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Abstract 

Introduction/Purpose: Pediatric obesity is a growing problem in the United States, significantly 

increasing healthcare costs. Though pediatric guidelines remain inconsistent on specific program 

recommendations, family-centered care stands as a common theme of treatment. The purpose of 

this DNP project was to evaluate a multi-disciplinary, family-centered pediatric weight 

management program called “All IN Wellness” to determine its effectiveness.  

Methods: A chart review was performed on patients that completed the first eight weeks of All 

IN Wellness from June 13, 2022, through October 1, 2022. Anthropometric data, behavioral 

assessments, and quality of life assessments were collected at week one and week eight of the 

program. Descriptive statistics were used to analyze results of these measures.  

Results: Statistically significant positive behavioral changes occurred in patients over the eight-

week period. Quality of life assessment results were limited due to small sample size and missing 

data but did show limited improvement in of quality of life scores. There were no significant 

changes in BMI.  

Discussion: This program evaluation suggests that a multi-disciplinary, family-centered pediatric 

weight management program is effective at increasing healthy behaviors and improving quality 

of life. Though no statistically significant changes in BMI were noted, BMI levels remained 

consistent throughout the first eight weeks of the program, a finding that may be as important as 

a decrease in BMI in the early stages of treatment. Future investigation of program length, 

sustainability, and long-term follow up of pediatric weight management programs is essential for 

improving treatment programs and decreasing pediatric obesity rates.  
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The Effectiveness of a Multi-Disciplinary, Family-Centered Pediatric Weight Management 

Clinic: A Program Evaluation 

  Pediatric obesity continues to be a problem within the U.S., and there is a lack of access 

to specialty care for treatment. Clinical practice guidelines for the treatment of pediatric obesity 

remain inconsistent, and sustaining healthy behavioral changes remains a challenge.  Obesity can 

lead to multiple chronic co-morbidities and impact quality of life for many patients. Once co-

morbidities develop, patients can be referred to pediatric subspecialty clinics. Current clinical 

practice guidelines for pediatric obesity rely heavily on education provided by the primary care 

provider (PCP) or referral to a dietitian. Within our local healthcare system, there is one pediatric 

outpatient dietitian available for the management of pediatric obesity, and the nearest weight 

management program is three hours away. An evidence based, family centered pediatric weight 

management program allows for access to specialty treatment of pediatric obesity and may help 

prevent co-morbidities by addressing key lifestyle factors and promoting sustainable lifestyle 

changes to improve overall quality of life. This project aims to evaluate such a program.  

Background 

Approximately 19% of children in the United States are considered obese (Centers for 

Disease Control (CDC), 2021b). In the state of Indiana, one third of children birth to 5 years of 

age have a body mass index (BMI) at the 85th percentile or higher with half of this group meeting 

criteria for obesity (State of Indiana, 2021). On an even smaller scale, within Vanderburgh 

County, 34% of adults are obese (University of Wisconsin Public Health Institute & Robert 

Wood Johnson Foundation, 2021).  Pediatric obesity rates have continued to increase nationally, 

tripling within the last 40 years (Robert Wood Foundation, 2019). Through the first year of the 



PEDIATRIC WEIGHT MANAGEMENT PROGRAM EVALUATION 

 

 
 
 

6 

COVID pandemic, when social isolation was at its peak, pediatric obesity rates in the United 

States rose to 22.4% among children ages 2-19 years (Robert Wood Johnson Foundation, n.d.). 

Despite the increasing rates of pediatric obesity, barriers to treatment persist. Though 

clinical practice guidelines are inconsistent, healthcare providers agree that treating pediatric 

obesity and modifying lifestyle behaviors, such as eating patterns and frequency of physical 

activity, should be prioritized (Styne et al., 2017). Current clinical practice guidelines advocate 

for a multi-faceted, family-centered care model that encompasses nutrition, physical activity, 

mental health treatment, medication, and surgical interventions, while delivering care that 

addresses social determinants of health in such a way to avoid stigmatization of families (Hampl 

et al., 2023). Comorbidities of pediatric obesity include type 2 diabetes, hypercholesterolemia, 

hypertension, fatty liver disease, sleep apnea, asthma, and orthopedic issues, which not only 

impact physical health but also quality of life (US Preventative Task Force, 2017). Children with 

obesity are more likely to develop mental health concerns, such as anxiety, depression, 

disordered eating, and substance abuse.  They are more likely to encounter bullying and body 

shaming at school, which may lead to increased school absences (Styne et al., 2017).  However, 

treatment in a pediatric weight management clinic has been shown to reduce these risk factors.   

Data published by the US Preventative Task Force (2017) suggest that intense behavioral 

interventions are effective in the treatment of weight management while acknowledging a lack of 

evidence to support less intense interventions.  Guidelines set forth by clinical experts 

recommend 26 contact hours over the course of a 3–12-month period of treatment (Hampl et al., 

2023).  Family-centered interventions that focus on intense health behavior modification and 

lifestyle changes are recommended for the treatment of pediatric obesity with studies showing 

that family involvement has a significant effect on weight loss (Hampl et al., 2023; Styne et al., 
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2017). While genetics may play a role in some cases of obesity, the predominant risk factors for 

obesity include consumption of energy-dense foods, poor sleep, excessive screen time, sedentary 

lifestyle, and stress (National Heart, Lung, and Blood Institute, 2022). A family-centered 

pediatric weight management clinic addressing these factors has the potential to improve the 

health of the community.  

Obesity in general costs the United States about $173 billion dollars per year (CDC, 

2021b), with $14 billion spent on pediatric obesity alone (Robert Wood Johnson Foundation, 

n.d.). On average, the lifetime cost of healthcare is approximately $19,000 more for an obese 

child as compared to a non-obese child (Finkelstein, 2014). Efforts aimed at reducing pediatric 

obesity will result in fewer co-morbidities, improved quality of life, and reduced healthcare 

costs.  

Problem Statement 

 With a rising pediatric obesity rate, the need for specialty treatment that focuses on 

evidence-based family centered interventions is evident. A program evaluation was performed to 

evaluate the effectiveness of a pediatric weight management program at Ascension Peyton 

Manning Children’s Hospital subspecialty clinic in Evansville, IN.  

Organizational “Gap” Analysis of Project Site 

In the state of Indiana, 33.9% of children ages 10-17 years are considered obese or 

overweight (Beacon Health System, 2021), with 28% of children considered overweight or obese 

in Vanderburgh and surrounding regional counties (Welborn Baptist Foundation, 2021).  Within 

the community, there is a lack of specialized treatment for pediatric obesity, with the closest 

weight management clinic being three hours away. Once a co-morbidity is identified, a child 
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may receive specialized treatment within the pediatric subspecialty clinics.  However, prior to 

the development of a co-morbidity, there are no specialized treatment options available. 

 In response, the pediatric gastroenterology clinic developed an evidence-based, multi-

disciplinary pediatric weight management clinic called “All IN Wellness” to focus on lifestyle 

modifications addressing nutrition, sleep, screen time, and physical activity. This program 

addresses multiple quality health measures including a measure set forth by the Institute for 

Healthcare Improvement (2021).  This measure aims to increase self-management, behavioral 

change, and collaborative goal setting by 50%. The program also addresses the Healthy People 

2030 aim to “reduce the proportion of children and adolescents with obesity” (NWS-04) within 

the general population to a target level of 15.5% or lower, an improvement from the current rate 

of 19.7% (Office of Disease Prevention and Health Promotion (OASH), n.d.).  “All IN 

Wellness” will increase access to specialized healthcare for pediatric patients with obesity, 

aiming to improve health outcomes and healthcare costs in the community.  

Review of the Literature 

Search Methods 

 In this review of the literature, articles were reviewed to assess the available evidence and 

attempt to identify any gaps within the literature regarding the effectiveness of family-centered 

pediatric weight managements programs on behavioral changes, quality of life, and 

anthropometric markers. A literature review was performed using CINAHL, PubMed, and Scout 

in June 2022. MeSH terms included family-centered care, pediatric obesity, pediatric weight 

management program, and family-centered weight management program.  

 Initially, a search was completed within the above-mentioned databases using the MeSH 

terms “family-centered care AND pediatric obesity”. The search was limited to peer reviewed 
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articles with abstracts and those with full text available. Search results were limited to 2017-

2022, resulting in 407 articles. Two additional searches were completed using the remaining 

MeSH terms, resulting in an additional 82 articles. After removing duplicates, a total of 299 

articles remained. Systematic reviews and metanalysis were removed, yielding 258 articles. 

Clinical guidelines were then removed, and the article titles were searched for MeSH terms to 

ensure the subject of the article was focused on family-centered care specific to pediatric obesity, 

leaving 39 articles for review (see Figure 1). Articles with a level of evidence VI-VII were 

eliminated. Finally, nine articles were selected for review.  

Study Design 

 All nine articles focused on aspects of family-centered care in relation to the treatment of 

pediatric obesity or compared a family-based intervention to a parent-only intervention or other 

controls.  Studies ranged in sample size from 9 to 652 patients; occurred in medical offices, 

schools, and community centers; involved varying interventions and follow up periods; and 

possessed a low risk for bias.  Study designs included randomized control trials, quasi-

experimental designs, and cohort designs.  Statistical analysis was completed in all but one 

study; seven of the remaining eight exhibited statistically significant results (p≥ 0.05). 

Study Aims and Setting 

 All studies sought to evaluate family-centered care and its effects on pediatric obesity.  

Studies aimed to describe the following:  anthropometric data such as BMI (children and 

parents); behaviors, such as diet and screen time; Quality of Life scores; environmental factors; 

physical activity levels; program engagement; factors related to program success; and 

sustainability of change.  Studies were conducted in a variety of settings, such as clinics, 

community centers, and schools.    
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Outcomes: BMI 

 Of the four studies conducted in a clinical setting, three studies showed clinically 

significant changes to BMI or BMI z-scores (zBMI) post-intervention when compared to 

baseline (Else et al., 2021; Vidmar et al., 2019; Lipton-Inga et al., 2022). Bianchi-Hayes et al. 

(2018) did not measure BMI but rather examined effects of goal setting and physical activity 

with adolescent-parent dyads in a 10-week intervention, looking at self-reported weight loss, 

success in meeting goals, step counts, and improvements in healthy behaviors. This study noted 

that self-reported weight loss was not statistically significant.  Else et al. (2021) showed 

statistically significant reduction in BMI across the intervention and both control groups. The 

intervention group did experience increased weight loss when compared to the referred control 

group but not the age-matched control group.  

 Many factors seemed to affect patient success throughout these studies. Else et al. (2021) 

noted higher weight loss in females than males while Vidmar et al. (2019) found that males were 

more likely to complete a program and obtained better reduction in BMI. These two studies also 

cited additional factors influencing BMI changes.   Else et al. (2021) noted increased weight loss 

among younger children when compared to teens, while Vidmar et al.(2019) observed that youth 

with lower BMIs and no co-morbidities at baseline experienced a higher reduction of BMI post-

intervention. Vidmar et al. (2019) also noted that age, ethnicity, insurance status, and parental 

factors (e.g., obesity, type 2 diabetes, psychiatric disorders) did not affect or predict BMI 

changes. Similarly, Lipton-Inga et al. (2022) found no significant predictors of zBMI changes. 

Though Bianchi-Hayes et al. (2018) did not measure BMI directly, the authors observed that 

adolescents’ levels of success in achieving weight loss program goals were directly proportional 

to their parents’ levels of success.  
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 Within the three community-based studies, one study that set out to track BMI was 

unable to analyze data due to missing data and variability in measurements (Bach et al., 2021). 

The remaining two studies based on community interventions did not reveal statistically 

significant changes to zBMI post-intervention (Perdew et al., 2021; Zoellner et al., 2022). 

Zoellner et al. (2022) described a greater zBMI reduction in the low intensity parent-only group 

when compared to the family-based group, though neither was statistically significant.  

 The two remaining studies represent a comparison of clinical verses community setting 

and an unknown setting (Butte et al., 2017; Hayes et al., 2019). Butte et al. (2017) described 

results in age groups of 2-5, 6-8, and 9-12 years of age.  This randomized control trial compared 

a 12-month community-centered weight management program to a primary care-centered 

program (Butte et al., 2017).  Among children ages 2-5 years, there was no change in the 

percentage of the 95th percentile of BMI (%BMIp95) overall.  However, this group did experience 

a statistically significant change within the community program intensive phase with significant 

rebound in the transition phase. Among the 6–8-year-old group, a statistically significant 

reduction in %BMIp95 occurred within the community setting in the intensive phase with a 

rebound in the community group in the transition phase.  The 9–12-year-old group experienced a 

statistically significant reduction in %BMIp95 in the community and primary care groups during 

the intensive phase with maintenance of %BMIp95 in the intervention group only (Butte et al., 

2017). Hayes et al., (2019) did not use BMI as an independent result but rather examined factors 

influencing reduction in BMI, including the usage of electronic devices, which decreased from 

baseline to post-intervention.  The authors also found a positive correlation between decreased 

consumption of energy-dense foods and improvements to zBMI scores (Hayes et al., 2019).  

Outcomes: Behavioral Change and Quality of Life 
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 Two of the four studies based in a clinical setting examined behavioral changes post-

intervention (Bianchi-Hayes et al., 2018; Lipton-Inga et al., 2022). Bianchi-Hayes et al. (2018) 

noted that, among the seven adolescent-parent dyads that completed the study, all parents 

reported changes to overall health and fitness, with six of them reporting improvements in 

children’s health and five reporting that other family members joined them in making healthy 

lifestyle modifications. Lipton-Inga et al. (2022) noted multiple statistically significant changes 

in healthy behaviors including increased proficiency in label reading, increased likelihood of 

children choosing healthy options, increased consumption of fruits and vegetables, increased 

water intake, reduced consumption of sweets and sugar-sweetened beverages, increased outdoor 

activity time, decreased screen time, increased frequency of family exercise activities, and 

increased overall levels of physical activity. In addition to measuring behavioral changes, the 

studies also looked at correlations and barriers to changes. Bianchi-Hayes et al. (2018) found that 

weekly step count and active minutes correlated between parent and adolescent dyads. Identified 

barriers included love of eating, frequent feeling of hunger, frustration when given unpreferred 

foods, eating out of boredom, and increased screen time (Lipton-Inga et al., 2022).  Parents and 

adolescents reported improved health, increased episodes of fun, and increased time together 

(Bianchi-Hayes et al., 2018).  

 The three studies based in a community setting all looked at impact of the intervention on 

healthy behaviors or beliefs about healthy behaviors. Two studies reported improvement in 

healthy eating behaviors (Bach et al., 2021; Perdew et al., 2021) while the remaining study noted 

no significant changes in healthy eating behaviors (Zoellner et al., 2022). All three studies noted 

increased levels of exercise, two of them specifically noting an increase in moderate to vigorous 

physical activity (Perdew et al., 2021; Zoellner et al., 2022). Bach et al. (2021) described 
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enhanced beliefs of families that they can he healthier if they work together, aspire to reach goals 

despite barriers, create healthy balanced meals, improve health by drinking water, eat more fruits 

and vegetables, and increase physical activity, all while enjoying their favorite foods. Perdew et 

al. (2021) reported a statistically significant improvement in self-regulation and parental support 

while Zoellner et al. (2022) saw an increased number of healthy days associated with the lower 

intensity family-based intervention when compared to the higher intensity intervention. Perdew 

et al. (2021) measured improvements in screen time but did not find a statistically significant 

change in this area.  Butte et al. (2017) examined quality of life using the Pediatric Quality of 

Life Inventory as well as the CDC Strength and Difficulties Questionnaire, which evaluates for 

conduct problems, attention deficit hyperactivity disorder (ADHD), and emotional and social 

issues. Among children ages 2-5, the authors detected a statistically significant decrease in the 

Strength and Difficulties scores in the intensive phase.  In the 6–8-year-old group, there was a 

statistically significant decrease in the Strength and Difficulties scores and an increase in 

Pediatric Quality of Life scores in both groups and phases. Pediatric Quality of Life scores 

increased, and CDC Strength and Difficulties Questionnaire decreased among 9–12-year-olds in 

both groups during the intensive phase.  Quality of Life scores continued to improve in the 

transition phase for the intervention group only (Butte et al., 2017). Of the community-based 

studies, only Zoellner et al. (2022) examined quality of life. Authors utilized the Pediatric 

Quality of Life Inventory and found improved overall scores. 

Discussion 

 This review of the literature shows interesting results regarding the effects of family-

centered care on the treatment of pediatric obesity and on various factors that influence success 

in these programs. The most interesting factor attributed to program completion is the correlation 
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of adolescents’ success with parental success, suggesting that family-based care has a greater 

impact on child success than programs focusing on parents or children only (Bianchi-Hayes et 

al., 2018). Decreasing intake of low nutrient-dense foods and decreasing screen time also seem 

to predict more successful outcomes post-intervention (Hayes et al., 2019).  

 The results of the nine reviewed studies show inconsistency with respect to changes in 

BMI.  However, all studies consistently reported healthy behavioral changes and improvements 

in Quality of Life scores. Of the six studies measuring changes in BMI, three of them found 

statistically significant changes post-intervention, two found no statistically significant changes, 

and one found mixed results among age groups in the study.  Interestingly, the three studies that 

did show improvement in BMI were all clinical studies; the community-based studies found no 

statistically significant changes in BMI, and the study that compared clinical and community 

settings revealed mixed results.  

Limitations 

 There are multiple limitations within the studies. For example, five studies possessed 

small sample (N=27, 18, 60) or population sizes, reducing generalizability to larger population 

groups. Another limitation relates to attrition rates among studies, causing reduced sample sizes  

through poor compliance, attendance, and loss to follow up.  Attrition rates are a frequent 

hinderance to pediatric weight management programs with average attrition being 27-73% 

(Berry et al., 2021).  BMI measurement methods were also inconsistent, limiting comparison 

between studies.  Body mass index can be measured straightforward as body mass index, BMI z-

scores, or BMI as the percentage of the 95th percentile. Finally, the heterogenous nature of 

pediatric weight management programs in the literature limits the ability to translate them into 

the clinical setting.  



PEDIATRIC WEIGHT MANAGEMENT PROGRAM EVALUATION 

 

 
 
 

15 

   Evidence-based Practice: Verification of Chosen Option 

 This scholarly project completed a program evaluation of a newly developed, evidence-

based family-centered pediatric weight management clinic, called “All IN Wellness” at 

Ascension Peyton Manning Children’s Hospital Evansville by evaluating the program goals 

including reduction of BMI, increased healthy behaviors, and increased quality of life. This 

project asked the question, “How effective is a family-centered pediatric weight management 

program at improving behavioral, quality of life, and anthropometric markers during the initial 

eight weeks of treatment?”  

Theoretical Framework of Evidence-based Practice Model 

Pediatric obesity is a rising problem worldwide. While research suggests family-centered 

care is more effective than traditional dietitian visits alone (Styne et al., 2017), guidelines on the 

treatment of pediatric obesity are complex and inadequately address the barriers to treatment of 

this multifactorial disease (Hampl et al., 2023). The guidelines do, however, reiterate that 

behavioral changes leading to lifestyle modification should be the focus of treatment.  

Furthermore, guidelines must address the implications of co-morbidities and their impact on 

quality of life (US Preventative Task Force, 2017).  

The transtheoretical model of change is a middle range theory that explains the six stages 

of behavioral change that a person must go through to make long-term lifestyle changes 

(LaMorte, 2019). The transtheoretical model of change (TTM) discusses the six steps of 

behavioral change including precontemplation, contemplation, preparation, action, maintenance, 

and termination (LaMorte, 2019), with the goal of this program being maintenance. An effective 

weight management program should be able to guide a patient through each phase of the process 

to encourage behavioral changes with a working concept as seen in Figure 2. When patients are 



PEDIATRIC WEIGHT MANAGEMENT PROGRAM EVALUATION 

 

 
 
 

16 

referred to an obesity program, they are in one of the first three steps of behavioral change: 

precontemplation, contemplation, or preparation. In the “All IN Wellness” program,  patients 

were introduced to the program and assessed for readiness to change at the initial visit.  Patients 

in the precontemplation phase were given additional information and encouraged to return, while 

patients in contemplation and preparation phases met with the health coach and dietitian and 

received program information and encouragement to proceed at the first clinic visit.  

Within the stages of behavioral change, there are several processes that occur to help 

people make or maintain changes. These can include consciousness raising, dramatic relief, self-

reevaluation, environmental reevaluation, social liberation, self-liberation, helping relationships, 

counterconditioning, reinforcement management, and stimulus control (LaMorte, 2019). Each 

week throughout the program, patients were led through several of these processes including 

discussion of healthy behaviors, introduction to goal setting, evaluation of the environment, and 

introduction to a supportive community. As patients meet with the health coach and dietitian, 

they were involved in individualized goal setting to encourage attainable achievements. The 

dietitian and health coach were trained in motivational interviewing to lead patients through the 

stages of change. In a systematic review by Suire (2020) looking at motivational interviewing at 

the parental level, most of the studies reviewed showed significant changes in both 

anthropometric and non-anthropometric data with motivational interviewing. Through program 

interventions, behavioral changes began to occur, and patients moved into the action phase as 

they started to understand the benefits of these changes to their own lives while becoming more 

self-sufficient in navigating healthy behaviors. 

In a Korean study involving a comparison of a usual care group and nutritional care 

group examining the impact of self-efficacy and stage of change, while addressing the 
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transtheoretical model of change, authors suggest that increased self-efficacy of patients with 

individualized nutritional education can lead to a greater reduction in BMI when treating 

pediatric obesity (Lee et al., 2020). Kaufman et al. (2020) noted motivational interviewing as the 

most effective intervention for behavioral changes. Self-efficacy and motivation are important 

components in the behavioral change process. The eight-week intervention discussed above 

focused on increasing self-belief by individualized objectives within the program, specific to the 

patient’s needs. In a study by Boff et al. (2020), self-efficacy and motivation were addressed 

within the intervention group using a TTM approach to increase healthy eating habits and 

physical activity. After 12 weeks of motivational meetings, readiness to change scores increased, 

noting the progression among the six steps of behavioral change (Boff et al., 2020).  In another 

study by Ham et al. (2016), TTM-based counseling and exercise interventions showed BMI 

maintenance and increased self-efficacy in obese and overweight children. Self-efficacy seems to 

be the driving force behind individual motivation along the continuum of change (Boff et al., 

2020).  

Evaluating the treatment of pediatric obesity through the lens of the theoretical model of 

change is important to help bridge the theory-practice gap in the nursing profession. The theory-

practice gap is the separation of the clinical or skilled element of nursing with theoretical 

knowledge (Greenway et al., 2019). For many years, treatment for obesity has been looked at 

through a scientific standpoint, caloric intake verses caloric expenditure. It is clear, however, that 

obesity is more complex, yet traditional nutritional treatment still exists, and the “calorie in, 

calorie out” method is still widely used. In addressing pediatric obesity through a theoretical 

standpoint, interventions can target the whole person exploring physical, mental, and emotional 

health and addressing barriers to change such as finances, education, and accessibility.  
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 When aiding patients to sustainable behavioral changes the transtheoretical model of 

change incorporates the idea of patients helping themselves rather than patients relying on a 

mathematical equation to guide their nutritional choices. Self-awareness, self-evaluation, and 

self-liberation are all aspects of the transtheoretical model of change that can empower patients 

to progress along the continuum of behavioral change (LaMorte, 2019). This is an important step 

in addressing pediatric obesity and focusing not only on numerical change in BMI but the overall 

wellness of the patient.  

Goals, Objectives, and Expected Outcomes 

 “All IN Wellness” is a multi-disciplinary clinical pediatric weight management program 

that approaches the treatment of obesity with family-centered care provided by gastroenterology 

specialists, a registered dietitian, a wellness coach, a psychologist, and physical and occupational 

therapists that aims to decrease BMI, increase overall healthy behaviors, and improve quality of 

life. The goal of the program evaluation was to evaluate the effectiveness of “All IN Wellness” 

on behavioral changes, quality of life, and anthropometric markers in the first eight weeks of 

treatment.  

 The “All IN Wellness” clinic opened to patients June 13th, 2022. Anthropometric data 

was collected at clinic visits during the program and recorded in visit notes at baseline and again 

after eight weeks. Patients answered questionnaires regarding their healthy behaviors and quality 

of life at baseline and after eight weeks as well, which were scanned into the medical record 

chart as a point of outcome data for the program.  Anthropometric and questionnaire data were 

extracted from the medical record, entered into a HIPAA compliant RedCap database, and 

reviewed to assess program effectiveness.  

Methods 
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Project Design 

 This DNP project was designed as a retrospective program evaluation per the CDC 

program evaluation framework to provide outcome data for the “All IN Wellness” clinic. 

Quantitative data was extracted from the electronic medical records of patients that completed 

the initial eight weeks of the pediatric weight management program. By examining key 

indicators of a program, one can measure outcome data to determine the effectiveness of the 

intervention and ensure that the program is achieving its intended goals (CDC, 2021c).  

Project Site and Population 

 The project site was the pediatric weight management clinic in the pediatric subspecialty 

clinic at the Center for Children at Ascension Peyton Manning Children’s Hospital Evansville. 

This center resides in Evansville, which is the third largest city in Indiana and located in 

Vanderburgh county. It is a hospital-based outpatient pediatric clinic that offers subspecialty 

services in the areas of gastroenterology, neurology, endocrinology, pulmonology, urology, 

hematology, medical nutrition therapy, child abuse, and complex care. These clinics provide 

services to patients ages birth to 18 years of age. The Center for Children serves a diverse 

population and provides services to patients from southern Indiana, southern Illinois, and 

northern and western Kentucky. The newly formed “All IN Wellness” clinic serves the same 

population as other clinics within the Center for Children, but inclusion criteria for the program 

includes patients ages 2-18 years old, with either a BMI ≥ 95th percentile or the presence of an 

obesity related co-morbidity, regardless of BMI percentile. This program evaluation included 

patients that completed the first eight weeks of the “All IN Wellness” program, which had an 

initial enrollment goal of 10 participants.  
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 The pediatric weight management clinic provides multiple services to patients including 

medical evaluations, dietitian services, wellness coaching, referrals, visits with pediatric 

psychology, and pediatric physical and occupational therapists. It is an eight-week program with 

one visit to clinic per week, focusing on nutrition, sleep, mindfulness, screen time, mental health, 

and physical activity with regular follow up with the dietitian for at least one year but up to 3 

years as needed, with specialty follow up as needed. The wellness coach also takes families on a 

tour of a local grocery store that has partnered with the program, and patients are able to attend a 

cooking class through our county extension service program partner. The most significant 

barriers to the implementation of this project were inadequate clinical staffing and provider 

schedules, as coordinating multiple provider schedules within a short period of time can be very 

difficult. Clinic staff worked closely with administration to help coordinate provider scheduling. 

Attrition rate was an expected barrier as well, as weight management programs often have high 

dropout rates. The clinic did have a considerable list of available patients which provided several 

opportunities for patients to complete the program. A letter of support for this project from the 

medical director and practice operations manager was obtained (see Appendix A).  

Measurement Instruments 

For this program evaluation, a chart review of questionnaires, anthropometric markers, 

and demographic data available in the medical record system was performed.  During the 

pediatric weight management program, the clinic utilized a behavioral assessment questionnaire 

and a quality-of-life questionnaire specific to pediatrics. Permission was requested for use of 

these questionnaires in clinical practice to collect outcome data, which was granted, as seen in 

Appendix B and C. In order to use the Kid-KINDL Quality of Life Questionnaire, a 

collaboration agreement was signed, as seen in Appendix D.  
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The Behavior Change Assessment was used to measure behavioral changes. This is a 10-

item questionnaire with a Likert scale, pictured in Appendix E. Reliability was tested with an 

overall Cronbach’s alpha of 0.71 showing good reliability (Paek et al., 2021). The researchers 

were also able to distinguish children with higher body mass index from children with a healthy 

BMI showing validity with the known group method (Paek et al., 2021).  

The second measure, quality of life, was measured with the Kid-KINDL Quality of Life 

Questionnaire. As self-efficacy increases and behavioral changes ensue, one would expect to see 

increased Quality of Life scores. The Kid-KINDL is a 24-item questionnaire scored with a Likert 

scale. The validity and reliability of this questionnaire was examined by Erhart et al. (2009) with 

a study showing good reliability with the Cronbach’s alpha score of 0.86 for parents and 0.83 for 

children overall. This study also notes that researchers were able to distinguish between children 

with and without additional health care needs from questionnaire results, showing validity 

through the known-group method (Erhart et al., 2009). There are multiple forms of this 

questionnaire that were used in clinic for ages 3-18 years old. There are multiple questionnaires 

divided by age group and parents. Examples of the child questionnaire and parent version (child 

ages 7-13 years and parents of 7-17 years) are found in Appendices F and G.  

Anthropometric data, including weight, BMI, body fat mass and percentage, skeletal 

muscle mass, and visceral fat, were measured in clinic using an InBody Body Composition 

Analyzer. Blood pressure was measured manually or with an electronic blood pressure device 

upon check in at clinic visits. All the data, including questionnaires and anthropometric markers, 

were collected in the clinic at baseline and at week eight. Athena, which is the facility’s current 

electronic medical record system, was utilized to retrieve data. The facility’s HIPAA compliant 
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RedCap database was then used to help collect data and download de-identified data into Excel 

for data analysis.  

Data Collection Procedures 

 For this project, the CDC’s framework for program evaluation was utilized. This 

framework provides a custom stepwise approach to help evaluate a program or public health 

effort with six steps including engaging stakeholders, describing the program, focusing the 

evaluation design, gathering credible evidence, justifying conclusions, and ensuring use and 

sharing lessons learned (CDC, 2021a).  

Engaging Stakeholders 

 The project director, clinic staff, and administrators discussed the end goals and desired 

outcomes of the new pediatric weight management program. It is important to evaluate new 

programs to ensure their effectiveness on the population being treated.  

Describing the Program 

 As previously discussed, the pediatric weight management program, “All IN wellness” 

delivers a multi-specialty, family-centered approach to the treatment of pediatric obesity.  Data 

collected throughout this program focused on healthy behaviors, anthropometric markers, and 

quality of life. This program is important to the Evansville and surrounding areas, as obesity 

rates are higher than the national average. 

Focusing the Evaluation Design 

 The program evaluation focused on the goals of the clinic, which include increasing 

healthy behaviors, improving quality of life, and, over time, decreasing BMI, body fat, and 

visceral fat. To create sustainable lifestyle changes, one must first improve healthy behaviors to 

proceed to improved quality of life and BMI. A successful weight management program should 
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guide patients along the continuum of behavioral changes as addressed in the transtheoretical 

model of change (LaMorte, 2019).  

Gathering Credible Evidence 

 Data collection for this project included anthropometric data, healthy behaviors, and 

quality of life.  

Justifying Conclusions 

 Clinical practice guidelines for treating of pediatric obesity are inconsistent but suggest 

treatment should focus on sustainable lifestyle changes (Styne et al., 2017). The pediatric weight 

management clinic was designed to help families improve healthy behaviors, thus improving 

quality of life and decreasing the risk of co-morbidities or improving existing co-morbidities. A 

program of this nature is important to the overall health of the community to help lower pediatric 

obesity rates. This program evaluation developed the initial assessment of program effectiveness 

and served as outcome data that the clinic may use for additional funding, grants, and any 

improvements to increase quality of care for patients.  

Ensuring use and sharing lessons learned 

 Once data was analyzed, it was presented to key stakeholders for ongoing discussions of 

improvements, growth, and funding for the continuation of the pediatric weight management 

program. As this is a new program at the facility, there were multiple learning experiences 

regarding operational items and patient-care factors that were reviewed and discussed to improve 

the program and the services provided.  

Data Analysis 

Descriptive statistics were initially used to analyze the demographic data. Descriptive 

statistics are used frequently in quantitative research and provide a summary of population data 
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(Trochim, n.d.). To analyze behavioral changes, Quality of Life scores, and anthropometric 

markers, paired t-tests were used, as this test compares data between groups before and after an 

intervention (Bevans, 2020). P-values were then used to determine if the measure outcomes were 

statistically significant (Bevans, 2021). Interval data is required for t-tests, and the overall 

comparison of survey results from Likert scales fits this criterion (Bhandari, 2020). Data analysis 

was completed through Excel as this was easily accessible and capable of performing both paired 

t-tests and p-values.  

Cost-Benefit Analysis/Budget 

 There were no costs associated with this project. The effectiveness of the pediatric weight 

management program was evaluated through chart review. This project serves as the first set of 

outcome data for the new program and was discussed with key stakeholders to help the program 

with additional funding and grants in the future.  

Timeline 

 This project took place from August 2022 through November 2022. IRB approval was 

obtained during the summer of 2022, and data collection was initiated on October 1, 2022. Data 

was collected for approximately twelve weeks, ending in December 2022. Data analysis was 

completed in February 2023. The information was then presented in March 2023 to key 

stakeholders as noted in Table 1.   

Ethical Considerations/Protection of Human Subject 

 The University of Alabama (UA) Institutional Review Board approval was obtained prior 

to initiating the project. This project was also approved by the Ascension St. Vincent Indiana 

IRB before initiating data collection. Patients are protected through HIPAA which ensures 

protected private health information and protects the privacy of the patients (CDC, 2018). 
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Standards of care for the outpatient pediatric subspecialty care were carefully followed. The data 

that was collected in this project was deidentified. There were no additional risks to patients 

within this project as this was a program evaluation, and data was collected from the electronic 

medical record (EMR).  Patients were not asked to do anything outside of what is expected 

within standard clinical care. Data collected from the EMR was put in the clinic’s HIPAA 

compliant RedCap database made specifically for tracking outcome data for the clinic. From 

RedCap, deidentified information was downloaded into Excel sheets and stored electronically in 

a HIPAA-safe UA Box. Following completion of this project, data will be destroyed per IRB 

protocols.  

Results 

Demographic Data 

 Descriptive statistics were initially used to analyze program data. There were twelve 

patients enrolled in the program with the potential to complete the program by October 1, 2022. 

Of the twelve patients, eight of them completed the program, creating a 67% retention rate. Ages 

ranged from 7 years to 17 years with the mean age being 13 years. Seventy five percent of 

patients were female and 25% male. Eighty-three percent of patients were white, 8% were 

black/African American, and 8% chose “race unknown”. Patients were primarily insured with 

Medicaid at 67%, while 33% had private insurance. All patients were severely obese with a BMI 

≥ 99th percentile with the average BMI being 35.8.  

 Anthropometric data was collected at week one and week eight for pre- and post-

treatment assessment. There was no statistically significant change in BMI (p = 0.15). Though 

this does not indicate the hypothesized goal of a decrease in BMI, it may clinically represent 

BMI maintenance. There were also no statistically significant changes in weight (p = 0.09), BMI 
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percentile (p = 0.18), skeletal muscle mass (p = 0.32), percent body fat (p = 0.14), visceral fat 

level (p = 0.09) or blood pressure (systolic, p = 0.15, diastolic, p = 0.19). Despite a possible 

maintenance of BMI, there was a statistically significant increase in body fat mass throughout 

the initial eight weeks with p = 0.01. This may represent the importance of measuring body 

composition in this patient population in relation to BMI changes for optimal analysis.  

Behavioral Assessment Data 

 Behavioral assessment questionnaires were analyzed to determine if any significant 

behavioral changes had occurred (Figure 3). The overall score for the Behavioral Assessment 

was statistically significant with p = 0, indicating an improvement in overall healthy behaviors 

among patients. There were 3 additional questions with statistically significant results including 

decreased TV/video games on weekend days (p = 0.01), decreased frequency of fast food (p = 

0.05), and decreased frequency of snacks, candy, and French fries (p = 0.02).  

Quality of Life Data 

 Quality of Life scores were measured with the KID-KINDL Quality of Life 

Questionnaire in three parts. Parents completed a specific version of the questionnaire in 

reference to their child. Though eight patients completed the program, only five parents fully 

completed the questionnaires about their children with results that were not statistically 

significant (p = 0.054). Though not statistically significant, the mean scores did increase, 

showing a clinically significant improvement in quality of life with the mean score at week one 

of 58.75 and 66.25 at week eight. This result was likely impacted by power and may be more 

significant than analysis shows. Adolescents ages 14-17 completed the adolescent version of the 

questionnaire independently, with help from the dietitian or health coach as needed. Overall 

adolescent Quality of Life scores were not statistically significant (p = 0.44). The results do 
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however show that total Quality of Life scores for this age group decreased overall with a mean 

of 61.78 at week one and 60.75 at week eight. The childhood version of the questionnaire was 

completed by children ages 7-13 years with the help of the dietician or health coach. The overall 

Quality of Life score in this age group was again not statistically significant with p = 0.13 but 

reflected the overall parent scores, showing a clinically significant increase with the mean score 

at week one of 53.94 and 69.38 at week eight.  

Discussion 

Behavioral Assessment 

 Pediatric obesity is a multifactorial chronic disease warranting a complex treatment 

program (Hampl et al., 2023). The results of this evaluation reflect the complexity of this 

disease. There were significant increases in overall healthy behaviors, and while there were no 

significant changes in BMI, Styne et al. (2017), notes that BMI maintenance in obese children 

may be as important as weight loss in adults. Clinically this may represent a very important trend 

within the first eight weeks of treatment and indicates that the program is effective in improving 

healthy behaviors in this population. Increasing healthy behaviors should be at the forefront of a 

pediatric weight management program (Hampl et al., 2023).  

Anthropometric Data 

 Body mass index is a standard screening method for overweight and obesity in children, 

yet it cannot distinguish the difference of body fat mass verses lean muscle mass in children 

(Styne et al., 2017). Despite the BMI maintenance that was suggested in this study, body fat 

mass increased significantly among program participants. This indicates that a more complex 

measurement of anthropometric data may be more informational when evaluating for a 

successful weigh management program. A recent study by He et al. (2023) investigates the 
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accuracy of BMI verses body fat percentage and suggests that body fat percentage is a better 

indicator of cardiovascular and metabolic risk factors in children with obesity than is BMI. 

Research suggests that this is true as early as infancy, as infants with higher amounts of body fat 

are at increased risk of obesity prior to the age of 6 (Moore et al., 2020). These findings are 

relevant to not only the treatment, but also the screening of children with overweight and obesity, 

suggesting that research in this area should focus more on body fat measurements with 

bioelectrical impedance equipment rather than tradition BMI.  

Quality of Life 

 Pediatric obesity is associated with multiple co-morbidities that may impact the physical, 

mental, and social aspects of life (Hoedjes et al., 2018). Though not statistically significant, child 

and parent-reported Quality of Life scores did improve in the initial eight weeks of treatment, 

which may be clinically significant. These results are impacted by power as the sample size is 

very small. However, results suggest that the program can be successful in increasing quality of 

life with the treatment of pediatric obesity from the parent and child perspective. The Quality of 

Life score did decrease among adolescents during the program. This may have been affected by 

samples size as well, but it also suggests the impact of obesity in this age group. Adolescents 

with obesity are more likely to be socially isolated from peers (Chen & Lu, 2022), which may 

have a more significant negative effect on the overall Quality of Life scores for this age group.  

Limitations 

 This study had several limitations including small sample size and missing data. Healthy 

behaviors and Quality of Life scores were evaluated through questionnaires which were self-

reported, leading to incomplete questionnaires and thus missing data that was not included in 

data analysis. Though there were a few statistically significant results, the remainder were likely 
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affected by the small sample sizes and could have been more positively impacted had there been 

a higher number of participants. Due to attrition rates and the financial burden of pediatric 

weight management programs, it is difficult to study larger samples sizes over longer periods of 

time, but this may be key to understanding sustainability of behavioral changes throughout these 

programs. In order to improve compliance and dropout rates, additional studies regarding 

attendance barriers and readiness to change are also needed (Zoellner et al., 2022), as well as 

further research on long-term outcomes of follow up care. 

Implications 

 This program evaluation provides preliminary data for a multi-disciplinary, family-

centered, pediatric weight management program and provides the evidence that this program 

successfully led to positive behavioral changes, BMI maintenance, and increased child Quality of 

Life scores in the initial eight weeks of treatment. However, a major barrier to evaluating 

effectiveness of pediatric weight management programs is the uncertainty of knowing the most 

effective method of BMI measurement.  There are inconsistent definitions of BMI z-scores.  

Weight stabilization may be just as important in children with obesity than significant changes in 

BMI z-scores or reduction in BMI (Zoellner et al., 2022). In fact, BMI z-scores may not be as 

applicable to very young children with severe obesity, as weight maintenance has been 

recommended as the initial treatment goal in preschool-aged children (Lipton-Inga et al., 2022). 

Over time, the importance of BMI changes within a weight management program may not be as 

important of a marker of success as improvements in behavioral changes (Else et al., 2021), 

suggesting that additional metrics should be evaluated in pediatric obesity programs to determine 

the best methods for evaluating effectiveness (Vidmar et al., 2019). There are also several factors 

that influence changes in BMI; future studies should incorporate research on environmental 



PEDIATRIC WEIGHT MANAGEMENT PROGRAM EVALUATION 

 

 
 
 

30 

factors both in and outside of the home and their impacts on family success throughout a weight 

management program (Hayes et al., 2019). 

 There is a significant gap in the literature on the effectiveness of specialty care for the 

treatment of pediatric obesity, yet it is imperative that patients with obesity receive early 

intervention to prevent co-morbidities. Vidmar et al. (2019) suggests that the severity of obesity 

at baseline is the biggest predictor of improvement in BMI status, noting that early intervention 

is essential. Early intervention may also be a key factor in preventing self-esteem issues in older 

children, which may hinder success in weight management programs (Else et al., 2021). Intense, 

multi-disciplinary clinics are scarce due to high attrition rates and the large financial burden on 

healthcare facilities to sustain these types of programs (Berry et al., 2021). This pediatric weight 

management program is unique, as the majority of visits are billable for providers.  More 

research is needed to examine the sustainability and cost effectiveness of a billable pediatric 

weight management program. 

 It is challenging to get consistent, replicable results from family-based pediatric weight 

management programs, but study results do suggest that family-centered care is an effective way 

to create healthy lifestyle changes and improve quality of life. Family-centered weight 

management programs are effective in creating healthier lifestyles by improving dietary 

behaviors, decreasing screen time (Hayes et al., 2019), and increasing physical activity (Bianchi-

Hayes et al., 2018; Perdew et al., 2021). The most effective setting, however, for pediatric 

family-centered weight management programs remains to be determined.  

Approaching pediatric obesity with a family-centered intervention can improve health 

behaviors of not only the patients and parents, but of the entire family (Bach et al., 2021) and can 

increase quality of life in children suffering from a chronic disease (Zoellner et al., 2022; Butte et 
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al., 2017).  Adolescents’ success in achieving individualized health goals positively correlates 

with parental success (Bianchi-Hayes et al., 2018), thus reiterating the importance of 

incorporating family-centered care in the treatment of pediatric obesity.  

Conclusion 

 This program evaluation supports continuation of the “All IN Wellness” program, with 

data analysis showing an increase in healthy behaviors and improved child Quality of Life scores 

and anthropometric data suggesting BMI maintenance in the initial eight weeks of treatment. As 

pediatric obesity continues to be a prominent healthcare dilemma, clinical practice guidelines 

remain inconsistent, and the lack of specialty treatment ensues. Research consistently 

demonstrates the positive effects of multi-factorial, family-centered care for the treatment of 

pediatric obesity. However, specific recommendations about the delivery of care, length of 

interventions, and sustainability of healthy changes remain to be standardized. It is imperative 

that outcome data be tracked from clinical and community programs on these issues. With 

additional research aimed at improving patient outcomes and creating sustainable results, the 

“All IN Wellness” program has the potential to decrease childhood obesity rates in the 

Evansville area and improve the overall health of the community at large.  
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Figure 1 

PRISMA 2009 Flow Diagram 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-

Analyses: The PRISMA Statement. PLoS Med 6(7): e1000097. doi:10.1371/journal.pmed1000097 
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Figure 2 

Concept Map: Pediatric Obesity and Transtheoretical Model of Change 
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Table 1 

Timeline for DNP Scholarly Project 

Date Action 

June 27, 2022 First draft of proposal to be submitted for review by advisor.  

July 4, 2022 CITI and HIPAA Training to be completed 

July 15, 2022 Final proposal submitted to the IRB at Alabama and Ascension Indiana 

October 1, 2022 Initiate data collection with chart review after approval from IRB 

November 29, 2022 Data collection complete. Begin data analysis 

February 20, 2023 Data Analysis complete. Begin final paper.  

March 1, 2023 Project completed and ready to present. Project data will be presented to 

key stakeholders and at the DNP Intensive in late March. 
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Appendix B 

From: Sarah Barlow <Sarah.Barlow@UTSouthwestern.edu> 

Sent: Friday, May 20, 2022 9:51:43 AM 

To: Keri Montgomery <khmontgomery@crimson.ua.edu> 

Cc: Alex Reid <Aleksei.Reid@childrens.com> 

Subject: [EXTERNAL] RE: Behavior Assessment Questionnaire from Validity and Reliability of a Behavior 

Assessment Questionnaire for Children with Obesity  

  

Hi Keri,  
  
Yes, you have permission. Please acknowledge in any publications.  
  
We are glad that the publication found a reader! 
  
Sarah Barlow 
  
From: Keri Montgomery <khmontgomery@crimson.ua.edu>  
Sent: Wednesday, May 18, 2022 10:17 PM 
To: Sarah Barlow <Sarah.Barlow@UTSouthwestern.edu> 
Subject: Behavior Assessment Questionnaire from Validity and Reliability of a Behavior Assessment 
Questionnaire for Children with Obesity 
  

EXTERNAL MAIL 
Dr. Barlow,  
 I am a Pediatric Nurse Practitioner in Pediatric GI at Peyton Manning Children’s Hospital in Evansville, 
IN. I am also getting my Doctorate of Nursing through the University of Alabama.  
  
Our pediatric GI clinic is starting a weight management/wellness clinic and my DNP project will be a 
program evaluation of this clinic. I am writing to seek permission to use the Behavior Assessment 
Questionnaire from the article, Validity and Reliability of a Behavior Assessment Questionnaire for 
Children with Obesity. I would like to have patients take this questionnaire pre and post intervention to 
look at behavioral changes within our program and use this as a portion my DNP Project with potential 
to publish. I saw that you are the corresponding author for this paper. If you are not the appropriate 
person to contact for permission, would you be able to direct me to the correct person/department?   
  
Thank you in advance for your time.  
  
Thank You,  
 Keri Montgomery 
  
Keri Montgomery, CPNP-PC 
University of Alabama Doctoral Student 
Capstone College of Nursing 
khmontgomery@crimson.ua.edu 
  

mailto:khmontgomery@crimson.ua.edu
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Sent from Mail for Windows 
  

CAUTION: This email originated from outside UTSW. Please be cautious of links or attachments, 
and validate the sender's email address before replying. 
 

 

UT Southwestern  

Medical Center 
The future of medicine, today. 

 

 

  

https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgo.microsoft.com%2Ffwlink%2F%3FLinkId%3D550986&data=05%7C01%7Ckhmontgomery%40crimson.ua.edu%7Ccfc8299374d64539115308da3a704407%7C2a00728ef0d040b4a4e8ce433f3fbca7%7C0%7C0%7C637886551116762320%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=NJ%2FCDfMHqaHNN7ZqUJZmXibr%2BofG9T7rhA%2FjL0HW5dI%3D&reserved=0
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Appendix C 

 

Office of Quality of Life Measures 
 

May 24, 
2022, 6:17 

AM 

 
 

 

to Ulrike, Franziska, me 

  
Dear Keri Montgomery, 

  

Thank you for your interest in the KINDL instruments and your email to Prof. Dr. phil. Ulrike Ravens-

Sieberer. I am a co-worker of Prof. Dr. phil. Ulrike Ravens-Sieberer, working to answer all inquiries 

concerning KINDL. 

  

We have received your signed collaboration form and are very happy to collaborate with you. 

You can find the questionnaires as well as the manual for the questionnaires (in English) on our 

website: http://kindl.org/english/. Additionally, you can download the analysis files (available in English 

for SPSS) from http://kindl.org/english/scoring/. 

  

For a better documentation on our side and in order to assure that requests regarding the KINDL are 

being dealt with as quickly as possible, we assign ID numbers to every request. In your case, it is the 

following number: 1692. 

It would be very helpful if you could state this number every time you contact us. This is even more 

important if eventually some other person from your team needs to contact us. By knowing the number, 

we are then able to quickly connect people to the right projects. 

  

Furthermore, we would like to take this opportunity to inform you about the European “KIDSCREEN” 
project, which is probably also interesting for you: The KIDSCREEN instruments are a family of generic 
quality of life measures that have been designed and normed for children and adolescents aged 
between 8 to 18 years. It was developed simultaneously in several European countries taking children's 
concepts of health and well-being into consideration. This fact represents an advantage of the 
KIDSCREEN questionnaires in comparison to the KINDL instruments, since the psychometric properties 
are of higher quality. KIDSCREEN can be used as a screening, monitoring and evaluation tool in 
representative national and European health surveys. The KIDSCREEN project was funded by the 
European Commission (grant number QLG-CT-2000- 00751 within the EC 5th Framework-Programme 
“Quality of Life and Management of Living Resources”). 

https://mcas-proxyweb.mcas.ms/certificate-checker?login=false&originalUrl=https%3A%2F%2Fprotect-us.mimecast.com.mcas.ms%2Fs%2FPHlzCDkl3wc5B6K8mCWfdD0%3Fdomain%3Dkindl.org%2F%26McasTsid%3D22930&McasCSRF=da07f1e62ce664bf1216f78bbe0105cdd433d88df9991ae557ed05f787ae4da7
https://mcas-proxyweb.mcas.ms/certificate-checker?login=false&originalUrl=https%3A%2F%2Fprotect-us.mimecast.com.mcas.ms%2Fs%2F5LveCERm3KT3WAJZGHwMJTE%3Fdomain%3Dkindl.org%2F%26McasTsid%3D22930&McasCSRF=da07f1e62ce664bf1216f78bbe0105cdd433d88df9991ae557ed05f787ae4da7
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If you are interested in further information about the KIDSCREEN, you are welcome to have a look at our 
website: http://www.kidscreen.org. 

In case of any questions, please feel free to contact us again. 

                      
Kind regards 
  

Laeticia Hervé 

Office of Quality of Life Measures in Children | Research Assistant 

  

University Medical Center Hamburg-Eppendorf 

  

Center for Psychosocial Medicine 

Department of Child and Adolescent Psychiatry, Psychotherapy and Psychosomatics 

Research Unit “Child Public Health” 

  

Martinistraße 52, W 29 

D - 20246 Hamburg 

Tel.: +49 (040) 7410 58503 

Fax: +49 (040) 7410 55105 

Email: QOL@uke.de 

Info: http://www.child-public-health.org/english/ 

 

 

 

 

Office of Quality of Life Measures 
 

Jun 20, 2022, 3:05 
AM (6 days ago) 

 
 

 
to me, Ulrike, Franziska 

  

Dear Keri Montgomery, 

https://mcas-proxyweb.mcas.ms/certificate-checker?login=false&originalUrl=https%3A%2F%2Fprotect-us.mimecast.com.mcas.ms%2Fs%2FL1wYCG6o3wF1Jypzlfp0PJJ%3Fdomain%3Dkidscreen.org%2F%26McasTsid%3D22930&McasCSRF=da07f1e62ce664bf1216f78bbe0105cdd433d88df9991ae557ed05f787ae4da7
mailto:QOL@uke.de
https://mcas-proxyweb.mcas.ms/certificate-checker?login=false&originalUrl=https%3A%2F%2Fprotect-us.mimecast.com.mcas.ms%2Fs%2FMRnSCJ6r3EFq84mjzCLvZ0v%3Fdomain%3Dchild-public-health.org%2F%26McasTsid%3D22930&McasCSRF=da07f1e62ce664bf1216f78bbe0105cdd433d88df9991ae557ed05f787ae4da7
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Thank you again for your interest in the KINDL instruments and your email to Prof. Dr. phil. Ulrike 
Ravens-Sieberer. I am a co-worker of Prof. Dr. phil. Ulrike Ravens-Sieberer, working to answer all 
inquiries concerning KINDL. 

 

We will have the collaboration agreement signed by Prof. Dr. phil. Ulrike Ravens-Sieberer and send it to 

you as soon as the signature has been set. 

 

We wish you good luck with your research project. 

 

 

Kind regards, 

 

Katharina Heinz 

Office of Quality of Life Measures in Children | Research Assistant 

 

University Medical Center Hamburg-Eppendorf 

  

Center for Psychosocial Medicine 

Department of Child and Adolescent Psychiatry, Psychotherapy and Psychosomatics 

Research Unit “Child Public Health” 

  

Martinistraße 52, W 29 

D - 20246 Hamburg 

Tel.: +49 (040) 7410 58503 

Fax: +49 (040) 7410 55105 

Email: QOL@uke.de 

Info: http://www.child-public-health.org/english/ 

mailto:QOL@uke.de
https://mcas-proxyweb.mcas.ms/certificate-checker?login=false&originalUrl=https%3A%2F%2Fprotect-us.mimecast.com.mcas.ms%2Fs%2FS7IDC2kQKGcp8DAWpTn2Gwz%3Fdomain%3Dchild-public-health.org%2F%26McasTsid%3D22930&McasCSRF=da07f1e62ce664bf1216f78bbe0105cdd433d88df9991ae557ed05f787ae4da7
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