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OVERVIEW 
We are pleased to present this Executive Summary of the New Jersey Conference on the 

Prevention of Child Obesity, held March 31, 2009. The Conference was attended by 240 

participants from numerous organizations working to improve the health and wellness of New 

Jersey's children and families. National and New Jersey data concerning the prevalence of 

childhood obesity underscored the magnitude and scope of obesity as a public health problem. 

Thus, the Conference focused on numerous approaches to obesity prevention, including office-

based screenings and education, behavior change models, and community-oriented efforts. 

Keynote and Breakout Sessions, 18 Exhibitors and 7 Poster Sessions drew upon the expertise of 

local, regional and national leaders. Attendees enjoyed a variety of opportunities to discuss 

success stories and challenges, and to share resources, materials and program results.   

Presenters shared impressive outcomes from the various programs highlighted at the 

conference, including loss of weight and reductions in BMI from baseline measurements to the 

development of successful community partnerships. Families and providers demonstrated 

increased knowledge about diet, nutrition, food choices, and innovative ways to increase 

physical activity. Many programs have been replicated and expanded to sites across the nation, 

with ongoing evaluation of promising new practices and interventions.  

The Conference offered practical insights and ideas focused on policy changes and 

continued action, including emphasis on public and private partnerships aimed at promoting 

healthy nutrition and fitness. Program web sites will be updated frequ ently as new experiences 

and insights emerge. We strongly encourage visiting these sites often to review the most 

current data and the accomplishments and progress being made toward the prevention of 

childhood obesity. 

Sincerely, 

 
Fran Gallagher, MEd 
Executive Director 
American Academy of Pediatrics, New Jersey Chapter &  
Pediatric Council on Research and Education, Foundation of the American Academy of 
Pediatrics/New Jersey Chapter www.NJPCORE.org 

 

Connie F. Calisti-Meyers, JD 
Executive Director 
New Jersey Council of Childrenôs Hospitals cmeyers@njcth.org 

 

 
Robyn D'Oria, MA, RNC, APN  
Executive Director 
Central New Jersey Maternal and Child Health Consortium www.cnjmchc.org/home.asp 

file:///C:\Documents%20and%20Settings\nchabotwaugh\Local%20Settings\Temporary%20Internet%20Files\Content.Outlook\IL6450RU\www.NJPCORE.org
file:///C:\Documents%20and%20Settings\nchabotwaugh\Local%20Settings\Temporary%20Internet%20Files\Content.Outlook\IL6450RU\www.cnjmchc.org\home.asp
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Scott Gee, MD 
Medical Director for Prevention & Health Information  
Kaiser Permanente, Northern California 

 

 

Dr. Gee first drew attention to the  obesity epidemic in America, underscoring that, since 1963, the 
number of obese 6-19 year old children in the U.S. has tripled. Children who are Black, Hispanic, 
American Indian, and Alaska Native are at greatest risk for obesity, according to 2008 data.  "This 
rise in obesity rates has led to a dramatic change in practice," he st ated, noting that 
"Type II diabetes is now 32% of cases -- a 10 fold increase from 1982 -1994."  

"Behavior and environment are the most modifiable risk factors," he continued, pointing to  The 
Chronic Care Model as a framework for  addressing environmental influences such as family, school, 
worksite and community, and applying medical system techniques and tools, including information 
systems, decision support and delivery system design to encourage family/patient self management.  

"By age 7," stated Gee, "damage  to self -esteem has occur red. Because it's hard to get 
'kids' into treatment programs, the greatest emphasis needs to be on prevention.  I f you 
read only one reference about preventing childhood obesity, look at the recent work, Assessment, 
Prevention and Treatment of Childhood Obesity: Recommendations from the Expert Committee on 
Childhood Obesity." (PEDIATRICS Volume 120, Supplement 4, December 2007) According to the 
Expert Committee, obesity prevention at medical office visits should consist of:  

 BMI screening for all children 2 years and older (the 2009 HEDIS annual measures now 
include BMI, nutrition and physical activity)  

 Universal, consistent evidence-based health messages 
 Patient-centered communication 

 Early intervention and referral if indicated  

Gee strongly suggested offering 1 positive, age-appropriate anticipatory guidance message about 
dietary intake and physical activity during every medical office visit. Message consistency across 
time promotes behavior change, he explained. 

An effective patient-centered interviewing tool--Emphasize/Elicit - Provide - Elicit communication (E-
P-E)--engages the patient/family in discussion. For example, questions such as, What is your 
understanding? What have you heard about? and What do you want to know? help patients get 
"unstuck" by talking about individual issues, choices and motivation for behavior change. 

Gee also highlighted effective strategies that combine education and legislation/policy, as in the 
example of bicycle helmet laws for injury prevention. At the grassroots level, community advocacy is 
a primary responsibility."Get out of the exam room and into settings where  you may have 
the greatest impact and influence.  Meet with school principals, local clubs, clinics and 
hospitals. Start small and expand you r circle of influence  and ability to effect change, "  
he concluded. 

Using breastfeeding as an example, participants expressed that establishing "baby-friendly" hospitals in 
New Jersey, with specific criteria for establishing exclusive breastfeeding in the hospital, might be a 
positive and necessary public health and policy direction. 

KEYNOTE PRESENTATIONS 

The Role of the Healthcare Provider in 
Community Advocacy Around Obesity Prevention 
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Poster Presentation: 

Healthy Lifestyle Can Prevent 

Development of Type 2 Diabetes 

 
 

Project Collaborators: Berrin Longmire, MD (Data 
Collection Oversight) and Malik Khalif, MD (pictured)  

UMDNJ-Robert Wood Johnson Medical School 

New Jersey Childhood Obesity Rates 

 18.1%: first in the US among low income 
children ages 2-5 (Source: NJ PEDNSS 
2006) 

 13.7%: 26th in the US among children 
ages 10-17  

Source: National Survey of Children's Health 2003 

 

New Jersey Adult Obesity Incidence vs. US 

 NJ Obesity: 22.9% (42nd) 

 Diabetes:  8.1% (19th)  

 Physical Inactivity: 27.4% (10th)  

Source: BRFSS 2005-2007 

KEYNOTE PRESENTATIONS 

Coordination of NJ Obesity Efforts - A  
Five Year VISION 
 
 
 
 

Peri Nearon, MPA 
Director, Office of Nutrition & Fitness 
New Jersey Department of Health & Senior 
Services 
 
Ms. Nearon traced the shifts in food practices in 
the U.S., noting societal trends such as increased 
portion size and low consumption of fruits and 
vegetables. New Jersey ranks #1 (worst) in the 
country in childhood obesity among 2-5 year olds, 
and #26 among 10 -17 year olds. To combat the 
problem, the NJ DHHS established the NJ Council 
on Physical Fitness and Sports in 1999 and has 
actively pursued ongoing obesity prevention 
efforts.  

In 2003, legislation established the Obesity 
Prevention Task Force, followed in 2006 by an 
Obesity Prevention Action Plan. The Office of 
Nutrition and Fitness (ONF) was created in 2007 
within the DHHS, Family Health Service. 

In 2008, the ONF received a 5-year (2008-2013) 
$4.1million cooperative agreement from the CDC 
for Nutrition, Physical Activity and Obesity 
Program. 

Key to this initiative is developing partnerships 
with organiza tions throughout the State, 
planning and facilitating stakeholder meetings, 
and revising obesity prevention plans to address 
the following six areas of focus:  

 Emphasis on reduction of health disparities. 
 Developing and reporting a surveillance plan 

and measures. 

 Advocating for policy change. 
 Evaluating the State partnership. 
 Supporting State and community actions. 
 Sharing success stories. 

Through Q&A, participants learned that the ONF 
staff is expanding and is better prepared to assist 
local and regional efforts. Studies are underway 
to measure the impact of current initiatives. The 
audience inquired about a potential relationship 
between computer use and obesity. 
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"Reduction of obesity associated morbidity  

 
 
Sandra Hassink, MD, FAAP 
Director, Weight Management Clinic 
A.I. DuPont Hospital for Children 
Wilmington, DE 

Dr. Hassink emphasized that the pediatric practice has an ideal opportunity to address age-specific 

child/family lifestyle issues related to obesity prevention, noting that  "a ten perce nt weight loss 

can modify obesity comorbidities and the risk of obesity is reduced by 40% among 

children breastfed for at least 6 months or more."  

Numerous factors contribute to obesity development, 
according to Dr. Hassink. For example:  

 Families with one or both parents who are obese are at 
increased risk for having an obese child or adolescent.  

 Infants born to mothers with diabetes are at increased 
risk of obesity, impaired glucose tolerance, and type 2 
diabetes. 

 Maternal obesity is associated with risk of congenital 
anomalies, including neural tube defects, spina bifida, 
and cardiovascular abnormalities. 

In addition, recent studies show that environment plays a 

major role, with 30 -50% of toddlers consuming a 

sweetened beverage daily, schools providing lunches high 

in calories because of fat content, and TV/computer/video 

games replacing physical activity after school. 

Severe obesity related emergencies have increased along with the prevalence of obesity, including 

pulmonary emboli and cardiomyopathy. Some co morbid conditions, such as sleep apnea and Blount's 

Disease require immediate attention. Chronic obesity related co morbidities involve hypertension, 

hyperlipidemia, depression/anxiety and low self-esteem. 

"Reduction of obesity associated morbidity i s possible," Dr. Hassink concluded, indicating 
that weight loss can:  

 Lessen the risk of progression from impaired glucose tolerance to diabetes.  

 Reduce cardiovascular disease risk.  
 Improve insulin sensitivity with reduction in visceral adiposity.  
 Cure sleep apnea. 

 

KEYNOTE PRESENTATIONS 
Obesity Prevention Throughout the Pediatric Years 

 

 

 

 

 Practice-based Prevention 
Strategies: 4 Key 

Interventions 

Breastfeeding/infant feeding. 

Focus on adolescent weight gain. 

Preschool detection of high risk 
eating and activity behaviors. 

Identification and reduction of 
obesity associated comorbidities. 
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Mommy & Me, From Birth  
to Three:  
An Infant Obesity  

Prevention Project 

 

 

Robyn D'Oria, MA, RNC, APN 
Executive Director,  
Central New Jersey Maternal  
and Child Health Consortium 

Mommy & Me aims to prevent overweight in infants 
and toddlers living in Plainfield, NJ, a predominantly 
Black and Hispanic community. Among this 
population, obesity rates are 10-12% higher than 
those of White children.  
Intervention.  One-on-one and group nutrition 
education provided to a minimum of 50 mothers over 
2 years, with follow-up phone calls and home visits 
during year 3. A bilingual community coordinator 
conducts 2 home visits with women in their 3rd 
trimester, assesses needs, and organizes 
mother/baby pairs into groups that meet monthly for 
12 months. Topics include breastfeeding knowledge 
and beliefs, age appropriate nutrition, and cultural 
perceptions of healthy infant/child eating. 
Community-based partnerships are keys to success.  

Challenges. Difficulty obtaining provider referrals, 
retaining migrant populations, measuring long term 
vs. short term outcomes, and securing funding .  

Funded by a Johnson & Johnson Health Award in 2006. 

 

KEYNOTE PANEL PRESENTATIONS 
Moderator: Steven Kairys, MD, MPH 

 

 

 

 

 

 

Mommy & Me in Action 
 

 Increased knowledge of health and nutrition.  

 Majority of participants met or partially met 
behavioral goals. 

 Mothers with the largest increases in 
knowledge were more successful in controlling 
infant portion sizes and understanding 
nutrition labels. 

 The majority of children were at a healthy 
weight at 12 months (n=11).  

Surprise Finding: More parent-child 
interaction during infancy was associated with 
healthier weight.  

 

 

Choosing a Healthy Life 
by Making 
Healthy Choices (CHL) 

 

 

 

 

Choosing a Healthy Life by Making 
Healthy Choices (CHL)  

Made a Difference! 

Year one evaluation results surpassed 
expectations:  

As a prevention program, the hope was to 
stop any further weight gain. In fact, the BMI 
(Body Mass Index) outcomes for participants 
showed a 5.7% decrease in children who 
were overweight/obese.  

Year two evaluations exceeded expectations:  

Compared to Fall 2007 data, there was a 
12.7% increase in children who had healthy 
weight; 8.4% drop in children who were 
overweight; and a  13.7% drop in children 
who were obese.  

 

 

Margaret Fisher, MD, FAAP 
NJ PCORE and AAP/NJ 

CHL is a partnership between the Long 
Branch schools, Prevention First, PCORE, the 
Knowledge Learning Company, and the 
Children's Hospital at Monmouth Medical 
Center. 

Key Program Components: 

 Preschool offers an excellent opportunity 
for prevention.  

 Children "hook" their parents!  

 Focus on food choices. 
 Partnership synergies create an ideal 

climate for change. 

Funded by the Robert Wood Johnson Foundation 

from 2006-2009, CHL is a preschool-based model 

implemented in Long Branch, NJ, a culturally 
diverse community.  
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Healthy Habits, Healthy Living 

 

 

 

 

 

 

Care Management Tools for the Medical 
Home 

Office-based activities that can provide the 
patient/family with:  

 Prevention education. 
 Counseling support. 
 Community resources. 
 Referral to pediatric weight 

management/tertiary care centers.  

Office-based documentation activities:  

 Record BMI. 

 Use chart sticker or prompt as reminder. 
 Use Healthy Lifestyle Questionnaire. 
 Contract for a healthy lifestyle.  

Office-based resources: 

 Waiting area. 

 Exam rooms: health messages, handouts, 
body weight scale w/ > 300 pound capacity, 
larger patient gowns, and blood pressure 
cuffs to cover 80% of patient's arm.  

Leading by example: 

 Office staff behaviors reflect healthy 
environment. 

 Wear pedometer. 
 Encourage healthy snacks and lunches. 
Á Keep food in lunchroom, not at front desk.  

"The focus of the off ice visit is not to convince 
the patient to change behavior but to help 

the patient move along the stages of change."  

 
 
 

The Pediatric Council on Research and Education 

(PCORE) -- one of many exhibitors -- provided 

opportunities to interact with program l eaders and 

to exchange ideas, insights and questions. Posters 

and material resources, including audiovisuals, 

handouts, and tool kits showcased each program's 

unique features and creative strategies and 

approaches. 

Lori Feldman-Winter, MD, MPH 
Professor of Pediatrics 
Children's Regional Hospital  
at Cooper 

Healthy Habits, Healthy Living,  
designed to "use well-child visits to shape the 
habits that shape the child," focuses on prevention 
and care management of obesity in the pediatric 
medical home.  

The prevention module encompasses the Centers 
for Disease Control 6 targeted behaviors (listed by 
strength of evidence):  

 Increase breastfeeding, initiation and duration, 
physical activity, and consumption of fruits and 
vegetables.  

 Decrease TV viewing, consumption of sugar and 
sweetened beverages, and consumption of 
energy dense foods.  

Dr. Feldman-Winter described the "obesity cycle," 
stressing the importance of tracking BMI-for-Age 
from birth to 18 years during well -child visits. She 
also noted challenges, such as lack of patient 
motivation, parent involvement, reimbursement, 
support services and treatment skills. In addition, 
she discussed ways to start conversations with 
families about obesity prevention and overweight, 
using neutral terms to reduce the risk of 
stigmatization or harm to  self-esteem. 

" Preventive health care is critical.  Countries that 
support and incent primary care services have 

lower mortality rates, fewer years of life lost due 
to preventable causes, and lower per capita 

healthcare expenditures."  

 
 



 

EXECUTIVE SUMMARY Page 7 
 

 
 
 

 

 

 

Senator Baroni spoke of the emotional and physical difficulties he encountered in 
overcoming obesity. His personal experience is evident in before and after photographs, 
below. "Obesity takes a tremendous toll on 'fat' kids ,'" he stated emphatically.  

"As policymakers, we can work together to change environmental factors, such as 
unhealthy school lunches that contribute to obesity. " He called attention to one striking 
example of a typical school lunch menu he had searched online that morning. Included in 
the menu were items such as French Toast with whipped cream, hashed brown potatoes 
and French fries. "Would you expect to see this in 2009?" he asked. 

Senator Baroni also emphasized the importance of coupling diet with physical fitness as 
an appropriate target for obesity prevention. In addition, he stressed the need f or policy 
changes, such as repealing the tax on joining gyms, and deducting gym membership 
costs.  

"We're failing our children if we do nothing to prevent this public health crisis."  

 

 
 
 
 
 
 
 

 

LUNCHEON 
Featured Speaker: The Honorable Bill Baroni, NJ Senate District 14 
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Vital Connections: Primary Care 
Approach to Childhood Obesity  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

BREAKOUT SESSIONS 

 

 

 

 

 

 

Sandra Hassink, MD, FAAP 
Director, Weight Management Clinic 
A.I. DuPont Hospital for Children 
Wilmington, DE 

Learning Objectives: 

 Discuss the chronic care model for obesity 
prevention and treatment.  

 Evaluate the intersection between the chronic 
care model and the medical home model for 
obesity. 

 Discuss the socioecological model of obesity. 

Dr. Hassink reviewed the Expert Committee 
Recommendations June 2007 (Published 
Pediatrics Supplement December 2007).*   

Childhood Obesity Assessment:  

 Calculate, chart and classify BMI for all 
children 2-18 yrs at least yearly. 

 Dietary patterns. 
 Activity/inactivity.  
 Readiness for change. 
 Obesity related comorbidities. 
 Ongoing progress. 

BMI Assessment - Calculate, Chart, Classify: 

 BMI based on age and gender and is a 
population based reference 

 Underweight BMI < 5%.  

 ñNormal weightò BMI 5%-84%. 

 Overweight BMI > 85%-94% (IOM 
classification). 

 Obese BMI 95%-99% (IOM classification). 

 Morbid (severe) obesity BMI > 99%.  

Continuous Assessment: 

 Calculate, chart and classify BMI for all 
children 2-18 yrs at least yearly. 

Stages of Intervention:  

 Content of each stage builds on previous 
stage. 

*Freedman et al J Pediatr 2007;150;12-17  

 

 Intensity of intervention increase s: 
Ã Prevention. 
Ã Prevention Plus. 
Ã Structured Weight Management. 
Ã Comprehensive Multidisciplinary 

Protocol. 
Ã Tertiary Care Protocol. 

Prevention BMI 5%-84% - Diet:  

 Promote breastfeeding. 
 Diet and physical activity. 
Ã Five or more servings of fruits and 

vegetables per day.  
Ã Two or fewer hours of screen time / day, 

no television in the room where child 
sleeps.  

Ã 1 hour or more of daily physical activity .  
Ã No sugar-sweetened beverages.  

 Portions: 
Ã Age appropriate. 
Ã ñParentôs provide, child decides.ò 

 Structure: 
Ã Breakfast. 
Ã Family dinners, no TV. 
Ã Limit fast food. 

 Balance: 
Ã Food groups. 
Ã Limit refined sugar. 

Prevention Dietary Patterns -  
Minimum once / year at well visits:  

 Self-efficacy and readiness to change. 
 Small incremental steps for change. 
 Family support. 
 Self monitoring. 
 Setbacks are normal, trouble shoot, support, 

return to plan . 

 Identify high risk nutritional behaviors . 

Prevention - All children 2-19 yrs BMI >5%  < 
84% 

 Eating Behaviors: 
Ã Eat breakfast daily.  
Ã Limit eating out at restaurants, 

particularly fast food restaurants.  
Ã Encourage family meals. 
Ã Limit portion size.  
Ã  
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Up, Up, and Aweigh ï Creating a  
Wellness Partnership between the  

City of Paterson and  
St. Josephôs Childrenôs Hospital 

Michael Lamacchia, MD, FAAP  
Chairman, Department of Pediatrics  
St. Josephôs Childrenôs Hospital 

Learning Objectives: 

 Describe a school-based program of obesity prevention. 
 Discuss a pediatrician's role in identifying at risk youth.  
 Describe a wellness program involving a city and local partner. 

This school-based program, funded by the Sabor Y Salud Kraft Grant and implemented in conjunction 
with NJ After 3, began in 2005 ï 2006 at the Norman S. Weir Charter School, is now expanding to 6 
schools.  

Key Components 

Medical screening: BMI calculation plotted on age and gender specific CDC charts, physical exam and 
BP /  cholesterol. 

Nutrition: Anticipatory guidance to all; children between 85 -95% advised to grow into weight, 
children greater than 95% given a  hypocaloric diet, and all children given meal planners and diaries. 

Exercise: Tae Bo, walking, relay races, Follow-the-Leader, and 20 minutes of movement. 

Behavior Modification:  Regular meal and snack patterns established along with smaller portions, 
limited second helpings, lower intake of fat dairy products, and higher intake of water, fruits and 
vegetables. 

Behavior Therapy: Self-monitoring, problem solving, 
contingency management, stimulus control, stress 
management, social support, and cognitive 
restructuring.  

Dr. Lamacchia emphasized the importance of 
promoting wellness through "health care 
partnerships"  that involve providers, children 
and their caregivers, schools, hospitals, 
community -based organizations, and 
recreational facilities.  For example, pediatrician's 
can provide: weekly, interactive sessions about 
nutrition, behavior, and exercise; school screenings for 
at-risk children; help rehabilitate local parks; and help 
develop hospital database where pediatricians can track 
specific indicators. 

He also discussed utilizing the American Academy of 
Pediatrics' Medical Home model for obesity 
management, providing instruction on billing and 
coding for obesity related office visits, and offering lactation, nutrition, and behavioral modification 
resources. 

Up, Up, and Aweigh 
Program Results Summary 

40 Student Medical Screens: 

 1 elevated glucose. 
 8 elevated cholesterol. 
 4 elevated BP. 
 5 previously undiagnosed 

asthma. 

Weight Reduction: 

Year One -- Average 5 lbs. 
Year Two -- Average 4 lbs. 

Year One -- Outlier lost 60 lbs. 
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Karen Buonocore, MA, CHES 
NJ Relationship Manager 

Learning Objectives: 

 Discuss the Six Step Process of creating a 
healthier school environment. 

 Identify the resources offered.  
 Discuss the process to enroll your school. 

Established in February 2006 by a grant from 
the Robert Wood Johnson Foundation, the 
program provides onsite support to 230 schools 
in 13 states and online support to over 900 
schools during 2006-07. Planned expansion 
includes onsite support to over 8,000 schools in 
34 states and online support to countless 
schools. Website:  
www.healthiergeneration.org/schools  

Program Components /  Framework: 

 Policy / Systems. 

 Health Education.  

 Physical Education. 

 School Meals Programs. 

 Competitive Foods & Beverages. 

 Physical Activity. 

 Before & Afterschool Programs. 

Six-Step Process: 

1. Convene School Wellness Council composed 
of individuals from community and school to 
lead and implement all aspects of the program. 
2. Implement the Healthy Schools Builder 
online tool to assess current environment and 
develop action plans to promote physical 
activity and healthier eating.  
3. Create a Prioritization Chart to document 
assessment results, list action steps by content 
areas, and identify feasibility and sustainability. 
4. - 5. Take action: tap into online tools and 
resources, search professional development 
opportunities, develop resource database, and 
implement webinars. 
6. Celebrate successes: create a National 
Recognition Program allowing all schools to be 
awarded for change and success. 
 

 

Nurgul Fitzgerald, PhD, RD 
Assistant Professor/Extension Specialist 
Department of Nutritional Sciences 
Rutgers, the State University of New Jersey 

Learning Objectives: 

 Discuss available programs that target nutrition 
and physical activity-related behaviors. 

 Identify available resources from the Rutgers 
Cooperative Extension Programs. 

New Jersey Statistics - Adults 

 62% overweight or obese. 

 73% eat fruits & vegetables  < 5 tim es/day. 

 52% not physically active. 

New Jersey Statistics - Children & Youth  

 38% overweight or obese. 

 79% eat fruits & vegetables < 5 times/d ay. 

 <  10% drink 3 cups of milk/d ay. 

 65% not physically active. 

The Rutgers Cooperative Extension (RCE) is a 
unit of  NJ Agricultural Experiment Station 
(NJAES) and Rutgers, The State University of 
New Jersey. Funded primarily by NJAES in 
2006, it is jointly sponsored by Family & 
Community Health Sciences and 4-H Youth 
Development. Numerous programs, services, 
and activities are offered by the RCE. Web 
site: www.getmovinggethealthynj.rutgers.edu  

 Get Moving - Get Healthy. 
 Expanded Food and Education Nutrition 

Program.  
 NJ Supplemental Nutrition Assistance 

Education Program (NJ-SNAP-Ed). 
 Childrenôs Health Summits (10 since 2003 - 

reached 8,901 youth and 3,811 adults).  

 Faithfully Fit. 
 Walk New Jersey Point to Point. 
 Seeds to Success: Youth Farmstand project 
 BEE Healthy: School wellness program. 
 Integrated research methodology to assess 

needs, develop programs, and evaluate 
outcomes. 

 

Alliance for a Health Generation 
Healthy Schools Program 

Rutgers Cooperative Extension: 
Professionals Working Together To 
Improve Health 

file:///C:\Users\JoAnn\Documents\DOCUMENTS\J&S%20HEALTHCARE%20CSLTG\PCORE\OBESITY%20PREVENTION\www.healthiergeneration.org\schools
file:///C:\Users\JoAnn\AppData\Local\Microsoft\Windows\Temporary%20Internet%20Files\Content.Outlook\GTRFPP25\www.getmovinggethealthynj.rutgers.edu
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Fuel Up To Play: A Child Nutrition 
Fitness Initiative (CNFI) 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Bookmark produced by the  
Harlem Breakfast Initiative  

 
 
 

Lora Korowajczyk, MBA, RD, CDN 
Aisha King, BS 
American Dairy Association and Dairy Council, Inc. 

Learning Objectives: 

 Review the Child Nutrition & Fitness Initiative: 
Creating Healthier School Environments to Enhance 
Overall Child Nutrition. 

 Discuss how it can be replicated. 
 Discuss the importance of breakfast as a weight 

control method and how to deliver this information 
to community settings.  

The National Dairy Council (NDL) and National 
Football League NFL) are committed to inspiring, 
enabling and empowering individuals to make 
healthful food and activity choices. Through 
partnerships with public schools, students (grades 
6-8) and staff work collaboratively to help 1) 
Youth consume more healthy foods, increase 
physical activity, and motivate peers; 2) Schools 
offer more youth -appealing healthy food options, 
and provide opportunities for physical activity.  

Featured Action Strategies 

Healthy Eating Strategies:  

 Expanding Breakfast -- challenges schools to offer 

breakfast to more students and to make breakfast 
a fun option school-wide.  

 Enhancing the Lunch Menu -- designed to help 

students identify healthy cafeteria menu choices. 
 Campaigning for Healthy Foods -- marketing and 

promotional project in which students find creative 

ways to offer healthy, appealing foods that will be 

desired and preferable.  

Physical Activity Strategies:  

 Before School -- students infuse a little ñmovin" and 

"groovin" to kick off the day in a fun way.  
 During School -- students add physical activity into 

the school day (beyond P.E.) without taking from 

academics.  

 After School -- students bring ideas to communities 

through a mentorship program between their own 
school and local elementary schools. 

 
 


