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e Access to out of school programs
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Presenter
Presentation Notes
School programs provide a ‘blanket’ approach to all children- those who need it and those who do not.  The school health environment certainly impacts a child’s health, the intervention ‘dose’ is too diluted by competing factors and lack of individualized approach.

Studies of after school programs show these programs are usually too short to support sustained weight loss.

Self-selection into family-based programs allows for targeted, adaptable, sufficiently ‘dosed’ programs to families who are most likely to benefit owing to their high motivation. 
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School-based programs have demonstrated modest benefits (Brown & Summerbell, 2009; Katz, O'Connell, Njike, Yeh, & Nawaz, 2008) but their impact is much greater when supported by community and home environments (Johnson, Weed, & Touger-Decker, 2012; Katz, et al., 2008; Position of the American Dietetic Association: Individual-, family-, school-, and community-based interventions for pediatric overweight, 2006). 

Furthermore, family-based weight loss interventions independent of the larger school setting are effective in reducing pediatric obesity (Epstein, Valoski, Wing, & McCurley, 1994; Golan & Crow, 2004; Jelalian & Saelens, 1999) and at least one review identifies them as the most effective of all programs (Berge & Everts, 2011). 


Target Population

Us AL, | Bullxk  Pike

RACE
% African American 128 265 | 701 367
%% Whits 00 TIO | 286 602
%% Other 7 2.5 13 33
ECONOMIC INDICATORS
% of Population Living Below Poverty Lavel 143 175 | 347 276
% of Children Living Below Poverty Laval 20 M6 | 327 338
% of Total Population Madicaid E ligible NA 198 | 344 268
% of Children Madic aid Eligible NA 381 | 713 482
% Houssholds with no Vhicle 103 83 176 114
% Uninsurad 172 156 | 170 164
Madian houszhold income® 50221 40547 | 24208 31220
ALL CAUSES OF DEATH
Cancer Deaths® 1887 2142 | 2278 1830
Diabetes Deaths 253 301 | 474 424
Cardiovasculsr Dissase Deathd 2882 3517 | 4541 4585
Alcohol Relatad Deaths® 73 5.3 10.9 56
Motor Vehicls Ralatad Deaths’ 153 258 | s65 324
Suicids 110 1232 35 16.7
Arcidant] Deaths NA 562 | 760 684
Infant Mortality Ratz per 1000 Births 55 D5 8.6
OTHEFR. HEALTH INDIC ATORS'
Obese Adule 26.7 310 | 3.6
Food I nsecu ity 166 178 | 28.7
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Presentation Notes
The pediatrics practice group serves families primarily from Pike and Bullock counties.  Health indicators from these counties show 33.1 % of households with children report food hardship, ranking 3rd highest in the state and 32nd highest in the nation. Bullock County ranks last for overall health outcomes among all 67 Alabama counties, and Pike County ranks 36th. Nationally, 20% of children live in single parent households compared to 60% in Bullock and 50% in Pike Counties. These county residents have limited access to medical care and medical care providers. Furthermore, physicians and dentists in rural communities are more likely to have patient populations that have more complicated cases, but no specialists for referral. Overall, residents of Pike and Bullock counties have poorer socio-economic status and overall health indicators as displayed in the Table 1.  and we know that poor health indicators are associated with overweight/obesity prevalence and associated co-morbid diseases. 

In a school-based grant project in Bullock county, we found 67% of the children in grades k-3 (the only elementary school in the county) were overweight or obese with similar numbers in Pike county elementary schools.  Anecdotally, a number of these young children were on anti-hypertensive medications and prescriptions for type 2 diabetes.

To our knowledge, the closest pediatric weight management programs are in Birmingham- over 2 hours away.  





Setting
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Presentation Notes
L.E.A.P.© is a multi-component program that includes nutrition education, behavioral modification, self-monitoring of food choices and physical activity to decrease co-morbid conditions of overweight (Monastra, et al., 2005). L.E.A.P.© requires participants and at least one parent to attend one hour weekly sessions for eight weeks with 100% attendance. 


Children

Week 1: Stop Light Food Guide Introduction
Week 2: My Plate

Week 3: Body Style and Emotions

Week 4: Portion Control

Week-5: Eating Out/Fast food

Week 6: Healthy Snack Making

Week 7: Celebration
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* Week 1:mi%~1 of Weight of the Nation
V 2: Grocery Store Tour




Statistical Qutcomes——

le 1. Mean, standard deviation and range of continuous level outcomes (N = 9)

Pre-Intervention

5
Post- Inteweht{on

M SD  Range M SD  “Range
Height in inches 524 6.2 45 - 62 52.6 6.1
Weight in Ibs 101.0 32.9 61.4-153.4 100.0 31.8
BMI 26.0 402 204- 323 25.7 44
30.8 -40.6 371 6.5

% Body Fat 37.9 5.7
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Mean, standard deviation and range of height, weight, BMI and percent body fat pre-intervention and post-intervention are described in Table 5.  While height of participants increased in inches pre-intervention (52.4) to post intervention (52.6), weight decreased from 101.0 to 100.0 lbs, BMI decreased from 26.0 to 25.7 and percent body fat decreased from 37.9 to 37.1%.
While there were modest but steady, clinically significant differences in the participants’ height, weight, BMI and percent body fat there were no statistically significant differences recorded.  Anecdotal data reported also included parental weight loss ranging from eight to 26 pounds over the eight week period indicating readiness for change.





eats until very full

Agree
Disagree

child cleans off plate
Agree

Disagree
My child snacks whenever they“wish

riables (N = 9)

ost-intervention
%
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Frequencies of parental agreement with selected categorical variables pre and post- intervention are found in Table 6. Self-reported parental behavior improved for categories child eating until full, cleaning off plate, snacking whenever they wished, drinking sugar sweetened juice and parent offering food as reward. Other parental self-reported variables, while not showing improvement in behavior, indicated that parents increased their knowledge of appropriate nutrition and health behaviors. For example, parents reported screen time averaged four hours pre-intervention, but six hours post-intervention.  It is likely that parents were not cognizant of the time their children were engaged in television viewing, computer and video game activities when they provided screen time estimates at pre-intervention.




3. Child self-reported amount of physical activit] _
Pre-intervention Post IRtervention

n S %

15 minutes 2/ 22.2
4 44.4

30 minutes
45 minutes ¥ 5, 2212
60 minutes
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The amount of physical activity reported by children before and after the 
intervention is found in Table 8. Children’s activity increased post- intervention.




Fruit per day

Vegetables per day
Soda or Juice

SD

1.4
1.7
145
2.1

Screen Time
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Mean, standard deviation and range of child self-reported consumption of fruit, vegetables, sugar sweetened soda or juice and screen time is found in Table 7. Consumption of both fruits and vegetables increased post- intervention, while soda/fruit juice and screen time decreased post intervention



Discussion/Implications

Increased confidence in addressing
weight iIssues by clinicians

Needs of families identified and matched
by local primary care providers to LEAP

Increased access to care (closer venue)

Continued development of family-based
Intervention at a community level

Availability of 3-4 classes annually
Grant applications for funding
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Limitations included:

 Small sample size
Self-reported data
40% attrition rate
No collection of ethnicity, income, food environment or food insecurity 
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Presentation Notes
Family-based programs are effective in normalizing weight status
because they can be tailored to meet the needs of the child and impact health behaviors in the context of family support
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