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Abstract
Childhood obesity is a serious health concern across the United States. National health care organizations have placed priority on managing obesity with an obesity prevalence of 18.4% among ages 6-11 years.  Educating the students in the classroom has been shown to be successful. 
Purpose: To improve knowledge and put into practice healthy habits in elementary students though the implementation of the Fit for Life education program created by Creighton Medical Students in 2008 including educating students in the classroom on healthy habits, and evaluate the effectiveness of the intervention through evaluation of self- report of healthy habits. Health habits include increasing physical activity, reduce screen time and improve food choices. 
Method: An age-appropriate innovative, interactive program was presented once a week for four weeks live via zoom conferencing to a 4th grade classroom. The students completed a daily tally sheet to track personal health habits. Pre and post intervention healthy surveys, including areas of nutrition, screen time; physical activity and overall self evaluation of health in were given at week one, four and eight. Results: Post survey self-reports: 94.2% felt they were “very” or “pretty” healthy, an increase of 29.5% from the pre-health survey. How much the students’ care about staying healthy post interventions was a 29.4% increase. Overall, the general trend showed self-reported improvement in all areas. There was 100% participation of daily tally sheets. The healthy habits improved slightly by program completion. 
Key words: elementary school; nutrition education curriculum; obesity prevention; school-based; wellness policy, childhood obesity, weight management, physical activity, healthy habits.




Education and Evaluation of Healthy Habits in School Age Children:
Implementation of the Fit for Life Program 
Childhood obesity is a rising problem in the United States (U.S.). The statistics are alarming and primary care providers along with key stakeholders in the community are compelled to strategize to find ways to prevent this emergent health problem. Increasing evidence proves that childhood obesity has several immediate and long-term health consequences (Wang & Lim, 2015). Overweight children are likely to maintain their weight status into adulthood and are at higher risk for developing a variety of chronic diseases. For example, obese children are more at risk for developing hypertension, diabetes, heart disease, stroke, dyslipidemia, gallbladder disease, sleep apnea and respiratory disease (Wang & Lim, 2015). Therefore, prevention is a high priority to stop the obesity epidemic. 
Background 
Several measures have been used to define obesity in children. Current agreement holds the body mass index (BMI) as the best measure of adiposity in children (AAP, 2020; Wang & Lim, 2015). The BMI is weight in kilograms divided by height in meters squared. In children, childhood obesity is defined relative to an age- and gender-specific percentile (David et al, 2018). According to the Centers for Disease Control and Prevention (CDC), overweight is defined as a BMI at or above the 85th percentile and below the 95th percentile for children of the same age and sex. Obesity is a BMI at or above the 95th percentile (CDC, 2020a; David et al, 2018). A major limitation is that BMI cannot accurately distinguish whether the increased weight is due to fat or muscle mass (David et al, 2018). 
The percentage of children affected by obesity has more than tripled since the 1970s with approximately 13.7 million children and adolescents affected by obesity (CDC, 2020c). The highest proportion of the obese population lives in the U.S. (Rath, 2019). Obesity prevalence is 18.4% among 6-11-year olds and continues to rise to 20.6% in 12 to 19 year olds (CDC, 2020b). As a child ages, the risk of becoming overweight increases. Prevention of obesity needs to be aimed at the elementary level before obesity occurs (National Institutes of Health [NIH], 2020). Preventing obesity and promoting a healthy lifestyle should be the focus in the younger generations. 
More specifically, in South Dakota, 16.1% of school-aged children are overweight and 16.6% are considered obese (South Dakota Department of Health [SDDH], 2018). The SDDH tracks the overweight and obese school aged children annually with the last published report for the 2017-2018 school year. In South Dakota during the 2016-17, 15.7% measured obese and this increased to 16.1% the following year (SDDH, 2018). National data revealed in the 2016-17 year, the obesity rate for youth was at 16.1% and decreased to 15.3% the following year (State of Childhood Obesity, 2019). While the national childhood obesity rates fell, the state of South Dakota childhood obesity rates continue to rise. 
The SDDH has divided South Dakota into seven regions with a total of 45,807 school-aged children. The children in this DNP project attended school in region two. Region number two has 21,500 school-aged students. Of these students, 15.2% are overweight and 15% are considered obese. Regions two and seven are the only regions that are slightly below the state low confidence interval rate of 16.2 percent (SDDH, 2018). 
 There are significant racial disparities in obesity prevalence. Prevalence rates in the U.S. are significantly higher among non-Hispanic black (25.8%) and Hispanic children (22.0%) than among non-Hispanic white (14.1%) and non- Hispanic Asian children (11.0%) (Hales et al., 2017). For example, the obesity rate for non-Hispanic black adults was more than 3.5 times the rate for non-Hispanic Asian adults (HP 2030, 2021b). For American Indian children and adolescents in South Dakota, 29.1 %  are obese compared to 13.9% for whites (SDDH, 2018). Native American children have the highest obesity prevalence rates recorded for any ethic group (29.7%) (David et al, 2018). With this being said, South Dakota has a high population rate of Native American children and high prevalence and risk for obese children. 
Socioeconomic status can greatly affect food choices, access to healthy food options and access to gyms or exercise equipment. According to HP 2030 (2021b), child and adolescent obesity rates generally decreased with increasing family income. Youth aged 2-19 years in families with incomes 400% to 499% of the poverty threshold has the lowest obesity among family income groups. In contrast, there were 21.0% of those with incomes under the poverty threshold and was 75.8% higher than the best group rate (HP 2030b, 2021). As the family income decreased, the percentage of obese children increased, proving that socioeconomic status is an important health disparity to address.
Childhood obesity does increase the likelihood of adult morbidity and mortality. Strong correlations between being obese in childhood leading into an obese adulthood were found, showing obese children and adolescents were five times more likely to be obese as adults as compared to non-obese children. About 55% obese children continue to be obese in adulthood, 80% of obese adolescents are still obese as adults and around 70% will still be obese over age 30 (Simmonds et al., 2016). The association between childhood obesity and adult morbidity and mortality strongly suggests that a more effective prevention and treatment of childhood obesity should be pursued (Lingberg et al., 2020). 
Limitations in children and adults that are obese pertain to the comorbidities that are associated. The leading cause of disability is the impairment of the musculoskeletal system caused by the excessive weight. For example, chronic back or knee pain linked to carrying around excess weight. Obesity also has a profound effect on soft-tissue structure such as tendon, fascia and cartilage, thereby raising stress within connective-tissue structures and the potential for musculoskeletal injury (Wearing et al., 2006; Acadiana, 2016). Short-term complications in children included psychological comorbidities such as depression, anxiety, and low-self esteem along with emotional and behavioral disorders. Other short-term complications resulting from childhood obesity include asthma, low-grade systemic inflammation, liver complications and musculoskeletal problems especially in the lower extremities (Di Cesare et al., 2019).
Obesity imposes an economic burden on not just the individual but also on the families and nations. Weight and obesity treatments have increased the cost of healthcare in America, with an estimated additional  $190 billion annually to the price of healthcare (Rath, 2019). When comparing costs of medical care for a normal weight child, the obese child costs $19,000 in a lifetime (Duke, 2014). Childhood obesity alone costs $14.1 billion a year with average health expenses costing over $6,000 per obese child. The economic impact of obesity amounts to $2 trillion annually and roughly 2.8% of the global GDP (Rath, 2019). The cost of the obese or overweight child is substantially higher than a child with a healthy weight. It is important to address these issues at a young age to avoid the increased cost of healthcare. 
There are three main modifiable factors in the causation of childhood obesity. These behaviors include exercise, low socioeconomic status and environment (Brown et al., 2015). Physical inactivity causes children to engage in more hours in sedentary behaviors like watching TV or playing video games, increasing the risk of becoming obese. The low socioeconomic status causes difficulty getting to a main food store or difficulty purchasing healthy foods. This also factors in the probability that the family live far from parks or in a dangerous neighborhood, limiting outside playtime. Genetics put children at a significant risk for obesity (Brown et al., 2015). An overweight parent is the most significant risk factor since families usually share not only genetic material but environments and habits as well. Children’s food choices and eating behaviors are learned from parents at very young ages and influence eating behaviors, as the child gets older (Brown et al., 2015). 
The COVID-19 pandemic has had a great impact on the physical activity of children. Within 10 days of the start of the pandemic there was a 5.5% average decrease in physical activity worldwide, growing to a 27.3% drop within 30 days. Before the pandemic, less than 10% of children aged 5-17 years were achieving the recommended physical activity goal (Maier, 2020). So, this was a problem even before the pandemic and is an even more prominent issue now since the pandemic.
To reduce and manage childhood obesity one must look at the statistics on mortality, morbidity, epidemiology and the economic and social burden on society. Obesity has a significant burden on social status due to the higher risk for co-morbidities and depression. Despite current interventions and recommendations, the South Dakota obesity rate went up by 0.4%, which warrants further intervention primarily focusing on prevention (SSDH, 2018). 
Significance
There is rising acknowledgment in policy, research and clinical practice that the time during middle childhood, ages six to 12 years, provides the physical, cognitive and social-emotional foundation for lifelong health, learning and well-being (Healthy People [HP] 2030a, 2021). Middle childhood is a critical period to implement education on the importance of healthy decisions. Research with a number of adult health and medical conditions points to pre-disease pathways that have their beginnings in early and middle childhood (HP 2030a, 2021). Children can begin to understand and start to make their own decisions during this time. Middle childhood is an important time to develop lifelong health habits leading to a healthy future. 
Clinical guidelines and policies have been put in place by Bright Futures for promoting healthy weight in children. Bright Futures (2020) has put emphases on the importance of obesity prevention at an early age, putting into place guidelines to identify overweight and obese children by plotting weight and height on growth charts at every well child visit. Starting at two years of age, the BMI chart is utilized (Bright Futures, 2020). By targeting the childhood age, primary healthcare providers can promote healthy decisions and education before overweight and obesity occurs in children (Bright Futures, 2020).
United States legislators adopted many policies in 2013 to help prevent and reduce childhood obesity. School nutrition, physical education, school wellness, joint-shared use agreements, insurance coverage for obesity and task forces/studies are all part of the 50-state legislation on childhood obesity policy options enacted in 2013 (National Conference of State Legislatures [NCSL], 2014). The policies were not mandated; therefore, the states of South Dakota, Nebraska and Iowa did not adopt any of these legislation options. Some states, such as South Carolina, Massachusetts, and Arkansas, enacted multiple programs (NCSL, 2014). School officials must take the responsibility for the prevention of obesity, especially in these states that have not adopted the legislation put in place (NCSL, 2014). 
The Childhood Obesity Research Demonstration (CORD) focuses on clinical and weight management program interventions to improve nutrition and physical activity behaviors of children in working families. The program works with low-income children aged 6-12 years. The CORD works with state and community partners such as Medicaid offices to assure easy access by low income families and identify payment models that balance care and cost. The goal of the CORD project will help low income children improve their obesity related behaviors, reduce their weight gain and reduce their risk of developing sleep apnea, joint problems and diseases such as fatty liver and type 2 diabetes (Dooyema et al., 2017). The CORD is addressing the public health concern of childhood obesity by increasing the availability of effective pediatric weight interventions of children from lower-income families (Dooyema et al., 2017). 
	The National Collaborative on Childhood Obesity Research (NCCOR) is a group of the nation’s four leading childhood obesity funders including the CDC, the National Institutes of Health (NIH), the Robert Wood Johnson Foundation (RWJF) and the U.S. Department of Agriculture (USDA). The groups have come together to form the NCCOR to accelerate the progress in reducing childhood obesity for all children. The NCCOR focuses on efforts to identify, design, and evaluate practical and sustainable interventions with non-traditional health partners to integrate childhood obesity initiatives. The NCCOR measured the dietary patterns of children aged 6 to 12 years old and found that a variety of dietary assessment methods are needed to capture dietary intake and patterns in children. The current suggested approach includes a 24-hour diet recall or a dietary record, which is shown that  children in the middle childhood age range, the literature supports that researchers are able to rely on a 24-hour diet recall (NCCOR, 2020). 
	First Lady, Michelle Obama announced a nationwide launch of Let’s Move! Child Care in 2011 to promote children’s health. The goal of the action plan is to reduce the childhood obesity rate to just 5% by 2030. The launch focuses on five goal areas including increasing physical activity, reducing screen time, improving food choices, providing healthy beverages, and supporting infant feeding (Nemours children’s health system, 2020). Physical activity recommendations include one to two hours of activity throughout the day and outside play when possible. Screen time recommendations were no more than 30 minutes for children over the age of two.  Fruits and vegetables are recommended to be served at every meal and to eat family-style meals when possible and do not include fried foods (National Center on Child Care Quality Improvement, 2012). These guidelines were launched nation-wide and are still in effect today in many schools. 
	The COVID-19 pandemic has caused many school closures and inside learning from the computer screen. Extended school closures can have a detrimental effect on children’s education, nutrition, and physical activity. Aside from a child’s home, no other setting has more influence on a child’s health and well- being than the school they attend (CDC, 2020b). Some children only get their nutritional needs met when they are at school. Nationwide more than 30 million children participate in the National School Lunch Program (CDC, 2020b). The 11 million food-insecure children living in the U.S. are the most affected by school closures. Another major issue with COVID-19 and school closures is the loss of opportunity for physical activity. Many students are forced to learn online or from Zoom classrooms. This has caused increased time in front of a screen and less time interacting and playing with classmates. Physical inactivity and poor nutrition are major risk factors for childhood obesity and other chronic health conditions.  Over 75 percent of children and adolescents in the United States do not meet the daily physical activity level recommendations (60 minutes or more), and nearly half exceed two hours per day in sedentary behavior.  Current models estimate that childhood obesity rate may increase by 2.4% if school closures continue to December 2020 (CDC, 2020b)
	As obesity continues to create medical and social issues into adulthood, interventions, policies and guidelines need to be implemented in the time period of middle childhood. Many national healthcare policies and recommendation are in place to recognize and prevent childhood obesity. However, South Dakota has not adapted many of these policies created to take place in the school setting. With the additional stress of the COVID-19 pandemic, the obesity rate of children is on the rise. It is important to implement programs in the schools to assist in the obesity crisis. School officials must do their part in the prevention of obesity, especially in these states that have not adopted the legislation put in place. While there are multiple resources are available, there is still a need to educate and promote healthy choices in the schools in order to reduce the number of obese children and prevent future children from the obesity epidemic. 
Clinical Problem Statement
Childhood obesity is a serious health concern across the U.S. Implementation of healthy living education has not been implemented in one elementary school in South Dakota to address this issue.  
Available Knowledge
The purpose of the literature review is to identify interventions in school age children to develop healthy lifestyle habits. Keywords used to search included: elementary school; nutrition education curriculum; obesity prevention; school-based, wellness policy, childhood obesity, weight management, physical activity, healthy habits. Search engines such as Academic Search Premier, Pub Med, Google Scholar, Cochrane Library were used to examine the literature on the relationship between childhood obesity with prevention in the school setting, along with the effects of early education and to study the barriers and facilitators that contribute to obesity in childhood. The review will address gaps in the knowledge base and find where improvements are to be made in the school setting. 


Prevention at an Early Age
	Primary prevention must be on the forefront, but evidence on obesity prevention for young children is limited. There are a few reasons for this lack of data, including it is difficult to do research on young children. Researchers must obtain informed consent, manage the risk of harm to the children and know what to do with the information if it can be gathered. Primary prevention can be the most cost-effective but the hardest to demonstrate positive impacts and sustainability (Powell et al., 2014). Childhood obesity outcomes are difficult to directly see what works. Evidence that is present suggests positive effects with early interventions, caregiver input and support as well as providing opportunity to learn about nutrition (Birch & Ventura, 2009). 
Obesity has long term effects on emotional, physical and cognitive well-being. It is crucial to provide interventions as early as possible. Liu and Elmquist (2012), looked at gene therapy. The Pome gene encodes a polypeptide that is mostly in the anterior pituitary gland (Liu & Elmquist, 2012). Mutations of this gene lead to severe early onset obesity. Since putting children into early onset obesity would be a challenge, mice were studied. The researchers found that restoration of neuronal Pome expression in lean juvenile mice completely prevented the subsequent development of obesity (Liu & Elmquist, 2012). A key point of the research is the potential importance of early intervention for the effective treatment of obesity and its associated comorbid conditions. Timing is everything. This is particularly relevant in our society today. If left unmanaged, obesity in childhood is likely to persist into adulthood.
	The prevalence of comorbidities in primary versus secondary school-age children that are obese was investigated. A one-year interdisciplinary lifestyle intervention took place with 149 primary and 150 secondary school children with obesity. The effect of lifestyle intervention was studied in 82 primary and 75 secondary school children. Insulin resistance (37%), impaired glucose tolerance (IGT) (3%), dyslipidemia (48%), hypertension (7%) and elevated liver transaminase levels (54%) were already common in primary school children (Karnebeek et al, 2019). The change in BMI z-score after intervention was greater in primary school children (primary vs. secondary: -0.25±0.32 vs. -0.11±0.47). The effect of a lifestyle intervention on these comorbidities is greater in primary compared to secondary school children, stressing the need for early interventions (Karnebeek et al, 2019). 
	The effectiveness of a range of interventions for preventing obesity in children that included diet or physical activity or both was looked at using randomized control trials [RCTs]. The children were split into groups according to age. In children aged 0-5 years, there is moderate evidence from 16 RCTs that diet and physical activity interventions when compared to the control, reduced BMI (Brown et al., 2019). Physical activity and diet interventions alone had no effect on ages 0-5 years BMI. In children aged 6 to 12 years old there was moderate evidence from 14 RCTs that physical activity interventions, compared with control did reduce the BMI (MD −0.10 kg/m2, 95% CI −0.14 to −0.05). However, there is moderate‐certainty evidence that the interventions had little or no effect on zBMI (MD −0.02, 95% CI −0.06 to 0.02). There is low‐certainty evidence from 20 RCTs (n = 24,043) that diet combined with physical activity interventions, compared with control, reduced zBMI (MD −0.05 kg/m2, 95% CI −0.10 to −0.01). There is high‐certainty evidence that diet interventions, compared with control, had little impact on zBMI (MD −0.03, 95% CI −0.06 to 0.01) or BMI (−0.02 kg/m2, 95% CI −0.11 to 0.06). In children aged 13 to 18 years, there was low certainty evidence that physical activity interventions reduced BMI (Brown, 2019).  There is low‐certainty evidence from eight RCTs (n = 16,583) that diet combined with physical activity interventions, compared with control, had no effect on BMI and there was no effect of diet interventions on BMI (Brown et al., 2019). The RCTs that took place suggest that diet and exercise interventions should take place at an earlier age. Interventions that include diet combined with physical activity showed to have a larger impact on the reduction on the risk of becoming obese in children aged 0 to 5 years. However, interventions that focus solely on physical activity do not appear to be effective in children of the same age. In contrast, intervention that only focus on physical activity can reduce the risk of obesity in children aged 6 to 12 years and in 13 to 18 years. In these age groups, there is no evidence that interventions that only focus on diet are effective, but there is some evidence that diet combined with physical activity interventions may be effective (Brown et al., 2019). 
	A systematic review of childhood obesity prevention programs was conducted by Waters, et al. to determine the effectiveness and evaluate current interventions (2011). Searches were re-run in CENTRAL, MEDLINE, EMBASE, PsychINFO and CINAHL. Relevant websites were searched and non-English papers were included. Experts were also consulted  The review included 55 studies with the majority involving children aged 6-12 years. The author’s conclusions included strong evidence to support programs targeted to children in this age group (Waters et al, 2011). A broad range of program components were used in the studies, so it is difficult to distinguish which of the components contributed most to the beneficial effects observed. The author’s synthesis indicates the following to be promising strategies: school curriculum that includes healthy eating, physical activity and body image, increased sessions for physical activity and the development of fundamental movement skills throughout the school week, support for teachers and other staff to implement health promotion strategies and activities, parent support and home activities that encourage children to be more active, eat more nutritious foods and spend less time in screen based activities (Waters et al., 2011). Although the systematic review concluded potential strategies to be utilized in the age group of 6-12 years, research must move toward identifying how effective the intervention components can be embedded within the health, education and care systems and achieve sustainable impacts. 
Strategies for Effective Eating Development [SEEDS] is an obesity prevention program to promote healthy food preferences and eating self- regulation in children from low income families. The format of SEEDS is modeled on a seven-week family focused prevention program that has been highly successful. The child assessment includes topics on taste preferences, caloric compensations and eating without feeling hungry. Self-report parent assessments were also included. The primary goal of the study is to encourage and assist parents and children in recognizing cues of when their children are full and satisfied. There are few obesity prevention programs that focus on child self- regulation of eating and the encouragement of exploration of foods and the role parents have in the socialization of these child eating behaviors (Hughes et al., 2016). Short-term effects of the SEEDS program highlight the importance of family-focused feeding approaches to combat overweight children (Hughes et al., 2016). 
Gallotta studied the effects of combined physical education and nutritional programs on school children’s healthy habits for 230 healthy students (2016). The aim of the study was to evaluate the efficacy of three 5-month combined physical education and nutritional interventions on the student’s body composition, physical activity level, sedentary time and eating habits. The student’s body mass percentage increased after intervention in all groups. Physical activity level increased significantly and the sedentary rate decreased in both groups. Also, after intervention, children changed their eating habits of some certain foods. This study revealed the effectiveness of a combined physical exercise and nutrition education program to improve children’s healthy habits and to promote an active lifestyle. Furthermore, results prove there needs to be further development to establish patterns of healthful dietary practices that encourage an active lifestyle with which to maintain healthy habits through life (Gallotta et al., 2016). 
In summary of this literature, the child’s age and timing of interventions plays a key role in obesity prevention programs. Interventions utilizing nutrition and physical activity interventions proved to be more successful in most programs. Middle, ages 6 to 12, provides the physical, cognitive and social-emotional foundation for lifelong health, learning and well-being (Healthy People [HP] 2030a, 2021). It is thought that this is a period of life where children are soaking up all knowledge and are able to form lifelong healthy habits. Furthermore, there is still a need for more studies to determine the effectiveness of prevention and educational interventions. 
School-Setting: 
	The school setting provides a natural, accessible way to implement childhood obesity interventions. Schools provide access to children in a safe environment. This setting allows observation, proper interventions to take place, education on healthy food choices, monitoring screen time and allowing physical activity (CDC, 2020b). Prevention often begins in many places, but most deeply within the personal relationships that each child is the closest to. Teachers provide a structured, familiar environment for children five days of out the week (Powell et al., 2014). In general, eating habits develop early in life, therefore, nutrition education should be implemented at an early age. The elementary school would be a strategic location to develop a healthy lifestyle, educate on healthy habits and promote physical activity. 
	A study implemented to establish healthy habits in school-aged children used Alex Chan’s balanced body bands. Alex Chan and his balanced body bands provide an interventional bundle that included a storybook, 21 wristbands, a sticker shield, access to a mobile application and participation in educational rallies (Gardner et al., 2017).  The book educates and encourages healthy habits using Alex Chan as the main character who played a superhero. Explained in the illustrated book, children gain super- powers by completing healthy habits and track them by wearing the 21 balanced body bands. The children begin with all 21 bands on his/her left wrist and as they complete a healthy habit, he/she gets to move the band to the right wrist with the goal being to complete all 21 habits. The cost of the package was $15 for each student. Results reviewed at one month and three months showed statistically significant changes: increases in daily servings of vegetables (p=0.015), protein (p=0.016), and dairy (p=0.019). After three months, participants reduced screen time by 20.9 minutes, a statistically significant decrease (p=0.000) (Gardner et al., 2017). The outcomes of this 3-month pilot program support that schools are an efficient venue for programs aimed at establishing healthy habits.
A cluster-randomized controlled study was conducted to study food, health and choices in two, 10-month interventions. The participants were fifth grade students from 20 different elementary schools. At baseline, 44.6% were at the ≥85th BMI percentile for age and 86% qualified for free or reduced-price lunch (Koch et al., 2019). The intervention consisted of 23 science lessons, wellness in the classroom, food policies and physical activity including bouts of Dance Breaks. The results were poor. There was no change in the obesity. For behaviors, there was a negative curriculum intervention change in physical activity (P = .04). The wellness intervention resulted in positive changes for sweetened beverages frequency (P = .05) and size (P = .006); processed packaged snacks size (P = .01); candy frequency (P = .04); baked good frequency (P = .05); and fast food frequency (P = .003), size (P = .01), and combo meals (P = .002). Theory-based determinants demonstrated no change (Koch et al., 2019). These findings warrant further research due to the lack of results. 
A systematic approach adopting Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement was implemented looking at school-based intervention programs for preventing obesity and promoting physical activity and fitness. PRISMA is an evidence-based method of reporting in systematic reviews and meta-analyses. Three different databases (2010–2019) were screened and primary and secondary school-based intervention programs measuring at least one variable of obesity, physical activity, or physical fitness were included. In brief, although the type and extent of the interventions were different, physical activity levels of children increased in a significant proportion of the studies (Yuksel et al., 2020). While 70% of the physical activity-oriented studies showed a significant increase, that 33.33% success rate was achieved in studies focused on training and orientation. Overall, 18 of the 19 studies examined were able to achieve significant improvements in at least one variable. Furthermore, the content and details of the school-based intervention program are the most important factors in determining the efficiency in the studies examined (Yuksel et al., 2020). 
The Healthy Highway Program is a school based healthy eating intervention program for healthy eating knowledge and healthy food choice behavior in elementary school students. Main interventions included education on healthy habits and hands on learning (Jung et al., 2019). Wendy Cooper, a retired physical education teacher, created the Healthy Highway program in 2006. The program helps students raise the value of health and nutrition, identify the benefits of adopting healthy eating patterns, develop practical skills for reading food labels and make healthy food choices. Analysis included a pre and posttest, which revealed significantly more students improved their healthy eating literacy by telling ‘healthy (green light) and unhealthy (red light) foods among their daily food choices. For example, after the intervention, statistically significant more K–2nd graders became to perceive French fries as ‘red’ food (from 41.9% to 61.2%). Similar changes happened among 3rd–5th graders regarding other foods such as broccoli, bacon, banana, and green beans (Jung et al., 2019). The educational interventions on healthy habits used in the Healthy Highway Program support obesity prevention efforts in the school setting. 
Bissell et al. (2018) investigated the relationship between media use, family dynamics and school environments and the effect these had on the likelihood of a child being overweight. The purpose of this study was to create a social ecological perspective in determining the effectiveness of a longitudinal health literacy/health intervention program on children’s nutritional knowledge, attitudes toward healthy eating and exercise, food preferences, and eating behavior. Students in grades 2 and 3 and then in grades 3 and 4 were asked to use technology to record their food intake at home and at school. The results suggest that the health literacy program was successful with a positive increase in cognition, attitudes and behavior. The findings suggest that children’s eating behaviors need to be considered along with their health literacy, attitudes, community efforts and screen time (Bissell et al., 2018). 
A nonrandomized-controlled trial with a total of 396 fifth- and sixth-grade children, from two religious and two secular schools were divided into intervention and non intervention groups.  (Aperman-Itzhak et al., 2018). The intervention group participated in an extensive educational program focusing on healthy habits and physical activity. Results showed that overweight and obesity decreased significantly within the intervention group (from 25% to 17.9%, P = .04), without a significant change in the control group (from 20.5% to 17.6%, P = .12). Interestingly, religious children had double the risk of being overweight or obese (odds ratio [OR] = 2.10; 95% confidence interval [CI], 1.15–3.73; P = .02). Knowledge was improved in both study groups (P < .01), with no difference in health behavior scores at the beginning (P = .59) or end (P = .36) of the year. Conclusion drawn from this literature included health education during fifth and sixth grades improved children’s weight and health knowledge, but not healthy behavior (Aperman-Itzhak et al., 2018).
The Fit for Life [FFL] program was created in 2008 to promote healthy lifestyle intervention through education to elementary students in Omaha, NE. The duration of the program is one month and is promoted as health month for the students. The students’ complete hands on application based sessions led by Creighton medical students  (Mulligan et al., 2018). Handouts are included to be taken home to review with parents. Students complete surveys and quizzes to track their progress and understanding throughout the program. Also, the students set healthy lifestyle goals to work toward over the course of the program. In the year f 2018, a statistical analysis via paired t-test revealed a significant difference in BMI (-3.436%, p<0.05, n=55) over the 4-week course of the program. The survey results suggested a 32% reported improvement in their current health status, 33% reported increased desire to stay healthy, 26% reported a decrease in their consumption of sweets, 51% reported increased consumption of fruit/vegetables and 70% improved scores on their mastery quiz taken at the beginning and end of the program (Mulligan et al., 2018). Results of the FFL program the following year [2019], which included 4th and 5th grade students at three different elementary schools in the Omaha area, showed no significant difference in BMI (p=0.7943, n=72), and the quiz scores significantly improved. Student self- reports revealed 41% reported a decrease in individual and/or household screen time, 36% reported an increase in daily fruit/vegetable intake, 27% reported a reduction in consumption of sweets (Sughroue et al., 2019). In the most previous implementation of this program (2020), results included no significant decrease in BMI (p=0.461, n=67) and quiz scores showed a significant increase after completion of FFL (p=0.03, n=65). The self- reported survey responses revealed improvement in understanding areas of a healthy meal, daily servings of fruits and vegetables, interest in personal health and decreased intake in sweets and daily screen time (Conklin et al., 2020). The FFL program provides a cost-effective, timely intervention that allows ease of access for schools. 
The literature has several interventional topics including nutrition and healthy choices taking place in many different elementary schools. The school setting provides a structured environment for the children as well as allowing trusted relationships to form. This setting is complete for obesity prevention interventions such as education on topics of physical activity and nutrition to promote lifelong healthy habits to take place. 
School Nursing
	Most schools have at least a part time school nurse to care for and educate the children. School nurses have the potential to have a great impact on school children’s healthy habits. Kubik et al., (2007) studied the responsibilities of school nurses delivering obesity prevention services in schools using a self-administered survey, which looked at the opinions and beliefs about school-based obesity prevention factors. A survey was mailed to 275 school nurses in Minnesota (response rate=80%). Survey results included, 76% of school nurses supported the use of school health services for obesity prevention. Nurses supportive of school-based height, weight and BMI screening and parent notification were twice as likely to perform child-level obesity prevention tasks (Kubik et al., 2007). The study concluded that when the school nurse is on board for obesity prevention services being provided, the outcomes are more likely to be implemented. 
	School nursing works to close the gap between education and health. In recent years, school nurses have become more prevalent in the parochial schools. Nurses have increased knowledge about child health, which has led to improved screenings, preventative care and management of chronic conditions (Johnson, 2017). Immunization and vaccinations have eradicated many diseases and also reduced the number of communicable disease, however this has been replaced with asthma, obesity, and mental health concerns (Johnson, 2017). Having nursing in the schools leads to better outcomes and ensures that no child slips through the cracks.  Not all children are brought to the doctor by their parents when they are ill, so having the health educated school nurse available ensures that all of the needs of the students are addressed. More specifically, many school nurses have started or assisted with obesity prevention programs in their schools. Having the school nurse involved with improve sustainability, address current needs of the students and have needed information readily available. For example, a school nurse led obesity prevention program called Let’s Go 5-2-1-0 utilized health coaching of children along with classroom presentations. Participants were two elementary school and two nursing programs. The program was delivered in volunteer classrooms by teacher choice. For elementary school A, half of the fourth and fifth grade children received classroom presentations plus health coaching. The other half of the classes received classroom education presentations only. For elementary school B, all fourth-grade children received classroom presentations and all but one class (control group) received weekly one on one coaching. Findings demonstrated improvements in self-reported health habits for children in both schools, but increases for objectively measured physical activity levels were found only for School B where intervention children received weekly on-site coaching sessions (Tucker et al., 2011). Implications for practice and research of this study included school administrative leaders, teachers and school nurses to partner with health-care students in order to explore integration of health messages in the primary school curricula. Building on existing infrastructure and utilizing the school nurse can be an ongoing resource to continue the health messaging each year and introduce new strategies (Tucker et al., 2011). 
	School nurses have the knowledge and accessibility to reach the students to provide knowledge to prevent obesity from continuing into adulthood. Certain barriers prevent the school nurse from providing and implementing such programs. For example, time constraints and lack of resources. By pairing with health-care students the school nurse, teachers and administrative leaders can work together to integrate an effective obesity prevention program personalized for their students and schools needs. 
Elementary Teachers
	Elementary teachers, on average, spend more than 1,000 hours with their students during a typical school year. The relationship between a teacher and a student can be one of the most influential factors in the learning environments. A review of Educational Research analysis of 46 studies found that strong teacher-student relationships were associated with improvements on higher student academic engagement, attendance, grades, fewer disruptive behaviors and suspensions, and lower school dropout rates (Sparks, 2019). Teachers have great potential to have an impact and influence student’s healthy habits. 
	An online survey was administered to K-6 teachers (N=628) in 55 elementary schools. Questions included attitudes and beliefs about nutrition education, self-efficacy regarding nutrition education and personal health behaviors. Relationships between the questions, classroom practices and teacher characteristics were tested. Results found that most teachers agreed that they have the potential to make a difference in the eating behaviors of their students (68%). Correlations between hours of nutrition taught and teachers' attitudes and beliefs (r = .37, p < .01), nutrition self‐efficacy (r = .38, p < .01), and personal health practices (r = .15, p < .01) were weak, yet statistically significant. Number of years teaching was inversely related to frequency of food rewards (r = −119, p < .01). Interestingly, only 21% of the teachers agreed that they have the support to teach nutrition in the classroom. In summary, teachers understand the importance of nutrition education. Teachers suggest tailored nutrition materials, qualified nutrition personnel, and school stakeholder support to promote nutrition education (Metos, Sarnoff & Jordan, 2018). 
	After exploring the available knowledge and literature on childhood obesity and obesity prevention programs, an adaptation of the Fit for Life program was chosen as it  best fit the population and length of time for implementation of the DNP project. 
Purpose and Outcomes
The purpose of this Doctor of Nursing practice project was to improve healthy habits in elementary students through the implementation of the Fit for Life education program over eight weeks.  
The short-term outcomes include:
1. 90% of the students will complete the daily tally sheets.
2. Self report surveys will indicate an improvement in healthy eating and activities.
3. 100% of the students will maintain their knowledge learned and habits formed after eight weeks. 
4. Long-term goal is to maintain healthy lifestyle to decrease obesity.
Theoretical Framework
It is essential that the importance of applying theoretical framework and related models for implementation and evaluation of obesity prevention be recognized. For years, researchers have focused on behavior change models for childhood obesity, but to focus on the prevention of the issue, a socioenvironmental theoretical framework should be applied (Gibbs et al., 2011). The WHO’s Health Promoting Schools (HPS) framework is consistent with recognizing the link between schools and healthcare (Langford et al., 2014). The HPS provides a primary model for guiding of development, implementation and evaluation of obesity prevention interventions (Gibbs et al., 2011). This section will discuss childhood obesity and how the HPS framework will assist in the implementation of the DNP project. 
The HPS framework focuses on three key settings for promoting health. These include education, school environment and partnerships (Langford et al., 2014). Health education, involving the formal school curriculum, takes place in the classroom setting. Schools are an important setting for health promotion offering a continual means of reaching this certain population. The second key aspect in the HPS framework involves the school environment. The classroom provides a safe and effective learning environment. Last, the community setting will build on existing health promotion programs and work with members of the community to identify key health promotion priorities (Health Service Executive, 2011). By involving the parents, the children will be held accountable and assist to make this program long lasting into adulthood. 
For this scholarly project, the implementation of this theory needed the support of the principal and commitment from the teacher working on the socioenvironmental framework. Strong leadership will be required along with a well-structured process. The primary role of the Health Promotion workforce in achieving the framework objectives is to support organizational, environmental and system change within each setting, as well as building the capacity of these settings to promote health (Health Service Executive, 2011). In the school, training and education needs to occur based on the current policies in place. The parents of the children that attend the school should be educated on prevention measures to avoid childhood obesity. Parents must be willing to provide children with a healthy environment. In the community, providers will build aptitude within the community to address health promotion and childhood obesity prevention measures (Health Service Executive, 2011). The relationship between school, health and community form the basis of the WHO’s HPS framework will create healthy children with improved health later in life (Langford et al., 2014)
Methods
Design
	The quality improvement project was implemented over an 8-week period following the HSP framework an adaptation of the Fit For Life program took place. The BMI of the children were not evaluated due to the duration of the program, and lack of change in BMI in previous projects. The program was presented via live Zoom for 30 minutes one per week for the first four weeks. The children were able to see the presenter, but the presenter could not see the children.  The teacher was utilized for interaction and discussion with the children. The pre-health survey was repeated in week eight to reassess the healthy habits and review sustainability. Each week had a different discussion topic: Week one: An overview of the program, explanation of the tally sheet (Appendix A), how to track healthy habits, goal setting and a pre-health survey (Appendix B). Week two: Nutrition education included reading of nutrition labels and a My Plate activity. Week three: Discussed screen time, importance of increasing physical activity. Week four: How to keep the healthy habits alive, overview of all topics discussed and the post-health survey (Appendix B). 
Population and setting
The quality improvement project took place in a Midwestern private elementary school, included one 4th grade classroom, consisted of students ages 9-10 years.  
Interventions
	The interventions for the DNP scholarly project included a pre-survey to assess current healthy habits, a daily healthy habits points tally sheet, weekly quiz and a post-survey. The initial health survey included questions about race, vegetable intake, personal health, physical activity, screen time, brushing teeth, other nutritional intake, and sleep. The daily tally sheet included three sections related to nutrition, physical activity and screen time. The post survey was the same at the pre-survey in order to assess acquired knowledge on the topics of nutrition, screen time and physical activity in order to maintain the healthy habits developed. 
Daily Tally Sheet
	Each morning the students filled out the daily tally sheet for the prior days healthy habits. The Nutrition portion included: eating a piece of fruit, eat two servings of vegetables, eat lean and low fat meat, no pop for the day, no candy for the day, make a healthy meal, drink a glass of milk and 8 glasses of water. In the Exercise section: take a walk or walk the dog for 10 minutes, play outside for 30 minutes, play a sport for 30 minutes, shovel the driveway/rake the leaves, and do sit ups/push ups. Screen Time: limit total screen time to less than 2 hours, limit video game and computer game time to less than 2 hours, limit TV time to less than 1 hour and read a book for 30 minutes. All are worth one point. There is a possibility of 18 points to be earned each day. The Tally Sheets will be stored on the student’s Google Forms accounts. Each student has access to an Ipad in the classroom.
Pre/Post Health Survey
	The pre/post health survey asked for the child’s age, sex and race, personal health perception questions with choices of very healthy, pretty healthy, somewhat healthy, a little bit healthy and not at all healthy. Next, vegetable intake, pop/soda intake, candy and sweets, how often are they outside playing with choices of: rarely/never, once a week, every other day and every day. Also, how much do you care about staying healthy: a lot, somewhat, do not care. How much time is being spent in front of a TV, computer or playing video games: one hour or less, two-three hours, three-five hours or more than five hours. How often do you brush your teeth: once, twice, not everyday. Last, how much sleep do you get each night: over 12 hours, 10-12 hours, 8-10 hours or less than 8 hours. 
Data Collection Procedures
Using the Healthy Habits Points Daily Tally sheet, the students tracked their daily habits and data was collected from the tally sheet. The students filled these out each morning at school for four weeks using the school Ipads.  And Google Forms were utilized. This allowed the tally sheets to be collected daily and analyzed. At the end of the course, the students took a post-survey to collect data on the knowledge obtained during the education. 
Ethical Considerations
	Prior to implementation, the Principal of the school and the 4th grade classroom teacher approved the project and interventions. An informational letter was read aloud to the students before the start of the program.  Another letter was sent to the parents with information of the project, and that the activity is voluntary and your child can withdraw at any time. If you do not want your child to participate please notify the teacher. The Creighton University Institutional Review Board (IRB) deemed the project as quality improvement.

Results
	The Fit for Life program included 20 4th grade students ages 9 (52.9%) and 10 (47.1%) years of age. Of the 20 students, 17 (85%) completed the initial survey, three students were excluded from the results. 52.9% (9) of the participants were females and 47.1% (8) were males. Ethnicity was primarily white Caucasian (76.5%), Native American (11.8%) and the remaining 11.8% identified as other race that was not listed.
Pre-Health Survey
Students were asked nine questions related to their personal health in the pre-survey. The students were asked about perceived self-health. Choices included: very healthy, pretty healthy, somewhat health, a little bit health and not at all healthy. Responses included: 23.5% that were very healthy, 41.2% pretty healthy, 29.4% somewhat healthy, 5.9% a little bit healthy. No students reported they were not at all healthy. When asked about how much the students cared about staying healthy: 35.3% chose a lot, 64.7% chose somewhat and 0% chose that they did not care about their health. 
The next 3 questions pertained to nutrition. When asked how often one would drink pop or soda the student’s answers were as follows: 52.9% rarely/never, 35.3% once a week, 5.9% reported every other day and 5.9% chose every day. When asked about candy or sweets intake: 17.6% chose rarely/never, 35.3% once a week, 23.5% every other day and 23.5% ate candy or sweets every single day. Vegetable intake: 11.8% rarely/never-eating vegetables, 5.9% once a week, 29.4% that eat vegetables every other day and 52.9% that eat vegetables every day. 
The next 2 questions discuss physical activity. When asked how often the students play sports or play outside: 5.9% reported rarely or never, 11.8% once a week, 23.5% every other day and 58.8% reported every day. Time spent in front of the TV or playing video games: 58.8% 1 hour or less, 23.5% reported 2-3 hours per day, 5.9%  3-5 hours and 11.8% said that they spend more than 5 hours in front of the TV or playing video games. 
The last few questions asked about brushing teeth and hours of sleep. Self-reports revealed that 64.7% brush their teeth twice a day and 35.3% brush once per day. No students reported that they do not brush every day. When asked how much sleep they get every night: 47.1% selected 10-12 hours per night and 52.9% reported 8-10 hours per night. No students reported sleeping over 12 hours per night or less than 8 hours per night. 
Daily Tally Sheet
	The tally sheets were filled out each school day at school for four weeks, excluding the weekends and school breaks for holidays such as Thanksgiving, with no missed days. The habits improved throughout the program; with a slight decrease in habits after Thanksgiving break. Habits that were greatly improved included vegetable intake and decrease in pop/soda and sweets intake.  Overall, the daily tally sheets had a very high implementation rate. This allowed for a successful measure of the habit formation over the four weeks. The main purposes of the daily tally sheets were to create awareness of the healthy habits each morning for the students. This reminded the students of the habits and provided a written way to self-report and check in each day with themselves. Tally sheet reports were received daily, and analyzed and coded weekly within Excel.





Figure 1: Daily Tally Sheets.
       
Post-Health Survey	
	The post health survey included the same nine questions as the pre-health survey plus three added questions. When asked about how healthy they felt now that they have completed the Fit for Life Program: 41.2% very healthy, 52.9% pretty healthy and 5.9% a little bit healthy. The next question, how much do you care about staying healthy: 64.7% care a lot and 35.3% somewhat care. No students reported that they do not care. 
Questions referring to nutrition showed improvement. Pop/soda intake: 82.4% rarely/never drink pop and 17.6% report once a week. Candy and sweets intake: 29.4% rarely or never have sweets, 35.3% report once a week, 11.8% every other day and 23.5% reported eating sweets or candy every day still. When asked about vegetable intake: 64.7% eat vegetables everyday, 23.5% every other day, 5.9% once a week and 5.9% said rarely or never. Comparison from pre-survey revealed a significant drop in soda intake. At the end of the program, all students (100%) reported that they rarely, never or only drink soda once per week. Meaning, 41.2% decreased their intake of pop. At the beginning of the program, 52.9% reported rarely, never or only eating sweets once per week. Post-survey results revealed that 11 students (64.7%) were now rarely, never or only eating sweets once per week. This was an 11.8% decrease. Vegetable consumption was also positively increased. There was a 29.4% increase in the number of children eating vegetables everyday for every other day. In all, nutrition seemed to improve throughout the program.
	In the physical activity portion, students were once again asked about sports, playing outside and time in front of the TV or video games. There were 58.8% that reported playing outside or playing sports everyday, 17.6% once a week and 23.5% said every other day. No student reported rarely or never playing sports or playing outside. When asked about time spent in front of the TV or playing video games: 5.9% more than 5 hours, 5.9% 3-5 hours, 17.6% 2-3 hours and 70.6% spend 1 hour or less per day watching TV or playing video games. Overall, the amount of time the students spent outside or playing sports stayed the same post Fit for Life program. There was 1 child that was previously playing outside rarely or never and improved to playing outside or playing a sport at least once a week. The amount of time the students spent in front of the TV or playing videos did not have a significant change. In all, there was little change in this section. 
	When asked about how often one brushes their teeth: 17.6% reported brushing once per day and 82.4% reported brushing twice per day. When asked about hours of sleep per night: 11.8% sleep less than 8 hours, 41.2% 8-10 hours and 47.1% reported sleeping 10-12 hours per night. No student reported sleeping over 12 hours per night. Overall, there was a slight improvement in the number of children that now brushed their teeth twice a day from once per day. 
An added question, how much did the Fit for Life program help you to achieve your healthy goals was included. Responses included: 47.1% very helpful, 23.5% pretty helpful, 23.5% somewhat helpful and 5.9% felt the Fit for Life program was a little bit helpful. No students reported that it was not helpful. Another question added to the post-health survey asked if the student would keep up with healthy habits that were worked on during the Fit for Life Programs. Reponses included: 88.2% will keep up with the new-formed habits and 11.8% that selected no; they would not keep up the healthy habits. Overall, before the Fit for Life education, most of the students felt they were pretty healthy. After completion of the program, 94.2% self reported they felt they were very or pretty healthy. This was an increase of 29.5% from the pre-health survey.
Table A shows a trend is that average endorsement became ‘healthier’ for each item at post-survey (for most items such as ‘how healthy’ ‘veggies’ ‘brush teeth’ etc. this means an increase in the post score from the pre, while for certain items (‘pop’ ‘ tv/ video’ etc) this means a decrease at post from pre.  Table B shows the change in percentage from pre-survey. 

Table A: Pre-Surveys Versus Post-Surveys
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Table B: Change in percentage from Pre-Survey






Discussion and Implications for Practice
	Pop
	41.2% Decrease

	Sweets
	11.8% Increase

	Veggies
	29.4% Increase

	Outside
	5.9% Increase

	Tv/Video
	29.4% Increase

	Brush Teeth
	17.6% Increase

	Sleep
	11.8 % Decrease


	 The Fit for Life program was effective in establishing healthy habits in a 4th grade classroom. Much like Powell et al., discussed, nutrition and other health habits develop early in life; therefore, habits should be encouraged at the elementary level. This program provided a limited number of children (n=20) whom had general knowledge in order to maintain a healthy and balanced lifestyle. There were many lessons learned throughout the program. First, the program was implemented in November, which seemed to be a less busy time for the students and staff. This allowed concentration on the healthy habits and avoided the busy start of the school year and the busy Christmas season. Second, the daily tally sheets were filled out at school, which allowed for daily reminders from the teacher. This was helpful because in past programs students would bring the daily tally sheets home and often forget them or forget to fill them out. Third, the utilization of Google Forms allowed collection of the daily sheets daily. 
	When comparing these results to the past Fit for Life Programs, considerations of the adaptations had to be done. Since BMI was not tracked no comparison of BMI could be done. Overall, this FFL program yielded similar results as the FFL programs from 2018-2019. Similar increase in the number of students in the previous and the most current implementation of the FFL program self reported that they felt healthier and cared more about staying healthy. The previous programs were able to decrease consumptions of sweets and candy much more than this current implementation of the program. 
	Schools are an ideal location for the implementation of cost effective and sustainable interventions. Schools provide a location where a large number of students can be addressed at once. Furthermore, children spend a majority of their waking hours at school and would be exposed to interventions initiated in this setting. This project, over several years has shown to be effective in the school setting for short-term evaluation.
Project Strengths and Limitations
	The main barrier of this project was the COVID-19 pandemic. Because of the pandemic, interactions with the students were limited to Zoom video calls, without the ability to see each student or interact directly. The teacher repeated any questions or comments the students had. This limited the ability to see if the students understood the material.  
A strength of this project is the cost. The program costs very little to provide and repeat from year to year for the students. The short duration of the program can be completed in any 4-8 week period during the school year. Although not ideal, the virtual presentation of the program can be effective as the children are familiar with technology. With early interventions, students have the ability to formulate healthy habits. 
Future Implications
	Future implications should include a survey for the teacher to evaluate the program, time commitment, and interaction with students. Additionally, a survey of the parents to identify to identify health habits and reinforcement in the home should be included. Throughout the program the classroom teacher is a large part in the success or failure of the FLL program.
Conclusion
Despite preventative care efforts, childhood obesity continues to be a growing health concern both in the state of South Dakota and throughout the U.S. Education and healthy habit formation are crucial for improvement. The Fit for Life project aimed to increase the knowledge and encourage implementation of healthy habits to create a sustainable healthy lifestyle for the 4th grade students. The students involved in this project were exposed to information that may affect their mindset about eating healthier which may affect their lifestyle. 
Sustainability
Sustainability of the Fit for Life program is warranted. The PowerPoint presentations, pre and post health surveys, and the daily tally sheets can be shared with the school for use, either by the teacher or the school nurse. In addition, if the teacher is not comfortable presenting the information, recorded educational videos were provided to the school. 
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Appendix C
Parent Letter
Dear parent/guardian,

My name is Morgan Jones and I am very excited to be working with the students in Mrs. Jiskoot’s classroom! I attend Creighton University’s Doctorate Nurse Practitioner program. I am in my final year and have been working on a project for your child’s classroom. This month, I will be educating the student about healthy habits through the Fit for Life program. Fit for Life is an organization dedicated to the promotion of healthy lifestyles. Fit for life will help to nurture healthy lifestyle goals, especially in the areas of nutrition and exercise in order to help fight the growing epidemic of diabetes, heart disease, obesity and other metabolic disorders. The program will work to establish sustainable change in the lifestyle and attitudes towards healthy living.

 I encourage open conversations with your student about healthy habits! Each morning, at school, the students will be filling out a Healthy Habits Tally Sheet to help track the habits. I have sent one with this letter for you to see. Please help your child to set goals and achieve the habits. Please reach out to me if you have any questions or if I can assist in any way! I look forward to working with Mrs. Jiskoot’s class!

Morgan Jones, BSN-RN
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Healthy Habits Points Daily Tally Sheet

Special Three Healthy Habits for the Month

1. __ (3 points)
2. __ (3 points)
3. __ (3 points)
Nutrition

1. Eat a piece of fruit ___ (1 point)
2. Eataserving of vegetables  __ (1 point)

3. Pick a small serving of dessert ___ (1 point)

4.Eatleanand low fatmeat  ___ (1 point)
5. No pop for the day ___ (1 point)
6. No candy for the day ___ (1 point)
7. Make a healthy meal ___ (1 point)
8.Drink a glass of skimmilk (1 point)
9. Have 8 glasses of water __(2points)
Exercise

1. Walk the dog for 10 minutes __ (1 point)
2. Play outside for 30 minutes _ (1 point)

3. Play basketball for 30 minutes ___ (1 point)

4. Shovel the driveway __ (1 point)
5. Do sit-ups/push-ups __(1 point)
6. Go sledding for 30 minutes  __ (1 point)

Screen Time

1.Limit TV time to<2hours ~ __ (1 point)
2. Limit Video Game to <2 hours __ (1 point)
3. Limit Computer time to <2 hrs __ (1 point)

4. Limit total screen time <3 hrs ___ (2 points)

5. Read a book for 30 minutes  __ (1 point)
‘Health Maintanence

1. Brush teeth twice a day __ (1 point)
2. Floss once a day __ (1 point)
3. Sleep 10 hours a night __ (1 point)

Miscellaneous - If you do something healthy
that is not listed, write it here and have your

parents sign it for credit!

1 __ (1 point)
2 __ (1 point)
3 __ (1 point)
4 __ (1 point)
5 __ (1 point)
6 __ (1 point)

Parent's Signature

Add up your total!

Total Points for

points
(date)
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Creighton University School
of Medicine’s
Fit For Life Program

Initials: Age:

Teacher:

Healthy Habits Month

Initial Survey

Are you a boy or girl?

Would you consider yourself:
Black or African American
White or Caucasian
Hispanic

Asian

Pacific Islander

Native American

ooooood

Other race not listed

How healthy do you think you are right now?

O

Very healthy
Pretty healthy

O

Somewhat healthy

O

Alittle bit healthy

O

Not at all healthy

How much do you care about staying healthy?
O Alot

O somewhat
[0 Don'tcare

How often do you drink pop or soda?
[0 Rarely/Never

[ Once a week
[0 Every other day
O Every day

How often do you eat candy or sweets?
[0 Rarely/Never

[ Once a week
[0 Every other day
O Every day

How often do you eat vegetables?
[0 Rarely/Never

[ Once a week
[0 Every other day
O Every day

How often do you play sports or outside?
[0 Rarely/Never

Once a week

Every other day

Oooo

Every day

How much time do you spend in front of a TV, computer
or playing video games?

O 1 hour or less

O 2-3 hours

O 3-5 hours

[0 More than 5 hours

How often do you brush your teeth each day?
O once

O Twice
[0 Not every day

How much sleep do you get each night?
[0 over 12 hours

O 10-12 hours
O 8-10hours
[0 Less than 8 hours

List 3 healthy goals that you can reach every day to stay healthy during Healthy Habits Month.

1.
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N=17* Pre Mean (sd) Post Mean (sd)
How healthy 2.06 (1.98) 2.18(2.19)
Care about health 2.35(.49) 2.65 (.49)

Pop 1.65 (.86) 1.18 (.39)
Sweets 2.53 (1.07) 2.29 (1.16)
Veggies 3.24 (1.03) 3.47 (.84)
Outside 3.35(.93) 3.41 (.80)

TV/ Video 1.71 (1.05) 1.47 (.87)
Brush Teeth 1.65 (.49) 1.82 (.39)
Sleep 2.53 (.51) 2.65 (.70)





