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ABSTRACT
Objective: Identify factors perceived to influence implementation of healthy eating policy, systems, and
environmental strategies (PSEs) in child care settings serving low-income children.
Design: This mixed-methods study, conducted in 2015−2016, used semi-structured interviews (n = 18),
focus groups (n = 23), and an expert panel.
Participants: Public health (n = 11) and Supplemental Nutrition Assistance Program−Education practitioners
(n = 9) and community residents (n = 174) from 9 counties in Ohio. Expert panelists (n = 10) had experi-

ence implementing PSEs in child care settings.
Phenomenon of Interest: Implementation factors influencing healthy eating PSEs in child care settings.

Analysis: Qualitative thematic analysis of 41 transcripts using a grounded theory approach. Indicators for
each theme were operationalized. Consensus feedback from an expert panel weighted themes and indica-

tors based on perceived importance for implementation.
Results: Identified themes relevant to implementation of PSEs included (1) organizational and practitioner
capacity, (2) child care capacity, (3) networks and relationships, and (4) community resources and motiva-

tions. Nineteen indicators related to the 4 themes were identified and weighted.
Conclusions and Implications: Findings highlighted key factors within domains of influence and
informed the operationalization of the indicators and the development of an assessment tool. The assess-

ment tool is designed to tailor PSE implementation to the realities of different child care settings.

Key Words: child care setting, community readiness and capacity, healthy eating, low-income, policy,

systems, and environmental strategies (J Nutr Educ Behav. 2019;51:465−477.)
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INTRODUCTION

Childhood obesity is a major health
concern in the US.1 As of 2014,
among children aged 2−19 years,
17% were obese.2 Low-income and
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racial and ethnic minority popula-
tions experience higher rates of
childhood obesity.3 Obesity during
childhood increases the long-term
risk for many chronic illnesses such
as type 2 diabetes, heart disease,
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some cancers, asthma, stroke, and
osteoarthritis.4 Although individual
dietary choices are an important
determinant of weight, environmen-
tal factors beyond the control of chil-
dren, such as food choice availability
in child care settings, contribute to
dietary behaviors and increased obe-
sity trends.5,6 Public health efforts
emphasize that reversing the obesity
epidemic in the US requires a
comprehensive and coordinated
approach to transform community
settings into places that support and
promote healthy lifestyle choices.7

Policy, system, and environmental
(PSE) change strategies represent an
approach to transforming places where
children learn and play to align better
with nutrition education messages for
obesity prevention.8 As a complement
to nutrition education, PSEs have the
potential to reach a wider audience,
465
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yielding a greater impact on childhood
obesity trends.8−11 Taxes on tobacco
products and smoke-free air policies
were critical PSEs implemented to
reverse population-level smoking
trends.12−14 A PSE approach draws
from a socioecological model that
assumes dietary behaviors are influ-
enced by various factors including
individual, interpersonal, organiza-
tional, community, and policy.7,15

Such an approach recognizes that
behavior is complex and results from
the interplay of multiple influences
across different contexts including the
connection between people and their
environments.15−17 Children’s eating
practices within child care settings is 1
example of how the environment
shapes dietary behaviors.

In the US, more than one third of
children aged <5 years spend a sig-
nificant amount of time in child care
settings.18 Children can consume up
to half of their total daily calories
while in child care.19,20 Thus, child
care settings represent an important
community setting for addressing
childhood obesity through imple-
menting PSE strategies to make
healthy dietary choices the easiest
choices.21 Examples of evidence-
based PSE strategies in child care set-
tings include creating supportive
spaces for breastfeeding, limiting
sugar-sweetened beverages and fried
foods, including parents in child care
menu planning, and starting onsite
gardens.22,23

Community nutrition and public
health practitioners from Supplemen-
tal Nutrition Assistance Program−Edu-
cation (SNAP-Ed) and from public
health departments are beginning to
integrate PSE implementation into
their practice, in addition to efforts
focused on promoting individual-
level skills and nutrition educa-
tion.24,25 Changes within commu-
nity settings are crucial to PSE
implementation and require a careful
assessment of community readiness
and capacity necessary to optimize
success. The goal of this research was
to identify factors perceived to influ-
ence implementation of healthy eat-
ing PSEs in child care settings.
Findings were operationalized into
indicators that may be used to tailor
PSE implementation to local levels of
readiness and capacity.
METHODS

This research stems from a statewide
collaboration between researchers
and practitioners from SNAP-Ed and
public health programs in Ohio. Sup-
plemental Nutrition Assistance Program
−Education is a national program
implemented within states to
improve the likelihood that persons
eligible for SNAP benefits will make
healthy choices within a limited bud-
get and choose active lifestyles.25 The
public health practitioners collabo-
rating in this research were supported
through a statewide public health
program, Creating Healthy Communi-
ties, organized by the Ohio Depart-
ment of Health.26

Sampling and Recruitment

Interview and focus group data col-
lection occurred between April and
July, 2015. The researchers used
purposive sampling to select urban
(n = 5) and rural (n = 4) counties
throughout Ohio that had on-the-
ground SNAP-Ed and Creating
Healthy Communities practitioners
to support PSE implementation.
The counties included were inten-
tionally diverse in terms of county
health ranking, region of the state,
adult obesity rates, and SNAP partic-
ipation. Within each county, pur-
posive sampling was used to recruit
2 participant groups to join the
study: (1) frontline practitioners
working with SNAP-Ed or Creating
Healthy Communities programs and
(2) community members. To be
included in the first group, partici-
pants had to be employees with
different levels of experience imple-
menting strategies to improve
nutritional health among low-
income populations in the targeted
counties. Community members
included 2 subgroups: (1) individual
community members receiving, or
eligible to receive, SNAP benefits;
and (2) members of the local Creat-
ing Healthy Communities coalition.
Community participants repre-
sented intended beneficiaries and
supporters of the strategies. Partici-
pants were recruited through e-
mails and flyers. Those who were
interested called the study phone
line to learn about the study.
Data collection (Phase I in the
Figure) included one-on-one and
small-group interviews with SNAP-Ed
(n = 9) and Creating Healthy Commu-
nities practitioners (n = 11). Focus
groups were conducted with SNAP
recipients or SNAP-eligible partici-
pants and Creating Healthy Communi-
ties coalition members. In total, 18
interviews and 23 focus groups were
conducted. Ethical approval to con-
duct the research was obtained from
the Institutional Review Board of
Case Western Reserve University.
Before interviews or focus groups, all
participants were provided with an
informed consent form to read and
were given an oral summary of the
form. Before beginning each inter-
view or focus group, the researchers
reviewed important information in
the informed consent form, includ-
ing participation being voluntary,
the right to refuse to answer any
question or withdraw from the study
at any time without consequences,
and confidentiality. The informed
consent process included reviewing
these critical points and answering
any questions before the start of each
interview or focus group and asking
potential participants to indicate on
the consent form whether they
accepted or declined to participate in
the study.

Conceptual Framework

The conceptual framework guiding
the project was informed by 4 frame-
works focused on increasing imple-
mentation of PSE interventions. The
project was underpinned by the
Framework for Public Health Action,
which shifts public health thinking
and practice upstream by focusing
attention on factors necessary to cre-
ate healthier contexts.8 The Nutrition
and Obesity Policy Research and Eval-
uation framework offers targeted guid-
ance for changing contexts to
promote nutrition and reduce obesity
through efforts focused on policy
identification, development, evalua-
tion, translation, and dissemination.27

These frameworks represent a shift
in public health thinking and prac-
tice away from educational and
counseling models for obesity pre-
vention to implementation of PSE
strategies. A gap remained between



Figure. Five-phase consensus modeling process to develop the policy, systems, and environmental strategies
Readiness Assessment and Decision Instrument for implementing healthy eating strategies in child care.
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current and necessary levels of com-
munity readiness and practitioner
capacity needed to implement PSE
strategies successfully and sustain-
ably. Conceptual frameworks that
highlighted the importance of bridg-
ing this gap included the Interactive
Systems Framework, which includes
a focus on capacity building among
frontline practitioners when new
innovations (eg, PSE interventions)
are introduced.28 In addition, Com-
munity Readiness Frameworks high-
light the importance of assessing
factors within the community and/or
organization that are critical to
implementing new innovations.29
Data Collection

Semi-structured interviews and focus
groups focused on capturing qualita-
tive feedback on healthy eating PSEs
recommended for implementation
by both SNAP-Ed and Creating
Healthy Communities including strate-
gies for child care settings, which
were the focus of this analysis.24,25,30

Examples of healthy eating PSEs in
child care settings (eg, supportive
spaces for breastfeeding, limiting
sugar-sweetened beverages and fried
foods) were provided to establish a
common definition among partici-
pants during data collection. Two
trained research assistants conducted
the interviews and focus groups,
which were audio-recorded and took
1−2 hours to complete. An indepen-
dent analyst transcribed the audio-
recorded interviews verbatim. Two
research staff evaluated each tran-
script for accuracy before qualitative
analysis.

The research team developed the
interview and focus group guides
informed by a conceptual framework
described earlier and by prior
research focused on assessing com-
munity readiness and capacity for
change.28,31−33 Interview and focus
group questions were designed to
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solicit participants’ perceptions of
factors influencing implementation
of healthy eating PSEs including
community readiness, organizational
readiness, practitioner capacity, local
burden of obesity, and sociopolitical
context. Important partners includ-
ing researchers, county- and state-
level public health and community
nutrition practitioners, and coopera-
tive extension professionals reviewed
and provided feedback on the inter-
view and focus group guides as they
were developed. The full version of
the interview and focus group guides
are available in an article published
by Lee and colleagues.34

Analysis

In this mixed-methods study, the
researchers conducted a thematic
analysis of 41 transcripts using a
grounded theory approach that
included both inductive and deduc-
tive analysis.35 Six researchers ana-
lyzed the data, reading all data line
by line and recording inductively
derived open codes (ie, in vivo code)
for each relevant section of text in
the data. The open coding process as
well as existing theory related to PSE
implementation resulted in the
development of a codebook that
included definitions and examples of
themes and subthemes. Then, open
codes were assigned to a theme(s)
and subtheme(s) in the codebook
using 2 approaches. Deductive cod-
ing linked open codes to a priori
themes based on existing theories
related to community readiness,
organizational readiness, practitioner
capacity, and sociopolitical con-
text.28,32 Inductive coding linked
open codes to emergent concepts.
For instance, social capital repre-
sented a theme related to the support
needed to coordinate the implemen-
tation of healthy eating PSE interven-
tions with the following subthemes:
networks, partnerships, or collabora-
tions available to support implemen-
tation and systems to remain
connected to partners during transi-
tions. Sample open codes related to
being connected to networks
included: partnered with organization
to do trainings in child care centers for
state-level child care accreditation; pub-
lic health practitioner as an important
partner; and I could go to partners to get
information. Data and coding were
organized using ATLAS.ti qualitative
data analysis software (version 7.1,
Scientific Software Development
GmbH, Berlin, Germany, 2012).

In all, the analytic team created
721 open codes related to imple-
menting healthy eating PSEs in child
care settings. Twenty initial themes
were developed from these 721
codes; themes had 1−12 subthemes
(Phase I in the Figure). Further the-
matic analysis was limited to themes
and subthemes that were most com-
mon or salient across the interviews
and focus groups. The most common
or salient themes were defined as
those with at least 50 unique referen-
ces across all data sources and sub-
themes that represented 1% of the
total open codes. Focusing on the
themes and subthemes that met
these thresholds, researchers worked
together, applying an iterative pro-
cess of discussion and refinement to
operationalize indicators, which
were descriptive statements that
reflected notable components of
each theme. A total of 46 indicators
were developed representing the 6
initial themes (Phase II in the
Figure).

Next, indicators were reviewed
during an expert panel consensus
conference with 10 participants rep-
resenting SNAP-Ed, Creating Healthy
Communities, and a statewide net-
work focused on healthy eating in
child care (Phase III in the Figure).
During this meeting, teams of 2−3
people sorted indicators into the 6
previously defined themes and then
ranked the top 3 indicators per
theme. Rankings focused on the 3
indicators considered to be most
important to implement healthy eat-
ing PSEs in child care successfully.
The average of these rankings was
used to derive a standardized indica-
tor weight ranging from 0.11 to 0.46,
with higher weights indicating
greater perceived importance to PSE
success in child care. Next, all partici-
pants were given 25 tokens and were
asked to distribute the tokens across
the themes based on perceived
importance to PSE success in child
care. These tokens represented indi-
vidually assigned weights to each
theme and were averaged to generate
standardized theme weights ranging
from 0.0 to 1.0.

After the consensus conference,
conceptually similar indicators and
themes were refined and merged by
the research team, which resulted in
4 themes, 2 less than the original 6
presented at the beginning of the
expert panel meeting (Phase IV in
the Figure). To promote parsimony,
indicators that accounted for 80% of
the total standardized weight of a
theme were selected for final inclu-
sion. This resulted in 19 indicators
representing 4 themes. Because the
number of themes was reduced from
6 presented at the expert panel meet-
ing to 4 after refinement and merg-
ing, the research team asked
panelists to reweight the 4 themes,
which resulted in standardized
theme weights ranging from 0.14 to
0.33.

RESULTS

In total, 194 people participated in
either interviews (n = 18) or focus
groups (n = 23). This included 20
practitioners (11 Creating Healthy
Communities practitioners and 9
SNAP-Ed practitioners) and 174 com-
munity members (127 people receiv-
ing, or eligible to receive, SNAP and
47 Creating Healthy Communities coa-
lition members). Most focus group
participants were female (69%) and
self-reported current receipt of fed-
eral food assistance benefits such as
SNAP (65%). Nearly 60% self-
reported that they were white and
40% were African American. Demo-
graphic characteristics were not
recorded for practitioners included in
the interviews because of the rela-
tively small sample size and the risk
for loss of confidentiality.

Results of the data analysis were
informed by the qualitative data col-
lected through interviews and focus
groups and refined through a mixed-
methods approach using a consensus
conference with an expert panel. The
themes presented here were derived
from the 721 codes produced through
qualitative data analysis. Twenty
themes were developed from these
codes, which were further refined
based on salience to 6 themes and 46
indicators. Through the consensus
conference process described earlier, a
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total of 4 themes were prioritized by
the panel of experts as being most rel-
evant to implementing healthy eating
PSEs in child care settings. Results
focused on these 4 prioritized themes:
(1) organizational and practitioner
capacity, (2) child care capacity, (3)
networks and relationships, and (4)
community resources and motiva-
tions. Table 1 presents the correspond-
ing indicators for the 4 themes and
includes standardized theme and indi-
cator weights allocated based on both
indicator and theme ranking exercises
conducted with the expert panel as
well as reflection and refinement by
the research team. The qualitative
data underpinning the 4 prioritized
themes are given subsequently. These
qualitative data were used to derive
the themes and related indicators.
Whereas all indicators (n = 19) are
listed in Table 1, for each theme, pre-
sentation of qualitative results focuses
on indicators that received the highest
indicator weight scores from the
expert panel. The source of each quo-
tation is provided by noting whether
the text came from practitioners or
community members from a rural or
urban context.

Organizational and Practitioner

Capacity

The organizational and practitioner
capacity theme (theme A) received the
highest standardized theme weight
(0.33) by the expert panel. This theme
focused on the ability of organizations
and practitioners to support child care
and preschool centers to implement
healthy eating PSE strategies. Two sub-
themes were identified, including
organizational resources related to
budgets, staffing, and training; and
community resources necessary for
implementation. Indicator A.1 was
given the most weight (0.46) and
focused on the availability of organiza-
tional or program funding to support
implementation. Two indicators (A.2
and A.3) received the second highest
weight (0.15) and focused on (1) the
number of staff members available and
(2) the amount of time available to
staff to support child care centers or
preschools for implementation.

Funding to support implementation. In
relation to indicator A.1, participants
expressed concern regarding the exis-
tence and sustainability of funding
to support healthy eating PSEs in
child care settings. For instance, 1
participant said,

I think funding is the biggest bar-
rier, I think, funding to support
the different healthy activities
’cause they’re, they’re seen as
extra activities and not necessar-
ily, um . . . required. (Practi-
tioner, urban)

Furthermore, there was a concern
that child care centers were not
“aware of what grants are out there
for strategies or programs that can
assist them” (Practitioner, urban).
Some participants mentioned alter-
native ways to obtain resources, such
as seeking free training and local
partners for donations.

Participants also mentioned that a
barrier to implementing PSEs in child
care settings was the lack of sustain-
able funding. For example, partici-
pants discussed that once grant
funds were expended, often there
were no plans in place to continue
strategies in the long term. Partici-
pants also mentioned the shifting
focus of grant funding trends, which
had an impact on sustainability:

A lot of the drive is where the
grants . . . funding is going and
6 years ago, every federal funding
had something about [healthy eat-
ing PSEs] . . . now it has been
broader into schools . . . there are-
n’t quite as many specific dollars
tied to this. (Community mem-
ber, urban)

In addition, 1 participant dis-
cussed the challenges of managing
funds and funding regulations:

[It’s] kind of daunting . . . to know
that, okay, we’ve got money in the
budget but not sure whether it can
be used for this or, ... it can only
be used for these reasons, . . . funds
can’t be comingled. (Practitioner,
rural).

Staff availability and time constraints. Tag-

gedPIndicators A.2 and A.3 reflect findings
from the qualitative data regarding
staffing and time available to support
healthy eating PSEs in child care. For
instance, 1 participant said, “We have
the resources, I think, but we don’t
have the manpower” (Practitioner,
urban), whereas another participant
said, “We might have staff, but we
don’t have a lot of money” (Practi-
tioner, urban). Another participant
stated emphatically, “We’ll never
have the budget for it [nutrition edu-
cator position] again” (Practitioner,
rural). Turnover within the child care
setting was mentioned as a barrier to
both implementation and sustainabil-
ity of PSEs. As 1 participant put it,

. . . The center director turnover
rate is high, so I could be maybe
working with a center and then all
of a sudden it is a completely dif-
ferent director and their views
might be different. (Practitioner,
urban)

Practitioners identified other chal-
lenges including the feeling that
healthy eating PSE programs were
complicated and time-consuming.
Child Care Capacity for Healthy

Eating PSE Strategies in Child

Care

The child care center capacity theme
(theme B) was ranked second highest
by the expert panel with a standardized
theme weight of 0.30. This theme
focused on the ability of a child care
center to implement healthy eating
PSE strategies. Three subthemes were
identified, including child care center
resources, parental support systems,
and child care center staff and adminis-
trator support. Of the 6 indicators
developed from this theme, B.1 was
weighted as most important (0.28),
focused on parent buy-in and support
for healthy eating PSE strategies in
child care centers. The second most
important indicator (B.2) focused on
child care administrators’ promotion of
healthy eating PSE strategies as essen-
tial to the curriculum and the extent to
which child care centers had enough
staff to implement these PSEs (0.22).

Parent buy-in and support. With regard
to indicator B.1, participants felt that
parents were essential to healthy eating
PSE success, as evidenced by quotations



Table 1. Theme and Indicators Weights for Healthy Eating in Child Care Settings

Theme
Standardized
Theme Weighta Indicator

Standardized
Indicator Weightb

Theme A: Organizational and
practitioner capacity (the
ability of organizations and

practitioners to support
implementation of healthy
eating PSE projects in child care

centers)

0.33 A.1. To what extent does your current
annual organizational or program
budget have funds to support

implementation of healthy eating
PSE projects in child care centers
that serve low-income children in

your service area?

0.46

A.2. To what extent does your organiza-
tion have staff who are available to

support implementation of healthy eat-
ing PSE projects in child care centers
that serve low-income children in your

service area?

0.15

A.3. To what extent do you spend time
each month helping child care centers
in your service area implement healthy

eating PSE projects?

0.15

A.4. To what extent are you able to com-
municate to child care center staff the

steps involved in implementing the dif-
ferent types of healthy eating PSE
projects for child care centers?

0.12

A.5. To what extent are resources
available in your community to support
writing and submitting grants focused
on healthy eating PSE projects for

child care centers in your service
area?

0.11

Theme B: Child care capacity (abili-

ties and resources within child care
centers to foster implementation of
healthy eating PSE projects)

0.30 B.1. To what extent is there parent buy-

in
and support for healthy eating PSE
projects in child care centers in your

service area?

0.28

B.2. To what extent do administrators
from child care centers serving low-

income children in your service area
promote healthy eating PSE projects
as an essential part of their curriculum
and programming?

0.22

B.3. To what extent do child care centers
serving low-income children in your ser-
vice area have enough staff to support

implementation of healthy eating PSE
projects?

0.17

B.4. To what extent do child care centers

serving low-income children in your ser-
vice area offer healthy and varied food
choices during school meals and
snacks?

0.11

B.5. To what extent is it easy to access
space within child care centers in your
service area to support healthy eating

PSE projects (eg, breastfeeding or milk

0.11

(continued)
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Table 1. (Continued)

Theme
Standardized
Theme Weighta Indicator

Standardized
Indicator Weightb

storage, gardening, or onsite meal
preparation)?

B.6. To what extent do staff from child
care centers serving low-income
children in your service area have time

available during their workday for
healthy eating PSE projects?

0.11

Theme C: Networks and relationships
(social capital (ie, networks or rela-

tionships) on which practitioners
can draw to implement and support
healthy eating PSE projects in child

care centers)

0.23 C.1. To what extent do you interact with
people and groups that are supportive

of healthy eating PSE projects in child
care centers (eg, child and family
services, health department, youth

serving organizations, schools)?

0.41

C.2. To what extent are you involved
with collaborations/coalitions focused

on increasing implementation of
healthy eating PSE projects in child
care centers (ie, licensing changes,
reimbursement models)?

0.35

C.3. To what extent are you able to
remain connected to child care cen-
ters that serve low-income children in

your service area when there is staff
turnover at the center?

0.24

Theme D: Community resources and

motivations (community leadership,
investment, and support systems that
influence uptake of healthy eating

PSE projects in child care centers)

0.14 D.1. To what extent are community

members and leaders in your
service area invested in healthy
eating PSE projects in child care

centers?

0.30

D.2. To what extent are community
members and leaders in your service
area invested in reducing broader

influences on childhood obesity such
as poverty and lack of neighborhood
resources?

0.21

D.3. To what extent do parents/care-
givers from low-income households
(including those receiving Supple-

mental Nutrition Assistance Program)
in your service area have the resour-
ces and knowledge to model healthy

eating behaviors for their young chil-
dren at home?

0.21

D.4. To what extent are children from
low-income households in your service

area enrolled in child care centers?

0.18

D.5. To what extent are there effective
programs or initiatives in your service

area to help parents manage breast-
feeding within busy schedules?

0.11

PSE indicates policy, systems, and environmental strategies.
aStandardized final theme weights were derived from consensus modeling methods ranging from 0 to 1.
bStandardized final indicator weights were derived from consensus modeling methods ranging from 0 to 1.
Note: Total number of final indicators of healthy eating in child care setting = 19.
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such as “If the parents are not invol-
ved, then it is not going to work”
(Community member, urban). There
was agreement among participants that
information about healthy eating PSEs
was not adequately communicated to
the parents. As 1 coalition member
stated, “We’re just giving information
to administrators. I guess we’re really
not promoting it to the parents to ask
for the program” (Community mem-
ber, urban). Strategies to enhance par-
ent engagement and buy-in included
increasing and improving communica-
tion with parents about PSEs and the
benefits of these strategies, providing
alternative times and modalities of
meeting with busy parents, and involv-
ing parents in the decision-making pro-
cess. As 1 participant suggested,

Making it e-mailed, digital . . . so
that parents can participate ’cause
I don’t think a lot of parents go to
parent meetings anymore; not
because they aren’t interested, but
because . . . fast-paced lifestyle.
(Community member, urban)

Support within child care settings. With
regard to administrators’ promotion
of healthy eating PSE strategies (indi-
cator B.2), 1 participant said,

The staff was a little bit resistant,
but when the [child care center]
administrator was excited about
it, the staff kind of started to get
on board with the changes, too.
(Community member, rural)

Participants felt that any resis-
tance from child care center leaders
and staff was connected to compet-
ing priorities. As 1 participant stated,

Right now, they’re [child care cen-
ter] working on [name of state
child care licensing program], so
they’re more worried about all
that paperwork than adding an
additional program to their center.
(Community member, rural)

Participants also mentioned that
healthy eating PSEs were not priori-
tized in the child care center curricu-
lum because “. . . they’re seen as extra
activities and not necessarily . . .
required” (Practitioner, urban).
Networks and Relationships for

Healthy Eating PSE Strategies in

Child Care

The networks and relationships for
the healthy eating theme (theme C)
received a standardized theme
weight of 0.23. This theme focused
on the value added through a net-
worked model of practice in which
practitioners were connected to
others to maximize impact. Two
subthemes were identified includ-
ing networks, partnerships, or col-
laborations available to support
implementation of healthy eating
PSEs and systems to remain con-
nected to partners during transi-
tions. Of the 3 indicators associated
with this theme, interactions with
people and groups supportive of
healthy eating PSEs (C.1) was
ranked the highest (0.41). The sec-
ond highest rated indicator (C.2)
focused on connecting with collab-
orations or coalitions supportive of
healthy eating PSEs (0.35).

Interactions with supportive people and
groups. In relation to indicator C.1,
participants described the need to
connect with others to support PSE
implementation. For example, 1 par-
ticipant stated,

We collaborate with organiza-
tions that work on [Healthy Eat-
ing and Active Living] PSEs in
both licensed preschool settings
and in in-home child care pro-
viders. We also work on several
state-level committees to look at
incorporating these things into . . .
[child care] licensing standards.
(Community member, urban)

The following quotation also high-
lights the importance of partnerships
among organizations in relation to
healthy eating PSE implementation:

[County Public Health] . . . are
actually going out and working
with the child care centers and
providing them with the technical
assistance and . . . you know,
guidebooks on how to implement
the policy, what to do, suggestions
of activities they can do . . . that
sort of thing as well as bringing in
other experts, like nutrition
councils will come in . . . and work
with those. . . child care stakehold-
ers. So, having organizations like
that, that are actually providing
the support . . . which is what it
really takes for any of these [child
cares] to actually be able to imple-
ment something like that, I think
is really important. (Community
member, urban)

Different groups were mentioned
as supporting specific components of
PSEs. For example, 1 practitioner
from an urban setting mentioned
“partnering with Head Start to offer
the nutrition education . . .,” a local
botanical garden for help “with com-
munity gardens so they have the
information kind of from the garden-
ing perspective . . .,” a department
store kids’ program for help with
“nutrition education, physical activ-
ity at some different sites,” and the
health department and hospital sys-
tems for help with “the whole crea-
tive supportive space for nursing and
breastfeeding . . .” (Practitioner,
urban)
Community Resources and

Motivations

The community resources and moti-
vations theme (theme D) received the
lowest standardized theme weight
(0.14). This theme was defined as
community factors that influenced
uptake of healthy eating PSEs in child
care settings. Three subthemes were
identified including community
investment, community influence
and messages, and community sup-
port systems and leadership. Indicator
D.1 received the highest weight (0.30)
and focused on community members’
and leaders’ investment in healthy
eating PSE strategies. There was a tie
between 2 indicators (D.2 and D.3)
for the second highest rating (0.21).
These focused on community mem-
bers’ and leaders’ investment in
addressing broader influences on
childhood obesity and support from
parents and/or caregivers to model
healthy eating at home.

Community members’ and leaders’
investment. Indicator D.1 stemmed
from the emphasis placed by partici-
pants on the importance of having
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invested community leaders to fur-
ther PSE efforts in child care settings.
In particular, priorities among politi-
cal leaders were considered to be
important factors driving decisions to
support or not support child care
−focused PSE initiatives. On the one
hand, there was a sense that commu-
nity leaders struggled to prioritize
healthy eating initiatives in child
care. For instance, in response to an
interview question about the impor-
tance of breastfeeding initiatives in
the community, 1 participant said,

I think if you asked them [commu-
nity leaders], they would say yes, but
I think there are bigger fish to fry . . .
that [breastfeeding] is not a top issue.
(Communitymember, rural)

On the other hand, participants
mentioned that because they had had
success with “different strategies specif-
ically around policy systems changes
and environmental changes,” they
had found that “even our federal gov-
ernment is saying, we want to see
more of this” (Practitioner, urban).

Broader influences on childhood obesity. Tag-

gedPIndicator D.2 focused on community
investment in addressing broader
influences on childhood obesity. This
indicator stemmed from feedback
from participants about broader neigh-
borhood influences such as poverty
that served as barriers to health pro-
motion: “You got a lot of parents out
here that can’t afford to get a kid’s
lunch to take to school ...” (Commu-
nity member, urban). A strategy that
participants mentioned to address eco-
nomic barriers and risk for food inse-
curity included providing food in the
child care environment to supplement
children’s diets as much as possible:

[I]t’s very important because we
have to make sure that those chil-
dren have nutrition for lunch or
breakfast, lunch, and . . . and a
nutritious snack every day, and
that’s the main focus, because a
lot of these kids, when they go
home, they don’t eat. (Commu-
nity member, rural)

Importance of parental and child care
provider role modeling. With regard to
the last indicator (D.3), participants
discussed fast-paced lifestyles and
work priorities as barriers to parent or
caregiver role modeling of healthy
eating behaviors at home. In particu-
lar, several participants affirmed the
concern expressed by 1 participant
who stated,

[E]verybody’s always on the go . . .
everybody is always doing some-
thing. They don’t have time to pre-
pare the healthy stuff sometimes.
(Community member, urban)

Furthermore, 2 participants said
that role modeling was an important
part of childhood obesity prevention,
and that this may occur when adults
encounter children in child care set-
tings, in community spaces more
generally, and in home settings. For
example, 1 participant said, “If you
drink pop, that’s fine, but don’t drink
it in front of the kids” (Practitioner,
urban). Another role-modeling strat-
egy included encouraging children to
bring what they learned to their
homes:

Yeah, I mean, encourage it. When
somebody comes home from [child
care] and says, “My teacher told
me we’re gonna do this,” and you
know, “Can we try [the activity I
did at school] today?” (Commu-
nity member, urban)
DISCUSSION

Results from this qualitative analysis
highlight 4 domains of influence
related to community readiness and
the capacity for implementing healthy
eating PSE strategies in child care set-
tings. The first 2 domains focus on the
ability of (1) organizations and practi-
tioners and (2) child care institutions to
implement healthy eating PSE strate-
gies in child care settings. The other 2
domains focus on the influence of (3)
social networks and (4) community
resources and motivations that support
healthy eating PSE strategies in child
care settings. This research identified
and prioritized 19 indicators represent-
ing the 4 domains of influence to opti-
mize implementation of healthy eating
PSEs in child care settings. The highest
rated indicator for each domain
included: (1) the availability of organi-
zation or program funding to support
strategy implementation, (2) parental
buy-in, (3) the added value of interact-
ing with others who were supportive of
PSE strategies, and (4) community
investment in healthy eating PSE strate-
gies in child care settings.

Policy, systems, and environmen-
tal strategies, which require effective
collaboration between child care set-
tings and the surrounding commu-
nity, are increasingly proposed as
solutions for reducing childhood
obesity trends.21−23 In practice, how-
ever, these approaches are often diffi-
cult to implement.36,37 Findings
highlighted the importance of hav-
ing local support systems available in
communities through programs such
as SNAP-Ed and Creating Healthy
Communities, which are positioned to
provide training, technical support,
and coaching to child care centers as
they seek to integrate healthy eating
PSE strategies into their settings. It is
critical for these support systems to
provide tailored and realistic advice
that considers concerns about the
time and money needed to develop
relationships, build capacity, imple-
ment, and refine healthy eating PSE
strategies given competing demands
such as achieving child care center
licensing expectations. To balance
these concerns, findings from the
current research as well as research
from others38 revealed the need for
funding to be available and sustained
as task roles shift to consider the new
work required to implement healthy
eating PSEs in child care settings.

Similar to findings from the cur-
rent study, other research suggested
that it is important to involve parents
to increase the sustainability of
healthy eating PSE strategies in child
care. For instance, in a review of
numerous interventions in child care
settings, Ling et al39 emphasized
active engagement of parents to
strengthen obesity prevention initia-
tives among preschool-aged children.
The time needed to garner parent
buy-in should be considered a core
element of healthy eating PSE imple-
mentation.

Although the literature is sparse,
some researchers similarly found
value in interacting with others



Table 2. Sample Recommendations Tailored to Low, Medium, and High Levels of Readiness and Capacity for

Implementing Healthy Eating PSEs in Child Care Settings Derived From Weighted Assessment Tool

Indicator D.1. To what extent are community members and leaders in your service area invested in healthy eating PSE
projects in child care centers?
Score and Recommendation Summarya Sample Tailored Recommendation

Low

Begin to work to achieve
community member buy-in
on healthy eating projects in child

care

It is important to get community members and leaders in your service area involved

and interested in healthy eating PSE projects in child care/preschool centers that
serve low-income children. Begin by identifying individuals who champion or sup-
port early childhood health. Start with the Ohio Child Care Resources and Referral

Association and the Ohio Job and Family Services: Early Learning and Develop-
ment websites to search for potential leaders in the field. Look for opportunities
that would allow you to explain more about healthy eating PSE projects, the value

of these projects, and how the projects can benefit the low-income children in
their community. It would be helpful to bring background information about obe-
sity rates in your county or service area as well as information about the number of

childcare centers/providers that healthy eating PSE work could potentially benefit.
The Community Toolbox has great resources on identifying, planning, and sus-
taining partnerships among interested stakeholders, especially under the toolkit
section of the page.

Medium
Work to achieve community
member buy-in on healthy

eating projects in child care

Continue to develop relationships with leaders in your service area that support
healthy eating initiatives in child care/preschool centers serving low-income chil-
dren. These leaders can introduce you to community residents/leaders who have

or may have an interest in early childhood nutrition. Community members/leaders
can be valuable assets to increase overall community awareness of and demand
for healthy eating PSE projects in local child care/preschool centers. Assess your

connections and knowledge of community members and leaders in your service
area, making sure you have a variety of backgrounds represented at the table.
The Stakeholder and Champion Engagement Worksheet can help organize your
information and identify gaps where further community member and leader sup-

port is necessary. Be creative in thinking about possible leaders and make sure
the parents of children being served by the PSE project are on the list.

High

Continue to work to
achieve community
member buy-in on

healthy eating projects
in child care

Having a strong foundation of invested community members and leaders is excellent,

but keeping that momentum going and growing can be challenging. Focus on
keeping current leaders engaged while continually drawing in new community
members to the field. Provide community members and leaders with the opportunity

to engage with groups and individuals from other service areas who have success-
fully implemented healthy eating PSE projects in child care/preschool centers. Con-
sider having your organization serve as a host site for a community meeting,

seminar, or training on healthy eating PSE project for child care/preschool centers
to bring different groups together. If your organization does not have the space,
collaborate with other leaders or organizations to make a gathering of some sort
available. Creating space for current leaders and interested stakeholders to interact

will help engage and develop all participants while adding energy and direction to
PSE efforts. With a firm base of community leader buy-in, consider moving toward a
larger goal together, such as coordinating systems and services or implementing

shared accountability models for healthy eating PSEs. Ohio Family and Children
First shares great resources on achieving systems goals.

PSE indicates policy, systems, and environmental strategies.
aTailored recommendations are generated from an online assessment tool platform Policy, System, and Environmental Readi-
ness Assessment and Decision Instrument (PSE READI).45 This platform is initially focused to provide recommendations for
communities throughout Ohio. The score is produced through an algorithm that first assigns numerical values to all indicator
responses scaled from 0 to 1 (0.00 = not at all; 0.25 = slightly; 0.50 =moderately; 0.75 = very; and 1.00 = extremely). Indicator
response values are then weighted by multiplying them by their corresponding theme and indicator weights. This product is
then multiplied by 100 to transform the score into a 0−100 scale. Each indicator has a maximum indicator score associated
with it that corresponds to a score in which an indicator would have received the highest response (ie, extremely). The final indi-
cator score is the difference between the maximum indicator score and the weighed indicator score. Higher scores indicate
greater opportunity for improvement related to that specific indicator. The 3 highest final indicator scores are used to derive tai-
lored recommendations. All calculations were made using rounded numbers.
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supportive of PSE strategies. In a
survey of nutrition educators
(n = 58), Lu and colleagues40 found
that community networking was
one of the most significant contrib-
utors to using PSE strategies to pre-
vent obesity. Moreover, Ganter et
al41 found that stakeholders
reported that they often worked in
silos apart from others working
toward the same goals and that
there was a belief that collaborating
with nontraditional partners would
increase PSE implementation suc-
cess. Stakeholders also thought that
there was added value in learning
from others’ experiences.41

The current findings also illumi-
nate the importance of involving
community members and leaders in
PSE strategies in child care settings.
de Silva-Sanigorski et al42 examined
the effect of a community-wide
intervention in obesity outcomes
on children aged < 5 years and
found a significant reduction in
obesity prevalence in an interven-
tion that incorporated the collabo-
ration of community members and
stakeholders from a range of com-
munity sectors. In addition, some
literature on nutrition-focused PSE
strategies in areas such as schools
and retail environments indicated
that their success depends on the
buy-in of diverse stakeholders
including community members and
leaders.9,10 Among important activ-
ities associated with successful PSE
adoption, Lyn and colleagues43

included building support and
political will through engagement
and collaboration with major stake-
holders. Holden et al44 described
collaborating with a local commu-
nity health organization and mem-
bers of a community governance
coalition in implementing a
healthy corner store PSE project.
The current findings and other
research highlighted the value of
investing time and resources to gain
buy-in from community members
and leaders to identify how healthy
eating PSEs in child care settings
overlap with other concerns and
interests of a community.

There were limitations to this
research. Self-selection of participants
may have reduced the likelihood of
generalizability. The views of the
expert panel may not have reflected
the full range of perspectives about fac-
tors influencing successful implemen-
tation of PSEs in child care, which
would have an impact on the weights
assigned to indicators and themes. Fur-
ther research may replicate methods
with different stakeholders to gain
consensus on the theme and indicator
weights. In addition, psychometric
properties of the indicators were not
assessed and might be a focus for
future research.

IMPLICATIONS FOR

RESEARCH AND PRACTICE

Findings highlight different dimen-
sions of heterogeneity that may have
an impact on implementing healthy
eating PSE strategies in child care set-
tings. In other words, no single
approach to implementation will be
relevant to all child care settings. Based
on findings of this research, an online
assessment tool for practitioners and
community stakeholders is being
developed to assess readiness and
capacity for implementing healthy eat-
ing PSE strategies. After taking the
assessment tool, which may be com-
pleted individually or with a team of
community stakeholders, a tailored set
of recommendations will be generated
to support local implementation. Rec-
ommendations are derived based on
weighted responses to each of the 19
indicators.

Table 2 provides examples of rec-
ommended action steps generated
from the assessment tool that are tai-
lored to the practitioners’ level of
readiness and capacity for imple-
menting PSEs in a child care setting.
The 3 different sample recommenda-
tions are based on responses to the
question To what extent are community
members and leaders in your service area
invested in healthy eating PSE projects in
child care centers? which is related to
the theme of community resources
and motivations. The 3 recommen-
dations were designed to provide
nuanced targets for action based on
existing readiness and capacity. After
completing the assessment tool, only
1 of the 3 recommendations would
be provided to a team if this indicator
were prioritized based on the
weighted score. For instance, if a
team had low readiness and capacity
based on this indicator, the team
would be recommended to begin to
identify champions who might be
useful in building support for healthy
eating PSEs in child care. In contrast,
if a team scored high on this indica-
tor, it would be recommended to
maintain engagement with current
leaders supportive of PSEs in child
care and to begin to engage new com-
munity leaders in this area of work. A
full description of the 3 tailored rec-
ommendations for this indicator is
provided in Table 2.

Gaining parent buy-in may require
multiple strategies that consider the
realities of having a fast-paced life.
This is particularly important for fam-
ilies with working parents whose free
time may be constrained. In addition,
gaining parent buy-in may need to
involve efforts to learn about compet-
ing priorities of parents to identify
how healthy eating PSEs align with
overall concerns and interests.

A host of PSE strategies are pro-
posed in child care settings for
improving young children’s nutrition
to improve diet-related health out-
comes. However, evidence remains
limited about which factors are most
important to support implementation
and success of PSEs in child care set-
tings across diverse contexts. Findings
highlighted important factors within
domains of influence and led to the
operationalization of these indicators
and the development of an assess-
ment tool. The assessment tool was
designed to tailor PSE implementa-
tion to the realities of different set-
tings. Future research might evaluate
variability in readiness and capacity
across communities and the impact of
the tailored recommendations on
implementing healthy eating PSEs in
child care settings.
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