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INTRODUCTION

National trends show consistent in-
creases, as well as racial and ethnic dis-
parities, in the prevalence of overweight
children and adolescents.1 Such dispari-
ties are evident regarding behaviors such
as a poor diet and a lack of physical ac-
tivity and in the prevalence and out-
comes of associated health problems.2-4 It
has been suggested that grounding in-
terventions in cultural traditions and
norms is critical for preventing obesity
among ethnic and racial minority youth;
however,with some notable exceptions,
few community interventions have used
this approach.5 Moreover, urban minor-
ity youth may face additional barriers to
healthful eating and physical activity be-
haviors, such as limited environmental
and social support systems.4,6,7 Thus,
there is a great need for culturally rele-
vant community-based programs to
serve them.

HEALTHY CHILDREN
HEALTHY FUTURES:
PROGRAM DEVELOPMENT

In response to this need, Healthy Chil-
dren Healthy Futures (HCHF) was de-
veloped and piloted in 3 US cities:At-
lanta, Georgia, Los Angeles, California,
and New York, New York.The overar-
ching goal was to create a replicable
program for under-represented minor-
ity youth to become advocates—
through schools, families, and commu-
nities—for healthful eating and physical
activity.To achieve this goal,HCHF first
developed a set of 8 behavioral targets
and then trained boys and girls ages 9 to
12 years in the creative and technical
skills needed to turn the behavioral tar-
gets into youth-designed media mes-
sages,giving them a process and a forum
for advocacy.Media messaging involved
developing healthful eating and physical
activity messages for a variety of outlets,
such as print, posters, radio spots, and
animated videotapes.

The purpose of this article is to de-
scribe the “8 Habits of Healthy Kids,”
the program centerpiece that provided
the behavioral targets on which partic-
ipants built their media messages. It
was based on behavioral theory (Social
Learning Theory and Theory of Rea-
soned Action), input from the HCHF’s
Expert Advisory Board, and extensive
formative assessment to make the pro-
gram culturally relevant and engaging.
HCHF staff in the 3 cities conducted
separate focus groups with 110 repre-
sentative 9 to 12 year olds (12 groups)
and 90 parents (10 groups).The focus
groups revealed several barriers to
healthful eating and physical activity
that were common to all communities.
Youth cited peer influence and un-
availability of healthful foods at home
and school as deterrents to healthful
eating, reported that healthful food
tasted “nasty or gross,” and stated that
they or their friends lacked the inter-
est or motivation to be physically ac-
tive. Parents identified poor adult role
modeling, a lack of targeted nutrition
information, peer influences, and chil-
dren’s “addiction” to junk and fast food
as barriers to healthful eating. They
cited safety and time barriers as reasons
for not encouraging their children to
be more physically active.

Integrating these findings with ex-
pert input and behavioral theory,

HCHF staff developed the “8 Habits of
Healthy Kids” (Figure).Consistent with
recommendations from health educa-
tion research,8 the 8 habits are behav-
iorally based and specify concrete mea-
surable goals.The full HCHF program
consisted of a 12- to 20-session cur-
riculum delivered during after-school
programs, which provided nutrition
and physical activity education and
hands-on activities, as well as media
messaging skill-building and participa-
tory activities related to the 8 habits.

PROGRAM
IMPLEMENTATION

HCHF was developed for after-school
programs and was designed to be adapt-
able to a variety of environments and
schedules.After attending a 1-day train-
ing,site facilitators implemented the pro-
gram at 10 after-school sites. Facilitator
guidebooks were provided to cover the
7 phases of HCHF: (1) Healthy Snacks
and Physical Activity, (2) The 8 Habits of
Healthy Kids, (3) Media Literacy, (4) De-
veloping Messages, (5) Creating Media,
(6) Recognition and Celebration, and
(7) Parent Participation. These phases
were integrated throughout the sessions,
culminating in a variety of participant-
created health messages, including print
and radio advertisements and animated
30-second spots, each based on 1 of the
8 Habits.Widely publicized local events
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were held to present the media messages
to peers, parents, and school and com-
munity groups.Afterward, the print ad-
vertisements were displayed in school
classrooms and hallways,and school-wide
events and videotapes featuring the ani-
mated messages were shown in venues
such as parent organizations,community
events, conferences, and child health
clinic waiting areas.

Across the 3 cities, HCHF was im-
plemented with 380 participants: 44%
African American, 32% Hispanic, 13%
Asian, 6% multiethnic/multiracial, and
3% other.With its multiethnic, multi-
regional focus, HCHF would likely be
applicable and relevant in other urban
areas as well.

PROGRAM EVALUATION

Pre- and posttest surveys administered
before and after program implementa-
tion assessed participants’ nutrition and
physical activity knowledge, focusing
on the 8 habits. The HCHF program
contained 12 to 20 sessions of content
for a 12-week span, but scheduling is-
sues, such as school vacations, led to
longer implementation periods at most
sites, resulting in a 6-month interval be-
tween pre- and posttest surveys. Two
hundred eight pretest and 174 posttest
surveys were completed, with 93 par-
ticipants completing both.To assess the
program’s impact on participants with
the greatest dose of program exposure,
we analyzed knowledge changes among
the 93 participants with complete pre-
and posttest data. Paired t tests compar-
ing mean changes from pre- to posttest
indicated significant improvements in
knowledge related to physical activity,
fruits and vegetables, and television

viewing and borderline significant im-
provements in portion size knowledge.

CONCLUSIONS 

The current crisis of poor diet, inactiv-
ity, overweight, and obesity among
young people supports the importance
of programs promoting healthful eating
and physical activity. However, chal-
lenges remain to identify feasible, effec-
tive programs and to ensure program
relevance and efficacy for urban mi-
nority youth. HCHF, designed specifi-
cally for this population, was well re-
ceived by participants and program
leaders, and the survey suggests possible
positive effects. A toolkit for program
replication to be used in conjunction
with facilitator training has been devel-
oped.Current program activities in the
3 cities include implementing an inno-
vative parent program in HCHF com-
munities and developing a more rigor-
ous evaluation protocol that includes a
control group and uses validated be-
havioral outcome measures.
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