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Abstract	
  

Background:	
  Efficacious	
  pediatric	
  weight	
  management	
  (PWM)	
  programs	
  have	
  existed	
  for	
  
over	
  two	
  decades,	
  but	
  there	
  is	
  limited	
  evidence	
  that	
  these	
  programs	
  have	
  been	
  translated	
  
into	
  regular	
  practice.	
  There	
  is	
  even	
  less	
  evidence	
  that	
  they	
  have	
  reached	
  communities	
  
experiencing	
  health	
  disparities	
  where	
  access	
  to	
  care	
  is	
  limited.	
  The	
  purpose	
  of	
  this	
  project	
  
was	
  to	
  use	
  a	
  community-­‐engaged	
  approach	
  to	
  select	
  an	
  evidence-­‐based	
  PWM	
  program	
  that	
  
could	
  be	
  delivered	
  with	
  the	
  available	
  resources	
  in	
  a	
  community	
  that	
  is	
  experiencing	
  health	
  
disparities.	
  	
  	
  

Methods:	
  The	
  project	
  was	
  developed	
  by	
  the	
  Partnership	
  for	
  Obesity	
  Planning	
  and	
  
Sustainability	
  Community	
  Advisory	
  Board	
  (POPS-­‐CAB)	
  in	
  the	
  Dan	
  River	
  Region	
  of	
  
southwest	
  Virginia.	
  The	
  POPS-­‐CAB	
  included	
  representatives	
  from	
  a	
  local	
  pediatric	
  health	
  
care	
  center,	
  the	
  Danville/Pittsylvania	
  Health	
  Department,	
  Danville	
  Parks	
  &	
  Recreation,	
  the	
  
Boys	
  &	
  Girls	
  Club,	
  and	
  the	
  Fralin	
  Center	
  for	
  Translational	
  Obesity	
  Research	
  (n=15).	
  Three	
  
PWM	
  programs	
  were	
  identified	
  that	
  met	
  the	
  criteria	
  of	
  demonstrating	
  short	
  and	
  longer-­‐
term	
  efficacy,	
  across	
  multiple	
  studies	
  and	
  diverse	
  populations,	
  in	
  reducing	
  childhood	
  
obesity	
  for	
  children	
  between	
  the	
  ages	
  of	
  8	
  to	
  12	
  years	
  across	
  multiple	
  studies.	
  	
  The	
  
programs	
  included	
  the	
  Traffic	
  Light	
  Diet,	
  Bright	
  Bodies,	
  and	
  Golan	
  and	
  colleagues’	
  Home	
  
Environmental	
  Change	
  Model.	
  All	
  three	
  programs	
  included	
  a	
  high	
  frequency	
  of	
  in-­‐person	
  
sessions	
  delivered	
  over	
  a	
  6-­‐month	
  period,	
  but	
  one	
  included	
  an	
  adapted	
  version	
  that	
  
delivered	
  the	
  content	
  via	
  interactive	
  technology	
  and	
  could	
  be	
  delivered	
  with	
  far	
  fewer	
  
resources	
  (Family	
  Connections	
  adapted	
  from	
  the	
  Home	
  Environmental	
  Change	
  Model).	
  A	
  
mixed-­‐methods	
  approach	
  was	
  used	
  to	
  determine	
  program	
  selection.	
  This	
  approach	
  
included	
  individual	
  POPS-­‐CAB	
  member	
  rating	
  of	
  each	
  program,	
  followed	
  by	
  small	
  group	
  
discussions,	
  a	
  collective	
  quantitative	
  rating,	
  and,	
  once	
  all	
  programs	
  were	
  reviewed	
  a	
  rank	
  
ordering	
  of	
  programs	
  across	
  characteristics.	
  Finally,	
  a	
  large	
  group	
  discussion	
  was	
  
conducted	
  to	
  come	
  to	
  agreement	
  on	
  the	
  selection	
  of	
  one	
  program	
  for	
  future	
  local	
  
adaptation	
  and	
  implementation.	
  All	
  small	
  and	
  large	
  group	
  discussions	
  were	
  audio	
  recorded	
  
and	
  transcribed	
  verbatim	
  to	
  identify	
  themes	
  that	
  influenced	
  the	
  program	
  selection	
  decision.	
  	
  
The	
  quantitative	
  results	
  were	
  averaged	
  across	
  individuals	
  and	
  across	
  the	
  groups.	
  
Qualitative	
  results	
  were	
  reduced	
  to	
  meaning	
  units,	
  and	
  then	
  grouped	
  into	
  categories,	
  and	
  
lastly,	
  themes.	
  	
  

Results:	
  Individual	
  ratings	
  across	
  Bright	
  Bodies,	
  Family	
  Connections,	
  and	
  Traffic	
  Light	
  were	
  
3.9	
  (0.3),	
  3.6	
  (0.5),	
  and	
  3.4	
  (0.4),	
  respectively.	
  The	
  ratings	
  differed	
  slightly	
  between	
  
community	
  and	
  academic	
  partners	
  demonstrated	
  by	
  a	
  higher	
  rating	
  for	
  Bright	
  Bodies	
  by	
  
community	
  members	
  and	
  a	
  higher	
  rating	
  for	
  Family	
  Connections	
  by	
  academic	
  members.	
  
After	
  small	
  group	
  discussions	
  the	
  average	
  group	
  ratings	
  across	
  the	
  programs	
  was	
  3.8	
  (0.4)	
  
for	
  Bright	
  Bodies,	
  3.5	
  (0.6)	
  for	
  Family	
  Connections,	
  and	
  3.4	
  (0.6)	
  for	
  Traffic	
  Light.	
  Finally,	
  
the	
  rank	
  order	
  of	
  programs	
  for	
  potential	
  implementation	
  was	
  Bright	
  Bodies,	
  Family	
  
Connections,	
  and	
  Traffic	
  Light.	
  Qualitative	
  information	
  for	
  each	
  program	
  was	
  broken	
  down	
  
into	
  four	
  main	
  themes	
  of	
  discussion,	
  (1)	
  the	
  importance	
  for	
  the	
  chosen	
  program	
  to	
  have	
  a	
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balance	
  of	
  nutrition	
  and	
  physical	
  activity,	
  (2)	
  negative	
  perceptions	
  of	
  calorie	
  counting,	
  (3)	
  a	
  
desire	
  to	
  target	
  both	
  the	
  parent	
  and	
  the	
  child,	
  as	
  well	
  as	
  (4)	
  the	
  need	
  for	
  practicality	
  and	
  
usability	
  the	
  target	
  settings.	
  	
  During	
  the	
  final	
  large	
  group	
  discussion,	
  the	
  above	
  themes	
  
suggest	
  that	
  the	
  primary	
  reasons	
  that	
  Bright	
  Bodies	
  was	
  selected	
  included	
  the	
  availability	
  
of	
  nutrition	
  information,	
  structured	
  physical	
  activity	
  sessions,	
  presence	
  of	
  a	
  usable	
  
workbook,	
  as	
  well	
  as	
  the	
  balance	
  of	
  parent	
  and	
  child	
  involvement.	
  	
  

Conclusion:	
  Key	
  considerations	
  in	
  program	
  selection	
  were	
  related	
  more	
  to	
  the	
  program	
  
content,	
  delivery	
  channel,	
  and	
  available	
  resources	
  for	
  replication	
  rather	
  than	
  simply	
  
selecting	
  a	
  program	
  that	
  was	
  less	
  resource	
  intensive.	
  	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  



IV	
  
Table	
  of	
  Contents	
  	
  

I. Introduction………………………………………………………………………………………………………	
  1	
  
II. Methods…………………………………………………………………………………………………………….	
  5	
  

Defining	
  the	
  characteristics	
  of	
  Evidence-­‐Based	
  Pediatric	
  Weight	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Management	
  Interventions……………………………………………………………………...	
  6	
  
Assessing	
  available	
  resources………………………………………………………………….	
  8	
  
Selecting	
  an	
  Evidence-­‐Based	
  Pediatric	
  Weight	
  Management	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Intervention……………………………………………………………………………………………	
  9	
  	
  
Quantitative	
  Assessments………………………………………………………………………..	
  11	
  
Qualitative	
  Assessments………………………………………………………………………….	
  11	
  
Analyses…………………………………………………………………………………………………	
  12	
  

III. Results………………………………………………………………………………………………………………	
  12	
  
Individual	
  and	
  Small	
  Group	
  Quantitative	
  Ratings……………………………………...	
  12	
  
Qualitative	
  Assessment	
  of	
  Programs………………………………………………………...	
  17	
  
Selection	
  of	
  the	
  “best”	
  program………………………………………………………………..	
  22	
  

IV. Discussion…………………………………………………………………………………………………………	
  24	
  
Limitations……………………………………………………………………………………………..	
  26	
  

V. Conclusion………………………………………………………………………………………………………...	
  26	
  
References………………………………………………………………………………………………………...	
  28	
  
Appendix…………………………………………………………………………………………………………..	
  31	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  



V	
  
List	
  of	
  Table	
  Present	
  in	
  Thesis	
  Document	
  	
  

Table	
  1:	
  Program	
  Comparison	
  Chart……………………………………………………………………………...	
  10	
  

Table	
  2:	
  Average	
  of	
  Individual	
  Program	
  Rating	
  Scores	
  by	
  Community	
  and	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Academic	
  Members………………………………………………………………………………………………………	
  13	
  

Table	
  3:	
  Group	
  Scores	
  and	
  Average	
  Across	
  Groups………………………………………………………...	
  15	
  

Table	
  4:	
  Program	
  Themes	
  and	
  Group	
  Discussion	
  Examples……………………………………………	
  19	
  

Table	
  5:	
  Selection	
  of	
  “Best”	
  Program……………………………………………………………………………..	
  22	
  

List	
  of	
  Tables	
  in	
  Appendix	
  Portion	
  of	
  Thesis	
  Document	
  	
  

Table	
  1A:	
  Program	
  Components	
  as	
  based	
  on	
  American	
  Academy	
  of	
  Pediatrics	
  
Recommendations………………………………………………………………………………………………………..	
  31	
  

Table	
  2A:	
  Program	
  Rating	
  Evaluation	
  Sheet-­‐Family	
  Connections……………………………………	
  32	
  

Table	
  3A:	
  Program	
  Rating	
  Evaluation	
  Sheet-­‐Traffic	
  Light……………………………………………….	
  32	
  

Table	
  4A:	
  Program	
  Rating	
  Evaluation	
  Sheet-­‐Bright	
  Bodies………………...…………………………..	
  33	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  

	
  



1	
  
I.	
  Introduction	
  	
  

In	
  the	
  United	
  States,	
  the	
  prevalence	
  of	
  obesity	
  among	
  children	
  and	
  adolescents	
  has	
  

more	
  than	
  tripled	
  in	
  the	
  past	
  30	
  years,	
  reaching	
  approximately	
  17%1,2	
  and	
  this	
  is	
  expected	
  

to	
  reach	
  30%	
  by	
  20302.	
  Evidence	
  shows	
  that	
  overweight	
  children	
  are	
  twice	
  as	
  likely	
  to	
  

become	
  overweight	
  adults	
  and	
  are	
  at	
  an	
  increased	
  risk	
  for	
  adult	
  diseases,	
  such	
  as	
  diabetes,	
  

cardiovascular	
  disease,	
  sleep	
  apnea,	
  and	
  fatty	
  liver	
  disease	
  both	
  as	
  children	
  and	
  adults3.	
  	
  

Unfortunately,	
  childhood	
  obesity	
  continues	
  to	
  persist	
  and	
  is	
  more	
  impactful	
  on	
  some	
  

portions	
  of	
  population	
  than	
  others	
  (e.g.,	
  rural	
  and	
  low	
  socioeconomic	
  status	
  populations	
  

with	
  less	
  access	
  to	
  health	
  care).	
  	
  

One	
  example	
  is	
  the	
  Dan	
  River	
  Region	
  (DRR),	
  in	
  southwest	
  Virginia	
  and	
  North	
  

Carolina.	
  Across	
  the	
  region,	
  50%	
  of	
  the	
  population	
  is	
  female,	
  27%	
  black,	
  and	
  approximately	
  

17%	
  of	
  the	
  population	
  lives	
  below	
  the	
  Federal	
  Poverty	
  Level4,5.	
  The	
  DRR	
  is	
  characterized	
  by	
  

high	
  rates	
  of	
  unemployment,4-­‐6	
  and	
  low	
  literacy	
  with	
  approximately	
  one-­‐quarter	
  of	
  the	
  

population	
  lacking	
  health	
  insurance.	
  In	
  addition,	
  those	
  living	
  in	
  the	
  DRR,	
  when	
  compared	
  to	
  

the	
  nation,	
  are	
  more	
  likely	
  to	
  experience	
  diabetes,	
  hypertension,	
  hypercholesterolemia,	
  and	
  

obesity4.	
  	
  These	
  disparities	
  are	
  also	
  evident	
  in	
  the	
  population	
  of	
  DRR	
  children.	
  Data	
  

collected	
  by	
  school	
  nurses	
  in	
  one	
  local	
  school	
  district	
  in	
  the	
  DRR	
  showed	
  17%	
  of	
  first	
  

graders	
  to	
  be	
  overweight	
  and	
  19%	
  to	
  be	
  obese.	
  	
  By	
  fifth	
  grade,	
  in	
  the	
  same	
  cohort,	
  the	
  

prevalence	
  increased	
  to	
  19%	
  and	
  36%,	
  respectively7.	
  	
  This	
  rate	
  of	
  obesity	
  in	
  the	
  DRR	
  is	
  

three	
  times	
  higher	
  than	
  state	
  averages	
  which	
  estimates	
  approximately	
  11%	
  of	
  Virginia	
  high	
  

school	
  students	
  to	
  be	
  obese7.	
  

To	
  address	
  the	
  high	
  prevalence	
  of	
  obesity	
  in	
  the	
  DRR,	
  a	
  community-­‐academic	
  

partnership-­‐-­‐	
  the	
  Dan	
  River	
  Partnership	
  for	
  a	
  Healthy	
  Community	
  (DRPHC)—	
  was	
  

developed	
  using	
  a	
  community-­‐based	
  participatory	
  research	
  (CBPR)	
  approach8.	
  	
  The	
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mission	
  of	
  the	
  DRPHC	
  is	
  to	
  foster	
  community	
  partnerships	
  to	
  combat	
  obesity	
  in	
  the	
  DRR	
  

through	
  healthy	
  lifestyle	
  initiatives.	
  	
  The	
  members	
  of	
  the	
  DRPHC	
  share	
  a	
  vision	
  of	
  

promoting	
  an	
  environment	
  that	
  supports	
  opportunities	
  for	
  all	
  DRR	
  residents	
  to	
  make	
  

healthy	
  food	
  choices	
  and	
  to	
  be	
  physically	
  active	
  in	
  order	
  to	
  achieve	
  or	
  maintain	
  a	
  healthy	
  

weight9.	
  	
  Specifically	
  related	
  to	
  childhood	
  obesity,	
  and	
  as	
  a	
  result	
  of	
  a	
  lack	
  of	
  access	
  to	
  

childhood	
  obesity	
  treatment	
  resources,	
  the	
  DRPHC	
  also	
  developed	
  a	
  community	
  advisory	
  

board	
  to	
  identify	
  and	
  develop	
  an	
  evidence-­‐based	
  pediatric	
  weight	
  management	
  program	
  

that	
  could	
  reach	
  high	
  need	
  families	
  in	
  the	
  region	
  and	
  be	
  sustained	
  with	
  local	
  resources10.	
  

While	
  there	
  is	
  a	
  lack	
  of	
  access	
  to	
  pediatric	
  weight	
  management	
  in	
  the	
  DRR,	
  there	
  is	
  a	
  

sufficient	
  amount	
  of	
  evidence-­‐based	
  programs	
  that	
  have	
  demonstrated	
  short	
  and	
  longer-­‐

term	
  efficacy	
  across	
  a	
  number	
  of	
  research	
  trials11-­‐15.	
  These	
  pediatric	
  weight	
  management	
  

(PWM)	
  programs	
  most	
  often	
  include	
  a	
  multidisciplinary	
  approach	
  with	
  interventions	
  

including	
  medical	
  care,	
  nutrition	
  education,	
  physical	
  activity,	
  and	
  behavioral	
  

counseling12,13,16-­‐21.	
  The	
  approach	
  typically	
  requires	
  personnel	
  such	
  as	
  registered	
  dietitians,	
  

exercise	
  physiologists,	
  and	
  psychologists.	
  The	
  American	
  Academy	
  of	
  Pediatrics	
  

recommends	
  PWM	
  programs	
  of	
  medium	
  (26-­‐75	
  hours	
  of	
  contact)	
  or	
  high	
  (>75	
  hours	
  of	
  

contact)	
  intensity	
  as	
  those	
  that	
  will	
  have	
  the	
  highest	
  likelihood	
  of	
  success	
  in	
  reducing	
  

weight	
  status22.	
  Unfortunately,	
  there	
  is	
  little	
  evidence	
  that	
  this	
  standard	
  has	
  been	
  

translated	
  into	
  widespread	
  clinical	
  practice	
  and	
  it	
  may	
  be	
  that	
  the	
  same	
  features	
  of	
  PWM	
  

programs	
  that	
  lead	
  to	
  efficacy	
  are	
  also	
  those	
  that	
  reduce	
  the	
  likelihood	
  of	
  adoption	
  or	
  that	
  

significant	
  adaptation	
  may	
  be	
  necessary	
  to	
  make	
  evidence-­‐based	
  programs	
  generalizable	
  to	
  

community	
  or	
  clinical	
  settings23.  	
  

An	
  emerging	
  body	
  of	
  literature	
  suggests	
  that	
  systems-­‐based	
  approaches	
  may	
  be	
  

ideal	
  to	
  support	
  the	
  identification,	
  adaptation,	
  and	
  implementation	
  of	
  locally	
  relevant,	
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evidence-­‐based	
  programs24,25.	
  Systems-­‐based	
  approaches	
  (1)	
  acknowledge	
  the	
  role	
  of	
  the	
  

environment,	
  context,	
  and	
  cost	
  in	
  obesity,	
  (2)	
  integrate	
  research	
  and	
  practice	
  to	
  adapt	
  

evidence-­‐based	
  interventions,	
  (3)	
  focus	
  on	
  the	
  underlying	
  scientific	
  principles	
  of	
  an	
  

intervention	
  and	
  organizational	
  mission,	
  expertise	
  and	
  resources,	
  and	
  (4)	
  involve	
  multi-­‐

leveled	
  approaches24,25.	
  Systems-­‐based	
  approaches	
  include,	
  but	
  move	
  beyond,	
  determining	
  

efficacy	
  and	
  address	
  broader	
  contextual	
  issues	
  such	
  as	
  initiative	
  adoption,	
  implementation,	
  

and	
  maintenance	
  across	
  settings	
  as	
  well	
  as	
  reach	
  and	
  maintenance	
  at	
  the	
  individual	
  level25.	
  	
  

A	
  systems-­‐based	
  approach	
  also	
  highlights	
  the	
  importance	
  of	
  cyclic	
  priorities,	
  

cultural	
  norms,	
  and	
  context	
  associated	
  with	
  implementing	
  new	
  strategies26.	
  This	
  includes	
  

understanding	
  tacit	
  practice-­‐based	
  knowledge;	
  relationships	
  within	
  a	
  practice	
  

organization;	
  and	
  the	
  strategic	
  processes	
  that	
  influence	
  decision-­‐making26.	
  Finally,	
  when	
  

considering	
  childhood	
  obesity,	
  systems-­‐based	
  approaches-­‐-­‐within	
  healthcare	
  or	
  public	
  

health	
  settings—should	
  obtain	
  perspectives	
  from	
  vertical	
  and	
  horizontal	
  components	
  

across,	
  and	
  within,	
  the	
  local	
  organizations	
  that	
  identify	
  and	
  interact	
  with	
  obese	
  children27.	
  	
  

Vertical	
  components	
  of	
  a	
  systems-­‐based	
  approach	
  can	
  be	
  operationalized	
  as	
  both	
  

the	
  staff	
  that	
  interact	
  with	
  the	
  potential	
  recipients	
  of	
  a	
  PWM	
  program	
  and	
  the	
  

organizational	
  decision-­‐makers	
  who	
  can	
  approve	
  such	
  a	
  program.	
  For	
  example,	
  Estabrooks	
  

and	
  colleagues	
  engaged	
  multiple	
  levels	
  of	
  a	
  managed	
  care	
  organization	
  and	
  found	
  that	
  

engaging	
  organizational	
  decision	
  makers	
  as	
  well	
  as	
  health	
  educators	
  and	
  registered	
  

dietitians	
  in	
  a	
  systems-­‐based	
  approach	
  to	
  obesity	
  treatment	
  resulted	
  in	
  a	
  novel	
  integration	
  

of	
  practice	
  and	
  research	
  knowledge.	
  The	
  partnership	
  produced	
  an	
  adapted	
  evidence-­‐based	
  

program	
  that	
  was	
  effective,	
  led	
  to	
  sustained	
  changes,	
  and	
  was	
  integrated	
  into	
  standard	
  

practice28,29	
  providing	
  initial	
  evidence	
  for	
  the	
  sustainability	
  of	
  interventions	
  developed	
  

using	
  a	
  systems-­‐based	
  approach.	
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Horizontal	
  components	
  of	
  a	
  systems-­‐based	
  approach	
  include	
  the	
  engagement	
  of	
  

several	
  sectors	
  within	
  a	
  local	
  region	
  that	
  can	
  aid	
  in	
  addressing	
  childhood	
  obesity27.	
  Indeed,	
  

the	
  key	
  to	
  success	
  for	
  childhood	
  obesity	
  treatment	
  within	
  healthcare	
  settings	
  is	
  the	
  

presence	
  of	
  a	
  strong	
  and	
  engaged	
  community	
  partner30.	
  Community-­‐based	
  participatory	
  

research	
  (CBPR)	
  partnerships31,32	
  are	
  ideal	
  settings	
  for	
  achieving	
  horizontal	
  engagement	
  

across	
  local	
  organizations.	
  	
  CBPR	
  is	
  a	
  process	
  that	
  builds	
  equitable	
  community-­‐academic	
  

partnerships	
  and	
  involves	
  the	
  community	
  in	
  all	
  phases	
  of	
  the	
  research	
  process	
  including	
  

assessments	
  of	
  the	
  problem,	
  identification	
  and	
  selection	
  of	
  potential	
  interventions	
  for	
  the	
  

community,	
  planning	
  and	
  development	
  of	
  the	
  intervention,	
  as	
  well	
  as	
  monitoring	
  and	
  

evaluation9,33.	
  	
  In	
  the	
  DRR,	
  the	
  DRPHC	
  includes	
  strong	
  and	
  engaged	
  healthcare,	
  public	
  

health,	
  and	
  community	
  organizations8.	
  Collectively,	
  these	
  organizations	
  reach	
  a	
  broad	
  and	
  

high	
  need	
  cross-­‐section	
  of	
  obese	
  children	
  in	
  the	
  DRR	
  and	
  provide	
  the	
  opportunity	
  to	
  

engage	
  both	
  the	
  staff	
  that	
  will	
  interact	
  with	
  the	
  families	
  and	
  the	
  decision-­‐makers	
  who	
  could	
  

provide	
  approval	
  for	
  such	
  strategies	
  to	
  be	
  implemented	
  and	
  sustained.	
  	
  

Although	
  systems-­‐based	
  approaches	
  hold	
  promise	
  in	
  identifying,	
  adapting,	
  and	
  

implementing	
  evidence-­‐based	
  PWM	
  programs,	
  there	
  are	
  no	
  published	
  reports,	
  to	
  our	
  

knowledge,	
  that	
  have	
  documented	
  the	
  process	
  by	
  which	
  decisions	
  are	
  made	
  relative	
  to	
  the	
  

specific	
  evidence-­‐based	
  program	
  that	
  is	
  selected,	
  the	
  degree	
  and	
  process	
  of	
  adaptation,	
  and	
  

the	
  feasibility	
  and	
  outcomes	
  of	
  implementing	
  newly	
  adapted	
  PWM	
  programs.	
  	
  The	
  purpose	
  

of	
  this	
  project	
  is	
  to	
  describe	
  the	
  decision	
  making	
  process	
  of	
  the	
  Partnership	
  for	
  Obesity	
  

Planning	
  and	
  Sustainability	
  Community	
  Advisory	
  Board	
  (POPS-­‐CAB)	
  of	
  the	
  DRPHC	
  when	
  

selecting	
  an	
  evidence-­‐based	
  PWM	
  program	
  for	
  possible	
  translation	
  into	
  clinical	
  and	
  

community	
  practice.	
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II.	
  Methods	
  	
  

The	
  POPS-­‐CAB	
  was	
  established	
  in	
  January	
  2013.	
  	
  The	
  membership	
  of	
  the	
  POPS-­‐CAB	
  

during	
  the	
  intervention	
  selection	
  phase	
  of	
  the	
  project	
  included	
  15	
  members	
  (n=8	
  

community;	
  n=7	
  academic)	
  ranging	
  across	
  six	
  organizations.	
  The	
  POPS-­‐CAB	
  was	
  made	
  up	
  

of	
  organizational	
  decision	
  makers	
  and	
  practitioners	
  who	
  could	
  ultimately	
  implement	
  a	
  

PWM	
  program	
  for	
  8	
  to	
  12	
  year	
  old	
  children,	
  including	
  Pittsylvania/Danville	
  Health	
  District,	
  

Children’s	
  Healthcare	
  Center,	
  Danville	
  Parks	
  Recreation	
  and	
  Tourism,	
  Boys	
  &	
  Girls	
  Club,	
  

and	
  research	
  team	
  members	
  from	
  the	
  Fralin	
  Translational	
  Obesity	
  Research	
  Center	
  at	
  

Virginia	
  Tech	
  with	
  expertise	
  in	
  the	
  development	
  and	
  delivery	
  of	
  PWM	
  programs,	
  nutrition	
  

and	
  exercise,	
  and	
  health	
  economics.	
  These	
  organizations	
  were	
  strategically	
  identified,	
  to	
  

include	
  a	
  mix	
  of	
  clinic-­‐based	
  and	
  community-­‐based	
  partners.	
  	
  In	
  addition,	
  all	
  four	
  non-­‐

academic	
  organizations	
  have	
  a	
  mission	
  specific	
  to	
  youth	
  and	
  can	
  provide	
  local	
  knowledge	
  

related	
  to	
  the	
  unique	
  needs	
  of	
  the	
  targeted	
  youth	
  and	
  family	
  population	
  in	
  the	
  DRR.	
  Of	
  the	
  

15	
  POPS-­‐CAB	
  members	
  ,	
  seven	
  had	
  participated	
  in	
  and	
  have	
  continued	
  involvement	
  with	
  

the	
  DRPHC,	
  while	
  the	
  other	
  eight	
  members	
  were	
  beginning	
  their	
  work	
  in	
  Danville	
  for	
  the	
  

first	
  time.	
  	
  An	
  external	
  consultant	
  facilitated	
  all	
  POPS-­‐CAB	
  meetings	
  to	
  ensure	
  that	
  there	
  

was	
  equal	
  input	
  across	
  community	
  and	
  academic	
  partners	
  across	
  the	
  planning	
  process,	
  

including	
  the	
  intervention	
  selection	
  process.	
  	
  

Over	
  the	
  course	
  of	
  3	
  monthly	
  meetings	
  (February,	
  March,	
  &	
  April	
  2013),	
  the	
  POPS	
  

CAB	
  met	
  to	
  develop	
  a	
  shared	
  vision	
  for	
  the	
  project	
  as	
  well	
  as	
  identify	
  and	
  select	
  an	
  

evidence-­‐based	
  program	
  for	
  implementation	
  in	
  the	
  region	
  using	
  the	
  National	
  Cancer	
  

Institute’s	
  “Using	
  What	
  Works	
  –	
  Guide	
  to	
  Choosing	
  an	
  Evidence	
  Based	
  Program”	
  process34.	
  	
  

This	
  protocol	
  for	
  identifying,	
  and	
  potentially	
  adapting,	
  evidence-­‐based	
  programs	
  includes	
  

five	
  modules,	
  three	
  of	
  which	
  are	
  reported	
  in	
  this	
  manuscript—(1)	
  defining	
  evidence-­‐based	
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programs,	
  (2)	
  assessing	
  resources	
  and	
  need	
  in	
  the	
  community,	
  and	
  (3)	
  choosing	
  an	
  

evidence-­‐based	
  program.	
  	
  

Defining	
  the	
  characteristics	
  of	
  Evidence-­‐Based	
  Pediatric	
  Weight	
  Management	
  Interventions	
  	
  

As	
  part	
  of	
  in	
  the	
  initial	
  module,	
  academic	
  partners	
  used	
  the	
  RE-­‐AIM	
  framework	
  

(reach,	
  efficacy,	
  adoption,	
  implementation,	
  maintenance)35	
  	
  to	
  summarize	
  the	
  PWM	
  

intervention	
  literature.	
  	
  The	
  goal	
  of	
  this	
  summary	
  was	
  to	
  demonstrate	
  a	
  range	
  of	
  outcomes	
  

on	
  evidence-­‐based	
  interventions	
  that	
  had	
  demonstrated	
  efficacy,	
  so	
  that	
  findings	
  could	
  be	
  

discussed	
  with	
  POPS-­‐CAB.	
  The	
  RE-­‐AIM	
  framework,	
  developed	
  by	
  Glasgow	
  and	
  colleagues,	
  

was	
  designed	
  as	
  a	
  model	
  to	
  assist	
  researchers	
  and	
  practitioners	
  in	
  the	
  planning,	
  evaluation,	
  

reporting,	
  and	
  review	
  of	
  translational	
  research	
  and	
  practice35-­‐38	
  (www.re-­‐aim.org).	
  	
  RE-­‐

AIM	
  has	
  two	
  categories	
  based	
  at	
  the	
  individual	
  level	
  (reach	
  and	
  efficacy),	
  two	
  categories	
  

based	
  at	
  the	
  settings	
  level	
  (adoption	
  and	
  implementation)	
  and	
  one	
  category	
  that	
  can	
  

measure	
  at	
  the	
  individual	
  and	
  the	
  setting	
  level	
  (maintenance)37.	
  	
  

The	
  first	
  meeting	
  with	
  the	
  POPS-­‐CAB	
  in	
  the	
  program	
  selection	
  process	
  included	
  the	
  

presentation	
  of	
  the	
  findings	
  through	
  a	
  systematic	
  RE-­‐AIM	
  review	
  of	
  the	
  literature	
  on	
  

pediatric	
  weight	
  management	
  programs	
  conducted	
  by	
  three	
  academic	
  members	
  of	
  the	
  

POPS-­‐CAB.	
  	
  This	
  review	
  took	
  place	
  between	
  July	
  2011	
  and	
  May	
  2012	
  using	
  two	
  databases	
  

(PubMed,	
  and	
  Web	
  of	
  Science).	
  In	
  addition,	
  the	
  National	
  Cancer	
  Institute’s	
  repository	
  of	
  

Research	
  Tested	
  Intervention	
  Programs	
  (R-­‐TIPS)	
  was	
  examined	
  to	
  supplement	
  the	
  review	
  

of	
  literature.	
  	
  The	
  primary	
  goal	
  of	
  the	
  review	
  was	
  to	
  identify	
  3	
  to	
  4	
  PWM	
  programs	
  that	
  had	
  

been	
  (a)	
  tested	
  in	
  multiple	
  published	
  studies	
  across	
  a	
  range	
  of	
  samples,	
  (b)	
  provided	
  data	
  

on	
  efficacy	
  and	
  maintained	
  results	
  for	
  a	
  period	
  of	
  time	
  after	
  the	
  intervention	
  had	
  been	
  

completed,	
  and	
  (c)	
  varied	
  in	
  the	
  need	
  for	
  delivery	
  resources.	
  Seven	
  initial	
  PWM	
  programs	
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from	
  1980-­‐2012	
  were	
  identified	
  including	
  the	
  Traffic	
  Light	
  diet,	
  Trim	
  Kids,	
  Bright	
  Bodies,	
  

Golan	
  and	
  colleagues	
  Home	
  Environmental	
  Change	
  Model,	
  Obeldicks,	
  ShapeDown,	
  and	
  

Cardiac	
  Kinder.	
  ShapeDown,	
  Cardiac	
  Kinder,	
  and	
  Trim	
  Kids	
  were	
  excluded	
  due	
  to	
  limited	
  

data	
  on	
  effectiveness	
  and	
  maintenance	
  of	
  effects	
  or	
  had	
  an	
  R-­‐TIPs	
  rating	
  of	
  ‘weak’	
  evidence.	
  

The	
  Obeldicks	
  program	
  was	
  excluded	
  because	
  it	
  had	
  only	
  been	
  tested	
  in	
  Germany	
  and	
  had	
  

no	
  English	
  program	
  materials.	
  	
  Three	
  programs	
  were	
  identified	
  for	
  further	
  consideration	
  

based	
  on	
  the	
  availability	
  of	
  multiple	
  published	
  studies	
  across	
  a	
  range	
  of	
  samples	
  and	
  data	
  

on	
  efficacy	
  and	
  maintained	
  results	
  for	
  a	
  period	
  of	
  time	
  after	
  the	
  intervention	
  had	
  been	
  

completed—Traffic	
  Light	
  Diet,	
  the	
  Home	
  Environmental	
  Change	
  Model,	
  and	
  Bright	
  Bodies.	
  

All	
  three	
  programs	
  included	
  a	
  high	
  frequency	
  of	
  in-­‐person	
  sessions	
  delivered	
  over	
  a	
  6-­‐

month	
  period,	
  but	
  one	
  included	
  an	
  adapted	
  version	
  that	
  delivered	
  the	
  content	
  via	
  

interactive	
  technology	
  (Family	
  Connections	
  adapted	
  from	
  the	
  Home	
  Environmental	
  Change	
  

Model).	
  This	
  adaptation	
  also	
  demonstrated	
  efficacy	
  and	
  maintenance	
  effects	
  28	
  and	
  was	
  

selected	
  for	
  review	
  to	
  provide	
  options	
  that	
  included	
  fewer	
  resources	
  to	
  deliver.	
  Each	
  

program	
  also	
  aligned	
  with	
  the	
  American	
  Academy	
  of	
  Pediatrics	
  recommendations	
  for	
  PWM	
  

(Appendix	
  Table	
  1A).39	
  For	
  each	
  of	
  the	
  three	
  programs,	
  the	
  following	
  information	
  was	
  

presented	
  to	
  the	
  POPS-­‐CAB:	
  (1)	
  who	
  delivered	
  the	
  program,	
  (2)	
  program	
  characteristics	
  

(content,	
  duration,	
  number	
  of	
  sessions),	
  (3)	
  the	
  characteristics	
  of	
  the	
  participants	
  (i.e.,	
  

demographics	
  of	
  those	
  who	
  participated),	
  and	
  (4)	
  available	
  program	
  materials	
  and	
  

components.	
  	
  

The	
  Traffic	
  Light	
  Diet11,12,16	
  consists	
  of	
  a	
  total	
  of	
  20	
  sessions,	
  broken	
  down	
  into	
  16	
  

weekly,	
  2	
  biweekly,	
  and	
  2	
  monthly	
  sessions.	
  	
  Each	
  session	
  targets	
  both	
  the	
  parent	
  and	
  the	
  

child	
  and	
  focuses	
  on	
  nutrition,	
  behavior,	
  and	
  physical	
  activity.	
  	
  The	
  nutrition	
  approach	
  is	
  

based	
  on	
  a	
  color-­‐coded	
  calorie	
  based	
  food	
  system.	
  	
  Foods	
  are	
  classified	
  into	
  categories,	
  red,	
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yellow,	
  or	
  green.	
  	
  Red	
  foods	
  include	
  those	
  that	
  are	
  full	
  of	
  energy	
  but	
  have	
  little	
  or	
  no	
  

nutritional	
  value	
  and	
  should	
  only	
  be	
  consumed	
  once	
  or	
  twice	
  a	
  week,	
  such	
  as	
  potato	
  chips	
  

and	
  desserts.	
  	
  Yellow	
  foods	
  do	
  have	
  some	
  nutritional	
  value	
  but	
  do	
  not	
  necessarily	
  need	
  to	
  

be	
  consumed	
  at	
  each	
  meal,	
  such	
  as	
  breakfast	
  cereals	
  and	
  full-­‐fat	
  dairy.	
  	
  Finally	
  green	
  foods	
  

are	
  the	
  most	
  nutritious	
  and	
  should	
  be	
  seen	
  at	
  almost	
  every	
  meal,	
  including	
  fruits,	
  

vegetables,	
  and	
  whole	
  grains.	
  	
  The	
  physical	
  activity	
  portion	
  of	
  this	
  program	
  provides	
  

families	
  with	
  information	
  on	
  aerobic	
  exercise	
  and	
  stretching	
  as	
  well	
  as	
  ways	
  to	
  keep	
  track	
  

of	
  calories	
  burned	
  during	
  exercise.	
  	
  	
  

Family	
  Connections28	
  represents	
  the	
  least	
  resource	
  intensive	
  program.	
  	
  This	
  

program	
  consists	
  of	
  only	
  two	
  in-­‐person	
  sessions,	
  where	
  parents	
  receive	
  an	
  introduction	
  to	
  

nutrition,	
  behavioral	
  lifestyle	
  change,	
  and	
  physical	
  activity.	
  	
  After	
  the	
  two	
  sessions,	
  the	
  

remainder	
  of	
  the	
  program	
  is	
  delivered	
  via	
  an	
  Interactive	
  Voice	
  Response	
  (IVR)	
  system.	
  	
  

Children	
  are	
  not	
  involved	
  in	
  the	
  Family	
  Connections	
  program.	
  	
  Its	
  emphasis	
  is	
  entirely	
  on	
  

the	
  parents	
  to	
  encourage	
  healthy	
  lifestyle	
  changes	
  for	
  their	
  families.	
  	
  	
  	
  	
  

The	
  Bright	
  Bodies	
  program15,20	
  is	
  considered	
  the	
  most	
  intensive	
  of	
  the	
  three	
  

programs	
  presented	
  to	
  the	
  POPS-­‐CAB.	
  	
  It	
  consists	
  of	
  three	
  weekly	
  sessions,	
  which	
  include	
  

one-­‐40	
  minute	
  session	
  focused	
  on	
  nutrition	
  and	
  behavior	
  modification	
  targeted	
  at	
  both	
  the	
  

parent	
  and	
  the	
  child.	
  	
  The	
  additional	
  two-­‐50	
  minute	
  sessions	
  are	
  structured	
  physical	
  

activity	
  sessions	
  designed	
  specifically	
  for	
  the	
  child.	
  	
  For	
  Bright	
  Bodies,	
  the	
  main	
  focus	
  is	
  on	
  

a	
  balanced	
  healthy	
  lifestyle	
  change	
  for	
  the	
  entire	
  family.	
  	
  	
  

Assessing	
  available	
  resources	
  	
  

At	
  the	
  second	
  meeting	
  (March	
  2013),	
  the	
  POPS-­‐CAB	
  community	
  partners	
  each	
  

presented	
  on	
  the	
  resources	
  that	
  were	
  available	
  to	
  support	
  a	
  PWM	
  program	
  in	
  the	
  region.	
  	
  	
  

Resources	
  were	
  identified	
  that	
  included	
  access	
  to	
  the	
  target	
  population	
  of	
  high	
  need	
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families,	
  personnel	
  that	
  could	
  provide	
  program	
  sessions	
  for	
  families,	
  and	
  physical	
  

resources	
  available	
  to	
  support	
  a	
  pediatric	
  weight	
  management	
  program.	
  Specifically,	
  both	
  

the	
  Department	
  of	
  Health	
  and	
  Children’s	
  Healthcare	
  Center	
  reported	
  seeing	
  a	
  high	
  

proportion	
  of	
  low-­‐income	
  families	
  while	
  also	
  documenting	
  height	
  and	
  weight	
  in	
  a	
  high	
  

proportion	
  of	
  children	
  who	
  had	
  clinical	
  visits.	
  Parks	
  and	
  Recreation	
  and	
  the	
  Boys	
  and	
  Girls	
  

clubs	
  presented	
  a	
  number	
  of	
  physical	
  (e.g.,	
  multiple	
  community	
  buildings	
  and	
  gymnasium	
  

space	
  that	
  could	
  be	
  used	
  to	
  house	
  a	
  pediatric	
  weight	
  management	
  program)	
  and	
  human	
  

resources	
  (e.g.,	
  youth	
  leaders	
  with	
  training	
  in	
  positive	
  youth	
  development)	
  that	
  currently	
  

engage	
  youth	
  in	
  physical	
  activity	
  and	
  other	
  recreation	
  pursuits.	
  	
  	
  	
  	
  	
  

Selecting	
  an	
  Evidence-­‐Based	
  Pediatric	
  Weight	
  Management	
  Intervention	
  	
  

During	
  the	
  third	
  meeting,	
  the	
  POPS-­‐CAB	
  revisited	
  the	
  definition	
  of	
  evidence-­‐based	
  

programs	
  and	
  reviewed	
  findings	
  from	
  each	
  of	
  the	
  Traffic	
  Light,	
  Golan	
  Model,	
  and	
  Bright	
  

Bodies	
  Interventions.	
  To	
  provide	
  a	
  range	
  of	
  intervention	
  scalability,	
  Family	
  Connections,	
  an	
  

adaptation	
  of	
  Golan’s	
  Model	
  that	
  was	
  delivered	
  using	
  automated	
  telephone	
  calls	
  was	
  

presented28.	
  	
  The	
  objective	
  was	
  to	
  evaluate	
  these	
  programs	
  to	
  ensure	
  that	
  the	
  program	
  

selected	
  could	
  be	
  adapted	
  for	
  the	
  DRR,	
  is	
  appropriate	
  for	
  the	
  age	
  of	
  the	
  audience,	
  is	
  likely	
  to	
  

help	
  families	
  reduce	
  their	
  BMI	
  status,	
  can	
  reach	
  a	
  large	
  number	
  of	
  families	
  that	
  need	
  the	
  

program,	
  and	
  can	
  be	
  adopted,	
  implemented,	
  and	
  sustained	
  in	
  the	
  community	
  once	
  grant	
  

funding	
  was	
  complete.	
  	
  The	
  POPS-­‐CAB	
  also	
  discussed	
  modifiable	
  aspects	
  of	
  evidence-­‐based	
  

programs	
  (e.g.,	
  changing	
  names	
  of	
  health	
  care	
  centers	
  and	
  systems,	
  pictures	
  of	
  

people/places	
  and	
  quotes,	
  reading	
  level	
  of	
  the	
  program	
  materials,	
  ways	
  to	
  reach	
  your	
  

audience,	
  incentives	
  for	
  participation,	
  timeline,	
  and	
  cultural	
  indicators	
  based	
  on	
  

population)	
  and	
  aspects	
  that	
  were	
  not	
  considered	
  modifiable	
  (e.g.,	
  the	
  health	
  topic,	
  deleting	
  

whole	
  sections	
  of	
  the	
  program,	
  adding	
  strategies	
  that	
  were	
  inconsistent	
  with	
  the	
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intervention	
  model,	
  the	
  health	
  communication	
  model	
  or	
  theory	
  used	
  as	
  the	
  basis	
  for	
  the	
  

evidence-­‐based	
  intervention,	
  and	
  the	
  underlying	
  principles	
  of	
  the	
  intervention).	
  	
  	
  

After	
  the	
  review	
  of	
  the	
  programs	
  and	
  open	
  discussion,	
  the	
  POPS-­‐CAB	
  was	
  divided	
  

into	
  three	
  groups	
  with	
  representation	
  across	
  the	
  community	
  organizations	
  and	
  academic	
  

partners.	
  	
  Each	
  group	
  used	
  a	
  comparison	
  chart	
  of	
  the	
  focus	
  and	
  components	
  of	
  each	
  

program	
  (See	
  Table	
  1).	
  	
  

Table	
  1.	
  Program	
  Comparison	
  Chart	
  

In	
  addition,	
  

the	
  program	
  

materials	
  and	
  

objectives	
  were	
  

summarized	
  and	
  an	
  

example	
  of	
  

available	
  session	
  

materials	
  was	
  

presented	
  for	
  each	
  

evidence-­‐based	
  

program.	
  All	
  

individuals	
  provided	
  ratings	
  for	
  each	
  program	
  across	
  characteristics	
  related	
  to	
  reach,	
  

effectiveness,	
  adoption,	
  implementation,	
  and	
  maintenance.	
  The	
  small	
  groups	
  reviewed	
  the	
  

materials	
  from	
  each	
  intervention	
  for	
  30	
  minutes	
  each,	
  discussed	
  the	
  advantages	
  and	
  

disadvantages	
  of	
  each,	
  and	
  provided	
  a	
  group	
  rating	
  of	
  each	
  of	
  the	
  programs.	
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Quantitative	
  Assessments	
  

During	
  the	
  second	
  half	
  of	
  the	
  April	
  meeting,	
  all	
  POPS-­‐CABS	
  members	
  completed	
  a	
  

rating	
  sheet	
  for	
  each	
  program	
  before	
  their	
  group	
  discussions.	
  As	
  each	
  of	
  the	
  programs	
  had	
  

demonstrated	
  individual	
  level	
  effectiveness	
  and	
  maintenance,	
  the	
  rating	
  sheets	
  focused	
  on	
  

the	
  organizational	
  level	
  RE-­‐AIM	
  dimensions	
  of	
  adoption	
  and	
  implementation	
  and	
  included	
  

16-­‐17	
  items	
  that	
  focused	
  on	
  the	
  program	
  characteristics	
  that	
  the	
  POPS-­‐CAB	
  had	
  identified	
  

as	
  important,	
  potential	
  for	
  adoption	
  in	
  the	
  health	
  department	
  and	
  children’s	
  healthcare	
  

center,	
  and	
  implementation/adaptation	
  possibilities.	
  Each	
  of	
  the	
  rating	
  sheets	
  was	
  adapted	
  

for	
  the	
  specific	
  program	
  components	
  (E.g.,	
  Golan’s	
  model	
  is	
  a	
  parent	
  only	
  intervention,	
  so	
  

ratings	
  on	
  child	
  materials	
  was	
  not	
  included)	
  (Appendix	
  Tables	
  2A-­‐4A).	
  After	
  30	
  minutes	
  of	
  

discussion	
  the	
  small	
  groups	
  then	
  developed	
  a	
  collective	
  rating	
  of	
  each	
  program.	
  After	
  each	
  

small	
  group	
  had	
  reviewed	
  each	
  of	
  the	
  three	
  programs,	
  they	
  met	
  for	
  an	
  additional	
  30	
  

minutes	
  to	
  identify	
  the	
  top	
  program	
  for	
  each	
  item	
  on	
  the	
  rating	
  sheet	
  domain	
  and	
  identify	
  

the	
  program	
  that	
  they	
  considered	
  the	
  ‘best’	
  option	
  for	
  testing	
  in	
  the	
  DRR.	
  

Qualitative	
  Assessments	
  

Qualitative	
  data	
  was	
  also	
  collected	
  during	
  the	
  April	
  meeting	
  from	
  each	
  of	
  the	
  small	
  

groups	
  during	
  the	
  program	
  rating	
  process	
  described	
  above.	
  First,	
  to	
  facilitate	
  small	
  group	
  

discussions,	
  open-­‐ended	
  questions	
  were	
  also	
  included	
  on	
  the	
  rating	
  sheet	
  to	
  allow	
  POPS-­‐

CAB	
  member’s	
  to	
  record	
  their	
  perceptions	
  about	
  the	
  program.	
  	
  These	
  two	
  questions	
  

included,	
  “what	
  do	
  you	
  like	
  most	
  about	
  the	
  program?”	
  and	
  “what	
  would	
  you	
  most	
  like	
  to	
  

adapt?”.	
  	
  Second,	
  each	
  of	
  the	
  small	
  group	
  discussion	
  periods	
  (i.e.,	
  priory	
  to	
  initial	
  group	
  

ratings	
  and	
  during	
  rank	
  ordering)	
  were	
  audio-­‐recorded	
  and	
  transcribed	
  verbatim	
  to	
  

provide	
  information	
  on	
  the	
  features	
  of	
  the	
  PWM	
  programs	
  that	
  were	
  considered	
  when	
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generating	
  group	
  ratings	
  and	
  rank	
  orders.	
  Finally,	
  once	
  all	
  small	
  groups	
  had	
  completed	
  the	
  

rank	
  order	
  and	
  program	
  selection	
  process	
  the	
  full	
  POPS-­‐CAB	
  discussed	
  the	
  findings	
  to	
  

make	
  a	
  decision	
  on	
  the	
  program	
  that	
  would	
  be	
  tested	
  in	
  the	
  DRR.	
  This	
  discussion	
  was	
  also	
  

audio-­‐taped	
  and	
  transcribed	
  verbatim	
  to	
  provide	
  information	
  on	
  areas	
  that	
  were	
  discussed	
  

that	
  contributed	
  to	
  the	
  final	
  program	
  selection.	
  	
  

Analyses	
  

The	
  quantitative	
  ratings	
  were	
  averaged	
  across	
  the	
  individuals	
  as	
  well	
  as	
  the	
  groups	
  

to	
  determine	
  the	
  highest	
  rated	
  program.	
  	
  The	
  ratings	
  of	
  the	
  programs	
  were	
  also	
  averaged	
  

across	
  community	
  and	
  academic	
  members.	
  All	
  quantitative	
  data	
  was	
  examined	
  

descriptively	
  and	
  compared	
  across	
  programs.	
  Because	
  the	
  sample	
  size	
  is	
  small,	
  inferential	
  

statistics	
  was	
  not	
  used	
  to	
  compare	
  if	
  the	
  ratings	
  of	
  programs	
  statistically	
  different.	
  The	
  

transcripts	
  from	
  each	
  small	
  group	
  and	
  large	
  group	
  discussion	
  were	
  reduced	
  to	
  meaning	
  

units	
  (a	
  word,	
  phrase,	
  or	
  paragraph	
  with	
  a	
  single	
  meaning)	
  and	
  inductively	
  categorized	
  

across	
  the	
  areas	
  used	
  to	
  rate	
  each	
  program40-­‐42.	
  	
  

III.	
  Results	
  

Individual	
  and	
  Small	
  Group	
  Quantitive	
  Ratings	
  	
  

Individual	
  quantitative	
  ratings	
  of	
  the	
  three	
  programs	
  are	
  provided	
  in	
  Table	
  2.	
  	
  The	
  

highest	
  rated	
  physical	
  activity	
  component,	
  as	
  well	
  as	
  nutrition	
  component,	
  was	
  seen	
  in	
  the	
  

Bright	
  Bodies	
  program	
  by	
  the	
  community	
  members	
  with	
  a	
  score	
  of	
  4.1	
  (0.7)	
  and	
  4.3	
  (0.5),	
  

respectively.	
  	
  Bright	
  Bodies	
  was	
  also	
  the	
  program	
  that	
  received	
  the	
  highest	
  score	
  for	
  the	
  

balance	
  of	
  physical	
  activity	
  and	
  nutrition,	
  rated	
  4.3	
  (0.5)	
  by	
  the	
  academic	
  members	
  and	
  4.1	
  

(0.4)	
  by	
  the	
  community	
  members.	
  	
  On	
  the	
  other	
  hand,	
  the	
  balance	
  of	
  physical	
  activity	
  was	
  

rated	
  the	
  lowest	
  by	
  community	
  members	
  for	
  Family	
  Connections	
  with	
  a	
  score	
  of	
  2.7	
  (0.5)	
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and	
  lowest	
  by	
  the	
  academic	
  members	
  for	
  Traffic	
  Light	
  with	
  a	
  score	
  of	
  3.8	
  (0.5).	
  	
  Traffic	
  

Light	
  also	
  demonstrated	
  the	
  lowest	
  score	
  by	
  community	
  and	
  academic	
  members	
  in	
  the	
  area	
  

of	
  topics	
  ensure	
  a	
  healthy	
  approach	
  to	
  reducing	
  child	
  weight	
  with	
  a	
  score	
  of	
  3.7	
  (0.5)	
  by	
  

community	
  members	
  and	
  3.5	
  (0.6)	
  by	
  academic	
  members.	
  	
  Both	
  community	
  and	
  academic	
  

members	
  agreed	
  that	
  the	
  focus	
  on	
  the	
  parents	
  was	
  an	
  appealing	
  part	
  of	
  the	
  program	
  for	
  

both	
  Bright	
  Bodies	
  with	
  an	
  individual	
  score	
  of	
  4.3	
  (0.6)	
  and	
  for	
  Traffic	
  Light	
  with	
  an	
  

individual	
  score	
  of	
  3.9	
  (0.7).	
  	
  Bright	
  Bodies	
  Bright	
  Bodies	
  ranked	
  the	
  highest	
  on	
  the	
  

individual	
  (T)	
  rating	
  level	
  with	
  an	
  overall	
  average	
  score	
  of	
  3.9	
  (0.3),	
  followed	
  by	
  Family	
  

Connections,	
  with	
  a	
  score	
  of	
  3.6	
  (0.5),	
  and	
  lastly	
  Traffic	
  Light,	
  with	
  a	
  score	
  of	
  3.4	
  (0.4).	
  

There	
  was	
  a	
  slight	
  difference	
  in	
  the	
  program	
  rating	
  between	
  research	
  members	
  and	
  

community	
  members	
  of	
  the	
  POPS-­‐CAB.	
  	
  Both	
  research	
  and	
  community	
  members	
  rated	
  

Bright	
  Bodies	
  with	
  the	
  highest	
  score,	
  academic	
  members	
  averaging	
  a	
  score	
  of	
  3.8	
  (0.4)	
  and	
  

community	
  members	
  averaging	
  a	
  score	
  of	
  4.0	
  (0.4).	
  	
  When	
  evaluating	
  Family	
  Connections,	
  

academic	
  members	
  (A)	
  scored	
  this	
  program	
  higher	
  than	
  compared	
  to	
  the	
  community	
  (C)	
  

members,	
  with	
  overall	
  average	
  scores	
  of	
  3.7	
  (0.3)	
  and	
  3.5	
  (0.6),	
  respectively.	
  Once	
  again,	
  

Traffic	
  Light	
  demonstrated	
  the	
  lowest	
  score	
  amongst	
  both	
  community	
  and	
  academic	
  

members,	
  with	
  scores	
  of	
  3.4	
  (0.4)	
  and	
  3.3	
  (0.6),	
  respectively	
  (Table	
  2).	
  	
  

Table	
  2:	
  Average	
  of	
  Individual	
  Program	
  Rating	
  Scores	
  by	
  Community	
  and	
  Academic	
  Members.	
  	
  	
  

	
  	
   Bright	
  Bodies	
  	
   Family	
  Connections	
  	
   Traffic	
  Light	
  	
  
	
  	
   C	
   A	
   T	
   C	
   A	
   T	
  	
   C	
   A	
  	
   T	
  	
  

Program	
  Characteristics	
  	
   	
   	
   	
   	
   	
   	
   	
   	
   	
  

1.	
  The	
  physical	
  activity	
  component	
  of	
  the	
  
program	
  is	
  very	
  good	
  

4.1	
  
(0.7)	
  

3.8	
  
(0.5)	
  

4.0	
  	
  
(0.6)	
  

2.2	
  
(0.4)	
  

3.3	
  
(0.6)	
  

2.5	
  
(0.7)	
  

3.3	
  
(0.8)	
  

3.5	
  
(0.6)	
  

3.4	
  
(0.7)	
  

2.	
  The	
  nutrition	
  component	
  of	
  the	
  program	
  is	
  
very	
  good	
  

4.3	
  
(0.5)	
  

4.0	
  
(0.8)	
  

4.2	
  
(0.6)	
  

3.8	
  
(0.4)	
  

4.0	
  
(0.8)	
  

3.9	
  
(0.6)	
  

4.0	
  
(0.0)	
  

3.8	
  
(0.5)	
  

3.9	
  
(0.3)	
  

3.	
  The	
  program	
  balances	
  physical	
  activity	
  
and	
  nutrition	
  well	
  

4.1	
  
(0.4)	
  

4.3	
  
(0.5)	
  

4.2	
  	
  
(0.4)	
  

2.7	
  
(0.5)	
  

4.0	
  
(0.8)	
  

3.3	
  
(0.9)	
  

3.4	
  
(0.8)	
  

3.8	
  
(0.5)	
  

3.6	
  
(0.7)	
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4.	
  The	
  program	
  has	
  a	
  strong	
  focus	
  on	
  
changing	
  parenting	
  behaviors	
  that	
  could	
  
reduce	
  childhood	
  obesity	
  

4.0	
  
(0.6)	
  

4.3	
  
(0.5)	
  

4.2	
  
(0.4)	
  

4.5	
  
(0.5)	
  

4.3	
  
(0.5)	
  

4.6	
  
(0.5)	
  

3.9	
  
(0.9)	
  

3.5	
  
(1.0)	
  

3.8	
  
(0.8)	
  

5.	
  The	
  program	
  has	
  strategies	
  that	
  will	
  help	
  
families	
  stick	
  with	
  their	
  goals.	
  

4.1	
  
(0.4)	
  

4.0	
  
(0.8)	
  

4.0	
  
(0.6)	
  

3.8	
  
(0.4)	
  

4.3	
  
(0.5)	
  

4.1	
  
(0.3)	
  

4.0	
  
(0.0)	
  

3.8	
  
(0.5)	
  

3.9	
  
(0.3)	
  

6.	
  The	
  topics	
  covered	
  ensure	
  a	
  healthy	
  
approach	
  to	
  reducing	
  child	
  weight	
  

4.0	
  
(0.6)	
  

4.3	
  
(0.5)	
  

4.1	
  
(0.5)	
  

4.0	
  
(0.6)	
  

4.3	
  
(1.0)	
  

4.1	
  
(0.7)	
  

3.7	
  
(0.5)	
  

3.5	
  
(0.6)	
  

3.6	
  
(0.5)	
  

7.	
  The	
  focus	
  on	
  parents	
  is	
  an	
  appealing	
  part	
  
of	
  this	
  program.	
  

4.4	
  
(0.5)	
  

3.8	
  
(1.3)	
  

4.3	
  
(0.6)	
  

3.6	
  
(1.0)	
  

3.5	
  
(1.0)	
  

3.6	
  
(1.0)	
  

3.9	
  
(0.9)	
  

4.3	
  
(0.5)	
  

3.9	
  
(0.7)	
  

Implementation/Adaptation	
   	
   	
   	
   	
   	
   	
   	
   	
   	
  

8.	
  The	
  types	
  of	
  sessions	
  are	
  practical	
  for	
  our	
  
setting	
  (e.g.,	
  classes,	
  telephone)	
  

3.2	
  
(0.8)	
  

2.8	
  
(1.0)	
  

3.1	
  	
  
(0.9)	
  

3.7	
  
(0.5)	
  

3.5	
  
(1.3)	
  

3.7	
  	
  
(0.8)	
  

3.3	
  
(1.0)	
  

2.3	
  
(1.0)	
  

2.9	
  
(0.9)	
  

9.	
  The	
  3	
  month(or	
  6	
  month)	
  	
  program	
  fits	
  
well	
  with	
  what	
  we	
  do	
  in	
  our	
  system	
  

3.3	
  
(1.2)	
  

3.5	
  
(0.6)	
  

3.4	
  
(0.8)	
  

4.0	
  
(0.0)	
  

3.5	
  
(0.6)	
  

3.8	
  	
  
(0.4)	
  

3.4	
  
(0.8)	
  

2.8	
  
(0.5)	
  

3.2	
  
(0.9)	
  

10.	
  The	
  	
  educational	
  (or	
  class)	
  sessions	
  could	
  
be	
  done	
  with	
  limited	
  adaptation	
  

4.1	
  
(0.4)	
  

3.5	
  
(1.3)	
  

3.9	
  
(0.8)	
  

4.0	
  
(0.0)	
  

4.0	
  
(1.0)	
  

4.0	
  
(0.5)	
  

3.4	
  
(0.8)	
  

3.3	
  
(0.8)	
  	
  

3.2	
  
(0.8)	
  

11.	
  The	
  workbook	
  materials	
  can	
  be	
  used	
  with	
  
limited	
  adaptation	
  

4.0	
  
(0.0)	
  

3.8	
  
(1.0)	
  

3.9	
  
(0.5)	
  

4.0	
  
(0.0)	
  

3.8	
  
(1.3)	
  

3.9	
  
(0.7)	
  

2.9	
  
(0.9)	
  

2.0	
  
(0.8)	
  

2.8	
  
(1.2)	
  

12.	
  The	
  physical	
  activity	
  sessions	
  (or	
  
telephone	
  scripts)	
  can	
  be	
  used	
  with	
  limited	
  
adaptation	
  

3.9	
  
(0.4)	
  

3.0	
  
(1.2)	
  

3.5	
  
(0.8)	
  

4.0	
  
(0.0)	
  

3.8	
  
(1.0)	
  

3.9	
  
(0.5)	
   N/A	
   N/A	
   N/A	
  

Adoption	
  	
   	
   	
   	
   	
   	
   	
   	
   	
   	
  

13.	
  Overall	
  the	
  program	
  really	
  makes	
  sense	
  
4.3	
  
(0.5)	
  

4.3	
  
(1.2)	
  

4.3	
  
(0.7)	
  

3.0	
  
(0.7)	
  

3.3	
  
(0.5)	
  

3.3	
  
(0.6)	
  

3.6	
  	
  
(0.5)	
  

3.5	
  
(0.6)	
  

3.5	
  
(0.5)	
  

14.	
  This	
  program	
  is	
  intuitively	
  appealing	
   4.3	
  
(0.4)	
  

3.8	
  
(1.3)	
  

4.1	
  
(0.8)	
  

3.2	
  
(0.8)	
  

3.3	
  
(0.5)	
  

3.0	
  
(0.9)	
  

3.1	
  
(0.7)	
  

3.5	
  
(0.6)	
  

3.3	
  
(0.7)	
  

15.	
  With	
  enough	
  training	
  this	
  program	
  could	
  
be	
  used	
  at	
  the	
  Health	
  Department	
  

3.7	
  
(0.5)	
  

4.0	
  
(0.0)	
  

3.8	
  
(0.5)	
  

3.2	
  
(0.8)	
  

3.5	
  
(1.3)	
  

3.4	
  
(0.9)	
  

3.0	
  
(0.8)	
  

3.7	
  
(0.6)	
  

3.3	
  
(0.8)	
  

16.	
  With	
  enough	
  training	
  this	
  program	
  could	
  
be	
  used	
  at	
  the	
  Children’s	
  Health	
  Center	
  

3.8	
  
(0.4)	
  

4.0	
  
(0.0)	
  

3.9	
  
(0.4)	
  

3.2	
  
(1.0)	
  

3.5	
  
(1.3)	
  

3.4	
  
(1.0)	
  

3.2	
  
(0.8)	
  

3.7	
  
(0.6)	
  

3.4	
  
(0.7)	
  

17.	
  If	
  we	
  chose	
  this	
  program	
  our	
  colleagues	
  
would	
  be	
  happy	
  with	
  our	
  selection.	
  

3.6	
  
(0.8)	
  

3.6	
  
(0.6)	
  

3.6	
  
(0.7)	
  

2.8	
  
(0.9)	
  

3.5	
  
(1.0)	
  

3.3	
  
(0.9)	
  

2.8	
  
(0.8)	
  

2.7	
  
(0.6)	
  

2.9	
  
(0.8)	
  

Overall	
  Rating	
  
	
  

4.0	
  
(0.4)	
  

3.8	
  
(0.4)	
  

3.9	
  
(0.3)	
  

3.5	
  
(0.6)	
  

3.7	
  
(0.3)	
  

3.6	
  
(0.5)	
  

3.4	
  
(0.4)	
  

3.3	
  
(0.6)	
  

3.4	
  
(0.4)	
  

Table	
  2	
  displays	
  the	
  average	
  rating	
  across	
  programs	
  for	
  the	
  academic	
  members	
  (A)	
  and	
  the	
  community	
  
members	
  (C)	
  of	
  the	
  team	
  as	
  well	
  as	
  the	
  average	
  of	
  the	
  individual	
  (T)	
  scores.	
  Ratings	
  were	
  based	
  on	
  a	
  5-­‐point	
  
Likert	
  Scale	
  –	
  1	
  being	
  “strongly	
  disagree”	
  and	
  5	
  being	
  “strongly	
  agree.”	
  	
  	
  	
  	
  

	
  

When	
  comparing	
  the	
  three	
  small	
  group	
  ratings,	
  Bright	
  Bodies	
  rated	
  the	
  highest	
  in	
  

the	
  program’s	
  balance	
  of	
  physical	
  activity	
  and	
  nutrition,	
  with	
  each	
  group	
  giving	
  the	
  

program	
  a	
  4.0	
  (0.0).	
  	
  Two	
  out	
  of	
  the	
  three	
  groups	
  gave	
  Family	
  Connections	
  a	
  5.0,	
  the	
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highest	
  rating,	
  followed	
  by	
  a	
  4.0	
  by	
  the	
  third	
  group,	
  in	
  the	
  area	
  of	
  a	
  strong	
  focus	
  on	
  

changing	
  parenting	
  behaviors	
  that	
  could	
  reduce	
  childhood	
  obesity.	
  	
  All	
  groups	
  agreed	
  that	
  

each	
  PWM	
  program	
  had	
  strategies	
  that	
  help	
  families	
  stick	
  with	
  their	
  goals	
  demonstrated	
  by	
  

a	
  4.0	
  (0.0)	
  rating	
  across	
  all	
  groups.	
  	
  Bright	
  Bodies	
  was	
  rated	
  as	
  the	
  most	
  intuitively	
  

appealing	
  program	
  with	
  a	
  score	
  of	
  4.0	
  (0.0),	
  followed	
  by	
  Traffic	
  Light	
  with	
  a	
  score	
  of	
  3.3	
  

(0.6),	
  and	
  finally	
  Family	
  Connections	
  with	
  a	
  score	
  of	
  2.7	
  (0.6).	
  When	
  comparing	
  an	
  overall	
  

group	
  rating	
  score	
  based	
  on	
  the	
  three	
  smaller	
  group	
  discussions,	
  Bright	
  Bodies	
  also	
  rated	
  

the	
  highest	
  across	
  all	
  three	
  small	
  groups	
  as	
  the	
  program	
  to	
  be	
  the	
  best	
  fit	
  for	
  the	
  DRR,	
  with	
  

an	
  overall	
  average	
  score	
  of	
  3.8	
  (0.4).	
  Group	
  2	
  rated	
  Bright	
  Bodies	
  the	
  highest	
  with	
  an	
  

overall	
  average	
  score	
  of	
  4.2	
  (0.6),	
  followed	
  by	
  Group	
  1	
  with	
  a	
  score	
  of	
  3.9	
  (0.4),	
  and	
  lastly	
  

Group	
  3	
  with	
  a	
  score	
  of	
  3.5	
  (0.6).	
  	
  Family	
  Connections	
  received	
  an	
  overall	
  average	
  group	
  

score	
  of	
  3.5	
  (0.6)	
  and	
  Traffic	
  Light	
  received	
  the	
  lowest	
  overall	
  average	
  score	
  of	
  3.4	
  (0.6)	
  

(Table	
  3).	
  

	
  

Table	
  3:	
  Group	
  Scores	
  and	
  Average	
  Across	
  Groups	
  	
  

	
  	
   Bright	
  Bodies	
   Family	
  Connections	
  	
   Traffic	
  Light	
  	
  

	
  	
   G1	
   G2	
   G3	
  
	
  

Avg	
   G1	
   G2	
   G3	
  
	
  

Avg	
   G1	
   G2	
   G3	
  
	
  

Avg	
  

Program	
  
Characteristics	
  

	
   	
   	
   	
   	
   	
   	
   	
   	
   	
   	
  
	
  

1.	
  The	
  physical	
  
activity	
  component	
  
of	
  the	
  program	
  is	
  
very	
  good	
  

4	
   4	
   3	
   3.7	
  
(0.6)	
   2	
   3	
   2	
   2.3	
  

(0.6)	
   4	
   4	
   3	
   3.7	
  
(0.6)	
  
	
  

2.	
  The	
  nutrition	
  
component	
  of	
  the	
  
program	
  is	
  very	
  
good	
  

4	
   4	
   3	
   3.7	
  
(0.6)	
   4	
   4	
   3	
   3.7	
  

(0.6)	
   4	
   4	
   4	
  
4.0	
  
(0.0)	
  
	
  

3.	
  The	
  program	
  
balances	
  physical	
  
activity	
  and	
  
nutrition	
  well	
  

4	
   4	
   4	
   4.0	
  
(0.0)	
   2	
   3	
   3	
   2.7	
  

(0.6)	
   4	
   4	
   3	
  
3.7	
  
(0.6)	
  
	
  

4.	
  The	
  program	
  has	
  
a	
  strong	
  focus	
  on	
  
changing	
  parenting	
  

4	
   4	
   4	
   4.0	
  
(0.0)	
   5	
   5	
   4	
   4.7	
  

(0.6)	
   3	
   4	
   4	
  
3.7	
  
(0.6)	
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behaviors	
  that	
  
could	
  reduce	
  
childhood	
  obesity	
  

	
  
	
  

5.	
  The	
  program	
  has	
  
strategies	
  that	
  will	
  
help	
  families	
  stick	
  
with	
  their	
  goals.	
  

4	
   4	
   4	
   4.0	
  
(0.0)	
   4	
   4	
   4	
   4.0	
  

(0.0)	
   4	
   4	
   4	
  
4.0	
  
(0.0)	
  
	
  

6.	
  The	
  topics	
  
covered	
  ensure	
  a	
  
healthy	
  approach	
  
to	
  reducing	
  child	
  
weight	
  

4	
   5	
   4	
   4.3	
  
(0.6)	
   3	
   4	
   4	
   3.7	
  

(0.0)	
   3	
   4	
   4	
   3.7	
  
(0.6)	
  
	
  

7.	
  The	
  focus	
  on	
  
parents	
  is	
  an	
  
appealing	
  part	
  of	
  
this	
  program.	
  

4	
   5	
   4	
   4.3	
  
(0.6)	
   3	
   4	
   2	
   3.0	
  

(1.0)	
   3	
   5	
   4	
  
4.0	
  
(1.0)	
  
	
  

Implementation/
Adaptation	
  	
  

	
   	
   	
   	
   	
   	
   	
   	
   	
   	
   	
  
	
  

8.	
  The	
  types	
  of	
  
sessions	
  are	
  
practical	
  for	
  our	
  
setting	
  (e.g.,	
  
classes,	
  telephone)	
  

3	
   4	
   2	
   3.0	
  
(1.0)	
   4	
   4	
   3	
   3.7	
  

(0.6)	
   2	
   3	
   3	
   2.7	
  
(0.6)	
  
	
  

9.	
  The	
  6	
  month	
  (or	
  
3	
  month)	
  program	
  
fits	
  well	
  with	
  what	
  
we	
  do	
  in	
  our	
  
system	
  

3	
   3	
   3	
   3.0	
  
(0.0)	
   4	
   4	
   4	
   4.0	
  

(0.0)	
   3	
   4	
   3	
   3.3	
  
(0.6)	
  
	
  

10.	
  The	
  class	
  
sessions	
  (or	
  
educational	
  
sessions)	
  could	
  be	
  
done	
  with	
  limited	
  
adaptation	
  

4	
   5	
   4	
   4.3	
  
(0.6)	
   4	
   4	
   4	
   4.0	
  

(0.0)	
   2	
   4	
   4	
  
3.3	
  
(1.2)	
  
	
  
	
  

11.	
  The	
  workbook	
  
materials	
  can	
  be	
  
used	
  with	
  limited	
  
adaptation	
  

4	
   5	
   3	
   4.0	
  
(1.0)	
   4	
   4	
   3	
   3.7	
  

(0.6)	
   2	
   2	
   2	
  
2.0	
  
(0.0)	
  
	
  

12.	
  The	
  telephone	
  
scripts	
  (or	
  physical	
  
activity	
  sessions)	
  
can	
  be	
  used	
  with	
  
limited	
  adaptation	
  

4	
   4	
   3	
   3.7	
  
(0.6)	
   4	
   4	
   4	
   4.0	
  

(0.0)	
   N/A	
   N/A	
   N/A	
   N/A	
  

Adoption	
   	
   	
   	
   	
   	
   	
   	
   	
   	
   	
   	
   	
  
13.	
  Overall	
  the	
  
program	
  really	
  
makes	
  sense	
  

4	
   5	
   4	
   4.3	
  
(0.6)	
   3	
   4	
   2	
   3.0	
  

(1.0)	
   3	
   4	
   3	
  
3.3	
  
(0.6)	
  
	
  

14.	
  This	
  program	
  is	
  
intuitively	
  
appealing	
  

4	
   4	
   4	
   4.0	
  
(0.0)	
   3	
   3	
   2	
   2.7	
  

(0.6)	
   3	
   4	
   3	
   3.3	
  
(0.6)	
  

15.	
  With	
  enough	
  
training	
  this	
  
program	
  could	
  be	
  
used	
  at	
  the	
  Health	
  
Department	
  

4	
   4	
   	
  
4.00	
  
(0.0)	
   3	
   4	
   4	
   3.67	
  

(0.6)	
   	
   4	
   	
  

4.00	
  
(0.0)	
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16.	
  With	
  enough	
  
training	
  this	
  
program	
  could	
  be	
  
used	
  at	
  the	
  
Children’s	
  Health	
  
Center	
  

4	
   4	
   3	
   3.67	
  
(0.6)	
   2	
   4	
   4	
   3.33	
  

(1.2)	
   2	
   4	
   4	
   3.33	
  
(1.2)	
  
	
  

17.	
  If	
  we	
  chose	
  this	
  
program	
  our	
  
colleagues	
  would	
  
be	
  happy	
  with	
  our	
  
selection.	
  

4	
   4	
   4	
   4.00	
  
(0.0)	
   2	
   4	
   2	
   2.67	
  

(1.2)	
   2	
   3	
   3	
  
2.67	
  
(0.6)	
  
	
  
	
  

Overall	
  Rating	
  	
  
	
  

3.9	
  
(0.4)	
  

4.2	
  
(0.6)	
  

3.5	
  
(0.6)	
  

3.8	
  
(0.4)	
  

3.3	
  
(0.9)	
  

3.9	
  
(0.5)	
  

3.2	
  	
  
(0.9)	
  

3.5	
  
(0.6)	
  

2.9	
  
(0.8)	
  

3.8	
  
(0.7)	
  

3.4	
  
(0.6)	
  

3.4	
  	
  
(0.6)	
  
	
  

Table	
  3	
  displays	
  the	
  rating	
  decided	
  upon	
  in	
  small	
  groups,	
  with	
  representation	
  of	
  both	
  academic	
  and	
  community	
  
partners.	
  Also	
  contained	
  in	
  this	
  figure	
  is	
  the	
  average	
  rating	
  of	
  the	
  programs	
  across	
  all	
  three	
  groups.	
  (Group	
  1	
  –	
  
G1;	
  Group	
  2	
  –	
  G2;	
  Group	
  3	
  –	
  G3)	
  	
  

	
  

Qualitative	
  Assessment	
  of	
  Programs	
  	
  

An	
  inductive	
  qualitative	
  approach40-­‐42	
  was	
  used	
  in	
  order	
  to	
  determine	
  themes	
  of	
  

discussion	
  for	
  each	
  of	
  the	
  programs	
  based	
  on	
  the	
  transcriptions	
  from	
  each	
  of	
  the	
  small	
  

group	
  discussions.	
  	
  Table	
  4	
  below	
  depicts	
  the	
  common	
  themes,	
  separated	
  into	
  positive,	
  

negative,	
  and	
  neutral	
  themes,	
  which	
  were	
  identified	
  based	
  on	
  the	
  group	
  discussions.	
  	
  

Sample	
  quotes	
  are	
  also	
  provided	
  which	
  give	
  insight	
  into	
  these	
  themes.	
  	
  Beginning	
  with	
  

Bright	
  Bodies,	
  there	
  were	
  four	
  main	
  themes	
  of	
  discussion.	
  	
  First,	
  overall,	
  the	
  groups	
  

perceived	
  the	
  program	
  in	
  a	
  positive	
  light.	
  Specifically,	
  all	
  groups	
  valued	
  the	
  balance	
  of	
  a	
  

healthy	
  eating	
  approach	
  and	
  structured	
  exercise.	
  The	
  groups	
  also	
  valued	
  the	
  focus	
  on	
  a	
  

healthy	
  lifestyle	
  change	
  as	
  opposed	
  to	
  a	
  calorie	
  counting	
  methods	
  as	
  well	
  the	
  weekly	
  

physical	
  activity	
  sessions	
  to	
  get	
  kids	
  moving.	
  	
  All	
  groups	
  also	
  identified	
  the	
  need	
  for	
  

partnerships	
  and	
  resources	
  to	
  implement	
  and	
  sustain	
  the	
  program.	
  	
  Discussions	
  centered	
  

on	
  the	
  need	
  for	
  transportation	
  in	
  order	
  to	
  get	
  families	
  to	
  the	
  weekly	
  sessions	
  as	
  well	
  as	
  staff	
  

and	
  a	
  building	
  for	
  the	
  physical	
  activity	
  sessions.	
  	
  Lastly,	
  it	
  was	
  also	
  expressed	
  that	
  there	
  

would	
  need	
  to	
  be	
  certain	
  adaptations	
  made	
  to	
  the	
  program.	
  These	
  included	
  combining	
  at	
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least	
  one	
  physical	
  activity	
  sessions	
  per	
  week	
  with	
  the	
  nutrition	
  and	
  behavioral	
  session	
  for	
  a	
  

total	
  of	
  two	
  meetings	
  per	
  week	
  instead	
  of	
  three	
  and	
  addressing	
  the	
  health	
  literacy	
  and	
  

readability	
  of	
  the	
  program	
  workbooks.	
  Finally,	
  there	
  was	
  some	
  concern	
  for	
  the	
  need	
  of	
  a	
  

motivated	
  parent	
  to	
  keep	
  families	
  engaged	
  in	
  the	
  high	
  frequency	
  program	
  meetings.	
  	
  

During	
  the	
  review	
  of	
  Family	
  Connections,	
  there	
  were	
  also	
  four	
  main	
  themes	
  of	
  

discussion.	
  	
  First,	
  the	
  groups	
  expressed	
  negative	
  perceptions	
  towards	
  the	
  automated	
  

telephone	
  calls.	
  	
  There	
  was	
  a	
  common	
  concern	
  for	
  being	
  able	
  to	
  reach	
  participants	
  by	
  the	
  

telephone	
  given	
  previous	
  community	
  partner	
  experience	
  with	
  phone	
  numbers	
  changing	
  on	
  

a	
  regular	
  basis	
  as	
  well	
  as	
  phones	
  being	
  disconnected.	
  	
  Community	
  partners	
  were	
  not	
  

hopeful	
  that	
  this	
  type	
  of	
  program	
  would	
  work	
  in	
  the	
  given	
  population.	
  	
  Secondly,	
  the	
  

groups	
  conveyed	
  concern	
  over	
  the	
  lack	
  of	
  physical	
  activity	
  component	
  that	
  included	
  face-­‐

to-­‐face	
  sessions.	
  	
  A	
  third	
  theme	
  of	
  discussion	
  was	
  the	
  parent-­‐only	
  approach.	
  	
  Groups	
  

discussed	
  the	
  benefits	
  of	
  using	
  a	
  parents-­‐only	
  approach	
  including	
  the	
  fact	
  that	
  parents	
  are	
  

usually	
  the	
  ones	
  responsible	
  for	
  making	
  changes	
  to	
  the	
  home	
  environment	
  as	
  well	
  as	
  

training	
  the	
  child	
  in	
  a	
  new	
  lifestyle	
  behavior.	
  	
  However,	
  groups	
  also	
  discussed	
  that	
  this	
  

program	
  would	
  require	
  a	
  motivated	
  parent	
  that	
  would	
  attend	
  sessions	
  and	
  complete	
  phone	
  

calls	
  in	
  order	
  to	
  teach	
  the	
  child.	
  	
  The	
  groups	
  agreed	
  that	
  to	
  a	
  certain	
  degree,	
  children	
  should	
  

be	
  involved	
  in	
  the	
  PWM	
  program.	
  	
  There	
  was	
  an	
  expressed	
  concern	
  that	
  at	
  a	
  certain	
  age,	
  

the	
  child	
  should	
  be	
  involved	
  in	
  the	
  program	
  and	
  begin	
  making	
  their	
  own	
  lifestyle	
  decisions.	
  	
  

Lastly,	
  overall	
  the	
  groups	
  agreed	
  that	
  this	
  program	
  offered	
  an	
  approach	
  that	
  could	
  be	
  

delivered	
  through	
  most	
  organizations.	
  	
  There	
  would	
  only	
  need	
  to	
  be	
  enough	
  staff	
  and	
  space	
  

for	
  two	
  weekly	
  sessions,	
  the	
  remainder	
  of	
  the	
  program	
  would	
  be	
  delivered	
  via	
  phone	
  calls	
  

and	
  it	
  would	
  most	
  likely	
  be	
  sustainable—with	
  the	
  caveat	
  that	
  sustainability	
  is	
  contingent	
  

on	
  if	
  the	
  participants	
  were	
  receptive	
  to	
  this	
  type	
  of	
  program	
  delivery.	
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The	
  overwhelming	
  topic	
  expressed	
  by	
  the	
  group	
  concerning	
  Traffic	
  Light	
  was	
  the	
  

concern	
  for	
  the	
  nutrition	
  plan	
  as	
  well	
  as	
  the	
  lack	
  of	
  balance	
  of	
  physical	
  activity.	
  	
  All	
  groups	
  

commented	
  that	
  they	
  did	
  not	
  like	
  the	
  calorie	
  restriction	
  approach	
  for	
  a	
  PWM	
  program.	
  	
  

There	
  was	
  also	
  group	
  confusion	
  towards	
  the	
  traffic	
  light	
  approach	
  for	
  classifying	
  foods	
  as	
  

red,	
  yellow,	
  or	
  green.	
  	
  This	
  included	
  foods	
  not	
  actually	
  being	
  classified	
  according	
  to	
  their	
  

color	
  but	
  according	
  to	
  their	
  nutrient	
  composition	
  as	
  well	
  as	
  the	
  need	
  for	
  both	
  calorie	
  

counting	
  and	
  the	
  color	
  system	
  to	
  be	
  used	
  in	
  the	
  same	
  program.	
  	
  There	
  was	
  also	
  little	
  

information	
  regarding	
  physical	
  activity	
  and	
  the	
  information	
  that	
  was	
  available	
  involved	
  

counting	
  calories	
  burned	
  while	
  exercising,	
  which	
  many	
  expressed	
  as	
  a	
  negative	
  aspect	
  of	
  

this	
  program.	
  	
  Some	
  of	
  the	
  other	
  themes	
  discussed	
  by	
  the	
  groups	
  were	
  the	
  need	
  for	
  

adaptation	
  of	
  tracking	
  materials	
  and	
  the	
  intensity	
  of	
  the	
  program,	
  as	
  well	
  as	
  the	
  lack	
  of	
  

usability	
  of	
  the	
  workbook	
  materials.	
  	
  As	
  also	
  seen	
  with	
  the	
  Bright	
  Bodies	
  program,	
  there	
  

was,	
  however,	
  a	
  positive	
  reaction	
  towards	
  the	
  program	
  being	
  focused	
  both	
  on	
  the	
  parent	
  

and	
  child.	
  

Table	
  4:	
  Program	
  Themes	
  and	
  Group	
  Discussion	
  Examples	
  	
  

POSITIVE	
  THEMES	
  	
  
Bright	
  Bodies	
  	
  	
  

Most	
  positive	
  attitude	
  expressed	
  towards	
  this	
  program	
  	
  
	
  
“Which	
  program	
  intuitively	
  appealing?	
  I	
  say	
  bright	
  bodies	
  again	
  because	
  of	
  how	
  the	
  book	
  
is	
  set	
  up	
  for	
  both	
  parents	
  and	
  children	
  with	
  the	
  pictures.”	
  
Enjoyed	
  balance	
  of	
  healthy	
  eating	
  approach	
  &	
  structured	
  exercise	
  
	
  
“Well	
  the	
  fact	
  that	
  is	
  incorporates	
  it	
  almost	
  equally.”	
  
	
  
“Bright	
  bodies	
  had	
  the	
  best	
  balance.	
  It	
  was	
  strong	
  in	
  both.”	
  
	
  
“Agree,	
  the	
  healthy	
  eating	
  approach	
  which	
  I	
  liked	
  and	
  it	
  looked	
  easy	
  to	
  follow.”	
  
	
  
“Understanding	
  nutrition	
  and	
  PA,	
  understanding	
  how	
  you	
  function	
  together,	
  how	
  that	
  
would	
  impact.”	
  
Program	
  focused	
  on	
  both	
  parent	
  &	
  child	
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“If	
  I	
  was	
  a	
  parent,	
  I	
  would	
  be	
  more	
  encouraged	
  to	
  go	
  through	
  that	
  one	
  with	
  my	
  child.	
  As	
  a	
  
result	
  that	
  would	
  probably	
  change	
  my	
  parenting	
  behavior.”	
  

Family	
  Connections	
  
Benefits	
  of	
  parents-­‐only	
  approach	
  for	
  certain	
  children	
  
	
  
“The	
  first	
  thing	
  that	
  I	
  thought	
  about	
  was	
  younger	
  children	
  and	
  kids	
  aren’t	
  involved	
  and	
  if	
  
you	
  are	
  working	
  with	
  kids	
  3-­‐6	
  this	
  may	
  be	
  most	
  appropriate.	
  Because	
  they	
  wont	
  really	
  be	
  
able	
  to	
  comprehend	
  the	
  program.”	
  
	
  
“I	
  like	
  that	
  its	
  retraining	
  the	
  parents.	
  And	
  we	
  know	
  that’s	
  a	
  big	
  part	
  of	
  it	
  with	
  a	
  child	
  
that's	
  obese	
  because	
  they	
  were	
  raised	
  in	
  that	
  environment.”	
  
Systems-­‐neutral	
  approach	
  
	
  
“I	
  actually	
  put	
  strongly	
  agree	
  but	
  only	
  because	
  I	
  was	
  thinking	
  that	
  there	
  was	
  2	
  sessions	
  
and	
  that	
  seemed	
  practical	
  to	
  me.”	
  
	
  
“You	
  can	
  have	
  2	
  meetings	
  anywhere.”	
  

Traffic	
  Light	
  	
  
Program	
  focused	
  on	
  both	
  parent	
  &	
  child	
  
	
  
“It	
  is	
  geared	
  to	
  the	
  parents	
  rather	
  than	
  the	
  child,	
  but	
  I’m	
  going	
  to	
  advocate	
  that	
  the	
  
children	
  take	
  responsibility.”	
  
	
  
“I	
  like	
  that…the	
  parent	
  child	
  focus”	
  
	
  

NEGATIVE	
  THEMES	
  	
  
Bright	
  Bodies	
  –	
  none	
  noted	
  	
  

Family	
  Connections	
  
Telephone	
  Calls	
  
	
  
“One	
  of	
  the	
  disadvantages,	
  a	
  lot	
  of	
  our	
  parents	
  their	
  phone	
  number	
  changes	
  and	
  we	
  cant	
  
even	
  call	
  them	
  back	
  the	
  next	
  day	
  with	
  lab	
  results.”	
  
	
  
“I	
  work	
  with	
  a	
  study	
  now	
  that	
  does	
  calls	
  and	
  it’s	
  a	
  struggle	
  to	
  get	
  people	
  to	
  complete	
  
them.	
  We	
  have	
  some	
  that	
  are	
  no	
  problem,	
  complete	
  all	
  of	
  them	
  and	
  then	
  there	
  are	
  others	
  
who	
  just	
  hang	
  up.”	
   	
  
Concern	
  over	
  lack	
  of	
  PA	
  component	
  
	
  
“This	
  one	
  appeared	
  to	
  be	
  more	
  suggestion.	
  	
  Where	
  as	
  the	
  other	
  one,	
  if	
  you	
  came	
  you	
  knew	
  
what	
  you	
  were	
  going	
  to	
  do.”	
  

Traffic	
  Light	
  	
  
Nutrition	
  plan	
  &	
  lack	
  of	
  PA	
  
	
  
“	
  I	
  am	
  curious	
  on	
  calorie	
  restriction.	
  Parents	
  are	
  receptive	
  to	
  that?	
  To	
  start	
  that	
  way?”	
  
	
  
“I	
  am	
  worried	
  about	
  intensity	
  of	
  calorie	
  counting	
  and	
  logging	
  that	
  for	
  6	
  months.	
  If	
  that	
  is	
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the	
  intent,	
  that	
  they	
  are	
  logging	
  and	
  counting	
  for	
  6	
  months.	
  Most	
  people	
  don’t	
  do	
  it	
  for	
  
more	
  than	
  6	
  or	
  7	
  days.	
  I	
  am	
  worry	
  about	
  that	
  from	
  a	
  burden	
  perspective.”	
  
	
  
“One	
  reason	
  we	
  picked	
  that	
  one	
  was	
  because	
  traffic	
  light,	
  the	
  calorie	
  content,	
  900-­‐1200,	
  
it	
  was	
  so	
  limited.”	
  
	
  
“I	
  could	
  see	
  a	
  person	
  having	
  an	
  obese	
  child	
  being	
  confused	
  by	
  these	
  colors	
  and	
  saying	
  I	
  
thought	
  that	
  was	
  a	
  healthy	
  food.”	
  
	
  
“I’m	
  looking	
  at	
  the	
  exercise	
  option,	
  it	
  actually	
  has	
  a	
  calorie	
  burning	
  goal	
  and	
  now	
  just	
  
time	
  limits.	
  Much	
  more	
  specific	
  than	
  some	
  we	
  just	
  looked	
  at.”	
  
	
  
“For	
  the	
  PA	
  component,	
  I	
  am	
  confused	
  about	
  even	
  writing	
  down	
  a	
  number.	
  Because	
  I	
  am	
  
not	
  sure	
  how	
  people	
  are	
  going	
  to	
  convert	
  that	
  to	
  calories.	
  With	
  height,	
  weight,	
  etc.”	
  
Lack	
  of	
  usability	
  of	
  workbook	
  materials	
  
	
  
“When	
  thinking	
  about	
  some	
  of	
  these	
  families,	
  I	
  am	
  not	
  sure	
  it	
  will	
  make	
  sense	
  to	
  them.”	
  

	
  

NEUTRAL	
  THEMES	
  	
  
Bright	
  Bodies	
  	
  

Need	
  for	
  partnerships	
  &	
  resources	
  in	
  order	
  to	
  implement	
  
	
  
“We	
  would	
  have	
  to	
  partner,	
  with	
  something	
  like	
  parks	
  and	
  rec.	
  for	
  the	
  child	
  group	
  we	
  
would	
  have	
  to	
  focus	
  on	
  people	
  who	
  live	
  within	
  the	
  city	
  because	
  of	
  transportation	
  issues.”	
  	
  
Need	
  for	
  certain	
  adaptations	
  to	
  PA	
  program,	
  health	
  literacy,	
  etc.	
  	
  	
  
	
  
“I	
  think	
  it	
  [PA]	
  would	
  be	
  ok	
  if	
  it	
  were	
  a	
  little	
  more	
  structured.	
  	
  Such	
  as	
  week	
  1	
  this	
  is	
  what	
  
they	
  will	
  be	
  doing.	
  So	
  at	
  the	
  end	
  of	
  the	
  12	
  weeks	
  we	
  know	
  where	
  the	
  kids	
  are	
  going	
  to	
  be.”	
  
	
  
“I	
  just	
  wonder	
  the	
  challenge	
  of	
  that	
  age	
  group	
  understanding	
  some	
  of	
  this	
  material.	
  But	
  I	
  
don't	
  really	
  know.	
  (RE:	
  3rd	
  grader-­‐	
  8	
  yr	
  old)”	
  
	
  
“Just	
  being	
  concerned	
  about	
  what	
  kind	
  of	
  parents	
  are	
  we	
  dealing	
  with,	
  what	
  is	
  their	
  
reading	
  level.	
  We	
  feel	
  like	
  even	
  bright	
  bodies	
  would	
  have	
  to	
  be	
  modified,	
  but	
  that	
  was	
  the	
  
best.”	
  

Family	
  Connections	
  –	
  none	
  noted	
  	
  
Traffic	
  Light	
  	
  

Adaptation	
  of	
  tracking	
  materials	
  &	
  intensity	
  of	
  program	
  
	
  
“So	
  what	
  do	
  you	
  think?	
  I	
  think	
  they	
  are	
  a	
  little	
  technical.”	
  
	
  
“Best	
  as	
  ensuring	
  healthy	
  approach	
  to	
  reduce	
  child	
  weight?	
  I	
  don't	
  think	
  that	
  traffic	
  light	
  
was	
  it.	
  It	
  was	
  too	
  ruley.”	
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Selection	
  of	
  the	
  “best”	
  program	
  	
  

After	
  a	
  review	
  of	
  the	
  individual	
  programs,	
  the	
  groups	
  were	
  asked	
  to	
  compare	
  their	
  

ratings	
  against	
  all	
  three	
  programs	
  and	
  determine	
  a	
  “best”	
  program	
  (Table	
  5).	
  From	
  the	
  16	
  

items	
  sought	
  for	
  in	
  a	
  PWM	
  program,	
  at	
  least	
  two	
  out	
  of	
  the	
  three	
  groups	
  ranked	
  Bright	
  

Bodies	
  as	
  the	
  best	
  in	
  9	
  out	
  of	
  the	
  16	
  items.	
  Family	
  Connections	
  was	
  ranked	
  the	
  best	
  by	
  two	
  

out	
  of	
  three	
  small	
  groups	
  in	
  the	
  single	
  category	
  of	
  colleagues	
  would	
  be	
  happiest	
  if	
  we	
  

selected	
  this	
  program.	
  	
  Traffic	
  Light	
  was	
  only	
  ranked	
  best	
  by	
  Group	
  3	
  in	
  the	
  area	
  of	
  the	
  

nutrition	
  component,	
  but	
  was	
  not	
  present	
  in	
  any	
  other	
  areas.	
  In	
  2	
  out	
  of	
  the	
  16	
  items,	
  

including	
  length	
  of	
  the	
  program	
  and	
  program	
  delivery	
  within	
  the	
  Children’s	
  Healthcare	
  

Center,	
  each	
  group	
  chose	
  a	
  different	
  program.	
  Two	
  of	
  the	
  three	
  groups	
  said	
  no	
  program	
  

was	
  best	
  in	
  the	
  three	
  areas,	
  including	
  the	
  focus	
  on	
  changing	
  parenting	
  behaviors	
  that	
  could	
  

reduce	
  childhood	
  obesity,	
  sessions	
  could	
  be	
  done	
  with	
  limited	
  adaptation,	
  and	
  program	
  

delivery	
  within	
  the	
  Health	
  Department.	
  

Table	
  5:	
  Selection	
  of	
  “Best”	
  Program	
  

	
  	
   Group	
  1	
   Group	
  2	
   Group	
  3	
  
Program	
  Characteristics	
  	
   	
   	
   	
  
Physical	
  activity	
  component	
  	
   BB	
  	
   No	
  Best	
   BB	
  	
  
Nutrition	
  component	
  	
   BB	
   BB	
   TL	
  

Balance	
  of	
  physical	
  activity	
  and	
  nutrition	
  	
   BB	
   BB	
   BB	
  
Focus	
  on	
  changing	
  parenting	
  behaviors	
  that	
  
could	
  reduce	
  childhood	
  obesity	
   BB	
   No	
  Best	
   No	
  Best	
  
Strategies	
  that	
  will	
  help	
  families	
  stick	
  with	
  
their	
  goals.	
   BB	
   BB	
   BB	
  
Ensures	
  a	
  healthy	
  approach	
  to	
  reducing	
  child	
  
weight	
   No	
  Best	
   BB	
   BB	
  
The	
  parents	
  /	
  children	
  focus	
  

BB	
   FC	
   BB	
  

Implementation/Adaptation	
  	
   	
   	
   	
  
The	
  types	
  of	
  sessions	
  are	
  practical	
  for	
  our	
  
settings	
   No	
  Best	
   FC	
   No	
  Best	
  
	
  
The	
  length	
  of	
  the	
  program	
  	
   No	
  Best	
   FC	
   BB	
  

Sessions	
  could	
  be	
  done	
  with	
  limited	
  adaptation	
   No	
  Best	
   No	
  Best	
   FC	
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Workbook	
  and	
  other	
  materials	
  can	
  be	
  used	
  
with	
  limited	
  adaptation	
   BB	
   No	
  Best	
   BB	
  
Adoption	
   	
   	
   	
  

Which	
  program	
  makes	
  the	
  most	
  sense?	
   BB	
   FC	
   BB	
  

Which	
  program	
  is	
  most	
  intuitively	
  appealing?	
   BB	
   FC	
   BB	
  

With	
  enough	
  training	
  which	
  program	
  could	
  be	
  
best	
  used	
  at	
  the	
  Health	
  Department?	
   	
  No	
  Best	
  	
   No	
  Best	
   BB	
  

With	
  enough	
  training	
  which	
  program	
  could	
  be	
  
best	
  used	
  at	
  the	
  Children’s	
  Health	
  center?	
   No	
  Best	
   FC	
   BB	
  
Which	
  program	
  would	
  our	
  colleagues	
  be	
  
happiest	
  about	
  if	
  we	
  selected	
  it?	
   FC	
   FC	
   BB	
  
Table	
  5	
  displays	
  the	
  results	
  of	
  groups’	
  decision	
  on	
  the	
  “best”	
  
program	
  that	
  displays	
  each	
  of	
  the	
  given	
  components	
  of	
  an	
  effective	
  
childhood	
  obesity	
  program.	
  	
  
Note:	
  BB=Bright	
  Bodies;	
  FC=Family	
  Connections;	
  TL=Traffic	
  Light	
  
	
  
	
  

	
  

	
  
	
  

During	
  the	
  small	
  group	
  discussion	
  of	
  the	
  “best”	
  program	
  for	
  the	
  DRR,	
  four	
  themes	
  

that	
  emerged	
  in	
  the	
  initial	
  program	
  rating	
  discussions	
  were	
  reinforced.	
  	
  First,	
  it	
  was	
  

important	
  for	
  the	
  program	
  to	
  have	
  a	
  balance	
  of	
  nutrition	
  and	
  physical	
  activity.	
  	
  All	
  groups	
  

saw	
  the	
  presence	
  of	
  a	
  structured	
  exercise	
  program	
  along	
  with	
  the	
  nutrition	
  and	
  behavioral	
  

sessions	
  as	
  a	
  benefit.	
  	
  Second,	
  there	
  was	
  a	
  strong	
  dislike	
  for	
  calorie	
  counting.	
  	
  Groups	
  

wanted	
  the	
  chosen	
  program	
  to	
  emphasize	
  a	
  healthy	
  eating	
  approach.	
  	
  Third,	
  there	
  was	
  a	
  

desire	
  for	
  the	
  program	
  to	
  target	
  both	
  the	
  parent	
  and	
  the	
  child	
  in	
  order	
  to	
  work	
  towards	
  a	
  

family	
  lifestyle	
  change.	
  	
  Fourth	
  was	
  the	
  practicality	
  and	
  usability	
  of	
  the	
  program	
  in	
  the	
  

target	
  setting.	
  	
  

No	
  new	
  themes	
  emerged	
  in	
  the	
  large	
  group	
  discussion	
  of	
  the	
  group	
  rank	
  ordering	
  of	
  

the	
  programs.	
  The	
  focus	
  of	
  the	
  discussion	
  was	
  primarily	
  on	
  distinguishing	
  between	
  Bright	
  

Bodies	
  and	
  Family	
  Connections.	
  Ultimately,	
  the	
  POPS-­‐CAB	
  reached	
  consensus	
  that	
  an	
  

adaptation	
  of	
  Bright	
  Bodies	
  would	
  be	
  the	
  best	
  fit	
  for	
  the	
  DRR.	
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IV.	
  Discussion	
  

The	
  initial	
  objective	
  of	
  the	
  POPS-­‐CAB	
  was	
  to	
  select	
  an	
  evidence-­‐based	
  program	
  for	
  

translation	
  into	
  community	
  practice	
  within	
  the	
  DRR.	
  	
  In	
  the	
  process	
  of	
  selecting	
  between	
  a	
  

number	
  of	
  evidence-­‐based	
  programs	
  it	
  was	
  evident	
  that	
  representatives	
  from	
  community	
  

organizations	
  have	
  strong	
  perceptions	
  of	
  the	
  type	
  of	
  programs	
  that	
  will	
  or	
  will	
  not	
  work	
  

with	
  their	
  populations.	
  It	
  may	
  be	
  surprising	
  that	
  Family	
  Connections,	
  was	
  not	
  more	
  

appealing	
  for	
  adoption	
  by	
  the	
  DRR	
  based	
  on	
  the	
  limited	
  amount	
  of	
  resources	
  needed,	
  the	
  

ease	
  of	
  delivery,	
  and	
  the	
  options	
  for	
  sustainability.	
  	
  This	
  program	
  only	
  requires	
  two	
  in-­‐

person	
  meetings	
  and	
  the	
  rest	
  of	
  the	
  intervention	
  is	
  delivered	
  via	
  an	
  automated	
  Interactive	
  

Voice	
  Response	
  (IVR)	
  system,	
  which	
  delivers	
  at	
  least	
  ten	
  phone	
  calls	
  to	
  the	
  participant.	
  	
  

When	
  considering	
  all	
  three	
  evidence-­‐based	
  programs,	
  Family	
  Connections	
  is	
  the	
  least	
  

intensive	
  and	
  could	
  be	
  easily	
  sustained	
  by	
  Danville	
  healthcare,	
  public	
  health,	
  and	
  

community	
  organizations,	
  while	
  still	
  demonstrating	
  success	
  at	
  reducing	
  childhood	
  obesity.	
  	
  	
  

The	
  POPS-­‐CAB	
  to	
  choose	
  to	
  adapt	
  and	
  implement	
  the	
  most	
  intensive	
  of	
  the	
  three	
  

programs.	
  While	
  this	
  program	
  does	
  require	
  a	
  numerous	
  amount	
  of	
  resources	
  to	
  operate,	
  

Bright	
  Bodies	
  appeared	
  to	
  be	
  the	
  program	
  that	
  would	
  receive	
  the	
  best	
  response	
  and	
  obtain	
  

the	
  greatest	
  reach	
  from	
  participants	
  the	
  POPS-­‐CAB	
  would	
  be	
  trying	
  to	
  recruit	
  in	
  the	
  future.	
  	
  

It	
  meets	
  many	
  of	
  the	
  recommendations	
  for	
  a	
  PWM	
  program	
  based	
  on	
  suggestions	
  from	
  the	
  

AAP39	
  (Appendix	
  Table	
  1A)	
  and	
  the	
  POPS-­‐CAB	
  found	
  appeal	
  in	
  the	
  balance	
  of	
  healthy	
  eating	
  

and	
  physical	
  activity,	
  structure	
  of	
  physical	
  activity	
  classes,	
  workbook	
  materials,	
  and	
  the	
  

focus	
  on	
  both	
  the	
  parent	
  and	
  the	
  child.	
  In	
  light	
  of	
  the	
  community	
  organizations	
  that	
  were	
  

involved	
  in	
  the	
  process	
  and	
  the	
  resources	
  available	
  across	
  partners	
  within	
  the	
  POPS-­‐CAB,	
  

Bright	
  Bodies	
  was	
  seen	
  as	
  a	
  challenging	
  but	
  realistic	
  program	
  that	
  could	
  be	
  implemented	
  if	
  

all	
  partners	
  were	
  willing	
  to	
  contribute	
  some	
  resources	
  to	
  the	
  initiative	
  (e.g.,	
  space	
  and	
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exercise	
  leadership	
  from	
  Parks	
  &	
  Rec	
  and	
  the	
  Boys	
  &	
  Girls	
  club;	
  participant	
  identification	
  

and	
  recruitment	
  from	
  the	
  Children’s	
  healthcare	
  center	
  and	
  department	
  of	
  health;	
  and	
  

nursing	
  expertise	
  to	
  deliver	
  behavioral	
  and	
  nutrition	
  sessions	
  for	
  parents	
  and	
  children.	
  	
  

The	
  Traffic	
  Light	
  Diet	
  was	
  the	
  program	
  that	
  received	
  the	
  least	
  amount	
  of	
  interest.	
  	
  

While	
  there	
  was	
  a	
  positive	
  reaction	
  towards	
  the	
  program	
  focusing	
  on	
  both	
  the	
  parent	
  and	
  

the	
  child,	
  the	
  program	
  contents	
  contained	
  little	
  information	
  in	
  regards	
  to	
  physical	
  activity	
  

and	
  the	
  workbook	
  materials	
  were	
  not	
  user	
  friendly.	
  	
  One	
  of	
  the	
  most	
  discussed	
  themes	
  was	
  

the	
  concern	
  for	
  the	
  nutrition	
  plan.	
  	
  Many	
  of	
  the	
  POPS-­‐CAB	
  members	
  did	
  not	
  like	
  the	
  idea	
  of	
  

a	
  calorie	
  restriction	
  approach,	
  especially	
  for	
  children.	
  	
  Both	
  Bright	
  Bodies	
  and	
  Family	
  

Connections	
  included	
  lessons	
  on	
  calorie	
  counting,	
  but	
  the	
  main	
  nutrition	
  focus	
  remained	
  on	
  

a	
  healthy	
  eating	
  approach.	
  	
  Many	
  health	
  and	
  community	
  professionals	
  understand	
  that	
  in	
  

order	
  to	
  lose	
  weight,	
  an	
  individual	
  must	
  burn	
  more	
  calories	
  than	
  he	
  or	
  she	
  is	
  taking	
  in,	
  also	
  

known	
  as	
  the	
  energy	
  balance	
  equation.	
  	
  However,	
  in	
  order	
  for	
  an	
  individual	
  to	
  fully	
  

understand	
  this	
  equation,	
  it	
  is	
  crucial	
  to	
  understand	
  calories.	
  	
  The	
  importance	
  of	
  teaching	
  

about	
  calories	
  was	
  noted,	
  but	
  calorie	
  restriction	
  was	
  seen	
  as	
  a	
  negative	
  aspect	
  of	
  the	
  

program.	
  	
  	
  	
  

This	
  work	
  highlights	
  the	
  importance	
  of	
  using	
  a	
  systems-­‐based	
  approach	
  and	
  

engaging	
  key	
  members	
  from	
  the	
  community	
  organizations	
  and	
  public	
  health	
  

departments27,43	
  when	
  selecting	
  an	
  evidence-­‐based	
  program	
  for	
  adoption.	
  	
  The	
  research	
  

members	
  of	
  the	
  POPS-­‐CAB	
  were	
  able	
  to	
  provide	
  their	
  expertise	
  in	
  the	
  areas	
  of	
  selecting	
  

evidence-­‐based	
  programs	
  and	
  narrowing	
  the	
  search	
  from	
  seven	
  to	
  three	
  programs	
  in	
  order	
  

to	
  provide	
  the	
  POPS-­‐CAB	
  with	
  a	
  more	
  manageable	
  number	
  for	
  review.	
  	
  In	
  return,	
  the	
  

community	
  members	
  were	
  able	
  to	
  offer	
  their	
  expertise	
  on	
  the	
  availability	
  of	
  their	
  resources,	
  

predict	
  the	
  acceptance	
  of	
  the	
  program	
  details	
  by	
  their	
  community,	
  as	
  well	
  as	
  help	
  identify	
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the	
  potential	
  target	
  population	
  who	
  would	
  benefit	
  from	
  this	
  program.	
  	
  These	
  members	
  are	
  

critical	
  when	
  it	
  comes	
  to	
  assessing	
  and	
  developing	
  a	
  contextually	
  relevant	
  and	
  sustainable	
  

intervention.	
  	
  	
  

The	
  ultimate	
  goal	
  of	
  this	
  project	
  is	
  to	
  develop	
  a	
  childhood	
  obesity	
  prevention	
  

program	
  that	
  has	
  broad	
  reach,	
  is	
  effective,	
  feasible,	
  sustainable,	
  and	
  minimal	
  cost.	
  	
  After	
  

implementation	
  of	
  the	
  adapted	
  program,	
  the	
  POPS-­‐CAB	
  will	
  have	
  the	
  opportunity	
  to	
  review	
  

the	
  results	
  from	
  the	
  initial	
  program	
  delivery.	
  	
  At	
  this	
  point	
  they	
  will	
  reevaluate	
  if	
  this	
  

program	
  continues	
  to	
  be	
  the	
  best	
  fit	
  for	
  the	
  DRR	
  community	
  and	
  make	
  any	
  additional	
  

adaptations	
  as	
  necessary.	
  	
  	
  

Limitations	
  	
  	
  	
  	
  	
  	
  	
  	
  

Our	
  project	
  is	
  limited	
  to	
  a	
  local	
  community	
  advisory	
  board	
  and	
  may	
  not	
  be	
  

generalizable	
  to	
  other	
  communities	
  or	
  to	
  advisory	
  boards	
  with	
  different	
  compositions.	
  

However,	
  this	
  limitation	
  is	
  balance	
  with	
  the	
  having	
  representatives	
  from	
  each	
  organization	
  

that	
  could	
  ultimately	
  be	
  involved	
  in	
  the	
  delivery	
  of	
  the	
  program	
  and	
  a	
  representative	
  with	
  

decision	
  making	
  authority	
  related	
  to	
  resources	
  available	
  for	
  the	
  program.	
  Finally,	
  the	
  

iterative	
  process	
  of	
  rating	
  programs	
  individually	
  and	
  then	
  with	
  input	
  from	
  other	
  

community	
  and	
  academic	
  partners	
  allowed	
  for	
  in	
  depth	
  consideration	
  of	
  each	
  program.	
  	
  

Another	
  limitation	
  of	
  this	
  project	
  included	
  the	
  lack	
  of	
  statistical	
  comparisons	
  across	
  

community	
  and	
  academic	
  members	
  of	
  the	
  POPS-­‐CAB.	
  	
  However,	
  the	
  data	
  provided	
  through	
  

the	
  individual	
  and	
  group	
  ratings	
  help	
  to	
  provide	
  context	
  for	
  the	
  small	
  group	
  discussion	
  and	
  

decision	
  making	
  process	
  by	
  the	
  POPS-­‐CAB.	
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V.	
  Conclusion	
  	
  

In	
  summary,	
  after	
  presentation	
  and	
  review	
  of	
  three	
  evidence-­‐based	
  PWM	
  programs,	
  

Bright	
  Bodies	
  proved	
  to	
  be	
  the	
  most	
  appealing	
  intervention	
  for	
  the	
  DRR	
  by	
  the	
  POPS-­‐CAB,	
  

even	
  though	
  this	
  program	
  represented	
  the	
  most	
  intensive	
  of	
  the	
  three	
  programs.	
  	
  The	
  

hypothesized	
  program	
  for	
  selection	
  chosen	
  by	
  the	
  researchers	
  was	
  not	
  the	
  program	
  

selected	
  by	
  the	
  community	
  members	
  of	
  the	
  POPS-­‐CAB.	
  The	
  community	
  representatives	
  

were	
  able	
  to	
  communicate	
  the	
  needs	
  of	
  the	
  community,	
  its	
  resources,	
  and	
  its	
  

representative	
  population	
  who	
  may	
  be	
  involved	
  in	
  this	
  program.	
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