially the case for teachers of 

Health Education who did not teach a subject that was assessed under the previous norm-

referenced system (Weir, 2009).    
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The NCEA afforded Health Education a powerful framework within which to assess 

outcomes of student learning in the subject, something that has traditionally been lacking 

in Health Education practice internationally (Leahy et al., 2016). However, the question 

was raised as to whether Health Education belonged in a formally assessed qualifications 

framework. Weir’s (2009) research into secondary Health Education teachers’ views 

raised concerns that assessment did not fit with the aims of Health Education and that it 

was impossible to assess students’ attitudes, values, and health-related behaviours outside 

the classroom. This relates, though, to the purpose of Health Education in the first place. 

By considering learning in senior secondary Health Education as being ‘about’ rather 

than ‘for’ health, this concern becomes moot (as evidenced by the outcomes assessed by 

the Level 2 and Level 3 NCEA Health Education Achievement Standards). Indeed, 

although focusing more on the learning (rather than NCEA achievement), findings from 

Tasker (2006) demonstrated that senior secondary students in Health Education had 

opportunities to develop research skills, write reports, analyse, and deepen their 

knowledge about a range of issues; and think critically - all of which are assessable, and 

have a long history of being assessed in other subjects.    

 

In the absence of any empirical research in the past ten years, the key outcomes for 

students of NCEA assessment in Health Education are documented in NZQA Assessment 

Reports for externally assessed standards, published annually. Students who achieved 

with Excellence in the 2018 Level 3 Health Education examinations demonstrated, for 

example, that they could:     

• Demonstrate a perceptive analysis of an international health issue. 

• Understand how the principles of the Bangkok Charter and the Treaty of Waitangi are 

applied in health promotion practice. 

• Write concisely and coherently, using supporting evidence from credible sources. 

• Be reasoned, insightful and critical in their explanations (New Zealand Qualifications 

Authority, 2019a).   

Thus, Health Education learning can and is being assessed meaningfully at the highest 

level of secondary schooling in New Zealand through the NCEA. Given that the NCEA 

itself is unique internationally, and that few other countries or territories assess Health 

Education for formal qualifications to the same extent, there are notable insights to be 

gained by researching in this area.   
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Teacher	  capacity	  

As asserted by Tasker (2006), when the NCEA was introduced, most teachers had no 

subject-specific (health) academic background to bring to Health Education, which meant 

that the implementation of the subject in senior secondary schools was a steep learning 

curve. According to Tasker (2004), a lack of teacher ownership of, and responsibility for, 

Health Education related to the sometimes extensive use of external providers to ‘teach’ 

Health Education. The widespread use of external providers and lack of teacher 

familiarity with Health Education pedagogy, and lack of content knowledge and 

conceptual understanding (Tasker, 2006; Weir, 2009) was likely a barrier for effective 

teaching, learning, and assessment in the NCEA system. A decade on, teacher capacity in 

Health Education, in terms of health specialists teaching NCEA Health Education and 

providing curriculum leadership is unclear. As pointed out by Robertson (2015), a pattern 

of under-achievement in the NCEA external assessments (especially at Level 3), indicates 

that the capacity of teachers to teach Health Education to the highest level of the 

curriculum is still a work in progress.   

 

The challenge of inadequate teacher capacity in Health Education was recognised by the 

Ministry of Education. As a result, the Ministry implemented a substantial programme of 

professional learning and development to support the implementation of Level 2 and 

Level 3 NCEA Health Education (and Home Economics, then later expanded to several 

other subjects) - the Beacon Schools Project. According to Tasker (2006) who was the 

Health Education professional leader for the project, teachers were assisted, through 

workshops and mentoring, to adopt a social constructivist pedagogy in order to reflect the 

intent of HPENZC (Ministry of Education, 1999). Additionally, a wide range of resources 

were developed to support the teaching and assessment of NCEA courses in the subject. 

These resources and support provided teachers (who predominantly had no academic 

qualifications in Health Education) a solid grounding in the conceptual and contextual 

aspects of the NCEA. However, as Robertson (2015) pointed out, the resources produced 

by the Beacon Schools project contributed to teachers’ planning and teaching to the 

Achievement Standards, as the resources developed for the project were tailored to the 

content and concepts assessed by the standards. More recent professional learning and 

development in the subject focused more holistically at effective pedagogy, teaching as 

inquiry, building digital fluencies, and subject-specific literacy skills (Conner, 2015). The 

need for the Beacon Schools resources to align closely with the NCEA requirements was 
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a priority at the time of NCEA implementation. As the more recent remit for professional 

learning and development demonstrates, however, teacher support can and does evolve to 

meet changing needs. Indeed, subject-specific professional learning and development has 

morphed more recently and is now led by subject associations through the Ministry of 

Education’s Networks of Expertise25 initiative. Given that the NCEA has shaped Health 

Education into what it is today, the challenges that it has presented can perhaps be 

forgiven. My research will provide evidence of what Health Education can do when it is 

formalised in a national qualifications framework and (on paper at least) afforded equal 

status to any other subject in a national curriculum.  

 

 

Conclusion	  

As I have explored in this curiosity, Health Education at the senior secondary school level 

is unique, can be misunderstood, and its learning outcomes are yet to be researched and 

revealed to the world. Alongside the justifications for my inquiry that I articulated in 

Curiosity 1, the discussion in this curiosity reinforces the importance of providing 

contemporary evidence of learning in senior secondary Health Education in Aotearoa.  

 

In this curiosity I have provided background on the (sometimes curious) positioning of 

Health Education in the curriculum in both international and New Zealand contexts. My 

review of research that has been undertaken in Health Education and health literacy 

learning in school contexts yielded an array of discourses that circulate around, and 

ultimately form, Health Education teaching and learning. I have explored the 

development and implementation of the NCEA in New Zealand, particularly in relation to 

Health Education, and the opportunities and challenges that arose for Health Education 

with the introduction of the NCEA.   

	  

	  

                                                
25See http://services.education.govt.nz/pld/networks/ 	  
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Curiosity	  3:	  A	  theoretical	  bricolage	  

 

Einstein taught us long ago that we cannot solve our problems with the same 

thinking used when we created them. New notions and terms are needed to 

address the constituencies and configurations of the present and to map future 

directions. We need more conceptual creativity - a renewed trust in the 

cognitive and political importance of the imagination (Braidotti, 2017, p. 11, 

emphasis in original).  

 

 

Introduction	  

I begin this curiosity by explaining my use of the cabinet of curiosities as an over-arching 

metaphor for the thesis and for Health Education itself. I then sketch out what it means to 

take a bricolage approach to inquiry, before I discuss the posthuman and new materialist 

theoretical perspectives that underpin the inquiry, as well as their connection to post-

structuralism; all as they relate to my inquiry. I also situate my work in the context of the 

twenty-first century educational framework of global competence (OECD, 2019). This 

curiosity, then, lays the theoretical foundations for the thesis as a whole.  

 

As stated in Curiosity 1, I have attempted to write each curiosity in a way in which it 

connects to the whole work, but equally can be read as a stand-alone piece. Therefore, in 

this curiosity I explain the over-arching theoretical aspects that frame my inquiry. 

Subsequent curiosities will provide details about the nature of the specific aspects of new 

materialist, posthuman, and post-structural theory that I put to work in my inquiry.  
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Cabinet	  of	  curiosities	  

The title of the thesis was inspired by Maggie MacLure’s (2006, 2013a, 2013b) 

metaphorical use of the cabinet of curiosities26 in a post-qualitative, post-coding approach 

to inquiry. A cabinet of curiosities is an assemblage of eclectic items and MacLure 

explains how she views coding data as an “experimental assemblage, namely the 

construction of a cabinet of curiosities” (2013b; p. 165). In choosing to use this metaphor 

as an appellation for my thesis, I wish to invoke the idea that throughout the parts to this 

thesis readers might encounter something unexpected, something that is puzzling, that 

can often be obscured from view, something that makes the reader wonder. Indeed, this is 

how I felt at every step in constructing the thesis.      

 

A more prominent way in which I have taken up the metaphor is that I have come to view 

Health Education itself as a cabinet of curiosities: its learning spaces and people, its 

pedagogic practices and its aims. Health Education is sometimes grotesque and bizarre, 

for example involving guilt-laden messages or pedagogical props such as STI photos or 

‘absurd’ banana penises (Wolfe, 2018). It is sometimes magical, for example including 

learning that may not be typical in other school subjects, ethical issues, and exploring 

alternative medicines and others’ worldviews. Health Education is sometimes scientific, 

for example drawing upon statistics about health issues, or developing students’ health 

literacy. Health Education is an eclectic display of sometimes-contradictory messages: 

from the teacher, from the visuals on the walls, from students who bring to the class their 

varied attitudes, values, and beliefs. Health Education is a space for discussion, 

movement, and careful arrangement of teaching practices. At the same time, Health 

Education can be wildly misunderstood - its true nature obscured from view, hidden in 

the drawers of the cabinet. My hope for this thesis then is for readers to open the drawers 

of Health Education, look inside and see something new, unexpected, curious, and 

wonderful. I hope also that the reader brings their own experiences, ideas, and knowledge 

about/with/in Health Education to enable a constant rearrangement, and indeed adding to, 

                                                
26 A little historical context is needed: The precursor to museum displays, wunderkammer originated in 
Europe from the 16th century, on the cusp of modernity and scientific rationality. They were rooms - or 
cabinets - a cornucopia of marvels: often juxtaposing scientific artifacts with mystic objects which, at the 
time, were losing their power as science developed and people began to explore the world, bringing home 
exotic objects from afar. Using cabinets and drawers allowed the collections to be concealed from view, 
each item slotted into a discrete space within the collection. The aim of these opulent displays (apart from 
showing off one’s wealth) was to create wonder in the viewer. Source: Mauriès (2002).    
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of the collection contained within the cabinet of curiosities.  

 

There are multiple ways in which I put the metaphor to use across my thesis. In crafting 

my work, I have used the notion of curiosity across its parts (instead of ‘chapters’ I’ve 

used the term ‘curiosities’) and within curiosities themselves by posing questions 

throughout. More specifically in reference to the use of the metaphor to describe Health 

Education itself, in my findings and analysis curiosities I have woven the cabinets - often 

talking about what is contained within its drawers - where I felt the metaphor fitted in to 

my work.  

 

 

Bricolage/bricoleur	  

What does it mean to engage in the art of bricolage - take on the task of bricoleur? I view 

the work I have undertaken in constructing this thesis as an apprenticeship of sorts - or a 

steep learning curve. As such, I have read widely, and I have made use of the 

methodological, theoretical, and writing tools that I have come to have at hand during my 

PhD journey. Viewing my approach in this way, as well as my enjoyment of crafting and 

being creative, attracted me to the notion of research as bricolage; researcher as bricoleur. 

At the risk of adding another layer of complexity - and another metaphor - to my work, I 

feel it is valuable to acknowledge the influence that the concept of bricolage has had upon 

my inquiry. This influence connects both to my use of concepts and theory, which Denzin 

and Lincoln refer to as theoretical bricolage (Denzin & Lincoln, 2000), and my written 

style for the findings and analysis curiosities: Denzin and Lincoln’s narrative bricolage 

(Denzin & Lincoln, 2000).  

 

More than an eclectic approach to inquiry, bricolage invokes the notion of craftwork and 

creativity due to its etymological origins in French (Kincheloe, 2005). Levi-Strauss 

applied the term to meaning-making in general, as a structuralist project, while Denzin, 

Lincoln, Kincheloe and Berry appropriated the term in regard to research methodology, 

as a post-structural enterprise (Rogers, 2012). As a post-structural project, the bricolage is 

thus concerned with fluidity and flexibility, multiple ways of making-meaning, and 

avoiding claims to fixed truths (Kincheloe, 2005). Critique of a bricoleur’s approach 

includes the risk of breadth over depth, as well as risks to theoretical coherence 
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(Kincheloe, 2005). I have grappled with both of these issues throughout my inquiry and 

construction of this thesis, and I acknowledge I will not have got everything 100% correct 

(not that there is such a thing, post-structurally speaking).  

 

Denzin and Lincoln assert, the bricolage is a “strategy that adds rigour, breadth, 

complexity, richness and depth” (2005, p5). I will now explain how I believe this is the 

case for my inquiry - analytically and in narrative terms. Analytically, you will see how I 

have heeded the call to ‘think with theory’ (Jackson & Mazzei, 2012) by reaching for, 

and deploying, a variety of theorists’ work and concepts. The theories I work with span 

the post-structural (for example Michel Foucault), posthuman (for example Rosi 

Braidotti) and new materialist (for example Karen Barad and Jane Bennett) as well as 

Giles Deleuze and Félix Guattari, whose concepts do not neatly fit into any category (do 

any of them, in fact, if we are non-binary and fluid in our thinking?). Analytically, then, I 

concede that as an apprentice in research, my theoretical work has sacrificed depth but 

privileged breadth. This has allowed me to engage with a wider variety of theories and be 

productive of a number of different ways of looking at, and thinking about, my data. This 

includes embracing my researcher entanglement with the topic under inquiry, a key 

component of the bricolage (Kincheloe, 2005). In terms of narrative, in my findings and 

analysis curiosities I creatively experiment with different ways of communicating - 

including fictive elements, which are valued by a bricoleur (Kincheloe, 2005). You will 

see that I have played with poetry, short story, textbook writing, and layered text for 

which I intend to engage and involve the reader in a different way than might be seen in a 

more traditional thesis. For me, across the process of writing in different ways, my 

narrative bricolage has achieved what Kincheloe (2005) poetically pronounced: “new 

patterns emerge and new shapes dance on the pages of the texts produced by the bricoleur 

- images unanticipated before the process took place” (p, 347). Thus, my hope is that I 

have added richness to my work, and sparked (not only for myself in writing it, but for 

readers of the work) curiosity, as well as a different way of thinking about inquiry into 

Health Education.  
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The	  ‘F'	  word	  

I am drawing upon feminist theorists in my inquiry, for example Karen Barad (1996, 

2003, 2007), Rosi Braidotti (2013, 2017, 2018, 2019a, 2019b) and Jane Bennett (2010, 

2018). Twenty-three out of 25 of my participants identify as female, I identify as female, 

and Health Education as a teaching profession is female-oriented (Weir, 2009). The 

majority of students who take Health Education at the NCEA levels are also female (New 

Zealand Qualifications Authority, 2019b; Weir, 2009). As such, my inquiry is 

undoubtedly connected to a feminine perspective. But the ‘F’ word is not one that I 

wholly identify with, and my inquiry is not particularly concerned with issues relating to 

gender, women, and social justice. Allen (2018) explains that when engaging with these 

theorists and feminist new materialisms, it is important to recognise “new materialism’s 

alignment with feminist concerns and a geneology of thought which rests heavily upon 

the work of feminist scholars” (p. 20). According to Coleman, Page and Palmer (2019) 

embracing methodogical innovation, which is a hallmark of much new materialist 

research, is aligned with feminism:  

…the energy required to overthrow conventional (abstract, ideal) reasoning in 

favour of messy mattering of methods is precisely the energy that is required 

to break down barriers and borders that prevent us from understanding and 

affirming difference without prejudice. It is the energy that allows us to think 

about the concept of difference differently…. It is entirely new and fresh 

thinking of difference: it affirms rather than negates (paragraph 7).   

Finally, of note to a logophile such as myself, the ‘mater’ in materialism is connected to 

women etymologically - the word ‘mater’ is Latin for mother27. Thus, I include this 

paragraph here as an acknowledgement that I understand the importance of the feminist 

grounding of new materialism. In my inquiry, I aim to take up the feminist project of 

valuing justice and ethics, of disturbing the taken-for-granted, of caring, and of trying to 

produce something different and affirming.  

 

 

 

 

                                                
27 See: http://www.latin-dictionary.net/search/latin/mater  
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Posthumanism	  in	  my	  inquiry	  

Introducing	  posthumanism	  

I use the term posthuman (rather than post-human) to signal the notion that I am working 

with the idea of more-than human; rather than after the human. Posthumanism is a 

philosophical position that involves “shifting humans from the central focus of 

sociological attention, and facilitating this ‘post-human’ sociology to engage productively 

with the world beyond the human; with other living things, and with the wider 

environment of matter and things” (Fox & Alldred, 2017a, p. 7).  As such, posthumanism 

is an ontological turn (Allen, 2018) which forms an umbrella under which new 

materialism (to be explored later in this curiosity) is located.  

I was drawn to posthumanism through the work of Rosi Braidotti (2013, 2017, 2018, 

2019a, 2019b). Therefore, in this section of the curiosity I will discuss key tenets of 

Braidotti’s posthumanism that connect to my inquiry.   

	  

Braidotti’s	  posthumanism	  

Rosi Braidotti’s critical posthumanism (Braidotti, 2013, 2018, 2019a) draws from 

feminism and Deleuze and Guattari’s vital materialism (Braidotti, 2018). Braidotti 

explains that the trigger for the critical posthumanities is the convergence of 

posthumanism (critique of ‘man’ as the universal representation of humanity) and post-

anthropocentrism (critique of species heirarchy, with humans at the zenith) (Braidotti & 

Hlavajova, 2018; Braidotti, 2019a, 2019b). For Braidotti, a resulting implication for 

qualitative inquiry is the imperative to experiment with creative yet critical ways of 

investigating the world in a way that can produce valuable knowledge in fast-changing 

times (Braidotti & Hlavajova, 2018) and enable us to action to achieve change amidst the 

plethora of challenges the world faces (Braidotti, 2019b). Or, “the ethical implication is 

to get going. Affirmative ethics puts the motion back into e-motion and the active back 

into activism. Because of the abundance of yet unfulfilled possibilities, much remains to 

be done” (Braidotti, 2019a, p. 181).  

 

The defining features of Braidotti’s posthumanism are as follows:  

1. The immanence of matter (Braidotti, 2018). This notion advances the idea that all 

matter is one, and while we are distinct from other bodies in the world, we are not 

disconnected (Braidotti, 2019b). I take up this idea in my application of Barad’s 
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material intra-action (Barad, 2003, 2007), Bennett’s vibrant matter (Bennett, 2010, 

2018), and Deleuze and Guattari’s assemblage and affect (Deleuze & Guattari, 1987).   

2. Matter is intelligent and self-organising (Braidotti, 2018). This idea connects to 

Bennett’s conception of vibrant matter (Bennett, 2010, 2018), which I explore later in 

this curiosity.  

3. The posthuman subject is heterogeneous and constantly shifting (nomadic) (Braidotti, 

2018). Moreover, subjectivity includes transversal connections to bodies in the world 

- human and non-human (Braidotti, 2018, 2019a). In alignment with this conception, I 

provide reflections of my understanding of myself as a posthuman subject in the next 

section of this curiosity. 

  

In addition to the above over-arching features of critical posthumanism that I have put to 

work in my inquiry, three connected aspects of Braidotti’s critical posthumanism fed into 

my inquiry specifically: affirmative ethics, creativity, and power as potentia (Braidotti, 

2018, 2019a). As I explained in Curiosity 1, my aim for this inquiry was to create a 

‘critical’ piece of work while cognisant of the fact that much past research in the area of 

school-based Health Education has resulted in critique that has not made a positive 

difference to teaching and learning in Health Education (Allen, 2018; Fernández-Balboa, 

2017). As a result, I have taken on board the need to be creative in my approach in order 

to produce - for both me, and for those who read my work - “energising projects that 

express generative narratives, rather than wallow in negativity (about Health Education)” 

(Braidotti, 2019a, p. 69). This does not mean that I deny any negative aspects of the 

Health Education experience that my findings might suggest, but rather an affirmative 

ethics signals that I can rework any negative affects for transformational ends (Braidotti, 

2019a). In terms of power, I plug-in Braidotti’s potentia in Curiosity 8, where this 

empowering form of power is contrasted with a Foucauldian conception of biopower 

(Foucault, 1978). Affirmative ethics is aimed at empowerment (Braidotti, 2018), a 

productive force and  “an ethically empowering mode of relation increases one’s potentia 

and creates one’s ability to take in and on the world” (Braidotti, 2019a, p. 169). 

According to Braidotti, this resonates with Deleuze’s conception of desire: “Desire is 

productive. We can produce something more with collective energy. Hope, laughter, 

confrontation, power. Overflows, excess plenitude, exuberance, inexhaustible” (Braidotti, 

2019b). Overall, I have worked with the inter-connected ideas of affirmative ethics, 

potentia, and creativity to enable me to think differently about Health Education.  
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Posthuman	  subjectivity	  	  

Braidotti’s posthumanism rejects the notion of (hu)man as knowing and superior subject, 

instead focusing upon “processes of change and becoming of the natural and social 

world, and an ecology of the human and the non-human in which neither is distinguished 

from, or privileged over, the other” (Fox & Alldred, 2017a, p. 22). Braidotti writes:  

In my view the posthuman subject is a neo-materialist grounded thinker of 

dynamic and complex social and discursive practices, but with a keen eye for 

issues of social and political justice and a commitment to affirmative ethics 

(Braidotti, 2019a, p. 46).   

Near the end of my thesis writing, I was asked to speak on a panel at the Posthuman 

Knowledge(s) Summer School at Utrecht University. I draw upon some of the words in 

my speech that I prepared for the panel to reflect upon the idea that, after having engaged 

with posthuman and new materialist theory, and Braidotti’s conception of the posthuman 

subject above, I view myself as a posthuman subject. As follows:  

I am a mother, a teacher, a student, a gardener; I am a person living with, as 

well as in, the lands I inhabit… Taking on posthuman and new materialist 

thought for my work has changed the way I see, work, and walk in the world. 

I think I am more connected to nature and I notice more of what’s going on 

around me. I am definitely more creative. I recognise the effect that the 

environments I inhabit have on me - and of course also the effects that I have 

on the environments I inhabit. Trying to work out what it means to be human 

in our times, is not easy and is an ongoing and shifting project. Like life 

itself, it is at once messy, confusing, and contradictory; - and rhizomatic - it 

veers off in unexpected directions at many junctures (Dixon, 2019). 

The excerpt above, then, provides some insight into posthuman subjectivity, in 

which the boundaries between the subject-object distinction are blurred, or the 

sharp definitions between (hu)man as knowing subject and object of a (hu)man’s 

gaze have been dismantled. The lands in which I walk and work  continue to 

contribute to my becoming of a (post)human being. As a posthuman subject, I am 

connected to/with/in my worlds through affecting and being affected by daily 

encounters with human and non-human beings. I take up the posthuman 

understanding of subjectivity in my inquiry in my use of new materialism theory, 

which I now turn to.  
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New	  materialism	  in	  my	  inquiry	  

Defining	  new	  materialism:	  An	  impossible	  task?	  	  	  

As I noted above, new materialism is a theoretical approach that sits under the broader 

umbrella of posthumanism. Allen (2018) states that “new materialism is impossible to 

define or summarise, because in alignment with its own ontological and epistemological 

underpinnings, it is “in process” and “not one thing” (St Pierre et al.,  2016, p. 99)” (p. 

17-18). For me, this statement makes it at the same time both very difficult and somewhat 

easy to compose this section of the curiosity. Very difficult in that it is an impossible task 

to synthesise such a fluid and diverse theoretical approach in one section of a thesis. 

Somewhat easy, as this statement justifies the approach I take here, which is to limit my 

writing about new materialism to the specific aspects that relate to my inquiry28.   

 

How	  I	  have	  taken	  up	  new	  materialism	  	  	  

The manner in which I have taken up new materialist theory in my inquiry connects to 

what Ringrose and Renold (2019a) coined ‘PhEmaterialism’ (pronounced fem-

materialism) through my use, in an educational research context, of Braidotti’s 

affirmative ethics (Braidotti, 2018, 2019a, 2019b), and the conceptual work of Karen 

Barad (Barad, 1996, 2003, 2007), which I will explain in more depth in subsequent 

curiosities. PhEmaterialist researchers have taken up the imperative to make research 

matter through mobilising creative approaches to enable new ways of thinking and doing 

research (Ringrose & Renold, 2019a), in a way that holds promise for influencing 

political and/or pedagogical change in education practice. According to Ringrose and 

Renold (2019b), who research in sexuality education, one aim for them as phEmaterialist 

researchers is to defamiliarise the risk-based approach (to sexuality education), which 

resonates with my aim to create new knowledge about the Health Education experience.    

 

How	  matter,	  matters	  in	  my	  inquiry. As I noted in the section above, I make use 

of two theories of matter in my inquiry (Barad, 1996, 2003, 2007 and Bennett, 2010, 

2018). Here, I discuss how their conceptualisations of matter are different. Jane Bennett 

(2010) defines the vitality of non-human bodies as “the capacity of things… not only to 

impede or block the will and designs of humans, but also to act as quasi agents or forces 
                                                
28 For an overview of new materialism more generally, I recommend Fox, N.J. & Alldred, P. (2017). 
Sociology and the New Materialism: theory, Research, Action. London: SAGE Publishing.   
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with trajectories, propensities, or tendencies of their own” (p. viii). In other words, non-

human forces intersect with and shape other forces (including human) that they encounter 

within assemblages (Bennett, 2018). In alignment with Braidotti’s posthumanism, 

Bennett’s project is a critique of anthropocentrism, as she draws attention away from the 

centrality of the human, and focuses instead on the way in which human and non-human 

bodies act within a collective (Bennett, 2010, 2018). A Baradian understanding of matter 

differs from Bennett’s in that matter is a substance in its intra-active becoming (Barad, 

2007) as it collides with other forces. In other words, while Bennett’s ‘thing-power’ 

(Bennett, 2010) implies that matter is a fixed substance, with agentic capacity to affect 

and be affected, Barad’s conceptualisation holds that matter emerges from its intra-

actions with other matter. I explain my understanding and application of Barad’s intra-

action in more depth in the curiosity that follows, and I explain both intra-action and 

vibrant matter more specifically as they apply to my inquiry in Curiosity 6.  

 

While commonly considered within new materialist and posthumanist ontologies, 

Bennett cautions against ascribing newness, or ‘post’ to her theory, since the 

connectedness of both human and non-human materialities has long existed within a 

range of worldviews, including indigenous thought (Bennett, 2018). For example, In the 

New Zealand context, a traditional Māori ontological worldview acknowledges that 

“objects could speak, act and have effects independently of human thought and will” 

(Jones & Hoskins, 2016, p. 78). From this indigenous perspective, the nature-culture 

dualism does not exist, thus “indigenous people’s everyday entanglement of nature and 

culture has produced lasting ontologies and epistemologies that identify humans in and 

with nature, and vice versa” (Jones & Hoskins, 2016, p. 79). Jones and Hoskins (2016) go 

on to explain that the vitality of things is not attributed to intrinsic properties of objects, 

but because of the way in which objects interact, intersect, and collide with others, which 

connects to Barad’s (2007) material intra-action.  

 

Both Bennett and Barad’s ideas about materiality have been taken up in educational 

research. For example, Thiel (2015) investigated vibrant materiality and intra-action 

between objects (fabric) and children in a literacy-learning classroom through 

ethnographic inquiry. She observed that “kids breathed new ways to breathe life into the 

fabrics” (Thiel, 2015, p. 118), making use of them in unintended ways to promote literacy 

learning. Taylor (2013) explored objects, bodies, and space in their enactment of 
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important, but often unnoticed, performative work in a senior secondary sociology 

classroom in the United Kingdom. Applying both Barad’s intra-action (2007) and 

Bennett’s vital materiality (2010), Taylor found that the use of furniture, pens, and 

clothes possessed agency and vitality in ways that intra-acted with humans in the 

classroom to inscribe gendered practices (Taylor, 2013). Like in the Health Education 

classroom, paying attention to how students engage with the materiality of their 

surroundings (Thiel, 2015) offers promise as a way to broaden our understanding of how 

students come to make sense of the world around them, learn, and be creative. Moreover, 

considering the classroom as a space in which objects, bodies, and space are entangled, 

and intra-actively productive of something new (Taylor, 2013), opens up the possibility 

for expanding thought about optimal design of learning spaces and the set-up and 

decoration within, which is something I am interested in exploring in my inquiry.  

 

 Assemblage	  and	  affect. Another aspect of new materialist theory that I put to 

work in my inquiry is assemblage and affect (Deleuze & Guattari, 1987) as guided by the 

manner in which Alldred and Fox (2019), Fox and Bale (2017), and Fox and Klein (2019) 

make use of the concepts in the context of sociological and educational research. Simply 

put, assemblages are comprised of a dynamic arrangement of non-human and human 

bodies (Alldred & Fox, 2017) assembled by their capacity to affect and be affected by 

other bodies (Fox & Bale, 2017). Allen and Rasmussen (2017) describe the sexuality 

education assemblage as follows:  

they are in flux, events, phenomenon, matter, affect; they are intra-active, 

which also means that assemblages continue to be sedimented in humanist 

understandings of sexuality, of particular notions of identity and representation, 

responsibility, consent, disease, behaviour, and biology”  

(p. 7).  

If I was to expand upon the above quotation by adding common Health Education 

learning content related to alcohol and drugs, mental health, and food contexts (to 

mention merely a few learning contexts), the assemblage becomes ever more multiplex. 

Therefore, the assemblage analytic offers promise as a lens through which I can explore 

the complexity of the senior secondary Health Education experience. By shifting 

analytical attention away from individual humans’ perspectives and onto assemblages 

comprised of human and non-human bodies, researchers can explore not what something 

is but what something can do (Alldred & Fox, 2019). I discuss in detail how I have come 
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to understand, and apply, assemblage and affect theoretically and analytically in Curiosity 

7 and in Curiosity 8.  

 

As with Barad and Bennett’s materiality, the assemblage analytic has been taken up in 

education, health, and Health Education research settings. As I discussed in my 

introduction to Curiosity 5, Deana Leahy (2012) used the assemblage as a theoretical lens 

to view Health Education as it is deployed to enact the hopes of government. She came to 

conceive Health Education not only as part of a broader governmental assemblage, but as 

an assemblage in its own right, connected to other assemblages that operate in society. 

While I take up an understanding of governmentality (Curiosity 5) and assemblage 

(Curiosities 7 and 8) commensurate with that of Leahy (2012), for Curiosity 8 I was 

particularly drawn to the manner in which Nick Fox and his co-researchers have worked 

with the assemblage analytic in relation to exploring micropolitics and capacities that 

assemblages produce (or in some cases impede).  

 

Exploring citizenship through the lens of sexualities education in the United Kingdom in 

three settings, Alldred and Fox (2019) compiled an assemblage for each setting which 

enabled them to discuss contrasting affects and capacities produced. They concluded that 

their micropolitical analysis might enable a broadening of research agenda which might 

“foster positive sexual and other capacities in participants, and to open up possibilities for 

becoming-citizen” (Alldred & Fox, 2019, p. 700). Fox and Bale (2017) drew upon 

interview data to investigate affects and capacities of assemblages in the area of young 

people’s sexuality more broadly, discovering a wide array of human and non-human 

relations that act to produce a “complex mix” (Fox & Bale, 2017, p. 405) of affects that 

circulate around sexuality as young people are making sense of who they are as sexual 

beings. Finally, Fox and Klein (2019) conducted a micropolitical analysis of (health) 

behavioural interventions to shine a light on what the interventions do and what (in) 

capacities they produce in targeted populations. Through doing so, they were able to 

comment on how behavioural approaches to policy implementation (re)produce existing 

social inequities in relation to class, gender, and race; with the incapacities produced by 

the interventions outweighing the positive capacities and affects.  

 

For my inquiry, I hope that that utilising the assemblage as a theoretical lens enables me 

to illuminate not only a wide range of human and non-human relations at play in the 
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Health Education experience, but also to reveal some insights into what affects and 

capacities are produced as a result of the assembled relations. I believe that an analytical 

strength of this approach is that insights can be made into the relational and shifting 

nature of the Health Education experience in a way that encourages movement forward in 

future teaching practice and research, rather than implying and representing fixed 

understandings which simply reinscribe past or current understandings about what Health 

Education is and can do.  

 

 

The	  relationship	  of	  my	  inquiry	  to	  post-‐structuralism	  

Posthuman and new materialist thought bring “new emphases and new priorities” 

(Davies, 2018, p.125) to post-structuralism, rather than reject or replace post-structural 

thought entirely. Or in Baradian terms, the past is never left behind completely; past and 

future being “enfolded participants in matter’s iterative becoming” (Barad, 2007, p. 234) 

For my inquiry, rather than relying on post-structuralism’s attention to language and 

discourse to make sense of senior secondary Health Education, posthumanism and new 

materialism offer an expanded set of conceptual tools with which I can work to explore 

questions surrounding my topic. Subsequently, these theoretical perspectives enable me 

to heed the call from Braidotti (2017) to be conceptually creative (appearing in the quote 

that opens this curiosity). While post-structuralism is focused upon discursive practices at 

the expense of the material world (Bozalek & Zembylas, 2016), posthumanism and new 

materialism enables researchers to explore “the complex interrelations of discursive 

practices, the human body, social and cultural forces, and individually-experienced but 

historically situated emotions and affects” (Bozalek & Zembylas, 2016, p. 194). In my 

inquiry, I follow other researchers in (Health) Education by putting to work Foucault’s 

biopower (Foucault, 1978) and governmentality (Foucault, 1991), and in this way, my 

inquiry connects to post-structuralism. Further, as I discuss below with reference to 

global competence, my inquiry is situated within the twenty-first century educational 

context which, like post-structuralism, is dynamic, uncertain, and complicated; without 

conclusive answers to the ‘wicked problems’ (Hipkins et al., 2014) in the world.  
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Global	  competence,	  Health	  Education	  and	  critical	  health	  literacy	  

(Critical thinking includes) a curious and investigative attitude towards the 

world, including a bent towards understanding health issues in a deeper way 

and perhaps, to create something new (Paakkari & Paakkari, 2012, p. 137).   

	  

Introducing	  The	  Global	  Competence	  Framework	  	  

2018 was the inaugural year in which the Programme for International Student 

Assessment (PISA) assessed global competence, the ability for people to interact with the 

“interconnected, diverse, and rapidly changing world” (OECD, 2019, p. 165)29. While 

global competence is a lifelong process; unfixed and dynamic much like the twenty-first 

century itself, schools can play a part in helping young people to develop the dispositions 

and understandings needed to be a globally competent citizen (OECD, 2019). There are 

four dimensions of global competence, supported by four factors: skills, knowledge, 

values, and attitudes. The dimensions are:  

• Examine local and intercultural issues.  

• Understand and appreciate the perspectives and worldviews of others.  

• Engage in open, appropriate and effective interactions across cultures.  

• Take action for collective wellbeing and sustainable development (OECD, 2019, p. 

169).  

I acknowledge that the dimensions (and the factors) are interconnected, rather than 

discrete, which means it is somewhat artificial to deal with them separately. However, by 

exploring the dimensions and the factors in more detail - as I will do below - I hope to 

illuminate the connections that exist across these building blocks of global competence.  

 

I chose to consider in my inquiry the OECD’s PISA 2018 Global Competence 

Framework (OECD, 2019) for two reasons. First, PISA is the largest international 

comparative study of education in the world, encompassing 80 countries in 2018. PISA 

assesses the extent to which young people have acquired some of the knowledge and 

skills that are essential for full participation in society (Ministry of Education, 2018). 

Thus, the framework is of direct relevance to education, both locally and internationally. 

Second, the Global Competence Framework links meaningfully to Health Education 
                                                
29 Results for 2018 PISA will be released on 3 December, 2019 at http://www.oecd.org/pisa/  
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learning, as well as critical health literacy (as the four dimensions above, and explained in 

more detail below, attest to). As a result, the framework is relevant not only to Health 

Education, but health more broadly. I am interested in exploring the extent to which my 

participants’ experiences of Health Education resonate with the four dimensions of global 

competence, including connections to critical health literacy.   

 

Dimensions	  of	  global	  competence	  and	  the	  factors	  that	  wrap	  around	  them	  

I explain below the four dimensions of global competence and how I conceive their 

connections to Health Education and critical health literacy. First, though, I explore the 

factors that wrap around the four dimensions: skills, knowledge, values, and attitudes 

(OECD, 2019). In school curriculum terms, these factors represent valued learning 

outcomes of any subject, including Health Education. Skills include cognitive skills 

associated with critical thinking, perspective-taking, and academic achievement (e.g. 

literacy and numeracy skills). Socio-emotional and interpersonal skills to manage oneself 

in decision-making and social situations are also critical for the ability to be globally 

competent (OECD, 2019). Knowledge involves an understanding about health issues 

facing populations nationally and internationally, including those deemed controversial 

(OECD, 2019). Knowledge also includes understanding how formal and informal 

institutions operate, including cultural relations (OECD, 2019). Knowledge of both the 

theoretical and practical types is also a prerequisite for the ability to be critically health 

literate (Paakkari & Paakkari, 2012; Sykes, Wills, Rowlands & Popple, 2013).  

 

Attitudes and values in the New Zealand schooling context include those in the ‘front-

end’ of The New Zealand Curriculum (Ministry of Education, 2007) such as valuing 

excellence, innovation, inquiry, and curiosity, diversity, and equity. Moreover, attitudes 

and values include those espoused in the Health and Physical Education learning area: 

care and concern for others, respect for others’ rights, a positive and responsible attitude 

towards own wellbeing, and social justice (Ministry of Education, 1999, 2007). Together, 

these attitudes and values resonate with those deemed critical for global competence, 

such as respect, tolerance, connectedness to the world, and valuing human dignity 

(OECD, 2019). In terms of critical health literacy, these attitudes and values intersect 

with “the collectivist-minded, socially active citizen who prioritises the common good” 

(Chinn, 2011, p. 65).    
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Examining	  local	  and	  intercultural	  issues.	  The first dimension of global 

competence that I will discuss - as connected to Health Education in New Zealand and as 

connected to critical health literacy - is the ability to examine local and intercultural 

issues. Here we find connections to the plethora of health issues that confront 

communities, nations, and the world. Health Education learning in Aotearoa at the senior 

secondary level provides students a framework to explore health issues in relation to their 

contributing factors (determinants of health), the impacts for people’s wellbeing of the 

issues, and health promoting actions that could be put into place for equitable health 

outcomes (Ministry of Education, 1999, 2007). Associated understanding and knowledge 

in the realm of critical health literacy includes being conscious about the world beyond 

their own experience and familiarity with conceptual models relating to health (Paakkari 

& Paakkari, 2012).  

 

 

Understanding	  and	  appreciating	  the	  perspectives	  and	  worldviews	  of	  others. 

The second dimension is being able to understand and appreciate the perspectives and 

worldviews of others. Critical health literacy, according to the World Health 

Organization, is an important form of social and cultural capital (WHO, 2013). Thus, it is 

crucial to understand divergent points of view when making sense of the world in which 

we inhabit, and in doing so, we are able to gain the respect of others whose views differ 

from our own. In Level 3 NCEA Health Education, this connects with the analysis of 

both local and international health issues, evaluation of scientific/Western health 

practices and alternative/traditional health practices, and the opposing perspectives of 

groups on different sides of ethical and moral debates on health-related issues. In addition 

to content covered in a typical Level 3 NCEA Health Education course, the socio-

constructivist nature of pedagogical practice (Fitzpatrick, Wells, Tasker, Webber & 

Riedel, 2018; Ministry of Education, 2007; Tasker, 2004) likely enables learners to 

engage in discussions with their teacher and classmates that involve listening to others’ 

perspectives and making sense of a range of worldviews in relation to their own beliefs 

and understandings. The OECD promotes such student-centred pedagogies as group 

work, class discussion and structured debates as teaching and learning practices that can 

build global competence (OECD, 2019).  
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Interactions	  across	  cultures. The third dimension is engaging in open, 

appropriate and effective interactions across cultures. Echoing the points made above, the 

pedagogies that are valued in Health Education in Aotearoa lend themselves to offering 

ample opportunities for learners of the subject to develop, practice, and refine skills in 

interpersonal communication, and develop an appreciation for the range of perspectives 

held by people (Fitzpatrick et al., 2018). In terms of critical health literacy, the ability to 

interact effectively with diverse people and groups is a salient quality to possess in order 

to advocate and take action to address health inequities, including at political level 

(Paakkari & Paakkari, 2012; Sykes & Wills, 2018; WHO, 2013). Interpersonal skills are 

also needed when communicating in healthcare settings, which is pertinent not only for 

people seeking healthcare, but those who provide healthcare (WHO, 2016).  

	  

	  

Taking	  action. The fourth dimension of global competence is the ability to take 

action for collective wellbeing and sustainable development. As I discussed above, the 

capacity to take action (including at political levels) to address determinants of health and 

health inequities (Paakkari & Paakkari, 2012; Skyes & Wills, 2018; WHO, 2013) is a 

valued feature of critical health literacy. The literature in the critical health literacy field 

uses terms such as “collective health promotion action” (WHO, 2016, p. 2), “community 

development… empowerment… critical consciousness” (Skyes et al., 2013, pp. 6-7), 

“democratic participation” (Chinn, 2011, pp. 63-64), and “social responsibility” (Paakkari 

& Paakkari, 2012, p. 139). It is important to recognise that in order to be involved in such 

action, people need to be able to think critically and creatively, and have an 

understanding of the determinants of health that impact upon people and communities 

(Nutbeam, 2000, 2008; Sykes & Wills, 2018; WHO, 2016). Returning to Health 

Education in Aotearoa, the quotation below sums up, I believe, the importance of 

students’ learning experiences in the area of health promotion:  

In a sense, health promotion is the absolute fulfillment of the H&PE 

curriculum. It is where hauora is seen in socio-ecological terms and the process 

of taking action reflects these conceptual understandings along with the 

curriculum attitudes and values. While teachers measure student achievement 

in health promotion against learning outcomes, research evidence suggests it is 

also a way to sustain changes in health behaviours as well, because the process 

empowers people to do so (Robertson, 2005, p. 23).  
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Health Education at the senior secondary level in New Zealand, then, has the potential to 

offer learners experiences that help them hone their knowledge and skills in ways that set 

them up to become active and empowered participants in the world in which they do, or 

will, inhabit.  

	  

Summary	  of	  the	  Global	  Competence	  Framework	  	  

In my above explanations, I have connected the Global Competence Framework (OECD, 

2019) to Level 3 NCEA Health Education and to key tenets of critical health literacy. By 

applying the Global Competence Framework to my findings, I believe I will be able to 

draw meaningful conclusions about the extent to which my participants’ experiences of 

Health Education prepare them for life in an uncertain twenty-first century, including 

their ability to be critically health literate citizens.  

 

 

Conclusion	  

 

(Concepts can be used to) sharpen my ideas about how the world works 

(Dolphijn, 2019).  

 

In this curiosity I have laid the conceptual foundations for the thesis as a whole in a way 

that I believe sharpens my focus for my inquiry. I have outlined my use of the cabinet of 

curiosities as an over-arching metaphor for the thesis and for Health Education itself. I 

have described what it means to take a bricolage approach to inquiry, and discussed the 

posthuman and new materialist theoretical perspectives that underpin the inquiry, as well 

as their connection to post-structuralism; all as they relate to my inquiry. Finally, I have 

also situated my work in the context of the twenty-first century educational framework of 

global competence (OECD, 2019). In the curiosity that follows, I demonstrate how the 

theoretical frameworks I have explained here inform the methodology for my inquiry.  
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Curiosity	  4:	  Methodology	  

 

Qualitative research takes us, if we are courageous enough, on an exciting  

and very demanding path of experimentation. It can take us to the edge of  

the not-yet-known (Davies, 2014, p. 734).  

 

Do something different. Dig in, go deep. Be brave and resourceful  

(St Pierre, 2019).  

	  

	  

Introduction	  

Curiosity 3 provided the foundations for the methodological approach that is explained 

here. I divide this curiosity into three main sections: 

1. Methodology 

2. Methods  

3. Methodological issues.  

In the methodology section I discuss the agential realist paradigm (Barad, 1996, 2003, 

2007) within which the study is positioned, the research questions, my entanglement with 

the inquiry, and finally how these aspects (in combination with the theoretical 

underpinnings outlined in Curiosity 3) inform the research design of the study. In the 

methods section I describe the participants, the approach to data collection (production) 

that I used to investigate participants’ perspectives, and my post-qualitative approach to 

analysis. Finally, in the methodological issues section I discuss issues that arose for me 

during the inquiry in terms of ethical considerations, recruitment, interviewing, and the 

analysis.      
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Methodology	  

Agential	  realism	  	  

Drawing upon insights from quantum mechanics, Karen Barad proposed an onto-epistem-

ological framework that she named (following the physicist Niels Bohr) ‘agential 

realism’ or posthuman performativity (Barad, 1996, 2003, 2007). In this section, I 

describe how I have come to understand this paradigm in the context of my inquiry, in 

particular in relation to Barad’s concept of intra-action. The hyphenation of onto-epistem-

ological points to Barad’s assertion that matters of being and knowing cannot be 

separated: “Practices of knowing and being are not isolable; they are mutually implicated. 

We don’t obtain knowledge by standing outside of the world; we know because we are of 

the world” (Barad, 2007, p. 185, emphasis in original). By not separating the two 

concerns, or privileging epistemological concerns over ontological ones (Barad, 1996), 

we are able to understand the entangled nature of matter (the material) and meaning (the 

discursive) from a posthumanist point of view that does not ascribe agency solely to 

human bodies (Jackson & Mazzei, 2012). Moreover, we no longer privilege the 

discursive over matter as has tended to happen in post-structuralist research (Hekman, 

2008). Rather, Barad writes about the “simultaneously material-cultural” nature of the 

world (Barad, 1996, p. 179-181). These two points are consistent with the new materialist 

theoretical underpinnings of my inquiry, as described in Curiosity 3.  

	  

From a research perspective, an agential realist account offers an understanding of how 

material and discursive; natural and cultural, non-human and human factors work 

together and are entangled in the production of the world (Barad, 2007). It follows then, 

that agential realism offers me the opportunity to explore the messiness of senior 

secondary Health Education learning experiences and outcomes. By understanding the 

importance of both matter and meaning (and their entanglement) I am afforded the 

opportunity to draw out a wider range of insights into Health Education than would exist 

with sole focus on the discursive. Agential realism, then, “enables explorations of 

fluidity, dynamism, and unpredictability that are often hard to describe within a purely 

post-structuralist framework that focuses on discourse” (Lyttleton-Smith, 2017, p. 4). 

Agential realism is a relational ontology, where there are no absolutes and no way of 

‘discovering’ an essential reality (Fox & Alldred, 2018), which is consistent with post-

structuralist understandings and the uncertainties of our twenty-first century world.  
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The idea of intra-action is integral to Barad’s agential realism, and like other researchers 

working in this paradigm, it is an idea that I have taken on board in my inquiry. Intra-

action stems from quantum mechanics, which makes the case that “apparently-

independent sub-atomic particles seem entangled and the act of observation appears to 

affect what is observed” (Fox & Alldred, 2018, p.7). Barad explains intra-action as 

signifying “the mutual constitution of entangled agencies” (Barad, 2007, p. 33, emphasis 

in original) and contrasts this with ‘interaction’ by explaining that the latter “assumes that 

there are separate individual agencies that precede their interaction” (Barad, 2007, p. 33). 

In other words, as stated by Lenz Taguchi (2012), bodies (human and non-human) “are 

always affecting or being affected by each other in an interdependent and mutual 

relationship as a condition for their existence” (p. 271). Or, as Taylor and Ivinson 

describe it, “human and non-human bodies… come into being as agentic phenomena only 

and always through dynamic, co-constitutive emergence” (2013, p. 666). Thus, who we 

are/become, what we do, and how we do it is an on-going process that emerges as a result 

of our intra-actions with bodies in the world in which we inhabit. Moreover, ‘agency’ is 

viewed by Barad as a “’doing’ or ‘being’ in its intra-activity” (Barad, 2007, p. 178) rather 

than an attribute that someone or something possesses. As a consequence of intra-actions, 

the world comes to life in new ways, new ways of knowing are made possible, and 

different stories can be told (Barad, 2014). Further as I have come to realise as being 

critical to my inquiry - different questions can be asked (but not necessarily - and never 

definitively - answered).   

	  

In research terms, intra-action renders obsolete the subject-object distinction that 

separates the researcher from the object of observation, and invalidates that notion of 

researcher objectivity that may be associated with traditional research approaches. 

Instead, the researcher is always already entangled across the research process. For 

example, as researchers we set up the apparatus of observation (in my case in-depth 

interviews) and produce the “boundary-making agential cuts that will then be written up 

as scientific knowledge” (Lenz Taguchi & Palmer, 2013, p. 674). Moreover, as a 

researcher, I am affected, challenged, and changed by undertaking the research itself. 

Every decision and action across the research process can therefore be seen as intra-

actions that produce something new, different, and (hopefully) unexpected.  
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Finally, it is worth explaining what I understand to be the relationship between agential 

realism, and constructionism and realism, which are more familiar research paradigms. 

Realism is a perspective in which entities exist independent of the human mind, while in 

constructionism humans construct a shared understanding of the world (Fox & Alldred, 

2017a). Barad describes her onto-epistem-ology as a relational ontology that brings 

together constructionism and realism (Barad, 2007). The entanglement of matters of 

being, knowing, and doing (Barad, 2007) renders the distinction between realism and 

constructionism incomprehensible, or in other words, neither realism nor constructionism 

can adequately account for making sense of the world in a posthuman performative 

paradigm with new materialist underpinnings.  

	  

Research	  questions	  	  

The main arguments that I develop in this thesis are in response to one overarching 

research question and three sub-questions, which were formulated in keeping with the 

theoretical underpinnings of my inquiry. The overarching research question is: How 

might learning in senior secondary Health Education in Aotearoa New Zealand contribute 

to our twenty-first century world? The sub-questions are:  

1. What impacts students’ experiences of Health Education? 

2. How do participants intra-act with the materiality of their Health Education world in 

ways that produce different becomings?     

3. What constitutes the Health Education assemblage, how does it work, and what does 

it do?  
 

My	  entanglement	  with	  the	  inquiry	  

My past experience, present involvement, and likely future work in Health Education in 

Aotearoa New Zealand positions me as an expert and leader in the field and thus had 

implications across the research process, including how I framed the inquiry and its 

questions, participant recruitment, interactions in the in-depth interviews, my reading and 

analysis of the data, how I represented the findings, and the conclusions that I made. I am 

very much an insider in the Health Education area - I am not only in the world of Health 

Education, but of the world of Health Education (Barad, 2007). I was never going to be 

able to be objective or maintain distance from the inquiry; rather, I was always going to 

be entangled in the study. Or, my becoming-researcher “takes place in the World As We 
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Know It… Bodies in flight do not leave the world behind… they take the world with 

them - into the future” (Massumi, 1992, p. 105).  

	  

Researcher entanglement is, however, expected in qualitative research, where a 

researcher’s view of the world shapes the research, and her subjectivities permeate every 

aspect of a study. As asserted by Mertens (2015), “all knowledge creation reflects the 

researchers’ beliefs and expectations and their ability to measure and interpret the world” 

(p. 406). In a similar vein, Lichtman expresses that “because it is the researcher who is 

the conduit through which all information flows, we need to recognize that the researcher 

shapes the research and, in fact, is shaped by the research” (2013, p. 164). These 

quotations, and my acknowledged entanglement in Health Education raised questions for 

me early in the inquiry, such as: what impact might the assumptions I hold about Health 

Education learning have? How might what I find challenge my long-held beliefs or 

assumptions? How will I be implicated in the production of truths? How will I avoid this? 

Should I avoid this? With genuine curiosity to generate answers to these questions, I 

made a commitment to engage in reflective and reflexive practice as I researched. 

However, it was not long before I encountered and was drawn in/to Karen Barad’s 

diffraction and intra-action (Barad, 2007). These ideas highlighted for me the limitations 

of being reflective and reflexive, and drew me into digging deeper to explore the impacts 

of my entanglement with the research.   

	  

I made a decision at the beginning of my inquiry to keep a journal to facilitate my ability 

to be reflective. By engaging in on-going reflection, I was able to look back on, assess, 

and critique my decisions and actions as an evaluative tool in order to help shape actions 

and decisions yet to be made for the study - but only to a point. Reflexivity, to go a step 

further, encompasses both looking back and looking forward (Mann, 2016). Reflexivity 

involves explicit, thoughtful, dynamic, and subjective self-awareness (Finlay, 2002) and 

“recognizes mutual shaping, reciprocity and bi-directionality” (Mann, 2016, p.28). The 

bi-directionality Mann points to is the impact that the researcher may have on the 

research and its participants, as well as the impact the inquiry and its participants may 

have on the researcher.  

 

Reflexivity, however, is not without criticism. One prominent critique of reflexivity is the 

potential for the practice to be self-indulgent and narcissistic (Pillow, 2003), and to run 
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the risk of drowning out participants’ voices in favour of that of the researcher’s (Mann, 

2016). To be reflexive well takes practice and is only ever a partial account (Finlay, 

2002). Being reflexive “is invariably more confusing, complex, multilayered, situated, 

enactive, emergent, precarious and messy than we could ever express” (Finlay, 2012, 

p.18) which is potentially threatening to an inexperienced researcher. A further 

consideration is the challenge of remaining faithful to post-structural understandings 

when engaging in reflexivity. When researchers use reflexivity to present the self (or the 

researched other) as “singular, fixed and knowing”, then they are working within a 

modernist understanding (Pillow, 2003, p. 180). Rather, the researcher working with the 

‘posts’ will consider the subject as “multiple, as unknowable, as shifting” (Pillow, 2003, 

p.180).  

	  

Recognising the limitations of reflection and reflexivity, Donna Haraway (1997) asserted 

“my suspicion is that reflexivity, like reflection, only displaces the same elsewhere… 

Diffraction is an optical metaphor for the effort to make a difference in the world…” (p. 

16). Building upon Haraway’s idea, Karen Barad critiqued reflection for its 

representationalist nature that reflects on the world from outside and reinforces binaries 

and separation of ontology, epistemology, nature, and culture (Barad, 2007). The notion 

of diffraction, which in contrast involves understanding the world from within and as part 

of it, connects to the world in its intra-acting and entangled states. It is about making a 

difference in the world (Barad, 2007) and can be used to explore the world we are 

observing (data) as well as our practice as researchers (Davies, 2014). In keeping with the 

worldview within which my research is positioned, I shifted my allegiance from a 

commitment to being reflexive, to being diffractive in the way I approached my inquiry. I 

discuss my use of diffraction as a methodological practice to interrogate myself, as well 

as to interrogate my data, below in the section ‘A post-qualitative approach to data 

analysis.’  

	  

But is there really a difference between reflection, reflexivity, and diffraction in terms of 

researcher practice? Or is diffraction an en-vogue term used to describe the former? For 

Davies (2014), Jackson and Mazzei (2012), Lenz Taguchi (2012), Lenz Taguchi and 

Palmer (2013), and Mazzei (2014), there is indeed a difference between the terms. They 

view reflection and reflexivity as inadequate and incompatible with the conceptual 

underpinnings of their work, because they are entrenched in humanistic understandings, 
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and privilege the discursive rather than recognise the way in which the material and 

discursive intra-act (Jackson & Mazzei, 2012). In post-qualitative inquiry, diffractive 

practices are recognised for their potential to bring into our vision things we may 

otherwise not uncover and things that matter that emerge unexpectedly and unpredictably 

(Mazzei, 2014). From an ethical and socially just standpoint, diffractive practices 

“carefully and attentively (do) justice to a detailed reading of the intra-actions of different 

viewpoints and how they build upon or differ from each other to make new and creative 

visions” (Bozalek & Zembylas, 2017, p. 118). That sounds useful to me.   

 

From	  research	  approach	  to	  research	  design	  	  

The posthuman and new materialist theoretical positioning of the study, coupled with the 

agential realist paradigm within which it is situated, and the nature of the research 

questions to be addressed, necessitated a qualitative research design. However, it is fair to 

say that, no matter the theoretical and conceptual foundations, I was always going to 

engage in a qualitative inquiry for my PhD project. Qualitative research has a long-

standing research tradition in education (Lichtman, 2013) and is becoming increasingly 

used in health research (Liamputtong, 2013). As evidenced in the research review in 

Curiosity 2, pertinent research to this study has made extensive use of qualitative 

methods. Not being a ‘numbers person’, but being someone who enjoys writing, 

languages, speaking to, and listening to others, I have always been drawn to 

understanding the world using my “eyes and ears” (Lichtman, 2013, p.7). Therefore, all 

pathways into my inquiry led in a qualitative direction.  

 

I employed a qualitative design, using semi-structured in-depth participant interviews as 

the data collection (production) tool. Influenced by a wide range of new materialist and 

posthuman scholars working with post-qualitative methods, I experimented with a post-

qualitative approach in my analysis of the data produced through interviewing.	  	  
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Methods	  

Participants	  	  

Participants who were recruited for the in-depth interviews were graduates of Level 3 

NCEA Health Education courses in schools from several parts of Te Ika o Maui (the 

North Island) and Te Wai Pounamu (the South Island) of Aotearoa New Zealand. Twenty 

five participants were interviewed in total. I interviewed 23 females and two males. The 

majority of participants identified as New Zealand European, with three Māori, one 

Pasifika, one European, and three identifying as Māori/New Zealand European. It had 

been between 0-11 years since the participants had completed their final year of 

schooling. The majority of participants were current university students, studying a range 

of disciplines such as health sciences, youth work, nursing, medicine, travel and tourism. 

Of those who were in the workforce, occupations included secondary school teacher, 

nurse, working in retail, and early childhood teacher. Appendix B provides the above 

information, as well as some further details, for each participant.  

	  

Participants were recruited in three different ways. First, I contacted two students that I 

had taught, to ask if they were able to assist me to pilot the interview questions. This 

resulted in the recruitment of my first participants to interview. Second, I utilised my 

existing contacts in the Health Education teaching community to recruit participants, 

which was my main source of participants. I asked a number of teachers in different 

locations in New Zealand if they were able to pass on my email address and recruitment 

advertisement (Appendix C) to past students they were able to contact. Also using the 

word-of-mouth method, I asked three university lecturers (who were teaching in health 

sciences and teacher training courses in different locations in New Zealand) to advertise 

my study to their current students. From the teachers and lecturers promoting my study, I 

received emails from 25 potential participants. When the potential participants emailed 

me, I responded by sending the participant information sheet (Appendix D) and consent 

form (Appendix E) and by endeavouring to secure a time and venue for them to be 

interviewed. In the end, I conducted interviews with 20 participants recruited in this way. 

Finally, the study recruitment advertisement was placed on noticeboards and a Facebook 

group in three tertiary settings in Ōtautahi Christchurch. Three participants were 

interviewed after responding to the advertisement. I discuss the strengths and limitations 
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of my recruitment methods, and problems I faced during recruitment, in the 

‘methodological issues’ section of this curiosity below.   

	  

Data	  production	  	  

From a new materialist perspective, data is not waiting in the ether to be passively 

collected; it is produced through intra-active and entangled movements with the world. 

Therefore, I have taken up the idea that I have produced rather than collected the data that 

forms the basis for analysis and arguments in my inquiry. In order to produce data, I 

undertook semi-structured in-depth interviews with graduates of Level 3 NCEA Health 

Education. Across my 25 participants, I conducted 20 interviews because ten participants 

were interviewed as a pair for reasons of convenience or because they felt more 

comfortable.  

	  

In-depth interviewing is a common method of producing data in qualitative research      

(Mertens, 2015; St Pierre & Jackson, 2014). Conducting in-depth interviews afforded me 

the opportunity to talk to people from across Aotearoa with different life trajectories, 

which meant I was able to explore numerous Health Education experiences and 

outcomes. Lichtman describes an interview as “a conversation with a purpose” 

(Lichtman, 2013, p.189). Data produced through my conversations with participants 

enabled me to construct knowledge about the realities of the participants (Lenz Taguchi 

& Palmer, 2013; Liamputtong, 2013) in relation to the sub-questions above. I used a 

semi-structured approach to interviewing. Semi-structured interviewing allowed for 

flexibility in questioning and enabled a conversational approach, but also ensured that 

issues relevant to the research questions were covered across the interviews (Mertens, 

2015).  

	  

I acknowledge that interviewing is a traditional method of producing data and not without 

its limitations (Jackson & Mazzei, 2012) especially when being used with unconventional 

philosophies (Johansson, 2016). Working with interview data typically assumes truth is 

being represented in participants’ narratives (Jackson & Mazzei, 2012) with a 

researcher’s ‘baggage’ along for the ride when interviews are conducted, transcriptions 

are interpreted, and results are communicated (Scheurich, 1995). St. Pierre is particularly 

critical of the privileging of voice as carrying the weight of meaning to be used as 

evidence for scientific claims within post-structural research (St. Pierre, 2008). She 
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contends that the power and authority of voice should be questioned, and alternative 

evidence be awarded a place alongside voice in qualitative inquiry (such as artwork, 

poetry, dreams, and memories). In doing so, ‘data’ may be rendered unrecognisable in 

terms of a textbook understanding of qualitative research (St. Pierre, 2008) which gives 

researchers license to be inventive in order to potentially reshape what (post) qualitative 

inquiry can be and can do in our messy world. In order to “work the limits (and 

limitations)” (Jackson & Mazzei, 2012, p. ix) of interview as qualitative method, as well 

as attempt to be innovative, I committed to a post-qualitative approach to data analysis 

which I explain below. Moreover, I was cognisant of Jackson and Mazzei’s (2012) 

suggestion to accept, in keeping with the ‘posts’, that the interview data produced “are 

partial, incomplete, and always in a process of a re-telling and re-membering” (p. ix) 

rather than turn away from interviewing as a method of data production.  

	  

I developed an interview guide to provide me with the main topics that I wanted to cover, 

while allowing for the participant and me to take the conversation in unanticipated 

directions (King & Horrocks, 2010). The final version of the interview guide is presented 

in Appendix F. As suggested by Lichtman (2013), the guide provided me with prompts in 

relation to safety guidelines and setting the scene, demographic information, and topics to 

be covered. I considered my first two interviews to be ‘pilot interviews’ and thus used 

these as an opportunity to learn from experience and make refinements to the topics to be 

covered, as well as the order in which I anticipated covering them. However, as I 

completed more of my interviews, the matter increasingly began to matter, and I refined 

my theoretical underpinnings for the study. This led me to develop new questions and, in 

the end, my interview guide went through seven iterations. In keeping with the semi-

structured approach, I viewed the interview guide as a supporting document rather than a 

script to follow. 

	  

I conducted the interviews in a range of locations, chosen predominantly for reasons of 

participant convenience and comfort, as well as affording a quiet space within which to 

converse. For example, a study room at the University of Otago library, a museum, my 

research office, an office space in two high schools, a common space in a hospital, a café. 

I recorded the interviews on a digital audio recorder and I uploaded the resulting MP3 

files to my computer after completing each interview. As soon as was practical after each 

interview, I transcribed the audio recordings as Microsoft Word documents in order to 
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create text for analysis. The process of transcription enabled me to become familiar with 

the data. Once transcribed, these documents were emailed to the participants who had 

indicated on the consent from that they would like to check the transcript for errors and 

confirm their accuracy. Of the five participants who had asked for the transcripts to be 

emailed to them, none replied asking for changes to be made. Challenges I faced during 

my interviews and key learning arising from my interviews are discussed below in the 

‘methodological issues’ section of this curiosity.   

	  	  

A	  post-‐qualitative	  approach	  to	  data	  analysis	  	  

Elizabeth Adams St. Pierre wrote in 1997 that she wanted to “produce different 

knowledge and to produce knowledge differently” (p. 175). I was drawn to this idea for 

my inquiry, because it seemed to me that a PhD thesis should be able to push the 

boundaries and thus this notion allowed me the creative space I needed to do things 

differently to what I had done before. While and after reading the work of St. Pierre and 

others (for example Allen, 2019) working within the post-qualitative, post-structural, 

and/or new materialist paradigms, I gained the ideas (and rationale) to attempt a post-

qualitative approach to analysis, even though my data production was a more 

conventional qualitative style. In this section I will discuss the post-coding approach that 

I took, how I started in the middle, and how I thought with theory (following Jackson & 

Mazzei, 2012), using carefully crafted analytical questions to interrogate my data. I also 

explain the workings of two of the analytical approaches that I embraced: diffractive and 

narrative analysis.    

	  

Post-‐coding.	  “Coding takes us back to what is known, not only to the experience of 

our participants but also to our own experience as well; it also disallows a repetition that 

results in the production of the new, a production of different knowledge” (Jackson & 

Mazzei, 2013, p. 267). Early on in my analysis, when considering which ‘textbook 

approach’ was befitting of a PhD project, I began to wonder about the limitations of 

coding (as well as lack of connection to my underpinning theories). By neatly 

compartmentalizing findings into themes through coding, what was I at risk of losing or 

omitting - both consciously and unconsciously? Wanting to highlight difference, 

contradictions, tensions, and create new knowledge about what Health Education can do, 

I soon realised that coding would be inadequate. Post-qualitative scholars have written 

extensively about the inadequacies, for them, of coding. As the quotation above 
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illustrates, coding stifles creativity (St. Pierre, Jackson & Mazzei, 2016) and limits the 

production of the not-yet-known and makes things stagnate (MacLure, 2013a). St. Pierre 

and Jackson (2014) equate coding with a positivist analytic practice, where words are 

“broken apart and decontextualized by coding” (p. 716) and through which researchers 

can avoid engaging with theory, or lack adequate conceptual foundations. Moreover, 

Mazzei (2014) asserts that coding is, for many researchers, “where analysis begins and 

ends” (p. 743). Coding is also a humanist practice that attempts to produce order (and 

essential representations) but in doing so, erases difference (Jackson, 2013). For me, 

perhaps the most convincing critique of coding is that coding is incompatible with 

Deleuzo-Guattarian ontology and Baradian onto-epistem-ology (St. Pierre & Jackson, 

2014) and “cannot save the researcher from the messiness and complexity of the material 

world” (Childers, 2016, p. 819). Given my commitment to Barad’s agential realism, it 

seemed clear that I would be unable to code and produce themes for me to present as my 

findings. So, what did I do, if I did not code and categorise my data?  

	  

Starting	  in	  the	  middle.	  	  

I have gone backwards and forwards, changed my thinking, and changed my 

approach. I’ve started in the middle, with a general sweep of my data through 

transcribing, reading the transcripts, and writing up an analytical memo for 

each. Alongside this, I have continued to read theoretical and methodological 

articles and books. So while I’m now ‘thinking with theory’, rather than 

coding/categorising to then see what theories fall out, I did need to consider 

some general themes/ideas that were falling out of my data before I focused 

in on the theory I wanted to think with (Research journal, December 12 2017).  

The excerpt from my research journal above describes my approach to data analysis. 

Post-qualitative researchers embrace the idea of the rhizome (Deleuze & Guattari, 

1983, 1987) to indicate that their researcher practices are non-linear, start in the middle, 

and shoot off in unanticipated directions (Childers, 2016; St. Pierre, 1997; St. Pierre & 

Jackson, 2014). Analysis occurs “without a beginning or end, without origin or 

destination. In this way, analysis occurs everywhere and all of the time” (St. Pierre & 

Jackson, 2014, p. 717, emphasis in original). This was certainly the case for me. I 

thought about my data when running on the treadmill, when going for a walk around 

the Christchurch art gallery when I needed to escape the office, when doing 

needlework, and when travelling through airports and on planes. I was fortunate to 
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begin my interviews and analysis early in my PhD, which enabled me the space to 

move forward, then backward, then forward again; and be able to read a range of 

publications that pushed my thinking to new places. Below I describe the specific 

approach I took as I ‘thought with theory’ about my data, in which my analysis was 

shaped through “the process of reading the theory and data through one another” 

(Mazzei, 2014, p. 744). In other words, I went backwards and forwards between the 

data, then various texts on theory, then the data again, in order to hone in on specific 

theoretical lenses through which to apply to my data.	  	  

	  

Thinking	  with	  theory.	  The idea for the analytical approach that I took was drawn 

from Jackson and Mazzei’s approach to thinking with data and theory in qualitative 

research (Jackson & Mazzei, 2012). In their book: Thinking with Theory in Qualitative 

Research: Viewing Data Across Multiple Perspectives, Jackson and Mazzei describe how 

they viewed the same set of data through different theoretical perspectives, posing an 

analytical question befitting each chosen theory to interrogate the data. While I did not do 

this (view the same small set of data across multiple theoretical perspectives), reading 

their work, and that of others who have taken up their approach, gave me the idea to pose 

specific analytical questions to interrogate my data. The questions that I posed were 

drawn from the theories that I was using to frame my research, and each was carefully 

crafted to ensure that it aligned with the respective theoretical approach, but also honed in 

on a specific concept from the theorists (following Jackson & Mazzei, 2012). As I 

discussed above, this was certainly not a linear process - I decided on the specific aspects 

of theories to pursue after writing analytical memos following my interviews, and 

thinking through what was coming through for me; and also (re) reading a range of texts 

to deepen my understanding of the theoretical concepts and how they can be applied in 

(post) qualitative inquiry.     

 

I settled on three main concepts that I believed held the most promise for attempting to 

answer my (sub) research questions: Foucault’s governmentality (Foucault, 1991) and 

biopower (Foucault, 1978), material intra-action (Barad, 2003, 2007), and assemblage 

and affect (Deleuze & Guattari, 1987; Fox & Alldred, 2017a). Starting from these main 

concepts, I crafted questions to use to interrogate and analyse my data which ‘plugged in’ 

(Jackson & Mazzei, 2012) aspects of the respective theories. As might be expected within 

the bricolage, however, the analyses that resulted from viewing my data through the 
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above lenses spread rhizomatically into/across/within a number of other connected 

theoretical concepts, including Barad’s diffraction (2003, 2007) when exploring my 

entanglement with the data.  

 

In order to explore sub-question one: what impacts students’ experiences of Health 

Education? I posed the following analytical question: what’s going on here in terms of 

the neoliberal climate or other political and cultural forces? Sub-question two is: how do 

participants intra-act with the materiality of their Health Education world in ways that 

produce different becomings? I used this not only as the sub-research question, but as the 

analytical question itself. Sub-question three: what constitutes the Health Education 

assemblage, how does it work, and what does it do? ended up being explored across two 

findings curiosities, each with slightly different analytical questions. The first analytical 

question was: what relations exist in an assemblage of Health Education teaching and 

learning strategies and what capacities are produced as a result? The second was: what 

relations exist in the assemblage of Health Education learning outcomes, what affects 

comprise and flow through the assemblage, and what capacities arise as a result?   

 

I chose to adopt the ‘thinking with theory’ approach to analysing my data for two 

reasons. The first reason is that this provided me some structure and systematicity, and 

offered me a manageable process to data analysis while still following a post-qualitative 

approach. As a novice researcher, this was important to keep me focused and not feel 

overwhelmed by the task in front of me. Moreover, the approach enabled me to structure 

my findings (in the four curiosities that follow from here) in respect to the three theories 

that I applied in analysis. The second reason for adopting this approach is that it allowed 

me to put theory to work in a meaningful way - actively engaging with the theory pushed 

my thinking to new levels, “at the limit of (my) ability to know” (Jackson & Mazzei, 

2012). In doing so, I hope that I have enabled my data to be lived in new ways (Lather, 

2013).  
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Diffractive	  and	  narrative	  analytical	  practices.	  Two approaches that I took as part 

of my post-coding approach to analysis traversed two curiosities. A diffractive and a 

narrative analysis might both be viewed as unconventional forms of analysis, or may be 

unfamiliar to some readers, therefore here I explain a little more about the theory 

underpinning, and my application of, these analytical approaches.  

 

As discussed earlier in this curiosity, Karen Barad built upon Donna Haraway’s use of 

diffraction as an alternative to reflection as methodological practice, exploring 

interferences (Fox & Alldred, 2017a) and entanglements rather than “displac(ing) the 

same elsewhere” (Haraway, 1997, p. 273). Barad proposes diffractive methodology as “a 

way of attending to entanglements in reading important insights and approaches through 

one another” (Barad, 2007, p. 30) and as an analytic practice in (post) qualitative 

research, diffraction has the potential to actively intervene (Barad, 2007) in our 

work/world and consider meanings that may otherwise be dismissed and excluded 

(Jackson & Mazzei, 2012).  

 

Understood within its origins in classical physics, diffraction is an optical phenomenon 

marked by difference (in contrast to reflection which is an optical phenomenon marked 

by sameness). Put simply, when waves encounter an obstruction, they spread, overlap and 

bend, resulting in unique patterns (Barad, 2007). Diffraction patterns, from a classical 

physics standpoint, are created by only waves, and not particles. In quantum physics 

however, under certain circumstances, matter exhibits wave-like behaviour by bearing 

diffraction effects (Barad, 2007). Barad concludes that this requires a “crucial rethinking 

of much of Western epistemology and ontology” (Barad, 2007, p. 83, emphasis in 

original). That is, this idea is related to Barad’s inseparability of matters of knowing and 

being; as well as the entanglement of matter in our world. Extended to research 

methodology, the metaphor of diffraction shifts a researcher’s practice from reflecting on 

the world from outside to “understanding the world from within and as part of it” (Barad, 

2007, p. 88). This allows thought and meaning to spread in unanticipated and unexpected 

patterns (Mazzei, 2014), while also acknowledging the entanglement of matter and 

meaning (Bozalek & Zembylas, 2017). This therefore connects to Barad’s agential realist 

onto-epistem-ology and the notion of intra-action. Rather than solely documenting 

difference(s) in data, a diffractive analysis enables different data to be read alongside 

each other (Jackson & Mazzei, 2014), to provide insight into the meaning of differences 
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and contradictions as they emerge from reading diffractively. Further, diffraction is an 

embodied approach to data analysis, as Hultman and Lenz Taguchi (2010) discuss in 

terms of “becoming-with the data” (p. 537, emphasis in original). This signifies that 

meaning emerges through the researcher’s intra-active becoming-with data, where 

different forces come together (Lenz Taguchi & Palmer, 2013) rather than viewing data 

as passively waiting to be interpreted. This speaks to the potential for the creation of 

something new with the data (Hultman & Lenz Taguchi, 2010) as well as the liveliness 

and vibrancy of matter (in this case data) as it acts upon the researcher (Bennett, 2010). 

 

A diffractive approach to analysis therefore afforded me the opportunity, from my 

entangled position within Health Education, to step into the heart of data analysis and 

explore the wonder of data as situated in its intertwined state with me as researcher 

(MacLure, 2013b). I was drawn (in) to a diffractive approach to data analysis in my 

research for several reasons. From a methodological and conceptual perspective, 

foregrounding differences that matter, rather than grouping themes into categories based 

on similarity is consistent with a post-coding approach to data analysis that I wanted to 

experiment with. Moreover, once I had settled upon my broader theoretical underpinnings 

and my agential realist onto-epistemological approach, the concept of diffraction aligned 

well with the direction that I viewed my research going in. As I have noted, I am very 

much entangled in the topic under investigation, therefore I believe that a diffractive 

analysis enabled me to not only write myself into the thesis, but to ‘keep me honest’ in 

my decisions of how to interpret my data, what to include or exclude in my findings, and 

what sense I was able to make of my data in order to make the readers think about what 

Health Education can do in Aotearoa, as well as do justice to the young people whom I 

interviewed (and their teachers, and the broader Health Education community). As Barad 

states: “Diffractive readings bring inventive provocations; they are good to think with. 

They are respectful, detailed, ethical engagements” (Barad in Dolphijn & van der Tuin, 

2012, p. 50). I have taken up diffraction in Curiosities 5 and 8, by using the term ‘making 

a diffractive movement’. I use this term to signify that my use of diffractive analytical 

practice is for me an experiment.   
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Turning to narrative analysis, the use of fictional devices offer a creative way in which to 

construct and present qualitative research data, in a manner which may be more effective 

in evoking lived experience than more traditional scientific language (Reinhart, 1998). 

The term ‘narrative analysis’ can be used to describe this creative approach which aims to 

“show, rather than tell” (Denzin & Lincoln, 2008, p. 461). Narrative analysis is defined 

by Polkinghorne (1995) as “the procedure through which the researcher organises the 

data elements into a coherent developmental account” (p. 15). The purpose of narrative 

analysis is to create stories from research data (Polkinghorne, 1995), not to analyse 

narratives (extracts from interview data). By synthesising and configuring data in this 

way, rather than separating it into discrete parts (codes or themes), the use of narrative 

analysis is consistent with a post-coding approach to data analysis. Moreover, in keeping 

with post-structuralism, the ‘truth’ that is told in the stories that follow is partial and 

incomplete (Goodall, 2008), there is no one way to tell a story (Richardson, 2008), and no 

one form of representation is privileged over another (Denzin & Lincoln, 2008). Hand-in-

hand with the construction of stories through narrative analysis is what Laurel Richardson 

terms ‘writing as a method of inquiry’ (In Richardson & St. Pierre, 2005, Richardson, 

2008). As a method of inquiry, writing offers a powerful way for researchers to learn 

about themselves as well as their research topics and offers a way in which to be more 

honest and present in their work (Richardson & St. Pierre, 2005). I have done this in a 

variety of ways across my inquiry, including by constructing interview memos, writing a 

research journal, and creating of stories through narrative analysis. By doing so, I have - 

following Richardson - found something new, something I did not know or realise before 

writing it, rather than solely written after I have found something out that is ‘worth’ 

writing about.  

 

A narrative analysis approach, while being an exercise in creativity, is not without its 

limitations. Rinehart (1998) acknowledges that “the art of writing is not scientific… there 

is still an element of uncertainty in how a piece of writing may be received” (p. 212). 

This caution is echoed by Piirto (2002) who is critical of the use of inferior writing - 

specifically poetry - in qualitative work. While these limitations resonate with me, I was 

still drawn to the narrative analytical approach, in order to (attempt to) write in a way in 

which I could attempt to breathe new life into my interview data, or in the words of Giles 

Deleuze:  



 76 

…bring something to life… (the language used in the writing) is something 

unstable, always heterogeneous, in which style carves differences of potential 

between which things can pass, a spark can flash and break out of language 

itself, to make us see and think what was lying in the shadow around the 

words, things we were hardly aware existed (Deleuze, 1995, p. 141).     

 

Rinehart (1998) wrote “life is magical and complex and multifaceted” (p. 201) and I 

believe that through the use of narrative I am more able to draw out a range of insights 

than through a more conventional presentation and analysis of findings. In doing so, I am 

“not writing according to what is expected, but writing to create - to bring something to 

life” (Honan & Bright, 2016, p. 733). Moreover, writing in this style enables a range of 

interpretations for readers. They may discern in my words similarities to what they have 

seen and experienced in Health Education classrooms, or they may discover something 

unexpected. They may read into the narratives interpretations similar to my own, or 

(more likely given the multiplicity of theoretical lenses that readers will come with) they 

may read into the words something completely different. I put a narrative analysis to 

work in Curiosities 6 and 7 first by constructing three vignettes using my ‘thinking with 

theory’ (Jackson & Mazzei, 2012) analytical questions. The vignettes are written using 

three genres: poetry, short story and textbook extract. Second, I analyse the findings 

communicated in the vignettes by reading these (bricolage-style) through various 

theoretical lenses.	  	  	  

	  

	  

Methodological	  Issues	  

In this section of the curiosity, I explore issues that arose for me at various times across 

the inquiry process, many of which might be described limitations of my inquiry. I have 

organised these issues into the following four sections, which I discuss respectively:  

1. Ethical issues 

2. Recruitment  

3. Interviewing  

4. Analysis.  
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Ethical	  issues	  	  

Consideration of ethical issues is needed across the research process: when planning a 

study, collecting data, and presenting and disseminating findings (Mertens, 2015). At 

each stage in research, diverse and unique ethical tensions, conflicts, and dilemmas can 

potentially arise. Therefore at all stages in the research I was cognisant of how my (or 

others’) actions might enable or interfere with ethical research practice.   

 

As I explored in the prologue to the thesis as well as earlier in this curiosity when I 

discussed my entanglement with the inquiry, my insider status in my area of inquiry gives 

rise in and of itself to ethical issues, or unresolved matters. More than being unresolved, 

these issues are unresolvable, in keeping with a Baradian (Barad 2007) conceptualisation 

of entanglement in which once entangled, one cannot distance or position oneself 

objectively. In terms of an ethical approach to research, this insider status had the 

potential to come to the surface predominantly in relation to the presentation and analysis 

of findings. As my following findings and analysis curiosities demonstrate, I present a 

less tidy picture (Wolf, 1992) of Health Education than I initially may have expected to, 

which I hope speaks to an ethical approach to my work.  

 

I gained ethical approval for the study from the University of Otago Human Ethics 

Committee. Application was made under Category B, which meant that the Department 

of Population Health considered and approved the application (see Appendix G). The 

Human Ethics Committee reviewed this outcome and subsequently confirmed ethical 

approval in May 2017. I also engaged in consultation with the University of Otago 

Christchurch Māori Research advisor. This involved meeting kanohi ki te kanohi (face to 

face) to discuss how the research could be undertaken and disseminated in a way which 

could potentially benefit the health and wellbeing of Māori.  

	  

In the planning phase of the study, I developed a recruitment advertisement for 

participants, participant information sheet, and consent form (see Appendices B, C & D, 

respectively). The information sheet provided prospective participants with the details 

needed for them to give informed consent. This included the aims and methods of the 

research, the nature of participant involvement, how the findings were to be presented 

and disseminated, and an indication of the general line of questioning. At the beginning 
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of each interview I checked that the participant had read and understood the information 

and therefore was able to give informed consent.   

 

When data production began, I created a spreadsheet in Google Drive that referred to 

each participant by number and a pseudonym, with the latter chosen by most participants 

at the time of the interview. The spreadsheet also contained details about each 

participant’s gender, ethnicity, final year of school, and current life situation (working, 

studying, etc). The number allocated to each participant on the spreadsheet corresponded 

with a number that I wrote on the signed hardcopy consent form, which was stored in a 

locked filing cabinet. This system ensured that no electronic files existed with any 

identifying features - the transcriptions of interviews stated only the pseudonym.   

	  

An ethical issue that arose during the study was that I interviewed five school leavers 

from two schools in the final weeks of them being at school (they were just about to 

finish year 13). Access to the school leavers was facilitated by two teachers (whom I 

knew) asking their year 13 students if anyone wanted to be interviewed. This raised 

several ethical issues. First, I needed to ensure permission from the principal for me to 

interview the students at school. Although all students were 18 years old, it was important 

that their principal was aware of, and assented to, this interview taking place. The two 

teachers of the students emailed their principals my information letter and both principals 

agreed to me interviewing students on school grounds. Second, total confidentiality was 

not possible, as the two teachers knew who I had interviewed. This was dealt with by 

assigning pseudonyms to the participants, as I did for all other interviewees. Third, I was 

not sure how thoroughly (if at all) the participants had read the information sheet and 

consent form prior to my arrival, so before I interviewed them, I carefully went through 

both documents and offered them the opportunity to opt-out if they did not want to be 

interviewed.  
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Recruitment	  	  

Two main issues arose during participant recruitment: difficulty finding participants from 

all walks of life, and prospective participants not replying to emails or turning up to a 

scheduled interview. As noted above, the majority of participants were university 

students or university educated. I had intended interviewing people from a wider cross-

section of life circumstances, however my methods of recruitment did not enable me to 

achieve this. Of the 29 people who emailed me as a result of seeing or being sent my 

advertisement, three did not reply to set up an interview after I emailed them the 

participant information sheet and consent form, and one did not turn up to a prearranged 

interview location. I did not follow up with these prospective participants because I had a 

number of other interviews lined up and I did not want to put pressure on them to 

participate.  

 

I was, however, grateful to a number of colleagues who supported me to recruit 

participants across Aotearoa. Without the teachers contacting ex-students with my 

advertisement, I would have been limited to finding participants through more extensive 

advertising in tertiary settings (probably locally in Christchurch) or I would have had to 

be a lot more creative through use of social media (for example). It is a testament to the 

Health Education teachers of my participants that they were willing to be interviewed by 

a stranger - they saw themselves as advocates for Health Education. As Susannah said in 

her interview: “(My teacher) has asked me a number of times to support presentations or 

give testimonial to Health Education and I will always do it because I know the value of 

having it there.”	  	  

	  

I acknowledge that my use of teacher colleagues for participant recruitment was not 

without limitations in relation to the nature of ex-students to whom they directed me. It is 

likely that teachers would have had specific students in mind for me to interview for my 

study - perhaps those who they thought would ‘speak highly’ of their Health Education 

experience. In turn, this would likely influence the findings by painting an optimistic, 

affirmative picture of Health Education and its teachers. I believe that this was somewhat 

mitigated by ways in which some of the participants were recruited by way of a 

convenience sampling method (Mertens, 2015). By this I mean some ex-students of the 

subject were included as participants in the study because they were readily available (for 
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example, through advertising my research in tertiary settings) rather than their inclusion 

in the study being connected in any way to their Health Education teachers.   

	  

Interviewing	  	  

As to be expected, in the earlier interviews I more heavily relied on my interview guide. 

A turning point came half way through my interviews, when I forgot to bring my guide to 

two interviews. While at first this unsettled me, it actually made a positive difference to 

my interviews from that point forward. On the interview transcript, I wrote the following 

note: I realised I did know what I wanted to ask and I could go off-script, and still have a 

successful interview. This shows how far I have come since the first few interviews… Not 

sticking to the guide also allowed me to follow the lines of conversation and ask 

new/different questions. The piece of paper that I firmly held containing my questions 

was not as important as I previously thought. In fact, its absence enabled me to interview 

more conversationally, and in retrospect, gave me the confidence to approach the 

remaining interviews with a more organic approach to questioning. I had valued a 

material object over my own ability, and the interview guide had in some ways held me 

back from demonstrating a more polished approach to interviewing. That said, my 

resulting growth in confidence might only have occurred because I was at the halfway 

point of interviewing - I was ready to move on from relying on my interview guide, and it 

was fortuitous that I forgot the guide when I did.  

 

Ten participants were interviewed in a pair, rather than an individual interview. This 

created a different researcher-interviewee dynamic. At times this enhanced the interview 

and at times this created challenges. For example, in the pair interviews I embraced the 

conversations that flowed between the participants, often letting them speak for minutes 

before interrupting. While this resulted in some rich dialogue, the conversations often 

veered off-topic and I often found it difficult to refocus my questioning. In terms of my 

personal learning, I did however find it valuable to have gained experience with both 

individual and pair interviewing.	  	  
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Analysis	  	  

The post-coding, bricolage approach to analysis was not without its limitations. I 

sometimes struggled with the desire to go back to what I knew, in order to be able to cope 

with the way my data was taking me on different tangents. At times, I felt I could almost 

close my eyes and visualise snippets from my interviews shooting off in rhizomatic 

movements. I wondered how I might present my findings if I was not categorizing them 

into themes that would create tidy sub-headings in my thesis. I longed to open a textbook 

on qualitative methods and read about how to proceed with my analysis, since post-

coding “can be thought of as non-technique and non-method that is always in a process of 

becoming… cannot be neat, tidy and contained… cannot be easily explained” (St. Pierre 

& Jackson, 2014, p. 717). Finally, I was also aware of the caution by Greene (2013) that 

work from post-qualitative scholars often lacked discussion about any meaningful 

contribution to society, and was too quick to embrace innovation and the ‘new’ without 

remembering valuable lessons from the past. I also struggled with my ‘getting it right’ 

mentality, but in the end, I felt reassured by others’ research acts of experimentation 

with/in the post-qualitative world and their admissions that they, too, at times feel 

academically vulnerable (Allen, 2019) or discouraged (Sperka, 2019).   

 

On the positive side, my approach gave me structure (as I had expected it to), it afforded 

me the opportunity to weave a wide range of concepts into my findings, and it mobilised 

a different theoretical focus for each findings curiosity, thus enabling me to more fully 

explore my data from multiple viewpoints. I also believe that I learned a lot - 

methodologically, but also in terms of digging deeper into the theory, my findings, and 

stepping outside of Health Education, education, and health when reading about how and 

why others have engaged with a variety of analytical practices. On the negative side, I felt 

throughout the process that I ran the risk of not only making it more difficult to tell a 

story - a seamless, connected piece of work, but also to maintain conceptual congruence.  

 

After having deployed a range of new materialist and posthuman performativity concepts 

within my analysis, I concede that future research using such theoretical underpinnings in 

the area of Health Education would benefit from an ethnographic approach in order to 

better and more meaningfully illuminate the vital materiality of non-human objects and 

their entanglement with humans learning and working in the Health Education space. The 

interviewing method of data production that I used, then, limited the new materialist and 
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posthuman performativity insights that I was able to explore. However I still believe that 

interviewing as data production provided a starting point for such a novice researcher as 

myself to open the door for future, alternative, and creative ways to not only produce 

data, but consider what counts as data (St. Pierre & Pillow, 2002; St. Pierre & Jackson, 

2014) and work with/in post-qualitative inquiry in dynamic and curious ways. 

	  

	  

	  

Conclusion	  

In this curiosity I have discussed the methodology and methods that I employed in my 

inquiry, and the methodological issues that I encountered along the way. Whilst my data 

production was of a conventional qualitative approach (as were other aspects of my 

methods), working within the Baradian agential realism paradigm (Barad, 1996, 2003, 

2007) ended up taking my analysis on a journey into the post-qualitative analytical realm. 

In true rhizomatic form, this journey took twists and turns, and shot off in unanticipated 

directions, particularly in relation to my analysis as I have explained above. This curiosity 

has set the scene for the four findings and analysis curiosities that follow - beginning with 

systemic issues facing Health Education in Aotearoa.  
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Curiosity	  5:	  Systemic	  issues	  facing	  Health	  Education	  in	  Aotearoa	  

	  

Issue: Noun /ɪsju/ A vital or unsettled matter (Merriam-Webster, n.d.a). 

 

As a society, it’s about what do we value? (Susannah).  

	  

	  

Introduction	  

In this curiosity I explore the following research question: what impacts students’ 

experiences of Health Education? ‘Issues’ encapsulates the notion that the findings and 

analysis that follow present a range of ideas that are at once important and unresolved for 

secondary school-based Health Education in Aotearoa. I conceive these not as problems 

to be fixed, but as matters that may need thinking differently about (Allen, 2018; Jackson, 

2019) as we move further into the twenty-first century. 

 

Research	  and	  analytical	  questions	  	  	  

In order to interrogate the data in my interview transcripts in line with a post-coding 

approach, I take my first step into ‘thinking with theory’ (Jackson & Mazzei, 2012) by 

using an analytical question to draw findings from my data: what’s going on here in 

terms of the neoliberal climate or other political and cultural forces? I therefore explore 

issues that are inextricably linked to the New Zealand context, but at the same time likely 

bear resonance with those faced by other (Western) countries in the enactment of Health 

Education curricula in schools. By honing in on political and cultural forces in a country 

within which neoliberal discourses circulate and saturate health and education as I 

outlined in curiosity 1, I am able to locate the findings that follow within Foucault’s body 

of work around governmentality (Foucault, 1991)30 and biopower (Foucault, 1978)31. I 

                                                
30 Lemke (2002) explains that ‘governmentality’, combines the French verb ‘to govern’ (gouverner) and the 
French word describing one’s feelings about society within which they are part (mentalité).  
31 As explained by Rabinow and Rose (2006), Foucault introduced biopower in the last of his Collège de 
France lectures in 1975-1976; around the same time that he explored the concept in the original French 
version of A History of Sexuality, volume 1. They caution that it could be misleading to apply the concept 
to the present and future life (bios) matters, given that Foucault based his theorising on an historical 
analysis; however they have found promise for the biopower analytic in exploring contemporary issues 
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also make connections to features underpinning culturally-responsive pedagogy in 

Aotearoa (Bishop & Berryman, 2009; Bishop, Berryman & Wearmouth, 

2014; Macfarlane, Webber, Cookson-Cox & McRae, 2014) in the context of the attributes 

and practices of caring Health Education teachers. I also make comparisons between my 

findings and those of McCuaig (2007, 2012) and McCuaig and Tinning (2010), who 

provide an alternative reading of the caring Health Education teacher. 	  

	  

Foucault’s	  governmentality	  and	  biopower	  	  

Foucault’s analytics of governmentality (Foucault, 1991) and biopower (Foucault, 1978) 

have been taken up by a number of scholars in the field of Health and Physical Education 

(for example Leahy, 2012; Tinning, 2010; Wright & Harwood, 2009) and in sociology 

more broadly (for example Dean, 1999; Lemke, 2001, 2002; Nadesan, 2010; Rabinow & 

Rose, 2006; Rose, 1990; Rose & Miller, 1992). I briefly discuss the two concepts below, 

as I have come to understand them and as connected to neoliberal contexts and my 

inquiry.  

	  

In Foucault’s governmentality, power and knowledge is disseminated and deployed 

throughout society (Fox & Alldred, 2017b) to govern people’s conduct; spreading 

rhizomatically to appear in unlikely places (Dean, 1999) - including in school-based 

Health Education. This is what Rose and Miller (1992) refer to as the mobilisation of 

expertise to instill in citizens (presumed) health and life-enhancing practices which are 

aligned with the hopes of government. In governmentality, “government refers to a 

continuum, which extends from political government right through to forms of self-

regulation” (Lemke, 2001, p. 201). Foucault (1978) refers to this as an ensemble of 

tactics, at once internal to and external to the state. Leahy (2012) explored 

governmentality through the notion that school-based Health Education is a contact point 

for government. She argues that with population health coming into the government’s 

line of sight, the need arises for health to become the duty and objective of all citizens. 

Education then becomes a key contact point for the government to govern at a distance: 

“It is difficult not to think that the stage is being set for health education to make its grand 

entrance… the very reasons for health education are interlocked with imperatives for 

                                                                                                                                            
such as genetic engineering and reproductive technologies. Moreover, scholars in critical Health and 
Physical Education have found promise in the biopower analytic in exploring such issues as obesity 
(Wright & Harwood, 2009). 	  
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health, and indeed the enactment of modern government” (Leahy, 2012, p. 63). In a 

similar vein, Tinning (2010) states, “the HPE teacher becomes implicated as an expert in 

the governmental project of making healthy citizens… a self-regulating, informed, 

critically-reflective citizen capable of constructing their own healthy lifestyle and 

managing risk” (p. 161).  

	  

Biopower was conceived by Foucault as a technology of power comprising two modes or 

poles - one concerned with discipline of the individual human body and the other 

concerned with the control of populations (Lemke, 2001). Put simply, “biopower refers to 

knowledge and strategies of power that aim at governing a population’s life forces” 

(Nadesan, 2010, p. 8). Foucault refers to biopower as “a power whose highest function 

was perhaps no longer to kill, but to invest life through and through” (Foucault, 1978, p. 

139). Thus, biopower is productive because it is concerned with giving/maintaining life, 

rather than taking life (Leahy, 2012). For Wright (2009), biopower provides a vehicle for 

biopedagogies to surface in the classroom (and wider society) - the practices and actions 

that educators put to work to govern and regulate individuals and groups through 

bodywork. However, in the context of wider determinants of health, these practices have 

unpredictable effects (much like Health Education as a whole), when conceived as 

playing a role in the pursuit of health-enhancing behaviours. In biopower, the subject is 

active in its own constitution; not merely acted upon (for example as in sovereign forms 

of power). This means that a point of contact for government may also become a point of 

resistance: “where there is power, there is resistance” (Foucault, 1978, p. 95). As Rose 

and Miller (1992) argue, there is potential for a point of resistance anywhere, through the 

appearance of unintended outcomes.   

	  

Governmentality and biopower come together in neoliberal contexts, and in my inquiry, 

through the notion of governing at a distance, through the workings of Health Education 

to cultivate rational, autonomous citizens who assume responsibility for their own health 

- including health-related decisions about their body and the bodies of those around them. 

As Nadesan (2010) explains, ‘technologies of the self’ are practices “whereby individuals 

act upon themselves, rendering them subjects of neoliberal government” (p. 9). Through 

the deployment of biopower through biopedagogies (Wright, 2009), we can see that the 

so-called retreat of the state in neoliberal times is actually a rhizomatic spreading of 

government into the micro-practices of everyday (Health Education) life (Lemke, 2002). 
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In the findings and analysis that follows, I am interested in exploring the extent to which 

biopower and biopedagogies (Wright, 2009) ‘play out’ in the Health Education 

experienced by participants, the consequences of Health Education as being a contact 

point (Leahy, 2012) for government in New Zealand, and whether I can argue that Level 

3 NCEA Health Education can be conceived as a point of resistance (Foucault, 1978).  

	  

Diffractive	  movements	  

In addition to working with Foucault, I enact two diffractive movements in this curiosity. 

First, when asking the analytical question of my data I honed in on differences that make 

a difference (Barad, 2007) to the participants’ experiences of Health Education, rather 

than solely focus on similarities. Second, I embraced my entanglement with the research 

topic in a manner that goes beyond reflection. To do so, I searched in my interview data 

for comments that challenged my thinking and my knowledge about Health Education, 

and my original intentions for this inquiry (my study was never going to be about issues 

facing Health Education). But, diffraction is “about making a difference in the world, 

about taking responsibility for the fact that our practices matter” (Barad, 2007, p. 89). 

Therefore, I felt I needed to document and explore the very unexpected interview 

comments about the systemic issues facing Health Education. My diffractive movements 

connect back to a classical physical understanding of diffraction because in order to 

produce the findings that follow, my data hits obstacles (my entanglement with Health 

Education and my search for difference). In turn, this disperses thought and meanings in 

unplanned, unexpected directions (Barad, 2007). Moving closer to a quantum physical 

understanding requires however that I consider my entanglement as being a specific type 

of connection with Health Education. This is a connection across time and space, and 

once entangled unable to be disentangled (Rosiek & Fitch, 2019): inextricably tied to my 

past, current and future subjectivities not only as an educator, but as a person, as a citizen, 

and as a mother. Blurring the boundaries between - or even collapsing - the past, present, 

and future transpires as times inter-mingle, interfere, collide, and traces are always 

already in existence.  

	  

Cognisant of the quantum shape to entanglement, and understanding that a diffractive 

approach involves a reading with the data, rather than a reading of the data (Hultman & 

Lenz Taguchi, 2010), I not only considered my own professional and personal responses 

to the data, but also often found myself taking on the subject position of my participants, 
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past students of my own, or teachers in schools today, to more deeply consider - and 

wonder about - the cultural and political forces at play in Health Education and make 

sense of what was going on. By doing so, I was able to use my ‘bodymind senses’ (Lenz 

Taguchi, 2012) to consider my entanglement and embodiment within the data and also 

consider the different forces coming together (Lenz Taguchi & Palmer, 2013) resulting in 

different impacts for different subjectivities. This enables me to make observations 

relating to the findings that follow that bring to the surface my entanglement with Health 

Education. In order to achieve this, the way in which I use my voice in this curiosity 

deviates from what might typically be expected in authoring (qualitative) research: I 

position in text boxes to the right of my findings comments from my interview memos, in 

places where my memo comments surface my entanglement in the data by provoking in 

me wonder and curiosity. I place these deliberately to purposefully disrupt the reader - to 

engage the reader in a non-conventional way; creating a layered text. My interview 

memos are my cognitive, affective, and embodied responses to the interviews (written 

soon after transcribing and mulling over each of them). The memo comments typically 

contain questions, things that make me wonder or that I am curious about. By bringing 

the data ‘to life’ in this way, readers may find their thoughts wandering to their own 

entanglement, embodiment, and curiosity with the findings, in the intra-action between 

themselves and the material and discursive practices highlighted in the findings and 

analysis that follows. The findings below, then, allow both me and the readers of this 

chapter “multiple entryways and exits in thought” (Jackson & Mazzei, 2017, p. 725) in 

the hope of uncovering unexpected insights about what impacts students’ experiences of 

Health Education. 

 

In order to “diffract, rather than foreclose thought” (Jackson & Mazzei, 2012, p. 5) about 

systemic issues facing Health Education, and to reinforce the idea that the matters are not 

yet settled, I present the findings in this section as wonderings/questions. Posing 

questions rather than stating ‘answers’ keeps knowledge production on the move 

(Mazzei, 2014) in the mind of the reader, again emphasising the point that the issues are 

likely not yet settled for Health Education anywhere in the world. Moreover, “wonder can 

be thought of as entanglement or “intra-action” (e.g., Barad, 2007)… We, and the data, 

do not preexist one another” (MacLure, 2013b, p. 229). Given my application of Barad’s 

work in my research, not to mention the overarching idea of curiosity, it is poignant for 

me to produce wonderings. 
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Three	  wonderings	  

The issues impacting students’ experiences of Health Education can be posed as three 

wonderings/questions. These are:  

1. The question of why the quality (and/or quantity) of Health Education received by 

adolescents depends on the school they attend or the teachers they have.  

2. The question of what makes a good teacher of Health Education, and how Health 

Education teachers are ‘different’ to other teachers.  

3. The question of how teachers can better promote Health Education in their schools.  

In the presentation of the wonderings that follow I hope to open up thought and meaning 

rhizomatically, and encourage readers to reflect upon the factors impacting on learners’ 

experiences of Health Education in their own political and cultural contexts. Moreover, I 

hope to plant the seeds (or, in keeping with rhizomatics, bury the tubers) to provoke 

(re)thinking about how these questions have practical relevance for Health Education 

across contexts, spaces, and times yet to come.  
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Wondering	  one:	  The	  question	  of	  why	  the	  quality	  (and/or	  quantity)	  of	  Health	  

Education	  received	  by	  adolescents	  depends	  on	  the	  school	  they	  attend	  or	  the	  teachers	  

they	  have.	  

	  

I think they are missing out. I genuinely do (Katie). 

 

The participants spoke with great passion about the quality of Health Education in their 

senior secondary years. I was not surprised (but I was still disappointed) to hear them 

speak of the lack of meaningful learning experiences in Health Education for others they 

know who attended different schools (who they viewed as missing out on valuable 

learning), or during their own junior secondary years, attributed to variability in the 

teaching of Health Education. As an advocate for quality and consistent Health Education 

in Aotearoa, this makes me wonder what would need to change in order to achieve 

greater consistency in Health Education practice, and whose role it is to advocate for this 

change. It heartened me to hear in my participants’ voices passion for the subject as well 

as listen to them raise issues of social injustices in terms of equity of access to quality 

Health Education and health teachers for young people in Aotearoa.  

	  

Inequality	  of	  access	  to	  Health	  Education. In New Zealand, state (secondary) 

schools in some parts of the country are zoned32, which means that the school a young 

person can attend depends on their household’s geographical location. State schools are 

also self-governing, which means that they can (and should) engage in local curriculum 

design and enactment to meet the needs of their community (Robertson & Dixon, 2017). 

Consequently, schools have flexibility and autonomy in their timetabling choices (for 

example, how and how much Health Education is taught in years 9 and 10), and in the 

subjects they offer past year 10. The following exchange by Ben and Amy, in a pair 

interview, discusses the disparities in Health Education experiences that exist in relation 

to the secondary school that a young person attends. 

Ben: It’s kind of fascinating that we are all under the branch of this one 

curriculum, but that there can be so much fluctuation in between different schools.  

                                                
32 For more information see: https://www.newzealandnow.govt.nz/resources/school-zoning 
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Amy: Definitely just depends on which 

school you were at, and who taught 

you, yeah.  

 

Ben: It’s not really fair, is it, cause I 

mean so much of it is on zoning, and 

how can it be fair that you get a better 

Health Education just because of 

where you live? 

 

Commenting on a possible reason behind the fluctuation in access to Health Education at 

different schools, Susannah connected the inequality of access to Health Education with 

what she perceived to be a statement about what is (and what is not) valued in secondary 

schools and society more broadly:  

The fact that more high schools than not are offering it, reflects in a way, an 

agenda. To me anyway, as a society, it’s about what do we value? I think 

every student should get to do it. And it’s unfair to not allow them to, because 

then they are going to get out into the real world and not know… Like a lot of 

teenagers could get out and not know some of these things are happening…. 

And it’s not any fault of the students that are there but it’s about you know, 

our whole system as a whole to start with, and then those schools thinking 

about what are you valuing, what do you want the students that are coming 

out of your school to look like and behave like? 

Ashley was more specific about referring to what a school might value when she said: “I 

think they are so wrapped up on those core subjects, which is sad.” These comments 

made me wonder about the extent to which The New Zealand Curriculum (Ministry of 

Education, 2007), a future-focused and flexible framework for learning, is being enacted 

in New Zealand schools as well as what forces act locally to influence schools’ decisions 

about curriculum design. Despite existing as part of the formal national qualification 

since 2002, Health Education is still viewed as being lower on the ladder of subject 

hierarchy than subjects such as English, Mathematics, and Science (Boyd & Hipkins, 

2015a) or other subjects with a long-standing academic tradition (Grant, 2016). 

Contemplating Susannah’s comment about values and agendas, there is a curiosity, 

This	  was	  one	  of	  a	  number	  of	  
observations	  that	  Ben	  and	  Amy	  made	  
about	  politics	  and	  society	  in	  NZ.	  I	  felt	  
that	  their	  Health	  Education	  learning	  at	  
school,	  and	  current	  study	  have	  
influenced	  them	  in	  terms	  of	  seeing	  
(and	  wanting	  to	  address)	  social	  
injustices	  in	  the	  world.	  Ben	  was	  
particularly	  vocal	  and	  activist-‐like	  in	  his	  
views	  -‐	  I	  must	  try	  to	  find	  more	  males	  
to	  interview	  -‐	  is	  Ben	  the	  typical	  health	  
educated	  male?	  (Interview	  Memo,	  24	  
July	  2017).	  
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perhaps even a contradiction at play here when considering what schools and wider 

society value in a neoliberal climate. While the more traditional subjects are valued for 

their links to economic and scientific prosperity, thus playing into the hands of neoliberal 

interests by fulfilling governmental hopes for an entrepreneurial and technology-savvy 

future workforce, Health Education is valued for its (so-called or assumed) ability to 

produce rational, healthy, risk-averse citizens (Leahy, 2012) and thus contribute to the 

future of the country through also being a productive member of the workforce and not 

being a drain on, for example, healthcare, welfare, or criminal systems. Moreover, The 

New Zealand Curriculum (Ministry of Education, 2007) and educational futures literature 

(OECD, 2018, 2019; UNESCO, 2017) value the sorts of knowledges, understandings, 

and capabilities that connect to Health Education in Aotearoa and that can be developed 

through effective Health Education, as I explore later in this work (in Curiosity 8). Given 

the potential of the subject to contribute both to neoliberal interests and to capabilities 

valued in twenty-first century citizens, why then does Health Education continue to be 

under-valued in schools and what needs to happen for this to change?	  	  	  

	  

The notion that Health Education learning to year 9 and 10 is not enough to enable young 

people to leave school equipped with adequate health-related knowledge and skills was 

captured by Isobel when she said:  

I think the option should still be 

there. Cause, what’s the point of 

doing it for year 9 and 10. Like I 

don't even remember most of what 

I learned in year 9 and 10. Most 

of what I learned was in NCEA, 

especially hauora and all that… 

There’s a lot more to it. So I think 

they probably know the basics, 

like they’ll know what physical and stuff means, and a few bullet-points, but I 

think that’s not the most important thing about health. 

	  

Rachel reinforced the need for Health Education past year 10 with her comment “I think 

it’s really important to have health in school. And I sort of feel that the year 9 and 10 

wasn’t enough for a lot of people.” Given that the participants were coming from a 

Isobel	  did	  not	  provide	  in-‐depth	  reflections	  
about	  year	  9	  and	  10	  Health	  Education	  but	  
did	  mention	  puberty	  as	  a	  teaching	  topic,	  
several	  times.	  What’s	  with	  this	  undue	  
focus	  on	  puberty?	  Is	  that	  really	  what	  year	  
9	  and	  10	  Health	  Education	  is	  about?	  Or	  is	  
that	  just	  what	  students	  remember?	  What	  
impression	  does	  this	  give	  (about	  the	  
subject)	  to	  not	  only	  the	  learners,	  but	  to	  
others?	  (Interview	  Memo,	  1	  November	  
2017).	  
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subject position of having experienced what they saw as quality Health Education to the 

highest level of secondary schooling, they viewed it as peculiar that NCEA Health 

Education was not offered in all schools, and spoke with conviction about how they 

believed students who did not have the opportunity to take Health Education were 

missing out on valuable learning outcomes once they reached the NCEA years. Katie 

expressed this when she commented:  

I think they are missing out. I genuinely do. I think it would make them feel 

less clueless … I just think whether the people use the skills or not, it is 

offering you tools and it’s helping you develop like awareness that you 

wouldn't have otherwise, or you wouldn’t gain until maybe a bit later on in 

life when you all of a sudden you're just having to figure things out really 

quick or all that sort of stuff.  

Likewise, Amy spoke about others ‘missing out’ by not studying Health Education in the 

senior secondary years:  

I think the fact that it’s not compulsory from year 11 to 13 is quite an issue 

though, I feel like my Health Education, my life has benefited from it and the 

kids who didn’t get that education from year 11-13 have missed out on a lot 

of basic, essential… 

Finally, Zoe commented on the importance of Health Education learning across the levels 

of schooling:  

It’s not something where I look at it and 

think that class changed me right now, 

it’s more of, since having taken that 

class for five years… So when you have 

this class from a young age, that’s what 

changes it, rather than one specific 

topic. 

 

The participant comments above indicate that students who do not study Health 

Education past year 10 are missing out on Health Education learning that would build 

upon the learning experiences in their earlier schooling to ensure they leave school as 

‘health educated’ people. This is consistent with the assertion from St Leger (2001) that 

school-based health programmes need to occur over several years in order to be effective.  

 

Quality	  Health	  Education	  across	  (high)	  
schooling	  has	  cumulative	  effects.	  Are	  
these	  appreciated	  more	  the	  longer	  out	  
of	  school	  people	  are?	  I	  think	  then	  that	  
interviewing	  people	  for	  this	  project	  
who	  have	  been	  out	  of	  school	  for	  some	  
years	  is	  important	  and	  I’m	  on	  the	  right	  
track	  (Interview	  Memo,	  7	  February	  
2018).	  	  	  
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Connected to inequality of access to Health Education, the marginalised status of Health 

Education in school curricula and in practice across the world is a perennial issue for 

Health Education (Barwood, Cunningham & Penney, 2016; Boyd & Hipkins, 2015a; 

Education Review Office, 2018; Fitzpatrick, 2010; Hargreaves, 2013; Leahy et al., 2016; 

Primdahl et al., 2018; Robertson & Dixon, 2017; St Leger, 2015). It is likely in New 

Zealand that misunderstandings and misgivings about the subject continue to preclude its 

inclusion in some secondary schools at NCEA level and continue to limit its curriculum 

time in the junior secondary levels (Grant, 2016). Read through the lens of 

governmentality and biopower, this might be in part due to Health Education being seen 

as failing to achieve the historical aims for the subject, which depended on the social and 

political climate of the day, but were ultimately concerned with the health of the body 

(for example, hygiene, sexual, and reproductive health, and avoidance of health-harming 

substances and behaviours). Wondering three later in this curiosity will explore in more 

detail people’s misunderstandings about the purpose of learning in Health Education. 

Overall, the participants, unsurprisingly, spoke with conviction about how they believed 

NCEA Health Education learning should be available to all youth in New Zealand 

secondary schools. Rebecca expressed this by saying “I feel every school should put it in 

their curriculum and just teach it, because it’s such an important thing.” However as 

May pointed out, you need the right teachers on board: “The teacher is pivotal though; 

honestly make or break for a health class. If you don’t care about it, then you might as 

well not even offer it in your curriculum. You need a good teacher.” May’s comment 

draws attention to the role of the teacher in Health Education learning experiences.  

	  

Variation	  in	  the	  teaching	  of	  Health	  Education.	  By virtue of sharing a learning 

area, it is common in New Zealand for Health Education and Physical Education (PE) to 

be connected in the junior secondary school, and for specialist teachers of PE to teach 

year 9 and 10 Health Education. Some participants questioned the PE teacher as being the 

‘best fit’ for teaching Health Education at the junior secondary level. Rikki said that “I 

completely agree that they absolutely interlink, the two, but I don’t necessarily think the 

PE teacher is sometimes always the best health teacher.” While Ben questioned whether 

PE teachers were passionate Health Education teachers: 	  

I wonder how much those PE teachers themselves want to do those health 

classes too. And I wonder if that reflects on how the sessions are taught, 
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because it does make things harder if you have less of a passion and you are 

more likely to go to stock standard approaches such as fear-based.	  	  	  

	  

The impact of teacher practice on students’ experiences of Health Education in year 9 

and 10 was captured by Courtney and Amy:  

The PE teachers in the younger years… you 

could tell it wasn’t kind of like their, you 

know, or like it was something that they had 

to do sort of thing. I feel like they didn’t make 

it that interesting or anything, and it wasn’t 

that enjoyable (Courtney).  

 

Yeah my health teacher in year 9 and 10 was 

very PE orientated and I don’t think he was 

interested in health that much at all, which 

would have impacted it a lot. (Amy).  

May flipped this sentiment around when she spoke about one of her NCEA level 

Health Education teachers having to teach PE, which was not her passion: “I know my 

health teacher had to be a PE teacher for the junior 

school as well… My health teacher did not like that, 

because her passion is health.” However, for May, it 

was not always the case that a PE teacher could not 

equally be passionate about Health Education (and 

vice versa) when she talked about a different teacher: 

“she did health and PE but she was so balanced and equal… Like I didn’t have her as 

a PE teacher but you could just tell that she was passionate about both.” Later in the 

interview, May made a comment that expressed her opinion about the importance (for 

both teachers and students) of teachers specialising in a subject: “If you want it to be 

super-effective you need to actually let them specialise in their subject, cause that’s 

how you are going to get the most out of your kids and the teacher.” This was 

reinforced by Rikki when she said: “I think in isolation a health teacher can be a 

health teacher and not have to teach PE.” Susannah also raised the issue of subject 

specialisation for teachers:  

This	  idea	  is	  coming	  through	  
consistently	  so	  far	  –	  can	  
teachers	  be	  equally	  passionate	  
about	  both	  subjects?	  What	  
potential	  problems	  arise	  when	  
a	  teacher	  teaches	  a	  subject	  
like	  Health	  Education	  without	  
having	  their	  heart	  in	  it?	  Is	  this	  
something	  that’s	  holding	  
Health	  Education	  back?	  
(Interview	  Memo,	  24	  July	  
2017). 

What	  did	  this	  teacher	  do	  or	  
say	  to	  show	  she	  has	  equal	  
passion	  for	  both	  subjects?	  
This	  would	  have	  been	  a	  
good	  question	  to	  ask	  May	  at	  
the	  time!	  (Interview	  Memo,	  
28	  July	  2017).	  	  	  
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There was PE teachers that weren’t really doing health - they were teaching 

junior health and then senior PE, rather than… which was quite cool too 

because the health ones were quite obviously, you know, passionate, and that 

was their subject area so that was great as well. 

 

For me, the above comments raise a number of questions and concerns that challenge the 

common practice in New Zealand secondary schools of connecting the teaching of Health 

Education and PE in years 9 and 10, or the assumption that a teacher trained as a 

specialist PE teacher can also teach Health Education and is expected to do so (Grant, 

2016). In considering my embodiment in this aspect of my data, I have also questioned 

my motivations for making an agential cut (Barad, 2007) to produce findings that refer 

specifically to PE teachers in a negative light in relation to their teaching of Health 

Education. It is an unfair generalisation to say that PE teachers cannot be effective and 

passionate teachers of Health Education. However the above comments from my 

participants reinforce previous research findings that PE teachers may not always be the 

best fit for teaching Health Education (for example Barwood, 2017; Fane, Pill & Rankin, 

2019; Garrett & Wrench, 2012; Grant, 2016; Wright et al., 2018). As these researchers 

have discussed, the value placed by PE teachers on biophysical considerations and 

individual responsibility for one’s own health-related behaviours may conflict with an 

holistic, critical, socially-just, and socio-ecological approach to Health Education. This is 

where the potent forces of biopower, through teachers’ deliberate or unconscious use of 

biopedagogies, can rise to the surface, once again playing into the hands of neoliberal 

interests and the hopes of government being enacted at a distance. According to 

Sinkinson and Burrows (2011), “teachers of Health Education require great skill in 

discourse detection and analysis” (p.59). Research in the area of preservice teacher 

education, as well as comments from my participants about Health Education teaching 

when taught by a PE specialist, would suggest that the hegemonic power of neoliberal 

discourses circulating in society continues to prevail in relation to messages in Health 

Education around health and the body, reinforcing Leahy’s (2012) argument that Health 

Education acts as a point of contact for government.   

 

My participants’ comments above also indicate that non-specialist Health Education 

teachers may feel out of their depth, uncomfortable with the subject matter, dispassionate 

about the subject, or feel that they ‘have’ to teach it, rather than want to teach it. This 
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creates a situation where students may not be receiving quality Health Education due to 

who has been assigned to teach the subject in a school. However, as evidenced by 

projects such as Everybody counts? Understanding health and physical education in the 

primary school, teacher practice can be reconstructed to integrate more innovative 

practices to meet learners’ needs based on a more holistic and socio-critical notion of 

health (Petrie, Burrows, Cosgriff, Keown, Naera, Duggan & Devcich, 2013), which has 

implications for the design and implementation of professional learning and development 

for teachers.   

 

It is notable (and positive) that participants did not discuss the use of out-of-field, 

untrained, or gap-filler teachers in Health Education at either NCEA or junior secondary 

levels which is a well-documented observation nationally and internationally (Barwood, 

2017; Begoray et al., 2009; Hargreaves, 2013; Leahy et. al., 2016; Ofsted, 2013). Even 

though participants commented on variation in the teaching of Health Education across 

their secondary levels, they all reported having been taught by a trained Health Education 

and/or HPE teacher. This might be due to the schools attended by participants - given that 

Health Education was offered up to Level 3 NCEA, it was more likely that the school 

employed specialist teachers, or that the NCEA Health Education teacher(s) guided 

teachers in the department who taught only junior Health Education. This leads on to my 

next wondering - what makes a good teacher of Health Education and how are they 

different to other teachers?  
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Wondering	  two:	  The	  question	  of	  what	  makes	  a	  good	  teacher	  of	  Health	  Education,	  and	  

how	  Health	  Education	  teachers	  are	  ‘different’	  to	  other	  teachers.	  

	  

It takes a certain type of teacher - not just anyone could do it (Daniel). 

 

 I felt like in English and maths the teachers were just there to teach you what they 

were told to teach you. Whereas in health, the teacher wanted to inspire you 

(Ashley). 

	  

The participants spoke with great conviction about the qualities and actions of what they 

viewed to be an effective teacher of Health Education, and at length about how Health 

Education teachers are in many ways different to teachers of other subjects at secondary 

school. More than any other aspect of my data, these findings surprised me, made me 

wonder, and challenged me. Firstly, I was not expecting to hear such extensive 

commentary and thoughtful comments about Health Education teachers. Secondly, it 

came as a surprise to hear the extent to which the participants viewed their Health 

Education teachers as being different to teachers of other subjects. Thirdly, hearing and 

reading these words made me reflect quite deeply on my own strengths - but more so my 

shortcomings - as a Health Education teacher. As I interviewed the participants, wrote 

interview memos, and analysed my data, I continued to question whether the participants 

expected more of Health Education teachers than other teachers, whether a certain type of 

person is attracted to teaching Health Education, and the impact of the teacher on the 

overall experience of Health Education - or any subject for that matter.   

 

I have positioned wondering two in between the other wonderings in this chapter because 

this wondering is cause for hope and optimism in amongst the challenges for Health 

Education that wonderings one and three explore. While cause for optimism, I still view 

this as an unresolved issue - we are always learning more about who we are as Health 

Education teachers and how we can be the best teacher we can be for the learners we 

work with. The ideas that follow also raise an unresolved tension that connects back to 

wondering one: what are the implications for learners’ experiences of Health Education 

if/when Health Education teachers do not demonstrate dispositions such as those that 

follow? Wondering two is separated into three parts:  

1. Health Education teachers’ personal qualities. 
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2. The notion that teachers of Health Education care about more than just the subject 

they are teaching. 

3. How participants perceived Health Education teachers as being ‘different’ to teachers 

of other subjects they studied.  

	  

Health	  Education	  teachers’	  personal	  qualities.	  Participants discussed how they felt 

their Health Education teachers were non-judgemental, able to take the stigma away from 

the tricky topics covered in Health Education, and handled conversations around such 

topics with sensitivity. As Daniel said: ‘it takes a certain type of teacher - not just anyone 

could do it.” Lily captured Health Education teachers’ non-judgemental approach in the 

following extract: 	  

At least the teachers never gave that impression that they thought that 

something was really bad. They just kind of thought that happens, it’s part of 

life for some people. And were just understanding or even if they were 

judging or whatever, they never gave off that impression…. I think in year 12 

we did touch on binge drinking, and yeah we had a different teacher in year 

12 to the other two in year 13, and she was really good too, she was a really 

young teacher, and I don’t think then it was a problem either, the shaming or 

the blaming. We just kind of looked at it more broadly, yeah. 

 

Katie reiterated this viewpoint when she said:   

The teacher that I had was really good at kind of taking away any stigma 

from it. She wasn’t necessarily encouraging certain behaviours, it was more 

just addressing the fact that some of these behaviours exist, and it’s like if you 

choose to engage in such interactions, whether that’s around drinking, or 

whether that’s around just being in an intimate relationship, or whether that 

was around drug use and stuff like that, there was no sense of judgement or 

anything. I think that was the big thing. And she didn’t talk about it like it was 

a big deal. And I think just taking away the ‘oh my gosh’ factor from it all 

helped kind of just take away some of the - I dunno - it just didn’t make it 

seem like it was such a big deal whereas I think in other classroom 

environments or outside of a health class those conversations or those things 

might not be talked about so freely. Or people might not feel the confidence to 

ask certain questions. 
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Rikki commented that:  

Health teachers are very special 

people… there’s just something about 

the way health teachers look at things - 

it’s quite critical.  

 

 

 

Breadth of topics covered in Health Education classes, regardless of a teacher’s personal 

viewpoint, was also discussed. Courtney stated that her Health Education teachers would 

“give, show all the information for different things and shows all the different viewpoints 

and everything, like wouldn’t shy away from 

certain things just because they don’t 

believe in it.” Daniel also raised this when 

he said “even their own personal beliefs, 

they can still talk to the young people about 

it, even if they don’t believe the same thing.” 

Susannah discussed the importance of teachers valuing students’ emotional safety when 

sensitive topics were discussed:  

Our teachers created a safe space where we could have those debates and 

things could get heated and things like that, but they were always there to 

guide and sort of monitor where the discussions were going. So it was never 

hurtful or anything like that, but you know it gave us great skills in being able 

to acknowledge other people’s perspectives on the same issues. 

These comments made me consider the extent to which I possessed the ability to be non-

judgemental and sensitive in my teaching practice, and the unintended messages that I 

may have communicated without thinking about the impact of my own beliefs and values 

on learners in the Health Education classroom. I have become more aware of my 

communication style, and my attitudes and beliefs have refined as I have matured and 

become a parent. I believe that early in my teaching career I did not have the traits 

described by participants as being critical for a teacher of Health Education. This likely 

caused me stress as a young teacher and did not provide an optimal learning environment 

for my students. I also wonder how skillful I was in ensuring that the Health Education 

classroom was established and run as a space that was safe for all learners in relation to 

Are	  there	  two	  ways	  of	  looking	  at	  Rikki’s	  use	  of	  
the	  word	  ‘critical’?	  First,	  in	  the	  sense	  that	  
Health	  Education	  teachers	  are	  modeling	  
critical	  thinking	  by	  looking	  below	  the	  surface	  
of	  the	  health	  contexts	  discussed,	  and	  second,	  
in	  the	  sense	  that	  it	  is	  crucial	  that	  teachers	  of	  
Health	  Education	  are	  non-‐judgemental,	  open-‐
minded	  and	  caring?	  (Interview	  Memo,	  3	  July	  
2017).	  

The	  importance	  of	  teachers	  not	  pushing	  
their	  own	  values	  and	  beliefs	  onto	  
students	  -‐	  Is	  this	  something	  that	  Health	  
Education	  teachers	  can	  practice	  and	  
learn,	  or	  is	  it	  just	  the	  way	  they	  are,	  as	  a	  
person?	  (Interview	  Memo,	  7	  November	  
2017).	  	  
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Susannah’s comment above. This sentiment raises questions about teacher training for 

Health Education teachers, but also, at a deeper level - how does a Health Education 

teacher traverse this potentially difficult territory, and how different is this from a teacher 

of any other subject?  

 

The diversity of worldviews, attitudes, and values held by learners (and by teachers, or 

anyone in our world) can be a source of tension, especially around sensitive and 

controversial issues that may be covered in Health Education (Boyd & Hipkins, 2015a). 

The sensitive nature of some Health Education learning can be challenging for many 

teachers, with the potential for teachers to take up moralistic positions on the wide variety 

of controversial or deeply personal issues that can be covered in Health Education, avoid 

any content that steps a teacher outside of his or her comfort zone (McAllum, 2017; 

Sinkinson & Burrows, 2011), place too much focus on specific high interest topics rather 

than teaching a broad programme of learning (Fernández-Balboa, 2017), or rely on their 

own life experiences to gain their subject matter expertise (Alfrey & Brown, 2013). My 

participants did not necessarily view the latter as negative, however. As I will discuss 

below, Health Education teachers’ willingness to share pieces of themselves with their 

learners can develop teacher-learner relationships and ultimately enable an enriching 

Health Education experience.  

	  

Teachers	  who	  cared	  about	  more	  than	  their	  subject.	  Participants spoke about how 

they felt that their Health Education teachers were passionate about the subject, alongside 

caring about them not only as a learner, but caring for them as a person. Lily reflected 

that she thought: 	  

Maybe they understand or understood the whole life of the student better. Or 

could see all the things that influence the student a lot more holistically. And 

maybe wanted to make sure the health or wellbeing of the student was cared 

for first, and not just the academic performance.  

The idea of caring about more than just academic achievement was also captured in the 

following exchange from Lucy and Grace, who were interviewed in a pair:  

 Lucy:  I think they naturally care about you and your grades - not just 

making sure you are doing well, cause they do, definitely, help you…  

 

Grace: They’d go above and beyond to help you.  
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Lucy: But for your wellbeing as well. They are caring, but then they know 

when to back off, you know?   

	  

	   	   Grace: Cause they have that understanding of it, like it’s not like, yeah - 

because they’ve got that deeper knowledge, they know…   

Similarly, other participants spoke about how they felt cared for by their Health 

Education teachers. Sarah said “they really get to know you. They take the time and they 

go above and beyond more than just the paperwork that you’ve got to hand in at the end 

of the day.” May talked about the importance of a teacher who cares for young people:     

If they taught another subject and they cared that much it would probably be 

the same. Like it’s just that, it just makes that much of an impact… And it’s 

sort of a big thing to put on teachers, but that’s the reality of it, that’s what 

you get. 

Susannah spoke about the strong relationships between the teachers and students in her 

Health Education classes across secondary school:  

We were able to really develop strong relationships with them… Their 

classrooms were kind of safe havens and so they knew a lot of us well outside 

of just being their students and they would often times know things were 

going on even if we didn’t know they did. So I think they, yeah, just really had 

awesome skills in being able to work with that, and not make us feel belittled I 

guess, for some of the things that were happening.  

Several participants described the learning relationships in familial terms. Isobel said that 

her teacher was “like our Mum sort of, like our Aunty and not our teacher.” Zoe 

reiterated this when she said:  

It’s like having a mother at school almost, except this mother isn’t going to 

growl you when you get home for choosing to do that, or for thinking that 

way. Yeah, just really approachable and trusting teachers who are actually 

genuinely interested in your education but also just you as a person. 

 

The comments above emphasise the importance of teachers who care for their learners. In 

the New Zealand context, this is well supported by research from Te Kotahitanga, a 

professional learning and development project that emphasised a culturally-responsive 

pedagogy of relations (Bishop et al., 2014). Students who were interviewed as part of Te 

Kotahitanga identified that the most important factor in their ability to be successful 
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learners was the relationship they had with teachers who cared about them, were 

committed to them achieving, had high expectations, were fair and supportive, and made 

learning fun (Bishop et al., 2014). Reinforcing the Te Kotahihanga research findings, the 

authors of Ka Awatea, a study undertaken through a tribal lens in Rotorua, found that 

successful learners valued the teachers who genuinely cared for them, showed an interest 

in them, and saw their potential (Macfarlane et. al., 2014). Internationally, research into 

the practice of Health Education teachers has likewise highlighted the importance of a 

caring and trusted teacher for successful learner outcomes (for example Begoray et al., 

2009; Martinson & Elia, 2017; Paakkari, 2015).	  	  	  

	  

Health	  Education	  teachers	  are	  different	  to	  other	  teachers.	  The passion that 

teachers of Health Education had for the subject and for young people was evident across 

a number of interviews. Zoe captured this when she said: 	  

Our teachers were always really passionate, and genuinely concerned and 

interested and driven to take those classes, and they genuinely wanted to help 

make positive impacts, rather than - I’ve got work today, go to school and 

teach. I think that they really wanted to be there.  

The most marked discussion of Health Education teachers’ passion, however, was 

expressed in comparison to other teachers. This stood out to me when Amy commented 

“I don’t want to rip up maths teachers but then you’d go to health and you’d just be 

learning about something that they are actually passionate about and they enjoy 

teaching you.” Likewise, Katie saw that: 

You get a sense that they genuinely care about what they’re teaching. I find 

with some other subjects that it’s a bit of a going through the motions or it’s 

very black and white. Whereas I think you have to have that emotional 

spectrum of like you can see all colours of the rainbow. And they seem to 

genuinely care about what they’re teaching.  

Finally, Ashley stated “I felt like in English and maths the teachers were just there to 

teach you what they were told to teach you. Whereas in health, the teacher wanted to 

inspire you.” These comments resonate with the assertion from Tasker (2006) that it 

is important for Health Education teachers to engage students at an emotional level. 

Sinkinson and Burrows (2011) also discuss the need for teachers of Health Education 

to embody the attitudes and values that they are trying to instil in their learners. 
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Indeed, as Helen noted: “Their passion sort of rubs off on you and it makes you want 

to do the best you can as well, for sure.”  

 

Another common comparison between Health Education teachers and other teachers was 

related to the depth of relationship that had been forged between participants and their 

Health Education teachers. Amy and Sarah attributed this to the nature of the topics that 

were covered in Health Education:  

I think health is different because 

you are talking about quite 

intimate topics. Whereas maths, 

the teacher can stand there and 

teach, and not build 

relationships (Amy).  

 

Every day you’ve got a connection with the students and the teacher and like, 

just the relationship you actually make in that class for starters is so different 

from like maths or English, because it is the real world, you are talking about 

the things that you are actually going to need (Sarah).  

 

In the following exchange, May and Sarah discussed, in their pair interview, the idea that 

teachers of other subjects had to work harder for students to understand content and 

achieve, at the expense of developing relationships with their students that came more 

easily to teachers of Health Education:   

May: I think it is hard for subjects like stats 

and English as well. Because people find that 

very hard to understand sometimes, so instead 

of caring about the children and getting to 

know their personalities because you are not 

going to do that when you go, what do you 

think 4 plus 4 is? Like there’s one answer, so 

you can’t really be like, this is an insight into 

their lives. But um, yeah you need to take 

more time to actually teach them what they 

need to know to pass school and get NCEA 

This	  is	  a	  fascinating	  comment	  -‐	  all	  teachers	  
need	  to	  build	  relationships	  according	  to	  the	  
New	  Zealand	  Curriculum	  and	  Education	  
Council	  standards	  (and	  numerous	  other	  
educational	  best	  practice	  material).	  It	  seems	  
though	  that	  more	  is	  expected	  of	  Health	  
Education	  teachers	  in	  this	  area	  (Interview	  
Memo,	  24	  July	  2017).	   

Across	  the	  interview,	  May	  &	  
Sarah	  discuss	  the	  importance	  
of	  the	  teacher	  getting	  to	  know	  
the	  learners,	  developing	  a	  
personal	  connection,	  making	  
an	  effort	  to	  say	  hi,	  asking	  
about	  a	  sports	  game,	  going	  
above	  and	  beyond.	  Once	  
again,	  Health	  Education	  
teachers	  were	  seen	  as	  
possessing	  these	  attributes	  
more	  so	  than	  other	  subject	  
teachers	  -‐	  an	  expectation	  that	  
a	  good	  Health	  Education	  
teacher	  will	  be	  like	  this?	  
(Interview	  Memo,	  28	  July	  
2017).	   
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because it is always on their minds as a teacher anyway because that’s sort of 

their responsibility.  

 

Sarah: I think they do care, but they have a different way of showing it. 

Because you are not on the deep and meaningful, you’re on… the 

straightforward.  

 

May: They don’t learn much about you, unless they ask. And I guess that is, 

like that’s not their fault obviously, because they have a passion for a subject. 

 

Several participants attributed the closer relationship between them and their Health 

Education teacher to the discussion-based nature of learning in Health Education, as well 

as the more personal, humanistic nature of the content covered in Health Education as 

compared with other subjects. For example, Isobel said:  

Other teachers they - how do I put it - it’s like just a normal subject. They are 

all normal subjects but in health you learn about actual life skills so I think 

they need to have the experience in a way. Like they need to know a bit more, 

even about the body, wellbeing and all that. Whereas other teachers like 

English teachers are just giving you a book or a movie, but health teachers, 

it’s just lifeskills, and it’s probably easier to teach in a way, because everyone 

goes through it, and like lives, so it’s easier to understand it yourself. It’s 

human, I guess, yeah. 

 

The following exchange from Ruby and Rachel captured the notion that the discussion-

based nature of learning in Health Education led to a better teacher-learner relationship:  

Ruby: To be honest, I reckon they are a lot more open. And I guess, because 

we talk so much about stuff. We feel a lot more comfortable, I’d say, talking 

to (our teacher) about stuff. And even just life stuff. We’re really lucky.  

 

Rachel: There’s more of a relationship there. Like I feel like you respect the 

teacher a bit more and they respect you more… And I’m sure all teachers 

care, but it shows more in a health teacher…  

Ruby: If you’re already having those big discussions, that deep stuff.   
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Rachel: Or they are more interested in you…  

 

Ruby: I guess they learn more about you, if you are talking about your 

opinions and your feelings - they probably feel like they get to know you a bit 

more. 

 

Other participants also spoke about the fact that their Health Education teachers knew 

more about them than other teachers did. Helen said: 

I think they are more relatable and easier to talk to, and I almost feel like you 

can tell them - and I did, we did tell (teacher) personal stuff and yeah I 

definitely had a better relationship with my health teachers than I did with 

other teachers... it could have been just the teacher itself, who she is, but I 

feel like yeah it could have been because we were talking about feelings and 

emotions anyway so it made you feel more…  

Similarly, Grace noted that: 

Health teachers have a better understanding, yeah... Like you’d be sitting in 

biology and the teacher wouldn’t even realise you are upset or anything because 

they don’t know you well enough to realise that difference. 

 

Several participants raised the notion that Health Education teachers were more 

supportive generally than other teachers. Lily discussed this in relation to understanding 

around assessment pressures:  

I always remember going to the health teachers, or hearing stories if someone 

needed an extension, the health teachers were the ones that would 

understand, within reason, understand the situation the student was in. 

Whereas a maths teacher would say no straight off the bat.  

While Katie commented about her Health Education teacher’s more well-honed 

interpersonal skills:  

(Health Education teachers) are better at reading the crowd. Like for 

example even if we had a day where she was having to cover a lot of content 

if she could tell we were fading, just because obviously it’s students, and long 

day, and it’s the middle of summer, or whatever, she was really good at kind 

of knowing when to maybe keep going or when to be just like ‘have we had 

enough?’ and if everyone was like yep, she’d be like ‘OK - well this is what I 
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want you to have done. And you know they are good at reading people, I think 

they generally have better soft skills and I generally think they are a lot more 

approachable. 

 

The participants’ views above once again connect to findings from Te Kotahitanga 

(Bishop et al., 2014) and Ka Awatea (Macfarlane et. al., 2014) in relation to teachers’ 

pedagogical practice and the teacher-learner relationship. Firstly, effective teachers 

enable learning that is interactive and active, which is encapsulated in the idea of 

wānanga: “a learning forum that involves a rich, dynamic sharing of knowledge. With 

this exchange of views, ideas are given life and spirit through dialogue, debate and 

careful consideration in order to reshape and accommodate new knowledge” (Bishop & 

Berryman, 2009, p. 31). Secondly, as connected to the earlier discussion of Health 

Education teachers caring about their learners, effective teachers show manaakitanga33; 

they care for their students as culturally-located beings and work hard to develop caring 

learning relationships with their students (Macfarlane et. al., 2014). As evidenced by the 

participants’ comments, it appears as though Health Education offers an ideal opportunity 

to bring together these two critical aspects of teacher practice.  

 

McCuaig (2007, 2012) and McCuaig and Tinning (2010) provide an alternative reading 

of the caring Health Education (or HPE) teacher through the lens of Foucault’s pastoral 

power. Like Foucault’s governmentality, where Health Education and its teachers can be 

seen as aiming to achieve the hopes of government (at a distance), Foucault’s pastoral 

power can be used as a lens through which to explore the moral work of teachers on 

behalf of government (McCuaig, 2012). McCuaig (2012) and McCuaig and Tinning 

(2010) explain that HPE teachers, through their preservice training, curriculum materials, 

policy documents, and professional development, are incited to be agents of pastoral 

power due to the nature of the material covered in the subject, and the expectation that 

teachers in this learning area exhibit qualities that may differ from those of teachers in 

other learning areas, both of which points connect to my findings above. McCuaig and 

Tinning (2010) contend that future research could explore the extent to which HPE 

teachers take on - or reject - imperatives to be caring in ways which might 

(inadvertently?) constitute students as at-risk, apprentice citizens that need to be guided 

                                                
33 Hospitality, support, kindness, caring for others. See: 
https://maoridictionary.co.nz/search?keywords=manakitanga  
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towards health-enhancing behaviours. The findings from my research above indicate, for 

me, that the participants genuinely felt cared about, both as a Health Education learner 

and as a person. Yet some comments from participants rang true with what McCuaig and 

Tinning (2010) describe as technologies of pastoral power through Health Education 

teachers’ pedagogical practices, such as exhibiting sensitivity to draw out from their 

learners personal insights and personal information. McCuaig (2007) poignantly asks:  

By encouraging young people to discuss and analyse private and sensitive 

issues, are HPE teachers a significant mechanism by which young people can 

be enmeshed within a network of surveillance? (p. 283).  

In the New Zealand context, caring teaching is a central component of culturally-

responsive practice (Bishop et al., 2014; Macfarlane et. al., 2014) and effective 

pedagogy in The New Zealand Curriculum (Ministry of Education, 2007). I believe 

that my findings above provide cause for optimism that learners in senior secondary 

Health Education recall that their teachers cared about them, and their learning, in 

ways that supported them as young adults. Future research, however, could more 

specifically build on the work by McCuaig (2007, 2012) to explore the impacts of 

both intended and unintended effects on learners of caring Health Education (and 

HPE) teachers.  

 

The notion that Health Education teachers would be perceived to be different to teachers 

of other subjects was an unanticipated curiosity to me. Interestingly, all of the comments 

in which another subject was named were Mathematics, Science and English - subjects 

popularly known as ‘core’ subjects (despite in New Zealand no subject being mandated in 

the curriculum past year 10). This made me wonder whether there is an inherent 

difference between teachers of ‘core’ subjects and subjects that are optional in the senior 

secondary school years. I noted early on in, and then across, my interview memos that it 

seemed as though the participants had expected more from their teachers of Health 

Education in terms of the ability to develop and sustain a positive and productive learning 

relationship, as well as care about their learners. This is despite New Zealand educational 

policy that requires all teachers to display these attributes 

(Education Council, 2017; Robertson & Dixon, 2017). 

These sentiments were reinforced strongly by a comment 

from Lily that health teachers needed to ‘practice what they 

preached’: “It would be a bit hypocritical, to teach 

Again,	  are	  there	  different	  
or	  deeper	  expectations	  on	  
Health	  Education	  teachers	  
than	  other	  teachers?	  
(Interview	  Memo,	  2	  
August	  2017).	   
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something, to say that we should reduce stress but then put the students under a whole 

heap of stress - that doesn’t really align.”  

 

Lily’s comment resonates with literature on the practice of Health Education teachers in 

potentially positive and negative ways. On the one hand, her comment aligns with the 

assertion that effective Health Education teachers do not just teach about concepts, they 

model the attitudes that are valued in the subject (Martinson & Elia, 2017) and they 

display the very competencies they are trying to foster in their learners (Sinkinson & 

Burrows, 2011). On the other hand, Lily’s comment portents the idea of the teacher as 

‘health evangelist’, where teachers “must simultaneously homilize and embody health, 

while their appearance, behaviours and values all become supposedly important 

pedagogical instruments and symbols” (Gard & Pluim, 2014, p. 211). As discussed by 

Burrows and McCormack (2012), what is considered ‘right’ or ‘healthy’ is likely 

impacted upon teachers’ personal values, experiences, and understandings. Therefore, the 

idea of the Health Education teacher being expected to ‘practice what they preach’ is 

potentially fraught with difficulty. This leads onto my third wondering, which is focused 

on issues surrounding the promotion (or - more to the point - lack thereof) of Health 

Education as a subject with much to offer young people as part of their schooling and 

learning experiences.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 109 

Wondering	  three:	  The	  question	  of	  how	  teachers	  can	  better	  promote	  Health	  Education	  

in	  their	  schools.	  

	  

Once I did year 11 I was just hooked (Rebecca). 

 

Something that came up time and time again in my interviews was the participants’ 

observation that Health Education as a NCEA subject was poorly promoted within their 

schools. It seemed as though it was not until they had already opted into the subject - 

sometimes by chance, sometimes due to enjoying it in year 9 and 10, sometimes through 

word of mouth - that the nature of the subject became clear to them. This finding 

unsettled me and challenged my assumptions, as the schools attended by the participants 

all had well-established NCEA Health Education programmes. As such, I would have 

expected that the teachers at these schools would be adept at promoting Health Education 

as a NCEA subject, as well as possess sound alignment between junior secondary Health 

Education (years 9 and 10) and NCEA Health Education. Wondering three is organised 

into three sections:  

1. Lack of awareness that Health Education was a NCEA subject.	  

2. Health Education not being what participants expected it to be.	  

3. Others’ misunderstandings of learning in Health Education.	  	  

	  

Not	  being	  aware	  that	  Health	  Education	  was	  a	  NCEA	  subject.	  A number of 

participants did not know that Health Education existed as a NCEA subject in their 

school. Rikki commented: “I didn’t realise health was actually a senior subject. So I 

remember looking at it on the line and I was like, oh, I didn’t actually know. So it wasn’t 

really talked about.” Ben expressed a similar sentiment: “In terms of the pathway, the 

academic side of health is really undervalued. Because it wasn’t something I initially 

even thought existed.” This observation makes me question the extent to which some 

form of gate-keeping continues to occur by a range of people involved in assisting 

learners make decisions about what subjects to study at NCEA levels - for Health 

Education, something that comes back time and time again to others’ misunderstanding 

of the subject. However, the lack of promotion of Health Education as a stand-alone 

NCEA subject may also come from within the Health (and Physical Education) 

department, as Nadia’s observations below illustrate. 	  
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Nadia spoke of the lack of promotion of Health Education as a NCEA subject when she 

remarked that “it was never promoted as a class. I just heard people talking about it and 

they were like, that’s a really cool class. So that’s why I decided to do it. I think that it 

needs to be promoted a wee bit more.” Nadia attributed her lack of awareness of Health 

Education as a stand alone subject to the fact that Health Education was combined with 

PE in the junior secondary school, but Health Education tended to get lost within the PE 

content: “It was PE all the way up, and you 

touched on health things and then it split up. 

And when it split, nobody told you that it split 

and suddenly there was this health class and 

you were like, oh, I don’t know what that is.”  

 

When I probed her about whether it damages Health Education to be ‘lumped in with’ PE 

in year 9 and 10, Nadia said: “I think the way that they teach it doesn’t do health any 

justice really. It doesn’t, you know, promote the class.” Nadia’s observation raises issues 

relating to combining Health Education and PE in the junior secondary school. Her 

comment about justice not being done to Health Education really struck a chord with me, 

making me feel a little angry, but also confused about what the status of Health Education 

is in junior secondary schools - especially when it is combined with PE. Does this 

connect to wondering one - who the teachers are at the junior secondary level and the 

value they place on the Health Education content? Does this mean that combining Health 

Education and PE does more harm (to Health Education) than good? Should the two 

subjects be taught separately, then, at all levels of secondary schooling?  

 

Only one participant, Rebecca, commented that Health Education was promoted well to 

prospective students of the subject at NCEA level:  

They pitched it really well at school as well, so I was like, yeah, I’m going to 

do it. And after my first year I was actually quite amazed at how good it 

was… once I did year 11 I was just hooked. 

After going back over Rebecca’s transcript and my interview memo for Rebecca’s 

interview with this observation in mind, the way in which the school’s Health Education 

teachers supported their students stood out to Rebecca in terms of strong learning 

relationships and a range of learning and assessment supports that they offered. This was 

no different from others that I interviewed however, so this speaks to the need to (as 

Nadia	  perceived	  the	  conflation	  of	  PE	  
and	  Health	  Education	  in	  junior	  
secondary	  as	  problematic	  for	  the	  
profile	  and	  quality	  of	  Health	  
Education	  on	  offer	  at	  her	  school	  –	  
how	  often	  does	  Health	  Education	  
learning	  get	  ‘lost’	  in	  this	  way?	  
(Interview	  Memo,	  15	  August	  2017).	  	  
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Rebecca put it) “pitch it really well” to ensure that students, when choosing subjects for 

NCEA, can hear about the value of learning in NCEA Health Education. Rebecca also 

mentioned that students were deliberately given information about NCEA subjects: 

“They would have this assembly with all the year 10s in there, talking about all the year 

11 stuff… so they pretty much sell their subject”. At the risk here of deviating from the 

theoretical focus of this chapter (but at the same time exemplifying how I engage in 

bricolage), following Youdell and Armstrong (2011), the meanings and workings of 

educational settings can be read through the lens of Deleuze and Guattari’s smooth and 

striated space (Deleuze & Guattari, 1987). School systems, practices, and heirarchies may 

act to restrict teachers’ ability to ‘sell their subject’, thus working as a striated space 

(Ringrose, 2011) for the majority of the participants I interviewed, where the promotion 

of the subject is confined to the bounds of the year 9 and 10 Health Education classroom. 

But as Rebecca’s experience indicates, school practices may also operate as a smooth 

space, where the way in which NCEA subjects are promoted to students can be dynamic 

and open (Tamboukou, 2008). In this way, teachers of subjects such as Health Education 

may be afforded a site of possibility (Youdell & Armstrong, 2011) to ‘pitch Health 

Education really well’ to prospective students of the subject at NCEA level. Questions 

remain (and remain unanswerable, as learners’ needs constantly change) as to what this 

might mean for teachers and schools and what it might look like to promote Health 

Education more effectively - and to whom it should be promoted.  

 

Following on from above, it is notable that Health Education is a subject dominated in 

numbers by female teachers and female students (Fitzpatrick & Allen, 2019; Weir, 2009). 

For example, in 2018, 534 male students and 2567 female students returned results for 

the most commonly-entered Level 3 Health Achievement Standard34 (New Zealand 

Qualifications Authority, 2019b). Two female participants in my research, May and 

Ashley, commented that they believed Health Education learning was lacking in boys’ 

secondary schools. May had undertaken a research project as part of her university 

degree, and had herself gathered some voice on people’s experiences of Health Education 

at a boys’ school:  

I talked to two boys that went to the same boys’ school about their Health 

Education. And literally all it was, was how to put a condom on and that’s it. 

                                                
34 Achievement Standard 91461: Analyse a New Zealand Health Issue.  
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And, I mean, my boyfriend that I have now, he was in A band. So if you are 

smart, you learn a language instead of doing the, putting a condom on. So he 

didn’t even learn anything at all. And I just think, especially for males, like 

mental and emotional health and wellbeing, and everything to do with that is 

so just forgotten about. 

Ashley also reflected on her male partner’s experience of Health Education: “He only did 

it in year 9 and 10 when he had to, and that was it. I don't know if health was even a 

thing at (his school). So we were quite lucky at our school.” These comments did not 

surprise me as such, but they did prompt me to question whether more needs to be done 

to advocate for Health Education in boys’ schools. I also question what the political and 

cultural forces are that are limiting male students from studying Health Education at the 

NCEA levels: what is - and isn’t being - valued, or seen as important learning for males, 

and why or why not? Here, connections can be made to the pursuit of success for males 

in subjects with more traditional tertiary and career pathways. That is, valuing the skills 

and knowledge presumed to be needed in order for society to prosper economically and 

technologically; and thus for males to be active contributors to societal interests in the 

future.  

	  

Health	  Education	  was	  not	  what	  it	  was	  expected	  to	  be.	  Some participants 

commented that NCEA Health Education was not what they initially expected it would 

be. Courtney said that choosing Health Education or PE was compulsory in year 11 at her 

school, which was the only reason she chose to study Health Education in senior 

secondary school:  	  

There was no chance for me to ever know it could be something I could be 

interested in before then. So I feel lucky that I did take it to find out I actually 

was really interested. Because in year 9 and 10 health… it wasn’t like the 

strengths-based or other important stuff. So I feel there wasn’t any way to 

really realise that I was interested before then.  

 

Other participants remarked that they had expected more of a biomedical approach in the 

content covered in Health Education. Sally expressed the view that she felt “it’s just not 

advertised as well for what it truly is... When I took health originally, I thought it was 

kind of like your bones… But then I realised, once I was in the class, that’s kind of what 

it’s not about.” Maraia similarly stated: “I think when I went to health I probably 
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expected more biology.” The following comment from Ashley provides an insight about 

how things might be done differently: “You don’t really know how great it is until you 

experience it… I dunno, maybe if when it’s compulsory in year 9 and 10, they could give 

the students sort of an overview of what they would experience when they get to NCEA.”  

 

Picking up on Ashley’s remark above, I believe that these comments signal the need to 

better align year 9 and 10 Health Education programmes to NCEA in a variety of ways. 

Thinking to my past practice as a Health Education teacher, I would like to say that I 

worked hard to connect the learning in junior secondary to what was to come in the 

NCEA years, at least conceptually, by weaving concepts such as hauora and the socio-

ecological perspective into year 9 and 10 programmes. However, like many teachers of 

the subject (for example see Hargreaves, 2013), I was constrained by a lack of curriculum 

time allocated to Health Education at those levels. This raises an important question 

about what learning should be prioritised in year 9 and 10 Health Education, given that 

teachers need to prepare students for the rigours of NCEA learning in the subject, but at 

the same time they need to acknowledge that most students do not choose to study Health 

Education at the NCEA levels (Robertson, 2015). Thus, there is a balancing act to be had 

between preparing students for future Health Education learning, and ensuring that those 

students who will not study Health Education past year 10 leave with health-related 

knowledge, skills, and understandings.   

	  

Others’	  misunderstandings	  about	  Health	  Education.	  Participants also discussed 

others’ misunderstandings or lack of knowledge about the content and difficulty level of 

learning in NCEA Health Education. Susannah raised this in relation to parents’ 

understanding of Health Education: “If I was a parent now I wouldn’t have any idea what 

Health Education was. But it really should be promoted just as much as any other 

subject.” Zoe mentioned this in relation to other students at school: “A lot of the people 

who don’t take the class, that’s what they think it’s about - food, exercise, sex ed., that 

sort of stuff.” While Amy referred to other teachers’ perceptions of the subject: “Yeah, I 

think health is definitely looked down on by a lot of people, maybe some teachers.”  

In terms of perceptions about the level of difficulty of the subject, Sarah remarked that 

she thought “a lot of people think it’s not academic because it doesn’t have an end 

answer… each individual student is going to walk away with a different idea.” Helen 
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discussed the perception that health is ‘easy’ in relation to her partner’s sister, who was 

still at school:  

I think it should definitely be a subject that is promoted more, and that more 

people are interested in… Like my partner’s little sister – she’s (year 11) this 

year. Her and her friends were talking about it and they were like oh, isn’t it 

a bit of a stinger class, just like an easy class? And I said no… it’s not an 

easy subject, definitely. 

Finally, Sally reinforced the view that others lack understanding about the academic 

nature of the subject: “I think it’s definitely under-estimated the difficulty level… it’s a 

good subject that challenges you.” 

 

These comments further reinforce the need for more coherent connections between year 9 

and 10, and NCEA Health Education learning. However, they also signal the need for 

teachers to be effective advocates for Health Education within their schools, and for 

others in the school community to be able to understand and value the learning in Health 

Education, indicating that there are a number of different material and discursive forces 

that need to come together in order to better promote Health Education for what it is and 

what it can be. Issues relating to misunderstandings about the nature of learning in the 

HPE learning area in New Zealand have been explored in Home Economics (Dixon, 

2016) and in Physical Education (Culpan & Galvan, 2012; Landi, Fitzpatrick & 

McGlashan, 2016) as well as in Health Education (Hargreaves, 2013). These 

misunderstandings tend to be connected to the purpose of the subjects historically 

(Culpan & Galvan, 2012), the subjects’ links to the body (Fitzpatrick, 2011), and obesity 

discourses that position the subjects within the learning area as having a public health 

role to fulfil (Pringle & Pringle, 2012). As Fitzpatrick and Burrows (2017) point out, 

public health discourses have interfered with the ability for schools and teachers to fulfill 

the intent of The New Zealand Curriculum (Ministry of Education, 2007) in relation to 

Health Education. Moreover, Robertson and Dixon (2017) discuss the notion of the 

health and education sectors intersecting and colliding (or diffracting?) to take Health 

Education to somewhere unintended. As a point of contact (Leahy, 2012) for the hopes of 

government upon its citizens, Health Education offers perhaps a seductive, but 

misleading opportunity to fulfill those hopes - a notion otherwise known as cruel 

optimism (Berlant, 2011), which has in the past been applied to Health Education (Leahy 

et al., 2016). Viewing Health Education through the lens of cruel optimism demonstrates 
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how Health Education is set up to fail because the misguided aims for the subject limit its 

ability to achieve what it can reasonably be expected to achieve. As Dean (1999) argues, 

governmentality assumes an ability to regulate, control, and shape behaviour to achieve 

specific means, and presumes a fixed notion of what is virtuous and responsible in a 

given society. Given the uncertain and unpredictable nature of the times we are now (and 

forever-likely in the future will be) immersed in, connecting Health Education to these 

hopes of government can therefore be described as embarking upon a project of cruel 

optimism (Berlant, 2011).  

 

The findings above indicate that there is still some  a lot of work to do within the Health 

Education community, and likely broader across all three subjects in the HPE learning 

area, to promote the subjects for what they are, and for what they offer learners in the 

twenty-first century. Indeed, as Boyd and Hipkins (2015a) point out, despite it being 

written into legislation that schools must consult with their community every two years 

about the delivery of Health Education, in practice this consultation tends to be limited, 

which is a missed opportunity to celebrate Health Education learning for what it is and 

can be. In my role as a leader of the professional association for Health Education 

teachers in Aotearoa, I am often asked for advice about how to raise the status of Health 

Education in one’s school. As the range of quotations from participants in this curiosity 

(and in those to follow) demonstrate, perhaps the best advocates for the subject are its 

students.  
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Conclusion	  

In this curiosity I have explored issues that impact students’ experiences of Health 

Education. By considering my data alongside the analytical question what’s going on 

here in terms of the neo-liberal climate or other political and cultural forces? I have 

brought to the fore a range of issues - unresolved matters - that both connect to, and 

deviate from, others’ research findings in the area of Health Education, HPE, and 

education more broadly. The findings and analysis above demonstrate that indeed a range 

of neoliberal, political, and cultural forces impact upon the extent to which learners 

engage in Health Education experiences at secondary school, and the extent to which they 

thus leave school as health educated citizens. Wondering two, in particular, offers a 

source of optimism for the future of Health Education. McCuaig and Hay assert “we 

would argue that educational stakeholders interested in the contribution of HPE to the 

construction of a good citizen/ry have expected both too much and too little of school 

HPE programmes and the teachers who deliver them” (2013, pp. 13-14). Following on 

from the findings and analysis in this curiosity, I find myself agreeing with this remark - 

for the time being at least. 

 

Returning to the idea of points of contact and points of resistance, I believe a tentative 

case can be made for Level 3 NCEA Health as a point of resistance to the forces of 

biopower, and the neoliberal shaping of the ‘moral’ and ‘healthy’ citizen that, for my 

participants, tended to saturate the subject at the junior secondary levels. These forces 

often played out (at least in part) to who was teaching the subject in year 9 and 10 where 

the forces worked to disconnect Health Education from its intended socio-critical focus in 

Aotearoa, and from the later levels of Health Education learning. Future investigations 

using the idea of points of resistance might be able to shed some light on the mechanisms 

by which senior secondary (NCEA) Health Education can act as a point of resistance, and 

the ensuing impacts for not only its learners, but its teachers, and others in society.   

 

Reading insights through interview data and communicating my wonderings through not 

only my participants’ words but my own interview memos has allowed me to pay 

attention to what may otherwise be excluded (Taylor, 2013) and to write a curiosity of 

findings that did not end up where I imagined it would when I began reading my data in a 

diffractive style (Uprichard & Dawney, 2019). As stated by Lenz-Taguchi and Palmer: 
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“A diffractive style of reading allows for the researchers to identify the intra-activities 

that emerge in between the researchers and data” (2013, p. 676). I believe that by making 

a diffractive movement in my analysis, I have illuminated findings that otherwise would 

have remained hidden for me and for those who read this work. Moreover, diffractive 

practices allowed me the opportunity to reflect and have a voice that went beyond 

acknowledging my subjectivity - my embodied response to the participants’ words was 

able to be layered into the work, which traditionally is an unusual privilege for an 

academic piece of writing. My diffractive approach to analysis has resulted (for me) in 

things about Health Education settling differently, displacing what I took for granted or 

had come to believe and understand. My hope is that for readers, this chapter will have 

had a similar impact - albeit with data that glows (MacLure, 2010, 2013b) in different 

spots, and displaces thought elsewhere, provoking further questions - and indeed curiosity 

- about what impacts learners’ experiences of Health Education and the systemic factors 

that endure to collide and interfere with the subject.    
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Curiosity	  6:	  Telling	  stories	  that	  (make	  matter)	  matter	  

	  

By changing their voice to storyteller, researchers will also change the way in 

which the voices of their participants can be heard (Polkinghorne, 1995, p. 3).  

 

The art of storytelling is something we do on a daily basis in the process of 

making sense of who we are and what we experience (Dowling, Fitzgerald & 

Flintoff, 2012, p. 2-3).  

 

We have always known that things can do things, and even that things often 

conduct their thingy activities regardless of our human expectations or 

intentions (Marchand, 2018, p. 292).  

	  

	  

Introduction	  

In this curiosity, I present two narratives drawn from my reading of the participants’ 

interviews with the analytical (and research) question: how do participants intra-act with 

the materiality of their Health Education world in ways that produce different 

becomings? The two vignettes are carefully crafted in the genre of creative non-fiction, 

and the characters in the vignettes are composites of the participants that I interviewed. I 

use the term ‘vignette’ to mean a short piece of evocative, descriptive writing (Thomson, 

2017), focusing on characters intra-acting with the materiality of their Health Education 

experience. I have chosen to incorporate evocative writing to “recreate lived experience 

[of Health Education] and evoke emotional responses” (Richardson, 2008, p. 512). In 

doing so, I hope to more fully bring to life for the reader (enable them to more deeply 

immerse themselves in) the materialities of the Health Education experience. Through my 

use of narrative, I explore in this chapter the posthuman aspects of Health Education but 

paradoxically via the very humanistic practice of creativity with words and language. 

While this may appear contradictory, I am interested in traversing this incongruity, 

buoyed by the Aristotlian view that “the arts can capture the inner essence of a matter” 

(Piirto, 2002, p. 435) - albeit partially and contingently, in keeping with thought with the 

‘posts’.   
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The vignettes are written in the style of poetry and short story respectively. I have 

experimented with different styles following the suggestion of Laurel Richardson. She 

states that “by writing in different ways, we discover new aspects of our topic and our 

relationship to it” (Richardson, 2008, p. 499) and “trying on different modes of writing is 

a practical and powerful way to expand interpretive skills, raise one’s consciousness, and 

bring a fresh perspective to one’s research” (Richardson, 2000, p. 10). Following each 

vignette, I provide analysis that explores my reading of the data conveyed in the 

narrative. I have attempted to do this in a way that presents “a less tidy picture with more 

contradictory voices… to encourage the reader to take more responsibility for puzzling 

out what is really going on” (Wolf, 1992, p. 53) - or, at least what’s going on from each 

reader’s unique perspective. I have chosen to present my findings in this way, in 

similitude to Curiosity 5 in order to invite and entice readers to consider their own 

reading of the vignettes and data contained within. I hope then, that the narratives and my 

reading of them, acts to open up, rather than close down thought, with the aim of 

provoking curiosity, as well as new, divergent ways of thinking about the materialities of 

Health Education for young people in schools. Further, I have attempted to take up 

Denison’s (2016) provocation to “blend rich descriptions with thick analysis” (p. 9), 

which to me points to the need to carefully craft my narratives, write as a method of 

inquiry (Richardson, 2008), and think with theory (Jackson & Mazzei, 2012) to elicit 

from my stories a range of analytical insights.  

 

The two materialities that I explore are the Health Education classroom and the NCEA 

assessment structure and its implementation by teachers. The vignettes communicating 

each materiality were assembled using narrative analysis. They are not solely a 

representation of (in my case) participants’ words from the interview transcripts 

(Dowling, 2012). In addition to drawing upon interview data to create my non-fiction, the 

narratives “(lie somewhere in) between research and remembering” (Sykes & Itani, 2012, 

p. 94) as I inevitably (and unapologetically) draw on my past experience as a Health 

Education teacher in the crafting of them. My hope is that within my narratives and both 

my own and my readers’ interpretation of them alongside theory and others’ research, I 

am able to bring the two materialities of the Health Education experience to life in new 

ways. 
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Finally, before we embark on the story telling on offer in this curiosity, it is worth 

pausing for a moment to consider the alternative ways in which you might read this work. 

Following a suggestion by Peter Clough, you might like the stories to speak to you by 

asking yourself “what do I read in the text?” before being interrupted by my reading and 

analysis of them (Clough, 2002). Alternatively, you might jump right into my reading and 

analysis, and then reflect on how this compares and contrasts with what you read in the 

texts. However you approach the task, Clough also points to the non-linearity of what 

follows, when he states that “there will be an inevitable ‘back and forth’ between stories 

and readings, experience and analysis” (2002, p. 7).  

	  

	  

Our	  safe	  space,	  full	  of	  warmth	  and	  wonder	  

I offer here two short poems written in free verse, which means my poetry is free from 

meter and rhyme. Instead, the poems consist of poetic devices such as metaphor, 

alliteration, and repetition to convey meaning and evoke a response in the reader. The 

first poem is written from the perspective of a secondary school Health Education student 

and the second is written from the perspective of a secondary school Health Education 

teacher. For the latter, I draw upon participants’ comments regarding the way in which 

they interpreted their teachers’ actions and thoughts. In combination, the two poems 

‘bring to life’ data from my participant interviews that illustrate the materiality of the 

Health Education classroom environment, and how students (and their teachers) intra-act 

with the non-human aspects of the classroom (Barad, 2007) in a way that is productive of 

something new, perhaps something unanticipated in a school space. Drawing on Bennett 

(2010) I also explore, in my reading and analysis of the poetic representations, the 

immanent vitality of matter in the Health Education classroom - objects and spaces that 

possess power and agency in a process of intra-action with the learners and teacher in the 

Health Education space/place - as well as time.  
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Our	  safe	  space	  	  

	  

A	  dreary,	  dingy	  prefab	  

the	  bell	  beckons	  us	  in.	  	  

	  

At	  the	  back	  of	  the	  school	  

a	  bit	  of	  a	  hike.	  	  

	  

There’s	  plentiful	  privacy,	  and	  warmth	  too.	  

Just	  what	  the	  doctor	  ordered.	  	  	  	  	  

	  

Miss	  has	  tried	  hard	  to	  dress	  it	  up	  in	  her	  style.	  

Colourful	  chairs	  and	  tables	  

colourful	  conversations	  

tables	  set	  in	  a	  u/so	  to	  see	  u.	  	  

	  

Plentiful	  posters	  on	  the	  wall.	  	  

“Say	  Yeah,	  Nah”	  

“If	  you	  don’t	  wear	  a	  rubba,	  there’ll	  be	  no	  hubba,	  hubba”35.	  	  

	  

Reminding	  us	  that	  in	  this	  space	  

in	  this	  place	  	  

it’s	  safe	  to	  talk	  like	  this.	  	  

Freely,	  frankly,	  without	  fear.	  	  

	  

Straight	  to	  the	  heart.	  	  

Or	  straight	  to	  the	  head?	  	  

	  

Time’s	  up.	  

Head	  and	  heart	  full,	  the	  bell	  beckons	  us	  on	  

and	  on	  we	  go…	  	  	  

                                                
35 “Say yeah, nah” and “If you don’t wear a rubba there’ll be no hubba, hubba” are two well-known social 
marketing campaigns from Aotearoa. See: https://www.alcohol.org.nz/resources-research/campaigns/say-
yeah-nah and https://www.beehive.govt.nz/release/no-rubba-no-hubba-hubba-campaign-sends-important-
message  
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Warmth	  and	  wonder	  

	  

Argh	  I	  hate	  teaching	  in	  that	  crappy	  prefab36.	  	  

Better	  get	  there	  early	  to	  crank	  the	  heating	  up.	  	  

	  

On	  the	  other	  side	  of	  the	  school	  

I	  need	  to	  make	  haste.	  	  

At	  least	  it’s	  quiet	  down	  there.	  	  

	  

I’ve	  tried	  to	  make	  the	  classroom	  more	  homely,	  more	  inviting.	  

And	  warm.	  	  

For	  me	  and	  for	  the	  kids.	  	  

	  

I	  scan	  the	  walls.	  	  

Note	  to	  self:	  time	  for	  an	  update.	  	  

	  

Class	  streams	  in	  

their	  baggage	  on	  their	  backs.	  	  

“Kia	  ora,	  kei	  te	  pēhea	  koe37?”	  	  	  

	  

The	  buzz	  begins,	  some	  happy	  to	  be	  here	  

some	  not	  so	  much.	  	  

	  

The	  same	  old	  question.	  	  

Miss,	  what	  are	  we	  doing	  today?	  

The	  same	  old	  answer.	  

Learning	  lots,	  I	  say.	  	  

	  

	  

	  

	  

	  

                                                
36 Vernacular for ‘prefabricated classroom’. These spaces are commonly used in New Zealand schools to 
add extra classrooms when needed through roll growth.  
37 Translates from Te Reo Māori to English as “Hello, how are you?”	  	  	  
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What’s	  in	  it	  for	  me?	  

I chose to write one poem from the perspective of a student and one from the perspective 

of the teacher in order to more fully capture the essence of matter arising from the 

interview data by including multiple views of the classroom. As the participants in the 

study spoke in their interviews about their learning environments, they seemed to be 

making sense of - from an adult standpoint - their teachers’ reasoning behind the set-up of 

their classroom spaces. Combined with ‘sensual data’ (St. Pierre, 1997) from my past 

experience as a teacher in a number of Health Education classrooms and spaces, I too was 

able to make sense of the various classroom features that were described in the 

participant interviews, and weave elements of my own past and my own memories into 

the poetic representations. All in all, this combination of data allowed multiple points of 

entry into the Health Education classroom space in ways that capture an environment that 

- for the participants - was conducive to learning: safe, warm, and a place and time where 

their curiosity was sparked.    

 

Writing	  as	  Inquiry.	  When it came to asking myself what I read in the poems 

above, I first questioned why I entitled the poems ‘Our safe space’ and ‘Warmth and 

wonder’. Apart from the obvious use of alliteration in each, I do not believe the titles 

accurately encapsulate the ideas expressed in the two poems. However, read through the 

analytical lens of intra-action (Barad, 2007), the two titles convey a sense of the way in 

which the teacher has carefully worked with classroom objects (furniture, posters and the 

heater) to set-up the physical learning environment to compensate for the inadequacies in 

the classroom space. This results in an altered learning space that is safe and private, to 

enable conversations that might not be commonplace in any other subject. In other words, 

the teacher and the non-human aspects of the classroom have worked together to be 

productive of a learning environment that has emerged through the intra-action of the 

teacher and material objects (Barad, 2007). 	  

 

The space is also warm - both in the sense of the heating that the teacher has taken care to 

turn on before the lesson, but also in the sense of teacher warmth and care for her 

students and for her learning material - which creates a sense of wonder and genuine 

curiosity in what is being explored in the Health Education classroom. In combination, 

these classroom materialities are put to work and become a place, a space, where many 

(but not all - “some happy to be here, some not so much”) learners of Health Education 
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feel comfortable, and are ready and willing to learn. Again connecting to the work of 

Barad, agency on the part of learners is able to be enacted (rather than possessed), in the 

sense that the classroom environment is configured in a way that is productive of 

possibilities for learning, discussion, and active involvement (Barad, in Dophijn & van 

der Tuin, 2012). The word ‘warm/th’ made an appearance in both poems. When I initially 

crafted the poems, my inclusion of the word was to convey a sense of physical warmth, 

due to the use of heaters to warm up the classroom (by virtue of being a stand-alone 

classroom, a prefab is often not connected to a school’s central heating system). In 

enacting the notion of writing as inquiry (Richardson, 2008) however, I realised when 

rereading and recrafting my poetry that ‘warm’ and ‘warmth’ also points to the 

atmosphere that has been nurtured to create a safe space, free of judgement to talk openly, 

as well as warmth as a personality trait of the teacher (Education Review Office, 2018; 

Macfarlane et al., 2014). Warmth, then, is a critical component of the Health Education 

learning environment in multiple ways.   

	  

Classroom	  set-‐up.	  The poems illustrate the way in which the Health Education 

classroom has been configured and decorated; and the way in which a range of objects in 

the Health Education space act upon learners to help create their Health Education 

learning experiences. The colourful chairs and tables, the posters on the walls, and the 

configuration of tables in a way that enabled class discussion were materialities of the 

Health Education classroom that participants recollected across the interviews. Despite 

the allocation of a ‘dingy, dreary, crappy prefab’ for Health Education lessons (or 

because of this?), the poems convey that the Health Education teacher has made the effort 

to ‘dress up’ the space in a way that she believes is conducive to learning - ‘more homely, 

more inviting’. This line in the second poem was drawn from my interview with Daniel, 

where he stated “(the colourful chairs and tables) added personality to the room, which I 

think a health class would need to be honest - make it a bit more homely and inviting than 

rigid.” The reference in the first poem to colourful chairs and tables also provides a stark 

contrast to the potentially dark and cold space of a prefab classroom. The decoration of 

the room is augmented by the selection and placement of posters on the walls. In my 

interviews, participants recollected a wide range of health promotion posters and student 

work placed on the walls, and discussed the impact of these on their Health Education 

learning experiences. For example: “It’s pretty colourful. (The teacher) tried to make it 

like big posters and things to try and boost our positivity.” (Sally). “On each wall we had 
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the four dimensions38… so that was drilled into my brain every time I looked around.” 

(Daniel). “And all the posters, if it’s relevant to what we’re learning, then it’s kind of 

handy… you can just like look up, remind yourself, and carry on doing your work.” 

(Ruby). “You think if they are OK with having that poster up, then I can chat to them 

about, I can bring the topic up… And that does make me feel more comfortable.” (Lucy). 

This final quotation indicates that the nature of the content on the walls is likely quite 

different to that adorning the walls of other classrooms. Two lines in the first poem 

reinforce this idea by referring to an alcohol-related health promotion campaign (‘Say 

Yeah, Nah’) and one championing safer sex (‘If you don’t wear a rubba, there’ll be no 

hubba, hubba’). As a result, learners in the Health Education space are made to feel 

comfortable with a wide range of topics or issues that would likely be viewed as 

controversial to talk about in other classrooms. Moreover, the way in which Lucy uses 

the posters’ messages indicates an unexpected use for the resource - which I will discuss 

further below in relation to material intra-action (Barad, 2007).   	  

	  

The poetic representations also draw attention to the way in which the classroom 

furniture is arranged; and the fact that the Health Education classroom is furnished with 

tables for groups to sit at, rather than individual desks. These desks allow learners to 

“discuss over the tables.” (Lucy). Tables, rather than individual desks, are ubiquitous in 

Health Education classrooms in Aotearoa, and have been for many years. Some 

participants contrasted the Health Education classroom configuration with a set-up of 

desks more conducive to individual work in their other subjects: “(In English) you’d have 

your own desk sitting along in rows and rows and rows.” (Zoe). “A lot of teachers resort 

to the whole rows of desks sort of format.” (Daniel). Other participants, however, said 

that they also sat in tables in other subjects: “It’s almost the exact same layout as my 

biology class as in tables and chairs-wise.” (Sally). A number of participants described 

in their interviews the configuration of tables into a u-shape, or semi-circle, which 

enabled students to face each other and the teacher. In turn, this provided the optimal 

conditions for class discussion, as evidenced by a comment from Susannah: “(it was) set 

up really well for the dynamic like I talked about, of sharing discussion.”   

	  

 

                                                
38 The four dimensions of hauora (taha tinana, taha hinengaro, taha wairua and taha whānau).  
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The way in which the Health Education classroom has been set-up and decorated draws 

attention to the posthuman notions of a vital materiality (Bennett, 2010) and intra-action 

(Barad, 2007), two theories commensurate with a new materialist ontology. However, as 

seductive as the idea of a vital materiality is, when considering the materialities of the 

Health Education classroom explored above, I cannot escape the thought that there is an 

inherent and unresolvable contradiction at play. No matter how much vibrancy, power, 

and agentic capacity is bestowed upon non-human objects, it is inescapable that this 

agency is afforded by the human hand, words written by the human touch, created by 

human thoughts, motivations, and ideas. Therefore, my vital materialist reading of the 

data comes with a caveat of a modest, contingent, experimental play with intra-action. 

The idea of intra-action here is filtered through my human thoughts and my human touch. 

Petersen (2018) in a critique of research claiming intra-action between human researchers 

and the air in the city in which they were conducting research, cautions that when making 

claims about intra-action, it is important to explain how the non-human and the human 

interact, co-mingle, intersect or collide to change both, or to materialise each other and 

thus intra-act and be productive of something new. This might be achieved by asking 

questions such as what happened? How did change come about? What conditions of 

openness existed? (Petersen, 2018). With these considerations in mind, I experiment here 

with applying intra-action (Barad, 2007) in the relationship that materialises between the 

health promotion posters adorning the walls of the Health Education classroom and 

students learning in this space.  

	  

First, I can make a case for the vibrant materiality (Bennett, 2010, 2018) of the health 

promotion posters. The purpose of such posters (social marketing), is to produce an 

effect, a behaviour change in the viewer (Naidoo & Wills, 2016). The reason for their 

existence, then, points to the necessity for the posters to possess power and act as a force 

upon those who view them (Bennett, 2010). I believe that the posters possessing vitality 

(or as Bennett, 2010 also describes it - ‘thing-power’) is a prerequisite - or, following 

Peterson, 2018, a condition of openness - for the process of intra-action (Barad, 2007) to 

materialise. The health promotion posters, as depicted in the poems, appeared to have 

some power, or influence, over participants in the study, as well as the teacher. The 

placement of the posters in the Health Education classroom, not to mention the selection 

of posters in the first place, likely had an impact on the extent to which their messages 

were viewed, and by whom. In the second poem, the teacher noted that her posters were 
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out of date39. This may have reduced the likelihood of the students and the posters intra-

acting, as the students may not have perceived the messages contained within the posters 

as applying to them in the here and now. On the other hand, the comment from Lucy in 

her interview that having posters on the walls depicting a range of health issues and 

messages enabled her to feel confident to talk about such issues in the classroom 

illustrates a tentative example of intra-action; that is being productive of an unintended 

effect - a new purpose for the posters. This connects to the overarching idea of warmth 

and safety captured in the poems’ titles in that the posters make a contribution to creating 

a safe and warm learning environment, emotionally speaking.   

	  

Positioning	  of	  the	  Health	  Education	  classroom.	  Both poems refer to the physical 

positioning of the Health Education classroom in a school. By virtue of being a 

prefabricated (prefab) building, the classroom is placed on the outskirts of the school. If 

not taught in a prefab, the positioning of Health Education with Physical Education in the 

curriculum in New Zealand also means that the Health Education classroom is often 

proximal to the Physical Education learning spaces, which again tend to be placed at the 

back of the school grounds in Aotearoa. This materiality of Health Education was 

inspired by my own memories of teaching in a prefab, and also from a comment made by 

Lucy in her interview: “This is silly, but it’s the way I think, it’s down here and it’s this 

side of the school and no classroom is on this side – you do feel that you are kind of away 

from school.” Lucy’s observation resonates with the experience recounted by Katie 

Fitzpatrick in the prologue to her PhD thesis: “School management gave me my own 

classroom, a prefabricated stand-‐‑alone building on the edge of the field away from other 

classes, where my students could loudly debate and discuss issues” (2010, p. ii). The 

poems suggest that students and teachers view the positioning of the Health Education 

classroom as both advantageous and disadvantageous. The disadvantage of the 

positioning at the edge of the school is referred to in the poems in terms of having to run 

or hike between classes. However, as Lucy alluded to in the quotation above, the 

positioning affords a secluded, quiet spot where students have the freedom to discuss and 

debate (Fitzpatrick, 2010) and perhaps feel like they are stepping into another world. This 

reminded me of the following extract from C.S. Lewis’ The Lion, the Witch and the 

Wardrobe: 	  

                                                
39 For example, the ‘no rubba, no hubba hubba’ campaign dates back to 2004.  
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Lucy felt a little frightened, but she felt very inquisitive and excited as well. 

She looked back over her shoulder and there, between the dark tree-trunks, 

she could still see the open doorway of the wardrobe and even catch a 

glimpse of the empty room from which she had set out (Lewis, 1950, p. 13).  

Students, however, are never quite leaving the non-Health Education world completely 

and they know that they will return there after the bell rings (‘on we go, to the next 

class’). This idea connects to a comment made by Fitzpatrick (2010) in relation to 

sexuality education learning. Fitzpatrick noted that it seems incongruous for students to 

cover such personal topics, and have discussions as they do in Health Education, but once 

the bell rings they are expected to leave and enter back into the ‘normal’ world of 

schooling:  

Such positioning of sexuality education does seem curious…. While such 

lessons introduce content and approaches that disrupt the controlled nature 

of schooling, and the dichotomy between schooling and sexualities, students 

still have to walk out of sexuality education when the bell rings and into other 

subjects such as Mathematics or English (pp. 213-214).	  	  

	  

It is useful to draw here upon the nuances in meaning between ‘place’ and ‘space’. 

Drawing upon the distinction given by French historian Michel de Certeau, Conley 

(2010) writes:  

Space is a discursive practice of a place. A place is a given area, named and 

mapped, that can be measured in terms of surface or volume. It becomes 

space only when it becomes a site of existential engagement among living 

agents who mark it with their activities” (p. 261).40   

In this way, classrooms in schools can be conceived as both places and spaces. The 

participants in my research, however, seemed to use the word ‘space’ in the way in which 

it is conceived in the definition above, drawing upon the affectivities and behaviours 

evoked in them as learners, and the vibrant matter (Bennett, 2010, 2018) in their Health 

Education classrooms that defined the Health Education classroom as a ‘safe space’ to be. 

This contrasted with the description that participants gave about other classrooms in the 

                                                
40 A local analogy for me, congruent with this distinction between ‘space’ and ‘place’, is the post-
earthquake architectural and social landscape in central Christchurch. With around 80% of buildings in the 
CBD demolished after the 2011 earthquake, a range of social and cultural spaces were created to ‘fill the 
gaps’ (places) and create spaces where people could gather, and bring back to life the central city. See: 
https://gapfiller.org.nz/   
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school that positioned those as typical classroom places (for example, with rows of desks, 

all facing the board/teacher at the front of the room; devoid of the colourful, sometimes 

controversial posters adorning the walls of the Health Education classroom).  

 

Read through the lens of Deleuze and Guattari’s smooth and striated space (1987), the 

set-up and positioning of Health Education classrooms - as described in the poems above 

- offer a smooth space within the otherwise striated (more rigid) space of other 

classrooms in the school. However, since “one can rise up at any point and move to any 

other” (Massumi in Deleuze & Guattari, 1987, p. ix), it is important to note that the space 

of the Health Education classroom will not always be smooth; it will be in flux in-

between being a smooth and striated space. For example, at times of NCEA internal 

assessment, it is likely that the Health Education classroom is more striated, due to being 

bound to the normative structures of the assessment system (assessment rules and 

procedures). Smooth and striated spaces are not in opposition with each other, instead 

they co-exist. Smooth spaces are opportunities and sites of possibility for normative 

structures and hierarchical arrangements (striations - deep grooves that constrain practice 

and meaning) to be disrupted: “A line of flight might allow us to trip out of the striations 

in which we are caught to skate on the smooth plateaus between” (Youdell & Armstrong, 

2011, p. 145). Practices in schools are constrained by educational policy and culture - 

what is valued and why (Youdell, 2010). The Health Education classroom as depicted in 

the poetic representations - ‘our safe space, full of warmth and wonder’ - appears to offer 

a site and plentiful moments of possibility to break free from the classroom set-up (and 

normative teaching practices contained within) of non-Health Education classrooms, a 

moment of escape from the ‘other world of schooling’, as discussed above. This connects 

to Youdell and Armstrong’s (2011) description of a special education classroom, where a 

different set of expectations for the practice of both learners and teachers was evident. 

This is not to diminish the academic nature of teaching and learning in Health Education, 

but perhaps it highlights the rich potential of Health Education to thoroughly enact the 

intent of The New Zealand Curriculum (Ministry of Education, 2007).  
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The connection between the physical set-up of the Health Education classroom and its 

positioning in the school; and the privacy, the safety to talk ‘freely, frankly, without fear’ 

afforded therein raises the question about the suitability of innovative learning space 

designs41 for the sometimes more intimate nature of discussions and learning in Health 

Education. The poems convey the message that a sense of privacy, isolation, and 

separation from other school spaces is privileged in Health Education in order to nurture 

a space where students are free to speak about a wide range of topics. Research into the 

lived experience of New Zealand and Australian teachers who teach in Innovative 

Learning Environments (ILEs)42 identified challenges such as lack of space for quiet 

work and having to share space with concurrent classes (Mahat, Grocott & Imms, 2017). 

The shift to innovative learning space designs as schools are upgraded and new schools 

are built in Aotearoa reinforces the importance of trained and confident Health Education 

teachers who are sensitive to the needs of learners, and judge when they adapt the 

learning environment to suit. Examples of adaptations might include moving students to 

more intimate, break-out spaces when needed, or splitting classes into smaller groups to 

teach and discuss in more private environments (N. Low and J. Dunbar43, personal 

communication, 20 August 2018). Given the importance placed on privacy and a defined 

classroom space for Health Education (identified as such through the nature of the posters 

on the walls) conveyed in the poems above, it would be interesting in future research to 

explore the implications of not having a defined Health Education space in ILEs.  

 

Following on from the positioning in the school of the Health Education prefab 

classroom, is the question of why Health Education might be relegated to a ‘crappy’ and 

‘dreary, dingy’ learning space in the first place. The description of the Health Education 

classroom as such was inspired primarily by a comment made by Katie:  

Maybe because we weren’t considered as important, or there weren’t as 

many health classes, because it was a newer subject, we had the crappy 

prefab at the back by the gym. You know, we were kind of the left over thing… 

And yeah I think the fact that you are put in the back… yeah it probably does 

                                                
41 A range of terminology is used to describe future-focused learning environments. ‘Innovative learning 
space designs’ refers to “those physical educational facilities designed to facilitate the widest array of 
flexibility in teaching, learning and social educational activity” (Mahat, Bradbeer, Byers & Imms, 2018, p. 
8). I chose to use this term here because I am referring to the physical space/environment.   
42 An ‘Innovative Learning Environment’ (ILE) is “the product of innovative space designs and innovative 
teaching practices” (Mahat et al., 2018, p. 8).  
43 Health Education teachers at Hobsonville Point Secondary School, an ILE in Auckland, NZ.	  	  	  
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send a message that you are not a priority but we’ve made a space for you… 

the one that I was in for level 1 and level 3 was, yeah, a crappy prefab 

building. 

Here, Katie herself questions whether the allocation of Health Education to a ‘crappy 

prefab’ in the back of the school was related to the relative value placed on the subject by 

those in the school with responsibility for rooming decisions. Indeed, this conjures issues 

relating to subject hierarchy, pointing to the notion that Health Education is viewed as a 

subject low in the pecking order in a school as I explored in Curiosity 5. Low status has 

implications not only for allocation of classroom space, but other resourcing decisions, 

including allocation of curriculum time in the lower secondary (year 9 and 10) levels and 

the use of untrained health teachers who need gaps on their timetables filled. In Aotearoa, 

Hargreaves (2013) found in a survey of twenty-five secondary school Health Education 

teachers that they viewed the following as barriers to their implementation of effective 

Health Education programmes in their schools: limited time allocated, the place of Health 

Education in the hierarchy of subjects, untrained or unmotivated teachers, limited 

resources, and inadequate rooming. One participant in her study stated “we get put 

anywhere, including chemistry labs” (Hargreaves, 2013, p. 574). The use of non-Health 

Education spaces to teach the subject in Hargreaves’ study is notable, given the 

importance that my participants placed on the distinctive physical environment that 

defines a Health Education learning environment, as discussed above. Therefore it could 

be pertinent to explore the differences in Health Education learning experiences between 

those students taught in specialist Health Education spaces and those who are taught in 

out-of-field spaces such as chemistry laboratories.  

 

The continued marginalisation of Health Education within schooling’s subject hierarchy, 

as evidenced by other authors and by participants’ comments in my inquiry is somewhat 

of a curiosity to me, for several reasons. First, there is a growing interest in promoting 

student wellbeing within New Zealand schools44 and child and youth wellbeing in 

Aotearoa as a nation.45 Second, The New Zealand Curriculum (Ministry of Education, 

2007) has been mandated in state schools since 2010. The values, key competencies, and 

                                                
44 For example, see a range of publications on the Education Review Office website 
(http://www.ero.govt.nz), NZCER’s wellbeing@school (http://www.wellbeingatschool.org.nz/), the 
Ministry of Education website (www.education.govt.nz) and Te Kete Ipurangi (http://www.tki.org.nz).    
45 The government’s Child and Youth Wellbeing Strategy was signed in August 2019. See 
https://childyouthwellbeing.govt.nz/   
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principles contained within the front-end of the curriculum connect strongly to Health 

Education. This means that Health Education is perfectly positioned within educational 

policy to meaningfully contribute to the priorities deemed as important for twenty-first 

century citizens in Aotearoa (Ministry of Education, 2007). Third, the NCEA has 

afforded Health Education equal academic status within a national qualifications 

framework, including scholarship status (combined with Physical Education).46 Even 

more of a curiosity to me was the fact that the participants in my research attended 

schools that offered Health Education to year 13. If Health Education is under-resourced 

and under-valued in schools where Health Education exists in all levels of the secondary 

school, what does this say about the resourcing and valuing of Health Education in 

schools where the subject does not exist in the senior secondary/NCEA levels?  	  

	  

Spacetimemattering.	  The poems discuss matter, time, and space; and it would be 

remiss of me to not put to work a Baradian understanding of spacetimemattering (Barad, 

2007). In using the quotation from The Lion, the Witch and the Wardrobe (Lewis, 1950) 

earlier in this chapter, I am reminded that in Narnia time moves differently as compared 

to Earth. This makes me wonder whether - for students - time seems to move differently 

in the Health Education learning environment, as compared to other segments of the 

school day. The references to time in the poems indicate traditional temporal 

considerations of time in schools, such as bells and timetables (Allen, 2018b). As I have 

demonstrated above, however, in a Health Education classroom, configurations and 

material features of the space may deviate from what would be expected in a typical 

school environment. Space, time, and matter are conceptualised by Barad as being 

“mutually constituted through the dynamics of iterative intra-activity” (2007, p. 181). 

Without an ethnographic or first hand experience of the Health Education classroom as a 

data source, I am limited in my ability to discuss how spacetimematterings emerge 

dynamically and intra-actively in the environment. However, following Allen (2018b) I 

think it is fair to say that aspects of Health Education learning spill over and extend 

beyond the time and space of Health Education learning. This might manifest in 

conversations outside the classroom, or at home, or further investigation into issues that 
                                                
46 This academic status, however, is at times undermined by the tertiary sector, for example for some 
undergraduate programmes at the University of Auckland, Health Education (alongside a number of other 
NCEA subjects) does not appear on a list of required subjects: 
https://www.auckland.ac.nz/en/study/applications-and-admissions/entry-requirements/undergraduate-entry-
requirements/new-zealand-secondary-school-applicants/national-certification-educational-
achievement.html	  	  
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piqued a student’s interest. Emerging knowledge (or further questions) may then be 

brought back in to the Health Education classroom, and alter the course of learning in 

unexpected, unintended, or previously unthought directions.	  

In summary, despite being ‘located out the back, in a crappy prefab’, the Health 

Education classroom is seen as a warm, safe space to be - times of colourful 

conversations, where a teacher has made the effort to dress-up and set-up the space to 

provide a physical environment that is conducive to teaching and learning in a way 

befitting of Health Education. As I have discussed, this raises questions about the 

suitability of innovative learning space designs for Health Education. Questions also arise 

around subject hierarchy and subsequent resource allocation amidst a wider political 

environment in which publications and policy recommendations appear to place high 

value on the wellbeing of young people in Aotearoa.  

	  

So,	  what	  can	  poetry	  do?	  	  

A different way to look inside the classroom window.  

A partial view.  

Contingent upon the angle at, or distance from which, 

you look inside.  

 

Never a complete, definitive view.  

Always obscured by something.  

Our line of sight? Our preconceptions? 

What commands our attention, and what do we miss completely?  

 

Open to interpretation, 

evocative, visceral, affective. 

 

Sparking a memory, igniting an interest, bring something(s) to life. 

What can a learning space look like, be, do?  
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Introducing	  my	  short	  story	  

My second vignette is written in the style of a slice-of-life short story. In a nod to my 

place in the world, slice-of-life is a common style of short story authored by New 

Zealand writers47 in which the main ideas are illustrated by ordinary, every-day events. 

This style suits the depiction of the events, objects, and practices enacted in the Health 

Education classroom over a period of a lesson - the time span of the story below. In my 

reading and analysis that follows the story, I will explore the materialities of NCEA 

assessment for the characters (who represent my participants) in two main sections. First, 

I will explore how the structural features (the overall design of the NCEA - its ‘anatomy’) 

affect learners. Second, I will explore how the way in which a teacher implements the 

NCEA in their classroom affects learners. However, as you will read near the beginning 

of my analysis, a much less tidy picture illustrates the collision of the design of NCEA 

and its implementation, which is where Barad’s (2007) concept of intra-action again 

comes to the fore. I focus here on assessment of learning, rather than assessment for 

learning (which I explore in Curiosity 7). Following Hay and Penney (2009), I define 

‘assessment’ in this context as “the collection and interpretation of information about 

students’ learning in Health Education for contribution to the national qualification”.48  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

                                                
47 For example: Maurice Gee, Witi Ihimaera, Patricia Grace, Katherine Mansfield.   
48 The NZQA definition of ‘assessment’ is also useful: "Assessment" means collecting and evaluating 
evidence to establish the level of an individual's performance, whether carried out by external methods 
(common assessment tasks, examinations and portfolio submissions), internal methods, or a combination of 
external and internal methods, or any other approved method.” From: https://www.nzqa.govt.nz/about-
us/our-role/legislation/nzqa-rules/assessment-including-examination-rules-2019/2/ 	  
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Anatomy	  of	  an	  assessment	  	  

Anika	  and	  Josh	  walked	  swiftly	  across	  the	  courtyard	  towards	  the	  Health	  Education	  classroom,	  the	  

sun	  streaming	  down	  on	  them	  ahead	  of	  their	  double	  period	  to	  start	  the	  school	  day.	  “Aren’t	  we	  

starting	  our	  3.4	  assessment	  today?”	  Anika	  asked.	  “That’s	  right,”	  replied	  Josh.	  “If	  I	  get	  the	  credits	  

I’ll	  have	  UE49	  for	  health,	  which	  will	  be	  a	  good	  thing	  to	  tick	  off.”	  “True	  -‐	  me	  too,”	  Anika	  noted	  with	  

a	  nod	  -‐	  “it’s	  good	  not	  to	  have	  to	  wait	  for	  the	  externals	  to	  get	  that.”	  “Yeah,	  exams	  stress	  me	  to	  

the	  max	  but	  I	  don’t	  mind	  the	  internals”	  mused	  Josh.	  “Having	  said	  that,	  I’ve	  always	  felt	  well	  

prepared	  for	  the	  health	  exams,”	  said	  Anika.	  “I’ve	  never	  got	  in	  and	  not	  known	  what	  was	  coming,	  

like	  in	  history	  or	  maths.	  I	  guess	  that’s	  been	  important	  for	  endorsements.	  I	  so	  want	  to	  get	  

Excellence	  for	  health	  and	  for	  my	  Level	  3	  overall”.	  	  	  	  

	  

They	  arrived	  at	  class,	  and	  took	  their	  usual	  spot	  at	  a	  blue	  rectangular	  table	  in	  the	  middle	  of	  the	  

classroom.	  “Morning	  Miss,”	  Anika	  called	  out	  as	  she	  sat	  down.	  Miss	  looked	  up	  and	  smiled.	  Anika	  

and	  Josh	  got	  their	  notes	  and	  their	  laptops	  out	  of	  their	  school	  bags	  and	  logged	  on.	  Some	  other	  

students	  went	  to	  the	  trolley	  at	  the	  front	  of	  the	  room	  and	  borrowed	  a	  class	  laptop.	  “Alright,	  

Mōrena	  koutou50,”	  said	  Miss.	  “Let	  me	  explain	  a	  few	  things	  before	  we	  get	  started	  -‐	  put	  your	  

screens	  down	  while	  I	  do	  this	  please.”	  

	  

Miss	  walked	  around	  the	  room	  and	  handed	  out	  a	  two-‐page	  instructions	  sheet.	  “It’s	  so	  much	  

easier	  these	  days	  with	  Google	  Docs	  rather	  than	  pages	  and	  pages	  of	  paper	  to	  handle,”	  she	  said	  

with	  a	  smile.	  “Yeah,	  I	  prefer	  to	  type	  these	  days,”	  agreed	  Hannah	  from	  the	  front	  of	  the	  

classroom.	  “It	  helps	  me	  get	  everything	  out	  and	  I	  really	  like	  the	  way	  I	  can	  get	  feedback	  from	  you	  

as	  I	  go.”	  Miss	  paused.	  “Hmmm,	  let’s	  just	  hold	  off	  for	  a	  bit	  -‐	  what	  else	  do	  you	  like	  about	  the	  way	  

the	  health	  assessments	  are	  set	  up?”	  	  

	  

Josh	  put	  up	  his	  hand.	  “Miss,	  I	  like	  how	  you	  give	  us	  some	  choice	  in	  our	  topic.	  Like	  for	  this	  one,	  we	  

got	  to	  choose	  from	  that	  list.	  I	  enjoy	  the	  health	  assessments.”	  Other	  students	  nodded	  in	  

agreement.	  “Yeah	  -‐	  that,	  and	  I	  also	  like	  how	  the	  instructions	  and	  questions	  are	  always	  clear	  in	  

health.	  We	  always	  know	  what	  we	  need	  to	  do	  to	  Achieve,	  or	  get	  Merit	  or	  Excellence,”	  said	  Cara	  

from	  the	  back	  of	  the	  room.	  “Anything	  else?”	  asked	  Miss.	  Anna	  raised	  her	  hand:	  “Miss,	  I	  like	  how	  

we’re	  not	  just	  doing	  essays	  in	  our	  health	  assessments.	  They	  are	  more	  like	  reports,	  with	  the	  

evidence	  and	  referencing,	  and	  I	  like	  how	  for	  the	  health	  practices	  one	  we	  presented	  to	  the	  class.”	  

                                                
49 University Entrance. See Curiosity 2.   
50 Translates from Te Reo Māori to English as “Good morning all”.	  	  
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Jordan	  piped	  up:	  “Yeah	  I	  didn’t	  like	  that	  first	  one	  we	  did	  -‐	  cause	  it	  was	  just	  an	  essay	  and	  that	  put	  

me	  off	  from	  the	  start”.	  Miss	  hesitated,	  then	  said:	  “So,	  one	  more	  question	  before	  we	  start:	  do	  

you	  find	  the	  health	  internals	  easier	  than	  other	  subjects,	  or	  about	  the	  same	  -‐	  Alex,	  how	  about	  

you?”	  	  

	  

Alex	  thought	  for	  a	  moment.	  “I	  like	  how	  in	  health	  we	  are	  drawing	  on	  real-‐life	  stuff	  to	  talk	  about;	  

people’s	  real	  lives	  and	  situations,	  and	  using	  research	  to	  back	  up	  our	  answers	  -‐	  there	  is	  not	  one	  

right	  or	  wrong	  answer	  about	  some	  theoretical	  idea	  like	  in	  bio.”	  Cara	  added:	  “Sometimes	  I	  think	  

that	  makes	  it	  harder	  cause	  you	  can’t	  just	  smash	  it	  out	  or	  guess	  an	  answer.	  It	  took	  ages	  to	  find	  all	  

the	  readings	  for	  this	  ethics	  topic,	  and	  for	  my	  health	  practices	  research	  -‐	  well,	  that	  dragged	  on	  

forever!”	  “Yes	  that’s	  the	  thing	  about	  the	  health	  standards.	  They	  are	  all	  4	  or	  5	  credits,”	  said	  Miss.	  

“Sometimes	  I	  feel	  that	  we	  are	  just	  moving	  boom,	  boom,	  boom,	  from	  one	  assessment	  to	  the	  

next.”	  The	  class	  laughed.	  “Anyway,	  good	  point”,	  Miss	  went	  on	  to	  say.	  “I’ll	  definitely	  look	  into	  

that	  for	  next	  year’s	  class.”	  Right,	  are	  we	  ready	  to	  get	  started?	  Here’s	  what	  you	  need	  to	  do.”	  	  

	  

After	  some	  final	  instructions	  from	  Miss,	  heads	  full	  of	  reflections	  on	  NCEA	  assessment	  and	  

thoughts	  firmly	  turned	  to	  the	  assessment	  at	  hand,	  the	  students	  lifted	  their	  laptop	  lids	  and	  the	  

room	  was	  quiet.	  Quiet	  apart	  from	  a	  productive	  buzz	  emanating	  from	  the	  sound	  of	  papers	  

shuffling	  and	  the	  clicking	  of	  the	  students’	  computer	  keyboards.	  	  
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What’s	  in	  it	  for	  me?	  

Curiosity 2 focused on how the NCEA gave rise to and shaped contemporary Health 

Education at the senior secondary levels in Aotearoa. Anatomy of an assessment, rather, 

illustrates how teachers and learners continually reshape NCEA as it applies to Health 

Education by way of experimenting with different modes of assessment, as well as open-

choice and authentic assessment tasks that connect to the real world. Thus while in some 

ways NCEA is a normative, well-defined and static structure, the qualification is flexible 

not only in design but also in its enactment. This means that in the analysis that follows, I 

am able to explore the vibrancy of matter (Bennett 2010, 2018), and intra-action (Barad, 

2007) in relation to learners’ experiences with the NCEA structure and its 

implementation in Health Education in New Zealand.   

 

Writing	  as	  inquiry. As with the poetic representations presented earlier, writing as 

a method of inquiry (Richardson, 2008) helped me to make sense of what my participants 

had expressed in their interviews about their NCEA experiences. Initially I was confused 

about whether my data related to structural features of NCEA, or its implementation in 

the classroom or other spaces, such as examination halls or students’ own homes if they 

are completing internally-assessed work independently. By constructing, (re)writing and 

(re)reading my short story, the process illuminated for me the interactions between - and 

inseparability of - structural features and the implementation of NCEA assessment. It 

dawned on me that this was an example of intra-action (Barad, 2007) in action. That is, 

the non-human (design of NCEA) colliding with the human users of assessment to create 

and then continually recreate an assessment system and practices. These collisions were 

at times new and unexpected, sometimes working well for teachers and learners; and 

sometimes failed experiments that were worth trying once, but not again. This reshaping 

is reinforced by the government’s recognition of the need to continually refine NCEA 

(Hipkins et al., 2016; Lipson, 2018), the major review of NCEA underway from 2018 

(Ministry of Education, 2018), and calls to be more innovative and authentic in 

assessment practices (Boyd & Hipkins, 2015a; Hay & Penney, 2009; McCuaig, Carroll & 

MacDonald, 2014). At times, then, NCEA design features and its implementation cannot 

be separated: they are not a priori entities but come into existence when they meet in the 

ways teachers, students and others (such as universities) use NCEA - how and why 

NCEA matters for a range of stakeholders.  	  
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The	  structure	  of	  the	  NCEA. The majority of the ideas conveyed in the short story, 

then, point to the way in which NCEA experiences for learners materialise through the 

intra-action between the design features of NCEA and its implementation in classrooms 

(and other spaces). However, several features related solely to the structure of NCEA 

itself are prominent and are examples of vibrant matter for the characters in the story. In 

the story, Josh mentions that by gaining the credits from the assessment they are about to 

work on, he will achieve University Entrance (UE) in the Health Education domain, and 

Anika replies “it’s good not to have to wait for the externals to get that.” The fact that 

achievement in Health Education contributes to UE demonstrates that the design of the 

NCEA affords Health Education some academic legitimacy. As Rikki reflected in her 

interview: “the Achievement Standards bring the academic element to it, definitely.” 

Moreover, that students can achieve UE through internal (school-based) assessment, 

without having to wait until the external examinations at the end of the year, is a design 

feature that has meaningful material consequences for Anika and Josh in the story. 

Participants in my interviews discussed the way that being able to gain UE before the 

exams was “a big weight off my shoulders” (Rachel), a reason for choosing to study 

Health Education in the first place: “I only took health initially because I could get UE 

credits before exams” (Ben), or still enabled success for those who were less competent 

in examination situations: “If you were someone who didn’t do particularly well in 

exams, then there still was the internal assessments throughout the year” (Emma).  

 

These comments connect to stress and anxiety that arose for my participants in relation to 

NCEA assessment, which has been reflected in research conducted in New Zealand. The 

Education Review Office in a recent study of students’ wellbeing, found that stress and 

anxiety were common amongst NCEA level students and the majority of schools did not 

recognise or take steps to address assessment anxiety in their senior students (Education 

Review Office, 2015). Participants in my study connected stress more to external 

assessment than the on-going pressures of internal assessment in Health Education, as 

reflected in the comment by Josh in the story: “Yeah, exams stress me to the max but I 

don’t mind the internals”. For example, from my interviews: “exams were so stressful” 

(Ashley), “exams are different though; they are unhealthy stress” (Daniel) and “I’ve 

always thought that exams were so stressful and if you didn’t pass them you felt like 

shit.” (Ashley). It is interesting that participants viewed external assessment as stressful, 

but did not comment on the on-going stresses involved in internal assessment across the 
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year. The Ministry of Education noted in their background document for the review of 

NCEA that “a relentless focus on credits and reassessment opportunities can result in 

stress, pressure and anxiety, particularly when internal assessments run near-continuously 

throughout a year” (2018, p. 16). It might be that participants in my study did not 

experience an assessment-driven curriculum, or may have attended schools where steps 

were taken to mitigate assessment-related anxiety. Participants’ lack of stress relating to 

internal assessment may also be related to the sense of comfort within the Health 

Education learning environment, as explored in the poetic representations earlier in this 

curiosity. For example, Susannah said “I would always prefer internally-assessed. Like 

being able to write essays and things like that in class environments rather than the stress 

of when you are in an exam.” The lack of stress that was mentioned in association with 

internal assessment in Health Education is reassuring perhaps, given that the subject is 

inseparable from issues of wellbeing.	  	  

	  

Another structural feature that arises in relation to academic legitimacy is the design 

feature of course (or certificate) endorsements51. Alongside UE discussed above, this 

demonstrates the connection between NCEA Health Education and a university pathway, 

via some New Zealand universities’ systems for rewarding high achievers in NCEA, for 

example preferential entry52 and unlimited entrance scholarships53. A number of 

participants discussed the importance for them of achieving highly in Health Education 

and gaining endorsements in preparation for university, which inspired me to write 

Anika’s comment in the story: “I so want to get Excellence for health and for my Level 3 

overall”. For example, “i’ve always had the subject endorsed” (Isobel), “we go for 

Excellence marks” (Rachel), and “most of them were doing it for the university.” 

(Rebecca). These comments illustrate the agency inherent in the endorsement aspect of 

the NCEA design, where the very existence of endorsements actively shape (Bennett, 

2018) some students’ attitudes and behaviours when undertaking NCEA assessment - i.e. 

motivating them to work towards Excellence in order to gain endorsement. Thus, 

endorsements provide an example of Bennett’s ‘thing-power’ (2010). For the participants 

in my study, most of whom had gone on to tertiary study, achieving highly was 

something that they valued, and therefore endorsements were an agentic force that helped 

                                                
51 See: https://www.nzqa.govt.nz/ncea/understanding-ncea/how-ncea-works/endorsements/  
52 For example: https://www.otago.ac.nz/study/enrolment/entrypathways.html#preferential  
53 https://www.canterbury.ac.nz/get-started/scholarships/types/uc-excel/	  	  
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to shape their attitudes and behaviours towards NCEA assessments in Health Education. 

New Zealand research in the context of internal assessment in History also found 

evidence of students being motivated by their desire to achieve highly in the subject 

(Sheehan, 2013). More generally speaking, Hipkins et al. (2016) assert that the 

introduction of endorsements likely raised students’ motivation to achieve highly in their 

NCEA.	  	  	  	  	  

	  

A final aspect relating solely to the design of NCEA that arose in the story was the high 

credit value of each Level 3 Health Education Achievement Standard. For the participants 

in my study, teachers taught and assessed four units across the year, since each standard 

comprises four or five credits54. While not solely regarded as a negative feature by 

participants overall, in the story high credit value was discussed as being detrimental 

because it meant that units of learning sometimes “dragged on forever”. This sentiment 

was inspired by the following comments from participants: “There’s so much work… a 

lot of writing and a lot of work, and yeah, so it takes quite a while. That’s the part I 

didn’t like” (Rachel) and “My class found it dragged on way too much for our liking.” 

(Rebecca). Rebecca recognised, however, that this was both a positive and negative: It’s 

really good that we get these high credits, but I feel like sometimes we get too long to do 

it.” (Rebecca). In her interview, Sally also expressed that the high credit value in the 

Health Education Achievement Standards had its pros and cons:  

There’s kind of no room for anything else to squeeze its way in… I would say 

it’s a good thing and a bad thing. It depends on what the topic is – if you’re 

enjoying it then it’s good. Because you are spending so much time on it, you 

get a better understanding. 

While the discussion above connects explicitly to a design feature of NCEA, this links in 

some ways to assessment practices via the choices that teachers make as to the number of 

credits assessed in Level 3 NCEA Health Education.  

 

The discussion above conveyed the material importance of structural features of NCEA 

for the participants in my study, in ways that produced different becomings - a different 

experience of Health Education than would exist without access to Health Education as 

                                                
54 Each credit is based on approximately 10 hours teaching, learning and assessment time, which makes 19 
or 20 credits manageable (out of a possible 24) in any given NCEA level for Health Education. See: 
http://www.nzqa.govt.nz/assets/About-us/Publications/Brochures/NCEA-Factsheet-1-July-2017-
FINAL.pdf 
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part of the NCEA. If Health Education did not exist as a subject within the national 

qualification framework, for example: “It would still be enjoyable, but I don’t think you 

would gain as much from it… it pushes you to learn more, for sure.” (Helen). “I don’t 

think it would even exist… I don’t think it would be taken very seriously.” (Rebecca). The 

academic legitimacy thus afforded to Health Education illustrates the potential for NCEA 

to be agentic in and of itself, and thus an example of the vibrancy of matter (Bennett, 

2010, 2018) in the lives and experiences of my participants in a way in which a non-

academic form of Health Education may not have the opportunity to be.  

 

The	  implementation	  of	  the	  NCEA. In my short story, teacher assessment practices 

collided with the design features of NCEA to create the overall experience of NCEA 

assessment for learners in Health Education. This collision was evident in relation to 

topic choice, mode of assessment, assessment driving the learning, and authentic 

assessment. The ideas conveyed in the story, as inspired by the experiences of my 

participants, at times resonated with features of good practice in assessment and at times 

diverged from good practice, as I explain below in relation to others’ research into NCEA 

assessment, and principles of effective assessment practices more broadly.   

 

When asked what the class liked about the way in which the teacher assessed learning in 

Level 3 NCEA Health Education, Josh made the point that the ability to choose his own 

topic for assessment was valuable (and “other students nodded in agreement”). Choice of 

context for assessment is afforded by both teacher practice and the open-context nature of 

the internal assessments in Level 3 NCEA Health Education55. The participants in my 

study had experienced a spectrum of teacher practices, from being given no choice in 

context, to having complete control over selection of context for one or more of the 

internal assessments. Teresa mentioned a lack of choice and connected this to a pragmatic 

justification by the teacher: “We didn’t really get a choice, we just got given a topic… she 

just picked the topic for the internal. Otherwise it would be a bit crazy to help everyone 

and mark, wouldn’t it?” Interview comments however predominantly highlighted the 

common experience of being able to select their own topic for NCEA assessment, with 

teacher guidance - and the importance thereof. As the following quotations from my 

participants demonstrate, being able to have some autonomy over the context for 

                                                
55 AS 91461: Analyse a New Zealand health issue; AS 91463: Evaluate health practices currently used in 
New Zealand; AS 91464: Analyse a contemporary ethical issue in relation to wellbeing.  
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assessment had an affective dimension - it was motivating, enjoyable, interesting, and 

enabled greater buy-in from students for the research and writing that was required. For 

example: “We had a list we could do… if I didn’t have those choices I wouldn’t be as 

involved with it.” (Rebecca). “We could pick our own, any health condition and we got to 

write about that, and that was the most interesting because it was our own, we could 

pick. That was my favourite.” (Sarah). “[Choice] is quite important. If you are interested 

in it, you want to find out more. So that’s important I think.” (Nadia). Read through the 

lens of intra-action (Barad, 2007), the open-context design feature of the NCEA collides 

with the practice of those teachers who encourage choice. This then diffracts the 

experience of NCEA assessment in Health Education, or in other words, provides both 

teachers and students with an opportunity to develop knowledge, skills, and 

understanding that may not otherwise have been possible, as well as enable students to 

follow their interests.     

 

Research conducted with different NCEA subjects in New Zealand reinforces the 

importance of student input into the topics or contexts studied as part of the national 

qualification. In Social Studies, students were highly motivated to take personal social 

action when they were able to select their issue of interest. Conversely, where students 

had less choice and freedom, students felt “restricted and frustrated” (Wood, Taylor, 

Atkins & Johnston, 2017, p. 7). In History, being given the opportunity to investigate 

historical questions of personal interest was found to be a motivating factor: “You find 

yourself being driven by your interest… it’s not just about passing… you are given this 

space to explore, so it’s a lot better” (Sheehan, 2013, p. 78). Gordon Stobart writes that 

assessment “is a powerful activity which shapes how societies, groups and individuals 

understand themselves” (2008, p. 4). Penney and Cowie (2014) add that choices 

regarding assessment influence how students see themselves as learners and as knowers. 

Therefore, being able to have some autonomy over the context for assessment - 

opportunity to follow one’s interests or passions - is valuable as young people navigate 

the national qualification system as well as negotiate their developing identity. This 

connects to Barad’s notion of agency as an enactment (Barad, in Dophijn & van der Tuin, 

2012) whereby it is through choosing a topic and undertaking research, taking action, and 

writing for an assessment product, that the possibilities of a NCEA subject are 

reconfigured for learners. The idea that students appreciate being offered choice of topic 

in the short story (drawn from data from my participant interviews) indicates that Health 
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Education teachers and students are intra-acting with the open-ended nature of the Level 

3 Health Education Achievement Standards to produce a range of not-yet-thought 

learning experiences to meet students’ interests. In this process of intra-action, “matter is 

iteratively and differentially articulated, reconfiguring the material-discursive field of 

possibilities and impossibilities” (Barad, 2007, p. 170). Thus, the Level 3 Achievement 

Standards in Health Education are being molded differently by teachers and learners 

across the country, which adds to knowledge about the possibilities - and impossibilities 

in relation to what does not work - of the range of topics afforded by the flexibility of the 

NCEA, when teachers offer students choice.  

 

The story also conveys a teacher offering variety in terms of the mode of assessment (the 

way in which learners present evidence of their learning for NCEA assessment). This 

related to the use of Information and Communication Technology (ICT), with the teacher 

reflecting that Google Docs is easier for her, as there is less paper to handle. Hannah 

reinforced this sentiment: “I prefer to type these days… I can get feedback from you as I 

go.” At the conclusion of the story, I wrote about the shuffling of paper and clicking of 

students’ computer keyboards. On reflection, these ideas in combination illustrate the 

vibrancy of matter (Bennett, 2010, 2018) in relation to the way in which teachers and 

students use the tools at their disposal for producing assessment artifacts. For the 

participants in my story, particularly those who were more recent school leavers, ICTs 

afforded them the ability to more carefully craft their writing over time (in and/or outside 

of class) with teacher feedback. As a result, the assessment questions and the tools used 

to present responses enabled students to produce evidence of their Health Education 

learning in a way which was productive for them. For example, Rachel noted “it’s been 

good because she’s been able to check our assessments as we go… she’ll leave comments 

which is good and quite helpful.” Isobel also discussed her preference for using ICTs to 

produce assessment evidence: “I used to prefer handwritten but now I think I prefer 

writing online. I can explain it better, more in-depth.” The use of online tools provided a 

contrast to the more stressful external assessment (examination) environment in which 

paper and pen endured56, alongside a three-hour time limit. In this way, ICT enabled a 

more empowering assessment experience to the participants than did the external 

assessments.     

                                                
56 From 2019, Levels 1-3 NCEA Health external examinations will be available digitally (online) as well as 
paper-based. See: https://www.nzqa.govt.nz/about-us/news/ncea-gears-up-online-exam-offerings-in-2019/	  	  
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Mode of assessment in the story also related to the variety of assessment products 

afforded by the Health Education Achievement Standards and teacher practice. As Anna 

notes: “I like how we’re not just doing essays… they are more like reports, with the 

evidence and referencing, and I like how for the health practices one we presented to the 

class.” In resonance with the choice of topic explored above, participants in my inquiry 

experienced a range of teacher practices in relation to the mode of assessment. Nadia 

discussed the variety of assessment modes made available in Level 3 NCEA Health 

Education by her teacher:  

There were essays and reports, which worked well for me. But some people 

didn’t like that kind of style. But then we also did some presentations. I like 

making posters and stuff, and that worked well for me. But some people just 

heard essay and then they shut off, they didn’t want to do it. They had no 

interest in writing an essay even if they were interested in the subject that it 

was about. 

This quotation illustrates that a one-size-fits-all approach to assessment will not suit all 

learners, thus it is important for teachers to consider different ways to assess learning to 

meet all students’ needs, and enable all students every opportunity to achieve to their 

potential. In contrast to Nadia’s observation that essays were off-putting for some of her 

classmates, essays were not necessarily disliked. A number of participants in my inquiry 

reported that they felt that the assessments in Health Education provided a useful 

foundation for future study. For example, “in year 13 I wrote the most in-depth, long 

essays with references to back all the information up.” (May), “having to write essays 

and put in evidence and it actually set me up really well for writing essays - that segue 

into Uni was quite good.” (Rikki).  

 

Alongside being assessed with essays and reports, some participants discussed how they 

developed a presentation-style assessment for the ‘health practices used in New Zealand’ 

Achievement Standard:  

What we had to do was present it back to the class… and then we gave peer 

feedback so we could mark our friends, which was quite cool… I liked how it 

was different in the sense that we got to do peer feedback… and the display - 

cause it was quite different, instead of just typing.” (Rikki).  

“We did it as a presentation… it always kind of opened up a conversation in the middle 

of the presentations. I think it was good that it was varied.” (Lily). “We ended up doing 
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our big presentation boards and I put a lot of effort into mine.” (Amy). These 

comments indicate that being assessed in this way was memorable and more social, 

with students sharing their work with others in the class, instead of just submitting their 

work to the teacher for marking. This potentially brought the learning that was being 

assessed ‘to life’ for the participants, in a process of intra-action between the topic 

under consideration, the work that went into preparing the presentation, and the 

presentation itself, which (as Lily mentioned) sparked unanticipated conversations 

between people in the class. According to Boyd and Hipkins (2015a), space may be 

opened for more innovations in assessment practice in Health (and Physical) Education 

due to the more recently formed assessment culture and the embodied nature of 

learning in the learning area. For some participants, it was certainly the case that they 

experienced a variety of assessment practices, some which deviated from traditional 

forms of assessment such as essays and report writing.      

 

On the other hand, some teacher practice was bound by more traditional modes of 

assessment and participants reflected on how they would have liked to be offered the 

opportunity to be assessed in alternative ways such as verbal or practical assessments. I 

captured this in the story with a comment from Jordan, who said that he did not enjoy an 

essay-based assessment, which “put him off from the start”. Susannah raised a tension 

between the pedagogical practices used in Health Education and the traditional modes of 

assessment that she experienced:  

Just because it was so fluid in the teaching style, I reckon that assessment 

should be able to reflect that as well… being able to be assessed in creative 

and different ways… there’s more than one way of showing that you’ve 

learned something and I think health and PE are the best opportunities to do 

that.  

Cumming and Maxwell (1999) caution that assessment activities need to relate to 

teaching and learning; with learning goals, teaching activities, learning processes, and 

assessment procedures being in dynamic balance. Similarly, Hay and Penney (2009) 

discuss the importance of the alignment of Bernstein’s (1971) three message systems: 

curriculum, pedagogy, and assessment to enable efficacious assessment. Susannah’s 

comment indicates that she experienced some imbalance between how she was taught, 

and how she was assessed. Other participants similarly reflected that there appeared to 

be a lost opportunity to assess Health Education learning in more heuristic ways: “I 
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wonder if there’s the capacity to do some more practical-based assessments rather 

than written.” (Emma). “Maybe if there was more verbal stuff … cause I think you can 

still show understanding if you don’t write as much.” (Ruby). Finally, Hine made the 

point that the nature of some learners attracted to the subject might require alternative 

ways of thinking about - and doing - assessment in order to provide equitable 

opportunities for success:   

I wasn’t really an exam person. I preferred just talking about it. I think that 

they probably need something else - some people are really good at speaking 

but it’s hard to organise it on a piece of paper… Exams and assessments - I 

think that a person has the ability to know the topic, but not show it through 

an assessment.  

 

Stobart (2008) asserts that assessment “impacts directly on what and how we learn, and 

can undermine or encourage effective teaching” (p. 4). As the quotations from 

participants above suggest, there is room to make space for more innovation in the way in 

which Health Education learning is assessed for the NCEA. Some evidence of innovation 

and successful outcomes for learners has arisen from the Sport in Education project 

(Boyd & Hipkins, 2015b) and has been documented by Hipkins et al. (2016). Further 

investigation and case studies of what this innovation looks like and how it can be 

achieved in a Health Education context would enrich knowledge in this area, and enhance 

teacher practice - to encourage, rather than undermine - effective teaching and learning in 

the subject.   

 

The proposition that assessment has a tendency to drive the learning in the senior 

secondary curriculum in New Zealand is well documented, not only in Health Education 

(Robertson, 2015) but more broadly (Education Review Office, 2018; Hipkins et al., 

2016; Lipson, 2018; Ministry of Education, 2018). In the short story, the teacher raised 

this by noting that it felt like the course was a progression from one assessment to the 

next. This was inspired by an interview quotation from Sally, who said:  

It’s kind of like this is 3.2, this is 3.3, this is 3.4; we’re going to go boom, 

boom, boom and then we'll do your external. So there’s really no room for 

anything else to sneak its way in.  

Few of my participants used assessment-focused language in their interviews, but two 

examples were: “I can’t remember what my first assessment was, I remember doing 
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euthanasia, alcohol… The Ottawa Charter” (Isobel) and “that was a good assessment, 

that one [euthanasia - ethical issue]” (Grace). Overall across my interviews, participants 

were more likely to focus on the learning that they had achieved, but the two examples 

above illustrate that discussion about assessment may have dominated the Health 

Education classroom at times, reflecting the documented practice of assessment driving 

the curriculum and a culture of over-assessment in New Zealand secondary schools 

(Education Review Office, 2018; Hipkins et al., 2016; Lipson, 2018; Ministry of 

Education, 2018; Robertson 2015). Daniel reinforced this with the following comment:  

I feel as though we have this whole culture that’s detrimental to young people 

- over-assessment. I feel like you should be able to choose within a subject 

what you are going to do…. I think there is way too many credit 

opportunities, but on the other hand it acts like a safety net… I think we need 

less to focus on at high school.  

 

Like Susannah above, Daniel’s comment points to some misalignment between 

curriculum, pedagogy, and assessment. While he makes the point that having ample 

opportunities to gain NCEA credits acts as a safety net for students, credit-gathering and 

a focus on assessment should not come at the expense of deeper learning. With a review 

of NCEA currently underway in Aotearoa, it is timely for teachers to consider alternative 

ways of thinking about and enacting assessment in Health Education to more 

meaningfully make use of learners’ time in the subject. As Hipkins, Johnson and Sheehan 

proposed:   

[We] envision a future for NCEA where assessment is so enmeshed in the 

everyday work of students that they are not necessarily aware of being 

assessed. All the work they undertake during a course potentially provides 

evidence that could contribute to NCEA credits and challenges such as 

fragmentation, over-assessment, credit-counting, and selective disengagement 

from assessment would all be positively addressed (in Hipkins & Cameron, 

2018, p. 23). 

 

For teachers of Health Education, whose teaching at NCEA level has always largely 

been driven by the Achievement Standards (Robertson, 2015; Weir, 2009), this poses 

an exciting yet formidable opportunity to redress the curriculum, pedagogy, and 
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assessment imbalance that currently appears to be evident in assessment practice (Hay 

& Penney, 2009; Ministry of Education, 2018).   

 

Connecting to “the everyday work of students” (Hipkins & Cameron, 2018, p. 23), the 

final process of intra-action between NCEA and teacher practice was evidence of 

authentic assessment in Health Education. The ability to connect NCEA assessment to 

real-life is an affordance of the subject due to the very nature of Health Education 

learning - being connected to life, people and the world in which we live. I convey this in 

the short story with Alex’s remark that “we are drawing on real-life stuff to talk about; 

people’s real lives and situations, and using research to back up our answers.” The 

teachers of the participants in my study appeared to capitalise to different degrees on the 

opportunity to offer local, authentic health-related issues for assessment. This overlapped 

with the practice of offering students choice in the context for assessment, particularly in 

relation to the Level 3 NCEA ‘health practices used in New Zealand’ Achievement 

Standard: “You can pick something that's related to your life with that topic.” (Ruby). 

Rebecca discussed this connection to real-life in relation to a death in the family, and how 

being able to choose cancer for her assessment topic helped her to process her loss:  

The death was through cancer so I thought I’ll do my research about it, so I 

went through and I learned so much about it and I understood more about 

how it happened and how it took someone away from me, so that helped. 

 

Another example of a Health Education assessment being linked to real-life was the 

Level 2 NCEA ‘health promotion’ Achievement Standard, where students take action in 

their school or wider community to enhance people’s wellbeing. Susannah reflected that 

the experience of assessment in this topic was meaningful and authentic because it was 

“something outside just our NCEA papers.”   

 

Participants also spoke about the application of the content assessed in Health Education 

to the real world, in comparison with other subjects that they studied at school. Maraia 

noted that preparing for NCEA assessment in Health Education:  

gave me something real to base my study on in comparison to you know, 

English or Chemistry… It was the one that felt most real and therefore helped 

me to realise that study can be applied to the real world instead of just in a 

book, with formulae and stuff.  
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While Susannah noted that what she was being assessed on for her Level 3 NCEA 

examination (‘international health issue’ Achievement Standard) was:  

someone’s real-life reality and so I think in a way that’s cool. Like a lot of the 

time people will be getting assessed in NCEA… But what does it mean, and 

what does that actually contribute or relate to? It was cool to be able to be 

writing about real-life and things that were happening.  

The comments above resonate with the Wood et al. (2017) investigation into 

students’ experiences of Social Studies NCEA assessment, in that these students 

were motivated by the thought of making a difference in the world and the 

authenticity of the social issues enhanced their engagement and work towards the 

assessment. This is unsurprising, given the overlap between health and social issues 

in communities, and provides a potential area of curriculum integration for teachers 

of both subjects to consider in the future. Likewise, the research conducted in three 

Australian schools to enact critical health literacy (McCuaig et al., 2014) found 

evidence of high student engagement with the authentic nature of the assessment 

task of critiquing ‘real-life’ scenarios and designing a website.    

 

Cumming and Maxwell (1999) stress the importance of contextualised and 

meaningful assessment for learners. Drawing on earlier work by Newmann and 

Archbald (1992), they propose features of authentic assessment that were reflected 

in the findings discussed above. For example, value beyond the assessment, 

production of knowledge, higher-order thinking and problem-solving, and 

connection with the wider world. In subjects such as Health Education and Social 

Studies, where the very focus of the subject matter is on people’s lives and the way 

in which communities work, assessment practice at the senior secondary levels of 

schooling is able to live up to the demands of authentic assessment. Moreover, 

teachers are potentially in a position to support teachers of other subjects who would 

like to harness the potential afforded by authentic assessment for their learners. One 

of the ‘big opportunities’ explored as part of the recent NCEA review in New 

Zealand was a proposal to include a major project for learners at Level 1 NCEA. 

Interestingly, feedback from the public engagement phase of the review (which 

included educational leaders and teachers) was largely negative in relation to the 

idea of a project (NZCER, 2018). Ultimately, the project idea did not gain traction, 

perhaps due to it being too daunting for people to envision in practice. This further 
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underscores the importance of schools and teachers learning from others who 

already integrate authentic assessment meaningfully and successfully into their 

assessment practice. By disrupting a more traditional approach to NCEA 

assessment, thought and meaning about the purpose and the place of formal 

assessment can be spread in emergent, unexpected ways (Barad, 2007) for the 

benefit of future learners, educators, and employers in our uncertain twenty-first 

century world.   

	  

Summary	  

The short story - Anatomy of an assessment - and my analytical reading thereof has 

afforded insights into the lived experience of NCEA assessment through the 

analytical lenses of intra-action (Barad, 2007) and vibrancy of matter (Bennett, 

2010, 2018). While my participants experienced a wide range of NCEA Health 

Education assessment practices, the ideas conveyed in the vignette indicated that 

learners and teachers were able to use the flexibility of the NCEA’s ‘anatomy’ in 

ways that allowed them to shape and reshape the qualification in order to meet 

learners’ needs, follow their interests, and set them up for future study and life in the 

‘real world’.  
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Conclusion	  

	  

I often wander in the magical places of the alphabet, with a wand in hand, 

ready to spell possibilities for new ways of seeing and knowing (Leggo, 

2012, p. 143).  

 

By putting to work narrative analysis and applying theoretical perspectives of matter and 

space in this chapter, I was able to bring to life more fully the materialities of the Health 

Education experience than I might otherwise have been able to do through a more 

conventional presentation and analysis of findings. The quotation above conjures for me 

the potency of a story in not only communicating research findings in an academic 

manner, but at the same time offering a creative approach that keeps knowledge 

production on the move (Mazzei, 2014). My vignettes and my reading/analysis thereof 

have demonstrated that participants in my study intra-acted with the materiality of their 

Health Education world - the physical learning environment and the NCEA qualification 

- in ways that produced different becomings, or different experiences of Health Education 

than they might have experienced in other subjects, had the classroom environment not 

been set up the way it was, or had the NCEA not been used in ways that benefitted the 

participants in the study. These intra-actions also raised questions in a range of areas that 

could be pertinent to explore in future research.  
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Curiosity	  7:	  (Arranging)	  The	  teaching	  and	  learning	  assemblage	  

	  

Elements as disparate as a mountain, the wind, a tiger, a human, a thought, 

desire or feeling, a ‘discourse’, or an ideology may all be regarded as 

constituent parts of a relational material universe that interacts, assembles, 

and disassembles continually to produce the flow of events that comprise the 

world, history and lives (Alldred & Fox 2017, p. 656).  

	  

	  

Introduction	  

Here, I again put to work the narrative analysis approach that I used in Curiosity 6, this 

time by presenting one narrative in the style of a textbook extract. I compiled the 

narrative from my reading of the participants’ interviews with the analytical question: 

what relations exist in an assemblage of Health Education teaching and learning 

strategies and what capacities are produced as a result? I use the term ‘textbook extract’ 

to mean a more traditional piece of non-fiction writing than the two vignettes presented in 

the preceding curiosity. I chose to write in this genre as a point of difference to the two 

vignettes, and because the nature of the topic under consideration for this curiosity fits 

with the notion of an instructional style of prose. Furthermore, the narrative and analysis 

that follows may provide readers who are Health Education teachers with ideas that could 

be of material use to them in their teaching practice, might challenge their thinking about 

effective teaching in the subject, or may reinforce that their teaching style bears 

resonance with the ideas expressed.  

 

In keeping with the assemblage focus of the analytical question that formed the direction 

for the narrative analysis in this chapter, I plug-in (Jackson & Mazzei, 2012) to my 

reading and analysis of the narrative the notion of pedagogy as an assemblage (Deleuze 

& Guattari, 1987). In other words, in deploying this analytic I understand from the outset 

that the pedagogies employed in Health Education comprise a dynamic arrangement of 

non-human and human elements which come together, collide, and intra-act to interrupt 

thought and practice, and take off on lines of flight to enter into new assemblages 
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(Deleuze & Guattari, 1987). The word dynamic is important here, as it indicates that the 

assemblage is constantly on the move, it is a process (DeLanda, 2016), it involves on-

going (and ever-changing) choices and decisions as to the ensemble of events, actions, 

and objects that are needed to (or presumed to) bring about learning. Similarly, the 

concept of affect is critical to an understanding of how assemblages are produced and 

iteratively reassembled: assemblages consist “of relational materialities assembled by 

their capacities to affect and be affected” (Fox & Alldred, 2017a, p. 27). A useful analogy 

is that “affects are thus the engines of assemblages, altering capacities physically, 

psychologically, emotionally or socially” (Fox & Bale, 2017, p. 5). This means that the 

pedagogic assemblage that I have created through narrative analysis is inherently 

productive - it does something. In the words of Livesey (2010, p. 19):  

An assemblage emerges when a function emerges; ideally it is innovative and 

productive. The result of a productive assemblage is a new means of 

expression, a new territory/spatial organization, a new institution, a new 

behaviour or a new realization. The assemblage is destined to produce a new 

reality, by making numerous, often unexpected, connections. 

Therefore I believe the assemblage, as well as the affective flows that circulate 

throughout assemblages and make them do what they do, are useful tools to potentially 

think about reimagining - over and over again - the practice of teaching and learning in 

Health Education across different contexts. In assemblages, we can conceive of how 

pedagogical practices (in all their socio-material glory) might come into play and play 

out, how some might be cast aside, and how the practices collide and connect (and how 

new connections are made). Ultimately, we can begin to understand what they do to 

create overall experiences of teaching and learning in senior secondary school Health 

Education.   

 

The narrative below highlights how the relations in the assemblage work together in 

combination - the affect economies (Clough, 2008) that make the assemblage what it is 

and make it do what it does. However, once a narrative such as this is documented in a 

textbook (or indeed, in my thesis), it is already out of date - the assemblage already 

having changed in structure, and new assemblages already having come about. I also note 

that my assemblage, having being produced through narrative analysis, is somewhat 

contrived - it is an amalgamation of participants’ experiences, rather than an assemblage 

produced by firsthand (in the classroom) observation. Moreover, I acknowledge that no 
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one set of teaching tools or approaches will ever be guaranteed to work for all teachers 

and learners, in all contexts. According to Mulcahy (2012) “pedagogic practices and 

affects are entirely dependent on which other practices and affects they form an 

assemblage with” (p. 22). However, in conducting narrative analysis, the following is the 

assemblage that has come about from my analysis of the data in my participants’ 

interviews. In true assemblage form then, it is a compilation of collective ideas, rather 

than an account of individuals’ experiences in and of Health Education learning. That 

said however, the analysis that follows the narrative uses examples from participants to 

make a case for the nature of the assemblage and its resulting capacities - what it does, 

enables, creates; or what becomes, as the pedagogical assemblage is enacted in senior 

secondary Health Education spaces. The analysis also demonstrates the wide array of 

marvels, non-human and human bodies - often unrelated to each other - that are 

juxtaposed in a cabinet of curiosities and that are put to pedagogic work in Health 

Education teaching and learning in ways that show how they might connect and 

encourage curiosity about the [Health Education] world (Mauriès, 2002).   
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Texbook	  extract:	  The	  tools	  in	  a	  teacher’s	  toolbox	  

The	  tools	  in	  a	  senior	  secondary	  Health	  Education	  teacher’s	  toolbox	  are	  many	  and	  varied.	  

Although	  physical	  resources	  have	  a	  clear	  place	  in	  supporting	  learning	  across	  the	  wide	  range	  of	  

topics	  typically	  covered	  in	  Health	  Education,	  the	  teacher	  and	  the	  students	  themselves	  are	  

central	  to	  the	  learning	  process	  in	  the	  subject,	  and	  connections	  are	  critical.	  This	  means	  that	  the	  

tools	  in	  the	  toolbox	  might	  best	  be	  described	  as	  ‘socio-‐material’.	  Teaching	  and	  learning	  

approaches	  that	  are	  known	  to	  be	  effective	  in	  senior	  secondary	  Health	  Education	  include	  the	  

following:	  	  	  

	  

1.	  Student-‐centred	  learning:	  teacher	  as	  guide	  on	  the	  side	  	  

Student-‐centred	  approaches	  recognise	  the	  social	  nature	  of	  learning	  and	  enable	  students	  to	  be	  

active	  participants	  in	  their	  learning.	  Learners	  should	  have	  the	  autonomy,	  when	  appropriate,	  to	  

shape	  both	  the	  content	  (what)	  and	  form	  (how)	  of	  learning.	  Rather	  than	  a	  solely	  teacher-‐led	  

classroom	  environment,	  a	  student-‐centred	  approach	  will	  enable	  students	  to	  be	  more	  equal	  

participants	  in	  teaching	  and	  learning.	  A	  teacher	  might:	  

• Provide	  a	  starting	  point	  by	  posing	  questions/prompts.	  	  

• Allow	  space	  for	  students	  to	  think	  and	  make	  sense	  of	  health-‐related	  information;	  and	  the	  

flexibility	  for	  learning	  to	  go	  off	  on	  tangents.	  	  

• Provide	  options	  for	  what	  and	  how	  students	  learn	  and	  are	  assessed.	  	  

• Guide	  and	  facilitate	  learners	  as	  they	  independently	  research,	  work	  together	  in	  groups,	  and	  

interact	  in	  whole-‐class	  discussions.	  	  

For	  example,	  in	  NCEA	  Level	  2	  Health	  Education,	  students	  take	  health-‐promoting	  action	  to	  

enhance	  an	  aspect	  of	  wellbeing	  in	  the	  school	  or	  wider	  community.	  The	  unit	  affords	  opportunity	  

for	  learners	  to	  actively	  lead	  their	  own	  learning	  as	  they	  research,	  develop	  a	  plan,	  take	  action	  and	  

evaluate	  the	  process.	  At	  the	  same	  time,	  the	  role	  of	  the	  teacher	  is	  a	  guide	  or	  facilitator.	  This	  

student-‐led	  approach	  to	  learning	  contrasts	  with	  a	  more	  typical	  approach	  to	  teaching	  Health	  

Education	  in	  the	  junior	  secondary	  levels,	  where	  the	  learning	  tends	  to	  be	  more	  teacher-‐directed.	  	  

	  

2.	  Considerate,	  respectful	  and	  energetic	  tone	  to	  the	  teaching	  	  

The	  often	  sensitive	  and	  personal	  nature	  of	  the	  content	  of	  Health	  Education	  necessitates	  a	  

teaching	  approach	  that	  is	  respectful,	  considerate,	  non-‐biased	  and	  confidence	  building	  for	  

learners.	  Sensitivity	  is	  needed	  to	  ensure	  that	  students’	  beliefs	  are	  respected	  -‐	  or	  beliefs	  are	  

challenged	  in	  a	  respectful	  way;	  with	  a	  recognition	  that	  divergent	  beliefs,	  values	  and	  attitudes	  
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will	  exist	  amongst	  learners.	  Co-‐constructed	  class	  safety	  guidelines	  are	  a	  useful	  way	  of	  setting	  the	  

tone	  for	  a	  supportive	  classroom	  environment	  -‐	  even	  at	  the	  senior	  secondary	  level.	  

	  

Learners	  will	  be	  more	  engaged	  if	  the	  learning	  is	  relatable,	  culturally	  responsive,	  interesting	  and	  

energetic	  -‐	  all-‐in-‐all,	  connected	  to	  the	  realities	  of	  their	  lives.	  For	  example,	  activities	  that	  involve	  

moving	  and	  mixing	  with	  others	  (for	  instance	  continuums),	  the	  teacher	  role-‐modeling	  

interpersonal	  skills	  (e.g.	  being	  open	  to	  sharing	  some	  of	  self),	  and	  students	  practicing	  

interpersonal	  skills	  (role	  plays,	  group	  work,	  debates	  etc).	  Note	  that	  a	  harm	  minimisation	  (rather	  

than	  a	  fear-‐based	  or	  abstinence)	  approach	  is	  consistent	  with	  the	  socio-‐critical	  approach	  to	  

Health	  Education	  in	  The	  New	  Zealand	  Curriculum	  (Ministry	  of	  Education,	  2007).	  

	  

3.	  Using	  a	  wide	  range	  of	  resources:	  human	  and	  material	  	  

The	  nature	  of	  the	  topics	  covered	  in	  senior	  secondary	  Health	  Education	  means	  that	  teachers	  

draw	  from	  a	  wide	  range	  of	  sources	  to	  support	  teaching	  and	  learning	  in	  the	  subject.	  The	  teacher	  

is	  an	  invaluable	  resource	  for	  learners.	  In	  addition	  to	  the	  tone	  of	  the	  teaching	  in	  (2)	  and	  

facilitation	  skills	  in	  (1)	  above,	  effective	  Health	  Education	  teachers	  will	  be	  prepared,	  

knowledgable,	  and	  up-‐to-‐date.	  They	  will	  provide	  variety	  in	  classroom	  resources,	  such	  as	  

documentaries,	  readings,	  workbooks	  and	  Internet/ICTs;	  as	  well	  as	  be	  willing	  to	  mix-‐it-‐up	  in	  

terms	  of	  classroom	  activities,	  whether	  this	  involves	  group-‐work	  or	  independent	  

writing/reflection,	  enabling	  students	  to	  mix	  with	  a	  range	  of	  peers	  when	  working	  in	  groups,	  and	  

teachers	  may	  use	  strategies	  such	  as	  a	  question	  box.	  In	  preparation	  for	  NCEA	  assessment,	  

teachers	  will	  provide	  students	  opportunities	  to	  consolidate	  their	  learning	  and	  prepare	  for	  

summative	  assessment	  (e.g.	  planning	  sheets	  and	  tutorials).	  	  

	  

Connections	  to	  (people	  in)	  the	  community	  can	  be	  capitalised	  on	  for	  Health	  Education	  learning,	  

such	  as	  integrating	  guest	  speakers	  into	  units	  where	  appropriate,	  planning	  and	  undertaking	  

health	  promotion	  action	  in	  the	  school	  or	  wider	  community,	  or	  field	  trips	  to	  enable	  firsthand	  

experience	  and	  deepen	  knowledge/understanding.	  	  	  

	  

Finally,	  students	  themselves	  are	  a	  resource	  for	  others	  in	  the	  Health	  Education	  learning	  

environment.	  To	  a	  certain	  extent,	  learners	  can	  take	  the	  position	  of	  being	  each	  other’s	  workbook,	  

as	  students	  work	  together	  and	  learn	  from	  each	  other	  as	  they	  socially-‐construct	  the	  learning	  in	  

the	  subject.	  This	  final	  point	  underscores	  the	  importance	  of	  effective	  facilitation	  skills	  on	  the	  part	  

of	  the	  Health	  Education	  teacher,	  to	  ensure	  that	  all	  learners	  feel	  valued,	  listened	  to,	  respected,	  

and	  connected.	  	  



 157 

My	  reading	  and	  analysis	  of	  the	  narrative	  	  

In my reading and analysis that follows, I explore how writing as a method of inquiry 

(Richardson, 2008) helped me to connect aspects of my textbook extract to the curiosity’s 

theoretical underpinnings. I also comment on the importance of connections, as 

connected to ideas from the textbook extract and the workings of assemblages. I then 

discuss four key elements in the Health Education teaching and learning assemblage that 

arise for me, from analysis of the textbook extract: 

1. How subjectivities shift in the Health Education classroom 

2. The tone of the teaching 

3. Deployment of human and non-human resources   

4. Taking action in the school or local community.  

	  

Writing	  as	  inquiry.	  The focus of the narrative above is on pedagogical approaches 

in Health Education. Pedagogy is a term widely used in education, but is often used 

without being defined - its meaning assumed to be obvious (Leahy et al., 2016; Murphy, 

2003). Over time, pedagogy has shifted in meaning from a science, to an art (from ‘the 

science of teaching’ to ‘the art of teaching’) (Murphy, 2003). The New Zealand 

Curriculum (Ministry of Education, 2007) defines pedagogy simply as “teaching 

approaches” (p. 34). I originally interpreted the term to mean “the actions of the teacher, 

including use of resources, that bring about learning in Health Education”. However, in 

line with assemblage (and more broadly, posthuman and new materialist) thought, this 

definition is inadequate, as it does not account for the arrangement of the range of bodies: 

Human and non-human resources, actions, tools, and affective intensities that 

conceivably comprise the pedagogical assemblage at a given time - and how these relate, 

or connect. Moreover, framing resources as being ‘used’ by teachers implies a humanist 

approach and renders these non-human elements in the assemblage as passive objects. To 

overcome this incongruity, Mulcahy (2012) discussed “how materials participate in 

pedagogic practice” (p. 9, emphasis in original). Following Mulcahy (2012) and taking 

into account my conceptual focus for the research, my revised definition of pedagogy is: 

“The use of, and participation by, a dynamic combination of human and non-human 

resources to bring about learning in Health Education.”  

	  

	  



 158 

Once again, in the spirit of writing as inquiry (Richardson, 2008), the process of 

constructing and (re)crafting the textbook extract provided an opportunity for me to 

reflect more deeply on what my data seemed to be telling me. I chose to use the word 

‘tools’ in the title of this section to elicit the idea of materiality or objects that (following 

the discussion above) participate in Health Education learning and to connect to Levi-

Strauss’ idea of bricoleur/bricolage (Denzin & Lincoln, 2000, 2005; Kincheloe, 2001; 

Rogers 2012), a concept I have embraced for my research. However I acknowledge, like 

my initial definition of the term ‘pedagogy’ above, the choice of the term ‘tools’ is not 

unproblematic in the context of a posthuman performative paradigm. The word ‘tool’ is 

defined as “something (such as an instrument or apparatus) used in performing an 

operation or necessary in the practice of a vocation or profession” (Merriam-Webster, 

n.d.b.). This definition implies the selection and possible manipulation of a specific tool 

by a human, sidelining the role of the non-human (Fenwick & Landri, 2012). Moreover, 

in contradiction with the dynamism of an assemblage, the definition implies a degree of 

certainty in a tool’s ability to fulfill a task. However, the term does invoke the non-human 

materialities involved in the assemblage, and, as we know, tools can be moulded or 

reappropriated to take on unexpected jobs or produce unintended effects. Therefore, due 

to the title containing metaphor, alliteration, and being short and sharp, the title to me still 

seems apt for its purpose as a section heading in a textbook.  

	  

Having named my textbook extract, reflecting on the title made me consider the metaphor 

of teaching as an art versus a science and the different tools that may be drawn upon (or 

that might come to life, or might participate) if teaching Health Education is viewed as an 

art as compared to if it is approached as a science. On rereading my narrative, aspects of 

both art and science are evident to me. Science and art have different missions, with 

science seeking the true essence of a matter and art seeking to represent emotional 

experience (Wissot, 1979). The conception of teaching as an art is consistent with post-

structural thought whereby “professional knowledge is perceived as ambiguous and 

incomplete” (Murphy, 2003, p. 34). A wide range of tools are needed in the toolbox for a 

teacher to attempt to bring about the wide variety of learning outcomes connected to 

NCEA Health Education by virtue of the achievement objectives in The New Zealand 

Curriculum (Ministry of Education, 2007) and the NCEA Achievement Standards 

(Appendix A). Some of these tools draw upon art - for example: role modeling, the 

performance that is often involved in teaching with energy to motivate learners, 
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creativity, new ideas and variety in lesson activities, engaging sensitively with the 

emotional aspects of the subject. Some of these tools draw upon science - for example: 

being informed and up-to-date, being knowledgeable about health issues and topics being 

explored in the classroom, and understanding how educational research about pedagogy 

translates to practice in the classroom. All in all, my narrative seems to be tipped in the 

direction of art because of the importance of the Health Education student at the centre of 

the learning; which necessitates a fluid and dynamic approach to teaching and learning. 

Since every student, and every class is different, the tools that a Health Education teacher 

will draw upon are dynamic, they evolve, they come and they go, and can never be 

counted upon to be foolproof - nor guaranteed to be effective for all learners. Speaking 

post-structurally, knowledge about effective pedagogy in Health Education will always 

be in flux and incomplete. It is fair to say, then, that the tools in the Health Education 

teacher’s toolbox will always need to be varied and continually be developed through 

trial and error. These reflections are theoretically consistent with thinking about Health 

Education pedagogies as an assemblage and the affective capacities that flow within and 

through the pedagogic (and other) assemblages. According to Hickey-Moody (2009), “an 

affect is an aspect of a work of art, which is made up of sensations” (p. 274). In other 

words, affective capacities arising from the pedagogical practices drawn upon in Health 

Education have a sensory effect on learners and teachers - albeit subjectively - as we all 

respond differently to the experiences with which we are engaged in the world of learning 

and the wider world in which we inhabit.    

	  

Making	  connections. It seems pertinent, given my assemblage analytic for this 

curiosity, to commence my reading of the textbook extract by considering the idea of 

connections. In the words of Barad (2007), “an assemblage is a complex entangled web 

of phenomena” (p. 502). In an assemblage, all matter is relational (Deleuze & Guattari, 

1987), gaining status only through their connection to each other as they interact in a 

particular assemblage (Fox & Bale, 2017). As such, affects and capacities are generated 

that are unique to each assemblage. According to Mulcahy (2102), “affects in Spinoza’s 

definition are basically ways of connecting, to others and to other situations” (p. 23, 

emphasis in original). It follows, then, that connections are central to the analytic focus of 

the chapter. The textbook extract draws upon the idea of connections in a variety of ways. 

In the introduction to the extract, I wrote “connections are critical” and I end the narrative 
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with “learners feel … connected.” These ‘book-ends’ of the narrative encapsulate the 

range of connections that I drew from my participant interviews.  

 

First, connections between humans interacting in (or beyond) the classroom: teacher-

learner(s), learners-learners, teacher-community members-students. Being able to connect 

at a personal level to other humans in the Health Education learning environment was 

ubiquitous across my interviews. For example: Katie, May, Rikki, and Lucy, respectively, 

identified the importance of their connection with the teacher (and the teacher’s 

connection with them). “I feel you can connect with them on a more personal level.” … 

“She just made such a really good personal connection with every single student and I 

felt so cared about.”… “She built those relationships really quickly.”… “Because it’s 

such a small class, the teacher develops connections.” Student-student/learner-learner 

connections were also evident. Rebecca commented that one of the aims for Health 

Education at her school “was to make relationships so we were there for each other.” 

She went on to say that she felt it was important “to actually connect with other students 

who either have the same or different opinions.” Grace talked about the safer and more 

supportive relationships in Health Education. “You’ve been with these people for three 

years, the connection you’ve got with them...” Foregrounding the relative nature of 

elements in an assemblage, it makes sense that personal connections come easily in 

Health Education, or perhaps are a prerequisite for the subject, given the ways in which 

the subject is learned and is taught - other elements in the assemblage that I will explore 

later in this curiosity.  

 

Second, connections between Health Education learning and the real world were evident - 

including local and international communities. Participants recognised the relevance of 

their learning in Health Education to their lives, which for them augmented their learning 

experiences in the subject. For example, Sally reflected that “it’s not something that you 

just learn in class but it’s something you can bring to your everyday life.” Similarly, 

Katie connected her Health Education learning to both her life and the community within 

which she lived:  

I could either apply the knowledge or skills I learned to my personal life, or I 

could see how it was relevant in terms of the community around me…. I could 

see how it could translate into my day-to-day living. 
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The affective nature of Health Education’s real-world links were highlighted by Susannah 

and Daniel, respectively, when they noted: “That’s why I really enjoyed going to class, 

because I knew we could talk about things that would actually maybe be happening to 

some of us.”… “It becomes more engaging because it’s real life stuff. Like it’s affecting 

our lives currently, it would be good to learn about it.”  These comments illustrate the 

importance for young people of being immersed in authentic Health Education learning 

contexts - ones within the orbit of their lives and worlds. Or, in the words of the Ottawa 

Charter: “Health is created and lived by people within the settings of their everyday life, 

where they learn, work, play and love” (WHO, 1986, paragraph 13).  

 

Connections between people, and between Health Education learning and the real world, 

work to de-territorialise (Deleuze & Guattari, 1987) the assemblage of Health Education 

teaching and learning. Connections thus have the potential to break through the striations, 

the deep scores or grooves (Youdell & Armstrong, 2011), that define and dominate 

traditional teacher-led pedagogical practices, where learning material is often 

disconnected from learners’ lives and learning is assumed to be linear and uniform 

(Niccolini, 2016). Connections then, can be productive of a more equal and empowering 

Health Education (in Deleuzo-Guattarian terms a ‘smooth space’), where responsibility 

for learning is more equally shared between teacher and learners, and other elements 

entangled within Health Education, than in a more traditional learning environment. 

Consequently, new assemblages might arise, perhaps ones that are less productive of 

learning for some learners who feel uncomfortable with the nature of the connections 

assembled in Health Education, or perhaps ones that steer the direction of learning in 

better connected or unanticipated ways, igniting new becomings and possibilities for 

being, learning, doing, Health Education.   

 

Leaving the idea of connections for now, but - with assemblage in mind - never 

abandoning connections completely, I now turn my analytical attention to the three 

sections of the textbook extract. The three sections represent the human and non-human 

elements in the pedagogical assemblage that came to light through narrative analysis of 

the participants’ interview comments. First, I explore the importance of the teacher as 

facilitator (guide on the side) and a student-centred approach to teaching and learning.	  	  
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Shifting	  subjectivities:	  teacher-‐student-‐learner-‐teacher.	  Participants having 

autonomy over aspects of their learning as well as being given the space to make sense of 

health-related issues and information was prominent throughout the interviews, 

comments from which I amalgamated for the narrative. For example, Courtney 

commented on the importance in Health Education of a teacher “providing a starting 

point for people to look into things, to learn, or decide for themselves, maybe be 

empowered to make changes.” Rebecca mentioned the importance of choice in learning 

contexts and its resulting affect: “I feel like if I didn't have those choices I wouldn’t be so 

involved with it.” Similarly, Daniel reflected that the ability to choose contexts for 

learning was motivating for him:  	  

We got to choose… I feel that it was good having some agency over what I 

was looking at and stuff. I felt like it was less being shown a bit of paper and 

having to read it, and more like I can go out and find this information myself 

and see what I enjoy. 

Susannah made the connection between the health promotion unit in Level 2 NCEA 

Health Education and being active in the learning process, which inspired me to use this 

teaching unit as an example in the narrative:   

Just being able to feel like you were really involved… Because in year 12 we 

had to do sort of like a student-driven initiative for the school. So even 

something like that - being able to be given autonomy to do an assignment 

that’s actually going to change something whether it be policy or an actual 

thing… Knowing you are actually going to influence change in the school. 

Participants viewed themselves as being more actively involved in the learning in Health 

Education than in other subjects they had studied; their experience of which tended to be 

more teacher-directed. As a result, their learning was more passive and less interesting in 

other subjects in comparison with Health Education. For example, Rikki commented:   

With health you enjoy actually doing the research and analysing something, 

and a lot of it can be freedom of choice and you can pick what interests you 

as opposed to you are reading this book or analysing this film (in English). 

I drew upon Susannah’s comment below in the narrative in relation to students being 

equal participants in Health Education learning:  

(At high school) you are more or less dictated to by the teacher, whereas that 

style wasn’t what was happening in health… They were there guiding our 

learning, but yeah it was always as though we were equal participants in 
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what was being talked about. People could present ideas and discuss them, 

and there was never anything of, no, no, that’s not right. You know the 

teacher was just there more or less helping us through and understanding. 

You know, like you can rote learn other subjects but I think health is 

something that the students really need to engage with. I just felt, yeah, 

interested.  

 

The following exchange from the interview with Rachel and Ruby reinforced the social 

nature of learning in Health Education and also the notion of being an equal participant in 

learning rather than just being given predetermined knowledge and taking notes:  

Rachel:  Biology, I’m just using biology as an example, but you don’t discuss 

things as much, so you don’t have that… The teacher discussing things with 

you. It’s like, you get taught things and you take notes and whatever, but it’s 

not the same as health where you’ll then talk in your table groups or share 

back, like that kind of stuff.  

 

Ruby:  And if you’re told something in another class you are just expected to 

believe it and do it.   

 

Rachel: You’re just getting taught stuff in other subjects. (In Health 

Education) it feels comfortable and everything and we know we’re not going 

to sit there in silence and listen for ages and ages. It’s like we know that 

we’re going to go in there and be able to chat and learn at the same time. 

 

The pedagogical approach that was put to work in Health Education, then, speaks to a 

more equal participation in learning, and active construction of knowledge, when 

compared with participants’ reported experiences in other subjects that they studied at the 

NCEA levels. Pringle and Pringle (2012) assert that a critical Health Education is one in 

which learners are taught how to think (rather than what to think), as well as offering 

them the skills to critically engage with the uncertainties of our world. It follows, then, 

that a critical pedagogue needs to relinquish a more traditional notion of teacher authority 

in order to pose questions and spark critical discussion (Fitzpatrick & Russell, 2015; 

Fitzpatrick & Allen, 2019; Paakkari & Paakkari, 2012; Ross & Burrows, 2002), rather 

than solely provide answers. Students will then be given the freedom to “become self-
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directed human beings capable of producing their own knowledge” (Kincheloe, 2008, p. 

17). The textbook extract and quotations above indicate that participants were indeed 

given a starting point for an experience of a critical Health Education. The predominant 

insight for me here, however, is the shifting subjectivities - subject positions - that are 

enabled in the Health Education teaching and learning assemblage. The boundaries 

around the teacher/learner role are blurred in the assemblage, particularly when compared 

with the experiences of teaching and learning in other subjects that participants studied in 

their senior secondary years. These shifting subjectivities are affective flows through the 

assemblage. They create the capacity for learners to feel valued for their contributions, be 

motivated to engage more fully in the learning, and enable them to feel as though they are 

empowered and active members of the learning community. Primdahl et al. (2018) 

discuss the importance of the Health Education teacher (in a critical Health Education) to 

“shift from gatekeeper of knowledge to a facilitator of processes of knowing” (p. 10) 

which is evident in the textbook extract. Youdell (2010) discussed this type of pedagogy 

as an opportunity to create new becomings that are anti-subjectivication57, because 

learners are freed from the typical disempowered subjectivity that comes with being a 

learner (in her case, with socio-emotional or behavioural difficulties) immersed in 

traditional pedagogical practices. Through engaging in conversation, undertaking 

research, and having the opportunity to question taken-for-granted knowledge - rather 

than being passive recipients of predetermined information - the learning in Health 

Education is meaningful, personalised, and productive. Moreover, from a posthumanist 

standpoint, the subject position of non-human elements of the pedagogical assemblage 

has the potential to shift to one that has a more active, agentic (Bennett, 2010), and 

affective role in the learning process. As entangled components in the assemblage, 

resources might take on the capacity to have a life of their own, and lead learning in 

unanticipated directions, or create lines of flight (Deleuze & Guattari, 1987) that may 

ultimately lead to their entanglement within new assemblages.  

 

However, being actively involved in their learning (rather than passive recipients of 

information) was less evident when participants recollected their junior secondary Health 

Education experiences. This led me to write in the narrative: “This student-led approach 

                                                
57 Youdell defines subjectivication as a process whereby “the subject is at once made a subject and subject 
to relations of power” (2010, p. 316). The term is a mode of objectivication (Foucault, 1982; Rabinow, 
1984).	  	  	  
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to learning contrasts with a more typical approach to teaching Health Education in the 

junior secondary levels, where the learning tends to be more teacher-directed.” This is not 

to say that it is not feasible, or indeed desirable, for learning at the junior secondary level 

of schooling to be more student-centred, but the evidence from participants indicated that 

a more teacher-directed style was their experience of Health Education in the junior 

secondary years. For example, the following quotations from Rebecca and Ashley, 

respectively: “I didn’t really enjoy year 9 and 10, because it was, I found it boring to be 

honest. It wasn’t much interaction, it was just more sit down and let the teacher talk.”… 

“I think it was more teacher-directed in year 9 and 10 and then when you got to 11, 12, 

13 it was more of an open forum and you were sorts of equal, the teacher made you feel 

equal and you could share your ideas.” These comments resonate with traditional 

approaches to teaching Health Education such as didactic instruction and moralistic 

health talks (Jensen, 1997; Leahy et al., 2016), and healthism discourses that have been 

found to persist in contemporary Health Education classrooms (Atkins, 2015; Begoray et 

al., 2009; Leahy, 2012, 2014; Rich, Monaghan & Bombak, 2019). Or, to use the words of 

Barwood, Cunningham and Penney (2016, p. 23), the “shut up, sit down and do a 

worksheet” approach. Connections can be made here to the discussion of who teaches 

Health Education in junior secondary, and the lack of promotion of Health Education as a 

NCEA subject in Curiosity 5. As explored there, students who do not study the subject 

past year 10 may be left with less-than-ideal impressions of Health Education. For these 

learners, the assemblage of Health Education teaching and learning that they experienced 

is/was quite distinct from that experienced by the participants in my study in their senior 

secondary years of schooling. There is no shift in subjectivities that takes place - a 

traditional teaching approach firmly entrenches students into their subject position of 

learner, teacher into that of knower, and non-human resources (such as worksheets) being 

used routinely rather than in novel ways that are productive of new ways of thinking. 

Affective responses to the pedagogical practices in Health Education may thus be better 

described as stagnant (or to quote Rebecca - “boring”) than productive, with the resulting 

capacities being that year 10 is the ‘end of the line’ for most learners’ involvement with 

Health Education learning. Given this observation, the arrangement of pedagogical 

practices in junior secondary Health Education could be a future avenue for research, in 

order to ascertain the extent to which the pedagogic assemblages at play in current 

learning environments align with the reflections from participants (and others’ research) 

above.	  	  	  
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The	  tone	  of	  the	  teaching.	  The second section of the textbook extract draws upon 

comments that participants made about the overall tone of the teaching and the safety 

considerations for the learning environment in Health Education. In doing so, they 

particularly drew upon the ideas of respect and sensitivity, thus speaking to the 

importance of these ideas as affective flows within the pedagogic assemblage - respect 

and sensitivity being at the heart of, and entangled within, Health Education learning. 

Primarily, comments were made about the teacher setting the tone for members of the 

class to follow in a way in which encouraged all members of the class to be respectful in 

their interactions with others as they learned. For example, as Hine expressed: 	  

I think the main thing is to create a safe environment where everyone feels 

comfortable talking about and listening to other people’s opinions. I think the 

most important thing is the teacher and the atmosphere that they set. 

Sarah commented: “Even though it’s not taught, it’s enforced and so it’s like the behind-

the-scenes skills that keep coming through.” Two participants talked specifically about 

the importance of safety guidelines in a Health Education class, which I wrote into the 

textbook extract, as this is common practice in junior secondary classes, but perhaps not 

so much in NCEA level classes: “There’s always the safety regulations, classroom 

environment. And I mean with content like is like that, you can’t help but abide by that.” 

(May). “Creating a supportive classroom environment so going over classroom safety 

guidelines… I think that it is quite important just to give people that reassurance that it’s 

like a supportive environment for them.” (Teresa).   

 

Connected to the establishment of a supportive and safe learning environment, a number 

of ideas in the second section of the textbook extract relate to the importance of 

supportive and respectful interaction between members of the Health Education learning 

environment, including teacher-student, and student-student. Participants recounted their 

memories of a teaching approach that was non-biased, respectful, and non-judgemental, 

which had the resulting capacities of them feeling safe to share their opinions and 

questions, and more closely connecting with the topic under consideration, thus 

enhancing the learning potential of the pedagogic practice. For example, Helen asserted 

the importance of the teacher being “non-judgemental and relatable to everyone and 

doesn't make you feel like your ideas are wrong and silly … just builds up your 

confidence and makes the lessons interesting as well, and relatable.” Similarly, Lily said 

that her Health Education teachers were: 
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really unbiased in their teaching… it was just very considerate and a lot of 

learning I felt happened… they were really respectful in the way that they 

taught. They didn’t take a side or bias towards anything and supportive of 

anything the students came up with. 

Daniel recalled a similar experience: “Even their own personal beliefs - they can still talk 

to the young person about it, even if they don’t believe the same thing. It just has to be 

accepting, really.” Participants discussed that because of the supportive, non-judgmental 

tone that the teacher had set for the learning environment, students were better equipped 

to be respectful to others in their discussions and interactions - demonstrating a flow on 

effect for them. For example, Katie summed this up by stating:  

I think we were made to feel as if we were adults and that we were respected 

for our opinions, or our views, or our experiences. I always remember 

thinking it was a really fun and supportive environment, and it was a good 

balance of humour and seriousness on the teacher, and then I think that set 

the tone for the lessons.  

May reinforced the importance of being sensitive to others’ thoughts and feelings:  

You need to think about what you say before you say it, because you don't 

know who could be extremely affected by that. Whereas in any other, like a 

stats class, it’s an equation, it’s not really going to have a big impact and you 

are not going to hurt anyone’s feelings.   

 

Participants also discussed the importance of the teacher being open to sharing some of 

the self, which is a feature of a critical approach to Health Education (bell hooks, 2010; 

Fitzpatrick, 2014). For example, Teresa thought that an effective Health Education 

teacher would “share your own sort of things as well or, not even own viewpoints, but 

more just experiences and stuff just so they feel like you know them and you can connect 

more.” Rebecca discussed her teacher’s use of personal story telling in relation to her 

resilience after suffering a major injury: “That was probably my most memorable thing in 

my health, seeing a teacher putting her own experience into it and showing us that we 

can bounce back.” For Rebecca, her teacher’s story indicates a line of flight (Deleuze & 

Guattari, 1987) that opened up the possibility for her to more deeply connect with her 

teacher, better understand how the learning concept of resilience plays out in real-life, 

and feel empowered to be resilient in the face of her own life changes. Later in the 

interview, Rebecca discussed a family death when she was in year 13 and how her Health 
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Education learning had helped prepare her to bounce back. It is interesting that Jensen 

(1997) identifies teacher role-modeling as an aspect of moralistic Health Education - in 

other words, he views role-modeling in non-productive or destructive terms. However, 

the way in which the textbook extract uses the term is a different interpretation of a 

teacher as a role model. Jensen uses the examples of “smoking, alcohol and nutrition” 

(1997, p. 420), which implies a biomedical or physical focus for role-modeling, with an 

expected behavioural outcome of learning (to not smoke, etc). In contrast, the participants 

in my study viewed role-modeling more holistically, in productive terms, and possibly as 

a line of flight that could potentially branch out (Deleuze & Guattari, 1987) to create a 

different experience of Health Education, one in which personal connections might be 

nurtured and prioritised.   

 

Connected to the overall tone of teaching and learning in Health Education was an 

energetic, interactive, and eclectic approach to teaching and learning activities, as 

advocated for Health Education by a wide range of authors both internationally and in 

Aotearoa (Begoray et al., 2009; Cahill, 2018; Education Review Office, 2018; McCuaig 

et al., 2014; Ministry of Education, 2007; OECD, 2010; Tasker, 2004; WHO, 2013). This 

resonates (alongside the mention of “humour” by Katie above) with the ‘playfulness’ 

element of critical Health Education teaching practice (Fitzpatrick & Russell, 2015; 

Fitzpatrick & Allen, 2019). A high-energy, mixed-up approach was sometimes contrasted 

with other subjects that were studied in year 13, for example: Rebecca said: “(English) 

was just sitting down, reading, looking at the board and writing down notes. But I was so 

excited to go to health because I was going to be moving around, going to be talking to 

everyone.” Participants consistently recalled interaction as central to their Health 

Education experience, as Rikki, Daniel, and Zoe stated, respectively: “We used to do a 

lot of continuums in class, and our class was quite verbal so the whole lesson she’d be 

standing there and we’d be pulling people down our end, yeah it was really good.”… “It 

was definitely more lively and stuff. And it felt like it was more debates and conversations 

than just sitting there and listening for an hour. So it was definitely more interactive. It 

felt more fun and it kind of felt like a place where your opinions mattered.”… “We were 

always really interactive. You’d all kind of sit down on the floor as well and have group 

discussion, more interpersonal together in that way. Everyone was interacting together, 

rather than just their neighbour, everyone was interacting together, quite openly.”   
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Finally, the use of a wide range of learning activities was encapsulated by the following 

comment from Rikki: “She just mixed it up, she had continuums and postboxes, and then 

there’d be short clips and all that - you know, catered for visual, kinaesthetic and audio 

learners in different ways.“ Niccolini (2016) discusses the ‘animate affects’ that arise 

when learning is exciting, learning is connected to young people’s passions, and when 

students are involved in “bouncing stories and ideas off each other, sharing in excitement, 

and speeding up the intensities of the classroom” (p. 242), which is reflected in the 

participants’ comments above. The interactive, high-energy approach to learning in 

Health Education for my participants also brings to light the role of embodiment (again 

connecting to an element of critical Health Education teaching (Fitzpatrick & Russell, 

2015)) - the movement of learners’ and teachers’ bodies being an element of, and an 

affective flow through, the pedagogical assemblage. The ways in which bodies are 

involved in Health Education learning as described above, contrast with what might 

otherwise come to mind about the role and positioning of the (neoliberal) body in Health 

Education teaching and learning.  

 

The participants’ comments above illustrate a socio-constructivist approach to teaching 

and learning in Health Education, which is advocated as a preferred pedagogical 

approach within the subject (Begoray et al., 2009; Fitzpatrick, Wells, Tasker, Webber & 

Riedel, 2018; Ministry of Education, 2007; OECD, 2010; Tasker, 2004). In a socio-

constructive approach, learning is “shaped by the context in which it is situated and is 

actively constructed through social negotiation with others” (OECD, 2010, p. 3, emphasis 

in original). However, from a new materialist, posthuman performative perspective, 

socio-constructivism is inadequate, as it overlooks the role of the material. Thus, I wrote 

in the textbook extract: “the tools in the toolbox might be best described as ‘socio-

material’”. I believe this term more accurately takes into account the range of elements in 

the pedagogical assemblage that exist in the twenty-first century than solely considering 

learning as socially constructed. For example, there has been much recent commentary 

and research in relation to digital tools and their place in Health (and Physical) Education 

learning (for example: Gard, 2014; McCuaig et al., 2014; Wright et al., 2018) and in 

young people’s lives more generally (Lupton, 2018). Discussion across such publications 

as these cautions the potentially harming role of digital technologies (such as fitness 

trackers) in relation to health (education) and also demonstrates the affordances of digital 

technologies - such as Web 2.0 tools for content creation, and vast information that now 
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exists online to support teaching, learning, and research in subjects such as Health 

Education. I discuss later the non-human resources, including digital tools, that 

participants in my study drew upon to support their Health Education learning. 

 

I drew upon a number of participants’ comments when I wrote: “Note that a harm 

minimisation (rather than a fear-based or abstinence) approach is consistent with the 

socio-critical approach to Health Education in The New Zealand Curriculum (Ministry of 

Education, 2007).” The use of fear-based discourses in Health Education persists across 

the world (Burrows & Sinkinson, 2011; Leahy, 2012, 2014; McCuaig, et al., 2013; 

Wright et al., 2018). The participants in my study on the whole had not experienced a 

fear-based approach in their NCEA years of Health Education. Teresa, however, 

commented that traces of the fear-based/abstinence discourse remained through her 

experience of Health Education at secondary school: “I think there is a need for a more 

holistic approach. There’s always that little abstinence kind of underlying theme going 

on.” Other participants recalled the fear-based approach routinely being put to work in 

the junior secondary years of Health Education: For example Lily, who was educated in a 

Scandinavian country until year 11:    

In junior (high) school it was kind of a little bit like scaring people into not doing 

things - or doing things - like “you’re not going to be healthy if you are doing this…” 

which I think is a big danger. And if people don’t continue doing health after junior 

high school they might have quite a negative mindset about health and that can be 

passed on and continued.  

 

Similarly, Ben and Amy discussed the use of a fear-based approach in junior secondary 

Health Education, and how this would likely discourage students from continuing to 

study the subject when it becomes optional at year 11:  

Ben: It’s hard to not remember the fear-based approach early, when you are 

in the junior… year 9, where they just say this what an STI is, this is a picture 

of it, and you are just like “what is going on... this is the worst time… I don’t 

want to be here”. Just unconstructive ways to show you, eh…. For me, it’s got 

negative connotations… fear-based approach doesn’t work, that type of 

paradigm doesn't work, so I suppose it’s like, why is it still being used? … I 

think if you take that approach, it also trivialises it in a weird way. I think 

students understand that that’s what you are trying to do, you’re trying to put 
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them off in negative, well, not put you off the subject, obviously, but put you 

off certain parts of it in a negative way and then it doesn’t feel genuine, the 

education sometimes. That was my perception of it.  

 

Amy: I think for some people it would put them off health… they are not 

really going want to pursue Health Education if they’ve been put off it.   

 

These comments reinforce the importance of a strengths-based approach to Health 

Education in junior secondary schooling, for which Leahy et al. (2016) stress the 

importance of how the subject is taught as much as what is taught. The participants’ 

comments indicate that their experience of Health Education in the senior secondary 

levels was more consistent with a strengths-based approach, for example through the on-

going use of student-centred approaches and drawing on (and being able to make sense of 

and critique) resources from a wide range of sources (Leahy et al., 2016). Ben’s reference 

to the use of STI photos in junior Health Education, on the other hand, indicates the 

persistence of what Lupton (2015) described (in the context of public health campaigns) a 

‘pedagogy of disgust’, or in Leahy’s (2014) words, ‘disgusting pedagogies’. Both authors 

stress that such a pedagogical approach is guilt-inducing and ineffective - or to quote 

Ben: “Unproductive and trivialising.” In resonance with my observation earlier in the 

chapter about a teacher-led style of teaching in the junior secondary levels leaving a less-

than-ideal impression of Health Education, the existence of fear-based discourses in the 

junior secondary levels offers another mechanism whereby young people might be 

deterred from studying Health Education in the NCEA/senior secondary levels of 

schooling. In assemblage terms, the persistence of a fear-based discourse in junior 

secondary schooling is a territorialising force that reinforces the social reproduction of 

health-negative and risk-centred messages (Freih & Smith, 2018) as well as the authority 

of the teacher over the learners: teachers assuming the role of “teachers of healthy 

lifestyles” (Quennerstedt & Öhman, 2014, p. 195) or health evangelists (Gard & Pluim, 

2014) who are on a (misguided) mission to save young people from themselves. In 

viewing Health Education as a cabinet of curiosities, the use of STI photos serves as a 

tool to fascinate and stop learners in their tracks - a tool which is at once bizarre and 

grotesque (Mauriès, 2002) - and ultimately, pedagogically pointless. 	  	  	  
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Human	  and	  non-‐human	  resources.	  The third section of the textbook extract 

discusses the need to draw upon a wide range of resources when teaching Health 

Education - both human and material. With the latter, a point of entry into the 

pedagogical assemblage opens for an array of non-human elements across the drawers in 

the cabinet of curiosities. Participants discussed the importance of the teacher as a 

resource to enable learning in the subject, which inspired me to write into the textbook 

extract: “Effective Health Education teachers will be prepared, knowledgeable and up-to-

date.” For example, Daniel said: “The teacher would have to be clued into current topics 

- things that are currently going on, and being as up to date as the Internet.” Rebecca 

similarly reflected that the teacher’s preparedness was critical for learning, as was the 

academic support that a teacher would offer her: 	  

How they are prepared when they come to class and also what information 

they’ve got towards that topic. So I feel like if the teacher is prepared and 

she’s ready and has the essentials for the topic, then it would run smoothly. 

But if the teacher doesn’t have things printed off, or she’s running a bit late, 

that’s a major barrier. They had tutorials on Wednesday mornings… We also 

had planning sheets and we just had teacher support for everything.   

Given that the high-stakes nature of Health Education at level 3 NCEA in New Zealand is 

somewhat unique internationally, there is a paucity of literature surrounding effective 

pedagogy in relation to preparing students in the subject for assessment as part of a 

national qualification. Horsley (2008) in the New Zealand context noted that the teacher 

was a significant influence for high-achieving students in ways related to the comments 

from my participants above. For example, being knowledgeable and prepared, and having 

skills in facilitation of learning/learners rather than direct instruction - again connecting 

to the shifting roles in the assemblage of teacher-learner.  

 

In my interviews, I was interested to explore with participants the range of material 

teaching resources that participated in their Health Education learning. Unsurprisingly, 

resources from dynamic sources such as the Internet featured prominently, for example, 

Sally: “We were always given lots of resources… (Teacher) printed out lots of stuff 

online to give to us.” Ruby recalled the resources not just passively being given, but 

being able to be accessed, made sense of, and manipulated by the students, demonstrating 

the productive and affective nature of material resources in the pedagogical assemblage:  
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Lots of stuff on the Internet… Videos and webpages so we can, instead of just 

sitting there and she’s just talking, we can actually go and look at it 

ourselves. Which I find a lot better, I probably learn better that way.”  

Daniel connected the use of web-based resources to the globalised, networked world in 

which we live: “We got a lot of stuff off the Internet. Teachers were relying more on the 

Internet and stuff for their resources, so it was interesting to see a worldly perspective 

on things and that really helped.” Participants recalled widespread use of documentaries 

on health-related issues. The personal narrative, visually compelling, and information-

rich nature of these resources appealed to the participants. Isobel said: “Definitely 

documentaries - Nigel Latta - that helped. I think that helps more, the visual stuff, than 

handouts… So we were watching, and then we’d go over it; it’s more helpful than being 

given a piece of paper.” While Nadia recalled the usefulness of seeing a real-life story 

when studying euthanasia:  

We watched a few documentaries about it. And at the time, what was that 

lady’s name, she was dying of cancer I think… It was really interesting to 

follow her story. Obviously it was a sad ending, but it just made it feel so 

much more real. And you could actually relate to it, which was good. 

 

I was surprised that the use of an anonymous question box featured in the participants’ 

recollection of effective teaching tools in NCEA Health Education - indeed this was 

another element in the cabinet of curiosities. Like the safety guidelines, I assumed this 

teaching tool to be more likely deployed in the junior secondary years, but participants’ 

comments indicated its importance even in the senior secondary levels of Health 

Education. For example, Zoe said:  

We’d have conversations where some weird questions would be asked, but 

we’d put them in a basket with (teacher) and they’d say ask me anything. It 

can’t be personal to the teacher, but ask us anything. And we’d have sessions 

like that as well, where people that might be ashamed or embarrassed to ask 

a question can actually put their question into the basket and ask questions 

like that as well. So there was a lot of confidence and privacy in those classes 

as well. You felt really open there.  
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As the textbook extract discusses, a wide range of material resources will participate in 

Health Education teaching and learning. The use of digital tools mentioned above points 

to the need to recognise the changing nature of resources drawn upon to support learning: 

these are dynamic, in flux, and continuously being updated to suit emerging health-

related knowledges and understandings in the world. Notwithstanding the caution by 

Gard (2014) that digital tools have the potential to serve the agenda of a commercialised, 

surveillance-based, and medicalised Health Education, a different use was found for 

digital resources within the senior secondary Health Education pedagogical assemblage. 

This included emotional engagement with the topic under consideration (Nadia - 

euthanasia) through accessing video and online content relating to a New Zealander who 

was living with the issues being explored in class, and bringing a globalised perspective 

to the learning through accessing a wide range of website-based information (Daniel). 

These very real resources have the capacity, then, to reaffirm and capitalise upon, the 

authentic nature of the learning material and the learning overall, in Health Education.  

 

The use of human resources in Health Education (other than the teacher) also featured 

consistently throughout the interviews. Therefore, I wrote into the textbook extract the 

importance of connections to community, and the students themselves. A more heuristic 

teaching approach, first-hand conversations, and experiences had a real and lasting 

impact on the participants. Connections to the community provided participants with an 

experience of Health Education that was grounded in real-life with real people, which 

made the learning more memorable and rendered deeper knowledge and understanding of 

the topic/issue being explored. Participants recalled the use of guest speakers (the 

community coming into the class) to support learning for specific topics in Level 3 

NCEA Health Education, and to bring a different, expert, or unsanitised perspective to 

the issues under consideration. Sally recalled that:    

We had quite a few people come in… It was good to get a different 

perspective rather than (teacher) going through something online and 

choosing out what she likes... A different outlook on the same things that 

we’ve been taught. They have a better understanding than something you can 

read online. It is these people, it is their life.  

 

 



 175 

A number of participants discussed the use of guest speakers for the health practices unit 

of work, or people who were facing a health issue that the class was researching.  

Ruby: “She (got) different people in for the health practices. That definitely helped - 

getting someone else’s opinion not just your teacher’s.” Grace: “It felt like it made it 

more real, having that person come in who had HIV.” Katie reflected about hearing a 

guest speaker who was an ex-addict but now national expert on methamphetamine as part 

of her Health Education learning for a New Zealand Health Issue:  

I thought his visit was a really significant, memorable thing – just the stories 

he shared. Having people who come in who are speaking firsthand from their 

experiences I thought was really beneficial because I think you do tend to 

take people seriously if they’ve walked that journey themselves. And it’s just 

really eye-opening.  

Katie’s comment piqued my curiosity in terms of the use of people with life experience of 

health issues such as addiction. I asked her: “So do you think careful use of people like 

that is enhancing for Health Education?” She replied:  

I think it’s important to hear people from the community - their stories - 

because I think you do just become oblivious to what’s going on around you 

until you have people from the outside, or people who have the relevant 

experience or whatever come in and talk on a subject. 

 

It is well documented that Health (and Physical) Education is an attractive site for 

external providers to become involved in classroom learning, with much critique of this 

practice (for example Leahy et al., 2016; Powell, 2014b). My participants appeared to 

value the role of an external provider (guest speaker) as part of their Health Education 

teaching and learning. It is interesting to note that the New Zealand Drug Foundation’s 

guidance for facilitating safe discussions with students about alcohol and drug learning 

contexts (Tūturu, 2017) cautions against the use of recovering addicts in classroom 

spaces. Katie’s comments above, however, indicate that people with real stories to tell do 

have something to offer in Health Education. Following on from her comment above in 

her interview, Katie noted:  

I thought it was really cool that you know, he was a part of our learning. And 

I think also probably sub-consciously it’s probably instilled - because I do 

have a bit of a passion for mental health and people suffering from addiction 

for various reasons. 
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This demonstrates the affective capacity of having a hard-hitting guest speaker in terms 

of Katie’s career pathway (she went on to work as a nurse in an addiction centre). Thus, 

the careful, planned, and integrated use of guest speakers can be an effective (and 

affective) element in the pedagogical assemblage as it helps to connect with other ways 

of learning across the topics covered in Health Education: perhaps a drawer in the cabinet 

of curiosities that needs to be opened and closed with care.  

 

Taking	  action	  in	  the	  school	  or	  community.	  Undertaking a health promotion 

process58 in the school or local community is the specific focus of a level 2 NCEA 

Achievement Standard. In some ways, this unit can be viewed as the pinnacle of Health 

Education learning in that it is heuristic, authentic, and potentially empowering for 

learners who typically collaborate in small groups to work on an identified wellbeing 

issue for a group in the school or wider community. Participants’ comments reflected a 

continuum of experiences of taking action, from those who affected change and felt that 

they could make a difference, to those who faced barriers or, in Sally’s case, were not 

even given the opportunity to learn about health promotion: “Our teacher didn’t really 

want to do it so we did some big, 15 page writing thing instead. We kind of missed that 

whole topic, which apparently was a real shame. I don’t know why we didn’t do it.” 

Rebecca reflected on the barriers that her group faced from senior leadership in the 

school: 	  

We did health promotion in year 12 and we had to do it in groups. The 

barrier to that was we had to go through the principal. Our promotion was 

just a pink day, everyone wear pink to promote health. And she wouldn’t 

allow that so we changed it three times and the principal still said no to all 

three, so we ended up just doing a video.  

Sally and Rebecca’s comments indicate that school leaders and teachers may not have 

wanted to relinquish control over the teaching and learning process, thus for them the 

pedagogical assemblage was terrorialised (Deleuze & Guattari, 1987) and the affect on 

them (in terms of undertaking health-promoting action) destructive as it shut down 

their opportunities for being successful in a student-led project with real-world 

significance. This is another example of subjectivication (Foucault, 1982; Rabinow, 

                                                
58 Achievement Standard 91237: Take action to enhance an aspect of people’s wellbeing in the school or 
local community. This involves a needs analysis, goal-setting and action plan, taking action, and evaluating 
the process and its outcomes for wellbeing.  
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1984; Youdell, 2010) as the experience let Rebecca and Sally know in no uncertain 

terms that their role was as a learner, subject to relations of power circulating around 

them. Similar findings arise from an Australian research project on students’ health 

promotion action by McGrath, Alfrey and Jeanes (2017) who concluded that teachers 

experienced some discomfort in relinquishing the traditional teacher-learner role, 

and/or did not see the value in establishing meaningful connections in the community.  

 

Ashley and Helen, who had been in the same class as each other, reflected on an 

experience at the other end of the spectrum:  

We did a hikoi59 to raise awareness (of a local health-related issue). We went 

to the council and we talked to some of the councillors and the mayor. So it 

was most of our school, and (other local high schools) and then I think a 

primary school joined us too (Ashley).  

 

So we did a hikoi … and some (students) went to the council and spoke about 

that…(it) was very empowering and cool to think that we helped make a 

change with that. It definitely makes me think that I would want to do other 

things like that in the future (Helen).   

Unlike the experiences of Sally and Rebecca, the pedagogical practices in Ashley and 

Helen’s class enabled the students autonomy, space, and movement in and around the 

community. As a result, they were able to mobilise a wide range of people to create a 

meaningful event with significance for the wider community. The process of taking 

action deterritorialised the pedagogical assemblage in that it blurred the boundaries of the 

classroom - opening up new possibilities for learning (and potentially making a 

difference) across new spaces (Mannion, 2019). Helen’s comment in particular illustrates 

the affective capacities that resulted from the experience - “empowering and cool” as well 

as planting a seed for her to take on future advocacy actions in her community. Similarly, 

Tasker (2004) found that students found the learning in this unit significant, confidence-

raising, and meaningful.  

 

 

                                                
59 A Māori term meaning a protest march.  
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Several participants had the experience of an overseas field trip (the class going into the 

community) as part of their Health Education learning in contribution to learning for the 

‘international health issue’ unit of learning and Achievement Standard. The participants 

discussed at some length how the experience was life-changing, eye-opening, and 

enabling for their learning and achievement in Health Education, as well as for their 

growth as a young adult. These findings extend Campbell-Price’s (2014) research, which 

investigated the experiences of international school trips for New Zealand students. 

Campbell-Price concluded that, although the longer-term impacts of overseas trips 

needed investigating, such trips allow powerful and deep learning, strengthen teacher-

learner relationships, enable fresh perspectives on classroom learning, and provide 

authentic and active experiences. Given that my participants were a number of years out 

of school, the following comments provide evidence of some long-term impacts of the 

overseas learning experience. Susannah recalled:  

We went to (a South Pacific Island) and we studied the impact of 

globalization on domestic violence… Getting to go over there and engage 

with these communities and hear firsthand some of the issues they were 

talking about, and it was all contributing to go back later to do our final 

NCEA exam… Yeah I guess that’s one of the biggest resources our teachers 

could have given us. So yeah, just super grateful for that experience to be 

able to go and especially engage at such a close level, and then reflect on 

those things for our assignment but then yeah, for life as well. Actually just 

how special that was, us being so welcomed, and being able to talk about 

some pretty delicate topics at quite a young age for us.     

Similarly, Zoe and Helen recalled their trips to a South Pacific Island, respectively:  

You knew that what you were learning about was real and everyday things… 

As soon as you arrived, you just knew the presence of the issues were really 

real. And you were meeting people that were involved. To meet women that 

would share their stories on the way they have lived, or what they've 

overcome. Yeah, definitely something that you’d remember forever.  

 

Seeing it firsthand made things stick in your mind a lot as well, as opposed to 

just reading something off a piece of paper. And also seeing women my age 

there made me be able to relate, thinking oh imagine that could be me… And 

learning about stuff like that to me is interesting, because it is real-life and it 
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is real problems that people are facing. And it’s stuff that I am still thinking 

about - once you came home, you didn’t just close the book.  

 

These experiences are somewhat unique, as only a minority of Health Education learners 

take part in overseas field trips for Health Education. However, the potency of the 

experience for my participants in terms of an experience as a teenager, and longer-term 

for their lives was striking, and it inspired me to include in the textbook extract “field 

trips to enable firsthand experience and deepen knowledge/understanding.” The New 

Zealand Ministry of Education’s guide for Education Outside the Classroom (EOTC) is 

called Bringing the Curriculum Alive (Ministry of Education, 2016) and it appears to be 

the case that this was the experience of my participants: the in-the-field experience 

brought their classroom-based learning about an international health issue to life. While 

my participants’ involvement in an overseas learning experience was for them life-

changing and an example of authentic learning, it is important to note that EOTC can also 

be situated in the local community, for example as connecting to the discussion of taking 

health promotion action above. Bringing the Curriculum Alive defines EOTC as 

“curriculum-based learning and teaching that extends the four walls of the classroom” 

(Ministry of Education, 2016, p. 1). This includes school-based (for example, Fägerstam, 

2014; Thevenard, 2019) and local experiences (for example, Brown, 2012), meaning that 

students do not have to travel far from home to experience firsthand aspects of the health-

related issues they are investigating. In fact, a place-based approach to EOTC is highly 

valued: “Becoming and being place-responsive offers opportunities to enrich the lives of 

our students, our communities and our places” (Wattchow & Brown, 2011, p. 198). The 

notion of extending learning beyond the walls of the classroom is de-territorialising 

within the pedagogical assemblage. Through learning elsewhere, the boundaries of the 

learning environment are expanded and the role of the teacher is altered, as the way is 

paved for a wide array of new human and non-human elements to enter the pedagogical 

assemblage, shift the assemblage into a new space, and ultimately, effect learning and 

bring about a wide range of other affects. From a new materialist perspective, conducting 

ethnographic fieldwork on an overseas Health Education field trip would be a fascinating 

area for future research - embodiment, sensory aspects, the assemblage of elements 

involved, affective flows, shifting subjectivities: such an investigation could vividly bring 

to life the experience recounted by my participants.  
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Finally, participants reflected that they drew upon each other’s opinions, beliefs, and 

experiences as a valuable part of the resources used in Health Education learning. I drew 

upon Hine’s comment when I wrote the textbook extract:  

There wasn’t really much resources but I don’t think we needed resources 

really, because I can’t think what you’d need them for... You'd kind of use the 

people in your class as your own workbook, oh - this is what happened to 

them and you can relate to their lives. 

Hine’s reflection about the lack of material resources used in her Health Education 

learning indicates that she experienced perhaps a more discussion-based style of Health 

Education than did other participants. Another example of the socially-constructed nature 

of learning in Health Education was a comment from Nadia:  

We brought it all together and we’d have conversations about everybody’s 

different (ethical issue) and that was good because everyone brought their 

own content to that and you learned a lot more than you would if everyone 

just learned the same thing. 

However, later in the interview, Nadia commented about an imbalance between 

discussion and written reflection:  

You’d discuss it, and then you wouldn’t really go home and think about it 

more, you’re just, oh that’s class done for the day. You wouldn’t go home and 

research it more, you wouldn’t write anything up about it. 

 

As well as incorporating into the textbook extract the need to balance the learning 

activities to incorporate not only discussion-based but written activities and literacy-skill 

development in preparation for summative assessment, participant comments such as the 

above helped me to round off my narrative by bringing the discussion back - and 

connecting - to the teacher’s tools: “… the importance of effective facilitation skills… to 

ensure that all learners feel valued, listened to, and respected.” In doing so, I felt that 

across the three sections of the textbook extract I highlighted the centrality of positive 

interactions between people in the Health Education learning environment as a teaching 

‘tool’ for the subject, alongside the intra-actions (Barad, 2007) between the human and 

non-human tools that participate in Health Education teaching and learning.  
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Teaching	  as	  a	  science	  or	  an	  art?	  	  

I now return to the observation about teaching as an art or science that I made near the 

beginning of this chapter. The reading and analysis above of the textbook extract conjures 

images for me of the teacher as a choreographer of movement or a conductor of an 

orchestra within a Health Education learning environment to facilitate learning: to create 

an arrangement and lead it as it is enacted. It is interesting that ‘arrangement’ is an 

alternative translation to ‘assemblage’ of Deleuze and Guattari’s agencement (DeLanda, 

2016; Deleuze & Guattari, 1983; Livesay, 2010; Mannion, 2019). In the words of the 

translators of Deleuze and Parnet’s (1987) work: “We have followed earlier translations 

in rendering agencement as ‘assemblage’. The French word has both an active and 

passive sene, “a way of assembling and arranging” as well as the resulting “ordering or 

arrangement” (Tomlinson & Habberjam in Deleuze and Parnet, 1987, p. xii). The noun 

‘assemblage’ is not an unproblematic translation then, in that it fails to capture the 

process of matching or fitting together of parts, instead solely focusing on the product, or 

result of the fitting together of parts (DeLanda, 2016). I have found the term 

‘arrangement’ a productive way of working with the pedagogical assemblage in this 

chapter, but have kept in mind the verb form (arrange) at the same time as the noun, as 

pedagogical arrangements are a constant doing (enacting, teaching, learning). Therefore I 

chose to entitle the chapter as I did - to capture both the verb (arrange) and noun 

(assemblage). The analysis above has demonstrated that while Health Education teachers 

utilise a wide range of teaching tools that are at their disposal, or that materialise for them 

or participate with them (much like a bricoleur, in fact), there is something of an art to 

teaching Health Education - or, I suspect, any other subject. Creativity, eclecticism, 

things, and people all come to the fore in a process of intra-action that takes the 

experience of Health Education in sometimes unexpected and unintended (diffracted) 

directions and become productive of different becomings - or take off on lines of flight 

(Deleuze & Guattari, 1987). This blurs the boundaries between senior secondary Health 

Education and the way in which school subjects have been (and continue to be) taught in 

more traditional terms; producing a different assemblage (over and over again) that, for 

the participants in my study, really did ‘do’ something. I will explore what Health 

Education can do more extensively in the following curiosity, where I again put the 

assemblage analytic to work, this time to explore the range of learning outcomes of 

Health Education experienced by three participants.  
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Conclusion	  

 

There are spaces of hope created when teachers and students resist, critique  

and ‘re-imagine’ education via critical practices (Fitzpatrick, 2010, p. 248). 

 

In this curiosity, I constructed a textbook extract through narrative analysis and then put 

the analytical tools associated with the assemblage (Deleuze & Guattari, 1987) to work in 

order to address the research question: what relations exist in an assemblage of Health 

Education teaching and learning strategies and what capacities are produced as a 

result? The discussion above of the Health Education pedagogical assemblage 

demonstrates an array of entangled, relational elements involved in its arrangement (and 

ongoing rearrangement), and explored how the assemblage and its affective flows 

establishes the capacities for learning in the subject. A wide variety of capacities 

materialized through the affective flows that circulated within the assemblage to provide 

evidence of what the Health Education pedagogical assemblage can do. The junior 

secondary Health Education experience was more likely to be saturated with 

unproductive and territorialising risk-based, healthism discourses than the senior 

secondary experience, through which productive and de-territorialising capacities flowed. 

My participants, in terms of their NCEA years of Health Education at least, experienced 

aspects of a critical Health Education. Perhaps, though, one that reflects Tinning’s (2002) 

idea of a modest criticality. Health Education at the NCEA levels provides many 

possibilities and conditions for raising critical consciousness (Freire, 1974) and young 

people who are fired up about, and willing to act upon, social injustices in the world 

(Fitzpatrick & Allen, 2019). However, further investigation is needed in terms of the 

extent to which social transformation by students as they engage with the subject - and in 

their later lives - might be realised. 
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Post-‐script	  	  

I have woven into my discussion of the Health Education pedagogical assemblage the 

metaphoric use of the cabinet of curiosities, and the drawers wherein its marvels are 

contained. Indeed, the eclectic collections of tools that participate in pedagogic practice 

in Health Education befit a number of features of the cabinet of curiosities. For example, 

being no one ‘right’ way to execute the cabinet (Joukowsky Institute for Archaeology & 

the Ancient World, n.d.), its theoretical congruence with assemblage - in which 

seemingly unconnected bodies relate monistically (MacLure, 2013a), and the way in 

which the hands-on nature of learning in Health Education invites learners to touch the 

exhibits (MacLure, 2006). The curiosity that follows from here explores another drawer 

in the cabinet in which its marvels have, I believe, more often than not remained hidden 

from view: what can Health Education actually do?   
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Curiosity	  8:	  What	  can	  Health	  Education	  do?	  

 

We know nothing about a body until we know what it can do (Deleuze & 

Guattari, 1987, p. 300).  

 

 

Introduction	  

	  

As I did in the preceding curiosity, in this chapter I work with the concept of assemblage 

(Deleuze & Guattari, 1987). Unlike the previous curiosity, however, in which I explored 

across my data set, here I hone in on the transcripts of three participants’ interviews. I 

based my selection of the three participants’ transcripts on the notion of difference: three 

participants with differences in their sex, geographical location, ethnicity, study, and 

career choices. 

 

Assemblage	  and	  analytical	  question	  	  

The analytical question that I used to read the three participants’ interviews is: what 

relations exist in the assemblage of Health Education learning outcomes, what affects 

comprise and flow through the assemblage, and what capacities arise as a result?   

I use the approach here not to focus upon the learning outcomes experienced by the three 

participants, as would be expected in a conventional qualitative presentation and analysis 

of findings. Instead, following the sociological analyses of Alldred and Fox (2019), Fox 

and Klein (2019), and Fox and Bale (2017), I aim to shed light upon the affect economies 

(Clough, 2008) that make Health Education learning outcomes assemblages do what they 

do. The affect economy of an assemblage indicates the range of affective forces that draw 

relations into a given assemblage and flow through assemblages to produce capacities, or 

possibilities for action (Fox & Bale, 2017). As I suggested in Curiosity 7, the relations in 

the assemblage comprise both human and non-human elements that are relational (Fox 

and Alldred, 2017a) and that intra-act (Barad, 2007) to produce affects and capacities and 

to continually reconfigure. In assembling the assemblages that are the focus of this 

chapter, I thus focused my attention on learning outcomes which in some way were 
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connected by a common thread - which for each assemblage I refer to as the affect 

economy (Clough, 2008) or affective flow.  

 

Micropolitics	  and	  macropolitics	  	  

Moreover, deploying Deleuzo-Guattarian tools rebranded for sociological analysis by 

Alldred and Fox (2019) earlier described by Fox and Alldred (2015, 2017a, 2017b) I 

explore the micropolitics involved in the assemblages in relation to the capacities 

produced. In doing so, I am able to connect to the way in which Health Education 

interacts (or intra-acts) with wider (macro) political and structural forces at play in 

education and society in Aotearoa. In order to connect with macropolitics, I plug-in 

conceptions of power from Rosi Braidotti and Michel Foucault. Rosi Braidotti conceives 

power as ‘potentia’, empowerment and a productive, dynamic force (Braidotti, 2013). 

This resonates with Michel Foucault’s belief that power is everywhere, can be productive 

rather than solely repressive (Foucault, 1977), and operates when it is put into action at 

the level of social relations (Foucault, 1982). Braidotti’s power is a new materialist 

understanding that emphasises power as the flow within assemblages, built into everyday 

social relations, practices, and affects (Fox & Alldred, 2017a). This allows us to make 

sense of the workings of power in everyday actions, interactions, and events (Fox & 

Alldred, 2017a), such as Health Education learning (outcomes). In terms of Foucault’s 

power, I hone in specifically on biopower and governmentality, as a point of difference to 

Braidotti’s (2013) conception of power, and to build on my observations about these two 

renderings of power from Curiosity 5. As I explored there, biopower situates power at the 

level of human life (Foucault, 1978; Rabinow & Rose, 2006) and ensures that individuals 

invest energy in keeping themselves well in order to fulfill wider societal aims of a 

healthy population. Governmentality similarly connects to the way in which people 

conduct themselves in order to be productive citizens in society (Rose, 1999). Foucault’s 

governmentality and biopower have been taken up by (Health) education scholars 

(Leahy, 2012; Leahy et al.; 2016; O’Neill, 2015; Tinning, 2010; Wright & Harwood, 

2009) and these notions of power connect to the assemblage of Health Education learning 

outcomes by way of what is valued in a society. 
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My purpose for this curiosity - investigating what Health Education can do - derives from 

Deleuze and Guattari’s (1987) quotation at the beginning of the curiosity, which draws on 

Spinoza’s attention upon what a body can do. From a new materialist perspective, 

focusing on what a body can do is a question of central importance and thus seems fitting 

for the final curiosity of findings and analysis - a culmination of sorts. By undertaking the 

assemblage analysis that follows, I am able to dig deeper into Health Education in 

Aotearoa in order to reveal some insight into what Health Education can and does do, 

when it is taught to the highest levels of the secondary school curriculum as part of a 

formal nationally recognised qualification. More often than not hidden deep within the 

cabinet of curiosities, what Health Education can do in senior secondary school spaces 

has rarely been discovered, so the findings that follow will indeed be curious for many 

people.    

 

Structure	  of	  the	  curiosity	  	  

The curiosity is structured as follows: First, I identify and analyse the assemblage of 

learning outcomes for each participant. For each participant, I begin by giving brief 

demographic information to provide context and ‘set the scene’ for the subsequent 

analysis. Next, I identify the relations in the learning outcome assemblage (drawn from 

the interview data). Following this, I identify the affect economy in order for me to 

follow by weaving the relations and affective flow through the analytical discussion. I 

then turn my attention to an analysis of the micropolitics of the assemblage, and within 

this I shine a light upon capacities produced - what Health Education can do. Finally, I 

bring the analyses of the three assemblages together by enacting a diffractive movement 

(Barad, 2007), by making comparisons between the assemblages and by connecting the 

findings to those of other researchers who have explored learning outcomes of Health 

Education and health literacy learning in senior secondary spaces.  
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Daniel:	  Background	  and	  assemblage	  of	  learning	  outcomes	  

Daniel is a New Zealand European male in his mid-twenties who was educated at a mid-

decile60 suburban co-educational school. He has lived in the same community all of his 

life. He studied Health Education for all five years of secondary school and is currently 

living at home while he studies towards a qualification in youth work and ministry at a 

Christian-based tertiary institution. Through analysis of the data in Daniel’s interview 

transcript, the following relations in an assemblage of Health Education learning 

outcomes were evident:   

 

HPE concepts; critical thinking; broadened horizons; acceptance and tolerance;  

confidence; interpersonal awareness and skills; research; writing.  

 

The assemblage of Health Education learning outcomes drawn from my analysis of 

Daniel’s transcript thus comprises a combination of outcomes connected to knowledge, 

skills, understandings, and capabilities for living, as well as for future study. Learning to 

live together (Delors, 1996) in a world comprised of people with diverse backgrounds, 

values, beliefs, and life circumstances stood out to me as the affect economy (Clough, 

2008) that draw these relations into assemblage and is what I read as the affective flow 

through the assemblage of learning outcomes for Daniel. Learning to live together in the 

world connects to one of the key competencies in The New Zealand Curriculum (Ministry 

of Education, 2007): relating to others. People with the capability to relate to others are 

able to interact effectively with people from diverse backgrounds (Ministry of Education, 

2007). Learning to live together in the world also links to the principles and values of the 

curriculum - namely valuing (cultural) diversity as well as reflecting the attitudes and 

values of HPE such as respect for others, care and concern, and social justice (fairness 

and equity).61  

   

 

 

                                                
60 For information about school deciles in Aotearoa, see: https://www.education.govt.nz/school/running-a-
school/resourcing/operational-funding/school-decile-ratings/. Decile ratings are to be removed in the near 
future and will be replaced with The Equity Index.    
61 I write these words one week after a terror attack in my home city of Christchurch. More than ever, I 
think learning to live alongside those in the world who are different to us is critical.   
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HPE	  concepts;	  and	  broadened	  horizons	  	  

Daniel spoke about the understanding he developed of the HPE underlying concept of 

wellbeing from studying Health Education, recognising that he possessed a more nuanced 

understanding of health and wellbeing than he might otherwise have developed, had he 

not studied the subject:  

Physical wellbeing, spiritual, mental and emotional, social. That’s definitely 

what I think of being healthy… I probably would think of it differently if I 

hadn’t (studied Health Education), like I’d just assume healthy is if you’ve 

got a smile on your face or food-healthy to be honest.  

The idea of looking beyond the surface and digging a little deeper into his own and 

others’ life and wellbeing-related circumstances recurred throughout the interview. 

Reflecting a disposition for thinking more critically about people’s state of wellbeing, 

Daniel said he felt he now “think[s] about, look[s] into people more when I see them and 

talk to them, instead of just assuming face value things.” Thus, learning in Health 

Education seemed to have opened Daniel’s eyes, mind, and heart to societal perspectives 

beyond what he, his family, and peers typically held. For example, he reflected on a unit 

of learning in which he explored alternative medicines: “It really stuck with me because I 

had never considered alternative medicines ever, real big culture shock, so I was really 

interested in learning about it.” He also discussed the ethical issues topic, in which the 

class explored marriage equality62: “That was challenging, because I come from a 

Christian context… but that was just a real huge thing, it was hard.” The contexts for 

learning and assessment in year 13 Health Education, then, challenged Daniel’s existing 

view of the world and went some way to equip him to learn to live in a world beyond his 

immediate experience.  

	  

 

 

 

                                                
62 At the time, the New Zealand government was in the process of legalizing same-sex marriage, so this 
was a current health-related issue with debate in the media etc.  
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Acceptance	  and	  tolerance	  	  

Developing tolerance and acceptance for others, and the diversity of beliefs and values 

held by people in society was something Daniel attributed to his Health Education 

learning:  

I think what mainly stood out was how to treat people and how to be 

accepting or tolerant of different cultural, societal things, things I hadn’t even 

considered I had to be aware of. And I think I’d be at a disadvantage without 

health, because of that... If I hadn’t done health, I think I would be a bit more 

racist to be honest and stuff. I think it’s actually helped me positively in terms 

of seeing people… I feel like I’d be a lot less accepting without it, just 

because of my home life and my culture and stuff.   

Daniel connected this aspect of his Health Education learning to his choice of study 

pathway and future career:  

With youth work and stuff, so many different teenagers and so many different 

cultures and things… It’s very confusing, but in health we, you know, learned 

to sort of be accepting of people regardless of where they come from and 

what they do and all that. I think if I hadn’t learned that tolerance or patience 

back then I wouldn’t really want to work with youth. 

The above quotations are strong sentiments, which begin to illuminate capacities afforded 

by the affective flows that run through, and comprise the assemblage of learning 

outcomes that I assembled from Daniel’s interview transcript. The idea that Health 

Education learning might help to make a person less “racist” is rather a blunt statement, 

but at the same time, a powerful one. As acknowledged by Daniel himself, Health 

Education learning seemed to counteract other forces in his upbringing and his life that 

might have precluded him from developing acceptance and tolerance for diversity. In this 

way, acceptance and tolerance of others in the world was a ‘line of flight’ (Deleuze & 

Guattari, 1987) that was productive for Daniel of a new way of viewing people in the 

world and understanding those with different beliefs and values to his.     
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Interpersonal	  awareness	  and	  skills;	  and	  confidence	  

Further relations in the assemblage - connected to learning to live in the world with others 

- were more finely tuned interpersonal awareness and interpersonal skills, and increased 

confidence when relating to others. As with the sentiment above, Daniel again reflected 

on how the interpersonal awareness gained through Health Education contributed to his 

choice of career:   

I think it fuelled my want to be a part of youth work and stuff though, so I can 

get alongside young teens and help them out with their wellbeing. Because 

that’s one of my biggest things, I want to help them out and stuff... I’m going 

to be able to talk to teenagers a lot better... It’s easy to look at people as 

statistics, just a number. And that’s wrong. I think we need to look at people 

more interpersonally, I suppose. I feel like that’s probably a big thing that 

health has shaped in me, my idea of how I should deal with people. 

 

Daniel also discussed his ability to better understand and relate to others, and to feel more 

confident when communicating with other people. For example, the following interview 

exchange:  

Daniel: I will say, out of my friends, I was the only one who did health that 

was a guy. So it was real interesting talking to them about that kind of stuff 

and they were like a brick wall statement and here I am trying to deconstruct 

and actually have a conversation, it was urgh, I gave up on that after a while.  

 

Rachael: Do you think you had more honed communication skills then, 

because of health?  

 

Daniel: Yes. It was like rather than just resorting to arguments and stuff we 

had to actually debate properly or we had to think about what we were going 

to say and be nice about it, so I was definitely taught good social skills and 

when people disagree, yeah. 

 

Daniel also connected Health Education learning to skills befitting of a counsellor, such 

as being trusted with sensitive information or the ability in class to talk openly about 

“heavy things” which are not necessarily easy to talk about, nor things that are discussed 

in other subjects studied at secondary school. Growth as a person, in terms of confidence, 
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was also evident in the assemblage of learning outcomes: “I was definitely like the shy, 

lonely boy and stuff, and it helped me come out of my shell quite a bit.” These comments 

again potentially connect to the role of Health Education learning in Daniel’s youth work 

study and career pathway.  

 

Research;	  writing;	  and	  critical	  thinking	  

The affective flow learning to live together in the world also arose in the non-human 

relations in the assemblage - the more academic outcomes of learning in Health 

Education, albeit to a lesser extent than the humanistic relations explored above. This is 

in relation to preparation for the world of tertiary study that Daniel was now immersed in. 

Daniel noted that he did most of his “essay writing in health, research. Learning how to 

do that has been a godsend.” Daniel compared the research that was required in Health 

Education (for the alternative and Western medicines units, for example) with other 

subjects he studied, such as English, where he “kind of just wrote whatever I thought.” 

Writing and researching skills, as well as skills in critical thinking, a deep understanding 

of wellbeing and of factors that influence people’s health status (determinants of health), 

enabled Daniel to “feel like I’ve got a huge leg-up because of (health)” when it came to 

his youth work tertiary study.  

 

Tools	  for	  micropolitical	  analysis	  

According to Fox and Alldred (2017a), an analysis of micropolitics helps us understand 

what is happening within an assemblage. First, an explanation is needed of the tools I will 

use to deploy the analysis. As a way into sociological analysis, Nick Fox and Pam 

Alldred have drawn from the Deleuzo-Guattarian (1987) concepts of 

territorialisation/deterritorialisation and molar/molecular. Respectively, they have 

redeveloped these concepts as specification/generalisation and aggregative/singular 

(Alldred & Fox, 2019). I have chosen to draw inspiration from (or ‘plug-in’) Alldred and 

Fox’s analytical approach for pragmatic reasons. First, they have applied these tools in a 

range of sociological contexts and thus have provided me with ideas of how to apply the 

concepts in analysis and how to use the associated language. Second, the way in which I 

write my micropolitical analysis is likely more accessible to a wider audience - the 

language used to convey my analytical thoughts is a little more grounded, or potentially 
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more applicable to the contexts of the readers, than is a direct application of Deleuze and 

Guattari’s (1987) concepts. 

 

Specification occurs when affects in an assemblage of Health Education learning 

outcomes act in predictable and uniform ways to produce specific capacities in Health 

Education learners, while generalisation occurs when new capacities and possibilities 

arise for learners (Alldred & Fox, 2019). These new, unexpected possibilities are 

otherwise known as ‘lines of flight’ (Deleuze & Guattari, 1987). Aggregative affects in an 

assemblage of Health Education learning outcomes create similar capacities across 

learners (Alldred & Fox, 2019), in a converging movement that serves to reproduce 

predictable patterns of learning outcomes or capacities for what Health Education can do. 

In contrast, singular affects create capacities that are not common to all - divergent, 

random, tangential, rhizomatic movements. This is where the story gets interesting, 

because singular affects provide us with insights into what Health Education can do that 

were otherwise unthought, and so are productive of new understandings to provoke new 

possibilities for what people might be able to expect from Health Education learning in 

secondary school spaces. In the micropolitical analysis of Daniel’s assemblage of Health 

Education learning outcomes that follows, I apply these terms in order to illuminate 

capacities produced - what Health Education can and does do - against the backdrop of 

New Zealand society and a globalised twenty-first century world.   

 

Micropolitical	  analysis	  of	  Daniel’s	  assemblage	  of	  learning	  outcomes	  	  

Micropolitically, the affective flow that forms and holds together Daniel’s assemblage of 

learning outcomes can be seen to specify learners of Health Education to respect 

diversity, develop and practice more finely tuned interpersonal skills, and achieve 

academic outcomes by studying the subject to year 13. The fact, however, that Daniel 

was a male in a female-dominated class63 introduces a singular affect into the assemblage 

in that the capacities arising from his Health Education learning were perhaps different 

from the predominantly female members of the class. The importance of the 

assemblage’s affect economy - learning to live together in a diverse world - deviates 

from what might be described as a typical kiwi masculinity norm: rugby, beer, and a 

‘she’ll be right’ attitude (Gourley, 2018). Capacities thus afforded by Health Education 

                                                
63 He was one of three males in a class of approximately 20 students.  
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learning for Daniel included fundamental changes in the way he communicated with 

other people in his life, evidenced by him being more open to having open conversations 

than his friends (who did not take Health Education). Instead of embracing a ‘she’ll be 

right’ attitude, Daniel recognised that youth need support to navigate the complexities of 

their lives and the world around them, another capacity that connected to his future career 

as a youth worker. For me, the capacity of Health Education learning to challenge typical 

kiwi masculinity poses more questions than answers. For example: what could happen if 

Health Education learning to Level 3 NCEA was accessible to more males in New 

Zealand? What impact would that have for both them as people, but for communities and 

society, and our cultural beliefs surrounding masculinity? What do males get out of 

Health Education that is perhaps unexpected, or is different to what females get out of the 

subject? Interestingly, a recent Family Planning New Zealand survey indicated that the 

male respondents were more likely than female respondents to report that sexuality 

education learning at school was at least somewhat useful to them. Males were also more 

likely than females to report learning about topics of current cultural relevance, including 

sexting, pornography, consent, and violence in relationships (Family Planning New 

Zealand, 2019). These findings might indicate that males perceive that they are being 

well served by Health Education learning, or that females have higher expectations from 

the subject than males. 	  

 

Another specification arising from the assemblage of learning outcomes and affect 

economy therein is the privileging in Health Education learning of the capacity to value 

diversity, tolerate difference, and be open to perspectives other than one’s own. Here, 

connections can be made to governmentality, or the “conduct of conduct” (Rose, 1999; p. 

xxi) in terms of the dispositions, attitudes, values, and behaviours that are expected as 

young adults embark upon their lives outside of school in a country such as New Zealand. 

For Daniel, perhaps unlike others in the class, this was a generalising affect because his 

heightened tolerance and acceptance of others appeared to contradict some of the values 

from his upbringing. Applying the lens of governmentality, it is interesting to consider 

whether Daniel’s development of tolerance and acceptance were partly driven by his 

desire to fit in, or to conduct himself in a way that is ‘expected’ in our country comprised 

of diverse communities. Nevertheless, comments made throughout his interview 

indicated that he attributed much of what he values and uses in his adult life to the Health 
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Education learning he experienced - and he definitely viewed this as a positive force in 

his life, reflecting Braidotti’s (2013) conception of power as empowering and productive. 

 

A point of difference between the assemblage of learning outcomes compiled from 

Daniel’s interview data and others’ research into Health Education learning is the absence 

of a fear-based, healthism, or biopower discourse. Daniel acknowledges that ‘being 

healthy’ comprises more than solely a focus on the physical; and factors broader than the 

self, family, and peer group influence health-related decisions, and the health status of 

people in his community and beyond. This was not unexpected, given the socio-critical 

nature of HPE in Aotearoa and the focus in Level 3 NCEA Health Education learning on 

concepts such as the determinants of health and a holistic understanding of health and 

wellbeing. In terms of the micropolitics of the assemblage, that the curriculum 

understanding and NCEA Achievement Standards focus on the bigger picture, and 

collective responsibility for the health of people in communities and society are both 

generalising and singular. This is because this understanding and focus produces a wider 

range of capacities for making sense of the complexities of health status in communities, 

both while learners are at school, and also as they embark on adulthood. In turn, 

demonstrating the capacity of Health Education learning to enable the development of a 

more nuanced understanding of social, political, cultural, and economic forces at play 

within communities, New Zealand society, and the world beyond Aotearoa.  

 

A key proposition of new materialist thought is that “thoughts, memories, desires and 

emotions have material effects” (Fox & Alldred, 2017a, p. 153). Daniel’s assemblage of 

learning outcomes and affective flow therein, provides a fitting example of the capacity 

of a young person’s thoughts, memories, desires, and emotions as connected to learning 

in a secondary school subject to have a range of material effects on the world in which he 

lives, studies, and works with youth. As I have explored in the micropolitical analysis 

above, the affect economy of the Health Education learning outcomes assemblage - 

learning to live together in the world - produces a variety of capacities. The capacities 

intersect with (through the lens of governmentality) notions of being a ‘good’ citizen, as 

well as masculinity in terms of challenging the status quo of what it means to be a male in 

contemporary New Zealand. All things considered, these capacities open up possibilities 

for expanding our thinking about what Health Education can achieve and what Health 

Education can do.     
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Katie:	  Background	  and	  assemblage	  of	  learning	  outcomes	  

Katie is a New Zealand European female in her mid-twenties who was educated at a 

high-decile suburban co-educational school. She studied Health Education in year 11 

(NCEA Level 1) and year 13 (NCEA Level 3) as well as in her junior secondary years. 

Katie has a Bachelor of Nursing and works in a hospital in a New Zealand city. Through 

analysis of the data in Katie’s interview transcript, I identified the following relations in 

an assemblage of Health Education learning outcomes:   

 

Holism; compassion, understanding and open-mindedness; communication; awareness; 

preparation for study; confidence; critical thinking; application.   

 

Evident in the assemblage of Health Education learning outcomes drawn from my 

analysis of Katie’s transcript are relations connecting to Health Education conceptual 

knowledge, interpersonal skills, and beyond-school usefulness of Health Education 

learning. The affect economy that I believe draws the outcomes into assemblage and that 

flows through the assemblage is tools to navigate the world. As I did for the affect 

economy in the assemblage of learning outcomes drawn from Daniel’s interview 

transcript, I can make links between tools to navigate the world and aspects of The New 

Zealand Curriculum (Ministry of Education, 2007). In this case, the affect economy 

illuminates aspects of the curriculum’s vision, principles, and values, respectively: being 

a lifelong learner and member of a community; pathways to future learning and 

preparation for study, life and work; inquiry, curiosity and participation for the common 

good (Ministry of Education, 2007). The dominant key competency that stands out here is 

thinking: “Using creative, critical and metacognitive processes to make sense of 

information, experiences and ideas” (Ministry of Education, 2007, p.12). This is because 

Health Education learning (in Katie’s assemblage) equips a young adult with the skills, 

knowledge, and understandings to find their way in a complex world.  
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Preparation	  for	  study;	  application;	  awareness;	  and	  confidence	  

The non-human relations in the assemblage of learning outcomes comprise those linked 

to preparation for study and work (nursing), for which Katie herself referred to, 

throughout the interview, as “tools” or “transferrable skills” that were afforded by her 

Health Education learning. The tools and skills from Health Education that helped Katie 

to navigate her nursing studies and career included content knowledge and conceptual 

understanding, and raised awareness of health-related issues. These outcomes meant that 

Katie felt more equipped to embark upon her tertiary study in terms of familiarity with 

concepts such as te whare tapa whā, fonofale, and social determinants of health. For 

example: 

Health and PE were the two subjects that have been most beneficial in terms 

of progressing to tertiary education with nursing. Health in particular - 

similar concepts like the whare tapa whā model. The fonofale model, the 

whare tapa whā is still a very big part of nursing education when taking into 

consideration the demographic that nurses in New Zealand take care of…So 

the fact that I had that awareness of it - it wasn’t like oh, there’s this new 

model, I knew about it.  

Having a head start on nursing-related knowledge gave Katie a sense of confidence: “It 

just meant it wasn’t unfamiliar territory and I could appreciate the importance of it.” 

	  

Communication;	  confidence;	  and	  understanding	  and	  open-‐mindedness	  

Like Daniel, however, the humanistic relations in the assemblage were more extensive 

than the non-human elements, including a sense of open-mindedness and understanding 

for other people, skills and tools relating to effective communication with others, and a 

different way of thinking about people and the world as a result of the critical thinking 

skills and the conceptual understanding gained through learning in Health Education. For 

Katie, these outcomes of Health Education learning culminated in a sense of confidence 

to navigate life ahead: “I just don’t think I’m ignorant. And I like that.”  

 

References to tools for navigating past, current, and future relationships were extensive 

throughout the interview transcript. Katie acknowledged that learning in Health 

Education “helps you to become a little more open-minded, a little bit more 

compassionate.” She discussed how, as a teenager, she felt equipped with the knowledge 
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and confidence to have open discussions with friends. For example, in relation to sexual 

behaviour:  

If I had friends that I knew were engaging in those behaviours I felt 

comfortable to be like, oh well you know, I could ask the questions like are 

you being safe or something and then they’d be like oh, I don’t know like what 

I should do. And I remember one time I had a friend who was not using 

protection and she was like, condoms are just so expensive. But then I knew 

that you could get X amount for like $3 from Family Planning and I wouldn’t 

have known that if I hadn’t done health. 

Katie’s comments also indicated that she valued the ability to interact positively with 

others. Moreover, she recalled learning about - and honing - communication skills in 

Health Education:  

I thought it was really cool that they talked about relationships and 

communication skills in relationships, because I think communication is key 

to any relationship, whether that’s a partner, a family member, a friend, a 

teacher, a colleague… Something as small as effective communication can 

make a big difference in someone’s life. And that’s why I think those 

communication tools from Level 1 health, you know, it was like a framework 

where it’s like if you do encounter these issues this is a way you can tackle it.  

These interpersonal skills helped Katie navigate her nursing studies and her work as a 

nurse: “I found that PE and health were the two subjects that I found were most 

transferable into my degree in terms of useful knowledge or skills around interacting with 

people.” Health Education learning thus contributed to the value Katie placed on 

“positive and healthy relationships” and helped her to develop the communication skills 

needed to navigate different relationships across her life and work.   

	  

Holism;	  and	  critical	  thinking	  

A different way of thinking, as an outcome of learning in Health Education, is 

encapsulated by two relations in the assemblage: holism and criticality, which provided 

Katie the cognitive tools to navigate the world around her. Katie herself used the term 

“holistic nursing” to describe her approach to patient care, and across the interview, she 

connected her understanding of, and value for, holism to the grounding she had been 

given in Health Education: “Health taught me skills where I don’t look at things at face 

value. And yeah it’s that whole looking at things in a very holistic way.” Katie discussed 
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the importance of considering the whole person in relation to models of wellbeing and 

determinants of health, two key concepts from Health Education:   

Determinants of health was huge. When you consider a person you can’t just 

consider what’s going on for them in one area of their life, you have to 

consider the whole person and that, their behaviours and how they think and 

how they feel doesn’t just stem from one thing. Like you have to think about 

all the external factors or social determinants of health that are affecting that 

person... I think (Health Education) just opens your eyes to how the different 

ways in which one person’s well-being can be affected. Because I find that 

now, in my career, when I’m dealing with a person, I take into consideration 

the fact that I don't know their full story, I don’t know everything that’s going 

on for them.  

Katie’s interview comments also indicated her ability to look beyond the obvious and 

understand the complexity of health-related issues for people, which are indicators of  

critical thinking skills. For example: “Because I had that teaching and then when I went 

into my tertiary study and that was reinforced, you know, it helps you look at the bigger 

picture, which I think was really beneficial.” Another aspect of criticality was the ability 

to look beyond the self to develop a more finely tuned ability to understand people and 

the world:  

The good thing is that it was giving me specific tools, it was just broadening 

my awareness of things to consider and just things that are going on in the 

world and I think that’s good because it gets you out of your own personal 

bubble - it teaches you not to become so self-focused and it helps you to be a 

bit more considerate or understanding of people from all walks of life I guess. 

Finally, Katie was resolute in her belief that her Health Education learning had helped set 

her up for her life ahead:      

Informing people, giving you life skills or tools, just clueing you up on real 

things in life. And even if that stuff is not happening for you, it’s accepting 

that these are realities for people around us, and whether that’s your family 

member, a friend, it’s not just your immediate environment. Like you could 

meet people from all walks of life and you know, at least you have that little 

bit of extra knowledge to be like you know what, I’m not an expert on this, but 

I do know this, or I have been told this, or I did it like this. Like I say, you 

become a little bit more savvy I feel. Even though some of the stuff we covered 
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at the time wasn’t an issue or wasn't relevant in my life then, it’s become so 

relevant now. So it’s like a little bit of mental preparation for things to expect 

when you grow up and become an adult. 

This comment indicates that learning in Health Education can - and does - have lasting 

and lingering effects on people, as well as offering concrete mechanisms for embarking 

upon life beyond school.  

 

Micropolitical	  analysis	  of	  Katie’s	  assemblage	  of	  learning	  outcomes	  

I now turn my attention to a micropolitical analysis to make sense of what’s going on 

(Fox & Alldred, 2017a) in the assemblage of Health Education learning outcomes that is 

formed by, and within which circulates, the affect economy and affective flow of tools to 

navigate the world. The specific tools that (young) people need to navigate the world are 

not one-size-fits-all. The knowledge, skills, understandings, and capabilities arising from, 

or taken away by learners from, Health Education are constantly in flux and are divergent 

and rhizomatic. The fact that different learners gain different learning (outcomes) from 

Health Education is indicative of singular affects within an assemblage in that learning 

has unpredictable effects on different learners. These effects depend on, for example, 

young people’s interests, life experiences, current health-related behaviours, and future 

study and career plans. Given the somewhat prescriptive nature of the NCEA 

Achievement Standards, one might expect Health Education learning outcomes to be 

specifying and aggregating, so it is interesting that learning at these levels can be 

divergent, reinforcing the point that learning arising from Health Education is so much 

more than solely academic outcomes that are assessed for the NCEA qualification. As a 

result, the capacities that arise from learning in Health Education are expansive and 

unpredictable.  

 

Katie spoke in her interview about how, in her Health Education learning, a lot of the 

content discussed was not relevant or applicable to her at the time. She contrasted this 

with her classmates and friends who were involved in the range of health-related 

behaviours that were the focus for some of the Health Education learning (for example, 

sexual relationships, alcohol and drug use). Thus, it seems as though the tools that Katie 

gained from learning in Health Education were singular: while still at school, she valued 

the ability to be able to give advice to or have informed conversations with her friends, 

for example the quotation earlier in this section regarding her confidence to talk with 
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friends and share her knowledge about accessing contraception. These affects were also 

generalising for Katie in that she went on to pursue study and a career as a nurse, unlike 

the majority of her classmates. She reflected that the tools gained in Health Education 

were invaluable for her working life, especially in relation to understanding the whole 

person and the ability to interact confidently with people from all walks of life. 

Paralleling the assemblage of learning outcomes drawn from Daniel’s transcript, the lack 

of a biopower and healthism discourse comes through strongly in this assemblage. This is 

evident through the inclusion of ‘holism’ as a relation in the assemblage as well as the 

discussion of wellbeing and determinants of health above. In terms of being a tool to 

navigate her world, this understanding appeared to be significant for Katie’s practice as a 

nurse, again being evidence of a singular and generalising affect as compared with others 

in her class who did not go on to health-related study and careers. This raises questions 

about the extent to which Health Education as an academic school subject is valued by 

the range of stakeholders involved when young people are making decisions about school 

subjects with future career paths in mind (such as the young people, their parents, careers 

counsellors, and tertiary institutions who set prerequisites for entry into courses/degrees).  

 

The affect economy tools to navigate the world produces a wide range of capacities for 

Katie, many of which are related to, and in fact seemed to be formative for, her work as a 

nurse in Aotearoa. In her interview, she recounted meeting up with a classmate who had 

gone on to become a doctor, who said to her: “I wish I took health… I heard some of the 

stuff that you learned in health and it would have been so useful to know that stuff.” The 

potential for Health Education learning to be valuable for clinical health-related careers 

opens up the possibilities of what the subject can offer to and for young people - in terms 

of not only tools to navigate their late teenage years, but tools to navigate health-related 

study and work, and relationships well beyond school.  
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Susannah:	  Background	  and	  assemblage	  of	  learning	  outcomes	  

Susannah is a Māori female in her late twenties who was educated at a mid-decile 

provincial school. She studied Health Education for all five years of secondary school 

and has a Master’s degree. She is currently working as a researcher in the area of Māori 

health, wellbeing, and cultural identity. Through analysis of the data in Susannah’s 

interview transcript, the following relations in an assemblage of Health Education 

learning outcomes were evident:   

 

Leadership; advocacy; culture; te whare tapa whā64; critical thinking; passion; 

community; whenua65 and environment; real-life. 

 

Prominent in the assemblage of Health Education learning outcomes drawn from 

Susannah’s interview transcript are relations connecting to her cultural identity and her 

place in the world alongside other people, community, and societal structures. Here, the 

affect economy that draws the outcomes into assemblage and that flows through the 

assemblage is passion for community and culture. Like the assemblages drawn from 

Katie and Daniel’s transcripts, a number of connections can be made between the affect 

economy and valued outcomes of The New Zealand Curriculum (Ministry of Education, 

2007). I argue that this affect economy encapsulates the vision of the curriculum, that is: 

“Confident, connected, actively involved, lifelong learners” (Ministry of Education, 

2007, p. 8). The affect economy demonstrates a sense of security in one’s cultural identity 

as well as a commitment to being an active contributor to community matters. Principles 

of the curriculum also link to the affect economy, notably knowledge of te reo Māori me 

ōna tikanga (Māori language and culture). Valuing diversity and community and 

participation for the common good, as well as ecological sustainability (care for the 

environment) also stand out, as do links to the key competencies of relating to others; and 

participating and contributing (Ministry of Education, 2007).  

	  

                                                
64 The four-sided house, Mason Durie’s conceptual model taken up for use in HPE as hauora, or wellbeing 
(Ministry of Education, 1999). 
65 Land, but also means placenta. See: https://teara.govt.nz/en/papatuanuku-the-land/page-4	   
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Passion;	  real-‐life;	  and	  leadership	  	  

Passion for Susannah is an outcome of Health Education learning: passion for people, 

passion for hauora and Te Ao Māori (the Māori World), and passion for working 

alongside people in their communities. Further, passion is also an emotion that was 

evoked throughout Susannah’s Health Education learning experiences, due perhaps to the 

way in which her teachers engaged her and her classmates in their learning, the links that 

she saw between her learning and her cultural identity and her life, and the opportunities 

she was given outside of the Health Education classroom. For example, an overseas field 

trip in which she connected with people from a different South Pacific culture, her 

involvement in the formation of an anti-violence group within her school, and a national 

leadership opportunity that her Health Education teacher set up for her while she was at 

school, which had a lasting effect on her:  

When I was in fifth form, year 11, one of my health teachers got me an 

opportunity. So I was like on a national youth advisory panel. It was for the 

New Zealand adolescent health and development… I met one of my really 

good friends and ended up flatting with her at Uni from that, and yeah, so 

that was like a panel we were on together in year 11 because of doing Health 

Education.  

These opportunities arising from Health Education learning gave Susannah a sense of 

confidence in her ability to take on leadership roles, secure in her knowledge that she 

had valuable skills to offer a wide range of people and communities.  

 

Critical	  thinking;	  advocacy;	  community;	  and	  leadership	  	  

Susannah connected her Health Education learning with dispositions, capabilities, and 

skills that prepared her for her future: “I wouldn’t be where I am I think, if it hadn’t 

been for Health Education…. I think the skills I acquired have been invaluable in my 

life as a person, as well as in my studies and now career.” Across the interview 

transcript, Susannah referred to how the critical thinking skills practiced and developed 

through Health Education helped her to understand the different perspectives held by 

people:  

It’s not as though we went into that space just to learn about health. We 

actually learned about being a good person, empathy that comes with viewing 

an issue from all those different aspects… A lot of the skills that we picked up, 

and way of understanding issues, especially health issues, has been invaluable 
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in all of our lives. And I think, like I was saying, it teaches you not just about 

the foundations of wellbeing, but how to be a good person as well. Different 

skills to use in different situations. 

 

Health Education learning also equipped her with skills to act as a leader and 

advocate when working to improve the living conditions of others who she had met 

while on an overseas field trip for Health Education:   

So I created a Givealittle66 page... the money we raised went towards 

providing kai67 and stuff like that for them, and different resources… We 

really wanted to just in a small way give back and help them out as much as 

we could. And so yeah, it’s amazing thinking about that now, that all came 

from a health trip around Health Education in year 13… We were quite a few 

years out of school and past that trip. But we really made that connection 

with them through going over there.  

Susannah also acknowledged the importance of her Health Education learning in 

helping her realise that “young people do have a lot of power to be able to create 

health initiatives and positive initiatives, not only in their school but for their 

community as well.” These comments above illustrate that Health Education learning 

was involved in igniting Susannah’s passion for working with and alongside others, as 

well as in giving her the skills, the connections, and the opportunities to exercise 

leadership and advocacy skills. 

 

Passion;	  culture;	  and	  te	  whare	  tapa	  whā	  	  

A passion for Māori culture flowed through the assemblage of learning outcomes, with 

Health Education having been a safe space in which learners in Susannah’s class explored 

a number of concepts that connected to their lives as Māori young adults in Aotearoa. For 

example, te whare tapa whā featured prominently in learning across the levels of Health 

Education:     

Getting to learn about te whare tapa whā was kind of just reconfirming for 

me in my own mind like oh, kind of inherently understand the world is 

accepted here and that is the correct way of knowing and understanding 

about health. And I think that’s really positive especially for Māori students 
                                                
66 A New Zealand-based crowd-funding website for charitable causes.  
67 Māori word for food. 	  
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and everyone. Is just that there’s another, there are different worldviews and 

there doesn’t have to be just one. But it’s really helpful to sort of be able to 

open your mind, especially I guess a Māori perspective, because we are in 

Aoteaora and are the tangata whenua68 of this place. So yeah I think for me, 

it was really cool to get that experience and just to know that my way of 

knowing was accepted and legitimate. 

Susannah’s comment above demonstrates the value in integrating indigenous 

understanding and knowledge into Health Education learning. Susannah’s comment 

indicates that, as a Māori young person, the weaving of te whare tapa whā throughout her 

Health Education learning was positive and powerful. Or, in Susannah’s own words:   

I am grounded by a Māori understanding of what health is and what health 

means. And so I definitely credit that to Health Education at school. 

 

Passion;	  whenua	  and	  environment	  	  

A passion for, or connection with, aspects of Te Ao Māori such as the land (te 

whenua) and the environment (te taiao) flowed through the assemblage of Health 

Education learning outcomes. The very notion of health, for Susannah, is inextricably 

linked to, and intertwined with, one’s place in the world:  

When I think about health I think about being connected to where we come 

from and probably for me, yeah, healthy environments – so a big part of my 

understanding around what it means to be healthy is to have access to a clean 

and healthy environment…I think you can’t understand health isolated from 

the social, cultural context that we sit within. 

The cultural capital that Susannah had from her own up-bringing in relation to the 

inter-weaving of people, health, and the environment was reinforced through Health 

Education learning due to the experiences beyond the walls of a classroom in which 

she connected with others in their environments - such as the South Pacific Island as 

part of the overseas field trip, and locally in her community as she engaged in health 

promotion learning. From a (new) materialist perspective, these observations resonate 

with the traditional Māori ontological worldview whereby the nature-culture dualism 

does not exist, and humans are entangled in and within nature (Jones & Hoskins, 

2016). 

                                                
68 Literally, “people of the land”.  



 205 

Micropolitical	  analysis	  of	  Susannah’s	  assemblage	  of	  learning	  outcomes	  

Micropolitically, the affective flow that forms and holds together Susannah’s 

assemblage of learning outcomes is in some ways at once specifying and 

generalising; aggregative and singular because while the learning in Health 

Education might spark or tap into a passion for something in multiple students, this 

passion will be completely different depending on the backgrounds, interests, 

cultures, and future plans of the different students. Passion is a productive and 

powerful force that forms, flows through, and sustains the above assemblage of 

learning outcomes (Braidotti, 2013). Such is its power, however, passion is also well 

positioned to act rhizomatically to steer learning outcomes off-course, on a ‘line of 

flight’ (Deleuze & Guattari, 1987) that continually draws new relations into 

assemblage and creates new assemblages, acting as generalising and singular affects. 

Two examples of this from the account above are the unplanned health promotion 

activities that Susannah became involved in as a result of her Health Education 

learning - the establishment of an anti-violence group within her school and the 

Givealittle fundraiser. These actions were extra-curricular (the latter taking place 

years after being at school), thus demonstrate the capacity of Health Education 

learning to promote a sense of community involvement in real-life health-related 

issues beyond the confines of the classroom, the school, or even the country.  

 

For Māori learners in the class such as Susannah, the notion that learning in Health 

Education has the potential to legitimise indigenous knowledge, understandings, and 

practices introduces a generalising affect from my perspective as a New Zealand 

European researcher/teacher. This is because until interviewing Susannah, I had not 

really considered the potential for Health Education learning to have this affect (to 

this extent, at least). However, in terms of policy, the meaningful integration of 

indigenous knowledge and understandings into learning in Health Education (and any 

other school subject), should be a given. For example, links to the Treaty of Waitangi 

in The New Zealand Curriculum (Ministry of Education, 2007), cultural competencies 

for teachers of Māori learners (Education Council, 2011), and the values and 

commitment to the Treaty of Waitangi that underpin the Code of Professional 

Responsibility and Standards for the Teaching Profession (Education Council, 2017). 

Concepts such as te whare tapa whā are also strongly connected to health policy 

contexts in Aotearoa, therefore the learning outcomes in Health Education 
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experienced in this assemblage have real and meaningful capacities for young Māori 

learners as they leave school to enter tertiary study and the workforce. This is 

especially the case for those who like Susannah went on to study in health-related 

fields.   

 

As with the affect economy of Daniel’s assemblage of learning outcomes, links to 

governmentality arise from comments made by Susannah about Health Education 

teaching her about ‘being a good person’. This is perhaps an example of a specification 

arising from the attitudes, values, and dispositions that Susannah’s teacher(s) (through the 

learning experiences offered in Health Education) hoped to instill in learners. In this 

reading, Health Education learning offers the capacity to develop skills such as empathy, 

tolerance, and acceptance, which is commensurate with observations earlier in this 

curiosity and in earlier ones. An alternative reading is that Susannah’s up-bringing and 

cultural beliefs had more to do with Health Education having this affect on her, which 

would make this a generalisation. In analysing Daniel’s assemblage of learning 

outcomes, I wrote that the values and dispositions he gained from Health Education 

seemed to contradict those from his up-bringing. For Susannah rather, it seems as though 

the values and dispositions that she credits to learning in Health Education acted more to 

legitimise and strengthen those that she already held. Rather than Susannah’s comments 

about being a good person governing her conduct in a process of governmentality (Rose, 

1999), Health Education offered for Susannah the understanding, knowledge, and skills 

that she needed to be an advocate, activist, and active player in a range of communities: 

someone who can and does act in the best interests of others for the common good. As an 

empowering force, then, connections can be made to Braidotti’s (2013) power.    

 

The affect economy passion for community and culture harnesses a wide range of 

capacities arising from Health Education learning, both in the short-term while students 

are still at school, and in the long-term as they leave school for study or work. Passion 

gets to the heart of young people as they find out who they are, who they want to be, and 

what they can bring to the communities in which they live, work, and breathe.  
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The	  assemblages	  of	  Daniel/Katie/Susannah	  and	  others’	  research	  

In this section of the curiosity I explore resonances between the three assemblages, as 

well as connections to others’ research on learning outcomes in Health Education and 

critical health literacy in senior secondary schooling, as well as scholars’ aspirations for 

learning outcomes that indicate a critical approach to Health Education and health 

literacy. Before I do so, I make a diffractive movement (Barad, 2007) by commenting on 

differences (that make a difference) between the three assemblages in relation to my 

researcher entanglement with Health Education and my preexisting assumptions about 

what Health Education can do. To begin, however, I return to the question that is at the 

heart of the curiosity: what can Health Education do? The identification and analysis of 

the three assemblages above indicate a broad range of compelling, formidable, and 

(sometimes) unexpected affects and capacities arising from Health Education learning 

when it is taught at senior secondary levels and assessed for a national qualification. I 

argue that the capacities of Health Education learning have been under-sold (or have 

remained obscured from view) by previous research that has been undertaken in the area 

of school-based Health Education, with the exception of Tasker (2006). I posit that the 

reason for this is due to the uniqueness of Health Education in Aotearoa in the senior 

secondary levels in terms of its breadth and depth when it is taught and assessed as part of 

the NCEA.  

	  

A	  diffractive	  movement	  	  

By making a diffractive movement (Barad, 2007) I can search for, and make meaning of, 

patterns of difference that emerge in relation to what Health Education can do, to create 

something creative and unexpected, as I did in Curiosity 5. By selecting interview 

transcripts from participants who were diverse in terms of ethnicity, sex, geographical 

location, age, qualifications, and career, it is not surprising that I was able to draw out 

divergent assemblage relations, affective flows, and capacities arising from Health 

Education learning, thus the assemblages were different in themselves. But to diffract 

thought and meaning goes deeper than solely focusing on difference in itself, thus I 

considered the assemblages in terms of my entanglement with Health Education in 

Aotearoa. When I consider my findings in relation to my own experiences in and of 

Health Education, I can create an interference that shifts meaning and understanding 

(Pomerantz & Raby, 2018). When I originally conceived the study and when I developed 
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my interview guide for the interviews, I was expecting to draw out from participants 

more of the ‘academic’ learning outcomes of Health Education rather than ‘lifeskills’ 

type outcomes which to me have always been a little pejorative. For example, the 

learning outcomes I was expecting to highlight were critical thinking, wellbeing, 

determinants of health, health promotion, perspective-taking, communication skills, and 

research and writing skills (Fitzpatrick, 2014; Grant, 2016; McCuaig et al., 2012; 

McCuaig et al., 2014; Paakkari & Paakkari, 2012; Robertson & Dixon, 2017; St Leger, 

2004; Sinkinson & Burrows, 2011; Tasker, 2006). The construction and analysis of the 

three assemblages above, in true rhizomatic form in steering my thinking well off-course, 

has challenged my preexisting ideas and opened up the possibilities for what Health 

Education can do. In other words, my understanding and knowledge of the learning 

outcomes of Health Education have “entangle[d] and crash[ed] together” (Renold & 

Ringrose, 2017, p. 636) with the three assemblages to diffract my thinking about the 

potential of Health Education learning. The affective flows learning to live together in 

the world, tools to navigate the world, and passion for community and culture point to the 

possibilities of Health Education learning outcomes being so much more than solely 

those which can be measured for NCEA assessment, and I suspect, so much more than 

those that any teacher of the subject expects. In this way, then, I again wonder whether 

teachers of Health Education (and other stakeholders) expect too little from the subject 

(McCuaig et al., 2012) when it is taught (and assessed) to the highest level of a school 

curriculum. This indicates that the subject is in fact more complex than first meets the 

eye, and reinforces the non-binary and monist ontology upon which posthuman and new 

materialist thought is predicated. Health Education learning outcomes are not solely 

‘academic’ or ‘lifeskills’; and neither of these should be valued more highly than the 

other. Health Education can (and should) be celebrated for the contribution it can make to 

people’s lives in a variety of ways. Rather than diminishing the academic rigour of the 

subject, then, Health Education has the potential to develop skills for life; skills that 

transcend those which would be labeled ‘academic’. Learning outcomes connected to 

learning to live together in the world, tools to navigate the world, or passion for 

community and culture illuminate the richness and the affective capacities of Health 

Education, as well as its material consequences across people’s lives.  
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Convergences	  	  

I now shift my gaze to the convergences in the assemblages. Micropolitically-speaking, a 

number of affects aggregate across the three assemblages to at times reinforce, and to at 

times challenge, others’ research findings about the potential of Health Education and 

critical health literacy learning in senior secondary schooling. Here, I look wider than 

Health Education and focus also on critical health literacy for two reasons. First, there is a 

paucity of research that has been enacted in the context of senior secondary Health 

Education learning from which to draw. Second, the more I read about critical health 

literacy, the more links I can make to the potential of senior secondary Health Education 

to develop critical health literate citizens. For example, Chinn (2011) conceives 

Nutbeam’s (2000) level of critical health literacy as three interconnected domains: critical 

appraisal of information, understanding social determinants of health, and collective 

action. Relations in the three assemblages, their affective flows, and resulting capacities 

strongly reflect aspects of these three domains, as I will explore below. In order to 

organise the discussion that follows, I have considered the following convergences: at the 

level of relations, three main findings are common to the three assemblages:  

1. HPE concepts 

2. critical thinking 

3. understanding.  

Looking wider at the affective flows for the three assemblages, I can make a case for the 

relations (HPE concepts, critical thinking and understanding) feeding into a common 

thread in which learning to live together in the world, tools to navigate the world, and 

passion for community and culture go some way in preparing young people for life, love, 

and work in an uncertain twenty-first century world. 

 

HPE	  concepts. The three assemblages demonstrate that learning relating to the 

HPE concepts69 was prominent. Respectively for Daniel, Katie, and Susannah, this 

relation was labeled HPE concepts, holism and te whare tapa whā. Robertson (2015) 

hypothesised most students are leaving school with a holistic understanding of wellbeing 

and knowledge of te whare tapa whā, evidence of learning outcomes of Health Education. 

Evidence from the three assemblages supports this hypothesis, at least for students who 

have had the opportunity to study Health Education to the final year of secondary school. 
                                                
69 Hauora, wellbeing; socio-ecological perspective, attitudes and values; health promotion. See Curiosity 2 
for a description of these.  
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Tasker (2006) similarly concluded that students studying the subject at Level 2 and Level 

3 NCEA possessed knowledge and understanding of the concept of hauora and 

recognised the importance of viewing health holistically. As I explored above, the inter-

weaving of te whare tapa whā into Susannah’s experience of Health Education 

legitimised for her Māori ways of knowing and being. A number of New Zealand authors 

have critiqued the way in which te whare tapa whā has been adopted by/into HPE in The 

New Zealand Curriculum (Ministry of Education, 2007) (Fitzpatrick, 2009; Hokowhitu, 

2014; Salter, 2000). Further, Quinlivan, Rasmussen, Aspin, Allen and Sanjakdar (2014) 

interrogate the application of the concept of hauora in Health Education classroom 

practice. They argue that the way in which teachers and students engage with the concept 

reinforces Eurocentric, individualised ideas about wellbeing, and devalues Māori 

epistemologies: “While appearing to legitimate indigenous knowledge, the deployment of 

hauora in the (Health Education class) paradoxically reiterates Eurocentric 

epistemologies and marginalises Māori ways of knowing” (p. 402, emphasis in original). 

The way in which te whare tapa whā operates in the assemblage of learning outcomes for 

Susannah (as a young Māori person) provides a counter point to this argument, but future 

research in this area is needed to ascertain teacher knowledge and teaching practice - and 

their resulting affects - in relation to their deployment of hauora in Health Education in 

Aotearoa.  

 

‘Determinants of health’ is a body of knowledge connected to the concept of the socio-

ecological perspective and features particularly strongly in literature connected to critical 

health literacy. Quotations from Daniel, Katie, and Susannah indicate that Health 

Education afforded them a strong grasp on the myriad of factors that determine the health 

status of not only themselves, but communities and populations as a whole. Moreover, 

they understood the importance of collective health-promoting action to seek to address 

the determinants and enhance people’s wellbeing. Knowledge of the determinants of 

health, understanding how to take action at individual and population levels, and having 

the will to engage in (collective) action are key features of critical health literacy (Alfrey 

& Brown, 2013; Begoray et al., 2009; Nutbeam 2000, 2008; Paakkari & Paakkari, 2012; 

St Leger, 2001; Sykes et al., 2013; WHO, 2016). According to Nutbeam (2008), school-

based Health Education has not seized upon its potential to include determinants of health 

and health-promoting individual and collective actions to address determinants that have 

a negative effect on health status. Evidence from the analysis of the three assemblages 
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above indicate that in the New Zealand context, school-based Health Education can live 

up to this potential. Newly developed syllabuses for Health Education in Australian states 

based on the recent Australian Curriculum: Health and Physical Education (ACARA, 

n.d.b) strongly feature determinants of health and health promoting actions (QCAA, 

2018; VCAA, 2017). Further, the mandating of the health and relationships aspects of 

PSHE education in the United Kingdom as a statutory subject from 2020 (PSHE 

Association, 2018) augurs well for future strengthening of Health Education in the 

country. As the PSHE Association state: the future is bright (for Health Education) 

(PSHE Association, 2018).   

 

Critical	  thinking. Critical thinking (in those very words) was also a relation 

common to the three assemblages. Critical thinking is a feature of level 8 (Level 3 

NCEA) of The New Zealand Curriculum (Ministry of Education, 2007) across all 

learning areas, and is also of central importance to a number of facets of being critically 

health literate. For Daniel, Katie, and Susannah, this manifested in a number of ways. 

First is the ability to be critical - dig below the surface, dispel assumptions - about the 

factors (determinants) that influence people’s health-related decisions and wellbeing 

(Grant, 2016; Sykes et al., 2013), and understand how the determinants inter-relate 

(Tasker, 2006) in our complex world. For example, both Daniel’s and Katie’s comments 

that they do not look at people’s situations at face value. Second, are skills in critically 

appraising health-related information: not just passively accepting information as a truth, 

but questioning and assessing the validity of claims made or information provided 

(Macdonald, Johnson & Leow, 2014; McCuaig et al., 2014; Paakkari & Paakkari, 2012; 

Sykes et al., 2013, Tasker, 2006). For example, Daniel’s ability to question his 

previously-held beliefs and assumptions about health-related issues such as alternative 

medicines and marriage equality. Third - having critically analysed health-related 

information - is the ability to contextualise this to one’s own life (Paakkari & Paakkari, 

2012; Sykes et al., 2013). An example of this is the connections that Susannah made 

between her learning in Health Education, and her own cultural heritage, and the actions 

she took outside of the classroom to promote people’s wellbeing. Finally, feeling 

confident having discussions with others to make shared meaning of health-related 

situations when communicating with friends and family, but also when seeking support 

from health professionals (McCuaig et al., 2014; Nutbeam 2008; Sykes et al., 2013). This 

came through strongly in Katie’s case, professionally in her nursing career and personally 
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in the conversations she felt confident to have with family and friends. It certainly 

appears to be the case that Health Education has given Katie, Daniel, and Susannah 

competence in what St Leger described as key educational outcomes of school-based 

Health Education: “understanding, analysing, and synthesising information and issues” 

(St Leger, 2004, p. 407).  

 

Understanding. Being better able to understand people and the world around 

them was the final relation common to the three assemblages. Respectively for Daniel, 

Katie, and Susannah, this relation (relations in Susannah’s case) was acceptance and 

tolerance, understanding and open-mindedness, and people, connections, community. 

Evidence from the analysis of assemblages above indicates that Health Education 

learning outcomes reflected a Health Education that “truly builds understanding, respect, 

compassion and tolerance for self and others” (Leahy et al., 2016, p. 140). Tasker (2006) 

found that students who studied Health Education were able to see things from different 

perspectives, have empathy for others, and communicate confidently and effectively with 

a wide range of people. The findings above also resonate with the assertion by McCuaig 

and Hay (2013) that Health Education classrooms can “provide a practical training and 

real-life experience in… cooperation, communication, teamwork, negotiation and 

assertiveness” (p. 289). In terms of health literacy, the ability to communicate effectively, 

understand other people’s perspectives, and capacity to influence social norms is seen as 

operating at the interactive level of health literacy (Nutbeam 2000, 2008) and is a 

prerequisite for developing critical health literacy. In terms of understanding the world 

around them - evidenced throughout the analysis of the three assemblages in a variety of 

ways - learning in senior secondary Health Education can contribute to students being 

more able to understand their world and their place in it (Tasker, 2006). These 

observations also resonate with Paakkari’s (2015) discussion of the outcomes of the 

‘personal growth and responsibility’ approach to Health Education (as contrasted to the 

‘fact and skills’ and ‘individual thinking’ approaches). In this more complex 

conceptualisation of what Health Education is and can do, the focus is on “growth 

through learning about themselves, others and the world” (Paakkari, 2015, p. 282). 
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The	  affective	  flows	  in	  the	  assemblages. According to Leahy et al. (2016), a more 

effective Health Education experience would help young people navigate uncertainty, and 

assist them in developing the ability to “critically interrogate what counts as health, why, 

and with what consequences for the lives of the rich diversity of people who inhabit the 

planet” (p. 137). Shifting my focus to the assemblages’ affective flows - learning to live 

together in the world, tools to navigate the world, and passion for community and culture 

- brings to the fore an opportunity to explore connections between the Health Education 

learning outcomes for Daniel, Katie, and Susannah; and skills, dispositions, 

understandings, and knowledge valued in our dynamic twenty-first century world. From 

the critical health literacy field, Paakkari and Paakkari (2012) identify collaboration, 

curiosity, imagination, and initiative as being outcomes of school-based Health 

Education, and Begoray et al. (2009) discuss an outcome being that “knowledge does not 

remain in their [learners’] possession; but is in fact a contribution to the social capital of 

their community” (p. 141). The affective flows running through the three assemblages 

resonate with these propositions. For example in relation to collaboration with 

community through collective action to enhance wellbeing (Susannah), curiosity about 

unfamiliar issues and wanting to make a difference for youth (Daniel), and working 

alongside people from all walks of life as a nurse (Katie). From the Health Education 

field, Sinkinson and Burrows (2011) stress that in our twenty-first century world, 

“diversity and difference come to be valued over sameness and common ways of being” 

(p. 62). I think it is fair to say that for Daniel, Katie, and Susannah, their Health 

Education learning outcomes and the affective flows in the assemblages demonstrate 

evidence that difference and diversity is something to be celebrated, embraced, and 

valued. Also pointing to the potential of Health Education learning when curriculum is 

positioned and enacted salutogenically, Quennerstedt and Öhman (2014) believe that 

learners can leave the subject “equipped with skills and critical abilities to meet the world 

differently… open[ing] up possibilities to improve health by changing social and 

environmental factors though collective action” (p. 195). As discussed above, this is 

congruent with the learning outcomes explored through assemblage for Daniel, Katie, and 

Susannah.  

 

Looking more widely at futures commentary as we approach the third decade of the 

twenty-first century, it is acknowledged that the world in which we live is uncertain, 

dynamic, culturally diverse, and globalised (Hipkins et al., 2014; OECD, 2019; 
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UNESCO, 2017). Increasing inequalities exist between and within nations, as do 

ecological pressures that threaten people’s ability to live, work, and play (OECD, 2018). 

Population trends include ageing societies, declining birth rates, over-population, and 

displacement (Larsen, 2006). We live in a world that features political instability, acts of 

terrorism, increasing prevalence of non-communicable disease as well as outbreaks of 

communicable disease, with future antibiotic resistance a looming threat (McMichael & 

Beaglehole, 2003). Other significant concerns include displacement of people, acts of 

racism, and the increasing effects of climate change (Braidotti, 2019a). As we learn more 

about the human genome and genetic testing becomes more commonplace, a new 

imperative to be ‘genetically responsible’ arises (Novas & Rose, 2001). However, nations 

are working together for a common agenda, for example the achievement of the 

sustainable development goals. Advances in biotechnology and pharmaceutical research, 

innovative medical technologies, gains in life expectancy, and positive effects of 

globalisation provide some counter-balance to the wickedness of the twenty-first century 

world (Larsen, 2006). Evidence from the analysis above indicates that Health Education, 

when given the opportunity, is positioned to enable young people to critically analyse, 

explore, and question the world around them, and in doing so, make a meaningful 

contribution to shaping the community(ies) in which they will live in the future.   

 

 

Conclusion	  

In keeping with an ontology based on entanglement, it is impossible to separate learners 

from the wider world in which they study, live, love, and work. The creation and analysis 

of three assemblages of Health Education learning outcomes, each with unique - but 

sometimes convergent - relations, affective flows and ultimately, capacities has 

demonstrated the rich potential of Health Education learning for young people as they 

move through their world.  

 

Returning to discussions of power, the potential arising from the assemblages of learning 

outcomes in Health Education continued to grow and shift as Daniel, Katie, and Susannah 

became adults, reflecting the posthuman and new materialist notion of potentia as 

“energy, vitality; the constitutive desire to endure” (Taylor, 2016, p. 20). Power here is an 

affective capacity with material consequences for relationships with others and for their 
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own identity as people well-equipped with the skills needed to be adults and to thrive in 

the twenty-first century world. Power is an active and productive energy (Braidotti, 2013) 

that is exercised in their lives (in part) as a result of Health Education learning. This 

power at times governs their behaviour in health-related situations - in keeping with a 

Foucaultian understanding of biopower (Foucault, 1978). However, the three 

assemblages indicate that this is a positive and empowering force shot through the 

participants’ lives over which they have control, rather than a repressive power held over 

them by society’s expectations to ‘do the right thing’ in order to be healthy.  

 

As for providing a partial, contingent answer to the question what can Health Education 

do? The findings and analysis above indicates that Daniel, Katie, and Susannah were 

empowered by the learning outcomes gained through studying Health Education. They 

felt more equipped to enter adulthood and they were more certain of their identities, 

values, and beliefs - they were confident in their skin, if you like. They were more able to 

relate to others positively and productively, including in terms of how they embraced 

diversity of people and perspectives, as well as in taking health-promoting action in their 

workplace or community. They were more knowledgeable about their communities and 

the world itself, and thus more able to navigate the complex terrain of life in an uncertain 

world. All-in-all, the affective flows for Daniel, Katie, and Susannah respectively: 

learning to live together in the world, tools to navigate the world, and passion for 

community and culture indicate that what Health Education can (potentially) do, is 

powerful, positive, and something to be celebrated rather than concealed. I end this 

curiosity with a quotation from Tasker (2006) - the sentiments within which I believe my 

findings and analysis above have reiterated, but have also added to.   

Health Education at the senior level is a subject that has so much to offer 

young people in our schools in terms of their own personal development, their 

dispositions for lifelong learning, and their ability to make a positive 

contribution to communities, society and the world at large (p. 15).  

So… what in the world do to with it all? 
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Curiosity	  9:	  What	  in	  the	  world	  to	  do	  with	  it	  all?	  	  

 

You have left your readers with a very special gift: a headache. By which I  

mean a problem: what in the world to do with it all. That’s their problem.  

That’s where their experimentation begins. Then the openesss of the system  

will spread. If they have found what they have read compelling. Creative 

contagion (Massumi, 2002, p. 19, emphasis in original).    

 

 

Introduction	  

As you can see, I have drawn inspiration from Brian Massumi’s words above in naming 

this curiosity. Indeed, the question what in the world to do with it all? was a provocation 

that shadowed me constantly (and continues to do so) as I attempted to pull the threads of 

my inquiry together in a manner befitting the creativity and curiosity that I have 

embraced in my work. Or, as a storyteller might put it, in a way that provides a 

compelling climax for readers before I conclude my tale. Therefore, in this curiosity, I 

attempt a form of “creative contagion” (Massumi, 2002, p. 19) as I discuss what my 

inquiry findings might mean in the context of the present - as well as future - Health 

Education teaching and researcher practice.  

 

The aim of my inquiry was to investigate the research question how might learning in 

senior secondary Health Education in Aotearoa New Zealand contribute to our twenty-

first century world? I produced data by interviewing 25 people who had studied Health 

Education in the country to Level 3 NCEA, the final year of schooling. I used post-

qualitative analysis, the latter of which took me on an analytic adventure by allowing me 

to think differently about the possibilities of Health Education (Jackson, 2019). Through 

crafting analytical questions to interrogate my data by plugging-in specific theoretical 

concepts (Jackson & Mazzei, 2012), I explored three sub-questions:  
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1. What impacts students’ experiences of Health Education? 

2. How do participants intra-act with the materiality of their Health Education world in 

ways that produce different becomings?     

3. What constitutes the Health Education assemblage, how does it work, and what does 

it do?  

I have organised this curiosity into the following three sections. First, I discuss my 

findings in relation to my overarching research question, as supported by those in the 

findings and analysis curiosities that connect to the sub-questions. I follow this with a 

discussion of the contribution my inquiry makes across divergent areas. Finally, I pose a 

number of questions that, as a result of my inquiry, I am curious about; questions that 

might similarly spark curiosity (for a range of people) in the field of school-based Health 

Education.   

 

 

Complex	  questions,	  partial	  answers	  in	  our	  twenty-‐first	  century	  world	  

This shock between a yesterday which is losing relevance but still seeking  

to survive, and a tomorrow which is gaining substance, characterizes the 

phase of transition as a time of announcement and a time of decision (Freire, 

1974, p. 6, emphasis in original).  

 

In order for me to comment on the extent to which my findings and analysis enable me to 

(partially and contingently) address my overarching research question, I plug-in one of 

many frameworks70 for valued skills in the twenty-first century. I explained the OECD’s 

Global Competence Framework (OECD, 2019) in Curiosity 3, as well as my justification 

for using global competence as a twenty-first century educational theoretical framework 

in my inquiry. As noted earlier, there are four dimensions of global competence, 

supported by four interconnected factors: skills, knowledge, values, and attitudes. I will 

use these dimensions as a theoretical framework to organise and discuss my findings and 

analysis in order for me to make a case for how learning in senior secondary Health 

                                                
70 For a simple overview of the range of frameworks in existence, see: 
https://en.wikipedia.org/wiki/21st_century_skills  



 218 

Education in Aotearoa New Zealand might contribute to our twenty-first century world. 

The dimensions are:  

• Examine local and intercultural issues.  

• Understand and appreciate the perspectives and worldviews of others.  

• Engage in open, appropriate and effective interactions across cultures.  

• Take action for collective wellbeing and sustainable development (OECD, 2019, p. 

169).  

The quotation from Paulo Freire above - written well in advance of the arrival of the 

twenty-first century - is relevant today, internationally in the context of the anthropocene 

and the inception of measures of global competence within the PISA (OECD, 2019). The 

tide is turning nationally too: in New Zealand it is currently a time to make decisions 

about the future of the education system and of NCEA71, and young people are 

announcing their presence in the world as their voices are increasing in volume around 

what matters to them72.  

	  

Health	  Education	  and	  examining	  local	  and	  intercultural	  issues	  	  	  	  

People who studied Health Education to senior secondary levels had, through their 

learning in the subject, understood how to apply conceptual frameworks to make sense of 

health-related issues in their local environment and community, New Zealand society as a 

whole, and in international populations. Moreover, they had a very real interest in doing 

so, their curiosity having been piqued. Learning about health issues - and more 

importantly about how to examine health issues - provided young people with a head start 

as they embarked upon related tertiary study as well as their working lives. Ex-students of 

the subject understood and appreciated the sophistication of concepts such as the 

determinants of health and models for health promotion - moving well beyond the realm 

of individual responsibility for health-related matters. As I discussed in Curiosity 5, for 

this reason, I argue that senior secondary Health Education in Aotearoa - and in 

particular, Level 3 NCEA Health Education - is a point of resistance (Foucault, 1978). 

The conceptual framing of health and health issues provides an alternative discourse that 

                                                
71 For a wide range of proposed policy reforms, see: https://conversation.education.govt.nz/  
72 For example: Outside of schools in relation to climate change: 
https://www.stuff.co.nz/environment/climate-news/112375195/climate-change-strike-school-children-
across-new-zealand-take-second-day-of-action, within schools in relation to gender diversity groups and 
advocacy actions that challenge the status-quo.	  	  
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is more productive and powerful for young adults as they move on from school, 

overtaking and resisting the less sophisticated understandings of health that are more 

likely to be saturated in healthism discourses (Crawford, 1980) or infused with biopower 

(Foucault, 1978).  

 

The specific conceptual and content knowledge that ex-students recalled from their 

Health Education learning unsurprisingly connected to the outcomes in the NCEA Health 

Education Achievement Standards (see Appendix A). Given the open-context nature of 

the Achievement Standards at Level 3 NCEA, people had experienced divergent topics 

and health issues, some of which they had self-selected on the basis of personal interest 

or life circumstances. The opportunity to choose their own topic/issue for learning and 

assessment of learning was highly valued, highlighting the flexibility of The New Zealand 

Curriculum (Ministry of Education, 2007), the NCEA, and Health Education teachers’ 

practice. Graduates of Health Education spoke about having learned about the 

determinants of health, models of health promotion (for example collective action and the 

Ottawa Charter), models of wellbeing (te whare tapa whā and the fonofale), Western, 

alternative and traditional health practices, and ethical principles associated with groups’ 

differing beliefs on moral matters. The body of knowledge drawn upon in Health 

Education, then, is intertwined with the real world, real-life. Many of the material 

resources drawn upon to support learning in the subject, are also infused with reality, 

such as the health promotion posters discussed in Curiosity 6, where I argued how 

resources from the health sector are utilised in unintended ways to be agentic in the 

learning process in Health Education. The young adults went on to encounter the Health 

Education body of knowledge in their tertiary study, in their workplaces, and in their 

every day interactions with people and things, which reinforced the value of their 

learning in the subject while they were at school. Ex-students attributed to Health 

Education their belief that they now had a different way of thinking about the world 

around them. This ‘health-educated’ way of thinking enabled them to dig below the 

surface to more critically make sense of not only their own, but other people’s health-

related situations. The conceptual understanding that Health Education learning brought 

to their lives thus prepared them well for the global competence ‘examining local and 

intercultural issues’ (OECD, 2019). Further, learning in Health Education equipped 

young adults with skills and understandings associated with critical health literacy such 

as familiarity with health models (Paakkari & Paakkari, 2012) and the ability to look 
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beyond the obvious (Nutbeam, 2000) when examining health issues for self, others, and 

society.  

	  

Health	  Education	  and	  understanding	  and	  appreciating	  the	  perspectives	  and	  

worldviews	  of	  others;	  and	  engaging	  in	  open,	  appropriate	  and	  effective	  interactions	  

across	  cultures	  

In this section I consider two dimensions of global competence together, as my findings 

suggest that these two capabilities go hand-in-hand. Valuing the diversity of perspectives 

that exist among people in a classroom, a school, a community, workplace, or the world; 

and engaging in effective interaction with diverse people were prominent in my inquiry 

findings. I discussed these in relation to both the pedagogies put to work in Health 

Education (Curiosity 7) and the learning outcomes of the subject (Curiosity 8). In other 

words, it is very much not only about what is taught in Health Education, but how it is 

taught that enables the subject to contribute to attitudes, values, and dispositions inherent 

in these competencies. Curiosity 5 explored unresolved issues that were problematic 

(wonderings 1 and 3) but also productive (wondering 2) in relation to how the subject is 

promoted and taught within schools.  

 

The ability to look beyond the self and understand - not to mention appreciate and value - 

other people’s divergent perspectives connects also to the ability to think critically. As 

discussed above, this involves looking beyond surface-level understandings of the way in 

which people think and behave, and come to accept that it is alright for us to hold 

different points of view than those of others. For the ex-students of Health Education, this 

certainly rang true.  

 

 How	  Health	  Education	  is	  taught.	  First, in relation to how the subject is taught, the 

array of pedagogical practices experienced by learners in senior secondary Health 

Education in Aotearoa can make a valuable contribution to young people’s ability to 

understand and appreciate the perspectives and worldviews of others; and engage in open, 

appropriate, and effective interactions across cultures. Young people were given the 

opportunity to work together in the Health Education environment to build knowledge 

and understanding - not only of the content being discussed, but also of how to interact 

with others positively and effectively. This was not only in learner-learner interactions, 
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but learner-teacher, and interactions with other adults (or younger students) in the school 

or wider community. Teaching strategies such as debates, exploring both sides of an 

ethical issue, group brainstorming, researching using Internet searches, or making 

(shared) sense of a range of publications provided by the teacher enabled learners to 

develop skills in critical appraisal of information (Paakkari & Paakkari, 2012) and 

concurrently practice and refine communication skills. In senior secondary Health 

Education young people were given the space to work and learn with and alongside 

others, communicate effectively as young adults, and be respected as such by the Health 

Education teacher - in turn raising their confidence as people with knowledge and skills 

to offer that were valued by their teacher, peers, and (hopefully) others in their lives.  

 

 The	  content	  covered	  in	  Health	  Education. Second, in relation to what is explored 

in senior secondary Health Education, numerous learning outcomes of the subject 

connect to understanding and appreciating the perspectives and worldviews of others; and 

the importance of engaging in open, appropriate, and effective interactions across 

cultures. Across a wide range of health-related learning contexts, Health Education 

enabled ex-students to understand why people believe and value what they do, and realize 

that it is okay - even advantageous in our pluralistic and multicultural world - for us to 

hold divergent perspectives; to celebrate and embrace, rather than shy away from, 

difference. Interpersonal skills, while practiced and modelled in Health Education by 

virtue of pedagogical practices employed in the subject, also form key learning outcomes 

of the subject. Ex-students of senior secondary Health Education were equipped with 

skills for effective communication in the workplace, in relationships, collaborating with 

others at university, working with patients in healthcare settings, or engaging with 

children in educational settings. Health Education gave them the confidence to interact 

positively and appropriately with people from different walks of life, as well as tools in 

specific conflict resolution techniques, such as DESC and other assertive communication 

skills. Thus, competencies that are not only required for global competence, but also for 

health literacy at the interactive level (Nutbeam, 2000) and as a precursor for the 

citizenship skills needed at the critical health literacy level (Paakkari & Paakkari, 2012).     
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Health	  Education	  and	  taking	  action	  for	  collective	  wellbeing	  and	  sustainable	  

development	  	  

Health Education is a school subject that has the potential to make a very real 

contribution towards building capability in the area of taking action for collective 

wellbeing and sustainable development. My findings affirm this to be the case for young 

people who have had the opportunity to study Health Education to the senior secondary 

school level. Equipped with an understanding of the determinants of health operating in 

their surroundings, young people took health-promoting actions within their schools, as 

well as outside the confines of the school as they stepped out into the community. Health 

Education learners had the opportunity to work with and alongside influential members 

of the community to advocate for people and for health-related issues. This enabled them 

to hone their advocacy and communication skills, but also to develop their confidence 

when interacting with adults, and self-belief about their ability to make a difference in the 

world  - something that was followed through into adulthood.  

 

It is important to note that taking health-promoting action as a secondary school student 

is not without its difficulties in a school setting, as graduates of the subject attested to. 

Gatekeepers in the school, not possessing the requisite confidence, skills, resources or 

support, or not having sufficient understanding about the ways institutions (such as 

schools and local councils) operate, at times interfered with the learning processes 

involved in taking collective action to enhance people’s wellbeing. This reinforces the 

need for teachers to scaffold learning around health promotion, and not wait until the 

senior secondary level to introduce the idea of health promotion. After all, in New 

Zealand, health promotion is one of the four underlying concepts of the HPE learning 

area and as such, should be intertwined with Health Education learning from the earliest 

level in The New Zealand Curriculum (Ministry of Education 2007).    
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Summary	  of	  my	  partial	  answers	  	  

By applying the Global Comptence Framework (OECD, 2019) above, I have 

demonstrated how learning in senior secondary Health Education in Aotearoa New 

Zealand might contribute to our twenty-first century world in ways befitting the 

capabilities and dispositions that are valued by the diverse variety of people in the world - 

whether they be interacting as family members, fellow students, colleagues, members of 

local communities, or citizens of the world. I have also signalled how learning in the 

subject has the potential to contribute to a number of facets of critical health literacy as 

defined by a range of authors. In doing so, I have further highlighted the richness of 

learning in senior secondary health education - not only for graduates of the subject, but 

potentially for a wide range of people and societal structures.  

 

After having conducted my inquiry, I firmly believe that NCEA Health Education has a 

plausible mission to strike a comfortable balance between academic skills, knowledge, 

and pathways; and what I have referred to as lifeskills. As the health-educated young 

adults embarked upon adulthood, their learning experiences and the learning outcomes 

from senior secondary Health Education provided not only a starting point or head-start, 

but a real springboard to being pro-active, empowered, confident adults when it came to 

making sense of their developing identities, health issues around them, and the 

perspectives of others with whom they interacted effectively.  

 

There is no reason why these competencies cannot be fostered in other school subjects 

(see for example Social Studies ‘taking social action’ that I drew upon in Curiosity 6). I 

argue, however, that the authentic and affective nature of the learning experienced by 

adolescents who study Health Education in Aotearoa, and the ways in which their 

teachers engaged them in the learning process, very much makes a case for senior 

secondary Health Education being a subject that is perfectly positioned to foster in 

learners the capabilities needed to be globally competent and critically health literate 

citizens. The results of PISA 2018, when released, will provide further opportunity for 

my research to connect to the Global Competence Framework by way of comparing my 

findings with the PISA results for their inaugural assessment of global competence.  

 

	  



 224 

The	  contribution	  of	  my	  inquiry	  

In this section I reflect upon the contribution of my inquiry in three different areas in 

which I believe my inquiry adds value. I have organised my reflection into three parts, 

which I will discuss in turn:  

1. Theoretical and methodological contribution.  

2. Contribution to the literature that exists around Health Education and (critical) health 

literacy. 

3. Contribution to the Health Education community.  

 

Theoretical	  and	  methodological	  contribution	  	  

One of my justifications for why my inquiry matters (Curiosity 1) connected to the 

conceptual framing of the inquiry and experimental nature of my data analysis. What I 

hadn’t realised at the early stages of my inquiry - but what I have come to know now - is 

that the post-qualitative analytical approach in the end enabled me to be a lot more 

creative. This enabled me to construct my thesis, and the prose contained within, in a 

completely different way to how I had set out to, and in a way that is somewhat atypical 

for a PhD thesis. Honan and Bright (2016) state that, when relying on organising 

structures advised by textbooks to write a doctorate, there is a “danger of such structures 

being repeated to the point of orthodoxy, stifling creativity from the outset, determining 

what can be written and directing doctoral students away from thinking and writing 

differently” (p. 732). I believe that my approach took heed of their warning. As a result, I 

was able to be creative, and I was able to think and write differently. I believe, through 

the conceptual framing and post-qualitative approach to analysis my inquiry has been 

enriched, and I have been able to produce something that has not yet been produced, and 

move beyond what we already know (or think) to be true (Lather, 2013) about senior 

secondary Health Education.   

 

Theoretically, the new materialisms and posthuman thought offer new ways of doing 

educational research (Ringrose, Warfield & Zarabadi, 2019). For me, my conceptual and 

analytical approaches enabled me to ask different questions of my data and, ultimately, 

ask different questions about Health Education. As I discussed in Curiosity 4, I ‘started in 

the middle’ and my theoretical approach was not defined from the outset of my study; 

rather it was refined later on in my inquiry. Thus, I engaged with theories to think with 
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and through my data, which was produced by a conventional method (in-depth 

interviewing). Rather than seeing this as a limitation of my work, I view this as providing 

a starting point from which not only I, but other researchers as well, can step from to 

collect/produce data in the field of Health Education differently in the future. For 

example, ethnographic methods in which the human and non-human are more fully 

explicated; using non-conventional textual data production methods such as inviting 

participants to write a story or poem, draw; repurposing artefacts from learners that have 

been used as classroom activities; participatory methods. What I have learned through the 

process of my inquiry is that it is critical to ask ourselves as researchers the question: 

what can a method do?     

 

Contribution	  to	  the	  literature	  that	  exists	  around	  Health	  Education	  including	  its	  

connection	  to	  critical	  health	  literacy	  

I knew from the outset of my inquiry that with the exception of Tasker (2006), no 

research in Aotearoa had explored the learning outcomes experienced by students who 

had studied Health Education to the final year of schooling. What I hadn’t realised, until I 

dug deeper and explored the literature surrounding school-based Health Education 

internationally, was that few research studies have been undertaken into learning 

outcomes of senior secondary Health Education anywhere in the world. Research into 

Health Education has more often than not focused on lower levels of schooling, possibly 

due to the fact that Health Education is not commonly taught at the senior secondary level 

of schooling (certainly not in the breadth and depth as it is in New Zealand). I broadened 

my literature search to research studies encompassing health literacy learning outcomes 

as researched in school settings, however this also resulted in few pieces of research on 

learning outcomes, or what Health Education can do.  

 

Therefore, I believe that my research provides a real point of difference to that which has 

preceded it. Across my findings and analysis curiosities, I have been able to illuminate a 

vast array of insights into senior secondary Health Education, in a manner befitting the 

curiosities, wonders, and marvels I believe exist within and throughout the subject. My 

work reinforces the literature that speaks to Health Education’s potential, including its 

potential to contribute to (critical) health literate and globally competent citizens of the 

twenty-first century (Colquhoun, 1989; Fitzpatrick, 2010; Jensen, 1997; MacDonald et 

al., 2015; Tasker, 2006). Moreover, my research echoes concerns regarding the teaching 
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of Health Education at the junior secondary level of schooling, as well as the issues that 

continue to haunt the subject and perhaps impede its progress in different contexts around 

the world (Begoray et al., 2009; Danielsen et al., 2017; Hargreaves, 2013; Leahy, 2012; 

Welch, 2013).    

 

Contribution	  to	  the	  Health	  Education	  community	  

In Curiosity 1, I argued that there has been a tradition of critique in the field of research 

into school-based Health Education. This critique has perhaps come at the expense of 

offering possibilities for Health Education to be conceived and perceived in different, 

more productive ways as well as transform the practice of teachers at the chalkface of 

Health Education (Fernández-Balboa, 2017; Robertson & Dixon, 2017). In order to act 

differently to (aim to) make a difference to illuminate what matters (Barad, 2007), in my 

inquiry I asked different questions of Health Education - different to what I originally set 

out to answer, and also different to questions others have interrogated of Health 

Education in the past. So the time now comes to reflect upon whether (or to what extent) 

I have achieved moving beyond critique into a space where something different has come 

to matter, whilst still producing a ‘critical’ piece of work.  

 

I believe that I have struck a fair balance between moving beyond critique, but remaining 

critical at the same time. For example, my bricolage approach - in which I made use of a 

wide range of theoretical tools to connect to my findings - enabled me to make sense of 

my findings in a variety of ways that illustrated my critical engagement with theory and 

with my findings. A conundrum persists, however, when pursuing the imperative for a 

piece of educational research to inform teacher practice. The conundrum is how one 

might address the need for both a theoretically-rich piece of scholarly work, and 

accessibility to a teacher audience. In order to make my thesis more accessible to a 

teacher audience (as well as participants who were interested in receiving a copy of the 

thesis), I have produced a zine73 (handmade magazine) to accompany my work (see 

Appendix H). My hope is that my inquiry, in whatever format teachers access it, provides 

them with a sense of hope for the future of the subject, reinforces the work they do every 

day with learners, and motivates them to seek student voice that reaffirms, or sets new 

directions for, learning in Health Education in their schools.  

                                                
73 For more information, see https://en.wikipedia.org/wiki/Zine  
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Questions	  I	  am	  still	  curious	  about	  

The notion of becoming supports a reconceptualisation of endings whereby  

an ending is simply opening up a new possibility and supporting new  

directions (Bone, 2009, p. 150).   

 

In this section of the curiosity, I pose a number of questions that I am now curious about, 

after having undertaken my inquiry, my thinking about Health Education becoming 

something other than it was before as a result of my previously-held knowledge about 

Health Education colliding with the various parts to my inquiry (Deleuze & Guattari, 

1987). The questions are separated into questions arising for future inquiry into Health 

Education, for teachers of the subject, for the wider education sector, and for the health 

sector. By ending what in the world to do with it all? with questions, rather than answers, 

I hope that I can open up as yet unopened drawers for others to explore in their own 

practice as related to Health Education, whether that be in relation to teaching practice, or 

research. Some of the questions that follow are similar to others that I have peppered 

throughout my curiosities, and some I have more recently crafted, as my inquiry draws 

closer to an end. Reflecting back upon the assertion from Fernández-Balboa (2017) that 

academic research in Health Education has not translated into everyday practices of 

schools or connected with policy, I am cognisant of the caveat expressed by Allen (2019) 

who states that as a researcher, “I make no claims that such work will result in more just 

outcomes, for those effects are not mine to orchestrate” (p. 286, emphasis in original). 

Therefore, I pose the following questions with the hope that others’ interest will be 

piqued in areas relevant to their work in Health Education, but at the same time 

acknowledge that there is much work yet to be done to discover - much less realise - all 

that that Health Education might have to offer to young people in our twenty-first century 

world.   
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Questions	  arising	  for	  future	  inquiry	  in	  Health	  Education	  

• What data production methods can be used to add to the insights I have discovered 

about Health Education?   

• How can future researchers mobilise theory and critique in a way in which enriches 

our understanding about Health Education?  

• Where can inquiry take place in order to build upon the knowledge I have produced 

about what Health Education can do (where in the world, where in schools, where in 

community settings)?  

• Why is it important to inquire into Health Education in spaces where findings might 

be affirmative rather than connected to the sometimes-damaging tradition of critique 

of Health Education (Allen, 2018)?  

• How can researchers work alongside Health Education teachers to build the teachers’ 

capabilities?  

 

Questions	  arising	  for	  teachers	  

• How purposefully do you inquire into the impact of your teaching spaces, teaching 

practices, and assessment structures on your learners’ experiences of Health 

Education?  

• What would learners in your Health Education classes say about the learning 

outcomes they have gained through studying the subject?  

• What can you do with student voice to enhance your practice but also shed light for 

others in your school community on the nature of learning in Health Education?  

• To what extent does your junior secondary Health Education programme (or teaching 

thereof) connect to some of the sentiments raised by participants in my study?  

• What advocacy actions can you take to help celebrate the potential of, or challenge 

others’ misunderstandings about, Health Education?  

• What support do you need to be an effective teacher of Health Education (or enhance 

your practice) - and from where/whom can you access this support?  
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Questions	  arising	  for	  the	  wider	  education	  sector	  	  

• How can learning in Health Education be integrated purposefully, effectively, and 

meaningfully with other school subjects to develop critical health literacy and global 

competence?  

• What resourcing is needed to deepen teachers’ pedagogical content knowledge in 

Health Education and whose job is it to provide this?  

• How can curriculum and assessment bodies/authorities support development of 

Health Education programmes and the teaching of the subject?  

• How can better connections be forged between the secondary school and tertiary 

education sector, in relation to Health Education pathways beyond school?  

 

Questions	  arising	  for	  the	  health	  sector	  	  

• How can the health and education sectors work together to capitalise upon the 

potential of learning in Health Education to contribute to the wellbeing of people and 

communities?  

• How can the insights raised around the potential of Health Education to contribute to 

(critical) health literacy be used in healthcare and health promotion settings?  

• What insights does this research raise in relation to the use of behavioural change, 

fear-based, and moralistic messaging for health promotion settings?  
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Conclusion	  

Over-preparing students for the risks a few will face while under-preparing 

them for the decisions all of them will make…[versus]… Building 

knowledge, values and competencies such as critical thinking so that all 

students are prepared to thrive in a modern world (Birks Ang, 2019). 

 

As I have demonstrated in my inquiry findings, and as supported by earlier research (for 

example Atkins, 2015; Begoray et al., 2009; Danielsen et al., 2017; Leahy, 2012) there is 

a very real danger for Health Education teachers in lower secondary school levels to 

default to the pedagogically less challenging (for them and for learners) task which Ben 

Birks Ang (2019)74 cogently described in the above quotation. In a more traditional, 

moralistic, and fear-based Health Education, inordinate focus is placed on the risks that a 

small number of young people will face, at the expense of insufficient time accorded to 

the decision-making skills that all young people will all need to navigate the uncertain 

futures ahead of them. However, as I have argued, senior secondary Health Education in 

Aotearoa provides ample opportunities to fulfill the latter portion of Birks Ang’s 

quotation. Health Education has the very real potential to enable young people to leave 

secondary school as health-educated, critically health literate, and globally competent 

citizens who are ready, willing, and able to thrive in an uncertain world.  

The participants in my inquiry had studied Health Education to the final year of 

schooling. As such, they had the benefit of in-depth learning experiences in the subject 

over five years of secondary schooling, which is a point of difference to the majority of 

learners in New Zealand (and other parts of the world) who do not study the subject in 

this breadth or depth, or to this curriculum level for formal school-based qualifications. 

The uniqueness of Health Education at the senior secondary level in Aotearoa, then, has 

enabled me to open the drawers of the Health Education cabinet of curiosities to reveal 

powerful and productive insights about the potential of Health Education, when 

conditions of possibility exist for the subject, its teachers, and its learners. However, as I 

have demonstrated above, my inquiry has perhaps raised more questions than answers: 

there is plenty to remain curious about in the field of school-based Health Education. I 

                                                
74 Ben Birks Ang is the National Youth Services Advisor at Odyssey Auckland and the New Zealand Drug 
Foundation. This quotation is from his presentation to Health and Physical Education teachers at the 
national HPE conference in Wellington, New Zealand, July 2019.  
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also believe that there is the potential for much more to be revealed about the subject, 

especially in a research environment in which a wide range of theoretical and 

methodological tools are being sketched out and gaining traction in the social sciences.   

To bring my inquiry to a close, I now move beyond what Health Education is and can be, 

and what Health Education can do, and move onto an exploration of the question what 

does Health Education want? I do so in the hope of sparking in my readers a curiosity to 

consider the possibilities for the future of Health Education and, as Massumi (2002) 

encourages, experiment with new and creative ways of thinking about the potential of 

Health Education in school spaces.  
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Curiosity	  10:	  What	  does	  Health	  Education	  want?	  	  

 

The desire to get on with it is the fragile yet irrepressible bond that 

interconnects all living entities. This produces a roar of energy that is mostly 

unperceived and imperceptible, yet indispensable (Braidotti, 2019a, p. 179 -

180).  

 

 

I have written my final curiosity to be short, sharp, and poignant; a coda - thus I have not 

separated it into sections. Drawing inspiration from the Health Education heterotopias 

developed by Leahy et al. (2016) following Youdell (2010) and Foucault (in Foucault & 

Miskowiec, 1986), here I present a  heterotopia written in the voice of Health Education 

(at the risk of anthropomorphising) to convey its desires for the future - filtered through 

my and my participants’ thoughts and words.  

 

Heterotopias are described by Foucault (in Foucault & Miskowiec, 1986) as other, 

different places, ones which open the possibility for alternative discourses to emerge. 

Drawing upon the notion of a utopia: “idealised conceptions of society that are 

impossible to locate in reality” (Peters & Freeman-Moir, 2006, p. 7), heterotopias differ 

from the former because they are real spaces of possibility. Youdell (2010) describes the 

difference as follows: “… not just a multiplicity of utopian spaces in the future, but a 

multiplicity of real counter-spaces in the present” (p. 142). Drawn to the notion of a 

counter-space for Health Education in the present and near future, and given everything 

that I have written and argued in this thesis, I think it is fitting to end my inquiry by 

postulating what Health Education might want.   

 

Health Education wants to be taken seriously. It wants to be recognised for its 

potential contribution to tertiary pathways, and a range of careers beyond school. At the 

same time, it wants to be recognised for the value it adds to the lives of young people 

who are still working out who they are, who they might become, and what they can offer 

to people around them - as well as their wider worlds. Health Education wants to strike a 

comfortable balance between hard and soft skills, which means capitalising upon its 

academic rigour, but simultaneously making the most of its potential to develop in its 
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learners an appreciation for the diversity of perspectives held by people in our world, and 

the ability to interact positively with people from different walks of life.  

 

Health Education wants to be celebrated for what it can or may bring to the lives of 

learners, teachers, and others who may cross its path. Its teachers will be trained, 

committed, passionate, and caring teachers. Teachers who care not only about young 

people and not only about Health Education, but who care about both. These are teachers 

who have the energy that is needed to be creative and inquiring, and - in true role 

modelling form - critical consumers and producers of knowledge. Health Education 

wants to take a central role in instilling in its learners political and social mobility, ready 

to deploy their skills, knowledge, and understanding to make their world(s) a safer, more 

equitable place. 

 

Continually blurring the boundaries between the classroom/school/community, Health 

Education wants to bring the curriculum alive (Ministry of Education, 2016) by extending 

the walls of its classroom into the local community and beyond. Whether in the confines 

of a classroom or learning space at school; or whether learning is taking place somewhere 

else, Health Education wants to offer learners a safe space in which to inquire. It wants to 

make its learning real and harness the realities of diverse people’s lives. Health Education 

wants learning and assessment of learning to be authentic, applicable, and personalised. It 

wants to draw upon the non-human resources and upon the human wisdom that learners, 

teachers, and community members have to offer.  

 

Health Education wants be researched in different ways to previous traditions of critique. 

To be moved on, moved forward, and transformed so as to keep up with the dynamism of 

our twenty-first century world. But Health Education will remember its roots and where it 

has come from; never leaving this precious history behind in search of new ways of being 

and doing in the world. Health Education wants to take with it into the future these 

lessons and messages - whether negative or positive - that the past has taught Health 

Education about itself. It wants to offer current and future learners a number of promises 

and possibilities for learning, albeit keeping in mind that it wants to refrain from 

promising too much to too many people. 

Ever the optimist, Health Education wants to exist in a world in which many of its current 

concerns, topics, content, and contexts for learning are no longer a reality; its social 
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injustices no longer unjust. But Health Education is realistic enough to realise that - given 

the complexity of our times - this may be a cruel optimism (Berlant, 2011). Nevertheless, 

Health Education continues to do what its does, and resists to give up on the hope of a 

world where the values of The New Zealand Curriculum (Ministry of Education, 2007) 

and contained within - the attitudes and values of the Health and Physical Education 

learning area - are rampant throughout society. 

 

Finally, Health Education wants many more learners to be able to participate in its 

wonder and wants to reveal to many more people the marvels contained within its 

drawers. In this way, it actually doesn't want to be a cabinet of curiosities, with its 

features hidden from view. Health Education wants to unveil itself and announce itself to 

the world. It wants others to understand it more fully, and ultimately, wants to dispel any 

misunderstandings about its purpose. Health Education wants to be effective and 

affective. It wants to foster in its learners an appreciation for love, life, and wellbeing that 

no other school subject can likely offer. Health Education wants to help shape confident, 

connected, actively involved lifelong learners - thus making a very real contribution to 

the vision of The New Zealand Curriculum (Ministry of Education, 2007), not to mention 

aspects of critical health literacy.  

 

In the end,  

when all’s said and done,  

Health Education just wants 

. 

. 

. 

to get on with it.  
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Appendices	  	  

Appendix	  A:	  Health	  Education	  Matrix	  and	  annotated	  Achievement	  Standard	  	  

	  Health	  Education	  Matrix	  

Level	  1	   Level	  2	   Level	  3	  

AS90971	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Take	  action	  to	  enhance	  an	  aspect	  
of	  personal	  well-‐being.	  
	  
3	  credits	  
Internal	  

AS91235	   2.1	  
Analyse	  an	  adolescent	  health	  
issue.	  
	  
5	  credits	  
External	  

AS91461	   3.1	  
Analyse	  a	  New	  Zealand	  health	  
issue.	  
	  
5	  credits	  
Internal	  	   Iternal	  

AS90972	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Demonstrate	  understanding	  of	  
influences	  on	  adolescent	  eating	  
patterns	  to	  make	  health-‐
enhancing	  recommendations.	  
	  
4	  credits	  
External	  

AS91236	   2.2	  
Evaluate	  factors	  that	  influence	  
people’s	  ability	  to	  manage	  
change.	  
	  
5	  credits	  
Internal	  

AS91462	   3.2	  
Analyse	  an	  international	  health	  
issue.	  
	  
5	  credits	  
External	  	   External	  

AS91097	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Demonstrate	  understanding	  of	  
ways	  in	  which	  well-‐being	  can	  
change	  and	  strategies	  to	  support	  
well-‐being.	  
	  
4	  credits	  
Internal	  

AS91237	   2.3	  
Take	  action	  to	  enhance	  an	  aspect	  
of	  people’s	  well-‐being	  within	  the	  
school	  or	  wider	  community.	  
	  
5	  credits	  
Internal	  

AS91463	   3.3	  
Evaluate	  health	  practices	  
currently	  used	  in	  New	  Zealand.	  
	  
5	  credits	  
Internal	   Internal	  

AS90973	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Demonstrate	  understanding	  of	  
interpersonal	  skills	  used	  to	  
enhance	  relationships.	  
	  
5	  credits	  
Internal	  

AS91238	   2.4	  
Analyse	  an	  interpersonal	  issue(s)	  
that	  places	  personal	  safety	  at	  
risk.	  
	  
4	  credits	  
External	  

AS91464	   3.4	  
Analyse	  a	  contemporary	  ethical	  
issue	  in	  relation	  to	  well-‐being.	  
	  
4	  credits	  
Internal	   Internal	  

AS90974	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Demonstrate	  understanding	  of	  
strategies	  for	  promoting	  positive	  
sexuality.	  
	  
4	  credits	  
Internal	   Internal	  

AS91239	   2.5	  
Analyse	  issues	  related	  to	  
sexuality	  and	  gender	  to	  develop	  
strategies	  for	  addressing	  the	  
issues.	  
	  
5	  credits	  
Internal	   Internal	  

AS91465	   3.5	  
Evaluate	  models	  for	  health	  
promotion.	  
	  
5	  credits	  
External	   External	  

AS90975	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Demonstrate	  understanding	  of	  
issues	  to	  make	  health-‐enhancing	  
decisions	  in	  drug-‐related	  
situations.	  
	  
4	  credits	  
External	   External	  
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Annotated	  Achievement	  Standard:	  Analyse	  a	  New	  Zealand	  health	  issue	  

	  

Subject	  Reference	  Health	  Education	  3.1	  (AS	  91461)	  

Level	  	   3	  	   	   	   	   	  

Credits	  5	  

Assessment	  Internal	  	  	  

Subfield	  Health	  and	  	  

Physical	  Education	  	  	  

Domain	  Health	  Education	  	  

	  
	  
This	  achievement	  standard	  involves	  analysing	  a	  	  
New	  Zealand	  health	  issue.	  
	  
Achievement	  Criteria	  
	  

Achievement	   Achievement	  with	  Merit	   Achievement	  with	  
Excellence	  

• Analyse	  a	  New	  Zealand	  
health	  issue.	  

• Analyse,	  in	  depth,	  a	  
New	  Zealand	  health	  
issue.	  

• Analyse,	  perceptively,	  
a	  New	  Zealand	  health	  
issue.	  

	  

	  

	  

Explanatory	  Notes	  
	  
1 This	  achievement	  standard	  is	  derived	  from	  the	  Health	  and	  Physical	  Education	  learning	  

area	  in	  The	  New	  Zealand	  Curriculum,	  Learning	  Media,	  Ministry	  of	  Education,	  2007;	  level	  8	  
Achievement	  Objectives	  (relevant	  to	  the	  context	  used),	  and	  is	  related	  to	  the	  material	  in	  
the	  Teaching	  and	  Learning	  Guide	  for	  Health	  and	  Physical	  Education,	  Ministry	  of	  Education,	  
2012	  at	  http://seniorsecondary.tki.org.nz.	  

	  
Assessment	  is	  consistent	  with	  and	  reflects	  the	  underlying	  concepts	  (hauora,	  socio-‐
ecological	  perspective,	  health	  promotion,	  attitudes	  and	  values)	  of	  the	  Health	  and	  Physical	  
Education	  learning	  area	  in	  The	  New	  Zealand	  Curriculum,	  page	  22.	  

	  
This	  standard	  is	  also	  derived	  from	  Te	  Marautanga	  o	  Aotearoa.	  	  For	  details	  of	  Te	  
Marautanga	  o	  Aotearoa	  achievement	  objectives	  to	  which	  this	  standard	  relates,	  see	  the	  
Papa	  Whakaako	  for	  the	  relevant	  learning	  area.	  

Around	  50	  hours	  of	  teaching,	  

learning,	  and	  assessment.	  	  	  

Overall	  outcome	  for	  the	  

Achievement	  Standard.	  	  

School-‐based	  assessment.	  	  

Criteria	  for	  the	  three	  possible	  levels	  of	  performance.	  	  
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2 Analyse	  involves	  applying	  a	  critical	  perspective	  to	  a	  New	  Zealand	  health	  issue	  through:	  
• explaining	  the	  nature	  of	  the	  health	  issue	  in	  New	  Zealand	  and	  its	  implications	  for	  the	  

well-‐being	  of	  people	  and	  society	  
• explaining	  how	  the	  major	  determinants	  of	  health	  influence	  the	  health	  issue	  
• recommending	  strategies	  to	  bring	  about	  more	  equitable	  outcomes	  in	  relation	  to	  the	  

health	  issue.	  
The	  analysis	  is	  supported	  by	  evidence.	  

	  
Analyse,	  in	  depth,	  involves	  recommending	  strategies	  for	  addressing	  the	  health	  issue	  that	  
take	  account	  of:	  
• the	  influence	  of	  the	  major	  determinants	  of	  health	  on	  the	  health	  issue	  
• the	  impact	  of	  the	  major	  determinants	  of	  health	  on	  well-‐being.	  
The	  in-‐depth	  analysis	  is	  supported	  by	  detailed	  evidence.	  

	  
Analyse,	  perceptively,	  involves	  recommending	  strategies	  based	  on	  a	  coherent	  explanation	  
that	  connects	  the	  New	  Zealand	  health	  issue	  and	  the	  influence	  of	  the	  major	  determinants	  of	  
health	  on	  the	  issue	  to	  underlying	  health	  concepts	  (hauora,	  socio-‐ecological	  perspective,	  health	  
promotion,	  and	  attitudes	  and	  values).	  
The	  perceptive	  analysis	  is	  supported	  by	  the	  coherent	  and	  consistent	  use	  of	  evidence.	  

	  
3 A	  New	  Zealand	  health	  issue	  is	  one	  affecting	  the	  well-‐being	  of	  an	  identified	  community	  or	  

sector	  in	  New	  Zealand,	  and	  which	  is	  a	  matter	  of	  public	  concern.	  	  Health-‐related	  issues	  may	  
be	  derived	  from:	  
• mental	  health	  or	  resilience	  in	  school	  and	  the	  

wider	  community	  
• concepts	  of	  masculinity,	  or	  femininity	  
• the	  portrayal	  of	  sexuality	  in	  the	  media	  
• teenage	  sexual	  health	  
• use	  of	  a	  specific	  drug	  among	  15-‐24	  year	  olds	  
• prevalence	  of	  a	  specific	  disease	  in	  specific	  

populations	  
• discrimination,	  or	  harassment	  
• ethnic	  or	  culturally	  specific	  issues	  
• currently	  reported	  social	  problems	  such	  as	  –	  

gambling,	  domestic	  violence.	  
Focusing	  on	  suicide	  or	  eating	  disorders	  for	  the	  
analysis	  is	  not	  appropriate. 	  

	  
4 Supported	  by	  evidence	  refers	  to	  the	  use	  of	  specific	  and	  relevant	  details	  to	  support	  an	  

analysis.	  	  Supporting	  evidence	  may	  include	  examples,	  quotations,	  and/or	  data	  from	  
credible	  and	  current	  sources	  such	  as	  government	  ministry	  websites,	  recognised	  
nongovernment	  organisations	  (NGOs),	  research	  journals,	  and	  other	  publications.	  	  
Generally,	  current	  research	  means	  data	  or	  theories	  published	  within	  the	  last	  five	  years.	  

	  
	  

Explanatory	  Note	  2	  below	  provides	  the	  detail	  needed	  to	  make	  a	  judgement	  as	  to	  
whether	  the	  standard	  is	  reached	  (and	  at	  what	  level	  of	  performance).	  This	  shows	  that	  
conceptual	  understanding	  and	  content	  knowledge	  is	  needed	  of	  determinants	  of	  
health,	  wellbeing	  at	  population	  level	  and	  health	  promotion.	  It	  also	  shows	  that	  an	  
‘analysis’	  at	  this	  level	  requires	  explanations	  that	  are	  supported	  by	  evidence	  (also	  see	  
Explanatory	  Note	  4).	  	  

Explanatory	  Note	  3	  outlines	  the	  
definition	  of	  a	  ‘health	  issue’	  and	  
provides	  possible	  contexts	  for	  
study	  –	  however	  this	  is	  not	  an	  
exhaustive	  list:	  any	  health	  issue	  
can	  be	  chosen.	  Suicide	  and	  
eating	  disorders,	  however,	  are	  
excluded.	  This	  is	  for	  reasons	  of	  
teacher	  and	  student	  safety,	  the	  
wellbeing-‐based	  focus	  for	  the	  
Health	  and	  Physical	  Education	  
learning	  area,	  and	  Ministry	  of	  
Education	  guidelines	  around	  
dealing	  with	  suicide	  in	  schools.	  	  
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Appendix	  B:	  Participant	  details	  	  

	  
*Small: around 500 students. Medium: around 1000 students. Large: More than 1500 students.  

Pseudonym Final 
year of 
school 

Ethnicity Sex School context* 
 

 

Current work/study 
situation 

 

Maraia  2007  
NZ 
European/Māori  

F Mid-decile 
coeducational, small.  

University student   

Emma  2006  NZ European 
F Mid-decile 

coeducational, small 
University student   

Rikki  2009 NZ European  
F High-decile 

coeducational, medium  Working in education  

Amy  2015 NZ European  
F High-decile 

coeducational, medium  
University student   

Ben  2015 
Samoan/NZ 
European  

M High-decile 
coeducational, large  

University student   

Rebecca 2016  NZ European  
F High-decile 

coeducational. large  
University student   

May 2015 Māori  
F Mid-decile girls’, 

medium 
University student   

Sarah  2015 NZ European  
F High-decile 

coeducational. Medium 
University student   

Courtney  2015 
Māori/NZ 
European  

F Mid-decile 
coeducational, small 

University student   

Teresa  2015 
Māori/NZ 
European  

F Mid-decile 
coeducational, large  

University student   

Lily  2015 Other (European)  
F High-decile 

coeducational, medium 
University student   

Nadia  2015 NZ European 
F Mid-decile 

coeducational, medium 
University student   

Susannah  2012  Māori 
F 

Low-decile girls’, small  
Working in research 
setting  

Ruby 2017  NZ European 
F High-decile 

coeducational, large Heading to university  

Rachel  2017  NZ European 
F High-decile 

coeducational, large 
Heading to university  

Grace 2017  NZ European 
F High-decile 

coeducational, large 
Heading to university  

Lucy  2017  NZ European 
F High-decile 

coeducational, large 
Heading to university  

Isobel  2017  NZ European 
F Low decile 

coeducational, small  Heading to tertiary study  

Daniel  2013 NZ European 
M Low decile 

coeducational, small 
Student at private 
tertiary college  

Zoe 2013 NZ European F Low-decile girls’, small  Working in forestry  
Hine  2009 Māori  F Low-decile girls’, small  University student   
Sally  2017  NZ European  F Low-decile girls’, small  Working in retail 
Ashley  2012  NZ European  F Low-decile girls’, small  Working in education  
Helen 2012  NZ European  F Low-decile girls’, small  Working in retail  

Katie  2013  NZ European  
F High-decile 

coeducational, large Working in healthcare  
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Appendix	  C:	  Recruitment	  advertisement	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

This	  PhD	  research	  is	  for	  an	  investigation	  into	  the	  long-‐term	  learning	  outcomes	  of	  senior	  

secondary	  health	  education	  in	  Aotearoa	  New	  Zealand.	  The	  research	  will	  explore	  and	  analyse	  

intended	  and	  experienced	  learning	  outcomes	  of	  year	  13/Level	  3	  NCEA	  health	  education.	  It	  

will	  also	  explore	  connections	  between	  the	  learning	  outcomes	  and	  public	  health,	  and	  to	  ideas	  

relating	  to	  capabilities	  needed	  for	  people	  to	  thrive	  in	  the	  21st	  century.	  
	  

We	  are	  looking	  for	  25-‐30	  people	  who	  studied	  health	  education	  to	  Level	  3	  NCEA/year	  13	  	  

in	  New	  Zealand.	  	  You	  may	  have	  left	  school	  recently,	  or	  a	  number	  of	  years	  ago.	  	  You	  may	  reside	  in	  

any	  part	  of	  New	  Zealand.	  	  	  

	  

Should	  you	  agree	  to	  take	  part	  in	  this	  project,	  you	  will	  be	  asked	  to	  attend	  an	  interview	  with	  the	  

researcher	  which	  will	  be	  approximately	  60	  minutes	  long.	  You	  will	  receive	  a	  $30	  petrol	  voucher	  in	  

recognition	  of	  your	  contribution	  to	  the	  research.	  You	  will	  be	  welcome	  to	  bring	  a	  support	  person	  

or	  whānau	  with	  you	  to	  the	  interview.	  	  	  

	  

	  

	  

	  

	  

Did	  you	  study	  Level	  3	  NCEA	  

health	  education	  at	  school?	  	  	  

[This	  project	  has	  been	  reviewed	  and	  approved	  by	  the	  Department	  of	  

Population	  Health,	  University	  of	  Otago]	  

What	  stuck	  with	  you?	  	  Exploring	  the	  long-‐term	  learning	  

outcomes	  of	  senior	  secondary	  school	  health	  education	  in	  

Aotearoa	  New	  Zealand	  
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Appendix	  D:	  Participant	  information	  sheet	  

[Reference	  Number:	  D17/129]	  

[05-‐05-‐2017]	  

	  

	  

	  

What	  stuck	  with	  you?	  	  Exploring	  the	  long-‐term	  learning	  outcomes	  of	  senior	  secondary	  
school	  health	  education	  in	  Aotearoa	  New	  Zealand	  

	  
	  

Information	  sheet	  for	  in-‐depth	  interview	  participants	  	  
	  
Kia	  ora	  and	  thank	  you	  for	  showing	  an	  interest	  in	  this	  project.	  Please	  read	  this	  information	  sheet	  
carefully	  before	  deciding	  whether	  or	  not	  to	  participate.	  If	  you	  decide	  to	  participate	  we	  thank	  
you.	  If	  you	  decide	  not	  to	  take	  part	  there	  will	  be	  no	  disadvantage	  to	  you	  and	  we	  thank	  you	  for	  
considering	  our	  request.	  	  	  
	  
	  
What	  is	  the	  aim	  of	  the	  project?	  
The	  purpose	  of	  this	  PhD	  research	  is	  to	  investigate	  the	  long-‐term	  learning	  outcomes	  of	  senior	  
secondary	  health	  education	  in	  Aotearoa	  New	  Zealand.	  This	  research	  will	  explore	  and	  analyse	  
intended	  and	  experienced	  learning	  outcomes	  of	  year	  13/Level	  3	  NCEA	  health	  education.	  	  It	  will	  
also	  explore	  connections	  between	  the	  learning	  outcomes	  and	  public	  health,	  and	  to	  ideas	  relating	  
to	  capabilities	  needed	  for	  people	  to	  thrive	  in	  the	  21st	  century.	  
	  
	  
What	  types	  of	  participants	  are	  being	  sought?	  
25-‐30	  people	  who	  studied	  health	  education	  to	  Level	  3	  NCEA/year	  13	  in	  New	  Zealand.	  	  You	  may	  
have	  left	  school	  recently,	  or	  a	  number	  of	  years	  ago.	  	  You	  may	  reside	  in	  any	  part	  of	  New	  Zealand.	  	  
Participants	  will	  be	  recruited	  by	  asking	  teachers	  if	  they	  know	  of	  any	  past	  students	  who	  might	  be	  
interested	  in	  being	  involved	  or	  through	  promotion	  in	  a	  number	  of	  tertiary	  settings	  in	  
Christchurch.	  	  	  	  	  	  
	  
	  
What	  will	  participants	  be	  asked	  to	  do?	  
Should	  you	  agree	  to	  take	  part	  in	  this	  project,	  you	  will	  be	  asked	  to	  attend	  an	  interview	  with	  the	  
researcher	  which	  will	  be	  approximately	  60	  minutes	  long.	  You	  will	  receive	  a	  $30	  petrol	  voucher	  in	  
recognition	  of	  your	  contribution	  to	  the	  research.	  	  You	  are	  welcome	  to	  bring	  a	  support	  person	  or	  
whānau	  with	  you	  to	  the	  interview.	  	  	  
	  
	  
What	  information	  will	  be	  collected	  and	  what	  use	  will	  be	  made	  of	  it?	  
The	  interviews	  will	  be	  audio	  recorded	  for	  later	  transcription.	  Personal	  data	  that	  will	  be	  collected	  
are	  gender,	  age	  range,	  current	  life	  situation	  (studying/working/parenting/unemployed)	  and	  
ethnicity.	  This	  information	  may	  be	  used	  to	  help	  explore	  some	  of	  the	  results	  but	  will	  be	  
anonymised	  in	  any	  form	  of	  publication.	  The	  data	  collected	  will	  be	  securely	  stored	  in	  such	  a	  way	  
that	  only	  those	  mentioned	  below	  will	  be	  able	  to	  gain	  access	  to	  it.	  Any	  personal	  identifying	  
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information	  will	  be	  destroyed	  at	  the	  conclusion	  of	  the	  project	  but	  any	  raw	  data	  on	  which	  the	  
results	  of	  the	  project	  depend	  will	  be	  retained	  in	  secure	  storage	  for	  at	  least	  five	  years.	  	  	  
	  
The	  results	  of	  the	  project	  may	  be	  published,	  presented	  at	  conferences,	  and	  will	  be	  available	   in	  
the	   University	   of	   Otago	   Library	   (Dunedin,	   New	   Zealand)	   but	   every	   attempt	   will	   be	   made	   to	  
preserve	  your	  anonymity	  -‐	  care	  will	  be	  taken	  as	  not	  to	  identify	  anyone	  involved	  in	  the	  research.	  	  
	  
You	  will	  be	  given	  the	  option	  to	  check	  the	  transcript	  from	  the	  interview	  for	  accuracy	  and	  be	  able	  
to	  opt	  in	  to	  receive	  the	  final	  thesis	  by	  email.	  	  	  	  	  
	  
This	  project	  involves	  an	  open-‐questioning	  technique.	  The	  general	  line	  of	  questioning	  includes:	  	  
• the	  ‘big	  ideas’	  and	  teaching	  topics	  that	  you	  remember	  (what	  ‘stuck	  with	  you’)	  
• knowledge,	  skills	  and	  understandings	  you	  gained	  by	  studying	  health	  education	  	  
• how	  NCEA	  assessment	  impacted	  on	  your	  experience	  of	  health	  education	  
• how	  what	  you	  explored	  in	  health	  education	  has	  shaped	  you	  as	  a	  person	  and/or	  helped	  you	  

since	  leaving	  school.	  	  	  	  
	  
The	  precise	  nature	  of	  the	  questions	  that	  will	  be	  asked	  have	  not	  been	  determined	  in	  advance,	  but	  
will	   depend	   on	   the	   way	   in	   which	   the	   interview	   develops.	   Consequently,	   although	   the	  
Department	  of	  Population	  Health	  is	  aware	  of	  the	  general	  areas	  to	  be	  explored	  in	  the	  interview,	  
the	  Committee	  has	  not	  been	  able	  to	  review	  the	  precise	  questions	  to	  be	  used.	  In	  the	  event	  that	  
the	  line	  of	  questioning	  does	  develop	  in	  such	  a	  way	  that	  you	  feel	  hesitant	  or	  uncomfortable	  you	  
are	  reminded	  of	  your	  right	  to	  decline	  to	  answer	  any	  particular	  question(s).	  	  
	  
	  
Can	  participants	  change	  their	  mind	  and	  withdraw	  from	  the	  project?	  
You	  may	  withdraw	  from	  participation	   in	  the	  project	  before	  the	   interview	  takes	  place,	  or	  up	  to	  
one	  month	  after	  the	  interview	  has	  taken	  place	  without	  any	  disadvantage	  to	  you.	  
	  
	  
Any	  questions?	  	  
If	  you	  have	  any	  questions	  about	  our	  project,	  either	  now	  or	  in	  the	  future,	  please	  feel	  free	  to	  
contact	  either:	  
	  
Name:	  Rachael	  Dixon	  
Position:	  PhD	  candidate	  
Department:	  Population	  Health	  (Christchurch)	  
Phone	  number:	  03	  364	  3616	  
Email:	  	  rachael.dixon@postgrad.otago.ac.nz	  	  

Name:	  Associate	  Professor	  Gillian	  Abel	  
Position:	  Supervisor	  and	  Head	  of	  
Department	  
Department:	  Population	  Health	  
(Christchurch)	  
Phone	  number:	  03	  364	  3619	  
Email:	  	  gillian.abel@otago.ac.nz	  	  

	  
This	  study	  has	  been	  approved	  by	  the	  Department	  stated	  above.	  However,	  if	  you	  have	  any	  
concerns	  about	  the	  ethical	  conduct	  of	  the	  research	  you	  may	  contact	  the	  University	  of	  Otago	  
Human	  Ethics	  Committee	  through	  the	  Human	  Ethics	  Committee	  Administrator	  (ph	  03	  479-‐
8256).	  Any	  issues	  you	  raise	  will	  be	  treated	  in	  confidence	  and	  investigated	  and	  you	  will	  be	  
informed	  of	  the	  outcome.	  
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Appendix	  E:	  Consent	  form	  

	  
What	  stuck	  with	  you?	  	  Exploring	  the	  long-‐term	  learning	  outcomes	  of	  senior	  secondary	  

school	  health	  education	  in	  Aotearoa	  New	  Zealand	  
	  

	  
Consent	  form	  for	  in-‐depth	  interview	  participants	  	  

	  
I	  have	  read	  the	  information	  sheet	  concerning	  this	  project	  and	  understand	  what	  it	  is	  about.	  All	  
my	  questions	  have	  been	  answered	  to	  my	  satisfaction.	  I	  understand	  that	  I	  am	  free	  to	  request	  
further	  information	  at	  any	  stage.	  I	  know	  that:	  
1. My	  participation	  in	  the	  project	  is	  entirely	  voluntary;	  
2. I	   am	   free	   to	  withdraw	   from	   the	  project	   up	   to	  one	  month	   after	   the	   interview	  without	   any	  

disadvantage;	  
3. Personal	  identifying	  information	  (from	  the	  audio	  recording	  and	  transcript)	  will	  be	  destroyed	  

at	  the	  conclusion	  of	  the	  project	  but	  any	  raw	  data	  on	  which	  the	  results	  of	  the	  project	  depend	  
will	  be	  retained	  in	  secure	  storage	  for	  at	  least	  five	  years;	  

4. This	   project	   involves	   an	   open-‐questioning	   technique.	   The	   general	   line	   of	   questioning	  
includes:	  	  
• the	  ‘big	  ideas’	  and	  teaching	  topics	  that	  you	  remember	  (what	  ‘stuck	  with	  you’)	  
• knowledge,	  skills	  and	  understandings	  you	  gained	  by	  studying	  health	  education	  	  
• how	  NCEA	  assessment	  impacted	  on	  your	  experience	  of	  health	  education	  
• how	  what	  you	  explored	  in	  health	  education	  has	  shaped	  you	  as	  a	  person	  and/or	  helped	  

you	  since	  leaving	  school.	  	  	  	  
	  The	   precise	   nature	   of	   the	   questions	   which	   will	   be	   asked	   have	   not	   been	   determined	   in	  
advance,	  but	  will	  depend	  on	  the	  way	  in	  which	  the	  interview	  develops	  and	  that	  in	  the	  event	  
that	  the	   line	  of	  questioning	  develops	   in	  such	  a	  way	  that	   I	   feel	  hesitant	  or	  uncomfortable	   I	  
may	   decline	   to	   answer	   any	   particular	   question(s)	   and/or	  may	  withdraw	   from	   the	   project	  
without	  any	  disadvantage	  of	  any	  kind;	  

5.	   I	   understand	   I	   will	   receive	   a	   $30	   petrol	   voucher	   in	   recognition	   of	  my	   contribution	   to	   the	  
research;	  	  

6.	   The	  results	  of	  the	  project	  may	  be	  published,	  presented	  at	  conferences,	  and	  will	  be	  available	  
in	  the	  University	  of	  Otago	  Library	  (Dunedin,	  New	  Zealand)	  but	  every	  attempt	  will	  be	  made	  
to	  preserve	  my	  anonymity.	  	  	  

	  
	   I	  agree	  to	  take	  part	  in	  this	  project.	  

	  
	   I	  would	  like	  to	  receive	  by	  email	  the	  interview	  transcript	  so	  I	  can	  check	  it	  for	  accuracy.	  

	  
	   I	  would	  like	  to	  receive	  by	  email	  the	  final	  thesis.	  	  	  	  

	  
	  
.........................................................	  (signature	  of	  participant)	   ...............................	  	  (date)	  
	  
.............................................................................	  (printed	  name)	  
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Appendix	  F:	  Final	  interview	  guide	  

	  

Interview	  Guide	  for	  ‘what	  stuck	  with	  you’?	  In-‐depth	  interviews	  
	  
Safety	  guidelines/scene-‐setting:	  	  
• Reminder	  about	  the	  purpose	  of	  the	  study	  and	  the	  purpose	  of	  the	  interview	  (capture	  

participants’	  experiences,	  opinions	  and	  knowledge)	  	  	  
• Go	  over	  the	  key	  points	  of	  the	  participant	  information	  sheet	  	  
• Reminder	  regarding	  confidentiality	  and	  anonymity	  (select	  a	  pseudonym)	  	  
• I	  am	  going	  to	  record	  the	  interview.	  I	  will	  transcribe	  it	  and	  you	  will	  be	  offered	  the	  opportunity	  

to	  check	  the	  transcript	  for	  accuracy.	  
	  
Demographic	  information	  about	  the	  participant:	  
• Age	  (age	  range),	  gender,	  ethnicity	  (please	  use	  this	  card	  to	  tell	  me	  which	  ethnic	  group	  or	  

groups	  you	  belong	  to)	  
• Current	  situation	  (studying,	  working,	  parenting,	  other).	  	  	  

	  
	  

Topics	  to	  be	  covered:	  Tell	  me	  about…	  
• How	  you	  define	  health	  (or	  being	  healthy)?	  What	  are	  three	  words	  that	  spring	  to	  mind	  when	  

you	  think	  ‘health’?	  	  
• A	  memorable	  moment	  in	  a	  health	  education	  class?	  	  

	  
• Tell	  me	  about	  your	  health	  education	  classroom	  at	  school.	  What	  can	  you	  see,	  hear?	  

(classroom	  set	  up,	  resources	  on	  the	  walls,	  resources	  used	  by	  the	  teacher	  or	  you,	  how	  you	  or	  
the	  teacher	  moved	  in	  the	  class).	  	  

• How	  did	  being	  there	  make	  you	  feel?	  What	  effect	  did	  the	  classroom	  have	  on	  you?	  	  
	  

• What	  were	  the	  ‘big	  ideas’	  and	  teaching	  topics	  that	  you	  remember?	  (concepts,	  content)	  	  
• What	  sorts	  of	  knowledge,	  skills	  and	  understandings	  did	  you	  gain	  by	  studying	  health	  

education?	  	  (understanding	  other	  people?	  Working	  with	  others?	  Critical	  thinking?	  Study	  
skills?	  Health	  promotion	  knowledge?	  Hauora?	  Dets	  of	  Health?	  Literacy	  and	  critique	  of	  
messages	  about	  health	  (health	  literacy)?)	  

• How	  did	  you	  use	  resources,	  ICT,	  books,	  objects	  to	  help	  you	  learn?	  
	  

• What	  do	  you	  think	  others	  got	  out	  of	  studying	  health	  that	  you	  didn’t?	  Why?	  	  	  
• What	  does	  health	  education	  offer	  that	  other	  subjects	  do	  not?	  Or,	  how	  did	  health	  compare	  

with	  other	  subjects	  you	  took?	  	  
	  

• What	  challenged	  you	  in	  your	  health	  education	  learning	  (academic,	  challenge	  assumptions,	  
A/V/Bs?)	  

• How	  did	  NCEA	  assessment	  impact	  on	  your	  experience	  of	  health	  education?	  (what	  did	  you	  
like	  about/not	  like	  about	  the	  way	  learning	  in	  health	  was	  assessed?)	  	  
	  

• Teacher	  practice	  –	  memorable,	  good,	  bad,	  what	  was	  it	  about	  the	  teaching?	  	  
• How	  did	  your	  teacher	  use	  resources	  to	  help	  you	  learn?	  (books,	  video	  clips,	  guest	  speakers,	  

etc.)	  	  
• What	  makes	  a	  good	  health	  teacher?	  	  
• What	  is	  ‘good’	  health	  education?	  	  
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• How	  has	  what	  you	  explored	  in	  health	  education	  helped	  to	  shape	  you	  as	  a	  person	  and/or	  
helped	  you	  since	  leaving	  school?	  	  

• How	  do	  you	  feel	  when	  you	  think	  back	  to	  year	  13	  health?	  	  
• How	  did	  your	  teacher	  use	  resources	  to	  help	  you	  learn?	  (books,	  video	  clips,	  guest	  speakers,	  

etc.)	  	  
	  

• How	  has	  studying	  health	  at	  school	  changed	  your	  view	  of	  the	  world?	  
• What	  actions	  have	  you	  taken	  as	  a	  result	  of	  your	  health	  education	  learning?	  	  
• How	  will	  what	  you	  learned	  in	  health	  help	  you	  in	  your	  future	  (as	  a	  -‐-‐-‐-‐?)	  

	  	  	  	  	  
• What	  would	  you	  say	  to	  parents,	  deans,	  anyone	  who	  might	  discourage	  someone	  from	  taking	  

health?	  	  
• What	  would	  level	  3	  health	  education	  be	  like	  without	  Achievement	  Standards?	  Would	  it	  be	  

taught?	  How?	  	  
• What’s	  missing	  in	  level	  3	  health	  education	  in	  NZ?	  	  

	  
• Is	  there	  anything	  else	  you	  want	  to	  tell	  me	  about?	  	  	  
• Do	  you	  know	  of	  anyone	  else	  who	  might	  be	  interested	  in	  participating	  in	  this	  study?	  	  
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Appendix	  G:	  Ethics	  approval	  letter	  
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Appendix	  H:	  Links	  to	  my	  zine	  

	  

• Online magazine: https://issuu.com/rachaeldixon/docs/zine 

• Downloadable PDF: https://tinyurl.com/rachaelzine  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  


