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Executive Summary

Recognizing the heavy and growing burden of chronic noncommunicable diseases
(NCDs), the Global Strategy on Diet, Physical Activity and Health (DPAS) was
endorsed by the World Health Assembly in 2004 (1). DPAS describes the
responsibilities of various stakeholders to take action to improve diet and
promote physical activity. One of the responsibilities of the World Health
Organization (WHO) is to "identify and disseminate information on evidence-
based interventions, policies and structures”. This priority is further underlined in
the NCD Action Plan that was endorsed by the World Health Assembly in May
2008.

Interventions on diet and physical activity: what works (What Works) addresses
this responsibility. It provides policy-makers and other stakeholders with a
summary of tried and tested diet and physical activity interventions that aim to
reduce the risk of chronic NCDs.

The evidence on effective interventions is presented under the eight categories
listed below. These headings are intended to serve as a guide to assist the reader
to find interventions of relevance. Once a topic of interest has been identified, the
reader can rapidly find a detailed summary of each intervention by consulting the
online background Evidence Tables to What Works.

« policy and environment;
» mass media;

= school settings;

« the workplace;

» the community;

« primary health care;

o older adults;

« religious settings.

Across the categories used in What Works, multi-component interventions that
are adapted to the local context were found to be the most successful.
Interventions that used the existing social structures of a community, such as
schools or the weekly meetings of older adults, reduced barriers to
implementation. Effective interventions invariably involved participants in the
planning and implementation stages, such as involving the workers themselves
in workplace interventions, and community leaders in community and religion-
related programmes.



Executive Summa

The review also revealed gaps in knowledge. Much of the literature only reports
short-term outcomes, and therefore little is known on the potential long-term
effects, sustainability, and cost-effectiveness of interventions. While grey literature
was used to supplement the peer-reviewed research, there is still a lack of
information on interventions in low- and middle-income countries, and thus an
urgent need for further research in these settings, and for upscaling the monitoring
and evaluation of interventions. The framework and indicators developed by WHO
to assist governments and other stakeholders to monitor the progress of their
activities to promote a healthy diet and physical activity should facilitate this (for
more information, see www.who.int/dietphysicalactivity/DPASindicators ).

Although there is no one-size-fits-all approach for selecting interventions, the
results of this review provides a summary of tried and tested diet and physical
activity interventions to support and enable individuals to make healthy choices.
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Background

Growing
burden of
disease

NCDs are by far the leading cause of death in the world today, and their
impact is steadily growing. In 2005, 35 million people died from NCDs, which
represents 60% of the total number of global deaths in that year. Moreover,
between 2005 and 2015, deaths due to NCDs are projected to increase by
17%. This largely invisible epidemic is more serious in low- and middle-income
countries, where 80% of all NCD deaths occur.

The main causes of NCDs are known. A small set of common risk factors is
responsible for most of the major NCDs: unhealthy diet, physical inactivity
and tobacco use. Elimination of these modifiable risk factors would prevent
80% of premature heart disease, 80% of premature stroke, 80% of type 2
diabetes and 40% of cancer.

In 2005, WHO set a global goal to reduce chronic NCD death rates by 2% per
year over the following 10 years. Meeting this goal would result in 36 million
deaths averted by 2015 (2). The goal can be achieved by using existing
scientific knowledge on sustainable and effective interventions to tackle the
main causes of chronic NCDs.

Mandate
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In response to the growing burden of chronic NCDs and in order to reduce the
impact of major risk factors such as unhealthy diet and physical inactivity, the
World Health Assembly adopted the Global Strategy on Diet, Physical Activity
and Health in May 2004. Paragraph 27 of DPAS states:

Strategies need to be based on the best available scientific research and

evidence; comprehensive, incorporating both policies and action and
addressing all major causes of noncommunicable diseases together;
multisectoral, taking a long-term perspective and involving all sectors of
society; and multidisciplinary and participatory, consistent with the
principles contained in the Ottawa Charter for Health Promotion and
confirmed in subsequent conferences on health promotion, and
recognizing the complex interactions between personal choices, social
norms and economic and environmental factors.

Paragraph 51 of DPAS states that WHO will focus on:

identifying and disseminating information on evidence-based
interventions, policies and structures that are effective in promoting
healthy diets and optimizing the level of physical activity in countries and
communities.



Background

This document addresses the responsibility described above by providing policy- | Rationale
makers and other stakeholders with a summary of tried and tested diet and d
physical activity interventions that aim to reduce the risk of chronic NCDs. and purpose

It builds on previous evidence on dietary interventions (3), broadening this
knowledge to include physical activity. Emphasis in this new review is also placed
on evidence from disadvantaged communities and from low- and middle-income
countries where the burden of chronic NCDs is growing rapidly. Consequently,
the evidence from grey literature is included to supplement peer-reviewed studies
in an effort to capture as much available knowledge as possible.
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Methods

Introduction

“Interventions on diet and physical activity: what works.” is presented as
three complementary documents (one summary report and two background
documents):

o The Summary Report provides relevant stakeholders with a summary of the
systematic review of evidence evaluating the effectiveness of diet and physical
activity interventions to prevent chronic NCD.

« The background paper titled Methodology, provides researchers and other
interested parties with detailed information on the five stages of the
methodology used for the review.

» The background paper titled Evidence tables, provides researchers and other
interested parties the detailed results of the review of the evidence evaluating
the effectiveness of intervention studies included in the systematic review.

The methodology used for What Works was designed to evaluate the existing
evidence on the effectiveness of diet and physical activity interventions that
aim to prevent chronic NCD at group, community and population levels, with
a focus on disadvantaged communities and low- and middle-income
countries.

The complete results of this review and an extensive description of the
methodology can both be found online in the background documents
Evidence Tables and Methods respectively
(www.who.int/dietphysicalactivity/whatworks).

This chapter provides a brief overview of the methodology used for: the
systematic review and the preparation of the Summary Report.

Development
of the
summary
report
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The Surveillance and Population-based Prevention Unit at WHO Headquarters
developed the document "Summary Report” according to the process
described below:

e Phase 1 - A systematic review of evidence evaluating the effectiveness
of diet and physical activity interventions to prevent chronic NCD was
undertaken by the Medical Research Council of South Africa and the
Faculty of Health Sciences, University of Cape Town
(see acknowledgements section).

e Phase 2 - preparation of a draft Summary Report document to be used
in subsequent consultation phases

e Phase 3 - submission of the Draft Summary Report for consultation to:
relevant Units within the departments of Chronic Diseases and Health
Promotion, Nutrition for Health and Development and Health Systems
Financing in WHO headquarters; DPAS and NCD focal points in all WHO
Regional Offices.

e Phase 4 - Finalization of the Summary Report.



Methods

The search strategy was restricted to studies on diet and/or physical activity | Search

that included human participants and were published in English between strategy

January 1995 and June 2006. The interventions described in the studies,

however, could have taken place before 19gs.

The following databases were searched: Cochrane Library, EMBASE and

PubMed. The search strategy focused on four constructs for diet and physical

activity: behaviour, intervention, objectives, and outcome.

The final yield of this process, after duplicates were removed, was 937 diet

studies and 776 physical activity studies.

The review included studies on interventions: Inclusion
criteria

» aimed at reducing risk for NCDs

» aimed primarily at “apparently healthy” adults and children
e targeting groups or communities

» with a sample size greater than fifty

» that were clearly described

» cited in primary references only.

Interventions had to meet all the above criteria. All study designs were
accepted, ranging from quasi-experimental and community-controlled trials
to randomized controlled trials, to process or programme evaluations. A total
of 395 peer-reviewed publications met the inclusion criteria, describing 261
different interventions. Of these 261 interventions, 64 focused on
disadvantaged communities and 13 took place in low- and middle-income
countries. The 395 peer-reviewed publications were grouped into categories
by setting or life-course stage (Table 1). This categorization is intended to
assist the reader to find interventions of relevance and facilitate an initial
analysis.
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Methods

Inclusion | Table 1. Overview of studies and interventions by category
criteria Category Total number of Total number of Interventions Interventions
peer-reviewed interventions focusing on in low - or
studies disadvantaged middle - income
communities countries
Policy
and environment 30 23 3 ?
Mass media 36 24 2 3
School settings 107 55 14 1
The workplace 49 38 5 1
The community 75 65 22 3
Primary health care 67 29 5 0
Older adults 18 17 3 3
Religious settings 13 10 10 0
Total 395 261 64 13
Qua[itative The general quality of the included studies was subsequently analysed using a
assessment quality assessment instrument. The purpose of the quality assessment was to
judge how far any firm recommendations could be made based on the evidence.
Each study was assessed based on the criteria used to select participants, the
study design, data collection methods, intervention integrity, and withdrawals
and drop-outs. Table 2 provides the quality scores per category.
Table 2. Quality scores by category
Category No score Quality
e.g. process .
(evgluE:\tions) Low Medium High Mean Median
Policy
and environment 2 / 13 8 >0 >0
Mass media 1 7 20 8 2.0 2.0
School settings 1 18 46 42 1.8 2.0
The workplace 2 9 25 13 1.9 2.0
The community 3 19 32 21 2.0 2.0
Primary health care o 11 37 19 1.9 2.0
Older adults o 3 10 5 1.9 2.0
Religious settings 1 o 7 5 1.6 2.0
Total 10 74 190 121
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Methods

The grey literature selected for inclusion comprised primarily web-based
sources. Some personal communications and workshop proceedings were also
included. This literature was useful in filling gaps in the evidence-base,
primarily in low- and middle-income countries. In addition, it was used to
elaborate on specific intervention programmes evaluated in the peer-reviewed
literature. The grey literature used is included in the reference list.

Inclusion

of grey
literature

The 395 peer-reviewed publications that met the inclusion criteria and the
included grey literature were summarized and rated in evidence tables.
Information was extracted on the components of the interventions, each of
which was then rated on the following three primary outcome measures:

i) psychosocial changes, including knowledge and attitudes related to
diet and physical activity, self-efficacy, and stage of change;

ii) behavioural changes, including behaviour towards diet, physical
activity, and sedentary lifestyles;

iii) physical and clinical changes, including blood pressure, body mass
index, cholesterol and weight.

Each intervention was assigned a quality ranking, according to the outcome
measures. The quality rankings are described below.

- Effective: These interventions were based on a formative
assessment, with a generally robust experimental design or sufficient
sample size, and with significant effects on specified outcome
variables. They generally met all or most of the planned objectives and
would probably be applicable in other settings (disadvantaged
communities and low- and middle-income countries), and
demonstrated feasibility and sustainability in their current category.
These interventions were most often considered the “example
intervention” for the category and specific outcome.

Moderately effective: These interventions lacked one or more of the
critical components listed above, but were sufficiently robust to
warrant consideration for application in specific settings or groups
and met some, if not all of the planned objectives.

- Promising/Insufficient evidence: These interventions demonstrated
an important trend or a significant effect, but may not have been
sufficiently robust in terms of experimental design or sample size, and
may therefore benefit from further testing and research.

- Minimally effective: Interventions in this ranking had significant, but
perhaps not clinically relevant effects in at least one of the outcome
areas. The study designs were sufficiently robust and therefore
unlikely to yield different or better results through additional testing
or in other settings.

Evidence
tables
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Methods

Evidence
tables

- Insufficient evidence/not shown to be effective: Here, the study
design of the interventions was not robust, and the results sufficiently
unremarkable or negative that no further testing or research application
are warranted.

- Not reported/not measured: The outcomes of these interventions were
either not measured, or measured but not reported.

Finally, observations were made on the process and policy implications of
each intervention, as well as its intervention fidelity, sustainability, feasibility
and cost-effectiveness, where data were available or evaluated. Attention was
particularly drawn to programmes that could be effective in a broader context,
or specifically in under-resourced settings.

The information that resulted from this review is presented in the background
document Evidence Tables that can be accessed at:
www.who.int/dietphysicalactivity/whatworks.

Limitations
of the review
design
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The restrictions in the search strategy noted earlier mean that potentially
valuable information may be missing from the results. Examples include
interventions published before 1995, those published in languages other than
English, and interventions that had not yet been analysed in the scientific
literature at the time of this review (for example legislation to reduce trans
fatty acids).

While grey literature was used to supplement the peer-reviewed research,
there is still a lack of information on effective interventions, especially from
low- and middle-income countries.

Quality scores for the studies included were generally modest. Therefore, even
where evidence was available, the quality of the study was not always high
enough to be able to make firm recommendations.

Finally, an assumed bias towards only publishing intervention strategies that
are effective may explain the relative paucity of entries in the “not shown to
be effective” category.

Considering the above-mentioned limitations and the fact that additional
evidence has been published since June 2006, the content of this document
may need to be revised within the next five years.



Interventions

The summary of the evidence collected in the systematic review is presented
in this chapter under the following intervention categories:

« policy and environment
= mass media

« school settings

« the workplace

» the community

« primary health care

« older adults

« religious settings.

Although this categorization was chosen to facilitate an analysis by the reader,
it should be underlined that interventions are only truly effective when
national policies are aligned, coherent and supportive (portfolio approach).

Each category starts with extracts from DPAS, followed by an overview
describing the scope of the category, and a summary of the evidence
condensed into the following groups:

- Effective interventions: These interventions were based on a formative
assessment, with a generally robust experimental design or sufficient sample
size, and with significant effects on specified outcome variables. They
generally met all or most of the planned objectives and would probably be
applicable in other settings (disadvantaged communities and low- and
middle-income countries), and demonstrated feasibility and sustainability in
their current category. These interventions were most often considered the
“example intervention” for the category and specific outcome.

- Moderately effective interventions: These interventions lacked one or more
of the critical components listed above, but were sufficiently robust to
warrant consideration for application in specific settings or groups and met
some, if not all of the planned objectives.

One or two example interventions are then presented. An example
intervention is one that serves as an archetype or model for a particular
setting; a typical example of good practice that has been shown to be
effective with respect to at least one outcome. Example interventions have
preferably taken place in disadvantaged communities or in low- or middle
income countries, and may be described as feasible or sustainable.

Each category ends with a synopsis of the psychosocial, behavioural, and
physical and clinical outcomes and, finally, a summary statement.

Introduction
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Interventions

Policy and environment

OVERVIEW | "National food and agricultural policies should be consistent with the protection
and promation of public health. Where needed, governments should consider
policies that facilitate the adoption of healthy diet.”

"Multisectoral policies are needed to promote physical activity.”

"National and local governments should frame policies and provide incentives to
ensure that walking, cycling and other forms of physical activity are accessible
and safe; transport policies include nonmotorized modes of transportation; ... and
sport and recreation facilities embody the concept of sport for all.”

Policies and interventions that modify the physical environment are crucial to
making changes to the diet and physical activity patterns of the population. A
total of 23 interventions were summarized, with three targeting disadvantaged
communities and two in low- or middle-income countries (4—30).

Included in this category are policies that change the composition of staple foods
and that have a direct influence on the nutrient intake of the population.
Environmental changes have also been demonstrated in the way stores and
restaurants have used point-of-purchase prompts and messaging to encourage
shoppers to select healthier food. Further, vending machines have been used to
sell healthier snacks and beverages. From a physical activity perspective, environ-
mental policies that impact on people’s mode of transport or that increase public
space for recreational activities, can also provide health benefits.

Summary of the evidence from the systematic review

Effective o Government regulatory policies to support a healthier composition of staple foods (e.g.
interventions replacing palm with soya oil reduces the saturated fatty acid content of the oil) (28).

e Environmental interventions targeting the built environment, policies that reduce bar-
riers to physical activity, transport policies and policies to increase space for recreatio-
nal activity (4, 6, 15, 19, 20, 24, 27).

o Point-of-decision prompts to encourage using the stairs (e.g. information on the bene-
fits of physical activity beside elevators and stairs) (4, 8, 12, 18, 22).

Mode_rately e Pricing strategies (fiscal policies) and point-of-purchase prompts in grocery stores,
effective vending machines, cafeterias and restaurants to support healthier choices (7, 13, 14, 16,
interventions 17, 25, 26).

e Multi-targeted approaches to encourage walking and cycling to school, healthier com-
muting and leisure activities (5, 6, 15, 20, 24, 29, 30).

11
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Interventions

EXAMPLE
INTERVENTIONS

In 1987, the Ministry of Health of Mauritius introduced a regulatory policy to change the
composition of general cooking oil, limiting the content of palm oil and replacing it with
soya bean oil. Five years after the intervention, total cholesterol concentrations had
fallen significantly in men and women. Consumption of saturated fatty acids had
decreased by an estimated 3.5% of energy intake. This activity was part of the national
NCD intervention programme and a demonstration project within WHQ's “Interhealth”
initiative (10, 28).

Ciclovia is an environmental intervention targeting the built environment and a multi-
targeted approach to encourage healthier commuting. In 19gs, the city of Bogota in
Colombia initiated a vast transformation of the physical urban environment, providing
accessible pathways for nonmotorized transport and an improved public transport
system. A total of 260 km and 16 routes for bicycles have now been constructed.
Ciclovia happens every Sunday when 120 km of roadways are closed to motorized
vehicles. Results show that woman who usually participate in Ciclovia are seven times
more likely to be physically active. Another result of the cycle routes is an improvement
in public transport, and the prevalence of persons travelling by car has dropped from 17%
to 12% during peak times (15, 29, 30).

The majority of dietary studies reported positive behavioural and psychosocial outcomes.
Sales of healthier options generally increased in interventions where these options were
available and/or were reduced in price (7, 13, 14, 16). Physical and clinical outcomes were
rarely reported as many of these interventions target large populations. Only one study
reported a clinical change, namely a significant decrease in cholesterol levels in adults
(28).

Fourteen of the 23 interventions focused on physical activity alone. The frequency of stair
use increased in all interventions that encouraged it (4, 8, 12, 18, 22). All the
structural interventions reviewed demonstrated some increase in awareness of the
importance of physical activity, intention to become physically active or knowledge
regarding physical activity and health (4-6, 8, 12, 15, 18, 20, 22, 24, 27, 29, 30). All except
for one physical activity intervention (18) were moderately effective in terms of changes
in physical activity behaviour in the target groups.

Outcomes

Relatively few policy and environmental interventions have been evaluated in
peer-reviewed studies. More research is urgently required. The current review showed that
policy and environmental interventions create a healthy environment and support
individuals to make healthy choices. These interventions can reach large populations. The
evidence showed that regulatory policies to support a healthier composition of foods also
work. Policies targeting the built environment or a reduction in barriers to physical
activity showed positive results. Finally, point-of-decision prompts encouraging the use of
stairs proved to be simple but effective policies.

Summary
statement
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Interventions

Mass media

OVERVIEW | "Consistent, coherent, simple and clear messages ... should be communicated
through many channels and in forms appropriate to local culture, age and
gender.”

"Simple, direct messages need to be communicated on the quantity and quality
of physical activity sufficient to provide sustainable health benefits."

Mass media campaigns use paid and non-paid forms of media to increase
knowledge and change attitudes and behaviours towards diet and physical
activity. These interventions commonly employ television and radio, as well as
print media, and are often associated with community-based activities that run
in parallel. Twenty-four interventions were summarized, including two targeting
disadvantaged communities and three in low- or middle-income countries

(31-64).
Summary of the evidence from the systematic review
Effective e Mass media campaigns promoting physical activity (31—33, 36, 37, 40, 41, 44—49,
interventions 52, 53, 55-58, 62):
- with community-based, supportive activities such as programmes in schools
and local communities; or
- associated with policies to address local environmental barriers to
participation.
Mode.rately e Intensive mass media campaigns using one simple message, e.g. increasing
?ﬂ’ECtlve _ consumption of low-fat milk, or fruit and vegetables (38, 41, 54).
interventions o National "health brand” or logos to assist consumers to make healthy food choices
(43, 63).
e Long-term, intensive mass media campaigns promoting healthy diets (38, 59-61).

13
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Interventions

EXAMPLE Agita Sdo Paulo is a mass media campaign in Brazil with the primary goal of increasing
INBr= =0 le) ks | population levels of physical activity. Agita involves over 300 institutions collaborating
with multiple stakeholders. Agita’s message is to do 30 minutes of physical activity on
at least five days a week. The programme aims to empower existing initiatives by
coordinating and promoting activities and interventions in schools, the workplace and
for seniors, with an emphasis on fun. In Sao Paulo province, the number of active or very
active individuals increased by 10.2%. Agita Sao Paulo is well-known, with more than
half of the local population aware of the campaign (44-46).

The 1% or Less Campaign is an intensive mass media campaign using one simple
message to promote the use of low-fat milk. The campaign was undertaken over a period
of six weeks in Wheeling, USA, after which 34% of milk drinkers indicated having
changed to low-fat milk compared with 3.6% in the control community. This was
corroborated by the finding that low-fat milk sales increased from 29% to 46% in the
intervention group. The media approach alone was enough for a significant proportion of
people to alter the dietary habit targeted by the intervention (54).

Fifteen of the 24 interventions reported psychosocial improvements, mostly in | Qutcomes
awareness of the campaign (31, 32, 36—47, 52, 53, 55, 57, 62, 63).

Half of the interventions reported positive changes in behaviour (32, 33, 36-39,
41-47, 50, 52-55, 57, 62, 63).

Four of the five interventions that reported on physical and clinical changes
showed improvements (33, 40, 47, 48, 62).

Outcomes were often related to exposure, such that increased exposure to the
campaign translated into greater positive changes (36, 46).

Positive changes were reported in high, low- and middle-income countries.

Since there have been few evaluations of mass media campaigns against chronic S
NCDs, more evidence is required on their effectiveness in a variety of settings ummary
and life cycle phases. Further research is needed to determine whether changes | statement
made as a result of such campaigns are sustained post-intervention. The limited
knowledge base and data available make comparative analyses and cost-
effectiveness research difficult. However, there is sufficient evidence to
recommend multi-component mass media campaigns on a population basis in
the settings which have been tested.

Characteristics of mass media campaigns for physical activity that have been
successful in changing awareness and behaviour include the use of a simple
message with frequent exposure. Those that are most likely to be successful are
accompanied by appropriate “upstream” policy support and “downstream”
community-based activities, and usually involve a community participation
approach.

14
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Interventions

School settings

OVERVIEW

15
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"Of particular concern are unhealthy diets, inadequate physical activity and
energy imbalances in children and adolescents.”

"School policies and programmes should support the adoption of healthy diets
and physical activity. Schools influence the lives of most children in all countries.”

The largest number of studies evaluated was on school-based interventions. One
hundred and seven peer-reviewed articles provided information on 55
interventions, mostly from North America (65, 108). Minimal research came from
low- or middle-income countries, although 14 interventions targeted
disadvantaged communities within high-income countries. Common among the
reviewed studies were comprehensive, multi-component programmes with
interventions targeting the school environment and its food services and
classroom curriculum. Many interventions combined diet and physical activity,
and encouraged parental involvement

Summary of the evidence from the systematic review

Effective
interventions

o High-intensity school-based interventions that focus on diet andfor physical activity,
are comprehensive, multi-component and include:

- curriculum on diet and/or physical activity taught by trained teachers (65, 66,
68, 69, 71, 72, 77, 78, 81, 82, 84, 85, 87, 88, 97- 99, 100-106, 109, 110, 112,
113, 115--126, 129 - 131, 134, 136, 138, 141, 142, 145-147, 154 -162, 165, 166,
169, 170);

- supportive school environment/policies (70, 92, 109, 119, 134,137);

- a physical activity programme (121,127, 128, 154, 155);

- a parental/family component (65, 66, 72, 77, 78, 81, 82, 84, 85, 97, 100, 106,
110, 113, 115-118, 120-123, 125, 126, 129-131, 136, 138, 141, 142, 145-148,
154, 155, 158-162, 166, 169, 170);

- healthy food options available through school food services: cafeteria, ven-
ding machines, etc. (77, 78, 81-84, 92, 93, 98, 99, 100, 104-107, 110, 115-118,
125, 126, 129-131, 133, 136-139, 141-144, 146-148, 156- 159, 166).

Moderately e A focused approach, for example programmes aimed at reducing sedentary behaviour
_eﬂ’ectwe_ and increasing participation in physical activity, accompanied by supportive activities
interventions within the curriculum (127, 128, 149, 150).

e A formative assessment that addresses the needs of the school and cultural contexts
(73, 78, 142, 147, 156, 157, 159).




Interventions

EXAMPLE
INTERVENTIONS

CATCH, a three-year programme from grade 3 through to grade 5 in the United States
of America (83, 84, 106, 107, 111, 115, 118, 124- 126, 133, , 138, 166), Pathways, a three-
year intervention targeting 8 to 11-year-old indigenous American children (78, 81, g8,
99, 156-158), and Know Your Body, a six-year programme targeting pupils in grades 1 to
6 in Crete (120-123) are all example interventions that are comprehensive, multi-
component, school-based, and focus on diet and physical activity. All were grounded on
constructs from social learning theory with Pathways placing a strong emphasis on
cultural identity. The programmes included curricula offered by trained teachers, a
physical activity component and healthier meals offered in the school canteen (CATCH
and Pathways). There was also a strong parental focus. The fact that teachers
implemented the intervention made it sustainable and cost-effective. Of the family-
based components, events at school were the most successful. These programmes
demonstrated significant improvements in knowledge and food choices. Children in the
Know Your Body programme demonstrated substantive reductions in intake of dietary
fat, particularly saturated fat, and four- to five-fold increases in self-reported leisure-time
activity. Pathways’ process evaluation found that the intervention was successfully
implemented with good reach, and high coverage and intervention fidelity. These
programmes demonstrated the importance of community-based participatory research,
and that a careful process of formative assessment is key to effectiveness and long-term
success.

Nearly all the school-based studies showed positive psychosocial and behavioural
outcomes. However, only a few measured clinical outcomes.

Positive psychosocial changes were reported for 28 interventions (65, 66, 68, 71, 72, 78,
81-84, 87, 88, 91, 92, 98-104, 106-108, 110, 111, 113, 115, 118, 120, 122, 123, 124-123,
133, 138, 139, 141, 145-147, 150, 153, 160, 154-158,164, 166,168).

Behaviour was positively improved in 49 of the interventions, ranging from an increase
in fruit and vegetable consumption to the number of minutes of physical activity (65-
67, 70, 71, 77, 79, 80, 82, 85-88, 91-93, 95-97, 100-105, 108, 109, 118, 117, 120, 122,
123, 126- 129, 134, 136-139, 141, 149, 150, 153-155, 158, 167, 170, 171).

15 interventions reported positive phisical and clinical changes (71, 85, 88, go, 100-103,
109,110, 120, 122, 123, 127, 128, 134, 149, 166, 170, 171) and 6 reported no changes (g8,
108, 144, 146, 147, 151, 152, 165, 172).

Outcomes

School-based interventions show consistent improvements in knowledge and attitudes,
behaviour and, when tested, physical and clinical outcomes. There is strong evidence to
show that schools should include a diet and physical activity component in the
curriculum taught by trained teachers; ensure parental involvement; provide a
supportive environment; include a food service with healthy choices; and offer a physical
activity programme. However there is lack of cost-effectiveness research in this area.

Summary
statement
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Interventions

The workplace

OVERVIEW
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"National and local governments should frame policies and provide incentives to
ensure that ... labour and workplace policies encourage physical activity."

The 38 workplace interventions reviewed included five that targeted
disadvantaged communities (172-221). The majority of these interventions took
place within North America, with a few based in Europe, and only one in a low-
or middle-income country. Interventions were primarily multi-component and
activities included environmental changes, food service changes, information
campaigns, physical activity programmes and the adoption of healthy policies.

Summary of the evidence from the systematic review

Effective e Multi-component programmes (177, 182, 189, 190, 197-199, 202, 205, 206, 210, 213-
interventions 215, 217, 222, 225) promoting healthy dietary habits and/or physical activity, that:

- provide healthy food and beverages at the workplace facilities, e.g. in the
cafeteria or vending machines (174-178, 180, 181, 185, 196, 202, 205, 206, 213,
218);

- provide space for fitness or signs to encourage the use of stairs (18, 206);

- involve workers in programme planning and implementation (175-177, 185,
197, 198, 205, 213, 217);

- involve the family in interventions through self-learn programmes,
newsletters, festivals, etc. (197, 198, 215, 217); or

- provide individual behaviour change strategies and self-monitoring (184, 193,
200, 204, 211).

EXAMPLE The Treatwell 5-a-day is a multi-component programme promoting healthy dietary
|NBi=s = 5r el s | habits. The programme includes exposure to the national 5-a-day media campaigns,
promotion of the Cancer Information Service hotline, and a one-hour diet presentation.
Two intervention conditions were tested. The first was limited to the workplace, while
the second tested a workplace-plus-family arm. The workplace component included
worker participation in planning and implementation; programmes aimed at individual
behaviour change; and changes in the workplace environment. The family component
included self-learning, a family newsletter and an annual festival. Workplaces that
included the family component were the most successful and recorded a 19% increase
in fruit and vegetable consumption in the intervention group, compared to 7% in the
workplace-only group (197, 198, 215, 217).




Interventions

Nineteen interventions had positive psychosocial changes in the areas of knowledge,
attitudes and|or self-efficacy (120, 122, 123, 172, 178-180, 183-185, 190, 196, 199, 200,
206, 208, 210, 212, 220).

Positive behavioural changes were reported in 25 studies (172, 173, 176, 178, 180, 183-
185, 187-189, 197-199, 202, 204, 206, 208, 210, 211, 212, 214, 216, 217, 219).

Physical and clinical changes were largely not evaluated, although 15 interventions
demonstrated at least moderate improvements in BMI, blood pressure, and/or serum
cholesterol (172, 178, 182, 184, 185, 188, 194, 195, 204-207, 209-211, 219).

Outcomes

The workplace is an ideal venue to offer employees structured and planned activities to
improve their health. Since many workplaces provide meals, snacks and/or beverages,
these can be optimized by providing healthy options at lowest prices in vending machines
or in the available food service facilities. Additionally, physical activity programmes that
are accessible and sustainable can be introduced at low cost to the organization to
provide maximum health benefits for employees. Evidence consistently indicates that
including workers in programme planning and implementation brings positive outcomes.

Summary
statement
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Interventions

The community

OVERVIEW | "Strategies should be geared to changing social norms and improving community
understanding and acceptance of the need to integrate physical activity into

everyday life.”

Community-level interventions target communities, neighbourhoods, families,
parents, couples and disadvantaged populations. Sixty-five interventions were
reviewed with more then 20 focusing on disadvantaged communities and three
from low- or middle-income countries (222-282). Many of the interventions were
adult classes with curriculum on diet and physical activity focusing on
knowledge, attitude and behaviour change. These classes sometimes targeted
chronic NCD high-risk groups, such as those predisposed to type 2 diabetes or
cardiovascular diseases. There were also a number of computer- or web-based
programmes focused on weight loss or walking. Additionally, some interventions
offered individual counselling followed by group sessions andfor telephone
counselling with information distributed through the mail.

Summary of the evidence from the systematic review

Effective e Diet education programmes (222, 223, 226, 231, 232, 233, 236, 242, 252-257, 281,
interventions 284, 285, 263, 288, 289, 294) that:
- target high-risk groups (e.g. menopausal, pre-diabetic women) (226, 284,
285);
- are multi-component (222, 226, 228, 232, 236, 238, 263, 266, 267, 281, 284,
285,);
e Community development campaigns with intersectoral cooperation and/or focused on
a common goal (e.g. reduction in cardiovascular disease risk) (283, 287, 292).
e Group-based physical activity programmes or classes for a homogenous group of
individuals (284, 292).

Moderately e Interventions that use an existing phone-in service to provide dietary advice (241, 266,
effective 267). o _ _ .
interventions e Community-wide interventions conducted as part of a national or global campaign

(e.g. healthy lifestyles strategy or “Healthy Village”) in a homogenous community (261,
273, 278, 283, 287).

e Programmes that target low-incomeflow literacy populations and include diet
education in the standard programme (223, 233, 255, 256, 257).

o Computer/web-based interventions with interactive personalized feedback, targeting
high-risk groups (229, 241, 264, 274, 270, 276, 280, 290, 294, 297).

e Supermarket tours and on-site educational programmes to support the purchase of
healthier foods (59-61).

e Walking school bus (271).
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Interventions

EXAMPLE
INTERVENTIONS

Pasos Adelante, or "Steps Forward", is a community-participation campaign for chronic
NCD prevention targeting border counties between the United States of America and
Mexico. Community health workers were trained as promotores or group leaders and
were involved in both the formative assessment and the cultural adaptation of the 12-
week prevention programme. Individuals received culturally appropriate educational
classes and participated in a walking club. The programme has an 87% completion rate,
with a 120-minute median increase in physical activity, and a four serving increase in
fruit and vegetables per person per week (287).

Seventeen interventions reported positive psychosocial changes, including knowledge,
attitudes, and self-efficacy to change behaviour (222, 223, 226, 228, 232, 234,235, 237,
241, 246, 257, 259, 280, 283, 295).

Positive behaviour changes were observed in one or more areas in 41 interventions,
including decreased consumption of total and saturated fats, increased consumption of
fruits and vegetables and increased number of minutes of physical activity (222-228,
230, 231, 233-236, 238, 240, 241, 249, 250, 255, 257, 259, 260, 262, 264, 266, 274,
276, 278, 281, 283, 286-289, 294, 296,). Seven interventions reported no improvements
in behaviour (229, 242, 248, 254, 272, 273, 292).

Outcomes

As with school-based interventions, the most successful community interventions
generally comprised many different activities and usually included both diet and physical
activity components. The majority had a strong educational component, were theory-
based and focused on facilitating changes in behaviour. To date, however, few
interventions have been evaluated in terms of cost-effectiveness and sustainability. The
Internet and electronic communication provide the potential to create and sustain
“virtual” communities of persons with common interests, challenges and needs.

Summary
statement
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Interventions

Primary health care

OVERVIEW | "Prevention is a critical element of health services. Routine contacts with health-
service staff should include practical advice to patients and families on the
benefits of healthy diets and increased levels of physical activity, combined with
support to help patients initiate and maintain healthy behaviours."

"Routine enquiries as to key dietary habits and physical activity, combined with
simple information and skill-building to change behaviour, taking a life-course
approach, can reach a large part of the population and be a cost-effective
intervention."

Sixty-seven manuscripts on 29 primary health care interventions were reviewed,
all of which were from high-income countries (298-367). Five interventions
focused on disadvantaged communities. The intensity of interventions ranged
from minimal, where printed materials were made available, to intense, where
participants lived at a facility and had a regulated activity schedule.

Summary of the evidence from the systematic review

Effective e Interventions targeting chronic NCD risk groups that:

interventions - include persons who are inactive, consume less than five servings of fruits
and vegetables daily, consume a lot of dietary fat, are overweight, or have a
family history of obesity, heart disease, cancer and/or type 2 diabetes (298,
299, 302, 307, 309, 312-315, 318, 319, 320, 327, 329-333, 335, 339-341,
344, 350, 351, 353, 355-357, 360-362, 364, 367), and

- include at least one session (health risk appraisal) with a health-care profes
sional, with brief negotiation or discussion to decide on reasonable, attainable
goals, and a follow-up consultation with trained personnel (302, 304, 314,
315, 317, 324, 331-333, 337, 339, 365);

- are supported by targeted information (298-301, 304, 305, 307, 309,
312-315, 320, 323, 325, 327-336, 339-341, 344, 347-349, 350-359, 361,
362, 364, 366, 367);

- are linked and/or coordinated with other stakeholders such as community
sports organizations or ongoing mass media physical activity campaigns
(312, 313, 335, 361, 364).

Moderately e Cholesterol screening programmes that provide clients with their results and follow-
effective up education, ideally in person (321, 345).
interventions e Weight loss programmes (342, 343) using health professionals with:
- personal or telephone/Internet consultations over a period of at least four
weeks, and

- a self-help programme that includes self-monitoring.
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Interventions

EXAMPLE The Green Prescription in New Zealand targets physically inactive people seeking
[Ni=e = Grlenks | primary health care. A brief consultation with a primary care professional involves a
discussion on the benefits of increased physical activity and joint agreement on goals.
The agreed goal is then "prescribed” to the patient on green paper and faxed to the local
sports foundation. Exercise specialists follow up with at least three telephone calls and
the participant receives quarterly newsletters outlining opportunities for activity with
the foundation. Results have shown an increase of g75 kcal/week in total energy
expenditure among those in the intervention group and an increase in leisure energy
expenditure of 247 kcal/week. Leisure time minutes of physical activity have also
increased by 33.6 minutes per week, and those in the intervention group report an
increased feeling of well-being. Green Prescription has been shown to be effective in
changing physical activity behaviour and self-reported quality of life, and is cost-
effective. The success of the programme is corroborated by the fact that, since it was
first piloted in 1995, it now operates nationwide in New Zealand (312, 313, 335, 361,
364).

Significant improvements in psychosocial variables were reported in five interventions | Qutcomes
(301, 303, 307, 312, 313, 320, 331-333, 335, 340, 341, 362, 361, 364, 366).

Eighteen interventions reported positive behaviour changes, i.e. eating more fruit and
vegetables, eating less fat, and/or increasing physical activity (301-304, 307, 312-315,
317, 318, 320, 321, 328-333, 335, 340, 341-343, 345, 346, 348, 353-362, 364-367,).

Physical and clinical changes were positive in 10 interventions (298, 299, 302, 307, 317,
320, 321, 330-333, 337, 340-345, 350, 351, 353, 356, 362, 365-367).

Interventions in the primary health care setting vary greatly in their intensity and thus Summaly
in their effectiveness. Minimal contact interventions, such as health checks, single visit

counselling or information distribution have typically not been effective. However, | Statement
individual responses may vary depending on stage of “readiness”. In conclusion, this
setting is effective at modifying risk factors with moderately intense interventions that
provide chronic NCD consultations with follow-up by trained personnel and targeted
information. The potential of this setting in low- or middle-income countries is largely
unknown.

22
SUMMARY REPORT




Interventions

Older adults

OVERVIEW | ".. maintaining the health and functional capacity of the increasing elderly
population will be a crucial factor in reducing the demand for, and cost of, health
services.”

"A life-course perspective is essential for the prevention and control of
noncommunicable diseases. This approach ... encourages a healthy diet and
regular physical activity from youth into old age."

Seventeen interventions specifically targeted older adults, with three focusing on
those in disadvantaged communities and three from low- or middle-income
countries (308-381). The majority of interventions focused on physical activity.
They ranged from health promotion classes, to home- and community-based
physical activity classes, distribution of health information and increased
exposure to fresh fruit and vegetables.

Summary of the evidence from the systematic review

Moderately e Physical activity interventions in a group setting using an existing social structure or
effective meeting place (371, 375, 379, 382, 383). _ _
interventions o Home-based interventions in which older adults have increased access to fruit and

vegetables using existing infrastructure (370, 381).
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Interventions

EXAMPLE
INTERVENTIONS

The Seattle Senior Farmers' Market Nutrition Program targeted home-bound older adults
and aimed to increase their exposure to fresh produce by delivering baskets of fruit and
vegetables every two weeks. After five months, programme participants had increased
their daily consumption of fruit and vegetables by 1.04 servings. Furthermore, the
number of persons receiving the recommended five daily servings of fruit and vegetables
increased from 22% to 39% at follow-up compared to the baseline. This programme used
an existing infrastructure, i.e. Meals on Wheels, to deliver the baskets (370, 381).

The Community Health Intervention Programme (CHIPs) for older adults began twice a
week, peer-led physical activity classes in disadvantaged communities in rural South
Africa. Classes took place following existing meetings of community seniors over a 20-
week period. Significant improvements were seen in dynamic balance, lower body
strength, and systolic blood pressure. This programme has been running, using a
community development model through peer-leadership, for over seven years (371).

Of the four interventions that measured psychosocial changes, two home-based
programmes saw no improvement, one group programme saw an increase in quality of
life and one Internet-based programme saw a decrease in perceived barriers (306, 368,
369, 375, 379, 383).

Nine interventions saw favourable increases in physical activity behaviour, and both
diet-related interventions saw improvements (370, 382, 383).

Eight interventions reported physical and clinical changes, including improvements in
blood pressure and fitness (306, 368, 369, 371-374, 376, 378, 381-383).

Outcomes

Maintaining and/or improving diet and physical activity among older adults can
significantly improve overall health and quality of life in a globally aging population.
Group physical activity programmes reported improvements in psychosocial outcomes.
Interventions were effective across contexts. More long-term research is necessary to
see changes in rates of chronic NCD morbidity and mortality. Programmes for older
adults must reduce barriers by addressing accessibility, for example through home
delivery of fruit and vegetables, or by conducting physical activity programmes at venues
where older adults regularly meet.

Summary
statement
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Interventions

Religious settings

OVERVIEW | "Consistent, coherent, simple and clear messages should be prepared and
conveyed ... through several channels and in forms appropriate to local culture,
age and gender. Behaviour can be influenced especially in ... religious
institutions.”

Of the 10 interventions in the religious category, all but one were based in the
United States of America (384-389). The majority of programmes were based in
African-American congregations in disadvantaged communities. Programmes
ranged from focusing on a healthy lifestyle, to increasing consumption of fruit and
vegetables, weight loss, type 2 diabetes and cancer prevention.

Summary of the evidence from the systematic review

Effective e Culturally appropriate and multi-component diet interventions that:
interventions - are planned and implemented in collaboration with religious leaders and
congregational members using pastoral support and spiritual strategies (384-

388, 390-392, 395, 396); and
- include group education sessions and self-help strategies (384-387, 390,

396).
Moderately e Culturally appropriate interventions targeting weight loss, healthy dietary habits and
effective increased physical activity (388, 391, 395).

interventions
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Interventions

EXAMPLE
INTERVENTIONS

The Black Churches for Better Health is a multi-component intervention that recruited
5o churches from 10 counties in disadvantaged communities with at least 30% of
participants from a minority population. The primary goal was to increase fruit and
vegetable consumption. Information from focus groups was used to make the
intervention culturally appropriate. Interventions at the individual and community level
were based on social theories of behaviour change. Each pastor selected a coordinator
as well as three to seven members to form the Nutrition Action Team. After two years,
there was an increase of 0.85 daily servings of fruit and vegetables per participant and
an increase from 23% to 33% of the sample population consuming five or more servings
a day (384, 386, 387).

Project Joy is a culturally appropriate and multi-component intervention that targeted
African-American women of 40 years or older. The intervention, which took place over
one year, aimed at fostering a healthy lifestyle through group diet education, physical
activity sessions and spiritual strategies. The control group used self-help strategies
based on materials from the American Heart Association. The programme built on the
sacial learning theory and sessions were designed to improve participants’ self-efficacy.
At the follow-up stage, there was a significant mean weight loss (-1.1 lbs), waist
circumference (—0.66 cm), systolic blood pressure (—1.6 mmHg), energy intake (—117
kcal), total fat (-8 g), and sodium (—145 mg) in the intervention group. Further, women
in the top deciles for weight loss at one year had even larger (-19.8 lbs), clinically
meaningful changes in risk outcomes (396).

Five interventions reported favourable increases in knowledge, stage of change and/or
self-efficacy (387, 389, 390, 393-395)-

Seven interventions reported significant positive behaviour changes in physical activity
or consumption of fruit and vegetables (384, 396, 390, 385, 391, 392, 394).

Positive physical and clinical changes were reported in one intervention (396).

Outcomes

While the number of interventions in religious settings is small, there is consistent
evidence of positive psychosocial, behavioural and physical changes. Using the existing
social structure of a religious community appears to facilitate adoption of changes
towards a healthy lifestyle, especially in disadvantaged communities. There are also
great advantages in terms of cost of this type of study since the spiritual members
themselves may take responsibility for the intervention within the ambit of the religious
environment.

Summary
statement
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Conclusion

Shared
characteristics

of effective

interventions

The evidence reviewed and presented in this report, as well as in the online
background Evidence Tables to What Works, shows that many effective
interventions exist that policy-makers can implement to improve the dietary
habits and physical activity levels of populations.

Across categories, interventions that are multi-component and adapted to the
local context are the most successful. Those that are culturally and
environmentally appropriate are also far more likely to be implemented and
sustained. Furthermore, interventions that use the existing social structures of a
community, such as schools or the weekly meetings of older adults, reduce
barriers to implementation.

Implicit in all successful interventions is the participation of the stakeholders
throughout the process, e.g. the involvement of workers in the planning and
implementation of workplace interventions, and community leaders in the
community and religious categories. Listening and learning from these target
populations ensures that the interventions address their needs.

Gaps in
knowledge

Current data on effective diet and physical activity interventions are generally the
result of short-term studies. Psychosocial outcomes may well be perceptible
within a short time frame. However, behavioural, physical and clinical outcomes
often take much longer to manifest and thus the full impact of the intervention
may not be measured within the study follow-up time.

Moreover, little is known on the sustainability of interventions over time, nor on
the cost-effectiveness of diet and physical activity interventions.

Finally, in the literature reviewed, only minimal information was available on the
unintended impact of interventions.

Implications
for low-and
middle-
income
countries
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There are still large unfilled gaps in the evidence base for effective interventions
in low- and middle-income countries. More evidence is needed to make
conclusive recommendations. To this end, WHO has developed a framework and
indicators to assist governments and relevant groups in these countries to
monitor the progress of their diet and physical activities (see
www.who.int/dietphysicalactivity/DPASindicators).

What is known is that interventions in low- and middle-income countries should
be sufficiently adapted to the cultural context and involve community members
— both in the formative assessment, intervention design and implementation —
for the intervention to work.



Abbreviations and glossa

Behavioural changes

Clinical changes

BMI

Built environment

DPAS

Example intervention

Grey literature

NCD

Physical changes

Psychosocial changes

Self-efficacy

Serving
(of fruit or vegetables)

Changes to dietary and/or physical activity behaviour including changes to
sedentary behaviour.

Changes in measurements that are used as surveillance of chronic NCD risk
factors. Examples include blood glucose and cholesterol. In this report,
changes in clinical and physical measurements are presented together.

Body mass index. A simple index of weight-for-height that is commonly used
in classifying overweight and obesity in adult populations and individuals. It
is calculated as the weight in kilograms divided by the square of the height
in metres (kg/m2).

Elements of the physical environment that are man-made, in contrast to the
natural environment. The built environment includes everything from
metropolitan land-use patterns to urban transportation systems to
individual buildings and the spaces around them.

WHO Global Strategy on Diet, Physical Activity and Health.

An intervention which serves as an archetype or model for a particular
setting; a typical example of good practice, which has been shown to be
effective with respect to at least one outcome, that has preferably taken
place in a disadvantaged community or in a low- or middle-income country,
and that may be described as feasible or sustainable.

Documentary material which is not commercially published or publicly
available, such as technical reports or internal business documents.

Noncommunicable disease.

Changes in measurements that are used as surveillance of chronic NCD risk
factors. Examples include BMI, waist circumference, blood pressure, pulse
rate and hip circumference. In this report, changes in physical and clinical
measurements are presented together.

Changes in knowledge, attitudes, self-efficacy, and stage of change on diet
and physical activity.

Beliefs that individuals hold about their capability to carry out action in a
way that will influence the events that affect their lives.

For vegetables this refers to one cup of raw, leafy green vegetables (spinach,
salad, etc.); half a cup of another vegetable — cooked or chopped raw
(tomatoes, beans, etc.); or half a cup of vegetable juice. For fruit, this refers
to one medium sized piece of fruit (banana, apple, kiwi, etc.); half a cup of
chopped, cooked or canned fruit; or half a cup of juice from a fruit (not
artificially flavoured).

28

SUMMARY REPORT



29

SUMMARY REPORT

References

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25,

26.

27.
28.

Resolution WHAS57.17. Global Strategy on Diet, Physical Activity and Health. In: Fifty-seventh World Health
Assembly, Geneva, 17—22 May 2004. Resolutions and decisions, annexes. Geneva, World Health Organization,
2004.

Preventing chronic diseases: a vital investment. Geneva, World Health Organization, 2005.

Diet, nutrition and the prevention of chronic diseases: report of a joint WHO/FAO expert consultation.
Geneva, World Health Organization, 2003 (WHO Technical Report Series, No. g16).

Andersen RE et al. Can inexpensive signs encourage the use of stairs? Results from a community intervention.
Annals of Internal Medicine,1998,129(5):363-369.

Brownson RC et al. A community-based approach to promoting walking in rural areas. American Journal of
Preventive Medicine, 2004, 27(1):28-34.

Brownson RC et al. Promoting physical activity in rural communities: walking trail access, use, and effects.
American Journal of Preventive Medicine, 2000, 18(3):235-241.

Buscher LA, Martin KA, Crocker S. Point-of-purchase messages framed in terms of cost, convenience, taste,
and energy improve healthful snack selection in a college foodservice setting. Journal of the American
Dietetic Association, 2001, 101(8):909—913.

Coleman, KJ, Gonzalez EC. Promoting stair use in a US-Mexico border community. American Journal of Public
Health, 2001, 91(12):2007-2009.

Curran S et al. Process evaluation of a store-based environmental obesity intervention on two American
Indian Reservations. Health Education Research, 2005, 20(6):719-729.

Dowse GK et al. Changes in population concentrations and other cardiovascular risk factors after five years
of the non-communicable disease intervention programme in Mauritius. British Medical Journal, 1995,
311:1255-1259.

Dunt D, Day N, Pirkis J. Evaluation of a community-based health promotion program supporting public policy
initiatives for a healthy diet. Health Promotion International, 1999, 14(4):317—327.

Faskunger J et al. Effect of an environmental barrier to physical activity on commuter stair use. Scandinavian
Journal of Nutrition/Néaringsforskning, 2003, 47(1):26—-28.

French SA et al. A pricing strategy to promote low fat snack choices through vending machines. American
Journal of Public Health, 1997, 87:849-851.

French SA et al. Pricing and promotion effects on low fat vending snack purchases: the CHIPS Study.
American Journal of Public Health, 2001, 91:112-117.

Gomez LF, Mateus JC, Cabrera G. Leisure-time physical activity among women in a neighbourhood in Bogota,
Colombia: prevalence and socio-demographic correlates. Cadernos de Sadde Publica, 2004, 20(4):1103—1109.
Horgen KB, Brownell KD. Comparison of price change and health message interventions in promoting healthy
food choices. Health Psychology, 2002, 21(5):505-512.

Kristal AR et al. Evaluation of a supermarket intervention to increase consumption of fruits and vegetables.
American Journal of Health Promotion, 1997, 11(6):422-425.

Marshall AL et al. Can motivational signs prompt increases in incidental physical activity in an Australian
health-care facility? Health Education Research, 2002, 17(6):743-749.

Oja P, Vuaori |, Paronen O. Daily walking and cycling to work: their utility as health-enhancing physical activity.
Patient Education and Counseling, 1998, 33(Suppl. 1):587-Sg94.

Dombois OT et al. Collaboration between the health and transport sectors in promoting physical activity:
examples from European countries. Hepa Europe European Network For The Promotion Of Health-Enhancing
Physical Activity, Report 2006.

Palmer J, Leontos C. Nutrition training for chefs: taste as an essential determinant of choice. Journal of the
American Dietetic Association, 1995, 95(12):1418-1421.

Russell WD, Hutchinson J. Comparison of health promotion and deterrent prompts in increasing use of stairs
over escalators. Perceptual and Motor Skills, 2000, 91(1):55-61.

Stahl T et al. The importance of policy orientation and environment on physical activity participation -

a comparative analysis between Eastern Germany, Western Germany and Finland. Health Promotion
International, 2002, 17(3):235—246.

Staunton CE, Hubsmith D, Kallins W. Promoting safe walking and biking to school: the Marin County success
story. American Journal of Public Health, 2003, 93(9):1431-1434.

Steenhuis | et al. The effectiveness of nutrition education and labelling in Dutch supermarkets. American
Journal of Health Promotion, 2004, 18:221-224.

Steenhuis | et al. Process evaluation of two environmental nutrition programmes and an educational nutrition
programme conducted at supermarkets and worksite cafeterias in the Netherlands. Journal of Human
Nutrition and Dietetics, 2004, 17(2):107-115.

Twiss J et al. Community gardens: lessons learned from California Healthy Cities and Communities. American
Journal of Public Health, 2003, 93(9):1435-1438.

Uusitalo U et al. Fall in total cholesterol concentration over five years in association with changes in fatty
acid composition of cooking oil in Mauritius: cross sectional survey. British Medical Journal, 1996,

313(7064):1044-1046.



References

29.
30.
3L
32.

33

34.

35.

37
38.
39.

40.

41.
42.
43.
44.
45.
46.

47.

48.

49.

50.
51.
52.
53.
54.
55.
56.

57-

Wright L, Montezuma R. Reclaiming public space: the economic, environmental, and social impacts of
Bogota's transformation. In: Cities for People Conference, Walk21, g9-11 Jun 2004, Copenhagen, Denmark
(http:/[eprints.ucl.ac.uk/110).

Ciclovias Unidas de las Américas (www.cicloviasunidas.org).

Bauman A et al. Evaluation of the national 'Push Play' campaign in New Zealand—creating population
awareness of physical activity. New Zealand Medical Journal, 2003, 116(1179):U534.

Bauman AE et al. Impact of an Australian mass media campaign targeting physical activity in 1998.
American Journal of Preventive Medicine, 2001, 21(1):41-47.

Bhalla V et al. Changes in levels of major cardiovascular risk factors in the multi-ethnic population in
Singapore after 12 years of a national non-communicable disease intervention programme.

Singapore Medical Journal, 2006, 47(1):841-850.

Carter BJ et al. Using media messaging to promote healthful eating and physical activity among

urban youth. Journal of Nutrition Education and Behavior, 2005, 37(2):98-99.

Chew F, Palmer S. Television health promotion in four countries. Nutrition, 2005, 21(5):634—638. 36
Craig CL et al. Proximal impact of Canada on the Move: the relationship of campaign awareness

to pedometer ownership and use. Canadian Journal of Public Health, 2006, 97(Suppl. 1): $21-527, S22-S529.
Craig CL, Tudor-Locke C, Bauman A. Twelve-month effects of Canada on the Move: a population-wide
campaign to promote pedometer use and walking. Health Education Research, 2007, 22(3):406—413.
Dixon H et al. Public reaction to Victoria's "2 Fruit 'n' 5 Veg Every Day" campaign and reported
consumption of fruit and vegetables. Preventive Medicine, 1998, 27(4):572—582.

Foerster SB et al. California’s "5-a-day? for better health" campaign: an innovative population-based
effort to effect large scale dietary change. American Journal of Preventive Medicine, 1995, 11(2):124—131.
Goodman RM, Wheeler FC, Lee PR. Evaluation of the heart to heart project: lessons from a
community-based chronic disease prevention project. American Journal of Health Promotion,

1995, 9(6):443-455.

Huhman M et al. Effects of a mass media campaign to increase physical activity among children: Year-1
results of the VERB campaign. Pediatrics, 2005, 116(2):277? 284.

Kelder SH et al. Community-wide youth nutrition education: long-term outcomes of the Minnesota Heart
Health Program. Health Education Research, 1995, 10(2):119? 131.

Larsson I, Lissner L. The 'Green Keyhole' nutritional campaign in Sweden: do women with more knowledge
have better dietary practices? European Journal of Clinical Nutrition, 1996, 50(5):3237? 328.

Matsudo V et al. Promotion of physical activity in a developing country: the Agita Sdo Paulo experience.
Public Health Nutrition, 2001, 5(1A):1? 10.

Matsudo S et al. Physical activity promotion: Experiences and evaluation of the Agita Sao Paulo Program
using the ecological mobile model. Journal of Physical Activity and Health, 2004, 1:81-97.

Matsudo SM et al. The Agita Sao Paulo Program as a model for using physical activity to promote health.
Pan American Journal of Public Health, 2003, 14(4):265-272.

Miles A et al. Using the mass-media to target obesity: an analysis of the characteristics and reported
behaviour change of participants in the BBC's ‘Fighting Fat, Fighting Fit" campaign. Health Education
Research, 2001, 16(3):357-372.

Nafziger AN et al. The Otsego-Schoharie healthy heart program: prevention of cardiovascular disease in the
rural US. Scandinavian Journal of Public Health, 2001, 29(Suppl. 56):521-532.

Nishtar S et al. The National Action Plan for the Prevention and Control of Non-communicable

Diseases and Health Promotion in Pakistan? Cardiovascular diseases. Journal of the Pakistan

Medical Association, 2004, 54 (Suppl. 3):514-S25.

Nishtar S et al. Newspaper articles as a tool for cardiovascular prevention programs in a developing country.
Journal of Health Communication, 2004, 9(4):355-369.

Nishtar S. et al. Posters as a tool for disseminating health related information in a developing country:

a pilot experience. Journal of the Pakistan Medical Association, 2004, 54(9):456—460.

Plotnikoff RC et al. Characteristics of participants visiting the Canada on the move website.

Canadian Journal of Public Health, 2006, g7(Suppl. 1):528-S535, S30-538.

Reger B et al. Wheeling Walks: A community campaign using paid media to encourage walking among
sedentary older adults. Preventive Medicine, 2002, 35:285-292.

Reger B, Wootan MG, Booth-Butterfield S. Using mass media to promote healthy eating:

A community-based demonstration project. Preventive Medicine, 1999, 29(5):414—421.

Reger-Nash B et al. BC Walks: Replication of a Communitywide Physical Activity Campaign. Preventing
Chronic Disease, 2006, Epub 15 Jun.

Sarraf-Zadgan N et al. Isfahan Healthy Heart Program: A comprehensive integrated community-based
program for cardiovascular disease prevention and control. Acta Cardiologica, 2003, 58(4):309—320.
Spence JC et al. Perceived neighbourhood correlates of walking among participants visiting the Canada on
the Move website. Canadian Journal of Public Health, 2006, g97(Suppl. 1):536-540, $39-544.

30

SUMMARY REPORT



31

SUMMARY REPORT

References

58.

59.
6o.
61.
62.
63.

64.

65.

66.
67.
68.
69.

70.

71.

72.

73-

74.
75.

76.

77-

78.
79-
8o.
81.

82.

83.
84.

85.

Tudor-Smith C et al. Effects of the Heartbeat Wales programme over five years on behavioural risks for
cardiovascular disease: quasi-experimental comparison of results from Wales and a matched reference area.
British Medical Journal, 1998, 316(7134):818—-822.

van der Feen de Lille JC et al. Fat Watch: a nationwide campaign in The Netherlands to reduce fat

intake? process evaluations. Nutrition and Health, 1998, 2(2):107-117.

van Wechem SN et al. Fat Watch: a nationwide campaign in The Netherlands to reduce fat intake? effect
evaluation. Nutrition and Health, 1998, 12(2):119—-130.

van Wechem SN et al. Results of a community-based campaign to reduce fat intake. Nutrition and Health,
1997, 11(3):207—218.

Wardle J et al. Mass education for obesity prevention: the penetration of the BBC's ‘Fighting Fat, Fighting Fit’
campaign. Health Education Research, 2001, 16(3):343—355.

Warm DL et al. The Heartbeat Award Scheme: An evaluation of catering practices. Journal of Human Nutrition
and Dietetics, 1997, 10(3):171-179.

Young DR et al. Associations between changes in physical activity and risk factors for coronary heart disease
in a community-based sample of men and women: the Stanford Five-City Project. American Journal of
Epidemiology, 1993, 138(4):205—-216.

Anderson AS et al. The impact of a school-based nutrition education intervention on dietary intake and
cognitive and attitudinal variables relating to fruits and vegetables. Public Health Nutrition, 2005,
8(6):650-656.

Auld GW et al. Outcomes from a school-based nutrition education program using resource teachers and
cross-disciplinary models. Journal of Nutrition Education, 1998, 30(5):268—280.

Baranowski T et al. Squire's Quest! Dietary outcome evaluation of a multimedia game. American Journal of
Preventive Medicine, 2003, 24(1):52-61.

Baranowski T et al. The Fun, Food and Fitness Project (FFFP): the Baylor GEMS pilot study. Ethnicity &
Disease, 2003, 13(1 Suppl. 1):530-S39.

Baranowski T et al. Gimme 5 fiuit, juice, and vegetables for fun and health: outcome evaluation. Health
Education & Behavior, 2000, 27(1):96—-111.

Bartholomew JB, Jowers EM. Increasing frequency of lower-fat entrees offered at school lunch: an
environmental change strategy to increase healthful selections. Journal of the American Dietetic Association,
2006,106(2):248-252.

Bayne-Smith M et al. Improvements in heart health behaviors and reduction in coronary artery disease risk
factors in urban teenaged girls through a school-based intervention: the PATH program. American Journal of
Public Health, 2004, 94(9):1538-1543.

Beech BM et al. Child- and parent-targeted interventions: the Memphis GEMS pilot study. Ethnicity &
Disease, 2003, 13(1 Suppl. 1):540-S53.

Bere E et al. Outcome and process evaluation of a Norwegian school-randomized fruit and vegetable
intervention: Fruits and Vegetables Make the Marks (FVMM). Health Education Research, 2006,
21(2):258-267.

Bere E, Klepp KI. Correlates of fruit and vegetable intake among Norwegian school children: parental and self
reports. Public Health Nutrition, 2004, 7(8):991-998.

Bere E, Veierod MB, Klepp KI. The Norwegian School Fruit Programme: evaluating paid vs. no-cost
subscriptions. Preventive Medicine, 2005, 41(2):463-470.

Bere E et al. Free school fruit? sustained effect 1 year later. Health Education Research, 2006, 21(2):268-275.
Birnbaum AS et al. Are differences in exposure to a multicomponent school-based intervention associated
with varying dietary outcomes in adolescents? Health Education & Behavior, 2002, 29(4):427-443.

Caballero B et al. Pathways: a school-based, randomized controlled trial for the prevention of obesity in
American Indian schoolchildren. American Journal of Clinical Nutrition, 2003, 78(5):1030-1038.

Cullen KW et al. Squire's Quest: intervention changes occurred at lunch and snack meals. Appetite, 2005,
45(2):148-151.

Cullen KW et al. Goal setting is differentially related to change in fruit, juice, and vegetable consumption
among fourth-grade children. Health Education & Behavior, 2004, 31(2):258—-269.

Davis SM et al. Pathways curriculum and family interventions to promote healthful eating and physical
activity in American Indian schoolchildren. Preventive Medicine, 2003, 37:524-534.

Dollahite J et al. Impact of a school-based community intervention program on nutrition knowledge and food
choices in elementary school children in the rural Arkansas delta. Journal of Nutrition Education, 1998,
30(5):28g9—-301.

Dwyer JT et al. Improving school breakfasts: effects of the CATCH Eat Smart program on the nutrient content
of school breakfasts. Preventive Medicine, 1996, 25(4):413—422.

Edmundson E et al. The effects of the child and adolescent trial for cardiovascular health upon psychosocial
determinants of diet and physical activity behavior. Preventive Medicine, 1996, 25(4):442—454.

Engels HJ et al. Promoting healthful diets and exercise: efficacy of a 12-week after-school program in urban
African Americans. Journal of the American Dietetic Association, 2005, 105(3):455—459. 114



References

86.
87.
88.
8g.
9o.
9l
92.
93.
94.
95.
g6.
97.
g8.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

Eriksen K et al. Effect of a fruit and vegetable subscription in Danish Schools. Public Health Nutrition,
2003, 6(1):57-63.

Fardy PS et al. Health promotion in minority adolescents: A healthy people 2000 pilot study. Journal of
Cardiopulmonary Rehabilitation, 1995, 15(1):65-72.

Fardy PS et al. Coronary disease risk factor reduction and behavior modification in minority adolescents:
the PATH program. Journal of Adolescent Health, 1996, 18(4):247-253.

Fitzgibbon ML et al. A community-based obesity prevention program for minority children:

rationale and study design for Hip-Hop to Health Jr. Preventive Medicine, 2002, 34:289—297.

Fitzgibbon ML et al. Two-year follow-up results for Hip-Hop to Health Jr: a randomized controlled trial for
overweight prevention in pre-school minority children. Journal of Pediatrics, 2005, 146:618—-625.

Foerster SB et al. The California Children's 5-a-day - Power Play! campaign: evaluation of large scale social
marketing initiative. Family & Community Health, 1998, 21(1):46-64.

French SA et al. An environmental intervention to promote lower-fat food choices in secondary schools:
outcomes of the TACOS Study. American Journal of Public Health, 2004, 94(9):1507-1512.

French SA et al. School-based programmes to promote and increase availability of lower fat foods increases
sales of lower fat foods to students. Evidence-Based Healthcare and Public Health, 2005, 9(2):141-142.
Frenn M et al. Addressing health disparities in middle school students' nutrition and exercise. Journal of
Community Health Nursing, 2003, 20(1):1-14.

Frenn M, Malin S, Bansal NK. Stage-based interventions for low fat diet with middle school students.
Journal of Pediatric Nursing, 2003, 18(1):36—45.

Frenn M et al. Changing the tide: an Internet/video exercise and low fat diet intervention with
middle-school students. Applied Nursing Research, 2005, 18(1):13—21.

Friel S et al. Evaluation of the Nutrition Education at Primary School (NEAPS) programme. Public Health
Nutrition, 1999, 2(4):549-555.

Gittelsohn J et al. Pathways: lessons learned and future directions for school-based interventions among
American Indians. Preventive Medicine, 2003, 37:5107-S112.

Going S et al. The effects of the Pathways Obesity Prevention Program on physical activity in American
Indian children. Preventive Medicine, 2003, 37:562-569.

Gortmaker SL et al. Impact of a school-based interdisciplinary intervention on diet and physical activity
among urban primary school children: eat well and keep moving. Archives of Pediatrics & Adolescent
Medicine, 1999, 153(9):975-983.

Harrell JS et al. Effects of a school-based intervention to reduce cardiovascular disease risk factors in
elementary-school children: the Cardiovascular Health in Children (CHIC) study. Journal of Pediatrics, 1996,
128(6):797-805.

Harrell JS et al. School-based interventions improve heart health in children with multiple cardiovascular
disease risk factors. Pediatrics, 1998, 102(2):371-380.

Harrell JS et al. A public health vs a risk-based intervention to improve cardiovascular health in elementary
school children: The cardiovascular health in children study. American Journal of Public Health, 1999,
89:1529-1535.

Harris KJ et al. Reducing elementary school children's risks for chronic diseases through school lunch
modifications, nutrition education, and physical activity interventions. Journal of Nutrition Education, 1997,
29:196-202.

Harris KJ et al. Formative, process, and intermediate outcome evaluation of a pilot school-based

5-A-Day for Better Health Project. American Journal of Health Promotion, 1998, 12(6):378-381.

Hoelscher DM et al. School-based health education programs can be maintained over time: results from
CATCH Institutionalization study. Preventive Medicine, 2004, 38(5):594—606.

Hoelscher DM et al. How the CATCH eat smart program helps implement the USDA regulations in school
cafeterias. Health Education & Behavior, 2003, 30(4):434—446.

Hopper CA et al. The effects of a family fitness program on the physical activity and nutrition behaviors of
third-grade children. Research Quarterly for Exercise and Sport, 2005, 76(2):130-139.

Jimenez MM et al. Comparison of the dietary intakes of two different groups of children (grades 4 to 6)
before and after the Kahnawake Schools Diabetes Prevention Project. Journal of the American Dietetic
Association, 2003, 103(9):1191-1194.

Kain J et al. School-based obesity prevention in children; methodology and evaluation of a controlled study.
International Journal of Obesity, 2004, 28(4):483-493.

Kelder S et al. The CATCH Kids Club: a pilot after-school study for improving elementary students' nutrition
and physical activity. Public Health Nutrition, 2005, 8(2):133—140.

Kelder SH et al. Tracking of Physical and Physiological Risk Variables among Ethnic Subgroups from Third to
Eighth Grade: The Child and Adolescent Trial for Cardiovascular Health Cohort Study. Preventive Medicine,
2002, 34:324—333.

Kuczmarski MF, Aljadir L. Gem No. 364. Using food calendars to self-monitor: Got 5? Nutrition for kids
program. Journal of Nutrition Education & Behavior, 2003, 35(5):269—270.

32

SUMMARY REPORT



References

114. Long JD, Stevens KR. Using technology to promote self-efficacy for healthy eating in adolescents. Journal of
Nursing Scholarship, 2004, 36(2):134-139.

115. Luepker RV et al. The child and adolescent trial for cardiovascular health (CATCH). Journal of Nutritional
Biochemistry, 1998, 9:525-534.

116. Lytle LA et al. Influencing healthful food choices in school and home environments: Results from the TEENS
study. Preventive Medicine, 2006, 43:8-13.

117. Lytle LA et al. School-based approaches to affect adolescents' diets: results from the TEENS study. Health
Education & Behavior, 2004, 31(2):270-287.

118. Lytle LA et al. Changes in nutrient intakes of elementary school children following a school-based
intervention: results from the CATCH Study. Preventive Medicine, 1996, 25(4):465-477.

119. Macaulay AC et al. The Kahnawake Schools Diabetes Prevention Project: intervention, evaluation, and

baseline results of a diabetes primary prevention program with a native community in Canada. Preventive
Medicine, 1997, 26(6):779—790.

120. Manios Y, Kafatos A. Health and nutrition education in elementary schools: changes in health knowledge,
nutrient intakes and physical activity over a six year period. Public Health Nutrition, 1999, 2(3A):445-448.

121. Manios Y, Kafatos A, Mamalakis G. The effects of a health education intervention initiated at first grade over
a 3 year period: physical activity and fitness indices. Health Education Research, 1998, 13:593—606.

122, Manios Y et al. Evaluation of a health and nutrition education program in primary school children of Crete
over a three-year period. Preventive Medicine, 1999, 28(2):149—-159.

123. Manios Y et al. Health and nutrition education in primary schools of Crete: changes in chronic disease risk
factors following a 6-year intervention programme. British Journal of Nutrition, 2002, 88(3):315—324.

124. McKenzie TL et al. Effects of the CATCH Physical Education Intervention: Teacher Type and Lesson Location.
American Journal of Preventive Medicine, 2001, 21(2):101-109.

125. Nader PR et al. The effect of adult participation in a school-based family intervention to improve children's

diet and physical activity: the child and adolescent trial for cardiovascular health. Preventive Medicine, 1996,
25(4):455-464.

126. Nader PR et al. Three-year maintenance of improved diet and physical activity: The CATCH cohort. Archives
of Pediatrics & Adolescent Medicine, 1999, 153(7):695-704.

127. Naylor PJ et al. Action Schools! BC: A socioecological approach to modifying chronic disease risk factors in
elementary school children. Preventing Chronic Disease: Public Health Research, Practice and Policy, 2006,
3(2):156.

128. Naylor PJ et al. Lessons learned from Action Schools! BC? an ‘active school’ model to promote physical
activity in elementary schools. Journal of Science and Medicine in Sport, 2006, 9(5):413-423.

129. Nicklas TA et al. Outcomes of a high school program to increase fruit and vegetable consumption: Gimme
52 a fresh nutrition concept for students. Journal of School Health, 1998, 68(6):248—253.

130. Nicklas TA et al. Development of a school-based nutrition intervention for high school students: Gimme &.
American Journal of Health Promotion, 1997, 11(5):315—322.

131. Nicklas TA, O'Neil CE. Process of conducting a 5-a-day intervention with high school students: Gimme 5
(Louisiana). Health Education & Behavior, 2000, 27(2):201-212.

132. O'Neil CE, Nicklas TA. Gimme 5: An innovative, school based nutrition intervention for high school students.
Journal of the American Dietetic Association, 2002, 102(3 Suppl. 1):593-Sg6.

133. Osganian SK et al. Changes in the nutrient content of school lunches: results from the CATCH Eat Smart Food
service Intervention. Preventive Medicine, 1996, 25(4):400—412.

134. Paradis G et al. Impact of a diabetes prevention program in body size, physical activity, and diet among

Kanien'keha:ka (Mohawk) children 6 to 11 years old: 8 year results from the Kahnawake Schools Diabetes
Prevention Project. Pediatrics, 2005, 115(2):333—339.

135. Payne J, Capra S, Hickman I. Residential camps as a setting for nutrition education of Australian girls.
Australian and New Zealand Journal of Public Health, 2002, 26(4):383-388.

136. Perry CL et al. Changing fruit and vegetable consumption among children: the 5-a-Day Power Plus program
in St. Paul, Minnesota. American Journal of Public Health, 1998, 88(4):603-60g9.

137. Perry CL et al. A randomized school trial of environmental strategies to encourage fruit and vegetable

consumption among children. Health Education & Behavior, 2004, 31(1):65-76.
138. Perry CL et al. Effects of the Child and Adolescent Trial for Cardiovascular Health (CATCH) on fruit and
vegetable intake. Journal of Nutrition, 1998, 30(6):354-360.

139. Prell HC et al. A school-based intervention to promote dietary change. Journal of Adolescent Health, 2005,
36(6):515-529.

140. Reger B et al. 1% or less: a community-based nutrition campaign. Public Health Reports, 1998,
113(5):410-419.

141. Reynolds KD et al. Increasing the fruit and vegetable consumption of fourth-graders: results from the high 5
project. Preventive Medicine, 2000, 30(4):309-319.

142. Reynolds KD et al. Methods, results, and lessons learned from process evaluation of the high 5 school-based
nutrition intervention. Health Education & Behavior, 2000, 27(2):177-186.

143. Rinderknecht K, Smith C. Social cognitive theory in an after-school nutrition intervention for urban Native

33 American youth. Journal of Nutrition Education & Behavior, 2004, 36(6):298-304.

SUMMARY REPORT




References

144.
145.

146.

147.

148.

149.

150.

151.

152.
153.
154.

155.

156.

157.

158.
159.
160.
161.

162.

163.
164.
165.
166.
167.
168.
169.

170.

171.

172.

173.

Ritenbaugh C et al. A lifestyle intervention improves plasma insulin levels among Native American high
school youth. Preventive Medicine, 2003, 36:309—-319.

Robinson TN et al. Dance and reducing television viewing to prevent weight gain in African-American girls:
the Stanford GEMS pilot study. Ethnicity & Disease, 2003, 13 (1 Suppl. 1):565-577.

Sahota P et al. Randomised controlled trial of primary school based intervention to reduce risk factors for
obesity. British Medical Journal, 2001, 323(7320):1029-1032.

Sahota P et al. Evaluation of implementation and effect of primary school based intervention to reduce risk
factors for obesity. British Medical Journal, 2001, 323(7320):1027-1029.

Saksvig Bl et al. A pilot school-based healthy eating and physical activity intervention improves diet, food
knowledge, and self-efficacy for native Canadian children. Journal of Nutrition, 2005, 135(10):2392—2398.
Sallis JF et al. Environmental interventions for eating and physical activity: a randomized controlled trial in
middle schools. American Journal of Preventive Medicine, 2003, 24(3):209—217.

Salmon J et al. Reducing sedentary behaviour and increasing physical activity among 10-year old children:
overview and process evaluation of the ‘Switch-Play’ intervention. Health Promotion International, 2005,
20:7-17.

Schinke SP et al. Reducing cancer risk among Native American adolescents. Preventive Medicine, 1996,
25(2):146-155.

Schofield L, Mummery WK, Schofield G. Effects of a controlled pedometer-intervention trial for Low-Active
Adolescent Girls. Medicine and Science in Sports and Exercise, 2005, 37:1414—1420.

Shi-Chang X et al. Creating health-promoting schools in China with a focus on nutrition. Health Promotion
International, 2004, 19(4):409—418.

Simon C et al. ICAPS: a multilevel program to improve physical activity in adolescents. Diabetes &
Metabolism, 2006, 32(1):41-49.

Simon C et al. Intervention centred on adolescents’ physical activity and sedentary behaviour (ICAPS):
concept and 6-month results. /nternational Journal of Obesity and Related Metabolic Disorders, 2004,
28(Suppl. 3):596-S103.

Teufel NI et al. Pathways family intervention for third-grade American Indian children. American

Journal of Clinical Nutrition, 1999, 69(Suppl.):S803-S80g.

Steckler A et al. Pathways process evaluation results: a school-based prevention trial to promote healthful
diet and physical activity in American Indian third, fourth and fifth grade students. Preventive Medicine,
2003, 37(6):S80-Sgo0.

Stevens J et al. The impact of the Pathways intervention on psychosocial variables related to diet and
physical activity in American Indian schoolchildren. Preventive Medicine, 2003, 37(6):S70-579.

Story M et al. 5-a-Day Power Plus: Process evaluation of a multicomponent elementary school program to
increase fruit and vegetable consumption. Health Education & Behavior, 2000, 27(2):187—200.

Story M et al. An after-school obesity prevention program for African-American girls: the Minnesota GEMS
pilot study. Ethnicity & Disease, 2003, 13(1 Suppl. 1): S54—564.

Trevino RP et al. Bienestar: a diabetes risk-factor prevention program. Journal of School Health, 1998,
68:62-67.

Trevino RP et al. Impact of the Bienestar school-based diabetes mellitus prevention program on fasting
capillary glucose levels: a randomized controlled trial. Archives of Pediatrics & Adolescent Medicine, 2004,
158(9):911-917.

van Beurden E et al. Can we skill and activate children through primary school physical education lessons?
“Move it Groove it"? a collaborative health promotion intervention. Preventive Medicine, 2003, 36:493-501.
Wang LY et al. Economic analysis of a school-based obesity prevention program. Obesity Research, 2003,
11(11):1313-1324.

Warren JM et al. Evaluation of a pilot school programme aimed at the prevention of obesity in children.
Health Promotion International, 2003, 18(4):287—-296.

Webber LS et al. Cardiovascular risk factors among children after a 2 1/2-year intervention? The CATCH
study. Preventive Medicine, 1996, 25:432—441.

Wechsler H et al. Promoting the selection of low fat milk in elementary school cafeterias in an inner-city
Latino community: Evaluation of an intervention. American Journal of Public Health, 1998, 88(3):427-433.
Wiecha JL et al. Diffusion of an integrated health education program in an urban school system: Planet
Health. Journal of Pediatric Psychology, 2004, 29(6):467—474.

Williams CL et al. "Healthy-start": outcome of an intervention to promote a heart healthy diet in preschool
children. Journal of the American College of Nutrition, 2002, 21(1):62-71.

Williams CL et al. Cardiovascular risk reduction in preschool children: The "Healthy Start" project. Journal
of the American College of Nutrition, 2004, 23(2):117-123.

Yin Z et al. An after-school physical activity programme for obesity prevention in children? The Medical
College of Georgia FitKid Project. Evaluation and the Health Professions, 2005, 28: 67-89.

Aldana SG et al. The effects of a worksite chronic disease prevention program. Journal of Occupational and
Environmental Medicine, 2005, 47(6):558—-564. 275

Armitage CJ, Conner M. Efficacy of a minimal intervention to reduce fat intake. Social Science & Medicine,
2001, 52(10):1517-1524.

34

SUMMARY REPORT



35

SUMMARY REPORT

References

174.

175.

176.

177.

178.
179.
180.
181.
182.
183.
184.
185.
186.
187.
188.
189.
190.
191.
192.
193.
194.
195.
196.
197.
198.
199.
200.
201.
202.

203.

Backman DR, Carman JS, Aldana SG. Fruits and vegetables and physical activity at the worksite: business
leaders and working women speak out on access and environment. Sacramento, CA, California Department
of Health Services (www.dhs.ca.gov/cdic/CPNS/casaday/default.htm, accessed May 2008).

Beresford SA et al. Seattle 5-a-Day Work-Site Project: process evaluation. Health Education & Behavior, 2000,
27(2):213-222.

Beresford SA et al. Seattle 5-a-Day Worksite Program to increase fruit and vegetable consumption. Preventive
Medicine, 2001, 32(3):230—238.

Biener L et al. Impact of the Working Well Trial on the worksite smoking and nutrition environment. Health
Education & Behavior, 1999, 26(4):478-494-.

Braeckman L et al. Effects of a low-intensity worksite-based nutrition intervention. Occupational Medicine
(Oxford, England), 1999, 49(8):549-555.

Brug J et al. The impact of a computer-tailored nutrition intervention. Preventive Medicine, 1996,
25(3):236—242.

Buller DB et al. Randomized trial testing the effect of peer education at increasing fruit and vegetable intake.
Journal of the National Cancer Institute, 1999, 91(17):1491-1500.

Buller D et al. Implementing a 5-a-day peer health educator program for public sector labor and trades
employees. Health Education & Behavior, 2000, 27(2):232-240.

Byers T et al. The costs and effects of a nutritional education program following work-site cholesterol
screening. American Journal of Public Health, 1995, 85(5):650-655.

Campbell MK et al. Effects of a tailored health promotion program for female blue-collar workers: health works
for women. Preventive Medicine, 2002, 34(3):313—323.

Chan CB, Ryan DA, Tudor-Locke C. Health benefits of a pedometer-based physical activity intervention in
sedentary workers. Preventive Medicine, 2004, 39:1215—1222.

Cook C et al. Changing risk behaviours for non-communicable disease in New Zealand working men? is
workplace intervention effective? New Zealand Medical Journal, 2001, 114(1130):175-178.

Dishman RK et al. Worksite physical activity interventions. American Journal of Preventive Medicine, 1998,
15(4):344-361.

Elbel R at al. A pilot study evaluating a peer led and professional led physical activity intervention with blue-
collar employees. Work, 2003, (21):199-210.

Elliot DL et al. The PHLAME firefighter’s study: feasibility and findings. American Journal of Health Behavior,
2004, 28(1):13-23.

Emmons KM et al. The Working Healthy Project: a worksite health-promotion trial targeting physical activity,
diet and smoking. Journal of Occupational and Environmental Medicine, 1999, 41(7):545—555.

Glanz K et al. Impact of work site health promotion on stages of dietary change: the Working Well Trial. Health
Education & Behavior, 1998, 25(4):448-463.

Glasgow RE et al. Take Heart: results from the initial phase of a work-site wellness program. American Journal
of Public Health, 1995, 85(2):209-216.

Glasgow RE et al. Take Heart II: replication of a worksite health promotion trial. Journal of Behavioral
Medicine, 1997, 20:143-159.

Griffin-Blake CS, DeJoy DM. Evaluation of social-cognitive versus stage-matched, self-help physical activity
interventions at the workplace. American Journal of Health Promotion, 2006, (20)3:200-20g9.

Harrell JS et al. An occupation based physical activity intervention program: improving fitness and decreasing
obesity. AAOHN: Journal of the American Association of Occupational Health Nurses, 1996, 44(8):377-384.
Hartman TJ et al. Effects of a low fat, worksite intervention on blood lipids and lipoproteins. Journal of
Occupational and Environmental Medicine, 1995, 37(6):690-696.

Hunt MK et al. Results of employee involvement in planning and implementing the Treatwell 5-a-Day work-
site study. Health Education & Behavior, 2000, 27(2):223-231.

Hunt MK et al. Process tracking results from the Treatwell 5-a-Day Worksite Study. American Journal of
Health Promotion, 2000, 14(3):179—-187.

Holdsworth M, Haslam C, Raymond NT. Does the heartbeat award scheme change employees' dietary
attitudes and knowledge? Appetite, 2000, 35(2):179-188.

Irvine AB et al. The effectiveness of an interactive mulitmedia program to influence eating habits. Health
Education Research, 2004, 19(3):290-305.

Kao YH, Lu CM, Huang YC. Impact of a transtheoretical model on the psychosocial factors affecting exercise
among workers. Journal of Nursing Research, 2002, 10(4):303-310.

Kristal AR et al. Mediating factors in dietary change: understanding the impact of a worksite nutrition
intervention. Health Education & Behavior, 2000, 27(1):112—-125.

Lassen A et al. Successful strategies to increase the consumption of fruits and vegetables: results from the
Danish '6 a day' Work-site Canteen Model Study. Public Health Nutrition, 2004, 7(2):263-270.

Oenema A, Brug J. Feedback strategies to raise awareness of personal dietary intake: results of a randomized
controlled trial. Preventive Medicine, 2003, 36(4):429—-439.



References

204.

205.

206.

207.

208.

20g9.

210.

211.

212.

213.

214.

215.

216.

217.

218.

219.

220.

221.

222.

223.

224.

225,

226.

227.

228.

229.

230.

231.

232.

233.

Osteras H, Hammer S. The effectiveness of a pragmatic worksite physical activity program on maximal
oxygen consumption and the physical activity level in healthy people. Journal of Bodywork and Movement
Therapies, 2006, (10):51-57.

Patterson RE et al. Components of the Working Well Trial intervention associated with adoption of healthful
diets. American Journal of Preventive Medicine, 1997, 13(4):271—276.

Pegus C et al. Effect of the Heart At Work program on awareness of risk factors, self-efficacy, and health
behaviors. Journal of Occupational and Environmental Medicine, 2002, 44(3):228-236.

Pingle SR, Deshpande AK, Malik JS. Impact of intervention strategies for risk factor modification. Indian
Journal of Occupational and Environmental Medicine, 2001, 5(2):91-95.

Plotnikoff RC et al. Efficacy of an E-mail intervention for the promotion of physical activity and nutrition
behavior in the workplace context. American Journal of Health Promaotion, 2005, 19(6):422—429.

Pohjonen T, Ranta R. Effects of worksite physical exercise intervention on physical fitness, perceived health
status, and work ability among home care workers: five year follow-up. Preventive Medicine, 2001,
32(6):465-475.

Polacsek M et al. Move & Improve: A Worksite Wellness Program in Maine. Preventing Chronic Disease,
2006, 3(3)A101, Epub Jun 15.

Proper Kl et al. Effect of individual counseling on physical fitness and health: A randomized control trial

in a workplace setting. American Journal of Preventive Medicine, 2003, (24) 3:218-226.

Simmons D et al. A pilot diabetes awareness and exercise programme in a multiethnic workforce. New
Zealand Medical Journal, 1996, (109):373—376.

Sorensen G et al. Work site-based cancer prevention: primary results from Working Well Trial. American
Journal of Public Health, 1996, 86(7):939-947.

Sorensen G et al. The effects of a health promotion-health protection intervention on behavior change: the
Wellworks Study. American Journal of Public Health, 1998, 88(11):1685-1690.

Sorensen G, Stoddard A, Macario E. Social support and readiness to make dietary changes. Health Education
& Behavior, 1998, 25(5):586-598.

Sorensen G et al. A comprehensive worksite cancer prevention intervention: behaviour change results from a
randomised controlled trial. Cancer Causes and Control, 2002, 13(6):493-502.

Sorensen G et al. Increasing fruit and vegetable consumption through worksites and families in the Treatwell
5-a-day study. American Journal of Public Health, 1999, 89(1):54—60.

Steenhuis | et al. The impact of educational and environmental interventions in Dutch worksite cafeterias.
Health Promotion International, 2004, 19(3):335-343-

Strychar IM et al. Impact of receiving blood cholesterol test results on dietary change. American Journal of
Preventive Medicine, 1998, 14(2):103—-110.

Tilley BC et al. Nutrition Intervention for High-Risk Auto Workers: Results of the Next Step Trial. Preventive
Medicine, 1999, 28:284—292.

van Wier MF et al. ALIFE@Work: a randomized controlled trial of a distance counseling lifestyle programme
for weight control among an overweight working population. BMC Public Health, 2006, 24(6):140.

Aldana SG et al. Effects of an intensive diet and physical activity modification program on the health risks
of adults. Journal of the American Dietetic Association, 2005, 105(3):371—381.

Anderson ES et al. A computerized social cognitive intervention for nutrition behavior: direct and mediated
effects on fat, fiber, fruits, and vegetables, self-efficacy, and outcome expectations among food shoppers.
Annals of Behavioral Medicine, 2001, 23(2):88-100.

Anderson JV et al. 5-a-Day fruit and vegetable intervention improves consumption in a low income
population. Journal of the American Dietetic Association, 2001, 101(2):195-202.

Armitage CJ. Evidence that implementation intentions reduce dietary fat intake: a randomized trial. Health
Psychology, 2004, 23(3):319—323.

Auslander W et al. A controlled evaluation of staging dietary patterns to reduce the risk of diabetes

in African-American Women. Diabetes Care, 2002, 25(5):809—814.

Aziz KU et al. Efficacy of CVD risk factor modification in a lower-middle class community in Pakistan: the
Metroville Health Study. Asia-Pacific Journal of Public Health, 2003, 15(1):30—36.

Backman DR, Gonzaga GC. Media, festival, farmers/flea market, and grocery store interventions
(www.dhs.ca.gov/cdic/CPNS/casaday/default.htm, accessed May 2008).

Block G et al. A randomized trial of the Little by Little CD-ROM: demonstrated effectiveness in increasing
fruit and vegetable intake in a low-income population. Preventing Chronic Disease, 2004, 1(3):A08.

Brown BJ, Hermann JR. Cooking classes increase fruit and vegetable intake and food safety behaviors

in youth and adults. Journal of Nutrition Education and Behavior, 2005, 37(2):104-105.

Burke V et al. Physical activity and nutrition programs for couples: a randomized controlled trial.

Journal of Clinical Epidemiology, 2003, 56(5):421-432.

Burke V et al. Changes in cognitive measures in a randomized controlled trial of a health promotion program
for couples targeting diet and physical activity. American Journal of Health Promation, 2004, 18(4):300—311.
Burney J, Haughton B. EFNEP: A nutrition education program that demonstrates cost-benefit. Journal of the
American Dietetic Association, 2002, 102(1):39—45.

36

SUMMARY REPORT



37

SUMMARY REPORT

References

234.
235.
236.

237.

238.
239.
240.
241.

242.

243.
244.
245.
246.
247.
248.
249.
250.
251,
252.
253.
254.
255.
256.
257.
258.
259.
260.
261.
262.

263.
264.

Campbell MK et al. A tailored multimedia nutrition education pilot program for low-income women receiving
food assistance. Health Education Research, 1999, 14(2):257-267.

Carson JS, Hedl JJ. Smart Shoppers Tours: Outcome evaluation. Journal of Nutrition Education, 1998,
30(5):323-33L.

Coates RJ et al. The Women's Health Trial Feasibility Study in Minority Populations: Changes in dietary
intakes. American Journal of Epidemiology, 1999, 149(12):1104—1112.

Connell D, Goldberg JP, Folta SC. An intervention to increase fruit and vegetable consumption using audio
communications: in-store public service announcements and audiotapes. Journal of Health Communication,
2001, 6(1):31-43.

Cox DN et al. Take Five, a nutrition education intervention to increase fruit and vegetable intakes: Impact on
consumer choice and nutrient intakes. British Journal of Nutrition, 1998, 80(2):123—131.

De Bourdeaudhuij I, Brug J. Tailoring dietary feedback to reduce fat intake: an intervention at the family level.
Health Education Research, 2000, 15(4):449—-462.

de Nooijer J et al. Do implementation intentions help to turn good intentions into higher fruit intakes? Journal
of Nutrition Education and Behavior, 2006, 38(1):25—-29.

Delichatsios HK et al. Randomized trial of a "talking computer” to improve adults' eating habits. American
Journal of Health Promotion, 2001, 15(4):215—224.

Devine CM, Farrell TJ, Hartman R. Sisters in health: experiential program emphasizing social interaction
increases fruit and vegetable intake among low-income adults. Journal of Nutrition Education and Behavior,
2005, 37(5):265-270. 334

Diehl HA. Coronary risk reduction through intensive community-based lifestyle intervention: The Coronary
Health Improvement Project (CHIP) experience. American Journal of Cardiology, 1998, 82(Suppl.) :T83-T87.
Dunn PC et al. At-home nutrition education for parents and 5- to 8-year-old children: The HomePlate pilot
study. Journal of the American Dietetic Association, 1998, 98(7):807-80g9.

Dzator JA et al. A randomized trial of interactive group sessions achieved greater improvements in nutrition
and physical activity at a tiny increase in cost. Journal of Clinical Epidemiology, 2004, 57(6):610-619.

Elder JP et al. Results of language for health: cardiovascular disease nutrition education for Latino English-
as-a-second-language students. Health Education & Behavior, 2000, 27(1):50-63.

Englert et al. Rationale and design of the Rockford CHIP, a community-based coronary risk reduction program:
results of a pilot phase. Preventive Medicine, 2004, 38(4):432-441.

Evans AE, Sawyer-Morse. The right bite program: a theory-based nutrition intervention at a minority college
campus. Journal of the American Dietetic Association, 2002, 102(3 Suppl.):589-593.

Fitzgibbon ML, Gapstur SM, Knight SJ. Results of Mujeres Felices por ser Saludables: a dietary/breast health
randomized clinical trial for Latino women. Annals of Behavioral Medicine, 2004, 28(2):95-104.

Foley RM, Pollard CM. Food Cent$> Implementing and evaluating a nutrition education project focusing on
value for money. Australian and New Zealand Journal of Public Health, 1998, 22(4):494—-501.

Frable PJ, Dart L, Bradley PJ. Healthy Weigh (El camino saludable) phase 1: a retrospective critical examination
of program evaluation. Preventing Chronic Disease, 2006, 3(3):Ag8.

Goulet J et al. Effect of a nutritional intervention promoting the Mediterranean food pattern on plasma lipids,
lipoproteins and body weight in healthy French-Canadian women. Atherosclerosis, 2003, 170(1):115—124.
Haire-Joshu D et al. A community outreach partnership to improve the diet of African Americans. American
Journal of Health Behavior, 2001, 25:140-146.

Haire-Joshu D et al. Improving dietary behavior in African Americans: the Parents As Teachers High 5, Low
Fat Program. Preventive Medicine, 2003, 36(6):684-691.

Hartman TJ et al. Results of a community-based low-literacy nutrition education program. Journal of
Community Health, 1997, 22(5):325—341.

Havas S et al. Factors associated with fruit and vegetable consumption among women participating in WIC.
Journal of the American Dietetic Association, 1998, 98(10):1141-1148.

Havas S et al. Final results of the Maryland WIC 5-A-Day Promotion Program. American Journal of Public
Health, 1998, 88(8):1161-1167.

Hopper CA et al. The effects of a family fitness program on the physical activity and nutrition behaviors of
third-grade children. Research Quarterly for Exercise and Sport, 2005, 76(2):130-139.

Howard-Pitney B et al. The Stanford Nutrition Action Program: a dietary fat intervention for low-literacy
adults. American Journal of Public Health, 1997, 87(12):1971-1976.

Kellar I, Abraham C. Randomized controlled trial of a brief research-based intervention promoting fruit and
vegetable consumption. British Journal of Health Psychology, 2005, 10(Pt 4):543—558.

Kiyu A et al. Evaluation of the Healthy Village program in Kapit district, Sarawak, Malaysia. Health Promotion
International, 2006, 21(1):13-18.

Kristal AR et al. A randomized trial of a tailored, self-help dietary intervention: The puget sound eating
patterns study. Preventive Medicine, 2000, 31(4):380-389.

Kuller LH et al. Women's Healthy Lifestyle Project: A randomised clinical Trial. Circulation, 2001, 103:32-44.
Leslie E et al. Engagement and retention of participants in a physical activity website. Preventive Medicine,
2005, 40(1):54-59.



References

265.
266.
267.
268.
269.

270.

271.

272.

273.

274.

275.

276.

277.

278.
279.
280.

281.

282.

283.

284.
285,

286.

287.
288.
28g.
290.
291.
292.

293.

Lutz SF et al. Innovative newsletter interventions improve fruit and vegetable consumption in healthy adults.
Journal of the American Dietetic Association, 1999, 99(6):705-709.

Marcus AC et al. Increasing fruit and vegetable consumption among callers to the CIS: results from a
randomized trial. Preventive Medicine, 1998, 27(5 Pt 2):516-528.

Marcus AC et al. A randomized trial of a brief intervention to increase fruit and vegetable intake: a
replication study among callers to the CIS. Preventive Medicine, 2001, 33(3):204—216.

Maskens A. Potential use of the Web to improve dietary habits? the ECP Diet Web-1 Project. /ARC
Scientific Publications, 2002, 156:15-16.

McCoy MR et al. Evaluating an internet weight loss program for diabetes prevention. Health Promotion
International, 2005, 20(3):221-228.

McKay HG et al. The diabetes network internet-based physical activity intervention: a randomized

pilot study. Diabetes Care, 2001, 24(8):1328-1334.

Merom D et al. Process evaluation of the New South Wales Walk Safely to School Day. Health Promotion
Journal of Australia, 2005, 16(2):100-106.

Miller SL, Reber RJ, Chapman-Novakofski K. Prevalence of CVD risk factors and impact of a two-year
education program for premenopausal women. Women's Health Issues, 2001, 11(6):486—-493.

Mohan V et al. Community Empowerment? A successful model for prevention of non-communicable
diseases in India? the Chennai Urban Population Study (CUPS-17). Journal of the Association of Physicians
of India, 2006, 54:858-862.

Napolitano MA et al. Evaluation of an internet-based physical activity intervention: a preliminary
investigation. Annals of Behavioral Medicine, 2003, 25(2):92-99.

O’Loughlin J et al. Coeur en santé St-Henri? a heart health promotion programme in Montreal, Canada:
design and methods for evaluation. Journal of Epidemiology, 1995, 49:495-502.

Papadaki A, Scott JA. The Mediterranean Eating in Scotland Experience project: Evaluation of an Internet-
based intervention promoting the Mediterranean diet. British Journal of Nutrition, 2005, 94(2):290-298.
Pate RR et al. Evaluation of a community-based intervention to promote physical activity in youth: lessons
from Active Winners. American Journal of Health Promotion, 2003, 17(3):171—182.

Ronda G et al. The Dutch Heart Health community intervention ‘Hartslag Limburg': results of an

effect study at individual level. Health Promotion International, 2004, 19(1):21-31.

Ronda G et al. The Dutch heart health community intervention ‘Hartslag Limburg': results of an effect
study at organizational level. Public Health, 2005, 119(5):353—-360.

Rovniak LS et al. Enhancing theoretical fidelity: an e-mail-based walking program demonstration.

American Journal of Health Promotion, 2005, 20(2):85-95.

Rowley KG et al. Improvements in circulating cholesterol, antioxidants, and homocysteine after dietary
intervention in an Australian Aboriginal community. American Journal of Clinical Nutrition, 2001,
74(4):442-448.

Sadler MJ et al. Healthy Heart Store Tours? A useful communication tool? Nutrition Bulletin, 2003,
28(2):179-186.

Sauer ML et al. The Kate B. Reynolds smoking education lifestyle fitness improvement program: Preventing
and reducing chronic disease in low-income North Carolina communities. North Carolina Medical Journal,
2006, 67(4):317-323.

Simkin-Silverman LR et al. Lifestyle intervention can prevent weight gain during menopause: results from a
5-year randomized clinical trial. Annals of Behavioral Medicine, 2003, 26(3):212—220.

Simkin-Silverman LR et al. Prevention of cardiovascular risk factor elevations in healthy premenopausal
women. Preventive Medicine, 1995, 24(5):509-517.

Spittaels H, De Bourdeaudhuij I, Vandelanotte C. Evaluation of a website-delivered computer-tailored
intervention for increasing physical activity in the general population. Preventive Medicine, 2006,

Epub Dec 2g.

Staten LK et al. Pasos Adelante: the effectiveness of a community-based chronic disease prevention
program. Preventing Chronic Disease, 2005, 2(1):A18.

Stevens VJ et al. Randomized trial of a brief dietary intervention to decrease consumption of fat and
increase consumption of fruits and vegetables. American Journal of Health Promotion, 2002, 16(3):129—134.
Stevens VJ et al. One-year results from a brief, computer-assisted intervention to decrease consumption of
fat and increase consumption of fruits and vegetables. Preventive Medicine, 2003, 36(5):594—600.

Tate DF, Wing RR, Winett RA. Using Internet technology to deliver a behavioral weight loss program. Journal
of the American Medical Association. 2001, 285(9):1172—1177.

Tufano JT Karras BT. Mobile eHealth interventions for obesity: a timely opportunity to leverage convergence
trends. Journal of Medical Internet Research, 2005, 7(5):e58.

Wen LM et al. Promoting physical activity in women: evaluation of a 2-year community-based intervention
in Sydney, Australia. Health Promotion International, 2002, 17(2):127-137.

Winkleby MA et al. Predicting achievement of a low fat diet: a nutrition intervention for adults with low
literacy skills. Preventive Medicine, 1997, 26(6):874—882.

38

SUMMARY REPORT



39

SUMMARY REPORT

References

294.

295.
296.

297.

298.
299.
300.

301.

302.
303.
304.

305.

306.
307.
308.
300.

310.

311.

312.
313.
314.
315.

316.

317.

318.
319.
320.

321.

322.

Wylie-Rosett J et al. Computerized weight loss intervention optimizes staff time: the clinical and cost results
of a controlled clinical trial conducted in a managed care setting. Journal of the American Dietetic
Association, 2001, 101:1155-1162.

Yajima S et al. Effectiveness of a community leaders’ programme to promote healthy lifestyles in Tokyo, Japan.
Health Promotion International, 2001, (3):235—43.

Yancey AK et al. Challenges in improving fitness: results of a community-based, randomized, controlled
lifestyle change intervention. Journal of Women’s Health, 2006, 15(4):412-429.

INTERVENT Lifestyle Management and Chronic Disease Risk Reduction Programs. Abstracts presented at
national/international scientific meetings: 1998—-2006
(www.interventusa.com/research/2006%20JUNE%20ABSTRACT%20SUMMARY%20LISTING.pdf).

Aittasalo M et al. A randomized intervention of physical activity promotion and patient self-monitoring in
primary health care. Preventive Medicine, 2006, 42(1):40—46.

Albright CL et al. Incorporating physical activity advice into primary care: Physician- delivered advice within
the activity counseling trial. American Journal of Preventive Medicine, 2000,18(3):225-234.

Anderson GL et al. Implementation of the Women's Health Initiative study design. Annals of Epidemiology,
2003, 13(9 Suppl.):S5-S17.

Baker AH, Wardle J. Increasing fruit and vegetable intake among adults attending colorectal cancer screening:
the efficacy of a brief tailored intervention. Cancer Epidemiology, Biomarkers & Prevention, 2002,
11(2):203—206.

Becker DM et al. Impact of a community-based multiple risk factor intervention on cardiovascular risk in
black families with a history of premature coronary disease. Circulation, 2005, 111(10):1298-1304.

Beresford SA et al. A dietary intervention in primary care practice: the Eating Patterns Study. American Journal
of Public Health, 1997, 87(610):616.

Bowen DB et al. Results of an adjunct dietary intervention program in the Women's Health Initiative. Journal
of the American Dietetic Association, 2002, 102(11):1631-1637.

Beresford SA et al. Low fat dietary pattern and risk of colorectal cancer: the Women'’s Health Initiative
Randomised Controlled Dietary Modification Trial. Journal of the American Medical Association, 2006,
295(6):643-654.

Buijs R et al. Promoting participation: evaluation of a health promotion program for low income seniors.
Journal of Community Health Nursing, 2003, 20(2):93-107.

Calfas KJ et al. A controlled trial of physician counseling to promote the adoption of physical activity.
Preventive Medicine, 1996, 25(3):225-233.

Cavani V et al. Effects of a 6-week resistance training program on functional fitness of older adults. Journal
of Aging and Physical Activity, 2002, 10:443-452.

Delichatsios H et al. EatSmart: Efficacy of a multifaceted preventive nutrition intervention in clinical practice.
Preventive Medicine, 2001, 33(2):91-98.

Dowell AC et al. Prevention in practice: results of a 2-year follow-up of routine health promotion interventions
in general practice. Family Practice, 1996, 13(4):357-362.

Eakin EG et al. Physical activity promotion in primary care: bridging the gap between research and practice.
American Journal of Preventive Medicine, 2004, 27(4):297-303.

Elley CR et al. Effectiveness of counselling patients on physical activity in general practice: cluster
randomised controlled trial. British Medical Journal, 2003, 326(7393):793.

Elley R et al. Cost-effectiveness of physical activity counselling in general practice. New Zealand Medical
Journal, 2004, 117(1207):U1216.

Emmons KM et al. Cancer prevention among working class, multiethnic adults: results of the healthy
directions-health centers study. American Journal of Public Health, 2005, 95(7):1200-1205.

Emmons KM et al. Project PREVENT: a randomized trial to reduce multiple behavioral risk factors for colon
cancer. Cancer Epidemiology, Biomarkers & Prevention, 2005, 14(6):1453-1459.

Ettner SL. The relationship between continuity of care and the health behaviors of patients: does having a
usual physician make a difference? Medical Care, 1999, 37(6):547-555.

Field K et al. Strategies for reducing coronary risk factors in primary care: which is most cost effective? British
Medical Journal, 1995, 310:1109—-1112.

Fries E et al. Randomized trial of a low-intensity dietary intervention in rural residents: The rural physician
cancer prevention project. American Journal of Preventive Medicine, 2005, 28(2):162-168.

Fries E et al. A self-help intervention to change patient dietary behavior in rural communities. Journal of
Clinical Outcomes Management, 2005, 12(4):180-183.

Green BB et al. Effectiveness of telephone support in increasing physical activity levels in primary care
patients. American Journal of Preventive Medicine, 2002, 22(3):177-183.

Herbert JR et al. A dietitian-delivered group nutrition program leads to reductions in dietary fat, serum
cholesterol, and body weight: the Worcester-Area Trial for Counselling in Hyperlipidaemia (WATCH). Journal
of the American Dietetic Association, 1999, 99(5):544—552.

Hillsdon M et al. Advising people to take more exercise is ineffective: a randomized controlled trial of physical
activity promotion in primary care. International Journal of Epidemiology, 2002, 31(4):808-815.



References

323.

324.

325.

326.

327.

328.

329.
330.
331
332.
333.
334.
335.
336.
337
338.
339.
340.
341
342.

343.

344.

345.

346.
347

348.

349.

350.

Hopkins S et al. Differences in eating pattern labels between maintainers and non-maintainers in the
women's health initiative. Journal of Nutrition Education & Behavior, 2001, 33(5):278—283.

Howard BV et al. Low fat dietary pattern and risk of colorectal cancer: the Women's Health Initiative
Randomised Controlled Dietary Modification Trial. Journal of the American Medical Association, 2006, 295
(6):639-649.

Howard BV et al. Low fat dietary pattern and risk of cardiovascular disease: the Women's Health Initiative
Randomised Controlled Dietary Modification Trial. Journal of the American Medical Association, 2006,
295(6):655-666.

Hunt JR et al. Physician recommendations for dietary change: their prevalence and impact in a
population-based sample. American Journal of Public Health, 1995, 85(5):722-726.

Hunt MK et al. Process evaluation of a clinical preventative nutrition intervention. Preventive Medicine,
2001, 33(2 Pt 1):82—9o0.

Huxley RR et al. Effect of dietary advice to increase fruit and vegetable consumption on plasma flavonol
concentrations: results from a randomised controlled intervention trial. Journal of Epidemiology and
Community Health, 2004, 58(4):288-289.

Jacobs AD et al. Effects of a tailored follow-up intervention on health behaviors, beliefs, and attitudes.
Journal of Women's Health (2002), 2004, 13(5):557-568.

Jilcott SB et al. Implementing the WISEWOMAN program in local health departments: Staff attitudes,
beliefs, and perceived barriers. Journal of Women's Health, 2004, 13(5):598-606.

John JH et al. Effects of fruit and vegetable consumption on plasma antioxidant concentrations and blood
pressure: a randomised controlled trial. Lancet, 2002, 359:1969-1974.

John JH et al. Does stage of change predict outcome in a primary-care intervention to encourage

an increase in fruit and vegetable consumption? Health Education Research, 2003, 18(4):429-438.

John JH, Ziebland S. Reported barriers to eating more fruit and vegetables before and after participation

in a randomised controlled trial: a qualitative study. Health Education Research, 2004, 19(2):165-174.
Kearney MH et al. Influences on older women's adherence to a low fat diet in the Women's

Health Initiative. Psychosomatic Medicine, 2002, 64(3):450-457.

Kerse N et al. Is physical activity counseling effective for older people? A cluster randomized,

controlled trial in primary care. Journal of the American Geriatrics Society, 2005, 53(11):1951-1956.
Langer RD et al. The women's health initiative observational study: Baseline characteristics of participants
and reliability of baseline measures. Annals of Epidemiology, 2003, 13(9 Suppl.):S107-S121.

Langham S et al. Costs and cost effectiveness of health checks conducted by nurses in primary care: the
Oxcheck study. British Medical Journal, 1996, 312:1265-1268.

Lazovich D et al. Implementing a dietary intervention in primary care practice: a process evaluation.
American Journal of Health Promotion, 2000, 15(2):118-125.

Lobb R et al. Implementation of a cancer prevention program for working class, multiethnic populations.
Preventive Medicine, 2004, 38(6):766-776.

Long BJ et al. A multi-site field test of the acceptability of physical activity counseling in primary care:
Project PACE. American Journal of Preventive Medicine, 1996, 12(2):73-81.

Marcus BH et al. Training physicians to conduct physical activity counseling. Preventive Medicine, 1997,
26(3):382-388.

Mayer-Davis EJ et al. Pilot study of strategies for effective weight management in type 2 diabetes: Pounds
Off with Empowerment (POWER). Family & Community Health, 2001, 24(2):27-35.

Mayer-Davis EJ et al. Pounds off with empowerment (POWER): a clinical trial of weight management
strategies for black and white adults with diabetes who live in medically underserved rural communities.
American Journal of Public Health, 2004, 94(10):1736-1742.

Neumark SD, Kaufmann NA, Berry EM. Physical activity within a community-based weight control program:
program evaluation and predictors of success. Public Health Reviews, 1995, 23(3):237—251.

Ockene IS et al. Effect of training and a structured office practice on physician-delivered nutrition
counseling: the Worcester-Area Trial for Counseling in Hyperlipidemia (WATCH). American Journal

of Preventive Medicine, 1996, 12(4):252—258.

O'Halloran P et al. Effect of health lifestyle pattern on dietary change. American Journal of Health
Promotion, 2001, 16(1):27-33.

Patterson RE. Dietary adherence in the women's health initiative dietary modification trial. Journal of the
American Dietetic Association, 2004, 104(4):654—-658.

Patterson RE et al. Changes in food sources of dietary fat in response to an intensive low fat dietary
intervention: early results from the Women's Health Initiative. Journal of the American Dietetic Association,
2003, 103(4):454-460.

Prentice RL et al. Low fat dietary pattern and risk of invasive cancer: the Women'’s Health Initiative
Randomised Controlled Dietary Modification Trial. Journal of the American Medical Association, 2006,
295(6):629-642.

Pritchard DA, Hyndman J, Taba F. Nutritional counselling in general practice: a cost-effective analysis.
Journal of Epidemiology & Community Health, 1999, 53:311-316.

40

SUMMARY REPORT



41

SUMMARY REPORT

References

351
352.
353.
354.
355.
356.

357

358.

359-

360.
361.
362.
363.

364.
365.

366.

367.
368.

369.

370.

371.

372.

373-
374.
375-

376.

377-

378.
379-
380.
381.

382.

Redman S et al. Is the Australian National Heart Foundation programme effective in reducing cholesterol
levels among general practice patients? Health Promotion International, 1995, 10(4):293—303.

Ritenbaugh C et al. The Women's Health Initiative dietary modification trial: Overview and baseline
characteristics of participants. Annals of Epidemiology, 2003, 13(9 Suppl.):587-S97.

Rosamond WD et al. Cardiovascular disease risk factor intervention in low-income women: The North
Carolina WISEWOMAN Project. Preventive Medicine, 2000, 31:370-379.

Sacerdote C et al. Randomized controlled trial: Effect of nutritional counselling in general practice.
International Journal of Epidemiology, 2006, 35(2):409-415.

Salminen M et al. Effects of a controlled family-based health education/counseling intervention. American
Journal of Health Behavior, 2005, 29(5):395-406.

Staten LK et al. Provider counseling, health education, and community health workers: The Arizona
WISEWOMAN project. Journal of Women's Health, 2004, 13(5):547-556.

Steptoe A et al. Behavioural counselling in general practice for the promotion of healthy behaviour among
adults at increased risk of coronary heart disease: randomised trial. British Medical Journal, 1999,
319(7215):943-947.

Steptoe A et al. Behavioural counselling to increase consumption of fruit and vegetables in low income adults:
randomized trial. British Medical Journal, 2003, 326(7394):855.

Steptoe A et al. The impact of behavioral counseling on stage of change in fat intake, physical activity, and
cigarette smoking in adults at increased risk of coronary heart disease. American Journal of Public Health,
2001, 91(2):265-269.

Stolley MR, Fitzgibbon ML. Effects of an obesity prevention program on the eating behavior of African
American mothers and daughters. Health Education & Behavior, 1997, 24(2):152—164.

Swinburn et al. The green prescription: a novel way of increasing uptake of physical activity. New Zealand
Public Health Report, 1998, 5(4):25—26.

van Sluijs EM et al. Feasibility and acceptability of a physical activity promotion programme in general
practice. Family Practice, 2004, 21(4):429—436.

Walker Z et al. Health promotion for adolescents in primary care: randomised controlled trial. British Medical
Journal, 2002, 325(7363):524.

Green Prescription online (www.sparc.org.nz/getting-active/green-prescription/overview).

Imperial Cancer Research Fund OXCHECK Study Group. Effectiveness of health checks conducted by nurses
in primary care: final results of the OXCHECK study. British Medical Journal, 1995, 310(6987):1099—-1104.
PACE online (www.paceproject.org), accessed May 2007.

WISEWOMAN online (www.cdc.gov/wisewoman)).

Hageman PA, Walker SN, Pullen CH. Tailored versus standard internet-delivered interventions to promote
physical activity in older women. Journal of Geriatric Physical Therapy (2001), 2005, 28(1):28-33.

Jette AM et al. A home-based exercise program for nondisabled older adults. Journal of the American
Geriatrics Society, 1996, 44:644-649.

Johnson DB et al. Increasing fruit and vegetable intake in homebound elders: The Seattle Seniors Farmers'
Market Nutrition Pilot Program. Preventing Chronic Disease, 2004, 1(1):1-g.

Kolbe-Alexander TL, Lambert EV, Charlton KE. Effectiveness of a community based low intensity exercise
program for older adults. Journal of Nutrition, Health & Aging, 2006, 10:21-29.

Li IC. The effectiveness of a health promotion programme for the low-income elderly in Taipei, Taiwan. Journal
of Community Health, 2004, 29(6):511-525.

Martel GF et al. Strength training normalizes resting blood pressure in 65- to 73-year-old men and women
with high normal blood pressure. Journal of the American Geriatrics Society, 1999, 47:1215-1221.

Miszko TA et al. Effect of strength and power training on physical function in community-dwelling older
adults. Journals of Gerontology. Series A, Biological Sciences and Medical Sciences, 2003, 58:171-175.
Munro JF et al. Cost-effectiveness of a community based exercise programme in over 65 year olds: cluster
randomised trial. Journal of Epidemiology & Community Health, 2004, 58:1004—-1010.

Nelson ME et al. The effects of multidimensional home-based exercise on functional performance in elderly
people. Journals of Gerontology. Series A, Biological Sciences and Medical Sciences, 2004, 59:154-160.
Ourania M et al. Effects of a physical activity program. The study of selected physical abilities among elderly
women. Journal of Gerontological Nursing, 2003, 29:50-55.

Phelan EA et al. Outcomes of a community-based dissemination of the health enhancement program. Journal
of the American Geriatrics Society, 2002, 50:1519—1524.

Schaller KJ. Tai Chi Chih: an exercise option for older adults. Journal of Gerontological Nursing, 1996,
22:12-17.

Shin Y. The effects of a walking exercise program on physical function and emotional state of elderly Korean
women. Public Health Nursing, 1999, 16:146-154.

Smith LT et al. Qualitative assessment of participant utilization and satisfaction with the Seattle Senior
Farmers' Market Nutrition Pilot Program. Preventing Chronic Disease, 2004, 1(1):A06.

Stewart AL et al. Physical activity outcomes of CHAMPS II: a physical activity promotion program for older
adults. Journals of Gerontology. Series A, Biological Sciences and Medical Sciences, 2001, 56:M465-M470.



383.

384.
385.
386.
387.
388.

389.

390.

391.
392.

393.
394
395.

396.

References

Wilcox S et al. Results of the first year of active for life: translation of 2 evidence-based physical activity
programs for older adults into community settings. American Journal of Public Health, 2006,
96(7):1201-1209.

Campbell MK et al. Fruit and vegetable consumption and prevention of cancer: the Black Churches United
for Better Health project. American Journal of Public Health, 1999, 89(9):1390-1396.

Campbell MK et al. Improving multiple behaviors for colorectal cancer prevention among African American
church members. Health Psychology, 2004, 23(5):492—-502.

Campbell MK et al. The North Carolina Black Churches United for Better Health Project: intervention and
process evaluation. Health Education & Behavior, 2000, 27(2):241-253.

Campbell MK et al. Stages of change and psychosocial correlates of fruit and vegetable consumption among
rural African-American church members. American Journal of Health Promation, 1998, 12(3):185-191.
Fitzgibbon ML et al. Results of a faith-based weight loss intervention for black women. Journal of the
National Medical Association, 2005, 97(10):1393-1402.

Kennedy BM et al. A pilot church-based weight loss program for African-American adults using church
members as health educators: a comparison of individual and group intervention. Ethnicity & Disease, 2005,
15(3):373-378.

Resnicow K et al. Body and Soul. A dietary intervention conducted through African-American churches.
American Journal of Preventive Medicine, 2004, 27(2):97-105.

Resnicow K et al. Results of the healthy body healthy spirit trial. Health Psychology, 2005, 24(4):339—348.
Resnicow K et al. A motivational interviewing intervention to increase fruit and vegetable intake through
Black churches: results of the Eat for Life trial. American Journal of Public Health, 2001, 91(10):1686-1693.
Samuel-Hodge CD et al. A church-based diabetes self-management education program for African
Americans with type 2 diabetes. Preventing Chronic Disease, 2006, 3(3):A93.

Simmons D et al. Tale of two churches: differential impact of a church-based diabetes control programme
among Pacific Islands people in New Zealand. Diabetic Medicine, 2004, 21(2):122-128.

Wilcox S et al. Increasing physical activity among church members: community-based participatory research.
American Journal of Preventive Medicine, 2007, 32(2):131-138.

Yanek LR et al. Project Joy: Faith based cardiovascular health promotion for African American women.
Public Health Report, 2001, 116(Suppl. 1):68-81.

42

SUMMARY REPORT



978 92 4 159824 8

SRS " Ba32L0





