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Abstract
Objective—To examine the effects of an integrated, multi-component, school-based intervention
program on cardiovascular disease (CVD) risk factors among a multi-ethnic cohort of middle
school students.

Methods—HEALTHY was a cluster randomized, controlled, primary prevention trial. Middle
school was the unit of randomization and intervention. Half the schools were assigned to an
intervention program consisting of changes to the total school food environment and physical
education classes, enhanced by educational outreach and behavior change activities and promoted
by a social marketing campaign consisting of reinforcing messages and images. Outcome data
reported (anthropometrics, blood pressure, and fasting lipid levels) were collected on a cohort of
students enrolled at the start of 6th grade (~11-12 years old) and followed to end of 8th grade
(~13-14 years old).

Results—42 middle schools were enrolled at 7 field centers; 4363 students provided both
informed consent and CVD data at baseline and end of study. The sample was 52.7% female,
54.5% Hispanic, 17.6% non-Hispanic Black, 19.4% non-Hispanic White, and 8.5% other racial/
ethnic combinations, and 49.6% were categorized as overweight or obese (BMI ≥ 85th percentile)
at baseline. A significant intervention effect was detected in the prevalence of hypertension in
non-Hispanic Black and White males. The intervention produced no significant changes in lipid
levels.

Conclusions—The prevalence of some CVD risk factors is high in minority middle school
youth and particularly males. A multi-component, school-based program achieved only modest

Corresponding Author: Kathryn Hirst, PhD George Washington University 6110 Executive Boulevard, Suite 750 Rockville, MD
20852 (tel) 301-881-9260 (fax) 301-881-3767 khirst@bsc.gwu.edu.

SM Willi was a consultant to Temple University during the study and is employed at the Children's Hospital of Philadelphia. R Jago
was affiliated with Baylor College of Medicine during the study and is currently at the University of Bristol.

Clinical Trials Registration: http://clinicaltrials.gov/, number NCT00458029.

Author Contribution Statement: The writing group (Steven M. Willi, chair, Kathryn Hirst, Russell Jago, John Buse, Francine
Kaufman, Laure El ghormli, Stanley Bassin, Diane Elliot, and Daniel E. Hale) takes responsibility for the content of this article. All
authors confirm that they contributed to the intellectual content of the manuscript conception and design, or analysis and interpretation
of data. All authors approve the final version of the published manuscript.

Conflict of Interest Statement: Dr. Kaufman stepped down as Study Chair when she took a position with Medtronic; she retains an
appointment at Children's Hospital Los Angeles, University of Southern California Center for Diabetes, Endocrinology &
Metabolism. The other authors have no conflicts to disclose.

NIH Public Access
Author Manuscript
Pediatr Obes. Author manuscript; available in PMC 2013 June 01.

Published in final edited form as:
Pediatr Obes. 2012 June ; 7(3): 230–239. doi:10.1111/j.2047-6310.2011.00042.x.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://clinicaltrials.gov/


reductions in these risk factors; however, promising findings occurred in non-Hispanic Black and
White males with hypertension.
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Introduction
Cardiovascular disease (CVD) generally presents during adulthood, but the antecedents of
this adult disease may be detectable in childhood. Elevated lipid and blood pressure levels
have been associated with an increased risk of cardiovascular disease, and these risk factors
track from childhood into adulthood1,2. Poor nutrition, a sedentary lifestyle, and genetic
factors predispose to multiple CVD risk factors, including obesity, hyperlipidemia, and
hypertension3.

CVD is the leading cause of mortality in the United States and is associated with the recent
increase in obesity rates, which have tripled in youth since 19804. The cumulative nature of
risk factors for CVD has motivated researchers to identify clinical or lifestyle interventions
that can be implemented at the earliest preclinical stages. A number of these efforts have
been tested in the school setting because schools can reach large, diverse populations at a
developmentally-relevant time to impact the child's dietary intake and level of physical
activity5,6. Previous school-based programs have increased knowledge and healthy
behaviors for the purpose of improving cardiovascular health5-8.

The present paper reports findings from the recently concluded HEALTHY primary
prevention trial, designed to determine if an integrated, multidisciplinary, middle school-
based intervention program could lower risk factors for type 2 diabetes among students from
high-risk minorities. HEALTHY was designed to compare the primary outcome, percent of
students with body mass index (BMI) ≥85th percentile (combined categories for overweight
and obese), in intervention versus control schools, and examine secondary risk factors
including other measures of obesity as well as fasting glucose and insulin levels. The
primary study results9 showed ~4% decrease in percent overweight and obese in both
intervention and control schools, but no significant difference between intervention versus
control. In a high-risk subgroup of those who were overweight or obese (BMI ≥ 85th

percentile) at baseline, the intervention significantly decreased the proportion with BMI ≥
95th percentile (obese). In the overall sample, intervention schools also had significantly
greater reductions in BMI z-score, waist circumference > 90th percentile, and mean insulin
level than control schools.

Secondary outcomes included CVD risk factors, which are the focus of this paper. We
examine the effect of the HEALTHY intervention program on CVD risk factors, specifically
lipid and blood pressure (BP) abnormalities, from baseline (start of students’ 6th grade in fall
2006, average age 11.8 years) to end of study (end of students’ 8th grade in spring 2009,
average age 14.1 years). These data contribute to our understanding of CVD risk in multi-
ethnic middle school-aged youth in the US.

Methods
Design of the HEALTHY Study

The HEALTHY study was a cluster randomized, controlled, primary prevention trial.
Details of the HEALTHY study design and intervention have been described10-14. Briefly,
42 middle schools with at least 50% of students eligible for free or reduced-price lunch or
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belonging to a minority group were recruited by 7 participating centers (see study group
listed in on-line appendix). All 6th grade students were recruited to participate in a “health
screening” (height, weight, blood pressure, fasting blood draw) at baseline (start of 6th

grade, fall 2006) and end of study (end of 8th grade, spring 2009). Students were given a $50
and a $60 incentive for participating in the baseline and end of study screenings,
respectively. The study was approved by the Institutional Review Boards at each center, and
informed consent from parents and assent from students were obtained prior to data
collection.

Half of the schools were randomly assigned to receive a 2.5-year intervention program
consisting of changes to the total school food environment and physical education classes.
These modifications were enhanced by educational outreach and behavior change activities
and promoted by a social marketing campaign consisting of reinforcing messages and
images. Activities in the control schools were limited to recruitment and data collection
only.

Participants and Methods
Methods for data collection have been described10. Students entering the 6th grade in fall
2006 who did not already have diabetes, were able to participate in physical education (PE)
class, and provided parental consent and minor child assent were enrolled. Participating
students arrived at school for a health screening data collection having fasted since
midnight. Participants were asked at the beginning of the health screening when they last ate
to confirm fasting status. Participants who reported eating after midnight were considered
non-fasting and scheduled to return another day of the testing period. Blood was drawn and
processed on-site and shipped to the HEALTHY central blood laboratory (Northwest Lipid
Research Laboratories, University of Washington, Seattle).

Students provided sex, date of birth, and race/ethnicity by self report. Ethnicity (Hispanic
yes/no) and race (check all that apply) were asked as two separate questions with laminated
cards showing and defining choices. In general, once students had identified themselves as
Hispanic they did not respond to the follow-up question of race.

Physical measures and vital signs were collected by research assistants who had been trained
and certified according to study-wide standard criteria. Height and weight were measured
without shoes using the Prospective Enterprises PE-AIM-101 stadiometer and the SECA
Corporation Alpha 882 electronic scale, respectively. Body mass index (kg/m2) was
calculated. BMI percentile by age and gender was determined using Centers for Disease
Control and Prevention 2000 criteria with BMI ≥ 85th but < 95th percentile classified as
overweight and BMI ≥ 95th percentile classified as obese. Blood pressure (BP) was
measured using an automatic inflatable digital blood pressure monitor (Omron HEM-907 or
HEM-907XL) three times, the first taken after the subject had been sitting quietly for at least
5 minutes and the second and third taken at 1 minute intervals. Appropriate cuff size was
selected according to manufacturer's specifications based on a single measurement of
student's upper arm circumference. Blood pressure was computed as the average of the
second and third measurements. Information about medications that could have affected
blood pressure was not collected. BP percentiles were determined using the National Heart
Lung and Blood Institute guidelines, adjusting for age, sex, and height percentile15, and
classified according to the following ranges: normal (< 90th percentile), prehypertension
(90th-94th percentile), hypertension (HTN) stage 1 (95th-99th percentile), and hypertension
stage 2 (> 99th percentile).

Abnormal lipid levels were defined using the following National Cholesterol Education
Program (NCEP) guidelines16: total cholesterol borderline 4.4-5.1 mmol/L (170–199 mg/
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dL) , elevated ≥ 5.2 mmol/L (200 mg/dL); LDL cholesterol borderline 2.8-3.3 mmol/L
(110–129 mg/dL), elevated ≥ 3.4 mmol/L (130 mg/dL); and HDL cholesterol low < 0.9
mmol/L (35 mg/dL). Because the NCEP criteria do not include a definition for elevated
triglycerides, a cut-off ≥ 1.2 mmol/L (110 mg/dL) was used17.

Statistical Methods
Descriptive statistics including means, standard deviations, and percents were calculated for
all variables. Separate generalized linear mixed models (GLMM) that took into account
sources of variability both within and between schools were applied to test for effects.
Change from baseline to end of study was tested in models with the end of study value as
the dependent variable and the baseline value as a covariate. A series of models tested for
treatment effect, for sex-by-treatment interaction, and for race-by-treatment interaction in
the total sample and in the subgroup with BMI ≥ 85th percentile at baseline. Tests of race/
ethnicity were limited to Hispanic, non-Hispanic Black, and non-Hispanic White, due to the
diminished numbers of other groups. Models testing the interaction of BMI percentile
category by treatment were also run in the total sample. Each variable in the interaction was
included in the model as a main effect. If the interaction was significant, pair-wise
comparisons of intervention versus control were performed for all levels of the other main
effect variable. P-values represent exploratory findings; < 0.05 is considered statistically
significant without adjustment for multiple comparisons. SAS 9.2 statistical software (SAS
Institute Inc, Cary, NC) was used for all statistical analyses.

Results
Figure 1 is a consort diagram tracking participation. All 42 schools randomized remained in
the study. All 6th grade students were recruited unless they were already diagnosed with
diabetes or could not take part in regular physical education classes. The figure shows that,
of the 4603 students in the HEALTHY cohort, 4363 (95%) completed the assessment for
cardiovascular risk factors at both baseline and end of study. Comparison of this sample
versus cases with missing data showed no difference in distribution across intervention and
control groups, sex, race/ethnicity, and baseline BMI percentile. The analysis sample was
52.7% female, 54.5% Hispanic, 17.6% non-Hispanic Black, 19.4% non-Hispanic White, and
8.5% other racial/ethnic combinations, and 49.6% were overweight or obese (BMI ≥ 85th

percentile) at baseline.

Table 1 presents the descriptive statistics by sex and treatment group. Overall, there were no
significant differences between intervention versus control either at baseline or end of study
for any of the CVD risk factors, whether measured on the original continuous scale or
categorized by cut-offs. Tests of treatment group effect in males versus females and across
BMI percentile categories were also not significant. Although CVD risk factors were more
common among children with BMI ≥ 85th percentile in general, the intervention showed no
disproportionate effect on the subgroup that was overweight or obese at baseline. While
there was no sex-by-treatment interaction, sex had a significant effect in the models,
indicating that these measures are inherently different for males and females. Systolic BP
was higher in boys than girls at both time points, while total, LDL, and HDL cholesterol
were higher in boys at baseline but were below that of girls at end of study.

Table 2 presents descriptive statistics by treatment group within each of the three major
categories of race/ethnicity. There was a significant interaction between treatment group and
race/ethnicity (p=.0088) across the four BP categories. The intervention produced a
significant decrease in the occurrence of hypertension and pre-hypertension in non-Hispanic
Black (p=0.0073) and non-Hispanic White youth (p=0.0370). Further analysis showed that
this only occurred in males.
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To further explore the race/ethnicity-by-gender differences, we examined the distribution
across BP categories for males by race/ethnicity and treatment group (see Table 3). In the
intervention schools, the proportion of Black males with pre-hypertension fell from 10.8%
in 6th grade to 6.4% in 8th grade, while in the control schools it remained about the same
(11.7% and 11.0%, respectively). Furthermore, among Black males the prevalence of
hypertension (either stage 1 or 2) in intervention schools dropped from 13.8% to 8.3%,
while in the control schools it increased from 10.4% to 18.6%. The major finding among
White males was a reduction in the occurrence of hypertension, which dropped from 11.5%
to 6.5% in intervention schools, versus 12.6% to 10.8% in control schools. There was no
significant effect of intervention on change in BP in Hispanic youth.

Discussion
We present data from a large cohort of multi-ethnic middle-school children enrolled in a
school-based primary prevention trial of risk factors for type 2 diabetes. A multi-component
integrated intervention program did not significantly reduce CVD risk factors in the overall
sample. There was evidence of an intervention effect on the percentage of non-Hispanic
Black and White subjects with hypertension. In particular, the percentage with hypertension
was reduced among Black and White males, who bear a disproportionate burden from CVD
in adulthood18.

Childhood hypertension has been demonstrated to track into adulthood2 and to increase the
risk of premature death by 57%19. Hypertension in adults is considered the most significant
CVD risk factor worldwide, contributing to one-half of the coronary artery disease and
approximately two-thirds of the cerebrovascular disease20. Similar to trends in adults, the
prevalence of hypertension in middle school children is significantly higher in males than in
females21,22. Our baseline data from the HEALTHY cohort confirm the increased
prevalence of hypertension in young males22, and suggest that lifestyle-based interventions
to reduce BP might effectively target the early adolescent male population.

In terms of race, national health survey data over the last two decades have shown the
highest prevalence23 and steepest secular rise24 in hypertension is among Black youth
(especially males). The HEALTHY intervention program had a beneficial effect on BP in
the Black male subgroup. A previous school-based intervention that produced significant
changes in diet, exercise, and health knowledge failed to show significant change in BP7.

Studies have shown that abnormal lipid levels in childhood may persist into adulthood,
placing an individual at increased risk for CVD25. The tabled values show change in lipid
levels from 6th to 8th grades by various subgroups, but we found no significant intervention
effect. Lipid profiles change considerably with normal growth and maturation, with age-
specific values for mean total cholesterol peaking at about 11 years of age and declining
thereafter3. The lack of statistically significant difference between intervention and control
groups could be attributed to modest effects of the intervention being dominated by
developmental fluctuations in our middle-school sample.

Weight gain even within the normal BMI range increases risk of CVD26, whereas weight
loss can substantially reduce it. It is known that crossing BMI thresholds toward obesity is
associated with increases in cytokines and bioactive mediators that adversely affect
cardiovascular health27. Adipose tissue is now recognized as an active endocrine and
paracrine organ that dynamically affects the atherosclerotic process28. The HEALTHY
intervention program was able to reduce the percentage of obese (BMI > 95th percentile)
youth, as well as other traits (namely, waist circumference and fasting insulin) which co-
migrate with CVD in adults.
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The breadth of this study is a salient strength, as it represents a large sample of racially and
ethnically diverse students from across the United States. Other school-based interventions
have involved less than 1500 students within limited geographic regions5-8. Moreover, the
HEALTHY intervention program is unique in scope, representing an extensive and all-
encompassing attempt to change aspects of the school nutrition, physical education,
promotional, and educational environments. We were able to implement this multi-faceted
HEALTHY intervention in a relevant, at-risk population with high levels of fidelity9.

A number of limitations are acknowledged. About half of the student participants were in
the overweight and obese categories at baseline. As a prevention strategy, it may have been
more effective to focus our intervention on an at-risk, predominantly non-obese population
of elementary school age children. Such an approach is supported by the concept of the
period of ‘adiposity rebound’ as a critical phase in the development of obesity29. Also,
students spend one-third of the day in school, which leaves them exposed to numerous other
environments in the other two-thirds. The HEALTHY intervention undertook limited
attempts to influence the students’ non-school milieu, including a newsletter sent to families
providing information about healthy lifestyle routines and first-person testimony from peers
about successes and failures. Families also received materials and education supporting
maintenance of a healthy lifestyle during holiday and summer breaks. Parental involvement
and compliance with healthy habits were not evaluated. Given the nature of the design as a
population-based field trial with limited access to conduct detailed data collection in
individual students (compared to a clinical trial environment), we were not able to collect
reliable information on relevant diagnoses and treatments, such as high blood pressure and
abnormal lipid values. We present the data classified by cut-off values but do not claim that
these represent diagnoses.

Due to the integrated nature of the HEALTHY intervention program, with all parts targeting
delivery and support of a common theme, it is not possible to determine the individual
contribution of each component to the reduction in BP observed in our subjects. The
physical education component targeted an increase in the time spent in moderate-to-vigorous
physical activity during PE class. A reduction in systemic BP was observed in a recent study
evaluating the effects of a more regimented exercise program on at-risk children30. While
none of the HEALTHY nutrition goals were directly focused on decreasing sodium intake, a
number of strategies (like reducing snack portion sizes and the consumption of water in
place of fruit juices and sugared sodas) may have indirectly reduced sodium intake.
However, we did not monitor sodium intake in our subjects, so we are unable to evaluate
further.

In conclusion, while the HEALTHY intervention program did not achieve the primary
objective of reducing rates of overweight/obesity9 and did not have a meaningful effect on
other CVD risk factors in the total sample, the impact on blood pressure in males is notable.
Given that hypertension is considered the most important CVD risk factor worldwide20, the
HEALTHY study findings suggest that specific subgroups may substantially benefit from
exposure to such programs in middle school years and perhaps prevent the development of
risk factors that culminate in serious cardiovascular events during adulthood. The challenge
for future public health research and intervention efforts like HEALTHY may be to devise
strategies to target high-risk subgroups without being charged with stereotyping,
discrimination, or stigmatization.
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On-line Appendix
The following individuals and institutions constitute the HEALTHY Study Group (*
indicates principal investigator or director): Study Chair Children's Hospital Los Angeles:
F.R. Kaufman Field Centers Baylor College of Medicine: T. Baranowski*, L. Adams, J.
Baranowski, A. Canada, K.T. Carter, K.W. Cullen, M.H. Dobbins, R. Jago, A. Oceguera,
A.X. Rodriguez, C. Speich, L.T. Tatum, D. Thompson, M.A. White, C.G. Williams Oregon
Health & Science University: L. Goldberg*, D. Cusimano, L. DeBar, D. Elliot, H.M. Grund,
S. McCormick, E. Moe, J.B. Roullet, D. Stadler Temple University: G. Foster* (Steering
Committee Chair), J. Brown, B. Creighton, M. Faith, E.G. Ford, H. Glick, S. Kumanyika, J.
Nachmani, L. Rosen, S. Sherman, S. Solomon, A. Virus, S. Volpe, S. Willi University of
California at Irvine: D. Cooper*, S. Bassin, S. Bruecker, D. Ford, P. Galassetti, S.
Greenfield, J. Hartstein, M. Krause, N. Opgrand, Y. Rodriguez, M. Schneider University of
North Carolina at Chapel Hill: J. Harrell*, A. Anderson, T. Blackshear, J. Buse, J. Caveness,
A. Gerstel, C. Giles, A. Jessup, P. Kennel, R. McMurray, A-M. Siega-Riz, M. Smith, A.
Steckler, A. Zeveloff University of Pittsburgh: M.D. Marcus*, M. Carter, S. Clayton, B.
Gillis, K. Hindes, J. Jakicic, R. Meehan, R. Noll, J. Vanucci, E. Venditti University of Texas
Health Science Center at San Antonio: R. Treviño*, A. Garcia, D. Hale, A. Hernandez, I.
Hernandez, C. Mobley, T. Murray, J. Stavinoha, K. Surapiboonchai, Z. Yin Coordinating
Center George Washington University: K. Hirst*, K. Drews, S. Edelstein, L. El ghormli, S.
Firrell, M. Huang, P. Kolinjivadi, S. Mazzuto, T. Pham, A. Wheeler Project Office National
Institute of Diabetes and Digestive and Kidney Diseases: B. Linder*, C. Hunter, M. Staten
Central Biochemistry Laboratory University of Washington Northwest Lipid Metabolism
and Diabetes Research Laboratories: S.M. Marcovina*
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Figure 1.
Consort Diagram for Analysis of CVD Secondary Outcome Data
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