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increase in childhood obesity prevalence has
slowed but has not stopped, thus efforts to
Background/Significance: Obesity rates have increased dramatically, especially among children and
reduce the prevalence of childhood obesity
disadvantaged populations. Obesity is a complex issue, creating a compelling need for prevention
cannot be relaxed.2
efforts in communities to move from single isolated programs to comprehensive multisystem intervenMultiple national organizations includtions. To address these issues, we have established a childhood Obesity Prevention Initiative (Initiative)
ing the CDC, the National Institutes of
for Wisconsin. This Initiative seeks to test community change frameworks that can support multisystem
Health (NIH), the Robert Wood Johnson
interventions and provide data for local action as a means for influencing policies, systems, and environFoundation, the Institute of Medicine, and
ments that support individuals’ healthy eating and physical activity.
the White House Task Force on Childhood
Approaches/Aims: The Initiative is comprised of three components: (1) infrastructure to support a stateObesity have emphasized the importance
wide obesity prevention and health promotion network with state- and local-level public messaging and
of a multisector approach to preventing
dissemination of evidence-based solutions (healthTIDE); (2) piloting a local, multisetting community-led
childhood obesity.3,4 Doing so, however, to
intervention study in 2 Wisconsin counties; and (3) developing a geocoded statewide childhood obesity
reduce the prevalence of childhood obesity
and fitness surveillance system.
has not been easy and the traditional public
Relevance: This Initiative is using a new model that involves both coalition action and community
health approach is proving insufficient.
organizing to align resources to achieve health improvement at local and state levels. We expect that
Perhaps this was best exemplified by the
it will help lead to the implementation of cohesive and sustainable policy, system, and environment
failure
a well-designed study conducted
health promotion and obesity prevention strategies in communities statewide, and it has the potential
in 8 European Union countries in 2006to help Wisconsin become a national model for multisetting community interventions to address obesity.
Addressing individual-level health through population-level changes ultimately will result in reductions in 2011 (the IDEFICS study).5 This study
examined the effectiveness of school-based
the prevalence of childhood obesity, current and future health care costs, and chronic disease mortality.
interventions that promoted more fruit and
vegetable consumption, greater water conINTRODUCTION
sumption, increased physical activity, reduced TV viewing time,
Data from the Centers for Disease Control and Prevention (CDC)
and lengthened sleep duration. A second control city was selected
demonstrates that the prevalence of obesity is 14% among Wisconsin
in each of the countries. The resulting cohort included over 16,000
children 2 to 5 years old and 12% among adolescents.1 The rate of
children between 2 and 10 years of age.
The intervention had no effect on the prevalence of obesity,
which
actually increased 5 percentage points in both intervention
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To address these issues, the Obesity Prevention Initiative
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(Initiative) has both a statewide reach and a focus at the individual
community level. These prevention efforts are placing a premium
on community engagement and leadership at the grassroots level
via community organizing as well as at the broader, more institutional levels via coalition action in pursuit of collective impact. We
hypothesize that this approach will reach more people, be more
sustainable, and lead to more long-term positive health outcomes
than the alternative of more narrowly focused interventions.
The Initiative’s ultimate goal is to reduce the pediatric obesity rate in Wisconsin by creating a healthier environment for
healthier children by making physical activity and healthy eating easier and more fun. By working to build strength with local
and statewide partners, we expect that this effort will help lead to
implementation of cohesive and sustainable policy, system, and
environment health promotion that will change communities and
support families in efforts to prevent pediatric obesity. Herein we
describe the overall design and methods being used by this comprehensive initiative, and a compare this Initiative’s work with
other large-scale obesity prevention initiatives worldwide.

APPROACH
The Initiative uses a multifaceted approach including communitybased participatory research, outreach, surveillance, and dissemination to influence childhood obesity in Wisconsin (Figure
1). Each aim has faculty leadership and community partner
engagement. This project has 3 core components, including
an administrative core that link the cores by creating common
goals. Evaluation strategies are being used within each core to
assess impact. Our team comprises 14 faculty, 15 staff, and 9
graduate and other students, 11 community staff, and over 1500
community partners.
This work addresses 2 key gaps in current obesity prevention
research: understanding what works in multisystem approaches to
obesity, and how these approaches can be implemented through
community-led change strategies. The potential to generalize our
research to other public health issues is high; if successful, this work
will provide not only quantitative evidence of the effectiveness of a
comprehensive approach, but also will give other investigators validated tools and a new model to collaboratively engage communities
in health behavior change.
Scientific Model
The Initiative uses a model that galvanizes resident leadership
and seeks greater alignment of existing organizational and
agency leadership. This model is built on the community-change
frameworks of community organizing and coalition action, or
“collective impact”, is described in detail by Christens et al.8 The
Initiative builds upon principles of community organizing, which
encourages broad community participation in selecting priorities
for change, conducting applied research, and taking collective
action. Collective impact, on the other hand, is a framework for

building coalition infrastructure to align stakeholders in order to
leverage resources, promote a common agenda, establish shared
measures, and design continuous communications and feedback
loops for expediting large-scale community change.9-11 Our work
implements both approaches in the same communities and seeks
opportunities for synergy. Thus, the Initiative utilizes the most
successful aspects of Shape Up Somerville, including intervention
in a wide range of systems (collective impact) along with reliance
on community leaders (community organizing) to both strengthen
policy and environmental change and perhaps also to support
behavior change in support of healthier lifestyles. We expected this
to contrast with other initiatives that are focusing their coalition
efforts primarily on achieving collective impact12-17 without
dedicated initiatives to expand grassroots leadership.
Core Efforts
The Initiative’s 3 core components are healthTIDE, Intervention,
and Surveillance/Evaluation.
healthTIDE supports and expands a prior effort to initiate a
statewide network of leaders from multiple institutions and organizations that began in 2012 as the Wisconsin Obesity Prevention
Network. In its current form, healthTIDE works collectively
through alignment of activities, building a common agenda, and
engagement of community partners to disseminate and implement
evidence-based obesity prevention strategy (Figure 1).
A major function of healthTIDE is to provide “backbone staff ”
who serve to convene, connect, and facilitate aligned efforts among
partners and organizations. Specifically, staff provide infrastructure
for statewide obesity prevention efforts by convening and helping
form connections between diverse partners in research, governmental public health, advocacy, communities, and nonprofit organizations addressing change in the following systems: early childhood
care and education, schools, active communities, healthy food
retail, and advocacy.12
A case study of a single system collective impact team is the
Wisconsin Early Childhood Obesity Prevention Initiative, presented in this issue.18 Backbone staff convened a collective impact
team consisting of partners working on obesity prevention in the
early childhood setting. Team members reviewed available evidence-based interventions, local and state policy strategies, ongoing research, and expert opinion, and set statewide priorities and
an agenda for ongoing collective work. This has led to several
completed and current research projects as well as statewide policy
changes related to nutrition and physical activity in YoungStar, the
new quality rating improvement system for childcare sites. This
same process of convening diverse partners and organizations has
been replicated with additional collective impact teams including
schools, health care, food retail, and active communities. Many of
the teams have set priorities, which are posted on the healthTIDE
website (healthTIDE.org).
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Figure 1. Core Aspects of the Obesity Prevention Initiative and Their Multiple Feedback Loops

healthTIDE (hT) works statewide; Intervention is working with 2 pilot communities. They connect their
work via the ongoing involvement of community partners in identifying priorities. The Intervention Core
is developing the intervention menu and providing technical support for pilot communities collective
impact and community organizing initiatives. Evaluation occurs at all levels. Results are critical to understanding the Initiative’s progress. Surveillance data will assist hT and communities in deciding where to
focus, and in understanding the Initiative’s impact.

To extend its impact to Wisconsin residents, healthTIDE also
has begun creating messages and communication platforms in collaboration with the Intervention and Surveillance/Evaluation cores
for evidence-based solutions to obesity, including state- and locallevel public dissemination through its own platforms and other
outlets including the University of Wisconsin School of Medicine
and Public Health and its Wisconsin Partnership Program and
Population Health Institute. Social media (Facebook and Twitter)
and marketing are being used to convey that tackling the problem
of obesity is both worthwhile and solvable. This coordinated and
comprehensive web-based communication plan is central to creating a movement comprised of individuals and partners who are
unified and aware of the identified statewide priorities
Intervention—As indicated above, intervention includes both community organizing and coalition action as frameworks to catalyze
community change.8 Implementation of the 2 pilot intervention
studies includes 2 longstanding community partners, Marathon
and Menominee counties (Figure 1). A literature analysis revealed
that a comprehensive mix of strategies in a variety of settings is
the most effective approach for addressing obesity in communities.
These counties are involved in a pilot study that involves selecting
a mix of evidence-based and evidence-informed strategies that span
several different settings (schools, early childhood sites, worksites,
community, health care) for the communities to implement and
evaluate.19 Through the Initiative, training on community action
has been provided to groups of residents using a relational model
of community organizing that prioritizes resident leadership.20
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Researchers have compiled an evidencebased and evidence-informed intervention
system that consists of a menu of multisetting strategies with corresponding evaluation
methods.19 As part of the intervention system creation, a group of researchers, practitioners, and community partners determined
a number of potential obesity prevention
interventions and created a menu of possible
targeted strategies for communities. This
menu, which includes different settings/systems—early childhood, schools, health care,
worksites, built environment, and food systems—is being used by the pilot communities to determine strategies in a minimum of
3 sites for their community. This will ensure
that each pilot community can choose evidence-based and evidence-informed strategies that they deem most appropriate for
their community yet enable consistent evaluation across communities in collaboration
with the Surveillance/Evaluation core.

Surveillance/Evaluation—No current system is sufficiently comprehensive or geographically specific to allow for adequate longitudinal
examination of trends in child obesity at the community level. There
are several systems in place aiding in childhood obesity tracking,
but these do not cover all pediatric ages, and there is no coordination of datasets, despite an Institute of Medicine panel call for the
establishment of action-focused surveillance systems that can inform
regional disease prevention effort.21 To support and document the
Initiative’s work, an obesity surveillance system called the Wisconsin
Heath Atlas has been developed. This platform for aggregating and
sharing data can be used by anyone across the state to track obesity
and related community-health indicators.22 Working in cooperation
with multiple community partners and stakeholders, a sustainable
infrastructure is being created that will allow for evaluation of current interventions in the field, identification of secular trends, and
identification of communities, neighborhoods, or subpopulations
in need of targeted resources and interventions. Data also will be
used to inform and track policy, systems, and environmental change.
Figure 1 illustrates the multiple components of the surveillance system which includes data for the state as a whole,1,23 as well as for specific subpopulations and geographic regions.24 In addition to developing the surveillance system, this core is working to develop shared
metrics and is evaluating healthTIDE and community intervention
outcomes (Figure 1).
UW-Madison faculty with expertise in community research,
evaluation, and obesity prevention are assisting in the strategy
selection process and are working with communities to set up evaluation indicators with specific reporting indicators at pre-, mid-
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point, and post-3 years of intervention work, and beyond. Since
the evidence base around comprehensive approaches to obesity is
still building, outcome data from these pilot communities will be
used to inform other Wisconsin communities.
National Advisory Board
The Initiative has a national scientific advisory board comprised of
6 nationally respected university faculty with expertise in obesity
prevention, health promotion, and health communications. Two
faculty are current or former directors of university-based CDCfunded Prevention Research Centers. This board meets biannually to provide feedback on the strengths and weaknesses of the
Initiative’s efforts. Individual faculty experts also meet with and
advise the cores. In addition to this academic advisory board,
healthTIDE has a leadership council comprised of 18 members
from state and local public health departments, state and local
nonprofits, UW-Extension, and the Healthy Wisconsin Leadership
Institute. This group convenes biannually and on an ad-hoc basis
to guide healthTIDE staff.
Relevance
This approach has strong similarities in scope to Shape Up
Somerville. We have chosen a model similar to, but more comprehensive than Shape Up Somerville, which involved multiple
systems and resulted in a decrease in the body mass index
(BMI) of children and their parents, although parents were not
the primary focus.25,26 The Initiative’s central aim is to reduce
childhood obesity because it is a major risk factor for adult obesity,
and both childhood obesity and adult obesity are risk factors for
insulin resistance, type 2 diabetes, dyslipidemia, and other chronic
diseases. Changes at the statewide and community levels will
improve individual-level nutrition and physical activity behaviors
directly associated with weight and fitness. Furthermore, through
the multi-setting, comprehensive community pilot interventions,
research faculty will be able to pilot, test, and determine the
population-level improvements in health.
Through this initiative, Wisconsin can be a national model
for multisetting community interventions to address obesity by
mobilizing resident leaders and aligning institutions and resources
to achieve health improvement at local and statewide levels.
Addressing these individual-level indicators through populationlevel changes ultimately will result in reduction in the prevalence
of childhood obesity, reduced current and future health care costs,
and future reductions in chronic disease mortality. Lessons learned
regarding the community change processes and how they affect
obesity will be helpful for other health-related efforts.
Progress
To date, healthTIDE backbone staff have been able to leverage over
$2 million in additional grant and in-kind funds to make progress
on the statewide priorities identified and have set up web-based

communications including a website and social media platforms
to reach the over 1500 partners statewide connected with the work
of healthTIDE and to the public. The 2 pilot communities are in
the process of choosing intervention strategies and giving feedback
on the intervention system menu, which is being developed as an
interactive website that can serve as a point of access for strategy
selection criteria, evidence, technical assistance, and Wisconsin case
studies. Community organizing initiatives and coalition initiatives
have taken root in the communities with the goal of becoming
drivers of changes in the local policies, systems, and environments
that can promote healthy eating and physical activity. The surveillance system has amassed publicly available data and established
agreements with Wisconsin health systems to analyze BMI data
from electronic health records. Data dissemination will occur via
reports, fact sheets, and an interactive website. New data sources
are being added regularly.
By creating a comprehensive infrastructure and engaging multiple community, academic, and private sector partners with the
Obesity Prevention Initiative, there is movement towards more
comprehensive and strategic priority setting and mutually reinforcing activities statewide. This special issue of WMJ illustrates
both the methodology we are using as well as early progress
towards more comprehensive and collective work on obesity prevention with multiple local and statewide partners.
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