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EXECUTIVE SUMMARY
Childhood overweight has reached epidemic proportions with many social, cultural,
environmental, economic, and biological contributing factors. This epidemic affects boys and
girls of all ages, races, and ethnic groups. However, disparities in childhood overweight are
evident in relation to income, geographic area, gender, and race or ethnicity.
As a result of the growing prevalence of childhood overweight and its serious consequences,
many organizations at the national, state, and local level, both public and private, are attempting
to address it. However, fewer efforts have focused specifically on populations at high risk for
childhood obesity or the disparities that currently exist.
State and local governmental agencies have especially important roles to play in obesity
prevention. For example, decisions they make regarding school policies and neighborhood
design can significantly influence healthy eating and physical activity.
Having identified a number of state and community-based initiatives that appeared to be
addressing disparities in childhood overweight, Nemours Health and Prevention Services
(NHPS) and the National Academy for State Health Policy (NASHP) convened a meeting that
included 15 representatives from state and local initiatives to examine state and communitybased approaches to addressing disparities in childhood overweight. Participants discussed
programs and policies they have planned and implemented to address various types of
disparities. They also discussed the importance of collaborative relationships, other factors
critical to success, and the ongoing need to refine and strengthen their work.
This report is intended to provide practical information that states and community groups can use
to implement projects aimed at reducing disparities in childhood overweight. It provides a
snapshot of the 15 projects as well as lessons learned from the discussion with the attendees who
represented the projects.
The report is divided into four sections, each one of which provides a general overview,
elaborates on key themes discussed in the meeting including relevant examples from the
participating projects, and provides information about tools that are available for use by
interested parties.

Key findings
Programmatic approaches
•

Programs find opportunities to address a variety of influences on children’s behaviors in
multiple sectors in order to appeal to cultural needs, norms, and lifestyles.
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•

Many participants stressed the benefits of developing a broad-scale comprehensive
community approach to improving health status as opposed to focusing more narrowly on
healthy weight or even a specific age group.

•

Several of the participating organizations provide mini-grants to community groups based
on their belief that communities know best what will work for them, and that building
trust is critical in communities that experience disparities.

•

Programs that focus on disparities seek to balance a community-driven approach, which
involves the community and addresses their stated needs (bottom up), with an agencydriven approach, which is more directive and encourages the use of promising
interventions or best practices based on research and evaluation of programs that have
attempted to foster healthy weight (top down).

Policy change
•

Policies can stimulate healthy environments and lead to sustained behavior change.

•

Participants are involved in state, local, national, and organizational policy change, all of
which occur simultaneously to create and reinforce healthy environments.

•

Policies that promote healthy environments need to be enforced.

•

As with programs, policies that improve the environments where children live, play, and
learn can address health disparities by attending to inequalities that may lead to illness.

Collaboration
•

Programs involve stakeholders with diverse interests, not only those who are focused on
health improvement.

•

Programs work with communities, not for them.

•

Coalitions that have members with diverse interests recognize there will be various levels
of involvement from the different partners.

•

Collaboration includes engaging young people in order to develop projects to meet their
needs and interests.

Evaluation of program effectiveness and sustainability
•

Participants are taking advantage of available data sources to assess disparities in
childhood overweight in order to target programs effectively.

•

Programs are designing and using data collection tools to involve project participants in
evaluation efforts and to assess the effectiveness of their efforts.
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INTRODUCTION
The Epidemic in Childhood Overweight
According to a recent Institute of Medicine report, childhood overweight has reached epidemic
proportions. Over the last 30 years, the rate of childhood overweight has tripled among children
ages 6 to 11 and has doubled for children ages 2 to 5 and young people ages 12 to 19.
Approximately nine million children over six years of age are overweight. 1 Overweight can
have both short- and long-term consequences for children. 2
Many social, cultural, environmental, economic, and biological factors have contributed to the
epidemic. The environment is characterized by community designs that discourage walking;
increased consumption of fast food and sugar-sweetened beverages; increased production of
inexpensive foods that are high in fat and sugars; reduced access to and affordability of fruits,
vegetables, and other healthy foods; decreased opportunities for physical activity before, during,
and after school; and increased sedentary behaviors, such as television and computer use. 3
Individuals, families, communities, schools, and businesses are all affected by this epidemic,
which has a significant impact on everything from self-image to the costs associated with
illnesses to lost productivity.
The recent Institute of Medicine report concluded that childhood obesity is a serious issue that
requires a population-based approach, and that individual efforts and societal changes must occur
concurrently and involve many stakeholders. The report recommended, for instance, that:
•
•
•

parents limit children’s time spent watching television,
schools provide healthier foods, and
communities provide more active recreational opportunities.

In order to address these recommendations, interventions must be multi-dimensional and must
help create environments in which children can participate in healthy behaviors at schools, child
care, home and in their communities, and other locations. Environmental and policy change will
be necessary to address these recommendations.

1

Institute of Medicine, Preventing Childhood Obesity: Health in the Balance (Washington, D.C.:
National Academies Press, 2005).
2
Overweight in children can lead to the increased likelihood of developing type 2 diabetes, high blood
pressure, abnormal cholesterol, asthma, sleep problems, liver disease, gall stones, and psychosocial
burdens, such as depression, anxiety, social discrimination, and low self-esteem.
3
Institute of Medicine, Preventing Childhood Obesity: Health in the Balance (Washington, D.C.:
National Academies Press, 2005).
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1

Disparities in Childhood Overweight
The obesity epidemic affects boys and girls of all ages, races, and ethnic groups. However,
disparities in childhood overweight are evident in certain populations in relation to income,
geographic area, gender, and race or ethnicity. There is evidence of higher rates of obesity
among children from low income families and African-American, Hispanic, and American
Indian adolescents, especially Hispanic boys and African-American girls. 4
Some studies have identified a higher proportion of overweight children in low-income
households with insufficient food, although the research on the relationship between food
insufficiency and obesity is mixed. 5 Disparities in food security are evident based on family
income level and also on race and ethnicity. 6
Factors in the social and physical environment may make it harder for low-income minority
children to eat a healthy diet and get sufficient physical activity. For example, food and physical
activity options are likely to be more limited or of lower quality for low-income Americans. 7
Less access to supermarkets or to good quality food in supermarkets has been associated with
neighborhoods that are predominately African-American. 8
The racial and ethnic composition of children in the United States is becoming more diverse.
According to the Institute of Medicine, racial and ethnic groups vary in their exposure to and use
of media and in behaviors related to eating, and physical activity. The higher prevalence of
obesity in some ethnic groups may call for specially designed preventive strategies. 9 Without a
concerted effort to address disparities, specifically racial and ethnic disparities in childhood
overweight, the epidemic will likely continue to increase.

Project Overview
Many recent reports focus on research and recommendations for encouraging healthy nutrition
and physical activity; others describe current initiatives. 10 Some of this research has focused on
children; however, relatively little work has focused specifically on efforts to address the
4

Institute of Medicine, Preventing Childhood Obesity: Health in the Balance (Washington, D.C.:
National Academies Press, 2005).
5
Ibid., 118.
6
K. Alaimo, R.R. Briefel, E.A. Frongillo, and C.M. Olson, “Food Insufficiency Exists in the United
States: Results from the Third National Health and Nutrition Examination Survey (NHANES III),”
American Journal of Public Health (1998), 88: 419-426.
7
Institute of Medicine, Preventing Childhood Obesity: Health in the Balance (Washington, D.C.:
National Academies Press, 2005), 118.
8
Ibid., 119.
9
Ibid., 30.
10
To access some of these reports, go to the Centers for Disease Control and Prevention,
http://www.cdc.gov/nccdphp/aag/aag_dnpa.htm, or search for nutrition and physical activity
initiatives in any Web browser.
2
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disparities in childhood overweight. 11 Nemours Health and Prevention Services (NHPS), 12
recognizing this gap, contracted with the National Academy for State Health Policy (NASHP) to
convene a meeting of representatives from state and community-based programs to identify and
share promising practices aimed at reducing disparities in childhood overweight.
The meeting was convened for several reasons: 1) the apparent gaps in the knowledge base that
exist regarding disparities as they relate to children, 2) the desire to incorporate any promising
practices concerning disparities among children into the work being developed by NHPS, and 3)
the opportunity to increase the field of knowledge regarding disparities and childhood
overweight.
At the start of the project, NASHP identified state and community-based initiatives that appeared
to be addressing disparities in childhood overweight. NASHP staff conducted telephone
interviews to gather more information about the programs. Based on the interviews, referrals,
and a scan of programs, NASHP and NHPS selected representatives from sixteen initiatives to
participate in the meeting. (See Appendix A, B, and C for a complete list of participants, project
descriptions, and Web sites.) 13 The projects included the following:
•
•
•
•
•
•
•
•
•

California Department of Health Services: California Nutrition Network for Healthy,
Active Families and the California 5 A Day—for Better Health! Campaign;
CANFit: California Adolescent Nutrition and Fitness Program;
Kaiser Permanente’s Comprehensive Approach to the Obesity Epidemic;
Prevention Institute, located in California;
Massachusetts Department of Public Health: Overweight Prevention and Control
Program;
Boston Steps, sponsored by the Boston Public Health Commission;
Intertribal Council of Michigan’s Healthy Anishinaabe program;
Minnesota Department of Health: Office of Minority and Multicultural Health;
North Carolina Division of Public Health: Eat Smart, Move More…North Carolina;

11

See Appendix C for a list of Web sites that specifically address this issue.
Nemours Health and Prevention Services is a non-profit organization whose mission is to engage
communities and work with partners to find, develop, implement, evaluate, and promote successful
strategies that help children and their families live healthier lives. NHPS is committed to better
understand how to effectively address disparities and to increase the field of knowledge regarding
disparities and childhood overweight. NHPS is planning to implement initial childhood obesity
programming in four settings: schools, childcare centers, primary care settings, and the
community/neighborhood.
13
Of the participating projects, three are states that are supported by the Centers for Disease Control and
Prevention’s State-Based Nutrition and Physical Activity Program to Prevent Obesity and Other Chronic
Diseases. One state and two communities are grantees of the U.S. Department of Health and Human
Services’ Steps to a HealthierUS initiative, which focuses on reducing diabetes, overweight, obesity, and
asthma and addressing risk factors such as physical inactivity, poor nutrition, and tobacco use. One
community participates in The Robert Wood Johnson Foundation’s Active Living by Design program,
which establishes and evaluates innovative approaches to increase physical activity through community
design, public policies, and communications strategies.
12
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3

•
•
•
•
•
•
•

The Food Trust, located in Pennsylvania;
Wyoming Valley Wellness Trails;
Steps to a Healthier Austin, sponsored by the Austin/Travis County Health and Human
Services Department;
Washington State Department of Health, Division of Community and Family Health;
Washington State’s Steps to a HealthierWA;
City of Moses Lake Healthy Communities (WA);
D.C. Hunger Solutions.

NASHP and NHPS convened the meeting at Nemours Health and Prevention Services in
Newark, Delaware, in January 2005. In addition to the initiatives described above, 23
stakeholders from the state of Delaware attended and observed the meeting. The purpose of the
meeting was to provide insight into how states and communities effectively develop, implement,
and evaluate programs that will address disparities in childhood overweight.

Overview of the Report
In an effort not to duplicate other initiatives, this report attempts to focus primarily, if not
exclusively, on initiatives that include a focus on disparities. However, experts note that efforts
to address healthy eating and physical activity must be comprehensive in nature, making it
difficult, and perhaps less useful, to tease out only those components that focus specifically on
children or on health disparities. As a result, some of the projects described are broader in scope.
This report is intended to provide practical information that states and community groups can use
to implement projects aimed at reducing disparities in childhood overweight. It provides a
snapshot of 15 projects nationwide. 14 It is not intended to provide a theoretical discussion of the
issue or to serve as a comprehensive literature review.
The report is divided into four sections, each one of which provides a general overview;
elaborates on key themes related to the topic that were discussed in the meeting, including
relevant examples from the participating projects; and provides information about tools that are
available for use by interested parties. The report is organized into the following sections:
•
•
•
•
•

Programmatic Approaches,
Policy Change,
Collaboration,
Program Effectiveness and Sustainability, and
Conclusions.

14

Boston Steps is included in the appendix as the 16th project, but since the project was not represented at
the meeting due to inclement weather, the report does not highlight its activities.
4
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PROGRAMMATIC APPROACHES
Programmatic approaches to addressing disparities in childhood overweight focus on changing
behaviors as well as social factors that influence nutrition and physical activity including
attitudes, beliefs, and values about eating and activity. Programmatic approaches may be
particularly important in addressing health disparities, in that they can focus on factors such as
primary languages, traditional cuisines, and other social and cultural factors. Programs can
attempt to address a variety of issues and can include community support efforts, education
campaigns, and confidence and skills building activities designed to engage children in healthy
behaviors that appeal to them.

Key Themes and Examples
Programs find opportunities to address a variety of influences on children’s
behaviors in order to appeal to cultural needs, norms, and lifestyles.
The following examples illustrate some of the settings in which programs are underway.
Schools
•

Massachusetts’ Healthy Choices program is the result of a unique partnership between the
Massachusetts State Health Department and Blue Cross Blue Shield of Massachusetts. The
initiative is a multi-component nutrition and physical activity program for middle schools
designed to promote habits conducive to attaining and maintaining healthy eating practices
and fitness. The initiative includes before and/or after school programs, a classroom-based
component using an evidence-based curriculum, and an environmental assessment. In
addition, schools are asked to emphasize three core messages throughout the program. The
slogan 5-2-1 reinforces those messages: each day eat five or more servings of fruits and
vegetables, watch less than two hours of screen time, and participate in at least one hour of
physical activity. Schools develop individualized programs based on need and available
resources with the support of an active interdisciplinary/collaborative team comprised of
school and community representatives.

•

The California Nutrition Network—Harvest of the Month Program is an organized effort
to focus on a featured fruit or vegetable in the classroom, cafeteria, and community for the
entire month. A toolkit provides a fact sheet for educators and child nutrition staff, menus
for food service to use for their menu calendars, press releases for local and school
newspapers, and a parent information newsletter. The intent of the program is to increase
awareness and consumption of fruit and vegetables and provide resources and ideas on ways
to incorporate them into meals.
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5

Child care
•

The California First 5 Commission (with a focus on children zero to five), the California
Department of Education, the California WIC Association, 15 and the Child Care Program
Roundtable are working to identify environmental, system, and policy changes needed to
establish a foundation for healthy eating and physical activity standards for low-income
families with children zero to five years of age. Currently the child care food program and
WIC are working together to improve and coordinate the delivery of services, nutrition
education, and nutrition requirements for child care centers.

•

Color Me Healthy is a program developed by the North Carolina Cooperative Extension and
the Physical Activity and Nutrition Branch of the North Carolina Division of Public Health.
It is designed to reach low-income children ages four and five with fun, interactive physical
activity and healthy eating learning opportunities. It is designed to stimulate all of the senses
of young children: touch, smell, sight, sound, and, of course, taste. Through the use of color,
music, and exploration of the senses, Color Me Healthy teaches children that eating healthy
foods and being physically active are fun.

Community projects
•

The California 5 A Day Retail Program partners neighborhood stores with community
health agencies to help increase the consumption and purchase of fruits and vegetables
among low-income Californians. The program provides retailers in low-income areas with a
unique variety of tools, resources, and outreach activities to inspire healthy change among
consumers.

•

Massachusetts Healthy Choices programs have been creative in bringing community
services to the school. For example, the Accelerated Learning Lab School in Worcester has
partnered with the Greater Worcester YMCA to operate the school’s after-school program.
YMCA staff go to the school twice a week to implement the program. This collaboration
allows up to 70 students to take advantage of this program, which would not have been
possible otherwise due to transportation barriers.

•

North Carolina’s Black Churches United for Better Health has published A Taste of 5 A
Day Cookbook containing official 5 A Day for Better Health recipes developed by church
members.

•

The Wyoming Valley Wellness Trails Partnership developed a bike safety program that
includes a bike maintenance workshop and a trail ride for a variety of groups, including
church youth groups and youth in low-income housing.

15

WIC is the Special Supplemental Nutrition Program for Women, Infants, and Children a program of the
U.S. Department of Agriculture.

6
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•

Moses Lake Healthy Communities is located in Washington State’s City of Moses Lake, a
rural agricultural community with a large Hispanic and low-income population. The project
helped to transform vacant lots into fruit and vegetable gardens. The project hosts gardening
workshops, garden clean-ups, and potlucks. More than 70 community gardeners have
participated.

Health care
•

East Carolina University developed a standardized nutrition counseling protocol and patient
education materials and distributed them to all pediatric providers in the community so that
all patients would have access to nutrition education regardless of their ability to pay.

•

Kaiser Permanente has developed farmers’ markets in 12 of its hospitals and medical office
buildings, providing employees, patients, and communities with fresh produce while
simultaneously supporting local farmers’. According to the company, supporting locally
grown seasonal food fits well within the mission of health care. The market models differ
from place to place depending on the unique economic and environmental factors of the
locales.

•

Kaiser Permanente has created tools in English and Spanish to supplement physician
training, including a Body Mass Index wheel, posters, and tip sheets. Kaiser is also engaging
physicians in community development approaches, recognizing that physicians’ status in a
community can enable them to be effective advocates for policy changes.

•

Blue Cross and Blue Shield of Massachusetts (BCBSMA) developed a clinicians’ toolkit
to help pediatric clinicians address the issue of childhood overweight with patients and
families. The toolkit provides guidance on ways to increase awareness about the health
benefits of proper nutrition, regular physical activity, and limited time spent watching
television, surfing the Internet, or playing video games. Also, in partnership with WebMD
and the Centers for Disease Control and Prevention, BCBSMA developed an online
continuing medical education course designed to further educate physicians and nurses about
the clinical tools and methods available for treating childhood overweight and
communicating with at-risk patients.

•

Steps to a HealthierWA conducted diabetes screening for students and teachers on the
Colville Reservation. In advance of the screenings, teachers participated in classes on
diabetes, obesity, risk factors, and healthy nutrition and activity options. The students also
took classes regarding diabetes, obesity, risk factors, and healthy nutrition and activity
options. Parents or guardians of each screened child were sent an individualized letter with
the findings and an explanation. Children found to be at high risk were encouraged to
follow-up with their provider, and if appropriate, to be seen by the Indian Health Clinic. The
names of these children were placed on a high-risk list to assure appropriate follow-up. In a
Family Night Out event, over 175 family members were briefed on the screening results and
risk factors for diabetes, along with science-based prevention strategies, and presentations
from local dieticians.

National Academy for State Health Policy

©June 2005

7

Worksites
Although worksite programs and policies may not reach children, they are important venues for
nutrition education and physical activity because they influence the lifestyle of parents who serve
as role models for their children. Creating “healthy worksites” serves as a way of shifting
organizational norms and individual behavior.
•

California developed Fruits and Vegetables and Physical Activity at the Worksite:
Business Leaders and Working Women Speak Out on Access and Environment. The
report was developed from a series of focus groups and key informant interviews among
business leaders and working women to investigate how nutrition and physical activity could
be brought into the workplace. It includes a list of recommendations and is available at
www.dhs.ca.gov/ps/cdic/CPNS/downloads/DHSWorksiteReport.pdf.

•

North Carolina’s Physical Activity and Nutrition Branch in the Division of Public Health is
launching a worksite wellness toolkit that will be distributed to all state agencies. The toolkit,
known as HealthSmart focuses on healthy eating, physical activity, smoking cessation, and
stress management. It will provide tools and resources for addressing major risk factors for
obesity and other chronic diseases.

Many participants stressed the benefits of developing a broad-scale
comprehensive community approach to improving health status as opposed to
focusing more narrowly on healthy weight or even a specific age group.
Most communities and ethnic groups that experience health disparities often have poorer health
outcomes than their white counterparts across a broad spectrum of illnesses, injuries, and
treatment outcomes. As a result, many initiatives focus on broad-based community change, not a
single issue. Several participants referred to the field of syndemics, which examines the
connections between health-related problems and challenges stakeholders to address the root
causes of health disparities. 16
•

Kaiser Permanente's Framework for Community Health Initiatives includes the
following components: multi-level interventions including environmental and policy
change, multi-sectoral collaboration, an intensive place-based focus, and a focus on
community engagement.

16

Syndemics offers a framework for understanding how multiple health problems interact in a particular
community. According to this framework, preventing multiple health conditions may necessitate
prevention or control of the forces that tie the conditions together as opposed to addressing each
separately. More information is available at the Syndemics Prevention Network:
http://www.cdc.gov/syndemics/.

8
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•

The Massachusetts Department of Public Health’s Division of Health Promotion and
Disease Prevention employs three community liaisons and a coordinator to serve as a
link between the state chronic disease prevention programs and community-based
initiatives. Five state programs share these positions in their work with a number of
community groups. These groups are often more focused on overall health and wellness
than they are on specific diseases, and most are working on increasing physical activity
and improving nutrition. However, in addition to addressing overweight/obesity, they are
realizing that they can reduce the risks associated with type 2 diabetes, cancer, and
cardiovascular disease as well. One of the key roles of the community liaisons is to
recruit partners to participate in the planning for and implementation of the various
chronic disease statewide plans. Local partners raise the need for integration whenever
the state hosts disease-specific meetings. The Eat Well, Be Fit Needham coalition, for
example, organized around concerns about the rising rates of childhood overweight. The
coalition’s initiatives are aimed at improving nutrition at home and school as well as
increasing options for physical activity. Although they organized around
overweight/obesity concerns, their educational materials address risks for other chronic
diseases as well.

•

Minnesota’s Eliminating Health Disparities Initiative is intended to close the gap in the
health status of African-Americans/Africans, American Indians, Asian Americans, and
Hispanic/Latinos in Minnesota compared with whites in the following priority health
areas: breast and cervical cancer, cardiovascular disease, diabetes, HIV/AIDS and
sexually transmitted infections, healthy youth development, and violence and
unintentional injuries. The Initiative components include a set of measurable objectives,
improved statewide assessment of risk behaviors, community grants directed at reducing
health disparities, technical assistance for grant applicants and recipients, evaluation of
the initiative, and a biannual report to the legislature.

Several of the participating organizations provide mini-grants to community
groups based on their beliefs that communities know best what will work for
them and that building trust is critical in communities that experience disparities.
Participants noted that reaching disparate communities may require new approaches that are
heavily community-based and incorporate relatively long-term interventions. The focus of these
programs may be different, but their goals are very often the same.
•

CANFit, located in California, provided mini-grants to more than 60 organizations between
1994 and 2004. Funded organizations had a history of working effectively with youth. 17

17

The California Adolescent Nutrition and Fitness (CANFit) Program is a statewide, non-profit
organization whose mission is to engage communities and build their capacity to improve the nutrition
and physical activity status of California’s low-income African-American, American Indian, Latino,
Asian American, and Pacific Islander youth 10-14 years old.
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9

They produced products for a variety of cultures and in various languages, including a
Cambodian recipe book, an American Indian youth surf camp, and curricula for Koreanlanguage schools that incorporate healthy eating and physical activity. CANFit also provides
undergraduate and graduate scholarships for African-American, American Indian/Alaska
Native, Asian/Pacific Islander, or Latino/Hispanic students expressing financial need and the
desire to study nutrition, physical education, or culinary arts in the state of California. These
scholarships are intended to encourage more students to consider careers that will improve
adolescent nutrition and fitness.
•

The Intertribal Council of Michigan developed the Healthy Anishannabe project which
provides funding for American Indian communities in Michigan. Some of the funded
projects include emphasizing traditional foods booths at powwows and basketball and
volleyball tournaments, nutrition education at practices, a kids’ fishing derby, and a Native
Way to Wellness program.

•

Schools apply to the Massachusetts’ Healthy Choices program through a competitive minigrant process. Although any community can apply, special outreach is made to communities
having higher rates of overweight/obesity and associated chronic conditions. Seventy middle
schools across the state are funded to implement Healthy Choices. Up to an additional 50
middle schools will be funded in the 2005-2006 school year.

•

The Minnesota Eliminate Racial and Ethnic Health Disparities Initiative funds 52
grantees statewide that focus on a variety of health disparities. One of the projects includes
the production of an animated video series to be used as a teaching tool by Young Warriors
Society peer educators in an American Indian community. Youth are trained to use the video
as a discussion tool for sharing lifestyle changes such as healthy diet and physical activity.
Another project involves a Hmong American Partnership intended to create supportive
environments that directly encourage physical activity and healthy food choices and that
decrease the use of violence as a response to family conflict.

Programs that focus on disparities seek to balance a community-driven
approach, which involves the community and addresses their stated needs
(bottom up), with an agency-driven approach, which is more directive and
encourages the use of promising interventions or best practices based on
research and evaluation of programs that have attempted to foster healthy weight
(top down).
Programs are attempting to create a synergy between these two approaches in order to build trust
and recognize community wisdom while also providing issue-oriented technical assistance.
•

10

The CANFit program, which funds community-based groups in California, provides
technical assistance and training to all grantees on an extensive range of topic areas and
issues related to nutrition and physical activity, including assistance with conducting
needs assessments and planning. CANFit provides assistance in creating specialized
professional development programs for community-based organizations, after-school
National Academy for State Health Policy
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programs, and middle schools; conducts regional training workshops for youth service
providers; offers consultation on nutrition, physical activity, obesity prevention, and
healthy snack development; and leads training on a range of topics, including youth
development, obesity prevention in communities of color, and effective strategies for
adolescent health programs.
•

The California Nutrition Network and the 5 A Day Campaign provide funding to
awardees including school districts, local health departments, food security organizations,
African-American faith organizations, tribal organizations, park and recreation
departments, and others. They facilitate the efforts of this wide range of communitybased organizations by increasing access to tested social marketing interventions,
fostering partnerships, stimulating community development initiatives, and encouraging
new interventions. The Network asks all funded projects to focus on changes in policies
and physical environments that may help low-income families eat more fruits and
vegetables, be more active, and participate in USDA nutrition assistance programs.

•

Through its grant-making and community partnerships, Kaiser Permanente is
attempting to link an evidence-based prevention-oriented approach with community
activism. Healthy Eating, Active Living taps local expertise and mobilizes community
residents by focusing on community strengths while simultaneously emphasizing the
importance of environmental and policy approaches to addressing obesity and disparities
reduction.

•

Massachusetts’ Healthy Choices allows schools the flexibility to develop activities that
meet their needs. However, earlier evaluations have demonstrated that schools need
adequate resources, technical assistance, a team approach, support from school
administration, input from students, and a school-wide, recognizable theme and messages
to successfully implement Healthy Choices. Regional coordinators have been hired to
provide technical assistance, support, and training and serve as resource persons for
schools implementing Healthy Choices. A guide on ways to implement Healthy Choices
is available. Emphasis is placed on making Healthy Choices an integral part of the
school.

•

Minnesota spent three years building community capacity by providing funding,
supporting staff, and assisting communities in identifying community strengths and
assets. Communities chose areas of their own interest and have seen health
improvements. Community organizations and tribes chose to use the wisdom,
knowledge, and cultural experience from their respective communities as tools to
improve health outcomes. For example, in a rural Latino community, a grantee worked
with the pastor of a Latino congregation on the value of physical fitness and nutrition. A
Wednesday night Bible study class for adults and children includes healthy snacks,
sessions on healthy lifestyles, and physical fitness, along with strategies for adopting a
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more nutritious diet with foods from participants’ cultural background. The pastor and
members of the congregation have adopted healthy and nutritious eating habits and
exercise has become part of the church activities.
•

12

The Moses Lake Healthy Community Project in Washington State developed action
plans focusing on trails and paths, community gardens, and breastfeeding promotion. It
attributes its success to having models available from the Centers for Disease Control and
Prevention, and technical assistance from the Washington State Health Department, but
also the flexibility to meet community needs.
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Programmatic Approaches
Tools
The CANFit Super Manual is a comprehensive manual with culturally-appropriate research,
materials, and curricula designed to enable youth service providers to incorporate nutrition and
physical activity into their everyday programming: www.canfit.org.
The CA Nutrition Network and 5 A Day Harvest of the Month Toolkit, Children’s 5 A Day
Power Play Campaign!, and the report Fruits and Vegetables and Physical Activity at the
Worksite: Business Leaders and Working Women Speak Out on Access and Environment
can all be accessed at: http://www.dhs.ca.gov/cpns.
The Color Me Healthy program for low-income children ages four and five teaches children that
healthy food and physical activity are fun:
http://www.ncnutritionnetwork.org/projects/colormehealthy.asp.

East Carolina University’s standardized nutrition counseling protocol and patient education
materials: http://www.ecu.edu/cs-dhs/pedsweightcenter/mntProtocol.cfm.

The Environmental Nutrition and Activity Community Tool (ENACT) developed by Prevention
Institute is an on-line menu of strategies designed to help improve nutrition and physical activity
environments on a local level, especially in low-income neighborhoods and communities of color.
Each strategy is complemented by practical "how-to" information for implementation, including
tools, resources, articles, model policies and programs:
http://www.preventioninstitute.org/sa/enact.html.

Kaiser Permanente’s Farmers’ Market Resource Guide describes three types of farmers’
markets being implemented in the company’s facilities, publicity and health outreach associated
with the markets, and lessons learned from the experiences: www.kp.org/communitybenefit.

Kaiser Permanente created pocket cards to help physicians and other health care professionals
provide culturally appropriate and sensitive care. Although the cards are not visible on-line, a
description can be found at http://xnet.kp.org/permanentejournal/sum02/compcare.pdf.

National Academy for State Health Policy

©June 2005

13

14

National Academy for State Health Policy

©June 2005

POLICY CHANGE
Policy and environmental changes are cornerstones to efforts to promote children’s healthy
weight. Children are heavily influenced by decisions about food and physical activity that are
made by their families, schools, and communities. The environment provides cues that influence
behavior and has the potential to create norms around healthy eating and physical activity. In
some cases, the environment plays an even stronger role, discouraging healthy eating and
activity. For example, fresh produce or low-fat milk may not be available in a neighborhood
store, and a community may lack a park or physical activity classes in its schools.
The built environment, or physical infrastructure, of a community also influences behaviors.
How buildings are designed, how space is laid out, whether walking trails exist or are connected,
and zoning laws can all help determine whether the infrastructure is conducive to physical
activity and healthy eating. Low-income communities are less likely to be conducive to physical
activity and healthy eating. Since state and local policies that create healthy environments can
encourage healthy choices, a range of policymakers can be involved in making decisions that
foster healthy behaviors.
According to the Institute of Medicine, state and local governments have important roles to play
in obesity prevention, especially because of the decisions they make regarding neighborhood
design, location of schools, parks, and retail stores. These decisions can have a meaningful
impact upon healthy eating and physical activity for children as well as other community
members. 18 Non-governmental settings—like workplaces, health care settings, and private
schools—are also places to develop or modify policies that can encourage healthier behavior.

Key Themes and Examples
Participants are involved in state, local, national, and organizational policy
change, all of which occur simultaneously to create and reinforce healthy
environments.
Participants noted that state and local policy initiatives can support each other, with local
initiatives as the incubators of creative ideas and state initiatives as an opportunity to expand
their reach.

18

Institute of Medicine, Preventing Childhood Obesity: Health in the Balance (Washington D.C.:
National Academy Press, 2005), 6-7.
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Organizational
•

The Intertribal Council of Michigan is assisting tribes in their efforts to offer native foods
at restaurant casinos.

•

North Carolina Winner's Circle is a statewide healthy dining initiative designed to create
and promote healthy eating environments through free and voluntary partnerships between
local eating establishments and health agencies.

Local
•

The City of Moses Lake revised speed limits in high traffic areas and revised an ordinance
to require wider sidewalks to encourage pedestrian traffic. The changes are expected to
make the town more tourist-friendly and increase resident satisfaction as well as improve the
physical activity environment.

•

Massachusetts Department of Public Health is developing a tool to train communities on
methods to affect policy and systems change at the community level.

•

A project in California trained high school students in Baldwin Park, California to conduct a
participatory assessment of the food available in their schools. After conducting the
assessment, students successfully advocated the passage of a city healthy eating ordinance to
apply nutrition standards to city sponsored venues. They then advocated for a statewide soda
ban in schools.

•

Prevention Institute, located in California, staff helped create Contra Costa’s Food Policy
requiring healthy food options in county events, meetings, and contracts.

State
•

California enacted legislation (SB19) that establishes state nutrient standards for beverages,
snacks, and side dishes sold in schools; prohibits the sale of soft drinks to elementary school
students; and limits the availability of soft drinks in middle schools.

•

Washington State created a statewide policy leadership group comprised of numerous
public and private sector representatives to develop a long-term policy vision and a strategic
road map for healthy nutrition and physical activity policy change at local, state, and
institutional levels. The group has identified health disparities as a specific variable to
consider when weighing the merits of policy proposals.

16
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National
•

The 2004 Child Nutrition and WIC Reauthorization Act aims to address childhood
overweight by increasing the focus on comprehensive solutions that incorporate healthy
habits, nutritional education, and increased physical activity with ongoing efforts to combat
hunger and food insecurity. It requires local wellness policies designed and implemented at
the local level by parents, teachers, administrators, school food service, school boards, and
the public. It also authorizes the Department of Agriculture to provide technical assistance, if
requested by the school or school district, in implementing healthy school environments.
The Act attempts to strengthen partnerships between local farms, school gardens, and child
nutrition programs to ensure fresh, local produce can go from the farms to schools.

•

Participants noted that school food service workers are currently considered business
managers, but that the federal government could promote nutrition in schools by requiring a
nutrition background for this position.

As with programs, policies that improve the environments where children live,
play, and learn can address health disparities by attending to inequalities in the
environment that may lead to illness.
The most common approach to addressing health disparities is to focus on improving access to
health care services by improving screening and treatment rates. These approaches are useful in
reacting to disparities, but improving environments may proactively prevent illness and injury. 19
•

D.C. Hunger Solutions has become involved in obesity prevention efforts through its work
in hunger prevention. The program identified several related problems—children arriving at
school hungry, shunning free breakfast because of the associated stigma, snacking on
nutrient-poor food during the day, and avoiding the cafeteria. As a result, the organization
worked with the school board to implement universal school breakfast in the classroom to
provide all children with breakfast. This program can potentially address healthy nutrition,
hunger, and academic achievement. Even though the program is feeding more children, it is
providing two million dollars in savings from bulk food purchases.

•

Unequal distribution of supermarkets can contribute to health disparities in low-income
communities. The Food Trust in Philadelphia identified an uneven distribution of
supermarkets that disproportionately affects large numbers of low-income people. Poor
supermarket access may be associated with a higher incidence of diet-related diseases in
many low-income neighborhoods. With this information, the Food Trust helped to
convene the Food Marketing Task Force which produced a report recommending policy
changes to improve the availability of affordable, nutritious food in Philadelphia. The
report led to the creation of Pennsylvania’s Food Financing Initiative which has made
significant funding from the state's economic stimulus program available for supermarket
development in low-income communities. Since the initiative was announced in

19

See the discussion of syndemics earlier in this report.
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September of 2004, the Fresh Food Financing Initiative (FFFI) has committed $6 million in
grants and loans to five supermarket projects across the state. These projects will result in
the creation of 740 jobs.
•

Three of the participating projects-- the Intertribal Council of Michigan, Washington
State, and Austin-Travis County (TX)-- participate in the Steps to a HealthierUS initiative
which provides grants to communities to implement community action plans to help
Americans live healthier lives. Communities are developing interventions where people live,
work, and go to school to address risk factors such as physical inactivity, poor nutrition, and
tobacco use that lead to obesity, diabetes, asthma, and other illnesses. 20

•

The Washington State Special Supplemental Nutrition Program for Women, Infants
and Children (WIC) operates a Farmers’ Market Nutrition Program, which provides
vouchers for recipients to purchase fresh produce at local farmers’ markets. It is
particularly popular within immigrant communities, where individuals tend to use farmers’
markets as a standard way to purchase produce from their native countries.

•

Kaiser Permanente is supporting place-based initiatives by focusing on geographic changes,
as opposed to targeting a particular sector (schools, worksites, etc.) for change, with the
notion that broad-based policy and environmental change in a given location may be a more
powerful means to effect changes in norms and, ultimately, in behaviors.

Policies can stimulate healthy environments and lead to sustained behavior
change.
Although programs typically require ongoing funding to remain operational, policy change that
leads to healthier behavior is more likely to be sustained even when the funding disappears.
Many of the initiatives profiled focus on policy change, because policies can change norms
which then influence behaviors. Participants note that policy and behavioral change complement
each other; healthy policies can spur changes in norms, and changing norms can spur healthy
policies.
•

CA’s Nutrition Network and 5 A Day Campaign require all funded projects to focus on
institutional, community, and public policy change to help low-income families eat more
fruits and vegetables and be more physically active. Examples include regional coordination
for creating certified farmers’ markets in low-income neighborhoods and substituting low-fat
milk for whole milk in a school district.

20

Steps to a HealthierUS programs target rural communities, low-income populations, Hispanics and
Latinos, American Indians and Alaska Natives, African-Americans, immigrants, youth, senior citizens,
uninsured and underinsured people, and other populations at high risk.
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•

The Steps to a HealthierWA project strongly encourages communities to focus on policy,
systems, or environmental changes. The program uses a community-participatory model,
with community and state staff working together in project management and evaluation.
This model helps to ensure that the community projects are relevant to the community and
also represent state-of-the-art knowledge in health promotion and policy and systems change.
For example, communities are encouraged to improve the number of schools that allow more
than 20 minutes for lunch and provide fruits and vegetables at school meetings, concession
stands, and vending machines.

Policies that promote healthy environments need to be enforced.
Several participants mentioned that state policies that set school requirements for nutrition
education or physical activity were not enforced, but teacher training and assistance can help
schools comply.
•

North Carolina’s State Board of Education passed the Healthy Active Children policy
in 2003, which requires all local school districts to establish School Health Advisory
Councils. The policy was amended in 2005 to require school districts to provide students
in Kindergarten through eighth grade with 30 minutes of physical activity each school day.
School Health Advisory Councils are required to provide an annual report to the state
school board regarding the number of minutes of physical activity students are receiving.
They must also report on progress toward full implementation of the policy, which includes
recommendations for physical education. The Healthy Active Children policy is available
at http://sbepolicy.dpi.state.nc.us/.

•

Steps to a Healthier Austin identified difficulty in implementing the State Board of
Education physical activity requirement due to lack of expertise among classroom teachers in
organizing recess activities and lack of time to set up equipment. As a result the project is
funding two teacher aide positions in two pilot schools. These staff members are responsible
for, among other things, setting up equipment for recess in order to take the burden off of
classroom teachers.
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Policy Change
Tools
Prevention Institute highlights examples of neighborhood-level successes in altering physical
infrastructures to improve health behaviors and outcomes, particularly in low-income neighborhoods,
in its report, The Built Environment And Health: 11 Profiles of Neighborhood Transformation:
http://www.preventioninstitute.org/builtenv.html.

Days of Dialogue: Obesity and Diabetes Prevention in Communities of Color, a report
developed by CANFit, summarizes a series of meetings with policy experts and representatives from
communities of color. The meetings were designed to increase participants’ understanding of, solicit
their recommendations for, and increase their involvement in state and local obesity and diabetes
prevention policy efforts: http://canfit.org/resources.html.

The Food Trust’s Healthy Beverage Toolkit is designed to assist schools, parents, health
professionals and other interested persons in working together to develop a healthy beverage policy
for their school district. The toolkit contains background information on obesity, the role of
sweetened drinks in contributing to childhood obesity and other diet related problems, model
beverage policies and information about how to develop a coalition: www.TheFoodTrust.org.

North Carolina’s Fit Together website provides facts, examples, and tools for making healthy
policy changes in communities. It chronicles success stories and provides lessons learned:
www.fittogethernc.com.

North Carolina’s Eat Smart, Move More…NC Web site provides tools for schools desiring to make
policy and environmental change around healthy eating and physical activity:
www.eatsmartmovemorenc.com.

North Carolina’s Winner's Circle is a statewide healthy dining initiative designed to create and
promote healthy eating environments through free and voluntary partnerships between local eating
establishments and health agencies. It includes a special program for schools:
www.ncwinnerscircle.com/aboutus.htm.

The State of Washington developed a Nutrition and Physical Activity Policy Resource Guide
that provides a comprehensive menu of nutrition and physical activity policies and environmental
changes that support healthy communities, healthy organizations, and healthy choices:
http://www.doh.wa.gov/cfh/steps/publications/nutrition_activity_policy_guide.pdf.

20
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COLLABORATION
Because children’s eating and physical activity behaviors are influenced by factors in their child
care, school, community, and family environments, various stakeholders need to be involved to
help create healthy environments. Stakeholders at the local, state, and national level, in both
public and private sectors, can contribute to creating healthy environments for children.
According to the Institute of Medicine, preventing childhood obesity will require a national
effort with special attention focused on communities with health disparities. 21 Large-scale,
multi-sector efforts aimed at changing social norms must include a variety of partners and
disciplines in order to effectively address the disparities that exist.
The participants at the meeting have developed partnerships with a variety of types of individuals
and organizations, including multiple state and local government agencies, community groups,
faith-based organizations, schools, after-school programs, primary care providers, parents, and
business leaders. Some of the partners include departments of health, agriculture, education,
parks and recreation, and economic development; cooperative extension agencies; YMCAs; city
and community associations; planners; representatives of the food industry; and environmental
activists. Efforts aimed specifically at disparities in childhood overweight need to include
collaboration across groups with interest in health disparities and those specifically interested in
nutrition and physical activity.
Those who attended the meeting represented a diversity of interests. Although all are focused in
some manner on eliminating disparities in childhood overweight, they approach the work from
different perspectives. Their interests and concerns range from nutrition to physical activity to
community capacity building to health disparities and social justice. These different perspectives
can lead to different strategies for addressing the issues.

Key Themes and Examples
Programs involve stakeholders with diverse interests, not only those who are
focused on health improvement.
•

The California Nutrition Network and California 5 A Day include over 300 partners at the
national, state, regional, and local levels. Partners include the California Department of
Health, the California Department of Food and Agriculture, the California Department of
Education, the California Grocers Association, commodity boards, growers and distributors,
and others. The Network and 5 A Day offer training, tools, and resources to their partners,
who include Network-funded projects in low-resource school districts, county health
departments, African-American faith organizations, food security organizations, and Indian

21

Institute of Medicine, Preventing Childhood Obesity: Health in the Balance (Washington D.C.:
National Academies Press, 2005), 5.
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tribal organizations among others, and Latino, African-American, and Asian (under
development) 5 A Day Campaigns.
•

The Food Trust developed the Corner Store Campaign, a project to increase access to
healthy foods in low-income communities. Although the work of the Trust is primarily in
health improvement, it has created partnerships with corner-store owners to promote healthy
snack choices to school children.

•

Prevention Institute issued the report Cultivating Common Ground analyzing the potential
for joint action among health, social justice, and sustainable agriculture sectors based on the
realization that healthy foods can reduce the likelihood of chronic diseases, which are more
prevalent and severe in low-income and certain racial and ethnic populations. One of the
recommendations for developing a collaborative movement, for example, is to promote
agricultural subsidies for fresh food.

•

Washington State has created a Nutrition and Physical Activity Policy Leadership
Group to coordinate a comprehensive, integrated, and aligned set of state, regional, local,
and private-sector policies that make it easier for people to choose to be physically active and
eat healthy foods. The group represents public health, health care, transportation, planning,
parks and recreation, the food industry, agriculture, academia, schools, and others. Among
the group’s policy recommendations is to change the food available in food banks.

•

The Wyoming Valley Wellness Trails Partnership evolved as an alliance of groups with
different interests—health, transportation, recreation, and the environment—who came
together to promote healthy lifestyles and physical activity through the use of trails. The
initial organizers identified and recruited trail organizations, health care organizations, senior
citizen representatives, and schools to join the effort. The group formed with assistance
from the Pennsylvania Environmental Council and the National Park Service, which
conducted a stakeholder analysis to help identify partners, their interests, and their potential
contributions. The Partnership was then able to secure conservation, recreation, and
transportation monies.

Programs work with communities, not for them
According to the participants, partnerships with communities that are experiencing health
disparities are critical, from the planning phase through implementation and evaluation.
Communities must be viewed as partners in the process, not as “tests” or “interventions.”
Communities vary in their approaches, and professionals emphasize the need to allow each
community to find its own path and its own voice in the process. Public health professionals
may need to learn new approaches that emphasize community development.
•

22

CANFit designed a Cultural Needs Assessment Guide which outlines a process for
uncovering the role of culture in the nutrition and physical activity habits of multi-ethnic
youth so that the information may be used to improve the habits in a culturally appropriate
way. The guide provides information for tailoring needs assessment surveys for specific
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ethnic groups. The goal is to define a process of engaging communities to help them
determine how they want to approach an issue and to provide tools and training to help them
do it.
•

Working with the community helps to ensure that health messages resonate with the target
population. D.C. Hunger Solutions found that youth were more interested in a healthy
lifestyle message, not healthy weight. Massachusetts Healthy Choices found their
communities were more engaged by messages about healthy eating, not healthy weight. The
Prevention Institute has found that the term “obesity” may bring a stigma that can lead to
physical inactivity and depression.

•

The Minnesota Eliminate Racial and Ethnic Health Disparities Initiative offered classes
to certify health coordinators within African-American churches. It found an increase in
screening for various risk factors as a result.

•

The Moses Lake (WA) Healthy Community Project is a partnership of citizens, the City of
Moses Lake and Grant County Board of Health; the Washington State Department of Health;
the University of Washington Health Promotion Research Center; and the National Park
Service/Rivers, Trails and Conservation Assistance Program. The project led to the
development of action plans focusing on trails and paths, community gardens, and
breastfeeding promotion. The project continues to grow with matching funds from
community partners.

Coalitions that include members with diverse interests recognize there will be
various levels of involvement.
Participants noted that partners become involved at various levels as the result of their diverse
interests. Some groups may want to join formal collaborations while others prefer to operate on
the periphery. Groups with an interest in nutrition and physical activity may need to expand
their field of interest by joining other collaborations in order to build partnerships, as opposed to
simply expecting others to join their collaborations. In some cases, persistence is required to
develop working relationships. Different partners can make different contributions. Participants
noted the benefits of “edge groups” that can provoke additional action outside of the group.
There was some debate about the involvement of food and beverage industry representatives in
formal collaborations, and some participants in the meeting distinguished between retailers and
growers who represent local communities versus wholesalers who may not have a stake in the
communities.
•

The California Department of Health Services has various workgroups, steering
committees, coalitions, and task forces. The California Center for Physical Activity,
California Obesity Prevention Initiative, California Project LEAN, California Diabetes
Program, and School Health Connections have convened their respective steering committees
and advisory groups into a single group to maximize resources, focus support on policy,
increase collaboration, and share research and successful models.
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•

The California Nutrition Network for Healthy Active Families has established eleven
regional nutrition networks covering the state of California. These networks are creating
environments where food stamp participants and other low-income Californians are
encouraged and enabled to adopt healthy eating and physical activity patterns as part of a
healthy lifestyle. The networks plan and implement advocacy initiatives to help change
policies, systems, and the environment. They include individuals, organizations, advocates,
community leaders, businesses, and others with expertise in nutrition, physical activity, and
food security in underserved communities. Non-traditional partners are drawn to the
networks for networking, training opportunities, and funding (mini-grant) opportunities.

•

The Food Trust in Pennsylvania is partnering with a variety of organizations to increase
children’s access to fresh foods. The Food Trust formed a partnership with a community
development financial institution, The Reinvestment Fund, to support the development of
new supermarkets in low-income communities. The Pennsylvania Fresh Food Financing
Initiative is a $40 million leveraged fund that meets the financing needs of supermarket
operators that plan to locate in underserved neighborhoods where infrastructure costs and
credit needs cannot be filled solely by conventional financial institutions. The Food Trust
also works with leaders from local government and the supermarket industry to identify
policy solutions to urban development challenges such as tax reform, zoning, and licensing
policies that affect decisions about store locations.

•

The Massachusetts Office of Commonwealth Development (OCD) promotes sustainable
development through the integration of energy, environment, housing, and transportation
agencies’ policies, programs, and regulations. The OCD promotes walkable and bikable
communities as an important component of its work. The state’s Department of Public
Health (MDPH) has initiated conversations with the OCD to coordinate the MDPH and
Partnership for Healthy Weight efforts to promote environments that support walking and
biking as a means of transportation.

•

The North Carolina Health and Wellness Trust’s FitTogether obesity grant program
requires partnerships. The request for proposals requires partners to be included in the
process and the annual action plans need to be signed off by partners to ensure they are all
aware of activities.

Collaboration includes engaging young people in order to develop projects to
meet their needs and interests.
Participants noted that engaging young people in these efforts is particularly critical, in order to
develop projects and programs that meet their needs. Young people can be effective advocates
of programs and policy change if they are educated and trained to fill that role. Positive youth
development enables youth to be empowered and instrumental in leading change.
•

24

CANFit’s P.H.A.T. campaign involved youth from San Francisco Bay Area programs and
schools to work with local hip-hop talent to incorporate their own nutrition and fitness
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messages into raps, artwork, and hip-hop dance routines. Partners included deejays, a fitness
club, and young people.
•

Youth in communities that experience inequities may become outraged and engaged when
enlightened about disparities. Prevention Institute organized bus trips for youth from lowincome areas in Los Angeles to supermarkets located in higher-income communities. The
youth were appalled to discover the difference between these stores and their lack of access
to healthy food choices in their own neighborhoods. They were also offended when they
realized they had better access to drugs and guns than to fresh fruit and vegetables and school
supplies. These trips sparked the youth to become involved in efforts to improve access to
healthy foods in their neighborhoods.

•

D.C. Hunger Solutions worked with youth to develop messages that would resonate with
their peers. They learned that messages about healthy lifestyles were more appealing than
messages about healthy weight. The youth developed the following message for their
project: “Shock your parents. Eat Healthy.”

•

The Moses Lake Healthy Communities Project created a Youth Wellness Team that
works with the Garden Coalition to improve the food choices available at the Jobs Corps
Center, a program that helps young people who meet income requirements to get a no-cost
education and vocational training.
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Collaboration
Tools
Collaboration math, a tool developed by Prevention Institute, is intended to help organizations
from diverse disciplines work together by helping them to better understand each other's
perspective and to identify the strengths and gaps in their partnership:
www.preventioninstitute.org/collmath.html.

The CANFit Cultural Needs Assessment Guide outlines a process for uncovering the role of
culture in the nutrition and physical activity habits of multi-ethnic youth so that the information
may be used to improve the habits in a culturally appropriate way:
http://www.canfit.org/pdf/GUIDE.pdf.

CANFit’s P.H.A.T. (Promoting Healthy Activities Together) campaign includes a multi-media
package, resources, and tips for involving youth: http://www.canfit.org/phat/about.html.
The Toolkit for Health and Resilience in Vulnerable Environments (THRIVE), developed by
Prevention Institute under contract with the Federal Office of Minority Health (OMH), includes
guidelines and resources for helping communities identify strategies to eliminate health
disparities and improve community health. The tool is being reviewed by OMH; other relevant
information is available at www.preventioninstitute.org./healthdis.html.

The University of Kansas Work Group on Health Promotion and Community Development
developed the Community Tool Box which includes information on community building and
cultural competence in addition to a variety of other topics: http://ctb.ku.edu/.

The National Park Service Northeast Region Philadelphia Office’s Rivers, Trails, and
Conservation Assistance Program created a Community Toolbox to help communities revitalize
community spaces. It includes a section on partnerships: http://www.nps.gov/phso/rtcatoolbox/.

26
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EVALUATION OF PROGRAM EFFECTIVENESS AND SUSTAINABILITY
Little experimental evidence exists to help determine what works to reduce disparities in
childhood overweight. In fact, experts concur that there is little experimental evidence in the
broader area of obesity prevention. However, given that obesity is such a serious public health
problem, experts recommend that actions be taken based on the best available evidence as
opposed to waiting for the best possible evidence, and that interventions be designed with
evaluation as a critical component in order to accumulate evidence and assess whether
interventions have made a difference. 22
Participants noted that it may be difficult to identify best practices in reducing disparities in
childhood overweight for many reasons, and relying only on proven best practices may be
inappropriate. Some participants noted that programs that are touted as best practices tend to be
resource-rich and therefore allow for more rigorous evaluations. They may also be based on
interventions that may be less complex and more easily evaluated. As a result, they are often
based on interventions in white middle class populations. While public policymakers are
increasingly focused upon sound prevention investments based upon the “gold standard” of a
“best practice,” such a narrow focus may impede creative and effective interventions.
Group participants held varying opinions about the use of pilot demonstrations. While some
participants supported the notion of testing interventions before expending additional resources
on them, others reported that children in communities of color do not respond favorably to the
notion of pilot projects, because they believe they are being exploited and tested.
Meeting participants noted the importance of having the researcher reflect the community when
possible. They also agreed that the utilization of participatory research, a collaborative approach
to research that equitably involves all partners in the process, was integral. They stressed the
need to hire and train local evaluators, be responsive to the community, and disseminate results
to communities.
Participants noted that standardizing tools and methods across communities is difficult given that
survey questions may need to be modified to be culturally and linguistically appropriate. For
example, one participant described a survey in which students were asked about the nutritional
content of meals. When completing the survey, some students distinguished between food eaten
with chopsticks as opposed to forks and answered in different ways.
Participants emphasized that funding levels, and funders’ emphasis on accountability, can be an
obstacle to evaluating community capacity-building approaches to changing social norms, given
the long-term goals and lack of short-term outcomes for many of these projects. It may be
unrealistic to expect consistency in evaluation methods if communities receive paltry funding
and little or no training on how to conduct an evaluation.
22

Institute of Medicine, Preventing Childhood Obesity: Health in the Balance (Washington D.C.:
National Academies Press, 2005), 4-5.
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Meeting participants suggested that funders consider increasing grants to community-based
organizations by 10 percent to cover the cost of thorough evaluations. If efforts to reduce
childhood overweight are focused on long-term change, then evaluation efforts must be as well.
Finally participants stressed that it is not realistic to expect interventions to reduce childhood
overweight but rather to hold it steady, because the prevalence is currently climbing.
Participants were hesitant to label any initiatives as best, or even as promising, because so many
initiatives are tailored to meet specific community needs and to address root causes of
disparities. Labeling interventions as best or promising is also complicated by the difficulty of
evaluating projects across diverse populations and communities. Nevertheless, there was great
interest in sharing approaches and learning from each other. Given the lack of evidence-based
practices, most of the discussion during the meeting focused on other issues. However several
themes did emerge as participants discussed data and evaluation issues.

Key Themes and Examples
Participants are taking advantage of available data sources to assess disparities
in childhood overweight in order to target programs effectively.
Many states use the Behavioral Risk Factor Surveillance System (BRFSS), the Youth Risk
Behavior Surveillance System (YRBSS), and the School Health Education Profile (SHEP) as
baseline prevalence and health education data. 23 In addition:
•

The Food Trust partnered with the Philadelphia Health Management Corporation to add
questions on fast food and quality of produce to its biannual Southeastern Pennsylvania
Household Health Survey of 13,000 residents of Southeastern Pennsylvania. The survey
targets key information about health status, personal health behaviors, and access to and
utilization of area health services. These data are available at the census tract, ZIP code,
county, and regional level. The Household Health Survey provides primary data on a broad
range of health topics such as health status, access to care, utilization of services, personal
health behaviors, health screening information, health insurance status, women's health, child
health, and older adult health and social support needs.

23

Information on these surveys from the Centers for Disease Control and Prevention are available on the
CDC’s website at http://www.cdc.gov/brfss/, http://www.cdc.gov/HealthyYouth/yrbs/index.htm, and at
http://www.cdc.gov/healthyyouth/profiles/index.htm.
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•

North Carolina’s Child Health Assessment and Monitoring Program (CHAMP) survey was
developed in the fall of 2004 and implemented in January 2005. CHAMP is the first survey
of its kind in North Carolina to measure the health characteristics of children, ages 0 to 17.
Eligible children for the CHAMP survey are drawn each month from the BRFSS telephone
survey of adults, ages 18 and older. All adult respondents with children living in their
households are invited to participate in the CHAMP survey. One child is randomly selected
from the household, and the adult most knowledgeable about the health of the selected child
is interviewed in a follow-up survey. Questions on the CHAMP survey pertain to a wide
variety of health-related topics, including breast feeding, early childhood development,
access to health care, oral health, mental health, physical health, nutrition, physical activity,
family involvement, and parent opinion on topics such as tobacco and childhood obesity.
CHAMP is able to provide health estimates for African-American, Hispanic, and American
Indian children in North Carolina.

•

Washington State participates in the SHEP, which includes questions on school policies
regarding tobacco, asthma, physical activity, nutrition-related policies, practices, and
instruction.

Initiatives are designing and using data collection tools to involve project
participants in evaluation efforts and to assess the effectiveness of their efforts.
•

California Nutrition Network–GIS Map Viewer is an interactive, Internet-based geographic
information system (GIS) that allows users to view and query mapped nutrition data at many
geographic levels. The program conducted geomapping of supermarkets, health disparities,
and WIC programs by legislative district, county, and community to assist communities with
designing data-driven programs.

•

California Nutrition Network and 5 A Day conducts statewide surveys to collect trend data
on various indicators for nutrition and physical activity. The California Teen Eating,
Exercise and Nutrition Survey (CalTEENS) was designed to gain a better understanding of
how many servings of fruits and vegetables California teens are eating, how active they are,
and the important factors that influence their dietary and activity choices. Approximately
1,200 teens age 12 to 17 throughout California complete the survey each year. The
California Children’s Healthy Eating and Exercise Practices Survey (CalCHEEPS) is a
statewide survey developed to fill a gap in the nutrition surveillance of California children, 9
to 11 years of age and to gain a better understanding of California children’s dietary intake
(especially fruit and vegetable consumption) and practices, physical activity and sedentary
inactivity, and knowledge and awareness of the California Children’s 5 A Day—Power Play!
Campaign.
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•

The North Carolina Healthy Weight Initiative developed the Physical Activity and
Nutrition (PAN) Behavior Monitoring Form which is available for North Carolina public
health agency use on the Health Services Information System. The PAN Monitoring Form
helps local health departments collect data for conducting community assessments, planning
and evaluating programs, and applying for grants. The PAN Data Collection and Reporting
Guidance Manual provides technical information to staff in public health agencies on tools
for collecting and reporting information on physical activity and nutrition behaviors.

•

North Carolina’s Progress Check is a Microsoft Access-based evaluation tool that local
health departments use to track policy and environmental change at the local level for
community-based programs it administers. It captures local health department efforts in
facilitating environmental and policy change (process and outcome measures) and it captures
unique information about individual programs.

•

Steps to a Healthier Austin (TX) is using a Web-based tool developed by the Kansas
Workgroup on Health Promotion and Community Development in which project partners
record activities and changes in who is involved in their activities. The partnership can then
use the tool to refocus interventions as needed.

•

STEPS to a Healthier Austin established an Indigent Care Collaboration to develop a Webbased data system for (healthcare) providers in low-income communities. The system
enables users to identify areas of disease concentration so they know where to target
interventions using geographic information systems (GIS).

•

Steps to a HealthierWA is surveying state chronic disease programs (tobacco prevention,
heart disease, diabetes, and others) to assess the Steps Campaign’s success at developing an
integrated approach to working with communities on related issues and to identify
opportunities for further integration.
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Evaluation
Tools
California Nutrition Network–GIS Map Viewer is an interactive, Internet-based GIS system
that allows users to view and query mapped nutrition data at many geographic levels. The
application contains a rich set of updated nutrition and other health related data:
http://www.calnutritionnetworkgis.org/.

Findings from the 1999 California Children’s Healthy Eating and Exercise Practices
Survey: Intervention Implications and Campaign Evaluation:
www.dhs.ca.gov/ps/cdic/cpns/research/download/calcheeps/CalCHEEPS-Low.pdf.

Impact Evaluation Handbook for the California Nutrition Network Local Incentive
Awardees: www.dhs.ca.gov/ps/cdic/cpns/research/download/EvalHandbook18.doc.

The North Carolina Healthy Weight Initiative developed the Physical Activity and Nutrition
Behavior Monitoring Form which is available for North Carolina public health agency use on
the Health Services Information System: http://www.eatsmartmovemorenc.com/data.htm.
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CONCLUSION
A multitude of environmental factors influence healthy eating and physical activity behaviors.
As a result, the initiatives discussed in this project are attempting to involve stakeholders who
can help enact programs and change policies at the organizational, local, state, and national
levels in order to create healthy environments and communities for children. Meeting
participants stressed the overarching need for policy development to codify new norms and help
to change norms around healthy eating and physical activity. However, they stressed that policy
change must be feasible to implement and enforce.
Participants note that it is particularly critical to involve communities in order to address children
at highest risk and to develop place-based initiatives that can address underlying causes that lead
to health disparities. New approaches are needed. However, given the lack of best practices
currently available, the need to tailor strategies to community needs, and the long-term nature of
the change required, evaluating projects over the long term can be problematic, and evaluations
are often under-funded. Partnerships that blend evidence-based and community-based
approaches are crucial in order to test innovative strategies, share information, and evaluate the
effectiveness of interventions.
Participants stressed the need to develop a national infrastructure to help stakeholders
disseminate information and share strategies. They also called for increased attention to
achieving health equity and community capacity building so that communities can develop,
evaluate, and share effective strategies to reduce disparities in childhood overweight.
The following four factors are considered critical to designing initiatives that can effectively
address disparities in children’s healthy weight:

Genuine Community-Based Programs
In order to develop social norms that promote healthy weight in children across
populations, a special focus on health disparities is needed, and it will be critical
to involve and engage communities in new ways.
According to the participants, all populations must be included in interventions that seek create
broad-based changes in social norms, because traditional methods often have not reached
populations that are experiencing disparities. Therefore, new approaches are required to
eliminate disparities. Building the capacity of communities to address their own needs is critical
to addressing the disparities in childhood overweight, with interventions tailored to meet
community needs and interests.
In order to address the multiple factors that reinforce healthy eating and physical activity
behaviors, the participants recommended that interventions focus on environmental and policy
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change within a variety of sectors in a given community, as opposed to attempting to address one
particular issue more geographically (e.g., vending machine policies in schools). They also
emphasize that communities need to be involved in every stage of the process, from program
design to implementation and evaluation.
Participants also stressed that efforts to improve nutrition and physical activity cannot occur in a
vacuum. Ideally, they should be integrated into already existing programs and events, not as
separate add-on activities, and they should be integrated with efforts to address overweight
among the general population and efforts to address disparities in other health issues.

Policy and Environmental Change
Efforts to promote healthy weight are increasingly focused on policy and
environmental changes that can influence social norms (or customs) and
encourage healthy eating and physical activity.
Meeting participants echoed expert recommendations to focus on creating community and
organizational environments that promote healthy behaviors as opposed to focusing on
individual behavior change. Community and organizational change can occur through the
creation of policies that promote health, such as designing neighborhoods with sidewalks to
encourage walking or requiring schools to offer healthy food choices. Participants noted a
variety of opportunities to promote healthy weight in children, including in schools,
communities, and through health care settings. They also acknowledged a need to develop a
comprehensive approach that will influence each of these settings in order to have an impact.
Participants stressed that the primary focus should be on preventing, rather than treating, the
problem but that treatment must also be included when children who are overweight are
identified.

Partnerships and Collaboration
Multiple partnerships are necessary to address disparities in childhood
overweight, including enhanced collaboration among partners interested in
nutrition/physical activity and those interested in addressing health disparities.
Participants noted a need to create a partnership between public health professionals, who bring
knowledge on nutrition and physical activity, and community agencies that understand
community cultures, in an effort to blend community wisdom together with knowledge of the
health field. Patience will be required to build trust and learn about community assets, needs,
and interests before offering tools, resources, and technical assistance so that community
programs can carefully blend expertise and interests.
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Meeting participants clearly stated that partnerships are often most successful when they provide
the community with something they may “want” versus something they may “need.” Such an
approach is often a sign to the community that public health professionals are genuinely
interested in offering help and resources.

Community-Based Evaluation
“Best practices” do not currently exist for addressing disparities related to
nutrition and physical activity. Projects are using available data sources to
monitor progress, but efforts to assess effectiveness of these initiatives require
new approaches.
For many reasons, it may be difficult to identify best practices in reducing disparities in
childhood overweight. Therefore, relying only on proven best practices may be inappropriate.
Best practices will vary depending on the needs and interests of the community. Since
communities vary widely, the search for best practices may impede creative and effective
interventions.
Meeting participants are using existing data sources to measure and monitor progress. They seek
to involve in the evaluation process the communities that are implementing interventions. In an
effort to be responsive and to provide results to communities, they also stressed the need to hire
and train local evaluators and to disseminate evaluation results to communities. They noted that
cultural and community competence are significant priorities when interacting and
communicating with communities. Finally, meeting participants noted that if efforts to reduce
childhood overweight are focused on long-term change, evaluation efforts must be as well.
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List of Project Participants and Web Sites

California
•

California Department of Health Services: California Nutrition Network for Healthy,
Active Families and the California 5 A Day—For Better Health Campaign:
http://www.dhs.ca.gov/cpns.

•

CANFit: California Adolescent Nutrition and Fitness Program: www.canfit.org.

•

Kaiser Permanente’s Comprehensive Approach to the Obesity Epidemic: Bringing
Expertise and Resources to Bear at Every Level. See Kaiser Permanente Community
Health Initiatives: http://xnet.kp.org/communitybenefit/chi/index.html.

•

Prevention Institute: www.preventioninstitute.org.

Massachusetts
•

Massachusetts Healthy Choices. Go to Massachusetts Department of Public Health:
http://www.jumpupandgo.com.

•

Boston Steps. Go to Boston Public Health Commission: http://www.bphc.org/.

Michigan
•

Intertribal Council of Michigan’s Healthy Anishinaabe: http://www.itcmi.org/steps.

Minnesota
•

Minnesota Department of Health: Office of Minority and Multicultural Health:
http://www.health.state.mn.us/ommh/.

North Carolina
•

North Carolina Division of Public Health: Eat Smart, Move More… North Carolina:
www.eatsmartmovemorenc.com.

•

East Carolina University: KIDPOWER and Pediatric Healthy Weight Case Management
Program: http://www.ecu.edu/pedsweightcenter.

Pennsylvania
•

The Food Trust: www.thefoodtrust.org.

Wyoming
•

Wyoming Valley Wellness Trails Partnership: http://www.activelivingbydesign.org/cgibin/albd.org/view_services.cgi?request=show_public_home&dept_id=124.

Texas
•

Steps to a Healthier Austin: http://www.healthierus.gov/steps/grantees/2004/austin.html.

Washington State
•

State of Washington Department of Health, Community and Family Health:
http://www.doh.wa.gov/cfh/NutritionPa/obesity_project.htm:
Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)
Special Supplemental Nutrition Program for Women, Infants, and Children—
Farmers’ Market Nutrition Program
Steps to a HealthierWA: http://www.doh.wa.gov/cfh/steps/default.htm
Nutrition and Physical Activity Programs to Prevent Obesity and Other Chronic
Diseases
Spokane and Lewis County Nutrition Projects

•

City of Moses Lake Healthy Communities:
http://depts.washington.edu/dohuwnps/MosesLake/.

Washington, D.C.
•

D.C. Hunger Solutions: www.dchunger.org.

Other Projects
•

National Academy for State Health Policy
NASHP has partnered with the Health Resources and Services Administration, the
Consumer Health Foundation, Kaiser Permanente, and Nemours Health and Prevention
Services to examine promising practices and lessons learned as states attempt to address
the epidemic of childhood overweight. www.nashp.org.

•

Nemours Health and Prevention Services:
http://www.nemours.org/internet?pid=3&cat=4.

Appendix B:

Project Summaries

California Nutrition Network for Healthy, Active Families
and the California 5 a Day—For Better Health Campaign

The California Nutrition Network for Healthy, Active Families (Network) and California 5 a
Day—Be Active! Campaign (5 a Day Campaign) are statewide social marketing initiatives led by
the Cancer Prevention and Nutrition Section of the California Department of Health Services,
administered in part by the Public Health Institute, and funded principally by the United States
Department of Agriculture (USDA) Food Stamp Program. The objectives of the Network and 5
a Day Campaign are to increase fruit and vegetable consumption to 5 to 9 daily servings as part
of a healthful diet, increase physical activity to at least 30 minutes a day for adults and 60
minutes a day for children, and increase participation in federal nutrition assistance programs by
those who are eligible. These objectives are pursued through a large-scale, multi-level,
population-based campaign targeting low-income families with children in order to reduce the
risk of chronic diseases, especially obesity, type 2 diabetes, heart disease, and cancer.
The Network provides leadership and infrastructure for like-minded statewide, local, and private
partners. In 2002-2003, Network-funded projects included Incentive Awardees, regional lead
agencies, and Special Projects in the following channels:
44 Low-Resource School Districts
30 Local Health Departments
15 African American Faith Organizations
15 Public Colleges and Universities
12 Project LEAN Regions
12 Food Security Organizations
11 5 a Day--Power Play! Regions
7 Cancer Research Projects
7 County Offices of Education

6 Indian Tribal Organizations
4 First Five Children & Families Commissions
4 Latino 5 a Day Regions
4 Park and Recreation Departments
3 Physical Activity and Nutrition Resource Centers
3 City Government Agencies
3 U.C. Cooperative Extension Agencies
3 California Healthy Cities
2 Non-Profit Demonstration Projects

The 5 a Day Campaign is conducted in cooperation with the National 5 a Day Partnership that is
led by the National Cancer Institute, Centers for Disease Control and Prevention, USDA,
American Cancer Society, the Nation’s produce industry, and other national organizations. The
targeted campaigns and those under development (*) include the:
Children’s 5 a Day—Power Play! Campaign
Latino 5 a Day Campaign
African American 5 a Day Campaign

5 a Day Retail Program
5 a Day Worksite Program*
Asian 5 a Day Campaign*

To change social norms around healthful eating and active living, the Network and 5 a Day
Campaign concentrate their efforts and achieve results in five strategic areas, below. An
additional strategic plan aimed at California’s general population was developed in 2003 as part

of a nationwide effort to implement the National Strategic Plan; implementation resources are
being sought.
Partnership and Resource Development: The Network and 5 a Day Campaign maintain
consistent and seamless communication to the public by offering their projects and partners
training, tools, and resources in the areas of mass communication, public relations, community
outreach, environmental and policy change, and social marketing. Three Joint Steering
Committee meetings are hosted each year to help steer collaborative efforts through Policy
Action Teams that give direction in six policy areas— adults, children and youth, food
assistance, physical activity, 5 a Day, and health disparities.
The Network and 5 a Day Campaign aim to harness the benefits of national and state-led
initiatives, combined with the innovations of local communities. Partners at the national, state,
regional, and local levels total over 300 government, non-profit, and business organizations,
including the California Department of Food and Agriculture, California Department of
Education, California Grocers Association, and numerous California-based commodity boards,
growers and distributors, among others. The Network and 5 a Day Campaign also participate in
a variety of California collaboratives, including the California’s Child Nutrition Task Force, the
California Task Force on Youth and Workplace Wellness, the Food Stamp and Nutrition
Education Outreach and Participation Committee, the Interagency Food Assistance Committee,
and the USDA-required State Nutrition Action Plan team.
Research and Evaluation: The Network and 5 a Day Campaign conduct the only statewide
surveys that focus exclusively on healthful eating and physical activity. The biennial surveys are
the adult California Dietary Practices Survey, the California Teen Eating, Exercise and
Nutrition Survey, and the California Children’s Healthy Eating and Exercise Practices Survey.
CPNS also collaborates with researchers for the Behavioral Risk Factor Surveillance Survey, the
Women’s Health Survey, and the California Health Interview Survey. The surveys help set state
and local priorities, educate policymakers, inform service providers, and raise public awareness.
The Network and 5 a Day Campaign conduct a variety of formative research projects, including
literature reviews, focus groups, key informant interviews, and environmental mapping, that
enable the state and local programs to use “real-world” data upon which to base campaigns and
interventions. A novel Geographic Information System helps partners target interventions and
identify resources at the neighborhood, city, county, and regional levels. Pilot tests provide an
opportunity to try out new intervention and evaluation strategies, such as the feasibility of using
new, standardized evaluation instruments. Economic studies provide information on cuttingedge topics, such as the cost of obesity and economic benefits of higher fruit and vegetable
consumption. Research and evaluation findings of all types are disseminated through conference
presentations, brief and in-depth reports, and participation on state and national task forces,
working groups, and committees.
Evaluation of Network and 5 a Day Campaign projects is based on the Social Ecological Model,
which aims to achieve positive change in the policy, community, and institutional spheres of
influence, as well as at the interpersonal and individual levels. This model is the basis for
evaluating USDA Food Stamp Nutrition Education. In addition to the biennial state surveys,

CPNS conducts other evaluation activities, including semi-annual activity reports from all
funded partners and large- and small-scale impact evaluations to determine the effectiveness of
the targeted campaigns, special projects, and LIA’s.
Media and Retail: The Network and 5 a Day Campaign conduct media and public relations
activities, including the purchase of television and radio airtime; placement of outdoor ads, such
as mobile billboards, bus wraps and transit ads; an active website www.ca5aday.com; and
regional media tours with trained state and local spokespeople, all supported by public relations
activities at the community and state levels. The 5 a Day Retail Program works with nearly
1,000 supermarkets, neighborhood markets, warehouse stores, and independent grocers to
promote fruits and vegetables. Merchandising includes customized point-of-sale materials; ad
slicks for print advertisements; in-store recipe booklets and brochures; and a CD-ROM
containing advertising copy, graphics, health tips, and nutrition information to be used by
retailers. Similar partnerships for physical activity are in development. The media prime
contractor is Runyan, Saltzman & Einhorn; Hill & Knowlton provides public relations, and Field
Research provides evaluation support.
Community Interventions/Development: The Network and 5 a Day Campaign facilitate the
efforts of a wide range of community-based organizations that want to promote healthful eating,
physical activity, and participation in federally funded nutrition assistance programs by
increasing access to tested social marketing interventions, tools, consumer materials, nutrition
education and physical activity reinforcement items, and 5 a Day Campaign model programs;
fostering partnerships; stimulating community development initiatives; and encouraging new
interventions by Local Incentive Awardees (LIAs), State Incentive Awardees (SIAs), Non-profit
Incentive Awardees (NIAs), and Special Project grantees. The community interventions take
place in a variety of settings including schools, community youth organizations, worksites,
restaurants, grocery stores, churches, direct health service provider organizations and community
clinics, and farmers’’/flea markets. The collateral materials that support the interventions are
designed and made available to meet the cultural and linguistic needs of diverse audiences,
including Spanish-language dominant consumers and intermediaries. Inter-organizational
initiatives include California Healthy Cities, English as a Second Language, and a Farm-toSchool initiative. Starting in 2005, regional functions will be consolidated in 11 Nutrition
Network Regions. They will provide support to all Network projects in their region;
administration of 5 a Day Campaigns for children, Latinos and African Americans; and support
to Regional Collaboratives that focus on achieving priority policy changes.
Policy, Environmental, and Systems Change: The Network and the 5 a Day Campaign ask all
their funded projects to change organizational policies and the physical environment to help lowincome families eat more fruits and vegetables, be more active, and – for those who are eligible –
participate in federal nutrition assistance programs. Projects include development of policy
priorities with corresponding action plans; working with the Food Stamp Program on promotion,
outreach, and phasing in Electronic Benefits Transfer cards into farmers’’ markets; advancing
progressive nutrition and physical activity policies in low-resource school districts and
community youth organizations; and establishing nutrition and physical activity policies and
healthful environments in worksites. Statewide leadership projects include those with the:
California Elected Women’s Association for Education and Research; California Center for

Research on Women and Families; Brown Miller Communications; Community Food Security
Coalition; California After School Partnership; California Food Policy Advocates; California
Food Bank Association; Center for Public Health Advocacy; California Medical Association
Foundation; and the Public Health Law Program.
Success in Reaching Californians: In the 2002-2003 Federal Fiscal Year, the Network and 5 a
Day Campaign reached large proportions of Californians. For example, the 30 local health
departments represented counties serving 32 of California’s 35-million residents, low-resource
school districts participating in the Network included one-quarter of California’s public school
students, and over 225,000 of California’s 459,000 low-income fourth- and fifth-graders
participated in the Children’s 5 a Day—Power Play! Campaign. The Latino 5 a Day Campaign
also reached over 800,000 Latino adults directly in four regions; the African American 5 a Day
Campaign reached over 260,000 African American adults directly in six counties, and the 5 a
Day Retail Program reached over 125,000 low-income families daily at grocery stores.
Reach per channel in Federal Fiscal Year 2001-2002 included: school districts (630,000 students
and their families in over 720 sites); county offices of education (518,670); public
colleges/universities (128,990); local health departments (4,737,573); Indian Tribal
Organizations (23,950); faith outreach projects (260,000); food security organizations (536,064);
U.C. Cooperative Extension (20,780); city governments (28,325); and parks and recreation
(536,884). Retail food demonstrations reached an estimated 25,000 low-income families. These
numbers represent a variety of strategies used at each individual agency.
Total statewide reach by all channels funded by the Network was 800 million impressions in
Federal Fiscal Year 2001-2002, which amounts to over 23 impressions per capita for the state.
The Network and 5 a Day Campaign serve all 58 counties in the state through regional lead
agencies that conduct outreach activities targeting both children and adults.
Outcomes: Newly available information for 1999-2003 indicates that 4th and 5th graders have
increased their fruit and vegetable consumption as the intensity of Network and Power Play!
interventions grew. Children from homes using Food Stamps reported higher consumption than
did other low-income children, while children from higher income homes reported no increases.
For adults, information as of 2001 suggested that increases may have been starting. Nationwide,
fruit and vegetable intake is not improving.
Contacts: Susan B. Foerster, MPH, RD Chief sfoerster@dhs.ca.gov 916-449-5385
David Ginsburg, MPH, Assist. Chief dginsbur@dhs.ca.gov 916-449-5416
Sharon Sugerman,
ssugerma@dhs.ca.gov 916-449-5406
Research and Evaluation
Desiree Backman, 5 a Day Campaigns dbackman@dhs.ca.gov 916-449-5409
Susan Pennel, Communications
spennel @dhs.ca.gov 916-449-5418

Project title: California Adolescent Nutrition & Fitness (CANFit)

Project location/area of impact: California
Program priorities: The California Adolescent Nutrition and Fitness (CANFit) Program
is a statewide, non-profit organization whose mission is to engage communities and
build their capacity to improve the nutrition and physical activity status of California´s
low-income African-American, American Indian, Latino, and Asian/ Pacific Islander
youth 10-14 years old.
Disparities to be addressed: Lack of education and affordable accessibility to healthy
nutrition and physical activity in communities of color.
Interventions, programs, and products that address disparities: See brochure and
website: www.canfit.org.
Policy changes that address disparities: See brochure and website: www.canfit.org.
Evaluation information or plans: See brochure and website: www.canfit.org.
Funding sources: Donations, The California Endowment, The California Wellness
Foundation, Kaiser Permanente Foundation, Robert Wood Johnson Foundation, Louis
R. Lurie Foundation.
Contact information:

Arnell Hinkle, MPH, RD, CHES
CANFit
2140 Shattuck Avenue Suite 610
Berkeley CA 94704
510-644-1533
info@canfit.org

KAISER PERMANENTE’S COMPREHENSIVE APPROACH TO THE OBESITY EPIDEMIC:
BRINGING EXPERTISE AND RESOURCES TO BEAR AT EVERY LEVEL
Overview
Kaiser Permanente is America's leading integrated health plan. It is a not-for-profit, group
practice prepayment program with headquarters in Oakland, California. The organization serves
the health care needs of some 8.2 million members in 9 states and the District of Columbia,
including 6.2 million in California.
Kaiser Permanente has developed a comprehensive, multifacted approach to overweight and
obesity which emphasizes clinical prevention and treatment strategies as well as public health
interventions. This approach recognizes the critical role of environmental and community-based
strategies in preventing obesity and helping people maintain weight loss. While the strategies
are numerous, there are a number of key elements that provide insights into Kaiser
Permanente’s overarching approach to the obesity epidemic.
Evidence-based clinical practices and weight management interventions
Kaiser Permanente’s Care Management Institute launched its Weight Management Initiative in
early 2002 to develop and implement a plan to address overweight and obesity among
members and then share those approaches with safety net and other community providers.


Special training has been developed for pediatricians, family medicine and internal
medicine physicians on how to assess Body Mass Index (BMI) and discuss results with
patients and their parents, deliver key messages and promote goal setting using “brief
negotiation” and other techniques informed by behavioral science. Nearly 1,000 Kaiser
Permanente clinicians and over 1,000 community clinicians have been trained to
address overweight and obesity with their patients.



Tools have been created to supplement physician training; a Body Mass Index wheel,
posters, and tip sheets, in both English and Spanish, were developed for the clinical
setting.



Kaiser Permanente offers a wide range of weight management programs for adults,
children and families. Single session weight management programs are offered in all
major service areas; medium-intensity 6- and 8-week sessions such as Kidshape® and
our own KP Kids program are also available at many facilities, as are more intensive
programs for high risk patients.



A method for tracking BMI have been built into Kaiser Permanente’s state-of-the-art
electronic medical record system; BMI as a Vital Sign program which includes both
administrative and clinical practice changes has been implemented at several medical
centers in California.



Internet-based lifestyle management programs are now available through Kaiser
Permanente’s member website; Balancetm, Kaiser Permanente’s on-line weight
management program, has been used by over 25,000 members since its introduction in
the summer of 2004. Kaiser Permanente has also developed Teen Choices and

Challenges, an internet-based program for adolescents which addresses nutrition and
physical and body image.


19 distinct process and outcomes measures are now being tracked nationally throughout
Kaiser Permanente in an effort to inform and improve future practices.

Community health initiatives and grants that foster community health partnerships
Kaiser Permanente-supported community health initiatives are working to transform the health
of communities across the country by linking an evidence-based and prevention-oriented
approach to medicine with community activism and proven public health interventions. Healthy
Eating, Active Living (HEAL) initiatives emphasizing environmental and policy change are in
various stages of development in every Kaiser Permanente region, as are targeted HEAL grant
programs to support community organizations promoting healthy eating and active living.
In addition, in 2004 Kaiser Permanente committed more than half a million dollars in grant
money and services to fund and advance promising community partnerships that were
developed in response to the U.S. Department of Health and Human Services (HHS) STEPS to
a HealthierUS program. Eight communities including San Francisco, San Diego and Santa
Clara counties, Denver, CO, DeKalb County GA, Prince George’s County, MD, Multnomah
County, OR, and Cleveland, OH received grants to sustain community health partnerships in
Kaiser Permanente regions that were not funded federally. In Clark County, Washington, Kaiser
Permanente supplemented a successful HHS grant.
Educational Theatre programs
Kaiser Permanente aims the spotlight on healthy eating and active living for children through its
signature Educational Theatre programs. “Zip’s Great Day” educates school age children on a
range of important health issues including diet and physical activity. A new theatre production is
currently being developed in partnership with the California Nutrition Network to specifically
target healthy eating and active living for elementary school children. That production will
include a week-long series of workshops with upper primary grade children to develop media
literacy skills and reinforce key messages. These programs are developed in consultation with
health experts, health educators, schools, communities and public health organizations and
provided at no cost to schools in Kaiser Permanente communities.
Farmers’’ markets
The inability to access fresh produce is a barrier to healthy eating in many communities. Kaiser
Permanente has launched a program to establish farmers’’ markets and farm stands in its
hospitals and medical office buildings throughout the nation. Developed in collaboration with
local health departments and community-based organizations, the markets were created to
improve access to fresh, local food for members, employees and communities and to provide a
venue for health education and social marketing. Currently, 11 farmers’ markets have been
established, with plans calling for 20 to be established in California, Hawaii, Oregon,
Washington, D.C. and Colorado by 2006.
TV-Turnoff campaign
Kaiser Permanente’s national partnership with the TV-Turnoff Network raises awareness of the
effects of excessive television viewing on health through an annual TV-Turnoff campaign. The
intensive campaign disseminated 50,000 TV-Turnoff posters, 2,000 Organizer’s Kit and more
than 19,000 copies of a shorter online version, and shared tools to support clinicians, members,

and communities to promote and adopt more active liftestyles. The effort included radio shows
airing on more than 1,900 stations.
Generating and disseminating research
Kaiser Permanente has brought its research resources to bear on obesity issues for many years
with an emphasis on moving research into practice both for Kaiser Permanente physicians and
for the community. As an example, Kaiser Permanente’s Center for Health Research in
Portland, Oregon teamed up with its local health care providers in 2004 to present a series of
public forums in English and Spanish on childhood obesity.
Most recently, Kaiser Permanente’s Garfield Memorial Fund has directed $2.4 million into eight
new weight management projects. Each focuses on laying an evidence-based foundation for
developing, evaluating and sharing proven models of obesity prevention and treatment. Studies,
once completed, will inform not only Kaiser Permanente practices, but results will be shared
with community health organizations.
At a national level, Kaiser Permanente is currently engaged in a collaboration with the Centers
for Disease Control, the Robert Woods Johnson Foundation and Health Partners to translate
the CDC’s “Guide to Community Preventive Services” chapters on physical activity and nutrition
into action.

Focus on Equitable Health Outcomes: Nutrition and Physical Activity
Prevention Institute has multiple projects related to promoting nutrition and physical activity with a
particular emphasis on health disparities. The Institute’s work is guided by key principles of primary
prevention and social equity in health—taking action before the onset of illness and injury and looking
beyond the individual to factors in the environment that influence the health of populations. Our
approach to eliminating health disparities focuses on advancing a deeper understanding of how
fundamental causes of disparity shape underlying determinants of health and illness. In particular, policy
and action aimed at improving the environments in which people live, work and go to school represent the
core of our methodologies. The current focus on nutrition- and physical activity-related chronic disease
provide an opportunity to both improve health conditions in communities and infuse prevention as a vital
part of the health system.
As a part of our work on health disparities:
•

We facilitated the California Campaign to Eliminate Racial and Ethnic Disparities in Health,
co-chaired by the American Public Health Association (APHA) and the California Health and
Human Services Agency. The effort culminated in Health for All: California’s Strategic
Approach to Eliminating Racial and Ethnic Health Disparities—a strategy that delineates
how the resources of diverse governmental and private institutions can be marshaled to work
with communities to make significant progress towards eliminating racial and ethnic health
disparities in California. We emphasized community factors and needed organizational and
policy changes.

•

We have conducted research and written two background papers for The California
Endowment to inform its health disparities initiative and funding priorities. We delineated
the overall role of prevention in addressing health disparities and community approaches to
health and safety. We highlighting 20 community-based factors, which are clustered into
four areas including built environment, social capital, services and institutions, and structural
factors.

•

We were contracted by the Federal Office of Minority Health (OMH) to develop a
community resilience assessment tool. The tool—THRIVE (Toolkit for Health & Resilience
In Vulnerable Environments)—is completed and has been piloted in rural, urban, and
suburban settings across the United States (US). The THRIVE Project Expert Panel
approved the toolkit, which includes guidelines and resources for strengthening community
efforts.

•

A core element of our approach to violence prevention is understanding the roles of poverty
and oppression in contributing to violence. We provide strategic development, consulting,
training, and resources to reduce violence in communities and enhance safety. For example,

we developed Partnerships for Preventing Violence satellite training series in collaboration
with Harvard University’s School of Public Health and Education Development Center
featuring best and promising practices for youth and community violence prevention;
developed a strategic plan, Cultivating Peace, for the City of Salinas, CA to prevent violence
and improve health outcomes for children, youth and families; facilitated a process to identify
best practices and models and synthesized the information into a draft Blueprint to reduce
violence in Alameda County, CA; and are working with the Minnesota Department of Health
to strengthen sexual violence prevention efforts throughout the state.
•

We developed a Youth Educational Program, aimed at improving safety and reducing
disparities in the incidence of impaired driving and non-seat belt use by African American,
Latino, and Native American youth in the Western US through a contract with the National
Highway Traffic Safety Administration (NHTSA).

Further, our projects focusing on sustainable food, nutrition, physical activity, and the built environment
highlight the need to address health disparities as a key factor. As such, we delineate the importance of
including social justice matters in developing changes in practice and policy. Examples of these efforts
include:
•

Prevention Institute is a founding member and coordinator of the Strategic Alliance for
Healthy Food and Activity Environments. The Alliance is a coalition of organizations and
individuals committed to promoting environmental and policy changes to support healthy
eating and regular activity. The Alliance's goal is to benefit the health and wellness of all
California residents, with particular emphasis on low-income and communities of color, by
promoting environmental solutions and institutional and government policies. The Alliance’s
work has been recognized nationally as a model and we regularly provide training and
consultation around the nation.
o

The Alliance has organized Listening Sessions to inform the Governor’s Summit on
Obesity Prevention in 2005.

o

The Environmental Nutrition and Activity Strategies Tool (ENACT) is a tool designed to
help improve nutrition and activity environments on a local level, especially in lowincome neighborhoods and communities of color. It focuses on seven environments
(Neighborhoods, Preschools and Daycares, Schools, After School Programs, Healthcare,
Workplace and Government Practices) with related strategies complemented by practical
"how-to" information for implementation including tools, resources, articles, model
policies, and programs. A key aspect of ENACT is that we are increasingly gathering
models of best practices from across the nation and background information on the
efforts need to successfully implement these models in communities.

•

We recently completed a report called Cultivating Common Ground, which clarifies and
reinforces the connections between the current food system and poor eating habits resulting in
nutrition-related chronic disease. The report outlines the differences and opportunities
between the health, social justice, and sustainable agriculture sectors and suggests a roadmap
for collaboration by recommending strategies to build understanding and joint action between
the fields for organizational and policy changes. The report underscores the need for
partnership with social justice sectors because chronic diseases prevalent throughout the
nation affect people of color and low-income more frequently and more severely.

•

Our case studies, The Built Environment and Health: 11 profiles of Neighborhood
Transformation highlight examples of neighborhood-level successes in altering elements of
the built environment to improve healthy behaviors and outcomes. The profiles focus on
interventions that have occurred in low-income communities and are most likely to contribute
to reducing health disparities in the US because low-income communities are more likely to

be sites of hazards and less likely to be conducive to physical activity and healthy eating.
Project Location: Prevention Institute’s project areas are nationally-based with efforts in a number of
states, most particularly in California, where we are located.
Funders for the projects mentioned above include: The California Wellness Foundation, The California
Endowment, Federal Office of Minority Health, Center for Disease Control and Prevention, Federal
Department of Education, Federal Department of Justice, Federal Department of Health and Human
Services, National Highway Traffic Safety Administration, Kaiser Permanente, Columbia Foundation,
and Clarence E. Heller Charitable Foundation.
Please contact Larry Cohen at Prevention Institute for further information at (510)444-7738 or
larry@preventioninstitute.org.

Massachusetts Department of Public Health
Project title: Healthy Choices (enhanced)
Project location/area of impact: Massachusetts middle schools—targeted
communities with populations at highest risk for overweight/obesity and related chronic
diseases.
Program priorities: Increase fruit and vegetable consumption, increase physical
activity, decrease television viewing.
Disparities to be addressed: Access to opportunities for physical activity and healthy
foods.
Policy changes that address disparities: Policies that support access to physical
activity opportunities, access to healthy foods,
Evaluation information or plans: Evaluation under development.
Funding sources: Blue Cross Blue Shield of Massachusetts, CDC.
Contact information:

Selena Dolan
Healthy Choices coordinator
MA Department of Public Health
250 Washington Street
Boston, MA 01876
617-994-9860
selena.dolan@state.ma.us.

Project title:

Healthy Anishinaabe

Project location/area of impact:

Native American/American Indian Communities
representing 37 counties in upper and lower
Michigan.

Program priorities:

Reduce the burden of chronic disease specific to
diabetes, obesity and asthma among eight federally
recognized tribal communities in Michigan.

Disparities to be addressed:

The American Indian population in Michigan
experiences rates of chronic disease morbidity and
mortality, which are far above State and national
averages. The leading causes of death for Michigan
American Indians are heart disease, cancer, chronic
obstructive pulmonary disease, unintentional
injuries, cerebrovascular disease, and diabetes.

Interventions, programs, and products that address disparities (please describe target
audience, setting, and time frame):
Monthly Elder Bingo, weekly “Rez” Aerobics; annual farming conferences; daily Healthy Worksites
food choices and walking programs; monthly Diabetes support groups and screening; Michigan
Asthma Coalition providing Asthma Education in schools; Tribal Elder Meal, Nutrition,
Commodity foods programs, and traditional food demos; “Take it Outside” second hand smoke
free campaign, and interventions at casinos and Pow Wows are just some of the ways Healthy
Anishinaabe are reducing the burden of diabetes, asthma, and obesity among the tribes.

Policy changes that address disparities:

Smoke Free Casinos and restaurant food choices

Funding sources:

Centers for Disease Control STEPS Program

Contact information:

Cathy Edgerly, Program Manager: cathye@itcmi.org
Lulu Bagnol, Evaluator, CDC Assignee:
lulu@itcmi.org
2956 Ashmun Street, Sault Ste Marie, MI 49783
(906) 632-6896
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Reducing Minnesota’s Health Disparities
Although Minnesota has long been noted as
one of the healthiest states in the nation,
minority populations in Minnesota tend to
experience much worse health in several areas.
Overall, populations of color and American
Indians experience shorter life spans, higher
rates of infant mortality, higher incidences of
diabetes, heart disease, cancer and other
diseases and conditions, and poorer general
health. These disparities also affect
Minnesota’s newly arrived immigrants and
refugees. In some cases, the disparities are the
highest in the nation. This is a distinction that
the state of Minnesota simply should not have.

Achievements
•

Successfully implemented the Eliminate
Racial and Ethnic Health Disparities
Initiative through a grant program that
funds 52 grantees statewide including 10
tribes and reaches 41 of Minnesota’s 87
counties. This grant program focuses on
community-based initiatives in eight
priority disease areas: HIV/AIDS, diabetes,
cardiovascular disease, breast& cervical
cancer screening, unintentional violence,
infant mortality, adult and child
immunizations.

•

Developed the first Roundtables for
communities of color on health and disease
prevention through the formation of
“Health Committees” staffed by each
Health Coordinator in the OMMH.
Committees are up and working for the
Asian/Pacific Islander, African
born/African American/ Latino, and Urban
American Indian communities. These
communities provide input to MDH that is
department wide on the strategies, concerns
and health conditions that need to be
addressed.

•

Hosted the first ever “Minority Health
Month” in Minnesota. Received a
Proclamation from Governor Pawlenty and
attracted over 600 people to various events
and activities including a “Stand for Your
Health” Day at the Capital on April 29,
2003.

•

In collaboration with the Chicano Latino
Council, hosted a forum on health concerns
and strategies for working with the Latino
community in Willmar, MN. The Mayor of
Willmar and State Representative Al
Juhnke attended along with 40 health and

The Minnesota Department of Health’s Office
of Minority and Multicultural Health (OMMH)
exists to focus attention on the disparities in
health status among Minnesota’s populations of
color and American Indians.
One of the areas within OMMH is the
Eliminating Health Disparities Initiative. The
goal of this initiative is to close the gap in the
health status of African Americans/Africans,
American Indians, Asian Americans, and
Hispanic/Latinos in Minnesota compared with
whites in the following priority health areas:
breast and cervical cancer, cardiovascular
disease, diabetes, HIV/AIDS and sexually
transmitted infections, healthy youth
development, and violence and unintentional
injuries, and by 2010, decrease by 50 percent
the disparities in infant mortality rates and adult
and child immunization.

Office of Minority & Multicultural Health
P.O. Box 64882
St. Paul, MN, 55164-0882
http://www.health.state.mn.us/ommh/index.html
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health care providers and community based
agencies.
•

•

•

Sponsored the first Asian Health Data
Collection Forum designed to address the
challenges of collecting accurate data from
the Asian community that has some 44
different ethnicities. Data is often
inaccurate because the various ethnic
groups are not addressed.
Formed a collaborative partnership with the
city of Minneapolis - Empowerment Zone,
University of Minnesota, Minneapolis
Dept. of Health and Family Support and
Hennepin County to create a pilot for
building a healthier community block by
block in areas of Minneapolis that
experience higher rates of disease,
unemployment, lack of economic prowess
and poor educational outcomes. All of these
activities are directed toward eliminating
health disparities and poor social
conditions.
Planning is underway for the Second
Eliminate Racial and Ethnic Health
Disparities Conference for December 6-7,
2004. The conference will focus on the
results of the 52 grantees and their work
across the state and progress made to
eliminate health disparities in populations
of color and American Indians.

•

Four OMMH staff are among the first in the
state to be trained in the area of Health
Literacy. These staff participated in a
MAPS sponsored training and are now
certified trainers and providing this training
throughout the state to communities of
color.

•

The Director of OMMH has been invited to
speak to numerous groups around the
country on the work that Minnesota is
doing to eliminate racial and ethnic health
disparities. Most recently presented to the
National Conference of State Legislators in

Salt Lake City, Utah about how this
initiative was developed, how it is working
and what other states can do to address
disparities.
•

OMMH has taken a broader view of the
MDH system and is working with ALL
departments, divisions and program areas to
advance the need and create a means to
eliminate health disparities for populations
of color and American Indians.

•

OMMH will be part of the Department of
Human Rights annual conference for 2004
and the Director will facilitate a workshop
on Health Disparities and Civil Rights.

•

OMMH is working with the Department of
Human Services on the newly created
Healthcare Disparities Task Force
composed of 34 representatives from
hospitals, health plans and other health
systems to address disparities in health care.

Who can I contact for more information?
If you have questions about the Eliminating
Health Disparities Initiative or the Office of
Minority and Multicultural Health, contact
Gloria Lewis at 651/296-3275 or
Gloria.lewis@state.mn.us.

Minnesota Department of
Health’s Eliminating Health
Disparities Initiative

51 EHDI Grantees worked to reduce
health disparities across the state
 20 with African Americans
 16 with African-born people
 19 with American Indians
 18 with Latinos
 15 with Asian/SE Asians
 15 with Multi-racial individuals &
Others

1

EHDI grantees work in 8
disparity areas









9 address breast & cervical cancer
16 address cardiovascular disease
20 address diabetes
11 address HIV/AIDS
12 address immunizations
12 address infant mortality
18 address healthy youth development
11 address violence & unintentional
injuries

EHDI Grantee Locations

2

Total Number of Minnesotans
Reached by EHDI Efforts
through Summer 2004:

133,113

EHDI Grantee Efforts
Reached:
 97,721 Adults and Elders
 25,669 Children and Young People

3

Number of People Reached
Within Population Groups








31,444 African Americans
34,593 African-born people
7,066 American Indians
4,186 Asian including Hmong,
Cambodian, Laotian, Vietnamese, and
others
11,599 Latinos
37,452 Multi-racial & other individuals
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EXECUTIVE
SUMMARY
initiative that promotes increased opportunities for healthy eating and
physical activity through policy and environmental change interventions and
enhanced public awareness of the need for such changes. Staff of the Physical
Activity and Nutrition (PAN) Unit, North Carolina
Division of Public Health guide the initiative, but
the success of Eat Smart, Move More...North
Carolina depends up broad partnerships among
organizations, communities, and individuals
across the state. In addition to current partners
within the North Carolina Department of Health and Human Services and the
Division of Public Health, the initiative embraces the perspectives, expertise, and
collective voice of diverse local community groups, health departments, colleges
and universities, schools, hospitals, nonprofit organizations, and professional
organizations, among many others that together can make the vision of healthy
communities a reality.

The Blueprints: Cornerstones of the
Eat Smart, Move More...North Carolina initiative
Two companion documents were created through the Eat Smart, Move More...North Carolina
initiative: the North Carolina Blueprint For Changing Policies And Environments In Support Of Healthy
Eating and the North Carolina Blueprint For Changing Policies And Environments In Support Of Increased
Physical Activity. These documents are the cornerstones of the initiative. The Blueprints guide
community-based efforts in increasing public awareness about the importance of healthy eating and
physical activity and the need for supportive policies and
environments. Additionally, the documents assist in developing
and implementing effective policy and environmental change
interventions. They provide strategies and activities for
increasing healthy eating and physical activity
opportunities locally
and statewide.

North Carolina Blueprint For Changing Policies And Environments In Support Of Healthy Eating
North Carolina Blueprint For Changing Policies And Environments In Support Of Increased Physical Activity

E

at Smart, Move More...North Carolina is a statewide

Eat Smart,
Move More...
North
Carolina

“Widespread efforts are needed to encourage physical
activity and better nutrition through effective
educational, behavioral, and environmental
approaches to control and prevent obesity. North
Carolina is one of our nation’s leaders in developing
an initiative to move communities to adopt healthy
eating and physical activity policy and environmental
changes in an effort to prevent and combat rising
trends in obesity and other chronic diseases.”

Fostering policies and
environments supportive
of healthy eating and
increased physical activity

Policy change generally describes
modifications to laws, regulations, formal,
and informal rules, as well as standards of
practice. It includes fostering both written
William H. Dietz, M.D., Ph.D.,
and unwritten policies, practices, and
Director of the Division of Nutrition and Physical Activity,
Centers for Disease Control and Prevention, 2002
incentives that provide new or enhanced
supports for healthy behaviors and lead to
changes in community and societal norms. Policy changes can occur at
different levels, such as the organizational level (a single worksite), the
community level, (an entire school system), or at the society level (state
legislation) and can often bring about environmental changes.

policy
environment
“The next major step
forward in chronic
disease prevention
and health promotion
will come through the
increasing and
widespread use of policy
and environmental
change interventions
that can impact large
segments of the
population
simultaneously.”
Policy and
Environmental Change:
New Directions for Public Health,
2001

Environmental change describes changes to physical and social
environments that provide new or enhanced supports for healthy behaviors.
Examples of changes to the physical environment include new or enhanced
farmer’s market facilities and sidewalks or the addition of regular and
consistent messages promoting healthy eating and physical activity. These
on-site messages include signs posted at elevators encouraging the use of
stairs or labeling healthy food options in vending machines. Changing the
social environment requires altering individuals’ attitudes and perceptions
about a particular behavior. It is a gradual process but can be accomplished
in part by routine efforts to increase public awareness of the problem as well
as potential solutions. Social environmental change includes adopting a
behavior as the norm rather than the exception or discouraging a particular
behavior.
It has become increasingly apparent
how closely an individual’s health is
linked to the social and physical
environments (Pan American Health
Organization, 1996). Comprehensive
efforts to change health behavior must
foster supportive policies as well as
social and physical environments that
encourage healthy lifestyles. Several
national tools emphasize the impact of
policies and environments on
individual health.

• Association of State and Territorial
Directors of Health Promotion and
Public Health Education, Centers
for Disease Control and Prevention’s
Policy and Environmental Change:
New Directions for Public Health
(ASTDHPPHE & CDC, 2001)
• Partnership for Prevention’s Nine
High Impact Actions Congress Can
Take to Protect and Promote the
Nation’s Health (Partnership for
Prevention, 2000)
• Nutrition and Physical Activity
Work Group’s Guidelines for
Comprehensive Physical Activity and
Nutrition Programs (Gregory, 2002)
• The National Governor’s
Association Center for Best
Practices Issue Brief The Obesity
Epidemic—How States Can Trim the
“Fat” (NGAC, 2002)

The North Carolina Blueprints are
consistent with national guides in
promoting policy and environmental
changes to increase opportunities for
healthy lifestyles. North Carolina is
among the first states to create blueprints to increase the healthy eating
and physical activity behaviors of its residents through policy and
environmental change interventions. Many states share the common
health concerns of rising obesity rates, increasing Type 2 diabetes in

children, and high prevalence of cardiovascular disease (CVD) and cancer. However, few ‘howto’ manuals for policy and environmental change interventions exist for local efforts. The
Blueprints provide strategies to increase opportunities for healthy lifestyles and enhance public
awareness of the importance of healthy eating and physical activity.

Defining the burden of poor diet
and physical inactivity

“Many current diseases
in North Carolina are
preventable simply
by ‘eating smart’ and
‘moving more.’
These healthy behaviors
can enhance quality
of life and reduce the
economic burden on
the individual, the
community, and the
state.”

Dietary choices and physical activity behaviors impact the lives of all North Carolinians,
regardless of age, race, gender, or ability level. Despite tremendous medical advances, North
Carolina faces the devastating human and financial costs of chronic diseases and disabilities.
Overweight, obesity, and diabetes are at epidemic proportions. Heart disease, stroke, and cancer
claim, prematurely, the lives of thousands and reduce quality of life. These illnesses are not
altogether unavoidable. Poor dietary patterns and physical inactivity are major risk factors for
these and other chronic disabling diseases.
OVERWEIGHT & OBESITY. Obesity and overweight are major contributors to many
preventable causes of death and raise the risk of developing high blood pressure, high
cholesterol, diabetes, heart disease, stroke, cancer, and other illnesses. Since 1990, the
percentage of North Carolina adults who are overweight has increased slightly, from 33 percent
to 37 percent in 2000. During the same time, the prevalence of obesity has nearly doubled from
13 percent to 22 percent. Combined, this means that the majority of North Carolina adults (59
percent) are now either overweight or obese. A physically active lifestyle combined with a
healthy diet help maintain body weight within an optimum range.

Leah Devlin, DDS, MPH
Acting North Carolina State
Health Director, 2002

CARDIOVASCULAR DISEASE. Cardiovascular disease (CVD) is the leading cause of death in
North Carolina. It accounts for nearly 40 percent of all deaths among North Carolinians, more
than 26,000 deaths each year. Poor nutrition and physical inactivity are leading contributors to
CVD (North Carolina Heart Disease and Stroke Prevention Task Force, 1999).
CANCER. Cancer is the second leading cause of death in North Carolina and is responsible for
23 percent of the state’s deaths. It has been estimated that eating a proper diet, staying
physically active, and maintaining a healthy weight can cut cancer risk by 30 percent to 40
percent. In the United States, as many as 375,000 cases of cancer, at current cancer rates, could
be prevented each year through healthy dietary choices.
DIABETES. Diabetes is a contributing factor to heart disease, blindness, hypertension, stroke,
and kidney failure and its prevalence increases with age. Since 1995, the percentage of adults
who have diabetes has increased 42 percent (from 4.5 percent to 6.4 percent). The National
Diabetes Prevention Program found that a healthy diet and physical activity are effective in
preventing the onset of the disease (American Diabetes Association, 2002).

SOCIETY

L

IN

family
,f

n
rie

ln

ions
tut
sti

N

s

RPERSO
TE ds, socia N

orks
AL etw
AL

coun
ty,
m
u
org
an
i
I

a
in
ol

The State of No
rth
Ca
U
M
NITY
r
CO, M
y coalitions, netw
t
i
l
a
or
cip
k
NIZAT
ni
GA, busineIONA
R
s
s
s
es,
O tion
in
za

DIVIDU

knowledge,
attitudes,
skills

Improving the health of our communities
The Eat Smart, Move More...North Carolina initiative bases its approach to health
promotion on a multi-level model, also called a socio-ecological model. This
framework acknowledges the various factors that influence an individual’s ability and
opportunity to modify behaviors. These factors include the physical and social
environments of their communities and organizations, the policies, practices, and
norms within their social and work settings, and their access to information. It
emphasizes that everyone lives within physical environments and social systems,
sometimes called “social ecology”, that influence individual health. Lasting changes in
health behaviors require physical environments and social systems that support positive
lifestyle habits (McLeroy, 1988).

Intervention Settings:
Also called channels,
settings are the sites
where interventions occur.
• Worksites
• Faith organizations
• Health care
• Schools/childcare
facilities
• Community groups
• Communities

Traditionally, health behavior interventions have focused primarily on the individual and
interpersonal levels of the multi-level model. These interventions, including education,
counseling, screenings, and displays at health fairs, have been moderately successful in
educating individuals about the benefits of healthy lifestyles. However, successful behavior
change is difficult to achieve and sustain without changes in the surrounding organizational,
community, social, and physical environments. Interventions implemented at the upper three
levels of the model help to support those at the individual and interpersonal levels. According
to the US DHHS (1999), “environmental interventions contribute to behavior change
by...implementing measures that will make it easier for people to engage in the desirable
behaviors...while making it more difficult to engage in competing and less desirable
behaviors.” Confidence in adopting and maintaining a behavior may be strengthened when
the environment supports the new behavior. Policies can assist in behavior change by
stimulating changes in the physical environment that make healthy eating and physical
activity possible, safer, and easier in addition to altering behavioral norms.
Six critical factors in implementing policy and environmental change interventions have been
identified though a nationwide assessment. They include (1) meaningful collaborations, (2)
community support, (3) support of decision-makers, (4) science-based support of the
intervention, (5) adequate funding and resources, and (6) skilled staff. These factors were
identified as essential to the successful implementation of policy or environmental change
interventions (Association of State and Territorial Directors of Health Promotion and Public
Health Education, Centers for Disease Control and Prevention, 2001).

Changing policies and environments... Increasing
opportunities for healthy eating and physical activity
The North Carolina Blueprint for Changing Policies and Environments in Support of Healthy Eating
and its companion document, the North Carolina Blueprint for Changing Policies and Environments
in Support of Increased Physical Activity, were developed to assist local health promotion efforts in
increasing opportunities for healthy behaviors. The Blueprints provide the strategies and activities
necessary to achieve the Eat Smart, Move More...North Carolina goals.

Eat Smart,
Move More...
North Carolina
Mission Statement
To foster policies
and environments
supportive of healthy
eating and increased
physical activity.

Eat Smart, Move More...North Carolina Goals and Objectives
Goal 1: Increase public awareness of the importance of healthy eating and physical activity
and the need for supportive policies and environments.
Objectives:
1. Increase yearly the number of regular and consistent messages promoting healthy eating
and physical activity (e.g., signage posted at elevators to encourage stair use and menu
labels indicating healthy food items).
2. Increase yearly the amount of mass media coverage about the importance of healthy
eating and physical activity and the need for supportive policies and environments (e.g.,
newspapers, television, radio, billboards).
3. Increase yearly the number of organizational communications about the importance of
healthy eating and physical activity and the need for supportive policies and
environments, (e.g. newsletters, email messages, flyers).
Goal 2: Increase opportunities for healthy eating and physical activity by fostering
supportive policies and environments.

*This objective also includes
enhancing or maintaining
existing supports for
healthy eating and physical
activity.

Objectives:
1. Increase yearly the number of facilities and/or environments that promote healthy eating
and physical activity.*
2. Increase yearly the number of policies, practices, and incentives to promote healthy
eating and physical activity.*

Planning for action and measuring success
Action planning as well as process and outcome evaluation are vital to the Eat Smart, Move
More...North Carolina initiative. Developing an action plan facilitates collaborative planning,
clarifies roles, and provides direction for specific strategies and steps needed for policy and
environmental change interventions. Action plans help local organizations assess their progress by
providing measurable reference points. Process and outcome evaluation is necessary to determine
whether Eat Smart, Move More...North Carolina’s goals, objectives, and strategies contribute to
increasing healthy eating and physical activity opportunities. Evaluation processes in the Blueprints
will utilize the monitoring and surveillance mechanisms developed by the Health Promotion Branch
within the North Carolina Division of Public Health (DPH). Evaluation will take place at both the state
and local levels.

What is considered success?
The Blueprints identify a wide variety of intervention strategies and activities in which the outcomes
support increased healthy eating and physical activity opportunities for North Carolinians. Potential
outcomes of interventions are identified in the following settings: community environment,
schools/childcare, faith organizations, worksites, community groups, and health care. They may be
physical changes at facilities and in the environment or changes in a common practice or policy.

COMMUNITY ENVIRONMENT

WORKSITES

• Labeling for healthy food/beverage options
(e.g., vending machines)
• Signage promoting physical activity facility use
(e.g., signs indicating walking trails)
• Addition of healthy food options for vending
machines
• Funding for sidewalks and bike trails

• Signage near elevators promoting stair use
• Space or facilities provided for breastfeeding
• Flextime policy for participation in physical
activity
• Replace less nutritious food choices in vending
machines and cafeteria selections

COMMUNITY GROUPS
SCHOOLS/CHILDCARE
• Equipment for preparing and serving healthy
foods (e.g., roasting pans)
• Facilities for physical activity (e.g., gym)
• Policy regarding nutrition standards for all
foods available schools/childcare facilities
• Policy requiring certified physical education
teachers
• Signage encouraging staff, students, and
visitors to park further away from the building
in order to increase physical activity

FAITH ORGANIZATIONS
• Physical activity messages regularly included in
sermons
• Healthy eating program supported by faith
organization
• Faith organization affiliated discount for health
club membership
• Faith organization food garden

• Community group event celebrating physical
activity
• Food assistance programs supported by
community
• Policy to incorporate physical activity into
group functions.

HEALTH CARE
• Physicians regularly counsel patients about
healthy eating and physical activity
• Equipment for preparing and serving healthy
foods (e.g., roasting pans) in cafeteria
• Facilities for physical activity (e.g., gym,
walking trail)
• Inclusion of benefits provided by insurers for
nutrition and physical activity.

Building Healthy Communities in North Carolina...
State and Community Partners
Partners within the North Carolina Department of Health and Human Services and the Division of Public Health, along
with multiple state and community partners are essential to the success of the Eat Smart, Move More...North
Carolina initiative. Visit the initiative’s website (http://www.EatSmartMoveMoreNC.com) to locate potential partners and
learn how to get involved.
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North Carolina
Project title: KIDPOWER
Project location/area of impact: Pediatric Healthy Weight Research and Treatment Center,
Brody School of Medicine at East Carolina University and 9 doctor offices in Pitt County, NC.
Program Priorities: (1) to provide medical nutrition therapy to children and teens at-risk for or
overweight without regard to ability to pay, (2) To “test” medical nutrition therapy protocol
based on evidence and clinical observations.
Disparities to be addressed: Data from eastern North Carolina do not demonstrate a difference in
rates of overweight and obesity in children based on ethnicity or gender. We do not have data
based on income. However, the only “PAID” nutrition counseling by a licensed dietitian for
overweight children and teens had been available only at the health department. Access to
medical nutrition therapy provided by a trained and licensed nutrition professional was not
readily available. No standardized plan of care for providers was available. The disparity, then,
was for all children who were receiving care from providers without training in this care.
Interventions, programs, and products that address disparities:
•
•

Development of standardized medical nutrition therapy protocol to be disseminated to all
pediatric providers in the community. (Available now on two Web sites:
http://www.ecu.edu/fammed/resources/fpc.htm and http://www.ecu.edu/pedsweightcenter/.
Provision of MNT without regard to ability to pay in the pediatric office by a licensed
nutrition professional.

Policy changes that address disparities:
•
•

Outfitting and training office staff to provide basic MNT to overweight children and teens,
Providing in depth MNT in pediatrics.

Evaluation information or plans:
•
•

Numbers of patients served. No show rate.
Outcomes as outlined on the MNT protocol.

Funding Source: Pitt Memorial Hospital Foundation pays salary and benefits for the dietitian.
In-kind supplied by the practices and Brody School of Medicine.
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The Food Trust (Fresh Food Financing Initiative)
Project location/area of impact: Pennsylvania
Program priorities:
• Ensure that all Pennsylvanians regardless of income have equal access to affordable, nutritious
foods.
• Increase the number of supermarkets or other food retailers operated in underserved
communities across the state.
Disparities to be addressed:
The Fresh Food Financing Initiative was created in response to the rising concern over the lack of access
to fresh foods in underserved communities. The Food Trust published a report, Food for Every Child: The
Need for More Supermarkets in Philadelphia, which revealed that people who live in lower-income areas
without access supermarkets appear to suffer from diet-related deaths at a rate higher than that
experienced by the population as a whole.
Developing new grocery stores will provide families with a wider variety of nutritious food choices. The
lower food costs will also enable low-income people to purchase higher quality foods. Supermarkets will
also make valuable contributions to the community by creating jobs and revitalizing neighborhoods.
Interventions, programs, and products that address disparities (please describe target audience,
setting, and time frame):
The Fresh Food Financing Initiative seeks to improve the food landscape of underserved communities. A
full-service grocery store is eligible for funding if it is located in a low and moderate income community,
serves a customer base from a low-income community, and/or is located in an area of below average
supermarket density. The initiative will support the development of at least 10 new stores in
Pennsylvania over the next 3 years.
The initiative is administered through an innovative partnership between three organizations: The Food
Trust, the Reinvestment Fund, and the Greater Philadelphia Urban Affairs Coalition.
The Food Trust is working with supermarket developers and communities throughout Pennsylvania to
determine how they can best utilize the financial and technical resources available through this initiative.
The Food Trust also markets and promotes the initiative statewide and conducts analysis to identify
untapped markets.
The Reinvestment Fund manages the initiative’s financing program from pre-development grants and
loans, to land acquisition financing, equipment financing, capital grants for funding gaps, through to
construction and permanent finance. TRF also provides technical assistance and workforces services to
its borrowers and grantees through this initiative.
GPUAC enhances contracting opportunities for disadvantaged, minority, and women-owned businesses
interested in becoming supermarket developers or subcontractors under the initiative. GPUAC also
works with developers to increase permanent employment opportunities for minorities, women, and
disabled persons.
Policy changes that address disparities:
In 2004, Governor Ed Rendell of Pennsylvania announced a statewide development program designed to
increase the number of supermarket and other grocery stores in underserved urban and rural areas. The
Governor recognized that in many underserved communities, the infrastructure costs and credit needs
cannot be filled solely by conventional financial institutions.
• First Industries: Supermarkets and farmers’ markets are eligible for up to $100 million in grants
and low-cost loans through the First Industries program, which is administered through the
Department of Community and Economic Development.
• Fresh Food Financing Initiative: The Food Trust, together with the Reinvestment Fund and the
Greater Philadelphia Urban Affairs Coalition, has formed an innovative public-private partnership

to support the Pennsylvania Fresh Food Financing Initiative.
The Fresh Food Financing Initiative is an innovative capitalization program, which will leverage
the $10 million from the State with private funding as well as TRF’s New Markets Tax Credit
allocation, to form a $40 million multi-faceted pool for fresh food retailers in underserved
communities across Pennsylvania.

Evaluation information or plans:
The goal of the Fresh Food Financing Initiative is to open 10 new supermarkets in underserved
Pennsylvania communities in the next three years. We are currently seeking funding to evaluate the
impact of increasing food access on health in low-income communities.
Funding sources:
The $10 million investment from the State is being leveraged 3:1 with other investment from public
sources, such as the New Markets Tax Credits (U.S. Department of the Treasury), and private investors
such as the Bank of America and charitable foundations, to create a $40 million fund.
Contact information:
Hannah Burton
The Food Trust
1201 Chestnut Street, 4th floor
Philadelphia, PA 19107
P 215-568-0830, x133
F 215-568-0882
hburton@thefoodtrust.org

PROJECT TITLE: WYOMING VALLEY WELLNESS TRAILS
PARTNERSHIP/ACTIVE LIVING BY DESIGN DEMONSTRATION PROJECT
Project location/area of impact:
Luzerne County, Pennsylvania in the Susquehanna River Valley along a corridor surrounding the
Kingston/Wilkes-Barre area.
Program priorities:
Wyoming Valley Wellness Trails Partnership is a collaboration to promote active living in our
Pennsylvania community: the cities, towns and countryside along the Susquehanna River from
Shickshinny to the City of Pittston, Pennsylvania
Disparities to be addressed:
•
•

Promoting and supporting the development of trails and safe biking routes for all
families, regardless of income, to participate together in daily physical activity.
Promoting the message that fun, active recreation is available to everyone. That these
family activities do not require large sums of money or motorized transportation.

Interventions, programs, and products that address disparities:
•
•
•
•

Bike Safety programs that provide a bike maintenance workshop followed by a simple
trail ride for scout troops, church youth groups, aftershool activities, low-income housing
(2-3 events annually).
Preparing a walking/hiking/biking group activity information and resource guide.
(Expected completion in 2005, including publication on the website:
www.wvwellnesstrails.org.)
Through the Years intergenerational Activities Fair organized with Senior Citizens for
pre-school children in Headstart, and local daycare agencies—bike helmet giveaways,
bike safety ride, Senior Walk (summertime annual event).
Physician Education forum to give physicians concise information to share with patients
about the multiple health benefits of incorporating physical activity into a person’s daily
routine. Resources will include local information about trails, physically active group
activities, and walking and biking tips (3-4 forums in 2005, March to June).

Policy changes that address disparities:
•
•
•

Working with local officials to support their efforts to create walkable / bikeable
communities for their residents, especially those with limited access to personal
transportation.
Participate in Penn DOT focus group discussion on health concerns related to
transportation for consideration in 25-year department strategic planning efforts.
Increase emphasis on promoting physically active lifestyles through a region-wide
communication plan focused on the economic and quality of life benefits for a
community that creates opportunities for its citizens to be physical active.

Evaluation information or plans:
The Wyoming Valley Wellness Trails Partnership has received funding from Robert Wood
Johnson Foundation; Active Living By Design Demonstration Project Funds to advance the
principal of promoting a “built environment” that encourages physically active lifestyles. As a
demonstration project, Wyoming Valley Wellness Trails projects and programs are continually
monitored, evaluated, and documented for future study and replication.

Funding sources:
Robert Wood Johnson Foundation, Active Living By Design Project

Contact information:
Cynthia Lombard, Community Development Associate, Gateway Health Plan, 1101
East Fifth Street, Berwick, PA 18603 570-759-9465
clombard@gatewayhealthplan.com.
Michele Schasberger, Project Manager, Wyoming Valley Active Living By Design
Demonstration Project, c/o Maternal and Family Health Services, 15 Public Square, Suite
600, Wilkes Barre, PA 18701, 570-836-1777, michele@mfhs.org.

Steps to a Healthier Austin (SHA)
Project location/area of impact:
A 20 zip code area comprising most of eastern Travis County, Texas.
Population: approximately 460,000.

Program priorities:
To reduce the burden of disease from obesity, diabetes and asthma in the Intervention Area.
• To increase the capacity of the community to prevent those diseases through improving
health promotion systems and implementing health education and behavior change strategies
to increase physical activity, improve nutrition behavior, and prevent or reduce tobacco use.
• To increase the capacity of the medical care system to effectively treat and manage obesity,
diabetes and asthma.
• To increase the capacity of the medical care system to effectively teach disease selfmanagement skill to patients with those diseases.

Disparities to be addressed:
All of the above disease conditions are experience disproportionately in the SHA Intervention
Area. Two particular areas of focus are increasing physical activity; and reducing obesity in the
African-American and Hispanic populations in the Intervention Area.

Interventions, etc.:
Steps to a Healthier Austin in designed to be implemented by a wide variety of partner
community agencies and organizations working across the spectrum from primary prevention
through treatment, disease management and patient disease self-management. Prominent
partners include the Austin Independent School District, the American Diabetes Association, the
American Cancer Society, the Austin Asthma Coalition, the American Lung Association, the
local public health clinic systems, a community nutrition agency named the Sustainable Food
Center, the local agency of the Healthy Childcare America initiative, the Mayor’s Fitness
Council, and the YMCA of Austin, and KLRU, the local public television station.

Interventions are targeting these primary sectors: workplaces, schools, neighborhoods, the faithbased community, and the medical care system. At every level there is a focus on generating
Community Changes: new or modified policies, practices and/or programs.
In addition, an extensive marketing component of SHA will begin in the 1st quarter of 2005 and
run through out the intervention. This is through a contract with the local firm TKO Advertising,
Inc.

Time Frame:
September 22, 2003 – September 21, 2008.

Evaluation:
An extensive evaluation plan has been developed utilizing an over sampling of the Behavioral
Risk Factor Surveillance Survey, the Youth Risk Behavior Survey, and partner evaluation of
their intervention components. The University of Kansas Work Group on Health Promotion and
Community Development is our external evaluation consultant.

Funding Source:
Steps to Healthier Austin is funded by the Centers for Disease Control and Prevention’s Steps to
a HealthierUS initiative. Substantial In-kind contributions are provided by the partners.

Contact Information:
Rick Schwertfeger, MAT, CHES, Manager
Steps to a Healthier Austin Program
Austin/Travis County Health & Human Services Department
Rosewood-Zaragosa Neighborhood Center
PO Box 1088
Austin, Texas 78767-1088
phone: (512) 972-6760; fax: (512) 972-6767
rick.schwertfeger@ci.austin.tx.us
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PROJECT TITLE:
Special Supplemental Nutrition Program for Women, Infants and Children
(WIC).

PROJECT LOCATION / AREA OF IMPACT:
The Washington State Department of Health administers the WIC program
through 70 contractors in 240 locations across the state. Over 260,000 lowincome women, infants and children are served each year.

PROGRAM PRIORITIES:
The mission of the Washington WIC program is to improve the lifelong health
and nutrition of women, infants, and young children in Washington State. The
program is an integral part of Washington’s public health system, and our
focus on individuals, families and communities. Specifically WIC provides:
Individual health and nutrition assessment to low-income women,
infants and children to age 5.
Nutrition education, including a focus on physical activity,
Referrals to other social and health services
Checks for specific nutritious foods.
Breastfeeding promotion to individuals, families, communities and
statewide. Washington WIC has one of the highest breastfeeding
initiation rates in the country.
Partnerships at state & local levels with other health programs such
as immunizations, maternal and child health, children with special
health care needs and environmental health.

DISPARITIES TO BE ADDRESSED:
WIC local agencies serve a diverse clientele including American Indian,
Asian/Pacific Islander, Black and Hispanic. Initiatives to address disparities,
including obesity in children, are conducted at both the state and local level.
Studies show that the incidence of obesity is inversely related to socioeconomic
status.

INTERVENTIONS, PROGRAMS, AND PRODUCTS THAT
ADDRESS DISPARITIES:
Examples of community interventions to address childhood obesity among
children participating in the WIC program include:
At the Clark County Health Department WIC program, fitness events
are sponsored in the community (Parks and Recreation Gyms and
YMCA) for all families, including Spanish speaking and Russian
speaking families.
The Columbia Valley Community Health WIC program in Chelan, with
a large Hispanic caseload, received a grant from General Mills to
promote activity and nutrition. They convene groups monthly in
Wenatchee and quarterly in Chelan where different activities are
introduced for families to do in their homes or community. Each
child takes home something to use for activities i.e. balls, beanbags,
etc and there are door prizes like slip-n-slide, wading pool, children's
music CDs or exercise videos. These take place in a variety of setting
like YMCA, parks, libraries, gyms.
At the Yakima Valley Farm Workers Clinic (YVFWC) 'Beinestar' classes
are offered. The curriculum covers nutrition and healthy living,
especially targeting class participants who are at risk of developing
diabetes and other chronic conditions. The curriculum is written at
the 2nd grade reading level and is developed for use with 4th grade
students.
The Skagit County Community Action Agency WIC program includes a
focus on reducing the intake of liquid calories, especially sweet
drinks. Sugared beverages are know to be significant contributors to
issues of overweight and obesity for both Hispanic and Caucasian
children.
At the Seattle Indian Health WIC clinic children are screened for a
family history of diabetes, and staff delivers healthy food and activity
messages on those clients. They tell parents that they are trying to
help mom and the kids avoid getting diabetes like grandma and
auntie.

POLICY CHANGES THAT ADDRESS DISPARITIES:
Examples of policy changes to address childhood obesity among WIC clients:
Policy changes that support breastfeeding would be helpful.
Specifically, a policy change that breastfeeding in public would not be
considered lewd or lascivious. Legislation to this effect has been
proposed for a number of years, but has not passed.
A federal policy change in the foods offered by the WIC program would
be beneficial; specifically to allow fresh fruits and vegetables on the
list of authorized WIC foods.

FUNDING SOURCES:
The state receives federal funding through the United States Department of
Agriculture, through general fund state and through local funding and in-kind
support. Overall program is approximately $124,000,000 per year.

CONTACT INFORMATION:
Cathy Franklin, M.S., R.D.
Manager, Nutrition and Local Support Section
Washington State WIC Program
Phone:
360-236-3648
Fax:
360-586-3890
e-mail:
cathy.franklin@doh.wa.gov
web:
http://www.doh.wa.gov/cfh/WIC/default.htm
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PROJECT TITLE:
The Special Supplemental Nutrition Program for Women, Infants and Children
(WIC) -- Farmers’ Market Nutrition Program (FMNP).

PROJECT LOCATION / AREA OF IMPACT:
The Washington State Department of Health administers the WIC FMNP
program in 23 counties through 39 WIC programs. In 2004 approximately
55,000 low-income women, infants and children received checks to spend on
fresh produce at local farmers’ markets. A total of 60 farmers’ markets
participated in 2004, with almost 600 farmers’.

PROGRAM PRIORITIES:
The goals of the WIC FMNP are to provide locally grown fresh fruits and
vegetables to WIC clients, and to promote the use of farmers’ markets. Because
the WIC FMNP is provided to WIC clients, the overall goal of the WIC program,
which is to improve the lifelong health and nutrition of women, infants, and
young children in Washington State, is also supported.

DISPARITIES TO BE ADDRESSED:

WIC local agencies serve a diverse clientele including American Indian,
Asian/Pacific Islander, Black and Hispanic. Initiatives to address disparities,
including obesity in children, are conducted at both the state and local level.
Studies show that the incidence of obesity is inversely related to socioeconomic
status.

INTERVENTIONS, PROGRAMS, AND PRODUCTS THAT
ADDRESS DISPARITIES:
Examples of community interventions to address childhood obesity among WIC
clients include:
Many WIC local agencies provide the WIC FMNP checks at the
farmers’ markets.
Because many new immigrants view a visit to the farmers’ market as
their standard way to shop, and because many of the local farmers’
are often of the same ethnicity/race as the WIC clients, and often
raise produce that if the same or similar to what was raised in their
native country, the WIC FMNP is particularly popular with
ethnically/racially diverse WIC families.

POLICY CHANGES THAT ADDRESS DISPARITIES:
Examples of policy changes to address childhood obesity in WIC clients:
Full funding of the WIC Farmers’ Market Nutrition Program.

FUNDING SOURCES:
The state receives federal funding through the United States Department of
Agriculture, through general fund state and through local funding and in-kind
support. Overall the program receives $910,000 per year.

CONTACT INFORMATION:
Cathy Franklin, M.S., R.D.
Manager, Nutrition and Local Support Section
Washington State WIC Program
Phone:
360-236-3648
Fax:
360-586-3890
e-mail:
cathy.franklin@doh.wa.gov
web:
http://www.doh.wa.gov/cfh/WIC/default.htm
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PROJECT TITLE:
Steps to a HealthierWA

PROJECT LOCATION / AREA OF IMPACT:
The Washington State Department of Health coordinates a small cities and
rural communities Steps to a HealthierUS project. The four rural areas
included are as follows:
Clark County
The contiguous area including Chelan, Douglas, and Okanogan
counties
Colville Confederated Tribes
Thurston County

PROGRAM PRIORITIES:
This is a five-year project focused on the prevention and management of
asthma, diabetes and obesity in communities, healthcare settings, schools and
worksites. The Steps to a HealthierWA program supports the implementation of
existing statewide, evidence-based, community-driven plans related to asthma,
diabetes, obesity, tobacco, and physical activity and nutrition. The program
includes extensive community assessment, surveillance and evaluation
components. Steps to a Healthier WA achieve project outcomes through the
following activities:
Building partnerships with communities, health care sites, schools
and worksites
Integrating and supporting current health-promoting activities in
communities
Developing and supporting knowledge-based interventions in
alignment with the socio-ecological model
Focusing on policy and environmental interventions to make healthy
choices easier for people to make
Improving the quality and accessibility of healthcare for people with
asthma, diabetes and obesity

DISPARITIES TO BE ADDRESSED:
Native American populations, including the Colville tribe, experience higher
rates of diabetes and obesity than the general population. As a result of high
obesity rates, Native American children have much higher rates of Type 2
diabetes than non-Native children.

INTERVENTIONS, PROGRAMS, AND PRODUCTS THAT
ADDRESS DISPARITIES:
Examples of community interventions to address childhood obesity and
diabetes among Native Americans include:
Nearly 600 students on the Colville Reservation were screened for
diabetes between September 2003 and September 2004. Parents of
each child were sent an individualized letter of the findings and
results with a detailed explanation of those results. Children found to
be at high risk were recommended to follow up with their provider,
and if appropriate, be seen by the Indian Health Clinic. In addition,
pre-screening classes covering diabetes, obesity, risk factors, health
nutrition, and physical activity were presented to all grades being
screened. The total number of students who participated was 1,332.
To follow up on the diabetes screenings in schools, a community
forum called Family Night Out was held in April of 2004 to discuss
obesity, metabolic syndrome, and pre-diabetes. Over 175 family
members were briefed on the screening results and risk factors for
diabetes, along with science-based prevention strategies.
Students and adults at worksites participated in a 10K Steps walking
program. From September 2004 to September 2005, 656 students
participated in the program, which culminated in the participation of
students in the Coulee Community Hospital 5-K Fun Run/Walk.
Forty-four tribal staff participated in a modified version of the
program. During the event, they walked 231 miles, or about 462,000
steps.

POLICY CHANGES THAT ADDRESS DISPARITIES:
Examples of policy changes to address childhood obesity and diabetes among
Native Americans include:
The diabetes screening results and potential school policy changes
were discussed with the school boards of the districts involved. As a
result, Nespelem School District modified their meal program for
2003-04 to provide healthier meals, which include additional servings
of fruits and vegetables.
The tribe is currently working with the school boards on changes to
their vending machine services and competitive foods programs.

FUNDING SOURCES:

The state receives funding through a cooperative agreement with CDC called
Steps to a HealthierUS. This cooperative agreement has a five year budget
period from 9/22/03 through 9/21/08. Funds awarded in the first year were
in the amount of $1,553,969 and for the current budget period $2,799,998. For
years three through five, $4,000,000 in funding is expected to be available each
year. At least 75% of all funds are sent directly to the communities.

CONTACT INFORMATION:

Lauren Jenks, MPH, CHES
Program Manager, Steps to a HealthierWA
Phone:
360-236-3843
Fax:
360-236-3717
e-mail:
lauren.jenks@doh.wa.gov
web:
http://www.doh.wa.gov/cfh/steps
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PROJECT TITLE:
Nutrition and Physical Activity Programs to Prevent Obesity and Other Chronic
Diseases

PROJECT LOCATION / AREA OF IMACT:
The state of Washington and the Cities of Moses Lake and Mount Vernon.

PROGRAM PRIORITIES:
The Washington State Department of Health has been awarded a five year
grant to address our state’s rising obesity rates by promoting lifestyles that
include proper nutrition and physical activity. The Nutrition and Physical
Activity Program has the following priorities:
• To promote healthy eating and physical activity
• Implement the Washington State Nutrition and Physical Activity Plan
• Build and maintain partnerships that support efforts to increase
healthy eating and physical activity.
• Communicate effectively with our partners, stakeholders, and general
public
• Assess and evaluate programmatic activities to ensure effective use of
resources and document intervention outcomes

DISPARITIES TO BE ADDRESSED:
Many disparate populations lack access to healthy foods and physical activity
opportunities. Program efforts target these populations and look to eliminate
barriers prevent access.

INTERVENTIONS, PROGRAMS, AND PRODUCTS THAT
ADDRESS DISPARITIES:
The City of Moses Lake Healthy Communities project targets a small rural town
in eastern Washington that has a greater percentage of Hispanic people, older
adults, and people with low incomes compared to the rest of the state. The
project involves several interventions and is ongoing to 2008:
•

•
•
•

•

•

•

The Healthy Communities Moses Lake Trails Planning Team is working to
increase opportunities for the population to meet recommendations for
physical activity and health by improving the trail/path system, improving
sidewalk and street pedestrian crossings, and creating bike lanes.
The goal of the Moses Lake Community Gardens Project is to increase fresh
fruit and vegetable consumption by increasing the availability of space for
fruit and vegetable gardens.
The Moses Lake Breastfeeding project is implementing a plan for policy and
environmental change to support breastfeeding in healthcare facilities,
worksites, child care, and other community settings.
The Active Community Environments Grassroots project aims to increase
active living for older adults by ensuring the necessary infrastructure is put
in place to support active community environments. Nine regional Active
Living Task Forces will provide guidance on ways that policy change, policy
measurement, and allocation of funds to communities for sidewalks, trails,
bike lanes, and other non-motorized facilities can promote increased
physical activity in older adults. The project is ongoing to 2008
The Safe and Active Routes to School Project has three goals:
 Increase the percent of youth that meet physical activity
recommendations for health.
 Increase the percent of youth that walk/bike to school or in their
neighborhoods.
 Improve walkability and bikeability around schools.
The project will promote awareness and advocate for the development of
environments that support walking and biking to school safely. Schools
targeted by this project are located in disparate neighborhoods or have a
higher percentage of free or reduced lunch meal recipients. The project is
ongoing to 2008.
The Diabetes Prevention Program Pilot in Tribes is intended to prevent and
control obesity and other chronic conditions through increasing the
proportion of adults and children whose diets reflect the Dietary Guidelines
for Americans. Nutrition education is provided to food stamp-eligible Native
American parents. The project will be continued on yearly basis.
A kit of TV reduction materials for Early Childhood Assistance and
Education Programs (ECAEP) and Headstart has been developed that
includes background materials about the impact of excessive television
viewing, a facilitated discussion guide for parent groups, an outline of a
group session on TV and physical activity for parents and children, posters,
interactive handouts, book marks, and materials to be used in parenting
classes. The project will be continued on yearly basis.

POLICY CHANGES THAT ADDRESS DISPARITIES:
Some brief examples of some policies that address disparities include:
• All state school will develop a nutrition and physical activity policy by
August 2005. Authorized by state law enacted in 2004
http://www.wssda.org/wssda/WebForms/EnUs/News/20041215_nutrition.asp.
• NW Vending Association authorized local vending operators to assist
Fruit and Vegetable Pilot schools that have a high percentage of
students participating in the free and reduced breakfast and lunch
program.
• The Washington State Department of Health, Department of
Transportation and the Office of Community Trade and Economic
Development developed policy and an agreement to work together in
developing Active Community Environments located in disparate
areas of communities

FUNDING SOURCES:
Centers for Disease Control and Prevention, United States Department of
Agriculture, and State Allocated Funding.

CONTACT INFORMATION:

Kyle Unland, MS, RD, CD
Obesity, Nutrition and Physical Activity Coordinator
Washington State Department of Health
Telephone: 360-236-3757
Fax:
360-236-3708
E-mail:
Kyle.Unland@doh.wa.gov
web:
http://www.doh.wa.gov/cfh/NutritionPa/default.htm.

City of Moses Lake Healthy Communities
A community-based program promoted and sponsored by the Centers for Disease Control (CDC)
and administered by the Washington State Department of Health (DOH). Three sub-projects are
in process: Trails and Paths, Breastfeeding, and Community Gardening.

Project Location/Area of Impact
City of Moses Lake/County of Grant, Washington State – Moses Lake is an agricultural
community of 16,000. Approximately 36% are Hispanic, an important smaller group is Japanese
farmers, with a very small percentage of recently arrived Ukrainians and Russians. Moses Lake,
settled in the late 1800s, became an incorporated city in 1938. The state has 39 counties. Grant
County is among the largest in land, but with a population of only 77,000. Moses Lake is the
largest city in the county; it is not the county seat. Approximately 52% are living below the
poverty level.
The Health Communities Program has impacted a very diverse population. From an economic
perspective, Moses Lake is in a slow-growth pattern with a population increase of 3% per year
over the past ten years. The school bonds are never voted down. We have an international
airport and a good community college with nursing and flight training curriculums being at the
forefront. The college is in transition, with local private money ($7,000,000) combined with
state grants ($8,000,000) providing for a recently dedicated technology center. In the next five
years we expect Big Bend Community College (BBCC) to expand into a four-year university.
The three Healthy Communities Programs have impacted a very diverse population.
Community Gardens Development – Introduced nutritious food choices to general population,
especially youth and seniors, teaching that growing your own can be both fun and beneficial, and
demonstrating proper preparation.
Breastfeeding Promotion – Encourages young families and teenage single girls, through
seminars, to consider benefits of breastfeeding both in prenatal care as well as for new families.
Trails & Paths Development and Promotion – Plans and develops further the existing 19 miles
of walking and biking paths and trails into an integrated 200 miles system accessible to children
of all ages. Promotes bike safety in the young.

Disparities to be addressed
Societal Aversions – Hispanics, some non-English speakers and many migratory, are reticent to
become part of the whole effort.
Dietary Ignorance – Lack of education combined with media blitzes by an abundance of fast
food restaurants make unhealthy choices and overeating easy decisions.

Parental Controls – Low-income families, with both parents working (if there are two) often
leaves younger children with TV and fast foods.
School District Responsiveness – Appear to be unwilling or unable to be a part of the overall
effort.

Intervention, Programs, and Products that Address Disparities
Organized community leaders from all population segments, including government.
Established and advertised target programs.
Promoted public/private action and oversight coalition.
Established teams to manage each target program.
Developed and executed plans of action for:
a)
b)
c)

Breastfeeding Coalition,
Community Gardening, and
Trails & Paths Team.

Policy Changes that Address Disparities
•
•
•
•
•

City of Moses Lake provided funding for two dedicated staff positions.
Moses Lake revised ordinance, requiring wider sidewalks for walking.
Moses Lake revised speed limits in high traffic areas (encourage foot traffic).
Moses Lake and Grant County signed interlocal agreement expanding trails plan.
Hospital District initiated mothers & newborn educational program.

Evaluation Information or Plans
•
•
•
•

Annual plans include detail outcome planning.
Tight budgetary controls aid performance measurement.
Bi-annual performance reviews with Advisory Committee and funding agencies.
Periodic Town Hall meetings to inform and educate community.

Funding Sources
Funding
Centers for Disease Control
City of Moses Lake
Several Private Donors

In-Kind
City of Moses Lake
Rotary Club of Moses Lake (Noon)
Morning Rotary Club
Private property owners

Contact information (Pacific Standard Time)
Lee Blackwell
E-mail: lblackwell@gcpower.net or lbdirect@gcpower.net
Phone: 509-780-4818 or 509-765-3135
FAX: 509-764-7161
Sally Goodwin
E-mail: mlba@gemsl.com
Phone: 509-764-1745
Dr. Alex Brzezny (Grant County Health District Director)
E-mail: BrzeznyA@columbiabasinhospital.org or albrzezny@hotmail.com

D.C. Hunger Solutions
About Us
Every day in the District of Columbia, one out of ten households experience food insecurity,
meaning they have uncertain or limited access to, or ability to buy, nutritionally adequate and
safe food. One out of three D.C. children live on the edge of hunger. The Food Research &
Action Center established D.C. Hunger Solutions as a project to fight hunger and improve the
nutrition, health, and well-being of children and families in the District of Columbia by:
• Informing the public about hunger and food insecurity in D.C.

We use innovative methods to dispel myths and help the general public understand that hunger
exists right here in the nation's capital. We have created public education pipelines to
disseminate crucial information and highlight child nutrition and food stamp programs as an
effective strategy to eliminate food insecurity in the District of Columbia.
• Working to boost participation in D.C. child nutrition programs.

We advocate for the expanded use of federal child nutrition programs so that no child goes
hungry in the District of Columbia. We monitor the Special Nutrition and Commodities (SNAC)
unit of the State Education Office, which administers these programs. We monitor the District's
administration of these nutrition programs, make policy recommendations to eliminate access
barriers and boost participation, and provide broad outreach, training, and technical assistance.
• Working to ensure better food stamp access for more District residents.

To ensure the maximum number of eligible families gain access to the Food Stamp Program,
D.C. Hunger Solutions works with the Income Maintenance Administration, as well as with
partners and advocates in the community, to conduct outreach activities to new and hard-to-reach
populations.

Nemours Health and Prevention Services
Nemours is a non-profit organization dedicated to children's health and health care with a
pediatric hospital in Delaware and outpatient facilities in Delaware, New Jersey, Pennsylvania
and Florida. Nemours Health and Prevention Services (NHPS), based in Newark, DE, is the
newest operating division of Nemours and complements its treatment services, research and
training programs. NHPS is devoted to child health promotion and disease prevention. Its
mission is to improve children’s health over time through an integrated model that includes:
developing effective programs, building upon the community’s current resources; evaluating the
programs, while also contributing to the national landscape on children’s health and prevention
research; and providing business support services and technical assistance to non-profit and
health-related organizations. While the primary focus will be in Delaware initially, the
division’s goal is to eventually become a national resource and model in the area of child health
promotion.
NHPS was established to catalyze and pioneer new approaches to children’s wellness as a longterm endeavor for Nemours. While many U.S. children’s hospitals and health systems have an
advocacy component to their mission, Nemours is the only one in the country making this kind
of expansive and sustained investment in children’s health promotion.
One of the goals of the organization is to bring about a cultural change in which people place a
high value on health and wellness. NHPS will use its resources strategically to identify current
unmet needs, identify and build on community strengths to address those needs, and to assist
community organizations in innovative ways. The division will serve as a catalyst and resource
in Delaware, ultimately increasing the state’s collective capacity to improve children’s health.
Childhood nutrition, physical activity and emotional/behavioral health are the division’s initial
focus areas where the foundation is being laid to launch an ambitious set of program initiatives in
2005. NHPS is seeking out best practices in these areas and, where they do not exist, working to
develop programs that can be put into practice in Delaware. Using a holistic approach to the
child’s world in order to have the greatest impact, NHPS considers the many different places
where children and families spend their time: schools, day care facilities, neighborhoods and
communities, and health care settings. The goal is to help children make healthy food and
lifestyle choices and stay active by reinforcing consistent, positive messages in each setting.
NHPS also recognizes the importance of helping adults support and nurture the children whose
lives they touch.

Appendix C:

Other Web Sites and Resources

Action for Healthy Kids: www.actionforhealthykids.org.
Centers for Disease Control and Prevention’s State-Based Nutrition and Physical Activity Program to
Prevent Obesity and Other Chronic Diseases:
http://www.cdc.gov/nccdphp/dnpa/obesity/state_programs/index.htm.

Community Tool Box: http://ctb.ku.edu.
Color Me Healthy: http://www.ncnutritionnetwork.org/projects/colormehealthy.asp.
Fit Together: www.fittogethernc.org.
Food Research and Action Center: www.frac.org.
Healthy Carolinians: www.healthycarolinians.org.
Kaiser Permanente’s Farmers’ Market Resource Guide:
http://xnet.kp.org/communitybenefit/chi/tools/docs/KPFarmers’MarketResource4.pdf.
National Park Service Northeast Region Philadelphia Office; Rivers, Trails, and Conservation
Assistance Program; Community Toolbox: http://www.nps.gov/phso/rtcatoolbox/..
NC Healthy Weight Initiative: www.nchealthyweight.com.
NC Winner’s Circle: www.ncwinnerscircle.com.
NC 5 A Day: www.nc5aday.com.
Robert Wood Johnson Foundation’s Active Living by Design program:
http://www.activelivingbydesign.org/.
The Strategic Alliance: www.eatbettermovemore.org.
Syndemics Prevention Network: www.cdc.gov/syndemics/.
United States Department of Health and Human Services’ Steps to a HealthierUS initiative:
www.hhs.gov/news/press/2004pres/20040928.html.

Appendix D:

List of Delaware Participants

Alicia Clark
Vice President
Metropolitan Wilmington Urban League

Gail Stevens
Director of Health Planning
DelMarva Rural Ministries

Zee Henry
First State Community Action Association

Frances Taccone, Ph.D., RD
Director of Development
Produce for Better Health Foundation

Herman Ellis, MD, MPH
Associate Deputy Director
State Medical Director
Division of Public Health

Patricia Tanner-Nelson
Professor
University of Delaware

Mawuna Gardesey
Director, Minority Health
Division of Public Health

M. Denise Tolliver
Executive Director
Delaware Futures, Inc.

Helene Gladney
Health Advisor to the Mayor
City of Wilmington

Graham Van Keuren
Masters in Divinity
Program Manager
Delaware Futures, Inc.

Sandra G. Hassink, MD
Director
Weight Management Program
Arnold Huff, MHS
Health Advocate
City of Wilmington
Eric D. Jacobson, MPA
Assistant Professor
Institute for Public Administration
University of Delaware
Maria Matos
Executive Director
Latin American Community Center
LaVaida Owens-White, MSN, RN
Parish Nurse
Christ Our King Health Ministry
Caring Community Alliance
Laura Schofield-Pierson
Director of Health and Wellness
Brandywine YMCA

Philip Waldor, MD
Medical Director
Delaware Physicians Care, In

