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From research to scale

AThe problem: 3 million overweight and obese children
In the UK, 25 million in the USA @0TF)

Aln order to achieve a signi
move beyond individual interventions and drive

change on a publ i c h e aslsinbhebb(
Obesity Society Conference, 2009)

AThe literature is full of child obesity interventions with
effective short-term health and psychosocial
outcomes

Afi We donot luxuryod waitingeto accumulate
| arge bodies of evi gsnrocse 0 b




The challenge

Multi-component child weight management programs
are recommended as 15t line treatment for child
obesity in the UK (NICE, 2006). So, why are they not

yet universally available?

Universities and hospitals do not always have the
infrastructure and the business know-how to
operationalize and disseminate national programs




Stages of development

Stage 1: Intervention design (discussed in Part 1)
Stage 2: Research strategy design

Stage 3.

Stage 4.

Stage 5:

Stage 6.
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1st UK RCT (2005-2007)

Sites: 5
Children: 117 (57% girls)

Minorities: 48%

SES: 63.5% manual labor / unemployed

Mean age: 10.1 ( £1.2) years

Mean BMI z -score: Statistically significant

reductions in BMI, WC, sedentary activities and
Improvements in physical activity and self -esteem
at 6 months 0 sustained at 12 months

Sacher et al. Obesity 18, Supplement 1 (February 2010): S62-S68




Outcome measures

RCT

Roll Out

Anthropometry and Body Composition

Child

A Height

A Weight

A Waist

Deuterium dilution
Caregiver: weight and height

Child only
A Height
A Weight
A Waist

Caregiver: weight and height (2010) onwards

Cardiovascul

ar health

A Blood pressure
A Step -test

A Step -test

Dietary, Physical activity and inactivity

3 day food diaries
Habitual Activity Questionnaire

Dietary behaviors
Habitual Activity Questionnaire

Psychological Well

-Being

A Harter Self -Perception Profile
A Strengths and Difficulties
Questionnaire

Rosenberg Self -Esteem Scale
(adapted)

Strengths and Difficulties
Questionnaire (SDQ)

Body Esteem Scale

Childrens Eating Attitude Test
SF-12

PedsQoL




Stages of development

Stage 1: Intervention design
Stage 2: Research strategy design

Stage 3: Delivery model design, organizational
infrastructure

Stage 4.
Stage 5:
Stage 6:




Delivery model

Curriculum,
training,
equipment,
resources

Program,




Delivery partners

APossibility of multiple partners or dissemination channels:

A Schools (after-school programs)

A Recreation / leisure centers (youth health programming)
AYMCA, Parks & Recreation, Boys & Girls Clubs etc.

A Health and fitness sector (gyms)
A Organizational culture and training

A Faith-based organizations (churches)

A Workplaces (employee benefit)
A Place matters

AWhat é6s in it for them?




: : : (v
Organizational infrastructure

mend

Teams: 70 people in the UK, Australia, US and
India comprising

AResearch

AProgram development

ASustainable outcomes

AQuality assurance

APartnership development

AOperations incl. site support managers

AIT and systems

AMedia and communications

AMarketing and branding




ATraining: Capacity building; external partnerships
ALogistics: Manuals, leader and family resources, equipment
AData: Localized data capture, central analysis

AIT: Automation of form filling and reporting e.g. family
registration packs, physician letters, funder outcome reports

ABest practice: Shared online resources and conferences
AQuality assurance: Benchmarking, 1ISO 9001

AContinuous improvement: V1to V6.1 in 5 years



Stages of development

Stage 1: Intervention design
Stage 2: Research strategy design

Stage 3: Delivery model design, organizational
Infrastructure

Stage 4: Implementation and evaluation
Stage 5:
Stage 6:




Rollout evaluation

A What are the outcomes of the intensive
phase?

A Are the outcomes observed at the end of
the intensive phase of the roll out and RCT
comparable (effectiveness)?

A What can be said about those who drop
out of the program?




(v
UK rollout data (Jan-Dec 08) r"{

mend

A Children: 5,699
A Girls: 54%

A Minorities: 26% (uk: 7.9%)

A Single parents: 34% (uk: 24%)

ASES:49% dondt wxwasm home
A Mean age: 10.5 (+1.7) years

A Mean BMI z-score: 2.8 (x0.6)

(UK %) = UK national average




Data cleaning

Potential number eligible for inclusion:
5699 children

Data discarded on following criteria:
A Height and weight outliers
A Outliers for psychometric measures
A BMI outliers
A Age (out of range, no age, got younger!)
A Program dates (within a specified time)

Total with valid pre - and post data at 3 months:
3861 (68%)




From clinical to
community workers

Feasibility (Sacher et al, 2005):
Pediatric dietician, clinical
psychologist & physiotherapist
RCT (Sacher et al, 2010):

Health, social, education &
exercise professionals

Rollout:

Many additional non-specialists
e.g. community health workers,
YMCA staff

Dilution of
skills and
expertise:

Increased
scalability and
Improved cost-

effectiveness




Change in BMI at 3 months

Paired t-test all p<0.05
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Roll-out data



Change In waist /
circumference at 3 months me}ld

Paired t-test all p<0.05
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BMI change at 3 months

Definition n

Decrease BMl {pmi2-bmi1< 0 3094

Maintain BMI |bmi2-bmi = 0 107 2.8

Increase BMl  |pbmi2-bmi > 0 659 17.0

A\ Current data suggest that the rollout of MEND achieves similar

short-term outcomes as seen in previous studies: need longer-term
follow-up

A More research needed to determine what effect sizes are needed in
order to achieve clinical significance




Stages of development

o/
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Stagel: Intervention design
Stage 2: Research strategy design

Stage 3: Delivery model design, organizational
Infrastructure

Stage 4: Implementation and evaluation

Stage 5: Continuous improvement and long-term
evaluation

Stage 6:




Continuous improvement kfg

mend

onitor
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Improved Versions New Programs




Agenda

AFrom research to
Implementation

‘ALessons from the UK and Australia
AUS adaptation
AResearch pilots

Alntegration with US medical and healthcare
system

AQ&A




MEND UK

ASocial enterprise model well-received
AFunded by government and private
sector

ADelivery partners view program as a
unique offering

AAllows them to improve child health
and their bottom line

AChallenges with commissioning process
ACGOU / Child Weight Management Panel (CWMP)

AChange4Life: MEND and the FIA

FITHESS INDUSTRY
ASSOCIATION

Almpact of economic crisis on NHS




AOffice in Melbourne, Victoria

ANew South Wales Health:

Alnvited applications to apply via tender
ANSW funding rollout through 3 Area Health Services (AHS)

APhase 1 rollout
AUp to 8 sites in each AHS
ATarget of 375 children per AHS in 12 month cycle
AExternal evaluation

APhase 2 rollout

AState-wide implementation (all 8 AHS)
A2250 children per year for 3 years







