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EXECUTIVE SUMMARY
This report presents an overview of policies and practices that have a positive impact on the
reduction of childhood obesity and chronic disease in central Appalachia.
The aim of this research is to assist regional policy makers and public health practitioners in
improving surveillance, research, and health education, as well as to more effectively target
investments designed to improve community and funder outcomes.
Compared to other areas of the country, people living in Appalachia face a heavier burden from
chronic diseases such as obesity, diabetes, and heart disease, as well as higher rates of premature
mortality for those diseases. The central Appalachian region ranks among the highest in the nation
for percentage of obese high school students. Children are disproportionately affected by rates of
obesity by location; specifically, rural children differ from urban children, 16.5% to 14.4%,
respectively, in prevalence of obesity. Children who are overweight are at higher risk for
depression, social withdrawal, and may also have lower self-esteem than normal weight children.
The Appalachian Funders Network was used, through a mixed methods approach, to identify the
policies and practices that have a positive impact on the reduction of childhood obesity and chronic
disease in central Appalachia (TN, VA, KY, WV, NC, and OH).
First, an analysis of existing secondary data on obesity, diabetes, physical activity, and chronic
disease mortality was conducted to determine where disparities may exist across the region, based
on county-level data. A series of maps and graphs present data comparing states within central
Appalachia and the region to national trends. The data can be used by funders and practitioners to
identify where current obesity prevention activities may be working, and areas where more
focused attention is needed.
A survey of practitioners and funders identified efforts to reduce childhood obesity including
obesity prevention, healthy eating, and/or physical activity. To supplement quantitative data
sources, focus groups conducted across the region provided participant generated strategies to
address gaps and needs. Preliminary results demonstrate differences in investment areas and
strategies among funders and practitioners, while identifying two key factors that appear to
contribute to program success and sustainability:
1. Programs were more sustainable if funded from within the community rather than
from an outside source.
2. The success of a program is based on mutual understanding of need and
collaboration between practitioners and funders.
In addition, a literature review was conducted to identify promising practices and policies that
underpin successful obesity prevention programs that have been implemented in the central
Appalachian region. Policy change at multiple levels (local, state and federal) was also found to be a
key predictor of sustainability. The aggregate of data collected provides a comprehensive picture of
the current health condition of central Appalachia. Working with the Appalachia Funders Network
shows the findings from this study have the potential to impact the work of practitioners and
funders in the region. This collaboration hopes to promote the alignment of needs and ideas
between practitioners and funders for the successful promotion of a healthy lifestyle within greater
Appalachia.
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CHAPTER 1: Introduction
1.1 Childhood Obesity and Chronic Disease in central Appalachia
The Appalachian region has a population of 23 million residing in 420 counties and 13
states. Forty-two percent of the region’s population is rural.1 Compared to other areas of the
country, people living in Appalachia face a heavier burden from chronic diseases such as obesity,
diabetes, and heart disease, as well as higher rates of premature mortality for those diseases. 2–5
The central Appalachian region ranks among the highest in the nation for percentage of obese high
school students.6 Children are disproportionately affected by rates of obesity by location;
specifically, rural children differ from urban children, 16.5% to 14.4%, respectively, in prevalence
of obesity.7 In addition to the physiological complications of obesity, obese children may experience
increased rates of psychosocial disorders.7 Children who are overweight are at higher risk for
depression, social withdrawal, and may also have lower self-esteem than normal weight children.
Reasons for the rising rates of obesity in rural and Appalachian children are not concrete, but may
be related to several factors including: poverty, inadequate access to health care and preventive
health, low levels of physical activity, poor nutrition, and lack of supportive environments.
Understanding obesity related determinants in these areas is critical to developing and evaluating
targeted interventions.7
1.2 Key Questions and Methodology
This project used a mixed methods approach to identify promising practices and strategies that
have a positive impact on the reduction of childhood obesity. This study has four main components
that were used to identify promising practices and strategies. Specifically, utilizing secondary data,
we created a picture of the current health condition of central Appalachia. The current obesity
related activities were captured through an inventory of efforts to combat childhood obesity
including challenges, gaps, and strategies through surveys and focus groups. Data from the
inventory along with a review of the literature identified promising policies and practices that
reduce the incidence of obesity and chronic disease, with a focus on policies and practices
implemented in rural and Appalachian communities. Finally, recommendations were made to the
Appalachia Funders Network, Health Working Group (AFN HWG). Using a participatory research
model, the AFN HWG will develop a set of strategies and research questions targeted at the
reduction of childhood obesity and preventable chronic diseases in central Appalachia.
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1.3 Importance of the Current Study
Rural and Appalachian communities face significant challenges to their health. This is
coupled with stagnate economic growth in the region. Nationally, there is a rise in the rates of
childhood obesity. Recently, these numbers have begun to level out nationally. In central Appalachia,
the factors associated with increased levels of childhood obesity are decidedly prevalent. It is
imperative for communities, funders, and policymakers to develop strategies, within the
Appalachian context to fight childhood obesity and preventable chronic disease in central
Appalachia. This study provides the foundation to start building a healthy Appalachia.
1.4 Structure of the Report
Each component is discussed in detail in the following chapters. Methods, results, and
conclusions are described with accompanying tables and figures. The final chapter provides the
recommendations by the ETSU and NORC research team to the AFN HWG.
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CHAPTER 2: Aggregation of Existing Data
2.1 Introduction
The Appalachian Regional Commission (ARC) divides the Appalachian region into five
subregions: Northern, North Central, Central, South Central, and Southern. This study analyzes
health disparities related to behaviors and consequences associated with obesity, focusing on the
central Appalachian region, which is defined as ARC’s three central subregions. Additionally, we
included the four counties of West Virginia that ARC has defined as northern Appalachia in our
analyses. Central Appalachia consists of 234 counties across six states: Kentucky, North Carolina,
Ohio, Tennessee, Virginia, and West Virginia.8Of these counties, in fiscal year 2016, 64 percent were
ranked as either distressed or at-risk counties, which represent the bottom 25 percent of U.S.
counties based on three economic indicators9 – three-year average unemployment rate, per capita
market income, and poverty rate.10 This significant economic burden across the region corresponds
to a lower overall health, specifically related to obesity and chronic disease. Understanding the
current picture in the region in terms of these outcomes, specifically focusing on county level data,
will help focus future efforts to improve the health of the region.
2.2 Existing Data Sources
When assessing health behaviors and outcomes, particularly in rural areas, researchers face
challenges associated with existing data sources. Before describing the health status of central
Appalachia, an overview of the data sources used in this analysis will highlight some of the
limitations that should be considered when drawing conclusions from the data. When investigating
health behaviors, the most comprehensive national survey is the Behavioral Risk Factor
Surveillance System (BRFSS), which collects data about U.S. residents regarding their health-related
behaviors, chronic health conditions, and use of preventive services. Each year, BRFSS completes
more than 400,000 adult interviews in all 50 states and the District of Columbia.11 This survey
provides valuable data on a wide variety of important health topics. BRFSS, however, also has
several limitations when applied to rural populations. In this analysis, two data sets were used that
utilize BRFSS data using different analytic techniques: County Health Rankings and CDC Diabetes
Interactive Atlas.
The County Health Rankings measure the health of nearly all counties in the nation by
ranking them within states. There are two major categories of measures used in the County Health
Rankings: Health Outcomes and Health Factors. Within each category, county-level measures from a
3

variety of national and state data sources are compiled using scientifically-informed weights.12
BRFSS data are used for a number of these measures, and the County Health Rankings combine data
from 2006 to 2012 to increase the sample size and allow for calculations of the estimates. While
this aggregation of data does improve accuracy of the estimates, in rural counties with small
populations, the number of surveys completed often remains very low. For example, in Nicholas,
Kentucky (2013 Census population estimate: 7,039), the combined sample size for the seven year
period for individuals answering the BRFSS question on adult smoking was 52 people. This
limitation of the inclusion of BRFSS data in the County Health Rankings should be considered when
comparing small rural counties of central Appalachia.
The CDC Diabetes Interactive Atlas was used as a data source for a number of obesityrelated measures, including obesity prevalence, physical inactivity, and diabetes prevalence and
incidence. These estimates are all based on BRFSS data, but unlike the County Health Rankings,
which aggregated data from 2006 to 2012, CDC calculates year-specific county-level estimates from
three years of data using a statistical technique that generates model-dependent estimates. The
statistical model borrows information across years and counties to estimate the prevalence of
obesity, diabetes, and physical inactivity. Therefore, there will be estimates reported even if very
few surveys have been completed in a particular county. While the use of modeling is necessary for
counties whose direct estimates would not be reliable due to small sample size,13 findings may not
be reflective of actual data within those counties. Additional limitations of large telephone-based
surveys, including BRFSS, include: reliance on self-reporting of medical information, behaviors, and
weight; sampling of only households with landline telephones; and low response rates in some
states or counties that may lead to reporting bias.
To supplement the County Health Rankings and CDC Diabetes Atlas, which are
predominately based on BRFSS survey data, additional analyses were performed using Multiple
Cause of Death mortality data from the Center for Disease Control’s National Center for Health
Statistics (NCHS), which is one of the few sources of health-related data that tends to allow for
comparison across small geographic areas. Data from 2009 through 2013 were aggregated to
ensure sufficient sample sizes for county-level mortality rate calculation for four major chronic
diseases: cardiovascular disease, cerebrovascular disease, diabetes, and upper respiratory diseases.
Mortality rates were also compared between urban and rural counties based on the 2013 NCHS
Urban-Rural Classification Scheme, which is based on the Office of Management and Budget’s
(OMB) February 2013 delineation of metropolitan statistical areas (MSAs) and micropolitan
statistical areas, the population size of the MSAs, and the location of principal city populations
4

within the largest MSAs. The classification scheme has six levels: four metropolitan (large central
metro, large fringe metro, medium metro, and small metro) and two nonmetropolitan
(micropolitan and noncore).14 Large central metro counties are counties of 1 million or more that
contain the entire population of the largest principal city of the MSA, or have their entire population
contained in the largest principal city of the MSA, or contain at least 250,000 inhabitants of any
principal city of the MSA. Large fringe metro counties are in MSAs of 1 million or more population
that did not qualify as large central metro counties. Medium metro counties are in MSAs of 250,000
to 999,999 population. Small metro counties are in MSAs of populations less than 250,000.
Micropolitan counties are in micropolitan statistical areas with population from 10,000 to 49,999.
Noncore counties did not qualify as micropolitan and have population less than 10,000. Figure 1
shows the rural designations for the central Appalachian region. Below, Table 1 shows the obesityrelated behaviors, risk factors, and consequences that will be discussed in more detail for the
central Appalachian region.
Figure 1. Urban and rural designations for central Appalachia
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Table 1. Obesity-related behaviors, risk factors, and consequences
Source of
Data

County
Health
Rankings

Years

Adult Obesity

2011

Physical
Inactivity

2011

Food
Environment
Index
Access to
Exercise
Opportunities

CDC
Diabetes
Interactive
Atlas

National
Vital
Statistics
System

Measure

2012
2010 &
2013

Food Insecurity

2012

Adult Obesity

2012

Physical
Inactivity

2012

Diabetes
prevalence
Diabetes
incidence
Cardiovascular
disease
Diabetes
Cerebrovascular
disease
Upper
respiratory
diseases

2012

2012

2009-2013

Description
Percentage of adults aged 20 and over
that report a BMI of 30 or more
Percentage of adults aged 20 and over
reporting no leisure-time physical
activity
Index of factors that contribute to a
healthy food environment; 0 (worst) to
10 (best)
Percentage of population with
adequate access to locations for
physical activity
Percent food insecurity in each county

Original Dataset
Behavioral Risk Factor
Surveillance System (BRFSS)
via CDC Diabetes Interactive
Atlas
Map the Meal Gap via USDA
Food Environment Atlas
Business Analyst, Delorme
map data, ESRI & US Census
Tigerline Files
Map the Meal Gap using USDA
Food Security Survey

Percentage of adults aged 20 and over
that report a BMI of 30 or more
Percentage of adults aged 20 and over
reporting no leisure-time physical
activity
Adults aged 18 years and older who
responded “Yes” to the question “Has a
doctor, nurse, or other health
professional ever told you that you
have diabetes?”
Average age-adjusted diabetes
incidence rate per 1,000 population

BRFSS

Mortality for individuals age 25-64
from specific leading cause of death

National Vital Statistics
System Mortality data

2.3 Results
2.3.1 Obesity
Figure 2 shows maps of central Appalachia for several obesity-related measures from the
County Health Rankings. For these measures, the quartiles represent within state rankings. These
maps allow for comparisons between counties within an individual state, but comparisons cannot
be made across different states. The four obesity-related measures are: adult obesity prevalence,
access to exercise opportunities, food environment index, and physical inactivity.
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Figure 2. Obesity in central Appalachia based on County Health Rankings within state quartiles

Unlike the maps in Figure 2 that show county ranks within each state, the maps of Figures 3
and 4 show how the central Appalachian counties compare to the rest of the country. For each
measure, the national distribution was calculated and quartiles were determined. The first quartile
represents counties in the highest performing 25 percent of the country and the fourth quartile
represents the lowest performing 25 percent. Figure 3 uses measures from the County Health
Rankings for food insecurity and access to exercise opportunities. Figure 3 shows data from the
CDC Diabetes Interactive Atlas, which uses 2012 BRFSS data to calculate county-level estimates of
adult obesity prevalence and physical inactivity.
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Figure 3. Obesity risk factors based on national distribution

For adult obesity prevalence, which is defined as the percentage of adults aged 20 and older
with a BMI of 30 or more based on self-reported weight and height, the national median is 30.9
percent. Of the 234 counties in central Appalachia, 68.8 percent have an adult obesity prevalence
above the national median. For physical inactivity, or the percentage of adults aged 20 and older
who reported not participating in physical activity or exercise in the past 30 days, the national
median is 26.4 percent. 85.1 percent of the counties in central Appalachia have a percentage of
physically inactive adults higher than the national median. Figures 5 and 6 show the number of
counties in each state that fall in each national quartile for adult obesity prevalence and physical
inactivity.
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Figure 4. Obesity in central Appalachia based on national distribution

Figure 5. Adult obesity prevalence quartiles by state
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Figure 6. Physical inactivity quartiles by state

Both the maps and tables show that the central Appalachian region struggles with obesity
and physical inactivity compared to the rest of the country. Figure 7 displays the obesity prevalence
of the central Appalachian counties in each state based on their Urban/Rural classification. The bar
chart shows that the average obesity prevalence in the central Appalachian counties of North
Carolina and Virginia falls below the national median, while the average prevalence in Kentucky,
Ohio, Tennessee, and West Virginia is higher than the national median of 30.9 percent. Kentucky
and West Virginia have the highest average adult obesity prevalence among the central Appalachian
counties of 35.2 and 35.18 percent respectively.
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Figure 7. Obesity in central Appalachia by rurality and state

2.3.2 Diabetes
The CDC Diabetes Interactive Atlas provides modeled estimates for diabetes prevalence
based on responses to the BRFSS question, “Has a doctor, nurse, or other health professional ever
told you that you have diabetes?” The national median for diabetes prevalence is 9.4 percent, and
the central Appalachian counties in all six states have a higher average diabetes prevalence.
Kentucky has the highest diabetes prevalence of 11.77 percent. When comparing the average
diabetes prevalence for urban and rural counties in all six states, the rural counties have a
prevalence of 11.3 percent compared to 10.84 percent in urban counties. The map breaks down the
national distribution into four quartiles, showing the lowest performing and highest performing
counties in the region. Figure 9 shows the number and percent of counties in each state that fall into
each quartile based on the national distribution. 88.5 percent of central Appalachian counties have
11

a diabetes prevalence above the national median. Ohio and Tennessee both only have counties that
fall in the two lowest quartiles, or the lowest 50 percent of the country, and Kentucky and West
Virginia only have one county each not in the bottom two quartiles. These data show that the
central Appalachian region faces disparities in health outcomes such as diabetes that are related to
obesity.
Figure 8. Diabetes prevalence in central Appalachia
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Figure 9. Diabetes prevalence quartiles by state

2.3.3 Chronic Disease Mortality
As mentioned previously, relying on survey data to measure behaviors and health
outcomes, particularly for small counties, has its limitations. The remaining analyses use mortality
data from CDC’s National Center for Health Statistics (NCHS) National Vital Statistics System (NVSS)
to show disparities in mortality from chronic disease. These analyses focus on four of the leading
causes of death: disease of the heart, cerebrovascular disease, diabetes, and chronic lower
respiratory disease for persons aged 25 to 64 from 2009 to 2013.
Figure 10 shows the combined mortality rate for these four causes of death compared to the
national rate of 93.0 per 100,000 population. The map shows that the majority of counties in the
central Appalachian region have mortality rates above the national rate, showing the disparity in
terms of chronic disease for the region. Figure 11 shows the number and percent of counties in each
state that fall above or below the national mortality rate. In Kentucky, there are no counties that fall
below the national mortality rate. Similarly, in Ohio and Tennessee, 94.7 percent and 96.2 percent
of counties have mortality rates above the national rate. North Carolina, with 20.7 percent of
counties falling below the national mortality rate, has the highest percentage of counties with
mortality rates lower than the national rate.
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Figure 10. Central Appalachia Chronic Disease Mortality Rates

Figure 11. Mortality Rate Comparison to National Rate by State
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Figure 12 shows the combined mortality rates for the four chronic diseases for the central
Appalachian counties in each state. Kentucky has the highest mortality rate of 176.9 deaths per
100,000 population, compared to the national rate of 93.0 deaths per 100,000 population. North
Carolina has the lowest mortality rate, although still above the national average.
Figure 12. Mortality Rates by State

Throughout the country, rural residents face significant health disparities compared to
those who live in urban areas. Figure 13 compares the urban and rural mortality rates in central
Appalachia to the national rates. Nationally, the combined mortality rate for heart disease,
cerebrovascular disease, diabetes, and chronic lower respiratory disease among persons aged 25 to
64 living in rural counties is 119.8 deaths per 100,000 population compared to 88.1 deaths per
100,000 population for individuals living in urban counties. At 122.60 deaths per 100,000
population, the mortality rate for urban counties in central Appalachia is higher than the rate for
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rural counties nationally. Additionally, the graph shows the disparity for the rural counties of
central Appalachia, which have the highest mortality rate of 153.5 deaths per 100,000 population.
Figure 13. Comparing Urban and Rural Mortality Rates

Figure 14 shows the disparity between urban and rural counties for the central Appalachian
counties of each state compared to the rural and urban national rates. The data table shows that the
mortality rates are above the national rate for both the rural and urban counties of each state, with
the exception of the rural counties of North Carolina. The rural counties of Kentucky have the
highest mortality rate of 181.1 deaths per 100,000 population. The rural counties of Tennessee
have the second highest mortality rate of 166.2 deaths per 100,000 population.
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Figure 14. Comparing Urban and Rural Mortality Rates by State

Analyzing the disease-specific mortality rates for the four chronic conditions shows where
the largest disparities and most significant burdens exist within the central Appalachian region. Of
these four conditions (heart disease, cerebrovascular disease, diabetes, and chronic lower
respiratory diseases), the burden is greatest from heart disease, with a mortality rate of 90.5 per
100,000 population for the central Appalachian region, compared to 62.3 per 100,000 population
nationally. The mortality rate is 45.3 percent higher in the central Appalachian region than the rest
of the country. Central Appalachian counties face the most significant disparity for chronic lower
respiratory diseases, as the central Appalachian mortality rate is 19.8 per 100,000 population
compared to 10.1 per 100,000 population nationally, which is 96 percent higher than the national
rate. The diabetes mortality rate for central Appalachia is 42.1 percent higher than the national
rate, at 15.2 per 100,000 population compared to 10.7 per 100,000 population. The burden and
disparity is lowest for cerebrovascular diseases.
17

Figure 15. Disease-specific Mortality Comparing central Appalachia to National Rates

Figure 16 shows the rural disparities for the disease-specific mortality rates. In central
Appalachia, the rural counties have a mortality rate 13.2 percent higher than the urban counties for
cerebrovascular diseases. For diabetes, the mortality rate in rural counties is 17 percent higher
than the urban counties. For heart disease, the mortality rate in rural counties is 25.6 percent
higher than the urban counties. The disparity is largest for chronic lower respiratory diseases, as
the rural mortality rate is 27 percent higher than the urban mortality rate.
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Figure 16. Disease-specific Mortality comparing Urban and Rural counties

Figure 17 shows the urban and rural mortality rates for each state and the comparison to
the national rate. This figure also shows the large disparity in terms of heart disease and chronic
lower respiratory diseases, as every state is above the national rate for both urban and rural
counties. In Kentucky, the overall mortality rate for the central Appalachian counties for chronic
lower respiratory diseases is 29.4 per 100,000 population compared to 10.1 per 100,000
population nationally. The rate in Kentucky is almost three times the national rate. Kentucky also
has the highest mortality rate from heart disease at 118.8 per 100,000 population, nearly twice the
national rate of 62.3 per 100,000 population. The urban/rural disparity can be seen as well, as the
rates are consistently higher in the rural counties compared to the urban counties.
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Figure 17. Disease-specific Mortality Rates Comparing Urban and Rural Counties by State

2.4 Discussion
The analysis of existing data on obesity, diabetes, and chronic disease in central Appalachia
and the factors that may contribute to these conditions shows the burden the region faces in terms
of these diseases and resulting mortality. Additionally, the rural counties within the region face
even greater disparities compared to the more urban counties. The information from this analysis
can be used to determine where resources should be dedicated, and what potential consequences
could be avoided if obesity prevention programs were implemented in these counties. Additionally,
lessons may be learned by investigating the counties and states with better outcomes, and
determining if differing approaches may influence the discrepancies between states.
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CHAPTER 3: Current Obesity Related Activities
3.1 Introduction
To begin to understand the current obesity related activities including programs and
policies, we used a two-step approach. First, we created a survey based in part on an inventory of
obesity related activities for a study titled, Developing a Tool for Defining Local Public Health
Practice in Obesity Prevention.15 This survey was adapted for funders and community practitioners
in central Appalachia. Additional questions were developed with AFN to capture data unique to this
study. Second, we developed focus group interview questions to learn more about the community
context as well as more deeply about the promising practices and strategies for improving the
health of central Appalachia. The findings from the surveys and focus group interviews provide a
snapshot of the work currently going on in central Appalachia, including information that will assist
the AFN in setting their priorities.
3.2 Inventory Surveys
3.2.1 Methods
A survey was developed and administered online to members of the AFN and health
professionals and leaders within communities in central Appalachia. These agencies and/or
individuals included: state and local health departments, local hospitals, rural health clinics,
Federally Qualified Health Clinics, state-level public health associations, public health training
centers, public health institutes, local boards of health, k-12 school districts (including Coordinated
School Health personnel, school nutrition leadership, and school nurses), YMCA/YWCA, Girls and
Boys Club, partners in higher education, local government, community centers, state obesity
coalitions, and development district members. This survey provided an inventory of current and
past activities and policies. Activities were broken into (1) Healthy Eating, which included
promotion of policies and/or changes to the built environment and promotion of healthy food and
(2) Physical Activity. In addition to activities related questions, questions also addressed access to
health care, program evaluation, and funding related challenges.
The survey of funders asked them to identify the programs and policies that they funded
while the community survey asked respondents to identify programs and policies with which their
organization was involved. The survey also asked participants to identify other organizations
working within the community to combat childhood obesity and chronic disease. This allowed the
further identification of agencies engaged in this work.
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3.2.2 Results
Over 400 community members (n=418) and over 40 funders (n=41) participated in the
Inventory Survey.
3.2.2.1 Community and Funders’ Survey
Table 2. Community demographic information – showcases organizational differences, interests,
specialization, and funding sources.
Years at organization
Less than 1 year
1-3 years
4-9 years
10 or more years
Organization type
State health department
Local health department
Local hospital
Rural health clinic
Federally qualified health clinic (FQHC)
State-level public health association
Public health institute
K-12 school district
YMCA/YWCA
Faith-based organization or parish nurse
Higher education
Local government
Community center
Development district member
Community Health Coalition
Other
Nonprofit organization
State-level Organization
Health Care Industry
Educational Organization
Behavioral Health
Nutrition Org
Hospital Association
Community Center
Government official
Chamber of Commerce/Economic partner

N

%

37
70
87
192

9.6
18.1
22.5
49.7

21
84
22
5
19
4
6
102
4
3
54
4
2
4
10
94
21
17
11
10
10
5
4
2
2
2

4.8
19.2
5.0
1.1
4.3
0.9
1.4
23.3
0.9
0.7
12.3
0.9
0.5
0.9
2.3
21.5
22.0
18.1
11.7
10.6
10.6
5.3
4.3
2.1
2.1
2.1
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Table 2. Community demographic information – showcases organizational differences, interests,
specialization, and funding sources.
Specialize in
Obesity
Physical Activity/Active Living
Diet/Nutrition/Healthy Eating
Diabetes
Women, Infants and Children Program (WIC)
Cancer Prevention and Control
Tobacco
Cardiovascular Health
School Health
Women's Health
Vision Preservation
Healthy Aging
Oral Health
Mental Health
Substance Abuse
Other (please specify)
Health and Health Care
Community/public health
Workforce development
Nutrition/Healthy Food Access
School (other)
Community Development
Policy development
Administration/management
Research
Economic development
Rural Health

N

%

171
174
219
127
56
76
132
99
145
77
20
58
64
66
82
104
31
21
9
8
8
6
5
5
3
2
2

39.0
39.7
50.0
29.0
12.8
17.4
30.1
22.6
33.1
17.6
4.6
13.2
14.6
15.1
18.7
23.7
29.8
20.2
8.7
7.7
7.7
5.8
4.8
4.8
2.9
1.9
1.9

Nearly half (49.7%) of community respondents have spent a decade or more at their
organization. Almost a quarter (22.5%) have spent 4-9 years in service to their organization.
Approximately a quarter (23%) of community members represented K-12 School Districts. The
second largest group was “Other” (22%) followed by Local Health Department (19%) and Higher
Education (12%). The remaining organizations represented between less than 1% and 5% of the
respondents.
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Table 2. Community demographic information – showcases organizational differences, interests,
specialization, and funding sources.
Funding sources for community health improvement work
Federal
State
Local
Foundation
Fees collected from program participants
Don’t know
Other (please specify)
Fundraisers/donations
Grants
For profit/income/fees
Partners
Elected officials in city or county government
Elected officials in state government
Local board of health
City, town, or county planning department
Parks and recreation department
Transportation department
Community-based organizations
Faith-based organizations
Agriculture department
Academic institutions
Local school officials
Health care Sector
Business Community
State government agencies
Local development districts
Other
Health care
Community members
Child Centers/Schools
Agriculture Extension
Non-profit organizations
Farmers/farmers markets
Foundations

N

%

250
274
187
134
84
19
54
16
13
13

57.1
62.6
42.7
30.6
19.2
4.3
12.3
29.6
24.1
24.1

282
245
301
205
171
122
323
256
172
313
296
301
270
316
181
68
8
6
4
3
3
3
1

77.3
67.1
82.5
56.2
46.8
33.4
88.5
70.1
47.1
85.8
81.1
82.5
74.0
86.6
49.6
18.6
11.8
8.8
5.9
4.4
4.4
4.4
1.5

Community members not only represented a variety of organizations but also a variety of
specialties. Respondents selected all the areas that applied to them. The largest areas of
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specialization were healthy eating, active living, and obesity. This was expected due to the focus of
the study. Other areas with strong representation included school health, tobacco, and diabetes.
Community respondents selected all funding sources that applied. Nearly two-thirds
(62.6%) of organizations received state funds, 57.1 percent federal funds, 42.7 percent local funds,
30.6 percent foundation funds, and 19.2 percent from fees collected from program participants.
Other funding sources identified by respondents included fundraisers, grants, and profits from
other types of fees.
Partners were comprised primarily of community-based organizations (88.5%), state
government agencies (86.6%), academic institutions (85.8%), the health care sector (82.5%), the
local board of health (82.5%), and local school officials (81.1%). Other notable partners identified
by respondents include elected officials in city/county government (77.3%), the business
community (74%), and faith-based organizations (70.1%).
Table 3. Funder Demographic Information.
Type of funding organization
Bank
Community foundation
Corporate foundation
Government agency
Individual donor
Private foundation
Other
Nonprofit/public charity
Health foundation
Range of grantmaking in Appalachia
Less than $500,000
$500,000-4.9 million
More than 5 million
Other
Varies
~50 million

N

%

1
12
1
2
1
19
8
6
2

2.3
27.3
2.3
4.5
2.3
43.2
18.2
75.0
25.0

10
18
6
6
2
1

19.6
35.3
11.8
11.8
33.3
16.7
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Table 3. Funder Demographic Information.
Investment
Advocacy
Capacity building
Capital campaigns
General operating
Emergency funds
Loans/PRIs
Program/Program specific
Other
Sector
Energy
Local food
Sustainable agriculture
Local manufacturing
Arts and tourism
Health Care
Health Improvement
Other
Education
Social/human services
Healthy food
Varies
Economic development
Strategy
Increase small business capital
Support entrepreneurs
Advance just systems and polices
Strengthen community capacity
Improve health outcomes
Other
Bolster workforce/education
Economic development
Environmental stewardship
Interests
Jobs and economic development
Technology access
Sustainability development
Environmental conservation
Value chains
Wealth creation
Rural-urban connections
National policy initiatives
Education
Adult/workforce education
K-12 Education

N

%

5
27
8
21
10
3
4
5

26.3
52.9
15.7
41.2
19.6
5.9
10.5
9.8

7
4
15
5
4
4
5
17
9
6
2
2
1

13.7
13.3
29.4
9.8
16.0
11.8
14.7
33.3
52.9
35.3
11.8
11.8
5.9

6
7
13
28
31
11
5
3
3

11.8
13.7
25.5
54.9
60.8
21.6
45.5
27.3
27.3

20
12
18
11
9
9
11
6
23
18
19

39.2
23.5
35.3
21.6
17.6
17.6
21.6
11.8
45.1
35.3
37.3
26

Early childhood education
School-based health
Table 3. Funder Demographic Information.
Interests
Childhood obesity
Health care jobs
End of life care
Civic engagement
Chronic disease
Oral health
Environmental health
Health issues related to workforce development
Other (please specify)
Family violence/child abuse prevention
Community engagement
Poverty
Restoring built environment
Integration of behavioral health & primary care
How long have you worked for this agency/organization?
Less than 1 year
1-3 years
4-9 years
10 or more years
Types of agencies you fund
State health department
Local health department
Local hospital
Rural health clinic
Federally qualified health clinic (FQHC)
State-level public health association
Public health training center
Public health institute
Local board of health
K-12 school district
YMCA/YWCA
Girls and Boys Club
Faith-based organization or parish nurse
Community recreational center
Higher education
Local government
Community center
State obesity coalition
Development district member
Community colleges
Chamber of commerce
Area Agency on Aging
Local Development District
Community coalitions

20
23

39.2
45.1

N

%

23
18
10
19
21
22
14
19
10
2
2
1
1
1

45.1
35.3
19.6
37.3
41.2
43.1
27.5
37.3
19.6
20.0
20.0
10.0
10.0
10.0

3
7
10
17

7.5
17.5
25.0
42.5

7
21
15
24
20
7
9
10
6
22
15
15
17
15
17
19
16
11
2
17
8
12
9
21

13.7
41.2
29.4
47.1
39.2
13.7
17.6
19.6
11.8
43.1
29.4
29.4
33.3
29.4
33.3
37.3
31.4
21.6
3.9
33.3
15.7
23.5
17.6
41.2
27

Mental Health
Substance Abuse
Table 3. Funder Demographic Information.
Types of agencies you fund
Other (please specify)
Nonprofit/501c(3)
Varies
Top THREE sectors your agency/org has funded
Energy
Local food
Sustainable agriculture
Local Manufacturing
Arts and tourism
Health Care
Health Improvement
Other (please specify)
Education enhancement
Human/social services
Improving community capacity
Economic development
Health policy
Various

21
19

41.2
37.3

N

%

13
8
5

25.5
61.5
38.5

1
22
2
4
13
24
25
20
7
4
4
1
1
1

2.0
43.1
3.9
7.8
25.5
47.1
49.0
39.2
35.0
20.0
20.0
5.0
5.0
5.0

Over 40 percent of respondents represent private foundations, 27.3 percent were
community foundations, (27.3%) and 18.2 percent identified as “Other”. The funder respondents
were diverse in all areas. The range of grant making in Appalachia varied as follows: Less than
$500,000 comprised 19.6 percent, $500,000-4.9 million comprised 35.3 percent, more than $5
million comprised 11.8 percent, as did “other”, which asserted their grant ranges varied. Similarly,
the range of investments varied considerably with 52.9 percent of funders involved in capacity
building, 41.2 percent in general operating, 26.3 percent in advocacy, and 19.6 percent in
emergency funds. Less popular investments span capital campaigns (15.7%), program specific
investment (10.5%), and loans (5.9%).
The sectors funders invest in most were sustainable agriculture (29.4%), arts and tourism
(16%), health improvement (14.7%), energy (13.7%), local food (13.3%), health care (11.8%), and
local manufacturing (9.8%). A significant percentage of respondents selected “other” (33.3%) and
specified investments in education (52.9%) and social/human services (35.3%).
Popular strategies among funders included working to improve health outcomes (60.8%),
strengthening community capacity (54.9%), and championing just systems and policies (25.5%).
Just over 13 percent said they supported entrepreneurs and under 12 percent sought to increase
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small business capital. Funders’ interests varied widely, with population focus areas among the
most popular, such as, education, school-based health, and childhood obesity (each 45.1%). Other
popular interests included oral health (43.1%), chronic disease (41.2%), early childhood education
(39.2%), and health issues related to workforce development (37.3%).
When asked how long respondents had worked for the funding agency/organization, most
had been involved for a decade or more (42.5%). A quarter of respondents had been involved for 49 years. When asked to select specific types of agencies funded, respondents picked a range of
501c(3) nonprofits, community organizations, and community groups including rural health clinics
(47.1%), K-12 school districts (43.1%), community coalitions (41.2%), local health departments
(41.2%), and mental health (41.2%). Other answers included federally qualified health clinics
(39.2%), substance abuse (37.3%), and local government (37.3%). The top three sectors that the
respondents’ agency/organization had funded include health improvement (49%), health care
(47.1%) and local food (43.1%).
Table 4. Policies and/or changes to the built environment to bolster healthy eating initiatives.
Community
N
%
In neighborhoods
Fiscal policies and/or local ordinances that discourage the
consumption of unhealthy foods and beverages
Incentives for local farms to distribute locally
Ensuring laws and regulations allow breastfeeding in public places
Zoning regulations to enable healthy food providers to locate in
underserved neighborhoods
Public safety efforts to enhance accessibility to grocery stores
Establishing healthy mobile markets
Land use policies/zoning regulations for community gardens and
farmers markets
Creating private areas that support breastfeeding in public places
Land use and zoning policies that restrict fast food establishments
near school grounds, public playgrounds and residential
communities
Other
Access to Healthy Food Initiatives
Trainings/education/advocacy
Walking/Biking/Built Environment promotion

Funders
N
%

117

36.0

8

25.8

107
68
30

32.9
20.9
9.2

15
3
4

29.4
9.7
12.9

53
61
64

16.3
18.8
19.7

2
16
5

6.5
51.6
16.1

65
10

20.0
3.1

2
1

6.5
3.2

27
11
4
3

8.3
40.7
14.8
11.1
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Table 4. Policies and/or changes to the built environment to bolster healthy eating initiatives.
Community
N
%
In restaurants or food retailers
Menu labeling in chain restaurants
Incentives to offer reasonably sized portions and healthier choices
on menus
Incentives to food retailers to locate in and/or offer healthier
choices in underserved areas
Incentives for stores to reduce point-of-purchase marketing of
unhealthy foods
Other
Improve availability of healthy choices
Working with local coalitions
Incentivize healthy eating
School nutrition efforts
Farmers market funding
Food pantry funding
In schools, worksites and/or other local facilities
Ensuring USDA standards for school lunches are met or exceeded
Incentives for farm-to-table programs
Incentives to provide healthy foods at competitive prices
Disincentives to limit calorie-dense, nutrient-poor foods or
beverages
Offering free, safe drinking water
Adoption of practices in hospitals to encourage breastfeeding
Incentives for breastfeeding-friendly worksites
Building codes that require access to, and maintenance of, fresh
drinking water
Adoption of school policies that address no food as rewards
Adoption of policies related to healthy meetings
Adoption of policies related to healthy vending
Other
Healthy food access initiatives
Education/training
Support to expand distribution network and number of
schools participating in farm to table programs.

Funders
N
%

32
44

9.9
13.5

1
1

3.2
3.2

23

7.1

6

19.4

22

6.8

2

6.5

16
6
3
2

5.1
37.5
18.8
12.5

3

9.7

2
1
1

66.7
33.3
33.3

160
108
111
108

49.2
33.2
34.2
33.2

8
18
6
1

25.8
58.1
19.4
3.2

151
61
52
42

46.5
18.8
16.0
12.9

3
3
0
1

9.7
9.7
0
3.2

110
118
151
18
10
3

33.8
36.3
46.5
5.5
55.6
16.7

0
4
2
1

0
12.9
6.5
3.2

1

100

30

Table 4. Policies and/or changes to the built environment to bolster healthy eating initiatives.
Community
N
%
Through nutrition assistance programs
Encouraging farmers markets to accept WIC food package
vouchers and coupons
Encouraging the use of farmers’ markets by residents of lowerincome neighborhoods, and by WIC and SNAP recipients
Improving collaboration among nutrition assistance programs to
increase enrollment and participation
Allocating funding to WIC clinics to acquire breast pumps to loan
participants
Encouraging grocery stores to improve access and availability of
WIC foods
Other
SNAP/WIC modifications
Farmers market advocacy
Summer feeding program
Older adult programs
Healthy cooking classes
Community policy advocacy
Funded activities related to increase community capacity
promoting policies and/or changes to the built environment that
improve healthier food choices.
Specific activities listed
Farm to table advocacy
Technical support
Farmers market/double snap
Grants and programs to education and promote healthy
eating

Funders
N
%

103

31.7

12

38.7

132

40.6

14

45.2

127

39.1

13

41.9

65

20.0

1

3.2

73

22.5

2

6.5

14
5
4
1
1

4.3
35.7
28.6
7.1
7.1

2

6.5

2

100

16

51.6

4
3
2
2

25.0
18.8
12.5
12.5

Community
In neighborhoods, fiscal policies discouraging consumption of unhealthy foods and
beverages (36%) and incentives for local farms to distribute locally (32.9%) were the most selected
choices. Regulations allowing breastfeeding in public places (20.9%) and zoning regulations for
community gardens/farmer’s markets (19.7%) were also among the top choices. Zoning
regulations to locate healthy food providers in underserved neighborhoods (9.2%) and restrict fast
food establishments near schools and residential communities (3.1%) were the two least reported
initiatives.
To effect change in restaurants or other food retailers, respondents reported incentives for
offering reasonably sized portions and healthier food choices on menus (13.5%). Other initiatives
include menu labeling in chain restaurants (9.9%), incentives to offer healthier choices in
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underserved areas (7.1%), and incentives to reduce point-of-sale marketing of unhealthy foods
(6.8%).
In schools, worksites, and/or other local facilities, nearly half of respondents sought to
ensure USDA standards for school lunches were met or exceeded (49.2%), adopt policies related to
healthy vending (46.5%), and offer free, safe drinking water (46.5%), as well as create incentives to
offer healthy foods at competitive prices (34.2%).
Nutrition assistance programs emphasized encouraging farmers’ market use by lowerincome neighborhoods and WIC/SNAP recipients (40.6%) and improving collaboration to increase
(WIC/SNAP) enrollment and participation (39.1%). Similarly, 31.7% of respondents encouraged
farmers’ markets to accept WIC/SNAP vouchers and coupons.
Funders
In neighborhoods, funders were keen to establish healthy mobile markets (51.6%), create
incentives for local farms to distribute locally (29.4%), and discourage the consumption of
unhealthy foods and beverages (25.8%). Policies directed toward restaurants and food retailers
targeted offering healthy choices in underserved areas (19.4%). Funders working with schools,
worksites, and/or other local facilities offered incentives for farm-to-table programs (58.1%) and
pushed to ensure USDA standards for school lunches were met or exceeded (25.8%). Funders
working in nutrition assistance programs were primarily concerned with encouraging farmers’
market use among the indigent (45.2%) and the acceptance of WIC/SNAP vouchers/coupons
(38.7%), as well as increasing overall WIC/SNAP participation (41.9%).
Little more than half of funders asserted they were backing activities related to increasing
community capacity via promoting policies or changes to the built environment; of that majority, a
quarter supported farm-to-table advocacy, 18.8 percent provided technical support, 12.5 percent
were proponents of doubling WIC/SNAP farmers’ market credit, and an additional 12.5 percent
offered grants/programs.
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Table 5. Programs promoting healthy food choices.
Community
N
%

Funders
N
%

165

51.7

2

6.5

70

21.9

12

38.7

108

33.9

30

96.8

78

24.5

1

3.2

15

4.7

Media campaign

6

40.0

Community gardening

2

13.3

58

18.2

1

3.2

187

58.6

17

54.8

47

14.7

2

6.5

164

51.4

12

38.7

44

13.8

30

96.8

14
6

4.4
42.9

1

3.2

3

21.4
1

100.0

16

51.6

6

37.5

Healthy food advocacy

6

37.5

Training/technical assistance
Same a previous

2
2

12.5
12.5

Varies

2

12.5

WV Try This/WV Healthy Kids

2

12.5

Don’t know/None

7

43.8

Community-wide activities
Community-based group activities that improve skills in
purchasing and/or preparing affordable, healthy food
Media campaign to establish community access to healthy foods
as a health equity issue
Media campaign to promote efforts to provide fruits and
vegetables in a variety of settings
Media campaigns that promote healthier foods at points-ofpurchase
Other

Children/family Activities
Media campaign to encourage breastfeeding
School-based nutrition interventions to promote healthy
nutritional attitudes, knowledge and behavior
Eliminating marketing for unhealthy foods and beverages near
public places frequently visited by youth
Promoting media and social marketing campaigns on healthy
eating, childhood obesity prevention, and sustained physical
activity
Developing counter-advertising media approaches against
unhealthy products to reach youth
Other
Classroom interventions
Nutrition/PA classes for families
Cooking demonstrations/classes
Building community capacity
Funded activities related to building community capacity to
increase healthy eating
Specific activities listed
Locally farmed food initiatives
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Community
Among community-wide activities, improving skills in purchasing and preparing affordable,
healthy food (51.7%) and media campaigns to provide fruits and vegetables in a variety of settings
(33.9%) were the most frequently reported activities. Children/family specific activities included
school-based nutrition interventions to promote healthy attitudes, knowledge, and behavior
(58.6%) and media and social marketing campaigns on healthy eating, childhood obesity
prevention, and sustained physical activity (51.4%).
Funders
In terms of raising community awareness for healthy food options, funders emphasized
community-based group activities improving skills in preparing affordable healthy food (71%).
Another promising practice identified was media campaigns to promote efforts to provide fruits
and vegetables in a variety of settings (19.4%). Funders’ advocacy efforts for healthy food choices
among children and families entailed developing counter-advertising media approaches against
unhealthy products (96.8%), school-based nutrition interventions (54.8%), and use of social
marketing campaigns on healthy eating, childhood obesity prevention, and sustained physical
activity (38.7%). Similarly, 51.6 percent of funders are building community capacity via specific
activities such as locally farmed food initiatives (37.5%), healthy food advocacy (37.5%), and
training/technical assistance (12.5%).
Table 6. Policies and/or changes to the built environment to promote physical activity.
Community
N
%
In the community
Implementing Complete Streets or similar programs
Improving access to bicycles, helmets, and related equipment
Traffic enforcement programs to improve safety for pedestrians
and bicyclists
Improving transit services and access
Encouraging recreational centers to be located within walking and
cycling distance
Encouraging public-private partnerships with local
gyms/recreation facilities to offer
Reduced-cost fees for low income residents
Land use policies that support mixed zone development
Building and/or maintaining a network of streets, sidewalks and
crossings that improves the walking and cycling environment
Planning, building, and maintaining a well-connected network of
off-street trails and paths for pedestrians and bicyclists

Funders
N
%

53
96
53

17.7
32.0
17.7

5
6
5

16.1
19.4
16.1

41
59

13.7
19.7

3
6

9.7
19.4

108

36.0

4

12.9

57
32
77

19.0
10.7
25.7

2
7
9

6.5
22.6
29

84

28.0

8

25.8
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Table 6. Policies and/or changes to the built environment to promote physical activity.
Community
N
%
In the community
Increasing destinations within walking and bicycling distance
Increasing the availability of open spaces, including parks and
community gardens
Adopting policies that improve safety and security of streets,
especially in higher crime neighborhoods
Other
Increase access to recreation trails/playgrounds
Strategic community planning
In schools, worksites and/or other local facilities
Incentives or subsidies for youth athletic leagues and increasing
access to them
Requiring standards-based physical education classes taught by
certified PE teachers
Physical education programs that aim to help students develop
skills needed to adopt healthier behaviors
Requiring/encouraging at least a certain number of minutes of
quality physical activity daily at school
Creating after-school programs for physical activity
Supporting walk to school and programs like Safe Routes to School
(SRTS)
Developing worksite policies that build physical activity into the
workday
Encouraging new school sittings in locations central to residential
areas
Building and/or maintaining playgrounds so they are safe and
attractive
Facilitating joint-use agreements
Incentives to build recreation centers in neighborhoods
Creation of remote parking and drop-off zones at schools, public
facilities, shopping malls, and other destinations
Other
Playgrounds/bike and walking paths
Wellness screening/coordinator
Shared use agreement
Health education within the community
Media campaigns utilizing multiple channels that deliver
consistent messages
Media campaign to establish physical activity as a health equity
issue
Point-of-decision prompts placed in or near stairwells or
elevators and escalators to encourage stair usage
Interventions to change physical activity by building supportive
social networks

Funders
N
%

42
94

14.0
31.3

20
2

64.5
6.5

30

10.0

0

0

10
5
1

3.3
50.0
10.0

42

14.0

9

29.0

85

28.3

2

6.5

142

47.3

10

32.3

140

46.7

5

16.1

113
95

37.7
31.7

15
5

48.4
16.1

120

40.0

4

12.9

20

6.7

1

3.2

106

35.3

16

51.6

86
20
20

28.7
6.7
6.7

7
4
0

22.6
12.9
0

12
5
2
1

4.0
41.7
16.7
8.3

0

0

22

7.3

49

16.3

3

9.7

56

18.7

0

0

96

32.0

6

19.4

1

3.2
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Table 6. Policies and/or changes to the built environment to promote physical activity.
Community
N
%
Health education within the community
Counter-advertising media approaches against sedentary activity
to reach youth
Other
Community run/walk programs
Community resource guide
Health Education in schools, worksites and/or other local
facilities
Implementing a standards-based health education program
Classroom-based health education programs
College-based health education programs
Worksite interventions that include coaching or counseling.
Point-of-decision prompts to encourage individuals to increase
stair use
Other
Wellness programs
Campaigns
Research in school settings
Campus training/advocacy for Sexual Assault & Suicide
Awareness/Prevention
Community Capacity
Funded activities related to increase community capacity
promoting policies and/or changes to the built environment that
improve healthier food choices
Specific activities listed
Community groups (Boys & Girls Club, YMCA, local coalitions
etc.)
Physical activity programs/interventions
Walking trails/parks/green spaces

Funders
N
%

41

13.7

1

3.2

9
3
2

3.0
33.3
22.2

1

3.2

99
148
44
108
60

33.0
49.3
14.7
36.0
20.0

3
10
2
1
0

9.7
32.3
6.5
3.2
0

13
6
3
1
1

4.3
46.2
23.1
7.7
7.7

0

0

16

51.6

6

37.5

5
5

31.3
31.3

Community
In the community, encouragement of gym/recreation facility partnerships offering reduced
fees for low-income residents was most reported (36%), followed by efforts to increase the
availability of open spaces, like parks and community gardens (31.3%), and
establishment/maintenance of off-street trails and pedestrian/bike paths (28%).
In schools, worksites, and/or other local facilities, respondents advocated chiefly for
physical education programs developing skills needed to adopt healthier behaviors (47.3%) and
requiring a minimum of daily physical activity at schools (46.7%). Creating after school programs
for physical activity (37.7%), building/maintaining safe and attractive playgrounds (35.3%), and
supporting programs like Safe Routes To School (SRTS) (31.7%) were also selected.
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Community health education interventions focused on promoting physical activity via
supportive social networks (32%). Other initiatives included point-of-decision prompts to
encourage stair usage (18.7%) and counter-advertising media approaches to reach sedentary youth
(13.7%).
Not surprisingly, classroom-based health education programs (49.3%) were a focal point
for health education in schools, worksites, and/or other local facilities. Worksite
coaching/counseling interventions (36%) and standards-based health education programs (33%)
also comprised significant efforts.
Funders
In the community, funders were working towards increasing the availability of open spaces,
including parks and community gardens (64.5%), increasing destinations within walking and
bicycling distance building/maintaining a network of streets (25.8%), sidewalks and crossings that
improves the walking and cycling environment (22.6%), encouraging recreational centers to be
located within walking and cycling distance (19.4%), and improving access to bicycles, helmets, and
related equipment (19.4%). Additional efforts by funders involved implementing Complete Streets
or similar programs (16.1%), traffic enforcement programs to increase safety for pedestrians and
bicyclists (16.1%), encouraging public-private partnerships with local gyms/recreation facilities to
offer reduced-cost fees for low income residents (12.9%), and improving transit services and access
(9.7%).
In schools, worksites, and/or other local facilities, funders promoted physical activity via
building/maintaining safe and attractive playgrounds (51.6%), creating after-school programs for
physical activity (48.1%), and supporting skill-developing physical education programs for the
adoption of healthier behaviors (32.3%). Additionally, support for classroom based health
education programs (32.3%) was widely selected.
Health education through community-wide efforts entailed interventions to change physical
activity by building supportive social networks (19.4%) and the use of media campaigns to
establish physical activity as a health equity issue (9.7%). Of funders building community capacity
(51.6%), support for community groups such as the Boys and Girls Club or YMCA (37.5%),
promotion of physical activity programs (31.3%), and development/maintenance of walking
trails/parks/green spaces were especially popular.
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Table 7. Community-level concerns related to access to health care.
Community
N
%
Health care access in community
Provide evening and weekend hours of operation
Public transportation initiatives
Mobile services
Offsite screenings
Telemedicine
Use public outreach strategies for prevention efforts
Provide health insurance enrollment assistance
Provide payment plan options
Partner with allied health vocations
Other (please specify)
None/NA/no/not sure
Partner with health care organizations
Advocacy/education
Workforce development
Transportation assistance
General assistance
Clinic funding
Summer camps
Barriers to health care access in community
Transportation issues
High deductibles and/or co-pays
Lack of child-care
Long waitlists for appointments
Lack of evening and weekend appointment times
No medical providers for general practice in my community
No medical providers who are specialists in my community
Providers are in my community, but they don’t take Medicare/
Other (please specify)
Affordability/insurance
None/NA/no/not sure
Provider access
Culture
Scarcity of dental providers
Cost/lack of insurance
Optometry services unavailable at schools
General access issues

105
41
46
105
79
174
126
73
87
62
15
7
6
4
3
3

209
169
108
93
116
61
116
106
44
15
10
5
2

24.0
9.4
10.5
24.0
18.0
39.7
28.8
16.7
19.9
14.2
24.2
11.3
9.7
6.5
4.8
4.8

47.7
38.6
24.7
21.2
26.5
13.9
26.5
24.2
10.0
34.1
22.7
11.4
4.5

Funders
N
%
2
5
7
7
7
8
10
2
2
13
5

3.9
9.8
13.7
13.7
13.7
15.7
19.6
3.9
3.9
25.5
38.5

1
1

7.7
7.7

4
1

30.8
7.7

23
11
8
8
10
11
10
16
6

45.1
21.6
15.7
15.7
19.6
21.6
19.6
31.4
11.8

2
1
1
2

33.3
16.7
16.7
33.3

Community
To extend health care access, roughly 40% of community respondents report using public
outreach strategies –such as health fairs- for prevention efforts. Over a quarter (28.8%) provide
health insurance enrollment assistance and 24 percent provide evening and weekend hours of
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operation to broaden their availability. Common reported barriers to health care access include:
transportation issues (47.7%), high deductibles and/or co-pays (38.6%), a lack of specialists, and
evening/weekend appointment times (both 26.5%).
Funders
Funders efforts to improve access to health care spanned a wide range of activities. Among
the most common were health insurance enrollment assistance (19.6%), outreach via preventative
efforts, such as health fairs (15.7%), and mobile/offsite services and screenings including
telemedicine (13.7%). Funders also identified barriers barring access to care in their regions, the
most common being transportation issues (45.1%). Other barriers encompass cost, specifically high
deductibles and/or co-pays (21.6%), a lack of general practitioners (21.6%), long appointment
waitlists (15.7%), and difficulty securing child-care (15.7%).
Table 8. Community practitioners’ responses related to program evaluation.
Best practices acquired from:
Local Health Department personnel
State Health Department personnel
Faculty from partnering institutes of higher education
Review of government-funded websites
Community Survey
Review of non-profit websites
Google search
Peer-reviewed literature
Health-related popular literature, magazines
Health-related books
Other (please specify)
State agency/department
Agencies (CDC, RWJF, IOM, RAC etc.)
Partners/Peers
Conferences/meetings
School nutrition/health
Guide for Community Preventive Services
How often evaluated?
Never
Almost never
Occasionally/Sometimes
Almost every time
Every time

N

%

149
137
117
134
79
75
111
140
68
43
42
10
9
8
3
3
3

34.0
31.3
26.7
30.6
18.0
17.1
25.3
32.0
15.5
9.8
9.6
23.8
21.4
19.0
7.1
7.1
7.1

2
6
74
116
78

0.5
1.4
16.9
26.5
17.8

39

Table 8. Community practitioners’ responses related to program evaluation.
Program evaluation basis
Evaluate because its required for funding of the program(s)
Evaluate on a rotational basis
Evaluate all programs related to impact and outcome
Evaluate process measures for all programs
Evaluate to guide management decision-making
Other (please specify)
Required for funding/grant
Required for accreditation
Outcome based evaluation
Varies by program
No evaluation
Sustainability
Fund raising
Grants
Varies/depends
Fee-for-service/dues

N

%

191
48
178
124
189
8
3
2
1
1
1

43.6
11.0
40.6
28.3
43.2
1.8
37.5
25.0
12.5
12.5
12.5

18
15
12
9

20.0
16.7
13.3
10.0

In evaluating programs, community respondents’ best practices were acquired from a mix
of sources, including local health department personnel (34%), peer-reviewed literature (32%),
state health department personnel (31.3%), government-funded websites (30.6%), faculty from
partnering institutions of higher education (26.7%), and Google searches (25.3%). When asked how
often programs were evaluated, over a quarter of respondents answered “almost every time”
(27%) as compared to “every time” (17.8%), “occasionally/sometimes” (16.9%), “almost never”
(1.4%) and “never” (0.5%). Asked to specify an evaluation basis for programs, respondents
reported that evaluation was required for program funding (43.6%), used to guide decision-making
(43.2%), and used to measure impact and outcome (40.6%). The sustainability of programs was
attributed primarily to fund raising (20%) and grants (16.7%). Some funders stated that
sustainability varied by program or activity (13.3%) while a small proportion sustained programs
through a dues or a fee-for-service model (10%).
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Table 9. Funders’ responses related to program evaluation
Funding by evidence
Projects funded are based on their merit, regardless of the
identification of evidence based or best practices in the narrative
Projects with the identification of evidence based or best practices from the
literature are regarded as stronger proposals, and scored accordingly
Proposals are required to include information related to their evidence base or
that are based on best practices
Other (please specify)
Statutory criteria
Promising practices are acceptable
Internal framework developed
Innovative likelihood of funding
Extremely likely
Somewhat likely
Research support would not be a deciding factor
Somewhat unlikely
Extremely unlikely
Emphasis on Appalachia
Strong emphasis
Moderate emphasis
Minimal emphasis
No emphasis
Evaluation
Does your agency/organization require evaluation of funded programs to
determine whether stated goals and outcomes are being achieved?
Sustainable
Require a plan for sustainability
Mechanisms for sustainability that funded projects use:
Fee for service/self-sufficiency
Fundraising
Evidence of local support/policy/partnerships
Grant reliance
3 year pro-forma
Varies

N

%

7

23.3

17

56.7

2

6.7

4
1
1
1

13.3
25.0
2.5
2.5

3
17
3
6
0

10.3
58.6
10.3
20.7
0.0

6
13
6
4

20.7
44.8
20.7
13.8

21

72.4

21

72.4

7
5
4
3
3
3

33.3
23.8
19.0
14.3
14.3
14.3

Nearly three quarters of funders (72.4%) have an evaluation process in place for funded
programs to determine whether stated goals and outcomes are being achieved. When asked to
identify the criteria for funding projects, a majority of funders held that evidence-based projects or
those using best practices from literature are regarded as stronger proposals and scored
accordingly (56.7%). Tellingly, nearly a quarter (23.3%) of other projects were found to be funded
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based on merit, regardless of the identification of evidence based or best practices in the narrative.
When innovative proposals lacking research support present themselves, funder respondents
widely reported they were “somewhat likely” to fund it (58.6%), as compared to “somewhat
unlikely” (20.7%), “extremely likely” (10.3%), and “research support would not be a deciding
factor” (10.3%). Funders’ emphasis on Appalachia was also measured along a Likert scale, the
findings are as follows: 44.8 percent “moderate emphasis”, 20.7 percent “strong emphasis”, 20.7
percent “minimal emphasis”, and 13.8 percent “no emphasis”. Of the 72.4 percent of funders who
require a plan for a project/program’s sustainability, most prefer the fee-for-service model
(33.3%), followed by fundraising (23.8%) and partnership support (19%).
Table 10. Community-level challenges and assets related to improving the health in central
Appalachia
Community
N
%
Challenges
Community buy-in
Stakeholder buy-in
Staff competencies
Adequate staffing levels
Limited resources
All above
Other (please specify)
Culture
Time
Policy barriers
"Not invented here" syndrome (no internal buy-in)
Assets (open ended question)
Collaboration among partners/peers
Community buy-in/support/advocacy
Culture
Strong community groups
Local health department
Staff
Philanthropy/donors
Natural resources
Volunteers
Local Health Department

46
35
8
38
85
23
10
3
2
1

106
30
18
17
10
10
6
6
5

18.8
14.3
3.2
15.5
34.7
9.4
4.1
30.0
20.0
10.0

36.7
10.4
6.2
5.6
3.5
3.5
2.1
2.1
1.7

N

Funders
%
12
11
11
13
22

23.5
21.6
21.6
21.6
43.1

3

11.8

1

33.3

8

28.6

8

28.6

4
2

14.2
7.1

2

7.1

As expected, the major challenge to working on programs/policies to improve community
health was organizations’ limited resources (34.7%). Other challenges identified included lack of
community (18.8%) and stakeholder (14.3%) buy-in, as well as staffing levels (15.5%) and staff
42

competencies (3.2%). Nearly 10 percent of respondents felt all of the above were challenges posed
to community health improvement programs/policies. Commonly encountered challenges varied
widely, in terms of funding programs/policies, however, limited resources (43.1%) was a prevalent
theme. Other challenges include community buy-in (23.5%), stakeholder buy-in (21.6%), and
adequate (competent) staffing levels (21.6%).
Respondents’ answers to what they saw as their greatest assets were open ended and can
be summarized as follows: collaboration among partners/peers (36.7%), community buyin/support/advocacy (10.4%), culture (6.2%), strong community groups (5.6%), and staff (3.5%).
Funders’ assets (an open ended question) were categorized according to theme with collaboration
among peers/partners and the support of strong community groups reported most often (both
28.6%). Other pertinent assets included philanthropic donors (14.2%), natural resources (7.1%)
and local health department support (7.1%).
3.3 Focus Group Interviews
The AFN HWG members identified members of their funder networks that were funding
health related activities as well as practitioners and community groups to participate in focus
groups to discuss their experiences combating childhood obesity in their communities. Based on
the findings from the survey, questions were developed to further explore the current climate
around childhood obesity and chronic disease. Two distinct groups were interviewed (1)
practitioners and community groups and (2) funders. The groups discussed promising
interventions and policies as well as challenges they have faced. These interviews provide a deeper
look into the current activities occurring in central Appalachia to address childhood obesity and
chronic diseases. Additionally, focus groups serve as work groups to (1) help identify gaps and/or
areas of need and (2) provide participant generated strategies to address gaps and needs. Each
focus group was led by an experienced moderator using a structured guide, and was audiotaped
and transcribed.
3.3.1 Selection of Locations and Participants
A total of eight focus groups were conducted, two in each of four locations, one for
practitioners and one for funders. Locations were spread across central Appalachia and
practitioners and funders were not limited to attend in their home state. Locations selected were:
Logan, Ohio, Charleston, West Virginia, Morehead, Kentucky, and Blountville, TN. Focus group
interviews were hosted by AFN HWG members but the focus groups were conducted by ETSU
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researchers. Focus group interviews were recorded and transcribed and coded using the following
codes: assets, collaborations, successes, strategies, barriers, and challenges. Definitions and
example text for each code and sub-code can be found in Appendix I.
3.3.2 Results
Among the assets suggested by funder and practitioner focus groups, several subthemes were identified. Asset sub-themes included financial resources, human resources, natural
resources, and general assets. Natural resource assets included the environment surrounding the
communities within central Appalachia. Financial resources were coded to include text related to
the monetary resources available in communities through business, ongoing funded initiatives, or
the availability of foundations or other groups supporting communities. Human resource assets
comprised the people within organizations (civic, churches, volunteers, hospitals etc.) and the
community members themselves. The proportion of text identified for each asset sub-theme from
the funder and practitioner focus group interviews were very similar. There were a total of 50
sections of text identified as assets for the funders and 71 sections identified from the practitioner
focus group interviews. The similarity in the proportions for each asset provides evidence that the
assets found within Appalachian communities were perceived as similar for both funders and
practitioners.
Collaborations were frequently mentioned, with community-focused interactions most
frequently discussed by both funders (40.1% of comments) and practitioners (86.3%). Fundercommunity relationships were more frequently mentioned by the funders’ groups (35.8% of funder
comments versus 12.5% of practitioner comments related to collaborations).
The successes reported by funder and practitioner focus groups were subdivided into
several themes, namely funding, policy, and programmatic achievements. Text segments coded as
related to funding reflect current or past (not future strategies, see “Strategies to improve the health
in central Appalachia”) funding strategies that have been successful. Funding may include small
grants that would facilitate opportunities for new(er) groups in seeking funding, including those
groups that have limited grant writing competencies and technical assistance. Examples of policy
successes might include legislative or lobbying activities that have been effective from both the
community and funder perspective. Text themed as programmatic related to sponsored programs
that have been successful, both from the community and funder perspective.
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Table 11. Frequencies and percentages for focus group interview themes related to positive funding
and community attributes.
Funder

Practitioner

N (%)

N (%)

50

71

Natural Resources

1 (2.0)

1 (1.4)

Financial Resources

4 (8.0)

8 (11.3)

Human Resources

36 (72.0)

51 (72.0)

General

9 (18.0)

11 (15.5)

95

80

Community

39 (40.1)

69 (86.3)

Funder

22 (23.2)

1 (1.3)

Funder-Community

34 (35.8)

10 (12.5)

110

95

Funding

40 (36.4)

9 (9.5)

Policy

17 (15.5)

17 (17.9)

Program

53 (48.2)

69 (72.6)

183

117

Funding

85 (46.4)

29 (24.8)

Social Determinants of Health

45 (24.6)

37 (31.6)

General

53 (29.1)

51 (45.6)

Code
Assets

Collaborations

Successes

Strategies

Within the recorded focus group interviews, there were a total of 110 sections of text
identified as successes for the funders and 95 sections identified for the practitioners. Although the
proportion of policy successes was found to be similar among funders and practitioners, there were
greater discrepancies between funding and programs. The most common successes identified in
both groups were programs, making up 48 percent of the text for funders and 73 percent for
practitioners. Conversely, whereas funder text segments highlighting funding successes account for
nearly 37 percent of the conversation, practitioner successes related to funding comprise less than
10 percent.
Among the strategies discussed by funder and practitioner focus groups, several subthemes were identified. Strategy sub-themes were structured to consist of funding, social
determinants of health, and general tactics. Funding strategies included sustainable programmatic
focus areas as well as mechanisms such as technical assistance, co-investment by communities, and
granting mechanisms for the continuity of programs that are working. Strategies focused on the
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social and environmental factors that affect the health of communities included education, poverty,
and employment opportunities/access to job, and other economic drivers. General strategies
included those that did not fall into another category. Some examples may include community
capacity building, leadership and volunteer development, and bringing the “right” people to the
table.
The proportion of text identified for each strategy sub-theme from the funder and
practitioner focus group interviews were very similar. There were a total of 183 sections of text
identified as strategic for funders and 117 for practitioners. Not surprisingly, funders reported a
greater percentage (46.4%) of strategies hinged on funding mechanisms as compared to 24.8
percent of practitioners. Strategies targeting the social determinants of health were similar in
proportion with 24.6 percent of funders and 31.6 percent of practitioners.
Barriers to full implementation of existing programming efforts, as well as challenges for
future funding opportunities, were also topics of discussion. Several sub-themes were identified
within these areas. Barrier sub-themes included natural resources, financial resources, human
resources, and general barriers. Natural resource barriers included those related to the
environment such as geographic isolation, lack of parks and lack of safe places to ride a bike, for
example. Financial resources were coded to include a lack of business and a lack of availability of
financial support or co-investment within the community. Human resource barriers included the
lack of organizations and human capital in communities including “brain drain” and loss of
volunteers and middle class individuals. The proportion of text identified for each barrier subtheme from the funder and practitioner focus group interviews were very similar. There were a
total of 66 sections of text identified as barriers for the funders and 97 sections identified from the
practitioner focus group interviews. The similarity in the proportions for each barrier provides
evidence that the barriers found within Appalachian communities are similar for both funders and
practitioners. The most common barrier identified in both groups was uncategorized
barriers making up 49 percent of the barriers text for the funders and 43 percent for
the practitioners’ focus groups.
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Table 12. Frequencies and percentages for focus group interview themes related to funding and
community barriers and challenges.
Code
Barriers
Natural Resources
Financial Resources
Human Resources
General
Challenges
Community
Evidence
Leadership
Partnership
Resources
Sustainability
Technical Assistance
Time

Funder

Practitioner

N (%)

N (%)

66
8 (12.1)
6 (9.1)
20 (30.3)
32 (48.5)
135
20 (14.8)
13 (9.6)
20 (14.8)
25 (18.5)
22 (16.3)
14 (10.4)
17 (12.6)
4 (2.9)

97
11 (11.3)
13 (13.4)
31 (32.0)
42 (43.3)
134
15 (11.1)
23 (17.2)
10 (7.5)
10 (7.5)
31 (23.1)
19 (14.2)
5 (3.7)
21 (15.7)

The challenges identified were themed along the lines of community, evidence, leadership,
partnership, resources, sustainability, technical assistance, and time. Community challenges were
defined as those related to the community and securing community member buy-in. Challenges
related to evidence included text related to the requirement of an evidence-base or a lack thereof in
grants as well as any other challenges related to evidence for program effectiveness. Leadership
coding denoted the need for greater leadership, issues with current leadership or any other
leadership related community challenges. Partnership challenges were coded according to the need
for stronger collaboration or other relationship/partnership related challenges. Resources included
human and financial resource challenges including, staff to write grants, issues with “chasing the
money” and lack of resources to sustain capacity and write grants. Sustainability was related to
requiring a plan for continuity in grants and programs as well as issues with sustainability for
organizations. Technical assistance encompassed text related to challenges associated with the lack
of competencies around grant writing, budgets, and evaluation plans. Additionally, some text
related to the lack of or need for technical assistance to support the funding process. Time included
the necessary interval to write grants and the timeframe set for grants and/or reports.
A total of 135 sections of text were identified as funder challenges and 134 text sections
were practitioner challenges. As was the case with barriers, funder and practitioner text sections
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were somewhat similarly proportioned—especially with regard to community buy-in challenges
and sustainability—further supporting the notion that there are similar challenges faced by funders
and practitioners in Appalachian communities. The most common challenge in both groups was
resource scarcity comprising 16.3 percent of funders and 23.1 percent of practitioners. Time was
the most divisive challenge as evidenced by 2.9 percent of funder text segments compared to 15.7
percent for the practitioner focus groups. A lack of technical assistance was also cited in focus
groups as a challenge for 12.6 percent of funders contrasted with just 3.7 percent of practitioners.
3.4 Discussion
A wealth of programmatic and infrastructure development activities were evidenced across
the region, with a broad base of support apparent from community leaders as well as from
representatives of funding agencies that support health promotion efforts in the region. Survey data
provided insights as to areas of programmatic emphasis for both community members and funders,
challenges experienced during implementation, as well as insights on assets available in the region.
Community-based survey respondents represented a wide range of entities. Areas of focus
were in line with the focus of this investigation, in that the community entities represented targeted
primarily the areas of obesity, physical activity, and nutrition among members of their community.
A defining characteristic of community respondents related to the number and variety of
partnerships reported, including interactions with elected officials, boards of health, academic
institutions, as well as with personnel from health care sectors, community-based organizations,
state, and government agencies. Funders who responded to the survey represented primarily
private foundations or community foundations. Capacity building was a primary focus for these
respondents, with interests in promoting jobs and economic development, sustainability, and
education, with foci on school-based health promotion and pediatric obesity prevention. Key
sectors for funding were centered in health improvement, health care, and facilitating promotion of
local food in their communities.
Among the range of priority areas shared by respondents, distinctions emerged between
funders and community members. In the area of policies to enhance healthy eating initiatives
through changes to the built environment, funders tended to place emphasis on establishing
healthy mobile markets and on incentives for local farmers to distribute their produce locally.
Community members reported interest in a greater variety of initiatives, yet there was a similar
level of interest in fiscal policies to discourage consumption of unhealthy foods.
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In the realms of schools and worksites, community members reported focusing on ensuring
compliance with USDA standards for school meals and on application of policies for healthy
vending operations. Conversely, funders tended to focus more on farm to table programs for
schools.
While varying priorities were apparent in several aspects of the work that funders and
community members reported as important to their community, their perceptions of challenges
and assets in the communities in which they live and work were similar. The issue of limited
resources was seen as the chief challenge for both groups. Further, in the realm of assets, both
groups of respondents highlighted the wealth of collaborations and community buy-in that
facilitate their efforts.
Survey findings were bolstered by insights shared by participants in the focus groups. Focus
group participants offered insights that were crucial in gaining a depth of understanding as to the
facilitators and barriers of program development and implementation. In the realm of assets, it
was human capital, those individuals who work to support initiatives and make programs happen,
that was discussed most frequently in both groups. When collaborations were the focus of
discussion, perceptions of community members indicated a need for strong community
relationships, while there was minimal discussion around the aspects of funder-community partner
relationships. Not surprisingly, the funders’ groups placed slightly greater emphasis on fundercommunity collaborations. Discussions of positive efforts were focused primarily on programmatic
successes for both groups, and dialogue related to strategies that have been found to be successful
frequently coalesced around the importance of applying funding toward efforts that impact the
social determinants of health. It is these root issues underpinning health and wellness outcomes
that have been found to be essential when attempting to effectively address community health
concerns,16,17 and it is important to note that both funder and community member groups
consistently highlighted this reality in their work.
Barriers and challenges to addressing community needs were also brought into focus. The
range of issues identified showed that while practitioners and funders shared common ground on
the need to provide supports to ensure a well-trained and engaged group of people to further their
priorities, it was also noted that practitioners more frequently identified issues related to the need
to address large-scale policy issues, while funders more frequently discussed programmatic-level
emphasis areas.
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Chapter 4: Promising Practices and Policies
4.1 Introduction
There are two major mechanisms to addressing obesity, which are individual and
community-level interventions. Individual level interventions are intended to change personal
behaviors, while public policies at the federal, state, and local levels are intended to change
environments to better promote health. When members of a community have limited access to
healthy foods and safe opportunities for physical activity, achieving lasting success in changing
behaviors from individual-level interventions is difficult.18 Despite the need for both individual and
community-level action, little is known about the approaches that are most effective at preventing
obesity.19 Additionally, research on evidence-based interventions and policies is generally limited,
and even more limited when focused on rural and Appalachian populations. Obesity and weight
status can be impacted by a number of factors, including nutrition, physical activity, and the built
environment. Through the literature review, survey, and focus groups, potential promising
practices and policies have been identified that address many of these factors.
4.2 Methods
First, in order to identify practices and policies that would be effective in addressing obesity
in the rural areas of central Appalachia, we searched the Rural Assistance Center’s Rural Obesity
Prevention Toolkit,20 which is designed to help rural communities identify proven obesity
prevention strategies. To supplement the existing interventions from the Toolkit, we identified
additional obesity-prevention interventions specific to central Appalachia that have been submitted
for addition to the online resource. These programs were identified through searches of PubMed
and Google Scholar using the following search terms: childhood obesity; obesity; central
Appalachia; Appalachia; intervention; program; and evaluation. Additionally, we used existing
comprehensive reviews from The Community Guide21 and the Agency for Healthcare Research and
Quality (AHRQ).22
Next, we conducted a review of the literature related to policy changes that could contribute
to an environment that promotes healthy behaviors related to nutrition and physical activity. We
reviewed many studies, including two major reports: the Institute of Medicine’s Early Childhood
Obesity Prevention Policies report23 and the CDC’s Recommended Community Strategies and
Measurements to Prevent Obesity in the United States: Implementation and Measurement Guide.24
Finally, promising practices and policies from both the survey and focus groups with practitioners
and funders were identified and will be discussed in more detail below.
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4.3 Results
4.3.1 Literature Review
4.3.1.1 Individual and community-level interventions
Through the literature review, a number of obesity prevention interventions with
demonstrated success have been identified, with a focus on those implemented in the Appalachian
region. The Rural Obesity Prevention Toolkit provides information on the various aspects of obesity
prevention programs, including creating the program, targeting audiences, developing
interventions, and evaluating efforts. The Toolkit provides examples of models for health care
providers, schools, and communities. For provider-oriented interventions, The Community Guide,
through its comprehensive review of the literature, has found insufficient evidence to conclude
broadly that provider education, feedback, or reminders successfully prevent or control obesity
among child, adolescent, or adult clients because too few studies of suitable quality were
available.25 Similarly, in its systematic review, AHRQ found that literature is sparse on interventions
that take place in clinical settings, such as primary care.22 However, some studies have shown the
potential impact of provider-level interventions. For example, the KIDPOWER experience is a
standardized medical nutrition therapy delivered by registered dieticians to patients in their
primary care medical home. The therapy was implemented in nine primary care practices in a rural
community in North Carolina. Results showed that patients with at least three visits saw significant
improvements in eating and TV viewing habits and weight status was improved. 26
Community and individual level interventions often focus on behavior change and
education, particularly around physical activity and nutrition. The majority of the research on the
effectiveness of these types of interventions is focused on school-based programs.22 The AHRQ
review concluded that there was moderate evidence about the effectiveness of school-based
interventions for childhood obesity prevention, while the Community Guide found insufficient
evidence to determine the effectiveness of school-based programs to prevent or reduce obesity due
to the varied results and incomparable outcomes. In looking at Appalachian specific interventions,
there have been several studies that have shown the effectiveness of different modifications of
school-based obesity prevention programs. For example, one study compared the effects of two
delivery methods for the Just for Kids! curriculum. One group received the eight-week intervention
from an adult teacher in a classroom, while the other group was taught the same lessons through
individual teen mentoring. After the completion of the intervention, only the teen-mentored group
showed an increase in physical activity and a marginal decrease in BMI.27 Several programs in the
Appalachian region have adopted the coordinated school health model and have seen positive
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improvements in physical activity and nutrition intake.28,29 One program implemented an
innovative intervention, which involved a “Sodabriety” 30-Day Challenge. A Teen Advisory Council
(TAC) was created at two high schools in rural Appalachia to design specific components of the
intervention, including promotional campaigns and facts during daily announcements. Results
found that students’ consumption of sugar-sweetened beverages decreased immediately and one
month following the intervention.30
Additionally, The Community Guide recommends behavioral interventions to reduce
recreational sedentary screen time in children, and suggests that there is strong evidence of
effectiveness in terms of increasing physical activity, improving diet, and improving or maintaining
weight-related outcomes.31 Specifically, screen-time-plus interventions focus on increasing physical
activity and/or improving diet, in addition to reducing recreational sedentary screen time. These
interventions can be classroom-based education, coaching or counseling sessions, or family based
or peer social support. Table 20 in Appendix II shows a complete list of the Appalachian-specific
interventions identified through this review.
4.3.1.2 Policy-level changes
In order for individual-level obesity prevention interventions to be successful, a person
must live in an environment where they have access to healthy foods and opportunities for physical
activity. There are a number of promising practices that address policy-level changes designed to
impact the environment to influence nutrition and physical activity. According to the CDC’s
Recommended Community Strategies and Measurements to Prevent Obesity in the United States,
there are six main strategies that serve as a starting point for addressing the current obesity
problem in the U.S.: (1) Promote the availability of affordable healthy food and beverages; (2)
Support healthy food and beverage choices; (3) Encourage breastfeeding; (4) Encourage physical
activity or limit sedentary activity among children and youth; (5) Create safe communities that
support physical activity; and (6) Encourage communities to organize for change. Evidence is still
being gathered to determine the effectiveness of many of these strategies.24
Regarding nutrition and healthy eating, potential policies include: providing incentives to
food retailers to relocate to underserved areas or procure foods from local farms; improving
availability of healthier food and beverage choices in schools, child care centers, government
buildings, and prisons; instituting smaller portion size options in public service venues; limiting
advertisements of less healthy foods and beverages; and banning consumption of sugar-sweetened
beverages in licensed childcare facilities.24 In order to reduce the barrier of price to accessing
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healthy foods, bonus vouchers can provide increased value for purchases of fruit and vegetables
under the Supplemental Nutrition Assistance Program (SNAP) and Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC) programs.32 Additionally, zoning restrictions
could be leveraged to limit the density of fast-food establishments or to establish buffer zones
between schools and unhealthy food vendors.32 The Childhood Obesity Intervention CostEffectiveness Study (CHOICES) will assess the comparative-effectiveness and cost-effectiveness of
approximately 40 interventions aimed at reducing childhood obesity.33 Researchers have already
analyzed the feasibility and cost-effectiveness of an initial set of four interventions, which included
an excise tax on sugar-sweetened beverages and elimination of the tax deductibility of advertising
costs of TV advertisements for “nutritionally poor” foods and beverages seen by children and
adolescents. They concluded that a sugar-sweetened beverages excise tax of $0.01 per ounce of
sugar-sweetened beverages applied nationally and administered at the state level could potentially
reach 313 million people of all ages and 74 million ages 2 to 19. Based on the cost of the
intervention and implications for BMI, the researchers calculated a $3.16 cost per unit BMI
reduction for all ages and $8.54 per unit BMI for ages 2 to 19. There are high quality studies that
show the impact of reducing sugar-sweetened beverage consumption on BMI in children. Excise
taxes are common, and therefore feasibility is considered to be high, with likely sustainability based
off examples such as tobacco excise taxes. Opposition would most likely come from the beverage
industry. In terms of the reduction of tax subsidy of TV advertisements for “nutritionally poor”
foods and beverages seen by children and adolescents, the population reach would be
approximately 74 million, with a $1.16 cost per unit BMI. This intervention is considered to have
plausible feasibility, but would likely need to survive a court challenge.33
In addition to improving access to healthy foods, a major opportunity to reduce obesity is
through promoting or increasing opportunities for physical activity. The Community Guide has
found that community and street-scale urban design and use policies, creation of enhanced access
to places for physical activity combined with information outreach activities, and point-of-decision
prompts to encourage the use of stairs are all effective in facilitating an increase in physical
activity.34 Potential policies for increasing physical activity among communities are: requiring and
increasing the amount of physical education programs in schools; enhancing infrastructure to
support walking and bicycling; zoning for mixed-use development; enhancing personal and traffic
safety in areas where people are or could be physically active; and reducing screen time in public
service venues, such as licensed child care facilities.24 The CHOICES study analyzed the potential
impact of a state policy for active physical education, finding that it is feasible and effective, as high
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quality randomized control trials have linked physical activity and BMI. This is a potential
intervention that is considered likely acceptable to policymakers, but cost may be a limiting factor.
Finally, collaboration between community members, public, and private-sector individuals
is critical to addressing obesity within the region. Through a coordinated use of resources,
leadership, and action, community coalitions can work together towards a common goal, using
multiple perspectives and different areas of expertise. Organizing community-wide campaigns
about the benefits of being active could yield positive results within the Appalachian region, where
many states currently rank among the least physically active in the country.35 Improving the local
food and physical activity environment in a community requires participation of a number of
dedicated partners in order to see progress.24 Government, the health care system, schools, and
community organizations all have critical roles in this effort.32
4.3.2 Promising Practices from Inventory and Focus Group Interviews
The inventory and focus group interviews provided an abundance of data on the current
programs and policies, strategies, and challenges funders and community practitioners face
addressing childhood obesity and chronic disease in central Appalachia.
4.3.2.1 Promising Practices: Physical Activity
Based on findings from this study, many examples of strategies and practices to increase
physical activity were identified. Program and policies to encourage physical activity or limit
sedentary activity among children and youth included requiring or encouraging at least 30 minutes
of quality physical activity daily at school, shared use agreements that allow community members
to access school facilities including playgrounds, gyms, trails, and tracks and taking brief breaks
during class for physical activity. These activities require policy changes at the school and district
level but have the potential to benefit children and their families. Many examples of specific
programs were identified to encourage brief physical activity breaks which included GoNoodle,
CATCH, and Take 10.29,36,37 Funding for these activities has come from a variety of sources including
state-level government funding through the health department in some states to local health care
foundations. In additional to school based initiatives, many communities are changing the context
to support physical activity. Across the region communities through economic development dollars
along with funds from funders have worked to create safer and more aesthetically pleasing
communities that in turn promote physical activity. Rails to Trails, which are multi-purpose public
paths created from former railroad corridors, downtown and city center revitalizations,
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greenspaces including parks and gardens, as well as safe routes to school and community
walkability program were discussed as activities that changed the community context to promote
physical activity. Some communities with assistance from community foundations and others
received Mainstreet funding through the National Trust Preservation Funds as seed money for
projects.
4.3.2.2 Promising Practices: Nutrition
From the surveys and focus group interviews it was apparent that both funders and
community practitioners have been working across communities to increase access to nutritious
foods. Programs to increase the availability of affordable healthy fruits and vegetables include
vouchers to families to local grocery stores to be used for fresh produce, milk, or meat. This also
helps spur the local economy. Another program which is funded through the funders, the USDA, and
with community funds are double SNAP benefits at farmer’s markets. In Kentucky, the program has
been so successful in some communities that the markets have begun to self-fund these programs.
There were many examples of farmer’s market programs to engage children and families. Farm-toschool and local feeding programs are being integrated into schools. These programs require
partnerships between farmers and the schools and benefit from collaborations with funders and
local health departments. In rural communities, transportation and distance are major barriers to
accessing fresh foods. One promising practice identified was mobile farmer’s markets. With policy
initiatives that create sustainable institutionalized partnerships, these programs can benefit the
school children and the local farmers.
Many communities, both urban and rural within central Appalachia, are creating
community and school gardens. These programs get children involved in the growing of food. One
practitioner told the story of a little kindergartener who had no idea what a radish was but she was
going to eat it since she grew it. Community gardens along with partnerships with community
kitchens are providing the training and space for the growers to package (fresh or preserved) their
food for markets, creating local revenue for communities and families. One community resource
that was used variably across the region were the Agriculture Extension Offices. These offices are in
all counties and many have community kitchens as well as free space for meetings and are a wealth
of resources for communities. Finally, funders and community groups are sensitive to the fact that
even with these initiatives, there are still many hungry children in central Appalachia. Book bag
feeding programs and summer feeding programs, which are not new, are essential to meeting the
needs of the most vulnerable children. One complaint is though they are feeding children, often the
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items are not healthy. Community groups, local health departments, and funders have been
working with the book bag feeding programs to provide guidelines for healthy food to not only
lessen the food insecurity of children but also provide them with food that is meeting their
nutritional needs.
4.3.2.3 Funding Strategies and Challenges
In addition to insight into the programs and policies to reduce childhood obesity and
chronic disease, the surveys and focus group interviews allowed the exploration of the funding side
including successful funding strategies and also challenges to funding this work. Both the strategies
and challenges provide valuable insight into how to create programs and policies that are evidencebased, have support of the community, and are sustainable beyond a funding cycle. There were four
types of funding strategies that funders in central Appalachia identified as highly successful.
Co-funding is a strategy where multiple foundations would co-invest in either a specific
program or policy initiative or would create requests for proposals or initiatives together. For
example, communities may receive funds from one foundation and be able to leverage those funds
to get additional funds from another foundation. It can be for a new program or to expand an
existing, successful program. If the program is proven successful, this is an attractive option for
foundations to make their funds go further by matching other foundations. A more intentional
option is foundations working together to find areas of similar interests and creating funding
opportunities together. This is also attractive in the same way as the first example but differs in a
coordination of efforts. As the AFN HWG members continue to work together to address the most
pressing health issues in central Appalachia, co-funding will be an important strategy for
coordination of efforts across the region.
Another strategy for funding has been successful in creating sustainability of programs and
policies that have been successful in communities. Community co-investment is a mechanism of
requiring a level of matching of funds. This can be through local fundraising, working with
community foundations, and/or other partners such as local businesses. This creates local
ownership leading to more sustainable programs that are valued not only by the foundations and
grantees but also by the larger community. This looked and functioned differently by different
foundations. Specifically, some required matching from the beginning while for larger, multiyear
grants, foundations required the grantee to generate larger percentages of co-investment overtime.
The final two funding strategies often were used together. They are successive grant
ladders and capacity building. Successive grant laddering can be considered a type of capacity
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building where the funder has granting mechanisms that are at different levels. The mechanisms
with the lowest level of funding often called “mini grants” were simple to follow proposals. In many
cases, the foundation provided technical assistance through trainings for prospective grantees.
Their profile of funding would also include scaffolding with funding opportunities that require
more complex applications including evaluation and sustainability. Organizations using the small
grants are able to work on proof of concept or pilot a program. With success at the lower level they
can use data to go for larger grants through the same funder or be competitive for larger national
grants. Funders either provided trainings on grant writing or worked with other organizations that
already provided these types of programs. They also worked with community groups to find
partners and to connect them to other groups with common interests.
Barriers and challenges were identified in the focus group interviews and discussed in
Chapter 3. The major challenges facing community groups were time, resources, leadership, and
sustainability. Time and resources were often mentioned in the community practitioner focus
group interviews. The community organizations felt they lacked the time and resources to be
successful in writing grants and completing grants. Time was also discussed by both funders and
community organizations in relation to the problem of obesity. It was noted that the issue of obesity
took decades to evolve and it will take decades to reverse. Also, focus group participants noted that
a program that can be successful in an urban area within a funding cycle may not be achievable in a
rural community due to fewer resources and capacity. Both groups identified sustainability as a
challenge and the need for planning for, funding of, and creation of policy changes to help make
successful programs sustainable. Finally, funders saw the need for strong leaders in communities.
4.4 Discussion
From the literature, surveys, and focus group interviews, promising practices were
identified to combat obesity and chronic disease in central Appalachia. The three main mechanisms
of prevention were individual-level, community-level programs, and policy–level changes.
Strategies fall into two main areas: physical activity and nutrition. Programs and policies that have
shown promise in rural and Appalachian communities were discussed. One challenge identified by
funders was the lack of evidence in the activities going on at the local level. This study provides
additional evidence-based and promising practices to address obesity in rural communities. For
long-term changes to occur, programs that are successful need to be evaluated rigorously and
shared widely. Funders play an important role by creating opportunities for communities to grow
in their capacity to implement highly effective, lasting programs. In addition to individual-level
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programs, there is a need for policy development to make the right choices the easy choices.
Funders can work with community groups and policymakers to move the needle in the direction of
a culture of health. Finally, community level buy-in is essential to the success of the region. Local
groups working together to build their own culture of health will create the most lasting
improvements.
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CHAPTER 5: Recommendations and Priority Setting
5.1 Introduction
Obesity contributes to several health conditions that represent leading causes of
preventable death, such as heart disease, stroke, type 2 diabetes, and certain types of cancer.38 The
growing rates of childhood obesity are a particular concern due to the association between obesity
in children and adolescents and obesity in adults. As mentioned previously, the analysis of
secondary data revealed that 68.8 percent of counties in central Appalachia have an adult obesity
prevalence above the national median of 30.9 percent. In terms of diabetes, 88.5 percent of central
Appalachian counties have a diabetes prevalence above the national median of 9.4 percent. The
high prevalence of these conditions in the region contributes to the elevated mortality rates for
heart disease, stroke, and diabetes. The mortality rates among adults aged 25 to 64 in central
Appalachia for heart disease and diabetes are 45 and 42 percent higher than the national rates,
respectively. In order to reduce these disparities in the region, states, counties, and communities
must implement strategies that promote healthy living and address the high obesity prevalence
among youth and adults.
In order to reduce obesity among children and adults in a community, changes must be
made to both the environment and individual behaviors, specifically related to physical activity and
healthy eating. The inventory survey and focus groups analyzed the obesity prevention activities
practitioners and funders are supporting across the region, including promotion of policies and
changes to the built environment. In the focus groups with funders and community members,
participants discussed successes from current efforts, in addition to barriers and challenges to
implementing programs and policy changes. From these conversations, a number of potential
strategies in terms of funding and collaboration were identified, including those within the
community, between the community and funders, and between funders. Strategies focused on both
the individual and the environment, and focus group participants discussed the need for
documenting local successes. Finally, the literature review revealed specific programs that have
shown potential effectiveness in increasing physical activity and improving nutrition in the
Appalachian region, in addition to policies and strategies that may impact a community more
broadly to decrease obesity prevalence. Based on findings from these multiple data sources, a series
of recommendations have been made for how funders, practitioners, and policy makers can work
together to effectively address obesity in their communities.
5.2 Recommendations
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In order to implement changes at an individual or community level, collaboration must exist
between policy makers, funders, and practitioner or community members. The focus groups
showed that community organizations were more successful when there was an open line of
communication between the organization and the funders. Funders have a wealth of knowledge
about the other activities and potential partners that could enhance their work. Proposals with
multiple organizations representing different sectors are especially interesting for funders. These
proposals often have great community buy-in leading to greater success. Funders can also assist
organizations with building their capacity around the grant writing process either through their
own programs or through partnerships with institutions that provide technical assistance. Finally,
evaluation is key. Evaluation provides evidence when a program or activity is working. This
coupled with increased efforts to document local successes will provide an evidence-base for rural
and Appalachian specific program and policies to combat obesity.
In terms of specific strategies to address obesity, Table 13 below highlights recommended
practices for funders, practitioners or community organizations, and policymakers. Check marks
represent the activities that were mentioned by participants in the inventory survey and focus
groups, and show that efforts are ongoing, but could also be expanded to a wider range of
approaches. The main strategies, based on recommendations from the CDC,24 are to: encourage
physical activity or limit sedentary activity among children and youth; create safe communities that
support physical activity; promote the availability of healthy fruits and vegetables, support healthy
food and beverage choices; and encourage breastfeeding. Additionally, funders and community
organizations should support and implement evidence-based school, health care, or community
interventions that increase physical activity and improve nutrition. Resources, such as the
Community Guide and the Rural Obesity Prevention Toolkit, are available to highlight which
interventions are most effective and evidence-based.
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Table 13. Recommendations for Obesity Prevention and Risk Reduction Strategies for Funders, Practitioners, and Policymakers. (Check
marks represent activities currently occurring in the central Appalachian region based on findings from the inventory survey and focus
groups.)
Obesity Prevention/Risk
Reduction Strategies

Encourage physical
activity or limit
sedentary activity
among children and
youth

Increase
Physical
Activity

Improve
Nutrition

Funders
• Fund physical activity programs in
schools and after school
extracurricular activities P
• Build parks, outdoor recreation
facilities
• Fund individual or community level
interventions that promote physical
activity
• Fund or advocate for programs that
decrease screen time use

•

•
•

•

Practitioners (Community
Organizations)
Implement programs that increase
physical activity during and after
school P
Implement programs that build
parks, outdoor recreation facilities
Implement individual or
community level physical activity
interventions
Implement programs that
decrease screen time

Create safe
communities that
support physical
activity

• Fund or advocate for bike lanes and
infrastructure to support walking
• Fund or advocate for projects that
create safe communities

• Implement programs that support
community-scale urban design
(Creating Walkable Communities,
Rails to Trails) P

School, health care,
and community-level
interventions

• Fund evidence-based school, health
care, and community-level
interventions that address physical
activity P

• Implement evidence-based school,
health care and community- level
obesity prevention interventions
that address physical activity P

Promote availability
of affordable healthy
fruits and vegetables

• Advocate for the availability of
affordable healthy foods P
• Support community and school
garden programs P

• Implement programs that bring
healthy foods to schools (farm-toschool, Let’s Move Salad Bars to
Schools) P

Policymakers
• Require physical education in schools
• Increase the amount of physical
activity in physical education
programs in schools P
• Allow use of athletic facilities during
non-school hours P
• Reduce screen time in public service
venues, such as childcare facilities or
increase physical activity in schools
• Enhance infrastructure to support
bicycling, walking, and access to
public transportation
• Improve access to outdoor
recreational facilities P
• Zone for mixed-use development
• Land-use policies
• Enhance physical safety by reducing
the number of vacant or abandoned
buildings

• Decrease the cost of healthier food
• Improve geographic availability of
supermarkets P
• Provide incentives for production,
distribution, and procurement of
foods from local farms P
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Table 13. Recommendations for Obesity Prevention and Risk Reduction Strategies for Funders, Practitioners, and Policymakers. (Check
marks represent activities currently occurring in the central Appalachian region based on findings from the inventory survey and focus
groups.)
Obesity Prevention/Risk
Reduction Strategies

Funders

Support healthy food
and beverage choices

• Support programs the improve
nutrition in schools, public venues,
etc. P
• Support programs that discourage
consumption of sugar sweetened
beverages

School, health care ,
and community-level
interventions

• Fund evidence-based school, health
care , and community-level
interventions that address
improving nutrition and eating
habits P

Practitioners (Community
Organizations)

• Implement programs to address
healthy food and beverage choices

P

Improve
Nutrition

Other

Strategies to
encourage
breastfeeding
Encourage
communities to
organize for change

Policymakers
• Sugar sweetened beverages excise
tax
• Institute smaller portion size options
in public service venues
• Ban sugar-sweetened beverages in
licensed childcare facilities
• Nutrition standards within local
government facilities, public school
campuses, and early child care
centers P

• Implement evidence-based school,
health care , and community-level
interventions that address
improving nutrition and eating
habits P

• Advocate for breastfeeding policies

P

• Requiring government facilities to
provide breastfeeding
accommodations for employees P

• Participate in community coalitions or partnerships to address obesity
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Appendix I

Focus Group Interview Themes, Definitions, and Exemplary Text
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Table 14. Community Assets
Code

Funder Supporting Excerpts

Practitioner Supporting Excerpts

Human resources-assets*
The human resource assets
including organizations (civic,
churches, volunteers, hospitals
etc.) and the community
members themselves. Other
human resources could relate to
the funders

“Yes, you’re talking about, kind of, changing who’s at
the table; really broadening engagement of who’s
allowed to make decisions and the idea of health in
the biggest sense, being so integrated in everything
people do. We’re really seeing some pickup. Some of
these county managers who I would have thought
have been the people least engaged on some of this
stuff, are really thirsty for this, kind of, other
platform to work from: that they can really start
talking with a bunch of broader set of actors about
who’s responsible for what, we’re all accountable for
the health of our kids and here’s ways you can play
and all of that.”

“And I think the greatest asset that we have in
Appalachia is people. And their identification with
their culture and their home…You give them the
opportunity and grease the wheels just a little bit.
They will get things going. You’ve got extremely high
producers like [Named] County, but there are over
60 counties that we work with in the Appalachian
region. Where you pull the partnership together and
give them a little bit of startup money. They will
work. Because they are working for their own
community. The nurse and the local health
department. If she’s there, then she’s there for life.
She’s not going anywhere.”

“We have a lot of good statewide organizations that
do care and will work with each region, because
we're small enough. The [organization of] Churches
is one of them. [Kids and family organization],
[women’s health organization] , long-term care....
People that will go and work.”
“But from a foundation perspective what I see it
there is a lot of charitable giving that's happening in
communities already very informally. People are
funding peoples businesses, people are keeping
churches open, people are keeping lodges and social
clubs functioning, organizing, spending thousands of
dollars on reunions of little bitty counties and towns.
Why not utilize that culture, that heritage, that
legacy, that pride and let's take this into the future.
Everybody is writing a check every single year just to
make this happen, how can we turn this into
something that evolves and supports the integrity
and legacy of this place that you love so much?

“The person who really has the passion and is willing
to provide the leadership and step up and bring their
organization to the community and share that
message.”

Financial resources-assets
The human resource assets
including organizations (civic,
churches, volunteers, hospitals
etc.) and the community
members themselves. Other
human resources could relate to
the funders

“Matches or a lot of questions these days are what
are you going to do to make your project sustainable,

“We don’t know exactly where we’re going, you
know, we’re just kind of laying tracks as the
locomotive comes behind us, but we are able to do it
with resources and with people that think okay,
finally there’s some dedicated resource to organize
this and I’m willing to put some of my effort into that
because I know the leverage is better when I have
city government putting money in, when I have big
institutions like [private and hospital systems],
they’re more interested in focusing and participating
because they know they have people that can make a
difference with resources.”
“Medicaid has helped reduce some of those
barriers…Folks now have coverage and access and it
helps pay for some of those things. A lot of folks are
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right? The sustainability part really gets tied back to
the community. A strong community foundation is an
important part of that.”
General-assets
Any asset that does not fit into
one of the assets codes above.

“A lot of times I found that people that gather around
those things are folks who would be willing to do
something that either uplifts that history and people
that are willing to move things forward in a way that
values and respects that history, but understands
that improvement is needed otherwise. It just seems
that people that like culture and history of a place
also value people related to that history and that
culture.”

making choices between what do I buy, my
medication or do I buy food? If you can say, “Your
medication is covered by Medicaid,” then they can
begin focusing some more on those hierarchy of
needs and feel like they’re getting by.”
“Building that trust and knowing the transparency of
what’s going on and knowing that we are out there
together in the community.”

“It turns out that nutrition physical activity in built
environment is not only fairly safe, but it's a way to
tease out funding from other sources who want to
help build a playground or a walking trail or
something like that. At the community level it
became easier for them to garner support.”
*Co-occurrence coding with collaborations when discussed as an asset
Table 15. Collaborations
Code

Funder Supporting Excerpts

Practitioner Supporting Excerpts

Community-level
This could include text from
either the community or funders.
This code includes instances
where the presence of
community collaboration/
partnership is discussed
(including the listing of partner
organizations), or the lack of
collaboration/ partnerships is
discussed. In the case of lackinginclude a code for community
barriers in the case of presence-

“We have a place in Winchester, we call it the
generation center and it's actually where our head
start and our senior center are co-located. And they
do that together and it's really cool. It's great.”

“I think a key word that we’re all sensing here, its
partnerships. Partnerships with our coordinated
school health, partnerships with school nutrition,
partnerships with our farmer’s market. But, and of
course our health department, Healthy [City], the
community that are engaged here, and I think that
it's all about coming together to try - and of course
BMIs in [Named] County, at least, and we serve all
three county school systems through our
coordinated school health - and we are seeing
improvements. I keep saying we didn’t get here in
the last three years, and we’re not going to change
dramatic data in the next three years. But what we

“There's this project that we did: Growing Healthy
Communities…We have the Department of
Commerce in the state that does MainStreet
programs. MainStreet is a national model that says,
"How do we bring back the main streets of America?"
It's a business model, and it's like shop local, shop
downtown. They all do all kinds of health things:
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include a code for community
asset.

Funder-level
This could include text from
either the community or funders.
This code includes instances
where the presence of crossfunder collaboration/partnership
is discussed (including the listing
of partner organizations) or the
lack of collaboration/
partnerships is discussed. In the
case of lacking-include a code for
funding challenges in the case of
presence-include a code for
funding strategy.

Funder-community
This code includes instances
where the presence of funder and
community group partnerships

They have food at every event that's all healthy, they
do walks, and they do runs.”

have to do is chisel. We have to continuously work
together.”

“We have a lot of good statewide organizations that
do care and will work with each region, because
we're small enough. The [organization of] Churches
is one of them. [Kids and family organization],
[women’s health organization], long-term care....
People that will go and work.”

“And for [Named] County, we don’t have a lot of
resources, and so for us we have to look outside of
county, so we have the group from [Named] City
come down. Partnership, of course, the keyword was
amazing, and the buy-in of the community. And for
[Named] County, it’s a bit difficult for a community
that is secluded, to allow others to come in and really
buy into that. And it was beautiful, and we had forty
or fifty girls excited about running, exposed to some
new health ideas. And so for me that was a great step
for us to lead into new things.”
“We almost saw greatness with something like the
Convergence Partnership, if you’re familiar with it. It
was several foundations in Ohio and across the
country coming together to jointly fund healthy and
active living as their main purpose for funding, and
yet it’s still not even a drop in the bucket into what
other major, major funders out there are doing, and
so collaborations between foundations to jointly
fund...”

“One of the things that I would rely on, in terms of
being an out-of-area funder, which some of us are, is
we rely on our partners that are here.” What do you
know about this organization?" I do that all the time.”
“We're trying to develop and broaden the scope of
[Foundation] as well and make sure that our board
members and funders all understand who we are
because it's that relationship building that has them
calling you later or when they have funds available
saying, “I know this is important to you because I've
see what you've done in [Named] County and
[Named] County. Is this something that you'd be
interested in doing in another county, in [Named]
County?””

“…counties that we have these community funds
with, the boards sought out [Foundation]. That is the
start of a really good relationship when you have
authentic partnership going in forward. It's not
coming in and saying, “We're here to save the day
and give you a community garden” it's this

“Having a community foundation and it takes a lot to
create one and get that momentum going, but from
our experience working with several, [Health
Foundation], a great partner of ours, the
[Community] Foundation there… anyway, those
community-based foundations really have the ability
to leverage funds and they get the local community
to put skin in the game, right? Are able to draw in
other funds.”
“Going along with that it’s really beneficial when
funders start a relationship with applicants before
anything goes in because there’s a lot of insight,
especially if people are writing their own grants. I
have appreciated that experience as well.”
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partnership of you want something to happen, we
have an ability to help make those things happen
with you, not for you. And developing that
relationship is one of the key things.”
“I think the other thing along those lines is, viewing
funders as partners rather than... Whatever it is. I
think that there are, particularly in this area where
my experience has been, that it's, "Just give us the
money and let us go do our work." But in fact, there's
valuable information, and learnings, and offerings
that could help contribute to the solution”
Table 16. Successes
Code
Funding
Current or past (not future
strategies, see “Strategies to
improve the health in central
Appalachia” for these codes)
funding strategies that have been
successful. Including small grants
for new(er) groups to seek with
low grant writing competencies,
technical assistance etc.

Subthemes

Funder Supporting Excerpts

Practitioner Supporting Excerpts

“Challenge grants are grants that match a
community foundation dollar for dollar, for
work that they're doing around nutrition
physical activity in the built environment.
[Named] County and [Named] County, when
they had it, created an awesome park with
walking trails and so on, with just a challenge
grant.”

“We have 10 counties and it’s costing us
about $30,000 a year to do the
sponsorship for every elementary school.
[MCO], which is one of the MCOs that
operates here in Kentucky, they have
partnered with [Named] Medical Center
and with the hospital in Owensboro to do
something similar and we’re asking them
currently to provide a grant that would
offset about 50% of our expense to keep
doing this.”

One is called, investing in Kentucky's future
and it's a place based initiative where
communities were funded based on the
presence of a cross sector collaborative that
was already working on health or already
working on kid's issues. They got a planning
grant to figure out one thing they could do
that would help kids in their community grow
up healthier than their parents. At the end of
that planning period they needed to submit
what we lovingly call a bankable business plan
for how they were going to implement the
changes that would make kids healthier.

“So, this year at the Try This Conference
they did mini-grants, so you come to that
conference with your team knowing that
want to apply for dollars for some project
in your community, but you can't apply on
your own. You have to have at least
another partner and usually its two to
three partners. Then you partner, you
write your grant, and get it together at the
conference, the last day of the conference,
and they work with people and so you
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“What we're seeing at [Foundation] is that the
potential of growth and relationship of the
rural counties, their boards and the project
they're working on has great potential
because of how they're rooted. But they're
rooted based out of the counties and they
have people from the counties that are
contributing their own fund and were able to
find matching funds for that. And the
infrastructure of [Foundation] and what they
bring to the table as far as the structure is
very helpful in developing that.”

Program
Examples of programs that have
been funded that have been
successful, both from the
community and funder
prospective.

Nutrition

“They give $20 vouchers out to families that’s
only where their local grocery store where
they’re at. They can only get fresh produce,
milk, or meat there. I like that because then
they can get what they want. They can pick
out what they want. It’s keeping the money
right there in the community which is the idea
of that chain.”
“And we just funded a project from [Named]
County that is a food based project and its
high school students learning to process foods
and they're really doing it in terms of teaching
people how to do value added food products.
Teaching these young people how to do that
and then how to market, how to label, how to
participate in the part of that economy. But
they're working to try and pull education of
younger students into that about where foods
come from, what healthy foods are and that
kind of thing.”

knew you'd have experts working with
you to write the grants. And the grants are
$2,000-3,000, but they're used to leverage
other dollars that communities can get.”
“We tried to build a collective impact
model with the volunteers…So we
decided that in order to get that to occur,
we would go to all the major institutions
in [Named] City and ask them to put skin
in the game. So, we have a budget of
$200,000 a year with a three year
commitment. And that’s a rolling
commitment, so every year we ask them
to invest again for three years. So this is
actually our first complete year, and we’ve
just completed the funding for the second
year.”
“They’re learning the process as well as
around nutrition and physical activity.
We’re adding gardening because kids
don’t know where their food comes from.
They don’t know what a tomato looks like.
They don’t know what a kiwi is. They
don’t know this. If we introduce them at a
young age and they grow it in the garden,
they’re going to eat it. As our little radish
girl told us. “I don’t know what a radish is
but I’m going to eat it because I grew it.”
“One thing that I’m really happy with is
last year we helped establish the first
farmers market that was a summer
feeding program site. Every Saturday they
got food made from locally sourced stuff.
Fruit smoothies, blueberries, omelets
from local eggs. I’m happy to say that
now, we work with about 40 farmers
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Physical Activity

Built Environment

“Actually through [Mental Health Center] in
[Named] County, we funded a program where
they educated leaders in the church to work
with families to provide them with the
curriculum for healthy cooking, they gave
them recipes, they gave them food and
utensils.”
“Many years ago we funded an inner city
Latino program on nutrition physical activity
built environment, mostly nutrition and
physical activity, for kids in the school and
walking to school…One of the moms asked the
program director if they could start a little
exercise program for the moms at the school
after they dropped the kids off and they got
approval from the principal to do that.

“We've got two big built environment projects
going on right now, one where we're
converting our old hospital campus into a
very iconic public park. That's really built
around the idea of economic development, it's

markets and six of those are now trying to
implement those.”

“We just finished year two of a pilot
project called Walking 4 Wellness with
the four being the number four because
we’re focusing on fourth grade
classrooms and trying to encourage kids
to be more aware of their physical
activity. For about a six-to-eight-week
window, we’re having the kids use
pedometers and journal the number of
steps they take or how far they walk each
day, with the hope that that will make
them more conscious on an ongoing basis
of the physical activity.”
“Then another is the GoNoodle Program,
which is an Internet-based service that
just uses usually two to three five-minute
what they call Brain Breaks for kids in the
classroom just to stand up, do some
physical activity, break the monotony-and our coalition has agreed to sponsor
what’s called GoNoodle Plus. GoNoodle
Plus takes it a little bit further and also
incorporates some curriculum-based
activities, where it can be used as a
teaching tool as well.”
“We recently acquired a six acre property
with two former school buildings on the
site that we’re beginning the renovation
process to have a 44,000 square foot
community center for all ages with
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Policy
Examples of policies that have
been developed that have been
successful, both from the
community and funder
prospective

not really just trails and things, but it's really
this idea of aesthetic and economic value as
well as health and wellness.”

performing arts also on site. With the
senior services in there it erases the
stigma of coming to a senior center.”

“One of the organizations we fund is KEYS for
Healthy Kids which that’s the primary focus of
the organization is around childhood obesity.
In the past what we have funded them for is
for what they call “natural healthy
playgrounds.” They just finished the last one
up that we had been for. They seem to be very
successful.”

“Our clinic, the [Named], is a parent
organization to a Federally Qualified
Health Center that opened in March of
2014, but it also has many other entities
that are underneath that such as our
diabetes coalition, farmers market,
community garden and lots of others. It's
kind of an all-encompassing community
organization that does center on the
health clinic.”
They’re doing QI in their child care center.
They are using it for us for nutrition and
physical activity but we’re training the
early child care, DHHR Early Care and
Education Division. So they can use the QI
process on their tiered reimbursement for
quality care. They’re learning the process
as well as around nutrition and physical
activity.
“The fact that Kentucky has adopted the
Affordable Healthcare Act is huge. It’s
huge in this state.”

More than one area

“They [Named Co.] have more markets. The
marathons. They’re having some kind of
running event. They have programs
downtown people can go to. It all promotes a
healthy lifestyle. So wonderful what they do. A
dynamic community.”

Legislative

“We have a junk food bill in Kentucky, we got
all kinds of kudos at the national level.”

Organizational

“[Named] Physician has several evidencebased practices that through these initiatives,
she’s been able to document how you do small
P and big P and policies and practice,
environmental change, environmental scans
and the documentation of the KEYS toolkit.
She then took it regional. She then took it
statewide. “
“West Virginia has one of the most robust
school based health center networks in
America. We have 75% of our counties that
have school based health center. Most of those
are attached to a federally qualified health

“What’s been gratifying about this work,
especially in the area of fitness and
academics, is that it’s led to some pretty
high level policy changes in West Virginia
where they’ve charged the schools all
across the state to incorporate an extra 15
minutes’ worth of activity. “
“For us, as an organization, more
specifically, we are actively working with
a number of school systems improving
Farm to School. We use the three Cs, so
it’s the cafeteria part, it’s the classroom
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center. They go into schools. It provides
access for the kids. It provides screening. We
have program called CARDIAC. It’s a
nationally acclaimed program. We funded it
for 10 years, the start of it.”

part, and then it’s the community part. It
really is going to take a generation to
make these changes across the board.”

“We also have a very active effort called
[Named], which we started a few years ago
that encompasses our employee health and
wellness programs within [Named] Company
for our 6,000 plus employees, plus their
families, and a set of businesses that we work
with within the community. As part of that, we
developed a health risk assessment for
personal health approach, and connected to
health resources online, and also offer classes
to those bases of employees, depending on
what the businesses want, around weight loss,
diet and nutrition, smoking cessation, and a
variety of things.”

The impacts that it has on policies and the
acanthosis work that I’m doing now, the
school system is already--- I think the way
this is going to evolve is that we’re going
to be able to identify children through the
screenings that are at high risk for
diabetes, get them things that we can use
to monitor activity and have the physical
education instructors be the people who
continue to challenge that child to be
more active and to pat them on the back
when they are more active.

“They are really working on food service, for
example, and changing cafeteria practices and
moving to old-school actually cooking your
food on-site, rather than heating it up from a
vendor. Some of that, yes, is on the precipice
of showing real results that could be
sustained.
Table 17. Strategies
Code

Subthemes

Funder Supporting Excerpts

Funding
Funding strategies that include
programmatic focuses as well as
mechanisms such as technical
assistant, co-investment by
communities, and granting

Co-funding

“One in [Named] County that they're
working on, what they're doing is they're
really trying to make it grass rooted to make
sure that there is engagement. And it is cofunded by organizations such as [Health
Foundation] and coming through

Practitioner Supporting Excerpts
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mechanisms for sustaining
programs that are working, for
example.

[Community Foundation], but it's also
rooted in their own funds. I think that might
make a little bit of difference. That's just
general knowledge.”
Successive grant
ladder

In [Named] County what they do with their
river trail, they've got a river walking trail.
They used the flex-E grant to get some of the
trail hits started and some things like that. I
think they're probably applying for trail
town status. They have laid this foundation
work and they went and applied through
the owner's office for it was a transportation
grant, I think, which seems odd, but that's
what it was. They got $130,000 grant to
continue that walking trail.”
“One of the things I did internally is to have
different eligibility criteria for each of the
types of grants. Like I mentioned, the basic
needs. It's a simplified process, criteria,
everything, but it's also limited. It's up to a
certain amount, and that's it. Even having
sessions with them, though, how to do it. We
have webinars every time we have a grant
cycle to go through that, and now online.
Part of the going online is not for our own
ability but also for these groups, because
that's where it's going to be. To train those
little groups to be competitive, to move up
that way. Obviously, for the big grant that
we're talking about right now goes into a
couple of hundred thousand. The criteria by
which we look at them, we do look more
deeply into the financials.”
“It’s just the notion that nonprofits and
social enterprises need equity and capital to
build up, just like small businesses do. How
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Capacity building

do we provide that kind of capital to an
endeavor that says, “I’m not just going to
fund you for three years and go away but I
want to see a plan that says, we’re going to
figure out how to generate revenue. How is
this going to sustain itself? I’m going to help
you do that in the beginning and then I’m
going to provide you with upfront capital
but the need for my capital is going to go
down as your sustainability goes up. We’re
actually creating capacity from the
beginning.”
“What we found there was that people were
really good at doing the whole needs
assessment process in their community, but
then when they got their need they couldn't
figure out what to do with it. So we found
that our program officer had to be the
broker around best practices and
suggesting, now that you've figured out that
you want to work on nutrition physical
activity in built environment, here's some
stuff that came out of active living by design,
here's some stuff that came out of more
current Robert Wood Johnson stuff. Just
connect them to that literature. That was
one of the learnings.”
“Come to [University] and actually go
through three series of workshops over
three days and talk their vision for the
community, team building skills, things as
simple as running effective minutes per
meetings and things like that. How to do
budgeting, how to do time timelines for
projects, how to be inclusive and get your
stakeholders involved. Then they would go
home and work on that project for six
months and then come back to Berea at the
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end of that period and talk about their
experience.
Community Coinvestment

“We give organizations that refunding over
a multi-year period a first phase for a
planning process, which needs to result in
what we call a bankable business plan. And
a bankable business plan means that they
can show the arc of their sustainability, that
they need an infusion of funds upfront. But
on the out years a combination of fees and
fundraising and what have you, can sustain
it.”

“I mentioned the double dollar program for
these farmers for SNAP, WIC, and seniors.
What we did is we made it a three-to-one
cost share. We required the markets to
generate a third within the community.
We’ve been up front to say first year, threeto-one, second year two-to-one, third-year
one-to-one. Fourth year, who knows, right?
The great thing is that every one of the
markets raised more than what we
required.”

“In conjunction with some other
foundations, we have done a five K run that
takes on a three-month life every year to
help raise money for 17 local non-profit
organizations. Our foundation matches
whatever they raise. Like people do March
of Dimes, and Relay for Life, in this one all
the money stays local. All those non-profits
raise about $150,000 to $200,000. Our
foundation matches that money. They get
their money that they raised to operate as
general operating for their non-profit.”
General

Social determinates of health
Strategies focused on the social
and environmental factors that
affect the health of communities
including education, poverty, and
employment
opportunities/access to job,
other economic drivers etc.

Economic Stability

“It's funding more community based
providers that are working on the food
production and distribution system. It's
looking at the supply and how things are
aggregated, and then making sure that
they're getting into the demand networks
that have low income individuals, like food
pantries, schools, and that sort of thing.”

“It’s also funders knowing that the changes
that they’re wanting us to implement and
these programs that we’re wanting to fund
are generational changes.”
“We all know the underlying cause of
childhood obesity is poverty. Those
statistics are out there. Kids come from a
poor home, they’re more likely to be obese.
Of course, I come from the Ag and local food
perspective on all of that. Broadly, we work
on Ag-related economic development as
part of that. Access to healthy food is a big
part of what we do because it helps farmers,
who are our primary constituent, but it also
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“One of the things that our board has started
talking about is education and economic
development, in that we're starting to see
those as two of the viable long-term
solutions to this problem. Without economic
development and without jobs, a lot of the
problems will never be fixed.”
Education

Social &
Community
Context

“Everyone within the family can have their
needs met within that one place surrounded
with education being the focus. And connect
them to the global world through things like
broadband and Wi-Fi, but also have
interactive global learning to where folks
know what's possible within their space and
outside of their space, so they're able to
bring what's working other places right
there in their community.”
“I would reduce class size in every school to
20 kids per class because that has been
demonstrated to have one of the greatest
impacts on health outcomes. Raise the
average wage in a community to X, so that
you can combine the focus on education and
poverty together, which will have a longer
term effect.”
“When we did investing in Kentucky's
future, we actually went and visited each 21
of prospective candidates who emerged as
most likely to succeed. And we sat around
with them to make sure that they had a
cross sector community coalition that was
really working and really knew each other’s
names and been at it for a little bit of a
while. And really represented different
aspects of community life, so it wasn't just
the health department thinking up this good

helps families and kids because they are the
current and future market.”
“I would say, I would invest it in local
entrepreneurship. And those people who
want to make a go of it in their community
give them the means to do so. Both with
training and startup funding. And keep the
young people from leaving.”
“The education system is what’s broken. We
don’t prepare students for life. We prepare
students for ACT tests. While that’s good for
some students, there’s a lot of issues we
totally neglect and we just have kids
graduate. We have them for 13 years and
they get that diploma and it’s like good luck
with life. There’re a lot of things that come
back. Health education, physical education,
financial literacy, there’s a lot of things that
should be a part of our kids’ daily, yearly
experience.”

“That connection, and you’ve got to have
relationships, not only with our partners
here at the table, but with the people we’re
serving. I don’t say you have to know the
person, that’s not, but you all know what I’m
saying? We’ve got to have that build of
relationship with them.”
“We’ve gotten away from the generation
from my grandparents, who are
unfortunately no longer with us, working
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idea or it wasn't just the school district. That
was a learning that we had that made us feel
like a more sustainable project, was going to
be a project that had lots of hands touching
it from different sectors.”

Health & Health
Care

Neighborhood &
Built Environment

“There is no system in place for seriously ill
patients to get holistic health care. Its piece
meal, it's fragmented, and a lot of people die
because of it. The system is too fragmented.
I don't care what they say, people do not get
to care they need if they are really sick.
There's no place to go. There's no one that
will look at all the problems that you have,
coordinate everything among all the
specialists you have to see and treat the
whole person.”
“I would focus on infrastructure in a way
that was responsive to all the needs of the
residence and visitors of this space. Make
sure that there was connectivity to public
spaces that offered whatever is needed for
local and tourism to coexist.”
“Transportation, absolutely. Transit
oriented development is something that we
every meeting try to throw in there and we
know in rural areas, it's nearly impossible.”

hard on the farms, going to the gardens and
making their own food and preparing it at
home to the generation of my parents to
where fast food is now, “Hey, we can go out,
we don’t have to cook.”
“It’s almost like you have to have
appropriate policymakers at the table,
whether it be in the school districts the
superintendents, the principals. Local
government, whether it be the city and
county health departments or city councils,
judge advocates or whatever those are. Even
at the state level by having a local
representative or even your local senator in
the know as to what’s going on.”
“I would expand adult dental care in the
state of West Virginia. I received two grants,
for two year periods. And one foundation
said, well this should help you do away, with
the waiting list. The waiting list is infinite.
It’s never going to end. And we would keep
people out of the ER because they just go for
pain and infection. And if they would realize
that their oral health plays into their overall
physical health. This state would be in such
better shape.”
“If you look at a pioneering healthier
communities model around strategy, they
talk about access, making sure there’s easy
access, good access whether it be nutrition,
a garden at home, or infrastructure that
allows for physical exercise. So to me that’s
a big part of it. You have to make it as easy
as possible for people to live healthier, make
it part of their lifestyle and you don’t do that
when you have food deserts, when you have
lack of sidewalks, when you have lack of
opportunities for health care.”
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General
Strategies that do not fall into
another category. Some
examples may include
community capacity building,
leadership and volunteer
development; bring the “right”
people to the table.

Leadership

Capacity

Culture

“I would echo that leadership and that
commitment to execution. Something that
we found though is the need for a
passionate project leader. It may be a
difference in the communities too because
the community where we're living in, for
whatever reason, has not had a pipeline of
leaders emerge for some time. We've had
the same leadership structure for I want to
say 30 years. Yes, that's great for stability,
but it stamps down new leadership
development.”
“I always look for leadership. Community
connections in the rural areas, how well
connected are they, can bring people to the
table.”
“Exactly because if the solutions, if we want
it to be sustainable and reputable in
communities, then it's got to come from
within the community. And we can be in
intermediary organizations and provide
tools and training, whatever. If I could
design a program where every county had
somebody that helped organize those folks
and not everybody is successful, that open
at risk population.”

“We're not trying to provide operating
support, we're trying to inspire rank and file
community members to realize that they

“I would love to see more emphasis put on
developing community level leaders and
that those are the ones, providing you are
able to pick the right one, somebody who is
willing to be pushing on this for year after
year after year, sometimes with very little
progress to show for it, that are persistent
over the course of decades, those may be as
important as anything else in Appalachia.”

“In the geriatrics world, family caregivers
are not nearly as plentiful as they used to be.
I’ve long thought that senior centers ought
to be like schools for adults. So the older
person could go there for exercise, for
nutrition, for education, for field trips, for
socialization.”
“I’d like to see better roads. I’d like to see
better-built environment and supporting
and having good school systems and start
working toward some things that way, so
when somebody does want to come in and
have jobs and those types of things and
actually, working on our educational system
to pay for our students. Our students to
want to stay. Instead of going somewhere
else.”
“I also think there’s an opportunity there
because we have a different culture and we
have different players that may be more
likely to play together what is going to have
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can have a positive impact on their
community.”

Systems

“I love the “we’re drowning in health care”
statement that you made earlier. We kind of
are, too. We’re not addressing those root
causes. When we think in terms of what’s
really going to make a difference long term
and how do we resource that, we know we
have to get to the social determinants of
health and the behaviors. That’s the hardest
part of this thing to get at and really finding
models of whose doing that effectively that
can be replicated or adapted to different
environments.”
“The systems change. Policy change. Impact.
The big words up there, yet on the other
hand, our boards struggle with the fact that
this food pantry, this little group, they’re
hungry. They need toiletries. Those aren’t
really particularly impactful.”

to come eventually is for us to come up with
our own systems that work and convince
the people that make the policies that we
can make them work and save them money.”

“To the extent that a single program can
penetrate multiple systems, sometimes we
design programs that are too narrowly
conceptualized that they only work for one
easy interpretation. Especially in the smaller
world communities represented here you’ve
got volume challenges, you’ve got
population size issues, so if you create
programs that can be delivered differently
but towards the same deliverable outcomes
or impact measures that collective impact
idea really comes true.”

Table 18. Community Barriers
Code

Funder Supporting Excerpts

Practitioner Supporting Excerpts

Human resources-barriers
Human resource barriers
including the lack of
organizations and lack of human
capital in communities including
“brain drain” and loss of

“We all find that there’s this kind of cycle of all the
same people in a room talking about the same issues
over and over again and then leaving and nothing
really gets accomplished because the people that
need to be reached and need to be engaged and need
to be activated aren’t there.”

“The thing we’ve seen is we have fewer clinicians,
like dieticians and that type of thing, and we used to
have those going out to all the schools. The
mechanism for paying for their services was
dropped, so we lost a lot of valuable staffs.”
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volunteers and middle class
individuals.
Financial resources-barriers
The inverse of the financial
resources including the lack of
business, availability of financial
support or co-investment within
the community.
General-barriers
Anything that does not fit into
one of the barriers codes above.

“Our area in the last five years has taken a major
economic hit. Businesses are closing. People are
moving out. People are losing their jobs. It’s not over.
It’s continuing and going to get worse.”

“We all know the underlying cause of childhood
obesity is poverty. Those statistics are out there. Kids
come from a poor home, they’re more likely to be
obese.”

“Nothing ever changes or happens. I've got a 16-year
history of that in [Named] County. I think that breeds
a little bit of fatalism, because the older you are the
more you've seen and the more it doesn't change.”

“Appalachia has lost a lot of its identity. Survive,
persevere, just hard work, and depending on each
other. You don’t see that anymore. You don’t see that
sense of community. The drug issues probably play a
lot into it.”

Code

Funder Supporting Excerpts

Practitioner Supporting Excerpts

Community buy-in
Challenges related to the
community and getting
community member buy-in.

“The answer is in the community. They have to want
to answer it. Knowledge, education and then that
culture of health. Knowing something and doing it
are two different things.”

Evidence
The requirement of evidencebase or the lack of evidence-base
in grants or any other challenges
related to evidence (or lack of).
Leadership
Need for leadership, issues with
current leadership or any other
leadership related community
challenges.

“One of the things that we challenge our grantees on
is that it can’t be knee-jerk idea.”

“You have to get the champions and get buy-in, so it
really does get frustrating with the infrastructure.
This works over and over again, but you’ve got to
convince them to be a user and invest in the
capacity.”
“One thing that we have identified is there’s not a lot
of local data available on children, and it’s not in one
place. There are some collections going on, but it’s
either not available to the public or it’s at the state
level. It’s not at a county level.”
“They had an innovative young leader who was the
leader of this project and she went to all our
trainings and everything was wonderful, she got a
job in California. And then left them without this
young leader that they cultivated who was
passionate about the project.”

Table 19. Challenges

“We needed to be even more emphatic than we were,
that the leadership of those organizations had to be
at the table. And that's a funky dance because you
want to get community voices of people who are
impacted by the stuff that's going on, but the
communities that are moving through real fast from
phase one to phase two are the ones who had the
superintendent or the assistant superintendent, had
the judge executive, had the mayor of at least one
city, had a hospital person with hospital resources, at
the table doing this thinking and planning together.”
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Partnership
Lack of partnerships, the need for
stronger partnerships or other
relationship/partnership related
challenges.
Resources
Including human and financial
resource challenges facing
community groups.
Sustainability
Related to the requirement of a
sustainability plan in grants as
well as issues with sustainability
for organizations
Technical Assistance
Text related to challenges
associated with the lack of
competencies around grant
writing, budgets, evaluation
plans. Additionally, text related to
the lack of or need for technical
assistance to support the funding
process.
Time
This includes time to write grants
and the timeframe set for grants.
Also, text related to the
timeframe and timing of reports.

“One of the challenges, very often, that we have met,
is the isolation, sometimes self-imposed, in the
community.”
“Getting those groups to work together for whatever
we decide- could be obesity, childhood needs- is
extremely difficult.”
“Now we get wonderful proposals from high school
dropout prevention programs and all that, we just
don't do it because have limited resources.”
“The practical fact of it is we've funded them eight,
nine, 10 years in a row now. It's the same thing. They
do good work, but what's changed? Nothing.”
“We don't think that's productive .We want you to
figure out a way to get started, make it sustainable,
then we can go and create something else.”
“In most cases they don't have the ability, capacity or
even the instruments… It grew so quickly, but they
couldn't keep up with it capacity-wise. The leaders
and like you said, the training. It just outgrew them
in need.”

“We have to invest longer term in communities that
don’t have any capacity to affect change in their own
communities and help them build that kind of
capacity it’s going to take to shift a culture. Culture
shift is generational. It’s not going to happen in a
two-year grant period or three-year grant period.”

“Getting everyone to come to the table, not seeing
them as competition or not seeing you as
competition for dollars versus going in as a cohort is
very challenging.”

“The difficulty for us was having staff to write
grants.”
“The ability to build that capacity, whether it’s grant
writing capacity, whether it’s just administrative
capacity, just building that capacity that helps with
long-term sustainability is really important. There’re
not a lot of grants out there that do that.”
“Where we’re located, we’re university-based, which
means we have to apply with a Lexington physical
address because we have to apply for grants under
their name. A lot of the federal grants now are only if
you’re located in a rural area, and even though the
service will be provided in a rural area, we have an
urban physical address. That has been a deterrent in
the last couple of years.”
“End date is a bad word. And if I could communicate
one thing to funders. It would be to illuminate that
phrase. In Appalachia, if you don’t tell people to stop,
they won’t. But then you throw out all the end date of
this grant is June 30, well then we stop.”

80

Appendix II
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Table 20. List of Interventions Submitted to Rural Obesity Prevention Toolkit
Study Name

A coordinated school
health approach to
obesity prevention
among Appalachian
youth: the winning with
wellness pilot project29

College students as
facilitators in reducing
adolescent obesity
disparity in southern
Appalachia: Team up for
Healthy Living39

Comparing the effects of
teen mentors to adult
teachers on child
lifestyle27

Intervention

Winning with
Wellness

Team up for
Healthy Living

Just for Kids!
Teen
Mentoring
Curriculum

Description

Demonstrate Success

• Based on the coordinated school health model
• Includes a community-based participatory
research approach aimed at promoting healthy
eating and physical activity in rural Appalachian
elementary school.
• Designed by a community coalition of educators,
health care providers, parents, community
members, and researchers on the basis of results
from previous obesity prevention research;
feedback from focus groups with students,
teachers, and parents; and expertise and
resources of all coalition members.
• Implemented throughout one elementary school
in Northeast Tennessee beginning in the fall of
2005.
• Cross-peer intervention developed by researchers
at East Tennessee State University (ETSU) for
obesity prevention among adolescents through
the high school setting.
• Two major components: 1) An eight-week
intervention targeting students in Lifetime
Wellness classes; and 2) Student assessments at
baseline, three-months, and one year following
the baseline assessment.
• Compared the effects of two curriculum delivery
methods: adult teach in a classroom and
individual teen mentoring
• The intervention addresses the roles of exercise
and food in promoting health, moderation in
sedentary activities, and encourages children to
set reasonable behavioral goals.
• Additional behaviors targeted include eating
regular meals and eating in response to hunger
and satiety. It also addresses self-acceptance,
processing emotions, assertiveness, positive
attitudes, and efficacy.

• Findings from this preliminary
project revealed improvements in
nutrition offerings and increased
physical activity during the school
day.
• Pedometer data confirmed that
students were more active at school
after program implementation than
before the program, with an increase
of approximately 886 steps per day.

• Evaluation forthcoming.
• Major descriptive analyses will be
conducted on all demographic and
baseline data: BMI Z score, dietary
intake and physical activity and
sedentary behaviors.

•

•

After the 8-week intervention, only
the teen-mentored group showed a
greater increase in physical activity
behavior and a marginal decrease in
BMI
These results indicate that the teenmentored group demonstrated
improved health outcomes at the
conclusion of the intervention. The
adult teacher group did not
demonstrate any improved health
outcomes at post intervention.
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Efficacy of a schoolbased childhood obesity
intervention program in
rural southern
community: TEAM
Mississippi Project40

Medical nutrition
therapy for overweight
youth in their medical
home: The KIDPOWER
experience26

Piloting “sodabriety” – a
school-based
intervention to impact
sugar-sweetened
beverage consumption

TEAM
Mississippi
Project

• Program incorporated elements from established
school-based programs including Pathways and
CATCH.
• Intervention included family and school-based
nutritional and physical activity events.
• Nutrition events included: healthy tailgating
recipe contest; supermarket sweep requiring
parents and students to locate healthy, low-nonfat
food ingredients for recipes; healthy snack
selection contests; and parent-child healthy
holiday and activity log.
• Physical activity events included: parent-child
holiday activity log; parent-child football toss
contest; parent-child softball throw contest; and
other field day activities.
• School deep frying equipment was replaced with
baking ovens.

KIDPOWER

• A standardized medical nutrition therapy, known
as KIDPOWER, was delivered by registered
dieticians to patients in their primary care
medical home.
• The protocol was delivered to overweight
children (2-20 years) in 9 primary care practices
in a rural community in North Carolina.

Sodabriety

• The piloted intervention consisted of the creation
of a Teen Advisory Council (TAC) at each of 2 high
schools to design specific components of the
intervention: a “Sodabriety” 30-Day Challenge.

• Intervention school showed a
statistically significant decline in
percentage body fat, whereas the
control school children’s percentage
body fat remained fairly stable.
• The intervention school reported
engaging in significantly more
physical activities from baseline to
post intervention whereas the
control school reported a decline in
physical activities
• The intervention school also showed
improvement in their dietary fat
intake compared to the control
school

• Vegetable and fruit intake increased
from 0.61 to 0.92 and 0.56 to 0.86
servings per day, respectively.
• The number of times eating out per
week decreased from 2.14 to 1.61.
• Patients reported less TV time, both
on weekdays, from 3.02 to 2.69
hours per day, and weekend days,
from 3.56 to 2.92 hours per day.
• Soda and sugar sweetened beverage
(SSB) intake significantly decreased.
At baseline, 39.8% were drinking
more than 20 ounces per day of
soda. By the third visit, only 2.7%
were drinking more than 20 ounces
per day.
• At baseline, most students (63%)
reported consuming SSBs at least 3
days per week, with more than onethird of students (33.9%) reporting
daily consumption of SSBs.
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in rural Appalachian
high schools30

Preliminary assessment
of a school-based
healthy lifestyle
intervention among
rural elementary school
children28

Short-term effectiveness
of a lifestyle
intervention program
for reducing selected
chronic disease risk
factors in individuals
living in rural
Appalachia: A pilot
cohort study41

School-based
healthy
lifestyle
intervention based on
Coordinated
School Health
Program

Complete
Health
Improvement
Program
(CHIP)

• Each TAC consisted of 12 members overall: 2
teachers and at least 2 students from each grade
in school (grades 9–12).
• Each TAC was responsible for the implementation
of the intervention, which included: a tailored
promotional campaign including a “commercial,”
flyers, T-shirts, and posters to promote the 30Day Challenge; daily facts about the benefits of
limiting sweetened beverage consumption which
were read during announcements; and promotion
of the 30-Day Challenge to consume only
unsweetened beverages such as water,
unsweetened tea, or diet soda.
• The intervention was developed based on the
principles of the Coordinated School Health
Program recommended by CDC.
• The intervention. Which was implemented in four
schools, included the following goals: (1) improve
physical education curriculum, (2) improve health
and nutrition education, (3) promote
family/community involvement, and (4) realign
school’s wellness policy with Healthier US School
Challenge.
• CHIP is an intensive community-based lifestyle
intervention that has been shown to offer
significant benefits for the prevention, control,
and even reversal of cardiovascular disease, type
2 diabetes, and depression.
• CHIP was implemented in the underserved, rural,
Appalachian county of Athens County, Ohio.
• 214 individuals participated in the intervention

•

•

•

Immediately post intervention, the
majority of students (65%)
consumed SSBs fewer than three
days per week. Only 7.2% of
students consumed SSBs daily
immediately post intervention.
One month after the intervention
ended, nearly 60% of students still
consumed SSBs fewer than three
days per week.

Findings from this study indicate
this intervention has significant
effects on improving the
percentages of children meeting
physical activity and nutrition
recommendations, and increasing
physical activity and nutrition levels
over time.

• Results showed that participants
collectively demonstrated significant
reductions in body mass index,
systolic and diastolic blood pressure,
and fasting blood levels of total
cholesterol, low-density lipoprotein,
and glucose.
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