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Executive Summary

Background

The National Collaborative on Childhood Obesity Research
(NCCOR) brings together four of the nation’s leading research
funders—the Centers for Disease Control and Prevention (CDC),
the National Institutes of Health (NIH), the Robert Wood Johnson
Foundation (RWJF), and the U.S. Department of Agriculture
(USDA)—to accelerate progress in reducing childhood obesity

in America. The Collaborative addresses the determinants of
childhood obesity through research, evaluation, and dissemination
of research findings.

On June 4-5,2024, NCCOR hosted the first Obesity-Related Policy,
Systems, and Environmental Research in the U.S. (OPUS) virtual
workshop featuring presentations from leading obesity-prevention
and public health experts. The workshop included more than 25
U.S. and global presenters and had over 600 registrants across the
two days.

Workshop Aims

This first installment of the two-part OPUS workshop series aimed
to 1) explore lessons learned from successful policy, systems,

and environmental (PSE) efforts and identify the next steps for
addressing childhood obesity and 2) examine best practices in
obesity prevention with specific attention to community engage-
ment and systems change through an equity lens.

Workshop Proceedings

The workshop featured two keynote presentations and six panels
over two days, each addressing aspects of obesity-related PSE
research and interventions. Dr. Ross Hammond’s keynote empha-
sized systems approaches to integrating multisector strategies and
tailored, sustainable solutions. Dr. Wilma Waterlander highlighted
systems thinking in community-engaged obesity prevention

using the Amsterdam Healthy Weight Program as an example.

She stressed the identification of strategic leverage points and the
design and implementation of adaptive, context-specific interven-
tions for sustainable PSE changes.
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Subsequent panel discussions included conversations on advancing
success in obesity prevention, multilevel interventions, authentic
community engagement, food and physical activity environments,
social determinants of obesity, and scaling approaches for equity
and sustainability.

Following each speaker’s presentation, panelists participated ina
moderated discussion, taking questions both from the moderator
and the virtual audience.

Key Learnings

The first workshop highlighted the necessity of multilevel and
multisectoral approaches to obesity prevention. Key insights
included the importance of developing systems approaches and
systems thinking in community-engaged research. Past work
shows that PSE approaches can significantly impact factors
influencing obesity and suggests that high-intensity, multicompo-
nent interventions can effectively reduce rates of childhood obesity
in some contexts.

Advancing equitable progress in obesity prevention requires
comprehensive PSE interventions that address communi-
ty-specific leverage points, including broader social drivers.
Developing, implementing, and sustaining contextually relevant
PSE approaches will require authentic community engagement as
well as mobilization of a range of multisector actors. Few studies
have rigorously evaluated whole-of-community PSE approaches,
underscoring the need for new evidence and methods to inform
policy and practice.

Next Steps

The next installment of the OPUS workshop series will take
place on October 9-10, 2024. It will build upon lessons from the
first workshop and focus on key methodological considerations
in planning, designing, and evaluating the next generation of
equity-centered PSE interventions for childhood obesity.



Obesity-Related Policy, Systems, and
Environmental Research in the U.S.

Workshop Day 1

Welcome

Dan Hatfield, PhD
FHI 360

Jill Reedy, PhD

Division of Cancer Control and Population
Science, National Cancer Institute, National
Institutes of Health

Dr. Dan Hatfield opened the Obesity-Related Policy, Systems, and
Environmental Research in the US (OPUS) workshop, welcomed
attendees to day one, explained webinar logistics, and provided
abrief description of the National Collaborative on Childhood
Obesity Research (NCCOR). NCCOR’s mission is to accelerate
progress in reducing childhood obesity for all children, with

attention to high-risk populations and communities. NCCOR

was founded in 2009 by the four largest funders of child obesity
research at the time: Centers for Disease Control and Prevention
(CDC), National Institutes of Health (NIH), Robert Wood Johnson
Foundation (RWJF), and United States Department of Agriculture
(USDA). NCCOR develops tools and resources and hosts events

to accelerate progress in reducing childhood obesity in America.
More information can be found on the NCCOR website: https://

WWW.Nnccor.org/

Dr. Jill Reedy welcomed attendees and described the

impetus for the workshop. She explained thatin 2012, the
Institute of Medicine’s (IOM) Accelerating Progress in Obesity
Prevention report highlighted the importance of policy, systems,
and environmental (PSE) changes to address obesity. However,
progress toward implementing such approaches and reducing
obesity rates and associated disparities has been limited.
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Coordinated interventions on a wide range of systemic drivers
may be needed to achieve progress and advance equity. Therefore,
this two-part workshop series aimed to explore ways to advance
progress toward designing and rigorously evaluating PSE
interventions, including those targeting both proximal (e.g., food
access) and distal (e.g., housing policy) factors, with the goals to
1) explore key learnings from past research and evaluation and 2)
advance childhood obesity research and inform future directions
for the field.

The purpose of this first OPUS workshop was to explore
lessons learned from successful PSE efforts, identify next
steps for addressing childhood obesity, and examine best
practices in obesity-prevention with specific attention to
community engagement and systems change through an equity
lens. Part two of the workshop series will be held October 9-10,
2024 and will focus on carrying forward conversations and
presentations from the first workshop.

Dr. Reedy ended her remarks by introducing and acknowledging
the workshop co-chairs: Jamie F. Chriqui, PhD, MHS; Tamara
Dubowitz, SeD, MS, MSc; and Shiriki K. Kumanyika, PhD, MS,
MPH, and the workshop planning committee: Heidi Blanck, PhD;
David Berrigan, PhD, MPH; Susan Czajkowski, PhD; Audrey
Goldbaum, PhD, MPH; Jill Reedy, PhD, MPH, RDN; Marissa
Shams-White, PhD, MSTOM, MS, MPH; Meher Din, MPH; Rachel
Grimsland; Dan Hatfield, PhD; Christy Kim; Amanda Sharfman,
MS, MPH; and Melissa Van Orman, MA.


https://www.nccor.org/
https://www.nccor.org/
https://www.nccor.org/
https://www.nccor.org/
https://www.nationalacademies.org/our-work/accelerating-progress-in-obesity-prevention
https://www.nationalacademies.org/our-work/accelerating-progress-in-obesity-prevention

POLL QUESTION

“What state or
country are you
joining from?2”

South Africa

Opening Remarks

Katrina Goddard, PhD

Division of Cancer Control and Population
Science, National Cancer Institute, National
Institutes of Health

Dr. Reedy introduced Katrina Goddard to provide opening
remarks. Dr. Goddard began by describing obesity as a profound
public health problem that is driving health issues for a variety

of health conditions, including cancer. For example, “in 2016, the
aggregate medical cost due to obesity among adults in the United
States was $260.6 billion” (Cawley et al. 2021). Excess weight is
related to 13 different types of cancer (meningioma, thyroid,
breast, liver, gallbladder, upper stomach, pancreas, colon and
rectum, ovary, endometrium, kidney, multiple myeloma, adenocar-
cinoma of the esophagus) and was the second leading modifiable
risk factor in terms of population attributable fraction in 2017; the
population attributable fraction of cancer cases due to excess
body weight was about 7.8 percent. ' It is expected through 2030,
that individuals with a Body Mass Index (BMI) less than 25 will
decrease to below 20 percent of population, whereas all the other
BMI categories (25-29, 30-34, and 35+) are increasing. At the
same time, the age-adjusted incidence rates for obesity associated
cancers have been rising over the past few decades. Furthermore,
childhood obesity is the number one risk factor for adult obesity.
As such, childhood is an important period for early intervention
and to have a life-long impact on health outcomes.
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Dr. Goddard explained that childhood obesity requires a coordi-
nated and multi-level effort across multiple sectors for long-term
impact and that focusing on individual behavior change is not
enough to resultin a meaningful impact on obesity and health
outcomes. Therefore, a multi-level approach to obesity is needed
that includes focusing on the layers of influence that support or
deter individual behavior change. These layers of influence include
societal (e.g., policy, legislation), community (e.g., culture, values),
organizational (e.g., access, digital health), interpersonal (e.g.,
family, social network), and individual (e.g., attitudes, skills). These
layers provide support to the individual to make the changes need-
ed for healthier behaviors and outcomes. Dr. Goddard described
evidence from tobacco research that has shown population and
society-level interventions (e.g., tax increase, smoke-free air laws)

combined with individual-level interventions (e.g., active quit
lines) have resulted in major population-level impact in terms of
smoking prevalence. 2 She noted that the combination of multiple
levels of intervention in obesity research may alsoresultin a
similar population-level impact.

Dr. Goddard noted that, in addition to multi-level efforts, a
multi-sectoral approach to childhood obesity is necessary. This
includes coordinating and partnering with other actors in the
U.S. government, such as the Department of Transportation,
Department of Education, and Department of Energy, as well as
public-private partnerships. Dr. Goddard closed her remarks by
advocating for an all-of-society approach, for which NCCOR has
and will continue to facilitate.


https://www.cancer.gov/about-cancer/causes-prevention/risk/obesity/obesity-fact-sheet
https://www.cancer.gov/about-cancer/causes-prevention/risk/obesity/obesity-fact-sheet
https://acsjournals.onlinelibrary.wiley.com/toc/15424863/2018/68/1
https://acsjournals.onlinelibrary.wiley.com/toc/15424863/2018/68/1
https://pubmed.ncbi.nlm.nih.gov/31851800/
https://pubmed.ncbi.nlm.nih.gov/26696565/
https://pubmed.ncbi.nlm.nih.gov/29346189/

Systems Approaches to Obesity Prevention »

View presentation slides

Ross Hammond, PhD

Brown School at Washington University
in St. Louis and Economic Studies,

The Brookings Institution

Tamara Dubowitz introduced Ross Hammond to provide the

first keynote presentation for the workshop. Dr. Hammond first
described three key challenges for obesity prevention: 1) breadth
and interconnectedness of the system driving obesity, 2) hetero-
geneity in contexts and settings, and 3) diversity across actors
and across timescales. He explained the varying and multiple
factors that play arole in the relationship with obesity as described
by the “Foresight Obesity Systems Map. 3” The systems map
highlights how agents outside of the conventional mechanisms
are both key enablers of and barriers to change. Of the underlying
systems and processes that produce obesity as an outcome, there
are measurable factors that play a role in obesity as an outcome,
and there are evidence-based causal relationships between these
distinct factors. For these reasons, the solution to obesity requires
amulti-sector and multi-level approach.

Dr. Hammond explained the level of heterogeneity in context and
settings in which obesity could be prevented and that context
influences implementation of obesity prevention interventions.

He described two types of contexts, geography and social, in which
people are exposed to opportunities for eating and physical activity.
Therefore, an intervention that is effective in one context may

not translate to a different context without adjustment. Next, Dr.
Hammond emphasized the importance of understanding diversity
across the actors (e.g., food industry, government agencies, media)
in the system and across the timescales. When an actor intervenes
within the system, it affects the other actors; what we anticipate
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will happen in the short-term may differ from the long-term, as
the various actors adapt to the changes. Dr. Hammond noted that
the search for a single cause of obesity is often misleading as there
is no single solution that fits all individuals, circumstances, and
contexts. As aresult, solutions need to be broad, while remaining
context-specific.

Next, Dr. Hammond described three ways a systems approach
might go beyond multi-sector or multi-level intervention. First,

a systems approach that focuses on coordination and synergy
between the intervention elements is necessary, as was done in the
Shape Up Somerville intervention. He noted the Accelerating
Progress in Obesity Prevention report, which pioneered this idea
for obesity prevention by employing a novel strategy for thinking
about how all the different interventions and strategies might work
together in a package. Second, he explained that a deeper focus

on implementation and sustainability is required to go beyond
multi-sector or multi-level approaches. As highlighted in the
Lancet Commission Report, The Global Syndemic of Obesity,
Undernutrition, and Climate Change, engagement with commu-
nity structure and dynamics is needed. Lastly, he emphasized that
tailoring to context will facilitate scalability.

Dr. Hammond concluded the keynote presentation with future
directions for expanding systems interventions for obesity
prevention: 1) new science, 2) wider use of new methods, and 3)
team building and training. He explained that the scientific needs
include arigorous theory and method to project how intervention
designs map onto different contexts, a scalable approach to engage
and empower communities to undertake systems change, and
new strategies to overcome policy resistance and barriers to
change. Wider use of new methods is needed, as evidenced by three
National Academies reports in 2016, 2019, and 2023. that argue
the need for wide-scale use of complex systems, approaches, and

models to meet these scientific challenges, as well as the challenges
of how to implement them.


https://www.youtube.com/watch?v=h8SIP0HJD4Y
https://pubmed.ncbi.nlm.nih.gov/32090653/
https://www.nationalacademies.org/our-work/accelerating-progress-in-obesity-prevention
https://www.nationalacademies.org/our-work/accelerating-progress-in-obesity-prevention
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)32822-8/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)32822-8/fulltext
https://nap.nationalacademies.org/catalog/18846/a-framework-for-assessing-effects-of-the-food-system), 2019 (link: https://nap.nationalacademies.org/catalog/25059/science-breakthroughs-to-advance-food-and-agricultural-research-by-2030), and 2023 (link: https://nap.nationalacademies.org/catalog/26653/evaluating-the-process-to-develop-the-dietary-guidelines-for-americans-2020-2025
https://nap.nationalacademies.org/catalog/25059/science-breakthroughs-to-advance-food-and-agricultural-research-by-2030
https://nap.nationalacademies.org/catalog/26653/evaluating-the-process-to-develop-the-dietary-guidelines-for-americans-2020-2025
https://www.nccor.org/wp-content/uploads/2024/07/Systems-Approaches-to-Obesity-Prevention.pdf

Applying Systems Thinking in Community-Engaged,
Participatory Research: Lessons Learned from the
Amsterdam Healthy Weight Program »

View presentation slides

Wilma Waterlander, PhD

Amsterdam UMC, University of Amsterdam,
Department of Public and Occupational Health,
Amsterdam Public Health Research Institute

Heidi Blanck introduced the second keynote speaker, Dr. Wilma
Waterlander. During the keynote presentation, Dr. Waterlander
described systems thinking and provided an example of applying
systems thinking to a project—the Amsterdam Healthy Weight
Program and LIKE program. She explained the steps involved
in the development of the logic model applied to the project and

shared lessons learned to apply to future obesity prevention work.
Dr. Waterlander reiterated that a systems thinking approach
requires significant effort and time.

Dr. Waterlander described systems thinking aslooking at the whole
to see the entire system, not just at separate parts of the system,
and then applying different methods to understand and change

the system. She noted, the WHO European Regional Obesity
Report 2022 highlighted that “no single intervention can halt

the growth in the obesity epidemic on its own, a comprehensive
approach is needed.” Progress in obesity prevention has not
occurred for several reasons, including policy inertia fueled by food
industry opposition against strategies, government reluctance
toregulate, and lack of public demand for policies. Further, she
explained that obesity is a complex problem related to various other
complex problems like climate change, food insecurity, and health
inequalities for which there is no silver bullet or linear pathway
from evidence to policy.

Dr. Waterlander provided two examples of systems thinking in
research: the Amsterdam Healthy Weight Program and the LIKE
Program. In 2013, the city of Amsterdam introduced the
Amsterdam Healthy Weight Program (2013-2033), which used
awhole-of-systems approach with the goal that no child should
be overweight or obese. Within the Healthy Weight Program, the
LIKE Program focused on children 10-14 years old in areas with
lower socioeconomic status (SES) in Amsterdam East (2017-2023).
The purpose of the LIKE Program was to create healthier living
conditions regarding diet, sleep, physical activity, and screen

use through a participatory systems dynamic approach in close
collaboration with the city. These programs moved away from
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atraditional logic model and instead developed a systems logic
model. This logic model used an overarching theory of change

to program logic for instigating systems change and assumed
multi-level, integrated, and responsive action within a complex
adaptive system influencing overweight and obesity. In the model,
a “wave” was used to reflect continuous feedback between the
program (upper wave) and the wider system of the Amsterdam
context (lower wave) through the program’s learning approach.

Dr. Waterlander described the four steps used to develop
the logic model:

1. UNDERSTAND THE (PRE-EXISTING) SYSTEM
The research team conducted community participatory action
groups, used photo voice, and did group model building with the
target community and relevant stakeholders in the community.
They then developed causal diagrams based on
theliterature. 4 3

2. FIND LEVERAGE POINTS IN THE SYSTEM
Instead of developing a single intervention, the research
team identified multiple distinct levels for which to intervene
inthe system. &

3. DEVELOP AN ADAPTIVE ACTION PROGRAM
The research team developed an adaptive action program and
identified leverage points for change across systems levels.
As aresult, 12 different action groups developed roughly 60
action ideas, 22 of which were implemented. Action ideas were
dynamic and either changed over time or were abandoned due
to growing system insights or factors within the wider context.

4. MEASURE THE PROGRAM OUTCOME AND
IMPACT (SYSTEM CHANGES)
The research team used ripple effects mapping to

identify intended and unintended consequences, as
well as wider impact.

Dr. Waterlander concluded the keynote presentation with key
lessons learned: 1) focus equally on the relevant context and asking
the “right” questions rather than spending all the effort on mapping
the system in terms of the problem (e.g., obesity), 2) be adaptive and
dynamic, 3) reflect on system boundaries throughout the process,
4) strategically focus actions where there is alot of momentum

and political will), and 5) determine governance that reflects the
interactive integration of context and the dynamic nature of a
system dynamics.


https://www.unicef.org/documents/amsterdam-healthy-weight-approach-investing-healthy-urban-childhoods-case-study-healthy
https://www.unicef.org/documents/amsterdam-healthy-weight-approach-investing-healthy-urban-childhoods-case-study-healthy
https://www.who.int/europe/publications/i/item/9789289057738
https://www.who.int/europe/publications/i/item/9789289057738
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7400640/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7400640/
https://www.youtube.com/watch?v=6IMOzvgHsJA
https://www.youtube.com/watch?v=6IMOzvgHsJA
https://www.youtube.com/watch?v=6IMOzvgHsJA
https://onlinelibrary.wiley.com/doi/full/10.1002/osp4.505
https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/s12874-022-01570-4
https://www.nccor.org/wp-content/uploads/2024/07/Applying-Systems-Thinking-in-Community-Engaged-Participatory-Research.pdf

POLL QUESTION

“In one or two words,
what are you most
looking forward to

learning about

today’s panels?”

possible new research/public alliances
how to approach the political sector
of evi for pse app!
|mp|ementatlon of systems interventions
using systems approaches with clinical studies

equitable approaches
updates in he neras. @dVOcCacy opportunities

inspiration
plans for new research

° 5 q
actual implementable strategies
latests updates in the field best practlces want to be able to ask more questions

how to make a strong prog that makes a di
ity surveil and best ices for
how to frame inking based appi for NIH grants constraints
how to get thmgs unstuck! we have so many |deas but feels like we have been spinning wheels
what and how to i the best inter ion to p y in school

how to address a fundamental root cause: the unhealthy foods and beverages produced by the food and beverage industry

strength of evidence for pse approaches

approaches that are most universally impactful across populations and particularly at-risk groups

obesity focus at macro level syste"ewmm‘g“’sscience TS

how to support this effort .
solutions on unhealthy foods

how to be involved in this space h g p
successful interventions resea rc a S how to measure success
how to address those who deny obesity is a problem
new science always enjoy hearing what you have to say and present
real examples of what works and where the gaps are
links to physical activity P ractical solutions
perspectives from studies outside the U.S.
applied practices from health equity
how to help kids to prevent obesity
updated strategies for children

Advancing Success in Obesity Prevention:

View presentation slides

MODERATOR

Shiriki K. Kumanyika,
PhD, MS, MPH

Dr. Kumanyika is professor
emerita of Epidemiology
at the University of
Pennsylvania and

research professor in the
Department of Community
Health and Prevention

at the Drexel University
Dornsife School of

Public Health.
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PANELIST

y

What Works Where and for Whom? »

Steve Gortmaker, PhD

Dr. Gortmaker is professor of the Practice of Health Sociology at
the Harvard Chan School of Public Health, director of the Prevention
Research Center on Nutrition and Physical Activity (HPRC), and
director of the Childhood Obesity Intervention Cost-Effectiveness
Study (CHOICES).

Russell Pate, PhD
Dr. Pate is professor in the Department of Exercise Science in the Arnold
School of Public Health at the University of South Carolina.

Christina Economos, PhD

Dr. Economos is dean, professor, and New Balance chair in Childhood
Nutrition at the Friedman School of Nutrition Science and Policy at
Tufts University.


https://www.youtube.com/watch?v=ak8ilqCyDuI
https://www.youtube.com/watch?v=ak8ilqCyDuI
https://www.nccor.org/wp-content/uploads/2024/07/Advancing-Success-in-Obesity-Prevention.pdf

Interventions that Can Cost-Effectively
Prevent Obesity and Chronic Disease and
Improve Health Equity

Steve Gortmaker, PhD
Harvard University T.H. Chan School
of Public Health

Dr. Gortmaker explained that obesity rates and disparities in

the United States have continued to increase, and this is driven

by many forces. He noted, about half of the adult U.S. population
will have obesity and about a quarter will have severe obesity by
2030 unless changes occur to prevent this. ? Further, racial and
ethnic, geographic, gender, and income disparities are growing.

He explained, rising obesity rates and disparities are driven by
many forces including social and economic determinants of health,
structural racism, and commercial determinants of health that
influence the neighborhoods people live, household income, racial
segregation, and the foods and beverages people consume. ® % ° He
noted that to change these relationships, it is important to identify
cost-effective preventive strategies that can prevent excess weight
gain and obesity. "

Dr. Gortmaker described the CHOICES model: a microsimulation
model that projects the future course of the obesity epidemic by
evaluating how an identified strategy will impact obesity, health
care costs, and quality-adjusted life year (QALY) outcomes over

10 years. He explained, the key model inputs include reach (who
will benefit?), effect (what is the impact on health?), and cost
(implementation costs and health care costs savings). ' The goal of
the CHOICES model is to identify feasible and replicable strategies,
with good evidence for improving nutrition and physical activity,
preventing excess weight gain, improving population health, and
advancing health equity.

Dr. Gortmaker shared two examples of policies the CHOICES
model has evaluated: the 2009 WIC food package changes and
SSB excise taxes. ™4 After the 2009 WIC food package changes,
the CHOICES team’s analysis found participants purchased and
consumed fewer total calories, less juice, and more whole grains
and fruits and vegetables. 1 16,17, 18,19, 20 Before the policy change,
the percentage of children aged 2-4 years ' participating in WIC
with obesity was increasing each year. After the policy change
was implemented, the percentage of children aged 2-4 years
participating in WIC with obesity was decreasing. The CHOICES
team projected that the policy change prevented 62,800 cases of
childhood obesity in the final model year, with an implementation
cost per person of $1.77 per year and a $10,600 cost per QALY. All
cases of obesity prevented were among children from households
with low income.
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The second example shared was an evaluation of a statewide SSB

excise tax placed on manufacturers, bottlers, and/or distributors of
SSBs based on the size of the SSB distributed to consumers.

Dr. Gortmaker explained that evaluations of taxes implemented

in multiple cities in the United States—including Berkeley,
Oakland, San Francisco, Philadelphia, and Seattle—have indicated
effectiveness in reducing SSB sales and consumption. 2% 23 24,25

He described a recent CHOICES study that projected an SSB tax
statewide in California would prevent 266,000 cases of obesity

in the final model year, with an implementation cost per person

of $0.09 per year, and the cost per QALY would be cost-saving.

The study found a greater reduction in obesity prevalence among
Black or African American and Hispanic or Latino populations and
populations with low household incomes. The tax was projected to
raise $1.6 billion in state tax revenue annually.

Dr. Gortmaker concluded the presentation by explaining that
these case studies are examples of cost-effective strategies to
improve nutrition environments in the United States. While there
is evidence for cost-effectiveness and impact on health equity

for these two interventions, collectively, they are not projected

to reduce obesity prevalence in the United States—but they will
slow the increase. He concluded by reiterating that a wide range of
strategies in many different settings is necessary.

Healthy Communities Study Examining
How Community Policies and Programs
are Related to Children’s Weight Status

Russell Pate, PhD
University of South Carolina Arnold School

of Public Health

Dr. Pate explained the Healthy Communities Study, which included
130 U.S. communities and 5,138 elementary and middle school
students. The purpose of the study was to examine how community
policies and programs (CPP) are related to children’s weight status
by assessing CPPs pertaining to nutrition, physical activity, weight
control, and childhood obesity prevention. To this day, researchers
still use data collected from the HCS to investigate obesity and the
food and physical activity environments.

He explained that information about the CPPs in each of the 130
communities was collected via standardized interviews with key
informants, as well as document review. CPPs were then coded
for multiple attributes, including target behavior, behavior change
strategy, duration, and reach. Dr. Pate explained measures at the
child and parent levels were administered during home visits and
included anthropometry (height, weight, BMI), the child’s self- or
parent-reported diet and physical activity behavior, demographic
characteristics, and surveys of potentially related behavioral and


https://pubmed.ncbi.nlm.nih.gov/38258385/
https://pubmed.ncbi.nlm.nih.gov/38258385/
https://pubmed.ncbi.nlm.nih.gov/37553037/

environmental constructs. For a sub-sample, height and weight

were abstracted from children’s medical records as far back as ten
years. The dependent variables included BMI, dietary behavior
indices, and physical activity index (MVPA). The independent
variables included the number of CPP target behaviors and

CPP intensity.

Dr. Pate shared key findings from the HCS for the BMI outcome.
First, the total number of CPP diet and physical activity target
behaviors were negatively associated with BMI, meaning the
more policies and programs implemented, the lower the BMI. The
second key finding was that the CPP intensity score was negatively
associated with BMI trajectories that were estimated from the
height and weight data in children’s medical records. However,
associations were not consistently significant across income, race
and ethnicity, and geographic groups; the effects were less likely
to be significant in youth from low-income families, in African
American and Hispanic youth, and in communities with high
proportions of African American and Hispanic families.

Dr. Pate concluded the presentation with key takeaways from the
research: 1) more CPPs are better—children living in communities
with a greater number of CPPs had lower BMIs; 2) higher intensity
CPPs are better—children living in communities with greater
intensity of CPP activity showed lower BMI trajectories; and

3) associations between CPP activity and BMI are inconsistent
across demographic groups.

Catalyzing Communities to Promote
Child Health and Prevent Obesity:
A Systems Approach

Christina Economos, PhD
Tufts University Friedman School of Nutrition
Science & Policy

Dr. Economos began the presentation by explaining the evolution
of obesity prevention research over the past 35 years, which
began with a focus on individual behavior change and has since
shifted to developing structural interventions toward achieving
equity. Next, Dr. Economos described the Shape up Somerville
study—a whole-of-community intervention with multi-level and
multi-sector approaches. The study included a comprehensive suite
of evidence-based strategies that resulted in decreases in BMI-z
scores, obesity prevalence among children and parents, sugary
drink intake, and screen time, as well as increased return

on investment, sports and physical activity, healthy restaurant
meals, healthfulness and quality of school food and competitive
foods, community-wide policy change, and food access for the
community. 2627 28, 29, 30,31, 32 Gh ¢ explained that when the study
was complete, she began mapping the dynamics of community
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change, including several subsystems in the community (e.g., fam-
ily, school, community). 33 In this process, a task force was formed
that was responsible for disseminating evidence-based strategies
within the community. It put forward a portfolio of evidence-based
interventions taken up by organizations and micro-systems in

the community.

Dr. Economos explained that few measures were available at that
time to assess the role of a coalition. She began to hypothesize that
community coalitions leverage their collective knowledge and
engagement to create social networks that facilitate the imple-
mentation and sustainability of evidence-based interventions. As
aresult, amixed-methods review of studies was conducted to
characterize the processes and dynamics of coalition engagement
in community-based childhood obesity prevention interventions.
The review found a relationship between the number of studies
where a coalition is engaged and the outcome of the study. 34 Dr.
Economos noted the study was important for understanding the
vital role that groups play in the implementation of a successful
intervention. The mixed-methods review results led to an
NIH-funded study called COMPACT. In this study, system science
methodologies were implemented to understand what occurs
during whole-of-community interventions at the community
level, both retrospectively and in real-time. The purpose was to
understand and leverage existing systems within a community

to implement an upstream approach to obesity prevention. The
working hypothesis was that stakeholder groups may be a driving
factor in the success of interventions through a process of “stake-

holder-driven community diffusion.” This led to the development
of a tool to measure the knowledge and engagement of coalitions
within communities.

Through these learnings, Dr. Economos designed a study called
Catalyzing Communities, in which she is working with eight
communities across the country to promote child health and

well-being through context-specific, evidence-based strategies
that center health equity and use stakeholder-driven community
diffusion. Dr. Economos provided examples of causal loop diagrams
developed from two of the sites: Greenville County, SC and
Cuyahoga County, OH. She shared examples of underlying struc-
tures identified that prevent communities from gaining traction

and making progress, such as toxic stress, trauma, poverty, poor
or disconnected transportation systems, lack of political will, and
inequitable resource allocation. 3°

Dr. Economos concluded that the field of obesity interventions

is currently at an important inflection point. As such, we must
continue to evolve our understanding of the underlying causes of
obesity risk and how to address it using a systems science approach
to design, implement, evaluate, and sustain effective prevention
interventions. Finally, this work must be centered on equity to
reach those in greatest need.
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Discussion and Q&A
with Panelists

We know sometimes disparities will
widen if an intervention is effective
for only one group and not others. Can
you comment on whether, in using the
CHOICES model, you found that only
the targeted interventions will have
the right effect on equity?

DR. GORTMAKER: Some of the targeted interventions we’ve
looked at do have a substantial impact on health equity. For exam-
ple, the 2009 WIC food package change found the same evidence
for effect in every state. In the case of the sugary beverage taxes,
we’ve seen the impact on health equity to be different. For example,
the low-income population tends to consume more sugary beverag-
es and to have higher BMIs. Therefore, this is the population with
agreater impact of the intervention. In simpler interventions that
we’ve looked at, like providing water in school lunch lines, we’ve
seen it work in several different contexts. Also, not implementing
cost-effective and health equity-focused interventions is a policy
in and of itself that will drive both ongoing and new disparities.

In the different cost-effective preventive interventions that we
studied, we didn’t see evidence for increasing disparities, perhaps
because we’ve been looking at strategies that reach populations
disproportionately affected by obesity or that reach the entire
population. Some treatment interventions that people are talking a
lot about lately, such as obesity drugs, could certainly produce more
inequities due to lack of access and cost.

Thinking back to the HCS, can you
think of any other outcomes you
would measure if you were to conduct
the study again?

DR. PATE: We're still working to make full use of the data that we
do have. The parent study was a hypothesis-testing approach. In
the current analysis, we’re taking a different approach by using all

the raw data in large-scale analyses using CART analysis (Classifi-
cation and Regression Trees).
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How do you focus on equity in
the methods and development
of the research?

DR. ECONOMOS: We used the checklist available in the “Getting
to Equity Framework” to ask ourselves equity-focused questions

at every step in the process. We realized there were many places
we could make changes to ensure the whole process was truly
equity-centered. Attention to the process is critical as it could
otherwise unknowingly widen the disparity gap.

Is there any movement in the research
space to develop tools and resources
for community consumption?

DR. ECONOMOS: The NIH ComPASS funding is a signal of
movement from a funder as it requires communities and academic
institutions to work together. To turn the tide, we need to be
academically rigorous and actionable at the community level.

In your modeling studies, are you
looking at unintended consequences?

DR. GORTMAKER: In our evaluation of the Healthy, Hunger Free
Kids Act, we’ve seen that it is a relatively low-cost strategy that
has prevented hundreds of thousands of cases of obesity among
low-income children. The policy saves low-income parents money
by providing healthy school meals, which allows more money to
be spent on healthier foods at home. We try to consider all the cost
offsets or competing issues in where those dollars are spent.
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Do you have any advice for

public health professionals to
counteract the food industry’s
efforts to market and sell unhealthy
food in low-income communities?

DR. GORTMAKER: First Amendment issues make it difficult to

limit targeted marketing to children and low-income communities.

Research has shown labeling efforts, such as in restaurants, are
cost saving and have had positive impacts. While labeling efforts
haven’t necessarily improved health equity, they have improved
population health at a low cost.

DR. ECONOMOS: At the community level, people have tried to
shift the distribution of funding to healthier, local foods to reclaim
their communities and their health. As researchers, we need

to empower and support these efforts, as well as collect data to
produce evidence that these efforts work.

Closing thoughts from each panelist

DR. GORTMAKER: There are cost-effective strategies that can
be implemented in communities that are simple and can improve
health equity.

DR. PATE: Leadership is paramount to mobilizing resources and
making change happen.

DR. ECONOMOS: If you understand the context and structural
barriers in a community, then leaders can thrive and implement
those cost-effective strategies.
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Bill Dietz, MD, PhD

Dr. Dietz is director of
Research and Policy of
the Global Food Institute
at George Washington
University and chair of the
Sumner M. Redstone Global
Center for Prevention and
Wellness and the STOP
Obesity Alliance at the
Milken Institute School of
Public Health at George
Washington University.
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PANELIST

Building the Next Generation of Multilevel
Interventions to Prevent Obesity »

Deanna Hoelscher, PhD, RDN, LD, CNS

Dr. Hoelscher is regional dean of the UTHealth Houston School of
Public Health in Austin, principal investigator of the Teaching Kitchen
Multisite Trial (TK-MT), and director of the Michael & Susan Dell Center
for Healthy Living.

Boyd Swinburn, MD

Dr. Swinburn is professor of Population Nutrition and Global Health at
the University of Auckland, New Zealand and honorary professor, Global
Centre (GLOBE), Deakin University, Australia.

Bob Vollinger, DrPH, MSPH

Dr. Vollinger is senior policy advisor in the Policy, Planning and
Coordination Unit of the Office on Smoking and Health (OSH), Centers
for Disease Control and Prevention.
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Dr. Hatfield introduced Dr. Bill Dietz as the moderator of the panel
discussion. Dr. Dietz highlighted two recent publications from

the Cochrane Library on interventions to prevent obesity among
children aged 5-11 and 12-18 years. He explained, the papers
sought to assess the effects of interventions focused on preventing

obesity in children by modifying dietary intake or activity levels,
or acombination of both, on changes in BMI. The reviews reported
modest positive outcomes, highlighting the importance of a
systems approach to obesity prevention. Dr. Dietz also shared the
Roundtable on Obesity Drivers and Solutions Systems Map,
developed by the Roundtable on Obesity Solutions of the National
Academies of Sciences, Engineering, and Medicine (NASEM),
which iterates how complex the system is and provides insights

that allow the field to focus on three major leverage points most
likely to have a significant impact in addressing obesity: 1) struc-
tural racism and social justice, 2) biased mental models and social
norms, and 3) effective health communications.

Texas CORD: Lessons Learned from
Primary and Secondary Childhood
Obesity Prevention

Deanna Hoelscher, PhD, RDN, LD, CNS
University of Texas Health Science Center at
Houston School of Public Health in Austin

Dr. Hoelscher explained the Childhood Obesity Research Demon-
stration (CORD) study, a combination of primary and secondary
prevention with the goal of preventing childhood obesity. 3¢ The
primary intervention targeted elementary schools, early care and
education (ECE) centers, and primary health care clinics. Through
primary health care clinics, a referral system was developed for the
secondary prevention program focused on children with over-
weight and obesity. In the study, families enrolled in the primary
prevention at baseline, with a control and intervention (CATCH
programming) community at both sites.

Dr. Hoelscher described the findings from the primary prevention
in the ECE centers. 37 38 In comparison to the control sites, the
intervention sites showed a significant decrease in child BMI
z-scores and percentiles after two years of implementation.
While implementation of the program in intervention sites was
high, some implementation occurred in control sites, resulting in
contamination. In the elementary school setting, there were no
differences when comparing the intervention (CATCH) schools
versus the control schools by grade level. In schools that had high
implementation, there was an association with better outcomes
than schools with moderate or low implementation.

The focus of the primary prevention intervention in clinics was
to train clinicians to implement brief counseling and then screen
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for overweight and obesity among kids. After a child was screened,
they were allocated to either the usual care (Next Steps Program)
or the CORD secondary prevention program. For the intervention,
there were different programs for preschool versus children aged
6-12 years; the preschool children received the MEND program,
and the elementary school children received the MEND/CATCH
program. Outcomes from the primary prevention intervention in
clinics included improved provider self-efficacy and counseling

(resulting in resources developed for clinicians) and the develop-
ment of an implementation index.

Next, Dr. Hoelscher shared the primary outcome (% BMI)
findings from the CORD secondary prevention intervention. She
explained, there was a significant group intervention effect among
children aged 6-8 years and a near significant effect among kids
aged 9-12. For the 2-year-olds, there was a time effect but not

an intervention effect. She noted that the intervention dose was
particularly important and that the Next Steps program had low
dosage compared to the MEND/CATCH program. It was found
that there was a significant decrease in the percent BMI in the 95th
percentile when the 9- to 12-year-old children and their parents
attended 20 percent or more of the classes.

Dr. Hoelscher concluded the presentation with key lessons
learned from the primary and secondary prevention programs.
First, she explained that while primary prevention programs

can decrease BMI in preschool children and elementary school
children over time and can address health equity and access, the
effects on related behaviors are mixed. In elementary schools, the
implementation of the program influences results. Further primary
prevention programs required strategies to increase implementa-
tion and seem to be more effective with preschool children. Next,
she explained that secondary prevention programs can decrease
BMI in elementary school children (aged 6-8 years and perhaps
aged 9-12 years), though the effects are greater with greater doses.
She noted that secondary prevention programs require a closer tie
to amedical home and require a different approach for preschool
children. Finally, she explained that combining primary and
secondary prevention efforts is challenging in alarge urban setting,
and this combination would likely work better in a smaller city or
community with better connections.

Lessons from Down Under

Boyd Swinburn, MD
University of Auckland School
of Population Health

Dr. Swinburn shared findings from the recent Cochrane Reviews
on obesity prevention among children aged 5-11 and 12-18 years.
Inthe review of studies among children aged 5-11 years, there
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were 172 randomized controlled trials (RCT)s: 65 percent took

place in schools; 85 percent in high-income countries (HIC); and 77
percent lasted less than 15 months. There were modest, short-term
BMI impacts. In the review of studies among children aged 12-18
years, there were 74 RCT's: 77 percent in schools; 81 percent in
HICs; and 95 percent lasted less than 15 months. There were little
or no BMI impacts; he explained this can be considered a failing of
how we think about the problem of obesity prevention.

Next, Dr. Swinburn described three community-based obesity
interventions in which he utilized a capacity-building approach
using the WHO building blocks framework: 1) Romp and Chomp,

2) Be Active, Eat Well, and 3) It’s Your Move. The Romp and Chomp
intervention, which included 12,000 children under five years of
age, resulted in a 1.8 percent decrease in overweight and obesity
among two-year-olds and a 2.7 percent decrease among children
aged 3-5 years over three years. 3° He noted that a retrospective
analysis of the process showed a systems approach, and the
intervention spread from the steering group throughout networks
through the transmission of knowledge. The Be Active, Eat Well
intervention included children aged 4-12 years and resulted in
asignificant decrease of about 1 kilogram in body weight and 3
centimeters in waist circumference over three years, with a greater
effectin children with lower SES. 4° Dr. Swinburn noted that there
was a spread of intervention knowledge and engagement through
the networks—a “prevention virus”—to the comparison groups. The
It’s Your Move intervention included children aged 13-18 years and
resulted in a 5.8 percent decrease in the prevalence of overweight
and obesity over three years. 4' This intervention was adapted in
three other locations: Fiji, New Zealand, and Tonga. He explained
that the intervention in Australia resulted in a significant reduc-
tion in the intervention group compared to the comparison group;
however, there was no effect in the other three countries (Fiji, New
Zealand, and Tonga). Dr. Swinburn explained a key lesson learned
across the four study sites: cultural context is critical. Interven-
tions must be culturally-centered, not just culturally-adapted.

Next, Dr. Swinburn described the research he conducted in
Hawke’s Bay called Nourishing Hawke’s Bay. Hawke’s Bay is a
region of New Zealand with a high prevalence of poverty, poor
nutrition, obesity, and a high Maori population. Using cognitive
mapping interviews, he asked the community what should be
done around childhood obesity prevention. 42 As part of the study,
the team conducted systems mapping with the community and
adolescents, conducted an evaluation of the new free school lunch
program (quantitative, qualitative, system dynamics modeling),
and adolescents developed the Rangatahi Eating and Wellbeing
Guidelines. Additionally, community group model building was
conducted that incorporated strong Maori concepts, with two
Maori presenters translating and putting it in the Maori context. 43

Dr. Swinburn concluded the presentation with future directions for
community-based obesity prevention. First, he noted the need to
bring the science methods to emerging community actions rather
than forcing the interventions into RCTs and research funding
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models. Second, he explained the need to co-develop actions
with the community using participatory research methods and
Indigenous and traditional knowledge and processes. Finally, he
stated that interventions must be culturally-centered, communi-
ty-partnered, and systems-evaluated.

ASSIST Shifting the Paradigm for
Tobacco Control in the United States: A
Policy and Media Approach with Results

Bob Vollinger, DRPH, MSPH

Centers for Disease Control and Prevention

Dr. Vollinger described the ASSIST program as a partnership
between NCI and the American Cancer Society (ACS) to imple-

ment comprehensive tobacco control programs. The partnership,
which was based on proven smoking prevention methods developed
within NCI's research trials and other smoking and behavioral
research, aimed to demonstrate that the widespread, coordinated
application of tested strategies to prevent tobacco use would
significantly reduce rates of smoking. At the time of ASSIST, there
was a paradigm shift in that the field was moving from an emphasis
on individual interventions toward more population-based inter-
ventions. He cited a 2014 CDC Best Practices for Comprehensive
Tobacco Control Programs report, which stated: “Although itis
appropriate and necessary to fund and provide certain cessation

treatment services (such as quit lines) to underserved populations,
‘the programs’ focus should remain on population-level, strategic
efforts to reconfigure policies and systems in ways that normalize
quitting and that institutionalize tobacco use screening and
intervention within medical care.”

Dr. Vollinger explained that the ASSIST program focused on three
key items: policy, media, and program services. The goal of ASSIST
was to change social norms of tobacco use by educating the public
and the decision makers, working through the mediato change
policy and increase demand for program services. Extensive media
training was provided with the goal of benefiting from positive
news coverage and creating newsworthy stories and events to offer
to thelocal outlets in the respective markets. Training on media
advocacy—the strategic use of any form of media to help advance

a social or public policy initiative—was also provided; this was an
innovative tool at that time. Dr. Vollinger explained that the critical
work of educating the public and decision makers was accom-
plished through petitions, persuasion, personal relationships, and
working with the media (counter-marketing and earned media) to
make the case for tobacco control and expose factual omissions or
distortions by the tobacco industry. Strategic use of media included
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developing hard-hitting, clear messages; identifying and preparing
all spokespeople to deliver the same message; being ready to
respond quickly to media requests; and being ready to counter
tobacco industry arguments.

Dr. Vollinger shared key findings from the evaluation of ASSIST.
First, states with higher initial outcome (policy outcomes) scores
had lower cigarette consumption rates and lower tobacco use
prevalence rates. The quantitative evaluation showed the following
small but significant program effects on final outcomes: 1) ASSIST
states had a greater decrease in adult smoking prevalence rates
than non-ASSIST states, 2) states with stronger tobacco control
programs had lower cigarette consumption, and 3) states with
higher capacity scores had lower cigarette consumption. He

noted that building capacity and using a community engagement
approach was crucial to success.

Discussion and Q&A
with Panelists

In your research, how did you
establish trust as an outsider?

DR. SWINBURN: I started by working with the Maorileaders
who had status within the community and asking what they
wanted to achieve from such an intervention. It is important to
engage communities on their terms and on the issues that they see
as important.

Whatis the role of stigma and bias in
obesity prevention, and how does it
impact mobilization of resources?

DR. SWINBURN: White bias is very pervasive, and from what
Iunderstand from the literature, it seems to be getting worse,
whereas other sorts of stigma and bias may be getting better. In
New Zealand, the populations with the highest prevalence of
obesity are Pacific populations and Maori populations. They
have a different body size perception, and as aresult, they react
negatively to the word “obesity.” We must respond to that and
operate on their terms.

Dr. Vollinger concluded that ASSIST provided evidence that
comprehensive, evidence-based interventions can significantly

reduce tobacco use, and it broke the tobacco industry’s

monopoly on the media. The ASSIST program developed a
national, multi-level infrastructure with the capacity to deliver
population-based tobacco use prevention and control that included
developing skills and providing technical assistance and training.
Further, ASSIST provided the nuts and bolts of tobacco control
such as focusing on upstream indicators as goals and introducing
new strategies to public health (e.g., media and policy advocacy
techniques). ASSIST revealed that policy change is essential

to having impact and that partnerships are key. Since its devel-
opment, the ASSIST model has been widely replicated in many
different forms.

Considering that obesity is a much
more complex problem than tobacco,
how can we mobilize the same
resources and political will that
worked for ASSIST?

DR. VOLLINGER: Political will is always a challenge; however, the
political climate was quite different when ASSIST was concep-
tualized than it is now. Also, one unique thing at the time was the
funding that was available for tobacco work.

DR. HOELSCHER: We’re working on a project, Research to Policy
Collaboration, in which we ask state legislators about their policy
priorities. From this project, we’ve learned that maternal and child
health policies and school-based versus adult-focused policies tend
to be more popular in terms of obesity prevention.
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How could the Maori model be applied
to communities in the United States?

DR. SWINBURN: Understanding the local context is so critical.
We’ve tried to culturally adapt approaches that were previously
effective in other places, and they didn’t turn out to be successful
because the approaches didn’t come from within the community.
Long-term relationship building and understanding priorities
from within the community are crucial. Working with the Maori
population is quite different from working with other Indigenous or
other non-white cultures. For example, within New Zealand, there
is ahigh proportion of native Maori speakers, whereas the Native
American populations from North America have extremely low use
oflocal language.

In designing your intervention,

did you consider culturally

specific interventions for

Hispanic populations?

DR. HOELSCHER: Yes, we conducted a lot of formative qualitative
work to understand what we needed to do to be culturally respon-

sive. For example, we learned you can’t write something in English
and translate it to Spanish because you lose nuance.

In your research among preschool
children, there were no effects on

the targets of the intervention, yet
there was a positive outcome in
terms of BMI z-score. Can you
comment on this?

DR. HOELSCHER: There was a decrease in percent BMI 95th
percentile over time, but it wasn’t enough to achieve intervention
control effect for the first three months. We think asking the
provider to mention to the families that the children need to seek a
program for obesity prevention had an effect. We then randomized

them into the provider-based or community-based program, which
is consistent with the AAP clinical screening guidelines.
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Do you think the community
understands the systems
approach more intuitively than
the scientists do?

DR. HOELSCHER: Yes, they do. We’ve heard that communities feel
frustrated that some of their environments support healthy eating
and physical activity and others don’t. This causes frustration
because they’re trying to make appropriate choices, but they don’t
have help from the environment.

DR. SWINBURN: Yes, the systems approach is essentially what the
Maoripeople have been practicing for thousands of years.

Are you optimistic about

reducing childhood obesity

levels in your lifetime?

DR. SWINBURN: I take great optimism from almost all the
countries south of the United States, especially Latin American

countries. They know how to mobilize, and they’re passing policies
from which the rest of the world can learn.
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Day 1 Closing

Dr. Hatfield introduced Jamie Chriqui to provide closing remarks
for the first day.

Dr. Chriqui thanked the members of the planning committee,
presenters, and audience members. She provided a recap of day
one of the NCCOR OPUS workshop and previewed the agenda
and topics to be presented during day two. Day one of the OPUS
workshop focused on setting the stage for approaching obesity
prevention from a systems perspective and provided key lessons
from successful PSE efforts related to obesity prevention and
tobacco control. Cross-cutting themes from day one included:

1.

Multi-level or multi-sectoral approaches to obesity prevention
at the national, state, and local levels are needed with rigorous
theory and methods, as well as scalable approaches and
strategies for overcoming barriers to change.

There is no single intervention that can address all individual
circumstances and contexts alone, and for this reason, a
systems approach to obesity prevention is necessary. While
there is no silver bullet, the presenters provided insights on
some key strategies that are particularly effective.

Moving forward, we need to focus on systems science training
and how to sustain interventions beyond the research funding.

POLL QUESTION

“What is the most
important lesson
you are taking
away from today’s
conversations that
you can apply to
your own work?”

24

responses
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Obesity-Related Policy, Systems, and
Environmental Research in the U.S.

Workshop Day 2

Welcome

Susan Czajkowski, PhD
National Cancer Institute, National Institutes
of Health

Heidi Blanck, PhD
Centers for Disease Control and Prevention,
Obesity Prevention and Control Branch

Dr. Hatfield welcomed attendees to the second day of the workshop
and introduced Susan Czajkowski and Heidi Blanck, both members
of the planning committee, to provide opening remarks. Dr.
Czajkowski recapped key topics presented and discussed during
day one of the workshop, including 1) utilizing systems approaches
to advance obesity prevention, 2) applying systems thinking in
community-engaged research, 3) exploring lessons learned from
PSE research on obesity prevention, and 4) identifying critical next
steps in multilevel research to address obesity. Next, Dr. Blanck
previewed the agenda and topics to be presented during day two,
including a focus on examining best practices in obesity prevention
with specific attention to community engagement and systems
change through an equity lens.

POLL QUESTION

“What’s your favorite
way to be active?”
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Authentically Engaging Communities to

Maximize Relevance and Impact »

View presentation slides

MODERATOR

PANELIST

Caree Cotwright, PhD, RDN
Dr. Cotwright is director

of Nutrition Security and
Heath Equity at the Food
and Nutrition Service,
United States Department
of Agriculture.

Dr. Hatfield introduced Caree Cotwright as the moderator of the
panel discussion. Dr. Cotwright shared USDA’s recent equity
accomplishments in nutrition security, including improving
emergency food assistance, increasing access to fresh fruits and
vegetables, increasing food access for families in the summer, and
strengthening food supply chain infrastructure.

Community Partnerships to Advance
Science for Society (ComPASS) Program

Alison Brown, PhD, RDN
National Heart, Lung, and Blood Institute,
National Institutes of Health

Dr. Brown explained the ComPASS program at NIH, supported
by the NIH Common Fund. The focus of ComPASS is to support
community-led structural interventions that leverage multi-sec-

toral partnerships with the goal of intervening in social determi-
nants of health (SDOH) and advancing health, equity and reducing
health disparities. She noted that the NTH Common Fund, which
is funded by the Office of the Director, is managed in partnership
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Alison Brown, PhD, RDN
Dr. Brown is program director of the National Heart Lung Blood
Institute, National Institutes of Health.

Denise Holston, PhD, MS, RDN

Dr. Holston is associate professor at Louisiana State University
(LSU) Agricultural Center and program director of LSU Ag Center
Healthy Communities.

Kelli Wilson Begay, MS, MBA, RDN

Ms. Wilson Begay is the Principal Consultant of Maven Collective.

She comes from the Kickapoo, Seminole, and Muscogee Creek people;
Tribal Nations now located in Oklahoma.

with NIH Institutes and Centers across the agency. The Common
Fund supports a set of NIH-wide efforts and programs with the
goal of fostering innovative and transformative impact to benefit
the broader biomedical and behavioral communities. She explained
that Common Fund programs are meant to accelerate emerging
science, remove research roadblocks, enhance the scientific
workforce, and support high-risk, high-reward science.

Dr. Brown described the two goals of ComPASS: 1) catalyze, deploy,
and evaluate community-led health equity structural interventions
that leverage partnerships across multiple sectors to reduce health
disparities, and 2) develop a new health equity research model for
community-led, multisectoral structural intervention research
across NIH and other federal agencies. As part of the strategic
planning for ComPASS, eight listening sessions were held in
October and November of 2021. Key themes that arose from the
listening sessions were 1) the importance of community ownership
and community-led research, 2) forging relationships and building
trust, particularly for those communities that have been
historically disenfranchised, 3) the importance of community
capacity building, 4) the need for more innovative public

and private partnerships, 5) importance of more support for
navigating the NIH enterprise, and 6) data and evidence needed

for structural interventions.
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Dr. Brown noted, a key innovation of ComPASS is the focus on

structural interventions to address SDOH. A structural interven-
tion can be defined as “an attempt to change the social, physical,
economic, or political environments that may shape or constrain
health behaviors and outcomes, altering the larger social context
by which health disparities emerge and persist” (Brown et al. 2019,
American Journal of Public Health). The goal of these upstream
interventions is to address conditions where people are born,
grow, learn, work, play, live, and age and which impact a variety

of different areas (human and social services, commerce, health
care, economic and urban development, transportation, education,
housing, and justice). A key aspect of the innovation of ComPASS
is community-led research in which the funded organizations

are community-based. Research has shown that community-
engaged approaches are key research strategies to address

health disparities and advance health equity, particularly

for communities that have often been left out of the research
paradigm. To achieve this goal, ComPASS is comprised of three
initiatives: 1) Community-Led Health Equity Structural
Interventions (CHESIs), 2) Health Equity Research Hubs

(Hubs), and 3) ComPASS Coordination Center (CCC).

Dr. Brown concluded the presentation by explaining how
ComPASS will improve health. She explained, ComPASS will
increase our understanding of the mechanisms that produce and
perpetuate health inequities and disparities, build a repository of
evidence-based health equity research that could be used for future
interventions, provide capacity building and training curricula

for other community-based organizations that are interested in
engaging in research, and create innovative models to accelerate
the translation of discoveries into policy and practice. The program
is currently in the intervention planning and preliminary devel-
opment stage. Future stages span through fiscal year 2030-2031
and include refining interventions, implementing interventions,
implementing outreach, and compiling the ComPASS assessment.

Lessons Learned from the
CDC High Obesity Program

Denise Holston, PhD, MS, RDN
Louisiana State University School of Nutrition
and Food Sciences

Dr. Holston described the CDC HOP program funded in Louisiana
since 2015 (internally named Healthy Access, Behaviors, and
Communities, or Healthy ABCs). The HOP program leverages
Cooperative Extension Services to increase access to healthier
foods and safe and accessible places for physical activity in
counties that have more than 40 percent of adults with obesity.
Across the state of Louisiana, 35 of 64 (55%) parishes were eligible

to participate, and 12 were included in the intervention. Dr. Holston
explained that the CDC HOP programs work cooperatively with

the state office, local agents, and communities. The overall impact
of the HOP program from 2018-2023 includes over $4 million in
outside funding to support food system and physical activity
enhancements; over 30,000 people with improved access

to healthier foods; and nearly 25,000 people impacted by

plans, policies, or improvements to routes connecting

everyday destinations.

Dr. Holston’s work in the communities focuses on using a commu-
nity participatory approach by working directly with community
leaders and residents via coalitions and workgroups. She explained
that assessments and planning technical assistance (TA) are
provided at no cost to communities; these tools and guidance
empower communities to create the desired changes equitably.

Dr. Holston utilizes a structure for nutrition and community
health outreach to guide the work. This includes conducting a
needs assessment, hosting community forums to guide the efforts,
forming healthy community coalitions, using pooled resources to
make changes according to needs identified by the community, and
supporting PSE changes with education and TA.

As Dr. Holston explained, a community-based participatory
research (CBPR) approach is used for both evaluation and
outreach. This iterative process is built on trusting relationships
between community members and researchers, including
feedback checks throughout the course of a project and prioritizing
long-term commitment to sustainable, equitable change. In

CBPR, communities are understood as distinct, and research is
approached through collaboration, with community members
working alongside researchers. Dr. Holston noted that the CBPR
process bolstered community support for project initiatives and
provided a more authentic picture of the communities. With a focus
on community engagement, community members participate in
various aspects of assessment, including identifying barriers and
assets in their community and identifying interventions to address
identified barriers and elevate assets. She emphasized that the
community members are involved in almost all aspects of project
planning, development, implementation, and evaluation.

Dr. Holston shared an example of operationalizing community
engagement and CBPR that resulted in a successful partnership
and outcomes. She described a community that had started a
farmers market; however, the vendors were not accepting SNAP
benefits. Through outreach and community engagement, Dr.
Holston and her team helped the vendors overcome barriers to
accepting SNAP at the farmers market. She explained that the
community and programs are now growing and thriving, even
after her team concluded the engagement work. For example, the
community now has two farmers market locations, a farmers
market box sale, and a full-time farmers market manager.
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Dr. Holston concluded the presentation with key lessons learned
from employing community engagement in the CDC HOP program
in Louisiana. She noted that authentic community engagement

is critical for all aspects of obesity-related PSE outreach and
evaluation and that building trust with the community through
community engagement is critical. She also noted that community
engagement should not be a one or two-time event and that Coop-
erative Extension Services or other local community champions
are essential. Finally, she shared that community engagement can
increase the likelihood of sustainability.

Considerations for
Indigenous Communities

Kelli Wilson Begay, MS, MBA, RDN

Maven Collective Consulting

Ms. Wilson Begay provided an overview of Tribal nations and
health systems in the United States serving Native people. She
explained, there are 574 federally recognized Tribal nations across
37 states. Aside from the tribes recognized by the federal govern-
ment, there are a few dozen more that are state-recognized. In
2020, there were 10 states with the largest percentage of American
Indian/Alaska Native (AI/AN) people: Alaska (20%), Oklahoma
(16%), New Mexico (12%), South Dakota (11%), Montana (9%),
North Dakota (7%), Arizona (6%), Wyoming (5%), Oregon (4%), and
Washington (4%). The 2020 census counted 9.7 million AI/AN
people (alone or in combination with another race), with 70% living
inurban areas. She noted it is common for community members to
live on the reservation during the weekend and commute to a bigger
city during the week for work.

Ms. Wilson Begay explained the three health systems serving
Native people: Indian Health Services (IHS), Tribally Operated
Health Care Services, and the Urban Indian Health Program.

The first, IHS, is the agency within the Department of Health and
Human Services responsible for providing federal health services
to American Indians and Alaska Natives in exchange for the land
and oppression experienced by Native people. Services are admin-
istered through a system of 170 IHS and tribally managed service
units. The second type of health system is those that tribes operate.
The Indian Self-Determination and Education Assistance Act
allows tribes the option of exercising their right to self-determina-
tion by assuming control and management of programs previously
administered by the federal government. The final health system

is operated by the Urban Indian Health program, established in
1976 to make health care services more accessible to urban natives.
There are over 40 urban Indian health organizations that provide
access to culturally appropriate and quality health care services.
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Ms. Wilson Begay emphasized several considerations to be aware
of when working with Tribal communities and cautioned that these
considerations are only starting points as they will not apply to
every community. First, she stated, it is important to be aware of
the differences in Indigenous and Western research assumptions
and concepts, such as matriarchal versus patriarchal families, a
quality-centered versus quantity-centered viewpoint, and a collective
versus individual sense of well-being. In Indigenous communities,
relationships matter, and it is imperative to take the time to build
trust and genuinely strong relationships. For example, investing in
champions is vital.

Next, Ms. Wilson Begay explained that multi-generational households
are common. She noted that taking an intergenerational approach
and including connections to ancestors and past generations, as well
as future generations, is key. Next, she explained that there is no one-
size-fits-all approach; adaptation and tribe-specific approaches based
on traditional knowledge and native thought are appreciated. The act
of giving back and reciprocity should be practiced, including citing
elders in manuscripts and sharing results back with the community.
She noted that this goes back to the importance of relationships and
having a transparent line of communication and sharing. Finally, Ms.
Wilson Begay stated that in Indigenous spaces, a spiritual connection
and life way are often acknowledged, yet frequently avoided in
Western academic practice. The spiritual connection should be
considered when working with Native people.

Ms. Wilson Begay concluded the presentation by summarizing best
practices for working with Indigenous communities, including 1)
inviting community input from the beginning, 2) creating safe spaces
for sharing and feedback, 3) being mindful of power dynamics, and 4)
trusting that communities know how best to serve their people.
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Discussion and Q&A
with Panelists

Please share your most humbling
experiences, as well as suggestions
for better engaging with communities
and forging strong connections.

DR. BROWN: Speaking from the funder’s perspective, I think it’s
important to understand and be mindful of the amount of time it
takes for authentic community engagement and community-led
work. In the ComPASS program, we're able to use the Other
Transaction Authority mechanism, a unique mechanism used
within NTH that allows for more flexibility and the ability to be
nimble in the time frames compared to traditional clinical trial
mechanisms. With the 25 CHESI awardees, we're learning that
time is needed to conduct the community assessment, to account
for the timing to hire and capacity building.

MS. WILSON BEGAY: Once, I was presenting about creating
acurriculum for American Indians and Alaska Natives. In the
audience was an Alaska Native person who said, “This has nothing
to do with Alaska Natives; why are you even saying thatitis,
because it’s not.” That was a true revelation for me that ATand AN
people should not be lumped together into one group, as is typically
done in government and research.

DR. HOLSTON: As adietitian, I'd educate the community to eat
fruits and vegetables and drink water. Yet, most of the communities
that we’re working in don’t have reliable drinking water. We're
expecting them to follow our recommendations when they don’t
even have some of their basic needs met.

Can you expand on generational or
other adaptations that you are making
in the communities you work in?

MS. WILSON BEGAY: Building a family approach could look a
million different ways. It doesn’t necessarily mean programming
for every generation is offered. It could be as simple as understand-
ing that the grandparents are taking care of the grandkids and then
providing child care so that the grandparents can participate.

It is important to understand the real-life situations that we’re
faced with in the community and be mindful of how to address the
whole family.

DR. HOLSTON: In the development of a community engagement
plan, you need to know who is in the community and whose voices
have been underrepresented or underreported. For example,
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our communities are largely rural, and we have seen a greater
population of older folks who are raising grandchildren. We knew
we needed to capture their voices and experiences in our work.

DR. BROWN: Focusing on the family is key, particularly for racial
and ethnic groups that have collective mindsets. Two funded
CHESIs focus on family dynamics. One is in the Bronx, collab-
orating with residents in the New York City Housing Authority

to develop and test the economic impacts of providing child care
access to residents. They are thinking about the family and what
that means for generational wealth or getting out of generational
poverty. The other CHESI is in Puerto Rico, working to fight
childhood poverty. They are looking at the trickle-down effect of
poverty on household dynamics and mental health.

How do you see community-led

and engaged approaches driving and
contributing to larger-scale state

and federal policy change? At USDA,
we’re promoting MyPlate as a
household name, and I’m on a MyPlate
promotional tour to hear about
barriers, successes, and challenges.
We want everyone to be able to use the
resources, so we’re making sure that
it’s contextually, linguistically, and
culturally appropriate.

DR. BROWN: The hope for COMPASS is that the repository of
evidence-based interventions can help inform policy. Engaging
community members in the civic process will hopefully contribute
to the political environment in their local or state communities and

lead to advocacy for improved policies that address the structural
and social determinants of health.
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What key strategies for reducing
stigma and building partnerships
with communities would you share
with the next generation of childhood
obesity researchers?

DR. BROWN: It is important to train your mentees to be culturally
humble and culturally competent. With the ComPASS program, we
focus on listening. The next cadre of childhood obesity researchers
should be trained in qualitative methods and the importance of
focus groups and key informant interviews to inform the work.

MS. WILSON BEGAY: I think using a strength-based narrative is
effective. It is also important to ask the community what is most
important to them.

DR. HOLSTON: For our communities, there was a stigma associ-
ated with the term “obesity.” We stopped using the term because
everyone can benefit from being physically active, having a place to
play, and having access to healthy food.
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How did you determine what tools and
guidance your counties and coalitions
needed? How did you deliver training
to the agents and then pass that along
to the coalitions?

DR. HOLSTON: CDC had awhole list of evidence-based
interventions, but we knew that the interventions needed to be
tweaked for extremely hot, humid summers and the yearlong
growing season. After we received feedback from the formative
evaluation, we matched that to the interventions and offered those
for consideration. It was a step-by-step process to take all the
information we heard and match it to what the research shows is
effective. We developed a healthy communities framework in which
all our programs operate, and this helps us train our agents.
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Food and Physical Activity Environments:
Thinking Beyond Food Retail and Green Space »

View presentation slides: Part 1 View presentation slides: Part 2

MODERATOR

Angela Odoms-Young, PhD
Dr. Odoms-Young is the
Nancy Schlegel Meinig
Associate Professor of
Maternal and Child
Nutrition at the Cornell
College of Human Ecology
and director of the Food
and Nutrition Education

in Communities Program
(FNEC) and New York
State Expanded Food

and Nutrition Education
Program (EFNEP).
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PANELIST

Vivica Kraak, PhD, MS, RDN
Dr. Kraak is associate professor of Food and Nutrition Policy in the
Department of Human Nutrition, Foods, and Exercise at Virginia Tech.

Deborah Salvo, PhD

Dr. Salvo is an associate professor of Health Behavior and Health
Education in the Department of Kinesiology and Health Education of the
College of Education at University of Texas at Austin.

Lindsey Smith Taillie, PhD

Dr. Taillie is an associate professor at the University of North Carolina
Gillings School of Global Public Health Department of Nutrition and
co-director of the Global Food Research Program.
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Maximizing the Influence of
Choice-Architecture and Marketing Mix
Strategies for Healthy Diets and
Physical Activity in Diverse Settings

Vivica Kraak, PhD, MS, RDN
Virginia Tech, Department of Human Nutrition,
Foods, and Exercise

Dr. Kraak described the concept of nudge and nudging, which
emerged from the seminal book by Richard Thaylor and Cass
Sunstein, Nudge. A nudge is an “attempt to influence people’s
judgment, choices, or behaviors in a predictable way by using
cognitive boundaries, biases, routines and habits.” In contrast,
nudging is the “systematic and evidence-based development and
implementation of nudges to create behavior change.” 44 Dr. Kraak
noted that nudge theory is rooted in behavioral economics, as well
as consumer psychology and the philosophy of preserving the
freedom of choice of individuals (libertarian paternalism) without
the need for government interventions, legislation, regulation,

or litigation.

Dr. Kraak explained that choice is quite different from agency;
choice is relational, while agency is the capacity to act inde-
pendently. Nudges alter choice architecture in microenvironments
to influence people’s judgment, choice, or behavior in predictable
ways because of cognitive biases, routines, and habits through
automatic processes (limited consciousness) but do not exclude
reflective processes. Therefore, nudge strategies alter the proper-
ties or placement of objects or stimuli in environments and settings
to change health-related behaviors and may influence peoples’
default choices to encourage healthy lifestyle behaviors. She noted
nudge effectiveness is based on three assumptions: 1) people will
choose options that require the least amount of mental or physical
effort, 2) people will align their behaviors with prevailing social
norms, and 3) people will identify with peer or cultural groups that
reinforce specific behaviors.

Dr. Kraak described four distinct types of nudges: blue, green, al-
gorithmic, and dark. Blue nudges encourage diet, physical activity,
and health behaviors across sectors and settings. Green nudges
encourage environmentally sustainable behaviors across sectors
and settings. Algorithmic nudges are AI-driven technology that
influences what we buy online (i.e., groceries, products). Finally,
dark nudges are marketing that is vague or provides misleading
information that encourages unhealthy foods, sugary beverages,
alcohol, tobacco, and gambling. She noted that researchers need
to consider how to combine nudges and marketing mix strategies
within and across sectors (e.g., retail environments, child care
and schools) to have a measurable, meaningful impact. Dr. Kraak
provided an example of a voluntary marketing mix and nudge
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strategy framework developed at Virginia Tech to promote healthy
restaurants. 45 The strategies included in the framework are place
(lighting and visual cues), profile (nutrient targets), portion (reduce
and standardize), pricing (increase sales of healthy choices),
healthy promotion (responsible marketing practices), picks (default
choices), priming or prompting (menu labeling), and proximity
(placement of products).

Dr. Kraak concluded the presentation by explaining that choice
architecture nudges are most effective when 1) behaviors require
small and subconscious changes; 2) behaviors are frequent and
habitual for targeted populations; 3) behaviors are perceived to be
positive; 4) pricing strategies (marketing mix) and policies (taxes
and subsidies) are used; and 5) behaviors are socially normalized,
incentivized, and reinforced by individual plus PSE change strate-
gies, at scale, across settings and sectors, and persuasive messages
reinforce healthy and sustainable diet and activity choices. She
concluded that future research should focus on combining PSE
change strategies and evaluating feasibility, acceptability, and
effectiveness for targeted populations in real-life settings, scaled
up and sustained as the social norm.

Environmental Drivers of Physical
Activity: A Global Perspective

Deborah Salvo, PhD

University of Texas at Austin, Department
of Kinesiology and Health Education,
College of Education

Dr. Salvo explained that PA intervention research is heavily
focused on high income countries, where a minority of the global
population resides, such as the United States and Australia. 46 She
noted more equitable research is needed in low- and middle-income
countries where over 80 percent of the global population resides.
Physical inactivity is considered a global pandemic; five million
deaths per year are attributable to physical inactivity. While
individual and targeted approaches are helpful, she stated, they
won’t be enough to tip the scale in favor of public health.

Dr. Salvo described the Walkability Index, a tool that assesses
factors that lead to walkability (i.e., a measure of how conducive a
place is for walking), including intersection density, net residential
density, retail-to-floor arearatio, and land use mix. 4’ The
Walkability Index has been tested in American cities and is highly
associated with the number of minutes of walking or PA per day,
irrespective of SES. For settings like the United States, this index
helps predict and understand if an area is conducive to walking.
However, the index does not work as well in low- or middle-income
countries. For example, she cited a study that found an inverse
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relationship between the Walkability Index and moderate to
vigorous PA in Mexico City. She explained that it appeared the

Walkability Index was the “anti-walkability index” in Mexico.
In Mexico, the circumstances in which people walk are much
different than in the United States. For example, walking may be
the only transportation choice and may occur under suboptimal
conditions in Mexico. She described this as “choice-based” PA
versus “necessity-based” PA. For these reasons, she emphasized
that context matters in PA intervention development.

Dr. Salvo concluded the presentation by stating that research
centered on identifying, understanding, and resolving inequities in
access to activity-promoting environments requires contextually
relevant approaches. She noted that it is acceptable to replicate
and adapt strategies that have been effective in the past; however,
researchers must develop measures that reflect the context and the
population of study.

Lessons from International Food Policy

Lindsey Smith Taillie, PhD
University of North Carolina Gillings School of
Global Public Health

Dr. Smith Taillie explained that poor nutrition is a top risk factor
for global diet-related non-communicable diseases, with three-
fourths of adults living with diabetes in low- and middle-income
countries. 48 Solutions are needed to solve a systemic food
environment problem due to rapid increases in sugary drinks and
ultra-processed foods high in energy, added sugar, saturated fat,
and sodium in the marketplace. She noted the Chilean Law of Food
Labeling and Advertising is a great case study of one of the most
comprehensive food environment policies in the world.

Dr. Smith Taillie explained that the Chilean Law of Food Labeling
and Advertising was implemented in 2014 and required that
ultra-processed foods and drinks high in added sugar, sodium, and
saturated fat meet standards for labeling (i.e., awarning label).
Additionally, child-directed marketing was not allowed during
the daytime, and food products that carry the warning label were
prohibited from the school food environment. Prior to implemen-
tation, there was a high prevalence of obesity and unhealthy diets
in Chile: 51 percent of children aged 6-7 years had overweight or
obesity, and 74 percent of adults over 15 years of age had overweight
or obesity. Further, there was also a high intake of ultra-processed
foods and sugar drinks.
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Dr. Smith Taillie described changes that occurred as aresult of
the law. First, the packaging and the food environment in Chile
changed. Compliance with the packaging requirements of the

law was high at 95 percent of products. There were decreases in
child-directed marketing; 43 percent of high-in cereals were used
in child-directed marketing in 2015, and this was reduced to 15
percent by 2017. 4° There were also decreases in TV ads for “high-
in” foods, resulting in child exposure to unhealthy TV ads dropping
from 44 to 58 percent. 5° The food industry reduced sugar, sodium,
saturated fat, and calories in products like beverages, cereals, and
soups, leading to a 7 percent reduction in prevalence of unhealthy
products (mostly in beverages). 3 Further, the law incentivized
manufacturers to reformulate to avoid products having to bear
the warning label. She noted that purchases of labeled products
decreased, and research is ongoing to determine if this was due to
changes in behaviors or reformulation.

Dr. Smith Taillie explained that people in Chile understand the
warning labels, and they are indeed effective. For example, one
person from a study stated, “Because of this new law, my daughter
has been taught a lot about these black logos. ‘No, Mom, you can’t
buy me that; my teacher won’t accept it because it has those labels.’
And she requests salads; she won’t accept snacks that have black
labels.” A common pushback from the food industry is that such a
policy will harm the economy; however, no changes in employment
or wages have been identified in evaluations. 32 In focus groups
with mothers in 2020 (four years after implementation), it was
found that price was important to families, despite their knowing
that a product was unhealthy. 3 To address this issue, Dr. Smith
Taillie noted, fiscal policies may need to be considered such as
healthy food incentives or taxes. Dr. Smith Taillie concluded the
presentation by stating that policies can drive dietary change, but
we need comprehensive packages of policy action.
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Discussion and Q&A
with Panelists

We’ve heard from prior presentations
that local context matters. In your
different fields, what are important
aspects we need to think about

next in terms of the person and
environment interactions?

DR. KRAAK: There has been much attention recently on sustain-
able diets and climate change, and I think there’s an opportunity
to shape and test messages around health or healthy weight that
are linked to diets that are environmentally sustainable. We need
to develop messages that are compelling and that resonate with
people to get them physically active, both for their own health
and the health of the planet and ecosystems. In the report, The
Global Syndemic of Obesity, Undernutrition, and Climate Change:
The Lancet Commission report, we talk about those as triple duty
actions to address under-nutrition, over- nutrition, as well as
climate change.

DR. SALVO: We must consider context as a critical entry point.
Context is not an added variable that we adjust for as an after-
thought, but it should happen at the very beginning of the research
process. As researchers, when we promote health behaviors, we
should consider context at the very beginning of our process in
terms of the measures and the research questions. For instance, in
a context like Mexico, most PA is necessity-driven. If you look at
the overall prevalence of PA, it looks like the population is active;
however, much of this PA occurs in bad circumstances.

DR. SMITH TAILLIE: The food industry is good at perpetuating
messages and reaching target populations. As public health
practitioners, we are decades behind in message development

and delivery. We're developing messages or strategies that may

be alittle tailored, whereas the folks that are promulgating the
high consumption of these foods are doing it in a way that’s being
delivered directly to people’s phones all day, every day. We could
make more progress if we could develop interventions and policies
that account for the nuance of where people live, what people
prefer, and other factors in their lives.
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How do you bring equity into
your research?

DR. SMITH TAILLIE: Right now, I'm trying to understand what

an effective front-of-package label design would look like in the
United States and what the likely effects would be in populations
that have lower English literacy. For folks who may not necessarily
understand the words, could we use shapes, colors, or icons? This is
important to consider when we’re thinking about policy design.

DR. SALVO: My entire work is driven by the pursuit of health
equity. To me, the goal of public health should be to reduce health
disparities and health inequities. We have good case studies from
across the world of what the ideal circumstance could be in ideal
environments with ideal policies. However, the truth is that

not everybody has access. Reducing that gap has been the focus of
my research.

DR. KRAAK: I've been thinking alot about food systems and
governance. For example, what is it going to take to adopt more
progressive radical approaches that are driven by democracy to
transition and transform to healthier and more sustainable diets
and food systems? We need to be explicit about understanding
political ideology, paradigm, discourse, and governance.

How are the communities informing
the policy changes in the research you
are conducting?

DR. SMITH TAILLIE: Generally, in other countries, this work is

led by grassroots coalitions comprised of folks from the health
community and parents. The coalitions have done well at bringing
people to the table to understand proactively what the potential
unintended consequences of these policies would be. In other cases,
ithasbeen alittle bit of trial and error. I do see that countries are
learning from each other. Subsequent policies are becoming more
comprehensive and able to address these issues more proactively.
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Social Policy as Obesity Policy: The Impact of
Addressing Social Determinants of Health »

View presentation slides

MODERATOR PANELIST

Andrea Richardson,
PhD, MPH

Dr. Richardson is a senior
policy researcher at the
RAND Corporation and a
professor at the Pardee
RAND Graduate School.

Minimum Wage as a Social Determinant
of Health: The Wage$ Study

Caitlin Caspi, ScD
University of Connecticut Rudd Center for Food
Policy and Health

Dr. Caspi explained that economic stability is one of five social
determinants of health and is distinct from the four other social
determinants due to the variety of dimensions it encompasses
(i.e., food security, housing, poverty, and employment). As such, a
modifiable policy action, namely, raising the minimum wage,
could impact job pay and translate into better access to
health-promoting resources. She noted there is evidence that
raising the minimum wage can result in more favorable health
outcomes. However, there are contradictory findings regarding the
relationship between raising the minimum wage and the effect on
weight-related outcomes.

Dr. Caspi described the Wage$ Study, an evaluation of the
Minneapolis Minimum Wage Ordinance passed in June 2017 that
incrementally changed the minimum wage from $10.00 to $15.00
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Caitlin Caspi, ScD

Dr. Caspi is an associate professor in the Department of Allied
Health Sciences at the University of Connecticut, director of Food
Security Initiatives at the Rudd Center for Food Policy and Health,
and associate director of the Institute for Collaboration on Health,
Intervention, and Policy.

Dolores Acevedo-Garcia, PhD

Dr. Acevedo-Garcia is the Samuel F. and Rose B. Gingold Professor of
Human Development and Social Policy, and director of the Institute for
Child, Youth and Family Policy at the Heller School for Social Policy and
Management at Brandeis University.

Carl Gershenson, PhD
Dr. Gershenson is the director of the Eviction Lab at Princeton University

per hour (2018-2024). The study was conducted to understand
the effects of the minimum wage increase on health outcomes,
with obesity as the primary outcome. Since the intervention was
focused on a SDOH, the study had the potential to affect other
outcomes, as well as reduce racial and ethnic disparities in health.
A total of 495 low-wage workers in Minneapolis were recruited
and compared with 474 low-wage workers in the comparison city
of Raleigh, North Carolina. At the time the study was conducted,
she noted, both the COVID-19 pandemic and the murder of George
Floyd in Minneapolis had occurred (2020) and caused civic unrest
that impacted food distribution and security.

Dr. Caspi described the results of the quantitative analysis, which
showed that the mean hourly wage increased in both cities, and
there were no difference-in-difference effects between 2018-2022.
There were city-specific effects, such as year-specific increases
and an overall increase in both cities. Adjusted for inflation and
presented in 2022 dollars, the mean hourly rate for Minneapolis
increased from alittle over $12.00 to about $17.00, and the mean
hourly rate for Raleigh increased from about $11.00 to almost
$16.00. The change in BMI was stable between 2018-2022;
however, there was an overall decrease in food insecurity in both
cities. Dr. Caspi explained this was likely not due to the ordinance,
considering there was an unprecedented amount of COVID-19
policy supports in place that could have affected food insecurity
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directly. Key themes from the qualitative analysis included 1) the

ordinance was too little too late, 2) people relied on a patchwork of
supports, and 3) the COVID-19 economic supports offered relief but
were temporary. Low-wage workers reported they were experienc-
ing chronic financial hardship and chronic food insecurity much

of the time, despite receiving economic relief measures during the
pandemic and despite the increase in wages in both cities.

Dr. Caspi noted there has been much emphasis on safety net
programs recently, as these are necessary programs. Yet, at the
same time, simply having a safety net might not be enough to
ensure adequate health. She explained, the next step is to look

at asset-building programs that can help to promote long-term
stability and reduce the racial wealth gap. Dr. Caspi concluded the
presentation with lessons learned from the research perspective:
1) more precise measures of policy exposures beyond self-report
are needed, 2) it is important to take opportunities to measure
exposure to combinations of policies as it is hard to isolate effects,
and 3) mixed-methods approaches to determine overall effects
are needed.

Social Policy as Obesity Policy the
Challenge of Complexity and Integration

Dolores Acevedo-Garcia, PhD
Brandeis University Institute for Child Youth and
Family Policy

Dr. Acevado-Garcianoted that it has been almost fifteen years
since the IOM report, Bridging the Evidence Gap in Obesity
Prevention: A Framework to Inform Decision Making. She
explained that one of the main messages from the report was

the need to conduct comprehensive and systematic reviews of
the evidence on strategies for obesity prevention and to use an
ambitious systems approach. Today, the question remains: are we
better at integrating a systems perspective and different types of
evidence into obesity prevention?

Dr. Acevado-Garcia described the Child Opportunity Index 3.0
(COI), a metric of child opportunity for all neighborhoods in the
United States. The COI summarizes neighborhood features that
impact children’s healthy development and their future outcomes
as adults in five categories of child opportunity levels: very low,
low, moderate, high, and very high. She explained, nationally
across the five levels, white and Asian children are concentrated in
high-opportunity neighborhoods, while Native American, Black,
and Hispanic children are concentrated in low-opportunity neigh-
borhoods. When adjusting for family income and focusing only

on children who live in families with lower income, these racial
inequities don’t disappear. Roughly 130 peer-reviewed papers have
shown strong associations between the COI and child health.

2<NCCOR

Dr. Acevedo-Garcianoted that, given the recognition of the
importance of SDOH in the last two decades, there has been an
increased focus on research that examines the effects of social
policies on health. For example, some policies are tied to work or
employment, and others provide a social safety net for families,
including families without any income. Many of these policies
don’t have an explicit goal to improve nutrition or obesity; rather,
the main goals are to supplement income, reduce poverty, improve
family and child wellbeing, and incentivize employment. Because
of this, an evidence gap map is needed to show the direction and
quality of the evidence across these social policies and the multiple
types of outcomes they may affect.

Dr. Acevado-Garcia explained that she utilizes an approach
called the Policy Equity Assessment to consider equity in the
design and effects of social policies. She provided an example, the
2021 expansion of the Child Tax Credit (CTC), which resulted

in an unprecedented and historical reduction in child poverty
overall and by race and ethnicity. During the 2021 expansion of
the CTC, monthly payments reduced food insecurity more than
lump-sum payments, especially among low-income households
with children. 54 55 She noted that this provides evidence that
programs that reduce child poverty can reduce food insecurity and
that the design of policy matters. An important design feature of
the CTC expansion was that it eliminated earnings requirements,
meaning families without earned income could receive the credit.
This design element especially helps Black, Hispanic, and Native
American families who are more likely to have no or very

small earnings.

Dr. Acevado-Garcia concluded that evidence is available showing
that place-based SDOH, such as neighborhood factors, matter

in terms of nutrition and obesity. However, we need to know the
strength of the evidence, the size of the effects, and possible
mechanisms. She stated that evidence maps are needed to assess
multiple social policies across multiple outcomes, including
nutrition and obesity, and an equity analysis of policies and
interventions may help reduce obesity. While the field is not yet
able to assess the effectiveness of social policies on nutrition,
outcomes, and obesity, microsimulation models could be used to
determine how multiple social policies interact with each other.

The Housing Crisis and the Hunger Crisis

Carl Gershenson, PhD
Princeton University Department of Sociology

Dr. Gershenson described the state of the housing crisis in the
United States. He noted that rent prices continue to increase,
resulting in housing expenses as the primary cost for families.

In 2021, the median renter household makingless than $30,000 a
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year had only $380.00 left over each month after paying rent.
Each year, over 2.7 million unique renter households receive an

eviction filing. 56 57

Dr. Gershenson explained that the risk of eviction is not distributed
equally across the population. Most Americans own their own
homes, but most low-income Americans rent, and this is especially
true for Black and Hispanic Americans. There is evidence of
pervasive racism in rental markets; 18 percent of renters in the
United States are Black, and over 50 percent of evictions are filed
against Black renters. Dr. Gershenson noted that income does

not explain this relationship; Black renter households earning
$60-70,000 ayear have a slightly higher eviction risk than white
households earning around $20-30,000 a year. Another risk factor
for eviction is having children present in the home.

Dr. Gershenson described housing and hunger as a joint crisis.
Hunger and housing instability are both most common in
households with children, especially households of color. These
crises are linked, in large part, because families that spend an
overwhelming amount of their income on rent simply have less
money to spend on food. Research has shown associations between
evictions and poor physical and mental health among mothers
and children, eviction during pregnancy with poor birth outcomes
(low weight births and premature births), and even eviction with
mortality (evicted households have a 40% higher chance of dying).
Further, Dr. Gershenson shared that evicted households also lose
access to SNAP benefits. In the year following eviction, there is
afive percentage point drop-offin SNAP receipt, and enrollment
continues to deteriorate further out from the eviction.
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Dr. Gershenson shared the results of a qualitative analysis that
found itis difficult to use the benefits when experiencing home-
lessness, and participants experience trouble with recertification
of benefits due to lack of a mailing address. One participant in the
study shared, “I didn’t know that it was time for me to recertify. So,
when they sent my mail, they sent it to my address that I had got
evicted out of... But by the time I got the information, my case was
pretty much closed already... I told the lady that I was homeless,
and I didn’t have anywhere for me to receive any mail or anything
like that. They were saying things about getting a PO box and stuff
like that.” Dr. Gershenson also noted that there are complex and
confusing rules. One participant in the study stated, “I think it’s
alot of the system is not a cookie-cutter system. Five people can
speak with and have a DHS assigned worker...but then those

five different workers will explain and follow procedure five
different ways.” Finally, there is overwhelming cynicism around
the welfare system in general. Many people in the study reported
not updating caseworkers about address changes because they
feared jeopardizing their other benefits or their friends and
family’s benefits and feared that Child Protective Services would
take away their children.

Dr. Gershenson concluded the presentation by sharing a quote
from a study participant that summarizes the barriers that
SNAP participants who experience housing instability face:
“Once you don’thave an address, you're considered non-existent
as a citizen of the state you’re in. And so that makes them take
all of your benefits.”
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Discussion and Q&A
with Panelists

The current SNAP application and
recertification process devotes a lot
of time to avoiding fraud. How much
effort do you think is wasted in that
process, and how many are losing
benefits because there is such a strong
focus on fraud?

DR. GERSHENSON: The churn rate, when a household exits SNAP
and then re-enters the program within four months, is incredibly
high at an estimated 40 percent. There are so many resources
expended on ensuring people don’t get SNAP when they don’t earn
it. I don’t think it’s a concern, because the benefits are not that

large. If people are trying to get the benefits, they need it. It seems
to be a counterproductive way to run the system.

From your study, do you think there
is aminimum wage today that might
make a difference, or is it more about
asset-building strategies?

DR. CASPI: Since we conducted the first set of interviews in 2019,
we’ve been hearing that this is just too little too late. The first step
is thinking about evaluating not just the minimum wage but a
living wage. Quality research has been conducted to calculate the
real cost of living estimates, and it’s always well above minimum

wage. I don’t think it’s as opposed to a safety net, or as opposed to
building policies, but kind of in addition to.

There was a compelling quote from
your study about how the increasing
cost of living wipes out the increase
in minimum wage. In your study,

did Minneapolis and Raleigh have
comparable costs of living?

DR. CASPI: We saw cost of living increases across the board
nationally. I investigated whether there were regional differences

and cost ofliving increases. It seems like Minneapolis and Raleigh
were comparable. Increases peaked around the summer of 2022
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when we were still collecting our last round of data with these
participants. I don’t think that that accounts for it. There were
some other site-specific differences in the implementation of some
ofthe COVID-19 programs.

How do we implement successful and
effective strategies without pushing
residents out with gentrification?

DR. ACEVEDO-GARCIA: There are two ways that you could
improve a neighborhood environment for children and families.
One is by improving conditions in neighborhoods that have lower
opportunity, and another is to help families move to neighborhoods
that are higher opportunity. The second option is much faster,
but we have alot of barriers to doing that, such as discrimination
in housing and lack of multi-family and low-income housing in
areas that are higher opportunity. This is done by design because
of zoning restrictions. We need affordable housing in areas that
are already high opportunity, and we need to help families access
them.

Schools are a critical part of
neighborhoods and a key aspect of

the child opportunity index. To what
degree do you think inequitable school
funding contributes to low education,
resources, and neighborhoods?

DR. ACEVEDO-GARCIA: Inequitable funding is absolutely a
factor. We continue to see in the evidence that school segregation—
by income, race and ethnicity, and language—continues tobe a
main barrier for kids to access school resources and peer networks
that can sustain their learning. We must keep thinking about fiscal
issues, such as more equitable funding, but also very purposeful
school desegregation strategies or integration. Housing and school
issues are very closely tied. There is a book by Richard Kahlenberg
that talks about economic segregation as one of the key issues that
drive inequality in schooling and education in the United States.
‘We cannot think about housing policy without thinking about
education. Both happen at the neighborhood level which is why
neighborhoods become so important for so many of the settings
that we think about for health interventions.
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There is a hot topic debate about
private versus public education.
Do you have any thoughts on that?

DR. ACEVEDO-GARCIA: We must be extremely careful with the
issue of privatizing education. For example, using vouchers to try to
resolve the issue of limitations in public education has created even
more inequality.

What role do you think
discrimination in the legal system
and unjust incarceration might
play in health disparities and the
wealth gap?

DR. CASPI:Ithink discrimination in the legal system plays a
substantial role. In our study, a disproportionate proportion of the
sample reported incarceration as a hardship. It affects people’s
ability to apply for and maintain jobs. It can also prevent people
from getting these much-needed benefits like SNAP or Temporary
Assistance for Needy Families.

DR. GERSHENSON: When you’re a homeowner, you can have
whoever you want to stay with you. For renters, landlords can write
into the lease all these restrictions on who can enter your unit.
Very often, explicitly, people with involvement in the criminal
justice system are restricted from being an overnight guest. From
the perspective of a renter, this can put you in this awful situation
when you have a friend or a family member returning from prison.
They may need a place to stay to get on their feet before they get
their own job, and you would have to choose between doing right
by your kin and following your lease agreement. Some people do
lose their housing because they tried to help friends and family
returning from prison. Given the overlap in who experiences
housing instability and who is likely to spend time in the justice
system, these are very closely intertwined issues.
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Could you speak to the
interrelationship between time
poverty and financial poverty?

DR. ACEVEDO-GARCIA: In the United States, we emphasize
tying anti-poverty programs to employment. We also have
programs that don’t require people to work. We need both as part
of the safety net. For those that require employment, we enter the
territory of competing priorities. People cannot get the benefits

if they don’t work. They tend to be better off in terms of economic
resources, so they can probably buy more things for their children.
At the same time, time is not infinite. They will have less time to
spend with their kids. Time investments in kids can be as valuable
as economic investments. We need to look at the effects of these
policies across alot of different outcomes. In this country, parental
time to spend with children is not valued in the same way that we
value employment.

DR. CASPI: Ithink about the tradeoffs people make between

their employment and their child care, as well as issues around
transportation, and how much time it takes to maintain a vehicle or
figure out public transportation. That is just another mechanism of
the interaction between time poverty and financial poverty.
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Critical Considerations for
Next-Generation Childhood
Obesity Interventions

Terry Huang, PhD, MPH, MBA
CUNY School of Public Health

Dr. Huang described three key themes of critical implementation
gaps that need to be addressed to scale systems approaches for
equitable obesity prevention: 1) implementation context, 2)
intervention components, targets, and sequencing, and 3) delivery
strategies. 38 For the first theme, implementation context, he
explained that there is a mismatch between the interventions
researchers want to implement and the level of readiness in the
community of interest. Previous workshop speakers have
emphasized how important context is and that interventions
may or may not be effective in different contexts. He noted that
community readiness is a facet of that context. By addressing
community readiness, evidence-based interventions may be
delivered more effectively.

In considering the implementation context, he emphasized that
researchers need to consider both the social environment and
environmental-level interventions. Rather than working in silos,
researchers should consider the interaction of both the social and
built environments. Further, he noted, there is a lack of attention
to cultural nuance. He emphasized that these cultural nuances
across cultural and transnational perspectives are increasingly
important, particularly in terms of health disparities.

Next, Dr. Huang explained the second key theme: intervention
components, targets, and sequencing. He noted that researchers
often fail to remember that for lifestyle interventions, there are
alot of different behaviors to target. There are different stages of
change for different behaviors, and interventions are not calibrated
in such precise ways. Further, researchers often overlook issues
related to participants’ mental health, cognitive load, and executive
functioning. As aresult, interventions are delivered to users who
may not be in the position to optimally digest or process and
benefit from the lifestyle intervention. As such, he noted,
researchers need to consider different intervention targets apart
from obesity before addressing obesity. Finally, he commented
that a knowledge gap exists on how to optimally sequence different
intervention components.

Lastly, Dr Huang described the third key theme: delivery
strategies. He noted, as public health interventionists, we are
more accustomed to push strategies, but consumers often respond
better to pull strategies. An idea he shared is to test a combination
of both with an opt-out approach. In terms of intervention
packaging and formats, he commented, we have issues related to
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dosage, delivery channel, integration with care or day-to-day life,
gamification, and incentives versus disincentives.

Dr. Huang described the need to shift from a problem-centered
perspective to a solution-oriented one by leveraging the integration
of both systems and design thinking to improve intervention
implementation. Dr. Huang proposed a model that integrates the
two in the service of improving the implementation of obesity
interventions. The proposed framework illustrates how the

two sides can come together to fill some of the major gaps in
implementation science and, very importantly, consider strategies
that would sustain and scale public health innovation from the
outset. 3® He noted that he has been working over the past decade to
experiment with the use of systems science strategies to improve
community engagement by taking advantage of system dynamics
modeling to help local stakeholders identify, prioritize, and pivot
their strategies as time goes on. From this work, he haslearned
that there are different ways of thinking about solutions to identify
innovative strategies to break free of the bottleneck that the field

is currently experiencing. Dr. Huang concluded the presentation
by stating that we in public health need to think more
entrepreneurially and tap into the talents and resources

beyond the traditional public health sector.

Obesity-Related PSE Implementation
Science: How Do We Build the Field?

Stephenie Lemon, PhD, MS
University of Massachusetts Chan Medical School

Dr. Lemon provided a brief background on the difference between
implementation science, implementation research, and dissemi-
nation research. She explained that implementation science is
“the study of methods to promote the adoption and integration of
evidence-based practices, interventions, and policies into routine
health care and public health settings to improve the impact on
population health.” Implementation research is the “the scientific
study of the use of specific strategies to adopt and integrate
evidence-based health interventions into clinical and community
settings in order to improve patient/population outcomes”.
Dissemination research is the scientific study of targeted
distribution of evidence (knowledge, interventions, practices,
policies) to a specific audience (e.g., public health, clinical practice,
decision-makers) with the intention of understanding how to best
spread and sustain evidence-based interventions (adapted from
NIH). Implementation research focuses on the use of specific
strategies to adopt and integrate evidence-based health interven-
tions. In contrast, implementation science assumes that there is
an evidence base to implement and that implementation doesn’t
occur automatically. Effectiveness research and implementation
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research are related yet distinct in that effectiveness research

focuses on what we know, while implementation science is
how to doit.

Next, Dr. Lemon described implementation science in the context
of PSE research. She noted that there is alarge body of research
around implementation science that has been published in the last
decade; however, most research has focused on health care rather
than PSE changes. As she explained, there are three main buckets
of PSE implementation science: policy making, policy strategies,
and PSE implementation. ° The policy-making bucket focuses on
policy-focused dissemination research with the goal of enacting
policies that are aligned with the best evidence. The policy
strategies bucket focuses on non-policy implementation research,
with the goal of using policy as implementation strategies to put
evidence-based interventions into practice. Finally, in the PSE
implementation research bucket, the goal is to identify strategies
that maximize the implementation and impact of PSE interven-
tions. Dr. Lemon explained that there are methodological issues
of implementation research that need to be considered related to
engaging partners or other interest holders such as using relevant
frameworks, models, or theories and considering local context.

Dr. Lemon provided an example of PSE implementation research
focused on the built environment and physical activity from the
Community Preventive Services Task Force, “Built environment
intervention approaches to increase physical activity create

or modify environmental characteristics in a community to

make physical activity easier or more accessible.” Dr. Lemon is
currently developing and piloting an implementation strategy that
supports equitable implementation of built environment changes
that promote PA and co-benefits while mitigating unintended
consequences in Worcester, MA. She is in the process of testing
an implementation strategy, Neighborhood Connect, which is
intended to influence how decisions are made in the community
around the built environment.

Dr. Lemon concluded the presentation with alist of factors for the
field to consider in the pursuit of the next generation of obesity-re-
lated PSE intervention research. First, she noted, the field needs to
further define and operationalize systems, including multi-sector
interest holders who are the implementers. Second, the field needs
to prioritize implementation, including the development of scalable
implementation strategies. While there is a need for new effective-
nessresearch, the field also needs to think about implementation
and hybrid designs from the beginning so that we learn as we go,
not sequentially. Third, the field needs to consider what is or isn’t
applicable to the current field of implementation science. Lastly,
the field needs methodological advances, specifically in measure-
ment and study design, to integrate obesity-related PSE research
and implementation science.
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Scalable and Sustainable Approaches
to Equitable Obesity Prevention

Nico Pronk, PhD, MA, FACSM, FAWHP
HealthPartners Institute

Dr. Pronk began the presentation by describing the Roundtable on
Obesity Drivers and Solutions Systems Map, which reiterates
that all behavior by people, organizations, economies, and

countries is affected by the context in which it occurs. He noted
there is aneed in the field to start thinking in circles rather than
straight lines. During the presentation, he outlined three strategies
for developing scalable and sustainable approaches to equitable
obesity prevention: 1) focus upstream, 2) develop comprehensive
options for prevention and treatment, and 3) disseminate and
implement using a pragmatic framework.

The first strategy for developing scalable and sustainable ap-
proaches to equitable obesity prevention is to focus upstream. Dr.
Pronk noted that obesity is not homogeneously distributed across
the country, and there are large variations that exist throughout
the United States. This heterogeneity influences the way politics
show up in the local settings, to which civic engagement is closely
related, and establishes the linkage to policy development. Policy
development, in turn, heavily influences the social, physical, and
economic environments. For example, research has shown states
with more inclusive voting policies and greater levels of civic
participation are healthier at the population level. 8" On the other
hand, states with exclusionary voting laws have lower rates of
voter participation and worse public health outcomes. Dr. Pronk
emphasized that public policy needs to align with implementation
efforts and practice realities.

The second strategy for developing scalable and sustainable
approaches to equitable obesity prevention is ensuring comprehen-
sive options for prevention and treatment of obesity. 62 Prevention
options include community programs (school, workplace, parks),
digital health programs, commercial weight loss options, lifestyle
coaching and nutrition counseling access, and multi-sectoral
collaborations (workplace-to-clinic or clinic-to-community
programs). Treatment options include obesity medicine clinic
access, anti-obesity medications, and bariatric surgery options.
He explained, to provide comprehensive options and equitable
access, gaps in care need to be closed, and disparities in access

in both communities and health care delivery settings must be
addressed. For example, care teams need to reach beyond the
clinic walls to provide referrals to community resources, and the
health workforce needs to be better educated about comprehensive
obesity solutions.
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Finally, the third strategy for developing scalable and sustainable

approaches to equitable obesity prevention requires dissemination
and implementation using pragmatic frameworks. Dr. Pronk

noted that there are many frameworks; however, the best is the

one that fits the local context. He provided an example of the

4-Ss of DESIGN and the PIPE Impact Metric Evaluation Models,
which connect design of programs (size of effect, scope of services,
scalability, and sustainability) to implementation of programs
(penetration, implementation, participation, effectiveness). This
improves an iterative learning process.

Discussion and Q&A
with Panelists

What do you see as the top challenges
with multi-sectoral research and
implementation science in the field of
obesity prevention?

DR. LEMON: There are multiple players and multiple actors in
the system, and these groups often don’t speak the same language.
Also, the time frames often don’t align with the typical research
time frame. Developing and sustaining partners who understand
the community and the advocacy groups, how decisions are made,
and how things work has been essential for us.

DR. HUANG: There are researchers who are doing a better job
atreaching certain segments of the population; they may not be
focusing on obesity or health, but they’re keeping people engaged.
This could be a topic for the next workshop. We need to learn how to
generate the demand for obesity-related interventions and policies
and how to keep people engaged over an extended period. We will
not get ahead of the obesity epidemic if we’re not doing both at the
same time.

DR. PRONK: We need a focus on social capital, such as rebuilding
social trust, social cohesion, and social connectedness. We've seen
trust erode across so many different areas, including government,
health care, and different industries. We need to rebuild trust

Dr. Pronk concluded the presentation by stating that scalable

and sustainable approaches are required for equitable obesity
prevention to be successful. He noted, the field cannot continue
tolook only at straight lines as if everything is organized along
causal chains of events. Instead, the field must think in terms of
feedbackloops and use aboth/and mindset rather than an either/
or mindset. In other words, there is a need for culturally-centered
and locally-relevant solutions and individual and population-based
solutions, as well as pragmatically responsive and theoretically
evidence-informed solutions.

so that these sectors can talk to each other and move toward
solutions. It will take intentional and deliberate efforts to bring
stakeholders together for that purpose. We will need strong
leadership from those sectors to step forward.

DR. LEMON: We also need to be mindful of co-benefits beyond
obesity, physical activity, and nutrition. In the built environment
realm, there are a lot of co-benefits to community design interven-
tions that influence PA, economic development, and safety. These
are co-benefits that people in the community and the decision
makers care about more than they care about physical activity. As
we're designing our studies, we need to think about the framing of
our messaging and about our outcomes.

Can whole-of-systems approaches

to obesity work without dramatic
increases in the regulation of
commercial actors or addressing
industry behaviors?

DR. PRONK:I think a whole-of-systems approach can work, but
we need to be very intentional about bringing all the actors to the
table to find a way to co-create an approach. Making decisions in

avacuum away from those actors makes everything more difficult
once you implement [them].
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DR. HUANG: Thereis arole for regulatory approaches. However, it

is important that we are aware that anytime there is an action, via
regulatory or otherwise, there’s going to be a reaction and poten-
tially unintended consequences. One area where regulations can be
powerfulisin creating an even playing field for commercial actors.
If you have regulations that advantage some commercial actors but
disadvantage others, that may be a problem.

Can you speak to the reality of
the political environment and its
influence on PSE implementation?

DR. LEMON: This is hard to answer because we’ve seen major
shifts in the political climate over the last seven years. The reality
is, we need to find ways to work within the context as best we can.
This requires understanding how decisions are made, what the
touch points are, and what the leverage points are, and carefully
thinking about how we introduce our ideas in a way that is palat-
able to people who may not be on the same page.

How can those doing PSE work

in practice best collaborate with
research partners to elevate science?
DR. LEMON: The CDC funds research to practice networks, called

PAPREN and NOPREN, which are free for anybody to join. There
are avariety of researchers and practitioners who participate.

DR. HUANG: I try to design research and leverage the data to
help inform the policy decisions that our policy-maker partners
must make.

DR. PRONK: Utilizing mixed-method approaches to research and
an iterative design allows you to improve as you go forward in time.
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Closing thoughts from each panelist

DR. HUANG: I urge you to investigate design thinking [and]
innovation processes and bring in the entrepreneurial toolkit to
scale and sustain innovation beyond peer-reviewed papers.

DR. PRONK: I urgeyoutothinkin terms of both/and rather
than either/or.

DR. LEMON: For funders, I urge you to think creatively about
the next generation of research. Develop RFAs that address some
of the complex, fascinating, innovative ideas that we’ve been
talking about on this panel, even though they may not align with
the status quo.

36


https://papren.org/
https://nopren.ucsf.edu/

Workshop Closing

Tamara Dubowitz, ScD, MS, MSc
University of Pittsburgh, School of Public Health

Tamara Dubowitz concluded the workshop by providing a recap

of the presentations and discussion during days one and two and
by thanking the members of the planning committee, presenters,
moderators, and the FHI 360 team who helped plan and execute the
workshop. She noted, day one of the workshop considered evidence
for PSE and systems science approaches to obesity prevention
research and highlighted successful approaches, challenges,
lessons learned and knowledge gaps that remain. Day two focused
on the latest evidence around structural factors that affect obesity
and the critical need to engage communities in authentic ways

to build trust and tailor interventions to local contexts to ensure
sustainability. Key insights included the importance of developing
systems approaches and systems thinking in community-engaged
research. Past work shows that PSE approaches can significantly
impact factors influencing obesity and suggests that high-intensity,
multi-component interventions can effectively reduce rates of
childhood obesity in some contexts.

2“NCCOR

Advancing equitable progress in obesity prevention requires
comprehensive PSE interventions that address communi-
ty-specific leverage points, including broader social drivers.
Developing, implementing, and sustaining contextually relevant
PSE approaches will require authentic community engagement as
well as mobilization of a range of multisector actors. Few studies
have rigorously evaluated whole-of-community PSE approaches,
underscoring the need for new evidence and methods to inform
policy and practice. Dr. Dubowitz emphasized that, moving
forward, we must think about advancing implementation
science for obesity-related PSE interventions and consider
upstream social determinants.

Part two of the OPUS workshop will take place on October 9-10,
2024. The purpose of part two is to explore lessons learned from
successful PSE efforts, identify the next steps for addressing
childhood obesity, and examine best practices in obesity
prevention with specific attention to community engagement

and systems change through an equity lens. The workshop goals
are to explore key learnings from past research and evaluation,
advance childhood obesity research, and inform future directions
for the field.
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Appendix

Workshop Agenda

OPUS Virtual Meeting, Day 1: June 4

12:00-12:10

12:10-12:20

12:20-12:25

12:25-12:45

12:45-12:50

12:50-1:10

1:10-1:15

1:15-1:20

1:20-2:05

2<NCCOR

Welcome
Jill Reedy, PhD, MPH, RDN, National Cancer Institute, National Institutes of Health

Opening Remarks

Katrina Goddard, PhD, Division of Cancer Control and Population Science, National Cancer Institute,
National Institutes of Health

Introduction to Keynote 1
Tamara Dubowitz, ScD, MS, MSc, University of Pittsburgh, Department of Epidemiology

Keynote 1
Systems Approaches to Obesity Prevention

Ross Hammond, PhD, Brown School at Washington University in St. Louis and Economic Studies, The
Brookings Institution

Introduction to Keynote 2

Heidi Blanck, PhD, Centers for Disease Control and Prevention, Obesity Prevention and Control Branch

Keynote 2
Applying Systems Thinking in Community-Engaged, Participatory
Research: Lessons Learned from the Amsterdam Healthy Weight Program

Wilma Waterlander, PhD, Amsterdam UMC, University of Amsterdam, Department of Public and
Occupational Health, Amsterdam Public Health Research Institute

Break

Introduction to Panel Discussions
Dan Hatfield, PhD, NCCOR Coordinating Center

Panel Discussion

Advancing Success in Obesity Prevention:
‘What Works Where and for Whom?

MODERATOR: Shiriki Kumanyika, PhD, MS, MPH, Drexel University Dornsife School of Public Health

PANELISTS: Steve Gortmaker, PhD, Harvard University T.H. Chan School of Public Health » Russell
Pate, PhD, University of South Carolina Arnold School of Public Health ¢ Christina Economos, PhD, Tufts
University Friedman School of Nutrition Science & Policy
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2:05 -2:30

2:30 - 2:35

2:35 - 3:20

3:20 - 3:45

3:45 -4:00

Discussion and Q&A

Break

Panel Discussion

Building the Next Generation of Multilevel
Interventions to Prevent Obesity

MODERATOR: Bill Dietz, MD, PhD, George Washington University Milken Institute School of Public Health

PANELISTS: Deanna Hoelscher, PhD, RDN, LD, CNS, University of Texas Health Science Center at Houston
School of Public Health in Austin ¢ Boyd Swinburn, M D, University of Auckland School of Population Health ¢
Bob Vollinger, DrPH, MSPH, Centers for Disease Control and Prevention

Discussion and Q&A

Closing
Jamie Chriqui, PhD, MHS, University of Chicago Illinois School of Public Health

OPUS Virtual Meeting, Day 2: June 5

12:00-12:10

12:10-12:50

12:50-1:15

1:15-1:20

1:20-2:00

2“NCCOR

Welcome and Recap
Susan Czajkowski, PhD, National Cancer Institute, National Institutes of Health
Heidi Blanck, PhD, Centers for Disease Control and Prevention, Obesity Prevention and

Control Branch

Panel Discussion
Authentically Engaging Communities to Maximize Relevance and Impact

MODERATOR: Caree Cotwright, PhD, RDN, USDA

PANELISTS: Alison Brown, PhD, RDN, National Heart, Lung, and Blood Institute, National Institutes
of Health * Denise Holston, PhD, MS, RDN, Louisiana State University School of Nutrition and
Food Sciences ¢ Kelli Wilson Begay, MS, MBA, RDN, Maven Collective Consulting

Discussion and Q&A
Break

Panel Discussion

Food and Physical Activity Environments:
Thinking Beyond Food Retail and Green Space

MODERATOR: Angela Odoms-Young, PhD, Cornell University, College of Human Ecology

PANELISTS: Vivica Kraak, PhD, MS, RDN, Virginia Tech, Department of Human Nutrition, Foods, and
Exercise * Deborah Salvo, PhD, University of Texas at Austin, Department of Kinesiology and Health
Education, College of Education * Lindsey Smith Taillie, PhD, University of North Carolina Gillings School of
Global Public Health
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2:00-2:25
2:25-2:30

2:30-3:10

3:10-3:35
3:35-3:40

3:40-4:20

4:20-4:45

4:45-4:55

*NCCOR

Discussion and Q&A

Break

Panel Discussion
Social Policy as Obesity Policy: The Impact
of Addressing Social Determinants of Health

MODERATOR: Andrea Richardson, PhD, MPH, RAND Corporation

PANELISTS: Caitlin Caspi, ScD, University of Connecticut Rudd Center for Food Policy and Health » Dolores
Acevedo-Garcia, PhD, Brandeis University Institute for Child Youth and Family Policy ¢ Carl Gershenson,
PhD, Princeton University Department of Sociology

Discussion and Q&A
Break

Panel Discussion
‘Where Do We Go Next? Scaling Systems
Approaches for Equitable Obesity Prevention

MODERATOR: Jamie Chriqui, PhD, MHS, University of Chicago Illinois School of Public Health

PANELISTS: Terry Huang, PhD, MPH, MBA, CUNY School of Public Health ¢ Stephenie Lemon, PhD, MS
University of Massachusetts Chan Medical School ¢ Nico Pronk, PhD, MA, FACSM, FAWHP, HealthPartners
Institute

Discussion and Q&A

Closing

Tamara Dubowitz, ScD, MS, MSc, University of Pittsburgh
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