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Abstract 

Childhood obesity is a global epidemic that predisposes children to a lifetime of medical 

conditions, social problems, and increased medical costs.  KidsFit is an established obesity 

prevention program developed by Robert Wood Johnson Barnabas Health to prevent childhood 

obesity.  The purpose of this DNP project was to implement the KidsFit program in a social 

setting involving a troop of Girl Scouts aged 8-11 years old.  This project evaluated the 

effectiveness of the KidsFit program, a standardized education program, at increasing Girl 

Scouts knowledge and healthy behaviors related to nutrition and exercise.  The Girl Scouts 

attended a one-hour weekly meeting for six weeks where they learned about nutrition, reading 

food labels, portion sizes, healthier choices, and the importance of physical activity.  Success of 

the program was determined by pre and posttest questionnaires.  The findings of this project 

demonstrated that children’s health knowledge, health behaviors and physical activity increased 

after the implementation of the KidsFit program.  Expanding the use of obesity prevention 

programs to small group community settings such as Girl Scouts will help more children benefit 

from the programs with peer and community support.  This project can be the beginning steps to 

the potential expansion of this standardized childhood obesity prevention program with 

generalization for children at a local, county, state, and national levels.  

 

 

Keywords:  Childhood obesity prevention program, obesity prevention with Girl Scouts, KidsFit 

program, social influence, obesity prevention with peers, nutrition, childhood obesity, KidsFit 

and Scouts, community obesity prevention program 
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Introduction 

Childhood obesity is a preventable condition that frequently leads to adult obesity as well 

as several medical conditions that may be prevented with proper nutrition and exercise.  Obesity 

is one of the most common chronic diseases of childhood, and the number of children affected 

continues to increase despite continued assessment and evaluation of at-risk groups.  Obese 

children are developing diseases and health problems previously observed only in adults.  More 

children are being diagnosed with diabetes, hypertension and heart disease at an earlier age 

resulting in complications that lead to a shorter adult life.   This public health issue needs to be 

addressed starting in childhood. 

Modifying behavior early in childhood and educating children on the benefits of healthy 

foods and exercising is the first step in preventing childhood obesity.  Girls between the ages of 8 

and 11 are particularly vulnerable to developing unhealthy eating habits.  As girls begin puberty; 

they experience many physical changes including rapid growth, and weight gain.  During this 

transition, girls often develop body dissatisfaction and weight concerns, which is often associated 

with low self-esteem and abnormal eating habits (Makinen, et al, 2012). 

This transition is an emotional and stressful time during which girls rely on their 

girlfriends for advice and comfort.  Friends they have known for a short period of time, their best 

friends, and their Girl Scout troop, are where they look to and up to for guidance and nutritional 

health.  KidsFit is a 10-session curriculum-based obesity prevention program that provides 

children and their families the ability to discover the nutritional benefits of different food groups 

and the benefits of physical exercise (RWJBarnbas Health, 2019).  Maintaining good nutrition 

and overall health helps girls remain confident in who they are and how they look as they enter 

adolescence.  By implementing KidsFit within a Girl Scout troop with girls between the ages of 
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8 and 11, girls are provided with the tools and guidance to maintain physical and nutritional 

health that will carry into adulthood.  This relationship between the Girl Scouts and KidsFit is an 

investment in health promotion, community outreach and overall wellness that will benefit girls 

from different ethnicities and socioeconomic status. 

Background & Significance 

 Obesity is a worldwide, non-communicable chronic disease that should be treated with 

the same amount of enthusiasm, persistence and dedication as other chronic diseases. Childhood 

obesity is a multi-causal chronic disease that has both short- and long-term consequences.  In the 

short term, obese children may experience emotional and social consequences such as body 

dissatisfaction, depression, disordered eating behaviors, discrimination and weight-based teasing.  

Long term consequences result from an energy imbalance that leads to the development of 

excess adipose tissue as well as structural abnormalities, psychological effects and functional 

impairments (The Obesity Society, 2018).  The disease increases the risk of developing lifelong 

health problems such as asthma, type 2 diabetes, high cholesterol, high blood pressure, early 

coronary heart disease, congestive heart failure and more (The Obesity Society, 2018).  These 

children are also at a higher risk of having other chronic health conditions that will affect their 

physical health such as sleep apnea, bone, and joint problems (Center for Disease Control and 

Prevention [CDC], 2018).  The percentage of children and adolescents affected by obesity has 

more than tripled since the 1970’s, and data from 2015-2016 shows that nearly 1 in 5 school age 

children have obesity (CDC, 2018). Although obesity rates have plateaued in the United States 

between 2003 and 2014, the rates of childhood obesity remain high (The State of Obesity, 2019).  

According to national trends, 18.5% of youth between the ages of 2 to 19 are obese.  The rate 

varies but the rate of obesity increases as age increases (The State of Obesity, 2019).  For 
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children and adolescents aged 2 to 19 years, from 2015-2016, the prevalence of obesity was 

18.5%, affecting about 13.7 million children and adolescents.  It was 13.9% among 2-to-5-year 

old’s, 18.4% among 6 to 11-year old’s and 20% among 12 to 19-year olds. Even though boys are 

more likely to have obesity than girls; all children with obesity are more likely to be bullied and 

teased, suffer from social isolation, depression, and low self-esteem (Harding, 2010).  In 2015-

2016, 19.1% of boys ages 2 to 19 had obesity and 17.8% of girls ages 2 to 19 had obesity.  

Between 2013-2014 and 2015-2016, the obesity rate of boys increased 11% while the percent of 

girls with obesity increased by 4% (The State of Obesity, 2019). 

Body Mass Index (BMI) 

 Overweight is defined as a body mass index (BMI) at or above the 85th percentile and 

below the 95th percentile for children and teens of the same age and gender, while obesity is 

defined as a BMI at or above the 95th percentile (CDC, 2018). The BMI is calculated by dividing 

a person’s weight in kilograms by the square of height in meters.  A child’s weight status is 

determined using a specific percentile for BMI rather than the BMI categories used for adults 

because a child’s body composition varies as they age, as well as between boys and girls.  BMI 

does not measure body fat directly, but it is correlated with more direct measures of body fat 

(CDC, 2018).  The CDC recommends professionals use BMI percentile because it takes into 

consideration that young people are still growing and grow at different rates depending on their 

age and gender (CDC, 2018).   

Risk Factors 

 There are several factors that increase the chance that a child will be obese.  

Parental obesity is the best indicator for childhood obesity with the risk being higher if  
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both parents are obese.  The cause of excess weight gain in children is similar to those in adults, 

including factors such as genetics and a person’s behavior.  Eating high calorie, low nutrient 

foods and beverages, not getting enough physical activity and too much screen time are all 

behaviors that influence excess weight gain (CDC, 2016).  Too little exercise and too many 

calories consumed between food and drinks are the main cause of childhood obesity.  While 

genetic and hormonal factors may contribute as well, the main factor is food choices.   

Consequences of Obesity 

 While there is a difference in sex hormones between girls and boys, they are equally 

affected by overweight and obesity, even during puberty.  Psychiatric and psychosocial 

comorbidities are more common in obese girls, and they suffer more often with eating disorders 

such as binge eating.  Girls as young as 5 years old have shown concern about their weight and 

body dissatisfaction (Harriger & Thompson, 2012).  Body dissatisfaction is linked to higher 

levels of unhealthy eating behaviors, less physical activity, and less fruit and vegetable 

consumption (Harriger & Thompson, 2012).  These behaviors carry into adolescence and are 

associated with stigmatization, and negative psychological consequences. 

 Childhood obesity may lead to social discrimination, low self-esteem, and other health 

consequences that carry into adulthood.  Not only are there increased costs associated with 

childhood obesity, but how a child views themselves has emotional effects.  The social stigma 

that accompanies being overweight can be as damaging to a child as the physical disease 

(Healthy Children, 2017).  Children who are obese are more likely to have low self-esteem as 

well as feelings of shame about their body.  These feelings can lead to poorer academic 

performance, name calling, teasing, and bullying (Healthy Children, 2017).  They may lose 

friends and face difficulty in making new acquaintances. Social isolation or feeling excluded 
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creates loneliness and feelings of being an outcast.  After time, they may become sad and 

depressed; driving them to find emotional comfort in food, and the cycle does not end. People 

who feel lonely or socially isolated tend to be depressed, have more health issues and may have 

shorter lifespans (Healthy Children, 2017). 

Childhood obesity is also a cause of school absenteeism.  According to a meta-analysis 

completed, children with overweight and obesity had a 27 to 54% higher chance of being absent 

from school than their normal weight peers (An et al., 2017). Obese children are absent more 

than average weight children, which then hinders their learning, causes parents to miss work and 

is costly to the school systems.  In addition, children who are obese at ten years old and remain 

obese into adulthood will incur elevated direct medical cost beyond their normal weight peers 

over a lifetime.  Medical costs average $19,000 per obese child, compared to a child who 

remains at normal weight as an adult (Levitt et al., 2016).  When considering the percentage of 

obese fifth graders in the United States, this results in more than $25 billion in added lifetime 

medical costs in this particular age cohort alone (Levitt et al., 2016). 

Preventing and reversing childhood obesity has substantial health and economic benefits.  

It is more challenging for adults to lose the excess weight once they are obese; therefore, 

prevention of childhood obesity into adulthood is of great importance.  While behavioral changes 

and lifestyle modification are the primary tools for reducing obesity, children are not equipped to 

make these informed choices about what is healthy to consume and what is not. Prevention of 

childhood obesity through nutritional counseling, and emphasis on daily physical activity is the 

key to success in addition to providing better chances to reduce long term complications (Pandita 

et al., 2016).   
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Needs Assessment 

Global 

Obesity and being overweight is the fifth leading global risk factor for mortality (World 

Health Organization [WHO], 2020). Childhood obesity is a serious public health challenge that 

is global and affecting mainly low and middle-income countries.  In 2016, over 41 million 

children under the age of five were overweight.  At this rate, if the current trends continue, by 

2025, 70 million children will be overweight or obese globally.  Diseases such as diabetes and 

cardiovascular disease that obese children are developing at a younger age then normal weight 

peers can be prevented.  The same root cause for obesity exists globally, an increase in energy 

dense foods that are high in fat and sugar but low in vitamins and a decrease in the amount of 

physical activity performed.  At least 2.6 million people die each year as a result of being 

overweight or obese (WHO, 2020). 

National 

 

Childhood obesity impacts the child, their family, and the nation. There are at least four 

major categories of economic impact resulting from the obesity epidemic including direct 

medical cost, productivity costs, transportation costs and human capital costs.  The financial 

amount spent on diagnosis and treatment of the conditions associated with obesity is likely to 

increase with rising obesity levels.  Many health care costs associated with obesity cause a 

change in employer-sponsored health insurance which in turn means less cash wages (Hammond 

& Levine, 2010).  Obesity also contributes to productivity loss due to obese people being less 

productive while at work as well as absenteeism. In addition, obesity may lead to an increase in 

disability payments and disability insurance premiums, which represents higher fiscal costs to 

the federal government.  An increase in body weight means more fuel and larger vehicles are 
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needed to transport the same number of commuters and travelers producing a greater spending 

on fuel (Hammond & Levine, 2010).  In addition, between 2007- 2008, 5.7 million men and 16.5 

million women who were eligible for military service exceeded the weight standards to serve in 

the Army (Cawley & Maclean, 2012).  The most common reason soldiers are medically 

disqualified is due to obesity.  Due to the rising number of overweight youths, the military is not 

going to be able to maintain its effectiveness (Myers, 2018). 

State 

Childhood obesity is a public health priority in New Jersey and therefore a ten-year plan 

was put in effect in 2008 known as The Shaping NJ Obesity Prevention Strategies.  This plan 

was carried out over ten years and involved health care, childcare, schools, communities and 

workplaces (Office of Nutrition and Fitness, 2013).  The plan included objectives such as 

standardizing the number of minutes of health, physical education and safety education per week 

in grades 1-12. Schools incorporated healthier meal options for students and encouraged students 

to decrease the amount of time spend on the computer and in front of a television.  Hospitals 

were encouraged to become breastfeeding friendly to promote and encourage breast feeding in 

infancy (Kitchenman, 2014).  Some of the changes had significant results.  In New Jersey, 

obesity rates declined among 2 to 4-year olds enrolled in the Special Supplemental Nutrition 

Program for Women, Infants, and Children (WIC) from 2010-2016; the rate of obesity dropped 

from 18.9% to 15%.  However, the current obesity rate among 10 to 17-year olds has increased 

slightly from 14.8% in 2016 to 15% in 2018.  The adult obesity rate has decreased to 25.7%, 

which is a significant improvement being that the rate of obesity in adults has been steadily 

increasing since 1995 (Robert Wood Johnson Foundation, 2019).  This demonstrates that making 

little changes over time does improve health, but more is needed. 
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Local 

This Doctor of Nursing Practice (DNP) project was implemented within a Girl Scout 

Troop in a town within Union County, New Jersey.  Obesity is identified as one of the key areas 

for improvement by the North Jersey Health Collaborative for this county.  In 2012, 24.5% of 

adults, 19.3% of low-income children, as well as 25.4% of adult males were obese in Union 

county (North Jersey Health Collaborative, 2019).  In 2016, The North Jersey health 

collaborative created a plan to reduce obesity of children birth to 5 years with a focus on low 

income residents.  Their plan involved educating parents and caregivers in traditional and non-

traditional settings and helping to increase access to health foods and physical activity (North 

Jersey Health Collaborative, 2019).  While instituting a plan for young children is important, 

emphasis must also be placed on older children who are transitioning to adulthood and faced 

with the independence of choosing their own meals and snacks. School aged children and young 

adolescents will benefit from an educational program to help understand how to make better 

choices and learn the benefits of a healthier lifestyle. 

Problem Statement 

Childhood obesity is an ongoing issue that needs to be addressed in childhood to prevent 

health issues as the child grows into adulthood.  Friendships are important to children and they 

learn best in a social setting with their peers.  Instituting an obesity prevention program to a Girl 

Scout troop as part of their curriculum encourages girls to make healthier food choices and 

increase the amount of physical activity they partake in.   
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Clinical Question 

Is the KidsFit obesity prevention program effective in increasing knowledge and 

behaviors relating to nutrition and exercise in Girl Scouts between the ages of 8 and 11 over a 

six-week period? 

Aims & Objectives 

The primary aim of this DNP project was to evaluate if the KidsFit Obesity prevention 

program was effective in increasing knowledge and behaviors relating to nutrition and exercise 

in Scouts between the ages of 8 and 11. Through increased awareness of proper nutrition and 

positive health behavior changes, participants would be able to improve their overall health 

status. 

The objectives required to achieve these aims were as follows: 

• Girl Scout Troop members’ health knowledge will improve after participation in the 

KidsFit program as evidenced by the” Nutrition and Physical Activity Pre & Post 

Test” 

• Girl Scout Troop members’ health behaviors will increase after participation in the 

KidsFit program as evidence by the “Food Frequency and Lifestyle Habits 

Questionnaire” and daily steps recorded will increase as evidence by the “Fitness 

Tracker Log”. 

• Inform best practices for the use of structured childhood obesity prevention 

programs in the community for health promotion at the end of the project. 
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Review of Literature 

A comprehensive literature search from 2009-2019 using CINAHL, PubMed, and Google 

Scholar databases was conducted using the following key words: “childhood obesity prevention 

programs with peers” “childhood obesity prevention program settings.” These key words were 

used in combinations to include one theoretical keyword, (i.e., obesity) one behavioral keyword 

(prevention) and word referring to peers (i.e., peers, peer influence, school) and one age group 

identifier (i.e.., children and adolescents).  The initial search through PubMed using the 

“childhood obesity prevention programs” yielded 2,012 results.  Changing the publication dates 

to only view articles for the past ten years and only “humans” as a filter, decreased the search to 

1,421 results.  Adding “settings’ into the search field brought up 150 results.  Adding “with 

peers” narrowed the results to 6 articles.  When searching CINAHL with the phrase “childhood 

obesity prevention programs” and “peers” 33 results were found.  This review was completed to 

find relevant empirical research for the use of obesity prevention programs that are successful 

when implemented within a social setting of peer relationships.  Google scholar was used to with 

the phrase “Girl Scouts and obesity prevention program” since 2015, which yielded 997 results.  

The search was focused on systematic reviews as well as reviews of obesity prevention programs 

and the effectiveness of programs based on identified outcome measures (Appendix A).  

Preventing and reversing childhood obesity has substantial health and economic benefits.  

It is more challenging for adults to lose the excess weight once they are obese; therefore, 

prevention of childhood obesity is of great importance.  While behavioral changes and lifestyle 

modification are the primary tools for reducing obesity, children are not equipped to make these 

informed choices about what is healthy and what is not. Prevention of childhood obesity through 
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nutritional counseling, and emphasis on daily physical activity is the key to success in addition to 

providing better chances to reduce long term complications (Pandita et al., 2016).   

Childhood Obesity Prevention Programs 

Primary care practices play a crucial role in identifying childhood obesity.  In many 

pediatric primary care practices, if a child appears to be gaining weight or falls into the 

overweight or obese category, the family is educated on the benefits of more exercise, portion 

control and healthier snacks. There are no set guidelines to follow or instructions on how to 

transition their child to a different dietary lifestyle. Providers have indicated that they have 

limited time and a lack of resources preventing them from effectively treating childhood 

overweight and obesity.  In addition, most have low levels of comfort and confidence in bringing 

up the issue with families (Silberberg et al., 2012).  Most pediatric primary care physicians feel 

childhood obesity needs attention; however, they do not have the tools to enforce it. 71% of 

physicians spoke about eating habits and physical activity, but only 19% gave parents tools to 

help them make changes (Holt et al.,2012). While health care providers may have difficulty 

determining what intervention to refer patients to, reports have demonstrated that increasing 

physical activity alone does not help reduce a child’s weight.  Primary care providers have a 

limited time with patients and cannot be the only source of intervention families rely on to help 

prevent childhood obesity. Introducing obesity prevention programs to social and afterschool 

activity programs will enable more children to learn how to eat healthfully and provide primary 

care physicians with a suggestion tool of how to help their patients who are at risk of being 

overweight or obese.   

Family based obesity treatment programs that include behavior modification, nutrition 

education and physical activity have been considered optimal in pediatric obesity treatment 
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(Taylor et al., 2016).  Programs exist in school, primary care, childcare, and community settings. 

Results from a systematic review and meta-analysis on childhood obesity programs, found that 

most childhood obesity prevention studies (83%) have been school based and the interventions 

implemented in schools that included home involvement had the most favorable results.  Fifty 

percent of community-based studies reported significant effects, 40% of childcare based studies, 

and 33% of primary care-based studies reported favorable results.  None of the home-based 

studies reported statistically significant results (Wang et al., 2015).  This demonstrates that the 

most successful programs are implemented in the school setting as well as community settings 

where children are among their peers.   

Per the CDC (2018), schools are an optimal setting for preventing childhood obesity 

because much of a child’s day is spent in this setting.  A comprehensive approach involving 

nutrition and physical activity in school, while involving parents and other community members, 

is the ideal approach to enhance the health and wellbeing of students.  By incorporating 

programs into group settings such as schools, students are not singled out based on their weight 

status and may then avoid being embarrassed or bullied (CDC, 2018).  Research suggests that 

participants who enrolled in a weight loss program with friends were more successful 

maintaining their weight and were more likely to maintain their weight after the program ended 

(American Psychological Association, 2019).  While studies demonstrate that a school setting is 

ideal, the fundamental goal of every instructor is to create a conducive learning environment 

(Williams, 2018).  School based nutrition and health education may vary across schools and 

regions. Instructing students in a small group method can encourage each child to engage in the 

lesson and possibly learn better.  Incorporating an obesity prevention program into a Girl Scout 
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curriculum provides a smaller group instruction in which all girls would have the support of each 

other and learn how to eat healthy.  

Nutritional Intervention 

Obesity prevention programs focus on providing nutritional education to students and 

their families.  All programs stress the importance of consuming fruits and vegetables, as well as 

low fat and nonfat dairy foods, lower sugar, and limiting sweets.  Different nutritional strategies 

have been followed in prevention programs encouraging the consumption of fruit and vegetables. 

The 5-2-1-0 campaign was implemented in a primary care practice for 60 patients with a 

BMI equal to or greater than the 85th percentile.  The primary care provider provided one on one 

education to patients and parents using the 5-2-1-0 campaign.  There was no difference in BMI 

or blood pressure, but there was an increase in the amount of fruits and vegetable consumed and 

there was a decrease in the number of hours spent watching television each week (Jester et al., 

2018). This project also determined that counseling parents and their children about healthy 

behavior did not affect their physical health, however, it did determine that when parents are 

counseled on healthy eating and then offer healthier options at home, children are more likely to 

follow healthy behaviors (Jester et al., 2018).   

The same 5-2-1-0 program was implemented in two elementary schools over the course 

of a school year rather than one-on-one instruction as previously done in a primary care setting. 

This study was implemented by nursing students and the school nurse during school hours.  As 

with the primary care setting, students BMI did not change, but the number of servings of fruits 

and vegetable increased, juice consumption decreased, and physical activity increased (Tucker & 

Lanningham-Foster, 2015).  
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The Dietary Approach to Stop Hypertension (DASH) diet was implemented over an 8-

week period through 29 different schools in Pittsburgh.  The goal was to see a decrease in BMI, 

and while there was a change in eating, exercise habits, and the consumption of healthier foods, 

the program was not considered effective because a decrease in BMI was not seen (Manger et al., 

2011). 

The Traffic Light Diet was implemented with 64 students in an afterschool program.  The 

students learned about healthy eating and increasing physical activity.  The children and their 

group leaders discussed the importance of reducing the intake of red foods such as sweets, 

snacks and desserts and the importance of consuming at least 4 green foods (fruits and 

vegetables) for every red food (sweets and chips). They also learned about the importance of 

physical activity and participated in organized activities during each meeting.  The program was 

considered successful because students did increase their fruit and vegetable consumption and 

decrease sweets consumption (Nabors et al., 2015).   

Following state guidelines for nutritional education and exercise in the school setting is 

not always enough.  A school district in Mississippi where obesity is high, developed a 

randomized control trial to see if additional education would be more beneficial for students. 

Students in the control group followed the state guidelines, which included didactic nutrition 

education, health information incorporated into academic lessons, and weekly physical education 

classes.  The intervention group followed the same program but also received monthly family 

events including nutrition and physical activities during the academic year.  Results indicated 

that the duration was too short to notice a significant change in BMI (P=0.12) but there was a 

decrease in percentage of body fat (P=0.02), more physical activity (P=0.04) and the parents also 
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had a significant improvement in dietary habits (p=0.04). The control schools BMI increased 5% 

(Greening et al., 2011). 

Involving families has also shown to be beneficial. The Growing Healthy Kids (GHK) 

program was implemented in Carrboro North Carolina, between the years of 2008 and 2010.  

Low income families were provided weekly gardening sessions, a 7-week cooking and nutrition 

workshop, and social events for parents and children.  Three gardens were open, and staff were 

present for families to practice specific gardening skills.  Results of the pre- and post-program 

survey concluded that children who participated in the GHK program had an increased 

availability of fruits and vegetables at home, the number of fruits children consumed increased 

28%, and the amount of vegetables consumed increased 33% (Castro et al., 2013).  

The duration of most educational programs is too short to see a change in BMI; however, 

they all indicate that at the conclusion of the program or even during it, there is an increase in the 

amount of fruits and vegetables consumed and a decrease in the amount of juice and soda.  The 

particular diet taught is of less importance than the emphasis on healthier choices including fruits 

and vegetables, as well as portion control that lead to healthier eating and obesity prevention. 

KidsFit 

KidsFit is a wellness program that began as an intervention for pediatric obesity 

treatment and then transitioned into a prevention program for children and their families.  It is no 

longer a weight loss program, and BMI is never measured.  The program has transitioned into an 

education program used to provide nutrition lessons that will change behavior (RWJBarnabas 

Health, 2019).  The nutritional guidance is based on the MyPlate plan, suggested by the United 

States Department of Agriculture (2020).  The lessons provide steps to balancing energy intake 

and output, recipes that can be made in the classroom and at home, making better choices in the 
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fast food environment, and recognizing how the media impacts our food choices.  The program 

is developed to help children think about their food choices and realize nutrition is something 

that they should consider daily. 

KidsFit has partnered with schools in Newark New Jersey where the program has been 

integrated into health and physical education curriculum for grades Pre-K-8.  In the 2016-2017 

school year, there was an improvement in all program goals.  Based on the food frequency 

questionnaire, there was a 14% increase in those reading the nutrition facts label and an 11% 

increase in students avoiding drinking soda.  There was a 5% increase in fruit as well as 

vegetable consumption and a 3% increase in those meeting daily exercise requirements 

(RWJBarnabas Health, 2019).   

Physical Activity Involvement 

All obesity prevention programs incorporate the need for physical activity into their 

curriculum and most show a significant improvement post implementation.  The VITAL 

program determined it was most effective to focus on both dietary and physical activity than on 

dietary behavior alone.  Therefore, they included games and physical activity during their lessons 

and 77% of parents agreed it was a good program to promote physical activity (Manger et al., 

2012).  Students in Mississippi followed their states standard health curriculum including 

physical education classes and noted improvement in two of three fitness tests (P<0.0001, 

P<0.0001) (Greening et al., 2011).  In a program known as MEND (mind, exercise, nutrition, do 

it!) kids enjoyed the program when they were able to be interactive and they had fun doing the 

exercise, activities, sports and games (Watson et al., 2016).  When reviewing the Healthy 

Lifestyles Program, a school-based obesity prevention program, students suggested incorporating 

more activities to help it be more successful (Lloyd et al., 2011).  In addition, when reviewing 
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programs, interviewers determined that when children were with their friends and peers, they had 

more energy, and modeled each other, therefore these programs were more successful (Salvy et 

al., 2011).  Physical activity is an important factor to help improve health.  While most 

prevention programs primary focus is on nutrition, children enjoy the exercise and physical 

activity more when they are being active with friends and their peers.   

Impact of Social Relationships  

Peer acceptance as well as friendships are important as children grow into adolescence.  

Experiencing positive peer relationships and friendships help children develop a positive self-

image, social competence and academic achievement.  These relationships also act as a buffer 

against the negative impact of family troubles and potential bullying from other students.  

Children who feel good about themselves are less likely to give into peer pressure and are more 

likely to make better choices (Aburdene Derhally, 2016). During middle childhood, 9 to 11-year-

old children form stronger friendships and peer relationships.  They also experience more peer 

pressure and are very aware of their body as puberty approaches.  This is a key time when body 

image and eating problems start. Having a solid group of friends at this difficult time in 

childhood helps children deal with those hardships that everyone faces.  Children with a good set 

of friends have higher self-esteem, act more social, can cope with life stressors and transitions, 

and are also less victimized by peers (Aburdene Derhally, 2016).  Youth are also more physically 

active when in the company of friends, while lonely children who are isolated from peers report 

the least amount of physical activity (Salvy et al., 2012). 

Girl Scouts 

The Girl Scouts have a long history of encouraging girls to work as a team, learn to 

become a leader and help each other succeed.  Girls team up and develop strong relationships, 
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inspire each other and learn to be leaders (Girl Scouts, 2019).  Troops are not only established in 

towns, but homeless shelters and shelters for at-risk women and children as well.  Girls from 

these troops find refuge in the friendships they build despite life’s hardships and uncertainties.  

Girl Scouts provide a sense of security, as well as lessons on leadership and bullying (gsblog, 

2019).  Including lessons on nutrition, exercise and obesity prevention along with these other life 

lessons, will help provide the girls with the skills to lead a healthy life. In addition to caring for 

themselves, Girl Scouts will help other members of the community as well.  Being a member of 

Girl Scouts encourages service to community beyond service to self.  This is an opportunity to 

spread the benefits of good health to all members of their community.   

Children mimic peer behaviors; by implementing an obesity program for children in a 

group setting such as Girl Scouts, positive behaviors and changes in habits are more effective in 

these groups. Implementing KidsFit, an obesity prevention program, among a group of Girl 

Scouts helped the girls support each other, lead a healthier lifestyle, and hopefully share their 

knowledge with friends.   

Theoretical Framework 

The theoretical framework of this DNP project was based on the Social Cognitive Theory 

(Appendix C), which suggests that learning occurs in a social context with a dynamic and 

reciprocal interaction of the person, environment, and behavior (Mohamad & Zuhrah Che Ab 

Razab, 2018).  According to the social learning theory, psychologist Albert Bandura proposed 

that behavior is learned by modeling things observed in the environment (Cherry, 2019). 

Bandura’s Social Cognitive Theory (SCT) stresses the importance of observational learning, 

imitation and modeling.  The theory integrates a continuous interaction between behaviors, 

personal factors including cognition, and the environment referred to as a reciprocal causation 
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model.  In the reciprocal causation model, behavior refers to things like complexity, duration, 

and skills.  Environment is comprised of the situation, roles, models and relationships.  Person is 

comprised mainly of cognition but also other personal factors such as self-efficacy, motives and 

personality (Mohamad & Zuhrah Che Ab Raza, 2018).  Children are more likely to imitate 

people who they perceive as related to themselves and then receive a response for that behavior - 

either reward or punishment. If they are rewarded, children are then more likely to continue 

performing that behavior (Cherry, 2019). Bandura described in the famous Bobo doll experiment 

that children observe the people around them behaving in various ways and these models provide 

examples of behaviors to observe and imitate (Bandura et al., 1961).   

Integration of the Social Cognitive Theory in the DNP Project 

Initiating an obesity prevention program among a group of peers would be beneficial in 

teaching girls how to live a healthier lifestyle that includes nutrition and exercise habits.  A meta-

analysis of school-based childhood obesity prevention programs showed that the most successful 

and significant programs were those that targeted children less than 10 years old and that were 

based on a behavioral theory (Hung et al., 2011).  This DNP project involved a troop of Girl 

Scouts who participated in the KidsFit program, which has been framed within the Social 

Cognitive Theory (Appendix D).  The SCT includes a behavioral capacity, which was seen with 

improvements in knowledge and skills. The KidsFit program provides knowledge that helps 

participants to identify the benefits of adopting healthy behaviors. The KidsFit program 

incorporates a Health Behavior Assessment (Appendix E) and a Knowledge Exam (Appendix F) 

to examine the participants’ health behaviors and then later to assess the effectiveness of the 

program. 
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Baseline knowledge and baseline health behaviors were assessed using pre-intervention 

questionnaires.  A reassessment of this knowledge and behaviors was examined with a post 

intervention questionnaire at completion of the project to assess how much knowledge was 

gained and how many behaviors improved.  Participants were encouraged to set goals at each 

session.   This can be something as simple as setting a goal to eat one more fruit or vegetable the 

following day.  Positive reinforcement at each session, as well as prizes during some curriculum 

activities encouraged positive behaviors.  Self-efficacy was created by building skills in small 

incremental steps through short term goal attainment, which is the basis of the KidsFit 

curriculum.  The environment refers to more than the type of home a child lives in, but also the 

availability and accessibility of food.   Children live in a range of environments, and not all of 

them are conducive to healthy eating and physical activity.  In order to assist participants in 

having the ability to make healthier choices at home, parents received a handout at the end of 

each lesson.  These handouts supplied recipes and suggestions for healthy snacks for home and 

school.  They gave tips and suggestions that included low-cost ingredients and tips of how to 

create a recipe on a budget.  This helped families who struggle financially provide healthy 

options for their child.  

Methodology 

This DNP Project was an obesity prevention project implementing the KidsFit program to a 

Girl Scout troop.  It was a pilot intervention.  A pre and posttest design was used to evaluate if 

the KidsFit Obesity Prevention Program was effective in increasing knowledge and behaviors 

relating to nutrition and exercise in Girl Scouts between the ages of 8 and 11. 
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Setting 

 The implementation took place at the recreation center in a town located in Union 

County, New Jersey.  Within this town, 92.9% of adults are High School graduates, and 43.2% 

are college graduates.  The median household income is $100,575.   92.5% of the residents are 

white, 14.1% or Hispanic or Latino, 4.4% are Asian, and 1.4% are Black or African American 

(United States Census Bureau, 2019).  79.4% of the residents speak English, 8.9% speak Spanish 

and 3.8% speak Portuguese (Neighborhood Scout, 2020).  Permission to implement the project 

within the recreation center was obtained from the recreation center director (Appendix G). The 

recreation center had several rooms and gyms where different activities are carried out. The 

troop met in a room where tables and chairs are provided to enhance the learning environment.  

Study population 

  The participants were girls aged 8-11 years old who were members of Girl Scouts.  

Eleven Girl Scouts participated in the study.  Stakeholders, such as parents and the troop leaders 

were also involved in this project.  While the parents were not present for the meetings, they 

were occasionally given handouts that included information on a topic learned, as well as healthy 

recipes.  The troop leader was present during the meetings and gained knowledge regarding 

healthy lifestyle behaviors.  This knowledge was beneficial to the troop because the leader could 

continue practicing the behaviors at meetings after the project was complete.    

Participant Recruitment 

 

The DNP student was a Girl Scout Troop Leader for several years in the town and was 

familiar with the structure of Girl Scout meetings and goals.  She presented a Troop Leader with 

the flyer for potential participation in the research project (Appendix H). When the troop leader 

notified the DNP student of her interest in participating in the study, the DNP student set up an 
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informational meeting with the troop leader, Scouts, and parents of the Scouts before the start of 

the study to explain the project and answer any questions or concerns they had. At this introductory 

meeting, the parents and Scouts were explained the details of the study.  They were informed that 

the Girl Scouts must participate in the entire study for the full six weeks to earn the activity patch, 

and they must stay for the full hour meeting. The troop leader chose the intervention meetings to 

be in lieu of the troops scheduled meetings and it was at the troop leader’s discretion if she wanted 

to hold additional troop meetings during the time frame of the study. The troop leader attended the 

six meetings run by the DNP student, so parents felt comfortable leaving their children at the 

meetings for the study.  

Subject Screening 

 Inclusion Criteria 

o The participants had to be girls aged 8-11 years old who were currently Girl Scouts in 

the town. 

o They had to understand and speak English to participate.   

o The Girl Scout Leader had to agree to participate 

o Participants had to be able to attend and participate in regular troop meetings to 

participate in the study. 

o If a child was in a wheelchair or had a physical disability but was able to participate 

in regular Girl Scout meetings, then he/she will be able to participate in the activities 

of this study.  Pedometer readings will not be evaluated for any participant in a 

wheelchair. 

 Exclusion Criteria 

o Participants outside the age range of 8-11 were not eligible to participate.   
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o Children who were not currently in the Girls Scout Troop could not participate. 

o Scouts could not participate if their Troop Leader did not agree to participate 

o Scouts with an existing condition that prohibits them from participating in their 

normal Girl Scout meetings were not able to participate 

Consent Process 

After obtaining the IRB approval from the Rutgers University, the DNP student met with 

the parents to explain the purpose of the project.  The parents were given the opportunity to read 

the consent forms, ask questions, and sign the Parental Consent (Appendix I). After the parents 

agreed to for their child to participate, they were asked to sign an Adult Consent (Appendix J) 

and complete the Demographic Questionnaire (Appendix K). The Demographic Questionnaire 

inquired about the child’s age, grade, family income, nationality, food allergies as well as any 

learning disabilities the child had. The DNP student then explained the project to the children in 

easy to understand words and read the Document of Assent (Appendix L) to them.  The Assent 

Form was written in simple terminology at a 3rd – 5th grade level, however, the DNP student read 

the contents of the Assent Form out loud to the children during the informational meeting.  The 

Girl Scouts were asked to each write her name or sign the Document of Assent if they agreed to 

voluntarily participate in the program.  

Risks and Benefits to Subjects 

There were minimal potential risks to the participants.  The potential minimal risks that 

participants may have encountered included minor physical injuries that were unforeseen but 

may have occurred from program activities.  These minor injuries included, but were not limited 

to, accidental paper cuts from handling paper or doing a craft, falling when performing physical 

activity and accidental contact with furniture or other children during exercise activities.  Rules 
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and behavior guidelines were discussed with the Girl Scouts during the first meeting to help 

minimize these risks.  Some activities included simple recipe making and participants were 

encouraged to try the snack.  There was a risk that the participants would not enjoy the new food 

item. When food is involved, there was always a risk of the participants being allergic to a food 

item or choking.  However, care was taken regarding allergies based on the information gathered 

from parents about their child’s allergy. In addition, the DNP Student was certified in 

Cardiopulmonary Resuscitation (CPR) (Appendix M) and Pediatric Advanced Life Support 

(PALS) (Appendix N).  

Another possible risk was developing a stigma if the participants family did not eat a lot of 

fruits and vegetables or could not afford to buy them.  During the study, participants only 

discussed what they ate the day before to help them learn about food groups, their family’s 

finances were not discussed.   

There was also a risk that an inadvertent loss of confidentiality may have occurred, but all 

steps to keep the data confidential were taken. There was no personal information discussed 

during the sessions except the children wrote down what they ate the day before.  It was 

acceptable if they choose to discuss their daily foods eaten outside of the group, as this was not 

confidential information.   

 Psychological harm was also rare but included participants’ believing they were 

participating in this study due to their weight or current eating habits.  This project’s goal was to 

increase knowledge and healthy eating behaviors to prevent the development of obesity and its 

associated health consequences (RWJBarnabas Health, 2019).  The participants were not 

weighed at any time before or during this project.  They could also have felt disappointed that 

they did not achieve the most steps as determined by their Pedometer/ Fitness Tracking Log. 



A CHILDHOOD OBESITY PREVENTION PROJECT:    31 

Socially, participants may have missed out on other events that may have occur while they attend 

meetings each week and they may have felt the meetings were a waste of time.   

Minimizing Risks 

To avoid possible risk of food allergy reactions, parents were required to write down any 

food allergies on the Demographic Form prior to the start of the KidsFit program. If there was 

any report of food allergies, the DNP student would have ensured that these food items were not 

present during the meetings. Rules were discussed and enforced at the beginning of every 

meeting to ensure proper behavior to avoid any possible physical harm. To protect the children 

from psychological harm that may have resulted from preexisting weight concerns, the DNP 

student did not discuss participant’s weight and at no time was the participant’s weight 

measured.  

To help minimize the risk of loss of confidentiality, the documents that identified the 

participants number for all work completed remained on the DNP students password and 

fingerprint locked computer.  All the Consents, Assent Forms, and Demographic Questionnaires 

that had identifiable information as well as the documents with non-identifiable information were 

kept in a locked safe in the DNP students home until completion of the study. Upon completion 

of the study, all questionnaires, documents collected during the study, Consent, Assent and 

Demographic Forms were personally driven by the DNP Student to the Primary Investigator’s 

office at Rutgers University. These forms were kept in a locked cabinet in the Primary 

Investigator’s locked office within the Rutgers Newark School of Nursing.  The word file that 

contained the names and numbers assigned to the participants were transferred to an encrypted 

USB drive. The USB was also personally driven by the DNP Student to the Primary 

Investigator’s office to store in her locked office with all the other documents. All the documents 
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on the encrypted USB could only be opened with a password, which was only known by the 

Primary Investigator and DNP student.  Unauthorized users did not have access. In addition, the 

files were deleted from the DNP Student’s personal computer. All the documents delivered to the 

Primary Investigator’s office as well as the USB drive remained in the Primary Investigator’s 

office for six years as per the Institutional Review Board guidelines.  After this time, the 

documents were shredded, and the USB was destroyed with a hammer by the Primary 

Investigator. The pieces were then discarded. 

Compensation/Incentives 

 

 There was no cost for participants to take part in this study.  As an incentive, participants 

were given a pedometer at the beginning of the study that they were allowed to keep as an 

encouragement to engage in daily physical activity.  As part of the KidsFit curriculum, there 

were some group challenges and activities during certain meetings.  Winners of these activities 

received prizes such as water bottles, balls, and jump ropes.  Participants also received a badge 

for their Girl Scout uniform at the completion of the program.  The badge was a nutrition and 

fitness badge to display on their uniform symbolizing completion of the activity.  All the Girl 

Scouts completed the study, but if any did not, they would not have received a badge.  

Study Intervention 

 

 This project incorporated an obesity prevention program to increase knowledge and 

behaviors related to nutrition and physical activity. The KidsFit curriculum was a ten-week 

program that presented a new lesson each week (Appendix O).  Permission to use the program 

with the Girl Scouts was granted from the KidsFit program coordinator (Appendix P).  This ten-

week program was agreed to be condensed into six weeks for this DNP Project due to time 

limitations (Appendix Q). The teacher instruction guide included various activities that were 
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applicable to each week’s topic.  The curriculum offered flexibility for the teacher to include the 

activities that are applicable and most interesting to the participants.  Therefore, the teacher was 

able to choose to include all the activities, but it was not mandatory. For example, there were 

multiple hands-on activities that were suggested for each topic, however the teacher could decide 

to only do one.  The curriculum had two weeks dedicated to each similar topic, so similar topics 

were condensed into the same week to prevent repetition and due to time constraints.  This 

curriculum was made for school base learning, where classroom time can range from 25 minutes 

to more than 1 hour.  It was not desirable to institute the program in a larger than a traditional 

classroom setting to ensure the students all received adequate attention.   

Each session began with the participants completing the Daily Food Log (Appendix R) 

followed by instructional procedure and an independent activity that enhanced the lesson.  The 

Daily Food Log was completed to help educate the participants on the different food groups and 

what food groups their food choices belonged in.  The objective behind this activity was to teach 

the children about nutrition and encourage them to eat well balanced meals from all food groups 

daily.  Each lesson had a planned outline for the DNP Student to follow (Appendix S-BB). The 

instructional lessons were enhanced by individual and group activities, providing the troop 

members with opportunities to practice healthy behaviors.  The DNP Student explained how 

each activity tied in with the lesson introduced to ensure understanding.  At the end of each 

meeting, the DNP Student asked questions to assess the participants knowledge, comprehension, 

and application of the presented information that day.  The participants took their work home to 

share with their parents as well as any handouts specifically created for parents in the curriculum 

(Appendix CC).  These handouts provided nutritional information as well as healthy recipe 

options that parents could incorporate in their daily meal preparations to help provide healthy 
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options for their children (Appendix DD). The only daily task the participants were asked to 

complete at home was to record the number of steps on their pedometers at the end of each day 

on a Pedometer/Fitness Tracking Log that was created by the DNP Student (Appendix EE). 

During the first meeting, participants completed the Nutrition and Physical Activity Pre-

Test (Appendix F) as well as the Food Frequency and Lifestyle Habits Questionnaire (Appendix 

E).  Both of these questionnaires were created by the RWJBarnabas Health Team.  The DNP 

Student read aloud each question and answers to ensure the children had a clear idea of which 

answer they wished to circle.  At the first meeting, each participant was also given a pedometer 

to help count the number of steps they completed each day.   

Completing these assessments provided the DNP Student with a baseline understanding 

of what the children already knew and what their food and lifestyle habits were before beginning 

the program.  The children’s scores were not discussed among the group to prevent any child 

from feeling inferior to any other child due to a test score.  The participants also completed the 

Daily Food Log, which was used to learn about the different food groups.  This first session 

combined the “New Beginnings” lesson and “Energy Balance” lesson.  Participants completed 

fun activities to learn how food fuels the body and how we can balance what we eat with 

activity. The participants received their pedometers at the end of the first meeting and were 

encouraged to document their steps at the end of each day while participating in this study. 

During the second meeting, the “MyPlate: Fruits and Vegetables” and the “MyPlate: 

Grains and Protein” lessons were discussed.  The participants handed in their Pedometer/Fitness 

Tracking Logs for the past week and then complete their Daily Food Log. We discussed the 5 

food groups as well as what counts as a serving of fruits and vegetables.  They completed 

activities that focused on grains and proteins and how all the food groups fit into MyPlate. 
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The third meeting focused on dairy and bone health, “MyPlate: Dairy” and “Dairy and 

Bone Health”.   The Girl Scouts handed in the Pedometer/Fitness Tracking Logs, we reviewed 

their Daily Food Logs, and made a smoothie for all participants to try.  This entailed discussing 

the role of each ingredient and how it related to bone health. 

The fourth meeting also entailed collecting the Pedometer/Fitness Tracking Log, and time 

was spent discussing food labels and how to identify a serving size, calories, fat, salt and sugar.   

This lesson on “Food Label Investigation” taught the participants how to read a food label and 

interpret what each part of the label meant.   

The fifth meeting covered “Sugar and Breakfast Cereals” and “Fast Food and Fats” to 

discuss sugar, breakfast foods, as well as fast food and fats.  They turned in their 

Pedometer/Fitness Tracking Logs, reviewed the Daily Food Log, and the participants discovered 

how much sugar is in a food or beverage and how to select foods that contain less sugar.  They 

also learned how to choose healthier options from the menu at fast food restaurants and how to 

identify unhealthy, fatty foods. 

During the sixth and last meeting “Healthy Habits for Life”, participants described how 

they changed their eating habits because of KidsFit, and we reviewed the principles of making 

healthy choices, including exercise.  They turned in their final Pedometer/Fitness Tracking Logs.  

The participants retook the Nutrition and Physical Activity Post Test, as well as the Food 

Frequency and Lifestyle Habits Questionnaire.  These helped determine the success of the 

program in educating and increasing behaviors that lead to improved health.  The participants 

also reviewed and signed the Live Long and Strong Contract (Appendix FF). 
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Outcomes to be Measured 

 

Four outcome measures were used in this project.  First the demographic questionnaire, 

developed by the DNP student, was used to collect information on the Girl Scouts age, grade, 

nationality and family income.   

The second measure, the “Food Frequency and Lifestyle Habits Questionnaire” (Appendix 

E) was an eighteen-question multiple choice survey, that assessed the Girl Scouts daily lifestyle 

behaviors.  This questionnaire was created by RWJBarnabas Health.  The first fifteen questions 

measured how often a habit occurred relating to nutrition; and the remaining three questions 

answer if the participant spent an hour or more exercising, and hour or more walking and an hour 

or more on screens.  The answers were rated as “never, rarely (1 time a month), sometimes (1-2 

days), most days (4-6 days), and Every day.”  The last three questions had a Yes, and No 

response.   

The third measure, the “Nutrition and Physical Activity Pre & Post Test”, (Appendix F) 

was a twenty-question test created by RWJBarnabas Health KidsFit Team. These questions 

determined how much the participants understood regarding nutrition knowledge such as reading 

food labels, how many food groups are in MyPlate, and how our bodies respond to physical 

activity and different foods.  The twenty questions were worth 5 points each, and the score 

ranged from 0-100.   

The fourth measure was daily steps recorded on the Pedometer/Fitness Tracking Log.  

Since the program questionnaires primarily focus was on healthy dietary behaviors, the use of 

pedometers was added to evaluate if there was an increase in daily physical activity (number of 

steps) over the course of a six-week period.  Each participant was given a pedometer and asked 
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to record the number of steps they performed at the end of the day on a paper chart 

(Pedometer/Fitness Tracking Log) created by the DNP student.  

Research Staff Training 

 

The DNP Student received training from RWJBarnabas KidsFit Program Coordinators to 

ensure she understand how to correctly implement the KidsFit program and follow the teaching 

guide.  She attended an eight-hour training class that discussed how the program was developed 

and what the KidsFit Program had achieved thus far.  The class was for any adult who wished to 

use the program for educational purposes.  The program was designed so anyone can implement 

and easily follow the instructor’s manual, without needing a health degree to implement the 

program.  During the KidsFit curriculum training, the KidsFit coordinators used the time to 

ensure that the DNP Student understood the concepts of the program.  The KidsFit Coordinator 

demonstrated different ways that they would involve the children into some of the activities.  The 

DNP Student was provided with samples of lesson activities by the instructors.  The DNP 

Student did not complete any assessments, nor were there any required by the program 

coordinators. The KidsFit coordinators suggested condensing the program into six weeks for the 

Girl Scouts study.  They encouraged two lessons to be combined and completed within an hour.  

The DNP Student and team member worked together in condensing the program into the six-

week timeline combining similar topics. 

Project Timeline 

 The timeline of this project included presenting this project to the project Chair in spring 

2019, submission of the project proposal to the IRB in spring 2019, IRB approval in Fall 2019, 

and implementation of the project in Fall 2019 for six consecutive weeks. At the completion of 

the study, data was analyzed through the Fall of 2019. The DNP student was scheduled to 
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present her findings at the 2020 National Association of Pediatric Nurse Practitioners 

(NAPNAP) conference in the spring of 2020, however this event was cancelled due to the 

pandemic Covid 19 virus. The DNP project will be presented in the Spring of 2020 to Rutgers 

University Staff and students.  It is also anticipated to publish the findings of this project in one 

of the peer reviewed journals.  

Resources 

 Resources required were tables and chairs for the participants to sit at, which were 

provided by the recreation center. Additional resources included the KidsFit workbook for the 

participant as well as the curriculum guide for the DNP Student to follow.  The cost of the 

KidsFit curriculum has been graciously provided free of charge by the RWJBarnabas Health 

KidsFit team.  In addition, a childhood obesity prevention scholarship was provided by the 

National Association of Pediatric Nurse Practitioners (NAPNAP) for $1000 to help offset the 

costs.  The DNP student purchased 11 fitness trackers for each of the participants with 

scholarship monies.  A Pedometer/Fitness Tracker Log was provided for each child to record the 

number of steps their tracker displayed at the end of each day.  Other necessary supplies included 

an easel pad, easel stand, pencils, markers, paper to print handouts, blender, food and measuring 

cups.  In addition, prizes were purchased as incentive for winning individual or group challenges.  

These prizes consisted of water bottles, jump ropes, different types of sporting balls, and other 

items that encourage healthy behaviors.  Nutritious snacks were provided at each meeting and 

the ingredients for a smoothie and other activities were supplied when required for the 

curriculum. Any additional costs were covered by the DNP student. The fitness trackers cost a 

total of $646.20 ( $336 specifically for the Girl Scout Troop), the supplies including patches cost 
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$92.82, prizes cost $120.64, the paper handouts to the children cost $30 and the food cost an 

average of $40 to $50 each session ($240-$300).   

Data Analysis 

 

Demographic Survey 

The Demographic Questionnaire was analyzed as part of descriptive statistics.  The Girl 

Scouts nationality, age and family income was described. 

Behavioral Questionnaire 

The Food Frequency and Lifestyle Habits Questionnaire was analyzed through 

descriptive statistics. There was no correct answer on the behavioral questionnaire, and therefore, 

each response was recorded, as appropriate to the specific question.   Using descriptive statistics, 

the aggregate mean of each response was determined with “5” as the highest frequency of 

participant reported heathy behaviors and “1” as the lowest measure of healthy behaviors.  An 

increase in the aggregate mean behavioral score from pre-test to the post-test determined the 

effectiveness of the program.   

 

In order to create a numeric score for this assessment tool, a numeric rating was assigned 

to the answers.  Questions 1-8 on the questionnaire queried positive behaviors such as eating 

breakfast, drinking low fat or fat free milk, drinking water, eating fruits, vegetables, eating lunch, 

reading nutrition labels and eating home prepared meals.  For these questions, rating was 

assigned as: everyday= 5, most days=4, sometimes=3, rarely=2, and never=1.  Questions 9-15 

asked about negative behaviors such as drinking soda, juice, whole milk, eating fast food, fried 

foods, sweets and chips.  For these questions, rating was assigned as: everyday=1, most days=2, 

sometimes=3, rarely=4, and never=5.  Question 16 and 17 assessed if the participant spent an 

hour or more exercising or walking.  For these two questions, yes=5 and no=1.  Question 18 

asked about spending one hour or more on screens (television, tablet, computer).  For this 
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question, yes=1, no=5.  A score of 5 indicated they had very healthy behaviors and a score of 1 

indicated unhealthy behaviors. Each Girl Scouts individual score was determined based on an 

average of the 18 questions and then the groups mean score was an aggregate of the individual 

scores. 

Knowledge Test 

 The Nutrition and Physical Activity Pre & Post Test consisted of 20 questions. Each 

question was worth 5 points and therefore, the test was graded on a scale of 0-100%.  Using 

descriptive statistics, the aggregate mean score of the pre-tests was compared to the aggregate 

mean of the post tests.  An increase in the post test aggregate mean score compared to the pretest 

aggregate mean score determined the effectiveness of the program.   

Pedometer Tracking Log 

 Descriptive statistics were used to calculate the aggregate mean number of steps 

completed during the first week compared to that completed during the last week of the program. 

To assess physical activity, daily steps were recorded on a Fitness Tracking Log during the entire 

6-week time frame of the study.  The Girl Scouts were each given a pedometer at the first 

meeting and were asked to write down their daily number of steps each night.  The logs were 

collected at each meeting but only the first week’s logs and last week’s log were compared.  

Each Girl Scout’s steps were added up for the week and then a mean score was determined for 

the group.  An increase in the aggregate mean number of steps completed during the first week 

compared to the aggregate mean number of steps completed during the last week determined the 

effectiveness of the program. 
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Data Security  

                                                                                             

At the beginning of the project implementation phase, all participants were assigned a 

number.  The names and identifying numbers for participants were documented in a word 

document that was stored on the DNP student’s password and fingerprint locked computer.  The 

Parental Consent, Adult Consent, Assent Form and Demographic Questionnaires were the only 

documents that had identifying information on them.  All handouts, test questionnaires, and food 

logs utilized in the program only contained the participant’s assigned project number for 

confidentiality.  The excel file was secured in the DNP students’ password and fingerprint locked 

personal computer. By assigning each participant with a number, all handouts, tests, and 

questionnaires did not contain any personal identifying information.  All the Consents, Assents, 

and Demographic paperwork that had identifiable information, as well as the documents with 

non-identifiable information were kept in a locked safe in the DNP students’ residence until 

completion of the study.   

Upon completion of the study, all questionnaires, documents collected during the study, 

Consent, Assent, and Demographic Forms were personally driven by the DNP student to the 

Primary Investigator’s office at Rutgers University. These forms were kept in a locked cabinet in 

the Primary Investigator’s locked office within the Rutgers Newark School of Nursing. The excel 

file that contained the names and numbers assigned to the participants was transferred to an 

encrypted USB drive with a protected password.  The USB was also personally driven by the 

DNP student to the Primary Investigator’s office and stored in her locked office with all the other 

documents.  All the documents on the encrypted USB could only be opened with a password 

only known to the Primary Investigator and DNP student. In addition, the files were deleted from 

the DNP Students personal computer. All the documents delivered to the Primary Investigators 
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office as well as the USB drive remained in the Primary Investigators office for six years as per 

the Institutional Review Board guidelines.  After this time, the documents were shredded, and 

the USB was destroyed with a hammer by the Primary Investigator. The broken and damaged 

pieces were then discarded. 

Results  

Demographic Data 

 Based off the demographic questionnaire completed by the Girl Scout’s parents, all 11 of 

the girls in the troop were 9 years old and in the fourth grade as of September 2019. Four of the 

Girls were white, non-Hispanic; 6 were Hispanic; and one was Portuguese (Appendix KK).  The 

family income of the girls ranged from less than $39,999 to more than $125,000 (Appendix JJ).   

Health Knowledge  

Prior to the implementation of the KidsFit program, the ranges of Nutrition and Physical 

Activity test scores was 50% through 85%.  The mean health knowledge score before the KidsFit 

program was implemented was 71%. The post intervention test scores ranged from 60% to 100% 

with a mean score of 88%.  This showed an 23.9% increase in participants knowledge regarding 

health nutrition and physical fitness. (Appendix HH) 

Health Behaviors 

To assess everyday health behaviors, the Girl Scouts completed a Food Frequency and 

Lifestyle Habits Questionnaire. The participants’ mean score prior to the implementation of 

KidsFit program was 3.2, which increased to 3.4 after the program was implemented.  (Appendix 

II) 
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Physical Activity (Daily Steps) 

The Girl Scouts had an average of 33,487 steps the first week, and their daily steps increased to 

an average of 40,832 steps by the last week.  (Appendix JJ). This indicated that physical activity 

did increase by 21.9 % during the course of the study.   

Discussion 

 The Girl Scouts mean knowledge score increased from a baseline of 71% to a post 

implementation aggregate score of 88% after implementation of the KidsFit program. This is a 

23.9% increase.  When educating children on a new set of skills or knowledge, repetition 

provides the practice that enables them to master the new information.  It also helps improve 

speed, confidence and strengthens the connections in the brain that help children learn (The 

Nemours Foundation, 2019).  In addition, the most effective way for children to learn is to 

engage the visual, auditory, kinesthetic and tactile pathways to the brain.  This produces a 

multisensory connection to the concepts and skills being taught and helps children retain new 

information (The Nemours Foundation, 2019). The DNP student did try and repeat important 

lessons and ask the Girl Scouts questions about topics they learned although it was not possible 

to reiterate all the important facts each lesson due to time constraints.  Health knowledge 

improved after the intervention; however, it is unclear if the condensing of lessons into the 

shorter period of time prohibited the Girl Scouts from learning more, or if more repetition was 

needed to help the Scouts recall the knowledge more.  Based on the results and participation with 

the program, the DNP student would recommend a lengthier meeting time if the program is 

completed in the six weeks to ensure adequate time for review each week or extending the 

program to the originally recommended ten weeks.  
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 Similarly, the Girl Scouts health behaviors mean score did improve from a baseline of 3.2 

to a post intervention score of 3.4 based on the “Food Frequency and Lifestyle Habits 

Questionnaire”.  It is not surprising to see a minimal change because changing behavior is one of 

the hardest things to achieve.  Children cannot be forced to change their behavior, but the 

environment can be changed in a way that children will be more motivated to change. Healthy 

snacks were supplied at the meetings, but unless parents were encouraging a change and 

purchased different snacks to have at home, lifelong change is unlikely from a few meetings.  In 

addition, it may have been too short of a duration to observe significant changes.  

  The KidsFit program asked the Girl Scouts to recall a previous day’s meal, but it did not 

incorporate more behavior modification techniques into the program.  For example, the program 

did not ask the children to set weekly goals, there was no accountability for their behavioral 

changes at each meeting, nor did it require feedback and reinforcement for positive changes. The 

DNP student did acknowledge and announce to the group of Girl Scouts when one of the Girls 

brought the smoothie from the previous week to drink.  The DNP student also gave positive 

reinforcement to another student who asked the serving size of a snack after a previous lesson 

involving serving sizes.  Reinforcing these positive behaviors follow the Social Learning Theory 

in that the Girl Scouts would witness a positive response for a peer’s behaviors and therefore 

want to mimic that same behavior.  It is possible that there was not enough intervention time to 

see a change in other Girl Scouts or perhaps more intervention is needed involving the parents of 

the Girl Scouts to ensure changes are capable at home as well.  Consistency is the key to making 

behavior modification effective and behavior modification is about modifying the environment 

in a way to create an incentive to change a behavior.  
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 The weekly recorded steps on the pedometers increased from an average of 33,487 to 

40,832 steps by the end of the study. This was an 21.9 % increase.  While one lesson focused on 

the importance of physical activity to help balance the number of calories consumed, the 

participants were not required to set goals each week to engage in more activity.  Some girls 

were self-motivated and enjoyed trying to reach a self-set goal of daily steps, others had no 

interest in accruing more steps then previously done.  One mother reported that her daughter ran 

laps around the gym one evening in an effort to achieve more steps.  Self-motivation can only 

come from within, but there are some ways to help nurture it as well.  Focusing on solutions to 

problems, encouraging persistence, learning to accept failure and celebrating achievements may 

help improve a child’s success (Enright, 2015). Setting a goal of a total number of steps and 

rewarding the Girl Scout who reached the goal may have helped encourage others to get more 

physical activity. 

Limitations 

Limitations did include a small sample size (n=11) and the self-reporting nature of the 

behavioral questionnaire could have bias in the responses.  Despite the fact that behaviors are 

difficult to change, barriers did exist in the program that need to be reviewed in order for it to be 

more successful.  The girls did learn from the education portion of the program but were not as 

successful in changing behaviors.  The average age of the girls was nine, and they still rely on 

their parents or guardians to prepare meals and purchase the food they eat.  This might have 

prevented the children from making changes even if desired, unless the parents are willing to 

make the changes for the household.  Involving the parents more in the program may have 

helped facilitate more changes at home. 
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Another barrier was time; the DNP Student found it difficult at times to keep all 11 Girl 

Scouts attention on the desired task or lesson.  The Girl Scouts often wanted to tell the DNP 

student stories or talk to each other.  Some lessons required more time than others and additional 

time would have been beneficial to help enhance and reiterate each topic. 

The pedometers were not part of the KidsFit curriculum and were added as an additional 

tool to assess daily activity.  The Girl Scouts handed in their weekly steps, but there was no 

concrete way to know how long each girl wore it, or if they fabricated numbers. This is another 

limitation in assessing how daily activity changed. In addition, three girls did not hand in their 

final weekly log or first log, and therefore were not included in the data for the number of steps 

accumulated. The habit questionnaire may not have been completed with total accuracy as well.  

As the DNP student was reading each question out loud to ensure all the students understood and 

could answer, some Girl Scouts, although instructed not to, went ahead and completed it on their 

own.  They may not have understood the question completely or were not paying attention to 

what they were answering.  

      Implications                                                                                                                             

Clinical Practice                                                                                                                      

 Pediatric providers are the first line in identifying and providing guidance in the 

treatment of childhood obesity, yet most are not comfortable addressing obesity management on 

their own.  They lack the time and resources as well as confidence in their knowledge of 

behavioral management skills and counseling techniques to promote these discussions (Rhee et 

al., 2018).  Despite the recognition of obesity as a critical economic and public health issue, 

health care providers continue to search for the most effective way to address the issue.  The 

findings of this DNP project support previous research that identified a community-based effort 
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of promoting healthy eating and increased physical activity effective in preventing childhood 

obesity (Manger et al., 2012).  Most obesity prevention programs in the past have been limited to 

school settings.  This project demonstrated the success of a community-based program in a social 

setting among children of different socioeconomic settings and genders.  This impacts clinical 

care by encouraging health care providers to continue advocating for and encouraging the use of 

existing obesity prevention programs in different settings.  Providers can collaborate with local 

policy makers to fund and develop low cost programs in their offices or community settings.  

This enables providers to not only identify children at risk for obesity, but to provide and follow 

up with an action plan to change and prevent unhealthy lifestyle behaviors and prevent long term 

health complications.                                             

 This DNP project also demonstrated the effectiveness of the Social Cognitive Theory as 

an effective model for behavioral change.  The Social Cognitive Theory is the basis of the 

KidsFit program, and focuses on the environment, behavioral, and cognitive factors to affect 

change.  This provides additional evidence-based practice that the KidsFit program, with its 

focus on both dietary and physical activity can be used or recommended by providers. It also 

supports the findings of other successful obesity prevention programs that focus on dietary and 

physical activity changes to help modify behaviors.  It demonstrates that educating children in 

the target population aged 8 to 11 years old is beneficial in promoting healthy behaviors to 

combat excessive weight gain.  Preventing unhealthy behaviors from developing in younger 

children is more effective than attempting to change an ingrained lifestyle behavior later in life.  

Therefore, it is recommended that providers recommend at risk children or children with obesity 

to participate in a program such as KidsFit to help combat obesity when the problem first 

becomes evident.  
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Healthcare Policy 

 Childhood obesity is a worldwide problem that requires more intervention from the 

government at the federal, state, and local levels to achieve a healthier society.  The findings of 

this DNP Project, implementing an obesity prevention program among a Girl Scout troop, 

impacts health policies related to education and community involvement.  According to 

psychologist Albert Bandura (1961), behavior change is dependent on an individual’s 

environment.  The effectiveness of this DNP project depended on having a supportive social 

environment and the opportunity to practice healthy behaviors.  Children spend a majority of 

their time in school and community settings.  These are optimal locations to incorporate 

healthcare policies that can become part of a child’s daily routine and eliminate modifiable risk 

factors for obesity such as nutrition and physical activity.  Changing the types of food offered in 

the school’s cafeteria is the first step to changing dietary behaviors. Eliminating “junk” food and 

sugary beverages from the cafeteria and replacing them with fresh fruit and water would prevent 

many children from consuming unnecessary calories or sugar.  This would encourage children to 

choose healthy options, which would then set an example to other children.  Eating healthy, 

whether once or twice a day at school would create a behavior change that can alter eating habits 

in the home environment as well.  Similarly, engaging children in daily physical activity in the 

school setting, not only encourages team participation, but the development of an activity habit 

that can continue to provide positive benefits as children grow into adulthood.                          

 The United States Department of Agricultures’ (USDA) school nutrition program works 

with schools to provide nutritionally balanced meals to children each day.  By participating in the 

School Nutrition Programs, schools serving meals or milk that comply with requirements can 

receive financial assistance.  By only supplying schools with nutritious meals and snacks, 
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300,000 kids who would be eligible for free or reduced-price meals would not only have access 

to meals, but healthy and nutritious foods as well (Herzog & Sullivan, 2019).                           

 New Jersey mandates at least 150 minutes of health, safety and physical education per 

week in all grades.  The state does not require the use of a specific curricula for physical 

education, and substitution with other activities is allowed.  This translates into 150 minutes of 

some form of health and safety education each week.  That does not guarantee 150 minutes of 

exercise.  The CDC recommends 60 minutes of moderate to vigorous activity per day for kids.  

The Board of Education must reexamine school policies that specify the amount of physical 

activity children partake in.  Establishing set guidelines for daily physical education is the only 

way to ensure every child is receiving the recommended 60 minutes of daily vigorous activity. 

 Overall, the findings of this DNP project emphasize the importance of health policies that 

support structured childhood obesity prevention programs in communities, environmental 

modifications that create opportunities for healthy nutrition and behaviors, and reduction of 

obesity-related behaviors to improve population health.                                                   

Quality/Safety                                                                                                                      

 Quality healthcare means engaging and involving patients and families in their medical 

care, so they are empowered to take ownership in preventative care and in the treatment of 

diagnosed conditions.  It involves minimizing risks and harm, and providing care the patient 

needs in an affordable, safe and effective manner.  Preventative care does not only entail 

preventing illness or disease, but it also involves counseling to prevent health problems.  Obesity 

is a medical condition that can be prevented with the proper education and guidance on how to 

provide and choose heathy meals and snacks.  The management of obesity in adults is difficult 

and often unsuccessful, especially when its due to poor behaviors rather than a known organic 
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etiopathogenesis. Early prevention is more successful than treatment at later stages, and the 

KidsFit program is a resource that providers can use as a prevention guide against childhood 

obesity.  It provides families with a safe and effective way to aid in their child’s care and ensure 

they are receiving a good quality nutritional guidance and education.                             

Education                                                                                                                                 

 The importance of nutrition education in the training of health care professionals as well 

as in the continuing education of practicing clinicians is not a high priority.  While nutrition is a 

large determinant in some of the leading causes of death in the United States, many health care 

providers are not adequately trained to address lifestyle recommendations that include nutrition 

and physical activity.  Being able to educate families and children is a crucial component in any 

prevention program.  While we expect medical providers to educate families on the importance 

of nutrition, medical schools in the United States only offer 19.6 hours of nutrition education 

across four years of medical education and only 27 percent of U.S. medical schools actually offer 

students the recommended 25 hours of nutritional training.  Therefore, upon graduation, less than 

14 percent of physicians believe they are adequately trained in nutritional counseling (American 

Medical Association, 2015).                                                                                                         

 One of the essentials of a baccalaureate education for nursing practice includes promoting 

healthy conditions and behaviors to improve populating health.  Some baccalaureate nursing 

programs require a nutrition course while others incorporate nutritional concepts throughout 

clinical nursing courses (Kris-Etherton et al., 2014).  Either way, health care professionals are 

not adequately trained to educate and follow up on nutritional counseling and behavior 

modification practices to include physical activity. 
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There are nutrition competencies for all health care professionals and if updated and aligned 

across disciplines to provide a standardized nutrition message to patients, then health care teams 

can achieve a new paradigm for improving interdisciplinary, team-based health care with more 

nutritional benefits (Kris-Etherton, et al., 2014).  The KidsFit program combined the different 

components; diet, physical activity and parental involvement that make an obesity prevention 

program successful.  It addresses diet and choosing healthy options, stresses the importance of 

reading food labels and how to balance meals.  It encourages physical activity, and a lesson on 

energy balance explains the importance of exercise to burn excess calories.  It also involves the 

parents of children by providing recipe options as well as snacking tips and parent education. 

The KidsFit program was also created so non-medical providers can learn about the program and 

implement it any setting. This enables the use of the program in more than just medical centers, 

but community and school settings as well.                                                                        

Economic                                                                                                  

 Investing in an effective obesity prevention program would be more cost effective than 

the annual costs associated with obesity and its complications. While preventative care is not 

always more cost effective than treatment, if one considers all the comorbidities associated with 

obesity, prevention most likely is more cost effective than treatment. Treating obesity and 

obesity-related conditions costs billions of dollars each year.  In 2005, the United States spend 

$190 billion on obesity related health care expenses.  Researchers have estimated that by 2030, if 

obesity continues to rise, the obesity related medical costs alone could rise from $48 to $66 

billion a year in the United States alone (Harvard T.H. Chan, 2019). While some small steps are 

being taken to help treat obesity, larger initiatives should be taken by local and national 

governmental, health and nonprofit organizations food companies and advertisers to make 
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healthy weights the norm rather than the exception.  If one practice alone purchases the program 

for $500, they can use the KidsFit program for all their patients whom they identify as at risk, or 

whose family simply wants to learn how to lead a healthier lifestyle. One team member from the 

practice can be responsible for implementing the program for the 10 weeks span a few times a 

year. Insurance companies can be petitioned to cover the cost of patients participating and the 

office can make a profit as well. By transitioning care to a higher quality of health, we need to 

transition more care towards prevention rather than treatment.                                                  

Girl Scouts of America                                                                                                

 Recommending that the Girl Scouts of America institute the KidsFit program into each 

level of Girl Scouts, would ensure every Girl Scout in America can learn the benefits and tools 

necessary to live a healthy and normal weight life.  In 2013, there were over 3.2 million Girl 

Scouts:  2.3 million girl members and 890,000 adult members in the United States (Girl Scouts, 

2019).  The Girl Scout memberships are divided into five age groups.  Daisies (5 to 6), Brownies 

(6 to 8), Junior Girl Scouts (8 to 11), Cadette Girl Scouts (11 to 14), and Senior Girl Scouts (14 

to 17).  During each level, girls earn patches based on lessons and activities they do as a group.  

If each level of the Girl Scouts received age appropriate nutrition education and healthy behavior 

modification techniques, the rate of obesity should decrease dramatically.  Building on basic 

foundations and repetitive lessons would increase their knowledge and constantly reinforce the 

benefits of a healthy lifestyle.  Based on the Social Learning Theory, teaching the girls in their 

Girl Scout troop, will enhance knowledge and behaviors more than when learning on their own.  

Modeling healthy eating will encourage other Girl Scouts to do the same.  Encouraging all Girl 

Scout troops to serve heathy snacks at meetings and using positive reinforcement as well as 

modeling is a cost effective and definitive way to ensure more scouts receive obesity prevention 
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education.                                                                                                                        

                                 Sustainability and Future Scholarship   

 The DNP student will meet with the troop leader and Scouts to share the results of the 

study once the data analysis and project is complete.  The troop leader will be provided with a 

summary of the results to share with the parents of the troop members as well.  The troop leader 

verbalized interest in incorporating the KidsFit curriculum into her younger daughters’ troop as 

well, on an age appropriate level.  The Girl Scout troop that participated in the study has since 

taught a Brownie Troop (younger Girl Scouts) the knowledge they learned and how to make 

healthy choices.  They used the knowledge they gained from the DNP student and as a group 

educated the younger troop.  This was done without the assistance of the DNP student and as part 

of a badge they were working on earning as well as a way to pay it forward and help another 

group of girls.            

 Any troop leader may attend the KidsFit training session offered by RWJBarnabas Health 

and incorporate the program within their troop.  Girl Scouts of America can purchase the KidsFit 

Program and offer it to any troop nationwide who wanted to incorporate it within their troop.  

Program coordinators from the RWJBarnabas KidsFit team will receive the results from this 

DNP project, which will not contain any identifying information.  The DNP student will work 

with the RWJBarnabas KidsFit team in the future to determine other community settings that can 

benefit from the use of the KidsFit program.  The DNP student will also write to the Girl Scouts 

of America informing them of the project and the benefits of implementing it into each level of 

the Girl Scouts.  In addition, as the trained instructor, the DNP student can recommend to her 

future employment practice the implantation of the KidsFit program that she can develop and 

build into that practice.  She can use what she learned from teaching the Girl Scouts and modify 
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it to work better with groups of patients.  The DNP student would like to work with the KidsFit 

team to help improve the curriculum to better achieve behavior modification and increase 

knowledge.  She would plan to help create a program that provides guidance for other instructors 

to better educate children and tie in behavior modification techniques to help achieve more 

favorable results.                        

         Conclusion 

  The KidsFit Program was successful at improving knowledge and behaviors related to 

health when instituted with a Junior Girl Scout troop.  Although behaviors did not change as 

much as the Girl Scouts knowledge did, there was still improvement, which is the first step-in 

long-term success.  In addition, continued reinforcement by the Troop leader at future meetings 

can help create more positive changes.  The KidsFit program is new and there is room to make 

improvements.  Policies still have to be adjusted to enhance the amount of physical activity in 

schools and improve the access to healthy foods while at school.  Changing and creating policies 

take years to develop, so having access to other resources now is critical to helping create a 

change.  Having a successful program available to pediatricians, endocrinologists, schools and 

group programs, is the first step to helping more children lead healthier lives.  Involving the Girl 

Scout of America with the KidsFit program will provide millions of girls the knowledge and 

tools they need to battle the development of obesity.  Modifying behavior early in childhood and 

educating children on the benefits of healthy foods and exercising is the first step in preventing 

childhood obesity. 
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Appendix A 

Table of Evidence 

 

Articl
e 
Num
ber 

Author  Evidence 
Type 

Sample 
Size, 
Setting 

Finding that 
help EBP 
question 

Observable 
Measures 

Limitation
s 

Evide
nce 
Level, 
Qualit
y 

1 
 
 
 
 
 
 
 
 
 
 
 
 
 

Jester et 
al., 2018 

Quasi-
Experimen
tal 

60 
pediatric 
patients 
between 
2-17 
years old 
with a 
BMI 
equal to 
or 
greater 
than the 
85th 

percentil
e for 
their sex 
and age. 
 
Done in 
Pediatric
s 
primary 
care 
practice 
in 
Georget
own, DE 

Pediatrician 
provided 
one-on-one 
education 
to patients 
and parents 
on healthy 
lifestyle 
using the 5-
2-1-0 
campaign. 
 
There was 
no control 
group 
 
No 
significant 
change in 
BMI or 
blood 
pressure 
 
There was 
an 
improveme
nt in 
healthy 
dietary and 
physical 
activity 
measures 
 

Data for 
BMI, blood 
pressure, 
and 
behavioral 
measures 
collected 
before 
intervention 
and at 1- 
and 2- 
months after 
intervention.  
 
Behavioral 
measures 
included 
self-
reported 
amount of 
fruits and 
vegetables 
consumed in 
a day, 
number of 
hours spent 
watching 
television 
each week, 
number of 
hours for 
physical 
activity each 
week, 

Participant
s were 
recruited 
based on 
convenien
ce 
sampling 
and 
limited to 
one site. 
 
potentially 
creates 
selection 
bias.  
 
Most 
participant
s were of 
Hispanic 
ethnicity, 
which may 
limit the 
generaliza
bility of 
results  
 
Lack of a 
control 
group to 
compare 
results  
 

II/B 
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Behavioral 
measures 
continued 
to improve 
2 months 
after the 
interventio
n.  
  

Most 
participants 
self-
reported 
that they 
met their 
goals 2 
months after 
intervention. 
 
 

number of 
sugary 
drinks 
consumed 
each day, 
whether 
personal or 
parental 
goal was 
met. 

Limited 
timeframe 
which did 
not allow 
enough 
time to 
assess the 
difference 
in BMI or 
blood 
pressure, 
or if 
healthy 
behaviors 
were 
maintaine
d over 
time. 
 

2 
 
 
 
 
 
 
 
 
 

Castro et 
al., 2013 

Pilot 
study, 
quasi-
experimen
tal 

60 
families 
in a low-
income 
commun
ity 
(Orange 
County, 
North 
Carolina) 
with at 
least one 
child 
aged 6 
years or 
younger 
(120 
children 
total).  
  
The 
project 
took 
place in 

Implementat
ion of 
Growing 
Healthy Kids 
program to 
prevent 
childhood 
obesity 
among low-
income 
families. This 
program 
provides 
access to 
information 
about 
proper 
nutrition 
and healthy 
eating while 
allowing 
families to 
participate 
in growing 

Pre- and 
post-
program 
changes in 3 
variables: 
1) BMI 
classification 
– of the 
baseline 
data, 36 
children had 
a BMI 
classification 
of obese or 
overweight. 
Of 23 
children 
classified as 
obese, 3 
(p<0.05) had 
achieved 
BMI 
classification 
of 

Lack of 
control 
group for 
compariso
n 
  
Nonrando
mized 
sampling 
limits 
generaliza
bility of 
findings 
  
Need for a 
longitudin
al study 
design 
with larger 
sample 
size to 
provide 
stronger 
evidence 

II/B 
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three 
different 
commun
ity 
gardens 
in 
Carrboro
, North 
Carolina 
(an 
element
ary 
school, a 
commun
ity park, 
and land 
owned 
by a 
utility 
compan
y) 

fresh 
vegetables. 
Program 
includes 
weekly 
gardening 
sessions, 
cooking and 
nutrition 
workshops, 
and social 
activities. 
  
Use of 
community 
gardens 
increases 
access to 
nutritious 
foods in low-
income 
communities
. 
  
When 
individuals 
participate 
in a 
community 
garden, they 
consume 
more fruits 
and 
vegetables.  
  
Local 
communities 
can be 
mobilized to 
take action 
for 
childhood 
obesity 
prevention.  

overweight 
at post-
program. Of 
13 children 
with 
baseline 
classification 
of 
overweight, 
3 (p<0.03) 
had 
achieved 
BMI 
classification 
of normal. 
Children 
with normal 
BMI at the 
beginning, 
remained 
normal BMI 
post-
program.  
2) Number 
of fruits and 
vegetables 
available in 
the home: 
There was 
an increase 
in number of 
fruits 
available to 
children in 
homes over 
the program 
period 
increasing 
from 1.75 to 
4.3, 146% 
percentage 
increase 
(p<0.001). 
Increase in 

  
Lack of a 
standardiz
ed 
measure 
to assess 
fruit and 
vegetable 
intake 
  
Need for 
replication 
of this 
program 
in other 
communiti
es to test 
feasibility 
in 
communiti
es with 
different 
characteri
stics 
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Community 
leaders and 
all residents 
have the 
ability to 
partner, 
collaborate, 
expand and 
enrich 
childhood 
obesity 
prevention 
initiatives/p
olicies.  
 

number of 
vegetables 
from 3.5 to 
4.3, 123% 
increase 
(p<0.001) 
after 
program. 
3) number of 
fruits and 
vegetables 
children 
consumed 
each day: 
increase in 
fruit from 
3.2 to 7.8, 
28% 
increase 
(p<0.001). 
Increase in 
vegetable 
from 2.1 to 
2.8, by 33% 
(p<0.001). 
 
 

3 Manger 
et al., 
2011 

Quasi-
Experimen
tal 

697 first 
grade 
children 
in 
Pittsburg
h from 
different 
schools. 
29 
schools 
participa
ted in 
this 
study, 
using 
the 
school 

The VITAL 
program was 
implemente
d in the 14 
intervention 
schools 
while the 
curriculum 
of the other 
15 control 
schools 
remained 
unchanged. 
The VITAL 
program 
included 8 
different 

To examine 
the impact 
of the 
program on 
participants, 
measures 
included: 
1) BMI: 
decrease in 
BMI was not 
significant. 
However, in 
the control 
group 43 
children 
were initially 
classed as 

This is a 
pilot 
program 
in the 
town of 
Pittsburgh 
– the 
program 
needs to 
be 
implement
ed in 
other 
settings 
and 
schools to 
determine 

II/B 
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as the 
setting. 
14 
schools 
were 
used as 
the 
interven
tion 
group, 
and 15 
schools 
as 
controls. 

weekly 
lessons that 
included 
games and 
physical 
activity to 
teach young 
children 
healthy 
eating and 
appropriatel
y physical 
activity. The 
VITAL 
program 
also 
provided 
received 
age-
appropriate 
reading 
material, 
simple 
exercise 
equipment, 
and 
pedometers. 
Teachers 
received a 
curriculum 
guide, a DVD 
that 
describe 
VITAL, and a 
booklet 
containing 
information 
about 
healthy 
eating, 
appropriate 
physical 
activity, and 
dietary 

obese, 
which 
decreased to 
29 at the 
end (32%). 
In the 
intervention 
group, of the 
54 
participants 
considered 
obese, 20 
moved to a 
lower 
category at 
the end of 
the study 
(37%) 
2) parents-
reported 
questionnair
es 
requesting 
their 
observation 
on the 
effectivenes
s of the 
VITAL in 
changing 
eating and 
exercise 
habits: 
Parent 
observed 
increase in 
consumptio
n of 
healthier 
foods from 
60% pre-
implementat
ion to 80% 
after. Parent 

the 
effectiven
ess.  
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approach to 
stop 
hypertensio
n (DASH) 
diet.  
Parents 
were 
showed the 
DVD during 
parent-
teacher 
meetings to 
understand 
the program 
better.  
  
 One of the 
most 
effective 
ways of 
combating 
childhood 
obesity is 
prevention 
in young 
children, 
since 
changing 
ingrained 
lifestyle 
habits in 
older 
children and 
adults is 
often 
extremely 
difficult.  
  
Young 
children are 
more 
anxious to 
learn and 
participate 

observed 
increase in 
exercise 
frequency 
from 56% to 
76% after 
the program 
3) Teachers 
and parents’ 
evaluation 
of the VITAL 
program: 
80% of 
teachers at 
the school 
rated the 
program has 
good to 
excellent in 
promoting 
good 
nutrition, 
and 77% 
rated it good 
to excellent 
as 
promoting 
physical 
activity. 78% 
of parents 
reported 
that the 
VITAL 
program was 
good or 
excellent in 
influencing 
lifestyle of 
their 
children and 
were 
pleased to 
have this 
program in 
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in healthy 
lifestyle.  
  
A review of 
intervention 
programs 
concluded 
that it would 
be most 
effective to 
focus on 
both dietary 
and physical 
activity than 
on dietary 
behavior 
alone.  
 
 
 

the 
curriculum 
 

4 Nabors 
et al., 
2015 

Quasi-
Experimen
tal 

Total of 
64 
children: 
School 
#1 had 
17 
students 
in 
interven
tion and 
6 
students 
in 
control 
group. 
School 
#2 had 
29 
children 
in 
interven
tion 
group, 
12 in 

Intervention 
group 
selected to 
participate 
in the 
program, 
while the 
control 
group 
selected 
other after 
school 
groups, such 
as science 
club and 
yearbook 
club. 
Intervention 
group 
received 
weekly 
sessions at 
both schools 
focusing on 

Parents 
completed 
surveys to 
determine 
their 
satisfaction 
with the 
program and 
assess 
whether 
they were 
receiving 
and using 
health 
recipes. 
  
Pre- and 
post-
intervention 
questionnair
es assessing 
fruit 
consumptio
n, vegetable 

Samples of 
convenien
ce  
  
Compariso
n groups 
were not 
matched 
groups 
  
Non-
complianc
e with 
survey 
completio
n at end of 
the 
program 
  
Curriculu
m and 
level of 
engageme
nt in 

II/C 
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control 
group 

red and 
green light 
foods and 
the 
importance 
of exercise. 
Goal setting 
was 
completed 
with a coach 
at both 
schools 
focusing on 
one personal 
healthy 
eating and 
exercise goal 
per week. 
Parents 
received 
handouts 
with 
information 
and recipes. 
Parents 
were 
satisfied 
with the 
program.  
  
Young 
children are 
able to learn 
about 
healthy 
eating 
behaviors in 
a short 
period of 
time. 
Reported 
understandi
ng and 
identifying 

consumptio
n, chips and 
fries 
consumes, 
sweets 
consumptio
n, and 
number of 
days 
exercised in 
the past 
week.   

physical 
activity 
was 
different 
between 
schools 
  
Limited to 
two 
communiti
es – need 
to 
implement 
existing 
preventio
n 
programs 
in other 
settings to 
promote 
health 
knowledge 
to young 
children 
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foods 
considered 
“red light” 
versus 
“green 
light”.  
  
Increased in 
exercise 
post-
intervention. 
Increase in 
fruit and 
vegetable 
consumptio
n post-
intervention. 
Strong 
significance 
for a 
decrease in 
sweets 
consumptio
n post-
intervention. 
  
Motivational 
interviewing 
is successful 
only if 
children are 
overweight. 
 
 
 

5 Greening 
et al., 
2011 
 
 
 
 
 
 

Randomiz
ed Control 

Total of 
450 
students 
aged 6 
to 10-
years-
old.  
  

The 
intervention 
school 
received an 
8-month 
intervention 
program: 
monthly 
family 

Data was 
collected 
and 
compared 
pre- and 
post-
intervention: 
height, 
weight, 

Duration 
of 
interventi
on was 
too short 
to notice 
significant 
difference
s in BMI 

I/B 
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Two 
schools 
(random
ly 
selected 
one as 
control, 
other 
one as 
interven
tion) 
with 
compara
ble 
demogra
phic 
data in 
Mississip
pi 

events that 
included 
nutrition 
and physical 
activities/co
ntests, 
changes to 
the school’s 
food service 
including 
replacing 
deep frying 
equipment 
with baking 
ovens. 
  
The control 
school 
followed the 
state’s 
standard 
health 
curriculum: 
didactic 
nutrition 
education, 
health 
information 
incorporated 
into 
academic 
lessons, and 
weekly 
physical 
education 
classes.  
  
Intervention 
group had 
decline in 
percentage 
body fat 
(P=0.02), 
reported 

waist 
circumferen
ce, 
percentage 
body fat, 
performance 
on three 
fitness tests, 
nutrition 
knowledge, 
and self-
report 
physical 
activity. 
  
Parents 
nutritional 
knowledge 
was also 
assessed 
using 17-
item Child 
Dietary Fat 
Questionnair
e pre- and 
post-
intervention. 

(P=0.12) 
and 
weight 
circumfere
nce (0.92). 
  
Lack of 
appropriat
e fitness 
and 
biological 
markers 
for 
measuring 
childhood 
obesity 
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more 
physical 
activities 
(P=0.04), 
improvemen
t in dietary 
fat intake 
(P<0.00005), 
improvemen
t in two of 
three fitness 
tests 
(P<0.0001, 
P<0.0001).  
Control 
group stayed 
the same or 
declined in 
all 
categories.   
  
Parents of 
the 
intervention 
group also 
had 
significant 
improvemen
t in dietary 
habits 
(P=0.04).  
 
 
 
 
 

6 Tucker & 
Lanningh
am-
Foster, 
2015 

Meta-
analysis 

Two 
element
ary 
schools 
(A&B) 72 
children 
A=50 

Nursing 
students 
were trained 
in the 5-2-1-
0 curriculum 
 
Study ran 
from 

Baseline and 
end of year 
data 
collected on 
BMI 
percentile, 
healthy 
habits and 

Strategies 
of 
teaching 
were 
different 
because of 
a rotation 
of nursing 

I/B 
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B=22 
students 

September -
April, 
delivered in 
classroom by 
the school 
nurse with 
weekly on 
site 1:1 
coaching 
delivered by 
senior 
nursing 
students on 
child PA 
levels and 
health 
behavior 
change.   
 
Changes in 
BMI and 
Healthy 
Habits 
Survey items 
from 
baseline to 
end of the 
year 
evaluated.  P 
values < .05 
were 
considered 
significant. 
 
School A: 19 
fourth 
graders and 
31 fifth 
graders 
mean age 
9.8.  BMI did 
not change 
significantly, 
but the 

PA.  BMI 
calculated 
based on 
CDC growth 
charts.  
Students 
answered 
questions 
from healthy 
habits 
survey (Let’s 
Go 5-2-1-0) 
that 
addressed 
nutrition, 
screen time, 
PA and 
family eating 
patterns. 
Step Watch 
Activity 
Monitor was 
worn 

student 
halfway 
through 
semester 
at one 
program.   
 
They could 
only count 
the 
activity 
tracker 
activity if 
worn from 
7a-10pm 
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number of 
servings of 
fruit and 
vegetables 
increase 
from 
baseline to 
end of the 
year, fruit 
juice 
consumptio
n decreased, 
whole milk 
intake 
decreased, 
active play 
increased. 
 
School B: 22 
fourth 
graders, 
mean age 
9.5.  Fruits 
and 
vegetable 
consumed 
increased PA 
level 
increased. 
 
Neither 
demonstrate
d significant 
decrease in 
beverage 
consumptio
n. 
 
 
 
 

7 Watson, 
et al., 
2016 

Semi-
structured 
interviews 

14 
children 
(8 males, 

MEND 
(mind, 
exercise, 

Participants 
were 
interviewed 

It was a 
small self-
selected 

III/B 
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 6 
female) 
between 
11 and 
14 years 
old 

nutrition. Do 
it!) is the 
UK’s largest 
childhood 
obesity 
program   
 
Children 
enjoyed the 
program 
when they 
were able to 
be 
interactive 
and 
participate 
in individual 
feedback. 
 
Program is a 
community-
based 
program for 
kids 7-13, 
it’s a 12-
week 
program 
that met 
twice a week 
for 1-2 
hours.  A 
family 
member is 
required to 
attend 
 
Unhealthy 
lifestyle 
behavior 
peak during 
adolescents. 
 
Fun was the 
most 

a year after 
completing 
one the 
MEND 
obesity 
program.  Th
ey were 
interviewed 
in the post 
treatment 
maintenance 
period 
where most 
behavior 
changes are 
seen. 

subgroup 
of 
participant
s, so all 
participant
s views 
were not 
taking into 
account 
 
The actual 
amount of 
weight 
loss and 
lifestyle 
changes 
were not a 
focus 
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common 
theme 
among 
students--
fun was 
experienced 
through 
active doing 
(exercise, 
activities, 
sports, 
games) 
 
 
 
 
 
 
 

8 Lloyd et 
al., 2011 
 
 
 
 

Pilot 
implement
ation 

Pilot 1 
8-11-
year old 
 (119 
children 
from 
three 
age 
groups) 
8-9 
9-10 
10-11 
 
Pilot 2 
77 
children 
aged 9-
10 

Describes 
developmen
t of Healthy 
Lifestyles 
Program 
(HELP), a 
school-
based 
intervention 
to prevent 
obesity in 
children. 
 
In first phase 
of pilot 
study 9-10-
year olds 
were most 
receptive 
and 
implement 
changes 
then older 
or younger 
children 

Height, 
weight, 
waist 
circumferen
ce, % body 
fat, physical 
activity and 
food intake 
as well as 
Screen time, 
and viewing 
habits were 
evaluated 
 
Intervention 
focuses on 
reduction of 
the 
consumptio
n of 
sweetened 
fizzy drinks, 
increase in 
the 
proportion 

Was a 
better 
explanatio
n of the 
basis of 
creating a 
successful 
program 
but does 
not 
discuss 
implement
ing 
program 
in large 
scale trail. 

I/A 
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Good for us 
to 
demonstrate 
use of social 
cognitive 
theory 
 
Pilot 1: 
positive 
behavior 
changes 
Suggested 
more 
activities for 
kids 
 
Pilot 2 
Improved 
self-esteem 
and more 
lifestyle 
changes 
made 

of healthy 
snacks 
consumed 
and 
reduction of 
TV viewing 
and other 
screen-
based 
activities to 
improve and 
increase 
physical 
activity 
 
Intervention 
mapping 
was used to 
plan a 
school-
based 
obesity 
prevention 
program.  
 
HAPA model 
was used to 
provide 
framework 
for 
implementat
ion.  It is 
consistent 
with 
behavior 
changes 
including 
social 
cognitive 
theory and 
control 
theory.   
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9 Salvy et 
al., 2012 
 
 

Systematic 
review 

Social 
facilitati
on of 
eating 
and 
activities 
 
 

Peers and 
friends 
impact 
eating and 
physical 
activity. 
 
Presence of 
peers and 
friends 
increases 
children's 
energy 
intake, and 
modeling is 
main reason 
that 
accounts for 
the effects 
of peer 
influence on 
healthful 
eating. 
 
Having peers 
to play with 
facilitates 
physical 
activity in 
children 
while being 
alone deter 
physical 
activity 
 
 
 

Social 
facilitation, 
impression 
managemen
t and 
modeling in 
addition to 
normative 
framework 

Not many 
studies 
discuss 
how peers 
influence 
youths 
eating and 
physical 
activity 

III/A 
 

10 RWJBarn
abas 
Health, 
2019 

Quasi 
experimen
t 

In the 
2016-
2017 
school 

Preprogram 
knowledge 
was 64%, 
post 

14% 
increase in 
reading 
nutrition 

Not sure 
how many 
students 
or how 

II/A 
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year, 
KidsFit 
was 
impleme
nted in 
Newark 
school 
system 

program 
knowledge 
was 80% 

label, 11% 
increase in 
avoiding 
soda, 6% 
decrease 
drinking 
juice, 5% 
increase in 
daily fruit 
consumptio
n, 5% 
increase in 
daily 
vegetable 
consumptio
n, 5% 
increase in 
choosing low 
fat/fat free 
milk, 3% 
increase in 
meeting 
daily 
exercise 
requirement
s 

many 
schools 
were 
involved in 
this study. 
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Appendix C 

Social Cognitive Theory 

 

 

 

 

 

Janse, B. (2018). Social Learning Theory.  Retrieved March 24, 2019 from ToolsHero:  

https://www.toolshero.com/phychology/social-learning-theory/ 
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Appendix D 

Social Cognitive Theory with KidsFit 
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Appendix E 

Food Frequency and Lifestyle Habits Questionnaire 
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Appendix F 

Nutrition and Physical Activity Pre & Post Test 
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Appendix G 

Site Agreement 
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Appendix H 

Recruitment Flyer 
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Appendix I 

Parental Consent 
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Appendix J 

Adult Consent 
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Appendix K 

 

Demographic Questionnaire 
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Appendix L 

 

Child Assent 
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Appendix O 

10 Week Curriculum 

 

 

Approval Date: 9/30 

 



A CHILDHOOD OBESITY PREVENTION PROJECT:    107 

Appendix P 

Permission to use KidsFit 
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Appendix Q 

Six Week Condensed Lesson Plan 
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Appendix R 

Food Log 
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Appendix S 

Session 1: New Beginnings 
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Appendix T 

Session 2:  Energy Balance 
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Appendix U 

Session 3:  MyPlate: Fruits and Vegetables 
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Appendix V 

Session 4:  My Plate:  Grains and Proteins 

 

 

Approval Date: 9/30 

 



A CHILDHOOD OBESITY PREVENTION PROJECT:    114 

Appendix W 

Session 5:  My Plate: Dairy 
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Appendix X 

Session 6:  Dairy and Bone Health

 IRB  
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Appendix Y 

Session 7:  Food Label Investigation 
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Appendix Z 

Session 8:  Sugar and Breakfast Cereal 
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Appendix AA 

Session 9:  Fast Food and Fats 
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Appendix BB 

Session 10:  Healthy Habits for Life 
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Appendix CC 

Parent Hand Out: Snacking Tips 
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Appendix DD 

Parent Hand Out: Recipe 
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Appendix EE 

Fitness Tracker Log 
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Appendix FF 

Live Long and Strong Contract
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Appendix GG 

Nutrition and Physical Activity Pre and Post Test Scores to Determine Knowledge 
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Appendix HH 

Food Frequency and Lifeionnairestyle Habits Questionnaire to Assess Healthy Habits 
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Appendix II 

Average Weekly Steps Taken Pre and Post KidsFit Program 
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Appendix JJ 

Demographic Data: Family Income 
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Appendix KK 

Demographic Data: Ethnicity 
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Appendix LL 

CITI Training  

 

 

 

*Jennifers name changed to Olas in 2019 
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                         Appendix MM 

                   Tiffany CITI Training 
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