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Objectives. In light of the alarming increase in childhood obesity and lack of
evidence for the effectiveness of school programs, we studied the effects of
school programs in regard to preventing excess body weight.

Methods. In 2003, we surveyed 5200 grade 5 students along with their parents
and school principals. We measured height and weight, assessed dietary intake,
and collected information on physical and sedentary activities. We compared
excess body weight, diet, and physical activity across schools with and without
nutrition programs using multilevel regression methods while adjusting for gender
and socioeconomic characteristics of parents and residential neighborhoods.

Results. Students from schools participating in a coordinated program that
incorporated recommendations for school-based healthy eating programs exhibited
significantly lower rates of overweight and obesity, had healthier diets, and reported
more physical activities than students from schools without nutrition programs.

Conclusions. Our finding that school programs are effective in preventing
childhood obesity supports the need for broader implementation of successful
programs, which will reduce childhood obesity and, in the longer term, comor-
bid conditions and health care spending. (Am J Public Health. 2005;95:432–435.
doi:10.2105/AJPH.2004.045898)
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quality, involving large numbers of participants
in appropriate settings.”16(p73)

In our study, we evaluated the effectiveness
of school programs in regard to preventing
overweight and obesity, improving dietary
quality, and increasing physical activity. This
population-based investigation involved a large
number of participants from the relatively ho-
mogeneous Canadian province of Nova Scotia,
where more than 95% of elementary school
children attend similarly funded public schools.

METHODS

The Survey
The 2003 Children’s Lifestyle and School-

Performance Study (CLASS) was a large
study of 5th-grade students, their parents, and
their school principals. Of the 291 public
schools in the province of Nova Scotia with
grade 5 classes, 282 (96.9%) participated by
completing a short survey and distributing a
consent form and questionnaire to parents of
all 5th-grade students. Parental consent was
obtained for 5517 students, resulting in an
average response rate of 51.1% per school.

CLASS representatives visited these schools
to administer a slightly modified version of
the Harvard Youth Adolescent Food Fre-
quency Questionnaire (YAQ),17 along with an
additional survey on physical and sedentary
activities, and to measure the heights and
weights of participating students.

Comparisons of School Prevention
Programs

We compared excess body weight, diet, and
physical activity across schools with and with-
out nutrition programs. Information on these
programs was available through a survey on
general school characteristics that was com-
pleted by the principals of 279 of the 282
(98.9%) participating schools. We created 2
categories of schools with nutrition programs.
The first included schools reporting that they
had policies or practices in place to offer
healthy menu alternatives. The second in-
cluded 7 schools that are part of a coordi-
nated program incorporating aspects of each
of the CDC recommendations for school-
based healthy eating programs.13 This initia-
tive began in 1997 and developed into the

A major public health crisis facing today’s
youth is the pandemic increase in excess
body weight.1,2 In the United States, over the
past 4 decades, childhood obesity rates have
increased 3- to 4-fold and are moderately
higher than the rates in Canada, Australia,
and Europe.2–5 Excess body weight has a
negative impact on self-esteem and con-
tributes to a spectrum of comorbidities, such
as hypertension, type 2 diabetes, cardiovascu-
lar disease, and multiple cancers, that result
in diminished quality of life and life expect-
ancy and account for billions of dollars in
health care spending.6–11

Insufficient physical activity and poor nutri-
tion due to the consumption of calorie-dense
foods are acknowledged as primary mecha-
nisms underlying the rise in excess body
weight.12 Physical activity and nutrition are
therefore the primary foci of health promotion
initiatives aimed at preventing or reducing
childhood overweight and obesity.12 The Cen-
ters for Disease Control and Prevention (CDC)
has issued guidelines for school programs
aimed at promoting physical activity and
healthy eating.13,14 The CDC guidelines for
healthy eating programs include recommenda-
tions regarding school policies, curriculums, in-
structions to students, integration of school
food services and nutrition education, staff
training, family and community involvement,
and program evaluation.13 In practice, school
programs vary considerably as a result of dif-
ferences in content, community involvement,
financial support, and delivery. Thus, the effec-
tiveness of such programs varies and is cur-
rently not well established.15,16 To support evi-
dence-based health policies promoting broader
implementation of successful programs, it is
crucial to establish the effectiveness of school
programs. In this respect, there have been
calls to “identify methods and materials for
evaluating effectiveness,”13(p23) as well as ac-
knowledgment of “the need for well-designed
studies”15(p149) that are of “good methodological
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Annapolis Valley Health Promoting Schools
Project (AVHPSP), currently funded by Health
Canada through the Canadian Diabetes Strat-
egy. Details on this intensive and multifaceted
program are available elsewhere.18

Assessment of Dietary Intake
and Quality

The YAQ provides detailed information on
the frequency and kinds of foods that students
consume. On the basis of this information, one
can calculate students’ intake of foods from
recommended food groups. Furthermore, on
the basis of this information and information
on the nutrient composition of foods,19 one
can assess students’ nutrient and calorie in-
takes. In the present study, we focused on 3
critical dietary measures: (1) number of daily
servings of fruits and vegetables, (2) percent-
age of calorie intake from dietary fat, and
(3) a summary measure of overall dietary
quality. In the case of the latter measure, we
applied the Diet Quality Index-International, a
summary instrument that encompasses dietary
adequacy, variety, moderation, and balance.20

Of the 5517 children whose parents pro-
vided informed consent, 5200 completed
the YAQ. We excluded 234 children (4.5%)
with reported energy intakes of less than
500 kcal (2092 kJ) or more than 5000 kcal
(20920 kJ) per day.21

Assessment of Physical and Sedentary
Activities

We assessed participation in physical and
sedentary activities using the student survey,
which was completed by 5197 children. Phys-
ical activity was defined as reported weekly
number of engagements in organized sports
and leisure time physical activities. Sedentary
activity was defined as daily number of hours
watching television, using the computer, and
playing video games.

Assessment of Overweight and Obesity
We defined overweight and obesity using

the international body mass index cutoff points
established for children and youth.22 These
cutoffs are based on health-related adult defini-
tions of overweight (more than 25 kg/m2) and
obesity (more than 30 kg/m2); however, they
have been adjusted to age- and gender-specific
categories for use with children.22

Public schools in Nova Scotia are adminis-
tered through 7 school boards, one of which
did not allow height and weight measure-
ments to be taken. Therefore, 4298 children
were available for the analyses of overweight
and obesity.

Statistical Analysis
We used multilevel regression methods to

examine the effects of school programs on the
following outcomes: overweight, obesity, fruit
and vegetable consumption, fat intake, dietary
quality, and participation in physical and sed-
entary activities. We considered school pro-
gram as a contextual factor and treated it as
a second-level covariate.23,24 Overweight, obe-
sity, and physical and sedentary activities
were treated as first-level binary outcomes in
the multilevel logistic regression analyses, for
which we calculated odds ratios and 95%
confidence intervals.

Square-root-transformed number of fruit
and vegetable servings, percentage of energy
intake from fat, and dietary quality score
were normally distributed and were consid-
ered as first-level outcomes in the multilevel
linear regression analysis. To facilitate inter-
pretation of our findings, we exponentiated
the resulting beta coefficients to represent
“relative increments” or “relative risks” of
school programs associated with (1) a quad-
ratic increment in consumption of fruits and
vegetables, (2) a 1% increment in energy
from fat, and (3) a 10% increment in dietary
quality score.25 All analyses were adjusted for
gender, area of residence (urban or rural),
and parental education and income as first-
level covariates and neighborhood income as
a second-level covariate. Analyses focusing on
dietary outcomes were further adjusted for
energy intake.21 We considered missing co-
variate categories as separate categories, but
we do not present their estimated values.

Response Weights
Calculations of response weights to over-

come nonresponse bias were based on postal
code–level estimates of household income,
which were available through the Canada
census for both participating and nonpartici-
pating 5th-grade students. Because response
rates in the lowest income deciles appeared
slightly lower, we weighted our analyses.

However, because the software used in this
study did not allow weighting to be applied
to multilevel logistic regression analyses, we
did not weight these analyses. Unilevel logis-
tic regression analyses had demonstrated that
weighting only marginally affected the magni-
tude of the risk estimates of interest. All
analyses were performed with the S-Plus and
HLM programs.26,27

RESULTS

Of the 5200 grade 5 students who com-
pleted the YAQ, 3656 (70.3%) attended one
of the 199 study schools without a nutrition
program, 1350 (26.0%) attended one of the
73 schools with a nutrition program, and 133
(2.6%) attended one of the 7 schools partici-
pating in the AVHPSP. Table 1 presents char-
acteristics of students from these 3 sets of
schools. Students from schools that are part of
the AVHPSP exhibited lower rates of over-
weight and obesity and had better dietary
habits in terms of higher consumption of
fruits and vegetables, less calorie intake from
fat, and higher dietary quality index scores.
Also, these students reported more participa-
tion in physical activities and less participa-
tion in sedentary activities. Characteristics of
students from schools without a nutrition pro-
gram and students from schools with a nutri-
tion program (other than the AVHPSP) were
similar (Table 1).

Table 2 presents data on the differences be-
tween students from schools with a nutrition
program and students from schools that are
part of the AVHPSP relative to students from
schools without a nutrition program. Rates of
overweight and obesity among students from
schools that are part of the AVHPSP were sig-
nificantly lower than rates among students
from schools without a nutrition program.
Also, students from AVHPSP schools reported
more consumption of fruits and vegetables,
better dietary quality, and less fat intake, al-
though the latter did not reach statistical sig-
nificance. Furthermore, this group of students
reported more participation in physical activi-
ties and less in sedentary activities, but these
differences were also not statistically signifi-
cant. Overweight and obesity rates among stu-
dents from schools with a nutrition program
were somewhat lower than those of students
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TABLE 1—Body Weight, Diet, and Activities of Grade 5 Students in Nova Scotia, Canada,
by School Program Category

No Program Nutrition Program AVHPSP Program

Overweight, % 32.8 34.2 17.9

Obese, % 9.9 10.4 4.1

Mean no. of fruit/vegetable servings per day 5.7 5.8 6.7

Calories from fat, % 30.3 30.3 29.4

Overall diet quality, index score 62.3 62.1 64.5

Physical activity, %

≤ 3 times/wk 21.9 24.6 19.9

4–6 times/wk 33.5 32.3 35.4

≥ 7 times/wk 44.5 43.1 44.7

Sedentary activities, %

≤ 3 h/d 49.9 50.6 56.6

4–6 h/d 29.5 28.5 27.8

≥ 7 h/d 20.6 20.9 15.6

Note. AVHPSP = Annapolis Valley Health Promoting Schools Project. The overweight category includes obesity. All estimates are
weighted for nonresponse bias.

TABLE 2—Effects of School Programs on Excess Body Weight, Diet, and Activities Among
Grade 5 Students

Nutrition Program AVHPSP Program
OR or RR (95% CI) OR or RR (95% CI)

Overweight (relative to normal weight)a 0.91 (0.77, 1.09) 0.41 (0.32, 0.53)

Obesity (relative to normal weight)a 0.85 (0.63, 1.15) 0.28 (0.14, 0.57)

Fruit and vegetable consumptionb 1.03 (0.98, 1.08) 1.23 (1.07, 1.40)

Fat consumptionb 0.98 (0.67, 1.43) 0.36 (0.11, 1.13)

Overall diet qualityb 1.03 (0.96, 1.10) 1.29 (1.11, 1.50)

Physical activities (≤ 3 times per week)a 1.12 (0.94, 1.34) 0.79 (0.44, 1.42)

Sedentary activities (≥ 7 hours per day)a 0.96 (0.79, 1.15) 0.74 (0.41, 1.32)

Note. AVHPSP = Annapolis Valley Health Promoting Schools Project. Odds ratios (ORs) and relative risks (RRs) are adjusted for
differences in gender, urban or rural residency, parental education, and parental and neighborhood income. RRs are further
adjusted for energy intake and weighted for nonresponse bias. The reference category for all outcomes is students from
schools without a nutrition program. The overweight category includes obesity.
aOR from multilevel logistic regression of overweight, obesity, and physical and sedentary activities.
bRR (or relative increment) from multilevel linear regression representing the association of school programs with a quadratic
increase in consumption of fruit and vegetables, an increase of 1% of energy from fat, or a 10% increase in diet quality score.

from schools without a program, but not sig-
nificantly so. Diet and activities were similar
among students from schools with and with-
out a nutrition program (Table 2).

DISCUSSION

School-based healthy eating and physical
activity programs provide a great opportunity
to enhance the future health and well-being
of children because they can reach almost all
children and may (1) enhance learning and

provide social benefits, (2) enhance health
during critical periods of growth and matura-
tion, (3) lower the risk for chronic diseases in
adulthood, and (4) help to establish healthy
behaviors at an early age that will lead to life-
long healthy habits.28 The effectiveness of
school-based healthy eating and physical ac-
tivity programs is critical to evidence-based
health policy and to justify broader imple-
mentation of successful programs. However,
because only a limited number of studies
have been conducted, and results have var-

ied, the effectiveness of these programs is not
well established.15,16 For example, in a system-
atic review of intervention studies, Campbell
et al. found only 7 studies on prevention of
childhood obesity, 4 of which revealed pro-
grams that were effective and 3 of which re-
vealed programs that were not.15

Our study adds to the current knowledge
base in this area by demonstrating the effec-
tiveness of some programs and the absence
of effectiveness of others: Students from
schools with a program (i.e., AVHPSP18) con-
sistent with the CDC recommendations for
school-based healthy eating programs exhib-
ited substantially less overweight and obesity.
However, students from schools that provide
healthy menu alternatives did not have sub-
stantially healthier body weights than stu-
dents from school without programs. Various
factors may have contributed to the latter
finding. For example, the benefits of poten-
tially successful programs only recently intro-
duced may have been missed, or “bias by
indication,”29 whereby schools with high obe-
sity rates are more likely to initiate programs,
may have masked possible benefits of school
programs. Nevertheless, the magnitude of the
difference between AVHPSP schools and
schools offering healthy menu alternatives
suggests that children insufficiently choose
healthy foods if they are offered and that
school initiatives should follow integrated ap-
proaches if they are to be effective.

Approximately 30% of the schools studied
reported having policies or practices in place
to provide healthy menu alternatives, and 7
schools were part of a coordinated AVHPSP
program focused on making healthy choices
the easy choice for students. Comparing stu-
dents from these schools with students from
schools without a program provides an alter-
native to intervention studies in regard to
evaluating effectiveness. Intervention studies
rely on preintervention and postintervention
comparisons and thus have better inferential
potential. However, preintervention observa-
tions are generally not available for programs,
such as the AVHPSP,18 that have gradually
evolved from grassroots efforts and commu-
nity mobilizations. As previously demon-
strated in evaluations of other prevention ini-
tiatives, the present comparisons are the
types of comparisons most suitable for evalu-
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ating the effectiveness of such programs.30

This approach also addresses the CDC’s call
to identify methods and materials for evaluat-
ing effectiveness.13

Our study involved a large, population-
based comparison of school programs in a rel-
atively homogeneous setting wherein almost
all children attend similarly funded public
schools. Also, the relatively high response rate
and our adjustment for nonresponse bias
should be considered as strengths, although
the exactness of such adjustments is difficult
to verify. Similarly, we adjusted our analyses
for various known or potential confounders,
but we cannot exclude confounding through
factors that were not considered. Further-
more, overweight and obesity were defined
on the basis of measurements of height and
weight and thus were not subject to self-report
biases. Although the YAQ items and ques-
tions on physical and sedentary activities
have been validated for this age group, re-
sponses are subjective and subject to error.
The strengths and limitations just described
should be considered when interpreting the
present findings and making comparisons
with the results of other studies.

In summary, as a result of the rapid recent
increases in childhood obesity, prevention is a
public health priority. Intensive and multifac-
eted school programs that encompass the
CDC guidelines were demonstrated to be
effective in preventing childhood obesity.
Broader implementation of and investment in
such programs is justified in that they have a
high potential to reduce childhood obesity
and, in the longer term, comorbid conditions
and health care spending.
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