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Preface

he remarkable growth of obesity in the young population in many

parts of the world in a relatively short time span represents one of

the defining public health challenges of the 21st century. At this
early phase in addressing childhood obesity, action has begun on a number
of levels to improve dietary patterns and increase physical activity in chil-
dren and youth throughout the United States and in other countries. Schools,
corporations, youth-related organizations, families, communities, founda-
tions, and government agencies are working to implement a variety of
policy changes, new programs, and other interventions. There is a great
deal yet to be learned about how to evaluate these efforts and disseminate
information on effective interventions. Additionally, lessons learned from
other public health concerns such as the prevention of youth tobacco use
and alcohol consumption can provide insights and directions for further
efforts. However, the solutions to tobacco and alcohol consumption among
our young people cannot be fully replicated due to the complexity of obe-
sity and the ubiquity of food, sedentary habits, and familiar routines in our
culture that contribute to the problem. A comprehensive response to the
obesity epidemic requires connectivity, consistency, and continuity across
multiple programs and sectors. Preventing childhood obesity will involve
changes in social norms and the demand by the general public for healthier
lifestyles and the products and opportunities that support physical activity
and healthful diets. Innovations are needed that accelerate the pace of
change that will move us toward these goals.

X1
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xii PREFACE

In 2002, the Institute of Medicine (IOM) responded to a congressional
mandate by developing an action plan for preventing childhood obesity.
The IOM report Preventing Childhood Obesity: Health in the Balance
provided recommendations for further action by multiple stakeholders. As
a natural outcome of that report, IOM established the Committee on
Progress in Preventing Childhood Obesity in 2005 with support from the
Robert Wood Johnson Foundation. The IOM committee was charged with
undertaking a study to assess the nation’s progress in preventing childhood
obesity. It was also asked to engage in a dissemination effort promoting the
implementation of the report’s findings and recommendations through three
symposia that were held in Atlanta, Georgia; Irvine, California; and Wichita,
Kansas.

This report, Progress in Preventing Childhood Obesity: How Do We
Measure Up?, places a specific focus on the evaluation of actions taken by
all sectors of society and describes progress made toward the first report’s
recommendations. Evaluation is vital to identify effective interventions that
can be scaled up to statewide or nationwide efforts, while ineffective inter-
ventions can be replaced with more promising evidence-based efforts. As
the Health in the Balance report acknowledged, we must draw from the
best available evidence rather than waiting for the best possible evidence to
mount an effective and sustained response. Along the way, we must ask
whether the interventions to promote healthful eating and increase physical
activity are reaching enough people to make a substantial difference, and
whether the breadth of interventions are adequate to address the scope of
the problem.

An expanded and diverse evidence base will provide the foundation for
a sustained effort toward reversing the current childhood obesity trends
and improving the health and well-being of America’s children and youth.
We have made considerable progress in five years since the release of the
Surgeon General’s Call to Action. However, there is a great deal more work
that all of us collectively need to undertake in order to adequately address
the impending obesity crisis and thereby chart a healthier course for our
future generations.

Jeffrey P. Koplan, Chair
Committee on Progress in
Preventing Childhood Obesity
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Summary

he nation’s growing recognition of the obesity crisis as a major

public health concern for our children and youth has led to an array

of diverse efforts aimed at increasing physical activity and promot-
ing healthful eating. These efforts, however, generally remain fragmented
and small-scale. Furthermore, there is a lack of systematic tracking and
evaluation of childhood obesity prevention interventions. When compared
to the strong commitment and heavy infusion of governmental and private-
sector resources devoted to other possible major public health concerns,
such as infectious disease outbreaks or bioterrorism events, there is a marked
underinvestment in the prevention of childhood obesity and related chronic
diseases.

Addressing the childhood obesity epidemic is a collective responsibility
involving multiple stakeholders and different sectors—including the federal
government, state and local governments, communities, schools, industry,
media, and families. This was a clear message from the 2005 Institute of
Medicine (IOM) report, Preventing Childhood Obesity: Health in the
Balance.

Following the release of the Health in the Balance report, the Robert
Wood Johnson Foundation asked the IOM to assess progress in childhood
obesity prevention actions across a variety of sectors and also to engage in
a dissemination effort that would promote the implementation of the 2005
report’s findings and recommendations through three regional symposia.
The dual purpose of convening each symposium was to galvanize child-
hood obesity prevention efforts among local, state, and national decision
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2 PROGRESS IN PREVENTING CHILDHOOD OBESITY

makers, community and school leaders, health care providers, public health
professionals, and grassroots community-based organizations, as well as to
apprise the committee of the experiences and insights of the broad variety
of partnerships and activities related to preventing childhood obesity
throughout the nation.

To respond to this task, the IOM appointed the Committee on Progress
in Preventing Childhood Obesity, comprised of 13 experts in diverse disci-
plines including nutrition, physical activity, obesity prevention, pediatrics,
family medicine, public health, public policy, health education and promo-
tion, community development and mobilization, private-sector initiatives,
behavioral epidemiology, and program evaluation. The committee obtained
information through a comprehensive literature review, three regional sym-
posia, and two public workshops.

The three regional symposia were held in Wichita, Kansas; Atlanta,
Georgia; and Irvine, California; and served to inform the committee about
ongoing and innovative promising practices and evaluation approaches
that are being used to address the problem and assess the effectiveness of
childhood obesity prevention efforts. The crosscutting themes that emerged
from all three symposia to support childhood obesity prevention efforts
were to forge strategic partnerships, educate stakeholders, increase re-
sources, and empower local schools, communities, and neighborhoods.

This report, Progress in Preventing Childhood Obesity: How Do We
Measure Up?, offers four distinct contributions to the childhood obesity
discourse. It summarizes the findings of the three regional symposia; pro-
vides an evaluation framework that stakeholders can use to assess progress
for a range of childhood obesity prevention efforts across different sectors
and settings; measures progress for specific recommendations in the Health
in the Balance report; and offers new recommendations for leadership and
commitment to childhood obesity prevention efforts including an expan-
sion of the nation’s capacity and action in implementing, evaluating, and
monitoring childhood obesity prevention initiatives and interventions.

The challenge presented in this report is to take the next steps toward
developing a robust evidence base for effective childhood obesity preven-
tion interventions and practices. Given the numerous changes being imple-
mented throughout the nation to improve the dietary quality and extent
of physical activity for children and youth, an overarching assessment of
progress in preventing childhood obesity necessitates both the tracking of
trends across the nation and a more detailed examination of lessons learned
through the evaluations of relevant interventions, policies, and programs.
Evaluations produce information or evidence that can be used to improve a
policy, program, or an intervention in its original setting; refine those that
need restructuring and adaptation to different settings and contexts; and
revise or discontinue those efforts found to be ineffective. Evaluation is
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SUMMARY 3

central to identifying and disseminating effective initiatives—whether they
are national or local programs, large- or small-scale efforts.

EVALUATION FRAMEWORK

The committee uses the term evaluation to represent the systematic
assessment of the quality and effectiveness of a policy, program, or initia-
tive. It is an effort to determine whether and how an intervention has
important and consequential outcomes. Many types of evaluations can
contribute to the knowledge base by identifying promising practices and
helping to establish causal relationships between interventions and various
outcomes. Evaluation can also enhance our understanding of the intrinsic
quality of the intervention and of the critical context where factors can
moderate or mediate an intervention’s effect in particular ways. The com-
mittee emphasizes that program evaluations of varying scope and size, at all
levels and within and across all sectors, play a vital role in addressing the
childhood obesity epidemic. Evaluation fosters collective learning, supports
accountability and responsibility, reduces uncertainty, guides improvements
and innovations in policies and programs, determines cost-effectiveness,
and helps to leverage change in society.

Evaluations are conducted for multiple stakeholders and the findings
broadly shared and disseminated. These audiences include policy makers,
funders, and other elected and appointed decision makers; program devel-
opers and administrators; program managers and staff; and program par-
ticipants, their families, and communities. Moreover, these diverse evalua-
tion audiences tend to value evaluation for different reasons. The committee
emphasizes the need for a collective commitment to evaluation by those
responsible for funding, planning, implementing, and monitoring child-
hood obesity prevention efforts.

Although resources are limited, evaluation should be incorporated as
an essential component of the program planning and implementation pro-
cess rather than as an optional activity. Government agencies, foundations,
and other funders of childhood obesity programs and interventions should
incorporate evaluation requirements, as is current practice by many agen-
cies and organizations. Similarly, program planners and those who imple-
ment policy changes should view evaluation as an integral part of their
efforts. If something is valuable enough to invest time, energy, and re-
sources, then it is also worthy of the investment necessary to carefully
document the success of the effort.

All childhood obesity prevention policies and interventions deserve
some type of evaluation. Evaluations can range in scope and complexity
from comparisons of pre- and post-intervention counts of the number of
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individuals participating in a program to methodologically sophisticated
evaluations with comparison groups and research designs. All types of
evaluation can make an important contribution to the evidence base upon
which to design policies, programs, and interventions.

The translation of evaluation and research findings into promising
practices constitutes the primary means for accelerating national efforts to
reverse the childhood obesity epidemic. Since the need for effective evalu-
ation is ongoing, both the capacity and quality of evaluation will be posi-
tively influenced by a steadfast national commitment to support obesity
prevention efforts and the rapid translation and dissemination of evalua-
tion and research findings—across the geographical landscape—to stake-
holders involved in obesity prevention efforts in states and communities.
Furthermore, the social and cultural diversity within the United States
precludes assumptions about the transferability of interventions from one
sub-population to another and should therefore be assessed.

Changing stakeholder perceptions about evaluation—from considering
it a daunting task of questionable value to a manageable and highly useful
endeavor to inform their efforts—can be facilitated by considering four key
evaluation questions to guide childhood obesity prevention policies, pro-
grams, and interventions (Box S-1). Although these questions are relevant
to obesity prevention strategies and actions across all sectors, not every
evaluation can be expected to address all of the questions. Rather, the
relevance of the four evaluation questions depends on the type of obesity
prevention intervention and the available evaluation resources and techni-
cal expertise.

BOX S-1
Questions to Guide Childhood Obesity
Prevention Policies and Interventions

1. How does the action contribute to preventing childhood obesity? What are the
rationale and supporting evidence for this particular action as a viable obesity
prevention strategy, particularly in a specific context? How well is the planned
action or intervention matched to the specific setting or population being
served?

2. What are the quality and reach or power of the action as designed?

3. How well is the action carried out? What are the quality and the reach or power
of the action as implemented?

4. What difference did the action make in terms of increasing the availability of
foods and beverages that contribute to a healthful diet, opportunities for phys-
ical activity, other indicators of a healthful diet and physical activity, and im-
proving health outcomes for children and youth?
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Experienced evaluators have long acknowledged the importance of
identifying and understanding the key contextual factors (e.g., environmen-
tal, cultural, normative, and behavioral) that influence the potential impact
of an intervention. The evaluation framework that the committee devel-
oped offers a depiction of the resources and inputs, strategies and actions,
and a range of outcomes that are important to childhood obesity preven-
tion. All are amenable to documentation, measurement, and evaluation
(Figure S-1).

The evaluation outcomes selected will depend on the nature of the
intervention, the timeline of the program or intervention, and the resources
available to program implementers to collect, analyze, and interpret out-
comes data. The timeline of the intervention often determines whether the
evaluation can assess progress toward a short-term outcome (e.g., increas-
ing participation in an after-school intramural sports team), an intermedi-
ate-term outcome (e.g., changes to the built environment that promote
regular physical activity for children and youth) or a long-term outcome
(e.g., a reduction in BMI levels of children participating in a new program).
Outcomes can also be categorized based on the nature of the change: (1)
structural, institutional, and systemic outcomes; (2) environmental out-
comes; (3) population or individual-level cognitive and social outcomes; (4)
behavioral outcomes (e.g., dietary and physical activity behaviors); and (5)
health outcomes (Figure S-1).

The evaluation framework also illustrates the range of inputs and out-
comes while giving careful consideration to the following factors:

¢ The interconnections and quality of interactions within and among the
multiple sectors involved in childhood obesity prevention initiatives.

e The adequacy of support and resources for policies and programs.

e The contextual appropriateness, relevance, and potential power of
the planned policy, intervention, or action.

e The multiple outcomes (e.g., structural, institutional, systemic, envi-
ronmental, behavioral for individuals and the population, and health
outcomes).

e The potential impact of interventions on adverse or unanticipated
outcomes, such as stigmatization.

e The indicators used to assess progress made toward each outcome.
Selecting the best indicators will depend on the purpose for which
they are intended and the resources available to program staff to
collect, analyze, and interpret relevant data.

A variety of crosscutting factors influence program experiences and the

evaluation process, thereby requiring consideration at every stage of the
evaluation framework for both individuals and populations. These include
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age, sex, socioeconomic status, and race/ethnicity; culture, immigration
status and acculturation; bio-behavioral and gene-environment interactions;
psychosocial status; and social, political, and historical contexts. Context
refers to the set of factors or circumstances that surround a situation or
event and give meaning to its interpretation. All of these factors should be
taken into account when designing, monitoring, and evaluating obesity
prevention initiatives as depicted in Figure S-1.

The committee has identified several relevant criteria that can be used
to judge the design and quality of interventions and encourages funders and
program planners to consider the following actions:

e Include diverse perspectives and attend to the sub-populations in the
greatest need of prevention actions—particularly underserved, low-
income, and high-risk populations that experience health disparities;

e Use relevant empirical evidence relevant to the specific context when
designing and implementing the intervention;

e Identify similar or potentially synergistic efforts and make important
cross-sectoral linkages and sustained collaborations; and

e Link structural, environmental, and behavioral changes in individu-
als and populations relevant to childhood obesity prevention.

CONCLUSIONS

The committee developed five broad conclusions (Box S-2) based on its
assessment of progress in preventing childhood obesity that serve as the
foundation for the report’s recommendations and implementation actions
discussed in the report.

RECOMMENDATIONS FOR ASSESSING PROGRESS

Reflective of the collective and interrelated responsibility of multiple
sectors and stakeholders to create a healthy marketplace and media envi-
ronment, healthy communities, healthy school environments, and healthy
home environments, the committee developed four recommendations for
this report. The committee’s recommendations are relevant across five ma-
jor sectors—government, industry, communities, schools, and home. The
first reccommendation underscores the importance of promoting leadership
and commitment to treat childhood obesity prevention as an urgent na-
tional priority. The remaining three recommendations serve as the basis for
evaluation activities within and across the sectors, accounting for interde-
pendencies and dynamic changes that will affect obesity prevention actions.
More details about the implementation of the recommendations for each
sector are discussed throughout the report and collated in Appendix E.
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BOX S-2
Conclusions

1. The country is beginning to recognize that childhood obesity is a serious public
health problem that increases morbidity and mortality and that has substantial
economic and social costs. However, the current level of investment by the
public and private sectors still does not match the extent of the problem.

2. Government, industry, communities, schools, and families are responding to
the childhood obesity epidemic by implementing a variety of policies, programs,
and other interventions. All of these stakeholders bring strong values and be-
liefs to obesity-related issues, but evidence-based approaches are needed to
guide the nation’s collective actions in the response.

3. Current data and evidence are inadequate for a comprehensive assessment
of the progress that has been made in preventing childhood obesity across the
United States. Although the best available evidence should be used to develop
an immediate response to the childhood obesity epidemic, a more robust evi-
dence base that identifies promising practices must be developed so that these
interventions can be scaled-up and supported in diverse settings.

4. Evaluation serves to foster collective learning, accountability, responsibility,
and cost-effectiveness to guide improvements in childhood obesity prevention
policies and programs. Multiple sectors and stakeholders should commit ade-
quate resources to conduct these evaluations. Surveillance, monitoring, and
research are fundamental components of childhood obesity prevention evalu-
ation efforts.

5. Multiple sectors and stakeholders should conduct evaluations of different types
and at different levels to assess and stimulate progress over the short term,
intermediate term, and long term to reverse the childhood obesity trend and
improve the health of the nation’s children and youth.

These recommendations collectively call our attention to the urgent
need to provide more and better information to improve peoples’ lives
through evaluation. Stakeholders in each sector are urged to identify and
mobilize adequate resources for the evaluation of obesity prevention inter-
ventions for children and youth. The recommendations also advance an
evaluation process that meaningfully engages diverse stakeholders in the
evaluation design and process and that legitimizes the multiplicity of stake-
holder perspectives, notably including program recipients along with fund-
ers, administrators, and professional staff.

There will be a greater likelihood of success when public, private, and
voluntary organizations purposefully combine their respective resources,
strengths, and comparative advantages to ensure a coordinated and sus-
tained long-term effort. Evaluations will contribute to building a strong and
diverse evidence base upon which promising and best practices can be
identified, scaled up, and institutionalized across different settings and
sectors.
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Recommendation 1: Government, industry, communities, schools, and
families should demonstrate leadership and commitment by mobilizing
the resources required to identify, implement, evaluate, and dissemi-
nate effective policies and interventions that support childhood obesity
prevention goals.

e Federal, state, and local governments should each establish a
high-level task force to identify priorities for action, coordinate
public-sector efforts, and establish effective interdepartmental
collaborations.

¢ Industry should use the full range of available resources and tools
to create, support, and sustain consumer demand for products
and opportunities that support healthy lifestyles including health-
ful diets and regular physical activity.

e Community stakeholders should establish and strengthen the lo-
cal policies, coalitions, and collaborations needed to create and
sustain healthy communities.

e School boards, administrators, and staff should elevate the prior-
ity that is placed on creating and sustaining a healthy school
environment and advance school policies and programs that sup-
port this priority.

e Families, parents, and caregivers should commit to promoting
healthful eating and regular physical activity to create a healthy
home environment.

Recommendation 2: Policy makers, program planners, program imple-
menters, and other interested stakeholders—within and across relevant
sectors—should evaluate all childhood obesity prevention efforts,
strengthen the evaluation capacity, and develop quality interventions
that take into account diverse perspectives, that use culturally relevant
approaches, and that meet the needs of diverse populations and contexts.

e Federal and state government departments and agencies should
consistently evaluate the effects of all actions taken to prevent
childhood obesity and strengthen the evaluation capacity, paying
particular attention to culturally relevant evaluation approaches.

¢ Industry should partner with government, academic institutions,
and other interested stakeholders to undertake evaluations to as-
sess its progress in preventing childhood obesity and promoting
healthy lifestyles.

e Community stakeholders should strengthen evaluation efforts
at the local level by partnering with government agencies, foun-
dations, and academic institutions to develop, implement, and

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11722.html

ity: How Do We Measure Up?

10 PROGRESS IN PREVENTING CHILDHOOD OBESITY

support evaluation opportunities and community-academic
partnerships.

e Schools and school districts should strengthen evaluation efforts
by partnering with state and federal agencies, foundations, and
academic institutions to develop, implement, and support evalua-
tions of all relevant school-based programs.

e Parents and caregivers, as the policy makers in the household,
should assess their family’s progress in achieving positive lifestyle
changes.

Recommendation 3: Government, industry, communities, and schools
should expand or develop relevant surveillance and monitoring systems
and, as applicable, should engage in research to examine the impact of
childhood obesity prevention policies, interventions, and actions on
relevant outcomes, paying particular attention to the unique needs of
diverse groups and high-risk populations. Additionally, parents and
caregivers should monitor changes in their family’s food, beverage, and
physical activity choices and their progress toward healthier lifestyles.

e Government at all levels should develop new surveillance systems
or enhance existing surveillance systems to monitor relevant out-
comes and trends and should increase funding for obesity preven-
tion research.

e The U.S. Congress, in consultation with industry and other rel-
evant stakeholders, should appropriate adequate funds to support
independent and periodic evaluations of industry’s efforts to pro-
mote healthier lifestyles.

e Community stakeholders and relevant partners should expand
the capacity for local-level surveillance and applied research and
should develop tools for community self-assessment to support
childhood obesity prevention efforts.

e Schools and school districts should conduct self-assessments to
enhance and sustain a healthy school environment, and mecha-
nisms for examining links between changes in the school environ-
ment and behavioral and health outcomes should be explored.

e Parents and caregivers should monitor their families’ lifestyle
changes; and government, foundations, and industry should sup-
port applied research that examines family interventions in real-
world settings.

Recommendation 4: Government, industry, communities, schools, and

families should foster information-sharing activities and disseminate
evaluation and research findings through diverse communication chan-
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nels and media to actively promote the use and scaling up of effective
childhood obesity prevention policies and interventions.

e Government at all levels should commit to the long-term support
and dissemination of childhood obesity prevention policies and
interventions that have been proven to be effective.

¢ Industry should collaborate with the public sector and other rel-
evant stakeholders to develop a mechanism for sharing propri-
etary data and a sustainable funding strategy that can inform and
support childhood obesity prevention interventions.

e Community stakeholders should partner with foundations, gov-
ernment agencies, faith-based organizations, and youth-related
organizations to publish and widely disseminate the evaluation
results of community-based childhood obesity prevention efforts.

e Schools should partner with government, professional associa-
tions, academic institutions, parent-teacher organizations, foun-
dations, communities, and the media to publish and widely dis-
seminate the evaluation results of school-based childhood obesity
prevention efforts and related materials and methods.

e Government (federal, state, and local), communities, families, and
the media should disseminate and widely promote the evaluation
results of effective family- and home-based childhood obesity pre-
vention efforts.

NEXT STEPS

Each of the recommendations is further expanded in the report, in which
the committee recommends specific implementation actions that should be
taken by government, industry, communities, schools, and parents and care-
givers at home to ensure that there are adequate resources and a focus on
strengthening the evaluation of childhood obesity prevention policies and
interventions. Given the range of actions that are needed to move forward in
preventing childhood obesity, the committee has identified immediate next
steps that it deems essential priority actions in the near future.

Government

The federal, state, and local governments are actively engaged in child-
hood obesity prevention efforts. However, as noted above, the levels of
funding and resources invested in these efforts and their evaluation are not
commensurate with the seriousness of this public health problem. Govern-
ment at all levels should provide coordinated leadership for the prevention
of obesity in children and youth.
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A critical next step for the federal government is to establish a high-
level task force on childhood obesity prevention, as recommended in the
Health in the Balance report (IOM, 2005), and underscored in this report.
The committee recommends that the president request that the secretary of
the U.S. Department of Health and Human Services (DHHS) to convene
this high-level task force and the task force include as members the secretar-
ies or senior officials of DHHS and the U.S. Departments of Agriculture,
Education, Transportation, Housing and Urban Development, Interior,
Defense, and other relevant departments and agencies. The purpose of the
task force would be to ensure coordinated budgets, policies, and require-
ments for obesity prevention programs and to establish effective interde-
partmental collaboration and priorities for action.

Furthermore, the federal government should provide a sustained com-
mitment and long-term investment in childhood obesity prevention initia-
tives found to be effective (such as the VERB™ campaign) and those that
are vital to measuring progress (such as national surveillance efforts to
track trends in the obesity epidemic).

Surveillance systems—such as the National Health and Nutrition Ex-
amination Survey, the School Health Policies and Programs Study, the
Youth Media Campaign Longitudinal Survey, the Youth Risk Behavior
Surveillance System, and the National Household Transportation Survey—
should be expanded to include relevant obesity-related outcomes. Surveil-
lance systems that monitor the precursors of dietary and physical activity
behaviors, such as changes in policies and the built environment, need to be
expanded or developed.

Additionally, monitoring systems for USDA programs such as the Spe-
cial Supplemental Nutrition Program for Women, Infants, and Children,
the Food Stamp Program, and the school meals programs should be devel-
oped that assess a range of obesity-related outcomes for children and youth.

State and local governments should also demonstrate leadership on this
issue and commit resources and policies that lead to actions that implement
and evaluate changes in schools and communities.

Industry

Certain segments of relevant industries, including the food, beverage,
restaurant, food retail, leisure and recreation, physical activity and fitness,
and entertainment industries have responded constructively to the child-
hood obesity epidemic. However, other corporations in these industries are
not yet engaged in obesity prevention; and other segments of the industry,
such as the fitness, spectator sports, and transportation sectors, have not
shown adequate involvement in obesity prevention actions. Nevertheless,
careful and independent evaluations are needed to determine if industry is
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making a sufficient investment, sustained commitment, and whether those
initiatives proposed by industry will be effective and contribute to desirable
outcomes.

Industry and the public health community should work toward nurtur-
ing and strengthening partnerships that support obesity prevention efforts.
To expand the federal research capacity to study the ways in which market-
ing influences children’s and adolescents’ attitudes and behaviors, industry
is encouraged to provide data on pricing strategies, consumer food pur-
chases, and consumption trends from proprietary retail scanner systems,
household scanner panels, household consumption surveys, and marketing
research. The collaborative work should examine the quality of the data,
consider reducing the cost to make the data accessible, and establish priori-
ties for applying the information to promote healthful diets and physical
activity.

Corporate responsibility can be demonstrated by sharing marketing
research findings, to the greatest extent possible, which will assist the public
health sector to develop, implement, and evaluate more effective childhood
obesity prevention policies, programs, and interventions. Data sharing will
need to balance many considerations including transparency, public acces-
sibility, the demands of the competitive marketplace, and legal issues. In
certain cases, it may be appropriate for the data to be released after a time
lag to keep the public informed with relatively recent data. The committee
recommends that the public and private sectors engage in a collaborative
process that will assist relevant stakeholders to share proprietary data for
the public good.

Communities

Communities vary widely in the extent and nature of the resources
available to be used in changing the built and social environments to facili-
tate physical activity and access to foods and beverages that contribute to
a healthful diet. A number of state and local governments, foundations,
nonprofit and youth-related organizations, faith-based organizations, and
community coalitions are demonstrating innovative and collaborative ap-
proaches to childhood obesity prevention. However, there is much that
remains to be learned, translated, and disseminated, particularly from effec-
tive evidence-based interventions that continue even when seed funding and
external resources are no longer available.

The committee identified two immediate next steps for communities.
The development of a validated community self-assessment tool, such as a
community health index, will help communities identify their strengths and
gaps in designing and evaluating childhood obesity-prevention efforts, rang-
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ing from local programs and evaluation capacity to the local physical and
built environments, and the extent of community involvement.

Congress should appropriate funds for CDC, in partnership with the
Department of Transportation, the Department of the Interior, and other
relevant federal agencies, private-sector and nonprofit organizations, and
community stakeholders to develop this type of well-validated tool that can
be used in economically and culturally diverse communities. Additionally,
the National Association of County and City Health Officials, in partner-
ship with government agencies and other nonprofit and voluntary health
organizations, should develop a means of compiling and sharing commu-
nity-based evaluation results, lessons learned, and community action plans
as well as provide links to resources, templates, and evaluation tools. A
web-based database or repository of published and unpublished literature,
case studies, and promising intervention websites is needed.

Schools

Schools are the current focus of many childhood obesity prevention
efforts, particularly changes to the school food and beverage environment.
Less attention has been paid to increasing physical activity in schools,
although this issue seems to be gaining momentum. As is true for commu-
nity efforts, wide variations in the extent of the efforts and resources avail-
able for investment in obesity prevention by individual schools, school
districts, and state agencies are observed. Federal law requires that schools
receiving federal funds for school meals must develop school wellness poli-
cies by the fall of 2006, which has stimulated school-based health promo-
tion and obesity prevention efforts across the country. Additionally, teach-
ers, food service personnel, school administrators, and state and federal
agency staff have developed many creative and innovative approaches to
improve students’ diets and to increase physical activity, but these need to
be evaluated. The committee encourages states and school districts to bol-
ster their physical education and physical activity requirements and stan-
dards, as should preschool, child-care, and after-school programs. Account-
ability mechanisms are needed for state school nutrition and physical
activity standards that include increased transparency and dissemination of
school-by-school reports on success in meeting these standards. Further-
more, federal and state leadership is needed to provide adequate and sus-
tained resources to implement changes relevant to obesity prevention in the
school environment. Not only are political will and leadership needed to
improve school nutrition and physical activity opportunities, but it is criti-
cally important that adequate and sustained funding be provided to rein-
force these priorities so that attention to this issue does not result in un-
funded mandates.
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Home

Many families across the country are aware of their role in preventing
childhood obesity and are actively making changes towards a healthier
lifestyle, while others are not yet engaged in change. A next step for parents,
caregivers, children, and adolescents is to periodically assess the home envi-
ronment and ask the following questions: Are the foods and beverages that
are available and prepared in the home healthful and served in reasonable
portions? Is physical activity emphasized and a family priority? Do families
have established rules or guidelines limiting leisure screen time? Incremen-
tal changes are valuable and signal that progress is occurring.

Conclusion

A succinct assessment of the nation’s progress in preventing childhood
obesity is not feasible given the diverse and varied nature of America’s
communities and population. However, it can be said that awareness of
obesity has been raised, actions have begun, coordination and prioritization
of limited resources are critical, and evaluation of interventions within and
across all sectors is essential. A long-term commitment to create a healthy
environment for our children and youth is urgently needed. This commit-
ment will require widespread changes in social norms, institutions, and
practices beyond those that directly involve children and youth.
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Introduction

n 2004, the Institute of Medicine (IOM) released the report, Preventing

Childhood Obesity: Health in the Balance, which provided a blueprint

for a comprehensive action plan to prevent childhood obesity! in the
United States (IOM, 2005). The report emphasized an urgent need for
collective responsibility and concerted actions to be undertaken by multiple
stakeholders across different sectors—including the federal government,
state and local governments, communities, schools, industry, media, and
families—to address the evolving childhood obesity epidemic by preventing
children and youth who are currently at a healthy weight? from developing
a body mass index (BMI) at or above the sex-specific 95th percentile that
defines obesity. Even as that report was being prepared, many childhood
obesity prevention programs and policies were being initiated or already
underway around the nation.

IReflecting a classification based on the readily available measures of height and weight,
this report uses the term obesity to refer to children and adolescents who have a body mass
index (BMI) for age at or above the sex-specific 95th percentile of the BMI charts developed
by the Centers for Disease Control and Prevention (CDC) in 2000. At risk for obesity is
defined as a BMI for age at or above the sex-specific 85th percentile but less than the 95th
percentile of the CDC BMI charts. In most children and youth, a BMI level at or above the
95th percentile indicates elevated body fat and reflects the presence or risk of related chronic
disease. This report focuses on the primary prevention of childhood obesity.

2Healthy weight in children and youth is defined as a level of body fat that supports normal
growth and development and at which there are no observed comorbidities.

17
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In the two years since the release of the Health in the Balance report,
childhood obesity prevention efforts have become the topic of discussion
and the focus of action in homes, schools, communities, corporations, state
legislatures, and federal agencies across the nation. Unfortunately, few of
these new or ongoing efforts are being systematically documented or evalu-
ated, thereby limiting the potential to learn from these efforts and to use the
results in further developing and refining population-based approaches to
prevent childhood obesity.

This subsequent IOM report, Progress in Preventing Childhood Obe-
sity: How Do We Measure Up?, assesses progress made on the first report’s
recommendations by focusing on the evaluation of actions taken by all
sectors of society. Given the numerous changes being implemented through-
out the nation to improve the dietary quality and extent of physical activity
for children and youth, an overarching assessment of progress in preventing
childhood obesity necessitates both the tracking of trends across the nation
and a more detailed examination of lessons learned through the evaluations
of relevant interventions, policies, and programs. Evaluation is the basis for
identifying effective interventions that can then be scaled up to statewide or
nationwide efforts as well as ineffective interventions that can be refined or
replaced with efforts that are shown to be more promising as a result of
evidence-based analyses. A complementary set of efforts is needed—popu-
lation-based public health interventions coupled with individual-level and
institutional interventions—and these efforts should be collectively moni-
tored and evaluated. The childhood obesity epidemic is at the point where
it is time to move beyond a reactive small-scale approach and toward a
proactive, coordinated, and sustained response.

As the previous report acknowledged, there is an urgent need for action
on this public health concern—action requiring the use of the best available
evidence. Now that numerous changes are underway to increase physical
activity and improve dietary intake it is time to bolster the evidence base.
Key questions to consider include the following: Are interventions to pro-
mote a healthful diet and to increase physical activity reaching enough
people to make a difference? Is the breadth of interventions sufficiently
adequate to address the scope of the problem? Much remains to be learned
about how to effectively increase physical activity, improve dietary quality,
and decrease sedentary lifestyles in America’s children and youth.

HEALTH IN THE BALANCE REPORT

The Health in the Balance report acknowledged the many transforma-
tions in U.S. society over the past 30 years—including changes in the physi-
cal and built environments, social and cultural environments, and com-
mercial and media environments—that have contributed to the energy
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imbalance and rising prevalence of obesity among America’s children and
youth. Using an ecological approach to identify leverage points for design-
ing effective interventions to promote energy balance, the report addressed
the range of factors that influence diet and physical activity: individual
factors, behavioral settings, sectors of society, and the social norms and
values that reinforce healthful eating and regular physical activity as the
accepted and encouraged standard (Figure 1-1) (IOM, 2005).

The report concluded that childhood obesity is a nationwide health
crisis requiring a population-based prevention approach and a substantial
and comprehensive response. Key recommendations of that report in-
clude: the federal government should make childhood obesity prevention
a national priority; industry and media should develop a healthy market-
place and media environment; community stakeholders and health care
providers should work toward building healthy communities and improv-
ing access to obesity prevention services in primary-care settings; schools
should develop healthier environments that promote both a healthful diet
and regular physical activity; and parents and caregivers should foster a
healthy family and home environment (IOM, 2005). All of these support-
ive environments have the potential to collectively promote energy bal-
ance—healthful eating behaviors, regular physical activity, and decreased
sedentary behaviors—to help children and adolescents achieve a healthy
weight while protecting their normal growth and development. One of
the fundamental findings identified in the Health in the Balance report
was the need to develop a stronger evidence base to more efficiently and
effectively guide childhood obesity prevention interventions (IOM, 2005).
This report focuses on the continued development of that evidence base
through targeted research, ongoing surveillance and monitoring, and wide-
spread evaluation.

STUDY BACKGROUND AND RATIONALE

Subsequent to the release of the Health in the Balance report, the
Robert Wood Johnson Foundation requested that IOM conduct a study to
assess the nation’s progress in preventing childhood obesity and to engage
in a dissemination effort promoting the implementation of the report’s
findings and recommendations through three symposia held in different
regions of the country. The dual purpose of convening each symposium
was to begin to galvanize obesity prevention efforts among local, state,
and national decision makers; community and school leaders; health care
providers; public health professionals; corporate leaders; and grassroots
community-based organizations, as well as to apprise the committee of the
experiences and insights of the broad variety of partnerships and activities
related to preventing childhood obesity throughout the nation.
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To respond to this task, IOM appointed the Committee on Progress in
Preventing Childhood Obesity, which comprised 13 experts in diverse disci-
plines including nutrition, physical activity, obesity prevention, pediatrics,
family medicine, public health, public policy, health education and promo-
tion, community development and mobilization, private-sector initiatives,
behavioral epidemiology, and program evaluation. The [OM committee held
six meetings during the course of the study and a variety of sources informed
its work. The committee obtained information through a comprehensive
literature review, three regional symposia, and two public workshops.

Regional Symposia

The three regional symposia provided an opportunity for the commit-
tee to become informed about the numerous ongoing and innovative pro-
grams and policy changes being implemented throughout the nation. The
symposia provided valuable insights into the challenges, barriers, and facili-
tating factors that may either hinder or promote the implementation and
evaluation of a range of school-, community-, public-sector-, and industry-
based efforts. Several crosscutting themes emerged from all three symposia:
forge strategic partnerships; educate stakeholders; increase resources; and
empower local schools, communities, and neighborhoods (Box 1-1).

In collaboration with the Kansas Health Foundation, the committee
held its first symposium, Progress in Preventing Childhood Obesity: Focus
on Schools, June 27 and 28, 2005 in Wichita, Kansas. Approximately 90
individuals who are active in childhood obesity prevention efforts in the
Midwest and who represented a range of stakeholder perspectives and
innovative practices in the school setting participated in the symposium,
including teachers, students, principals, health educators, dietitians, state
and federal health and education officials, food service providers, commu-
nity leaders, industry representatives, and academic researchers. The dis-
cussion at the symposium focused on exploring the barriers and opportuni-
ties for sustaining and evaluating promising practices for creating a healthy
school environment (Appendix F).

In partnership with Healthcare Georgia Foundation, the committee
held its second symposium, Progress in Preventing Childhood Obesity:
Focus on Communities, October 6 and 7, 2005, in Atlanta, Georgia. The
symposium brought together a broad range of individuals and organiza-
tions involved in community-based efforts in the southeastern United States
and included federal, state, and local health officials; students and teachers;
community leaders; faith-based partners; and representatives of nonprofit
youth-related organizations. The symposium focused on obtaining an un-
derstanding of how neighborhood and community grassroots efforts are
mobilized; exploring the roles of city, county, and state agencies; and iden-
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BOX 1-1
Discussion Themes from the Institute of Medicine
Regional Symposia

June 27-28, 2005, Wichita, Kansas, Focus on Schools
October 6-7, 2005, Atlanta, Georgia, Focus on Communities
December 1, 2005, Irvine, California, Focus on Industry

* Forge strategic partnerships

Empower local schools, communities, and neighborhoods
Educate stakeholders

Increase resources for evaluation

Evaluate obesity prevention programs and initiatives
Document the benefits of obesity prevention

Use a systems approach

Develop a long-term strategic plan

Collect and disseminate local data

Identify leaders and build on cultural assets

Collect, disseminate, and share data from industry
Garner political support to ally public health and industry
Market health and nutrition

* Make a business commitment to health

SOURCES: Appendixes F, G, and H.

tifying additional steps that stakeholders can take to overcome barriers to
evaluation efforts (Appendix G).

In collaboration with The California Endowment, the committee held its
third regional symposium on December 1, 2003, in Irvine, California. Recog-
nizing that the health of individuals is closely linked to the consumer market-
place and the messages disseminated by the media, this symposium focused
on the specific IOM report recommendations for stakeholders within indus-
try and the media to explore the roles and responsibilities of the many rel-
evant industries in encouraging and promoting healthy lifestyles for children,
youth, and their families. Approximately 90 individuals active in childhood
obesity prevention efforts and representing a range of stakeholder perspec-
tives—representatives from food, beverage, and restaurant companies; mar-
keting firms; physical activity and entertainment companies; the media; com-
munity leaders; health care professionals; public health educators; foundation
leaders; state and federal government officials; researchers; and consumer
advocates—participated in the symposium (Appendix H).
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Additional Resources

Two additional public sessions provided input from federal govern-
ment representatives, community-based organizations, and other interested
stakeholders. The committee also sought information from a broad array of
print and electronic sources, including peer-reviewed published research in
public health, medicine, allied health, psychology, sociology, education,
evaluation, and transportation; reports, background papers, position state-
ments, and other resources (e.g., legal briefs and websites) from the federal
government, state and local governments, professional societies and organi-
zations, health advocacy groups, interest groups and trade organizations,
and international health agencies; textbooks and other scientific reviews;
federal and state legislation; and news releases on relevant topics.

The committee and IOM staff performed searches of relevant biblio-
graphic databases including MEDLINE, AGRICOLA, CINAHL (Cumula-
tive Index to Nursing and Allied Health Literature), Cochrane Database,
EconLit, ERIC (Educational Resources Information Center), PsycINFO, So-
ciological Abstracts, EMBASE (Excerpta Medica), TRIS (Transportation Re-
search Information Services), and LexisNexis. The results of these searches
were limited to sources published from 2004 to 2006, to supplement the
2005 IOM report. Additional references were identified from the reference
lists found in major review articles, key reports, websites, and relevant text-
books. The committee members, workshop presenters, consultants, and IOM
staff also supplied references that were considered for this report.

Scope of the Report

This report summarizes the findings of the regional meetings; provides
an evaluation framework for assessing progress in childhood obesity pre-
vention efforts for different sectors, settings, and contexts; assesses progress
on the specific recommendations presented in the Health in the Balance
report; and offers recommendations on expanding evaluation efforts and
utilizing evaluation results to support and inform future childhood obesity
prevention efforts in the United States. It is beyond the scope of this report,
however, to comprehensively examine progress in childhood obesity pre-
vention across a variety of sectors. Rather, the committee’s approach was
to provide an overview of progress in different sectors and contexts, com-
bined with an examination of evaluation approaches that could further
progress. The report has undergone an independent and comprehensive
peer-review process that is a hallmark of the National Academies before it
was published by the National Academies Press.
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OBESITY-RELATED TRENDS

Obesity Trends in U.S. Children and Youth

Since the 1970s there has been a steady and dramatic increase in over-
weight and obesity in the entire U.S. population. In 1991, the Centers for
Disease Control and Prevention (CDC) had documented through the Be-
havioral Risk Factor Surveillance System (BRFSS) that four states had adult
obesity prevalence rates of 15 to 19 percent and that no states had rates at
or above 20 percent. By 2004, seven states had adult obesity prevalence
rates of 15 to 19 percent, 33 states had adult obesity rates of 20 to 24
percent, and nine states had adult obesity rates of 25 percent or greater
(CDC, 2005a).

Obesity rates among American children and youth have also increased
significantly. Between 1963 and 2004, obesity rates quadrupled for older
children, ages 6 to 11 years (from 4 to 19 percent), and tripled for adoles-
cents, ages 12 to 19 years (from 5 to 17 percent) (Figure 1-2) (CDC, 2005b;
Ogden et al., 2002, 2006). Between 1971 and 2004, obesity rates increased
from 5 to 14 percent in 2- to S-year-olds (Figure 1-2) (Ogden et al., 2006).3
Given these trends, it does not appear that the Healthy People 2010 target
of reducing childhood obesity to 5 percent of the population (DHHS, 2000,
2004) will be reached by 2010.

At present, one-third (33.6 percent) of American children and adoles-
cents are either obese or at risk of becoming obese (Ogden et al., 2006).
National Health and Nutrition Examination Survey (NHANES) data show
that the national obesity prevalence for 2- to 19-year olds was 13.9 percent
in 1999-2000, which increased to 15.4 percent in 2001-2002 and to 17.1
percent in 2003-2004. In 2003-2004, 16.5 percent of 2- to 10-year olds
were at risk of becoming obese (Ogden et al., 2006).

Between 1999-2000 and 2003-2004, the prevalence of obesity among
girls increased from 13.8 to 16.0 percent and among boys increased from
14.0 to 18.2 percent (Ogden et al., 2006). Obesity prevalence rates in chil-
dren and youth reveal significant differences by sex and between racial/ethnic
and socioeconomic groups (Chapter 3) (Ogden et al., 2006). By 2010, it is
projected that an estimated 20 percent of children and youth in the United
States will be obese if the current trajectory continues (Sondik, 2004).

3 Although surveillance systems have tracked children’s and adolescents’ weight trends since
the 1960s for those ages 6 years and older, a rise in obesity prevalence was not observed until
the late 1970s. Obesity prevalence estimates are often averaged across a span of years. The
prevalence was estimated at 16 percent for 1999-2002 (CDC, 2005b).
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FIGURE 1-2 Obesity prevalence among U.S. children and adolescents by age and
time frame, 1963 to 2004.

NOTE: Data for 1963 to 19635 are for children ages 6 to 11 years; data for 1966 to
1970 are for adolescents 12 to 17 years of age instead of 12 to 19 years. In this
report, children with BMI levels at or above the 95th percentile of the CDC age-
and sex-specific BMI curves for 2000 are referred to as obese, and children with
BMI levels at or greater than the 85th percentile but less than the 95th percentile
are referred to as being at risk for obesity. These cutoff points correspond to the
terms overweight and at risk for overweight, respectively, that CDC uses for chil-
dren and youth.

NHES=National Health Examination Survey; NHANES=National Health and Nu-
trition Examination Survey.

SOURCES: CDC (2005b); Ogden et al. (2002, 2006).

Economic Costs

In 2004, health care spending in the United States represented an esti-
mated 16 percent of the U.S. gross domestic product (GDP), or $1.9 tril-
lion, which translates to $6,280 per person (Smith et al., 2006). By 2015,
the U.S. government forecasts that health care expenditures will reach $4
trillion, or nearly 20 percent of the nation’s GDP (Borger et al., 2006).
Thorpe and colleagues (2004) estimated the increases in obesity-attribut-
able health care spending from 1987 to 2001 and found that increases in
obesity prevalence alone accounted for 12 percent of the growth in health
care spending. Increases in the proportion of and spending for obese adults
relative to the proportion of and spending for normal weight adults ac-
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counted for 27 percent of the rise in inflation-adjusted per-capita health
care spending during that time period, of which spending for diabetes
accounted for 38 percent of the increase; spending for hyperlipidemia
accounted for 22 percent; and spending for heart disease accounted for 41
percent.

Based on 1998 to 2000 data from BRFSS, an estimated 5.7 percent of
medical expenditures were attributable to obesity (Finkelstein et al., 2003,
2004). For the Medicare and Medicaid populations, the expenditure per-
centages were higher: 6.8 and 10.6 percent, respectively. The higher per-
centage for Medicaid recipients reflects the higher prevalence of obesity
among individuals of lower socioeconomic status (SES). Among the states,
the percentage of medical expenditures attributable to obesity ranged from
4.0 percent in Arizona to 6.7 percent in Alaska and the District of Colum-
bia. In ten states, the percentage of Medicaid spending attributable to obe-
sity was equal to or greater than 12 percent (Finkelstein et al., 2003, 2004).

Total health care spending for children who receive a diagnosis of
obesity (a small subset of the 17.1 percent of U.S. children considered to be
obese) is approximately $280 million per year for those with private insur-
ance and $470 million per year for those covered by Medicaid. The na-
tional costs for childhood-related obesity (including those who do not re-
ceive a diagnosis) are estimated to be $11 billion for private insurance and
$3 billion for those with Medicaid. The medical costs for a child who is
treated for obesity are approximately three times higher than those for the
average insured child (Thomson Medstat, 2006).

ISSUES IN ASSESSING PROGRESS

In response to the rising prevalence and economic costs of childhood
obesity, efforts are increasingly being initiated to address this public health
concern. However, these efforts are not being consistently evaluated thereby
limiting the opportunity to learn from them. The opportunity and the
responsibility at hand are the development of a robust evidence base that
can be used to deepen and broaden childhood obesity prevention efforts.

Evaluation serves to foster collective learning, accountability, and re-
sponsibility, and to guide improvements in obesity prevention policies and
programs. As further discussed in Chapter 2, the committee uses the term
evaluation to denote a systematic assessment of the quality and effective-
ness of an initiative, program, or policy. Evaluation results can be used to
identify and scale up those efforts that are successful in achieving desirable
outcomes (e.g., improving diets, increasing physical activity, reducing sed-
entary behaviors, and numerous other intermediate outcomes), refine those
that need restructuring and adaptation to different contexts, and revamp or
discontinue those found to be ineffective. Harnessing the resources needed
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to support evaluation involves a commitment by many sectors and stake-
holders to work toward the goal of improving population health.*

Two reviews of childhood obesity prevention interventions and ac-
tivities indicate that far too few programs are being evaluated. Shaping
America’s Youth—a public-private partnership formed in 2003 in coopera-
tion with the Office of the Surgeon General, the American Academy of
Pediatrics, the American Diabetes Association, the Nutrition Department
of the University of California at Davis, and numerous sponsoring private-
sector companies—released a summary report of the first national registry
of programs addressing childhood physical inactivity and excess weight
(Academic Network, 2004). The report is based on the information pro-
vided by the 1,090 programs in the registry serving an estimated 4.6 million
children. Even though funders stated that the availability of outcome mea-
sures was the primary criterion for funding awards, only one-half (53 per-
cent) of the programs indicated that they had quantifiable outcome mea-
sures (Academic Network, 2004).

A similar pattern was observed in a recent review of the childhood
obesity prevention literature by Flynn and colleagues (2006). Of 13,000
reports that described programs to promote healthy weight in children,
only 500 provided adequate information about their implementation to
identify promising practices. That review highlighted a large number of
potentially useful interventions that are not being properly evaluated
(Lobstein, 2006).

To encourage and expand evaluation efforts, it is important to take
into consideration some of the issues that will need to be addressed. A
further analysis of and additional detail about these considerations and
other challenges is provided in Chapter 2:

e Evaluation is often not a priority for individuals and organizations
that are developing a new policy, program, or intervention. With a
focus on making changes, many programs do not take the time to
assess the baseline status or measure outcomes’ that could provide
insights into whether the particular mechanism of change is effec-
tive. Often, evaluation is viewed as labor-intensive, expensive, and

4Population health is concerned with the state of health of an entire community or popula-
tion as opposed to that of an individual and focuses on the interrelated factors that affect the
health of populations over the life course, and the distribution of the patterns of health
outcomes (Health Canada, 2001; IOM, 2003).

SAn outcome is the extent of change in targeted policies, institutions, environments, knowl-
edge, attitudes, values, dietary and physical activity behaviors, BMI, and other conditions
between the baseline measurement and subsequent points of measurement over time (Chapter

2).
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technically complex and is not perceived as a responsibility for a
small-scale program in a school or community setting.

e Realistic outcomes need to be assessed. Not every new program or
policy should be expected to achieve significant changes in BMI
levels, particularly within the short time period in which outcome
data are usually collected. Short-term and intermediate outcomes
should be realistic and easy to measure and should be targeted to the
specific intervention (Chapter 2). Examples of intermediate outcomes
include increased time spent in physical activities, reduced time spent
in sedentary activities such as viewing television or playing video-
games, and increased physical fitness levels (Box 1-2).

e Resources for evaluation are often scarce. Programs and initiatives
frequently exist on minimal funding, particularly at the local level.
Technical assistance and resources designated for evaluation efforts
are needed with an emphasis on practical and less costly methods of
evaluation.

e Collaborative efforts need to be strengthened and a systems ap-
proach needs to be used to support obesity prevention. Frequently,
efforts are focused on a single program or intervention and do not
examine links to other interventions within the same school or com-
munity. A systems approach to health promotion and childhood
obesity prevention offers the opportunity to develop and evaluate
interventions in the context of the multiple ongoing efforts (Green
and Glasgow, 2006; Midgley, 2006). Systems thinking among key
stakeholders is needed to promote and sustain meaningful and en-
during changes (Best et al., 2003a). However, evaluation methods
for a systems approach are currently not well developed (Best et al.,
2003b) and deserve further attention.

OVERVIEW OF THE REPORT

This report examines progress in preventing childhood obesity with an
emphasis on the surveillance, monitoring, and evaluation of all programs,
policies, and interventions used to prevent childhood obesity. The commit-
tee introduces an evaluation framework for childhood obesity prevention in
Chapter 2 and provides a detailed examination of the key issues relevant to
assessing the broad range of pertinent short-term, intermediate, and long-
term outcomes. Chapter 2 also provides the committee’s recommendations,
which are further discussed with specific details on implementation steps in
the remainder of the chapters. Chapter 3 focuses on issues relevant to
diverse populations particularly those that are salient for high-risk groups,
individuals of low SES, and racial/ethnic minority populations. The con-
cepts introduced in Chapter 3 are carried through into the subsequent
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BOX 1-2
Obesity Prevention Goals for Children and Youth

The goal of obesity prevention in children and youth is to create—
through directed social change—an environmental-behavioral synergy
that promotes the following:

For the population of children and youth

* Reduction in the incidence of childhood and adolescent obesity

* Reduction in the prevalence of childhood and adolescent obesity

* Reduction of mean population body mass index (BMI) levels

e Improvement in the proportion of children meeting the recommendations of the
Dietary Guidelines for Americans 2005

e Improvement in the proportion of children meeting physical activity guidelines

e Achieving physical, psychological, and cognitive growth and developmental
goals

For individual children and youth

* A healthy weight trajectory, as defined by the CDC BMI charts

* A healthful diet (consistent with the recommendations of the Dietary Guidelines
for Americans 2005 in terms of quality and quantity)

* Appropriate amounts and types of physical activity

e Achieving physical, psychosocial, and cognitive growth and developmental
goals

Because it may take a number of years to achieve and sustain these
goals, intermediate goals are needed to assess progress toward re-
ducing the rates of obesity through policy and system changes. Ex-
amples include:

* Increased numbers of children who safely walk and bike to school

* Improved access to and affordability of fruits and vegetables for low-income
populations

* Increased availability and use of community recreational facilities

* Increased play and physical activity opportunities

* Increased numbers of new industry products and advertising messages that
promote energy balance at a healthy weight

* Increased availability and affordability of healthful foods and beverages at su-
permarkets, grocery stores, and farmers’ markets located within walking dis-
tance of the communities that they serve

e Changes in institutional and environmental policies that promote energy
balance

SOURCE: IOM (2005).
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chapters, which also focus on examples of progress in obesity prevention
across specific sectors of activity: federal, state, and local governments
(Chapter 4); a range of private-sector industries (Chapter 5); communities,
including foundations, nonprofit and voluntary organizations, and health
care professionals (Chapter 6); schools (Chapter 7); and families at home
(Chapter 8). These chapters also provide recommendations for next steps in
developing and enhancing data sources, evaluation measures, and other
assessment tools. The report concludes in Chapter 9, with a focus on the
actions that can assist the nation with moving forward in achieving rapid,
effective, and meaningful progress to reduce obesity and improve the health
status of children and youth.
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Framework for |
Evaluating Progress

he nation is in the midst of initiating changes in policies and actions

that are intended to combat the childhood obesity epidemic across

many sectors, including government, relevant private-sector indus-
tries, communities, schools, work sites, families, and the health care sector.
Active evaluation of these efforts is needed. The Health in the Balance
report (IOM, 2005) noted that

As childhood obesity is a serious public health problem calling for imme-
diate reductions in obesity prevalence and in its health and social conse-
quences, the committee strongly believed that actions should be based on
the best available evidence—as opposed to waiting for the best possible
evidence (p. 111).

The challenge presented in this report is to take the next step toward
developing a robust evidence base of effective obesity prevention interven-
tions and practices. Evaluation is central to identifying and disseminating
effective initiatives—whether they are national or local programs or large-
scale or small-scale efforts. Once effective interventions are identified, they
can be replicated or adapted to specific contexts' and circumstances, scaled
up, and widely disseminated (IOM, 2005).

This chapter discusses the challenges and opportunities for evaluating
childhood obesity prevention efforts. Key questions and principles designed
to direct and guide evaluation efforts are presented. Furthermore, the com-

Hn this report, context refers to the set of factors or circumstances that surround a situa-
tion or event and give meaning to its interpretation.

32
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mittee introduces an evaluation framework that can be used by multiple
stakeholders to identify the necessary resources and inputs, strategies and
actions, and range of outcomes that are important for assessing progress
toward childhood obesity prevention. Subsequent chapters provide specific
examples to illustrate the use of the framework in conducting program
evaluations in a variety of settings. The chapter concludes with the com-
mittee’s recommendations that establish the foundation for the implemen-
tation actions discussed in subsequent chapters of the report.

OVERVIEW OF EVALUATION

Evaluation is an important component of public health interventions
because it helps decision makers make informed judgments about the effec-
tiveness, progress, or impact of a planned program. The committee defines
evaluation as the systematic assessment of the quality and effectiveness of a
policy,? program,? initiative, or other action to prevent childhood obesity.
It is an effort to determine whether and how an intervention meets its
intended goals and outcomes. Evaluations produce information or evidence
that can be used to improve a policy, a program, or an initiative in its
original setting; refine those that need restructuring and adaptation to dif-
ferent contexts; and revamp or discontinue those found to be ineffective.
Evaluation fosters collective learning, supports accountability, reduces un-
certainty, guides improvements and innovations in policies and programs,
may stimulate advocacy, and helps to leverage change in society.

Many types of evaluations can contribute to the knowledge base by
identifying promising practices and helping to establish causal relationships
between interventions and various types of indicators and outcomes. Evalu-
ations can also enhance understanding of the intrinsic quality of the inter-
vention and of the critical context in which factors can moderate* or medi-
ate’ the interventions’ effect in particular ways. Evaluations are needed to
demonstrate how well different indicators predict short-term, intermediate-
term, and long-term outcomes. An indicator (or set of indicators) helps
provide an understanding of the current effect of an intervention, future

2Policy is used to refer to a written plan or a stated course of action taken by government,
businesses, communities, or institutions that is intended to influence and guide present and
future decisions.

3Program is used to refer to what is being evaluated and is defined as “an integrated set of
planned strategies and activities that support clearly stated goals and objectives that lead to
desirable changes and improvements in the well-being of people, institutions, environments,
or all of these factors.” See the glossary in Appendix B for additional definitions.

4A moderator is a variable that changes the impact of one variable on another.

SA mediator is the mechanism by which one variable affects another variable.
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prospects from the use of the intervention, and how far the intervention is
from achieving a goal or an objective. Indicators are used to assess whether
progress has been made toward achieving specific outcomes. An outcome is
the extent of change in targeted policies, institutions, environments, knowl-
edge, attitudes, values, dietary and physical activity behaviors, and other
conditions between the baseline measurement and measurements at subse-
quent points over time.

Evaluations can range in scope and complexity from comparisons of
pre- and postintervention counts of the number of individuals participating
in a program to methodologically sophisticated evaluations with compari-
son groups and research designs. All types of evaluations can make an
important contribution to the evidence used as the basis on which policies,
programs, and interventions are designed. A major purpose of this Institute
of Medicine (IOM) report is to encourage and demonstrate the value for
conducting an evaluation of all childhood obesity prevention interventions.
The committee strongly encourages stakeholders responsible for childhood
obesity prevention policies, programs, and initiatives to view evaluation as
an essential component of the program planning and implementation pro-
cess rather than as an optional activity. If something is considered valuable
enough to invest the time, energy, and resources of a group or organization,
then it is also worthy of the investment necessary to carefully document the
success of the effort. The committee emphasizes the need for a collective
commitment to evaluation by those responsible for funding, planning,
implementing, and monitoring obesity prevention efforts.

Evaluation is the critical step in the identification of both successful and
ineffective policies and interventions, thus allowing resources to be invested
in the most effective manner. Because sufficient outcomes data are not yet
available in most cases to evaluate the efficacy, effectiveness, sustainability,
scaling up, and systemwide sustainability of policy and programmatic inter-
ventions, the committee uses the term promising practices in this report to
refer to efforts that are likely to reduce childhood obesity and that have
been reasonably well evaluated but that lack sufficient evidence to directly
link the effort with reducing the incidence or prevalence of childhood obe-
sity and related comorbidities. They are not characterized as best practices,
as they have not yet been fully evaluated. Furthermore, the term best prac-
tices has inherent limitations in the conceptualization and application to
health promotion and health behavior research. Green (2001) suggests that
clinical interventions are typically implemented in settings with a great deal
of control over the dose, context, and circumstances. The expectation that
health promotion research will produce interventions that can be identified
as best practices in the same way that medical research has done with
efficacy trials should be replaced with the concept of best practices for the
most appropriate interventions for the setting and population. Thus, best
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practices resulting from health promotion research focus on effective pro-
cesses for implementing action and achieving positive change. These may
include effective ways of engaging communities; assessing the needs and
circumstances of communities and populations; assessing resources and
planning programs; or connecting needs, resources, and circumstances with
appropriate interventions (Green, 2001).

As described throughout this report, childhood obesity prevention ef-
forts involve a variety of different interventions and policy changes occur-
ring in multiple settings (e.g., in the home, school, community, and media).
This “portfolio approach” to health promotion planning may be com-
pared with financial investments in a diversified portfolio of short-term,
intermediate-term, and long-term investments with different levels of risk
and reward. This type of approach encourages the classification of obesity
prevention interventions on the basis of their estimated population impact
and the level of promise or evidence-based certainty around these estimates
(Gill et al., 2005; Swinburn et al., 2005).

Evaluations are conducted for multiple stakeholders and the findings
are broadly shared and disseminated (Guba and Lincoln, 1989). These
audiences include policy makers, funders, and other elected and appointed
decision makers; program developers and administrators; program manag-
ers and staff; and program participants, their families, and communities.
Moreover, these diverse evaluation audiences tend to value evaluations for
different reasons (Greene, 2000) (Table 2-1). Evaluations inform decision-

TABLE 2-1 Purposes of Evaluation for Different Audiences

Purpose

Audience

Inform decision-making and provide
accountability

Understand how a program or policy
worked as implemented in particular
contexts and the relative contribution
of each component to improve the
intervention for replication, expansion,
or dissemination or to advance scientific
knowledge

Improve the program, enhance the daily
program operations, or contribute to the
development of the organization

Promote social justice and equity in the
program

Policy makers, funders, and other
elected and appointed decision makers

Program developers, researchers, and
administrators

Program managers and staff

Program participants, their families,
and communities

SOURCE: Greene (2000).
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making, provide accountability for policy formulation and reassessment,
and enhance understanding of the effectiveness of a program or policy
change. Evaluations are also used to improve or enhance programs and
promote the principles of social justice and equity in the program. Encour-
aging the dissemination of the evaluation results to a broad audience is an
important element of developing a “policy-shaping community” that serves
as a critical constituency for further implementation and evaluation efforts
(Cronbach and Associates, 1980).

Evaluation should also be conducted with appropriate respect for di-
verse cultural practices, traditions, values, and beliefs (Pyramid Commu-
nications, 2003; Thompson-Robinson et al., 2004; WHO, 1998). As dis-
cussed further below and in Chapter 3, it is important to be particularly
attentive to existing health and economic disparities in conducting evalua-
tions of childhood obesity prevention actions and programs as reflected in
the type of evaluation questions asked and the criteria used to make judg-
ments about program quality and effectiveness.

Different types of evaluations (e.g., formative, process, and outcome
evaluations) (Box 2-1) relevant to the stage of the intervention and the
purpose of the evaluation are conducted. In addition, impact evaluation
may be conducted to examine effects that extend beyond specific health
outcomes and may include economic savings and benefits, cost-utility, and
improved quality of life (CGD, 2006).

Large-scale interventions often build on multiple evaluations from the
outset of the project so that at each step along the development and imple-
mentation of the project, data are collected and analyzed to assess the best
use of resources and to make refinements as needed.

Evaluations provide data that are interpreted to generate judgments
about the quality and the impact of the program experience for its partici-
pants and about the planned and desirable outcomes that have been
achieved. These judgments often rest on established standards and criteria
about educational quality and nutritional, dietary, or physical activity re-
quirements, among other criteria. Too often an evaluation is focused on a
narrow set of objectives or criteria and the broader policy or program goals
may not be adequately considered. Additionally, stakeholders may vary in
their judgments about how much improvement is sufficient for a program
to be viewed as high quality and effective (Shadish, 2006). A comprehensive
review of childhood obesity prevention interventions examined a variety of
selection criteria for interventions including methodological quality, out-
come measures, robustness in generalizability, and adherence to the prin-
ciples of population health (e.g., assessments of the upstream determinants
of health, multiple levels of intervention, multiple areas of action, and the
use of participatory approaches). Of 13,000 programs that promote a
healthy weight in children and that were recently reviewed, only 500 pro-
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BOX 2-1
Types of Program Evaluations

The following are different types of evaluations that are conducted. A large-scale
and more complex or sophisticated evaluation may conduct all types of these
evaluations and assess a variety of multiple outcomes, as well as explain how they
were achieved.

Formative Evaluation: A method of assessing the value of a program and shap-
ing the features of an intervention at an early stage of development before the
program or intervention is implemented. A formative evaluation focuses on issues
such as understanding how a program works or whether a target audience under-
stands messages or to test the feasibility of implementing an intervention in a new
setting or context.

Process Evaluation: A means of assessing strategies and actions to reveal in-
sights about the extent to which implementation is being carried out in accordance
with expected standards and the extent to which a given action or strategy is
working as planned.

Outcome Evaluation: An approach for assessing whether or not anticipated
changes or differences occur as a result of an intervention. This type of evaluation
assesses the extent of change in targeted attitudes, values, behaviors, policies,
environments, or conditions between baseline measurement and subsequent
points of measurement over time.

Time Course of a Program or Intervention

>
Formative Process Evaluation Outcome Evaluation
Evaluation Is the program or Did the program or
What is intervention working intervention achieve its
needed? as planned? objectives?

vided adequate information about their implementation that could be used
to identify promising practices for childhood obesity prevention based on
chosen criteria (Flynn et al., 2006).

The committee has identified several relevant criteria that can be used
to judge the design and quality of interventions and encourages funders and
program planners to consider the following actions:

¢ Include diverse perspectives (House and Howe, 1999) and attend to
the subpopulations in the greatest need of prevention actions—par-
ticularly underserved, low-income, and high-risk populations that
experience health disparities;
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e The use of relevant empirical evidence related to the specific context
when an intervention is designed and implemented;

e The development of connections of program efforts with the efforts
of similar or potentially synergistic programs, including a concerted
effort to develop cross-sectoral connections and sustained collabora-
tions; and

e The linkage of interventions that aim to produce structural, environ-
mental, and behavioral changes in individuals and populations rel-
evant to childhood obesity prevention.

The committee developed six overriding principles to guide the ap-
proach to program evaluation. First, evaluations of all types—no matter the
scale or the level of complexity—can contribute to a better understanding
of effective actions and strategies. Localized and small-scale obesity preven-
tion efforts can be considered pilot projects, and their evaluation can be
modest in scope. Second, defensible and useful evaluations require ad-
equate and sustained resources and should be a required component of
budget allocations for obesity prevention efforts—for both small local
projects and large extensive projects. The scope and scale of evaluation
efforts should be appropriately matched to the obesity prevention action.
Third, evaluation is valuable in all sectors of obesity prevention actions. It
is important to recognize that effective action for obesity prevention will
not be achieved by a single intervention. However, an intervention or a set
of interventions that produces a modest or preliminary change may contrib-
ute importantly to a larger program or effort. Multisectoral evaluations
that assess the combined power of multiple actions can be especially valu-
able for informing what might work in other settings. Fourth, evaluation is
valuable at all phases of childhood obesity prevention actions, including
program development, program implementation, and assessment of a wide
range of outcomes. In particular, evaluation can contribute to an improved
understanding of the effects of different types of strategies and actions—
leadership actions, augmented economic and human resources, partner-
ships, and coalitions—on the short-term, intermediate-term, and long-term
outcomes. Fifth, useful evaluations are contextually relevant, are culturally
responsive, and make use of the full repertoire of methodologies and meth-
ods (Chapter 3). Evaluations may need to be modified, depending on how
programs evolve, the evidence collected, and shifts in stakeholder interests.
Sixth, evaluation should be a fundamental component of meaningful and
effective social change achieved by stakeholders engaging in a range of
dissemination and information-sharing activities through diverse communi-
cations channels to promote the use and scaling up of effective policies and
interventions. Because evaluation offers opportunities for collective learn-
ing and accountability, widespread dissemination of evaluation findings
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can lead to policy refinements, program improvements, community advo-
cacy, and the strategic redirection of investments in human and financial
resources.

EVALUATION CAPACITY

Insights obtained during the committee’s three regional symposia sug-
gest that there is a substantial gap between the opportunity for state and
local agencies and organizations to implement obesity prevention activi-
ties and programs and their capacity to evaluate them (Figure 2-1). It was
not surprising to find that at the community level, where the great major-
ity of obesity prevention strategies are expected to be carried out, the
capacity for conducting comprehensive program evaluations is limited.
Research conducted in academic settings is the principal source of in-
depth scientific evidence for specific intervention strategies. Existing public
sector surveillance systems and special surveys serve as critical compo-
nents for the ongoing monitoring and tracking of a wide range of child-
hood obesity-related indicators. Although more comprehensive evalua-
tions are needed and surveillance systems need to be expanded or
enhanced, especially for the monitoring of policy, system, and environ-
mental changes, the gap between the opportunity for evaluations and the
capacity to conduct evaluations at the local level appears to be a signifi-
cant impediment to the identification and widespread adoption of effec-
tive childhood obesity prevention programs.

Three strategies might be helpful in addressing the opportunity-
capacity evaluation gap. First, and most important, local program manag-
ers should be encouraged to conduct for every activity and program an
evaluation that is of a reasonable scale and that is commensurate with the
existing local resources. The evaluation should be sufficient to determine
whether the program was implemented as intended and to what extent the
expected changes actually occurred. For most programs for which strate-
gies and desired outcomes are adequately described, careful assessment of
how well those strategies are carried out (also called fidelity) and modest
assessments of outcomes after the program is implemented compared with
the situation at the baseline are sufficient. In these contexts, obtaining
baseline measures at the outset of programs is critical. As noted above,
every program deserves an evaluation but not every intervention program
needs to or has the capacity to undertake a full-scale and comprehensive
evaluation. Second, government and academic centers can increase the
amount of guidance and technical assistance concerning intervention evalu-
ations that they provide to local agencies (Chapter 4). Third, government
and academic agencies and centers conducting comprehensive evalua-
tions can more quickly identify activities and programs that deserve more
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extensive evaluation if they communicate frequently with local agencies
and each other about their interventions.

The two-way arrows highlighted in Figure 2-1 symbolize the dual ben-
efit that is likely to result when the academic and governmental sectors
partner with local programs to enhance evaluation capacity at the local
level. The arrow tips marked “A” connote the delivery of local-level evalu-
ation capacity building through the planned efforts of the academic and the
governmental sectors. The arrow tips marked “B” reflect the opportunities
for those in the academic and governmental sectors to work with and
expand upon local pilot programs that show promise for attaining measur-
able health benefits and merit consideration for diffusion and replication.

Although it may be unrealistic to expect local-level program personnel
to have the capacity to conduct full-scale comprehensive evaluations, it is
not at all unreasonable for local-level programs to have in place practical
mechanisms that will enable them to detect, record, and report on reason-
able indicators of the progress and the impact of a program. Issues and
examples related to who will pay for the evaluation efforts and the role of
government and foundations are discussed throughout the report.

Training opportunities to enhance the ability of stakeholders to conduct
evaluations are needed. As indicated above, evaluation is often viewed as
primarily being within the purview of foundations, government, and aca-
demic institutions. Evaluation is a basic function and integral element of
public health programs. However, the core competencies related to conduct-
ing community evaluations should be widely disseminated to staff members
of nonprofit organizations, schools, preschools, after-school programs, faith-
based organizations, child-care programs, and many others. The full utiliza-
tion of the expertise of academic institutions, foundations, and public health
departments in partnership with community and school groups will provide
the knowledge base for well-designed evaluation strategies. Tools such as
distance learning can take further advantage of disseminating this informa-
tion. As discussed in Chapter 4, the Centers for Disease Control and Preven-
tion (CDC)’s Nutrition and Physical Activity Program to Prevent Obesity and
Other Chronic Diseases is focused on state capacity building, implementa-
tion, and enhanced training opportunities. Several practitioner-focused train-
ing programs have been developed through the CDC Prevention Research
Centers (Chapters 4 and 6). Further, evaluation training for teachers and
school staff can be included as a component of school wellness plans and will
provide another opportunity to enhance evaluation capacity.

EVALUATION FRAMEWORK

Children and youth live in environments that are substantially different
from those of a few decades ago. Many environmental factors substantially
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increase their risk for obesity. Efforts to evaluate obesity prevention pro-
grams should take into account the interconnected factors that shape the
fabric of the daily lives of children and youth. Experienced evaluators have
long acknowledged the importance of identifying and understanding the
key contextual factors (e.g., the environmental, cultural, normative, and
behavioral factors) that influence the potential impact of an intervention
(Tucker et al., 2006). The evaluation framework that the committee devel-
oped offers a depiction of the resources, strategies and actions, and out-
comes that are important to childhood obesity prevention. All are amenable
to documentation, measurement, and evaluation (Figure 2-2). The evalua-
tion framework also illustrates the range of important inputs and outcomes
while giving careful consideration to the following factors:

e The interconnections and quality of interactions within and among
the multiple sectors involved in childhood obesity prevention
initiatives;

e The adequacy of support and resources for policies and programs;

e The contextual appropriateness, relevance, and potential power of
the planned policy, intervention, or action;

e The relevance of multiple levels and types of outcomes (e.g., struc-
tural, institutional, systemic, environmental, and behavioral for in-
dividuals and the population and health outcomes);

e The potential impact of interventions on adverse or unanticipated
outcomes, such as stigmatization or eating disorders (Doak et al.,
2006); and

e The indicators used to assess progress made toward each outcome;
selection of the best indicators will depend on the purpose for which
they are intended (Habicht and Pelletier, 1990; Hancock et al., 1999)
and the resources available to program staff to collect, analyze, and
interpret relevant data.

CDC has developed three guides for evaluating public health and other
programs relevant to obesity prevention, including: Framework for Program
Evaluation in Public Health (CDC, 1999), Introduction to Program Evalua-
tion for Public Health Programs (CDC, 2005a), and Physical Activity Evalu-
ation Handbook (DHHS, 2002). The guides offer six steps for evaluating
programs: (1) engage stakeholders, (2) describe the plan or program, (3)
focus the evaluation design, (4) gather credible evidence, (5) justify conclu-
sions, and (6) share lessons learned. Other important elements for program
development and evaluation emphasized by the guides include the documen-
tation of alliances, partnerships, and collaborations with those in other sec-
tors; the establishment of program goals and objectives; the assessment of
the available human and economic resources; and the selection of specific
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intervention strategies that are appropriate for different settings and con-
texts. In addition to these evaluation steps, the framework described in this
chapter: (1) encourages the evaluation of a range of outcomes—structural,
institutional, systemic, environmental, cognitive, social, behavioral and
health; (2) emphasizes the importance of crosscutting factors that influence
the evaluation of policies and interventions; and (3) further elaborates the
committee’s ideas about relevant criteria for judging the design and quality of
interventions. These features are discussed in the next section.

Components of the Evaluation Framework

Actions that prevent childhood obesity are expected to proceed through
stages similar to those for other public health interventions. Progress in this
field depends on consistent and sustained action as indicated in the left-to-
right flow across the columns of the evaluation framework (Figure 2-2).
The interchange and feedback that will nurture and contribute to this effort
are indicated by the double-headed arrows throughout the framework dia-
gram. Once a problem is identified, strategies are formulated to obtain
funding and develop institutional and community capacity to address the
problem. In some circumstances, the process begins when committed lead-
ers seek to strengthen human and economic resources in multiple sectors
through which a variety of actions and programmatic efforts will be imple-
mented. Strategies and actions are tailored to address the known determi-
nants and precursors of the health problem. From the outset, efforts are
made to ensure that systems are in place to evaluate the process and gener-
ate the information used to inform midcourse corrections in the interven-
tion and ascertain the extent to which important outcomes are achieved.
Evaluation should also provide a better understanding of the problem and
meaningful, effective, and sustainable ways to address it.

Sectors

The first column in the framework delineates the specific sectors in
which childhood obesity prevention actions can be undertaken and evalu-
ated—government, industry, communities, schools, and home. Sub-sectors
are covered under the main sectors; for example, media is discussed under
the industry sector (Chapter §), foundations and health care are discussed
under the communities sector (Chapter 6), and child-care and after-school
are discussed under the school sector (Chapter 7). The activities of these
sectors are interdependent; and prevention actions will have a higher likeli-
hood of success when the public-sector, private-sector, and voluntary or
nonprofit organizations purposefully combine their respective resources,
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strengths, and comparative advantages to ensure a coordinated effort over
the long term.

Resources and Inputs

Key resources and inputs include leadership, political commitment, and
strategic planning that elevate childhood obesity prevention to a high prior-
ity. Adequate and sustained funding through government appropriations
and philanthropic funding and capacity development are needed to initiate
and sustain effective obesity prevention efforts. Evaluation of these two sets
of factors can provide information about the adequacy of the leadership
and the resources committed to a specific childhood obesity prevention
initiative (Chapter 4). An essential implication of this framework is that
rhetoric is an inadequate response. Announcements or statements made by
leaders in all sectors should be accompanied by resource allocation and
policy and programmatic actions committed to reversing the childhood
obesity epidemic. Evidence of planning and adequate resource allocation
and appropriations by government leaders, philanthropic boards, senior
corporate managers, and shareholders is needed.

At the national level, an example of both resource allocation and leader-
ship is the Alliance for a Healthier Generation, a joint initiative of the
William J. Clinton Foundation and the American Heart Association, which
established the Healthy Schools Program® in 2006 with funding from the
Robert Wood Johnson Foundation (RWJF). The purpose of this program is
to foster healthy environments that support efforts to reduce obesity in school-
aged children and youth (Alliance for a Healthier Generation, 2006a). In
May 2006, the Alliance announced a new initiative in collaboration with
industry representatives—including Cadbury Schweppes, The Coca-Cola
Company, PepsiCo, and the major trade association that represents these
companies, the American Beverage Association—to establish new guidelines
to limit portion sizes; prohibit the sale of sweetened beverages and high-
calorie, low-nutrient foods; and offer calorie-controlled servings of beverages
to children and adolescents in the school environment. This is the Alliance’s
first industry agreement as part of the Healthy Schools Program and has the
potential to affect an estimated 35 million students across the nation (Alli-
ance for a Healthier Generation, 2006b) (Chapters 5 and 7).

From the outset of this effort, the Alliance stated two measurable ob-
jectives that can be used as outcome indicators to assess the program’s

6The Healthy Schools Program is one of four initiatives of the Alliance for a Healthier
Generation, which has set the goal to halt the increase in childhood obesity within 5 years and
reverse the trend within 10 years in the United States.
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progress: companies will work to implement changes to promote the avail-
ability of healthful beverages and foods in 75 percent of the public and
private schools that they serve before the start of the 2008-2009 school
year and in all U.S. schools by 2010 (Alliance for a Healthier Generation,
2006b) (Chapter 5). These objectives are both quantifiable and measurable,
thus making it feasible to track progress.

However, the complexity of evaluating multiple ongoing initiatives is
acknowledged. In contexts such as these, in which local programs are imple-
mented while a larger-scale nationwide intervention is occurring, there may
be parallel and reinforcing activities that present challenges in assessing the
relative contribution of each intervention. A systems approach to health
promotion and childhood obesity prevention offers the opportunity to de-
velop and evaluate interventions in the context of the multiple ongoing
efforts (Green and Glasgow, 2006; Midgley, 2006). However, evaluation
methods of this approach are currently not well developed (Best et al.,
2003) and further research is needed in this area. Methodological work in
the evaluation of systemic initiatives in public education may offer some
good starting points (for example, Ruiz-Primo et al., 2002).

Nevertheless, national leadership and support should be acknowledged
and documented as a strategy that can support and reinforce the goals of
local efforts.

Another example of leadership and resource allocation is the Healthy
Carolinians Microgrants program. The program provided small support
grants to each of 199 communities in North Carolina (up to $2,010) to
increase local awareness of the objectives described in Healthy People 2010,
mobilize resources, and create new partnerships in community health im-
provement (Bobbitt-Cooke, 2005).

Fawcett and colleagues (1995) have created a simple procedure that
assists local program evaluators in documenting changes in programs, poli-
cies, and practices that are stimulated in part by organized community-
based prevention strategies. The ability to document these events, the meth-
ods of which are accessible online (Fawcett et al., 2002), enables evaluators
to share the relevant short-term indicators and outcomes of a program’s
progress while awaiting the long-term population health outcomes. Once
the relevant events and accomplishments are documented, they can be plot-
ted on a timeline to demonstrate the progress of the overall effort. It should
be noted, however, that these events related to the observed changes in
communities are associative rather than causative (Figure 2-3).

Strategies and Actions

As depicted in Figure 2-2, a variety of strategies and actions are needed
to effectively use the resources and inputs for childhood obesity prevention
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FIGURE 2-3 Hypothetical trends in the rate of community and system changes
(e.g., the implementation of new programs and policies) stimulated by obesity pre-
vention efforts during the first year.

(e.g., leadership, political commitment, funding, and capacity development)
to produce positive outcomes. Strategies are the concerted plans for action
that when implemented through changes such as new product development
or the enactment of legislation on nutritional standards for school foods
and beverages result in outcomes that can be assessed. Evaluating the extent
to which strategies are being developed (e.g., state action plans, federal
agency coordination) and implemented through actions (e.g., enactment of
new legislation, marketing of new products) is a necessary step in determin-
ing the extent of progress in childhood obesity prevention. The interactions
among complex social, economic, and cultural factors, combined with the
varying availability of resources, require that interventions should be
adapted to meet the particular needs, circumstances, or contexts of a com-
munity or setting. In the absence of generalizable solutions, effective planned
childhood obesity prevention efforts will consist of a variety of potential
strategies and actions based on an assessment of local needs, assets, condi-
tions, and available resources. On the basis of the results of these assess-
ments, obesity prevention program planners can draw from an array of
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strategies and actions, as depicted in the evaluation framework (Figure
2-2). All elements of the framework are amenable to evaluation.

The Kansas Coordinated School Health Program illustrates how sev-
eral key strategies and actions (e.g., programs, coalition, collaboration, and
coordination)” can be used in combination to promote health outcomes for
school-aged children and youth (Kansas State Department of Education,
2004). Through a grant awarded by the Kansas Coordinated School Health
Program, the Goddard School District (which is located in West Wichita,
Sedgwick County, and which includes three elementary schools, one inter-
mediate school, two middle schools, and one high school) offered health
promotion activities and resources (Kansas State Department of Education,
2004; Greg Kalina, Coordinator of the Goddard School District Nutrition
Program, personal communication, April 24, 2006) with the dual goal of
benefiting both students and school staff:

e A mapped walking course on elementary school playgrounds and
inside school hallways;

e Monday morning stretch exercises led by trained teachers on closed-
circuit television at the intermediate school;

e The provision of pedometers and walk-run and marathon events for
students, faculty, staff, and community residents;

e Nutritious snack options at staff and district committee meetings
and the introduction of low-calorie and high nutrient snack options
in schools;

e Two annual teacher in-service programs on healthful nutrition
choices and physical fitness;

e A fitness center for staff, established with equipment donated by
staff members and expanded with locally raised funds; and

e Training for staff on the proper use of the fitness center equipment.

Both formative and process evaluations can assist with the assessment
of the quality of the strategies and actions used at an early phase of the
implementation of interventions. These types of evaluations can reveal in-

7A coalition is an organized group of people in a community working toward a common
goal. A coalition can have individual, group, institutional, community, and public policy
goals. Coordination refers to the process of seeking concurrence from one or more groups,
organizations, or agencies regarding a proposal or an activity for which they share some
responsibility and that may result in contributions from each of these entities. Collaboration
is defined as a cooperative effort between and among groups of people (e.g., governmental
entities as well as private partners) through which partners work together toward mutual
advantage and the achievement of common goals. Collaboration can range from informal ad
hoc activities to more planned, organized, and formalized ways of working together.
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sights at three levels: (1) the strength of the underlying rationale for the
program as a vehicle for addressing childhood obesity, (2) the ways in
which the program is well matched to specific settings, and (3) the ways and
extent to which program implementation is being carried out in accordance
with expected standards and the program is working as planned. The re-
sults attained through process evaluation not only will provide information
that enables program planners to make needed adjustments in the program
during its formative stages but also will yield critical insights about the
intervention after outcomes data are available. In the Kansas initiative
described above, process evaluation data could include records of children
and staff who use the fitness center and walking course and the proportion
of students and staff participating in the stretching exercises, as well as
findings from teacher and student surveys assessing the perceptions of the
value of these additions to the school district’s facilities.

An example from West Virginia illustrates how attention to strategies
and actions (the third column of the evaluation framework in Figure 2-2)
provides support to local-level obesity prevention program activities. The
Partnership for a Healthy West Virginia consists of representatives from
education, health care, nonprofit and faith-based organizations, business,
and state government who developed a 3-year statewide action plan to
address obesity. One key component of the action plan was to provide
policy recommendations to the West Virginia governor and legislature. The
proposal was strategically built on previously successful education and
advocacy efforts under the leadership and organizational credibility of the
West Virginia Action for Healthy Kids Team, the West Virginia State Medi-
cal Association, and the American Heart Association. Two key policy rec-
ommendations were proposed: (1) enhance and increase the amount of
physical education in all public schools and (2) limit access to sweetened
carbonated soft drinks and high-calorie foods and meals in public schools
while offering increased access to foods and beverages that contribute to a
healthful diet. On the basis of the efforts of this state coalition, the governor
introduced and supported the Healthy West Virginia Act of 2005. Both
policy recommendations (policy implementation is a structural outcome in
the fourth column of the evaluation framework) have been included in the
new law (HWVA, 2005).

The challenge of tracking the implementation of the policies is being
addressed by one of the partners, the State Department of Education.
The Department’s Office of Child Nutrition has the responsibility for
monitoring compliance with the competitive food sales policy which in-
cludes monitoring the sale of sweetened soft drinks and the availability
of foods with low nutritional value at the elementary, middle, and high
school levels. The Office of Healthy Schools has the responsibility for
tracking three key areas: (1) fitness testing using the FITNESSGRAM®/
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ACTIVITYGRAM®S; (2) representative sampling of the body mass index
(BMI) levels of students; and (3) adherence to State Board of Education
standards for specified hours that students must engage in physical activity
at the elementary, middle, and high school levels. Through a legislative
mandate, the Office of Healthy Schools also operates a statewide, online
health education assessment system called the Health Education Assess-
ment Project. This system annually reaches 65,000 students from selected
grade levels and assesses a wide range of student health knowledge, includ-
ing knowledge of the need for physical activity and good nutrition. West
Virginia school officials use the results of this assessment to identify knowl-
edge gaps and make curriculum recommendations.

The California Teen Eating, Exercise, and Nutrition Survey
(CalTEENS) (Box 2-2) is an example of intersectoral collaboration among
a variety of stakeholders in the government, education, and industry sectors
to promote childhood obesity prevention strategies. CalTEENS is a com-
prehensive biennial survey conducted in 1998, 2000, and 2002, of the
eating and physical activity behaviors of more than 2 million of California’s
adolescents ages 12 to 17 years (Public Health Institute, 2004).

Both the Partnership for a Healthy West Virginia and CalTEENS ben-
efit from participation by a broad range of partner organization and agen-
cies. Furthermore, obesity prevention activities are often consistent with the
goals of a wide range of other health initiatives, including those concerned
with supporting chronic disease prevention, school health, work site health
promotion, and urban planning strategies such as Smart Growth.

Outcomes

The evaluation outcomes selected will depend on the nature of the
intervention; the timeline of the program or intervention; and the resources
available to program implementers and evaluators to collect, analyze, and
interpret outcomes data. The timeline of the intervention often necessitates
whether the evaluation can assess progress toward a short-term outcome
(e.g., increasing participation in an after-school intramural sports team), an
intermediate-term outcome (e.g., changes to the built environment that
promote regular physical activity for children and youth), or a long-term
outcome (e.g., a reduction in BMI levels of children participating in a new
program). Outcomes can also be categorized on the basis of the nature of
the change (Figure 2-2):

8The FITNESSGRAM®/ACTIVITYGRAM® is a computerized tool that schools use to assess
children’s fitness and physical activity performance and abilities. It is used to increase parental
awareness of children’s fitness and physical activity levels by providing a direct way for physical
education teachers to report the results of physical fitness assessments.
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BOX 2-2
Organizations Supporting CalTEENS

e American Cancer Society

* American Heart Association

e (California Adolescent Nutrition and Fitness Program
* California Center for Public Health Advocacy

e Department of Education

e California Elected Women'’s Association for Education & Research
e California 5 a Day Campaign

e California Latino 5 a Day Campaign

* California State Parent Teachers’ Association

e Los Angeles County Health Department

* American Academy of Pediatrics

Structural, institutional, and systemic outcomes;

Environmental outcomes;

Population or individual-level cognitive and social outcomes;
Behavioral outcomes (e.g., dietary and physical activity behaviors);
and

e Health outcomes.

Examples of the range of outcomes across different sectors are summa-
rized in Table 2-2. The committee emphasizes the need to develop pro-
grams and interventions that can effect changes in all types of outcomes.

Structural, institutional, systemic, and environmental factors can sig-
nificantly influence access to and the availability of healthful choices and
behaviors. Neither children and youth nor their parents can choose to eat
fruits and vegetables unless these are available, affordable, and culturally
acceptable in their own communities and in the settings where they spend
time. Children and youth cannot choose to spend their after-school time
engaged in physical activities if they do not have safe spaces to engage in
those activities or places to play. Nor will they increase their in-school
physical activity in the absence of school policies that mandate and monitor
requirements that children and youth engage in a specified level of physical
activity each school day or week. These structural and environmental fac-
tors both constrain and enable individual and family choices about food
and physical activity.

The federal government launched the Safe Routes to School (SRTS)
program in 2005 to address some of these issues. The SRTS program
assists communities around the nation with making walking and bicy-
cling to school a safe and routine activity for children and youth. The
program provides funding to states to administer a variety of initiatives,
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TABLE 2-2 Examples of Outcomes in the Evaluation Framework

Outcome Examples

Structural, .
institutional,

and systemic o
outcomes? °

Environmental o
outcomes?

Cognitive and o
social outcomes®

Revise zoning and land use requirements to promote active
transport to schools.

Develop and implement a local school wellness policy.
Implement a policy that mandates daily physical education in
a public school district.

Develop and support company and industrywide policies for
opportunities and products that promote physical activity.
Enact a state law that requires nutrition labeling in full serve
and quick serve restaurants.

Establish policies on the type of foods and beverages that are
advertised and marketed to children ages 12 years and
younger during children’s broadcast and cable television
programming.

Revise the mission of a community health center or
community coalition to include obesity prevention as an area
of programmatic responsibilities and outreach.

Create or enhance a company’s employee wellness program
by incorporating obesity prevention into its activities.
Increase company sales and profits for low-calorie and non-
caloric beverages.

Complete needed capital improvements on sidewalks and
street crossings in a community that allows children to walk
and bicycle to school.

Increase the number of miles of walking and bicycle paths in
the community.

Initiate and sustain farmers’ markets and farm stands in low-
income communities to increase the availability of fresh
produce.

Increase the availability, affordability, and consumption of
beverage products in smaller containers in retail outlets,
restaurants, and schools.

Attract a new grocery store to the inner city or enhance a
corner store to expand the availability and affordability of
fruits, vegetables, and other foods and beverages that
contribute to a healthful diet.

Increase the availability and affordability of physical activity
opportunities in communities.

Increase student awareness about the importance of healthful
diets and physical activity.

Enhance student knowledge about energy balance at a
healthy weight.
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TABLE 2-2 continued

Outcome Examples

e Improve the self-efficacy of adolescents in using the Nutrition
Facts label to select healthier options at the grocery store and
in quick serve restaurants.

e Change the societal attitude about the appropriate portion
size for a take-out meal at full serve and quick serve
restaurants.

e Adopt a social norm that encourages children and parents to
consume water and non-caloric beverages instead of
sweetened beverages with meals.

Behavioral e Reduce the amount of recreational screen time (e.g.,
outcomes? television, DVDs, videogames, and computers).

dietary and e Increase numbers of students walking or biking to school.
physical e Increase fruit and vegetable consumption for children and
activity outcomes youth.

e Increase consumer knowledge of company icons to identify
healthier food and beverage products.

e Increase consumer use of products that encourage energy
expenditure.

e Improve physical fitness levels on standardized tests.

e Increase and sustain breastfeeding rates among new mothers
and their infants.

Health outcomes® e Reduce BMI levels in the population.
e Reduce obesity prevalence.
e Reduce obesity-related morbidity.

aStructural outcomes represent the development, implementation, or revision of policies, laws,
and resources affecting the dietary patterns and physical activity behaviors of children, youth,
and their families. Institutional outcomes are changes in organizational cultures, norms, poli-
cies, and procedures related to dietary patterns and physical activity behaviors. Systemic
outcomes are changes in the way that eating and physical activity environments and health
systems are organized and delivered.

bEnvironmental outcomes are changes that create a health-promoting environment, including
access to low-calorie and high nutrient foods and beverages and opportunities for regular
physical activity.

¢Cognitive outcomes are changes in an individual’s knowledge, awareness, beliefs, and atti-
tudes about the importance of healthful diets and regular physical activity to reduce the risk
of obesity and related chronic diseases. Social outcomes are changes in social attitudes and
norms related to dietary and physical activity behaviors that support healthy lifestyles.
dBehavioral outcomes are changes made by individuals or populations that affect their diet
and physical activity levels and enhance health.

¢Health outcomes are changes made by individuals or populations that either reduce or
increase their risk of developing specific health conditions.
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from building safer street crossings to establishing programs that encour-
age children and their parents to walk and bicycle safely to school (FHWA/
DOT, 2006). The Marin County, California, SRTS program, for example,
is focused on reducing local automobile congestion around schools while
promoting students’ healthy and sustainable habits. The program includes
several components that have proven to be effective, including classroom
education, special events, and incentives that encourage children and ado-
lescents to choose alternative forms of transportation to schools, as well
as technical assistance to identify and remove the barriers to walking,
bicycling, carpooling, or taking transit to school. Evaluations of the SRTS
program have demonstrated that making environmental changes can lead
to increases in children’s physical activity patterns (Parisi Associates, 2002;
Staunton et al., 2003) (Chapters 4 and 7). The California Department of
Health Services has replicated the SRTS program in other cities, which
has led to outcomes such as community audits of street, sidewalk, and
bikeway conditions; the improved mobility of pedestrians and bicyclists;
reduced speed and volume of motor vehicles; and improved motor vehicle
compliance with traffic laws (Parisi Associates, 2002). Results linking the
SRTS program to health outcomes for children and youth have not yet
been reported.

Behavioral outcomes are the population and individual mediators of
behavior (e.g., awareness, knowledge, attitudes, beliefs, values, preferences,
and skills) and actual behavioral and social changes that affect dietary
patterns and physical activity, and thus, energy balance. These outcomes
not only are important at the individual level (such as outcomes desired by
a pediatrician, nurse, or teacher when he or she is counseling a child or
adolescent and his or her parents about healthy dietary practices and physi-
cal activity) but also apply on a population level to those implementing
large-scale campaigns or programs targeting communities, states, or re-
gions. An outcome of concern has been the potential for stigmatization of
children and youth who are obese. Ongoing efforts are examining stigmati-
zation as well as normalization of obesity (i.e., larger sizes and portions
becoming the accepted norm).

Behavioral outcomes include changes in dietary patterns and physical
activity for children and adolescents to achieve energy balance at a healthy
weight. Planet Health is an example of an efficacious school-based inter-
vention designed to reduce BMI levels and obesity prevalence in a multi-
ethnic group of middle-school-aged children in an affluent setting. The
program provided evidence that a well-planned and well-evaluated inter-
vention aimed at reducing television viewing time, increasing physical activ-
ity, and improving nutrition behaviors can make a difference in reducing
obesity prevalence in girls (Gortmaker et al., 1999). It is one of the few
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childhood obesity prevention interventions that has conducted a cost-
benefit and cost-effectiveness evaluation. The results of this evaluation
found that the Planet Health program is likely to be cost-effective as it is
currently implemented (Wang et al., 2003).

The end outcomes relate to promoting health—increasing the number
of children and adolescents who are at a healthy weight, reducing the BMI
levels in the population, reducing the number and prevalence of children
and youth who are obese or at risk for obesity, and reducing the risks for
obesity-related comorbidities such as type 2 diabetes and cardiovascular
diseases (Chapter 3). These are the ultimate outcomes, but their achieve-
ment may require years of effort with sustained resources and societal
change.

Crosscutting Factors

Certain programs, policies, strategies, or actions may be effective for
some groups but not others. A variety of crosscutting factors influence pro-
gram experiences and thus the evaluation process and will need to be consid-
ered at every stage of the evaluation framework for both individuals and
populations. These include age, sex, socioeconomic status, race/ethnicity,
culture, immigration status, acculturation, biobehavioral and gene-environ-
ment interactions, and psychosocial status, as well as social, political, and
historical contexts. Context refers to the set of factors or circumstances that
surround a situation or event and give meaning to its interpretation. All of
these factors should be taken into account when obesity prevention initiatives
are designed, monitored, and evaluated, as depicted in Figure 2-2 (Hopson,
2003) (Chapter 3).

A useful example of the important roles that are played by some of
these crosscutting factors (e.g., age, sex, and race/ethnicity) can be drawn
from the VERB™ social marketing campaign. The goal of the VERB cam-
paign was to encourage more than 21 million multiethnic American tweens
(i.e., ages 9 to 13 years) to become more physically active. (See Chapter 4
for a detailed description of the VERB campaign.) Before CDC launched
the S-year, VERB—I#’s what you do. campaign in 2002, it conducted a
formative evaluation that used marketing research techniques to gain in-
sights into a variety of relevant factors to assist in understanding how
physical activity levels can be increased and maintained in the targeted age
group. The formative research showed that tweens would respond posi-
tively to messages that promoted moderate physical activity in a socially
inclusive environment and that emphasized self-efficacy, self-esteem, and
belonging to their peer group (Potter et al., 2004).
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Key Evaluation Questions and Approaches

Changing stakeholder perceptions about evaluation—from a daunting
task of questionable value to a manageable and highly useful endeavor that
informs future efforts—can be facilitated by considering four key evalua-
tion questions to guide childhood obesity prevention policies and interven-
tions. Although these questions are relevant to obesity prevention actions,
strategies, and programs across all sectors, not every evaluation can be
expected to address all of the questions.

The relevance of the four evaluation questions (Box 2-3) depends on
the type of the obesity prevention action, policy, or program and the avail-
able evaluation capacity (e.g., resources and technical expertise). The ma-
jority of childhood obesity prevention interventions are implemented at the
local level, where the resources, time, opportunities, skills, and capacity for
conducting an evaluation are often limited compared with those available
to academic institutions and state or federal governmental agencies. Al-
though some of the evaluation capacity gap can be filled through collabora-
tive partnerships between local agencies and academic institutions, a large
portion of locally implemented interventions will occur with no opportu-
nity for conducting a full-scale evaluation. Yet all promising childhood
obesity prevention interventions deserve some level of evaluation. Small-
scale, grassroots, and exploratory efforts can be evaluated inexpensively
and modestly, and if deemed appropriate, subjected to a more sophisticated
evaluation at a later stage.

CDC and RWJF are in an early stage of collaborating on a process
called the Pre-Assessment of Community-Based Obesity Prevention Inter-
ventions Project to identify promising interventions that meet certain ob-

BOX 2-3
Questions to Guide Childhood Obesity
Prevention Policies and Interventions

1. How does the action contribute to preventing childhood obesity? What are the
rationale and the supporting evidence for this particular action as a viable obe-
sity prevention strategy, particularly in a specific context? How well is the
planned action or intervention matched to the specific setting or population
being served?

2. What are the quality and the reach or power of the action as designed?

3. How well is the action carried out? What are the quality and the reach or power
of the action as implemented?

4. What difference did the action make in terms of increasing the availability of
foods and beverages that contribute to a healthful diet, opportunities for phys-
ical activity, other indicators of a healthful diet and physical activity, and im-
proving health outcomes for children and youth?
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jective and minimum criteria to consider programs for an in-depth and
rigorous evaluation of their effectiveness. The process is expected to be
transparent and guided by expert peer reviewers. This evaluability assess-
ment process would allow the selection of programs that are likely to
produce the greatest magnitude of impact for the financial investment. The
most promising initiatives would be presented to potential funders for more
extensive evaluation funding (Laura Kettel-Khan, CDC, personal commu-
nication, May 27, 2006).

Evaluation involves multiple methodological approaches, all of which
should be used to reach the goal of reducing and preventing childhood
obesity. Various evaluation methods are likely to be relevant to each of the
four questions as discussed below.

Question 1. How does the action contribute to preventing childhood obe-
sity? What are the rationale and the supporting evidence for this particu-
lar action as a viable obesity prevention strategy, particularly in a specific
context? How well is the planned action or intervention maiched to the
specific setting or population being served?

These are descriptive questions about the nature and extent of child-
hood obesity challenges and the responses in the relevant contexts and are
likely to be well addressed by three sets of methods:

e Review of the existing literature and databases (e.g., the demo-
graphic, nutrition and dietary intake, physical activity, health pro-
motion, urban planning and community design, transportation,
social science, anthropology, food and beverage marketing, and en-
tertainment literature databases) can serve to extract pertinent infor-
mation about the nature and the extent of the childhood obesity
epidemic in the settings and contexts to be served and may perhaps
allow longitudinal monitoring of the epidemic.

e Use various methods to focus on specific characteristics of the set-
tings and contexts to be served such as consumer focus groups,
key informant interviews, community-based participatory research,
needs assessments, and asset mapping (Goldman and Schmalz, 20035;
Green and Mercer, 2001; Kretzmann and McKnight, 1993).

¢ Encourage networking to identify and describe the other childhood
obesity prevention actions underway in these settings and contexts.

Question 2. What are the quality and reach or power of the action as
designed?

This question calls for an in-depth description of the planned action,
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with special attention to its underlying logic and rationale, and for an
assessment of its quality and viability as an approach to obesity preven-
tion among children and youth in the settings and contexts being served.
For example, are the objectives aligned with the recommendations for
population-level change?

Two sets of parallel methods are likely to be relevant for this question:

¢ Qualitative methods may be useful for developing a sound and com-
prehensive description of the planned action, intervention, or pro-
gram. These include document review and text analysis (e.g., of
program or policy proposals, legislative initiatives, or media cam-
paigns). Individual and group interviews with program planners,
administrators, and implementers are also useful for the identifica-
tion of critical components of and rationales for the intervention,
program, or policy being planned.

e The quality of the theory or logic and rationale for the proposed
intervention, program, or action can then be assessed by turning to
relevant literature and to experts, as well as practitioners in the
contexts being served. These assessments call for qualitative meth-
ods such as document review, interviews, and concept mapping, and
can be supplemented by policy analysis.

Question 3. How well is the action carried out? What are the quality and
reach or power of the action as implemented?

These implementation questions are far-reaching and their answers re-
quire the use of a variety of methods in combination. Evaluating the imple-
mentation of programs is often called process evaluation. A process evalua-
tion is defined as the means of assessing strategies and actions to reveal
insights about the extent to which implementation is being carried out with
regard to expected standards, the “dose” of the intervention received, and the
extent to which a given action or strategy is working as planned. For ex-
ample, quantitative data on the level of program participation or the depth of
the reach to target populations (e.g., changes in knowledge, attitudes, or
beliefs) may be determined from administrative or program records or may
be assessed by surveys. Observations and interviews—both structured (quan-
titative) and unstructured (qualitative)—can play a useful role in gathering
data and evidence about the program’s implementation and effectiveness.
These data offer windows into how the participants experienced the action or
the program. Furthermore, an analysis of the media coverage of an action,
program, or policy can also yield valuable information about the quality of
program implementation.
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Question 4. What difference did the action make in terms of increasing
the availability of foods and beverages that contribute to a bealthful
diet, opportunities for physical activity, other indicators of a bealthful
diet and physical activity, and improving health outcomes for children
and youth?

Finally, the question of the consequences and changes that resulted
from the action evaluated invokes a variety of evaluation strategies. At this
point, expectations about evaluation designs are appropriately scaled to the
scope and size of the intervention. In most local and community-based
settings, relatively modest comparisons of pre- and postintervention counts
or the preintervention—postintervention results for selected outcome mea-
sures will provide sufficient information. In tandem with other informa-
tion on program quality, as available, and professional judgment, these
preintervention—postintervention comparisons are likely to be sufficient to
determine if the intervention deserves to be continued, needs improvement,
or should be rejected.

More methodologically sophisticated methods relevant to larger-scale
interventions may involve:

e A correlational methodology that seeks to establish associative rela-
tionships between participation in or exposure to an intervention
and subsequent changes in structures or environments, attitudes, or
behaviors;

e A case study approach, which seeks to provide an understanding in
some depth of the dynamics of change in selected contexts, with
special attention to important contextual influences; and

e Experimental and quasiexperimental methodologies that focus on
establishing defensible causal relationships between an intervention,
action, or program, on the one hand, and changes in structures and
environmental factors or individual attitudes, knowledge, and be-
haviors, on the other hand.

The larger the scope and the higher the level of resources devoted to the
initial intervention, the more important it is to consider the value of using
more sophisticated evaluation methods at the outset. This is particularly
true for interventions in which state or federal policies are involved because
the entire target population is affected and, once implemented, adequate
baseline measures of the preimplementation status may be impossible to
obtain. The larger and more sophisticated correlational, case study, experi-
mental or quasiexperimental evaluations should also include cost and ben-
efit information to allow estimates of the cost-effectiveness and the cost-
utility of interventions to be made (Siegel et al., 1996). Mixed-method
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BOX 2-4
Applying the Evaluation Framework to
Childhood Obesity Prevention Interventions

Contexts and Sectors

How does the action contribute to preventing childhood obesity? What are

the rationale and the supporting evidence for this particular action as a via-

ble obesity prevention strategy, particularly in a specific context? How well
is the planned action or intervention matched to the specific setting or pop-
ulation being served?

e What are important descriptive demographic, sociocultural, and geographical
characteristics of the contexts being served? What proportion of the population
is at high risk for obesity in the various contexts and sectors being served?

* What is the present character and extent of the childhood obesity epidemic at
this time in the contexts being served? What do children, caretakers, and inter-
mediaries want and what are their barriers to change?

* What activities in other sectors are happening in the relevant contexts?

Resources and Inputs, Strategies, and Actions
What are the quality and reach or power of the action as designed? How well
is the action carried out? What are the quality and reach or power of the
action as implemented?
* To what extent and in what ways is the program design
* Coherent, logical, comprehensive, and representative of a plausible idea?
* Grounded in relevant theory and research about the actions observed?
» Offering an intervention or experience of sufficient scope and magnitude
(“dose”) that changes could be expected from it?
* Well matched to the relevant characteristics of the local context, including
socioeconomic status and cultural diversity?

evaluation designs’ can be useful for catalyzing thoughtful, creative, and
innovative changes and identifying promising childhood obesity prevention
interventions.

Comnnecting the Key Evaluation Questions to the Evaluation Framework

It is helpful to think about the components of the evaluation frame-
work—sectors, resources and inputs, strategies and actions, and outcomes—
in light of the four evaluation questions (Box 2-4). In planning an evalua-

9A mixed-method design involves methodologies drawn from a variety of disciplines and
both qualitative and quantitative data gathering and analysis methods that combine extensive
descriptions of context and the experiences of program participation with standardized as-
sessments of changes in institutions or systems, the environment, and individual or popula-
tion behaviors.
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* Responsive to the needs of those affected by the program, policy, or inter-
vention? Especially attentive to the needs of those at greatest risk?
* To what extent and in what ways does the program implementation
* Include materials and activities of high quality and high relevance or mean-
ingfulness to intended program participants?
* Reach its target audience?
* Have visibility and support?
* To what extent are program resources sufficient?
* To what extent and in what ways is the program connected or linked to other
obesity prevention efforts in the contexts being served?

Outcomes

What difference did the action make in terms of increasing the availability of

foods and beverages that contribute to a healthful diet, opportunities for

physical activity, other indicators of a healthful diet and physical activity,
and improving health outcomes for children and youth?

* To what extent did the program attain its intended outcomes—including struc-
tural, institutional, and systemic outcomes; environmental outcomes; popula-
tion or individual-level cognitive and social outcomes; behavioral outcomes
(e.g., dietary and physical activity); and health outcomes?

* What components of the program accounted for achieving the desired out-
comes or help explain why outcomes were not attained?

* What other important effects did the program accomplish? What accounts for
these effects? What are the impacts of the program on adverse or unantici-
pated outcomes?

* In what ways and to what extent did the program address the particular needs
of populations most at risk for obesity?

tion, consideration should be given to the fact that the relevance of each set
of evaluation questions will depend on the scope and maturity of the action
or program undertaken. A new or modest initiative may be best evaluated
by concentrating on evaluative questions related to the context or the sector
and to program design and implementation. A more mature initiative should
be evaluated in terms of its intermediate-term or long-term outcomes (e.g.,
behavioral or health outcomes), contextual relevance, and the quality of the
implementation. A policy may be best evaluated by focusing on structural
or environmental outcomes. An educational program may be best evalu-
ated in terms of its impact on individual- or family-level changes in knowl-
edge, attitudes, beliefs, and behaviors. Local or community-based actions
may be able to monitor only selected indicators of knowledge or attitudinal
or institutional change. Whatever the nature of the evaluation, it can make
an important contribution to the overall knowledge base regarding child-
hood obesity prevention.
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ISSUES AND CHALLENGES IN EVALUATING PROGRESS
FOR CHILDHOOD OBESITY PREVENTION

Several issues identified in Chapter 1 require attention in the early
stages of an evaluation design. First, evaluation is often not a priority for
the individuals or the organizations that are developing a new policy, pro-
gram, or intervention. Second, realistic outcomes need to be selected to
measure progress. It is often more realistic for programs to identify and
examine short-term and intermediate-term outcomes than long-term health
outcomes such as changes in BMI levels. Third, resources for evaluation are
often scarce and should be optimally used and complemented with techni-
cal assistance and training. Fourth, the strengthening of collaborative ef-
forts and the use of a systems approach to childhood obesity prevention are
important and must be pursued, along with methodologies that can effec-
tively assess the quality and effectiveness of collaborative and systemic
initiatives.

Like many other public health crises, the current childhood obesity
epidemic has multiple, concurrent, and interconnected causes. As articu-
lated in the Health in the Balance report (IOM, 2005), these causes in-
clude the uneven distribution of low-calorie and high nutrient foods, and
lack of affordable fresh fruits and vegetables in communities and schools;
the easy availability and access to foods and beverages that are high in
total calories, fat, saturated and #rans fats, added sugars, and sodium; the
marketing of products to children and youth that appeal to their tastes
but that have limited nutritional value; community settings that do not
naturally support and encourage children and youth to be physically ac-
tive; school policies that do not support or enforce the requirements for
adequate time for physical activity; and social norms that reinforce both a
sedentary lifestyle and the consumption of high-calorie processed foods
and beverages. These problems are related to the distribution, access, and
costs of healthful diets and the availability of safe places for children to
play. They are present throughout the nation but may have the most
detrimental impact and reverberations in low-income and resource-con-
strained communities (Chapter 3). The complexity of the childhood obe-
sity epidemic poses several challenges for the prevention effort and the
evaluation approach that need to be acknowledged. The challenges can be
grouped into issues of causation, the measurement of dietary patterns and
physical activity behaviors, the development of interventions, surveillance
and monitoring by use of different data sources and measurement tools,
and the translation of findings to diverse settings and populations.
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Attributing Causation and Effects to Interventions

Because of the numerous and intertwined determinants of changes in
dietary intake and physical activity it is often difficult for a single interven-
tion, especially if it is modest in scope, to have a measurable impact
(Swinburn et al., 2005). In addition, the impact of targeted programmatic
interventions is difficult to determine when other often broader population-
level interventions, such as media campaigns or increases in opportunities
for physical activity in the community, are going on at the same time. The
effectiveness of targeted programmatic interventions may also be obscured
by gaps or barriers elsewhere in the chain. For example, cla