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Introduction

he Philanthropic Collaborative for a Healthy
Georgia was founded in 2001 as a forum 
for bringing foundations together to better
understand and explore the health-related 
challenges facing Georgia. The Collaborative 
has addressed several critical health issues facing
state residents, most notably: school health, rural
health, and cancer prevention and control. Over
the past year, the issue of overweight children 
has received significant attention in scientific,
political, and media arenas—and from the
Philanthropic Collaborative as well.

According to the Georgia Division of Public
Health, one of every five children in Georgia 
is overweight. Even more alarming, almost 30%
of Georgia’s middle school students (aged 11-14)
and another 25% of high school students (aged
14-18 years) are either overweight or at risk of
being overweight. To learn more about this
problem and to identify ways foundations may
be able to help, the Philanthropic Collaborative
for a Healthy Georgia launched its Childhood
Obesity Initiative in January 2003. The goal 
of this major initiative is to inform, engage, 
and energize Georgia’s foundations and other
grantmakers in order to reduce the incidence 
of childhood obesity in the state. 

To oversee the initiative, the Collaborative 
established a Childhood Obesity Task Force
comprised of representatives from foundations,
the state, the Centers for Disease Control and
Prevention, and the school nursing community.
The Task Force met monthly and was chaired by
Gary Nelson, Ph.D., President of the Healthcare
Georgia Foundation. Its exploration of the 
childhood obesity issue began by commissioning
four papers from nationally recognized experts. 

These papers examined evidence-based 
interventions related to nutrition and physical
activity from several perspectives: policymaking,
health communications, and behavioral and
environmental changes. Of particular interest 
to the Collaborative were the experts’ 
recommendations on promising strategies for
investment by foundations and other grantmakers
to address the problem of overweight children
and adolescents in Georgia communities.

Commissioned authors were asked to address 
the following topics in their respective papers:

Policy Context

Key Definitions

Related Programs and Interventions

Contributing and Contextual Factors

Measures for Evaluating Success

Recommendations for Georgia Foundations

The Task Force also hosted a statewide symposium
for foundation trustees and staff on December
10, 2003. The symposium featured national 
and state experts on childhood obesity and
explored options and opportunities that Georgia’s
philanthropic community could pursue. It is 
our hope that sharing this information broadly
will help stimulate dialogue and action on 
strategies and directions for addressing this 
critical health problem.
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Nutritional Factors in Childhood Obesity and 
Related Interventions

Frederick L. Trowbridge, M.D., M.Sc.
President, Trowbridge & Associates, Inc.

I. Introduction 
The prevalence of overweight among children
and adolescents has increased substantially in
Georgia and in the U.S. generally during the last
several decades. National surveys conducted
from 1999 to 2000 estimate that approximately
15% of American children are overweight, up
from approximately 11% in surveys from 1988
to 1994.1 In Georgia, a survey of school-aged
children in 2002 estimated overweight prevalence
at approximately 20%.2 Although genetic factors
strongly influence obesity risk, our genetic 
makeup has not changed over the last decade.
We must therefore look primarily to changes in
environmental and behavioral factors to explain
this rapid increase in obesity.

The two most important environmental and
behavioral factors relating to obesity are likely 
to be changes in dietary and physical activity
patterns, since these behaviors are the principal
determinants of energy balance. Consequently,
the most relevant actions to address child and
adolescent obesity are likely to be interventions
implemented through families, schools and 
communities that can modify dietary and 
physical activity behaviors in positive directions.

This paper will provide an overview of 
environmental and behavioral factors influencing
child obesity, focusing primarily on factors
affecting dietary habits. The paper will also
describe key intervention programs, factors 
that limit or promote their success, and strategies
that could be used to measure progress. 
Finally, the paper will address the core issue of 
identifying promising strategies for investment 
by foundations in order to address unhealthy
dietary behaviors among children and adolescents
in Georgia communities.

II. Policy Context 
Policy goals and strategies relating to nutrition
are addressed in a policy-oriented companion
paper, and so will not be addressed in detail
here. However, it may be useful to cite key 
policy statements in the area of clinical 
guidelines, family/individual dietary guides, 
and school nutrition policies. 

Clinical guidelines. The Maternal and Child
Health Bureau has sponsored the development 
of clinical guidelines for the assessment and
management of child and adolescent obesity.
The publication Obesity Evaluation and
Treatment: Expert Committee Recommendations 3

continues to be an excellent reference for 
healthcare professionals. 

Family guidelines. The most fundamental source
of official national nutrition guidance based 
on consensus science is the Food Guide
Pyramid.4 Related information is presented in
the Dietary Guidelines.5

School nutrition guidelines. The joint policy
statement by the American Dietetic Association,
the Society for Nutrition Education, and the
American Food Service Association—titled
Nutrition Services: An Essential Component of
Comprehensive School Health Programs—represents
the most up-to-date source of guidance on school
nutrition education and food service policies.6

III. Key Definitions 
Body Mass Index (BMI). BMI is a widely used
index of weight status for children and adults that
relates body weight to height. BMI is calculated as
the weight in kilograms divided by the square of
the height in meters. Formulas for calculation of
BMI using English units are readily available as
are online calculators and inexpensive hand-held
calculator tools. 
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BMI-for-Age Percentile. The BMI-for-Age
Percentile is a useful measure of a child’s BMI
status in relation to the expected BMI for 
children of the same age and gender. 
BMI-for-Age Percentile charts, produced by 
the Centers for Disease Control and Prevention
(CDC), permit rapid estimation of a given
child’s BMI Percentile status. Computer 
programs that automatically calculate 
BMI-for-Age Percentile are also available for 
use in desktop, laptop, or handheld computers. 

Overweight. A child or adolescent is considered
“overweight” if that child’s BMI is at or above
the 95th BMI-for-Age Percentile, based on the
CDC BMI-for-Age Percentile charts. The term
“overweight” is preferred over the term “obese”
in children, both because the term “obese” has
strong negative connotations and because
increased body weight and BMI do not always
indicate abnormally increased body fat, the sine
qua non of obesity. 

Risk of Overweight. A child or adolescent is
considered “at risk of overweight” if that child’s
BMI is between the 85th and 95th BMI-for-Age
Percentiles. As the term implies, children in this
BMI range are approaching the 95th percentile
and are at increased “risk” of becoming overweight.

IV. Related Programs and Interventions 
Interventions to improve dietary and related
behaviors can be provided directly to individuals
and families by healthcare professionals or can 
be undertaken in school or community settings.
Ideally, intervention efforts should be implemented
in all of these settings to provide children with a
family, school and community environment that
supports healthful food choices. A variety of
intervention programs have been developed in
each of these settings. Some promising examples
from each setting are described below. 

Family/Individual Interventions
Training for Healthcare Professionals.
Healthcare professionals can play a critical role
by identifying children who are overweight or at
risk of overweight and initiating appropriate
interventions with the child and family. However,
a recent survey indicated that many pediatricians
(39% of those surveyed) felt that they lacked
skills in providing behavioral interventions and
30% indicated a low self-assessment of proficiency
in dealing with the family conflicts that often
arise around body weight issues.7 A significant
proportion of pediatricians in the study (51%)
indicated strong interest in training that would
improve their skills in these areas.

Given these results, the training of health 
professionals in the assessment and behavioral
management of pediatric overweight would be 
a logical strategy for foundation support. A
number of healthcare organizations in Georgia
have already initiated training programs for
healthcare professionals to address this need.
These programs also include the development 
of educational materials for patients and families
that can assist them in making healthier dietary
and other lifestyle choices. Several examples are
cited below.

Children’s Healthcare of Atlanta. This major
provider of pediatric care in the greater
Atlanta area has initiated a series of trainings
for healthcare professionals to help parents
and families establish healthy eating and activity
patterns and to better assess and manage 
children who are already overweight. The 
programs, called “Stress Free Feeding” 
and “Fit Kids 3-5,” provide guidelines for
healthcare professionals and supporting 
educational materials in both English and
Spanish that help parents understand their role
and the role of their children in establishing
healthful eating habits in the home. Trainings
are generally given in 60 to 90 minute sessions,
usually as a mid-day “lunch and learn” program.
The response of the healthcare professionals to
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the trainings has been evaluated systematically
and the response of clients to the educational
materials has been assessed in focus groups. 
A report of these evaluations is currently in
preparation. These training activities were
supported through a grant from the Indigent
Care Trust Fund. 

Kaiser-Permanente Atlanta. This managed
care provider has also developed a training
program for its healthcare professionals in the
Atlanta area. Two training sessions were
designed, one focused on assessment and
medical management of overweight children
and the other on behavioral management. As
in the trainings at Children’s Healthcare of
Atlanta, sessions were generally conducted 
as “lunch and learn” events attended by 
physicians, nurses, nutritionists, and other
professionals. Evaluation of the trainings is 
in progress, with follow-up at 3 and 6 months
to assess the long-term impact on knowledge,
attitudes, and practice patterns. The 
development and evaluation of these trainings,
and those of the Medical College of Georgia
cited below, were supported by foundation
funds through grants to the Center for Health
Promotion of the International Life Sciences
Institute (ILSI) in Atlanta. 

Medical College of Georgia. A key area for
health professional training relates to pediatric
residents who will be Georgia’s future pediatric
practitioners. The Medical College of Georgia
(MCG) has undertaken the development of
two training sessions that are conceptually
similar to those used by Kaiser-Permanente 
in that one session addresses assessment and
medical management and the other deals 
with behavioral management. The trainings
will be initiated in the summer of 2003 with 
evaluations both immediately after each 
training and at 3 and 6 month intervals. 
The evaluation will look at the impact of the
training on the knowledge, attitudes, and
practices of the residents in managing 
childhood overweight. 

Individual and Group Intervention Programs.
Interventions to address the needs of individual
overweight children and their families can be
effective, but require large investments of time
and effort over extended periods of time. For this
reason, the provision of group interventions is
desirable since a number of families can be served
at the same time. Also, there may be advantages
to a group setting that allows both children and
families to see that others are faced with the same
concerns. Many programs use a combination of
individual and group sessions to achieve weight
management goals, emphasizing a healthy diet
and physical activity. Most programs also use a
team-based approach involving physicians, 
dietitians, and other healthcare professionals
working together to achieve maximum results.
Several of these programs are highlighted below.

KidShape. The KidShape program for 
children ages 6 to 14 years is an eight-week
curriculum designed to be implemented by 
a team of health professionals in a group 
setting.8 The first four-week module is entitled
the “Fruit Session” while the second four-week
module is the “Vegetable Session.” The sessions
are provided by a registered dietitian, a mental
health professional, and a physical activity
instructor. A site coordinator collects data,
follows up with weekly phone calls, and keeps
the class on schedule. The sessions provide
nutrition education and teach behavioral
modification skills. Twice during the eight
weeks the adults and children participate in
physical activity together. A related
“KinderShape” program for children ages 3 
to 5 emphasizes healthy eating, parenting skills,
and active lifestyles for the entire family. A
“TeenShape” curriculum is in preparation.
The Kidshape program originated in the Los
Angeles area but is expanding by licensing new
centers in Pennsylvania and Texas. The new
centers will receive training and certification
in the administration of the program and will
be provided with the KidShape curriculum
and related materials. 



Shapedown. The Shapedown program9

describes itself as the nation’s leading weight
management program for children and 
adolescents for over 20 years. The program
was developed by a multi-disciplinary team 
of health professionals with expertise in 
nutrition, exercise physiology, psychology, 
and other specialty areas. Four age-specific
modules address the particular needs of 
children from 6 to 18 years. The emphasis of
the three-month program is on addressing the
underlying psychosocial correlates of the child’s
or adolescent’s weight problem and avoiding
rigid or low calorie diets. The objective is
gradual weight loss of no more than a pound a
week, or weight maintenance while overweight
children are growing. A comprehensive 
assessment tool, the Youth Evaluation Scale, 
is provided as a means of assessing the extent
and seriousness of the overweight problem
and genetic, behavioral, and family factors that
may be contributing to the weight problem.

The Shapedown program is intensive, involving
10 weekly sessions of 2.5 hours each delivered
by a Shapedown provider and a co-instructor.
Healthcare organizations who wish to become
Shapedown centers and license use of the 
program materials are given a video training
course that qualifies for 40 hours of continuing
education credit. Hundreds of Shapedown
centers have been established nationwide. 
A controlled follow-up study of children 
participating in this family-based program has
shown significant long-term improvement in
weight status compared to a control group as
long as one year after finishing the program. 

Committed to Kids. The Committed to Kids
weight management program is designed 
to provide an individualized approach to
weight management in a group setting.10 The
twelve-week “Trim Kids” program involves 
a thorough assessment of body weight and
health and fitness status, and provides guidance
tailored to individual needs. Staff include 

physicians, dietitians, exercise physiologists
and behavioral specialists. Committed to Kids
has developed a network of centers in more
than ten states that provide the intervention
program according to standard guidelines.

School-based Interventions
Schools and pre-school centers, where children
spend much of their time, are a logical focus for
interventions to establish and reinforce healthy
eating habits and to identify children who are at
particular risk and may need special attention.
Most programs involve a combination of 
food service and educational interventions. 
Some examples of school-based programs are
highlighted below. 

Healthy Start. The Healthy Start program is 
a comprehensive, pre-school health education
curriculum that addresses a wide array of health
and safety issues, including the promotion of
healthy eating and physical activity habits.11

The program provides preschool teachers 
with a curriculum book that describes twelve 
sessions of classroom activities and food 
service guidelines, along with audio tapes,
posters, and other related materials. The 
interventions are tied to behavioral theory
and were developed with support with a grant
from the National Institutes of Health (NIH).
Results from evaluations in nine Head Start
centers demonstrated success in reducing 
consumption of saturated fat in school meals
over a two-year period, compared to control
schools, without compromising the intake of
essential nutrients. 

CATCH. The Child and Adolescent Trial 
for Cardiovascular Health (CATCH) was a
large, three-year, multi-center study that
assessed the effects of a broad, school-based
intervention on increasing healthful food
choices and physical activity in children in
grades 3 to 5.12 A baseline cohort of more than
5000 ethnically diverse children from 96
schools was randomly assigned, by school, 
to intervention or control groups. The 
intervention was designed to promote 

7
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behavioral change through classroom 
education and skill-building, modification 
of school food service and physical activity
programs. Home-based activities were also
provided in half of the intervention schools 
to examine the potential additive effects of
family reinforcement. The specific goals of 
the intervention were to: reduce fat, saturated
fat, and sodium in food served in school 
cafeterias; increase time spent in moderate to
vigorous activity in physical education classes;
and reduce total cholesterol. The program
achieved reductions in the percentage of 
calories from fat in school meals. Children in
the intervention schools reported consuming
fewer calories from fat, improved dietary
knowledge, and increased vigorous physical
activity. Follow-up studies indicated that 
these changes were sustained for three years
after the initial intervention.13 However, 
measurements of BMI, blood pressure, and
cholesterol levels did not show significant 
differences compared to children from the
control schools, either at the conclusion of
the study or at three-year follow-up. 

The study represents the most substantial,
systematic effort ever mounted to evaluate
school-based interventions for diet and 
physical activity. While changes in physical
and biochemical measures were not obtained,
the demonstrated improvements in dietary
knowledge and physical activity levels are
important accomplishments. Moreover, the
CATCH program developed a wide array 
of intervention strategies and materials, as
well as evaluation tools, that have been 
utilized widely. 

School Health Index. The School Health Index
(SHI) is not a program per se but rather a
process by which support for school-based
interventions can be mobilized and sustained.14

The SHI is basically a scorecard that allows 

parents, teachers, and school administrators 
to undertake a self-assessment of the status 
of health-oriented programs and activities in
the school, identify gaps, and set priorities 
to address those gaps. Indicators of success 
are then defined and used by the school to
monitor changes in their health-promoting
school environment over time. The process
serves to stimulate communication and 
discussion among parents, teachers, and
administrators on the status of school 
health programs and to mobilize efforts to
make improvements. 

The impact of the SHI was evaluated recently
in three elementary schools in DeKalb County
to determine if use of the self-assessment and
planning guide led to positive changes in
school policies and programs related to healthy
eating and physical activity.15 Each school
applied for and was given a grant of $6,500
from the Board of Health to implement the
SHI process. At one year follow-up, all three
schools had increases in their SHI scores,
ranging from 10% to 41%. Two schools 
met all of their program objectives while the
third met 9 of 11 objectives. The evaluation
concluded that the SHI was an effective tool
for setting goals and stimulating positive
changes in school health activities. The SHI
has since been expanded to twenty additional
schools in DeKalb County. The positive 
experience with the SHI in DeKalb County
suggests that promotion of the use of this tool
in other Georgia school systems could be of
considerable value in mobilizing interventions
to achieve nutrition, fitness, and other school
health objectives. Foundation support to
schools to implement the SHI is a promising
strategy for mobilizing a wide range of 
health-promoting activities in schools. 
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Community-based Interventions
Community-based organizations, such as the 
YMCA, Boy and Girl Scouts, Boys and Girls
Clubs, and Parks and Recreation departments,
offer additional opportunities for interventions
to address nutrition improvement and other 
obesity-related objectives. Many of the activities
of these organizations (such as sports, hiking,
and camping) promote increased physical activity.
In addition, these organizations sponsor numer-
ous meetings with youth and promote efforts
towards earning merit badges, etc., which offer
opportunities to also address nutrition education
and promotion of healthy eating. Two examples
are cited below.

Hearts N’Parks. The National Heart, Lung
and Blood Institute (NHLBI) and the National
Recreation and Parks Association (NRPA)
support this national, community-based 
program to reduce obesity and coronary 
heart disease by promoting healthy eating 
and physical activity in people of all ages.16

Healthful nutrition and physical activity
information is incorporated into regular 
activities offered by park and recreation
departments and other community-based
agencies. Guidelines and tools for evaluating
the impact of these programs are also included.
The program was piloted in 12 North Carolina
communities in 1999. Evaluation showed 
that participants retained nutrition knowledge 
and children reported learning new physical
activities and improving performance in others.
The program can be adapted to the needs of
specific communities.

Generation Fit. Generation Fit, sponsored by
the American Cancer Society (ACS), seeks to
involve students ages 11-18 in community
service projects that promote physical activity
and healthier eating among friends, families,
and communities.17 Coaches, counselors 
or youth group leaders can easily run the 
program using detailed guidelines and materials
included in the Generation Fit Action Packet
available from ACS. The materials can be
adapted to specific needs and interests. 

The concept is that children participating 
in these activities will learn how to plan 
community action, work as a group, and
carry out the plan with the guidance of 
their leaders. 

V. Contributing and Contextual Factors 

Social/Environmental Influences 
on Dietary Behaviors
Many complex social and environmental 
influences affect the meal patterns and dietary
behaviors of children and adolescents at home,
in school, and in the community. Many of 
these same influences also present challenges 
to the adoption of healthy dietary habits, limit
opportunities and motivation for physical activity,
and thereby increase the potential impact on 
the development of overweight. 

Home Environment. Many social and economic
trends in contemporary American life may 
influence dietary patterns. With the increase in
the proportion of families where both parents
work comes the reality that children and 
adolescents arrive home from school before their
parents. Children therefore make more of their
own food choices without parental supervision.
The availability of ready-to-eat snacks, and
intensive advertising of calorie-dense foods that
are appealing to children and teens, increase 
the likelihood that food choices will not be
healthy ones.

A variety of social and demographic factors have
been found to be associated with overweight in
children. Data from the National Longitudinal
Survey of Youth found that children with obese
mothers, low family incomes, and lower cognitive
stimulation were at increased risk of overweight,
independent of other socioeconomic and 
demographic factors.18 The authors concluded 
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that increased rates of overweight in African
American children, children with lower family
education levels, and non-professional parents
“may be mediated through the confounding
effects of low income and lower levels of cognitive
stimulation.” Infant feeding is another factor
that appears to affect the risk of a child becoming
overweight. A recent longitudinal study found
that children who were bottle fed had higher
BMI’s and skinfolds at 3 and 6 months when
compared to breast-fed infants with similar 
birth weight. At 6 years of age, the prevalence 
of overweight in the bottle-fed infants had
almost tripled.19

Other studies suggest that economic factors may
influence dietary choices. Studies presented at 
a recent conference20 found that energy dense
foods such as fats, sugar, and refined grains cost
significantly less per unit of food energy when
compared to fruits, vegetables, and fish. Thus,
recommendations to reduce the consumption of
energy dense foods and increase consumption 
of fruits, vegetables, and fish may not take into
account the potential added cost to the consumer.

Other lifestyle and behavioral factors may also
affect dietary patterns. Busy daily schedules for
both parents and children leave limited time 
for food purchase and preparation and less
opportunity for regular family meals. Attitudes
towards adopting healthful diets may also be an
obstacle. Recent studies indicate that parents and
children are less concerned about the long-term
health implications of overweight than about the
immediate impact of overweight on their athletic
performance, overall appearance, and social
acceptance. For many children the term “healthy”
was actually found to have negative connotations,
being associated with “parents making them eat
fruits or vegetables they did not like, or not
being able to eat favorite foods.”21

Increased television viewing may also have an
impact on dietary patterns. In addition to being
sedentary, children watching television are
exposed to advertisements that encourage less 

healthful eating habits. Television viewing has
been shown to be strongly related to obesity in
children; each hourly increment in television
viewing time by adolescents has been associated
with a 2% increment in the prevalence of obesity.22

Other studies have indicated that time spent
watching TV correlated positively with children’s
requests for, and parents purchase of, foods
influenced by television advertisements.23

School Environment. Many aspects of the
school environment can impact dietary patterns
of children. Perhaps the most obvious influences
are related to school food services. Although
guidelines exist for the nutritional quality of the
foods offered, compliance with these guidelines
is often challenging. More healthful foods such
as fresh fruits and vegetables are likely to be the
more expensive to purchase and serve than
canned or preserved foods. Plate waste is also a
consideration since children may prefer more 
energy dense foods and leave more healthful food
items uneaten. 

Vending machine policies are a controversial
aspect of school food services. Schools can 
negotiate contracts that provide substantial
financial rewards in exchange for exclusive rights
to stock beverages and snacks in the school’s
vending machines. A recent study of secondary
schools in Minnesota found that 98% of schools
had soft drink vending machines and 77% had
contracts with soft drink companies.24 The same
study found that 65% of school principals
believed it was important to have a nutrition
policy for the high school but only 32% reported
actually having a policy in place. These realities
indicate some of the challenges in implementing
school vending machine policies that impact
healthful dietary choices. 

Recent research relating to school food services
and vending machine sales suggests that lowering
the price of more healthful food choices can
result in an increase in consumption of these
food items.25 A price reduction of 50% for fresh
fruit and baby carrots resulted in a four- fold and
two-fold increase respectively in the consumption
of these items. Price reductions of 10%, 25%,



and 50% resulted in an increase in vending
machine sales of lower fat snacks of 9%, 39%,
and 93%, respectively. These findings suggest
that price reductions can significantly affect food
choice patterns among secondary school students.
Price reductions and increased stocking of
healthful foods in vending machines in schools
are interventions that merit further evaluation. 

Another factor influencing dietary choices in 
the school environment is nutrition education
provided as part of the school curriculum. 
The policy position of the American Dietetic
Association, the Society for Nutrition Education,
and the American School Food Services
Association is that comprehensive nutrition 
services, including sequential nutrition education,
should be provided to all students through grade
12.6 These services should be integrated with a
comprehensive school health program and
implemented through a school nutrition policy.
Despite the recognized need, however, many
schools lack a nutrition policy and are likely to
lack a consistent program of nutrition education. 

Community Environment. The community
environment can also directly affect food habits.
The pervasive presence of fast food outlets 
provides easy access to calorie dense foods. The
increasing amount of discretionary cash given 
to children provides them with ample food 
purchasing power. Pervasive advertising geared 
to children and large portion sizes encourage
consumption. Moreover, teens have substantial
mobility with access to cars that allows them to
make their own food purchase decisions. While
it is difficult to assess the impact of these factors
individually on overweight, taken together it is
likely that they exert a significant impact on
food choices and the quantities consumed. 

Factors Affecting Program Success
Many factors influence the success and 
sustainability of intervention programs at the
family, school and community levels. Some of 

these important factors, both barriers to be
addressed and positive factors that promote 
program success, are highlighted below.

Family/Individual Interventions. Interventions
by healthcare professionals directed at families and
individual patients face a number of barriers and
challenges to success. Surveys of pediatricians
indicate that barriers often encountered “most of
the time or often” when working with families
include lack of patient motivation to deal with
body weight issues (86%) and lack of parent
involvement (81%).7 Lack of support services to
which patients can be referred (60%) and lack of
clinician time (58%) were also frequently cited.
Some 53% of pediatricians indicated that their
sense of the futility of treatment was also a barrier
to initiating a treatment program. Other barriers
cited by almost half of the pediatricians were lack
of reimbursement, lack of clinician knowledge,
and perceived lack of treatment skills.7 The high
prevalence of these concerns highlights the 
challenges facing practitioners as they try to
address the needs of more and more overweight
children and their families. 

Among the more positive factors relating to the
success of family and individual interventions 
is the substantial proportion of professionals
expressing interest in training and the positive
response of practitioners who have received
training in the pilot programs in Georgia 
mentioned above. Preliminary evaluation of
these programs suggests that when presented
with training opportunities that fit into their
busy practice settings, and when provided with
tools and materials that help them deliver 
appropriate medical and behavioral treatment,
physicians and other healthcare professionals
generally respond positively and welcome 
further training.

11
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Experience has shown that there are a number 
of factors that contribute to the effectiveness 
of behavioral treatment programs. A leading
researcher in the field summarized these success
factors as follows:26

• A group format with individualized 
behavioral counseling

• Parent participation

• Frequent sessions

• A long treatment duration

• A simple and explicit diet that produces a 
calorie deficit

• A physical activity program emphasizing 
choice and reinforcing reduced sedentary 
behaviors

• Making changes in the home and family 
environment to help reduce cues and 
opportunities associated with calorie intake 
and inactivity

• Increased cues and opportunities for 
physical activity

• Self-monitoring, goal setting and contracting

• Parenting skills training

• Skills for managing high-risk situations

• Skills for maintenance and relapse prevention.

This same researcher notes that many unanswered
questions remain about the implementation of
effective treatment. Further research and practical
experience are needed to better understand the
optimal approaches for accomplishing sustained
body weight management and promotion of
healthful lifestyles. 

School-based Interventions. As for the healthcare
setting, interventions in schools are affected by a
variety of factors that both present barriers and
pose opportunities for success. Perhaps the most
powerful of the barriers is the severe budgetary
constraints under which schools operate and the
intensive demand to meet academic performance
standards. These realities pressure school 
administrators to focus resources on core academic
subjects and to assign lower priority to other

areas including school health and physical 
education. Economic realities also increase the
appeal of contracts with companies that provide
substantial monetary payments in exchange 
for exclusive access to the school’s vending
machines, and may drive decisions in regard 
to the foods offered in school cafeterias. 

On the positive side, there is a growing recognition
of the magnitude and seriousness of the obesity
epidemic as a result of greatly increased media
coverage. For example, tracking of obesity-related
articles appearing in the media by the
International Food Information Council (IFIC)
indicates that the number of articles increased
from less than 100 in the first quarter of 2000 
to more than 1000 in the first quarter of 2003.
This increased awareness of obesity as a health
issue for children should improve the chances
that proposals to improve school food services
and nutrition education will be more readily
received by school administrators and parents. 

The most positive factor favoring the development
of school-based interventions is likely to be the
development of specific school nutrition policies.
As noted above, use of the School Health Index
has been a very successful strategy to mobilize
interest and develop specific school policies in
support of nutrition and other school health
interventions. The existence of a stated policy
and the ongoing evaluation encouraged by the
School Health Index process is likely to be the
most effective way to both develop and sustain
school-based nutrition and health interventions.  

Community Interventions. Many of the 
barriers and challenges facing community-based 
interventions are similar to those encountered 
by schools, namely budgetary constraints and
competing priorities. Another limiting factor,
which also affects schools in many cases, is often
the lack of a “champion,” a person or group of
persons who have the vision and are willing to
invest the time and effort to make changes happen.
Community organizations are faced with many 
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competing priorities and, while concern and
attention to the issue of obesity is increasing, there
are still many other issues confronting children
and teens that are perceived as more immediate
and serious threats to health and well-being.

Positive factors that increase the likelihood of
successful community-based efforts include the
growing number of well organized programs and
guidelines supported by national organizations and
the increasing recognition of the seriousness of
obesity and its related health risks. As awareness
and concern increase, so does the likelihood that
parents and community leaders will step forward
to serve as “champions” for the implementation of
programs to improve dietary patterns and physical
activity opportunities for children and youth.

VI. Evaluating Success
A variety of short- and intermediate-term 
outcomes can be measured to assess the 
thoroughness of program implementation, the
response of participants to the program content,
and the impact of the program on knowledge,
attitudes and behaviors. Questionnaires from
existing surveys and evaluations can provide 
a useful starting point in the development of
future evaluation instruments. 

Program Implementation. Evaluation of the
success and thoroughness of program 
implementation principally involves documenting
the completion of key program targets and 
adherence to predetermined timelines. The items
tracked will depend on the specific intervention
program, but would likely include documentation
of indicators such as

• Number of children and families enrolled; 

• Number of trainings completed; and

• Number of schools completing the School 
Health Index.

Program Response. Evaluation of the response
of participants to the intervention is often assessed
using qualitative methods. Frequently a scale of
responses is used so that gradations of response
can be assessed. For example, respondents may
be asked whether they strongly agree, agree, are
unsure, disagree, or strongly disagree with a
given statement. Or they may be asked whether
some statement applies always, most of the time,
sometimes, rarely, or never. These scales can be
used to assess issues such as

• Children/parent satisfaction with 
intervention programs;

• School administrators/teachers attitudes, 
likes and dislikes about an intervention; and

• Opinions about how the program could 
be improved.

Program Impact. Evaluation of program impact
can be measured for some items of interest. For
example, it is possible to assess indicators such as

• Percent of practitioners who, after training, 
utilize and record in the chart an appropriate
measure of overweight, such as BMI-for-Age
Percentile;

• Number of schools establishing specific 
school health, nutrition, and/or physical 
activity policies;

• Percent of schools improving their SHI 
score; and

• Percent of school health, nutrition, and/or 
physical activity objectives achieved.

Assessment of the longer term impact of an
intervention on the knowledge, attitudes, 
behaviors, or weight status of program participants
is often more challenging. One factor is the 
difficulty in keeping track of participants over
time to maintain a high rate of follow-up. When
follow-up percentage is low, results can be biased
since those responding may not be representative
of all of the initial participants. Also, behavioral
changes resulting from interventions are often
small, are intrinsically difficult to measure 
precisely, and generally involve a high level 
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of variability. For all these reasons it can be 
difficult to demonstrate longer term, quantitative
changes resulting from program interventions. 

VII. Recommendations for Georgia Foundations
Health Professional Training. Support the 
development and evaluation of training programs
for health professionals to improve their 
knowledge, attitudes, and skills in assessment
and behavioral management of overweight 
children, and in the promotion of healthful
nutrition and physical activity in all patients and
families. Adapt training content to address the
needs of health professionals serving populations at
increased risk (African Americans, Hispanics, etc.).

Family/Individual Interventions. Support the
implementation and evaluation of family oriented
nutrition and physical activity education programs
provided by healthcare professionals. Utilize
interventions modeled after programs such as
Shapedown, KidShape, or Committed-to-Kids
that promote nutrition and physical activity
together as mutually reinforcing aspects of a
healthy lifestyle. 

School Health Index. Provide grants to support
the implementation and evaluation of the School
Health Index as a means of: identifying nutrition,
physical activity and other health needs; 
establishing specific school health policies; and
gathering and sustaining the parental and teacher
support needed to make effective changes. Focus
grants on school systems serving populations 
at increased risk of overweight and encourage
development of policies and programs that 
promote nutrition and physical activity together.

Community-based Interventions. Provide grants
to support the development and evaluation of
community-level nutrition education through
youth organizations, especially those that serve a
high proportion of youth at increased risk of
overweight. Programs modeled after Hearts
N’Parks and the Generation Fit concept of youth
learning through community service projects
seem particularly appealing. 

VIII. Conclusion 
In summary, the most promising opportunities
for foundations to have a significant impact on
improving dietary behaviors would appear to be
a combination of support for

• Health professional training, especially to 
improve behavioral management skills and 
use of the increasing array of tested health 
promotion materials and group programs.

• Wider utilization of the School Health Index
process to foster development of clear school
health policies; generate buy-in by parents, 
teachers, and administrators; and implement
specific nutrition education, school food 
service, and physical education changes. 

• Implementation and evaluation of nutrition 
education through community-level youth 
organizations, especially though programs 
that foster opportunities for youth to learn 
through community service. 
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I. Introduction 
The purpose of this paper is to review evidence 
that will inform Georgia foundations about
interventions that are likely to be effective in
promoting physical activity in young people that
will contribute to obesity prevention.

The scope of the paper is as follows:

• Emphasis is on evidence-based recommenda-
tions, to increase likelihood that funded 
approaches will be effective. 

• Evidence can come from studies that evaluate 
interventions and those that identify 
correlates of youth physical activity.

• All types and purposes of physical activity 
and sedentary behavior are considered.

• All settings and communication channels 
for interventions are considered.

• The age of the target population is 
approximately 4 to 18 years.

• Recommendations are focused on obesity 
prevention in the population, not on 
obesity treatment.

II. Policy Context 
There are multiple and conflicting physical 
activity guidelines for youth. Healthy People
2010 applies the adult guideline of 30 minutes
per day of moderate to vigorous physical activity
to adolescents.1 Several studies show that a
majority of young people are meeting the 30
minutes guideline, yet obesity prevalence 
continues to climb. This is the primary rationale
for the following recommendation that was
adopted by an international consensus group: 

“All young people should participate in physical
activity of at least moderate intensity for one
hour per day.” (p. 3). Brisk walking is an 
example of a moderate intensity activity, and it 
is assumed that young people will accumulate
activity in short bursts throughout the day.2 This
guideline has been adopted as part of the U.S.
Dietary Guidelines,3 and the National Association
of Sport and Physical Education recommends
from 60 minutes to several hours of physical
activity per day for youth.4

Healthy People 2010 1 includes an objective that
young people should watch no more than two
hours of television per day. This guideline is
based on consistent evidence that time spent
watching television is associated with risk of
overweight in youth.5 Thus, sedentary behavior
should be considered a risk factor for obesity
that is largely independent of physical activity.

Numerous governmental, scientific, and voluntary
health organizations have identified efforts to
promote physical activity as a high priority for
public health. These organizations include the
American Academy of Pediatrics, American Heart
Association, American College of Sports Medicine,
American Medical Association, Centers for
Disease Control and Prevention (CDC), Guide
to Community Preventive Services, Healthy
People 2010, National Association of Sports 
and Physical Education, National Cholesterol
Education Program, U.S. Bureau of Maternal
and Child Health, U.S. Preventive Services Task
Force, U.S. Surgeon General, and the World
Health Organization.1,6,7,8,9,10
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Taken as a whole, the various policy documents
indicate that a multi-level approach is needed to
create the widespread changes in youth physical
activity that are needed for improved health and
obesity control. Although some organizations
focus on a particular approach such as enhanced
physical education or counseling by healthcare
providers, other organizations highlight the need
for complementary and coordinated interventions
that target individuals, families, organizations,
communities, and physical environments through
a variety of channels and strategies that include
personal and mass media communication, policy
changes, and modifications in the physical 
environment. Interventions can be implemented
in various settings such as schools, faith-based
organizations, other community organizations,
healthcare, and all levels of government. Because
inactive lifestyles have been shaped over time by
a variety of forces, and physical activity has been
reduced or eliminated from many aspects of life,
it is probably necessary for effective interventions
to make changes in many settings and on multiple
levels in order to re-establish active patterns of
living for all young people.

There is no well-accepted model of how to 
prioritize or integrate the multi-level interventions
believed to be needed. However, an ecological
model of physical activity11,12,13 would lead one to 

• Identify settings in which physical activity 
or sedentary behaviors can take place;

• Provide opportunities and incentives for 
physical activity in those settings;

• Reduce opportunities and incentives for 
sedentary behavior; and

• Educate and motivate young people and 
their families to choose physical activity 
options and use opportunities to be active.

The aim of the present paper is to review evidence
that can guide decisions about which intervention
strategies might be of highest priority for funding.
Two general categories of evidence are available.
The best evidence comes from controlled 
studies of interventions that document whether 
a particular approach is effective or promising.

Because intervention studies with youth are 
limited, it is important to consider results of 
correlational studies. Correlational studies 
identify factors that are related to youth physical
activity and suggest that if those factors are
changed, physical activity might change. Policy
recommendations are guided by evidence, and
potential interventions that are not supported 
by any evidence are given much lower priority.

III. Key Definitions 
Environment. Used in this context to refer 
generally to the space outside of the person.
Typically this term is used to refer to characteristics
of the places where people do, or could do, 
physical activity.

Health curriculum. Any formal classroom-based
course of study used to educate about, or change
behaviors related to, health topics, including
physical activity.

Intervention. Any means used to intentionally
change an outcome, such as physical 
activity behavior. 

Multi-level intervention. An intervention that
attempts to simultaneously make changes in
individuals, families, organizations, and the 
community as a whole. The rationale for 
multi-level interventions is that the factors that
shape youth physical activity and sedentary
behavior operate at all these levels; to be 
effective, interventions must change most of 
the key influences.

Physical activity. Any bodily movement. For
health purposes, it is believed that activity must
be of at least moderate intensity to have health
benefits. Brisk walking is a common example 
of moderate intensity activity. 

Physical education. Any formal school-based
educational program that uses physical 
activity to achieve fitness, skills, health, or 
educational goals.
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Policy. Guidelines, rules, or laws adopted by 
an organization to govern the behavior of 
members or make other changes in people 
or environments.

Sedentary behavior. Any behavior that involves
mainly sitting or lying with limited motion. 

IV. Related Programs and Interventions 
School-based Physical Education Programs.
The most extensive and strongest data on youth
physical activity interventions come from studies
of school physical education (PE). The data are
strong enough to earn a “strong recommendation”
from the Guide to Community Preventive
Services.8 The primary focus of these programs is
on increasing physical activity among all students
in PE classes, but other goals are pursued as well
such as teaching motor skills or sports skills, 
positive socialization, and promoting physical
activity out of PE. Three recent studies indicate
the strength of this approach and the supporting
evidence. In all of these studies, physical activity
in PE was assessed by direct observation.

CATCH: Child and Adolescent Trial for
Cardiovascular Health. This is a comprehensive
physical activity and nutrition program that
was evaluated in 96 elementary schools in
four states. The PE program increased the
proportion of class time spent in physical
activity.14 The landmark study demonstrates
that both PE specialists and classroom 
teachers across the country can improve their
PE programs.

SPARK: Sports, Play, and Active Recreation
for Kids. This is a PE program that was tested
in 7 elementary schools and evaluated for
multiple outcomes. Improvements were 
documented in quality of teaching, physical
activity in class, physical fitness (among girls),15

and motor skills,16 without interfering with
academic achievement.17 Results were generally
better with PE specialists, but classroom
teachers also showed improvements. 

M-SPAN: Middle School Physical Activity
and Nutrition. The PE program was one
component of a policy and environmental
change intervention that was evaluated in 24
middle schools. Physical activity in PE was
increased by 20% over controls, without
increasing time in PE classes.18

School-based Health Curriculum Programs.
Many studies have evaluated school-based 
curricula to promote youth physical activity,
often in combination with other intervention
components. The majority of studies increased
physical activity outside of school, usually
assessed by self-report,19 so this approach 
can be recommended. A few examples are 
summarized here.

CATCH. This story-based curriculum 
was implemented in grades 3 through 5. 
Its effectiveness was supported by a 
significant result with self-reported vigorous
physical activity.20

SPARK. This curriculum focused on 
self-management for fourth and fifth grade
students. Although there were no significant
effects on physical activity out of school 
overall, students who participated more in 
the self-management program increased their
physical activity and fitness.21

The Class of 1989. This study was conducted 
during grades 6 through 12, in conjunction
with the Minnesota Heart Health Program.22

This seven-year intervention study showed
that schools with the multi-behavior 
self-management curriculum had higher 
physical activity levels in all years, compared
to the control schools. 

Planet Health. The two-year physical activity
and nutrition curriculum for middle schools
included components to reduce sedentary
behavior. The most promising finding of this
study was evidence of obesity reduction
among intervention girls.23 Reduction in TV
viewing was correlated with lower risk of 
obesity in girls.
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Only one small study has evaluated a school 
curriculum focused exclusively on reducing
sedentary behavior. The program included 
TV turnoff days, a seven-hour per week TV
budget enforced by a timing device, and parent
information. TV viewing was reduced 
dramatically, and there was a significant effect 
on body mass index and triceps skinfold.24

School-based Policy and Environmental
Changes. The primary aim of the MSPAN 
study was to evaluate policy and environmental
interventions to increase physical activity (and
reduce dietary fat intake) on middle school 
campuses. In addition to PE intervention, a 
variety of strategies were designed to reduce 
barriers to, and provide more opportunities for,
physical activity throughout the school day.
Health policy committees and student health
committees were created at schools to select and
implement policies to create healthier school 
environments. Funds were provided to purchase
equipment or support programs. Volunteer 
physical activity providers were recruited from
the community, activity spaces were opened after
school, and activity opportunities were promoted
through various media.18

The total physical activity intervention (including
PE) led to significant increases in observed 
physical activity on campus. However, policy
changes to promote out-of-PE activity proved
difficult to implement, so the effect of that part
of the program was not significant. However,
unpublished analyses showed that changes in
availability of supervision were correlated (r=.43)
with changes in observed physical activity on
campus. The totality of the MSPAN intervention
had a significant effect on Body Mass Index
(BMI) for boys, but not girls, suggesting that
physical activity and nutrition environmental
changes alone have promise for contributing to
obesity control. This study shows that changing
policies and providing more supervision on 
campus can be effective, but there are important
challenges to implementation.

Active Commuting to School. A very large
decline over the past few decades in active 
commuting (walking, cycling, skating, etc.) to
school has been documented in other countries,
with some data supporting this trend in the
U.S.25 Because the journey to school is a daily
behavior, it has the potential to provide substantial
caloric expenditure over the school year. A study
of Filipino students indicated that boys who
walked to school expended 44 kcal per day more
than their peers who were driven, while girls
expended 33 kcal more per day. This could
account for a 2-3 pound difference over a school
year, demonstrating the relevance of this behavior
to obesity control.26

Interventions to promote active commuting to
school have mainly been supported by the 
transportation field, to reduce auto traffic around
schools and child pedestrian injuries. “Safe
Routes to School” include improving street
designs for pedestrians and slowing or restricting
traffic around schools. “Walking School Buses”
organize volunteers to supervise children 
in a neighborhood as they walk to school; 
leaders pick up children at “bus stops” along 
a predetermined route. This strategy also 
promotes physical activity among adults.26

These interventions are being implemented and
evaluated in several countries, but no results are
available yet. The programs are attractive because
they promote cleaner air and safer streets, as well
as physical activity. 

Family-based Interventions. Because family 
support is often correlated with youth physical
activity, and parents control children’s access 
to activity programs and facilities, there is a 
data-based rationale for family-based physical
activity programs.27 Three major studies have
evaluated programs for healthy families as
reviewed by Sallis28 (treatment studies of obese
youth are not reviewed). Nader et al., conducted
an extensive intervention for Mexican American
and Anglo families. Baranowski et al., studied 
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African Americans. The CATCH study incorpo-
rated an assessment of a family-based strategy.
Despite their well-designed interventions, none 
of the studies were successful in increasing youth
physical activity. All of these programs required
family attendance at meetings or classes, and the
low attendance at the meetings is a suspected 
contributor to the lack of effects. Improving
recruitment and attendance of families is the
current challenge to researchers in this field.
Thus, family-based physical activity promotion
cannot be recommended.

With obese children, reinforcing decreases in
sedentary behavior is an effective means of
increasing physical activity.29 Robinson’s study24

provides further evidence that parents can be
engaged in reducing sedentary behavior, but the
television control device may have been a more
potent component than the parent education.
Perhaps parents of nonobese children can be
trained to more effectively encourage reductions
in sedentary behaviors. 

Additional strategies are suggested by correlational
studies but have not been tested in intervention
studies. The strongest correlate of physical 
activity in preschool children is being outdoors,27

so parents could be encouraged to find ways of 
getting their young children to suitable outdoor
settings on a daily basis. A critical method by
which parents can support physical activity for
elementary and middle school students is to
transport them to places where they can be
active.30 This parent behavior could be promoted
as part of other school interventions.

Community-based Programs. Eighty percent of
young people’s physical activity appears to take
place outside of school, and much of this is in
organized programs, such as youth sports, dance
or other activity classes, and public recreation
centers.31 Use of after school time for physical
activity is critical27 since this is the primary time
for youth to be active. Because it is not feasible
to provide adequate physical activity in physical
education, there is a clear need to explore ways
of increasing the physical activity provided by 

community organizations.32 However, no 
published evaluations of interventions with 
community-based organizations such as recreation
centers, youth sports, YMCA/YWCAs, Boys and
Girls Clubs, or faith-based institutions could 
be located. Interventions with community 
programs could target increases in the number of
participating youth, amount of physical activity
during each session, and number of sessions per
week. Community organizations need to attract
more girls and boys of all ages, ethnic groups,
and socioeconomic strata and provide physical
activity multiple times per week throughout 
the year.28

Active Winners33 is the only published study to
evaluate a community-based youth physical
activity program, though it was not linked 
with an existing organization. Numerous 
difficulties with implementing the program were
identified, including problems with peer leaders,
transportation of participants, and discipline. 

Creating effective models of community-based
youth physical activity programs, ideally linked
with school and home interventions, remains a
priority. The Trial of Activity in Adolescent 
Girls (TAAG, a multi-site National Institutes of
Health study) is currently evaluating such an
approach, but results are years away. Thus, there
are no effective community approaches to 
recommend though the imperative to intervene
with community agencies remains.

Healthcare-based Programs. About 80% of
young people visit a healthcare provider each
year,9 so there are numerous opportunities for
health behavior counseling. In recent years 
federal agencies, international agencies, and 
professional organizations have urged healthcare
providers to routinely assess and counsel children
and adolescents about nutrition and physical
activity. Comprehensive guidelines for providing
preventive counseling to young people in the
healthcare setting have been produced. Bright
Futures, developed by the National Center for 
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Education in Maternal and Child Health, 
provides brief, age-specific recommendations
that primary care providers can use to counsel
children on physical activity and nutrition.34 The
Guide to Adolescent Preventive Services, 
developed by the American Medical Association,
is the most comprehensive set of recommendations
on how to provide adolescents with health 
promotion counseling.35 However, neither of
these programs have been evaluated, so their 
feasibility and their efficacy are not known. 

PACE+ is a program delivered in primary care 
to assist adolescents in changing their physical
activity and dietary habits.36 Adolescents ages 
11 to 18 (n=117) were recruited from four 
practices for a pilot study. Patients completed a
computerized assessment and created tailored
plans to change one physical activity and one
nutrition behavior. The plans were discussed
with the healthcare provider. Those who targeted
moderate-intensity physical activity increased
that behavior significantly over four months, but
there was no effect on vigorous physical activity.
This study shows initial promise of a multi-
component intervention in primary care, and a
larger trial is ongoing.

The evidence on interventions based in healthcare
is too preliminary to warrant a recommendation.
There are strong barriers to implementing 
preventive counseling in primary care, such as
time constraints and lack of reimbursement, that
will limit the feasibility of any intervention at
this time. 

Mass Media Interventions. Several mass media
interventions, combined with community events
and programs, have been modestly effective 
in promoting physical activity among adults, 
but no such studies have been reported for
youth. Currently the CDC is mounting the 
multi-million dollar “VERB” campaign that 
promotes physical activity as one means of
reducing problem behaviors among youth.
However, no evaluation of this campaign will 
be available for some time.

There are numerous potential uses of mass
media interventions. They could target

• Increased knowledge of physical activity 
benefits and guidelines;

• Promotion of physical activity programs, 
events, and opportunities;

• Media programs that lead or teach dance 
or exercise; and

• Encouragement of parents to support youth 
physical activity.

People usually think of purchasing ads or program
time for mass media campaigns, but approaches
that rely on “free” media also have promise. In
this strategy the physical activity intervention
becomes a news story, and free coverage of events
and programs is provided. Partnerships with
media companies can lead to regular media 
programs that incorporate the program messages.
Because the reach can be similar to paid media,
the “free” media approach is more appropriate
for present purposes.

Availability of Recreational Facilities and
Programs. Correlational studies have consistently
shown that young people with access to 
recreational facilities and programs are more
active than those without access.27 The strength
of these data led to a recommendation of this
strategy in the Guide to Community Preventive
Services.8 These data offer justification for 
providing some support for enhancing recre-
ational facilities so they are more suitable for
popular youth physical activities. Existing 
physical activity programs could also be supported
to expand their services to more participants,
especially low-income youth who have limited
opportunities for physical activity. 

Community Design. Researchers in the 
transportation and urban planning fields have
been studying how the design of communities
can either help or hinder walking and cycling 
for transportation. These studies complement
studies in the health field that only considered
recreational physical activity. A recent review37
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showed that people who live in neighborhoods
with “traditional” designs travel more by walking
and cycling than those who live in “suburban”
neighborhoods. In traditional neighborhoods,
there is mixed land use with shops close to homes,
streets are connected in a grid-like pattern, 
density is relatively high, and there is a good
sidewalk network. Suburban neighborhoods
create barriers to walking because shops and
other destinations are separated from residential
areas, streets tend to have very long blocks and
are poorly connected, density is very low, and
there may or may not be sidewalks. A small study
of adults showed that residents of a traditional
neighborhood spent 60 more minutes per week
being physically active; 35% were overweight,
compared to 60% who were overweight in a 
suburban neighborhood.38 These studies are
showing a large effect of neighborhood design 
on physical activity and weight. Public health 
professionals are coming to believe that dominance
of suburban development patterns may be an
important underlying reason for the obesity
increase in the U.S. 

However, there are no similar published studies
with young people, and there is reason to believe
the effects of community design may be different.
For example, many families move to neighbor-
hoods with cul-de-sacs so children have a safe
place to play away from traffic. Thus, suburbs
could promote youth activity while interfering
with adult activity levels. Some recent analyses 
of one study provide the first actual data with
youth. About 100 teens ages 16 to 17 wore
physical activity monitors for one week. The
neighborhoods around their homes were analyzed
for “walkability” according to the characteristics
described above, distance from parks, and 
number of private recreational facilities nearby
(such as dance and martial arts studios).
Adolescents living in walkable neighborhoods
did much more total physical activity than those
living in suburbs. This was a strong relationship.
The recreational environment variables were 
not related to activity levels.39

In suburban neighborhoods, parks, shops, and
recreational destinations are rarely within walking
distance of homes, so neighborhood design
could help explain the important role of parent
transportation in youth physical activity.30 So far
it looks like traditional neighborhoods may be
healthier for both adolescents and adults. We
have to wait for studies with children before
making any conclusions about that age group.

V. Contributing and Contextual Factors 
Demographic Variations in Physical Activity.
Based on the review by Sallis, Prochaska, 
and Taylor:27

• Boys are more active than girls;

• Physical activity levels decline dramatically 
with age in both sexes; and 

• Physical activity levels may be lower in 
lower-income and ethnic minority children.

Thus, adolescents, girls, and lower-income 
and ethnic minority youth can be considered
high-risk for inactivity and at higher priority for
interventions. Increasing access to programs and
facilities by low-income and minority youth may
be the major policy consideration. Interventions
are needed at all ages. Although children are 
generally active, interventions may provide even
more activity and attempt to prevent some of the 
age-related decline. The majority of adolescents
need interventions to help them achieve the
daily activity guidelines. Enhancing girls’ 
participation may be best achieved by ensuring
that programs in all settings contain activity
choices that are popular for girls and that 
promotional strategies specifically target girls.

Crime and Safety. Fear of crime is often 
discussed as contributing to a growing 
unwillingness of parents to allow children to play
outdoors or travel on their own. Unfortunately,
there are few data linking actual or perceived
crime to youth physical activity. Studies are 
mentioned showing that while crime rates have
declined in the past 15 years, fear of crime has 
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increased dramatically. Although a brief search
did not reveal such studies, they may exist. In
any case, parents often talk about the fear of
crime as a rationale for instructing their children
to stay indoors after school. We can assume this
is a background factor with potentially great
impact on children’s activity levels and is a 
complicating factor in interventions.

If we accept that most parents have serious 
concerns about their children’s safety, the 
implication is that young people’s reliance on
organized physical activity programs is likely to
grow. We may prefer that children were able to
play in their neighborhoods on their own, but
many parents are not ready to support a return
to this practice on a widespread basis. While 
we conduct research to understand the effects 
of fear of crime on child physical activity and
develop solutions, current physical activity 
promotion practices should emphasize creating
opportunities for supervised physical activity.

Concern about safety from traffic may play a
similar inhibiting role, because parents will be
reluctant to allow children to cross busy streets.
This concern may lead parents to restrict children’s
travel on their own, which is typically by walking
or cycling.

VI. Evaluating Success
The evaluation plan needs to emphasize both
process and outcome assessment. Process 
assessment is needed to determine the extent 
to which the intervention activities are actually
implemented. Because multiple intervention
strategies need to be used, it is difficult to 
monitor all the main components. Process 
assessment can answer questions such as: How
much did PE classes improve in quality and
quantity? How many more physical activity 
programs were introduced by community 
organizations? How much did physical activity
increase per session in youth sports programs?
How many youth participate in after-school 

physical activity programs at school and commu-
nity agencies in a given week? How many times
were youth physical activity programs promoted
on radio and TV? Tracking such process variables
can identify where implementation is insufficient
and what challenges need to be overcome. It can
identify which grantees are being effective and
which are not.

A combination of agency records and direct
observation is recommended for process 
evaluation. Grantee staff can report changes in
program implementation, youth participation,
and policy changes. However, changes in the
conduct of programs to increase the amount of
physical activity provided need to be assessed by
direct observation, because staff reports are 
unreliable. There are already developed observa-
tional instruments to evaluate PE programs40 and
physical activity programs and opportunities in
recreational settings.41

Outcome evaluation is needed to document 
the impact of the overall program on youth
physical activity. Objective measures, such as
accelerometers, are recommended for the 
primary outcomes. Accelerometers are small 
electronic devices that provide minute-by-minute
recordings of activity level for up to several
weeks.42 Because they do not display any readings,
there is no incentive for children to generate
false readings. Accelerometers have been used
extensively for youth,43 even in large studies. 
Self-reports are not recommended, because they
are not validated for children younger than 11 or
12 years of age; even adolescents provide reports
of marginal utility.44 Self-reports can be used 
for collecting data about specific activities, the
settings where activities occur, and participation
in specific programs. 

Outcome evaluation should be conducted on a
sample of all youth in the community, not just
participants in programs. Because multi-level 
interventions involving the entire community 
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are needed, young people and schools within a
community cannot be assigned to intervention
or control conditions. The recommended design
is to fund a full-scale multi-level program in one
community and compare results to a similar
nearby community that hopefully does not share
TV, radio, or newspaper markets and is used as a
no-intervention comparison.

VII. Recommendations for Georgia Foundations
School-based Physical Education Programs
(High Priority). School PE is supported by the
strongest evidence and can reach the most young
people because PE is offered in virtually all
schools. Thus, a high priority should be placed
on supporting schools to adopt evidence-based
programs. CATCH (www.flaghouse.com),
SPARK (www.sparkpe.org), and MSPAN 
programs are all being disseminated. The 
dissemination of SPARK has been evaluated, and
about 80% of teachers trained within four years
reported they continued to use the program.45

Foundations could offer matching funds for
schools to provide curriculum materials, training,
and equipment for evidence-based PE programs.
However, young people cannot obtain sufficient
physical activity in PE, so additional intervention
approaches need to be pursued simultaneously.

School-based Health Curriculum Programs
(High Priority). Theoretically-based health 
curricula targeting behavior change often have
significant effects on physical activity. Most
physical activity curricula have been implemented
in conjunction with nutrition curricula, PE 
programs, or other components, so strong effects
should not be expected from physical activity
curricula alone. The programs most likely to
affect overweight tend to have a strong emphasis
on decreasing sedentary behavior. 

The most prudent foundation strategy at this
time would be to fund or otherwise promote
adoption of evidence-based curricula (e.g., 

CATCH, SPARK, and Planet Health) to be
implemented as part of a multi-component school
approach. It is important to provide support to
ensure the curricula are adequately implemented.

School-based Policy and Environmental
Changes (Medium Priority). The MSPAN study
showed that schools often provide environments
that discourage students from being active on
campus. Although changing policies and 
environmental factors were shown to be 
moderately correlated with increased physical
activity, there are substantial barriers to making
those changes. Evidence of BMI changes from the
total intervention make this an important strategy.
Changing school policies and environments
should be considered a longer-term objective, 
but these should be pursued as part of a 
multi-component school intervention strategy. 

Active Commuting to School (Medium Priority).
There is evidence that walking to school can 
lead to substantial energy expenditure that can
contribute to obesity control. The potential
health benefits, in combination with the safety
and environmental benefits, lead to a positive
recommendation for strategies to promote active
commuting to school.

Specific strategies should be developed in 
partnership with state and local transportation
departments, because there are opportunities for
joint funding. A reasonable approach would be
to jointly fund and evaluate some demonstration
projects at schools that are eager to implement
programs that would include multiple components,
including promotion of active commuting to
students and parents. Active commuting programs
should be considered part of a comprehensive
school- or community-based approach.

Family-based Interventions (Low Priority).
Parent support is important for youth physical
activity, but efforts to intervene with families
have failed. This is likely due to the difficulty 
of engaging busy families in time-consuming
interventions, and a poor understanding of how
to change family interaction patterns. Thus, it 
is unwise to spend significant resources on 
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family-based programs. However, incorporating
parent education into school-based curricula and
media programs could be justified, especially if
the following parent behaviors are targeted:

• Ensuring that preschool children are allowed 
to play outdoors frequently.

• Transporting elementary and middle school 
students to places where they can be active.

• Setting guidelines to reduce sedentary 
behavior.

Community-based Programs (Medium Priority).
It is clear that community-based programs are
needed, especially after school. There are many
agencies that could provide activities or could
improve their provision of activities, but there are
no evidence-based models for intervening with
community organizations. The Active Winners
study shows the challenges of organizing a 
separate program. 

Because it is essential to promote physical activity
in the after school hours, strategies must be
developed to work with parents, schools, 
and community agencies to provide safe and
convenient ways to support youth physical 
activity during this critical time. Even though no
specific strategies can be recommended, funding
is needed to support and evaluate model programs
based in community agencies that already provide
physical activity. The goal of such programs
should be to involve as many young people as
possible, subsidize participation of low-income
students, and provide sufficient amounts of
physical activity on a daily basis.

Healthcare-based Programs (Low Priority).
Due to the limited evidence and barriers to
implementation in the healthcare system, even
the well-designed but un-evaluated Bright Futures
and GAPS programs cannot be recommended 
at this time. Healthcare providers who are 
enthusiastic about getting involved with youth
physical activity promotion could be referred 
to Bright Futures or GAPS, and engaged in
advocating evidence-based programs to schools
and community agencies.

Mass Media Interventions (Low to Medium
Priority). There are no evidence-based models 
of mass media campaigns for youth health 
promotion. Thus, paying for media time is 
not recommended.

The “free” media approach could easily be 
integrated into other multi-component
approaches. Working with local journalists and
media companies to promote physical activity
programs and incorporate physical activity 
messages into existing media programs could
enhance the impact of the overall approach at a
modest cost. Even the “free” media approach
requires a specific media plan, staff time, and
some expert consultation. A modest budget for
this unproven approach is recommended.

Availability of Recreational Facilities and
Programs (Medium Priority). Partnerships with
parks and recreation departments could provide
partial funding for improving physical facilities
at parks that local data suggest would promote
use of that park for youth physical activity.
Examples could include soccer goals, frisbee 
targets, skateboard areas, and sound systems for
dance or aerobics classes. 

Youth physical activity and sport providers
would likely be enthusiastic about applying for
funding to enhance the public health impact of
their programs by

• Increasing participation by low-income 
youth (may require fee subsidies or 
transportation).

• Improving leadership skills to increase 
physical activity in sessions.

• Increasing frequency of sessions.

• Providing activities year round.

• Increasing choice of activities offered to 
appeal to a broader range of youth.

• Expanding effective promotion of services.

Community Design (Medium Priority). The
evidence that suburban neighborhood designs
make it difficult for people to walk and cycle 
is strong for adults. We only have one study
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showing that adolescents are less active if they
live in the suburbs. However, a medium priority
is recommended for efforts that advocate for
policies promoting designs for new developments
that make it easier for young people to be active. 

It is likely that when schools, shops, and 
recreational facilities are near homes, young 
people will be allowed to walk and cycle to a
variety of destinations. It is also essential that
streets are made safe for pedestrians and that
high-speed and high-traffic streets be kept to a
minimum. Transportation and urban design 
professionals have a great deal of relevant 
knowledge about these issues, and efforts are
underway to create partnerships between these
groups and health professionals. Georgia 
foundations can build on this work.

Advocating for better community design in 
new developments and improving existing 
neighborhoods for pedestrians should be 
considered an ongoing part of any effort to 
promote youth physical activity. This will be a
long-term process, but making “activity-friendly
communities” is essential for long-term promotion
of active living and gaining control over obesity. 

Foundations can be powerful catalysts for change
in local communities and on a statewide level.
There are numerous partners that could be 
supported to enhance their advocacy work.
Advocacy training could be provided to all grantees
so they can contribute to long-term efforts to
improve the design of Georgia communities. 

VIII. Conclusion
A multi-level approach to integrating 
evidence-based approaches for promoting youth
physical activity in Georgia would include the
following interventions:

Community Level.
• Active commuting to school (partner with 

transportation department)

• “Free” media approach to promote 
active living for youth (partner with 
media companies)

• Advocacy for creating more “activity-friendly 
communities” (partner with advocacy 
organizations with similar goals)

Organizational Level.
• School-based physical education

• School-based health curriculum for 
physical activity

• School policy and environmental changes

• Active commuting to school

• Community agencies providing more 
physical activity, to more youth, more often 

• Improved recreational facilities and increased
access to programs for low-income youth 
(partner with parks and recreation 
department and other community agencies)

Family Level.
• Active commuting promoted through 

school media

• Targeted messages to parents through 
free media

Individual Level.
• Active commuting promoted through 

school media

• Physical activity programs, opportunities, 
and events promoted through free media

Note:
The author of this paper acknowledges full 
disclosure of a financial interest in the SPARK,
M-SPAN, and PACE programs that are discussed
in this report.
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I. Introduction
This paper examines strategies and approaches 
to prevent and/or reduce the prevalence of
childhood obesity in Georgia. After a review of
the policy context for such approaches, key 
definitions of terms used in health communication
are presented. We then review specific programs
and interventions that have been used to address
childhood obesity, successes and limitations of
health communication programs, and the 
context that has enhanced their effectiveness.
Finally, based on these studies, we offer short-term
and intermediate impacts that could be anticipated
from a health communication intervention 
for childhood obesity, and recommendations for
approaches that Georgia and its communities
should consider for using a health communication
approach to address childhood obesity.

II. The Policy Context
The increasing prevalence of childhood obesity
has made this public health threat a cornerstone
of recent national initiatives including the
President’s Healthier U.S. and Secretary
Thompson’s Steps To A Healthier U.S.

The 2000 Dietary Guidelines for Americans
recommend that, to stay healthy, persons aged 
2 years and older should follow these ABCs for
good health: Aim for fitness, Build a healthy
base, and Choose sensibly. To aim for fitness,
aim for a healthy weight and be physically active
each day. To build a healthy base, let the Pyramid
guide food choices; choose a variety of grains
daily, especially whole grains; choose a variety of
fruits and vegetables daily; and keep food safe to
eat. To choose sensibly, choose a diet that is low
in saturated fat and cholesterol and moderate in
total fat; choose beverages and foods to moderate
intake of sugars; choose and prepare foods with
less salt; and if consuming alcoholic beverages,
do so in moderation.1

Healthy People 2010 2 included as a national
health objective the reduction of obesity in
childhood and adolescence from 11% (1988-94
baseline) to 5% by the end of the decade. Many
other Healthy People 2010 objectives are directly
related to the prevention and reduction of obesi-
ty among Georgia’s children, including:

• Increase the proportion of persons aged 2 
years and older who consume at least two 
daily servings of fruit.

• Increase the proportion of persons aged 2 
years and older who consume at least three 
daily servings of vegetables, with at least 
one-third being dark green or orange 
vegetables.

• Increase the proportion of persons aged 2 
years and older who consume at least six 
daily servings of grain products, with at least 
three being whole grains.

• Increase the proportion of persons aged 2 
years and older who consume less than 10 
percent of calories from saturated fat.

• Increase the proportion of persons aged 2 
years and older who consume no more than 
30 percent of calories from total fat.

• Increase the proportion of children and 
adolescents aged 6 to 19 years whose intake 
of meals and snacks at school contributes 
to good overall dietary quality.

• Increase the proportion of middle, junior 
high, and senior high schools that provide 
school health education to prevent health 
problems in the following areas: uninten-
tional injury; violence; suicide; tobacco 
use and addiction; alcohol and other drug 
use; unintended pregnancy, HIV/AIDS, 
and STD infection; unhealthy dietary 
patterns; inadequate physical activity; and 
environmental health.
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• Increase the proportion of adolescents who 
engage in moderate physical activity for at 
least 30 minutes on 5 or more of the 
previous 7 days.

• Increase the proportion of adolescents who 
engage in vigorous physical activity that 
promotes cardiorespiratory fitness 3 or more 
days per week for 20 or more minutes 
per occasion. 

• Increase the proportion of the nation’s 
public and private schools that require daily 
physical education for all students.

• Increase the proportion of adolescents who 
participate in daily school physical education.

• Increase the proportion of adolescents who 
spend at least 50 percent of school physical 
education class time being physically active.

• Increase the proportion of adolescents who 
view television 2 or fewer hours on a 
school day.

• Increase the proportion of the nation’s 
public and private schools that provide 
access to their physical activity spaces and 
facilities for all persons outside of normal 
school hours (that is, before and after the 
school day, on weekends, and during summer
and other vacations).

• Increase the proportion of trips made 
by walking.

• Increase the proportion of trips made 
by bicycling.

This rather long list of national objectives to
address the problem of childhood obesity 
underscores the numerous behavioral and 
environmental targets that could be the focus 
of a health communication program. As will be
shown later, the focus on discrete behavioral
changes, rather than a more inclusive strategy,
has been shown to be one of the hallmarks of
successful health communication interventions.3

III. Key Definitions
The following list is adapted from the Health 
Communication chapter of Healthy People 2010,2

of which the author was a contributing member
of the working group.

Accuracy. Content that is valid and without
errors of fact, interpretation, or judgment.

Advocacy. Communication directed at 
policymakers and decisionmakers to promote
policies, regulations, and programs to bring
about change. 

Availability. Content (whether a targeted 
message or other information) that is delivered
or placed where the audience can access it.
Placement varies according to audience, message
complexity, and purpose—from interpersonal
and social networks to billboards, mass transit
signs, prime-time TV, and radio; and from 
public kiosks (print or electronic) to the Internet.

Balance. Where appropriate, content that fairly
and accurately presents the benefits and risks of
potential actions or recognizes different and valid
perspectives on an issue.

Consistency. Content that remains internally
consistent over time and also is consistent with
information from other sources.

Cultural competence. The design, 
implementation, and evaluation process that
accounts for special issues of select population
groups (ethnic, racial, linguistic) as well as 
differing educational levels and physical abilities.

Formative research. Assesses the nature of the
problem, the needs of the target audience, and
the implementation process to inform and
improve program design. Formative research is
conducted both prior to and during program
development to adapt the program to audience
needs. Common methods include literature
reviews, reviews of existing programs, and 
surveys, interviews, and focus group discussions
with members of the target audience.
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Health communication. The art and technique
of informing, influencing, and motivating 
individual, institutional, and public audiences
about important health issues. The scope of health
communication includes disease prevention,
health promotion, healthcare policy, and the
business of healthcare, as well as enhancement 
of the quality of life and health of individuals
within the community.

Health education. Any planned combination 
of learning experiences designed to predispose,
enable, and reinforce voluntary behavior 
conducive to health in individuals, groups, 
or communities.

Health literacy. The degree to which individuals
have the capacity to obtain, process, and 
understand basic health information and services
needed to make appropriate health decisions.
(See also Literacy.)

Health promotion. Any planned combination 
of educational, political, regulatory, and 
organizational supports for actions and conditions
of living conducive to the health of individuals,
groups, or communities.

Literacy. The ability to read, write, and speak in
English and to compute and solve problems at
levels of proficiency necessary to function on the
job and in society, to achieve one’s goals, and
develop one’s knowledge and potential.

Outcome evaluation (sometimes called impact
evaluation). Examines the results of a 
communication intervention, including changes
in awareness, attitudes, beliefs, actions, 
professional practices, policies, costs, and 
institutional or social systems. 

Process evaluation. Monitors the administrative,
organizational, or other operational characteristics
of an intervention. Process evaluation includes
monitoring the dissemination of communication
products to intended users (whether gatekeepers or
audiences) and audience members’ exposure to a
message. For an interactive health communication
application, process evaluation may include 
testing how the application functions. 

Reach. Information that gets to or is available 
to the largest possible number of people in the
target population.

Relevance. The extent to which health 
information is created and delivered so as to fit
into the target audience’s way of thinking and
experiencing the world on a daily basis (lifestyle). 

Reliability. Content that is credible in terms of
its source and is kept up to date.

Repetition. Delivery of, and access to, content
continued or repeated over time, both to 
reinforce the impact with a given audience 
and to reach new generations.

Social marketing. The application of marketing
principles and techniques to program development,
implementation, and evaluation to promote
healthy behaviors or reduce risky ones.

Tailoring. Creating messages and materials to
reach one specific person based on characteristics
unique to that person, related to the outcome 
of interest, and derived from an assessment of
that individual. 

Targeting. Creating messages and materials
intended to reach a specific segment of a 
population, usually based on one or more 
demographic or other characteristics shared by
its members. 

Timeliness. Content that is provided or available
when the audience is most receptive to, or in
need of, the specific information.

Underserved. Individuals or groups who lack
access to health services or information relative
to the national average. The underserved 
population may include residents of rural,
remote, or inner-city areas; members of certain
racial and ethnic groups; socioeconomically 
disadvantaged persons; or people with disabilities. 

Understandability. Reading or language level
and format (including multimedia) appropriate
for a specific audience.
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IV. Primary Health Communication Programs
and Interventions
Very few social marketing or health 
communications campaigns have, so far, been
directed at youth or adolescents on nutrition or
physical activity issues. Several initiatives have
been launched by organizations including the
California Department of Health Services
(Project LEAN), the Colorado Nutrition Network
(Food Friends), and the Centers for Disease
Control and Prevention (CDC) Youth Media
campaign. However, to the author’s knowledge,
there are no data available to document the 
success of these efforts or others likely underway.

Most youth nutrition and physical activity 
interventions have been school-based, thus 
limiting the study of health communications
that occur outside the structured curricula and
other health education activities delivered in 
the school. In general, these interventions have
demonstrated significant knowledge and behavior
change for students exposed to the intervention
relative to students in “control” schools.

One exception is the U.S. Department of
Agriculture’s (USDA) Team Nutrition project,
which developed a multi-channel intervention
focused solely on eating behaviors. In the four
districts participating in the intensive evaluation,
one half of the school pairs were randomly
assigned to the treatment condition (i.e., to
implement Team Nutrition). The others became
comparison sites, and did not conduct any of the
interventions during the semesters in which the
evaluation took place. Across the four intensive
evaluation districts, about 1650 fourth graders
were eligible to participate during each phase,
divided about evenly between implementation
and comparison school students. There were
three grade-specific modules (Pre-K and K,
Grades 1-2, and Grades 3-5) that consisted of a
set of eight to nine lessons and contained teacher
guides, classroom and cafeteria activities, videos,
posters, student magazines, and parent take-home
pieces. In addition, the Team Nutrition schools 

committed to teacher and food service staff
training, modifications in food service offerings
to comply with the USDA School Meals
Initiative for Healthy Children (a comprehensive
plan, published in 1995, that aims to ensure 
that children have healthy meals at school), and
a set of core school and community activities.
Specifically, implementation schools were expected
in each phase to

• Conduct at least two school-wide 
cafeteria events.

• Conduct at least three parent contact 
activities.

• Conduct at least two chef activities.

• Conduct at least one district-wide Team 
Nutrition community event.

• Conduct at least one district-wide 
media event.

In addition, two public service announcements
were developed for this youth audience by The
Disney Corporation and aired in intervention
communities on the Disney cable stations. 
In essence, the attempt was to create a 
“surround-sound” environment in these schools
and communities to support individual (child,
teacher, and parent) and normative changes
related to child nutrition. 

The results demonstrated that Team Nutrition
did lead to modest but significant changes in
self-reported nutrition knowledge, motivation,
and behavior. When examining behavior change,
this pilot evaluation utilized several different
sources of data including student self-reports,
parental reports, and observed behavior in the
school cafeteria. Each methodology had its
strengths and limitations, and each shed a 
different perspective on whether students
involved in the Team Nutrition initiative changed
their behavior. Yet, all three methods converged
in demonstrating some behavior change.
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At six-month follow-up, changes were maintained
for knowledge and motivation, but not for
behavior. This finding underscores that health
communication programs for nutrition changes
need to be sustained over time if they are to
result in long-term behavioral changes—though
this notion itself requires further empirical study. 

As the authors concluded, “It was found that
exposure to multiple Team Nutrition components,
rather than a particular one, was most predictive
of behavior change. This finding is the first
empirical evidence we are aware of that supports
the social marketing maxim of utilizing multiple
distribution channels in message delivery. Indeed,
the degree of self-reported behavior change 
was directly related to the number of channels
students reported being exposed to during
implementation. This finding has potentially 
significant implications for the development 
and design of social marketing programs for
other audiences and content.”4

V. Key Elements and Limitations of the Approach
Clearly, with this paucity of data specifically
addressing health communication approaches 
to reducing or preventing youth obesity, it is 
difficult to draw firm conclusions about “what
works and what doesn’t” for these specific 
audiences for these specific public health problems.
Yet, there is a substantive literature evaluating
health communications campaigns aimed at
young and old and for many different public
health issues from which to draw certain 
generalizations—including 50 targeting nutrition
and physical activity among adults identified by
Alcalay and Bell in their recent review.5 Alcalay
and Bell drew five conclusions from their review:

1. Formal behavior change theories should 
be utilized by program planners from setting
objectives to the evaluation of outcomes.

2. Program objectives should be formulated 
in precise and measurable goals.

3. Formative research to understand the
needs, motivations, practices, and beliefs
should be conducted early in the planning
process, and complemented by concept 
testing and message pretesting before material
production and implementation.

4. Efforts to segment audiences beyond
demographics to include psychographics,
lifestyle, ethnicity, and acculturation should
be encouraged.

5. A social marketing framework should be
more explicitly used and incorporated 
into programs. 

On a more general level of health 
communications “best practices,” the following
list of insights is taken from the results of an
expert review in this area.6

• Message efficiency can be maximized if 
subsets of the audience are ordered according
to importance (p. 52).

• Message effectiveness can be increased if 
message content, form and style are tailored 
to predispositions and abilities of the distinct
subgroups (p. 52). 

• It is often valuable to supplement the direct 
approach (educating and persuading the 
focal segment) by influencing other target 
audiences that can exert interpersonal 
influence or help reform environmental 
conditions (p. 53).

• Through agenda setting on health issues, 
news coverage can shape the public agenda 
and the policy agenda pertaining to new 
initiatives, rules, and laws (p. 54).

• Awareness, instruction, and persuasion 
activities will vary on relative emphasis at 
different points of the campaign for 
different audiences (p. 55-56).

• Channels for communication need to take 
into consideration such factors as reach, 
frequency, credibility, accessibility, and 
efficiency (p. 58).
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• The realities of health promotion and 
prevention often require exceptional 
persistence of effort over long periods of 
time. Perpetual campaigning is often 
necessary because focal segments of the 
population are in constant need of 
influence (p. 59).

• Basic incentives for health promotion 
include physical health, time/effort, 
economic, psychological/aspirational, and 
social dimensions.

• Most health campaigns have attained rather 
modest impact due to meager resources, 
poor conceptualization, and narrow strategic 
approaches (p. 67).

• The formulation of a comprehensive strategic
plan is needed to effectively integrate the 
optimum combinations of campaign 
components that will directly and indirectly 
influence behaviors (p. 67).

VI. Present Challenges
The lack of well-established health communication
programs to address the problem of obesity
among youth offers the challenge of few road
maps, but the opportunity for exploration and
discovery. As noted earlier, there are several 
programs known to the author, and undoubtedly
others underway, that have begun doing the
formative research to unlock possible keys to
success. In addition, the commercial marketing
world offers many insights and lessons learned
on how to market to children and adolescents.
These resources should be tapped by any 
health communication program focused on 
these audiences.

One of the main challenges in the design of
effective health communication programs is to
identify the optimal contexts, channels, content,
and reasons that will tap into the interests and
motivations of youth to eat better and be more
physically active. Marketing theory, research, and 

practice suggest that this is best accomplished by
adopting an audience-centered perspective, which
means that promotion and communication 
activities reflect audiences’ preferred formats,
channels, and contexts and encourage behaviors
that are possible for them to do and for which
they have a relatively high degree of self-efficacy.
These considerations are particularly relevant 
for racial, ethnic, and lower income populations,
who may have different languages, normative
behaviors, limited access to resources and 
opportunities to enable these new behaviors, 
less social and family capital, different role and
aspirational models, lower literacy and health 
literacy levels, and different preferences for their
sources of information. An audience-centered
perspective also reflects the realities of people’s
everyday lives and their current practices, 
attitudes and beliefs, and lifestyles. In addition,
the social and environmental variables that also
affect eating and activity behaviors (e.g., cultural
norms, media role models, commercial activities
in schools, limited availability of fresh foods,
peer behaviors, parental values, and lack of safe
and accessible activity venues) are targets of
change for health communications so that 
advocacy efforts and community action also
become part of the health communications mix to
achieve reductions in the prevalence of obesity.

VII. Short-term and Intermediate Outcomes
Many health communication campaigns evaluate
their efforts by changes in knowledge, beliefs,
and attitudes about a targeted behavior.
Unfortunately, there is meager evidence that
these changes lead to either short-term or 
longer-term changes in behavior. However,
behavior change objectives need to be calibrated
to where current behaviors of the target audience
currently stand. For example, the national 5 A
Day media campaign, given its target audience
of adults who were already eating three servings
of fruits and vegetables a day, focused on 
encouraging them to “add two the easy way.” 
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This message was found in concept testing to be
more achievable, believable and less daunting by
that audience than “eat five a day.”

In Team Nutrition, the focus was clear: during
the school lunch time, encourage students to eat
a broader variety of foods, choose lower fat foods
(lower fat milk), and add fruits and/or vegetables
to their plate. Broad behavioral changes will be
very difficult to achieve and measure in the short
term, but very focused ones can be. Choices of
what these are should be a decision by program
planners informed by their target audience rather
than proclamations by funders (though guidelines
should be set to encourage “small change”). With
that in mind, some outcomes could be:

• Having a glass of juice every morning and 
one with lunch.

• Recruiting and promoting fast service 
restaurants that cater a “healthy kids” menu.

• Sponsoring physical activity “rodeos” or 
“U-games” as part of larger neighborhood 
or community events.

• Taking two 15 minute walks a day (or 
being active another way).

• Making a list and shopping for healthier 
snacks.

• Instituting nutrition and activity “health 
literacy” or “media literacy” projects to 
educate youth about what mass media and 
entertainment industries are doing to 
develop a “couch potato” culture (along the 
lines of what has been done with drug abuse 
and tobacco use being “deglamorized” or 
“manipulative” in similar programs).

• Choosing smaller sizes of high calorie 
beverages or a healthier alternative.

• Tracking how many steps they walk a day 
and creating a challenge to increase it over 
two or three months.

• Having parents take one walk a week with 
a child.

VIII. Recommendations for Developing a Health 
Communications Program in Georgia

1. A specific priority group should be identified
as the program’s initial focus. The decision of
which group of children or adolescents should
be the first priority can be made for many 
different reasons (age, race, gender, household
income, and geography for example). Many
programs have selected “tweens” (approxi-
mately 11-13 years of age) as this appears to
be a transition time (from elementary school
to high school; from parent-oriented to 
peer-oriented) that impacts risk behaviors for
obesity (e.g., less participation in structured
physical activity, more meals eaten out of 
the home). Tweens offer program planners
opportunities to create both parental and 
peer group supports for healthy choices,
school-based activities for nutrition and 
physical education, and models for an 
active lifestyle that can be independent of 
participation in organized, competitive sports.

2. Messages to children and adolescents about
healthy eating should reflect what is often a
not well-developed understanding of a healthy
diet. Choosing a variety of foods, and providing
opportunities to do so (for example, via the
school lunch program) should be part of the
program and its messages. Specific food
choices should also be based on choices that
the audience finds relatively easy to make,
such as selecting snacks that still taste good
(although the perception that nutritious foods
do not "taste good" can be a major barrier).

3. Messages about physical activity need to
expand the idea beyond school sports or other
organized, competitive activities. At younger
ages, activity as “play” or “fun” are appropriate;
as they move into their teens, a sense of mastery
and self-esteem become more dominant
motives for engaging in physical activity. It
appears that in many situations, organized
sports begin to “weed out” tweens from being 
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physically active, especially as they move from
being the “oldest” and more accomplished
athlete in elementary years to the youngest
and often least skilled ones when they enter
high school.

4. Among the benefits cited by tweens and
older teenagers of eating better and being
more active has been the perceived increase 
in energy to meet their many daily commit-
ments. In addition, using physical activity as
an alternative stress reliever to television
watching or playing computer games is also
an area to explore further.

5. Portrayals of “model” peers (those kids, like
the audience, who are eating well and being
physically active on a regular basis) should
depict them as sociable, outgoing, and 
ambitious (though not necessarily career-
oriented). Sports and entertainment celebrities
are likely to be met with a certain amount 
of skepticism (“they are doing it because they
are paid to”).

6. In planning any program, availability,
accessibility and convenience factors need 
to be considered when promoting food and
activity choices. If the audience has the
knowledge and skills to make more healthful
choices, their environment must provide 
them with the opportunities to actually make
them. This includes food choices at school
and physical activity options in their 
neighborhoods.

IX. Conclusion
The environment in which youth are growing up
has changed dramatically since our own youth.
The social environment—including peers, 
parents, media, entertainment, sports and digital
media—has, in many cases, given children more
unsupervised time, more (convenient and 
available) distractions to physical activity, fewer
structured opportunities to be active, greater
availability of high calorie and super-sized
snacks, more disposable income, adults and peers 

who are already overweight, more responsibilities
and time pressure, and a “compression of 
childhood” that encourages “adult” behaviors
earlier in life. No state or community can reverse
these social trends easily, but what they might
consider is how to make their environments,
expectations, and norms more “kid friendly.” 
Ask yourselves:

• Why are the ball fields empty?

• Why is the food court at the mall the 
place to hang out?

• Why are these kids always in a car?

• What is wrong with the lunch at 
their schools?

• Why is that child almost as big as his or 
her parent?

• Who encourages all that eating?

• Does anyone care what they do after school 
except sit in front of the TV or computer?

• Is “getting ahead” more important than 
“getting together” and having some fun?

• What could they do to have more energy 
during the day?

• Doesn’t anyone say something about the 
weight some kids have gained?

• Why don’t some of your friends get together 
more often to play a sport? Why don’t 
your kids?

• Do we squash activity by focusing so much 
on competitive, organized sports?

• Has the lack of physical education classes, 
access to the school yards after school and 
on weekends, and no adult supervision 
of recreational activities contributed to 
this problem?

Then go out and ask some kids you know 
the same questions. Listen. And begin to 
communicate.
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I. Introduction 
Childhood obesity has risen to epidemic 
proportions nationwide. Approximately 20% 
of Georgia children were obese in 2001.1 Studies
show that physical activity levels and eating
habits are key indicators of overweight and 
obesity. Importantly, any state or local efforts to
prevent childhood obesity must include policy
interventions, as policy interventions are the most
effective means of improving population health. 

Numerous policies have been implemented in
schools and communities across the nation to
reduce childhood obesity. These policies range
from creating “junk food free” zones outside of
schools to making school facilities available for
community fitness use on weekends. Though
there are perhaps hundreds of policies related to
nutrition and physical activity, we focus in this
paper on those policies that can be most easily
supported by Georgia foundations and that have
been found effective by leading public health
institutions and advisory groups, such as the
Centers for Disease Control and Prevention
(CDC), the U.S. Surgeon General, the American
Public Heath Association, and the National
Institutes of Health (NIH). In addition, we
highlight policies that can be implemented by
schools and communities, recognizing that these
places may offer the most feasible opportunities
to provide children and adolescents with healthy
foods and engage them in physical activity.2,3

Federal policies have been omitted to narrow the
focus to state and local issues. 

This paper will review the importance of policy
interventions as a key strategy to preventing
childhood obesity; describe what makes policies
successful, review several effective policies to 

support physical activity and healthy eating habits
among children and adolescents, and provide
recommendations for Georgia foundations that
support the intent of the policy interventions
listed in this paper. By supporting school and
community implementation of these policies,
Georgia foundations can help build a strong 
policy framework that supports behavioral, 
environmental, and clinical interventions to
reduce childhood obesity.

II. Policy Interventions: A Key Strategy to 
Preventing Childhood Obesity
Policies are a core function of improving 
population health4 and are integral to any
statewide strategy to prevent childhood obesity.
Policies can be set by public or private 
organizations. Public policy is a set of rules that
the public must follow. They can be set at 
federal, state, and local levels in a variety of 
ways, such as federal and state legislation, court 
rulings, city and county ordinances, and school
board resolutions. Private policies are established
to address issues within private organizations,
such as hospitals, businesses, and faith-based
organizations. For example, fast food chains 
can help consumers make healthier choices by 
placing nutrition information on menus. 

Most public policies are instituted after 
significant advocacy and/or lobbying by a variety
of organizations in support or opposition of 
a particular issue. Advocacy and lobbying 
are simply methods of communicating with 
policymakers. While some organizations are 
prohibited from lobbying, most public, private,
and non-profit organizations can “advocate” 
for important issues, such as creating walking
trails and banning sodas from schools. The key
difference between lobbying and advocacy is that 
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lobbying entails support or opposition to specific
legislation (e.g., a state bill), while advocacy 
does not specify a legislative proposal. Ongoing 
advocacy on key issues related to childhood 
obesity will ensure that effective policies are
enacted and sustained for the long term.

To be successful, policies must be supported by
leadership, stakeholder buy-in, and resources.
Leaders are needed to move issues onto the 
policy agenda. Through their political skills, they
can take data about the importance of physical
activity and healthy eating to preventing 
childhood obesity, apply analysis and strategy, and
transform the information into a pressing public
policy issue.5 Buy-in from stakeholders is also
essential. Bringing interested and affected parties
to the table will ensure that key players are not
alienated and hard issues are resolved before
attempting to pass a new bill, ordinance, or set
of public policy recommendations.6 Resources
are also vital to the success of any policy. Without
earmarked funding, policy directives have less
chance of being properly implemented.

III. Effective School- and Community-based Policies 

Physical Activity
The health benefits of physical activity include
reduced risk of developing cardiovascular disease,
type 2 diabetes, colon cancers, and osteoporosis.7

In addition, physical activity opportunities 
provided by schools and communities can help
youth establish lifelong habits that will lead to
better health and quality of life. Nevertheless,
many youths in the U.S. do not participate in
the recommended levels of physical activity; even
preschoolers are increasingly sedentary.8,9 Because
lifelong physical activity habits are developed in
childhood, it is especially important to institute
policies that support physical activity for 
children and adolescents. The following school
and community-based policies can help ensure
that youth develop proper physical activity 

habits through a variety of methods, including
requiring daily school-based physical education,
ensuring access to physical activity opportunities
in the community, and communicating the 
benefit of physical activity through community-
wide campaigns.

Physical Activity in Schools.
1. Pass a state law requiring daily physical 
education as part of the core curriculum 
in grades K-12. In the absence of a state 
requirement, school boards can institute this 
policy. Studies have shown that physical 
education (PE) classes can increase the physical
fitness of students.11 Requiring daily PE in
schools is also supported by Healthy People
2010 objectives, as well as the American Heart
Association and the National Association for
Sport and Physical Education.12 Further, 
the Guide to Community Preventive Services
strongly recommends PE as a method to
increasing physical fitness and physical activity
among school-age youth. Requiring PE in
high school is especially important because
research indicates that physical activity among
youth decreases with age, and high school 
students experience large decreases in vigorous
physical activity. 

PE is not currently required on a daily basis
in Georgia elementary, middle, or high schools.
Elementary schools (K-5) are required to 
provide approximately 100 minutes of weekly
instruction in physical activity and health
education; however, most schools only 
provide two 30-minute PE sessions per
week.15 Once a requirement in middle schools,
PE was removed as a curriculum requirement
after the passage of House Bill 1187 in 2000.
The new law stipulates that school boards
have the authority to decide whether PE
instruction will be provided in middle schools.
According to a survey of superintendents 
conducted by the Georgia Association for
Health, Physical Education, Recreation &
Dance, 43.7% of middle schools indicated
that they had lessened their physical education
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requirements in the 2001-2002 school year;
most indicated this change was due to the
passage of HB 1187.16 Finally, only one
semester of health and wellness education is
required in ninth grade, which is more focused
on health education than physical activity.17

A common challenge to instituting PE as part
of the core curriculum stems from people
who argue that time spent in PE classes is
time away from more “important” classes,
such as math and science. However, studies
show that students who participate in PE
classes are not hindered academically; in fact,
research indicates that such physical activity
can improve test scores.18

2. Pass a state law to require schools to use 
PE curricula and policies that meet national
standards for the amount of time that stu-
dents spend in moderate to vigorous physical
activity. In the absence of a state requirement,
school boards can institute this policy.
Research shows that students often do not
spend enough time engaged in physical activity
during PE classes19 and, though PE is required
by most states, the amount of PE required is
often low.20 In Georgia, curricula are deter-
mined by local school boards. Though there is
no system in place to monitor school board
policies in this area, a 2001 report of the Joint
Study Committee on Physical Activity in
Georgia Schools notes that many schools
struggle to allow adequate time for physical
education during the school day.21

The Guide to Community Preventive Services
strongly recommends increasing the amount
of time that students are active during PE
classes. For example, sports that require more
activity, such as soccer, can be substituted for
sports that require less activity.22 National
standards should be used as a guide for the
amount of time students should spend in
moderate to vigorous activity while in PE 

classes. The CDC supports the National
Association for Sport and Physical Education’s
guidelines for elementary school children,
which recommend “at least 30 to 60 minutes
of age-appropriate and developmentally
appropriate physical activity from a variety of
activities on all, or most, days of the week.”
CDC also supports the International
Consensus Conference on Physical Activity
Guidelines for Adolescents, which recom-
mend that adolescents engage in at least three
20-minute sessions of moderate to vigorous
physical activity per week.23 This is also 
consistent with Healthy People 2010 objectives.

3. Pass a state law requiring that all physical
education instructors be properly trained 
and certified to teach physical education 
in grades K-12. Research shows that “physical
education specialists” are more effective than
classroom teachers in providing physical 
education instruction. For example, students
who receive instruction from physical 
education specialists are more active during
classes, receive a higher quality of instruction,
and are provided longer lessons.24,25 Though
Georgia does require that middle school and
high school instructors have undergraduate 
or graduate training in physical education, 
elementary school teachers do not have to
meet this requirement.26 Standards have been
set by the National Association for Sport and
Physical Education, which outline what
beginning physical education instructors
should know to be certified.27

4. Establish school policies to involve parents
in children’s physical activities. The American
Public Health Association recommends that
programs should be implemented to enable
parents to model healthy behaviors for 
their children in order to prevent childhood
obesity. Moreover, studies show that parents’
activity levels are correlated with physical
activity levels of preschoolers, middle school
children, and adolescents.28,29 Studies have also
shown that adolescents are more likely to be 
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active when parents support their participation
in physical activity opportunities.30 Schools
can set a number of policies to involve 
parents in school-based physical activity, 
such as including parents in physical activity
instruction and extracurricular activities as 
participants and/or instructors and requiring
or encouraging parent representatives on
school health advisory councils.31

Physical Activity in Communities.
1. Require schools, private businesses, and 
government agencies to make sure stairways
are safe for use, and to institute “point-of-
decision prompts” at every elevator and 
escalator that encourage stair use. Point-of-
decision prompts are signs placed near elevators
and escalators that direct people to the 
stairs as an alternative. Studies show that 
these motivational signs are highly effective 
at encouraging stair use.32 Because tailoring
signs to specific populations may increase
effectiveness, signs should be modified for 
language and readability as appropriate to the
local community. Often, people are prevented
from using the stairs because they are locked,
dimly lit, or unsafe; therefore, methods
should be employed to ensure easy, safe access
to stairways. 

2. Urge city councils or county boards of 
supervisors to help increase physical activity 
levels by providing funding for community-wide
campaigns. Community-wide campaigns 
combine mass media strategies with other
interventions, such as self-help groups, physical
activity counseling, community health fairs,
and the creation of walking trails. Community-
wide campaigns might also include establishing
downtown districts as pedestrian-only areas
and establishing sidewalks in residential
neighborhoods and around workplaces and
shopping areas. Studies show that such 
campaigns can increase the number of people
who are physically active in a community and
are strongly recommended by the Task Force
on Community Preventive Services.33 Lack of 

resources is often a barrier to implementing
community-wide campaigns. By providing
funding for such activities, local policymakers
can help to increase physical activity 
levels among their community members,
including children.

3. Provide funding to create or enhance access 
to places for physical activity combined with
informational outreach activities. Evidence
demonstrates that interventions to increase
access to physical activity, such as creating
walking trails or increasing access to aerobic
and weight equipment, particularly in 
motivated communities or at workplaces, can
significantly improve various measures related
to physical fitness, such as aerobic capacity,
energy expenditure, and frequency of physical
activity.34 These interventions often incorporate
educational and outreach components, such
as risk screening and counseling, to further
encourage increased physical activity. This
type of intervention, when implemented at
the workplace, has been demonstrated to be
cost-effective. Increased physical activity 
can decrease medical costs such as direct 
disability costs and indirect costs through lost
work time. However, a potential barrier to
implementation at the community level is 
the time and resource cost of facility creation
or enhancement. In addition, attaining 
community buy-in is important to ensure
program success. The effectiveness of this 
type of intervention has been evaluated and
confirmed by the Task Force on Community
Preventive Services, through an extensive
review of studies.

Nutrition 
Studies show that dietary practices can affect 
the health and cognitive development of youth.
For example, skipping breakfast can negatively
impact academic performance, while diets high
in fat and calories can lead to obesity and a host
of related health problems.35 School-based 
policies that support healthy eating habits for 
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children and adolescents are particularly essential
because research indicates that eating habits
established early in childhood predict eating 
patterns through adulthood.36 Unfortunately,
policy interventions can be complicated because
schools are often tempted to sell fast foods and
sodas on campus in order to fill gaps in funding
for sports equipment, computers, furniture, and
other school needs.37 Faced with tough choices 
in a budget crisis, schools often choose to sell
unhealthy foods to the potential detriment of
student health. This section provides a listing of
effective policy interventions for schools and
communities to use to encourage healthy eating
among youth; however, the current financial
constraints faced by schools is an issue that 
must be addressed if many of these policies are
to be successful. 

Schools: Providing Healthy Foods.
1. Pass a state law to establish nutrition 
standards for competitive foods sold or 
provided on school campuses. In the absence
of state legislation, the Georgia State Board 
of Education or local school boards could
implement this policy. Though guidelines 
are in place to ensure the nutritional quality
of school meals funded through the federal
government (i.e., National School Lunch and
School Breakfast Programs), there are few 
federal standards for other foods sold on
school campuses.38 “Competitive foods,” such
as candy, chips, desserts, ice cream, and soft
drinks, are typically high in fat, saturated fat,
cholesterol, sugar, and sodium content. These
competitive foods are often sold in the cafeteria
as a la carte items or from vending machines,
school stores, and snack bars.39

The proliferation of competitive foods has
raised concern among public health officials,
parents, teachers, and others since many of
these foods can undermine children’s diets
and health. National studies have found that 

78% of high schools, 65% of middle schools,
and 31% of elementary schools offer foods a
la carte. Data on the sale of such foods by
schools is not reported or collected by the
Georgia Department of Education. 

Restricting competitive foods can have a 
significant impact on student eating habits. 
A study in Southeast Texas found that fifth
graders with access to a snack bar that 
primarily sold french fries and pickles had
25% lower average intakes at lunch of fruits
and vegetables than fourth graders without a
la carte foods. At the same time, fifth graders
that only purchased National School Lunch
Program meals reported eating twice the
amount of fruits and vegetables as students
only purchasing snack bar food.

2. Urge state and local boards of education to
prohibit exclusive marketing contracts between
school districts and soft drink companies.
Children of all ages are consuming sodas at
alarming rates. Twenty percent of one- and
two-year-old children and almost half of all
children ages 6 to 11 drink soda. In addition,
teenagers have tripled their consumption of
soft drinks over the last seven years.42 Dubbed
“liquid candy” by the Center for Science and
the Public Interest, sodas are high in sugar
and calories without any beneficial fiber, 
vitamins, minerals, or other nutrients.43

High soda consumption by children is often
encouraged by soda sales on school campuses.
An increasing number of school districts in
the United States are entering into exclusive
“pouring rights” contracts with soft drink 
corporations. In exchange for direct payments,
school districts agree to sell only one company’s
products in vending machines and at all
school events. Contract conditions frequently
include the prominent display of advertising
and marketing materials on school grounds
and may include incentive payments for
greater sales at the school sites. Due to the
poor nutritional value of soft drinks, school
promotion of such beverages has significant 
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implications for the future of childhood 
obesity rates among children and adolescents.

Though the number of soft drink contracts is
rising, some schools are rejecting these deals.
For example, on August 27, 2002, the Los
Angeles Unified School District School Board
in California voted 7-0 to ban the sale of 
carbonated beverages on all school campuses
beginning on January 1, 2004.44 A similar
policy was passed by the San Francisco Board
of Education in 1999.45 Rejecting exclusive
beverage contracts limits the ability of soft
drinks to compete with school meals, and 
students participating in school meal programs
have been shown to consume healthier diets
than students who do not participate in
school meals.46

Schools: Education and Training.
3. Make comprehensive nutrition education 
a mandatory subject in preK-12 school 
curricula. The CDC recommends that all
schools provide nutrition education from
preschool to high school.47 Studies show that

school-based nutrition education, which aims
to motivate children to maintain a healthy
diet, is effective in improving the eating habits
of youth.48 For example, the St. Paul Public
School District in Minnesota utilized the 5 A
Day Power Plus curriculum to promote at
least five servings of fruits and vegetables
among multi-ethnic fourth and fifth graders.49

The program was developed and tested in the
school district by the State Health Department
in collaboration with the University of
Minnesota as part of a four-year research
study funded by the National Cancer Institute
(grant #R01 CA59805). The 16-lesson 
curriculum at each grade level was behaviorally-
oriented, with students setting goals for fruit
and vegetable consumption throughout the 
8-week program period. Students worked in
teams on fun group activities to build skills
for eating fruits and vegetables and received 

peer recognition for their team and individual
achievements. The curriculum included 
weekly classroom snack preparation and tasting
activities to increase exposure to fruits and
vegetables and build preparation skills. Students
were also given activity and information 
packets to bring home to parents. The 
classroom curriculum was supported by a
food service component that increases the
choice, availability, and appeal of fruits and
vegetables served in school lunches. Teachers
registered to receive training in the 5 A Day
Power Plus curriculum, and the District 
provided funding for the curriculum materials
and food (via food service) for classroom 
education. Among students participating in
the 5 A Day Power Plus program, fruit and
vegetable consumption increased by more
than a half serving per day, on average. In
addition, the amount and variety of fruits and
vegetables in the school cafeteria increased.50

Communities: Access to Affordable,
Healthy Foods.

1. Provide financial and other incentives to
increase strategies to augment the number of
supermarkets in underserved areas. Limited
supermarket access makes it harder for people
to meet their dietary needs, and may therefore
contribute to escalating rates of obesity in
low-income communities. Research shows
that there are fewer supermarkets located in
low-income neighborhoods than in middle
class or affluent neighborhoods. In addition,
low-income consumers are less likely to 
possess automobiles, further limiting their
access to food choices.51 Due to the lack of 
supermarkets in low-income areas, residents’
local shopping options are often limited 
to smaller neighborhood stores, and small
stores offer fewer food choices at higher 
prices than supermarkets. Studies have shown
that prices at neighborhood markets can exceed
those at chain supermarkets by as much as
76%.52 In addition, a United States Department
of Agriculture (USDA) report found that 
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smaller stores are unlikely to offer the variety of
products carried by most major supermarkets.53

Partnerships between local government and
supermarket business leaders can help bring
supermarkets into underserved areas, thereby
increasing food access in areas that have been
overlooked by the retail food industry. Many
cities are exploring such “public/private 
partnerships,” which are agreements between
government and private sector organizations
that feature shared investment, risk, 
responsibility, and reward. Reasons for such 
arrangements often involve financing, design, 
construction, operation, and maintenance 
of public infrastructure and services.54

Public/private partnerships to develop 
supermarkets have been forged in cities such
as Pittsburgh, Boston, and New York. 
While the evidence of effectiveness on this
intervention is pending, experts are confident
that this policy will contribute to greater
availability of fresh fruits and vegetables.

2. City governments designate vacant city
land for community gardens and provide 
free or low-cost water to garden sites. For
communities with little access to fresh, 
affordable, healthy foods, community gardens
offer an effective solution according to leading
experts such as the USDA.56 For example, a
study of community gardening in the city of
Philadelphia found that community gardeners
were more likely to eat vegetables more 
often than those who did not garden.57 City
governments can play a key role in helping
residents overcome barriers to creating 
community gardens, such as securing a 
location to house the garden, as well as
obtaining a reliable water system that meets
city code. For example, the City of Escondido
in California provided a special no-fee city 
permit for residents looking to adopt a vacant
lot for community gardening and passed a
policy to provide free water to the community
gardeners, with some special provisions.58

Communities: Breastfeeding.
3. Encourage employers and healthcare 
organizations to enact policies that support
breastfeeding. The U.S. Surgeon General,
CDC, American Academy of Pediatrics
(AAP), American Dietetic Association,
National Medical Association, American
Public Health Association, and other leading
public health authorities recognize that 
breastfeeding is a critical component of child
health.59 Breastfeeding has been associated
with a reduction in the risk of childhood 
obesity60,61 and breastfed infants may more
readily accept a variety of new foods, enabling
them to develop healthy eating habits more
easily.62 The AAP recommends that infants 
be breastfed for at least twelve months. 

On May 15, 2002, the Georgia State
Legislature passed legislation to clarify the
importance of breastfeeding. The new law
states that mothers have a right to breastfeed
in public and permits employers to allow
mothers to breastfeed in the workplace.
Employers can set private policies to further
reduce barriers to breastfeeding. For example,
while Georgia law allows employers to 
provide a “reasonable unpaid break” each day
for breastfeeding, the policy is not required.
Employers could institute this policy to 
support breastfeeding mothers. In addition,
employers could establish private “Mother’s
Rooms” for breastfeeding; provide flexible
hours, part-time work, and job sharing; and
provide information to all employees on the
benefits of breastfeeding and services available
for breastfeeding women. 

Healthcare providers also have an important
role to play in support of breastfeeding, as
breastfeeding is most critical in the first few
weeks after birth. Research has shown that
unsupportive healthcare providers can actually
present barriers to breastfeeding.65 Therefore,
hospitals and other healthcare organizations
should establish policies to ensure that every
new mother is provided with counseling on 
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how to breastfeed. In addition, hospitals 
can institute written breastfeeding policies 
and provide staff training on their implemen-
tation. These and other hospital-based 
policies are recommended by the World
Health Organization and UNICEF, based on
quantitative and qualitative research regarding
mothers’ experiences. 

Communities: Food Labeling.
4. Pass a state law requiring nutrition 
labeling on menus at table-service restaurants
and menu boards at chain restaurants. In the
absence of a state law, local ordinances 
could be passed. Over the last thirty years,
Americans have increased their “dine out” and
“take out” habits and now purchase close to
50% of their food from restaurants.67 Because
restaurant foods tend to be higher in sodium,
fats, and calories,68 leading health organizations
such as the NIH and the CDC note that it is
critical that people are able to make healthy
choices when dining out.69,70

Yet, choosing healthy foods at restaurants can
be difficult because restaurants are not required
by law to label the nutritional content of their
menu items. The states of Maine and New
York have recently introduced bills to require
labeling on restaurant foods. Both bills would
require fast-food chain restaurants to list calorie
information on menu boards, and table-service
chain restaurants to list calories, saturated fat,
and sodium content on menus. While the
Maine bill has been tabled until the next 
legislative session, the New York bill has cleared
key committees and may be introduced in the
Senate in the summer of 2003.71

Studies have shown that consumers do use
nutrition labeling information. For example,
surveys by the Federal Drug Administration
and the Food Marketing Institute found that
approximately 60% of people in 1997 reported
changing their minds about buying food
products after reading the nutrition labels
(required by the Nutrition Labeling and
Education Act of 1990), in contrast with
approximately 30% in 1990.72

IV. Evaluating Success
Healthy People 201073 contains health objectives
for physical activity and nutrition for many of

the policy areas reflected in this paper. Selected
objectives are listed below for reference and can
be used to track progress towards important
goals for preventing childhood obesity among
Georgia children and adolescents. If the state 
of Georgia is not currently collecting baseline
data, these objectives can also serve as a guide 
for filling gaps in data collection efforts so that
state-level targets can be set.

Physical Activity.
1. Increase the proportion of adolescents who
engage in moderate physical activity for at
least 30 minutes on 5 or more of the previous
7 days (Objective 22-6).

2. Increase the proportion of adolescents 
who engage in vigorous physical activity that
promotes cardiorespiratory fitness 3 or more
days per week for 20 or more minutes per
occasion (Objective 22-7).

3. Increase the proportion of public and 
private schools that require daily physical
activity for all students (Objective 22-8).

4. Increase the proportion of adolescents who
participate in daily school physical education
(Objective 22-9).

5. Increase the proportion of adolescents 
who spend at least 50% of school physical
education class time being physically active
(Objective 22-10).

Nutrition.
1. Reduce the proportion of children and
adolescents who are overweight or obese
(Objective 19-3).

2. Increase the proportion of persons aged 2
years and older who consume at least two
daily servings of fruit (Objective 19-5). 
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3. Increase the proportion of persons aged 
2 years and older who consume at least three
daily servings of vegetables, with at least 
one-third being dark green or orange vegetables
(Objective 19-6).

4. Increase the proportion of persons aged 
2 years and older who consume less than 
10% of calories from saturated fat 
(Objective 19-8).

5. Increase the proportion of persons aged 
2 years and older who consume no more 
than 30% of calories from total fat 
(Objective 19-9).

6. Increase the proportion of persons aged 2
years and older who consume 2,400 mg or
less of sodium daily (Objective 19-10).

7. Increase the proportion of children and
adolescents aged 6 to 19 years whose intake 
of meals and snacks at school contributes to
good overall dietary quality (Objective 19-15).

8. Increase the proportion of mothers who
breastfeed their babies (Objective 16-19).

V. Recommendations for Georgia Foundations
Policy interventions are an essential part of an
overall strategy to combat childhood obesity.
Policies are one of the most effective strategies
because of their long-lasting and far-reaching
affects on population health—be it the population
of a school, a community, or the entire state.
Sustainable by their very nature, policies are 
difficult to remove once adopted. Therefore,
establishing policies that support physical 
activity and good nutrition is just as important 
as ensuring the policies that impede such 
opportunities are not implemented. The follow-
ing recommendations are intended for Georgia
foundations and have been developed to support
the intent of the policy interventions described
previously in this paper.

Funding Stakeholders.
1. Fund stakeholders working to implement
policies that work. Schools and communities
in Georgia may already be implementing 
several of the policies listed in this paper.
Their policy work can be encouraged by 
providing funding to support and expand
their efforts. Incentives can also be provided
to encourage other interested stakeholders to
replicate these policies. For example, funding
might be earmarked in support of local 
ordinances that require developers to include
new or additional bicycle paths, recreation
centers, swimming pools, parks, and sidewalks.

2. Fund evaluation of policy interventions.
Because many policy interventions that may
be valuable have not been evaluated, ensure
that stakeholders are provided funding to
evaluate the effectiveness of their policy work.
Policies proven to be effective will be more
widely recognized and adopted.

Educating Policymakers and the Public.
3. Create and maintain a database of policies
that work and disseminate this information
widely. By creating, maintaining, and 
disseminating a database of effective policy
interventions, foundations can ensure that key
policymakers at the state and local level are
aware of policies that work. When policymakers
better understand effective policy interventions,
they will be more willing to adopt them in
their own jurisdictions. The Center for
Health Improvement’s online resource, Health
Policy Coach, is an example of such a policy
database (http://www.healthpolicycoach.org). 

4. Convene a forum of policymakers to
increase the dialogue about the need for 
policy change and work to pass comprehensive
obesity prevention legislation. Interested 
policymakers can be convened in a roundtable
format to discuss the obesity problem and
opportunities for policy change. These 
policymakers can then be supported to take
leadership roles in passing comprehensive 
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obesity prevention legislation. For example,
the state of Maine recently introduced the first
comprehensive anti-obesity legislation package
in the U.S., which contains several provisions,
including banning soda and junk food sales 
in schools and requiring calorie labeling on
menus in chain restaurants. Maine’s efforts
can be used as a model for other states.

5. Educate policymakers about the importance
of adequately funding schools to prevent
dependence on income from competitive 
food sales. A large barrier to implementing
effective school nutrition and physical activity
policies is the financial constraints placed
upon schools, especially during budget crises.
Schools often turn to alternative means of
raising needed funds, including soda and junk
food sales, to fill gaps. Policymakers should be
educated about this trend and the harmful
impact it has on the health and well-being of
Georgia’s children and adolescents.

6. Work with the media to sound the alarm
about the obesity problem. Working with
print, radio, and television media to highlight
the childhood obesity problem is one of the
best ways to communicate with the public.
The issue should be summarized in a clear
and memorable way, and fact sheets developed
(supported with data sources) to convey the
most important messages.

7. Monitor trends and report them to 
policymakers. New data on public opinion or
prevalence rates can be reported regularly to
policymakers in short, compelling, one- to
two-page policy briefs. Because policymakers
have little time to read correspondence, keeping
these updates brief and eye catching will help
ensure that policymakers review them and
stay informed.  

8. Analyze proposed policies for implications
and likelihood of decreasing obesity. Proposed
state legislation or local ordinances can be
monitored to determine their effectiveness. 
If proposed policies are effective, advocacy
efforts can be supported. If proposed policies
might negatively impact physical activity 

levels or healthy eating patterns, this should
be communicated to stakeholders, the media,
and policymakers to ensure the policies are
not adopted. 

Conducting and Tracking Research. 
9. Conduct research to better understand
policies related to physical activity and 
nutrition in Georgia school districts. Share
this information with policymakers and 
interested stakeholders. Using data to state a
case is a powerful asset in your efforts to 
promote your cause and make the case for policy
change. For example, understanding how many
schools/districts have exclusive contracts with
soda companies and what percentage of
schools/districts have standards for competitive
food sales will be important information for
policy advocacy efforts. In addition, if Georgia
schools are not currently collecting data related
to the Healthy People 2010 objectives, providing
funding or incentives for schools to collect
this information will be helpful. 

10. Obtain a copy of the Institute of Medicine
report, Prevention of Obesity in Children 
and Youth. This landmark report will assess
the social, environmental, medical, dietary,
and other factors responsible for the increas-
ing prevalence of childhood obesity and will 
identify the most promising methods for 
prevention, including interventions and 
policies for short- and long-term action.
Information about the report, which will 
be released in June 2004, can be obtained
online at http://www.iom.edu/iom/
iomhome.nsf/Pages/FNB+Obesity. 

Establishing Foundation Policies.
11. Establish policies within your own 
organization to prevent obesity. Establishing
policies related to breastfeeding, stair-use, and
cafeteria food labeling are only a few of the
ways that foundations can support obesity
prevention within their own organizations.
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