Description of Program
Program Purpose:

Sedentary behavior coupled with unhealthy food choices and excessive caloric
intake predisposes adolescents to the risk of overweight/obesity. The incidence of
obesity can be reduced through a program of regular exercise and nutritional/health
education. The best place to conduct such intervention in adolescents is in the school
setting, where children are available for structured physical activity, facilities exist for
formal instruction, and one or more meals are consumed daily.

Program Components:

Healthy Teens aims to reduce the incidence of childhood obesity through two
components; comprehensive nutrition education and increasing physical activity. It is the
goal of this program to provide a regular and ongoing exposure to healthy dietary and
exercise options so as to form a foundation for the lifelong maintenance of a healthy body
mass. The success of the interventions will be evaluated based on guidelines established
by the CDC and described in Prevention and Treatment of Overweight in Children and
Adolescents by Fowler-Brown and Kahwati (2004). They describe “overweight” in
children as categorized “according to two levels: (1) being at risk for overweight, which
corresponds to a body mass index (BMI) from the 85™ through the 95™ percentiles for
age and sex, and (2) being overweight, which corresponds to a BMI greater than the 95
percentile for age and sex.

Healthy Teens will take advantage of the expertise of health care providers from
the primary practice setting, who will provide information and instruction on the risks

and benefits of dietary behaviors and the rewards of a regular program of physical



activity. A nutritionist will be employed to evaluate the school menu and vending
machine stocks and provide recommendations for healthy alternatives. These alternatives
will then be implemented with the approval of the school administration. Prior to the
start of the fall semester, age-appropriate nutritional materials will be prepared. These
handouts will be presented in the early weeks of the semester during an initial formal
instructional session. In the first program year, only entering sixth graders will be
included in the instructional sessions (pilot phase). An outline of the program will be
mailed to the parents of all effected students explaining the information that will be
presented and the rationale for its presentation at this time. A phone number will be
established and provided so that parent comments and questions can be addressed by the
program staff who will alternate coverage of this number. Parent volunteers will also be
solicited at this time for the upcoming “fun fair”.

The program staff are multidisciplinary and will include the following persons
with clearly defined roles:
Nutritionist: Provide support in a train-the-trainer role for teachers who will be providing
the classroom instruction. They will also review the school menu and vending stocks,
review/prepare hand-outs, and serve as an expert to answer program and administrative

questions.

Primary Care Physician: The program will secure the services of a volunteer nurse
practitioner, pediatrician or general practitioner to work along side the school nurse.
They will serve as a medical expert during initial meetings with school administration
and to provide information and instruction during the preparation for the formal class

sessions beginning in the fall semester (August 2005).



Physical Education Teacher: The Physical Education teacher will collaborate with the

program staff and administration on implementing the desired increased frequency of
structured PE. They will provide information on age-appropriate physical activities for
6" graders during the first (pilot) year and gradually roll out the increase over 3 years to
include the entire student body (6-8 grades). They will also work to increase student
control over what activities are done during PE, help identify positive extracurricular
activities that would decrease sedentary time, and help to get representative adults and
students from these activities to come to the annual fall “fun fair” to recruit/raise the
profile of these activities.

School Administrator: Once their approval is secured, they will espouse their

commitment to regular PE for all students. The unwavering support of the administrator
is necessary for the successful implementation of the program. The ideal desired
frequency is 30 minutes daily, but if not possible, 30 minutes a minimum of 3 times
weekly is required. The administrator will grant permission to provide the program’s
instruction and alter the job duties of respective school employees to support the
program. This support will be on the basis of the expert witness of primary care
providers and current research as to the benefit of intended interventions (Fowler-Brown,

Kahwati, 2004).

Students/Parents: Identify student advocates to enlist their help in getting others

interested — (children are entering “gang age” and peer involvement is vital to widespread
acceptance). Solicit parent involvement from the beginning with early mailings — leading
up to fall “fun fair” event with parents helping to man booths with health information, fun

games, and healthy food samples that taste great. Getting parents involved with their



child’s nutrition will hopefully leads to some changes in the home diet as well as provide
a greater understanding of risks and benefits to their own health.

Program Staff: Made up of graduate nursing students, they will be responsible for

coordinating the program activities, planning the fun fair, conducting formative and
summative evaluations, and handling budgetary concerns. They will be involved in the
training of teaching staff in the program’s aims, assisting in providing the flyers and other
materials necessary for the teaching evolutions, and handle the dissemination of public
service announcements (PSA’s). They will monitor the measurement of weight and
height as BMI is the standard for comparison of the existing programs that address
childhood overweight (Fowler-Brown, Kahwati, 2004). They will also record and track
scores on the nutrition/exercise pre and post test along with stated time participating in
physical exercise to assist in determining the effectiveness of the program interventions.
Lastly, program staff will field questions from parents and students, and interact with
stakeholders to identify potential opportunities and barriers to the programs’ success.
Program Theory:

During the formative stage of program design, two separate literature searches
were conducted in order to ascertain the current state of research in treating and
preventing childhood overweight/obesity. Initially, a Google search was conducted using
the key words childhood, obesity, and overweight, and resulted in finding one of two
identified meta analysis in the current literature. In the first article, Robinson (described
successful programs which used multiple approaches to preventing and treatment to
include dietary modification, reduction of sedentary behaviors, and the incorporation of

playful or entertaining physical activities as opposed to those simply done to increase



fitness (2003). One such program was the Stanford Heart Healthy Program, aimed at
reducing cardiac risk factors in adolescents. This program was based on the constructs of
Social Cognitive Theory, and led to a statistically significant reduction in key indicators
of overweight in the program subjects. In addition to the Google search, a Medline
search was conducted with the same keywords (childhood, overweight, and obesity)
revealing the aforementioned work by Fowler-Brown and Kahwati (2004). In their
review of the literature, they found that, while most existing research has proven too
short-term to be conclusive, multifactor approaches to interventions appears to have the
most success in preventing and treating childhood obesity.

Social Cognitive Theory is a learning theory that describes humanness as “The
capacity to exercise control over the nature and quality of one’s life (Bandura, 2001).
Bandura developed this theory over the last 30 years based upon the notion that, as
humans, we can control and shape aspects of our life through intentionality, forethought,
self-reflectiveness, and self-reactiveness. These four actions are the nature of human
agency. Intentionality refers to making the choice to cause a future course or event. This
decision must be based on some amount of forethought as to what future state is desired
and the possible consequences of behaviors to the attainment of that desired state. Self-
reactiveness refers to the act of reviewing current and expected future events and
behaviors in relation to the desired course of events. Then, based on information, the
subject makes changes in their behavior to achieve congruency between what is desired
and the behaviors necessary to attain them. Self-reflectiveness is a type of self-
evaluation, where a subject can “reflect upon oneself and the adequacy of one’s thoughts

and actions” in order to “...evaluate their motivation, values, and the meaning of their life



pursuits” (Bandura, 2001). When implementing interventions aimed at improving health
and reducing obesity, approaching from the agentic perspective requires that we provide
the information and environment supportive of decision-making and then encourages
individuals to think about their health. They then determine their desired future health
status, and how they as individuals are in control of planning for achievement and
maintenance of that status. Once they have a framework in their minds, they are able to
make choices that are reflective of their intentionality. Social Cognitive Theory has at its
core, the concept of self-efficacy, "people's judgments of their capabilities to organize
and execute courses of action required to attain designated types of performances"
(Pajares, 2002). Since the individual actions are based on evaluation of the current state
and the process of conscious forethought, unconscious biological factors are not viewed
as the primary causative factors in decision-making.

In addition to implementing Social Cognitive Theory, we must address the
developmental considerations of providing a health program to adolescents. Of the three
main developmental theories, Piaget and Erikson’s views are more congruent with social
cognitive theory than those of Freud. For our purposes, we refer to Piaget and identify
that the subjects in our program will be at the formal operations stage which is reached at
approximately 11 years of age (Serulnikov, 2000, p.154). Serulnikov further states that,
according to Piaget, at this stage children have recently acquired “this new power of
reflection... [which] includes constructions of internal life and, at the same time, of the
real.” The significance of this is that the program will be dealing with subjects who are
in the early processes of developing their adult identity, independence of judgment, and

self-assurance. They rely on cues from their environment and skill at manipulating that



environment in the development of their self-worth. Healthy Teens will foster the
development of positive self-worth by minimizing the negative social connotations of
overweight, and instead focus on the subject’s ability to positively influence their
nutritional and health status. The emphasis of the program is to educate and then give
control for decision-making to the student. Then, when the student makes positive
choices, they are rewarded with praise. It is important that the threshold for
administering praise is individualized for each student, as each student will respond to
teaching interventions at a different pace. The environment will be established to
promote the making of healthy decisions (i.e. cafeteria menu, vending machine stocks).
Program Goals and Objectives:

Goal I: Develop an educational program to teach the benefits of diet and nutrition in the
maintenance of a health.

Program Component: (June, 2004) Conduct a needs assessment to determine the
baseline level of nutrition knowledge present in target population and identify the
primary stakeholders.

Program Component: (June — August, 2004) Form the program multidisciplinary team.
Program Component: (October, 2004) Secure permission for program from school board
based on testimony of nursing/medical experts and current research evidence.

Program Component: (January — August, 2005) Conduct training inservices to educate
teachers and volunteers on program design and curriculum. Involve PE teacher, program

staff, nutritionist, and volunteer medical/nursing staff, and cafeteria personnel.



Program Component. (May — August 2005) Nutritionist in conjunction with cafeteria
staff identify improvements that could be made in lunch menu and effect change. Also
change stock of vending machines to reflect focus on healthy food choices.

Goal IT: Tmplement Completed Nutrition Education Program to 6" grade students.
Program Component. (August, 2005) Initial mailing sent out to inform parents and
students on the program. This flyer will contain a phone number for the program staff to
field questions and provide a contact point for volunteers who will be solicited on the
flyer.

Program Component:. (September, 2005) During the initial month of school, all 6" grade
students will take a formal pre-test nutrition/health quiz to establish knowledge baseline.
They will then have their first formal nutrition class. The students will also have height
and weight (to calculate the BMI) measured one at a time in private.

Program Component:. (September 2005 — May 2006) Following the initial formal class,
weekly recurring classes will expand on and reinforce diet and exercise considerations
and their impact on maintaining a healthy body weight.

Program Component. (December 2005) A formative evaluation will be conducted to
determine if the program was implemented as designed, and the students will have their
BMI measured to detect early indicators of success or failure or interventions. The
students will retake the pretest to measure their retention of key nutrition concepts.
Program Component. (May 2006) A summative evaluation will occur following the
measurement of BMI and taking of the formal post test. Information gathered will

describe the value of the program in meeting the objectives of reducing overweight in



line with the Healthy People 2010 goal of a 5% rate of children above the 95™ percentile
for gender and body weight (NANES, CDC, NCHS, 1997).

Goal III: Decrease Sedentary behavior and increase frequency of participation in
physical exercise activities.

Program Component: In conjunction with PE teacher and program staff, adjust
curriculum to include 30 minutes of physical activity no less than 3 times weekly with the
desired goal of 30 minutes daily.

Program Component. Secure commitment from extra-curricular representatives
(including coaches, students, etc.) to attend fall “Fun Fair” to increase interest in after-
school extra-curricular physical activities.

FUN FAIR!!!

This is a night of fun and games with a subtle theme of nutrition and physical
activity. The emphasis for the fair is to promote exercise through the playing of games
and to increase student involvement in extra-curricular activities through peer interaction.
We will have booths to provide samples of healthy food, information for parents on
program and how they can participate, recipes for home, and examples of extra-curricular
activities that are available. We will include the main players in the program (principle,
dietary staff (give them credit for implementing the menu changes), nutritionist, the
pediatrician, physical education teacher/trainer, and program staff. This will offer the
opportunity for the staff to answer parent questions, encourage healthy cooking at home,
and solicit volunteers for future activities.

Program Component. Ongoing reinforcement will occur prior to the winter vacation

(diet and indoor exercise), at the end of winter season (encourage increased outdoor



activities, healthy summer-type foods), and at the end of the school year (promote extra-
curricular activities during the summer such as soccer, baseball, swimming). If the Fall
Fun Fair is successful and the volunteer support is present, we may, at our option, repeat

it in the late spring.
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