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ABSTRACT
Children are five times more likely to be overwdighthe age of 12 years if they are
overweight during the preschool period, and 60%wvarweight preschoolers are
overweight at the age of 12 years (Matusik & Makedlendera, 2011). Primary care
interventions are urgently needed to improve hgditbstyle behaviors in families.
Parental influence plays an important factor indbeelopment of healthy behaviors in
children. Cognitive behavioral interventions haeenonstrated preliminary success in
promoting healthy lifestyle behaviors in both adwhd children. Mobile technology
used to supplement interventions aimed at behahange offers an outlet to bridge gaps
in health disparities and generate innovative ewxide Therefore, the purpose of this
research was to establish the feasibility, accéftgland preliminary effects of a
cognitive-behavioral intervention (TEXT2COPE) sygieed with mobile technology on
the healthy lifestyle behaviors of parents of ovaght and obese preschoolers. Primary
aims of the proposed pilot study were to (a) exantie feasibility and acceptability of
the TEXT2COPE program among parents of overweiglbbese preschoolers with
mobile phones; (b) evaluate the preliminary effeétdie TEXT2COPE program on
healthy lifestyle behaviors in families with overglet or obese preschoolers; and (c)
evaluate the relationship among the study variallkes cognitive beliefs, perceived
difficulty, and healthy lifestyle behaviors). Finds indicate that this program is feasible
and acceptable in this population. The interventimproved healthy lifestyle beliefs and
behaviors in parents. Further supported are tfeedonnected relationships between

parental beliefs, thoughts, and behaviors.
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CHAPTER 1. INTRODUCTION

The debilitating health of Americans with its asated costs is problematic.
American society has become obesogenic, charateiy environments that promote
increased food intake, non-healthful foods, andspay inactivity (Sherry, Blanck,
Galuska, Pan, & Dietz, 2010). Data from the 20&at€rs for Disease Control and
Prevention’s (CDC’s) Behavioral Risk Factor Sunagite System (BRFSS) indicate
continued increases in self-reported obesity witlstates reporting less than 20%
prevalence rates of obesity and 39 states repqutienplence rates greater than 25%
(CDC, 2012). Nearly 21% (~$190.2 billion) of annoadical spending in the United
States is due to obesity-related illnesses (Nattiomague of Cities, 2012.).

The CDC definesverweightn children as having a body mass index (BMI)
equal to or greater than the™8percentile to the 5percentile for gender and age
(Ogden & Flegal, 2010)Obesityis defined as having a BMI greater than th8 95
percentile for gender and age (Ogden & Flegal, 2020diagnosis of overweight/
obesity (OW/OB) in children increases the likelidaaf several risk factors associated
with cardiovascular disease, dyslipidemia, hypesitem and coronary artery disease.
OWI/OB in children negatively impacts cardiac, endus; orthopedic, neurologic,

pulmonary, and psychological systems. Orthopezl. (slipped capital femoral

epiphysis), pulmonary (e.g., asthma symptoms),paydhological (e.g., low self-esteem,

depression) sequelae all may develop, each of vdreltorrelated with OW/OB
(American Academy of Pediatrics, 2003; CDC, 20Haheling, Pawlak, & Ludwig,
2002). Obesity and obesity-related behaviors €reergy intake exceeds energy
expenditure) during childhood significantly predittesity in adulthood and are
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associated with long-lasting physical and psychckdgeffects (Berry et al., 2004;
Drohan, 2003; Ogden, Carroll, Curing, Lamb, & Fleg@810). If rates of childhood
obesity are not reversed, one third of all boystaalout of every five girls born after
2000 are predicted to be diagnosed with type 2afiesbat some point in their lives
(National League of Cities, 2012) and be at high for the associated health sequelea.
Treatment or reversal of childhood obesity is difft to achieve and treatment efforts are
often unsuccessful (American Academy of Child amlbl&scent Psychiatry [AACAP],
2011a; Ebbeling et al., 2002).

Researchers have demonstrated the positive prategffects of healthy lifestyles
(Hildebrand & Betts, 2009; Hingle, O’Connor, JaybBayve, & Baranowski, 2010), yet
the rate of childhood obesity and associated chniiness remains high. The increased
prevalence of obesity and obesity-related illnessedroubling as children with excess
weight may be amenable to modifiable lifestyle hatvachanges. Feasible and
acceptable efforts to promote healthy lifestyleices are greatly needed, particularly in
young children prior to formation of poor lifestydboices and associated illness.
Childhood obesity stems from increased portionssipeor nutrition, increased fast food
consumption, and reduced physical activity (Ameriekeart Association [AHA], 2010).
For the purpose of this pilot study, healthy lifgstbehaviors encompass choices related
to decreasing consumption of sugar-sweetened bhgp®(&SB), increasing daily
physical activity, reducing screen time/viewing ¢éitsedentary behavior, and increasing
fruit and vegetable consumption. These healtlegtifie behaviors were targeted as they

contribute to the overall well-being of childrendaare amenable to behavior change.



The consumption of SSBs has increased with theofatkildhood obesity
(Ebbeling et al., 2012; Ludwig, Peterson, & Gorteraik001). SSB are nutrient
deficient and contribute to increased caloric istal\cross populations, an estimated
15% of daily caloric (kcal) intake comes from SS&th an average of 357 daily kcal of
SSB consumption by adolescents (Wang, Bleich, &@Baker, 2008). In a landmark
study, Ludwig et al. (2001) found that for eachiaddal serving of SSB, both BMI and
frequency of obesity increaseal£ 0.03,p = 0.02 respectively). Three more recent
publications (De Ruyter, Olthof, Seidell, & Kat&)12; Ebbeling et al., 2012; Qi et al.,
2012) provide compelling evidence to suggest thesgmption of SSB may influence the
development of obesity among children, adolescamis,adults (Caprio, 2012). In the
first study, De Ruyter et al. (2012) provided evide through a double blind randomized
controlled trial (RCT) in a large sample=641) of normal weight school-aged children
(ages 4 years to 11 years) in which the replacenfe®EB with non-caloric beverages
diminished weight gain. Participants were rand@uito receive eight ounces of a sugar-
free beverage or a similar sugar-containing beedagfributed in a school setting. At
18 months, 477 participants completed the study,data were imputed for 136 of
participants who discontinued the study. BMicores increased by 0.06 standard
deviations (SD) in the non-caloric beverage groomared to 0.12 SD in the sugar-
containing groupg = 0.06). The study was limited by the 26% attnitrate,
predominantly white, Dutch ethnic population, ofmal weight. Therefore, the study
findings may not be generalizable to other ethmouigs, obese preschool aged children,
or adults. However, the study strengths, includiregdouble-blind design, rigorous
implementation, and cautious analyses, suggesthtbaibserved differences in body fat
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and BMl z-scores are most likely attributed to the assigmaderage. The findings
suggest replacement of SSB by a non-caloric driak help to reduce the high
prevalence of obesity in these children.

The second study by Ebbeling et al. (2012) is a RCI24 OW/OB adolescents
who routinely consumed SSB (reported consumingl@ieunce serving per day of SSB
or 100% fruit juice). The intervention consistdchome delivery of non-caloric
beverages (i.e., bottled water) every 2 weeks wiitten messages not to buy SSB,
monthly motivational telephone calls (30 minutesomger), and three 20-minute home
visits. Consumption of SSB significantly differbdtween the experimental and control
groups at 1 yeap€0.001) and at 2 yearp£0.005). BMI changes were significantly
different =0.045) for the treatment versus the control grbyear following the
intervention, yet the BMI did not differ significiy between the two groups at 2 years.
The study strengths were the duration of the irtetion (1 year), implementation in a
home setting (where most SSB beverage consumpticur®), cultural diversity among
the participants, and retention rates (97% at titead year one, 93% at the end of year
two). The study was limited by reliance on selfoded dietary intake and physical
activity, the use of a relatively inaccurate methmaheasure body fat, the specific
adolescent sample, and lack of data on obesityecklask factors. Furthermore, cost-
analyses were not reported and may have outweitlleeloenefit of the intervention.

Lastly, in two large prospective adult cohorts§,934 women from the Nurses’
Health Study, 4,423 men from the Health ProfesdsoRallow-up Study, and 21,740
women from the Women’s Genome Health Study), Qi.ef2012) analyzed the
interaction between genetic predisposition (cateddrom multiple genetic variants) and
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the intake of SSB. Across cohorts, the combinetktie effects (ie., genotyped data,
relative risks on incident obesity) on BMI amonggmas consuming one or more
servings of SSB per day were approximately twickage as those among persons
consuming less than one serving per month (Qi.eP@l2). The study had a restricted
sample (i.e., European ancestry), limiting geneaility to other populations and to
child sub-groups. Furthermore, the proportionotditenergy intake derived from SSB
was not calculated, and the potential for confongdily unmeasured or unknown dietary
factors could not be fully eliminated. However farge sample size, prospective
design, use of repeated measures and replicatroesathree cohorts lend strength to the
authors’ findings. Collectively, the findings frofimese most recent studies underscore
the need to for continued efforts to reduce consiomf SSB as it relates to obesity,
but warrants further study specifically with regatd the effects of SSB consumption in
preschool-aged children.

It is recommended that preschoolers should engageleast 60 minutes up to
several hours a day of unstructured physical dgtigind should not be sedentary for
more than 60 minutes at time (unless sleeping;ddatiAssociation for Sport and
Physcial Education [NASPE], 2009). Yet, sedentslgaviors appear to be increasing
and are thought to be the result of the increasiédation of media, which includes the
Internet, computer games, easily accessible m@aes#n time, and mobile phones
(AACAP, 2011a; McDonough, 2009). On average, chitdages 2-5 years spend 32
hours a week watching television, Digital Versabliscs (DVDs), digital video recorders
(DVRs), videos, and using a game console (McDonpg09). Some 290 million
Americans, in 114.7 million households, own at {eaee television (The Nielsen
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Company, 2012). Parents record children’s favarifeshows on DVRs, where nearly
50% of commercials are watched by children ages3ytears (McDonough, 2009). In
2009, the fast food industry spent more than $#lidton marketing, to include a 21%
increase in ads for preschoolers (Harris, Schwé&r&townell, 2010). A reported 15%

of preschoolers ask to go to McDonald’s every @dang 84% of parents take their child to
a fast food restaurant at least once a week (Hetrat, 2010).

The National Initiative for Children’s Healthcaraiity (NICHQ, 2011) and
other organizations have developed 3- to 5-poiitlicbod obesity prevention models to
translate research into practice. Examples incNiEHQ’s (2008) BB2-1-0, the
Consortium to Lower Obesity in Chicago’s Childre(@LOCC) 5-4-3-2-1 GO!, Maine’s
5210 Every Day!, and Nemours’ in Delaware 5 2 1 détnfNone programs. Universally,
the models focus on children consuming five or nsaevings of fruits and vegetables
each day, 2 or less hours of screen time involveémegry day, and 1 or more hours of
moderate-to-vigorous physical activity daily. Whithe 5-4-3-2-1 model is a promising
intervention (Evans, Christoffel, Necheles, Becl&e&nider, 2011), the prevalence of
engaging in physical activity, decreased screenarskfruit and vegetable consumption
continues to be a challenge. Fruits and vegetaskegnportant for optimal child growth,
weight management, and chronic disease preventicgh Department of Health &
Human Services [HHS], n.d., 2005) and are a soofressential vitamins, minerals, and
fiber. Yet, French fries were the most common t&ge consumed, and fruit juices
were found to make up 40% of fruit intake in chéldy rather than whole and unprocessed
fruits and vegetables which are high in fiber (et al., 2010). Wolfenden and
colleagues (2012) aimed to assess the impactafirtions designed to increase the

6



consumption of fruit and vegetables among childess than 5 years. Five trials were
identified with disparate findings and no intenientcost-effectiveness reporting, thus
highlighting the paucity of trials targeting fra@hd vegetable consumption in this child
age group and the lack of effective interventiovealable to clinical practice and policy
makers (Wolfenden et al., 2012). With regard t@se time, data highlight additional
media sources to include mobile media, computeid vaédeo games that contribute to
added screen time in younger children (Common Skfeska, 2011).

In 2009-2010, obesity prevalence among childreny2d&s was 12.1% (Ogden,
Carroll, Kit, & Flegal, 2012). However, in the sarage group for both males and
females of all racial/ethnic groups, prevalencedfeerweight (>85%) was 26.7%
(Cynthia L Ogden et al., 2012). The rate of childtl obesity and associated chronic
illnesses continues to remain high with approxinyade@e in three children now OW/OB
(Keane, Layte, Harrington, Kearney, & Perry, 201€hildren are five times more likely
to be overweight at the age of 12 years if theyoaerweight during the preschool
period, and 60% of overweight preschoolers areveeigit at the age of 12 years
(Matusik & Malecka-Tendera, 2011). Adiposity rebdueating habits, and physical
activity patterns are already established by tlesdent years (Small, Anderson, &
Melnyk, 2007). As such, the child preschool agrugris a priority for surveillance and
intense intervention because obesity trends ingitwap are a predictor of trends in older
children and adults (Sharma et al., 2009; Small.eR007).

To date, the majority of childhood obesity resedrab been conducted with
children in middle to late childhood (Small et &007). The extant gap in the research
literature regarding preschool children and thaiepts is that there are no intervention
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studies examining the effects of a cognitive betvaliintervention delivered in a
primary care setting and facilitated with mobiless&ging to support families with
OW/OB preschoolers. When considering the frequevitly which clinicians confront
the problem of OW/OB preschoolers and the lackvaflable treatment options, the need
for strong research evidence conducted in this ladipa, in the primary care setting is
underscored. Clinicians seek effective evidencetasterventions that can be delivered
in primary care setting to assist parents and gelidecal practice.
Theory of the Problem

Sidani and Braden (1998) defined the theory ofabl@m as the causal
interactions that occur and result in the worsemingnprovement of a problem. The
early establishment of healthy lifestyle behavioisy lower the risk of becoming obese
and developing related diseases (Daniels et @5)2@uggesting an opportunity for
healthy lifestyle interventions to be initiated hgrthe preschool years. The most
influential individuals in an overweight child’ddi are the parents (Doolen, Alpert, &
Miller, 2009), with a unique role to leverage beloachange in obese children (Faith et
al., 2012). Behaviors during childhood are linkegbarental beliefs, attitudes, and
practices (i.e., behaviors), each of which represiemportant modifiable aspect
(Anderson, Hughes, Fisher, & Nicklas, 2005). Otaidof OW/OB parents are at risk of
becoming OW/OB (Larsen, Mandleco, Williams, & Tied#n, 2005; Thompson, 2010).
Keane and colleagues (2012) utilized cross-sedtaata (0 = 8,568) from the first wave
of the Growing Up in Ireland (GUI) study to invegdte the association between
measured parent weight status and the risk oflebdd obesity at age 9. In two-parent
families, when one parent was obese, the likelihafachildhood obesity increased from
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11% (in two-parent families with normal weight pat® to 24.7%, and 49.2% when both
parents were obese. Similarly, in single paremtdm® childhood obesity increased from
34.1% when the parent was overweight compared % when the parent was obese.
When compared to the single parent/both parentgjlmierweight, the odds of
childhood obesity increased nearly threefold whensingle parent/both parents were
obese (Keane et al., 2012). Comparable findingslted in a prospective study of 150
children (birth to 9.5 years) by Agras, Hammer, Ndidlas, and Kraemer (2004). The
authors found that having an overweight parentfeasd to be the strongest risk factor
for childhood overweight. While strong in the apgch to better understand the
interrelated factors of parental attitudes, feeditydes, parenting styles, and child
behavior on childhood obesity, the study was lichiby its sample size, self-reported
data, and ability to generalize to other populai(sample parents had higher education
levels and overall lower minority representation).

From a social ecological model approach, a myriddaiors contribute to
childhood obesity. Public policy, community orgaations, social institutions, family,
friends, and the individual child constitute fasttinat shape health habits in children.
With the multitude of influences, parents of OW/@i&schoolers may lack accurate
knowledge, or have negative attitudes and beliedgsiaproper nutrition and physical
activity for their children. Negative responsesitdritional guidance are so ingrained in
today’s consumers, benign messages take on awegatl moralistic spin (Satter,
2008). If maladaptive thoughts and distorted vienespresent in parents, children then
may adopt the same maladaptive thinking patterddestorted views towards healthy
food and lifestyle choices. Parent-child strugglbsut eating reflect and exacerbate
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children’s negative eating attitudes and behavigosy nutritional status, and poor
growth (Satter, 2008). Washington, ReifsniderhBjs Ethington, and Ruffin (2010)
found that mothers of overweight children were nidkely to associate food with
positive emotion and were thought to communicaiettiinking pattern inadvertently to
their children. Wrotniak, Epstein, Paluch, and Rogch (2004) found that changes in
parent BMIz-scores significantly predicted child BMiscore change at 0-6 month
(p<0.001) time points and 0-24 time points (p<0)00&ntecedents to childhood obesity
have been identified by some researchers to indaakeof parental knowledge about
child nutrition and physical activity and poorlyfanmed parental beliefs (i.e., a big child
is a healthy child, food is love; Garcia, 2004 hefefore, cognitive dissonance may exist
in parents of OW/OB children who desire to do wikdiest for their child, but lack the
knowledge and skills to make choices related tdting&ehaviors.

According to Beck (1976), the way one cognitivgbpeaises the world is stored
as bodies of knowledge that one can code and ctvapde Cognitive theory (CT) puts
forth one perspective regarding how new life exgrazes are combined with previously
developed cognitions. Maladaptive thinking is tbsult of repeated exposures to
misconceptions over time, influencing affective dmthavioral patterns. One’s cognitive
appraisal (i.e., beliefs) is then stored as bodiésowledge. Schemas, either positive or
negative, are then linked with a person’s thouginsptions, and resultant actions.
Negative schemas and maladaptive thinking manitbstsigh faulty cognitive appraisal.
Negative cognitive appraisal can influence parealtdlities to engage in healthy lifestyle
behaviors. In turn, poor lifestyle choices by péseor children may then materialize
into childhood OW/OB.
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Encouraging healthy eating and activity behavibreugh providing parent
information and role modeling increases the likadith that young children will adopt
these behaviors as lifelong habits (Gyovai, Gorgzdterran, & Wolff, 2003; McKee,
Maher, Deen, Fornari, Fletcher, & Blank, 2010).e Btcumulation of evidence suggests
prevention and early intervention efforts are hki&l be more effective in preschool and
young school-aged children and should be consideraedgate the barriers associated
with childhood obesity (American Academy of Pedcsty 2003; Horodynski & Stommel,
2005; Small et al., 2007; Ward-Begnoche & Gancerlnd, 2005).

Critical inputs. Critical inputs reflect the key components thatidtddoe
integrated into the intervention—what is necessamyroduce the expected effects
(Sidani & Braden, 1998). Parental knowledge, &d#ts, and beliefs towards food,
feeding habits, and energy expenditure are antatette childhood obesity. Previous
strategies to treat childhood obesity include d@ieavior change techniques such as self-
monitoring, goal-setting, stimulus control (e.grusturing the home environment to
make it more healthier), and positive parentingtegies (Faith et al., 2012). Therefore,
critical inputs to include nutrition and physicatiaity knowledge, problem solving, goal
setting, effective communication, positive selktand positive thinking, which are
important components of cognitive-behavioral skillslding (Jacobson & Melnyk, 2012;
Melnyk et al., 2007; Melnyk et al., 2013), weretpzfrthe intervention.

Parental knowledge. In 2012, the second National Survey of WIC Pagréints
conducted by the U.S. Department of Agriculture D&52012) reported that in a
sample (=82) of children 2-5 years of age, 20.8% were oeggivt, 35.4% were at risk
of becoming overweight, and an astonishing 87.9%eweemed to have inappropriate
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nutrition practices in place. When consideringdabesity epidemic and associated
comorbidities, it appears that there may be a kadge deficit by parents (Satter, 2008;
Small, Melnyk, Anderson-Gifford, & Hampl, 2009).idparate findings in the literature
suggest that parents of OW/OB preschoolers maytlexlkppropriate knowledge,
attitude, and beliefs about how to engage in hgdifigstyle choices. In a grounded
theory study of 25 multi-ethnic, low-income paremtshe United States, McGarvey and
colleagues (2006) found that regardless of raegtoricity, obesity was thought to be
associated with health problems after the age di&wever, through focus groups with
11 Mexican parents of preschoolers, Small, Sidai@eko and colleagues (2009) found
that parents felt that excess weight in childres wahealthy. Gomel and Zamora (2007)
qualitatively analyzed 17 English-speaking and parfish-speaking mothers with at
least one preschool child between the ages of Bamlthough all groups reported
knowing that ‘junk food’ was unhealthy, all grougported that their children ate junk
food (e.g., chips, soda, candy, cookies). Childrdretary patterns are central to relative
energy intake, and their physical activity patteains associated with energy expenditure.
The storage of fat results from excess calorikmt@lative to energy expenditure, and
research has suggested higher percent of fat indada@related with higher percent of
body fat (Davidson & Birch, 2001). Protein, fatdacarbohydrate are macronutrients,
which are major calorie-contributing nutrients aifict satiety (Satter, 2008).
Macronutrients are distinguished from vitamins amderals, which are micronutrients
that are needed in much smaller quantities (S&0€8). People often eatealsthat

lack one or more macronutrients (Satter, 2008).
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This lack of knowledge may be directly correlateddeding styles. Food
preparation or feeding strategies were done wittsicieration to the child’s food
preferences (Gomel & Zamora, 2007). Using a gredrttieory approach in a
multiethnic group of parentsi£25, four focus groups), McGarvey and colleagu€962
reported that parents used food to shape thedremis behavior without recognizing the
link between feeding styles and obesity. Acrossi$ogroups, three themes emerged: (a)
lack of awareness of the relationship between asméd physical activity and health, (b)
use of food to influence behavior, and (c) the lafsgarental control over feeding when a
child starts school/childcare (McGarvey et al., @00In another qualitative study with
eight focus groups (four English and four Spani§&gmel and Zamora (2007) found
parental disconnects between the domains of eaibesity, and a child’s health.
English-speaking mothers tended to use food toaemite their child’s behavior
(reinforcement or punishment tactics). Spanistakipg mothers used food to reinforce
good behavior (Gomel & Zamora, 2007) and tenddthate more indulgent feeding
styles (Chaidez, Townsend, & Kaiser, 2011). BaBtott, Harrod, and Haire-Joshu
(2008) found that nearly 48% of parents attempdbegkt their child to eat something
when the child was not hungry. In that same sttliyse parents who used inappropriate
feeding practices (i.e., feeding when not hungsyng food to shape behavior) were less
likely to be worried that their child was overweigBante et al., 2008). The use of sweet
foods as reward and pressure to eat fruits andtaelgs may actually increase a child’s
likelihood of developing a dislike for foods thenegressured to eat and a preference for
restricted foods (Thompson, 2010). Methods thegmta currently use to promote
healthy food choices may be more detrimental trearehcial for children in the long
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term. Yet parents’ interest in their preschooleiing habits may make them
particularly receptive to learning about and faatlng healthy choices in more
behaviorally appropriate ways (Tucker, Irwin, Heugk, & Pollett, 2006).

Parental attitude/perceived difficulty. Parental use of food to control children’s
behavior is thought to alter the child’s self-reagidn of food intake (Satter, 2008;
Thompson, 2010). Satter has suggested that mestirad disinhibition eating in parents,
parallels a cyclical pattern betweleeing goodandbeing bad(Satter, 2008).

Disinhibited eating often comes with a sense oéeaing out of control (Satter, 2008).
Satter (2008) describes a clinical case in whitdnzale patient would try not to eat or
would try not to eat as much as she wanted, ledwamdeeling deprived and
consequently overeating. Feeliogt of controlis a theme that is echoed throughout the
literature, in various contexts. Similar to thedings by McGarvey and colleagues
(2006), parents attributed school attendance amgrivalence of fast food restaurants
leaving them feelingo controlover their child’s food intake (Contento, Zybet,
Williams, 2005). Parents cited obstacles to adgpthildhood obesity recommendations
to include convenience, child preference, diffigidhanging habits, lack of information,
accessibility, and food costs (Sonneville, Pelleyéras, Gillman, & Prosser, 2009).
Furthermore, there is a fear that eating for enj@yhis contradictory to good nutrition
(Satter, 2008). However, parents cited reassuranden opportunity to discuss parent
priorities as reasons for primary care office gisitiring preschool years (Radecki, Olson,
Frintner, Tanner, & Stein, 2009). Parents valuergoing relationship with a clinician

who is child-focused and respects parental exgef®adecki et al., 2009).
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Parental beliefs. Based on a systematic review of literature (summagi
literature published from 2005 through 2010) orepéal feeding and childhood obesity
in preschool-aged children, Thompson (2010) coredutiat parental beliefs and
knowledge about their child’s perceived weight abdsity influenced their motivation
to seek information and make changes to feedinctipess. However, the literature
indicates an alarming disconnect that exists batvebddren’s physical appearance and
parental perception of their child’s weight (Dooketral., 2009; Fisher & Birch, 2001;
Killion, Hughes, Wendt, Pease, & Nicklas, 2006pwLlevels of parental education,
ethnicity, and socioeconomic status have beeniitEhby some researchers as risks for
developing childhood obesity (Doolen et al., 2000pwever, across the literature and
regardless of the child’s age, mothers failed tueately perceive the weight of their
overweight child. Nelson, Carpenter, and Chiag2006) found that 97% of parents
reported their child’s weight as being normal, w86 of the sample was overweight.
Similarly, in a sample of 1,082 families with chidsh between 3 and 5 years of age,
Carnell, Edwards, Croker, Boniface, and Wardle 8)@0und that only 17.1% of parents
with obese children accurately identified theirldlas being OW/OB. Parents of
OW/OB children reported that diets low in fat we important (Contento et al., 2005).
Challenging embedded beliefs, suchHas is loveand that larger child is a healthy
child is still a barrier to embracing childhood obesggommendations (Garcia, 2004).
Overweight babies are healthier is a belief cullyrainforced by friends, grandparents,
and history (Garcia, 2004).

My own mother shared the same beliefs about infatrition—eat more, fat

babies are healthy babies. My mother wanted neattonore, and still does, even

now that | am thirty-nine years old. She wondehywy daughter is so thin,
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why she “doesn’t eat,” why my wife and | don’t ferber to ingest food when
she’s not hungry. (Garcia, 2004, p. 216)

In the literature, an alarming 60% of mothers winaught their child was overweight
were not worried about the child’s current healid &uture health implications
(Genovesi et al., 2005). Forty percent of mothetk an at-risk-for-overweight or
overweight child did not associate food intake wviitéir child’s weight (Genovesi et al.,
2005). In more recent literature, of a predomitlyawhite, educated sample, most
parents (90.7%) of overweight preschoolers classifieir child as normal weight
(Harnack et al., 2009). An even higher percen{@der %) of children at risk for
overweight were classified as normal weight byrtparents. The literature is saturated
with empirical evidence to highlight knowledge @#8, inaccurate estimations of child
body size, and inaccurate perceptions by parestsed as parental desires for accurate
knowledge and strategies to promote health. Al pigvious battles convincing parents
that their child does not need antibiotics for @hinfection has decreased for some
populations (Garcia, 2004), a positive shift iniéfsl can occur. Parents described
obesity as aillnessbut were interested knowingif their child was a healthy weight or
overweight (McGarvey et al., 2006; Small, Melnylaét 2009), highlighting an
opportunity to facilitate positive change towar@slhy lifestyle behaviors.
Nevertheless, more studies promoting healthy lfediehaviors in a primary
care setting need to be implemented. Crawfordpé&nmw, Telford, and Salmon (2006)
found that 89% of parents with 5- to 6-year oldsev@ot aware that their child was
overweight. Perhaps this is in part due to healhprofessionals’ perceived barriers to

childhood obesity prevention efforts to include Aasyerican culture, (b) parental attitude,
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(c) lack of practice resources, and (d) lack ofifamesources (Barlow, 2007; Larsen et
al., 2005; Passehl et al., 2004; Spivack, Swiefllessandrini, & Faith, 2010; Story et
al., 2002).

Innovation Using M obile Technology

As of September 2013, 91% of all adults own somd kif cell phone, with 81%
of all owners sending or receiving text messagegy@fan, 2013). Due to the number of
users, there is potential value in using technologyromote health. However, there is a
dearth of scholarly literature available to supgodgrams delivered through multimedia
as a method to influence behavior change (Papaste2009;Wartella, Vandewater, &
Rideout, 2005; Wartella, Rideout, Lauricella, & Connell, 2013). Unlike the technology
predecessor, computers, mobile phones are thadaishology to reach across
demographics (to include subpopulations that egpeg low socioeconomic status and
subpopulations with poor health (Fjeldsoe, Marst&Miller, 2009; Smith, 2010). In a
sample of 2,076 cell phone users, Hispanic poparatsent or received the most text
messages (87%) relative to black (85%) and whi#éd)7populations (Duggan, 2013). In
that same survey, households that earned les$8A00 annually utilized text
messaging 78% of the time, while households magegter than $50,000 annually sent
or received text messages 88% of the time (Dugg@i3).

Therefore, mobile technology was introduced togeeigskills to promote positive
cognitive reframing and subsequent healthy lifesbghavior choices. The intent of the
mobile trigger was to reinforce positive skill etraent and disrupt negative repeated
actions (habits). Repeated action is representsegecific action patterns within

cognitive schemas and contextual cues and caretregeryday habits (i.e., walking into
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a dark room can trigger reaching for a light swit@eal, Wood, Labrecque, & Lally,
2012; Neal, Wood, & Quinn, 2006; Wood, Tam, & GeeorWitt, 2005). The goal was
for mobile messaging to build upon the interventofrigger positive behaviors related
to healthy lifestyle choices and to disrupt contektues associated with negative
behavior choices (i.e., messages can be tailorbd s&nt during a certain time of the
day).

Problem Statement

Programs designed to enhance the partnership hefegent and providers
through cost-effective, tailored solutions are regethb promote healthy lifestyle
behaviors. Maladaptive thinking or faulty cogngtiappraisal by parents of OW/OB
preschoolers can manifest through obesogenic batsavi herefore, this study focused
on linking the problem to the intervention. THigory-based, cognitive behavior skills-
building program targeted the critical inputs ofgrgal knowledge, attitude, and beliefs
towards healthy lifestyle behaviors and was syrzedjfacilitated with mobile
technology. The program was implemented in a piyroare setting to capture parents
and OW/OB preschoolers seen during recommendedgiehef health supervision visits
for 3- to 5-year-olds and those recommended by greviders (Drohan, 2003). The
proposed study sought to address gaps in thetliterand provide the research needed
support clinical practice.

CT facilitated with mobile technology behavioraksuo parents provided the
theoretical basis for this intervention. Wood, Quiand Kashy (2002) stated that habit
performance reflects the routine repetition of @ass cued by stable features of an
environment. Faith and colleagues (2012) suggestréstructuring the home
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environments can be an effective strategy for wietghtrol in children. For instance,
make healthier (i.e., less energy-dense foods)sfavdilable while reducing access to
less healthy foods (i.e., more energy-dense fo@is)ot permitting televisions in
children’s bedrooms. Therefore, the TEXT2COPE &ing Opportunities for Parent
Empowerment) program, adapted from the COPE Healfiegtyle TEEN (Thinking,
Emotions, Exercise, and Nutrition) program ( Melmglal., 2013) consists of educational
components, cognitive behavior skills-building (plem solving, cognitive reframing,
cue recognition with behavioral modification, andbile triggers) as an adjunct to
clinical care to support healthy lifestyle behasior families with OW/OB preschoolers.
The goal of the TEXT2COPE program is to reframeatdaptive parental cognitions
towards engaging in healthy lifestyle through ctigaibehavioral skills building and
strengthening the relationships among parentagtsedind attitudes/feelings to influence
healthy behaviors for families with OW/OB presctleys|

The overarching long-term goal is to incorporaeititervention model into a
primary care setting, an important resource fofaatlilies, to facilitate healthy behaviors
in families and children. The TEXT2COPE interventivas implemented in a primary
care setting designed to enhance the healthyylieebehaviors for families with OW/OB
preschoolers. This study is the first in a trajegof research. Building on the strengths
of the literature and addressing gaps, the speiifns as outlined below are the first
steps in a program of research to develop an evedbased healthy lifestyle primary

care intervention for parents of OW/OB preschoolers
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Aim 1. To examine the feasibility and acceptabilitylod TEXT2COPE program
among parents of OW/OB preschoolers between the 2ge5 years (henceforth
referred to as preschoolers) with mobile phones.

la. What is the feasibility of the TEXT2COPE mvention in parents of OW/OB
preschoolers as evaluated by rates of particiggantion and adherence to the study
protocol?

1b. What is the acceptability of the TEXT2COPEemention in parents of
OWI/OB preschoolers as measured by participant atiatuof the intervention protocol?

Aim 2. To evaluate the preliminary effects of the TEXT2@3#ogram on
nutrition/physical activity knowledge, cognitivelleds, and perceived difficulty towards
engaging in healthy lifestyle behaviors, and hedifiestyle behaviors in parents of
OW/OB preschoolers between the ages 3 to 5 years.

2a. What is the preliminary effect of the TEXT2Q®Oprogram on the healthy
lifestyle behaviors in parents of OW/OB preschasffer

2b. What is the preliminary effect of the TEXT2C®Program on parental
beliefs about their ability to increase healthgsiyle behaviors?

2c. What is the preliminary effect of the TEXT2CB®pProgram on parental
perceived difficulty of achieving healthy lifestybehaviors?

Aim 3. To evaluate the relationship among the studyabées (i.e., the
intervention, cognitive beliefs, perceived diffigylhealthy lifestyle behaviors).

3a. What are the associations (correlations) gnecognitive beliefs towards
engaging in healthy lifestyle behaviors, and pemeidifficulty in leading a healthy
lifestyle, and healthy lifestyle behaviors in paseof OW/OB preschool children?
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CHAPTER 2. LITERATURE REVIEW
Theoretical Perspectives Informing the Resear ch

It is evident that the etiologies of childhood abeare multifactorial. Therefore,
the strategy to combat childhood obesity must emqpas® a variety of facets. As such,
“multiple theoretical perspectives to guide thisjpct and identify critical aspects of the
entire method” were used to guide the proposedresdSmall, Sidora-Arcoleo et al.,
2009, p. 30). Aspects of Fogg's (2011) behaviodetanformed the overarching
strategy for the study, while Beck’s (1976) CT gddhe selection of study variables and
manualized content delivery. In the TEXT2COPE paog participants were provided
with education about healthy nutrition and physetivity and elements of cognitive
behavior skills building (CBSB). CBSB encompaspsublem solving and overcoming
barriers, goal setting, positive self-talk, andma&suring negative thoughts.

Congruent with the literature and building uponwwrk of Melnyk and
colleagues theory-based interventions (Jacobsore&yk, 2012; Melnyk et al., 2007,
2009) to promote healthy lifestyle behaviors whk Creating Opportunities for Personal
Empowerment-COPE/Healthy Lifestyles Program, CTdgdithe selection of study
variables (parental knowledge, attitude, beliefg]l behaviors), the development of the
proposed intervention, and the associated analyBesory describes or explains why a
phenomenon occurs the way it does (Fleury & Sid20i2; Melnyk & Fineout-Overholt,
2011; Sidani & Braden, 1998). Therefore, utilizengheoretical framework is critical to
guiding research, conceptualizing the process ahgh, and guiding the creation of the
intervention components, such as the text-messaystgm. Previous work by Melnyk
and colleagues (Jacobson, & Melnyk, 2012; Melnyalgt2007, 2009) and Hekler and
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colleagues (Hekler, Klasnja, Froehlich, & Bumanl2Psuggests that individuals who
cognitively appraise healthy lifestyle choices amendifficult are less likely to have the
intentions to make healthy lifestyle choices angagye in healthy lifestyle behaviors. As
previously highlighted, parents of OW/OB preschool@ay have inaccurate perceptions
of their child’s weight, perceived difficulty adopg) childhood obesity guidelines in their
lifestyles, and may have a lack of knowledge anlissielated to child feeding and
physical activity.

Beck’s (1976) CT links a person’s cognitions todabr. Cognitions represent a
synthesis of internal and external stimuli. Bet&716) proposed that one’s thoughts and
perceptions are cognitively organized into schewas;h help one to process and
organize complex information into meaningful patseover time (Jacobson & Melnyk,
2012). Thus, “Schemas are complex structuresépaésent the person’s constructed
concepts of reality and behavioral responses tordadity” (David, Lynn, & Ellis, 2010,

p. 14). As an integrated theory linking cognitiaéective, social, and developmental
processes to behavior, cognitive formation of ligliassumptions, and attitudes are best
understood as the result of the interplay of anviddal’s internal processes of direct
observation and interpretation of new experiendasgbson & Melnyk, 2012). The
theory posits that an individual’s emotions andayedrs are determined by how an
individual cognitively appraises the world (BeclkydR, Shaw, & Emery, 1979).

Beck (Beck et al., 1979) highlighted assumption€dfstating, “Cognitions
(verbal or pictorial events in his stream of conseness) are based on attitudes or
assumptions (schemas), developed from previousiexges” (p. 3). Both often
unexamined, attitudes are based on feelings amefqyehfluencing behavior and
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dictating priorities (Satter, 2008). The cognitiviad depicted by Beck (1976) states that
negative views about oneself leads to negative wvigiwthe world and negative views
about the future. Most people today feel ambiviadend anxious about eating and doubt
their ability to do a good job with food managemutter, 2008). For many parents
and children, feeding has become a confusing deu&atter, 2008). Problems manifest
with schema formation over time, reinforcing negatbeliefs and behaviors related to
parental feeding strategies (i.e., using food &pstbehavior) and poor choices related to
healthy lifestyles. Parents who diet do not daeb with feeding their children;
subsequently, their children go on and off dietsiglwith them (Satter, 2008). If the joy
goes out of eating, nutrition suffers; attituded dehaviors around eating are punishing
and negative and cannot be sustained (Satter, 2008&) focus group study, Mexican
parents of preschool children characterized peaple were OW/OB as having “lack of
self-responsibility” and a “negative state of mir(@mall, Melnyk et al., 2009, p. 6). A
majority of mothers reported that children devedaping habits from observing their own
parents’ eating behaviors (Gomel & Zamora, 20@&Yjidence from RCTs is
inconclusive whether more or less family involverngromotes better weight-related
outcomes in children; however, better parental d@npe with behavior strategies (e.g.,
targeting specific behaviors, self-monitoring, gseiting, stimulus control/environmental
cues, positive parenting strategies) are predictivegetter child outcomes (Faith et al.,
2012).

Although parents may not perceive their child ta&/OB, once a diagnosis of
OW/OB is made at a routine well child check thia tigger a set of negative beliefs and
emotional responses. Mexican parents of presdatoloren indicated that they believed

24



obesity was related to how a child was raised fobitdhood, and that parents were
particularly responsible for childhood weight inuy@ children (Small, Melnyk et al.,
2009). Previous research demonstrates that paseaterweight children report feeling
criticized and blamed for their child’s obesityethfeel guilty and angry that they did not
meet the expectations of their child’s weight aretenvfrustrated they did not know how
to help their children (Pierce & Wardle, 1997; Selntw & Puhl, 2003). Studies are
needed to determine the best ways for cliniciarbtomunicate information and
encourage skills related to eating habits/physcality, family relations, or self-esteem
in the primary care setting (Faith et al., 2012;y&loet al., 2005).

Parents perceive the tewbesityas stigmatizing and blaming (Puhl, Peterson, &
Luedicke, 2011; Schwartz & Puhl, 2003). A sizatlenber of pediatricians, pediatric
nurse practitioners, and registered dietitiansgieed themselves as having low
proficiency in behavioral management strategiespardnting management techniques
(Faith et al., 2012). Yet, in a study of 117 p#&sesf children 5-10 years old,
conveniently sampled after a clinic visit, gredtean 80% of parents believed that it was
important for healthcare providers to share infdramawith them about their child’s
weight and physical activity, diet, and sedentagcpces (Kubik, Story, Davey,
Dudovitz, & Zuehlke, 2008). Small, Sidora-Arcolebal. (2009) found similar results in
their focus group qualitative study. The ide&dwingor not knowingwas important to
Mexican parents of preschool children. Key thethas emerged were
(a) misunderstanding and lacking information regeydheir child’s health was a
concern, and (b) healthcare providers would prothieinformation to them (Small,
Melnyk et al., 2009). After a primary care intemtien to increase the proportion of 5- to
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10- year-old children receiving annual BMI scregnamd counseling about physical
activity and dietary practices, parents were sigaiftly (p=0.49) more likely to report
receiving information from their healthcare provid&his finding coincided with a
reported 25% (treatment) versus 9% (usual carpaadnts intending to encourage five or
more servings of fruits/vegetables on most daysermonth upcoming (Kubik et al.,
2008). These combined findings highlight the imi@oce of primary care providers and
their ability to positively or negatively influengarental intentions to change behavior in
the families of young children. Therefore, thenmary care provider becomes a key
informant in the process of diagnosing and trea®vg/OB. Helpful and purposeful
communication of information and skills to overcomegative thought processes during
the initial stages of diagnosis and treatment aueial.

In parents of OW/OB preschoolers, a cyclic proadssegative views of oneself
(believe they are helpless), negative views ofrteevironment (filled with obstacles and
having no control), and views of their future (uleato change) may contribute to
negative self-beliefs and choices related to hgdifbstyle behaviors. The effects of
negative cognitions about oneself are more profaunein there are skill deficits (e.g.,
poor problem-solving skills, cognitive distortiorad failure to attribute positive
outcomes to one’s behavior (Melnyk et al., 2000igure 1 highlights a model for

information processing as described by CT.
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Figure 1 Information processing model as explained by dogntheory. Adapted from
Cognitive Behavior Therapy: Basics and BeydmJ. S. Beck, and A. T. Beck, 2011,
Guilford Press, New York, NY, p. 34.

The information-processing model can be modifieddpict proposed
information processing in parents of an OW/OB phnester. Take the illustration from
Figure 1 and insertegative beliein lieu ofI'm competent The parent may have a
negative belief such as believing they are unabkngage in healthy lifestyle behaviors
for themselves or their family. This is reinfordédough a diagnosis of OW/OB in their
preschooler, difficulty in preparing and feedingniselves or their child healthy food,
and difficulty engaging in physical activity. Ag@sult, positive data are not processed,
and over time, the negative schema becomes strgBgek & Beck, 2011). Therefore, if

one is experiencing unwanted feelings and behavitassimportant to identify the
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thinking that is causing the feelings and behavidrse process of behavior change can
be demanding and complex. In using a cognitive@ggh, an assumption is that most
human responses (e.g., feelings, behaviors) amtoay penetrable (David et al.,
2010). Momentary sense of impediment towards & guaugh fear or frustration, can
be overridden by a more firm sense of confidena@\(€ & Scheier, 1998). As part of
the theory, a response is the outcome of cognitigeessing and that a change in
cognition will induce a change in the expressegoase (David et al., 2010). By
providing one with the tools to cognitively reframmaladaptive thinking, negative
cognitions may be restructured.

Cognitive and behavioral strategies to promote Wehahange guided by CT
consist of highly specific learning experiencesigiesd to teach persons (a) to monitor
automatic negative thoughts about one’s self;db¥tognize the connections between
cognitions, affect, and behavior; (c) to examire¢kidence for and against negative
automatic thoughts; and (d) to learn to identifg aiter dysfunctional beliefs, which
predispose them to distort experiences (Beck £19¥9). One of the goals of CBSB is
to help parents identify and process the positata,dover time reframing the core beliefs
to be more positive. To successfully problem-sgllie participant must be able to
recognize, understand, and change incorrect kngslatistorted views, and maladaptive
thinking. Patients are capable of answering qorstposed to them, and therapeutic
strategies may help to reorganize existing cogmstito promote an effective response
(David et al., 2010). Therefore, a core assumpafo@T is that the participant will learn

to master their own life problems (Beck, 1995; B&cReck, 2011).
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Cognitive Behavior Therapy emphasizes short-temahlpm-focused cognitive
and behavioral intervention strategies derived ftbenscience and theory of learning and
cognition (Craske, 2012). Incorporating aspectBaxfk’s psychotherapy of the 1960s,
CBT is directed toward solving current problems amatlifying inaccurate and/or
unhelpful thinking and behavior (Beck, 1976; BeclBé&ck, 2011). Cognitively, the aim
of CBT is to modify maladaptive cognitions or b&idy identifying misappraisals and
underlying distorted beliefs (Craske, 2012). Iedmwlds negative beliefs about one’s
ability to engage in healthy lifestyle behaviorsl @ognitive appraisals that healthy
lifestyle behaviors are difficult, then one woulel less inclined to make healthy choices
and tend to engage in less healthy behaviors (Kelginyk, Jacobson, & O’Haver,
2011). Therapeutic techniques are designed tdifgereality-test, and correct beliefs
underlying the cognitions (Beck et al., 1979). atment using CBT encompasses a
variety of techniques to produce “cognitive changeedification in the patient’s
thinking and belief system—to bring about enduengptional and behavioral change”
(Beck & Beck, 2011, p. 2). From a behavioral pectpe, “interventions aim to
decrease maladaptive behaviors and increase adaptes by modifying antecedents and
consequences and by behavioral practices that rasudw learning” (Craske, 2012, p.
106). Thorndike examined behavior as early asaiee1800’s, coining theaw of Effect,
whereinoperant conditioning involves learning from the sequences of behavior
(McLeod, 2007; Thorndike, 2012Simply stated, any behavior followed by pleasant
consequences is likely to be repeated, and anywhmtallowed by unpleasant

consequences is likely to be stopped. Therefddd, € based on the theoretical
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assumption that decreasing maladaptive and incrgasiaptive cognitive and behavioral
responses will result in improved functioning (Ddvett al., 2010).

Core beliefs influence the development of attitualed development of automatic
thoughts. Automatic thoughts are ideas that “gegtm to pop up in your mind” and can
trigger a particular reaction (Beck & Beck, 20113p For example, consider a parent
feeding a picky preschool-aged child. Prescho@ezsdevelopmentally known to have
food fads, when they will only eat one food repdbtéHeird, 2007). A parent may try
to feed their child a healthy food and the chiliises and throws a tantrum (food
neophobia). This may lead the parent to feel sadffaustrated (emotion) argive in
feeding the child an unhealthy food that the cpilefers (behavior). Instead of allowing
the parent to believe that they cannot feed theid ¢n a healthy way, CBSB helps the
parent to avoidjiving up Instead, the validity of the situation is exaadn In this
situation, the parent is given research-basednmdtion that fear of new foods is
common in preschool children and that multiple exxpes are needed before the child
will be brave enough to taste it (Heird, 2007).edarent will be taught to offer the
preferred food by the child with a variety of otlieods at each meal and that the child
will eventually eat what is offered when hungry (tde2007). By targeting the basic
beliefs of parents of OW/OB preschoolers about seues, their world, and their
relationship with their children, lasting improvem® in feeding strategies and perceived
ability to engage in a targeted behavior shouldltes

Originally used to treat depression, CBT has beenessfully adapted to a
surprisingly diverse set of populations with a widage of problems (e.g., general
anxiety disorder, social phobia, posttraumaticsstidisorder, panic disorder);(Beck &
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Beck, 2011; Butler, Chapman, Evan, & Beck, 2006judies by others (Jelalian,
Mehlenbeck, Lloyd-Richardson, Birmaher, & Wing, BQ®elnyk et al., 2009; Melnyk
et al., 2013; Rossini et al., 2011; Tsiros et2008) have shown CBT interventions
positively impacting healthy lifestyle behaviorsdaddMI in OW/OB adolescents and
adults. Therefore, this study employed treatmectitiques adapted from CBT to
reframe maladaptive thinking that parents of OWj@&schoolers may have related to
their ability to engage in healthy lifestyle belagl. CBSB will adapt principles of CBT
to promote behavior change. While mental healthgsssionals trained in the modality
conduct CBT, CBSB can be learned and taught bythegake clinicians (Kelly et al.,
2011; Lusk & Melnyk, 2011; Melnyk et al., 2009) BEB consists of learning
experiences designed to teach persons (a) to maowgative cognitions about one’s self
or the situation (i.e., the feeding situation); tdyecognize the connections between
cognitions, affect, and behavior; (c) to examineelidence for and against distorted
automatic thoughts; (d) to substitute more reaiitignted interpretations for biased
cognitions; and (e) to learn to identify and attgsfunctional beliefs (i.e., towards food,
using food to shape behaviors, perceiving theid&hweight) (Beck et al., 1979). The
goal of using CBSB is to reframe parental thinkingt may be negative into more
positive thinking (or reinforce positive parentainking), leading to more positive
choices made for their children with regard to tiealifestyle behaviors. Per CT and
CBT, if one re-evaluates their thinking in a maealrstic way, one should experience
improvement in one’s emotional state and behaBeck & Beck, 2011).

Frameworks provide information on the interventstrategies likely to address
the determinants, linking the transformation precasd targeted outcomes (Fleury &
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Sidani, 2012). In addition to CBSB, mobile messgguill be used to communicate
information from the TEXT2COPE program and sendinelers to parents, and will also
be used to trigger CBSB content reminders for garehOW/OB preschoolers.
Therefore, aspects of Fogg’'s (2011) behavior madébe used to explicate the
behavioral process of change.

Through a process of providing information, delimgrprompts for goal-oriented
action, and individualizing entertainment, wheneaspn adopts mobile technology, the
technology has the ability to persuade behavidodgoming part of how the person
interacts with the world (Fogg et al., 2007). Byng mobile technology as part of the
intervention implementation, the target audience b@engaged. Mobile technology
provides a new means to engage people that issffogent and convenient (Fogg et al.,
2007). Also, mobile technology is individualizexdthe user (i.e., the technology can be
used to respond to or prompt the user) (Fogg €2@07). Text messaging was selected
as a means of facilitating the intervention in gtisdy due to a few key characteristics.
Text messaging in health is beneficial becauseefding works on almost any mobile
phone, (b) most people have their phone with thieof ghe time, (c) messages can
provide reminders and can push simple questionsdos, (d) inbound messages can be
used for simple data collection, and (e) incomirgssages trigger phones to notify the
users (Meyer, 2009).

As part of Fogg's (2011) behavior modeigger is described as a concept that
prompts or calls a person to action and may bertailto the target user’s context.
Triggers serve to facilitate, spark, or signal etiaam from external stimuli (i.e., an alarm)
or from routine stimuli (i.e., walking in a kitchenay trigger one to open the fridge)
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(Fogg, 2011). Triggers that spark, motivate betravriggers that facilitate, make a
behavior easier; triggers that signal, remind (F@§d.1). For the purpose of this study,
text messaging was used to signal a behavior.inStance, a text message at the
beginning of the day may signal participants tocemaspecific behaviotry to drink one
less can of soda todayHowever, dependent on the user, there may bancss when the
text message acts as a spark. If the same meassdgjevered at lunchtime, a time when
the participant usually has a can of soda, the agess viewed as a spark, and is
presented to users at a moment when they can téka.aFogg (2009) also describes
triggers asotandcold. Hot triggers are presented when users can lanaas
depicted above. Cold triggers are presented whkerswcannot take action at that
moment (e.g., getting a text message while drigirogr). Utilization of hot triggers is
more closely associated with a behavioral respsgg, 2009). This principal
investigator (PI) will strived to have hot triggdos a better part of the mobile
intervention by allowing participants to set thaing of the messages. In using text
messaging to communicate with study participahts, TEXT2COPE program is
designed to cue participant parents the most desiteehaviors using interactive
technology that encourages them to receive a trigge perform the target behavior
immediately (Fogg, 2011). Fogg’s (2009, 2011) edramodel illustrates the shift in
behavior moving frontard to doto easier to do The conceptual model of CT and

Fogg’'s behavior model to guide this study are hggitéd in Figure 2.
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Cognitive and neurological changes that occur wiedravior is repeated are
reflected in habit formation (Neal et al., 2006)abitual actions are triggered from stable
cues formed from associations in the memory betvpeacticed action and typical
performance time, locations, or other stable festwf context (David et al., 2010).
Repeated action is represented in specific actatems within cognitive schemas
(Cooper, 2002; Whitlock, O’Connor, & Williams, 201Wood et al., 2005). Therefore,
contextual cues can automatically prompt associa@ggonse through schema activation
(Wood et al., 2005). As such, mobile triggers fritma TEXT2COPE program served to
disrupt the habitual repetition of past actiong theve resulted as a function of negative
schemas reinforced over time. For example, thralngint messaging services (SMS), a
message likéry to include your child in picking out and prefrag tonight’s dinnerwill
facilitate, spark, or signal an action.

The proposed research provides a theoretical basiesting a CBSB, mobile-
enhanced intervention tailored to individual fasslito promote healthy lifestyle
behaviors in parents of OW/OB preschoolers. Sbagdial. (2008) assessed self-
monitoring, adherence, attrition, acceptabilityd gmeliminary efficacy of a healthful
behaviors program in conjunction with three psychmational group sessions in a
sample (=58) of children (ages 5-13 years) with parentipigation. Jacobson (2009;
Jacobson, & Melnyk, 2012) implemented a HealthyiG®Intervention program with
OW/OB school-age children and their parents (n=drémpt-child dyads) through four
face-to-face sessions in a primary care clinictafephone follow-up. Evidence shows
that three to four face-to-face sessions have dstraiad feasibility and acceptability;
therefore parents of the TEXT2COPE program wereask attend four face-to-face
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sessions as an adjunct to health supervisionorisitinor acute visits for their
preschooler.

To optimize the benefits of theory-based intervamj Michie, Johnston, Francis,
Hardeman, and Eccles (2008) assert appropriatécapph of behavior change
techniques depends on mapping the techniques tardipesed behavioral determinants.
The initial step is to determine the behaviorakdainants, and the next step is to
identify behavior change techniques (Michie et2008). For example, it might be
appropriate to rehearse practical skills whered#tterminant is lack of skill (i.e., with
CBT homework assignments) (Michie et al., 2008he Tast step is to identify the link
between behavior change techniques and behaviet@ndinants (Michie et al., 2008).
Similarly, Wood et al. (2005) contend that behawloange interventions need to be
tailored to mechanisms guiding actions. Accordingiterventions should be tailored
with regard to (a) actions triggered by contextuads that are vulnerable to changes in
context, or (b) actions that are oriented to attarain outcomes/avoid others that are
vulnerable to changes in beliefs (Wood et al., 20@y identifying the behavioral
determinants (i.e., critical inputs), identifyinghmavior change techniques (i.e., CBSB),
and linking the behavior change techniques to behaeterminants (i.e., think, feel,
act), the combined utilization of CT and constrdotsn Fogg's behavior model (e.g.,
triggers, ability) provides one causal model appho@ healthy lifestyle behavior change
in parents of OW/OB preschoolers. Presenting eanteough face-to-face sessions,
manualized reinforcement, and homework, all suppleed by text messages, highlights
the multifaceted approach to tailor the intervemtio a variety of users. Through
multiple reinforcement methods, the proposed shithed to help parents recognize
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unhelpful or destructive patterns of thinking anddifly or replace those with more
realistic and positive beliefs.
Review and Critical Appraisal of Existing Literature

Parental influence and a review of parent-focused interventions. Research
conducted over the past 20 years demonstrateatsoredhip between parental feeding
practices and a child’s risk for obesity (Birch &Wson, 2001; Birch & Fisher, 1998;
Thompson, 2010). A child’s family is very influéaton a child’s attitude towards food,
eating habits, and understanding satiety (Towns&uba, 2009). It is substantiated
that children of OW/OB parents are at risk for bmgwy OW/OB (Drohan, 2003; Larsen
et al., 2005; Newby et al., 2003). Family memlgpnsle behaviors related to diet
between the ages of 1 to 4, thereby making pres$gieans a critical time to establish
healthy lifestyle behaviors to prevent the onseD@f/OB (Horodynski & Stommel,
2005; Towns & D’Auria, 2009). However, most faragiwith preschool children are
more engaged in illness prevention rather thanth@abmotion (Roden, 2003). Parental
influences have been documented as a crucial fatttietary and physical activity
patterns of children (Davidson & Birch, 2001; DaB&fort, Steiger, Simpson, &
Mijares, 2012; Haire-Joshu et al., 2003; McWhoritgallman, & Alpert, 2003; Satter,
2008).

Five evidence reviews have been conducted evafyatiarventions aimed at the
family or parents/adult caregivers as agents ohgbdor dietary intake or treating
obesity in children (Faith et al., 2012; Golan, @0Hingle, O’'Connor, Jayna, Dave, &
Baranowski, 2010; Knowlden & Sharma, 2012; Smadllet2007). In an earlier review
of the literature, Golan (2006) found that targgtoarents as the exclusive mediator of
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change resulted in a better reduction in the obildr percentage overweight and
improvement in obesogenic environment and behawben compared with parent and
child or child only intervention sessions. Citithg need to address to what extent and in
what specific ways parents and caregivers helpréament of obese youth, the AHA
recently put forth a scientific statement on thie f parents and caregivers as agents of
change for the treatment of childhood obesity (Fattal., 2012). Parents as agents of
change are uniquely positioned to treat childhdoesdy due to genetic and
environmental influences, with children dependenparents to structure their home
environment and daily routines. Of the 12 studes$ewed that incorporated parent
involvement on reductions in child overweight sagjinone of the studies targeted
parents of children under the age of 5. The rewimhded limited and inconsistent
evidence from RCTs with regard to level of parewbivement associated with child
outcomes. However, parental adherence to corevletenange strategies (e.g.,
specifying target behaviors, goal setting, stimaastrol, self-monitoring, positive
reinforcement strategies) predicted better childgimteoutcomes. Gaps in the literature
that warrant future research attention include exation of family relationships,
culturally tailoring interventions, and the incorpton of new technologies.

Hingle et al. (2010) conducted a systematic rewoéwarent interventions to
improve child dietary intake to determine whethargmt involvement enhanced
intervention effectiveness. Of the 24 articled that review criteria, only four studies
met >70% of CONSORT (CONsolidated Standards Of ReqgpTrials) items (Calvert
et al., 2013; Turner et al., 2012). While limitezhclusions could be drawn from the
literature, direct approaches with parents (eayemt attendance at nutrition education
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sessions) were more likely to result in positivécomes versus indirect approaches (e.g.,
newsletters, tip sheets, email).

Knowlden and Sharma (2012) reviewed nine studiéh, @ight producing
significant results. The majority of the interviemnis included educational sessions
targeted at the parents, with all of the studigsiesting home-based activities to
reinforce behavior modification.

Small et al. (2007) sought to determine the eftégrevention or early
intervention treatments versus comparison/contr@W/OB, or young children at risk.
Of the 12 RCTs (six prevention studies, six treattyjaone targeted parents as agents of
change in children less than 5 years. Updatedemwtify effective treatments for the
growing number of preschool children who are OW/SByall and colleagues (2012)
conducted a rigorous review of literature analyzimg effects of portion size
manipulation with young children and dietary edigrdtraining interventions on dietary
intake with adults. The review was conducted arerstudies dating from 2000 through
2010.

Analysis of the evidence suggested that adultsade kthe ability to accurately
estimate portion size following education and tragnSmall, Lane, Vaughan, Melnyk,

& McBurnett, 2012). Parent-focused training sessiteaching portion size and reducing
error were more successful than computer modulg@es Personal delivery of sessions
that are interactive, lasting 30-60 minutes, aretlua and 3-dimensional visual models
appear to be more effective (Small, Lane, et @l123. Furthermore, the authors found
that overall energy intake in many of the childveas affected by the size of the portion,
with larger portions resulting in greater daily emeintake (Small, Lane, et al., 2012).
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However, large portions of vegetable consumptioadmance may not reduce subsequent
intake. This finding is unclear as Spill, Birchp& and Roll (2010) found that large
portions of vegetables did not affect the amourdtbér foods eaten afterwards. The
literature was limited by the extent to which tiredfngs could be generalized to other
settings (e.g., studies were conducted in wellvotied environments, not real-life home
settings). Also, it was unclear whether accuratéign size estimate would translate into
providing age-appropriate portion sizes to children

Building upon the existent literature using a seddor evidence-based practice
(Melnyk & Fineout-Overholt, 2011), a PICOT (Pati@apulation, Intervention of
interest, Comparison or Control intervention, Outep and Time) question was
developed to guide the evidence review for thigwturhe PICOT question for the
literature review was: “In parents of preschool@)s how do parent-focused
interventions (I) versus other interventions (Ggeff outcomes in preschoolers (O)
within the past 10 years (T)?” A systematic seafictie literature was conducted to
determine the literature on parent-focused interean in families with preschool-aged
children. Using a combination and/or of major hegdMH) or major subject headings
(MeSH) ofparent, education, intervention, parenting skilisalthy lifestyle behaviors,
dietary intake, nutrition, and preschoahited to systematic reviews, meta-analyses,
experimental trials, yielded 397 hits. When tineiliof 2-5 years was applied, 147
remained with only 27 parent-focused. Titles abskacts were reviewed. Three studies
were not relevant, 13 were not parent-focusedvetdion studies, one assessed a
measure, one was solely focused on school-agedtrehjland one was qualitative,
yielding eight studies for review. Additional haselarching and perusing bibliographies
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yielded an additional two studies, for 10 totaheTstudies, dating from 2001 to 2013, are
outlined in Appendix A.

Parent-focused interventions appeared feasibleaeoeptable across a myriad of
child-related behavioral outcomes. An estimate® @2 the studies reviewed employed
a theory or framework to guide the research. @mtyof the studies evaluated dietary or
healthy lifestyle outcomes in young children (Evahal., 2011; Stark et al., 2011).
Parental measures tended to gravitate towardsstiepression, anxiety, and hassles in
relation to child’s behavior, with measures of pdiaé stress the most prominent across
the literature (~50% of studies). Both group ardiviidualized sessions were used with
varying success rates. However, attrition ratggaped higher with in-group or non-
tailored interventions. A reoccurring theme limgithe literature was the lack of
comparison or control groups. Studies that emplayaitlist control were limited in
longitudinal analyses (i.e., if waitlist group isrelled at 6 months, a posttest past at 1
year on the control group is not feasible), big iinethical to withhold a treatment that
could prove beneficial to families in need. Nedraff of the studies reviewed gathered
longitudinal data. Three of the ten studies wéile o obtain longitudinal data at 12
months posttest, and one study was able to gatheorth data. Using a two-group
study tended to result in nonequivalent groupsitheamore, multiple methods were used
to recruit families. Despite qualitative feedbackhaving both parents present, only one
parent typically attended the intervention sessidfamilies appeared more sensitive to
participant burden, with attrition contributed tiher family commitments (i.e., higher

attrition with older children, holidays, or time thfe intervention). Families appeared to
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have difficulty prioritizing the interventions whe&ompeting with work, other sibling
activities, and daily demands of living.

Preschool is an ideal time to utilize parentaluafice to develop positive attitudes
and behaviors towards healthy lifestyle behavidrse overall strengths of the literature
on parent-focused interventions on child outcomekide the use of core behavior
strategies to influence behavior change, the attemd parental stressors as it impacts a
child’s health, and the demonstrated feasibilitgt anceptability of direct parent-focused
interventions. Tailored interventions that minimjzarticipant burden while
incorporating elements to problem-solve and reghacental stress appear favorable.
Clinic staff and environment were used to prometzuitment efforts. Parents were
encouraged to bring their children to the faceaoefsessions to deter issues of childcare.
While there exists noteworthy efforts to furthee stience in this area, there are
limitations of the data to date. Lacking in therdature are strategies to support proposed
change to the family lifestyle or strategies tomup optimal family routines to prevent
or treat a diagnosis of OW/OB. It is still unclednat effects these interventions have on
the treatment of childhood obesity and clinical licggtions. The studies included in the
reviews were heterogeneous in nature with a myfamitcomes, limiting the ability for
pooled analyses (Small, Lane, et al., 2012). Mig@rous and well-designed evidence is
needed to guide clinicians with regards to parents$ed interventions in young children.

Therefore, this study employed strategies thatifatg relationships with the
primary care site, providers, and staff that havestablished, trusting relationship with
parents. Building on the science and recommenaatdthe AHA scientific statement,
the TEXT2COPE program incorporated new technolof@®red and static text

42



messaging). Additionally, this study used parastsagents of change to treat childhood
obesity through a tailored intervention with facefdce meetings and individualized text
messages.

Healthy lifestyle behavior interventionsin preschool populations. There are
significant gaps in the published literature ontiieatment of OW/OB in preschool-aged
children. In 2010, a review for the U.S. Preveat8ervices Task Force found no
randomized trials that targeted OW/OB children ygemrthan 4 years of age (Whitlock et
al., 2010). Due to the limitations of publisheédature, population-based evidence was
examined critically to better understand healtfgslyle choices in families with
preschool-aged children.

Previously, Bond, Wyatt, Lloyd, Welch, and Tayl@009) conducted a review to
determine the effectiveness and cost-effectiveaksgight management schemes for
children less than 5 years of age. From threenilss studies, the authors concluded
that no controlled trials addressing treating diyasichildren less than 5 years old were
found. Furthermore, of the three studies reviewlee findings were disparate, making
firm conclusions difficult and highlighting the wgt need for well-designed studies
aimed at the prevention and treatment of obesigetad at preschool children (Bond,
Wyatt, Lloyd, Welch, & Taylor, 2009).

Oude Luttikhuis and colleagues (2009) reviewed @A Rto assess the efficacy
of lifestyle, drug, and surgical interventions fagating childhood obesity in children
with a mean age less than 18 years. A majorith@ftudies (n=36) concentrated on
behaviorally oriented treatment programs; ten ssiéivaluated drug interventions, and
no studies looking at surgical intervention weraikable for review. The authors
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concluded that there are limited data to recomnuemgdtreatment program to be favored
over another, yet, combined behavioral lifestytlennentions compared to standard care
or self-help, can significantly and clinically resiuoverweight in children and
adolescents (Oude Luttikhuis et al., 2009).

Although not focused on treatment of OW/OB, Heskettd Campbell (2010)
conducted a review of interventions to prevent aipés children less than 5 years of
age. Twenty-three studies, which were mostly cotetliin preschool/childcare settings,
highlighted interventions that were widely variéd/hile most interventions reported
being feasible and acceptable, a common limitatiaa the failure to report data on cost-
effectiveness of the intervention. Quality anarigf the study designs and
methodologies was difficulty to illicit, compoundéd little evidence of research
continuity (i.e., there was no evidence of sepastudies to build on the lessons learned
from previous intervention attempts) (Hesketh & @aell, 2010). Overall, the studies
reviewed provided a mixed picture of the abilitytlo¢ intervention programs to change
behaviors that contribute to obesity in young aleild it is important to highlight the
premise that parents and caregivers are receptineke positive changes to dietary,
physical activity, and sedentary behaviors of tigeutng children (Hesketh & Campbell,
2010). Similarly, Monasta and colleagues (201 hdomted a systematic review of RCTs
aimed at the prevention of OW/OB in children ldst5 years of age. In their review of
seven RCTs, four trials were carried out in prestbettings, two were family-based,
and one was conducted in a maternity hospital. eNadrthe interventions were effective

in preventing OW/OB (Monasta et al., 2011).
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In a more recent systematic review of 12 studigdemented in preschool/
school-based settings aimed at preventing obesdyto 6-year-olds, Nixon and
colleagues (2012) found that successful intervestibat slowed accelerated weight gain
combined high levels of parental involvement artdriactive learning targeting physical
and dietary change. The review was of RCTs wiibllaw-up of 6 months or longer,
and with outcome markers of weight gains, body cositpn, and physical activity and
dietary behavior change (Nixon et al., 2012). SeMethe studies reported on health
knowledge of parents and/or children, parentaluatéis towards health, and parental
support and role modeling (Nixon et al., 2012)thAlgh increases in knowledge do not
necessarily indicate a change in behavior, cogniteriables were primary outcomes in
all but one of the studies (Nixon et al., 2012).

From the limited published literature, what is kmoabout obesity-related
interventions in preschool populations is thatféajors of the family environment appear
to be important in obesity prevention, and (b)tstyges to decrease accelerated weight
gain should include parental food preferences atiéfs, role modeling, and child-parent
interaction around food (Campbell & Crawford, 2081ark et al., 2011). In the limited
evidence available to treat obesity in childrechiidren ages 3-5 years (Stark et al.,
2011; Whitlock et al., 2010), short-lived (i.e.,eatime 45-minute) counseling is not
sufficient to reduce obesity rates. Furthermaggeting reductions in time spent in
sedentary behavior may be favorable approach tghtvenanagement in children. In a
landmark study, Epstein and colleagues (1995) foaddctions in sedentary behaviors
were more successful at increasing children’s gKor high-intensity activity and lower
reported caloric intake than children in an exerdsmparison group. Multimodal
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interventions (i.e., clinic plus technology andieanualized content) (Franklin, Waller,
Pagliari, & Greene, 2006; Jacobson & Melnyk, 20¥2jnyk et al., 2007; Shapiro et al.,
2008; Small et al., 2007); multiple face-to-facessens (Franklin et al., 2006; Jacobson,
2009; Kelly & Melnyk, 2008; Melnyk et al., 2006, @D); timed after the winter holiday
season (Jacobson & Melnyk, 2010; Onnerfalt eRall2); nutrition, physical activity,

and portion size (Franklin et al., 2006; Jacobsad&nyk, 2012; Melnyk et al., 2007,
2009) have demonstrated significant effects onthealtcomes. Therefore, the proposed
study will incorporate these elements to targeepti beliefs towards food and child-
parent interactions around healthy lifestyle bebiesvi

Primary care settings. Policies and guidelines have surged in respanfieet
declining health of the United States, and arereeting the focus of health back on
health promotion. As part of the Affordable Caret,Ahe Prevention and Public Health
Fund will help to fill gaps in primary care by dlimg an estimated $168 million to train
500 new primary care physicians, $32 million fag thevelopment of 600 new physician
assistants (PA), and $30 million to train an addii 600 nurse practitioners (NPs)
(American Association of Colleges of Nursing, 2Q14he investment and attention to
primary care highlights the emphasis to shift reeadire in the United States back to a
primary care effort.

Primary care settings present an opportunity fterirentions for OW/OB
children, but are in need of feasible model of aaitt demonstrated effectiveness
(Sargent, Pilotto, & Baur, 2011). Interventiongyorating in pediatric primary care offer
certain advantages: (a) aside from teachers, pyicae providers have the most
professional contact with the families of prescleosi (b) parents tend to trust
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pediatricians’ recommendations; and (c) primarggaoviders are the best predictor of
help-seeking for preschoolers’ behavior problena/{gine et al., 2007). Counseling in
obesity clinics demonstrated a 7% to 26% sustadleedease in overweight children
(Moyer et al., 2005), yet evidence for effectiveeiventions delivered in pediatric
primary care settings are lacking (Lavigne et2007; Moyer et al., 2005; Stark et al.,
2011). Sargent et al. (2011) conducted a reviegletermine components of primary
care interventions aimed to treat childhood OW/@Emparisons from 12 studies that
had at least one intervention effect led the asgthmihighlight evidence supporting

(a) training for health professionals before inggmon delivery; (b) behavior change
options (e.g., healthy diet, activity, sedentarlgdnaor); and (c) effecting behavior
change with a combination of counseling, educatiottten materials, support, and
motivation, and tailoring intensity based on outegpniorities (e.g., behavioral versus
anthropometric) (Sargent et al., 2011).

In the published literature through January 20hdtd were only seven
intervention studies implemented in a primary cating that focus on obesity
prevention or treatment in preschool child(@niza, Laslo, Thomson, Seshadri, & Binns,
2009; McKee, Maher, Deen, & Blank, 2010; Quatttimle 2012; Ray, Lim, & Ling,
1994; Schwartz et al., 2007; Small, Bonds-McClMelnyk, Vaughan, & Gannon, 2013;
Taveras et al., 2011). Two studies were RCTs ((@uadt al., 2012; Taveras et al., 2011)
and two were randomized controlled feasibilitylgi@gMcKee et al., 2010; Small, Bonds-
McClain et al., 2013). The other studies lackedlmanization (Ariza et al., 2009, Ray et
al., 1994; Schwartz et al., 2007), thus limitingeimal validity. The interventions were
multifaceted. Intervention content and implemeataincluded (a) cueing providers
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with a self-inking stamp with prompts for nutrit@rstatus and BMI percentile;
(b) training providers, registered dieticians, @earch assistants to counsel families with
preschoolers on healthy lifestyle behaviors usimgivational interviewing techniques,
implementing a lifestyle counselor as an adjuna pyeschool health supervision visit to
enhance goal-setting in families at risk (i.e. goas are OW/OW, low parental education
levels, families of low socioeconomic status) fbesity; (c) individual parent or group;
and (d) phone education or by person on dietarypéuydical activity/sedentary activity
with a behavioral modification component. Acrdss studies, counseling sessions
ranged from 1-4 office visits, with documented ceelmg on BMI percentile, diet, and
physical activity. The sessions ranged in duratiom a median of 4 minutes for obese
children/families, to 25-60-minute in-person motigaal interviewing chronic disease
management visits and 15-minute telephone calssAppendix B for studies reviewed
in this analysis).

Overall, a critical analysis of the seven studaeenls the following strengths:
(a) interventions targeting the prevention of OW/@Bschoolers are feasible and
acceptable in a primary care settings, (b) botkemarand providers expressed a strong
desire to have more resources available to helgiésmvith preschoolers engage in
healthy lifestyle behaviors, (c) family-centeretenventions that are tailored to the
family appear to be very important, (d) studiesdueeoretical frameworks to guide the
interventions and selection of outcome variablespoblem-solving and goal-setting are
important intervention components, and (f) accaumfor individualized practice setting
needs was important to study implementation. Topgsed feasibility and acceptability
study addressed these limitations by (a) facitiaprimary care settings by providing the
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TEXT2COPE program as a resource for families witN/OB preschoolers, (b) piloting
the 7-week program to determine effective dosagédth the four face-to-face sessions
and three self-study plus text messaging for bemahange, and (c) using the
information obtained to inform future studies. &egsful intervention studies with
preschool-aged children should (a) include paré€hjsjse strategies to develop skills
and behavioral capacity in families, (c) educatepts and children about the benefits of
healthy eating and engaging in routine physicaveagt and (d) have parents model
healthy eating and be physically active (Nixonlgt2012). The proposed study focused
on these strategies and other recommendationaddatssed (a) weight management in
children, (b) behavioral interventions in childre® years, (c) behavioral interventions
that include children who are OW/OB, and (d) incdasof primary care settings
(Summerbell et al., 2005; Whitlock, O’Connor, & Wams, 2010). The goal was to
strengthen parental beliefs and subsequent attitade behaviors in their ability to
engage in healthy lifestyle behaviors for their iligas. By strengthening parental beliefs
about their ability to engage in healthy lifestiglehaviors, it was anticipated that positive
parental attitudes and behaviors would resulttuin, parental choices and role modeling
for their children should be more positive, encgurg an atmosphere where children are
more likely to adapt positive beliefs about thdiility to engage in healthy lifestyle
behaviors.

Mobiletechnology in health. To date, mobile technology research has occurred
with little communication among disciplines, resdears, and clinicians. In recognition,
the Foundation for the National Institutes of Heahd mHealth Alliance (2014)
emphasized cross-sector dialogue between resdactimology, and policy with an
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annual summit. Mobile technologies have the paétd expand care and reduce costs,
and are poised to reinvent healthcare deliveryrsop® other technologies due to high
demographic penetration, omnipresent nature, fipioh use, and broad range of
capabilities (Fjeldsoe et al., 2009; Fogg et &Q72 Kraft & Yardley, 2009; Swendeman
& Rotheram-Borus, 2010). “Nothing is better pasitd to intervene at the opportune
moment” (Fogg et al., 2007, p. 6). Feedback messatmy have a more pivotal role
towards goal attainment consistent with behavipraciples that document feedback,
either reinforcing or corrective, as a compass kmglan individual to stay on course
with goal attainment (Burke et al., 2012). Thisieev will highlight both gray (i.e.,
annual reports, fact sheets, consumer brochureseptation slides, technical reports,
policy briefs, and white papers) and empirical argfapublication to demonstrate the
opportunity for meaningful interactions as the watenobile health usage grows.

Gray literature. On the commercial sidapplications such as Habit Changer
(HC, 2009) offer a series of a CBT-based intenganto facilitate positive changes in
one’s life. One of six programs (weight loss, smgkfeeling better, money, stress, and
feeding kids) can be delivered through a 42-daytaligrogram to encompass email, text,
and web support. Most of the HC programs rangmats from $12.95 to $19.95. Daily
challenges are designed to cognitively restrugbaréicipants’ views to change a targeted
behavior. Participants (44 treatment, 31 contndip completed 21 or more days of the
Quit Smoking HC program were significantjy<0.01) more successful in reducing the
number of cigarettes they smoked, or entirely gonbking. Pretest, respondents smoked
an average of 18.63 cigarettes/day (SD = 12.86tt&st, HC respondents reduced their
smoking by 13 cigarettes/day, while the controlugroeduced by eight cigarettes/day
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(t(1,69)=5.99, p<0.05). The HC entitled Feedingui¥Kids (HC-FYK, developed in
partnership with the Clinton Global Initiative atiee First Lady’s Apps for Healthy Kids
competition) targets caregivers with children agd years to use the free
downloadable iPhone app (HC, 2009). The logic mbmddehe HC-FYK program
suggests that when parents gain awareness, knosyladd skills, changes will also take
place in their children. It is anticipated thatidren will make more informed food
choices, eat a wider variety of more healthful ®aahd have a healthy weight (Petersen,
Brigham, & Rouspil, 2010). To date, no publishesearch was available on the HC-
FYK program. One of the largest and more widebogmized text-messaging efforts by
the National Healthy Mothers, Healthy Babies CaaliftHMHB) launched a public-
privately funded program, Text4Baby, in 2010 (HMHB®12). The Coalition partnered
with Johnson & Johnson through a multi-year, muiiflion funding partnership (CDC,
2013b; HMHB, 2012; Stone, 2010). Text4Baby is gesd to promote mother and child
health through a free mobile education/informasernvice. Women are able to sign up
for the service by texting “baby” or “bebe” (for &ush users), to a number and receive
free weekly texts, timed to the due date of thalsyo The initiative expanded outreach
efforts through Medicaid and WIC, with HRSA and tepartment of Defense
conducting evaluations to understand the valueeat4Baby families and underserved
populations (HMHB, 2012; Stone, 2010). By the ehdanuary 2012, over 281,000
participants enrolled, with 96% of enrollees reppgythat they would recommend the
service to a friend (Centers for Disease ContrdlRrevention (CDC)., 2013a, CDC,

2013b).
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Empirical literature on text messaging in pediatric health. Mobile-based
interventions studies are difficult to summarizedese they have been published in a
wide range of databases and incorporate disparetieoals. Thus, our understanding of
mobile-based, natural setting, real-time intervamgiin psychosocial and health behavior
treatment is limited (Heron & Smyth, 2010). Ecata momentary interventions
(EMIs) and ecological momentary assessments (EMAk) unique promise to advance
the science of behavior change by shedding ligrexperience and behavior in real-
world, real-time settings (Heron & Smyth, 2010; f8han, Stone, & Hufford, 2008).

The ubiquitous nature of mobile technologies haspibtential to transform this arena of
research using real-time interventions and assedsmé 2013, Schnall and colleagues
used text messaging to assess adolescents’ hefaitmation needs through EMA. Over
the course of 30 days, 60 adolescents ages 13al8 were sent three SMS weekly
asking questions related to how information neddsglolescents was obtained (i.e.,
What questions do you have about your health?, @/tieryou look for an answer?,
Anything else?). The phones were additionallymstlled with applications related to
asthma, obesity, diet, and human immunodeficiemeysy There was a 90% response
rate to the EMA questions, resulting in a respafst?1 SMS related to health needs and
516 text messages related to where the teens |dok#ae answers. The authors
concluded that text messaging is a useful toohfsmessing adolescents’ health behavior
in real-time (Schnall et al., 2013).

Stockwell, Kharbanda, and colleagues are well-kntawitheir extensive research
using text messages as reminder related to vaamsatates (Kharbanda, Stockwell,
Fox, & Rickert, 2009; Stockwell, Kharbanda, Martineara et al., 2012; Stockwell,
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Kharbanda, Martinez, Vargas et al., 2012; Stocketedll., 2014). Collectively, the
evidence by these authors suggests that text-megsa&gninders improves
immunizations coverage rates (versus usual caleyisincome urban populations.

A systematic review of text-messaging interventitmpromote healthy behaviors
in pediatric and adolescent populations appraisecvidence on the use of text
messaging as a tool to deliver healthy lifestylleaweor programs in pediatric and
adolescent populations (Militello, Kelly, & MelnyR012). From seven experimental
studies, the authors found the mean age of studigipants ranged from 8.7 to 17.9
years of age. Intervention length ranged from 22aveeks (mean =23.14, SD 20.8).
Frequency of text messaging varied from daily e studies and weekly in two studies.
Two-way messages (sent, received) were providégerof the studies, with four studies
allowing participants to set either the frequenegl/ar timing of the messaging. All
studies were designed to have participants mdetraiegularly for scheduled clinic visits
or supplemented with face-to-face sessions. Owmii@buthors concluded that
interventions using SMS can be successful as resrsnd disease management
behaviors (i.e., medication adherence, blood gkeicosnitoring) and that tailored,
interactive, and family-centered interventions doo¢ supplemented with mobile
technology to facilitate behavior change. Limias of the existing literature include
small sample sizes and power, brief interventioration without long-term follow-up,
and lack of adequate attention control groups.

Appendix C outlines three published studies coretliot pediatrics that utilized
text messaging to improve healthy lifestyle behes/{outside of chronic disease
management: i.e., diabetes and EMAs). Two studérs quantitative (Bauer, de Niet,
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Timman, & Kordy, 2010; Shapiro et al., 2008) an@ evas qualitative (Sharifi et al.,
2013). Patient compliance to strategies using @Bd social CT with text messaging
was supported in the literature (Bauer et al., 2&apiro et al., 2008). Bauer et al.
(2010) found that in a sample of school-aged céildn=40, mean age=10.05, SD=1.28),
BMI was reduced through a 12-week cognitive behavigroup treatment (by 0.20 BMI-
SDS [SD score] SD-0.23(36)=5.20,p<0.001). A maintenance arm, following the
intervention with a 36-week text-messaging mainteeareatment, did not reach
statistical significance. Although nonsignificatitere was slight further decrease by
0.07 BMI-SDS between the end of the interventioth tr@ end of the text message
maintenance portion (t(36)=1.70, n.s.). Studeoitspieted 67% of the text message
homework and further reduced their BMI an additidh@7 BMI-SDS. The efficacy of
the text message portion of the program needs teb®nstrated in an RCT, but the
initial results support the feasibility and accdylity of text messaging in the treatment
of childhood overweight (Bauer et al., 2010).

Shapiro and colleagues (2008) examined the acdégtadttrition, adherence,
and preliminary efficacy of a text message theagdul intervention monitoring healthy
behaviors in 58 families with children ages 5-1arge Healthy behaviors included
increasing physical activity and reducing screaretand sugar sweetened beverage
intake. The intervention consisted of children aadents participating in three group
education sessions (weekly for 3 weeks). Main@ui measures were treatment
acceptability, attrition, and adherence to self-twing. Self-monitoring was done
either by paper diaries (n=8), text messaging (#=d:3no monitoring (n=11).
Adherence to self-monitoring was significantly di&nt with compliance in 43% text

54



messaging versus 19% paper diary (p<0.02). Retengites were also higher for the text
message monitoring group (72%) versus the papéb)aad control groups (50%). The
text-messaging group was the only group to shoecaedse in screen time in children
compared to paper or control groups receiving dady messages.

Sharifi and colleagues (2013) examined parenta@eability and preference for
text messaging to support obesity-related behalhange. While the results are
summarized in Appendix C, it is noteworthy to st parents were enthusiastic about
receiving text messages endorsed by their childfgry care provider (Sharifi et al.,
2013).

Text messaging (SMS) has advantages for use ircalipractice, including:

(a) SMS is accessible at most times, (b) SMS siekcand interactive technology,

(c) SMS can be nearly effortless to use, and (d)roanication is inexpensive (Bauer et
al., 2010). Text messaging is versatile in useaamdbe supplemental to clinical care.
The key strengths of research utilizing mobile texdbgy are the desirability expressed
by parents, the ability to capture behavior inte@ak, naturally occurring situations (i.e.,
their daily routines), and the potential to promieédavior change through quick, cost-
effective, tailored messages. Limitations of melliased interventions to date are the
small number of RCTSs, the paucity of theory-basgerventions, and dearth of
substantiated evidence to support families andyoages of young children. Theory-
based intervention testing is consistent with phiealthy lifestyles behavior research
(Melnyk et al., 2006, 2009) and has yet to be fultglerstood with technology-based

interventions.
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Iterative support for text messaging. Since no study to date has been conducted
with parents of OW/OB preschoolers testing a CB&Brvention in a primary care
setting with mobile support, it is difficult to geralize previous research to the
particulars of this study. A gap exists within tiierature on the topic of promoting
healthy lifestyle behaviors in parents of OW/OBguteoolers using a cognitive-
behavioral intervention synergized with mobile tealogy. Therefore, when designing
this study (in 2012), a convenient sample survey eanducted to inform the
implementation of the intervention. Non-experinaiesigns (i.e., descriptive,
gualitative) are useful when constructs need tddseribed (Melnyk & Morrison-Beedy,
2012). Mimicking the initial survey design of B.Rbgg’s (2010) 3 Tiny Habits, a five-
guestion survey was sent via email to 27 parengsexchoolers (see Figure 3 for email
content). The intent of the survey was to infoha tlesign of and implementation of the
intervention, therefore, with the opt-in surveystitutional Review Board (IRB) consent
was not obtained. Eleven parents volunteered wdejm with their responses, yielding
an approximate response rate of 41%. To addilipoatain data, a one-day Facebook
status post requested similar information from pte The request yielded an additional

13 responses, for a total of 24 participants.
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Subject: MNeed help from fellow parents - by Fridav please
Email content:
Hello all___.

Can you give me some feedback to help along my dissertation?
In just T minutes , . .

Cvou can respond o 5 simple questions.

I will wvalue yvour imput. Thank you!
Liza

At your child's annual physical, if you were told your child was overweight or obese...
(Please respond ¥i/™N)

1. Would you like ftext message support io help yvour family engage in healthier
behaviors?

. Would you like reminders/tips sent to help vou? (ig., tips to problem solve or sct
goalsT)

3. Would the cost of receiving/sending messages be a deterrent?
MNow here are a few open-ended questions:

4. If you would like text messages, how often?

5. What time of day would vou like the messages sent?

Feel free to share any other ideas, thooghts, or wishes that you think would be helpful!
Thank vou!

Figure 3 Sample email survey.

Although the sample size was small, the data deitbwere rich with

information. One hundred percent of participatasesl that they would like their
healthcare provider to send reminders or tips ppstt their engagement in healthy
lifestyle choices. Ninety-two percent stated tihaty would like the support in the form

of a text message. The costs of receiving/senaitext message would not be an issue to
82% of those parents sampled. When asked abotretiigency of the text messaging,
63% of parents opted for a weekly text messagkvield by 13% requesting twice a

week messaging. Daily or monthly text messaging rgguested 10% of the time.
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Approximately 64% of parents stated that the messaguld be most beneficial if sent
during the morning hours.

Two open-ended questions provided qualitative faeklb Several of the
responses highlighted parents’ lackiofeto seek out answers related to their child’s
health andyet frustrated Within the data, themes for the type of supfrarn the
primary care provider emerged. sftong messagehat washortandeasy to readvas
recommended. These findings parallel aspects g§/5q2011) work suggesting
simplicity changes behavior. Fogg (2011) conterttiatiasking people to perform too
complicated a behavior or putting too much intagger will not lead to success.
Therefore, the TEXT2COPE intervention did not rebely on the trigger, but
supplemented behavior change through goal settidgskills building intended to
facilitate problem-solving and overcome barrieiscdssed in face-to-face sessions and
enhanced with self-study manualized content.

Additionally, participants in the iterative phaseleomed additiondlnks, or
resourcesandvarietyto help support behavior change. This allowedi@pants to seek
out information that they are ready to absorb aildrtthe intervention to their level.
Interestingly and contrary to multiple previousdés, the participants stated that daily
text messaging would heo muchand may lead to alert fatigue or the messagegbein
ignored. Using Fogg’s (2012) behavior grid anduog on the trigger aspect to
increase behavior intensity or duration of a faanibehavior help to enhance one’s
ability to do the behavior or increase the numberiggers leading to the behavior.

The data may be limited, as the sample represegaiesht volunteers. Social
desirability could have also influenced responatbpugh respondents were encouraged
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to be realistic and forthright with their answefurthermore, responses may have been
limited due to the time constriction mentionedhe subject heading of the email,
providing only 3 days for the parents to respomtie small parent sample was
representative of parents of preschoolers, butmsaype generalizable to parents of
OW/OB preschoolers, or parents accessing cliniecsare economically challenged or
culturally diverse communities.

With the current climate of healthcare reform coompaed with the rapid
advances in technology, it is difficult to steadffaplan without considering the needs of
consumers. People are not static—there is mucértanety; therefore, it may be fatal to
have gust do itapproach (Ries, 2011). Therefore, data from egsesearch were
triangulated with the results of this survey. T™aga from the literature and the results of
the survey were weighed based on rigor and empsigaport. To avoid committing a
type Il error (wherein there lies a discrepancinsen the research focus and research
guestions [Schwartz & Carpenter, 1999]), informatjathered quantitatively and
gualitatively validates the learning cycle (Rie812). The inherent strengths of
gathering information lacking in the literature wetgh the limitations and help to inform
the science.

Summary and synthesis of text-messaging evidence. When considering the
dosage of the text portion of the intervention,goemns like Text4baby send
approximately 36-40 messages to users (weekly S19-10 months=36-40 SMS). The
HC programs send daily messages for 42 conseatdiye From the review of literature
on the use of text messaging in pediatric litea(ilitello et al., 2012), daily text
messaging was used more frequently as medicatiomders or for self-monitoring
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purposes. Behavior change interventions in theigeapliterature tended to utilize text
messaging once weekly in conjunction with otheefamface intervention components.
Attrition ranged from 0% in a 3-month interventistudy assessing feasibility of
telemedicine support on glycemic control in adadegs (Rami, Popow, Horn, Waldhoer,
& Schober, 2006) to 37% attrition at 4 months fonrgervention study to improve
immunosuppressant adherence for pediatric pat{dhitsh et al., 2009).
Extending the Science with this Pilot Study

A variety of dietary and physical activity interuems have been somewhat
effective in slowing the obesity epidemic; howewarst-effective promotion methods to
prevent and sustain healthy lifestyles across despopulations are not yet established.
When reflecting on the value of intervention reshatheso whatfactor must be
considered. Melnyk and Morrison-Beedy (2012) rédetheso whatfactor as a term to
describe the development and conduct of researthhigh-impact potential to improve
outcomes. First, principles of effective teaching., knowledge, facilitation and
prompting of an action, creating an environmentdeamive to learning [Billings &
Halstead, 2004]) were built into the proposed neseaSecondly, this research provided
a theoretical basis for testing a mobile-basedvetgtion tailored to individual families
to promote healthy lifestyle behaviors in pareritpreschoolers. The program
incorporated messages that utilized principles Dt&create new perspectives on
healthy behaviors, thus creating an opportunitypfusitive behavior change. This study
was designed with the intent to improve healthjtheare quality, and patient/family
outcomes. Given the lack of evidence availablée@hmessaging in primary care in
preschool populations and in families with an OW/E@Hd, this pilot study will provide
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insight intoso whatoutcomes needed to guide clinical practice. Byesyizing the
TEXT2COPE program with mobile technology, skilladaelated messages, the program
can easily be replicated and implemented in a pyiroare setting.

In summary, by using CT to guide the interventi®BSB was enhanced by the
ease and timeliness of mobile technology to stiergparental beliefs in their ability to
engage in healthy lifestyle choices. Cognitivedetral skills-building sessions focused
on empowering parents to engage in healthy lifedtghaviors (i.e., healthy nutrition and
physical activity) through positive strategies tolgem-solve and enhance goal setting.
To successfully problem-solve, the participant ningstible to recognize, understand, and
change irrational patterns of thought. The internib interrupt the cycle of negative
cognitions. CBSB was used as a strategy to reffaotential parental beliefs that act as
barriers to their ability to actively engage in hiealifestyle behaviors. Using CBSB to
provide parents with the skills needed to reframgative cognitions, it is anticipated that
parents will be able to actively engage in healifiegtyle behaviors.

Mobile technology was designed to reinforce angsupmanualized cognitive
behavioral skills building materials taught to peseof preschoolers after a well child
visit. The intervention is designed for implemeita into a primary care setting, and
can be carried out by providers and support séaff. ( medical technicians and registered
nurses). There is adequate evidence that the harbehavioral interventions are no
greater than small (Whitlock et al., 2010). Thare no published studies evaluating the
use of CBSB in conjunction with clinical and mobiézhnology to promote healthy
lifestyle behaviors in families with preschooleBy creating the TEXT2COPE program
with theso-whatfactors in mind, the likelihood of a successfuemention study and
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program of research is increased to positively chpatcomes (Melnyk & Morrison-
Beedy, 2012). This study sought to fill gaps ie literature by targeting barriers of
perceived lack of information, perceived difficyltsck of practice resources, and patient
accessibility through CBSB and text message comeation. Through this innovative
primary care effort, the goal was to reframe pa’amégative cognitions and perceived
difficulties into rational, strengthened beliefstiveir ability to adapt and maintain healthy
lifestyle behaviors. The program is the first itrgectory of research aimed at
improving healthy lifestyle behaviors through aliegble, evidence-based intervention

appropriate for primary care settings.
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CHAPTER 3. METHODOLOGY

The overall purpose of the educational/cognitivieaweoral skills building
intervention was to (a) increase parent nutritind activity knowledge, (b) strengthen
parental cognitive beliefs about living a healtiigdtyle and engaging in healthy
behaviors, (c) decrease perceived difficulty/atiitun leading a healthy lifestyle, and
(d) increase healthy lifestyle behaviors in parevith OW/OB preschool children who
use a mobile phone. The primary aim of this stwdg to examine the feasibility and
acceptability of a theory-based TEXT2COPE interi@ntith parents of OW/OB
preschool-aged children. Secondary aims of that picluded evaluating the
preliminary short-term effects of the TEXT2COPEemvention on the study’s variables
(i.e., knowledge, healthy lifestyle beliefs, peweal difficulty, healthy lifestyle
behaviors) and to assess the relationships amady séariables.
Design

The pilot study was a pre-experimental (lackingatml group and
randomization) study using a one-group pre- and@stsdesign for the purpose of
evaluating the feasibility, acceptability, and prehary effects of a theory-based

intervention (i.e., TEXT2COPE) as shown in Table 1

Table 1

Study Design

Baseline Intervention Post-intervention

TEXT2COPE Intervention o1 X1 02
Group
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Phase | clinical trials focus on testing the fedityh acceptability, and safety of a
new intervention with a small sample (Whittemoré&g&ey, 2002). Performing a
feasibility study may be indicated when there awe published studies or existing data
using a specific intervention technique, and figdifrom feasibility studies are relied on
to help determine whether an intervention shouldelsemmended for efficacy testing
(Bowen et al., 2009). In this case, no publishitedies have evaluated the use of text
messaging in conjunction with a cognitive behaviskalls building intervention for
parents of OW/OB preschoolers. The literatureniitéd when it comes to interventions
implemented in a primary care setting and inteneastaimed at promoting healthy
lifestyle behaviors to parents of OW/OB preschaleFhe state of the science is even
more limited when technology is introduced to fidmie behavior change in the proposed
population and setting. Prior to a full-scale iciad trial, small-scale studies that more
closely represent the clinical context can be usddst aspects of the intervention
feasibility such as safety, optimal dose (treatnieteinsity, frequency, duration), and
sequencing of the treatment (Bowen et al., 206R)ythermore, feasibility studies help to
determine if further testing of an interventiorajgpropriate, and, if changes in the
research protocol are needed, how the changes ceay (Bowen et al., 2009). A
feasibility intervention study is the first stepthis program of research to develop an
efficacious theory-based intervention to improvaeltiy lifestyle behaviors in families
with preschoolers, which should ultimately prevent reduce childhood obesity and its

related comorbidities.
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Setting

Participants were recruited from four primary caractices (three in the Denver-
Boulder, CO metro area, one in the Grand Rapidanktro area). All of the clinics
provide comprehensive well and sick care for pedigiatients from birth through 21
years of age. Two of the clinics were affiliatethaacademic institutions and one was
part of a network. Interventions took place eitimea private conference room or in an
examination room. The clinics were geographicadlsied and represented a range of
sociodemographic differences. Staff at each ofites attended an educational in-
service class provided by the investigator on ¢ttutstl obesity and the goals and
implementation of the TEXT2COPE program. All oéthffices adopted electronic
health records (EHRS), which calculated and ploBbts. The PI for this study was
also the interventionist, but was not a healthpao®ider at any of the clinics. However,
prior to obtaining consent, the Pl verbally empbhedithat participation in the
TEXT2COPE would not affect the child’s or family¢are at the primary care clinic and
this information was also part of the written camtseStaff members (e.g., medical
assistants, nurses, NPs, and medical doctors)witirgg to facilitate identification and
recruitment for the study. The PI worked diliggrith develop and maintain positive
relationships with clinics (e.g., phone calls anthés updating a point of contact and/or
the office manager about the program progresshlesdtang scheduled clinic days for the
TEXT2COPE program, providing occasional light refrments such as bagels and
coffee to promote discussions about the prograrn stéff, writing thank-you cards).

The text-messaging portion of the intervention ocailiin the participants’ real-
world settings.
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Recruitment

Quasi-experimental and experimental studies aenable to use smaller sample
sizes than non-experimental studies because afased control (Burns & Grove, 2009).

Because of the pre-experimental study design, Bpsampling criteria will
decrease the effects of extraneous variables aly stutcomes (Burns & Groves, 2009).
The protocol for the study and all materials we@ted approval by the IRB of Arizona
State University (ASU).
Inclusion Criteria

To be included in this study, the primary caretagarent, or legal guardian
(hereafter referred to @mren) of an OW/OB preschooler aged 3 through 5 yeadstha
(a) have a preschooler who has a medical diagob€¥V/OB as defined by a BMI
percentile of 85% or above, (b) possess an actllgbone with text-messaging
capability, (c) be between the ages of 18 and 4%syand (d) give consent for
participation. Parents of any gender, ethnicitgranarital status, and socioeconomic
status were included. Additionally, the Pl ensuteat all participants were capable of
using the text-messaging feature on their phor@ poithe intervention implementation.
The TEXT2COPE program was designed to provide tpasents who needed assistance
with the text message function with a brief traghon how to use the text message
feature on their mobile phone, but training wasnequired as every parent verbalized
having experience using the text message functioa daily basis.
Exclusion Criteria

Exclusion criteria for parents and preschoolersait OW/OB diagnosis
included (a) dietary or physical activity restrazts due to a comorbid condition;
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(b) OW/OB related to an underlying genetic disorder parent unable to speak English;
(d) parent unable to read English at'sgfade level (less than 20-30 words, less than 140
characters, abbreviated thoughts); and (e) parghowt a cell phone or those unable to
use the text message function after the briefitiginParents or children with significant
activity limitations that have been medically impdge.g., unable to walk, genetic
etiology), and impinge upon their ability to caoyt activities of daily living will also be
excluded from participation in this study becaussypam information will encourage
participating parents and their children to engagehysical activity.

Prior to enroliment, primary care offices providédrs and consent to contact
forms about the TEXT2COPE program to identifiedepés of an OW/OB preschooler.
Initially, it was anticipated that recruitment wdube limited due to availability of a
single interventionist (the PI) and logistical isswith scheduling. However, the clinics
preferred a combination of burst and serial reoraiit efforts. In all of the offices, a
support staff member (e.g., medical assistantptem@st) was identified to serve as a
recruitment facilitator. While serial recruitmgne., recruit families as the patients are
seen/identified) occurred during the duration @f pnogram implementation, typically
burst recruitment efforts would happen over thersewf roughly 1 month at the
beginning of the TEXT2COPE program. The clinidfstaember assigned to help the
TEXT2COPE program identified and called all of fregential candidates based on chart
reviews, EHR billing codes, and personal knowledgeoviders were also able to recall
potentialcandidates, validated by a chart review to endwgatient met inclusion
criteria. If recruitment efforts slowed or stalladany point, another attempt at burst
recruiting occurred. The study contacted only ¢hi@snilies who granted permission to
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be contacted. Recruitment occurred from March 20i®igh November 2013. Figure 4

depicts a flow diagram of participant recruitment.

Total Eligible Preschool Aged
Children with dx of OW/OB
From 4 Primary Care Sites
N=52

Unable to reach, left

\ msg x3 with no

response, or Wrong
number

N=17

Refused/Not interested
(too busy, newborn at
home, sick other child) [——

N=11

Only Spanish speaking
N=S

Final enrolled
N=15

Figure 4 Flow diagram of participant recruitment.

Sample

A convenience sample of 15 parent-preschooler d{iERiparents, 15
preschoolers), where the child had a diagnosiswi{@B, was enrolled. The sample size
was small as this was a pilot study with the puepalstesting the feasibility,
acceptability, and preliminary effects of a thewadty driven CBSB mobile-based
intervention program on parental beliefs, healtfestyle behaviors, and parental
satisfaction. A pilot or feasibility study is aarrun of a full-scale study to test logistics
and gather information to improve the overall reskaesign and assess whether the
research protocol is realistic, keeping the maial go focus of conducting the pilot
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studies to assess the feasibility so as to avdioriwmate consequences when embarking
on a full-scale study (Fain, 2010). Therefore,dha&ly author sought to determine
whether the TEXT2COPE program was appropriateudhér testing by addressing (a)
acceptability, (b) practicality, (c) implementatjand (d) limited efficacy (Bowen et al.,
2009). This sample size allowed for preliminarglgsis and after an 8-month
recruitment period reflected a 100% retention rate.
Confidentiality

Only assigned identification numbers were usedtodysmeasures. Participant
guestionnaire data were linked by use of codes riaster list linking the participant’s
identification number to the participant’s ideniifg information was maintained in a
separate locked file cabinet in the PI's lockedceff In addition, signed consent forms
will be kept in a separate, locked filing cabiraetd will only be accessible to the PI.
Access to electronic data was restricted to thenéiresearch team members. Databases
were password protected to guard against unaudtaezcess. Federally regulated U.S.
Health Insurance Portability and Accountability AetiPAA) guidelines were followed.
Protection Against Risk

Participants were informed about the risk assodiati¢h the intervention on the
consent form. There is potential for minimal psyldigical or social discomfort when
discussing maladaptive thoughts. Subjects wemgnméd that they may choose not to
answer any of the questions on the measures anthéyamay choose to withdraw from
the study at any time. It was anticipated thatéeefits of participating in the study far
exceeds the risks by enhancing healthy lifestyleab®rs. Participants were assured that
their participation was voluntary and they may wrw at any time. In appreciation of
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participant time and associated costs of text ngessaipon completion of baseline
instruments, a $10 gift card to a local groceryest@as given. Similarly, upon
completion of the posttest, a gift card in the amaf $20 was presented. Additionally,
the TEXT2COPE manual was given to the parentseabéginning of the study (after
baseline data was collected) for them to keepqueditatively suggested by participants
surveyed during the iterative process of this stelyign, the manual contained
additional resources (i.e., a list of websitedh® €DC and USDA) to further support
healthy lifestyle choices. All individual data weegntered into the computer using an
identification number. The PI, trained in confitiahty issues and measures, had access
to the data. The PI recognized the obligationgioald these critical underpinnings to
avoid potential deception leading to a lack of acy and confidentiality and to maintain
public trust in the research process. The Pl athtr the guidelines put forth by the
Office for Protection of Human Subjects and cartleglresponsibility defined by the
ASU Multiple Project Assurance.
I ntervention Protocol

The TEXT2COPE program for parents of preschoolexs @esigned to enhance
and sustain healthy lifestyle behaviors. The desigthe TEXT2COPE intervention was
adapted from the COPE/Healthy Lifestyles TEEN wgation Program (Melnyk et al.,
2006, 2007, 2009), and a combination of the Be Be@althy (Small et al., 2012) and
the Parents Lead Active Youth (PLAY) programs (Snpidnds-McClain et al., 2013).

Kreuter, Strecher, and Glassman (1999) classifieslsage content into types:
(a) generic — one size fits all, (b) tailored —igaed for one particular individual, and
(c) targeted — designed for a subgroup of peopleerefore, the tailored aspects of the
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intervention, the face-to-face sessions and texdsauges, were supplemented with
targeted print material for reinforcement and sélidy. To ensure the study’s integrity
and reproducibility, the TEXT2COPE program was naized to standardize the
intervention. “Reproducibility is critical if tratetion of the intervention into real-life
practice settings is going to occur” (Melnyk & Fng-Overholt, 2011, p. 266).

The manual and text-messaging content was develagirg the adapted process
for developing print-based tailored interventiodsguter et al., 1999; Norman,
Kolodziejczyk, Hekler, & Ramirez, 2013). Tableusmarizes the steps that were
utilized to develop and communicate TEXT2COPE aointe parents.

Content was divided into chapters to reflect theeseveekly sessions, with
additional resources added for the preschoolegs (SDA’s choosemyplate.gov printed
materials, and Just For You Mom Healthy ChoicesrCitacker charts). A standardized
portion plate designed for preschool aged children Be Beary Healthy Plate with
landmarks) was provided to facilitate visual estiores of food amounts (Small et al.,
2012). Evidence supports the use of portion coptetes to significantly decrease the
average amount of calories served (Small et aL.2Pand increase the ability of adults to

accurately estimate portion size following eduaati@ining (Small, Lane et al., 2013).
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Table 2

Steps in the Process of Developing a Tailored FBased Intervention

Step

Key Questions and Tasks

1.

Preliminary
Steps

. Intervention

Content

Experts

Storing
Information

. Creating the

Intervention
System

. Other

¢ What is the purpose of program? Is it to suppldéroeenhance tace-to-
faceprogram, or will this be atand-aloneself-help program?

e Who is your target audience? Will the program tangeltiple phases of
behavior change such as adoption, maintenancegtapbe?

¢ In what setting will the printed materials be disited?
Possibilities include an individual’s home, gym,rikgite, or
healthcare clinic. The setting may influence thekl content
andbrandingof the print materials.

o Will the structure of the intervention be a newsleta report, or a
pamphlet? Will the content be based on a scierttitory and
evidence? On which determinants of physical agtao you want to
focus? How extensively will the content be taildted

. Partnering with e The decisions in steps 1 and 2 will lead you t@deine who to partner

with to develop the printed materials. Do you naagtaphic designer,
computer programmers, a printing company, copyeditr healthcare
professionals

. Gathering and e How will the determinants of physical activity beasured? Dwalidatec

survey measures exist? How will collected inforiorabe stored in a
database?

¢ Create tailored messages that vary by levels ofrisasured
determinants. Develop algorithms and a computagram for
determining how survey responses about determiraaténked to
specific tailored messages. The algorithms aesral decisions
that the computer follows tact like the human expert (e.g., coach,
counselor, healthcare provider).

e Consider what the appropriate reading level shbelébr your printed

Considerations materials. It is recommended that health liteate written at a's

grade reading level so it is accessible to lowterdiy individuals.

e What is the timeframe for the delivery of the inemtion materials? For
example, will it be weekly, monthly, or twice ye#l The time frame is
an important consideration and relates toaterall structure of the
printed materials and how much content will neeté¢aleveloped.
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I ntervention Overview

The intervention implementation consisted of foay ktrategies: (a) discussions,
(b) reminders, (c) triggers, and (d) reinforcemenrithe face-to-face clinic visits are
where the discussions occurred. After baselina @ate collected, all parents were
given a hard copy and an audio compact disc (CEHeTEXT2COPE manual. The
manual served as a reminder of the CBSB and waktadesep the Pl and parents on
task. The SMS were designed to trigger the skilew behavior. Lastly, the homework
was designed to reinforce the skills. Howeverepts additionally reported that the
static SMS served as reinforcements/reminders ds Wee content and implementation
of the seven TEXT2COPE sessions are provided iteTabThe manual in its entirety,
with accompanying homework assignments, can bedfauippendix D.

Face-to-face sessions. The face-to-face sessions were conducted witipainent
in a 30-minute session. Typically, the preschoatmompanied the parent for the first
visit, but thereafter the parent usually schedtilee@ without the child so they could
focusmore on the content and discussion. It was thenpa discretion whether or not to
include the child in the clinic visit, but the patevas encouraged to practice the program
skills at home with their child. Incentives suchsdicker charts and fruit and vegetable
games were included as part of the TEXT2COPE comeacilitate child inclusion.
One parent was admitted to the hospital for obsenvand put on temporary bed rest,
but still wanted to participate. Therefore, twalwd clinic visits were conducted via
telephone counseling. The duration of the visitsicked previous research and most
closely reflects the length of an office visit inmary care (Jacobson & Melnyk, 2010;
Lusk & Melnyk, 2011). Direct personal counselisgaiso the most universal form of
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nutrition education (99.5%) offered to WIC partigijis at all local agencies (USDA,
2012). The discussions occurred during the foce-ta-face visits and targeted teaching

and building the cognitive behavior skills.

Table 3

TEXT2COPE Intervention Implementation

TEXT2COPE Intervention Program CBSB Content Session Mode

Healthy lifestyles and the thinking, feeling, beimay Week 1

triangle; basic recommendations for nutrition & picgal Face-to-face AND text

activity in preschoolers; goal setting messaging;

Information on physical activity and nutrition, Inding Week 2

appropriate portion sizes, healthy eating and fgradips Self-study AND text
messaging

Barriers to goal progression and overcoming bagrier Week 3

through problem solving and cue recognition Face-to-face AND text
messaging

Positive thinking and self talk related to heallifgstyle Week 4
behaviors Self-study AND text
messaging

Cognitive reframing - with an emphasis on the ptgisand Week 5
emotional responses to stress and how positivefealan  Face-to-face AND text

help to reframe cognitions and promote positiveirngp messaging
Effective communication, stress and coping. Week 6
Self-study AND text
messaging

Putting it all together; integration of knowledgedaskills ~ Week 7
Face-to-face

For instance, during the session on problem-soj\pagents were asked to apply

a four-step problem-solving skills to a health-tetascenario involving their preschooler.
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The steps include (a) identifying the problem,i@f@ntifying the cause of the problem,
(c) identifying possible solutions with pros andsdo each solution, and (d) choosing
the best solution. Parents were encouraged tdggmebolve having a family meal
together. To help reshape the faulty cognitios®eaisted with automatic thinking
(negative schemas) and perceived difficulties tihgehealthy, parents were encouraged
to apply the four-step process of problem solviRgrents were asked to think of causes
of the problem, or antecedents (e.g., time spemitlo@r obligations such as work).
Possible solutions were worked out with the patemclude preparing the meal the
night before (e.g., cutting vegetables while watghelevision), having other family
members pitch in to help prepare the meal, or reparing and just eating whatever is
most convenient. Pros and cons of each possihlé@owere considered. The families
were guided through the problem-solving processctoeve the best solution for their
family.

Text message support. The TEXT2COPE program supplemented the
manualized content through one-way reminder ogéignessages following a face-to-
face session. MEMOTEXT Corporation partnered whih Pl to develop software
specific to the TEXT2COPE program that deliveretéreed the SMS data.
MEMOTEXT is a software company that integratesrveations into health care using
scalable communications technologies through iteratystem analysis and design
(MEMOTEXT, 2014). MEMOTEXT is compliant with HIPAAequirements.

Additional participant confidentiality will be sead by MEMOTEXT’s privacy policy
and used in accordance with all applicable lawstaadPersonal Information Protection
and Electronic Documents Act (MEMOTEXT, 2014). MBNIEXT offered to work
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with the PI on this study at no additional costrwitie understanding that results of this
study will be presented unbiased and submittegdidtication regardless if findings are
significant or non-significant.

Operationally, program participants were enterei ¢time basic enrollment page
for MEMOTEXT. Participants were given the opti@opt-outat any time by simply
texting the wordstopto the program assigned numberHELP option was made
available, where the Pl was notified via email vattext message if a study participant
requested help. Data logs of the text messagesr{umber of messages sent/received,
SMS content) were shared with the Pl via a simpleeEspreadsheet on a monthly basis.
No personal health information was communicate dSWS.

Based on the combined empirical, gray, and iteeagiyoport, and similar to
previous research (Militello et al., 2012), textgs&ging can be used to supplement face-
to-face sessions. The text message portion girtbgram was delivered to the parents
using one-way messages (140 characters or lessistent with previous literature on
interventions that have produce positive effectartklin et al., 2006; Franklin, Greene,
Waller, Greene, & Pagliari, 2008; Hanauer, Wenizddffel, & Laffel, 2009; Miloh et
al., 2009; Shapiro et al., 2008).

The text message (SMS) triggers were developdteatnd of each face-to-face
visit. The parent and PI established mutually edrepon text messages of relevant
CBSB for that week. The theme of the messageatefliethe skill being worked on
during that week of the intervention, but utilizbé parents’ own words and parent/child
names to increase the tailored effect of the mess&gven the asynchronous nature, the
text messages could be reviewed by program paatitspat their convenience.
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In the face-to-face sessions, the manualized contas presented and the Pl
ensured that the parents were able to understarskithand what was being asked of
them. At the end of the face-to-face session,maneere asked, “How can we best use
text messages to help trigger this new skill at @@mParents were able to identify the
skill they wanted to work on, but often would rely the Pl to help shape the wording to
fit into the 140-character text messages. In smstances, parents would rely on
examples found in the manual and use those a®titent for the tailored SMS (i.e.,
Dream Big, the mind achieves what it sees! Jk& small steps). Parents were taught
the difference between hot and cold triggers angkwacouraged to use the SMS to hot
trigger the new behavior or skill.

To further explain the methodology behind the t@itbSMS content and delivery,
an example will be used to highlight the reframafignegative parental thoughts. One
parent reported feeling out of control during tloeits between when her kids were home
from school to when they went to bed. She wasglesimother of three children and felt
overwhelmed trying to feed her fam#yproper dinneyget siblings to their respective
activities, finish homework, and bath/bedtime atgg. We progressed through the
cognitive behavior skills each week. Encouragepi¢& a message that woudgeak to
her, the PIl and parent developed a tailored SMS fatrweek: “Small steps to change. It
takes practice. Focus on enjoying time with famiBositive thoughts = positive
behavior. Breathe, laugh, DANCE!” The parent aske the messages to be sent
Monday, Wednesday, and Friday that week arounalsak. When the SMS first was
delivered on Monday at 5pm, the parent reportetigha did not realize how helpful it
would be and further found herself saying out Idlicieeded that.”
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Since the messages were developed and changedhbrduhe program as they
related to the content covered in the sessiongdhents were able to improve upon the
message content, timing, and frequency as theynaddahrough the program. Based on
the iterative design, the TEXT2COPE protocol oradjyn defaulted to send the parent one
tailored message a week. However, the parentrdeted the frequency and timing of
the messages being sent. The results will shoip#drants requested that the tailored
messages be sent more frequently, lending supmopiafent acceptability of SMS in the
short term.

Furthermore, initially developed as a manipulatbeck and data collection tool,
an additional static message (message contentamasant) was developed and sent bi-
weekly. The use of two-way messages (sent/receivedkly is consistent with previous
literature (Franklin et al., 2006, 2008; Hanauealet2009; Miloh et al., 2009; Rami et
al., 2006; Shapiro et al., 2008). Upon responsk bathe static message, parents would
receive an immediate automated SMS feedback gedefraim a library of SMS
developed fronif, thenalgorithms. The content of the SMS library regeEmstemmed
from the TEXT2COPE manual used during the faceat®efand self-study components of
the intervention. Table 4 provides examples obanatted feedback. The MEMOTEXT
software generated the SMS at random, but was ojg®elto ensure balanced use of the

library (to avoid sending repeated or duplicate $agss).
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Table 4
Sample of Immediate Automated SMS Feedback Geddrate TEXT2COPE SMS

Library

TEXT2COPE Static SMS: “PARENT NAME —
Did you give your child veggies at dinner tonighH®Rease reply with Y or N”

Parent replied with N Parent replied with Y

New habits take time stick to your goals, Good job! Continue to help your child by
believe that you can do this. setting a good example!

Keep trying, little-by-little, step-by-step. Be piab of yourself, you're getting your
child off to a healthy start!

Fear of new foods is common in childrenYou're on your way. Here are some more
— try offering the same vegetable many snack ideas- vegetable sticks and fruit
times in different ways. wedges.

Homework. Homework assignments were used to accompany amidres the
CBSB content. Six one-page homework assignments previded to augment the
content taught in sessions 1 through 6. Homewa ngferenced in some of the tailored
text message portion of the intervention if thegparequested, but never sent as a
separate alert. Homework was reviewed at the staach face-to-face session. It was
anticipated that with practice and reinforceme®SB would strengthen parental beliefs,
resulting in more positive feelings and positivalktie behaviors.

I ntervention dose, strength, integrity, and rationale for timing. Although not
focused on parents and their OW/OB preschool anldDr. Diana Jacobson recently
established the feasibility and acceptability gkaen-session (weekly) educational and

CBSB intervention with 17 OW/OB 9- to 12-year-oltheol-age children and their
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parents in pediatric primary care using a one gmep and posttest pre-experimental
design. The intervention consisted of four facdaie sessions with the children and
their parents alternating with three telephonerugetions. Positive effects of the
intervention for the children included decreasedIBkrcentile, increased knowledge,
beliefs, choices and behaviors, and increased gdlyactivity and self-control. Positive
effects of the intervention for the parents incllidecreased knowledge, beliefs, and
healthy lifestyle behaviors (Jacobson & Melnyk, 2P10nly two dyads dropped from
the study, citing lack of time and family demandse@asons for withdrawal. The 15
remaining dyads completed all seven sessions ahtee/ention program. Therefore, it
is important to determine whether an educationd|l@BSB intervention, synergized
with mobile messaging can be effective when dedéisiedn parents of OW/OB preschool
children in primary care over the course of a 7kve®gram.

Manipulation checks and fidelity. Manipulation checks ensure that subjects
actually comply with prescribed exercise activitipkelnyk & Fineout-Overholt, 2011).
As part of the program implementation, at the ehelach session, parents were asked to
develop a text message to reflect the contenhftrweek. As part of the manualized
content, review of homework from the previous s@ssvas reviewed at each face-to-
face visit. To ensure reception and comprehensfide static message, parents were
asked to respond to the static messages.

Fidelity of the intervention is essential for beiglgle to explain the results
obtained and to ensure internal validity of thedgt(Hekler et al., 2013). The PI retained
a monitoring log to ensure the intervention waslenpented per protocol, while the
manual served to keep the content consistent. délitianal log for each text message
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sent, messages received, and study response wataimed throughout the study. The
Pl reviewed all messages and faculty mentor (EH)eskeas a secondary reviewer.

A subset of the text message data reflected atgualntrol population. Outside
of the iterative testing phase of the MEMOTEXT-TE2AOPE software, the Pl included
a confederate participant to receive SMS at theedame the MEMOTEXT system was
live. This was done to explore the system’s delivewy i@sponse to potential aberrant
SMS from participants. For instance, when onéneftailored messages was sent, the
respondent replied, “Who is this?” This message than flagged by the MEMOTEXT
staff and then emailed to the PI within 24 hourbeihg sent. Similarly, for the static
SMS, when participant responses occurred outsitteanidN, the MEMOTEXT staff
responded by forwarding an email with the respaaghe study PI within 24 hours. By
building in a quality control, the Pl was able &tter understand not only how some
participants could respond, but also the logidtigi#t in by the software company to
handle such situations and subsequent communicafibase features are critical to
explore when considering the evidence needed ttemmgnt such technology into
clinical practice.

Adherence. The received dose of an intervention is key tosmatcomes;
therefore, reporting intervention compliance is artpnt (Kelly & Melnyk, 2008). All
sessions were delivered to all participants, wittasiendance roster maintained by the PI.
The Pl worked with the families to schedule timesducive for clinic visits.
Additionally, parents were asked to complete a page homework assignment at the
end of each session, designed to reinforce theenbof each session. Throughout the
week, two static messages were sent to parengsnalty intended for data collection
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and manipulation checkpoints. Diligent record-kegmllowed the Pl a means to
evaluate acceptable and unacceptable interverttiobuges. Attrition and attendance
provided information about the feasible deliverytlo§ intervention in this population.
This information will contribute to interventionfreement for future studies.
Measures

Measures used in this pilot study assessed pamgrnabgraphics, nutrition and
physical activity knowledge, healthy lifestyle le#f and behaviors, perceived difficulty,
and child anthropometric measures (see Appendix E).

Demographic measure. This questionnaire provided general descriptive
information regarding the study sample. Samplasteclude parent/child’s age,
race/ethnicity, highest level of education, andme.

Healthy lifestyles beliefs scale. The Healthy lifestyles beliefs scale is a 16-item
instrument that assesses beliefs about varioussfatenaintaining healthy lifestyle
(Melnyk & Small, 2004; Melnyk & Moldenhauer, 2006%ample questions include: (a) |
believe that myself and my family can be more act{l) | am certain that | will make
healthy food choices, and (c) | believe that | czarch the goals that | set for myself.
Participants respond to each item on a Likert sitala 1 (strongly disagree) to 5
(strongly agree). Item scores are summed forad $obre, with higher scores indicating
stronger healthy lifestyle beliefs. This instrurnkas been used in healthy lifestyle
intervention studies with Cronbach’s alphas randrmog .73 (Jacobson & Melnyk,
2012) of .90 and above for children, adolescems,parents (Kelly et al., 2011; Melnyk
et al., 2009). Cronbach alpha for this sample ®és The instrument can be completed
in 5 minutes.
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Per ceived difficulty scale. The perceived difficulty scale is a 12-item Likert
scale, ranging from 1 (very hard to do) to 5 (veagy to do) that was adapted from a
perceived difficulty scale used with teens (Melngkal., 2006). The higher the
summary score, the easier the tasks were perceiMeel directions ask the participants to
rate how hard or easy it is to do activities suslied eat healthy, (b) exercise regularly,
(c) buy healthy foods to eat, and (d) find a sdée@to exercise. The Cronbach’s alpha
has consistently been above .80 for the 12-itensaredor children, teens, and parents
(Kelly et al., 2011; Melnyk et al., 2006, 2009) amds .92 for this sample. It is estimated
to take 5 minutes to complete.

Nutrition and physical activity knowledge. Nutrition knowledge is a 20-item
guestionnaire that measures parental knowledget aotrition (Melnyk & Small, 2002).
Subjects answayres no, or| don’'t knowto a series of questions related to portion sizes,
nutritional information, health, and eating habi@ronbach’s alpha for this instrument
ranged from .83 (in parents of school-aged child(@acobson & Melnyk, 2012) to .88 in
adolescent populations (Melnyk et al., 2009). ®@emi’s alpha for physical activity
knowledge for this sample of parents was .74. Ttegument takes approximately
minutes to complete. Physical activity is measurgad 12-item questionnaire (e.g.,
exercise can help to prevent diabetes, dancingacese, exercise reduces stress).
Respondents answeges no, orl don’t know Cronbach’s alpha for this scale has ranged
from .52 in parents of school-aged children toa8@ higher in previous work by Melnyk
and colleagues (Jacobson & Melnyk, 2012; Melny&l£t2009). Similar to Jacobson
and Melnyk (2012), Cronbach’s alpha for physicaivity knowledge for this sample
was .52 for parents. Content validity for bothtinments was established by a group of
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experts. Face validity was established with 1@demnd parents of school-aged children.
In previous studies, a group of over 400 teens deieqgh the survey and factor analysis
supported the construct validity of both instrunsent

Healthy lifestyles behavior scale. This scale is used to measure healthy lifestyle
behaviors (Melnyk et al., 2006Respondents are asked to answer each of the 28 item
on a Likert-scale ranging from 1 (strongly disagitee5 (strongly agree). Questions such
as the following are used:

1. 1 do what is necessary to lead a healthy life anodide a healthy lifestyle for

my family.

2. | make healthy food choices for my family and mfisel

3. | set goals | can accomplish.

4. | say something positive to my children/family eyxeay.
In previous studies, Cronbach’s alphas have be&eto.B5; in this sample, the
Cronbach’s alpha was .78. This item should takenitutes to complete.

Acceptability/feasibility. The participant evaluation form completed at the en
of the program evaluated acceptability. Samplestioles included:

1. Did you find the information in the TEXT2COPE pragr helpful?

2. Would you recommend the TEXT2COPE program to opfaeents of

preschoolers?

Acceptability was also determined by retentionsated was further determined by the
requested frequency of text messages. In two aapquestions, parents were asked to
specify which topics were most and least helpfoihfrsessions 1-7. kes/noformat,
parents were asked if each of the respective ma@iglSMS, and homework were
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helpful. Using recommendations from Bowen et2000) as a guide, feasibility for this
study was determined in three focus areas: (a)@mehtation was evaluated by the
extent to which the intervention could be impleneenas planned; (b) practicality was
explored when resources, time, commitment weretcgined in some way; and
(c) limited-efficacy testing using a conveniencenpée and shorter follow-up periods and
limited statistical power.

Anthropometric. Anthropometric data was gathered for descriptive
purposes. The child’s height and weight were directly meaduséth conventional clinic
scales. Each anthropometric measure was comgietetimes and the mean was
calculated. BMIz-score was calculated from height, weight, genaled, child age in
months using parameters and formulas provided ®¢C. Software from The
Children’s Hospital of Philadelphia Research Ing&tPediatric Z-score Calculator (The
Children’s Hospital of Philadelphia, 2014) was usedalculate BMI score, BM#-
scores, and BMI percentiles. Waist circumferenas measured at the umbilicus.
Waist-to-height ratios (WHtR) were calculated byiding the waist circumference by
the child’s height. BMI and WHtR have been showhave significant correlations
(r=0.88, p<0.0001) (Kuba, Leone, & Damiani, 2013hvsimilar abilities to identify
children with adverse risk factors (e.qg., lipideydal pressure) (Freedman et al., 2007;
Kuba et al., 2013). In other literature, overweighildren with high WHtRs were more
strongly associated with adverse risk-factors, (€kvated lipid levels and blood pressure
(Freedman, Dietz, Srinivasan, & Berenson, 2009bl& 5 summarizes the outcome

variables that will be measured using standardiges$tionnaires and procedures.
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Table 5

Data Collection Summary for Families with OW/OB $tieoolers

Data

Aim Construct Instrument Validity  Reliability Collection
Demographics Demographic NA T1
Questionnaire
1 Parent evaluation of Exit Interview NA T2
TEXT2COPE
program
2,3 Healthy Lifestyles  Healthy Lifestyles Content, .86 T1, T2
Beliefs Scale Beliefs Scale Construct
2,3 Perceived Difficulty Perceived Content, .92 T1, T2
Difficulty Scale Construct
2,3 Knowledge Nutrition Content, 74 T1, T2
Knowledge Construct
2,3 Knowledge Physical Activity Content, .52 T1, T2
Knowledge Construct
2,3 Healthy Lifestyle Healthy Lifestyle Content, .78 T1, T2

Behaviors - Parent Behaviors Scale Construct

Data Analysis

Data processing and management. Files were stored in a locked cabinet in the
PI's office for collected measures for all subjedBarticipants were assigned an
identification number that will be used for all insments, and a master codebook was
stored separately both electronically encryptedteardcopy locked. Coded data
collection forms, completed at each measuremerd (iM-T2) were reviewed for
missing information. Throughout the data collectpocess, the Pl reviewed measures
for missing data and clarified with the participém reason for missing data.
Participants were allowed to complete any missungstjons or indicate if they preferred

not answer a question. Code 999 was used formgisksita. Statistic Product for Service
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Solution (SPSS) 22.0 was used to analyze the ddta.PI verified all data in SPSS-19.
Data were forward and backward entered. The data protected by computer virus
and hacking protection, password protection fotesys and files, and frequent backup
and archiving of information.

Aim 1. Retention and attrition rates provided a genenmdesabout the feasibility
and acceptability of the program’s design and imm@etation. Feasibility and
acceptability were further assessed by adherengmtgyram components, and
guantitative and qualitative feedback on partictparaluation forms. Program feedback
was compiled and themes were extracted. Text-rgggpacceptability was assessed by
amassing timing and frequency of tailored SMS a&ggponse rate to static SMS.

Aim 2. Effect sizes were calculated to determine prelimyiredfects using a
significance level set at 0.05. Data were assessatrmal distribution prior to
analysis. For normally distributed data, pairechgizt tests were used to evaluate
change over time. Cohen’s d effect size (posttestn-pretest mean divided by the
pooled standard deviation) for paired sample datexdithe effect of the intervention
(Field, 2013). Two of the outcome variables (attiknowledge, healthy lifestyle
beliefs) were non-normally distributed per the St@pVilk and Kolmogrorov-Smirnov
tests. Neither a reflected lpgor a reflected square root transformation coectthe
distribution. Wilcoxon signed-rank test for nonpauetric data was used to evaluate
change over time. Effect size of Wilcoxon signadk test was calculated using r code
(r=z/sqrtN, where\ is the total number of the observations). Deteation of effect
sizes was necessary to (a) obtain an estimatisaraple size for future studies, and (b)
determine the relative strength of the interven{igacobson & Melnyk, 2010).
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Aim 3. Assumptions of correlation tests were first vedfidPearson’s correlation
assumes that (a) the variables were approximatepally distributed, (b) there is a
linear relationship between the two variablestlie)variables are at least interval level,
and (d) homoscedasticity of the data (varianceratdhe regression line is the same for
all values of the predictor variable) (Field, 20P8it, 1996). Given the small sample
size, lack of homoscedasticity, and nonparametsicidution of two outcome variables
(activity knowledge, healthy lifestyle beliefs)etdata better fulfilled the assumptions for
Spearman’s rank order correlation (Spearman’s he data were monotonic (as the
value of one variable increases, the other varisbkdue consistently increases or
decreases), confirmed by scatterplot, and wereaat brdinal in value (Field, 2013).
Therefore, Spearmantswas used to determine association between stuthbles
reported as Spearman’sorrelation coefficientrg). Coded data collection forms,
completed at each measurement time (T1-T2) wetiewed for missing information.
Throughout the data collection process, the Plerggd measures for missing data and
will clarify with the participant the reason for ssing data. Participants were allowed to
complete any missing questions or indicate theylavptefer not answer the question.
Missing data was subcoded by rationale and entes&666, 7777, 8888, and 9999,
respectively. Statistic Product for Service Sant{SPSS) software was used to analyze
the data. The Pl entered and verified all dataR$S. Every fifth entry was verified
against raw data forms. The data were protectazbbyputer virus and hacking
protection, password protection was used for syst@ma files, and frequent backup and

archiving of information occurred.
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CHAPTER 4. RESULTS

Descriptive statistics and frequencies were usedtmny of the outcome
measures. Table 6 highlights demographic dataeosample. Paired t-tests examining
pretest scores to posttest scores were performagekéomine preliminary short-term
efficacy of the intervention on knowledge, heallifgstyle beliefs, perceived difficulty,
and healthy lifestyle behaviors. Data are mea£SD) presented in Table 7. Fifteen
parent-child dyads (13 parents, 15 preschoolers families had two children who met
inclusion criteria]) were analyzed for outcome aates. Given the small sample size,
non-normal distributions occurred for two of theamme variables (activity knowledge,
healthy lifestyle beliefs). Nonparametric testsevesed for these variables.
Relationships between the study variables weresasdausing Spearman’s rank order
correlation (nonparametric data). Correlationspresented in Table 8.
Sample Demographics

The mean age for the preschool children (n=15)54a47 months (£11.03);
66.7% of the sample was male. Anthropometric desiee not obtained for 1
preschooler, as he did not attend any face-tosfesits. Half of the preschoolers met
criteria for a diagnosis of overweight (n=7, 50&)d half of the sample met diagnostic
criteria for obesity (n=7, 50%). Of the 7 childr@iagnosed with obesity 6 had BMI

percentiles greater than the”QQercentiIe.
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Table 6

Baseline Demographics

Parent Characteristics at Baseline (n=13) Childré&dtaristics at Baseline
Frequency Frequency
(Percent) (Percent)
Mean Age (months) 54.47
Age (n=15)
18-24 years 3 (23.1%)
25-34 years 5 (38.5%)
35-44 years 5 (38.5%)

Gender Gender (n=15)
female 13 (100%) female 5 (33.3%)
male 0 (0%) male 10 (66.7%)

Race/ethnicity WHItR (n=11) 55.45%
Caucasian 4 (30.8%) BMI (n=14) 19.48
African American 1(7.7%)

Hispanic/Latino 8 (61.5%)

Education BMI1% (n=14) 94.5%
Less than HS 1(7.7%) BMiscore (14) 1.89
GED/HS 5 (38.5%)

Some college 3 (23.1%)
4-yr. college 3 (23.1%)
Masters degree 1(7.7%)

Annual Household

Income
Less than $10K 5 (38.5%)
$10K-$19K 4 (30.8%)
$20-$29K 1 (7.7%)
$40-$49K 1 (7.7%)
$70K or more 2 (15.4%)

Public Assistance
Yes 11 (84.6%)

No 2 (15.4%)
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Table 7

Results for the TEXT2COPE Group

Instrument Pretest Mean Posttest Mean Effect P Value
(SD) (SD) Size

Nutrition Knowledge 14.60(3.46) 17.53(1.73) 107 .001
Activity Knowledge 9.93(1.58) 11.00(1.07) %5 012
Parental Healthy Beliefs 79.53(8.10) 83.00(7.63) 61 001
Parental Healthy Behaviors 46.20(8.37) 51.00(7.83) .59 .040
Perceived Difficulty 38.46(11.33) 42.31(10.94) 50 .168
Note. p<.05

Effect size for r code= .1 sm3ll3 mediun{’; .5 larg&™

Effect size for Cohen’s d= .2 small5 mediuni’; .8 largé™

No parents were less than 18 years and no parenésgreater than 44 years.

Roughly 47% of the mothers identified themselvebeaisg single, Hispanic or Latino

(61.5%), and completing high school/earned gradedteation diploma (GED) (38.5%).

Household incomes varied from less than $10,000/@hnto more $70,000 annually,

yet the majority of the sample (38.5%) earned fkeas $10,000 a year and 84.6% were

on public assistance. The majority of preschoola=e enrolled in a daycare/Head Start

program (80%). Most families had two childrentigiat home (38.5%) with the number

of children living at home ranging from one to five
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Table 8

Correlations Among Study Variables (N=15)

Baseline
. Activity Nutrition . Perceived .
Variable Knowledge Knowledge Beliefs Difficulty Behaviors
Activity Knowledge 1.00
Nutrition Knowledge .509 1.00
Parental Healthy 525 235 1.00
Lifestyle Beliefs
Perceived Difficulty .390 -.170 598  1.00
Parental Healthy 622 237 545 686" 1.00
Lifestyle Behaviors
Posttest
. Activity Nutrition . Perceived .
Variable Knowledge Knowledge Beliefs Difficulty Behaviors
Activity Knowledge 1.00
Nutrition Knowledge 574 1.00
Healthy Lifestyle 175 .025 1.00
Beliefs
Perceived Difficulty -.099 .033 696  1.00
Healthy Lifestyle 017 266 653 727" 1.00
Behaviors

Note.Higher scores on Perceived Difficulty scale indécketss perceived difficulty (easier to do)
" Correlation is significant at the 0.05 level (2¢d)
" Correlation is significant at the 0.01 level (2ed)

Aim 1. To examine the feasibility and acceptabilitylod TEXT2COPE program
among parents (with mobile phones) of OW/OB prestdrs between the ages 3to 5

years.
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Using recommendations from Bowen et al. (2009) gside, feasibility for this
study was determined in three focus areas: (a)@mehtation was evaluated by the
extent to which the intervention could be impleneenas planned; (b) practicality was
explored when resources, time, commitment weretcgined in some way; and
(c) limited-efficacy testing using a conveniencepé&e and shorter follow-up periods and
limited statistical power.

Retention and attrition. Participants were defined as completing the oogif
all of the content in the seven TEXT2COPE sessire covered. A total of 15 parent-
child dyads (13 parents, 15 children, 2 familied kilings that met inclusion criteria)
completed all sessions and finished pretest antigsbsneasures. This reflects a 100%
retention rate.

Program adherence. The TEXT2COPE program consisted of face-to-fasisy
text messaging, and homework covering contentdatdn a seven-session manual/audio
CD. The four face-to-face visits were done on atpatient visit at the child’s primary
care office. The visits lasted approximately 20r8@utes. Over the course of the four
face-to-face sessions, all parents had to reschedudkast one clinic visit.
Acknowledging that 60% of the sample were singlepts, reasons for rescheduling
included (a) work schedule, (b) sick child, (c)dot about the appointment/lost track of
time, or (d) lack of transportation. Participactenpleted the face-to-face visits over the
course of 3 to 7 weeks, with 5 being the medianbrmof weeks needed to go through
the course content. Most parents stated thatlibegfitted from a weekly or every other

week clinic visit.
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The variation in the number of weeks needed to detaphe program stemmed
from influences by external pressures. For ingaaome participants completed the
TEXT2COPE program during the spring of 2013 andesged a need to finish the study
before the kids went on summer vacation from sch@iher participants were in the
program during the months of November/December 2@h8re holiday schedules and
family events became more prominent in the schedfithe families. One case in point
was the parent who completed the program in 3 weAksingle mother reported being
“homeless” and working with social services to sedemporary living for her and her
four children. She was able to get to and fromclivec using a bus voucher provided by
her oldest child’s middle school. However, becaiseamer break was coming up in a
few weeks, she was on the verge of losing her p@mation to the clinic. The parent
expressed interest in learning more from the TEX®PE program, and therefore
requested to be included in the study despiteitie limitations. The Pl would host a
make upsession that would last 40-60 minutes in durafi@nsus the normal 20-30
minutes) to accommodate covering the additionabmels.

Four of the visits were done via telephone coungeliOne parent had an
automobile that broke down and requested if thatkigevisit could be done over the
phone while her son was napping. Similarly, ano@@ent had a work schedule that
changed and she could not miss work, but was aparphone session. Lastly, one
parent (a single mother) started the TEXT2COPE parogbut had medical issues
requiring hospitalization and bed rest for obsaoraaind monitoring. While not acute,
the participant asked to continue with the TEXT2E&J#ogram. This required adapting
the program so that 2/4 sessions (sessions 2 andr8)completed by phone.
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Homework. The TEXT2COPE manual was printed and placedthmee-ring
binder for parents to keep. Homework sheets wenggal on blue colored paper to
differentiate them from the session content, wigialents reported as being helpful. As
part of the intervention protocol, review of homelwérom the previous session was
reviewed at each face-to-face visit. From the watabns, 85% (11/13) of the participants
reported the homework as helpful. Parents sté@kihe homework was helpful as it
reminded the parent of the content discussed ifetteto-face session or that the
homework reinforced the message of positive sétfdad to “believe in myself.” As an
aside, two parents were returning to school as éeriners (taking college level courses
part-time). It was the observation of the Pl thatents were particularly similar about
being task-oriented and diligent about completinoghnawork assignments and sharing at
the start of each visit. One parent respondedstimatdid not complete the homework
with her child because she felt the content woaddo hard for the preschooler to
understand. Yet, all parents valued the Be BeagltHy portion plate for preschoolers
and identified it as being helpful. Several pasesammented on how “small” the correct
portions of food looked relative to what they wased to serving.

Text messaging. As part of the program implementation, at the ehelach
session, parents were asked to develop a text gessaeflect the content for that week.
If a parent was unable to develop a general mestgag®| would review of the session
content until the parent was able to verbalize aaimgnsion and collaboratively develop
a related tailored message. At the time of consdindf the parents reported being able
to send and receive text messages. A total ofSN$ were sent to the parents, for a
combined 138-tailored message, 105 static messageé$3 automated feedback
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messages. Frequency (number of messages seMf)S¥&ied from seven to 39, with
the mean (M) number of messages sent 22.31 £J difored messages ranged from
three to 20 (M=10.62 + 5.45). The frequency ofistaessages sent to each participant
ranged from 4 to 12 (M=8.00, SD=2.42). Timing (whka message was delivered) was
evaluated by dividing the day into three segmentzning (6:01am-12pm), afternoon
(12:01pm-6pm), and evening (6:01pm on). Overh#,lhulk of messages were delivered
in the evening (54% of the time). However, Pl-gihed static messages were scheduled
to be delivered after dinner; therefore, this petage reflects both tailored and static
messages. When teased out, parents favored megeéaiored messages in the afternoon
(58.8% of the time). Qualitatively, timing coineid with the theme of the messages
(referencing hot triggers) and the parents’ needdipport during the hours between
when the children were home from school, workdayeeln and dinner/
afterschool activities coincided.

Tailored SMS. Sixty-nine percent of parents (9/13) increasedribguency of
the tailored SMS from being sent once weekly tmmasy as five times a week. The time
of day varied for each participant. Timing wasaiad to the time of day the message
would most likelyhot triggera response from the patient. Parents would régues
trigger for when the kids were getting home frorhaa or when the parent was getting
off from work. One parent reported feeling a logsontrol at the end of her workday.
Her message, sent at 5 pm, was, “TEXT2COPE prg@@sYou are in control & role
modeling to *child’s name* POSITIVE habits & copin@how her anything is possible
when you believe!” Another parent used the messaggrget three behaviors. First, she
wanted to remember to listen to the audio CD arbldezorative jars on the kitchen
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counter that she frequently would fill witreats After a few sessions, the Pl and the
parent had come up with healthy alternatives tongmthe jars such as stickers, granola
bars, or creative coupons for family activitiesertihessage was, “*parent name*-
TEXT2COPE Reminder - Listen to the CD. Don't fargefill jars healthy & PLAN
time to go to the park! Trigger your family heaith

It was not the original intent of the PI (nor buiito the original program design)
to use the SMS to trigger parents about completotgal activities related to the
TEXT2COPE program or to refer back to the manual o addition to triggering
behavior and skills building, parents would requkat the SMS remind them of what to
work on. One parent would forget to self-studp@te or complete the homework;
therefore, the PI and participant mutually agreethtorporate it into her message.
Sample tailored messages sent to parents thatrelated to TEXT2COPE activities
include:

1. *parent name* - Listen to your healthy family CDsS®n 1 & 2. You are
making the impossible POSSIBLE. Believe in youts#&lou can do it!

2. You're near the finish line. This wk 5&6! DecreaBV time or family
exercise challenge on commercials! Who will win?

3. Congrats! Onto TEXT2COPE 3 &4; make a plan; foocasamily meal time
and the RIGHT portion sizes; if you get stuck, SBIART goals & pbim
solve.

4. This week, SOLVE THE PROBLEM (sessions 4 & 5) srsédips=big

rewards! Make a SMART goal, and make a plan, etlserit’s just a wish!

97



None of the tailored SMS were used as strictly ssyander. All of the tailored
messages incorporated an aspect of the cognitivavim skills associated with that
week’s session. Parents had the manual and aldlto @fer back to, to remind them of
the cognitive behavioral skill building information

Static SMS. To ensure reception and comprehension of the tessages,
parents were asked to respond to static messagiesveee weekly. The Pl and mentors
collectively decided the topic of the static mess@ggetable consumption). The
message verbiage was iteratively devised and t@stedhe convenience sample used
during the study design. The first 58 static mgesasked parents, “Hi *parent name*!
Create healthy habits - How many times did youroftaur child vegetables in the past 24
hrs? Reply w/a number (e.g., 2).” Based on thi&iive convenience sample feedback,
these messages were best received if sent duengyvtining hours (i.e., after 8 pm). If
the static message was sent at the same timelldredamessage was sent (even if on a
different day), the message was not always timety@ompted irregular responses. For
instance, if a parent requested to have theirredlonessage sent in the morning and the
static message automatically defaulted to be sethitei morning, it would lead to
confusion. In the iterative test group, when asideout vegetables, they would reply
back, “It is breakfast, | haven’t fed my child amggetables yet.” However, if this same
message was sent in the evening, parents wereaatvlere clearly reflect on the day and
a numeric response was provided, generating amatito SMS from the TEXT2COPE
algorithm library. Therefore, the static messagese sent in the evening.

Despite initial testing, once the program was lresponse rate was only 26%
(15/58) for the static messages. While the iteeatdsting accounted for timing and
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verbiage of the static message, parents in thalkstwdy reported not responding to the
messages because they “thought it was a remindédian’t know to respond back” and
that “they weren’t sure what was meant by the @ddtours —yesterday? That day?
Literally past 24 hours?” From the limited respesgparents’ self-reported behavior of
offering their child vegetables in the past 24 lsoanged from 1-8, with a mean of 4.5.
Given this was a feasibility/acceptability studye tP1 and mentors conferred,
agreeing that it was logical to change the verb@gle static SMS, but keeping the
subject matter the same (vegetable consumptiohg afsociated automated SMS
feedback to the static response remained unchagedere still generated based on
if/fthen algorithms. Therefore, the verbiage waasnged. The remaining 47 static
messages asked, “*parent name* - Did you give ybild veggies at dinner tonight?
Please reply with Y or N.” Parents were instrudtedespond with & or N. During the
initial phase when the static SMS was sent, a paesponded with “YES,” but
MEMOTEXT had already accommodated foyesor no response, so automated
feedback was generated. Aberrant responses oufsideY, N, yeor nowere sent to
the PI via email within 24 hours. Response ratgraved to 80% (38/47) with this
change, ranging from 0%-100% response (M=49% +%k.2The majority of parents
did report offering their child vegetables at din(&7%). One participant did not
respond to any of the static messages. The Hlackthat the participant received the
static messages, but due to a limited data plahdocellular phone, lost the ability to
send messages (but could still receive incomingsagess). It should also be noted that
the 1 parent used an outside software servicenid s@me of her text messages.
Outgoing messages were altered with a tag line tl@anservice. This tag line was not
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part of the TEXT2COPE if/then algorithm and was aatounted for in the automated
response. This accounted for four of the partitipasponses to not receiving automated
feedback to static response (the exemplar beloWfwvther demonstrate the program
logistics). All other study participants utilizéekt-messaging services through their
cellular provider and the software responded asoted.

Putting it all together. The TEXT2COPE program was designed to incorporate
strategies (face-to-face discussions, manual, hamewnd text messages) to promote
healthy beliefs and behaviors in parents with OW/f@&schoolers that could be
incorporated into primary care and support parentiseir real-world settings.

Therefore, one participant’s experience is hightgho illustrate how the four
components complement one another and can be hglivea typical outpatient visit.

A single mother of a 3-year-old son without extesh&Emily or a support system
was seen for a well-child check. Her son was diagd as being obese. The mother
reported not knowing that her son was obese. Uganing the diagnosis, she reported
feeling “badly” because she just thought he wakig boy” and also wasn’t “really sure
of what to do.” The mother believed that she veesling her son healthy, but admitted
that they did not do a lot of regular physical atyiand that she would use food “treats”
to reward certain behaviors. After obtaining corsessent and establishing rapport, the
parent scheduled her first face-to-face TEXT2CO@$si®n. She was given a
TEXT2COPE manual and accompanying audio CD. Sedswwas the longest of the
seven sessions (30 minutes), and focused on positivking, how positive thinking
affects how one feels and how one acts, and hoarhieg more aware of how you think
is important so that thinking can become more p@sitin the face-to-face discussion,
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the mother was encouraged to think of ways to eragmuher child to begin a new
healthy habit (e.g., make it fun, make the chilel fgood, try to have it be exciting, do
things with your child, repeat it again and agaiBhr homework, she was asked to
complete the first blue sheet in her binder. Hanbwork showed written response to
“What are you thankful for today?” The parent népd being thankful for her and her
son’s safety, for food, and for her health. She efcouraged to say a positive statement
five times every morning and night. The tailorddSthat was developed for that week
was, “Believe in yourself, Role-Model for *child mee* ...chase that Ball!” The tailored
message triggered positive thinking in additiolméo homework and also built in a cue to
action using her own words. “Chase that ball” Wwasway of exercising with her son in
their apartment complex since they could not bsidatdue to weather and had nowhere
else to exercise. In the face-to-face discusdientalked over ways to increase
exercising with her son, using things they botlogiip make it fun, and also how she
could be more positive. The message was sent tinmes that week (M, W, Th) at times
when the parent believed it would be the best titné®t triggerher. The messages
were sent at 9:30 am on two days, and 1:00 pm apediiring the times when she had
availability in her schedule to act on the behaviShe also responded to both static
messages. This parent would alternate using tetazgorovider and TEXTNOW.com

for SMS services. When the parent used the TEXTNEOW service, a tag line attached
onto outgoing SMS was automatically added (e.g.;S¥nt free from TextNow.com”).
Unfortunately, the MEMOTEXT software did not recagthe additional characters and
the automated feedback was not generated back foatient. In this instance, the parent
responses to static messages were not supportegesadised solely for data collection.
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However, this same parent would also respond tm steessages using her cellular
provider. In these casesyYasor Noresponse would generate automated feedback from
the TEXT2COPE program (i.e., You're on the righthpaOffer vegetables or fruits that
are pleasing to the eye—make it fun!”). The pammhpleted the TEXT2COPE
program and reported that the program was helpftdaching her how to help her son.
The parent also verbalized learning techniquesgthatcould put into place to keep
practicing after the program was over.

Parent evaluation. Parents reported the program helpful 100% of tine tiand
would recommend the TEXT2COPE to other parentg@gghoolers 100% of the time.
Qualitative feedback statements about why a paveatd recommend the program
included, “The program doesn’t just tell you tohmalthy, it shows you,” and included
messages to “Keep trying, don’t give up,” and “Keeshing towards my goals.”
Thematic saturation occurred for goal-setting (80/17%) as the most liked content of
the program. No saturation occurred for topicstiéged. The audio CD was favored
46% (n=6) of the time over the hard-copy manudie frequencies of SMS were deemed
“just right” 100% of the time, while the timing dklivery was “perfect” 85% (n=11) of
the time.

Aim 2. To evaluate the preliminary effects of the TEXT2@&3#ogram on
nutrition/physical activity knowledge, cognitivelleds, and perceived difficulty towards
engaging in healthy lifestyle behaviors, and hedifiestyle behaviors in parents of
OW/OB preschoolers between the ages 3 to 5 years.

Table 7 provides a summary of means, SDs, andtedfitees for key outcome
variables. Pairettests indicated that parents in the TEXT2COPE ganogsignificantly
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improved scores on nutrition knowledge<(001), healthy lifestyle behaviors<.05),

but not on perceived difficultypE .168). Using Wilcoxon signed ranks test for
nonparametric data, beliefs about their abilitgbgage in healthy lifestyles significantly
increased from pre- to posttept(001). A Wilcoxon Signed-rank test showed
significant effects for activity knowledg& € -2.507 p=.012,r = 0.46) and healthy
lifestyle beliefs Z=-3.317,p=.001,r=.61). Collectively, there were significant gains
four out of five outcome measures (nutrition knadge, activity knowledge, healthy
lifestyle beliefs, healthy lifestyle behaviors)fféet sizes were medium to large for all
study variables.

Aim 3. To evaluate the relationship among the studyabées (i.e., the
intervention, cognitive beliefs, perceived diffigylhealthy lifestyle behaviors).

Using a descriptive correlational design, the retethips among study variables
were determined. Table 8 presents the correlabetseen study variables at baseline
and posttest. None of the child’s anthropometm@asures correlated with study
outcomes. Number of weeks (duration) to completepgrogram was associated with one
outcome, activity knowledge(=.633,p<.05), but no other outcomes. Collectively,
variables that were significantly correlated atddia® (beliefs, perceived difficulty,
behavior) were also significantly associated attpss At baseline, parental beliefs
towards healthy lifestyles significantly correlatedh perceived difficulty (s .598,
p<.05) and behavior{-.545,p<.05). This indicated that the stronger the paidmtlief
in their ability to engage in healthy behaviorg tass perceived difficulty. Similarly at

posttest, as belief scores improved after thevetgion, associations with parents’
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perceived less difficultyr{-.696,p<.010) as well as their self-reported ability tgage
in healthy lifestyle behaviors«{ .653,p<.010) significantly improved.

Neither the total number of SMS sent, nor the totathber of tailored SMS sent
associated with study variables. However, pamicigesponse to static messages (with
automatic feedback response generated) was sigmiiycinversely associated with both
belief scores {r=-.522,p<.05) and perceived difficulty scoras € -.677,p<.01). That
is, for those participants who scored higher onatbleef (the higher the score, the
stronger the parental beliefs) and perceived diffyc(the higher the score, the less
perceived difficulty) posttest measures than thgzséicipants with lower belief and

perceived difficulty posttest measures, the lowerresponse rate to static SMS.
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CHAPTER 5. DISCUSSION

The data indicate that a cognitive behavior skilldding program, synergized
with mobile messaging, is feasible and acceptab&eprimary care setting with parents
of OW/OB preschool aged children. Furthermore)ysm®s support preliminary efficacy
of the TEXT2COPE program in improving self-reporteliefs and behaviors towards
engaging in healthy lifestyles. As posited by Be¢Beck et al., 1979) CT, findings
support the interconnections between thoughtsniggland actions. Parental healthy
lifestyle beliefs were significantly related to thperceived difficulty and behavior skills
in engaging in a healthy lifestyle. The relatiapstimong study variables mimics
previous research in OW/OB school-age childrengidsen & Melnyk, 2011, 2012) and
adolescents (Kelly et al., 2011; Melnyk et al., @00

Parents and adult caregivers play an importantinalee development of proper
eating habits (Golan, 2006). Mothers were the @madant study participants and
caregivers, consistent with other family basedrirgations (Jacobson & Melnyk, 2012;
Quattrin et al., 2012; Shapiro et al., 2008; Srabll., 2012; Small, Bonds-McClain et
al., 2013). While maternal anthropometric dataenest collected, maternal obesity has
been identified as a significant predictor for tlevelopment of childhood obesity
(James, Matsangas, & Connelly, 2013). Previousares also supports the likelihood
that when children need help, parents do as wellgie; 2006; James et al., 2013).
Similar to Golan (2006), family was treated as & varsus an approach where obese
members are treated in isolation. As in otherisgidonducted in a primary care setting
(Sargent et al., 2011; Small, Bonds-McClain et2013), parents in the TEXT2COPE
program attended the visits, with or without théd;tbut were strongly encouraged to
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practice the skills at home with their child. Hommek and SMS reinforced parent-child
practice. For example, a homework assignment asiepgarents to “hname one way you
can praise your family for trying to meet this gbah sample SMS said, “BELIEVE
small changes = healthy habits! and doing it a&aily is stronger! Everyone in the
family is key. Feeling important = Feeling goodBased on empirical support, messages
were tailored, incorporated parent names and/dd claimes, and provided feedback via
an if/then algorithm (Bauer et al., 2010; Woolfo@ark, Strecher, & Resnicow, 2010).
Parents are well-suited to become the main agémisamge of the family’s home
environment, thus affecting the child’s habits.alsample of Mexican mothers of
preschoolers, many parents indicated that childloveaweight is the responsibility of
the parent (Small, Melnyk et al., 2009). Treatnm@rthildhood obesity with parents as
the main agents of change was found superior épvantions with the child as agents of
change (Golan, 2006), and further supported inensfic statement from the AHA,
particularly for preschool or younger school-agkiddren (Faith et al., 2012).

Using recommendations from Bowen et al. (2009)kifekty for this study can
further be framed in several focus areas: (a) dabdjy, (b) demand,
(c) implementation, (d) practicality, (e) adaptati¢f) integration, (g) expansion, and
(h) limited-efficacy testing using a conveniencepée and shorter follow-up periods and
limited statistical power.
Acceptability

Parents reported high satisfaction with the TEXTEE®rogram and expressed
intent to continue using the skills learned inpihegram. The crux of the program aimed
to simplify cognitive behavior skills to supporethailored needs of the families.
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Therefore, the skills could be practiced with supfmm the PI, but continued at the end
of the program and were honed over time. Theféa®t-to-face session focused on
putting it all togetheiand setting the parent up for success after thgram’s end. One
parent commented that she had copied (i.e., cupasi#) the content from her
TEXT2COPE text messages and programmed them intelé&ronic calendar so her
messages would continue to trigger the responserahted to practice.

The use of static messages warrants further exparaThe static message
carried a multitude of functions. First, it senasla data collection tool. Response rate
varied from 26% to 80%. For parents who responttedautomated response built from
the if/then algorithm served as reinforcement. édfbarents viewed the messages as
reminders and did not respond. It is difficultaissess if the change was a function of
(a) the change in verbiage, (b) the way the PlarpH this aspect of the program, or
(c) the characteristics of the participants respand The wording of the message was
iteratively tested on a focus group. However,aswot developed from parent feedback.
Timing of message delivery was also determinechbyRl versus by the parent, which
could have also contributed to the variability @sponse.

Demand

Demand for innovative programs in the primary c@ting is twofold: one is the
demand from the organization and the second ideéh@nd from the patients. Office
managers, providers, and staff welcomed the TEXTRE@rogram as an innovative
resource to treat OW/OB. However, despite the tddknovative clinical resources
specific to the treatment of OW/OB and provider@sément, partnering with primary
care clinics was difficult. The Pl was not a dian in any of the primary care settings
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used in this study. Therefore, administrativeliations warranted lengthy negotiations
between the Pl and the organizations. Administeagipproval was often layered to
include an array of academic IRB approval, legaiens, and/or third party reviewers. In
one case in point, the office manager and providepsessed interest in having the
TEXT2COPE program. However, the policy of the @vehing agency was to outsource
all research proposals to a third-party reviewaraddition to delaying the process, all
researchers were charged a fee of $500 for propegiaw. The review process and fee
did not guarantee approval. Due to the additionats and time from review to potential
approval/denial, this clinic was not included ag ofthe clinical sites.

Additional incentives were used to build partngpshwith the primary care
clinics. Providers and staff were given an in-ggrwn childhood obesity,
anthropometric measures, and applicable billingesabsociated with diagnosis and
tracking of BMI. Office managers were given inf@tion onThe Patient Protection and
Affordable Care Act of 2010 (PPACA), accountablescarganizations (ACOs), and The
Pediatric Demonstration Project (outlined in headtform; gives merit to pediatric-
specific ACOs) (American Academy of Pediatrics, P01Lastly, an outline of the
TEXT2COPEprogram specifically highlighted what the programailed, what would
be asked of the patients/families, and use ofckpiace and the role of staff/providers.

Parental demand for the TEXT2COPE program var{@dnsistent with the
literature, parents were often unaware that theisghooler was OW/OB. However,
once a diagnosis was made, parents were inteneskealning more about how to help
their child. Prior to startup, a logo was devebbpe differentiate the TEXT2COPE
materials from the clinic materials. The logo adsoved as a marketing tool for
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recruitment. Dissemination about the TEXT2COPEgpm occurred through fliers,
patient identification, and phone recruitment tstatf member. This highlighted the gap
between practice and technology. Although alhef ¢linics used EHRSs, none of the
clinics were proficient at using technology as @ to communicate with parents and
families. One clinic had an established Faceb&®) page and expressed interest in
disseminating information and recruiting using thage. Yet, the clinic was unaware of
how many families subscribed to their page, woaltkive the update in a news feed, or
how many of those families actually met inclusiometia. Although the clinic offered to
administratively police the FB page and related TEROPE traffic, IRB approval was
not pursued due to too many uncertainties. Gitaerbtoad user base, social media is
worthwhile to explore as a recruitment and commation tool in future research.

I mplementation

The degree of execution was deemed a successpierpaat acceptability,
delivery per protocol, and preliminary effects.ud@t findings are consistent with
literature (Jacobson & Melnyk, 2012; Lusk & MelnyQ11; Small, Bonds-McClain et
al., 2013), supporting a cognitive behavioral Healifestyles program delivered in a
primary care outpatient setting. With the evolatad EHRs and acceptability by parents,
incorporating text messaging is attainable.

There are resources necessary to implement the ZERPE program in a
primary care setting. The Pl delivered all of thee-to-face sessions in the amount of
time comparable to a traditional outpatient visturthermore, the Pl was able to enter
and weekly change the content of the tailored teedsages in less than 5 minutes per
participant, per message. However, this wouldirecadditional software, either
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independent or programmed into existing EHR soféwatlinic support staff (i.e.,
medical assistants, nurses) could be trained tswde software and potentially reach
more patients in a more tailored way. Monitoringdberrant messages could be done in
partnership between software companies and theettalinic staff. Unfortunately, cost
analysis was not examined in this study. Howeg®en the minimal amount of time
needed to enter and schedule the message andus®a@dase, cost analysis is warranted
in future research.
Practicality

Practicality was explored when resources, exigtiegns, and time were
constrained in some way. The parents were askealchtface-to-face how the program
was working for them. Parents reported that soaigtérwere more difficult to change
than others. However, the skills taught in thegpaen were described asw tobe
healthy. With practice, the parents reported beinlg to carry out those activities that
were relevant. For example, it was not relevanéliccsome families to stop eating out
when they rarely did it. One mother had difficultgntifying a health goal for her
family. Other than “wanting to lose weight,” shaswnable to articulate what in
particular she wanted to focus on. As a resudt,Rhand parent tried targeting turning
the television off during family dinnertime. Aft@rweeks of practicing at home, the
parent said it was not helpful. After further dission, the Pl learned that the mother was
having medical and financial issues that were npoessing. Altering the skills to target
these areas and how they related to the familyadtin@vas better received. At
subsequent visits, the parent reported practid¢iegskills at home. This lends support to
the importance of tailoring the intervention to treeds of the participants.
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Adaptation

The intervention content was adapted from previessarch done with culturally
diverse adolescents, OW/OB school-age childrenpaments, and families with
preschool-aged children (Jacobson & Melnyk, 2012lnyk et al., 2013; Small, Bonds-
McClain et al., 2013). The TEXT2COPE program innpémtation specifically adapted
the number of weeks needed for delivery and thepufeacy tailored messages were
requested. Adaptation to program implementatiflected the changing needs of the
parents and routines around primary care use. "Gh&non-acute nature of healthy
lifestyle behaviors, parents often requested tolredule appointments. Reasons
included unreliable transportation or no transportation,ramonvenient location that
required several bus changes, lack of childcarsifidings, conflicts after school, or
scheduling conflicts over the winter holidays. $&dindings are similar to findings in
other researc(DiMarco, Huff, Kinion, & Kendra, 2009; JacobsonMelnyk, 2011)

The program also adapted to reflect the cultunaéets of the participants.
Taveras and colleagues (2011) reported that Afrisarerican, Hispanic/Latino, and
Asian parents rated the quality of nutrition angpbal advice received from healthcare
professionals as poor to fair. Cultural sensiivstimportant to factor into the design of
programs targeting healthy beliefs and behaviétip-Hop to Health Jr. is an evidence-
based healthy eating and exercise curriculum fodien ages 3-7 years (Fitzgibbon et
al., 2006; Stolley et al., 2003). Tested in Hetatt$rograms, the program has had much
success in parent acceptability and significaretjucing BMI £=0.01) at 1-year post
intervention and also at 2-year post interventwr0(02) (Fitzgibbon et al., 2005).
Interestingly, when Hip-Hop to Health Jr. was coctéd in predominantly black Head
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Start centers, it was effective in reducing subsatjincreases in BMI (Fitzgibbon et al.,
2006). However, when the program was implementddtino centers, although well
received, it was not effective (Fitzgibbon et 2006). Although small, the sample used
in this research was diverse, with almost half ilgng themselves as Hispanic/Latino.
Upon referral to the TEXT2COPE program, severaépts reported this being the first
time they heard their child was OW/OB. This suppgualitative research in Mexican
parents of preschool children lacking informatiegarding their child’s weight (Small,
Melnyk et al., 2009). The TEXT2COPE content wasdobon CT focused on parental
beliefs. Reinforcement of the content was desigonadcorporate the parent’'s own
words and build on parental understanding and tideecskills.

Although not measured, moral justification may htaaored into the lifestyle
behaviors by parents. Moral reasoning refers te Wwe recognize and cope with
conflicts and how they move us to act (Richard2®13). Parents in the TEXT2COPE
program echoed themes similar to a 2013 Poll aBbaidren and Weight: Crunch Time
During the American Work and School Week - 3pm &al But forth from National
Public Radio (NPR), the Robert Wood Johnson Foumalaand Harvard School of
Public Health (2013). Stores were to blame forsadling enough reasonably-priced
fruits/vegetables, there were not enough placedgpda get exercise, the child liked the
taste of the food, there was no time to shop gpamesomething different, it was easier
to get food on the run, or caregivers were toatteemake something different (NPR et
al., 2013). Parents in the TEXT2COPE program wesk-oriented during crunch time
(i.e., dinner, homework, extracurriculars, bathtbed routines). Because of the non-
acute nature of OW/OB, long-term sequelae of ttleices may not have been at the
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forefront of parents’ cognitions. Parents desdild@ng moment-to-moment or
paycheck-to-paycheck. If a person is asked toodweshing that violates their intuitions,
they will devote their efforts “to finding an es@bpatch,” and will almost always
succeed (Haidt, 2013, p. 59). When addressingssstimorality, Haidt (2013)
recommends first establishing trust and commumgatiith praise or a sincere
expression of interest. The Pl was committed tormting the health of families and was
honest in each encounter with the families.
I ntegration

Feasibility studies assess to what extent a negrano or process can be
integrated into an existing system (Bowen et &09. In terms of perceived fit,
perceived sustainability, and costs to organizatemd policies (Bowen et al., 2009), the
TEXT2COPE program was robust in fit. The interve@micould be delivered in a typical
30-minute outpatient visit. Providers could worithin practice limitations and still
provide evidence-based care, analogous to findinogs Lusk and Melnyk (2011). This
practice could be sustained over time. More time: r@search is needed to evaluate the
impact on cost and policy. However, with the inmpéntation of the Affordable Care Act
and subsequent ACOs, organizations have the oppiyrto share in any Medicare
savings created through demonstrated quality pedoce (Centers for Medicare &
Medicaid Services, 2013). Within the context afreat ACO guidelines focused on
adults, TEXT2CORPE facilitates the patient/caregesgverience. Areas where
integration of the TEXT2COPE program can facilitAteO goals are: (a) getting timely

care and information, (b) how well your providemsronunicate, (c) patient ratings of

113



providers, (d) health promotion and educationsf@red decision making, and (f) health
status.
Expansion Intervention

To what extent can the TEXT2COPE program fit withinorganization’s goals
and culture? The TEXT2COPE program was a freeuresdo clinics to fulfill a gap in
service. With expansion, there may be disruptiaming providers and updating EHRs
or other technology. However, since the programets beliefs and is tailored to the
needs of the participant, it has the potentialkigaad into other areas of health.

Another interesting area for potential expansiomildde into employee health.
Work was identified as a reason for parents tohedale clinic appointments and was
also cited as a source of stress. Since paremesthve primary agents of change, it is
logical to bring the program to them. Healthiempdoyees are less likely to call in sick,
companies that support workplace health have degrparcentage of employees at work
every day, and cost savings can be measured agasetteeism (CDC, 2013c).
Behaviors promoted in the workplace can impact bleehemployee and their family, and
may result in less missed work caring for ill fagmhembers (CDC, 2013c).
Limited Efficacy Testing

Study findings support preliminary efficacy of thEXT2COPE intervention in
promoting healthy lifestyle beliefs and behavioEsfective behavior change is possible
through smaller, habit-changing steps (Fogg, 208dme research suggests that habits
are goal-driven, while others denote habit fornraactivated by contextual cues (Neal et
al., 2012). To promote success in behavior chahgeTEXT2COPE program
incorporated aspects of goal setting, contextuas cand triggers. Parents reported goal
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setting as the most helpful topic covered in tregpem. However, this skill was
reinforced with strategies suggested by Neal €Rall2) to target specific contextual
triggers (i.e., hot triggering a preferred respaiese situation with SMS) and stimulus
control that reduced exposure to negative triggexs moving food in a pantry to take
into consideration view/access of the child). Ha tase of triggering a preferred
response, most parents timed the delivery of edanessages during the afternoon
hours. This coincided with reported high levelswéss. In the face-to-face sessions,
more than one parent reported feeling stressedhavidg no control by the end of the
workday. This often overlapped with picking uphala (or children) from
daycare/school, trying to figure out what to dodorner, managing homework for older
siblings, and in some instances, balancing afteoaicactivities. Consequently, parents
resorted to getting takeout or fast food becauseds easier.” The program was
designed to trigger and be tailored to individaahflies. After discussing problem-
solving skills in the face-to-face session, a moth#ored her SMS to deliver at 5:00pm
three days a week to hot trigger her beliefs atidreg to reframe negative automatic
thoughts in an attempt to break the cycle. Her S, “*parent name*, look at your
triggers and think about how YOU have control. i®a# that it is in your power to
continue to be healthy and strong!” Additionalliskivere practiced as the parent
progressed through the sessions, such as problemgsgositive coping, and making a
plan.

It is not surprising that the majority of messagese timed to trigger a response
in the late afternoon hour€runch times a major contributor to unhealthy habits for
millions of American children (NPR et al., 2013)hile 95% of parents polled believed
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that it is important for their kids to eat healtnyd exercise, more than half of the parents
(60%) said their children ate or drank somethingaaithy duringcrunch time did not
get enough physical activity, reported eating @ubs seven nights in the past week
(48%), and attended family functions in the pashthavhere children accessed food that
could lead to unhealthy weight gain (NPR et al130

Parents favored the tailored components of the TEXOPE program. The
manualized content provided a comprehensive owsrgfecognitive behavior skills;
however, the skills were applicable and applieshtiividual needs, further
individualized with the homework and SMS. Othesa&ch using CBT combined with
tailored intervention arms yielded high-qualityal&d address a wider variety of
guestions in addition to the impact of treatmentatlan (Almirall, Compton, Rynn,
Walkup, & Murphy, 2012). Highly adaptive and ta#éd trials show promise as an
alternative clinical trial design (Murphy, 2009n a meta-analytic review, the sample
sized weighted mean effect size of the effectaibdring on health behavior change was
found to be r=.074, noting these effects were matedrby (a) health behavior, (b) type
of print material, (c) number of intervention cartg (d) whether demographics were
tailored on, and (e) number of theoretical conctgatsred on (Noar, Benac, & Harris,
2007). As early as 2000, Lavori, Dawson, and R@600) introduced designs framed in
terms of clinical decisions using adaptive (witp@atient) threshold strategies in addition
to prescribing the best initial treatment. In adaptreatment strategies (ATS), the
treatment level and type is repeatedly adjustedrdang to ongoing individual response
(Murphy, 2005). An interesting phenomenon worthjuother exploration is that
participants in the TEXT2COPE study who scored &igin healthy lifestyle beliefs and
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perceived difficulty scales at posttest appeareatifast part of their own treatments.
Participants with better belief scores and perakedifficulty scores had lower response
rates to static SMS (and subsequent automateddekdbHowever, since this was a
feasibility and acceptability study, these resoitsst be cautiously interpreted given the
small sample size and adaptation to static SMSiagelbduring program implementation.
Tailoring the intervention to the needs of the fl@@siwas beneficial in having the
parents identify with the material. Findings froecent research (Sharifi et al., 2013)
support the text-messaging aspect of the TEXT2C@®Bgfram in the realms of theme,
verbiage, timing, frequency, and tone. Sharifi aolleagues (2013) explored parental
acceptability and preference regarding the usexdfrhessaging to support pediatric
obesity-related behavior change. Five focus graumasseven follow-up interviews were
conducted in parents of school-aged children (&gE2 years). From their research,
parents expressed a need for specific, actioniedeadvice to achieve goals rather than
general information on healthy behaviors (Shatifile 2013). Parents recommended the
messages focus on one goal at a time to avoichteelierwhelmed, and preferred a mix
of encouraging messages and messages about behasgaling improvement.
Furthermore, the majority of parents felt that reicg messages twice a week would be
appropriate, but some parents preferred daily ngessaNo consensus was reached on
the best time of day to receive the message. Hemyvéwere was consensus that there
should be an option to increase or decrease thadrey of the messages. Parents felt
the more relevant the message to their child (eéqred to the child’s age, gender,
preferred goals), the more effective they will besupporting behavior change. Lastly,
parents noted that a text from a healthcare prowvideild have a voice of authority, with
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some parents preferring the provider eventuallgudis text responses with them (Sharifi
et al., 2013). The TEXT2COPE program was desigmetlable to easily incorporate all
of these aspects into the text-message portiomegptogram.

During the face-to-face sessions and in subsequessaging, some parents
would focus on the actual habit (i.e., exercise), whilene would focus on the actual
skill (i.e., problem-solving, goal-setting).eRearch interventions may be more effective
if the process of behavior change is emphasizesligehe health-related outcomes are
emphasized (Hekler, Gardner, & Robinson, 2010advertently, the TEXT2COPE
program incorporated such strategies for parth@program. For instance, either the PI
or parent gave the preschoolers five jelly brasdietrepresent five servings of fruits and
vegetables. The children were instructed to st@rtlay with all of the bracelets on one
arm. For every serving of fruit or vegetable caned, a bracelet moved to the other
arm. The goal was to get all of the bracelets foyra arm to the other by the end of the
day. The process of behavior change was targetebas a side effect, the health
outcome to eat more fruits and vegetables wasantiad (Hekler et al., 2010). Perhaps
the combination of techniques (those that focubeaith outcomes supplemented with
those that focus on behavior change process) imalin health promotion research.

Text messaging was not used to trigger actionsee® the doing the actual
intervention. For instance, parents were not seggsages reminding them to do the
homework or answer the static messages. The nesssagye delivered and designed to
support program materials, not contribute to dbdrgue or participant burden. The
tailored messages only referenced program mateodtster parental skills building,
and were only sent upon request.
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Nutrition and physical activity knowledge correlat®ith one another and
significantly improved pretest to posttest. Altlgbuas with previous research (Melnyk
et al., 2009), nutrition and activity knowledge diot correlate with beliefs, perceived
difficulty, or healthy lifestyle behaviors. Onepanation is that despite needing and
having knowledge of what to do, having the skiks@ssary to implement the knowledge
may be lacking. When taken in context of a typpmadiatric outpatient visit,
pediatricians are expected to counsel parents atiehps on an unrealistic 162 different
directives throughout childhood based on the Anagriécademy of Pediatrics policy
statements (Belamarich, Gandica, Stein, & Raci@66® Furthermore, in only 20% of
the policies were aids to delivering advice refeszh and in no policy statement was
there reference that office-based counseling wasffantive method to achieve the
desired health or health behavior outcome (Belathaat al., 2006). This underscores
the need for innovative programs that are eviddrased to support clinical practice.
Strengths

The TEXT2COPE program featured several strengtheyaenced by
demonstrated feasibility, acceptability, and préliany effects. Despite the small sample
size, retention was 100%. The sample size wasuadiedpr a feasibility pilot study,
allowing for adequate program implementation angeexmentation with the technology,
timing, and practice considerations. The studglifigs supported existing literature
using a cognitive behavioral skills-building prograwhile being novel in its approach.
The program shed light on programs aimed at famigh OW/OB preschoolers in a

primary care setting, both of which have been sparshe literature to date. Lastly, the
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incorporation of text messaging in pediatric prigneare is innovative and worthy of
future investigation.
Limitations

The small sample size of only mothers does limatgeneralizability of the study
findings. Internal validity may have been weakedad to the lack of an attention
control group. The short implementation time doesspeak to long-term use of the
cognitive behavior skills and program outcomeswdtld have been difficult to
adequately assess BMI, waist circumference, or Wetighge over time due to the short
duration of the program. Parent anthropometricsuess would have been interesting to
explore in relation to the study variables. Ashwtost research, measures were self-
reported, wherein bias or human error can be inted. The reliability of the Physical
Activity measure was lower than the other measuheguture research, obtaining two
forms of assessment on a particular variable magrmee the credibility as different
scores converge (Melnyk & Fineout-Overholt, 201A)so, an objective measure of
behavior (i.e., pedometer or photo diary) may Haslped to further validate the data
Given the novelty of mHealth and its integratiothAEHRS, pricing and initial software
costs are variable and still being determined.indsistry and clinical practice merge, a
cost analysis of mobile messaging, staffing issaed,clinical cost analysis would be
recommended in a future study.
Implicationsfor Clinical Practice

Incongruity between research and practice can dooor interventions derived
from highly controlled efficacy trials (Bowen et,&@009). However, relating research to
the real world (Bowen et al., 2009) and consideratif theso whatoutcomes (Melnyk

120



& Fineout-Overholt, 2011) can facilitate translatiof research into practice. The
findings from this study support further exploratiof a cognitive behavior skills-
building program implemented in a primary careisgtsynergized with text messaging.
The face-to-face sessions lend empirical suppdregding families with a diagnosed
OW/OB preschooler in a primary care setting duanmgutine 30-minute visit.
Additional analysis is needed to determine outcoameanthropometric data and
potential cost-effectiveness in reducing associatedorbidities of childhood obesity.
Further research is also warranted on the effautis® and cost-to-benefit of text
messaging as an adjunct to clinical practice.
Future Recommendations

Prior to full-scale implementation, Bowen and caflaes (2009) recommend
consideration t@an it work does it workandwill it work questions. The findings from
this work supported acceptability, demand, impletaton, and adaptation areas of focus
in thecan it workrealm put forth by Bowen et al. (2009). Furthereydhe key areas of
focus for feasibility studies were all addressalgxt steps include considering if the
intervention works in a pilot randomized controlteidl (does it worl, and subsequent
exploration into real-life contexts if clinicianaé parents adopt the intervention as
practice Will it work). A larger sample size in the future will permit mediatand
prediction models. This will help to inform thdesfts of study components as they relate
to health outcomes. Wngitudinal design will also help to assess digtigue, feasibility
and acceptability, behavior change, and anthroperdtange over time.

Murphy and colleagues (Lei, Nahum-Shani, LynchjiQ$t Murphy, 2012;
Murphy, 2005; Murphy, Collins, & Rush, 2007; Nah@®@hani et al., 2012) employ
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Sequential Multiple Assignment-Randomized TrialMfERT) that use individual
variables (i.e., severity, preference) to adaphtervention and then dynamically utilize
individual outcomes (i.e., response to treatmedttegence) to readapt the intervention.
It would be interesting to further tailor and exahe effects of the TEXT2COPE
program utilizing SMART techniques and individualg treatment strategies based on
decision rules recommending when and how the trewitishould change based on
patient characteristics and outcomes collectechduhe treatment phase (i.e., response
and adherence) (Murphy, Lynch, Oslin, McKay, & Tewd, 2007). In some cases,
modifying existing intervention implementation teaues using a SMART technique
has the potential to be more efficient and lesfly@&Imirall et al., 2012). In
developing an adaptive treatment strategy, questinat often need to be addressed
include the best sequencing of treatments wheriohakls are not responding and the
best timing of transition from more intensive th@es to less intensive therapies or

maintenance therapy and vice versa (Murphy, Lyn&i.£2007).
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CHAPTER 6. CONCLUSION

Findings are promising that the TEXT2COPE prograas ¥easible and
acceptable with parents of OW/OB preschoolers. ifitegvention had positive effects
on parental healthy lifestyle beliefs and behavidrkis pattern mimics earlier work
conducted in adolescent and school-age populati@m®bson & Melnyk, 2012; Lusk &
Melnyk, 2011; Melnyk et al., 2009, 2013). Concordaith other literature (Shapiro et
al., 2008; Sharifi et al., 2013), short-term SM® appears feasible and acceptable for
use in promoting healthy lifestyle behaviors. Heer alert fatigue could become a
factor over time. Therefore, it is critical to tbeparents, as agents of change, the skills
and cues/stimulus control needed to enable cortoruafter the program is over.
Tailoring the program to the needs of the individaailies appeared to be a
fundamental component in the acceptability of tregpam. Routine implementation of
the TEXT2COPE program in a primary care settingacents of OW/OB preschoolers
shows promise as a strategy for the promotion althg lifestyle beliefs and behaviors

and reduction in obesogenic behaviors associatédohildhood obesity.
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es Sagmt Findings

Strengths/Limitations

Davison, K., Jurkowski,
J. M., Li, K., Kranz, S.,
& Lawson, H. A.
(2013). A childhood
obesity intervention
developed by families
for families: results
from a pilot study.
International Journal of
Behavioral Nutrition
and Physical Activity,

10(3).

Purpose: To test the
initial efficacy of an
parent-centered
community-based
participatory research
intervention (Family-
centered Action Model
of Intervention Layout
and Implementation-
FAMILI) for improving
food, physical activity
and media-related
parenting and children’s
behavioral weight
outcomes

Sample: 154 parents
completed survey at
baseline, 119 at follow-

up

Setting: Five Head Star
centers in upstate New
York

Intervention: Four key
components included:
(a) health communica-
tion campaign,
(b) letters mailed home
to families reporting
BMI and other health
indicators, (c) informa-
tional nutritional
counseling sessions
were integrated into
Head Start family

5 activities, and (d) a 6-
week, onsite, parent-lec
program to promote
parent social
networking/advocacy/
communication skills/
media literacy/conflict
resolution

Outcomes: Child
weight status, child
dietary intake (24-hour
dietary recall), child
physical activity
(accelerometer for 7
days), child TV viewing
(parent record), activity
support scale, 3 items
assessing parent self-
efficacy to provide

Findings:. significantly
lower rates of obesity
(p<.01), parents
reported greater self-
efficacy to provide
healthy foods (p<.01);
significantly fewer
mins/day of TV viewing
(p<.01), significantly
greater min/hour in ligh
physical activity
(p<.05); higher
intervention dose

| predicted greater pre-
post intervention
improvements in the
outcomes

healthy foods

Strengths: utilization of
both community and
parent input to develop
and implement the
intervention; positive
intervention effects
were identified across
all child outcome
domains and two out of
three parenting domain

Limitations: study
design lacked a control
group and
randomization; self-
report relying on parent
response is subject to
response bias; sample
was predominantly
white and more likely tQ
speak English at home
limiting generalizability

[72)
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Evans, W. D.,
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Necheles, J., Becker,
A. B., & Snider, J.
(2011). Outcomes of th
5-4-3-2-1 Go!
Childhood Obesity
Community Trial.
American Journal of
Health Behavior, 3&),
189-198.

Ecological approach
Chicago, IL

Randomized controlled
trial

Purpose: To evaluate
the effectiveness of the
5-4-3-2-1 Go!
Campaign in promoting
b positive change in
obesity risk factors
(5-4-3-2-1 Go!
counseling vs no
counseling)

Sample: 524 Parents of

at baseline, 249
completed posttest

Setting: In-home
counseling; concurrent
community efforts to
promote the campaign
were also being
conducted (in schools,
PSA)

children aged 3-7 yearsg

Intervention: 5-4-3-2-1
Go! Brief counseling
session on program
components, with
educational pamphlets
and promotional items
(water bottle,
refrigerator magnet with
the website address)

Outcomes: Community
Healthy Living
Awareness Survey
(CHLAS) — physical
activity and exercise
knowledge- attitudes-
behaviors, parent
nutrition —KAB, parent
reports of child nutrition
and physical activity
KAB; parent and child
media habits, and socia
environmental (safety,
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Findings: The
intervention had
significant effect on
parents’ F&V
consumption (p=0.49);
parents exposed to the
5-4-3-2-1 Go!
Campaign through theif
children’s school in
addition to the
counseling were nearly
7 times more likely to
increase water
consumption vs those
not exposed to the
program (p=0.0027)

Strengths: One-time in-
home visits feasible for
families, easy to
understand and
promotable campaign

Limitations: Due to
difficulty with follow-
up, attrition may have
affected study findings;
attrition due to
challenges in tracking
study participants of
low-income, urban
communities; Data was
analyzed pre-posttest,
but between group
findings are not
reported, instead put

into a regression model;

Concurrent community
efforts to promote 5-4-
3-2-1 Go! Program

increasing the threats tq
internal validity

Holmes, B., & Silver,
M. (2010). Managing
behavior with
attachment in mind.
Adoption & Fostering,
34(1), 65-76.

Attachment Theory,

Purpose: To help
adoptive and foster
parents better manage
the behavior of their
children by promoting
an environment of
greater empathy and

attachment between the

I ntervention: group
intervention sessions to
provide a parenting
program that considere
the importance of
attachment relationship
and its impact on

> behavior; five separate

Findings: Significant
improvements in parent
child relationships
dCareer Questionnaire
score; significant
sreductions in 3
behaviors parents
perceived to be the moj

Strengths: minimum
-attrition; qualitative/
open-ended data also
collected; well-received

program by participants.

Limitations: Sample

D

stsize reporting is highly
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Author/Location/
Theory/Design

Purpose/Sample/Settin

g Intervention/Outcom

es Sagmt Findings

Strengths/Limitations

social learning theory,
and principles of
playfulness, acceptancg
curiosity, and empathy
(PACE)

Quasi experimental

child and adult

b, Sample: Adults who
made a commitment to
caring for a child (child
<10 years; specific
range not specified)
who was not a blood
relative and who had
been removed from
their family of origin
following early abuse
and neglect; 14 adults
attended group 1 sessi(
(focus group); 44 adultg
attended sessions 2-5;
42/44 completed
baseline; 22, and 27
participants completing
forms at the end of the
sessions

Setting: Group setting

sessions were run, with
a 6" optional

aOutcomes: parenting
stress index; Carer
guestionnaire (assess
adult-child
relationships);
managing behavior with
attachment in mind
guestionnaire

N

problematic; reductions
in perceived severity
and impact of the
problems or concerns
about their child’s
behavior.

variable between
groups, as well as
pre/post data; lack of
control group; IRB
approval was not
reported

Mcintyre, L. L. (2008).
Adapting Webster-
Stratton’s incredible
years parent training fo
children with
developmental delay:
findings from a
treatment only study.
Journal of Intellectual
Disability Research,

Purpose: To assess the
feasibility of
implementing a
 modified parent training
program in families
with children with
developmental delay

Sample: 25 families
with children 2-5 years

Intervention: IYPT-
DD, a 12-week (2.5
hours) sessions with
topics covering
developmentally
appropriate play, praise
rewards, limit setting,
and handling
challenging behavior

Findings: Significant
reductions in
inappropriate parental
behaviors (p<0.001);
significant increase in
, perceived positive
impact of the child on
the family (p<0.05);
negative parent and

child behavior and

Strengths: Piloted
information gathered
before the study with
input from community-
stakeholders; clinical
significance was
evaluated — with 56% of
parents clinically
increasing their use of
positive/praise behaviol
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Author/Location/
Theory/Design

Purpose/Sample/Setting

Intervention/Outcom

es Sagmt Findings

Strengths/Limitations

52(12), 1176-1192.
Syracuse, NY
Behavioral Theory

Pre-experimental

old with developmental
delay

Setting: Either Monday
or Tuesday session at
one of 2 community
early education
locations; (free
childcare and dinner

provided); Assessments$
were conducted in-home

Outcomes: Child
developmental
functioning; child
behavior problems;
family impact of the

parent-child observed
behavior; satisfaction
survey

child; parent depressior

increased parent
perception of child
positive impact; the
intervention was
feasible in parents with
1;children with mild-mod
delay

post intervention

Limitations: Lack of
control group; small
sample size; results ma
not generalize to
families with more
severe intellectual
disability

Sanders, R., & Roach,
G. (2006). Closing the
gap? The effectiveness
of referred access
family support services
Child and Family Socia
Work, 12 161-171.

Swansea, Wales
Theory not identified

Quasi experimental vs
case study approach
(non-equivalent group
design- quantitative ang
qualitative)

Purpose: To examine
the effectiveness of
family support services
on family functioning
and child well-being

Sample: Service users
(n=45) vs non-service
users (n=32); (93% of
participants were femal
parents, children’s mea
age was 44.66 months
vs 39.62 months
respectively)

| Setting: 2 Family

of services to support
families — referred or
open access such as
parenting skills,
daycare, play group

Centers (provide a range

I ntervention: Family
support service use

Outcomes: Family
functioning and the
well-being of the child
Child: Child Behavior
Checklist (CBCL);

eIndex (MSSI)
nParent:Strength &
Difficulties
Questionnaire (SDQ);

(PDH)

Maternal Social Suppor

Parenting Daily Hassles

Findings: Child well-
being and family
functioning did
improve; parent well-
being not related
directly to the child did
not improve; PDH
significantly improved
t from t1-t2 (p<0.01),
CBCL significantly
improved from t1-t2
(p<0.05), significant
better scores for users
5 non-users (p<0.01) on
MSSI and SDQ

Strengths: Qualitative
data collected supporte
quantitative findings;
Accurately and ethically
did not randomize or
classify comparison
(non-users) as control
group, but rather
comparison group
(could not allocate
families to receive vs
not receive services);
v§ heory-based research
was not identified

Limitations: Difficulty
matching the
intervention vs
comparison group;
limitations of a “one-
size fits all” program
relevant to group

o
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Author/Location/

Theory/Design Purpose/Sample/Setting  Intervention/Outcomes Sagmt Findings Strengths/Limitations
sessions, & counseling delivered services —
request for more
tailored services
Stark, L. J., Spear, S., | Purpose: To evaluate | Intervention: Phase | Findings: The Strengths: the

Boles, R., Kuhl, E.,
Ratcliff, M., Scharf, C.,
... Rausch, J. (2011). 1
pilot randomized
controlled trial of a
clinic and home-based
behavioral intervention
to decrease obesity in
preschoolers.

Cincinnati, OH
Social Cognitive Theory

Randomized Controlled
Pilot Trial

the efficacy of a 6-
month clinic and home

A\based behavioral
intervention (LAUNCH
— Learning about
Activity and
Understanding Nutrition
for Child Health)

Sample: Eighteen
parents of preschoolerg
(ages 2-5 years) with a
average BMI% of 98
and an OW parent werg
randomized to either th
LAUNCH intervention
group (=8) or a one-
time 45-minute pediatri
counseling (PC)
comparison group
(n=10).

Setting: clinic and
home based

consisted of 12 weekly
sessions that alternated
between 90 minute
group-based clinic
sessions (parent and
child concurrent groups
and individual home
visits that focused on
dietary education,
physical activity, and
parenting skills. Phase

nwas maintenance,
alternating between

2 clinic and home

b sessions every other
week.

c Qutcomes:. (Baseline, 6
months, 12 months);
Parent and child BMI;
24 h recall; home food
environment
assessment; children’s
physical activity
(measured by
actigraph); Parenting
Styles and Dimensions
About Your Child’s

Eating- Revised; Child

intervention had a
significantly greater
decrease in standardize
BMI z scores and BMI
percentiles, and gained
significantly less weight
than children in the
comparison group at si
months posttest, and
remained significant at
12 months. However,
time spent in moderate
and vigorous activity
did not change, althoug
both groups were at the
recommended levels fo
preschoolers at baselin

LAUNCH program was
more effective in
rdeducing obesity in
preschoolers than a ong
time office visit;
additional study
strengths include the
sample (OB preschoole
+ OW parent), intensity
of the intervention, the
home component for
each family, and the
sustained positive
houtcomes over a 12-
month period
r
eLimitations: the small
sample size, low
retention rate (18 out of
a possible 109; 32%),
associated costs ($1,10
more than the cost of a
detailed office visit with
a pediatrician), and the
reported increase in
parental stressors
(addressing difficult
child behaviors like
tantrums and food

3%
]

=
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Author/Location/
Theory/Design

Purpose/Sample/Settin

g Intervention/Outcom

es Sagmt Findings

Strengths/Limitations

Feeding Questionnaire;
PedsQL Generic Core
Scales; Parent
Motivation Inventory;
Barrier to Treatment
Participation Scale;
Treatment Satisfaction
Scale

refusal

Stewart-Brown, S.,
Patterson, J., Mockford
C., Barlow, J., Klimes,
l., & Pyper, C. (2004).
Impact of a general
practice based group-
parenting programme:
gquantitative and
qualitative results from
a controlled trial at 12
months.Archives of
Disease in Childhood,
89,519-525.

Coventry, UK

Social Learning Theory
Patterson’s coercion
hypothesis of negative
reinforcement
developing &
maintaining deviant
behavior; Piaget's
developmental

Purpose: To test the
effectiveness at 1 year
of the Webster Stratton
Parents and Children
Series group parenting
programme in a
population sample of
parents.

Sample: 116 parents of
2-8 (mean 4.6 years)
year old children
registered with 3
general practices (n=60
intervention, n=56
control)

Setting: General
practice setting/ local
medical center and locd
community center

Intervention: Webster-
Stratton’s 10 week
parenting program, the
Incredible Years
program from the Parer
and Child series
(behavioral
intervention)

Outcomes:
Eyberg Child Behavior
Inventory; Goodman
Strengths and
Difficulties
Questionnaire, General
Health Questionnaire
(GHQ), Parenting Stres
Index (PSI), Rosenberg
Self Esteem Scale

I (RSE).

Findings: No
significant differences
between the control ang
intervention group on
tany of the scales
measuring children’s
emotional and
behavioral adjustment g
12 months (from 6-12
months with no
intervention, the
treatment group stayed
the same, while the
control group showed
improvement); howevel
the intervention group
shad significantly
(p<0.05) greater chang
over time for mean
scores on ECBI, SDQ,
and GHQ); behavior and
mental health
improvements in the
intervention group were
largely maintained over

Strengths: Intent to
treat rigorous analysis,
] with matched pairs;
longitudinal data
collection; mixed

study to be informed in
t2 ways; Qualitatively
parents felt the progran;
would have been more
effective if both parents
were in attendance;
difficulty sustaining
behavior change withou
, support at home

Limitations: 57% of

b participants attended at
least half of the session
(attrition was higher in
parents with older
children); Attrition at 12
months — 28% in the
treatment group; 23% i
the control group

methods allowed for the

—

%]
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Author/Location/

Theory/Design Purpose/Sample/Setting  Intervention/Outcomes Sagmt Findings Strengths/Limitations
Randomized controlled time.
experiment; qualitative
interviewing
Welterlin, A., Turner- | Purpose: To evaluate | Intervention: Findings: No Strengths: Tailored and

Brown, L. M., Harris,
S., Mesibov, G., &
Delmolino, L. (2012).
The home TEACCHing
program for toddlers
with autism.Journal of
Autism Developmental
Disorders, 42]1827-
1835.

North Carolina
Structured Teaching
methodological

framework

Randomized-waitlist
control design

the efficacy of a
comprehensive home-
based early intervention
program for young
children with autism
based on the TEACCH
method

Sample: 20 families
with children less than
42 months and clinical
diagnosis of asthma

Setting: home-based

TEACCH, outreach
model designed to serv
1 the early intervention
needs of 2-3 year old
children with autism
and their families. 12,
90-min sessions

Outcomes:

Child: Mullen Scales of
Early Learning (MSEL),
Scales of Independent
Behavior Revised (SIB-
R)
Parent Parenting Stress
Index (PSI)

significant findings on
erepeated measure
analysis for the MSEL,
SIB, AND PSI. Within
group effect sizes
demonstrate medium tg
large effect size gains i

a 3 month period on the
MSEL and SIB
suggesting
improvements in child
developmental and
adaptive skills

the treatment group ove

home-based for
families; first study of
its kind to implement in
children 3 years of age
and younger and
manualized protocol; inf
nhome study is feasible
Br

> Limitations: Small
sample size (likely
underpowered) and
short duration of the
program

Wilson, S. R., Yamada,
E. G., Sudhakar, R.,
Roberto, L., Mannino,
D., Mejia, C., et al.
(2001). A controlled
trial of an
environmental tobacco
smoke reduction
intervention in low-
income children with
asthmaChest, 120,

Purpose: To determine
the effectiveness of a
continuing-feedback,
behaviorally based
education intervention
in reducing
environmental tobacco
smoke (ETS) exposure
and health-care
utilization in low-

Intervention: 3 nurse-
led sessions employing
behavior change
strategies that
incorporated feedback
on the child’s urinary
cotinine level and basic
asthma education vs
usual care

Findings: Significantly
lower (p=0.03) odds
ratio for more than one
acute asthma medical
visit in the follow-up
year; effect of the
intervention on families
allowing smoking in the
home is large, but not
statistically significant

income, minority

Outcomes: Baseline, 6

Strengths: Statistical
and clinical
implications,
particularly for low-
income, minority
children with asthma

Limitations: guiding
theory/framework not
stated; small sample an

after the intervention

young age of
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Author/Location/

Theory/Design Purpose/Sample/Setting  Intervention/Outcomes Sagmt Findings Strengths/Limitations
1709-1722. children with asthma | month, and 12 month | (p=0.11); the change in| participants limited
data collection; Urinary| CCR favored the accurate performance @
Fresno, CA Sample: Children 3-12 | cotinine/creatinine ratio| intervention group with | pulmonary function

Theory not stated

RCT

years of age seen for
asthma in the hospital’'s
emergency room,
inpatient, and outpatien
departments (n=87);
intervention group
(n=44)

Setting: Pediatric
pulmonary service of a
regional pediatric
hospital

(CCR); number of acute
asthma medical visits,
number of asthma-

t related hospitalizations
smoking restrictions in
home, amount smoked
reported exposures of
children, asthma contro

» a moderate effect size
0.34), but not
statistically significant
(p=0.26).

-tests; medication
adherence was not
concurrently gathered
which could have
contributed to some of
the positive findings, as
well as other
environmental control
practices were not
assessed

Zuwala, R., & Barber,
K. R. (2001). Reducing
anxiety in parents
before and during
pediatric anesthesia
induction.American
Association of Nurse
Anesthetists, §2), 21-
25.

Michigan
Theory not stated

RCT

Purpose: To determine
whether viewing a videc
of the actual pediatric
inhalation induction
would reduce the level
of parental anxiety

Sample: Convenience
sample of 80 parent-
child dyads; pediatric
patients (ages 10
months to 10 years)
requiring inhalation
anesthetic induction
(pediatric patients were
undergoing a
myringotomy or
tonsillectomy)

I ntervention: Video
» and pamphlet

(intervention) vs

pamphlet (control)

Outcomes:
ParentsState-Trait
Anxiety Inventory
(STAI); blood pressure;
pulse rate; child
behavior scores
Children STAI; blood
pressure; pulse rate

Findings: Anxiety was
measured
perioperatively in the
parents and their
children. Mean arterial
pressure for children in
treatment was
significantly lower
during preoperative
holding and following
induction (p < .05). The
level of anxiety
postoperatively of
children and parents in
the treatment group wa
significantly lower than
that of children and
parents in group 2 (p <

Strengths: experimental
design; study findings
suggest decreasing
parental anxiety during
their child’s operative
experience benefits the
child; the intervention
was not resource
intensive

Limitations: anxiety
was measured in the
hospital, while
behavioral scores were
smeasured 2-weeks
postoperatively;

—h
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Author/Location/
Theory/Design

Purpose/Sample/Settin

g

Intervention/Outcom

es Sagmt Findings

Strengths/Limitations

Setting: Hospital

.05). Parental anxiety
measures did not
significantly decrease
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention/Outcomes

Significant Findingg

Stresgtimitations

Ariza, Laslo, Thomson,
Seshadri, & Binns.
(2009).

Chicago, IL

Adult learning theory

Feasibility study- 2
group design

Purpose: To pilot a
practice-directed
intervention to promote
growth interpretation
and lifestyle counseling
during health
supervision visits.

Sample: The sample
was divided into a
Survey Sample (n=275
birth -17 years), which
evaluated parental of
care content and
responses to health
supervision visits, and
an Observation Samplé
(n=253, 2-10 years),
which evaluated
observed care delivery,

Setting: 4 diverse
primary care practices

Intervention: The
practice-directed
intervention (Systematiq
Nutritional Assessment
in Pediatric Practice
[SNAPP] consisted of
education, practice-
change leadership team
and guidance from the
study team.

Findings:
Documentation of
growth (BMI) was
higher after
intervention; however,
parental report of
adoption of a healthier
shehavior for themselve
or their child at 1-
month posttest did not
significantly change.
BMI%, diet, and
physical activity lasting
a median of 4 minutes
for obese
children/families

Strengths: The SNAPP
program demonstrated
feasibility, attention to
methodological detalil,
and multifaceted
intervention.

sLimitations: Selection
bias, as sites reported g
interest in obesity-
related care. Strikingly,
although discussions
were highest for obese
children, the longest
discussion on diet only
averaged 2 minutes 11
seconds.

McKee, Deen, Maher,
Fletcher, Fornari, &
Blank. (2010)

Bronx, NY

Socio-ecological model

Randomized controlled

Purpose: To evaluate
the feasibility of a
primary care-based
intervention to decreas
behaviors that place
urban children at risk
for obesity

Intervention: The
Family Lifestyle
Assessment of Initial
eRisk (FLAIR)
intervention consisted o
primary care providers
(n=15) who attended a
training to provide
evidence-based

Sample: Low-income

Findings: Goal setting
with referral to more
intensive lifestyle
counseling for obesity
f prevention in high-risk
families is feasible and
acceptable in a primary
care setting. Small

Strengths: 14/17
clinicians adopted
FLAIR intervention.
Parents welcomed
primary care efforts to
address family lifestyle
change and felt
empowered when

improvements in child

working with the
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention/Outcomes

Significant Findings

Stresgtimitations

feasibility study

minority parents and
children between 24-5¢
months old
Control group n=91
Treatment group n=34

Setting: Six primary
care practice settings
that conducted
preventive visits for 2-5
year old children.

guidelines for targeting
) key behavioral risks and
to acquire skills in brief
change counseling.
Parents of 2-5 year olds
were engaged in brief
goal setting and referre
to a lifestyle counselor
trained in culturally
sensitive care and
principles of
motivational
interviewing.

Control: Baseline and
post-test telephone
survey

and adult diets were
noted in the treatment
group. However, there
was no difference in
reported average
behavior change

| between intervention
and control groups.

lifestyle counselors.
Study design
strengthened internal
validity.

Limitations: the full
intervention was limited
to implementation of the

day a week due to
FLAIR staffing
availability. As a result,
sample sizes
dramatically differed
between the control
group and the
intervention group.

Quattrin, T., Roemmich
J., Paluch, R., Yu, J.,

Epstein, L. H., Ecker, M,

A. (2012).
Buffalo, NY

Randomized controlled
trial

Purpose: To test the
efficacy of a family-
based intervention
designed for treating
OW/OB children and
an overweight parent

Sample: Child between
the ages of 2-5 years
with a BMI% at the
85% or greater, with ar
overweight parent with
a BMI >27.

Control group n=50
children

39 mothers; 11 fathers

Intervention: 10- 60
minute sessions over 6
months (4 weekly, 2
bimonthly, and 4
monthly) consisting of
dietary,
physical/sedentary
activity education;
Parents received 8 phot
calls between meetings
Behavioral change
strategies were
emphasized parenting-
related techniques
(praise, reward, selectiv
ignoring, time out,

Findings: Children in
the intervention group
had greater decreases
BMI percentile and
BMI z-score reductiong
at 3 and 6 months
compared to the contrg
(p<.0021); a greater
ndBMI reduction over
time was also observe(
in parents in the
intervention compared
to the control
(p<.0001); parent and
echild BMI changes
correlated (r-.31;

Strengths: Significant
findings documented
imeductions in child and

parent BMI scores;
demonstrated parental
BMI as a moderator of
I child weight changes;

Limitations: Some

] activities such as self-
monitoring require muck
behavioral effort, which
can be a challenge for
some parents; time and
cost effectiveness were
not evaluated over the

intervention just one half

N
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention/Outcomes

Significant Findings

Stresgtimitations

Treatment group n=46
33 mothers; 13 fathers

Setting: Primary care
pediatric offices

contracting) and
strategies to facilitate
parent-child change
(pre-planning, stimulus
control, modeling, self-
monitoring, social
support); 1:1 meeting
with a coach to assist
parents shape behavior
goals

Control: Information
control group -- 10- 60
minute sessions over 6
months (4 weekly, 2
bimonthly, and 4
monthly) consisting of
dietary,
physical/sedentary
activity education;
Parents received 8 phot
calls between meetings

p=.003); children with
greater baseline BMI
percentiles were more
likely to have greater
BMI percentile over
time (p=.02).

ne

course of the 6-month
intervention

Schwartz, Hamre, Dietz
Wasserman, Slora,
Myers, Sullivan,
Rockett, Thoma,
Dumitru, & Resnicow.
(2007).

u.S.

Motivational
interviewing

Purpose: To determine
whether pediatricians
and dieticians can
implement an office-
based obesity
prevention program
using motivational
interviewing as the
primary intervention.

Sample: Child between

Intervention: Five
practice sites were
assigned to one of 3
arms through
nonrandom assignment
Parents of children wereg
assigned to the: a)
n=21/19 control group
(standard treatment), b)
n=40/27 minimal
intervention group

Findings: Changes in
eating behaviors and
television viewing did
not correlate with BMI

2 (n=15) of the parents
reported that the
intervention helped
them to think about
changing their family
eating habits. Dropout

Strengths: 94% of

parents reported that th
intervention helped then
to think about changing

changes. However 94%family’s eating habits.

Limitations:
Nonrandom assignment
and logistic issues were|
encountered such as
recruitment of practices

112

=
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention/Outcomes

Significant Findings

Stresgtimitations

Nonrandomized clinical
trial

the ages of 3-7 years
being seen for a well-
child visit with a
BMI% at the 85% or
greater, but below the
95%, or at the 50% or
greater but below the
85% with at least 1
parent’s BMI>30,
n=61.

Setting: Primary care
pediatric offices

receiving one motivatior
interviewing session
from a pediatrician only
or c) n=30/15 intensive
intervention group
receiving two
motivational
interviewing sessions
from a pediatrician and
registered dietician.

Control: standard
treatment

1 rates were 10%, 32%,
and 50% for the
control, minimal, and
intensive groups
respectively.

and patients, training for
providers, retention of
participants, and data
collection. Suggestions
for future research
include: eliminating
inclusion criteria of
parental BMI greater
than 30, broadening the
child’s BMI up to the
97%, and increasing the
age range from 2 to 8
years, implementing the
intervention-counseling
visit as soon as possible
after enrollment,
offering better
incentives, incorporating
telephone counseling
sessions to decrease no
show rates, and
identifying an on-site
study coordinator to help
coordinate study efforts
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention/Outcomes

Significant Findings

Stresgtimitations

Small, L., Bonds-
McClain, D., Melynk,
B.M., Vaughan, L., &
Gannon, A.

(2013)

Phoenix, AZ

Randomized control
pilot study

Motivational
interviewing

Purpose: To
determine the
feasibility and
preliminary effects of a
theoretically based,
intervention on the
physical outcomes of
Oow/OB
preschool/early school;
aged children

Sample: 60 OW/OB
4-8 year old children

Setting: 14 primary
care offices

Intervention: Four
face-to-face sessions
utilizing principles of
motivational
interviewing to
collaborate with parents
on identifying healthy
lifestyle goals; skill-
building
information/practice

Control: Health and
safety goals via face-to-
face sessions and
education

Findings:

experimental group hadanthropometric

reduced waist
circumference and
waist-by-height ratio
immediately after the
intervention that
persisted for 3 and 6
months; BMI percentilg
was not affected

Strengths: Changes in

measures after low-
intensity primary care
intervention; despite
sample size, findings
were robust

Limitations: No
intervention effects wer¢
recognized on BMI
percentile; small sample
size limited

generalizability

Ray, R., Lim, Ling.
(1994).

Singapore

Non-randomized clinica
trial

Purpose: To reduce the
prevalence of obesity
among Singapore
children from 10.9% in
1990 to 7% in 1995

Sample: 1128 children
3 -6 y.0. who qualified
to enter the obesity
register using the
defined criteria of
obesity as 2 s.d. above
the normal ht, wt, age
using WHO growth
charts (1988)

Setting: 17

I ntervention:
Programme on
Prevention &
Management of Obesity
in Preschool Children;
included: distribution of
pamphlets on healthy
eating and exercise
during routine clinic
visits; teaching parents
how to monitor child’s
growth on a growth
chart; health education
talks on proper/healthy
feeding of
infants/preschoolers;
how to prepare health

Findings: FMHXx of
obesity and HTN were
significantly related to
obese children; Obesit
was classified into
mild, mod, severe; afte
1 year 20.2% of
children returned to
normal weight &
40.4% of children
statistically
significantly improved
their wt; Indian
children showed
statistical improvement
over one year, while

Strengths: Large

sample size; first of it's

kind to target obese

y preschoolers through
primary care

r
Limitations: limits to
internal validity due to
lack of randomization &
wide range of different
classes of health
professionals that
participated in the
program (potential for
variability); lack of
accurate growth charts

Malay children were

representative of the
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention/Outcomes

Significant Findings

Stresgtimitations

Government Primary
Health Care Clinics in
1991

meals for preschool
children; videos on
healthy diet

Control: none

more obese and slowe
to respond to the
intervention;

I local population; inter-

ethnic group variations;
cannot identify
theory/framework to
guide the intervention
process

Tavers, E., Gortmaker,
S., Hohman, K., Horan,
C., Kleinman, K.,
Mitchell, K., Price, S.,
Prosser, L., Rifas-
Shiman, S., & Gillman,
M. (2011).

Randomized controlled
trial

Uu.S.
Chronic Care Model

Randomized controlled
trial

Purpose: To examine
the effectiveness of a
primary-care based
obesity intervention
(reporting the first year
of a 2-year intervention
here)

Sample: 475 children,
ages 2-6 y.o. with BMI
in the 98'% or higher
or 85"%-95"% if at
least 1 parent was
overweight;

445 had 1 year
outcomes, 253 tx, 192
control

Setting: 10 primary
care practices, 5
intervention, 5 usual

care

Intervention: High Five
for Kids — all members
of practice team were
active in intervention;
enhanced electronic
medical records to
facilitate decision
support, patient tracking
follow-up, scheduling,
billing; Ml visits
targeting television
viewing, fast food
intake, and sugar-
sweetened beverage
intake; components
include: de-emphasizing
labeling, problem
identification, resolve
ambivalence towards
behavior change, goal
setting.

Findings: Changes
from baseline to 1-yeat
= intervention
participants had
smaller, non-significant
change in BMI (BMI
mean increase in
,intervention
group=0.31; BMI mean
increase in control
=0.49); overall adjuste(
mean difference (tx vs
control) was small (-
0.21). no change in
television in child’s

) room; adjusted models
reported decreased
television/video
viewing and decreases
in fast food intake;
Parents chose:

68% to work on

Strengths: complex,
multi-factorial
randomized controlled
trial; implemented with
primary care staff &
included parents in
intervention

Limitations: Unequal
participant

] characteristics at

baseline; Adherence to
intervention activity was
low (little more than half
of participants
completed at least 2/6 g
visits/phone calls);
parent chose the
behavior to work on, an
may have had a lower-
impact on BMI; due to
type of EMR used, not
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention/Outcomes

Significant Findings

Stresgtimitations

Control: usual care
(well-child care visits
and follow-up visits for
weight checks)

decreasing their child’s
sugar-sweetened
beverage intake, 63%
decr TV viewing; 62%
decr child's fast food
intake; only 9% work
on removing TV from
room where child
sleeps; stronger effects
among female
participants and those
living in lower-income

D

households

may be generalizable ta
all primary care settings|.




APPENDIX C
STUDIES SPECIFICALLY TARGETING HEALTHY LIFESTYLE BHAVIORS
USING TEXT MESSAGES IN PEDIATRIC AND ADOLESCENT PQRATIONS

(OUTSIDE OF CHRONIC DISEASE MANAGEMENT)
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention

Significant Findings

Strengths/Limitats

Bauer, deNiet, Timman,
Kordy (2010).

Germany

Cognitive behavioral
group therapy (CBGT)

*Subset of a larger RCT]
the SMSMT sample
lacked a control group

Purpose: data reported
to date from the Big
Friends Club (BFC)
intervention that
targeted overweight
and obese children;
Due to 33% attrition at
follow up (at 12

Intervention: After a
12-week cognitive
behavioral group
treatment (CBGT), 40
children were assigned
to the SMSMT for a
period of 36 weeks.
Children were asked to

;months), a text messagesend weekly self-

(SMSMT)-based
maintenance treatment
was implemented. The
SMS portion of the
program (reported here
lasted for 36 weeks
after the BFC
intervention was
implemented for a
minimum of 3 months

aimed at enhancing the

treatment of childhood
overweight

Sample: children aged
7-12 years (n=40);

Setting: Hospital
setting - Erasmus
University Medical

monitoring data on
behavior, and emotions

and received tailored
)feedback.

n

Centre

eating behavior, exercisg

Findings: Children
(mean age = 10.05, SI
=1.28) submitted 67%
of the weekly SMS that
they were expected to
send in. During CBGT
a significant reduction
by 0.20 BMI-SDS was
observed. The
reduction by 0.07 BMI-
eSDS during the

SMSMT did not reach
statistical significance.

Strengths: The results

support the feasibility of]
SMSMT in the treatment
of childhood
overweight.

Limitations: lack of
control group and
method of interventions
delivery. It is unclear
whether study findings
are reflective of the BFQ
intervention or the SMS
maintenance
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention

Significant Findings

Strengths/Limitets

Shapiro, Bauer, Hamer,
Kordy, Ward, & Bulik
(2008).

North Carolina
Social Cognitive
Learning Theory

Randomized feasibility
study

Purpose: To examine
the acceptability,
attrition, adherence,
and preliminary
efficacy of a mobile
phone SMS for
monitoring healthful
behaviors in children;
Exploratory analysis of
the preliminary efficacy
of SMS in effecting
behavior change in
children

Sample: N=58 families
with children ages 5-13
years; Randomized int
SMS self-reporting
diary (n=13/18), paper
self-reporting diary
(n=7/18), or control
(n=11/22).

Setting: Academic
setting —University of
North Carolina at
Chapel Hill

bfeedback message from

Intervention: Children
and parents participated
in total of 3-group
education session (1
weekly for 3 weeks) to
encourage increasing
physical activity and
decreasing screen time
and sugar-sweetened
beverage consumption.
The SMS group was
instructed to send 2 SM
(one from parent, one
from child), daily for 8
weeks; for each messag
sent an automated SMS

the program secure
server would be sent;
Families in the paper
diary used forms to
record behaviors daily

for both child and parent
and turned in their forms

at the end of each
session; Families in the
control condition
participated in the
intervention sessions,
but were not asked to

Findings: Retention
rates were higher for
the SMS group (72%)
versus the paper (39%
and control groups
(50%). Families in the
SMS group completed
43% of requested self-
monitoring versus 19%
in the paper group. The
SMS group was the
Sonly group to show a
decrease in screen tim
in children compared t¢
jgaper or control groups

self-monitor.

Strengths: randomized
feasibility study; strong
desire by families to be
in the SMS group

Limitations: small
sample size; self-
reported serving size ar
screen time; sample

> came from listserv
recruitment, which
severely limits
egeneralizability

)

D.

d
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g Intervention

Significant Findings

Strengths/Limitets

Sharifi, M., Dryden,

E. M., Horan, C. M.,
Price, S., Marshall, R.,
Hacker, K., . . . Taveras
E. A. (2013).

Eastern Massachusetts

Focus group

Purpose: To explore
parental acceptability
and preference
regarding the use of
text messaging and
other mobile
technologies to suppor
pediatric obesity-
related behavior chang

Sample: Five focus
groups (28 mothers, 3
fathers) and seven
follow-up interviews
with parents of OW/OB
children, aged 6-12
years

Setting: Two pediatric
practices

I ntervention: 3-week
mock text messaging
intervention and follow
up for 7 completed
interviews;

t

D

Findings: 77%
participants had
unlimited text
messaging cell phone
plans; 71% texted at
least once a day; 1009
reported that they
would like to receive
text messages from
their pediatrician’s
office with advice
about their child’s
health; convenience
and “ease of use” were
most commonly cited
as advantages of text
messaging; other
advantages included
brevity, asynchronous
communication, and
“hard to ignore”
qualities; parent
preferences for conten
included “how to”
advice/resources and
different weekly
themes targeting one
health behavior; the
majority of parents felt
receiving messages
twice per week would
be appropriate, with ng

Strengths: parental
review of sample texts
provided during focus
groups; themes recurre
in multiple groups

b supporting salience

Limitations: despite
moderator guidelines to
encourage frank
discussion, social
desirability is possible;
information lacking
from parents who did
not participate

consensus on the best

)
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Author/Location/
Theory/Design

Purpose/Sample/Settir

g

Intervention

Significant Findings

Strengths/Limitets

time of day to receive
messages; content wa

encouraged indefinitely

as long as novel and

relevant; parents noted

that a text from a healt
care provider would
have a “voice of
authority;” the more

relevant the message to

their child, the more
effect they will be in
supporting behavior
change — some even
imagined with the
child’s name to make
personal and direct;
parents suggested
supplementing SMS
with email links,
websites, mobile apps
and integration of a
website that could
record and track
progress and serve as
“one-stop shop” for

supportive advice, local

resources, and access
forums and support
groups

a

to




APPENDIX D

TEXT2COPE MANUAL
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Healthier Families

TEXT2COPE

“"T2C —-Parents for Healthier Families”
Parent

Creating Opportunities for
Personal Empowerment

Cognitive Behavioral Skills Building
7 Sessions Manual

(You can also LISTEN to this information on the CD)

Part
Healthier Families
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The materials used to develop the information for this program
were developed from the original COPE (copyright by Bernadette
Mazurek Melnyk) and the PLAY intervention study (copyright by

Leigh Small).

The materials were adapted with permission by Lisa Militello,
2013.

This program is not to be copied and used without permission by
the authors.
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Welcome

Welcome to TEXT2COPE, or T2C, parents for healthier families.
Parents traditionally want what is best for their children. You may
have heard the saying, “it takes a village.” This means that even
parents can use help from time to time. This program was made to
help you and your child continue to make progress toward your
family’s health goals. Few people talk about family health beliefs
and goals; however, this is very important to you and your
preschool-age child.

Why is health so important?

e Did you know that the United States is in a state of emergency
when it comes to obesity? Yet, this is one illness that we can
actually influence just by changing some of our daily choices.

¢ Did you know that an obese person is estimated to have
medical costs that were $1,429 higher than someone of a
healthy weight

e Did you know that a child who has a diagnosis of overweight
or obesity is at risk for heart disease, high cholesterol,
diabetes, and high blood pressure?

¢ Did you know that a child who is overweight or obese is at
risk for psychological illnesses like depression and low self-
esteem?

e Children with parents who struggle with food and weight
issues often develop these same struggles

Many adults struggle with weight and food and exercise.

These struggles can affect children. Many parents may not
even realize that young kids can be overweight. Hearing about
BMI (body mass index) may not mean much, but picturing a
young child as a struggling overweight adult may spur parents
to act now.

e Small changes can lead to big results!
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e Choices, such as decreasing soda and being physically active,
can make healthier minds and bodies!

e Eating more fruits & vegetables can lower a person’s risk for
cancer!

e Your child looks up to you and your choices!

What is the TEXT2COPE Program?

The program uses a form of CBT (cognitive behavior therapy). This
technique shows us that while situations cannot always be
changed, how we react to a situation can be changed. COPE teaches
skills to help people think more realistically and more positively
(with practice).

Purpose:

The TEXT2COPE (Creating Opportunities for Parent
Empowerment) Program is specially developed to encourage and
strengthen parents (of 3-5 year old children) in their beliefs and
abilities to make the healthiest choices. This program has been
designed for preschool-aged children and their parents because
this is an especially important time in your children’s development
of healthy lifestyle habits. Being healthy is not just for the child;
being healthy choices is a family effort. The purpose of this
program is to help you and your child to develop the mindset and
skills needed to create lifelong healthy habits.

TEXT2COPE Program Goals - Little by little, step by step...

1. Understand the relationship between thoughts, feelings, and
actions.

Discuss goal setting, problem solving, and positive thinking.
Recognize unhealthy habits and thoughts.

Identify key elements to changing habits.

Have a basic understanding of nutrition and physical activity
needs for your preschooler.

Recognize stress and positive coping techniques.

Discuss positive parent-child communication and role-modeling.

i WIS

N o
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8. Believe that you are creating a healthier family!

Anything is possible when you believe!
Just take one step at a time!

Session One Goals

1. Discuss the purpose of the TEXT2COPE Program

2. Begin to understand how thoughts, feelings, and behavior
are connected

Begin to understand the power of positive self-talk

4. Discuss goal setting and how habits begin

'.\/
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Health & Healthy Living:
People have a variety of definitions regarding health and
healthy lifestyles.
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What dO yOu th ll’lk e enl wl vl e Yan
health or being healthy JUNR Y PR R | T TTRCI L R B o
means?
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For this program:

HEALTH means being in a state of well-being or feeling
good about yourself and being happy. Focus on promoting
healthy activity & healthy eating patterns and having a
healthy mindset.

Thinking, Feeling, Behaving:

Everyone has a certain amount of stress and has to deal with
difficult times in their life, but making a choice to deal with
these things in a positive way will help you to feel good about
yourself. When you think positively, you will be happier and
have less stress.

How you THINK affects how you FEEL
and how you BEHAVE.

Example:

Maria believes she cannot get her child to eat vegetables
(negative thinking). She feels frustrated (negative emotion)
trying to always introduce vegetables and having her child
refuse. As a result, she gives in (negative behavior) to her
child, and offers junk food that she knows he’ll eat.

J

The trigger event here was Maria’s feelings of frustration
trying to feed her child vegetables. That reinforced her
believing that she can’t do anything to help her child eat
vegetables and led to her feeding him unhealthy food.
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Becoming more “aware” of how you THINK is
important so that you can help your THINKING to be
more POSITIVE.

POSITIVE

Many child experts suggest that doing things with your child,
or helping your child to think of things that they could do are
very important. When parents do things with their child or
help their child to think of things to do (problem solve), they
are modeling behavior or showing the child ways that the child
could do or think of things. Additionally, becoming involved
with these activities or thinking through these things shows
your child you believe that this is important and that they are
important (feeling important = feeling good).

The brain is like a computer.

If negative thoughts go into it every day, it
will store only negative thoughts and the
output will be negative as well.

Know your ABCs:
A = the Antecedent event that triggers your thinking
B = the Beliefs or thoughts about the event or situation

C = the Consequence of your beliefs or thinking, for example,

how you feel (your emotions) and how you behave
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Your thoughts about certain situations may have become
automatic

(happen without you're your realizing it). Therefore, try
programming your brain with positive input (reading and
saying positive things). We can reprogram our negative
thinking like we can reprogram computers.

I KNOW 1 CAN
TENOW I CAN
I KNOW I CAN

Let’s practice....

Think about something you say to yourself oaghis

on a regular basis that is negative. For r 1
example, turn this negative statement, “I Habits Feelings
can’t get my child to eat healthy” Turn that L J
statement into a positive one. Positive I
statement, “I know I can help my child to eat

healthy. I'm a good parent.”

7% This program will help you to STOP automatic
negative thoughts and turn them around so that
your emotions are more positive.

One way to do this is to practice POSITIVE SELF-TALK.

oG /:\-(E\\\y FAT - !
OS(TIVE o .

I 4 | 3 .5;’_)-;_
TH{NHNG\ TEE BETTER LR ‘» J ‘ Q

Y
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Let's Try....

Negative Statement

Changed to a Positive
Statement

Positive self-talk is one way to begin to change your negative
thinking. Positive self-talk helps you to focus on your thought
on words of encouragement, praise, and support. Examples of

positive-self include:

[ am a good friend.
[ did that well.

I'm not going to give up.
I'm going to stay calm.
This won'’t last forever.

Try saying these words out loud to yourself.
How do you feel when you say these positive self-talk

statements?

Now, let’s do a little detective work...

Think of something this week that led to negative thinking.

e What happened?
e What did you think?

e How did you feel?
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e How did you behave?
e How could you have changed your thinking in each

situation to see it more positively?

Many times, there is a trigger event that starts the negative
thinking.

Triggers or cues prompt or call a person to
action.

Think about walking into a dark room, the darkness
will likely trigger you to reach for a light switch.
Top researchers refer to this as a “hot” trigger. Hot
triggers occur when a person can take action, and
the type of triggers we hope to focus on in this program.

When you walk in a dark room, you can reach for a light switch.

g

=
For this program, we will be using text
messaging to help trigger whatever behavior
YOU want to work on changing to make your
family healthier. We will talk more about what
the message will say and when will be the best
time (hot trigger) for us to send the message to you!

HABITS

Your thoughts about certain situations may have become
automatic (happen without you’re realizing it). Habits are the
things that we all do often. They usually make us feel good or
secure. A pattern or chain of behavior develops into habits.....
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Can you think of some habits that you have?

If you think back you may be able to remember how these
habits began.

- Do you remember how it felt when you first did these

things?
- Do you remember why you did these things in the
beginning?

- Do you know how these things became a habit for you?

)

The preschool and early school age years are the time when
many health habits begin - unfortunately; this is usually the
time when children are not able to make the healthiest choices
and need parents to help guide them.

Sometimes parents might help some unhealthy habits to start;
although this may not happen on purpose. One example might
be those times that parents let their children watch a long
period of TV so that the parent can get work, like household
chores, done without interruptions.

Doing these things rarely will likely NOT cause your child to form
habits - however, children are likely to ask for these things at
other times and if repeated often could become habits.

Many times habits begin in childhood because doing that thing
makes children “feel good.”
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For example,
1) It feels good to relax and watch TV or play computer games.
2) Having sugary foods and drinks taste good.

3) It feels good to have parents give you compliments or praise.

Can you all think of 2 things that you would like your child or
your family to change and create a new Health Habit?

Goal Health Habit 1

Goal Health Habit 2

For example, you may want to limit how often your child or
your family eats fast food from restaurants to twice a week. Or
perhaps you would like your child to watch less TV everyday...

GOAL-SETTING

One method found to help people change habits is
goal setting. While most everyone would all like
to accomplish BIG goals right away people often
meet with more success if they work on smaller
steps that will lead to the successful completion of larger goals!
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For example, instead of saying, “No more junkfood. We are
eating healthy from now on.” Try instead saying, “I'm going to
offer my child/family vegetables at least once
today. a’g

A F2

'

Inch by inch, it’s a cinch!

To make a plan to start a new healthy habit, careful thought
needs to be given to the old habit you are trying to change...
You should consider how the habit came to be and what
triggered the old habit. Knowing this will allow you to think
through a plan of how to reduce the trigger(s) for the old habit
and may help you think about how to start a trigger for a new
habit.

It is likely that your child will not be ready to work toward
these goals alone. There has been some very interesting
research suggesting that children will work hard toward
healthy goals when they are positively rewarded with the
targeted behavior (i.e., you can play on the computer for a half
hour once we go for a walk) rather than approaching the
targeted behavior in a negative way (i.e., you have been
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watching TV for two hours, you need to turn it off and go
outside and play).

K22
Make a plan that will help your child make small steps
toward a health habit goal everyday.

Can you find positive ways to involve your children in healthy
eating and activities? Often parents and children can have fun
working through this process.

R
~ Healthy E
‘ -, Eating

» =

When parents do things with their child or help their child to
think of things to do (problem solve being bored with them)
they are modeling behavior or showing the child ways that the
child could do or think of things. Additionally, this shows your
child that you believe that they are important.

You can encourage new habits to take the place e /
old habits - but it will feel odd at first — for yaand - W
your child. Your child will likely resisany \
changes! Young children like patterns and habi
because they can anticipate what will happen.

They need a parent to show them the way.
He or she will need your help.
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Remember that habits arethingsthat we do:

1. Without thinking about them AND

<8 2. Often we begin doing them because they feel
8 good

Changing habits:

1. Needs to be done on purpose and so it needs thinking and
doing.

2. Requires planning ahead to think of something else to do
instead of the old habit or chain of events that used to
happen.

3. Feels weird or odd to stop.

Scientists have found that children may need 10 to 15
opportunities to try a new food before they will regularly
accept it. This may mean that we need to model eating that
food for them or help them to think of ways to try the new food
(i.e., try the new food with a food your child already likes - e.g.
macaroni and cheese and broccoli).

Young children usually don’t like to try new foods.
Remember, they like doing things over and over again.

Let’s Practice...

To get your family to try new foods, you need to plan ahead.
Try - for one meal (smaller, simpler goal), offering something
they normally eat and adding something that is new. Or try
making it fun!
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Monkey plates w/ Multigrain waffle man
Seaweed spinach rolls w/ eggs & blueberries

peppers

Be sure to point out when feelings change...
This emphasizes the importance of thinking
or doing something and letting feelings
follow; rather than feeling low or bored and
letting feelings drive what we do and how
we think.

Routine

AT

Reward

\_//

Veggie Man
Celery, carrots,

L
o |

- @
@0

What are ways that you can think of to encourage your child to

want to begin new healthy habit?
Here are a few ideas:

Make it Fun

Try to have it be exciting

Try to praise behavior (be specific)
Do things with your child

N Ul W
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Make the child feel good when you are doing new things

Things need to be repeated again and again!



Some people call this positive parenting — theechanoks written
that give parents ideas how to do these things.

7.

However, in some cases it just needs to be a rule (You will
need to decide). Itis often easy for parents to make rules
about safety issues (i.e., crossing the road) but it may be
more difficult to make rules about healthy habits. Model
the rule and it will be better received!

Can you identify a situation in which you have used or could

use positive parenting with your child to help him/her feel
better about himself/herself while you are trying to make or

Healthy Habits
Healthy XKids,
Healthy Families

strengthen a health habit?

These are some ideas that other parents have shared...

1.
2.
3.

o1

Model healthy choices for their child

Surround your child and your family with healthy foods
Surround your family with healthy activities that they
can do

Have everyone eat healthy foods

Have everyone do some activities together (i.e., dancing,
walking, or riding bikes)
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6. Decrease temptations around the house (i.e., take the TV

out of the bedrooms, have healthy snacks ready)

Decrease TV time for the whole family

8. Be positive about successes at any healthy behaviors
(i.e., eating a new food, taking a walk together)

9. Be encouraging and talk about positive things especially
at the beginning & end of every day

10. Encourage children to try new foods several times
before deciding that they will not accept that food

11. Find positive things to say about your child’s behaviors
or characteristics

12. Offer healthy choices (foods and activities)

™~

As part of the TEXT2COPE program, you are able to create text
messages to trigger you and support your decisions about your
new family health goals. The messages will also remind you
about the new healthy habits you are trying to encourage.

== My Message is:

This is your message that can be sent during a time of day that
you choose. Perhaps you would like the message sent during
your lunch break so you can think about a healthy snack or
dinner that you could plan for prepare rather than stopping for
some fast food. Another time that you might want to the
message is after dinner when you would normally watch TV.
Perhaps you’ll want a reminder to have a family dance party
before turning on the TV...
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Also, this manual with tips, reminders, and areas to write down
your thoughts and goals is yours to keep. Refer back to it at
any time.

92
Remember these Key Points:

- What we think affects how we feel and how we act
- Grow the habit of positive thinking!

- Try to recognize triggers or cues that influence how
we act
- Set a goal!

What mountain do you want to climb? Get started step by
step....

Session 1
Strategies to Be Positive!
Homewor k

Often our negative thoughts lead to negative or upset feelings
that then leads to the negative behaviors....or rather, THE
BEHAVIORS WE ARE TRYING TO CHANGE!
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Stay tuned for those positive thoughts that will help turn the
behaviors around. Let’s start here....

What are you thankful for today?

1.

2.

What are 2-3 good things about you?

%Write down another positive self-statement about how
you keep your family healthy (be sure to put it on your index
card or let us know and we’ll text it to you!).

Say this new positive self-statement
at least 5 times every morning and at night.

SESSION 2 GOALS

1. Describe the importance of mealtime to your family and
ways that make this an extra special time for your young child.
2. Begin to understand the basic nutrition needs of your child.
3. Identify different types of foods that are essential to a child’s
diet

4. Discuss why too much soda, sports drinks or other
sweetened drinks are not good for your child.
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Parents often work a lot of hours and many times are tired.
This can make mealtime feel more like a chore rather than a
time of family celebration together. What is more difficult,
parents struggle to find time to be able to plan healthy meals
ahead and do the grocery shopping ahead for the meals that
they plan.

Can you think of some ways you can plan JUST ONE MEAL for
tomorrow?

S

P
Because mealtime is a special time, the whole family should be
involved with preparing for the meal. The findings of some

research indicate that children who have chores when they are
young are more responsible later in life.

These jobs or chores may include setting the table, folding or
decorating the napkins, planning a healthy meal, or clearing

things from the eating area when everyone is done. Assign jobs
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to each person because in some cases the adult may do the
whole job. The idea is to give each person something that they
can do all by themselves and be proud of.

92
Preschool children usually like to help by doing their

job and they usually like positive comments about the great
job they have done.

You will be able to tell them a specific thing that they did well -
“I really like it when you help me clean up after dinner and take
the plates to the kitchen sink.”

From research that has been done, it

appears that family mealtime is very
important for children and the whole
family. This is a special time during which
the whole family, or most of the family, can
be together and everyone can share a story
about what happened to them that day.

FUN FAMILY ACTIVITY:
“Highs and Lows” - This is a great game and way to start

conversation at dinner. Try going around the table and each
person shares at least:
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- One “high” or something that made them happy that
day.
- One “low” or something that made them sad that day

This is just one idea; do whatever feels natural for your family.
The main idea is that dinnertime is a perfect time to give
special attention to your children and have them focuses on the
“table talk” rather than having the television (TV) on during
the meal.

K2

One healthy habit could be to have family mealtime be
a special family time and one during which the TV is
turned off.

The television is a wonderful way to relax during the day and
in the evening; however, there is more and more information
that suggests that people eat more food than they may need
when the TV is on. Some experts believe that advertisements
are related in some way to people eating more.

Other experts think that eating and watching TV become linked
because the two are often done together. Doing both together,
eating and watching TV, becomes a habit of sorts.

\ /
o

Turn off TV During Meals!
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Rainbows and Food

A rainbow is complete and finished when
all of the colors are there... when some of
the colors are missing a rainbow doesn’t
look right!

NUTRITION
Children and adults have a healthy diet when == 4,2
_ R A
they eat 6 main types of food: ‘,_@‘fu:g;;&s
1. Dairy $;£g;’;; A ,"f'é%"
2. Protein (meat and beans) s>
3. Breads/Grains (carbohydrates) v
4. Fruits
5. Vegetables
6. Some Fats

If we give our bodies all of the 6 main types of food everyday,
our bodies are more likely to be healthier than if we only
provide one or two types of nutrients or food types. This is true
for small children too.

Some parents are quite upset that their preschool
child is a picky eater - this is common for children
this age. Researchers have found that most
children between the ages of 4-7 years are picky
eaters. This is normal. Often young preschool
children like to eat the same foods over and over again. Some
times this is referred to as having

“food fads!” This is normal.
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While we should not and cannot make a child eat, i
we can change things at home so that children
have healthy food to choose from when they are
hungry. This means that parents need to have all
of the 6 types of foods in the house.

It may mean that we need to look in the
MC};?% cupboards and refrigerator to see what is there;
"7 7 especially what the children can see (at their
eye level) when they look!
"=
We can always change what kind of food we keep,
where we keep the food, and what the children see. THINK
about what your child sees when he/she opens a cupboard
or refrigerator

Dairy: Building stronger bones!

Most preschoolers only need to drink 2 glasses of milk a day
to live well. But whole milk is NOT better than low fat or
skim milk. Calcium and Vitamin D are found in milk. Calcium
helps prevent osteoporosis (weak bones). Vitamin D increases
bone density. Dairy is important for stronger bones.

Protein (meat and beans)
Protein is important for our body because it helps to build
muscle.

Breads/Grains (carbohydrates)

Carbohydrates provide our body with readily available energy.
Complex carbohydrates (noodles) are better for our body than
simple carbohydrates (sugar).
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Fruits & Vegetables:

The USDA Food Guide Pyramid recommends 5-9 servings of
fruits and vegetables every day. Research continues to support
the relationship between eating more fruits and vegetables and
a reduced risk of cancer, heart disease, hypertension, diabetes,
and other chronic illness. Of all the dietary factors thought to
be related to cancer, the evidence for eating more fruits and
vegetables to prevent cancer is strongest.

The bottom line is “the more fruits and vegetables you eat, the
better.”
And getting 5 to 9 servings is easier than you may think!

FUN KID ACTIVITY: Start the day with 5 bracelets on your
child’s left arm. As he/she eats a fruit or veggie switch one of
them over to the right arm. The bracelets will help you to keep
track...Try to eat 5 or more everyday!

It All Counts

While nothing beats the taste of a fresh, juicy
strawberry, there are many other great
alternatives to fresh fruits and vegetables.
Frozen, canned, dried, and juiced varieties of
fruits and vegetables can be just as nutritious
and delicious, but will often cost less.

So, experiment with different forms of fruits and
vegetables.

Some Fats

Dietary fat helps a kid’s body grow and
develop like it should. Fats fuel the body and
help absorb some vitamins.
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Good Fat! Yes, there is good fat!

Unsaturated fats: These may be good for heart health. These
are found in plant foods and fish. The best of the unsaturated
fats are found in olive oil, peanut oil, canola oil, albacore tuna,
and salmon.

Bad Fat -- Saturated fats: These fats are found in meat and
other animal products, such as butter, cheese, and all milk
except skim. Trans fats: These fats are found in margarine,
especially the sticks. When you see “hydrogenated” or
“partially hydrogenated” oils on an ingredient list, the food
contains trans fats. Eating too much saturated fat and trans can
raise cholesterol and increase the risk of heart disease.

What about Sugar? ®
Children usually like foods that have a fair @@ _

amount of sugar in them. This is not to say that T A @
children shouldn’t ever have cookies or snacks @ @)

with sugar in them. However, children who are

risk for weight gain and health problems should

have less sugary foods available to them. It is better for these
foods to not be in the house at all.

Think about this situation that happens quite often. Parents
offer high sugar rewards for good behavior and completing
chores.

L
Remember to think back to what triggered the habit.
It is important to think about what rewards you offer your

children.
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But sugary foods tip the energy scales - there is a high energy
in these foods - and these foods often have very little other
nutrients.

Energy In
s
I
MR -
o
o« Energy
Ot

Rewarding behavior with food has a hidden message that the
child is getting a “special” food - and this may make the food
more desirable to the child (i.e., they want to have this special
food or “treat”).

This is not what people may mean, but it sends a message and
also can be the start of a habit.

Secrets about Sugary Foods - when people eat foods with
more energy than they need, the extra energy is stored as body
fat. Some people feel that causes the brain to work in a way
that the person/child eating a lot of sugary foods wants even
more sugary foods (or more extra energy)!
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If a child cuts out ONE soda or ONE large glass of sweetened
drink/juice a day and replaces that with water, they may be
well on the way to tipping the energy balance scales away from
storing extra body fat to a healthier weight.

™ G

That can be one small step to take -
deciding what drinks and snacks are in the home!

Remember that the body stores extra energy that is not used
as fat.

Also, fat and sodium (SALT), do NOT help to build muscle, so
THINK before act (eat). Try to NOT add salt, you may just like
it!

Bonus - Fiber!

Foods that are high in fiber are more filling and are less energy
dense. There are a lot of foods that have fiber in them. Some
experts have suggested that shoppers try to choose foods that
have 2 or more grams of fiber for each serving.

The following foods tend to have high amounts of fiber in
them:
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- Beans (not refried - too much fat)

- Bran & oat cereals, oatmeal

- Brown rice or pasta, pasta with added fiber
- Whole grain breads

- Fruits and vegetables (these are the best)

“WHOA”(slow down) “GO” (enjoy!)

fat, sugary drinks and foods, fiber, watch the portion size, try not to

miss meals

fast food, junk food water or zero calorie drinks, small snacks
to curb

Remember these Key Points:
- Reduce bad fats (saturated and trans fats)
Broil or bake it! Don’t fry it!
- Decrease soda, excess juice, and sweetened drink
intake
Try not to add extra salt to your food
Decrease overall sugar intake
Increase fiber
Increase water intake
Increase attention to the amount that is eaten of any
one thing
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Session 2
Health habit!
Homewor k

Habits are things we do automatically that make us feel good
or secure. Can you think of a habit your child has about eating
sweets?

What are 2-3 things you can do to change this habit into
something more positive?

- Think about what triggers this habit and how your child
feels.

- Remember to think about what your child sees at his/her
eye level

- Remember to think about what cues your family to act

- Getkids involved - it will help you and they will feel proud

- Remember to NOT use food to reward/punish behavior

- Turn the TV off for mealtime and ENJOY one another

- Model healthy choices.
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Strive for 5 servings of fruits and vegetables a day!!!
[ am going to keep track by (bracelets, stickers, etc.)

SESSION 3 GOALS

1. Understand the importance of meal planning.

2. Recognize and discuss what normal portion sizes are for
your child. 3. Discus the role of triggers and habits as it relates
to meal planning

PORTION SIZE

People eat more food if they are offered larger portion sizes. A
portion size is how much a person should for that type of food.
For example, for an adult, a portion of meat should be about
the size of a deck of cards.

Remember we talked about different food types in the last
session,

here is a way to understand what portion sizes should look like
— you can either use your hand as a guide or divide up the plate
into different types of foods.
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Cooking ol 4
A Tl‘ll-l!!i:lﬁp Mmm‘né. butter
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The plate with the different colors shows the different type of
foods and about how much of each food that you should serve.
For example, look at the red and green sections, fruits and

vegetables:
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Children (2-6 years) typically need:
5 servings: 2 fruits and 3 vegetables

A serving size is:

% One medium-size fruit

% 1/2 cup raw, cooked, frozen or canned fruits (in 100%
juice) or vegetables

% 3/4 cup (6 0z.) 100% fruit or vegetable juice

% 1/2 cup cooked, canned or frozen legumes (beans and
peas)

% 1 cup raw, leafy vegetables

% 1/4 cup dried fruit

Try this at home. It is not easy at first, but with more practice,
see if you can serve fruits, vegetables, grains, protein and dairy
all at one meal?

WHAT ABOUT EATING OUT??
‘Fast’ Food - Currently, it is estimated that
the

average American family eats ‘fast’ food
three or more times each week. ‘Fast’ Food
has a large amount of high fat foods

(i.e., fried food, greasy foods) and these are
energy dense foods.

These foods tip the scales and provide your child with too
much energy for one meal/day. Sometimes, only 1 fast food
meal can provide enough energy for a whole day.

52

~

The meals served in restaurants have
very large portion sizes now, even the “child”
meals!
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Think about how you may change eating food out of the house
or at fast food restaurants. Or think about how you can choose
differently to be healthier.

Current recommendations are for children and
families to eat out a maximum of 2 times a week

What does your child usually choose from fast food
restaurants?

Is this a food habit?

What triggers your child to order this? (e.g. TOY).

What other choices might they make?

How can you change your child’s fast food eating habits?

What can you do to reduce the number of times your family eats
at ‘fast’ food restaurants?

Maybe you can purchase the food before you
WA are with your child and then give them what
has been purchased.

Or you and your child might decide on a meal
that you can share if you go out to eat.
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Instead of a toy, you could offer to do something special with
your child.

Think about what triggers your order? Is it the person working
there asking you if you would like to supersize? Is it the cost?

Do you believe you are making good choices?
How do you feel after the meal?

You may choose to NOT supersize meals for your child or NOT
order French fries (or share a small order). If you decrease the
energy your child is offered, you can easily cause your child to
maintain a healthier weight.

210 calories E10 calories 210 calories 500 calories

4iE -,
: S o e BT g R
— ¥ _".':-ir:-"u-?'L . g
i e ;
. -

290 more calories

“Many ‘fast’ foods don’t cost much”...HOWEVER

It may cost a few cents more to “supersize”
a meal at a ‘fast’ food restaurant rather than
order a simple, regular sized hamburger
and a small soda. It seems like a bargain to
get a “supersized” meal - but the extra
energy has a big price tag, including health
problems that are caused by being

e overweight:
a3
T e - Type Il diabetes
= 2 - Increased asthma symptoms
- High blood pressure
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You can see that the few extra cents it cost for more high fat
food will really cost your child much more if they have extra
weight and weight-related health problems...

You are helping to build healthy habits.

It is helpful to make a plan.

Making a plan helps you to think about how you can take
action.

Take a look at the meal
planner and grocery list.
Would this be helpful to you?

MEAL PLANNER -
Try to plan one meal.
Write it down.

You may want to start small
and pick one day you plan on
cooking and what meal you
want to cook that day.
Example, Wednesday Dinner.
Broiled chicken, broccoli, and
noodles.

&
=
&
S
=
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Using a SHOPPING OR
GROCERY LIST can also
help you to plan. Buying
healthy food and
ingredients that you need
to make the meals you
planned.

Often, you can look and
see what fruits and
vegetables different
stores have on sale that
week and add them to
your list! Or cut coupons
and paper clip them to
your list!

Plus- if you have it all
written down, it can be a
time saver!

A common challenge for parents with young children is getting
them to try new food. Itis normal for young children to like to
eat the same food over and over again. So, if you want to
introduce something new, you really want it to be good. But,
then the questions become:

What new food should we try? How do I know if it is good for
them? How much should I serve them?

Have you tried to read a food label? It can be a bit

overwhelming at first. But, again, with a little practice, it will
seem easier!
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Reading Labels for Fun

Looking at the "Mutrition Facts" on feod products can help you to determine if a product is healthy and part of
a wel-balanced diet.

Important things to look for on the label:
Serving Slze: Serving size is the first thing to e¢heck on the labal. Al

yﬁﬂwtlﬂﬂ Fﬂcfs other infermation based on that particular serving size.

Servings per Container: The number of servings indicates how
many senvings are in the package based on the serving size.

_MHI
Calorias 260 Calories reen Fal 120 Calaries: A chid needs a cenain number of calories per day. Use
= bampvae| 16 “Hoalthy Eating Guide” for the appropriate amount of calories.

Total Fat: Choose foods that are low fat or fat free with less than 3

5% ;
| = - grams of fat par serving.
Cholesterel 30mg | 10%| Trans Fat: Avoid foods with Trans fat.
Bodlum g 2%
Teotal Carbohydrats 315 10%| Cholesterol: Less than 300 mg per day is recommended. Choose
Dietary Fioer g | o products with jess than 20 mg per serving

Sodium: 1500 - 2300 mg per day is recommended. Limid products

ey | ith mare than 400 mg per serving.

Vitamin A 4% R 7 [ . :
ey E i Dietary Fiber: Choose foods with at least 3 g or more per serving.
" D Dol o s et i & 1“"‘“’”"""“,“’ | Sugar: Choose products with less than § grams of sugar/serving,
“;.“;":’;. T SRR O - Every 4 grams = 1 Tsp of Sugar.
Colres  BE03 2800
‘::: T.:$ o #a Ingredients: Ingredients are listed from the highest amount to the
it GmPa  Mamy daeg | loWestamountin the product. Check the first three or four
Sodhm e 2ekeg  Ledimg ingredients 10 learn more about what you are buying.
Tl Rt 00 AT
D ety S 2y 8
Cafores pe! pram
Fsll # iy drais & Pty &

£ 2011 KFHP, Inc. All rights reserved.
Many times families make fast food choices because they are
hungry after a long workday and they don’t have meals ready
at home -

But, the lines of cars at the drive-up windows are very
long...and many times you can go into the grocery store and
choose healthier food rather than wait in line (and that is more
exercise).
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Now, there are some healthier, quick frozen or dry foods that
you can keep in the refrigerator, freezer, or cupboards to be
ready for these times...

These foods may require no or very little preparation!

Can you find any of these when you grocery shop?

!

We know a few other things specific to young children and
their eating...

Boost with BREAKFAST!

Many studies have shown that breakfast eaters tend to weigh
less than breakfast skippers. Try to build a healthy breakfast
(not doughnuts) with cereals, fruits, dairy, and
meat/bean/nuts. Eating a healthy breakfast can help give your
child:
- improved concentration and performance

in school

e
- more strength to be physically active aﬁ&
- have better problem-solving skills 2 N
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L
Boost with BREAKFAST! Breakfast helps to increase
concentration and school performance!

It is important to NOT become really, really hungry - people
sometimes make less healthy food choices if they are very
hungry.

Hunger takes the body approximately 20
minutes to be satisfied (go away) -

regardless of what is being eaten.

L

Children are generally hungry for a snack
when they get home after a long day. Think
about how you can make a plan to be ready with
some fresh fruit or veggies as a snack.

A body can eat an awful lot of extra energy in 20 minutes if the
food is energy dense (e.g., soda, candy, chips) compared with
eating foods that have more fiber and are less energy dense
(e.g., apples, pears, carrots, celery, light popcorn).

92
Remember these Key Points:

- We know that young children eat less food if the TV is off
during meals and snacks

- Serve snacks in the eating area, not the TV area

- Young children will usually stop eating when they are full
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- Parents should not encourage children to eat when children
slow down or stop eating

- Itis better to not tell children to “clean your plate”

- Think about what is triggering your meal choices

- Think about how you serve food, think portion sizes

- Offer plenty of water or low-calorie drinks with snacks

- Don’t forget to start your day with a healthy breakfast!

This is a great time to talk with your child (maybe while
preparing dinner) and savor the food and the moment!

Now let’s come up with your message to trigger those healthy
habits.

This is your message that can be sent during a time of day that
you choose. Think about how your last message worked. What
can we do to make it better? The message itself? The timing?
It’s all up to you!

My Message is:
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Session 3
Make a Plan!
Homewor k

Make a plan to help your child eat fruits and vegetables this
week.
Think about what you can do to plan ahead.

- Plan a menu for the week

- Get children involved in planning and cooking

- Keep fresh fruit in a bowl within your child’s reach to grab
as a quick snack

- Over the weekend, spend some time cutting up the week’s
vegetables and store in Tupperware for quick grab and
snack

- Make it fun!

[ can limit my family’s fast food to times per week/month

When feeding my family (meals or snacks):
e [ will serve healthy, not “biggie” portion sizes
e [ will turn off the TV
e [ will offer water or low calorie drinks with snacks
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How you THINK affects how you FEEL and how you
BEHAVE.

THINK POSITIVELY!

SESSION 4 GOALS

1. Begin to understand the basic physical activity needs of
your child.

2. Review how to set realistic goals

3. Begin to understand how to problem solve

PHYSICAL ACTIVITY (PLAY!)

The best way to increase physical activity in your family life is
for you to be a part of it. Activities should be fun and
something that the whole family can do together. Kids need at
least 60 minutes of physical activity a day, but it doesn’t have

to be all at one time.
LET’S [
M@VE

A little activity is better than no activity. The best way to begin
is to schedule time for physical activity (PLAY). For example,
start by identifying at least three, 30 minute time slots this
week for activities like short walks, active chores, walking the
dog, or playing sports. On the next page, from the Let's Move
initiative, there is a sample family health calendar to help get
you started!
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e Be flexible - if you cannot do the activity during the
scheduled time, find a new time for the activity you
missed.

e Don’t forget to share your new activities or tips with your
friends and neighbors. Invite them to join you - friends
and families are great “triggers” to keep you going

e Set goals that you and your family can come up with
together. Make it fun!

Set goals that your family can achieve. It us usually easiest
to take small steps and repeat them for long periods of time for

them to become healthy habits.
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What Time of Who Will
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www.LetsMove.gov
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In the first few weeks, you may not achieve every goal, but if
you stick with it, physical activity will become part of your

family’s routine.

Have you heard of a “S.M.A.R.T” goal?

Create S.M.A.R.T. Goals

SPECIFIC

MEASUREABLE

ACHIEVABLE

REALISTIC

TIMELY

This is a S.M.A.R.T. tool to help us set specific goals.

Look at this example:

Instead of saying, “I am going to exercise with my family.”

SMART, but not
SMART _/

Can you see how this goal might work better?

“I am going to walk 30 minutes a day at least
three times this week”

Try this goal for a few weeks. Don'’t forget to put a
few triggers in place to help remind you (a sticky
note or alarm on your phone).
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Once you reach this goal, you can increase it little by little.
Writing down your goals and making good plans helps you to
accomplish your goals. Think of the road map.
B
p

You need a plan to get from here to there....

//I‘é\
\GLIJSEI/]//-'
But what if the road is closed? 4

Would you stay home? Or would you find another way to get
there?

Finding ways to overcome the barriers is very difficult, but
finding ways to overcome barriers is very important. Working
though ways to overcome barriers is part of learning to solve a
problem.

Problem Solving
Think of solving problems as a 4-step process:

1. Whatis the problem?

2. What is the cause of the problem?

3. What are ALL the possible solutions to the problem?
What are pros and cons of each?

4. What is the best solution?

Making progress toward a goal is difficult.
Changing habits and routines is difficult work.
Taking small steps is important. Think

Feel

Remember, “THINK, FEEL, ACT”? Act
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Think about what things are working (the pros) and what
things are not working (the cons).

GOOD

Let’s try an example:

Maria believes she does not have time to exercise and cannot
even imagine having time to get her family to exercise. So, up
until now, they just didn’t exercise. Maria decided she wanted
to set a new goal for her family’s health. She remembered her
S.M.A.R.T goal and said it, “Our family is going to get up and
move 30 minutes 2 days this week.” But she had no plan, no
idea when, what or how they were going to do that.

She tried the 4 step problem solving process.

1. What is the problem - our family is not exercising

2. What is the cause of the problem - we have no time

3. What are all possible solutions — we can continue to not
exercise, we can exercise on our own when we have time,
we can create time together to exercise

4. What is the best solution - we can create time to exercise
together. This will help it to be more fun and we can
support one another.

Later that week, Maria made a plan and decided to turn the TV
off for meal time starting on Monday and to have the family
“get moving!” Once the meal was done, she kept the TV off and
turned on some music. The whole family danced in the living
room for a half hour. The kids asked to do it again the next day.
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She met her goal to exercise (PLAY) for 30 minutes, 2 days that
week, had fun, and felt better!

Identifying the things that are not working, the barriers (things
that get in the way), is important so that you can begin to find
new ways to work toward your goals.

TRY

SOMETHING
NEW

Remember the chain of events... think about:

1) What could have been different so that the situation could
have a positive outcome or good result?

2) What happened first - before things began to go wrong?

3) Write it down. What happened beforehand? Think about
what the problem is and write out some causes of the problem.

4) Can you think of different ways to deal with the situations
that occurred before things began to go wrong.

mﬂ
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Families can work together & often can be part of the

solution!

Practice Problem: (%

How often do you exercise with your child? (Circle one)

Once a year Once amonth Once aweek Once aday
Never Rarely Occasionally  Frequently

How often would you like to exercise with your child? (Circle

one)
Once a year Once amonth Once aweek Once aday
Never Rarely Occasionally  Frequently

[s there anything that gets in your way of exercising?
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Okay, let’s use the problem solving approach:

1. What's the problem?

2. What’s the cause?

3. What are the possible solutions? (and pros and cons)

4. What is the best solution?

Here is a review of simple steps that you may choose to work
on with your child and family:

1) Decrease the availability of soda or sugary juice and drinks

2) Decrease your child’s access to or ability to get less healthy
foods that are high in fat.

3) Don’t supersize meals and try to stay away from fried foods
(French fries)

4) Eat home-cooked (prepared at home) food most of the time
and only eat at a restaurant 2x a week.

5) Keep foods that are higher in fiber around the house

6) See if you can eat five servings of fruits and veggies each day
(Strive for Five)

7) Plan meals for the family to eat together without the TV on

8) Have your child help with meal time (e.g., table setting or
food washing and preparation)

Remember these Key Points:
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Success happens when:

e You start achieving your goal by taking small steps.
e You overcome barriers to your goals by problem solving.
e You build on your strengths and BELIEVE in yourself.

%ﬁi and take small steps!

You hold the key to your family’s health.
All you have to do is believe....

Session 4
Strategies to Overcome Barriers
Homewor k

Set one short-term “real-time” goal for your family’s health for
the next week of the program.

My S.M.A.R.T. goal for my family (this week) is:

Identify barriers in achieving that goal:
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Identify strategies for dealing with those barriers:

Use the 4-step problem solving method to solve a problem that
you have today or this week.

1. What is the problem?

2. What is the cause of the problem?

3. What are the possible solutions with consequences?
4. What is your best solution to the problem?

Now, go with the best solution and do it!

SESSION 5 GOALS
1. Discuss how beliefs can affect goals
2. Understand the importance of decreasing screen time
3. Talk about how parents can role-model behavior
4. Discuss effective communication techniques

Do you dream about what you want for your children?

#w .. Forpeopletosucceed, they have to first picture
* in their mind what it is they would like to be or

do and keep that picture in their mind a lot of
the time.

Belief is a very important thing in helping people to reach their
goals
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a2
Picture yourself being successful at what you want to do!

“What the mind can see and believe, it can achieve!”

¢ Do you have goals and a plan for how make your family
healthier?
¢+ Write your goals or plans here:

We believe that people need to have hopes and dreams and
then plan how they will get there. You can help your child to
realize their dreams by starting building a firm foundation
with them - starting to create healthy habits.

l e E: B
/ A =
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In a recent poll, 82% of parents said it was very important to
make sure their child was eating in a way that helped them be
a healthy weight.

In that same poll, 76% of parents said it was very important to
make sure their child was exercising in a way that helped
them be a healthy weight

So, how do we DO what we THINK is important?

. it {
fwport ant

One way is to help your child be a Problem Solver.

Example: Some people think that many children are very
inactive - they watch a lot of TV and spend a lot of time playing
video games or using the computer. This is called “screen
time.”

“Screen time” means television screens, computer monitors,
and even the handheld devices we use for checking email,
listening to music, watching TV, and playing video games on
the go.

How much time does your child spend watching TV and
playing video games every day?
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If you were to plan less TV /screen time for your child, what
things would you encourage your child to do instead?

It can be very hard for parents to stay true to this because their
lives are busy. When children are watching TV or computers,
parents can use this time to catch-up with other things that
need to be done. And so it is hard to discourage TV use because
parents use that time to get things done.

Can you make a plan to decrease TV /screen time for your
child?
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Use the 4 problem solving steps to help you:

1. What is the problem? —

2. What is the cause of the problem?

3. What are the I?)ossmle solutions with m @,\P‘Qu\
consequences?

4. What is your best solution to the Tips
problem?

Here are some other suggestions to help you:

1. Talk to your family - explain to your family why it is
important to sit less and move more in order to stay a
healthy weight

2. Seta good example & Set screen time limits — make a rule
that limits screen time to 2 hours every day. More
importantly, enforce it. Also, be a good role model.
Follow your own rules.

3. Make a journal of screen time vs active time - track how
much time your family spends in front of a screen

4. Make screen time = active time (challenge the family to
see who can do the most push ups or jumping jacks
during commercial breaks)

5. Create screen-free bedrooms - don’t puta TV or

computer in your child’s bedroom.
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Role Modeling

Even though it may be hard for you, children usually like to
help with things or play games, especially between 4-7 years of
age.

They look up to people they love and often imitate their
behavior. Having several ideas about things you could do to be
active with your child may be helpful.

2

~]

Remember to make it fun and offer
positive praise!

We believe that this is important for parents
to think about their behavior. Research tells us that what
parents feel, think, and do directly affect what the children feel,
think, and do.

Encouraging your children to become active is related to
children choosing to be active later. Offering positive feedback
to children may be one way of beginning or helping them keep
healthy behaviors until they become healthy habits.

228



Communication

Your child looks up to you even though they don'’t say
oy it.

S o5y Show your children how you want them to act.

What are effective components of communication?

person you are talking with; think about

what is being said; wait your turn, and then

say what you would like to say. Sometimes D
for children this can mean kneeling down to :

their eye level.

Active listening -- always look at the ﬁ &
v

Tone of voice -- people listen more when you speakin a
quiet tone instead of a loud, angry tone

Facial expression -- scowling decreases acceptance of what
the other person is saying
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Body language -- it should communicate that you are
interested in what the other person is saying

Physical closeness -- standing too near the person you are
speaking with can decrease effective communication
When we get stressed out or upset, we tend to blame others,
saying such things, as “You NEVER listen.”

Instead, tell the person how you feel with “I” statements.

Using “I” statements doesn’t put people on the defensive. They
remain more open to listening to your comments.

Example: “Ireally like it when you set the table for the
family.”

Now your turn: Can you think of positive ways to tell your
child that they did a good job? Try using ‘I’ statements.

e Try to use ‘I’ statements when you talk to your child
about their choices.

e Try to say what specifically that you are feeling good
about - and not say the child is a good girl or boy.

e Try to complement their choice or their behavior.
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a2
Remember it is especially important to never praise

children with food or snacks.

Some people offer sticker charts, maybe special reading time
together, or perhaps going on a walk together. Children can
sense when parents don’t mean what they say, so we really
need to look for behaviors or things about them to complement

them for.
» *
Heiaas
*
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Remember these Key Points:

e Make a plan to reduce screen time

e Achieve your goals through problem solving

e Role model (show) your child how you want them to
behave

e Use positive communication with your child (“I”
statements)

e Praise your child

Over time, the small changes you are making now, will become
habit. Be patient with yourself and with your family. Believe
that you can do this and are taking the steps to make your
dreams for your child come true...

| |

Dreaung Come True
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I am proud of the steps you have taken to create a
healthier family!
Believe in yourself!

Now let’s come up with your message to trigger those healthy
habits.

This is your message that can be sent during a time of day that
you choose. Think about how your last message worked. What
can we do to make it better? The message itself? The timing?
It’s all up to you!

< | My Message is:
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Session 5
Role Modeling and Communicating
Homewor k

™

"R \ A

e n

With your family, set a goal to reduce screen time
this week.

Our family goal to reduce screen time this week is:

Name 1 ways you can ROLE MODEL behavior to reach your
goal:

Name 1 ways you can COMMUNICATE your goal to your family:

Name 1 ways you can PRAISE your family for trying to meet
this goal:
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Be Proud of the Steps You are Taking Together as a
Family!

SESSION 6 GOALS

After reading over your materials, you should be able to:
1. Identify sources of stress
2. Understand healthy vs unhealthy coping
3. Review the connection between thoughts, feelings, and

actions

Stress is when you do not have the ability or skills to deal with
things that you see as frightening or unpleasant. Being a
parent can be stressful because parents often worry about
doing what is best for their child. Parents also tend to be
stressed by their child’s behavior and emotions because they
may not always know how to best help their child.

L
Remember, as your child’s parent, you are the best person
to provide him or her with love, comfort, and

support.

Since young children look up to their parents, it is important
for parents to be aware of stress and how they, as parents, deal
with stress. For instance, there are times when stress can be
good:
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- Helping your child to learn right from wrong

ol

However, too much stress, especially if not handled in healthy
ways,

can be harmful to both you and your child. Children are often
more anxious when their parents are upset, so it is important
for you to control your own anxiety and stress when you are
with your child. Being “mindful” or aware of how stress can
affects you, can actually help you to deal with stress in a more
positive way, and you will be helping your child by role-
modeling more healthy choices.

Remember the connection? THINK-FEEL-ACT applies here as
well...

Think of what happens to you PHYSICALLY when you are
stressed
Here are some common responses to stress:

- 1 s 4 f -
Heart beating fast *wf'" ~

- Headache /,, i’

- High blood pressure \,« “'O@\

- Difficulty sleeping ~,,,__, /‘%{{-—’

Think of how you feel EMOTIONALLY when you are stressed
Here are some emotional responses to stress:
- Anxiety
- Depression
- Irritable
- Angry
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Think of some BEHAVIORS that show you are
stressed

- Yelling or being short tempered

- Overeating

- Using drugs, alcohol, or smoking

When you feel any of these symptoms, it can serve as a
trigger that you are experiencing stress and remind

you to try to deal with the situation in more positive

way. The goal is to practice role-modeling healthy behavior
and to best frame stressful situations to your child. Your child
is less stressed when they feel safe and secure.

COPING SKILLS is a way to deal with stress in a more positive
way.

Healthy Coping is when you deal with stressor (the causes of
the stress) in ways that will help you to decrease stress
without harming yourself or other people. Remember your
positive communication? During times of stress, don’t forget to
practice using “I” statements.

COPING TOOLS

0
Remember, your child looks up to you and your choices.
It is important to become aware and start to recognize how
you usually deal with or cope with being stressed and upset, so
that you can encourage your child to have healthy coping skills

also!
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Signs of Healthy Coping:
e Talking/expressing feelings
e Exercising
e Seeking out friends or family for support
e Writing thoughts and feelings in a journal

e Turn a negative response into a positive one

g Stress = Positive Thought - Positive Emotion and
Behavior

Once you have practiced managing your own stress, you can
encourage your children to handle their stress in more positive
ways. Children are not usually taught ways to handle stress
and extreme emotional responses.

For example, it takes approximately 20-30 minutes for anger to
settle down, but tempers can get really heated during that
time. If you get angry or frustrated, it may mean that you need
to take some quiet time to “cool down.” You can encourage
your child to take some quiet time as well whenever they are
feeling stressed, upset, or angry. Offering your child healthy
ways to deal with stress can help your child’s self esteem and
help them to deal with stress more positively as they grow up.

Now that’s a win-win situation!
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Example:

Kristen was stressed trying to cook her family a healthy
dinner - using a new recipe. She was overwhelmed trying to
do too much and not planning. As a result, the food didn’t taste
that great and part of it even burned a little. She believed she
was stupid for even trying. The consequence of her believing
that she is stupid is feeling depressed. She gives up and
decides next time to just go out for fast food.

However- she can turn the negative experience into a
positive one. First, she changed her negative thought into a
positive thought, “I messed up this time, but I'll do better next
time. I'll ask Karen to teach me some recipes.” She talked to
some friends about easy healthy recipes that their families
liked. She picked an easier, healthy recipe, made a plan and
wrote down all the ingredients. Her daughter helped her shop
and prepare the meal. The result of her more positive thought
and use of friends and family for support is that she feels better
and has more energy! Hooray for healthy coping!

Remember these Key Points:

e Encourage your child to handle stress in positiagsv

e Positive, healthy coping (such as - talking to cthe
exercising, writing) helps to decrease stress witfarming
others
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Session 6
Stress and Coping
Homewor k

List some things you see as stressful in your life right now.

Can you think of some things you did to decrease your stress
and coping with these stressful situations (include both
healthy and not healthy things)?

Describe one situation this past week in which you may not
have coped in a healthy way?

What can you do the next time these situations happen to cope
in a healthy way?

Excellent work! Keep it up!

239



SESSION 7 GOALS

1. Review the connection between thoughts, feelings, and
actions

Identify ways to change negative thoughts into positive
thoughts

Recognize how habits are formed and can be changed

Be able to role model and communicate effectively
Discuss basic nutrition and activity needs for my child
Recognize stress and different coping techniques

Be able to set goals and apply problem solving techniques

CHANGE AHEAD

The first steps in change involve:

N

Nowukw

- Making a decision to change
- Setting the goal
- Believing you can do it “Anything is possible when you
believe” and making a commitment to do it
- Taking action - one step at a time
92
Break down a plan into daily goals. It will make it seem

easier to do! Inch by inch - it’s a cinch! Yard by yard, things are
hard.
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Making healthy choices & helping your children is up to

&

How you think affects how you feel and how you behave.

Feel-Think-Do Triangle

Feg| == Think

Nt

O

When you talk positively, you will feel happier.
Remember your positive self-statements every day!

@

You can change a habit or reach a goal through:
- Making a decision to change
- Setting a goal and picturing yourself reaching it
- Believing you can do it
- Taking action one step at a time
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* You can solve problems by asking:

- What is the problem?

- What is the cause of the problem?

- What are all of the possible solutions with pros and
cons?

- What is the best solution?

- ACT on the best solution

e When you are faced with something stressful and start to
think negative, turn the negative thought into a positive
one to feel better and act in a positive way

e To deal with stress, practice things that help you like
writing in a journal or talking to someone

e Communicate effectively

e Remember healthy nutrition choices, like Strive for 5 and
replacing one juice or soda with water

e Remember to serve and eat healthy size, not biggie size,
portions

e Setgoals every week for your thinking, emotions,
exercise, and nutrition

e Limit “screen time” and increase physical activity

ANYTHING the mind can see, you can achieve!
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You CAN make healthy choices for a healthier you and healthier
family!

Thank you for your participation!!!
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APPENDIX E

MEASURES
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71 Parent Demographic Form

We value the information that you provide.
It is helpful to have some information about you gour family.
All information will remain confidential.

We would greatly appreciate if you could answerftil®wing questions by placing an
“X” next to the category that best identifies yolihank you.

1.

What is your age?

__18-24yearsold __ 45-54 years old

_ 25-34yearsold __ 55-64 years old

_ 35-44yearsold _ 65-74 years old
What is your (the parent) gender?

____ Male

____ Female

What is your child’s age in years? yedars old
4 years old
5 years old

What is your child’s gender?
____ Male
____ Female

What is your current marital status?
____ Single, never married
Single, separated/divorced
Engaged
Married
Widowed
In a committed relationship/significant other

What is the highest level of education youehewmpleted?
less than high school

high school/GED

some college

2 year college degree (associate)

4 year college degree (BA, BS)

Master’s degree

Doctoral/Professional degree (MD, JD, PhD)
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10.

11.

12.

How do you identify yourself (race/ethnicity)?
____ White
Hispanic, Latino, or Spanish origin
Black, African American
American Indian or Alaska Native
Asian/Pacific Islander

____ Other

Is your 3-5 year old child in preschool, childgaor daycare outside of the home?
Yes
No

What is your total household income, includifiggarners in your household?
____ Less than $10,000 annually _$40,00®;:000
___$10,000 - $19,000 ____$50,000 - $59,000
____$20,000 - $29,000 ____%$60,000 - $69,000
____$30,000 - $39,000 ____ Greater than $70,000

What is the number of hours you work outsidéhefhome?
____ Unemployed
___ Employed <20 hours/week
____ Employed 20-29 hours/week
____ Employed 40 hours/week
Employed >40 hours/week

Do you receive public assistance (e.g. Medicaid?)? Yes No

Including your preschooler in the study, how mahidren (20 years or younger)
are living in your household?

Thank you for your responses!

FOR OFFICE USE ONLY

Child’s Age Child’'s Gender

Ht #1 Ht #2 BMI #1 z-Score
Wt #1 Wt #2 BMI #2 z-Score
Waist Circumference Waist:Ht Ratio
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Code number

Date
Nutrition Questions for Parents
Directions: Please answer the following
questionsto the best of your ability Yes No Don't
Know

1 Preschoolers need to drink 3 large glasses 1 0 2
of whole milk per day (8 ounce glass).

2 It is a good idea to have fruit juice at every 1 0 2
meal.

3 Whole milk is healthier than skim milk. 1 0 2

4 Ice cream is healthier for you than low fat 1 0 2
frozen yogurt.

5 Pretzels are higher in fat than potato chips. 1 0 2

6 French fries are a good vegetable choice. 1 0 2

7 It is better to broil foods than to fry them. 1 0 2

8 Eating chicken with skin on it is healthier 1 0 2
than eating chicken without skin.

9 A fruit rollup is a good fruit choice. 1 0 2

10 | Itis a good thing to add salt to food. 1 0 2

11 | Consuming a lot of fruit juice can lead to 1 0 2
cavities in your teeth.

12 | White bread has as much fiber in it as 1 0 2
wheat bread.

13 | Popis just as good of a drink as carbonated 1 0 2
bottled water.

14 | The amount of salty food someone eats can 1 0 2
cause high blood pressure.

15 | Fruit loops are just as healthy as Raisin 1 0 2
Bran cereal.

16 | Canned soups have a healthy amount of 1 0 2
salt in them.

17 | Dried soups (for example, Ramen noodles) 1 0 2
are a healthy choice for lunch or snack.

18 | Packaged peanut butter crackers are a 1 0 2
better snack than yogurt.

19 | One serving size of meat should be the size 1 0 2
of a deck of cards.

20 | People eat more when they are bored than 1 0 2
when they are busy.

Thank you!
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Code number

Date
Activity Questions for Parents
Directions: Please answer the following
questionsto the best of your ability Yes No Don't
Know
1 Exercise helps to reduce stress. 1 0 2
2 People who are very active are healthier 1 0 2
than people who are not.
3 Being active can give you more energy. 1 0 2
4 Being active can lower your blood pressure. 1 0 2
5 Exercise can help to prevent diabetes. 1 0 2
6 Regular exercise can make you feel happy. 1 0 2
7 Running is better for you than walking. 1 0 2
8 Dancing is exercise. 1 0 2
9 Being out of breath and dizzy when you 1 0 2
exercise is a sign of a good workout.
10 | People who exercise each day burn more 1 0 2
calories every day than people who do not.
11 | Children with parents who exercise tend to 1 0 2
be more active than children with parents
that do not exercise.
12 | Itis good to stretch out and do some slow 1 0 2
activities before exercise.
Thank you!
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Healthy Lifestyles Belief Scale for Parents
(Melnyk & Small, 2003) ©

Code Number

Date

0| © Q o
Directions: Please answer the following EE SR REE:
guestions to the best of your ability. Sq3 & | € 22
na| a 8 n

1 | I believe that | can help my child to lead a healthy 1 2 3 4 5
life.

2 | | believe that being active helps people to feel 1 2 3 4 5
better.

3 | | believe that making careful food choices will help 1 2 3 4 5
a person to be healthy.

4 | | believe that | and my child can cope/manage in 1 2 3 4 5
healthy ways with things that are stressful.

5 | I believe that | can reach the health goals that | set 1 2 3 4 5
for myself.

6 | | believe that my child can maintain a healthy 1 2 3 4 5
weight throughout his/her life.

7 | I believe that | can help my child to handle things 1 2 3 4 5
that are stressful.

8 | | believe that | can be more active. 1 2 3 4 5

9 | I am sure that | can do what is best to keep myself 1 2 3 4 5
healthy.

10 | I am sure that | can spend less time watching TV. 1 2 3 4 5

11 | I know that | can make healthy snack choices 1 2 3 4 5
regularly.

12 | | believe that it is best for my child to choose how 1 2 3 4 5
much TV that he/she wants to watch.

13 | | can deal with pressure from other people in 1 2 3 4 5
positive ways.

14 | | am confident that | know what to do when things 1 2 3 4 5
bother or upset me.

15 | | believe that my family will help each other to 1 2 3 4 5
reach our health goals.

16 | | believe that my child will feel better about 1 2 3 4 5
him/herself if he/she is regularly active.

17 | | believe that being active is fun. 1 2 3 4 5

18 | I am able to talk to my family about things that 1 2 3 4 5

bother or upset me.
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Using the scale below, indicate the number which be

Behavior Scale
(Parent) Melnyk & Small, 2003 ©

behaved this way during the past week.

st describes how often you

Code Number

Date

cope when he/she was worried or

ks] © § ‘2 ©
Directions: Please answer the following Q g © 3 /"; f-'_
to the best of your ability. e g = %‘ EZ|I S
) S o o o o 2 g g 5 S 2
In the past week did you: >E>|gES| 22| 0 8
o 'z S| 'z ~ |8 ) g O~
rec|Bsc|6zE|sEw
1 | ...help your child to make healthy food 0 1 2 3
choices?
2 | ...encourage your child to be active 0 1 2 3
(exercise) regularly?
3 | ...limit your child’s television viewing and 0 1 2 3
video game playing to 2 hours per day?
4 | ...have fresh fruits and vegetable snacks in 0 1 2 3
your home?
5 | ...say something positive to your child 0 1 2 3
every day?
6 | ...pay attention to the salt and fat in your 0 1 2 3
diet?
7 | ...allow your child to drink only two sugared 0 1 2 3
drinks a day (for example, regular soda or
juice)?
8 | ...chose water instead of a sugared drink at 0 1 2 3
least once a day?
9 | ...setgoals (activity and eating) with my 0 1 2 3
child that he/she can accomplish?
10 | ...eat potato chips, corn chips, cheese 0 1 2 3
puffs, pork rinds, or other fried snack
foods?
11 | ...sit down and eat meals with my family? 0 1 2 3
12 | ...not add salt to your foods? 0 1 2 3
13 | ...broiled or baked foods instead of frying? 0 1 2 3
14 | ...talk to my child about his/her worries or 0 1 2 3
stress?
15 | ...do what you are asking your child to do to 0 1 2 3
have a healthy life?
16 | ...suggest to your child healthy ways to 0 1 2 3
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ks © § 2 o
Directions: Please answer the following e |3 o % @ =
to the best of your ability. S 9 % _ %‘ EZ|IS
50550285078 2
In the past week did you: >E>| £ 2 20| O S
eS| 5o 8| Bexn
red|Bsc|6aE|SEw
stressed?
17 | ...do activities regularly with your child? 0 1 2 3
18 | ...prepare a breakfast for your child? 0 1 2 3
19 | ...have dessert ready for your child after 0 1 2 3
meals?
20 | ...choose healthy foods at the food store? 0 1 2 3
21 | ...feed your family meals ‘family style’ 0 1 2 3
22 | ...encourage your child to engage in 0 1 2 3
physical activity or think of some fun things
to do when he/she was feeling low, sad, or
bored?
23 | ... eat food with your child from a fast food 0 1 2 3

restaurant
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Code number

Date
Perceived Difficulty Scale for Parents
o ) Very | Fairly | Neither | Fairly | Very
Directions: Please answer the following hard to | hard to| hard nor | easy to| easy to
questions. How hard or easy isitto dothg (g do easy to do do
following things? do
1 | Eat healthy. 1 2 3 4 5
2 | Not eat unhealthy foods that I like. 1 2 3 4 5
3 | Exercise regularly. 1 2 3 4 5
4 | Exercise instead of watching TV, relaxing,|or 1 2 3 4 5
using the computer.
5 | Buy healthy foods to eat. 1 2 3 4 5
6 | Find a safe place for my family to exercise 1 2 3 4 5
7 | Have exercise equipment at home (for 1 2 3 4 5
example, jump rope, weights, shoes).
8 | Take the time to buy healthy foods for my 1 2 3 4 5
family.
9 | Take the time to help plan and prepare 1 2 3 4 5
healthy meals for my family.
10 | Take the time to exercise regularly withmy 1 2 3 4 5
family.
11 | Take the time to plan an exercise schedulg 1 2 3 4 5
for my family.
12 | Cope/deal with stress. 1 2 3 4 5
Thank you!
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Par ent Evaluation of the TEXT2COPE Program

1. Did you find information from the TEXT2COPE progrdralpful? (circle one)
A.No B. Yes

If yes, what did you find the most help?ul

2. What are three things that you learned from the TEXOPE program?
A.

B.

C.

3. Would you recommend the TEXT2COPE program to opiaeents of preschoolers?
A.No B. Yes

If yes, why would your recommend the program?

4. Did you find theM ANUAL portion of the TEXT2COPE program helpful?
A.No B. Yes

Please comment on what was or was not helpful abeulANUAL (suggestions
welcome)

5. Did you find theAUDIO CD portion of the TEXT2COPE program helpful?
A.No B. Yes

Please comment on what was or was not helpful abetAUDIO CD (suggestions
welcome)

6. Did you find theHOMEWORK portion of the TEXT2COPE program helpful?
A.No B. Yes

Please comment on what was or was not helpful abhedudOMEWORK (suggestions
welcome)
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Par ent Evaluation of the TEXT2COPE Program

7. Did you find theTEXTING portion of the TEXT2COPE program helpful?
A.No B. Yes

Please comment on what was or was not helpful abeutEXTING (suggestions
welcome)

8. Was the frequency (humber of messages sent) —
A. Too much
B. Too little
C. Just right

9. Was the time of day the messages were delivered
A. Helpful
B. Not helpful
C. Timed perfectly

10. What topics from the TEXT2COPE program did you find MOST helpful?
(Pleasecircle all that apply).
a) Habits and cue recognition “triggers”
b) Thinking-Feeling-Behavior Connection
c) Over coming barriers to a healthy lifestyle
d) Goal setting
e) Problem solving
f) Effective communication styles
g) Nutrition basics
h) Understanding food labels
i) Portion sizes
]) Social eating and snacking

11. What topics from the TEXT2COPE program did you fihd LEAST helpful?
(Pleasecircle all that apply)
a) Habits and cue recognition “triggers”
b) Thinking-Feeling-Behavior Connection
c) Over coming barriers to a healthy lifestyle
d) Goal setting
e) Problem solving
f) Effective communication styles
g) Nutrition basics
h) Understanding food labels
i) Portion sizes

Thank you for your feedback!
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