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Abstract 

 The purpose of this thesis was to create a primary prevention program based on best-

practice recommendations for addressing childhood obesity in school age children. In the United 

States that are currently 12.7 million children and adolescents who are considered to be obese 

based on standard BMI measurements (CDC, 2017a). This has continued to increase over time. 

Obesity in childhood has also been shown to continue into adulthood, so preventing obesity in 

children may help to reduce obesity across the life span (CDC, 2017b). There are current 

educational materials and programs to prevent childhood obesity, but each have varying results. 

There are identified strengths and weaknesses to these programs that limit their full potential. 

Synthesizing the strengths from current childhood obesity prevention programs for school-age 

children will result in a best practice primary prevention program. The theoretical 

implementation of this program aims to reduce the prevalence of childhood obesity by educating 

children on nutrition and physical exercise, and forming healthy habits. 
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Chapter 1 

Statement of Purpose 

 The purpose of this thesis is to create a primary prevention program based on best-

practice recommendations for addressing childhood obesity in school age children. 

Recommendations will be developed from evidence-based research articles on current obesity 

prevention practice. The information gathered about the significance of childhood obesity and its 

rise to epidemic proportions in the United States, specifically in low income neighborhoods will 

be explained. The importance of preventing obesity in children, especially in the role of a nurse, 

will also be examined. After exploring the different methods for preventing obesity in children, a 

best practice program will be created, and a theoretical implementation and evaluation will be 

described.  

Significance of the Problem 

 Childhood obesity has been a topic of utmost importance in recent years.  According to 

the Centers for Disease Control and Prevention (CDC) (2017a), from 2011-2014 the prevalence 

of obesity has been about 17% of those ages 2-19 years. This amounts to 12.7 million obese 

children and adolescents. Obesity among children and teens has more than tripled since 1970 

(CDC, 2017a). Some ethnicities have also been affected more than others. The highest rates of 

obesity in children have been among Hispanics with a rate of 21.9%, and non-Hispanic blacks 

with a rate of 19.5% (CDC, 2017b). The percentages of childhood obesity are also higher in 

some age groups than others. In 2 to 5-year-olds the rate is 8.9%, in 6 to 11-year-olds 17.5%, and 

in 12 to 19-year-olds 20.5%. This shows that there are higher incidences of obesity as children 

age.  
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 Childhood obesity is an issue that needs to be addressed because of its implications for 

the obese child’s health. Obesity influences not only the individual’s physical wellbeing, but also 

their social and emotional wellbeing. Some of the adverse effects are immediate and some are 

long term. The immediate effects include an increased risk for asthma, sleep apnea, bone and 

joint problems, social isolation, depression, lower self-esteem, bullying, and having psychosocial 

and developmental problems (CDC, 2017a). In the long term, some of the adverse effects include 

adult obesity, heart problems, cancer, musculoskeletal problems, and diabetes. Many of these 

diseases are the top causes of death for adults, so having obesity early on in life could lower a 

person’s life expectancy. As for the obesity continuing into adulthood, over 36% of adults are 

living with obesity (CDC, 2017b). As a result, it is extremely important that measures are taken 

to prevent obesity in children. Some of the most effective ways to decrease the risk for obesity 

are changing the eating habits and activity levels of children (Stanford Health Care, 2017). Since 

the food that children eat and the physical activity they participate in are highly influenced by 

their environment, the healthcare team can make a major impact in prevention by intervening in 

these areas.  

The Relationship between Childhood Obesity and Poverty 

 Often obesity is associated with people who have lack of self-control when it comes to 

over-eating or are very sedentary. However, if one examines the issue further, a connection 

between obesity and poverty is found. According to the CDC (2017b), obesity affects children 

living in poverty disproportionally. Those who are living in the most poverty-dense areas in the 

United States are more likely to have obesity (Levine, 2011). One of the reasons for this is 

poverty-dense areas are sometimes considered “food deserts.” Food deserts are geographic areas 

with at least a fifth of the population residing in the area living in poverty and at least a third 



ADDRESSING CHILDHOOD OBESITY THROUGH A PRIMARY PREVENTION 

PROGRAM  7 

 

living over a mile away from a store with a supply of fresh, nutritious foods (United States 

Department of Agriculture, 2017). Instead, there are many fast food chains with cheap, carb-

loaded meals. Grocery stores providing access to healthy food are not built in these 

neighborhoods because their owners or parents corporations tend to build next to competing 

supermarkets (Tribute Wire Reports, 2015). As a result, they do not see these food desert 

neighborhoods as beneficial to their company, so they go to neighborhoods that can support their 

format.  

Another reason for the link between poverty and obesity is that many people living in 

poverty are more sedentary (Levine, 2011). Contributing factors include increased violence in 

poverty-dense areas and the lack of resources for exercise. With the increased violence, people 

do not feel safe to go outside, preventing them from being able to exercise. Also, when these 

poverty-dense areas do not have the money to spend on building parks, and large athletic 

facilities do not want to invest in these areas, there are not places for people to exercise. Many 

poverty-stricken areas do not even have sidewalks. This increases the incentive of staying 

indoors since people do not have the means to exercise (Levine, 2011). It is important then that 

nutrition and exercise are areas of focus in these impoverished neighborhoods through public 

health programs to not only benefit the impoverished individuals, but the entire community as 

well. 

We Can! Educational Materials 

 Childhood obesity is not a new topic to the community and there are already example 

programs and educational materials available for use. One example is from the “We Can!” 

Program, which stands for “ways to enhance children’s activity and nutrition” (National 

Institutes of Health [NIH], 2014).  The National Institutes of Health developed this program, 
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which provides the educational materials for healthy eating, increased physical activity, and 

reduced screen time. It is science-based and can be used with parents, families, caregivers, and 

children ages 8-13. The material is meant to be adapted to fit different communities (NIH, 2014). 

Important Terms Defined 

 In order to understand the term obesity, one must first understand the term BMI, or Body 

Mass Index. BMI is the preferred method of describing body weight for children and young 

adults because it also takes into consideration that the individual is still growing and that this rate 

of growing could be different from one person to another according to their age and sex (CDC, 

2017a). The calculation for BMI is done by taking a person’s weight in kilograms divided by 

their height in meters then squared or kg/m2. For adults, a healthy BMI is between 18.5 and 24.9 

(Harvard T.H. Chan School of Public Health, 2017). A BMI defined as overweight for adults is 

between 25 to 29.9, and obesity is defined as a BMI of 30 or higher. For children, a healthy BMI 

is defined differently. It is done through percentages relative to other children of the same age 

and sex in the United States because of their different growth rates. A healthy BMI is between 

the 5th and 85th percentile. A BMI in the 85th to 94th percentile is considered overweight and 

above the 95th percentile is considered obese. Thus, BMI needs to be considered when looking at 

a child’s weight (Chan, 2017).  

It is also important to understand distinct levels of prevention since a primary prevention 

program is being created for the purpose of this thesis. The type of best practice program being 

created is intended to work as a primary prevention program. Primary prevention is defined as 

prevention that occurs before an individual acquires a disease/condition or that decreases the 

prominence of the disease/condition in a community by reducing or eliminating risk factors. The 

other levels of prevention include secondary and tertiary prevention. Secondary prevention is to 
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diagnose a condition and treat it before it causes permanent disability. Tertiary prevention is to 

limit the effects of the disability and try to restore the person as closely as possible to their pre-

condition state (Anderson and McFarlane, 2015, p. 31). A program that targets a generally 

healthy population of children although it may include some who are already, and that has the 

main intention of preventing the onset of obesity, is a primary prevention program.  

Summary 

 Childhood obesity is a grave issue that needs to be addressed. Its prevalence has more 

than tripled in the past 40 years and may only continue to grow. Obesity is also tied to many 

chronic illnesses, many of which are the leading causes of death in the United States. Obesity not 

only affects the individual physically, but social and emotionally as well. Primary prevention 

with activities that reduce or eliminate risk factors associated with childhood obesity is one way 

this can be addressed. It is important that the primary prevention method takes into consideration 

socioeconomic status because there is a correlation between poverty and obesity. Contributing 

factors include limited access to nutritious foods and places to exercise. Those who live in 

poverty also tend to be more sedentary due to multiple contributing factors. When examining 

measurements of obesity for matters of prevention, BMI is considered. This is especially 

important because BMI is the preferred method of describing body weight for children. The 

purpose of this thesis is to address this problem by creating a primary prevention program based 

on best-practice recommendations for preventing childhood obesity in school age children.  
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CHAPTER 2 

Review of Literature 

In order to create a primary prevention program based on best-practice recommendations 

for addressing childhood obesity in school age children, a literature review was conducted. The 

articles that comprise the review are recent and relevant to the topic of childhood obesity. The 

search engines used for this review include PubMed and CINAHL. The information collected 

from these articles will be used for finding the best practice for a childhood obesity prevention 

program primarily in the school setting for children ages 6-12.  

Role of Socioeconomic Status on Obesity 

Socioeconomic status plays a large role in childhood obesity and thus on childhood 

obesity prevention programs. It is important to examine what exactly causes socioeconomic 

status to have such a large influence over childhood obesity as well as some of the current 

prevention programs used for children in lower income neighborhoods.  The following studies 

examine childhood obesity in those from a lower socioeconomic class. 

 The cross-sectional descriptive study by Kim, Ham, Jang, Yun, and Park (2014) was 

conducted to identify how economic differences relate to overweight and obese children, 

specifically in South Korea. The initial sample of participants included 500 overweight and 

obese school aged children that lived in the same metropolitan city in South Korea and were 

involved in the Y Health Coaching Program. This metropolitan city is ranked one of the lowest 

of the 16 cities and provinces in South Korea. Of the 500 children that were initially invited to 

join the study, 407 children participated. During the study the children were divided into three 

groups based on their economic status with the lowest income being less than $2,000 a month. 

Over the course of two days the researchers collected data from the children. The measurements 
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that were taken during the study included objective (BMI, blood pressure, blood tests, metabolic 

syndrome) and subjective measures (self-esteem rating, depression scores, eating habits, obesity 

relating stress) about their health status. The data was then analyzed through a Predictive 

Analytics Software and ANOVA (Kim et al., 2014). 

 At the end of the study it was found that the children who were from a lower 

socioeconomic class had higher BMIs, percentage of body fat, working heart rates, and 

metabolic syndromes (Kim et al., 2014). It was also found that the children who were in the 

lower income bracket had lower self-esteem and more symptoms of depression. Children with 

worse mental health are less likely to be successful in obesity intervention programs and vice 

versa. Another finding from the study was that the lower income children spend more time in 

front of the television. A strength from this study was that it used both objective and subjective 

data to see the many different factors socioeconomic status can affect. A limitation was that the 

children were all taken from the same health center in the same city. As mentioned in the study, 

there could have been a greater contrast in the results if the children were taken from different 

health centers (Kim et al, 2014). 

The Role of the School Nurse 

The perspective of the school nurse on obesity prevention programs is important because 

of their interaction with children as well as being in an environment where many obesity 

prevention programs take place. Understanding how a school nurse impacts obesity prevention 

programs can influence the effects of the program. The following studies explore the role of the 

school nurse in childhood obesity prevention programs in school aged children. 

 A study by Quelly (2013) was done to examine what factors lead school nurses to be 

successful and unsuccessful in childhood obesity prevention programs. This cross-sectional 
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study first used purposeful sampling to recruit 171 registered school nurses who were employed 

during the 2010-2011 school year across 12 school districts in Florida. Of the 171 nurses that 

were asked to participate, 70 continued. The nurses were asked to fill out a 70-question survey 

that covered demographics, childhood obesity prevention practices, and perception of childhood 

obesity prevention (Quelly, 2013).   

 At the end of the study, it was found from analysis of the surveys that the greatest 

influence on childhood obesity prevention practices was self-efficacy of the school nurses. 

According to the article, self-efficacy is defined as a person’s belief in themselves to be able to 

do a certain task to achieve a goal. The self-efficacy perception can be increased with higher 

levels of education and more experience. It was also found that even if a nurse had self-efficacy, 

if they believed there were barriers to implementing childhood obesity prevention practices, they 

were then less likely to engage in the activities. One of the limitations to this study is having only 

members from the Florida School Health Association, and therefore it cannot be generalizable to 

regular school nurses. There was also an invalid perceived barriers scale that will need to be 

readjusted and retested to determine what school nurses are perceiving to be barriers to doing 

childhood obesity prevention (Quelly, 2013).  

 In the qualitative descriptive study by Steele, Wu, Jenson, Pankey, Davis, and Aylward 

(2011) researchers were trying to further analyze the barriers that school nurses perceive when 

trying to implement childhood obesity prevention programs (Steele et al., 2011). The sample 

includes 22 school nurses from three school districts in the Midwestern United States. Most 

nurses were Caucasian and a fifth were either Black or Native American. The school nurses 

participated in focus groups of two to six people and discussed their perceived barriers to 

implementing childhood obesity prevention programs (Steele et al., 2011). 
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At the end of the study Steele (2011), researchers found that some of the key barriers 

included not knowing enough about prevention, not being experienced enough to give 

information to families about preventing childhood obesity, ethnicity and cultural differences 

between the nurses and families, and the large number of children affected by obesity. The study 

offered many suggestions to help mend these barriers. As for inadequate knowledge and 

inexperience, school districts could hold interactive workshops to provide nurses with knowledge 

to implement the programs. For the cultural differences the study suggested that the nurses are 

taught that they do not necessarily need to know everything about every culture, but should 

respect different cultural viewpoints. Finally, the study also recognized that self-efficacy is 

important to successfully implementing childhood obesity prevention programs. One of the 

strengths of the study is that the nurses identified barriers that affected them personally so that 

they can be taken into consideration when designing interventions (Steele et al., 2011). 

Outcomes Associated with Parents  

 Parental influence can play a major role in the success of the program. While a 

prevention program can have a substantial impact on helping reduce the incidence of child 

obesity, family practices influence the longevity of its effects.  The following studies 

demonstrate the impact of including parents in the obesity prevention programs.  

 In the study by Lederer, King, Sovinski, and Kim (2015), the researchers used a cross-

sectional design to see how family rules for eating and screen time influenced the outcome of the 

Healthy, Energetic, Ready, Outstanding, Enthusiastic Schools (HEROES) obesity prevention 

program. The study included students from 4th to 8th grade from 16 different schools in southern 

Indiana, northwestern Kentucky, and southwestern Illinois. This study used the Student Health 

Assessment Questionnaire (SHAQ) which examines nutritional, physical activity, and sedentary 
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behaviors. Along with the SHAQ questionnaire, students were asked questions by a panel of 

school health experts about family rules. Students who did not have answers to the family rules 

questions were excluded from the study. Before the study began, students’ height and weight 

were also measured (Lederer et al., 2015).  

At the end of the study it was found that over 40% of students did not have rules 

restricting the food they ate or their screen-time (Lederer et al., 2015). It was also found that 

those who did have family rules set in place were predominantly female, white and of lower 

socioeconomic status. The overarching result was that students who had family rules set in place 

had healthier outcomes from the HEROES prevention program. Some of the strengths of study 

were that it included groups from different socioeconomic statuses and had health experts in the 

area creating the questions for the family rules. However, further research should be done 

expanding the diversity of the group to include more than Midwestern states. Most of the 

participants in the study were Caucasian. Including other ethnicities would be helpful in adding 

further understanding as to why even though lower SES children had family rules, they still have 

some of the highest obesity rates (Lederer et al., 2015) 

In the study by Spears-Lanoix et al (2015), a randomized control study was used to test 

the Junior Master Gardner (JMG) Program combined with the Walk Across Texas (WAT) 

interventions. The purpose of the study was to test how effective the “Texas! Grow! Eat! Go!” 

intervention was in controlling the weight of children and how easy it would be to implement the 

interventions. The sample included 122 third-grade students from one elementary school in 

Texas as well as their parent or guardian. The parent or guardian took part in all the activities 

with their child. The JMG took place over the course of 5 months and the WAT took place over 

8 weeks. The JMG program teaches school-age children about both plant and people needs in the 
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classroom and then has the children apply the information by growing a garden. This educated 

the participants on both health and nutrition. The WAT program establishes physical activity as a 

regular occurrence to form a lifetime habit by having the children walk miles (Spears-Lanoix et 

al., 2015). 

In order to measure the efficacy of the programs, surveys were created that assessed 

whether children would eat vegetables, how many vegetables they would eat, how much time 

they spent doing activity, and what they knew about nutrition and health (Spear-Lanoix et al., 

2015). The parent surveys asked about the availability of food in the home, whether it be healthy 

or unhealthy, how much physical activity the children did, and information about the children’s 

health. The study also measured the height and weight of the students, pre- and post-intervention. 

At the end of the study it was found that there was a positive change in the health of the students. 

Their weights decreased, the knowledge of positive nutritional behaviors increased, and the 

amount of vegetables that they ate increased. As for physical activity, despite the children getting 

more exercise through the program by walking miles, they did not enjoy it. Parent involvement 

led to vegetables being available in more of the households. It was also found that the study was 

relatively easy to implement (Spears-Lanoix et al., 2015). 

One of the strengths of this article was that the study made sure that the tools were 

appropriate for the test subjects involved (Spears-Lanoix et al., 2015). The literacy level was 

tested to be appropriate and the Spanish translation of the surveys was checked through double 

translation. Another strength was that the research assistants who participated in the study were 

trained by standard protocol so that there was consistency in the implementation of the program. 

In terms of the relevance of this article, it demonstrated that having parents involved in the study 

can be very beneficial to the results. It also demonstrated that growing a garden is not only an 
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effective way for children to learn about nutritious food, but also to get physical activity. This is 

something that children cannot only do through an after-school program, but something that 

parents can also be taught to do at home with their children. A weakness of the study is that it 

was only conducted in one elementary school in Texas. While there was a large number of 

students who participated in the study from the one elementary school, there was not enough 

diversity. Another weakness is that not everyone stayed in the study with only 71% of the 

children and 55% of the adults remaining at the end. The high attrition rate is a limitation of the 

study (Spears-Lanoix et al., 2015).  

 This qualitative study examined the parents’ and grandparents’ views on weight 

management services and what most appealed to them (Gillespie, Midmore, Hoeflich, Ness, 

Ballard, & Stewart, 2015). Participants in the study included 22 mothers, three fathers, and two 

grandmothers of overweight school aged children. The group of people were chosen through 

purposeful sampling through a marketing recruitment from three locations across Tayside, a 

governmental region in Scotland. After interviewing the parents and grandparents through focus 

groups, it was found that that they did not know who to turn to for help with weight management 

for their children and that they were worried about their children’s negative outlook of 

themselves. It was also found that the parents felt they could not help their children reach a 

healthy weight alone and needed accessible, non-stigmatizing support from the community. 

Throughout the study the parents expressed their desire for proper support in weight 

management. They wanted help from people that would be sensitive to the subject, kind, 

friendly, and willing to lend a helping hand. It was important to the parents that the obesity 

prevention program would be free, friendly, family-oriented, fun, and include fitness (Gillespie 

et al., 2015). 
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 Some of the strengths of the study included getting the parents’ perspective and allowing 

them to voice their ideal prevention program to get their support (Gillespie et al., 2015). The 

interviewers also did not impose opinions onto the group and demonstrated an acceptable way to 

market weight management programs. Another strength is the study attempted to include a 

diverse population of families with half being from the mid-socioeconomic class and the other 

half being from the low socioeconomic class. A limitation to the study is that only one researcher 

analyzed the data so there could have been other themes that were not discovered by the single 

researcher. Something that should be done to further this study is increase the diversity of the 

group and include parents from different socioeconomic classes. It is also important to get 

parents that have children that have been measured to be overweight instead of just parents who 

say their children are overweight or normal. Another limitation is that this study is tertiary 

prevention rather than primary prevention, decreasing its applicability. However, it is still 

important information for understanding parent and grandparent views towards obesity (Gillespie 

et al., 2015). 

Outcomes with Using Community Volunteers 

Obesity prevention programs that include community volunteers could not only have an 

impact on the children’s obesity, but obesity in the community as well. For the purpose of this 

thesis it is important to understand what members of the community will best help to facilitate 

positive results through the program. The following studies demonstrate the impact of including 

community volunteers in obesity prevention programs. 

A randomized control trial was used for this study to test the difference between 

effectiveness of health promotion interventions, when delivered by teen mentors compared with 

adult teachers (Smith & Holloman, 2013).  The intervention method used the “Just for Kids!” 
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teaching curriculum, which gave information about exercising, eating healthy, and having 

positive attitudes towards health. This study took place in rural Appalachia and used 160 third 

and fourth grade students as test subjects, 32 tenth and eleventh grade students as the teen 

mentors, and five adult teachers for the control group. All the teens and children were from the 

same school district, but the students were placed in groups according to the elementary school 

they attended. The teens were recruited through advertising of the opportunity to work with 

younger children and to improve their own health-related behaviors. 

During the study the researchers measured the effect of the interventions on the BMI and 

blood pressure of the children. The children would go to the teen mentors to talk about 

everything including the physical activities, nutritious foods, their self-esteem, and help with 

overcoming barriers to health in their lives. All the information between the teens and the 

children were private, but not confidential. At the end of the study it was found that the teens 

were more effective than the regular teachers in getting positive health behavioral changes in the 

children. This could possibly be due to children feeling safer and more connected to the teen 

mentors. The study also found that the school setting was good for implementing the 

intervention, and that the intervention’s setting is always important for how well a study will 

work. With the schools, there is the availability of school employees to help with the program 

and it increases networks into the schools. It was also shown for this specific program that 

attending more of the learning sessions led to more positive results (Smith & Holloman, 2013). 

One of the strengths of the study was that they used random assignment and blinding of 

the researcher to the group assignments (Smith & Holloman, 2013). This helped to prevent bias 

during the testing and data collection. Another strength was that they took extra measures to 

control extraneous variables such as parental or mentor influence. This was done partly by 
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keeping the information private, but not confidential. The children may have felt like they could 

more freely share in a private space. This made the results stronger. The relevance of this study 

is that it demonstrated that who implements the intervention could also affect the outcomes in 

preventing childhood obesity. The findings are very important because they can influence how 

future programs can be implemented to have the best results. One of the weaknesses of the study 

was that the amount of activity that was done after the program was not taken into account. As 

far as the researchers know, the only activity the students did was during the program. Another 

weakness was that there was no control over if the teen’s health status influenced the children 

during the study (Smith & Holloman, 2013).  

A descriptive study by Werner, Teufel, Holtgrave, and Brown (2012) was conducted to 

test the efficacy of the after-school program Active Generations (AG). In order to do so, the AG 

program was compared to other school programs in changing children’s knowledge of nutrition 

and physical activity behaviors. The sample for the study consisted of 760 children in third, 

fourth, and fifth grade who completed AG. This program included age-appropriate teachings on 

nutrition with the consumption of healthy snacks, and interactive games that promoted physical 

activity. The length of the program was a 90-minute session with 60 to 70 minutes being games 

and nutrition lessons and the last 20 to 30 minutes being cardiac healthy physical activity. The 

nutrition information included reading food labels, learning how much vegetables and fruits 

should be eaten in a day, and overcoming barriers to good health. The design of the study used a 

pre and post evaluation method with a survey to assess how much the children who completed 

AG knew about positive health behaviors related to nutrition, physical activity, and using media. 

It was found that the students who participated in the program experienced an increase in 

knowledge and self-confidence in both physical activity and nutritional behavior. The program 
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also led the students to positively change their behavior just as they had learned in the program. 

A benefit of AG was that it positively influenced adults in the community as well, since they 

were reinforcing the material by teaching it (Werner et al., 2012). 

One of the major strengths of this study is the large sample size. Having a large sample 

size is important because it increases the ability of the study to be generalized for the entire 

population (Werner et al., 2012). Another strength that contributed to the applicability of the 

study was the diverse group of participants of many different races. An important aspect that this 

study brought up was the use of adults from the community other than parents in teaching the 

healthy behaviors. This allows the impact of the study to not only benefit the children, but the 

adults as well. Having the adults teach the material will also help in bringing the knowledge they 

learned through the program back into their homes to positively impact their families. The next 

strength was having the children discuss barriers they have to physical exercise and coming up 

with solutions. This helped them to then overcome the barriers. A final strength was that 

implementing in the school was found to be cost-effective. Despite the strengths of the study, 

there were also some weaknesses. One weakness is that the long-term effects of the AG program 

were not studied. Without knowing the long-term effects, the complete effectiveness of the 

program is not known. It is possible that after the program the children went back to eating 

unhealthily and exercising less. Another weakness is that there was no control or comparison 

group. Without the comparison, there is no evidence of the effect of a dose-response relationship 

of the variables of the study (Werner et al., 2012). 

Different Environments for Obesity Prevention 

Where an obesity prevention program takes place is an important influence over its 

results. Some environments are more conducive than others to the sensitive subject of being 
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above the recommended BMI, learning how to maintain a healthy BMI, and being accessible to 

the public.  The following studies examine the different environments for obesity prevention 

programs. 

 The quasi-experimental pilot trial by Nabors, Burbage, Woodson, and Swodoba (2014) 

examined the Traffic Light Diet to determine how well it could be implemented as an after-

school program to help prevent childhood obesity in a community setting. The study used a 

modified version of the Traffic Light Diet called CHEE, which is an after-school program that 

uses multiple teaching sessions of explaining green foods as good and yellow or red foods as bad 

and how to make healthy meals. The adults that taught the children used motivational 

interviewing to promote the healthy behaviors in nutrition and exercise. The sample of students 

ranged from 4 to 9 years old. The intervention group had 68 children and their parents, and the 

control group had 18 children. The intervention group participated in the CHEE after school 

program and the control group participated in other types of after school programs such as 

yearbook.  

The program took place over the course of an average of 10.5 weeks and each week the 

student participants would come up with goals to better their health. Also throughout the 

program, the parents got handouts about healthy food options as well as recipes for cooking 

healthy food. This was done through a physical paper format, but sometimes the information 

would get lost. The study recommended also providing the information through an email format. 

A pre and post survey was given to the students to measure their knowledge of healthy eating 

habits as well as what they were eating as a result of the program. At the end of the study it was 

found that the program could be successfully implemented in schools and taught to young 

children. The program could also be taught quickly and have positive results. Overall there was 
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an increase in the amount of fruits and vegetables eaten, and a decrease in chips, fries, and 

sweets eaten (Nabors et al., 2014) 

One of the strengths of this study was that they had a comparison group (Nabors et al., 

2014). This made it clear whether the program was successful or not. The relevance of this study 

is that after school programs can be successful in preventing childhood obesity. It also showed a 

way to get parents involved passively since many parents work and do not have time to attend 

the program sessions. One of the weaknesses of the study was that it had a small and unequal 

sample group. The results would be stronger and more reliable if there had been a larger group 

and the same type of ethnicities at the two schools. Another weakness was that the results were 

self-reported. There were no measurements of whether the programs influenced the children’s 

BMI (Nabors et al., 2014).  

The objective of the study by Lee and Choi (2016) was to create an elementary school 

program that would be effective in managing obesity in children by improving eating habits, 

teaching physical activities, and improving self-esteem.  The design of the study was a 

nonequivalent control group pretest and posttest with 32 elementary school kids who were obese 

from two different schools in Seoul Korea. Of the 32 children, 15 were in the control group and 

17 were in the experimental group. Elementary schools were used because they are where 

children already spend a large majority of their time, thus making it an important place to 

address health issues. The program that was used with the children taught about how to exercise 

and have good nutrition, with student nurses as their mentors. Each week the students would 

check in with their mentors to let them know about what they were eating, how they were 

exercising, their interpersonal relationships, and their academic achievements. The self-esteem of 

the children was measured throughout the study with the “Self-Esteem Inventory”. This tool was 
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a self-rating tool that looked at different types of self-esteem ranging from general to social. At 

the end of the program it was found that the students’ self-esteem was higher than before, and the 

BMI was reduced. An increased self-esteem is important for the children’s development and 

makes them less likely to be obese (Lee & Choi, 2016).  

A strength of this study is that it took it one step beyond using just the nutritional and 

physical activity factors by including a psychosocial variable as well (Lee & Choi, 2016). This 

showed another area that could be used to prevent childhood obesity. Another strength was that 

the nursing students received rigorous training and then continued to be monitored by an expert 

so that there was no bias. One weakness the study had was that it only included two schools with 

small samples from each school. This makes the results not as applicable to the general 

population (Lee & Choi, 2016). 

The qualitative descriptive study by Greenwood and Lewis (2014) was done to find how 

nurses view education on health promotion in the hospital setting for overweight children and 

their families. The sample included six nurses who were purposively sampled from various 

levels of nursing, administrative and staff nurses, in the hospital setting. All six nurses were from 

the same NHS district hospital. A pilot interview was first done with the participants and then 

was elaborated on later. After the interviews, the researchers analyzed what was said by the 

participants to find themes (Greenwood & Lewis, 2014). At the end of the study five common 

themes were found. The first theme was that the hospital is not the best environment for 

educating on health promotion in overweight children because it is a high stress area for a topic 

that requires a calmer environment (Greenwood & Lewis, 2014). It is better to educate in the 

community setting, such as in a school. The second and third themes were that discussing health 

promotion leads to positive life-long benefits, but discussing the health promotion around parents 
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is difficult. The fourth and fifth themes were that it is important to continue education on the best 

methods for health promotion and that although the hospital setting may not have the best 

resources for education, the internet is a very valuable resource (Greenwood & Lewis, 2014).  

Something that makes this study different from the rest is that is gets the perspective on 

this topic from nurses. It shows that while educating patients about ways to prevent obesity is 

essential, the hospital is not the best environment to do it. This is important because although the 

hospital is typically considered a teaching environment, other calmer settings may make the 

teaching process more effective. A strength from the study was that the researchers used peer 

debriefing (Greenwood & Lewis, 2014). This allowed them to check with the participants that 

the themes they found were accurate with what the participants felt and said. One of the 

weaknesses of the study was that it had a small sample size. All the nurses were from the same 

hospital, so even though they had different positions in the hierarchy of nurses, they still had 

very similar experiences. Another weakness limiting the applicability of this study is its purpose 

was tertiary prevention. The intended purpose of this thesis is to create a primary prevention 

program. 

Methods for Advertising the Nutritious Food 

How the nutritious food is advertised during the program can influence the children’s 

willingness to participate in the intervention. Also, examining how food is advertised through 

media can be used to continue the lasting effects of the prevention program after it has finished. 

The following studies demonstrate the impact of food advertising on what children choose to eat. 

A systematic review by Kraak and Story (2014) was done for this study to analyze how 

food is marketed to children in general, how popular media characters are used to sell food to 

children, how popular media characters can have an influence on the children’s diet and health 
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outcomes, and then based on all of these results how media characters can be used to promote 

healthy eating in children (Kraak & Story, 2014). The study included articles that involved 

children ages 2-12, visual cartoon mascots, measurements of health outcomes as a result of using 

media characters in food advertising, published after 2000 and before 2014, and written in 

English. The study used five databases to find the articles including Academic Search Premier, 

Business Source Premier, CINAHL, Health Source, and Medline via PubMed. After all the 

exclusion criteria was established, 11 articles were ultimately used. It was found in the study that 

using cartoon characters to advertise food does have an influence on children’s eating habits, but 

this influence is more powerful in promoting unhealthy eating (Kraak & Story, 2014). Despite 

the more powerful effect in unhealthy foods, it still can have some impact with healthy foods. It 

was also found that the children do not necessarily need to know the character from popular 

culture references, but just having the character increases the likelihood the child will eat the 

food. The review noted that future research needs to be done to see how using cartoon characters 

can be included in public policy to create healthy food environments (Kraak & Story, 2014).  

This study had many strengths and weaknesses. The first strength was that four quality 

assessment tools were used for evaluating the studies. This is important in finding quality articles 

that met the inclusion criteria (Kraak & Story, 2014). Another strength was that the systematic 

review used a theoretically grounded, conceptual framework for assessing if the studies 

measured the diet-related outcomes. This is important because it lays the foundation for future 

research or policies to be formed. In terms of the relevance of this study, the findings will be 

very important for creating future policies for advertising healthy food. One of the weaknesses 

was that the articles the systemic review used had small sample sizes. Another weakness was that 

not all the studies measured the 12 possible dietary outcomes the systemic review had intended 
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to look at, and most only measured 2 or 4 outcomes (Kraak & Story, 2014). This made it more 

difficult for comparing the studies to each other and limited the conclusions that could be made 

from the articles. 

Conclusion 

 While the studies that were included in this literature review did not all study the exact 

same prevention methods, they all had an overarching theme of the importance of educating on 

nutrition. The first beneficial finding was that after school programs are very effective in making 

a positive impact on children’s health. Some of the programs specifically mentioned in the 

studies in this literature review include the “Traffic Light Diet”, the “Texas! Grow! Eat! Go!”, 

and “Just for Kids!”  These programs specifically educated on nutrition, exercise, gardening, and 

mental health. Addressing mental health through discussion was found to be a very important 

factor in the educational aspect of these programs because an increased self-esteem can improve 

knowledge, health behaviors, and health outcomes.   

As for the settings of the program, it was found using the elementary schools was 

effective. This setting is better than hospitals because the atmosphere is less stressful and chaotic.  

The next beneficial finding was the timing of the programs. It was found that children can learn 

quickly about beneficial health habits, so most of the programs took place over the course of a 

few months. This also adds to the ease of putting on a program for educating children because it 

would not have to be lengthy to be effective. However, it was shown the longer program of five 

months was the most effective.  

There were many findings about the different roles in the programs. One role was that of 

the community volunteers, which would consist of adults if a parent could not attend the 

program, and teen mentors. Using the volunteers benefited the community by decreasing the 
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incidence of obesity in both the children and the volunteers. Another role was that of the parents. 

Getting the parents involved improved the continuity of the results of the program by teaching 

the parents about proper nutrition, physical activity, and having rules in the home about healthy 

habits. Another beneficial finding is that teen mentors and nursing students compared to adult 

community volunteers have a greater impact on the results. It was also found through the studies 

that advertising healthy food options with cartoon characters encouraged children to eat healthy 

foods. 

Some things that are still not known from these studies are the long-term effects of the 

interventions. The measurements were only taken during the interventions so there is no 

indication of whether the interventions have long lasting effects or not. Another finding that is 

not known is how effective the interventions would be on a larger scale. Most of the studies had 

small sample sizes, but most likely if the programs went into effect they would be used on an 

entire elementary school. One area of future research would be to study how the interventions 

continue to affect children after they have been completed. This could be done by continuing to 

survey the children or continuing to measure their BMI. Another area of research that would add 

to this topic is how public policy helps to prevent obesity.  
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Chapter 3 

 In order to create a primary prevention program based on best-practice recommendations 

for addressing childhood obesity in school age children, the best components of research from 

Chapter 2 were synthesized (see Table 1). The synthesis of this information will be organized 

into a table that features the area of focus of the program, the details of the synthesized evidence 

about that area, the references that correlate with those details, and the level of evidence of each 

of those articles.  

Table 1 

Best Practice Recommendations: Primary Prevention Program for Addressing Childhood 

Obesity in School-Age Children 

Best Practice 

Recommendations 
Details References 

Level of 

Evidence 
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Timing of the 

program: Session 

of 90 minutes once 

week for 5 months 

- Children learn relatively 

quickly, so the program 

length does not need to be 

long. Most programs took 

place over the course of a 

few months. However, the 

longer the program, the 

more effective the results. 

The longest program was 5 

months 

- There will be a 90-minute 

session conducted once a 

week with 20 to 30 

minutes of physical 

activity, and the other time 

spent on learning about 

nutrition. 

 

Spears-Lanoix, E.C., McKyer, 

L.J., Evans, A., McIntosh, 

W.A., Ory, M., Whittlesey, 

L., Kirk, A., Hoelscher, D.M., 

& Warren, J.L. (2015). Using 

family-focused garden, 

nutrition, and physical activity 

program to reduce childhood 

obesity: the Texas! Go! Eat! 

Grow! pilot study. Childhood 

Obesity, 11(8), 707-714. doi: 

10.1089/chi.2015.0032 

 

Werner, D., Teufel, J., 

Holtgrave, P. L., & Brown, S. 

L. (2012). Active generations: 

an intergenerational approach 

to preventing childhood 

obesity. Journal of School 

Health, 82(8), 380-386. doi: 

10.1111/j.1746-

1561.2012.00713.x 

 

 

 

Level II 

 

 

 

 

 

 

 

 

 

 

Level VI 
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Setting: Located in 

an elementary 

school as an after-

school program 

- Schools are convenient for 

school-age children to 

meet and programs have 

shown to be successful 

there. It is also where 

children spend a large 

majority of their time, 

making it an excellent 

place to target health 

issues. 

- Having a program at 

school is more cost 

efficient, especially if the 

program is run as an after-

school program and 

includes community 

partners like AG. 

- Having the program in the 

school allows for easier 

use of school employees 

and increases the networks 

into the school. This 

ultimately allows 

interconnectedness among 

the school and the 

community. 

- Hospitals should not be 

used because they have a 

tense atmosphere that is 

not the best for education 

on health promotion in 

overweight children. 

Nabors, L., Burbage, M., 

Woodson, K.D., & Swoboda, 

C. (2014) Implementation of 

an after- 

school obesity prevention 

program: helping young 

children toward improved 

health. Issues in 

Comprehensive Pediatric 

Nursing, 38(1), 22-38. doi: 

10.3109/01460862.2014.9730

81 

 

Werner, D., Teufel, J., 

Holtgrave, P. L., & Brown, S. 

L. (2012). Active generations: 

an intergenerational approach 

to preventing childhood 

obesity. Journal of School 

Health, 82(8), 380-386. doi: 

10.1111/j.1746-

1561.2012.00713.x 

 

Smith, L.H. & Holloman, C. 

(2013). Comparing the effects 

of teen mentors to adult 

teachers on  

child lifestyle behaviors and 

health outcomes in 

Appalachia. The Journal of 

School Nursing, 29(5), 386-

396. doi: 

10.1177/1059840512472708 

 

Lee, G. & Yun-Jung Choi, Y. 

(2016). Effects of an obesity 

management mentoring 

program for  

Korean children. Applied 

Nursing Research, 31, 160-

164. 

doi:10.1016/j.apnr.2016.03.00

1  

 

Greenwood, N. & Lewis, K. 

(2014). Opportunistic health 

promotion among overweight 

children. Nursing Children 

and Young People, 27(3), 16-

20. doi: 

10.7748/ncyp.27.3.16.e548. 

Level III 

 

 

 

 

 

 

 

 

 

Level VI 

 

 

 

 

 

 

 

Level II 

 

 

 

 

 

 

Level II 

 

 

 

 

 

 

Level VI 
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Parental 

Involvement: Key 

to the success of 

the program by 

participating and 

bringing the 

information back 

into the home 

- Parents want an obesity 

prevention program that is 

free, friendly, family-

oriented, fun, and includes 

fitness. 

- Getting parents involved 

allows for continuity of the 

program. Part of the 

success of the program is 

bringing the material 

taught at the school into 

the home. 

- Getting the adults involved 

has the additional benefit 

of addressing obesity in 

them as well 

- Parental involvement 

includes creating family 

rules for eating habits, 

participating in all the 

activities of the programs, 

and making meals 

together. 

- Even if the parent cannot 

attend the after-school 

program with their child, 

handouts about what the 

child has been learning 

should be given through 

either a physical and/or 

email format. 

Gillespie, J., Midmore, C., 

Hoeflich, J., Ness, C., Ballard, 

P., & Stewart, L. (2015). 

Parents as the  

start of the solution: A social 

marketing approach to 

understanding triggers and 

barriers to entering a 

childhood weight 

management service. Journal 

of Human Nutrition and 

Dietetics, 28(1), 83-92. 

doi:10.111/jhn.12237 

 

Spears-Lanoix, E.C., McKyer, 

L.J., Evans, A., McIntosh, 

W.A., Ory, M., Whittlesey, 

L., Kirk, A., Hoelscher, D.M., 

& Warren, J.L. (2015). Using 

family-focused garden, 

nutrition, and physical activity 

program to reduce childhood 

obesity: the Texas! Go! Eat! 

Grow! pilot study. Childhood 

Obesity, 11(8), 707-714. doi: 

10.1089/chi.2015.0032 

 
Lederer, A. M., King, M. H., 

Sovinski, D., & Kim, N. 

(2015). The impact of family 

rules on  

children’s eating habits, 

sedentary behaviors, and 

weight status. Childhood 

Obesity, 11(4), 421-429. 

doi:10.1089/chi.2014.0164 

 
Nabors, L., Burbage, M., 

Woodson, K.D., & Swoboda, 

C. (2014) Implementation of 

an after-school obesity 

prevention program: helping 

young children toward 

improved health. Issues in 

Comprehensive Pediatric 

Nursing, 38(1), 22-38. 

doi:10.3109/01460862.2014.9

73081 

 

 

 

Level V 

 

 

 

 

 

 

 

 

 

 

Level II 

 

 

 

 

 

 

 

 

 

 

 

Level II 

 

 

 

 

 

 

 

 

Level III 
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Community 

Involvement: 

Teens and nursing 

students will serve 

as mentors to the 

children, and assist 

with the 

implementation 

and evaluation of 

the program 

- Teen mentors and nursing 

students have been shown 

to have a more positive 

impact on the results of the 

program when compared 

to adult mentors. 

- The teen mentors can be 

recruited from local high 

schools, and advertising of 

the opportunity to work 

with younger children and 

to improve their own. 

health-related behaviors 

- Students will go to the 

mentors to discuss what 

they have been eating and 

doing for physical activity. 

They will also discuss 

feelings about the 

program. It is important 

this information was kept 

private, but not 

confidential. Going to a 

private space made 

children feel like they 

could more freely share. 

- Nursing students have also 

been shown to work well 

as mentors. 

Smith, L.H. & Holloman, C. 

(2013). Comparing the effects 

of teen mentors to adult 

teachers on  

child lifestyle behaviors and 

health outcomes in 

Appalachia. The Journal of 

School Nursing, 29(5), 386-

396. doi: 

10.1177/1059840512472708 

 

 

Lee, G. & Yun-Jung Choi, Y. 

(2016). Effects of an obesity 

management mentoring 

program for Korean children. 

Applied Nursing Research, 

31, 160-164. 

doi:10.1016/j.apnr.2016.03.00

1 

 

 

 

 

 

 

 

Level II 

 

 

 

 

 

 

 

Level II 
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The Role of the 

School Nurse: 

Receives education 

and training on 

obesity prevention 

to be the lead 

educator and 

facilitator of the 

program 

- Many school nurses feel 

inadequate to teach about 

obesity prevention. 

Workshops should be 

implemented to teach 

school nurses about proper 

nutrition and physical 

exercise. 

- Another barrier for school 

nurses is cultural 

competency. The nurses do 

not need to necessarily 

know everything about the 

culture, but it is important 

to be respectful of different 

values. 

Quelly, S. B. (2013). 

Influence of perceptions on 

school nurse practices to 

prevent childhood  

obesity. The Journal of School 

Nursing, 30(4), 292-302. 

doi:10.1177/10598405135084

34 

 

Steele, R. G., Wu, Y. P., 

Jensen, C. D., Pankey, S., 

Davis, A. M., & Aylward, B. 

S. (2011). School  

nurses’ perceived barriers to 

discussing weight with 

children and their families: A 

qualitative approach. Journal 

of School Health, 81, 128-

137. doi: 10.1111/j.1746-

1561.2010.00571.x. 

 

 

Level II 

 

 

 

 

 

 

Level II 
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Nutritional 

Involvement: 

Session includes 

60 minutes of 

nutrition education 

conducted both 

inside and outside 

of the classroom 

 

 

 

 

 

- Children will learn about 

nutritional concepts by 

spending time in and out 

of the classroom learning 

at an age appropriate level. 

Some of the things they 

will learn is appropriate 

serving sizes for fruits and 

vegetables, how to read 

nutritional labels, how to 

make nutritious snacks, 

and how to incorporate 

healthy foods into their 

meals 

- A simple way to teach 

children about identifying 

healthy foods is using the 

traffic light method. Green 

foods are good, while red 

and yellow foods are more 

unhealthy 

- The children will take 

what they have learned in 

the classroom and apply it 

by growing a garden 

- Involving cartoon 

characters when teaching 

about the nutritional food 

will get the children more 

excited about eating 

healthily 

 

Werner, D., Teufel, J., 

Holtgrave, P. L., & Brown, S. 

L. (2012). Active generations: 

an intergenerational approach 

to preventing childhood 

obesity. Journal of School 

Health, 82(8), 380-386. 

doi:10.1111/j.1746-

1561.2012.00713.x 

 

Spears-Lanoix, E.C., McKyer, 

L.J., Evans, A., McIntosh, 

W.A., Ory, M., Whittlesey, 

L., Kirk, A., Hoelscher, D.M., 

& Warren, J.L. (2015). Using 

family-focused garden, 

nutrition, and physical activity 

program to reduce childhood 

obesity: the Texas! Go! Eat! 

Grow! pilot study. Childhood 

Obesity, 11(8), 707-714. 

doi:10.1089/chi.2015.0032 

 

Nabors, L., Burbage, M., 

Woodson, K.D., & Swoboda, 

C. (2014) Implementation of 

an after-school obesity 

prevention program: helping 

young children toward 

improved health. Issues in 

Comprehensive Pediatric 

Nursing, 38(1), 22-38. 

doi:10.3109/01460862.2014.9

73081 

 

Kraak, V.I. & Story, M. 

(2014). Influence of food 

companies’ brand mascots 

and entertainment companies’ 

cartoon media characters on 

children’s diet and health: a 

systematic review and 

research needs. Obesity 

Reviews, 16, 107-126. 

doi:10.1111/obr.12237 
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Physical 

Involvement: 

Session will 

include 20 to 30 

minutes of 

physical activity 

through walking 

miles and 

gardening 

- Physical involvement does 

not have to take up the 

entire session as shown 

with Active Generations, 

and can be incorporated in 

the gardening sessions as 

shown through JMG. 

- A good amount of time to 

spend on cardiac healthy 

physical activity is 20 to 

30 minutes 

- One physical activity and 

way of measuring success 

is having the children walk 

miles. The children 

however do not enjoy this 

type of exercise 

- Program will include 

discussions about barriers 

to physical activity and 

thinking about possible 

solutions alone or with 

their mentor 

  

Spears-Lanoix, E.C., McKyer, 

L.J., Evans, A., McIntosh, 

W.A., Ory, M., Whittlesey, 

L., Kirk, A., Hoelscher, D.M., 

& Warren, J.L. (2015). Using 

family-focused garden, 

nutrition, and physical activity 

program to reduce childhood 

obesity: the Texas! Go! Eat! 

Grow! pilot study. Childhood 

Obesity, 11(8), 707-714. 

doi:10.1089/chi.2015.0032 

 

Werner, D., Teufel, J., 

Holtgrave, P. L., & Brown, S. 

L. (2012). Active generations: 

an intergenerational approach 

to preventing childhood 

obesity. Journal of School 

Health, 82(8), 380-386. 

doi:10.1111/j.1746-

1561.2012.00713.x 

 

Smith, L.H. & Holloman, C. 

(2013). Comparing the effects 

of teen mentors to adult 

teachers on  

child lifestyle behaviors and 

health outcomes in 

Appalachia. The Journal of 

School Nursing, 29(5), 386-

396. doi: 

10.1177/1059840512472708 
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Psychosocial 

Aspect: 

Session will 

have time for 

addressing the 

children’s 

mental health 

and self-esteem 

- Part of obesity 

prevention includes 

psychosocial. Self-

esteem should be 

measured and considered 

- Program will include 

discussions about 

barriers in the children’s 

lives that prevent them 

from living healthy lives 

- The program will 

address interpersonal 

relationships and 

academic achievement as 

well 

- Children of who have 

worse mental health, are 

less likely to succeed in 

obesity programs, so it is 

important to include 

wellness in the program. 

Children of lower 

socioeconomic class also 

have lower levels of self-

esteem and higher levels 

of depression. Teen 

mentors in the program 

will provide self-esteem 

support, since it has been 

shown to have a positive 

impact on mental health 

in children 
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(2016). Effects of an obesity 

management mentoring program for 

Korean children. Applied Nursing 
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Summary of Proposed Prevention Program 

 This chapter has summarized best practices for primary prevention of obesity in school-

age children. The recommended best practices are based on the review of literature from Chapter 

2. These interventions will incorporate the aspects of nutrition, physical activity, and mental 

health while also involving members of the community. Specifically, the program will include 

school-age children, parents, and teen mentors/nursing student mentors. The setting will be an 

afterschool program in an elementary school and will occur over the course of five months. It 

will also present the role of the school nurse in implementing the program and making it 

effective. School nurses will receive training on obesity prevention and be involved in the 

development, implementation and evaluation of the program. The main goal of this program is to 

educate on and promote the formation of healthy habits in the community to prevent obesity in 

children into their adult lives. 
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Chapter 4 

Implementation and Evaluation 

 Since the purpose of this thesis is was to create a primary prevention program based on 

best-practice recommendations for addressing childhood obesity in school age children, it is 

important that the key aspects for implementation and evaluation are explored. The first portion 

of this chapter will discuss the hypothetical implementation of my best practice recommendation, 

which includes what people are involved, where it takes places, when it takes place, and what 

happens during it. As the program coordinator I will be taking the role of leading this 

implementation at one local elementary school. After this theoretical implementation is 

thoroughly examined, a method of evaluating the program will be proposed. 

Implementation 

 The implementation and evaluation model I am using for this thesis was developed by 

Graham, Tetroe, and KT Theories Research Group (2007) and is called the Knowledge-to-

Practice Process. This model was synthesized from 31 other planned action models/frameworks 

to address each of the major components of implementation and evaluation. It will provide the 

framework for the theoretical implementation, so that all aspects including identifying the 

problem, stakeholders, an effective practice change, potential barriers, strategies for 

dissemination, and how to implement the practice change, are addressed.  

Identifying the Problem 

 As identified in Chapter 1, childhood obesity is a significant issue currently in society. It 

is an issue that leads to an assortment of chronic illnesses, many of which are leading causes of 

death in the United States (CDC, 2017a). Research has also shown that obesity in childhood 
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often continues into adulthood (CDC, 2017b). As discussed previously, I developed a list of best 

practice recommendations for a primary prevention program for childhood obesity from the 

synthesized research. The targeted population for the program was school-age children, but the 

theoretical implementation will be for fourth to fifth grade students. The idea for creating a 

prevention program for childhood obesity is that if unhealthy habits continue into adulthood, 

then healthy habits will as well. The hope then is that by addressing obesity in childhood, it can 

be prevented across the lifespan. The theoretical implementation will take place within a 

disadvantaged community. As discussed in Chapter 1, people living in disadvantaged low-

income communities are at higher risks for obesity. The potential barriers of implementing the 

program in a lower-income community will be identified. 

Identifying the Stakeholders 

When preparing for the implementation of the prevention program, an important part to 

consider is who will be involved in order for it to take place. These stakeholders include the 

district and school administration, the school nurse, the parents/caregivers, and volunteers. Prior 

to even beginning the program, I will recruit a team of interested stakeholders who will serve as 

the advisory board. I want to have at least one of each type of stakeholder on this board, and I 

will serve as the leader. As a board we will develop a budget for the program, which will include 

the cost of paying the school nurses overtime for staying afterschool, advertising, community 

garden supplies, physical activity game equipment, and extra art supplies. After this we will then 

secure grant funding for the program. An example of organization we could go through to get the 

grant is youth.gov. After getting all the proper funding in place, the board and I will then present 

the program plan to the district and one chosen elementary school within the district to get it 

approved. Once this occurs, the advisory board in collaboration with the district will get the 
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proper resources for the program and prepare for educating those who will be leading the 

program. After all of this has been set, the advisory board will train the school nurse of the 

chosen elementary school and the volunteers through a workshop. 

As discussed in Chapter 3, it is important for school nurses to be educated about 

childhood obesity prevention practices and about relative cultural competencies (Steele et al., 

2011). In order for this education to take place, I will set up a workshop held at the district office 

for the school nurse and volunteers about a week before school starts. This two-day workshop 

will include information about the program, the material taught, and cultural competencies. 

Everyone will also be educated on the main topics of nutrition, physical activity, and mental 

health.  

The first day of the workshop will be about cultural competency and general education of 

the main topics of the program. To start the workshop, a public health nurse assigned to the area 

of the district will present the demographics of the school community. Specifically, they will 

discuss race and ethnicity, education levels, and economic status. Following this, a representative 

from each of the major cultures in the community will then discuss what types of foods are most 

commonly eaten and their ingredients. These representatives will also share any specific cultural 

values they have when it comes to food, eating, exercise, and healthcare in general. After the 

representatives speak, a nutritionist will present on healthy food substitutions for each of the 

different cultural foods while still being respectful of cultural practices. The first day of the 

workshop will end with a general education on addressing the sensitive topic of childhood 

obesity. This information will be based on the research examined in Chapter 2. 

The second day of the workshop will be all about the obesity prevention program content 

and the different roles of those involved. I will distribute all the educational material that will be 
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presented over the course of the program discussed in “Identifying an Effective Practice 

Change”. I will explain the roles of each person involved in the program as identified in Chapter 

3 and in “Implementing the Practice Change”, including the school nurse, the children, the 

parents or other caregivers, and the community volunteers. The attendees will have the 

opportunity to ask any questions about the program. 

Identifying an Effective Practice Change 

 In Chapters 2 and 3 of this thesis, I synthesized the research of the best practices of 

current prevention programs. However, this research proposed a framework for the program and 

not the exact educational materials. There are some current education materials available online 

that can be modified to fit within the framework of the proposed best practice prevention 

program. An example of education material available is the We Can! Program. This program was 

discussed in Chapter 1 and can be applied to fit within the framework of this best practice 

program. There are no specific guidelines for how to present the material for the We Can! 

Program, there is no cost to using the materials, and all the information is age appropriate (NIH, 

2014). All these aspects make it a perfect source for the prevention program. How the 

information will be adjusted to fit within the program will be discussed in the section 

“Implementing the Practice Change”. 

Identifying Potential Barriers 

 When considering implementing this prevention program, there are some potential 

barriers. One of these barriers is the budget and/or resources of the school district where the 

program will be implemented. The plan for the theoretical implementation is to have it take place 

within a disadvantaged community. Some of the cost considerations including paying the school 

nurse for overtime, the training of all involved, and the resources for the program itself could 



ADDRESSING CHILDHOOD OBESITY THROUGH A PRIMARY PREVENTION 

PROGRAM  42 

 

make it difficult if there are no funds available. Extra measures would have to be taken such as 

applying for grants. 

 Another potential barrier to the success of the program could be the parental involvement. 

Of the research conducted, it was found that one of the keys to success for the program is having 

the parents attend the program with their child. If parents or caregivers are unable to attend for 

any reason, extra measures will be done including sending the information from each program 

session via paper and email. Also, a community volunteer will be paired with a child during the 

activities where the parent would normally participate. 

Effective Strategies for Dissemination 

 In order for the program to be successful, there must be effective marketing to the 

children, their parents, and the volunteers. Each group is essential to the success of the program. 

Something that is important while advertising the program is being careful with the term 

“childhood obesity”. Although it is the intention of the program to prevent childhood obesity, the 

program can instead be presented as one of developing healthy habits. As learned in Chapter 2, 

childhood obesity is a very sensitive topic, so it may bring in more participants if it is presented 

as a general taking charge of health program (Quelly, 2013).  

For the children, it has been shown that advertising with cartoon characters can be very 

beneficial (Kraak & Story, 2014). Creating a mascot for the program will make it more 

intriguing to the children. Even with children ages 10-12, a cartoon character is more helpful 

than having none. To start the initial advertising for the program there will be a contest for the 

fourth and fifth grades to create the mascot for the program. The children will vote anonymously 

on their peers’ creations. After this contest, the advisory board will hold an initial assembly 

revealing the winning mascot for the program and advertising the program to all the fourth and 
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fifth graders. After the assembly, we will give the children a flyer to take home to their family to 

let them know about it. 

 For parents, the program will be advertised first at back to school night. During this time, 

they will be told about their role in the program as both being at the program to learn alongside 

their child, and to apply the information at home. The school nurse will distribute a detailed 

calendar with the dates and times of the program over the five months as well as what will be the 

main subject of each of those days. Also at the back to school night, the school nurse will tell the 

parents about the Smart phone app “Remind”. This app will send parents reminders for the 

program straight to their phone. For the parents who are unable to attend back to school night, 

and for those who need a reminder of what was covered, an email will be sent out with all the 

information presented and the attachment of the calendar. An automated voicemail message in 

both English and Spanish will be sent out to parents before each program day as well. 

 For the community volunteers, they will need to be recruited before the training 

workshop. For the teen mentors, I will give a presentation on the program during all the physical 

education classes at the local high school before summer break. I will discuss the benefits of the 

program including the opportunity to work with children, build leadership skills, add to their 

resumes, and impress colleges. The school nurse that is part of the advisory board will also 

recruit volunteers at local schools of nursing. The school nurse will emphasize the benefits of 

practicing communication with both children and their parents, adding to their resume, and 

practicing teaching health topics to people. 

Implementing the Practice Change 

 Location. The prevention program will be located at one of the district’s elementary 

schools. Part of the reason for it being within the elementary school is because it is convenient. It 
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is very important for the location to be convenient, so that attendance rates will be high and 

attrition rates will be low. The location will also take place within a disadvantaged community. 

As discussed in Chapter 1, those living in a disadvantaged community are at a higher risk for 

obesity.  

Timing. The program will take place over the course of five months, occur once a week, 

and last 90 minutes week.  Of the 90 minutes, 30 minutes will be spent on physical activity, 20 

minutes will be spent on a fun nutrition educational activity, 20 minutes will be spent in the 

community garden produced as a result of the program, and the final 15 minutes will be spent 

talking with the community volunteer about school and life. If after the first implementation of 

the program the process evaluation demonstrates positive results, then the program will happen 

on a reoccurring cycle throughout school year. Although it was demonstrated through the 

research that it does not take long for children to understand the material, the longer the program 

the more effective the results. Five months was the longest program of all the studies examined 

and it was the most effective. The longer the program, the more the children are spending time 

on establishing healthy eating habits and spending time exercising.  

 Children. Although this program framework is intended to work for all school-age 

children, it’s initial theoretical implementation will be for fourth and fifth grade students. The 

reason for doing so is that these students still have one to two years left at the school. This means 

that their progress can be tracked. Also, 4th and 5th grade students may be able to keep their 

attention focused for longer periods of time.  

 Parents and Caregivers. Parental and caregiver involvement will occur each week. It is 

planned that the parents or caregivers will attend the program to learn the information alongside 

their child and participate in the physical activities. During the portion of time where the child 
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talks with the teen mentor the parents will not be in the room. For the parents that are unable to 

attend, an email will be sent out with a summary of what was learned that week. 

 Community Volunteers. The community volunteers, which include the teen mentors and 

the student nurses, will help the school nurse with the education portion of the program and act 

as mentors to the children. Prior to helping with the program, the volunteers will be trained at the 

workshop with the school nurse on all the educational material that will be covered, appropriate 

conversations with children and parents, and reporting to the nurse about any information the 

children may say about abuse or neglect in the home. During the program, the community 

volunteers will be divided up amongst the children, and the hope is to have a 1:1 ratio. During 

the 15 minutes where the mentors talk to the children, they will ask about school success, life 

challenges, and self-esteem. After this time, the volunteers will then report to the nurse any 

significant information that was shared by the child. 

Evaluation 

Evaluating the Impact of the Practice Change 

In order to understand the impact of the practice change, data needs to be collected. A 

process evaluation will be done throughout the first implementation of the program through a 

survey done at the end of every other week. The survey will be different depending on the role of 

each person for the program. Then an impact evaluation will be completed at the end of the 

program. 

For the children and parents there will be surveys done every other week. The children’s 

survey will include two short answer questions, each with a different purpose. The first will ask 

for them to summarize what they learned that week to help to understand if the children were 

able to retain the information and understand it. The second question will ask what they liked 
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and what they did not like about the program that week. This can help with modification of the 

program as it continues. For the parents, the survey will ask if the information is getting back to 

them if they are unable to attend the program every time, and if they are applying the information 

from the programs into their homes. As for whether the parents are applying the information 

learned, it is important to understand why or why not. If the meal tips or the physical activity is 

too difficult it is important to know, so that it can be modified. Without the participation of the 

parents or caregivers, the program will not be successful because there is only so much that can 

be done at school. 

 There will also be objective measurements done for the children. The first will be a 

measurement of BMI. At the beginning and end of the program, each child’s BMI will be 

calculated and recorded. This will demonstrate whether the program was effective at keeping the 

BMI below the 85th percentile for those who were already below it, and lower it to below the 85th 

percentile for those who were above it. The second objective measurement that will be taken is 

attendance numbers. It is important to record who is showing up to each session by name to track 

how often each person comes over the course of the five months.  

 For the community volunteers, it is important to get the information they gathered from 

working with the kids. Each week the community volunteers will report to the school nurse what 

was learned from their mentee child. While the community volunteers are private sources, they 

are not confidential. This means that what the children tell them will not be spread out among the 

other children or volunteers, but it will be reported up to the school nurses and administrators. 

They will rate how effective the information was for their mentee on a scale of one to five in the 

areas of nutrition, physical activity, and mental health. The teen mentor will also verbally share 

anything significant the child told the volunteer during the week, including mental health and 
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self-esteem information. 

Identifying Activities to Sustain the Change 

 One of the most important aspects of this program is maintaining the longevity of the 

effects. There are multiple activities that will help to sustain the change. One such activity is 

sending electronic and paper copies of the materials to the parents. This will allow the parents to 

have a copy of the information taught at the program, so that they can continue to refer to it when 

needed. Another activity will be checking in with the families a few months after they have 

stopped attending the program by having them fill out a survey with how often they enforce the 

information learned during the program. If the parents say that they did not keep up with the 

program after it ended, then they will be encouraged to go through the program again to help 

make the materials learned habits. A final activity that will help to sustain the change sending a 

newsletter out weekly with a meal or physical activity the family can do together. 

Summary 

 For the theoretical implementation and evaluation of the primary prevention program I 

used the Knowledge-to-Practice Process to identify the problem, stakeholders, effective practice 

change, potential barriers, and effective dissemination. I first presented the current issue of 

childhood obesity in the subsection of “Identifying the Problem”. I then identified the key 

stakeholders who will also serve on the advisory board as the district and school administration, 

the school nurse, the parents/caregivers, and volunteers. This advisory board will create a budget, 

apply for grants, get approval for the program plan from the school district and elementary 

school, and put on a workshop to educate the school nurse and volunteers. After writing Chapter 

2 and 3 of this thesis I synthesized the research to have an effective primary prevention program 

plan for childhood obesity, and re-stated this information in the subsection “Identifying an 
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Effective Practice Change”. I identified the potential barriers of the program to be the budget and 

possible lack of parental or caregiver involvement.  

In order to effectively promote the program, the different people involved including the 

children, parents, and community volunteers were considered. I proposed all different forms of 

dissemination including meetings, flyers, and electronic media. After examining the essential 

factors to begin the program, the actual implementation of the best practice prevention program 

was discussed. The timing of the program would take place once a week for 90 minutes over the 

course of five months on a continuous cycle each year. The location would be within a 

disadvantaged community at one local elementary school. The children would be fourth and fifth 

graders and they would be learning about nutrition and physical activity through material created 

by the “We Can!” program. Parents will be involved with their children throughout the entire 

learning process. Community volunteers will be mentors for the children and will help the school 

nurse teach the material.  

 For the theoretical evaluation of this program through the Knowledge-to-Practice 

Process, the impact of the change and the activities to sustain the change were considered. For 

the impact of the change, surveys would be given for each of the members involved with the 

program every other week. These surveys will include strengths and weaknesses of the program 

as well as questions to ensure the material was learned. As for activities to sustain the change, 

weekly emails will continue to be sent to all those involved to continue to educate. Also, post 

surveys will be given to evaluate whether the family will be encouraged to do the program again 

to reinforce the information.  

The purpose of this thesis was to create a primary prevention program based on best-

practice recommendations for preventing childhood obesity in school age children. In Chapter 1, 
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I introduced the problem of childhood obesity and discussed some factors that have influenced it 

were discussed. In Chapter 2, I reviewed the literature about role of socioeconomic status on 

obesity, the role of the school nurse, outcomes associated with parents, outcomes with using 

community volunteers, different environments for obesity prevention, and methods for 

advertising nutritious food. In Chapter 3, I synthesized the best practices from the research in 

Chapter 2 to present the best practice recommendations for the primary prevention program. 

Finally, as described above, in Chapter 4 I followed the Knowledge-to-Practice Process to 

theoretically implement and evaluate my best practice program. 
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