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In the United States, obesity is a major risk factor for chronic dis-
ease, and related medical costs are estimated to increase by at least
$48 billion annually through 2030 (1). Interventions that use
policy, systems, and environmental (PSE) approaches at the popu-
lation level, such as increasing the availability of healthy foods in
local corner stores or incorporating activity-friendly routes into
community planning and design, can expand the reach of public
health efforts by establishing frameworks in which the simple, de-
fault choices are the healthier choices in the places Americans
work, live, and play (2).

The Centers for Disease Control and Prevention (CDC) is commit-
ted to improving the health of Americans through evidence-based
public health programs; the agency supports these programs
through funding mechanisms called cooperative agreements that
are awarded to state and local public health entities. A cooperative
agreement provides for substantial involvement between a federal
awarding agency and a nonfederal entity in carrying out defined
activities. This editorial describes activities designed to strengthen
partnerships to improve health through PSE approaches.

In 2014, CDC’s Division of Nutrition, Physical Activity, and
Obesity launched a program called Programs to Reduce Obesity in
High Obesity Areas, also referred to as HOP. The program was a
result of congressional funding authorization for land-grant uni-
versities (LGUs) to work with the US Department of Agriculture’s
Cooperative Extension Services (CES) to launch an outreach pro-
gram to combat obesity where obesity rates are the highest.

From 2014 through 2018, CDC’s HOP provided funding to 11
LGUs in states with counties in which the prevalence of adult
obesity was greater than 40% according to data from the 2013 Be-
havioral Risk Factor Surveillance System. CDC staff members
provided substantive guidance to the LGUs through program sup-
port from CDC project officers and evaluators. These CDC staff
members have expertise in HOP areas and provided technical as-
sistance and guidance to LGUs on evidence-based nutrition and
physical activity interventions, community-based participatory ap-
proaches, community needs assessments, coalition development,
performance measures, and leveraged resources (eg, financial, in-
kind donations, volunteer hours, additional grant funding). CDC
provided this expertise and technical assistance through monthly
calls, work plan reviews, and community site visits. LGUs
provided direct support and guidance to their respective CES to
conduct evidence-based nutrition and physical activity interven-
tions in eligible counties.

HOP uses the knowledge and relationships of CES and communit-
ies to improve the nutrition and physical activity environments in
primarily rural counties. CES aims to “advance agriculture, the en-
vironment, human health and well-being, and communities” (3) by
supporting research, education, and extension programs in the
LGU system and other organizations. HOP funding supported and
facilitated LGUs’ and CES’ expansion of focus to also include
PSE as an approach to obesity interventions and strategies. Work-
ing with CES is a benefit for CDC because CES agents have es-
tablished relationships with partners in the communities in which
they work and an intimate knowledge of assets and needs in those
communities.

HOP recipients used a community-based participatory approach
during the first 6 months to 1 year of the cooperative agreement to
engage community coalitions and conduct community needs as-
sessments. HOP recipients worked on the following 3 strategy ap-
proaches:
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1. Providing education and promotional support for environmental ap-
proaches.

2. Implementing evidence-based practices to increase consumption of
healthy foods and beverages.

3. Implementing evidence-based strategies to increase opportunities for
physical activity.

On the basis of CDC guidance, HOP recipients elected to work in
either the community or the early care and education setting.

The purpose of this collection of articles related to HOP in Pre-
venting Chronic Disease is to highlight the program’s approach
and describe both overarching and program-specific evaluation
findings. The collection comprises 8 articles, 7 that highlight the
work of LGUs (4-10), and one that describes HOP’s implementa-
tion approach, evaluation framework, and key findings (11).

Powers and colleagues described a 9-week, multilevel, faith-based
health promotion initiative that used PSE approaches in 14
Alabama faith communities (4). A one-group pretest—posttest
study evaluated faith community policies and environments, inter-
personal support, and individual behaviors. Seventy-two sessions
with 737 adults were implemented in 14 faith communities. Parti-
cipants in the small group sessions reported feeling more suppor-
ted to engage in healthy eating behaviors. The authors outlined an
approach that faith communities can use to support and evaluate
healthy lifestyles.

Carter and colleagues summarized findings from a community-
based obesity reduction and prevention initiative implemented to
increase opportunities for physical activity among residents in rur-
al Alabama (5). This initiative worked with 14 community coali-
tions to implement 101 interventions related to physical activity
throughout 16 communities. To better assess community needs
and areas to implement a community-based obesity intervention,
the authors conducted focus groups with each of the coalitions.
They explained how the use of a community-based participatory
research approach may be an effective way to identify and ad-
dress health concerns at the local level.

Gustafson and colleagues examined the effectiveness of com-
munity-based interventions implemented in rural Kentucky (6).
They reported findings from a random-digit—dialing cross-section-
al survey from 2 random samples of adult residents in 6 participat-
ing rural counties before and after community-based interventions
were implemented. From year 1 to year 2 of the intervention, fruit
and vegetable intake significantly increased; moderate physical
activity, as measured in days per week, did not significantly
change; and attitudes among residents about places to be physic-

ally active improved. The findings illustrate how community in-
volvement in promoting obesity prevention initiatives may have a
significant effect on dietary intake and community perception
about places to be physical active.

Kendall and colleagues described findings from a community-
based project implemented in 3 rural Louisiana parishes that fo-
cused on promoting healthy eating and physical activity through
PSE approaches (7). After conducting coalition assessments, the
initiative implemented multipronged interventions in 5 food stores
across the participating parishes. This community-based project
identified several important factors to consider when implement-
ing environmental rural food interventions: store size, owner pref-
erences, distributor contracts, in-store marketing, and intervention
strength.

Stluka and colleagues examined collaborations with residents of
rural communities in South Dakota to implement and evaluate
garden-based interventions (8). The authors reported that 13 gar-
dens were established through 18,136 hours of volunteer work.
Evaluation findings showed that an average of 138 pounds of food
were harvested per garden site. The authors indicated that the im-
plementation of community gardens could generate substantial
amounts of produce and provide opportunities for collaboration
among local community members and organizations.

Wallace and colleagues described an initiative implemented in 4
rural western counties in Tennessee that engaged community res-
idents in activities to reduce obesity and used a PSE framework
and a community-based participatory approach (9). Evaluators
conducted various assessments (focus groups, audits, pedometer
monitoring, and mapping) to determine the number of community
members potentially served as a result of the initiative and how the
initiative affected attitudes and behaviors. The authors reported
improvements in physical activity and healthy eating among parti-
cipating community members.

Castillo and colleagues described how needs assessments were
used to identify components of a PSE-centered initiative imple-
mented in 4 communities in Hidalgo County, Texas, to increase
access to physical activity and healthy foods (10). The needs as-
sessments identified gaps in active living infrastructure for physic-
al activity and recommended individuals to help establish local
community coalitions. The program successes demonstrated that
community-driven PSE interventions can be a strategy in estab-
lishing long-term solutions for obesity prevention.

This special collection in Preventing Chronic Disease describes
approaches to improve the nutrition and physical activity environ-
ments in rural areas that have a high prevalence of adult obesity.
Articles in this collection support the approaches of previous stud-
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ies on interventions to improve health outcomes, such as the use of
tailored community-based participatory approaches and a focus on
using PSE when improving the nutrition environment and oppor-
tunities for physical activity in communities. The collection
provides examples of community interventions that aim to in-
crease the healthfulness of food and access to physical activity,
such as improving healthy food options in retail outlets (7), creat-
ing opportunities for physical activity through local organizations
(5), and collaborating with nontraditional public health partners,
such as CES (4-10). The approaches described in this collection
may provide organizations and community-based programs ideas
for implementation of future work to improve the nutrition and
physical activity environments in rural areas with a high preval-
ence of obesity.

The findings from HOP influenced the approach and expectations
of the subsequent HOP funding period, which began in 2018, and
other cooperative agreements funded by CDC. CDC used the
emerging approach of collaboration with CES in its current co-
operative agreements. CDC continues in its expectation that state
and local recipients engage coalitions through community-based
participatory approaches, use the results of community needs as-
sessments to drive the selection of interventions, and tailor ap-
proaches to meet the unique needs of priority populations and
communities. Other funding organizations addressing obesity may
consider these approaches for implementation of future com-
munity-level work.

Acknowledgments

The authors thank the HOP recipients whose collective efforts
contributed to the findings presented in this essay. This essay was
supported by CDC cooperative agreements no. 5 NU5S8DP005478-
03-00 and no. 1 NU58DP006268-01-00. Contents of this essay are
solely the responsibility of the authors and do not necessarily rep-
resent the official views of CDC or the US Department of Health
and Human Services. The authors used no copyrighted material,
surveys, instruments, or tools in this article.

Author Information

Corresponding Author: Sahra A. Kahin, MA, MPH, Centers for
Disease Control and Prevention, Division of Nutrition, Physical
Activity, and Obesity, 4770 Buford Hwy NE, MS S107-5, Atlanta,
GA 30341. Telephone: 770-488-4624. Email: skahin@cdc.gov.

Author Affiliations: 'Centers for Disease Control and Prevention,
Atlanta, Georgia.

References

1. Wang YC, McPherson K, Marsh T, Gortmaker SL, Brown M.
Health and economic burden of the projected obesity trends in
the USA and the UK. Lancet 2011;378(9793):815-25.

2.Public Health Law Center. Healthcare can lead the way —
making the healthy choice the easy choice. https://
publichealthlawcenter.org/sites/default/files/resources/
MN.healthcare.Healthcare%20Can%20Lead%20the%20Way.p
df. Accessed February 5, 2019.

3.Braun B, Bruns K, Cronk L, Fox LK, Koukel S, Le Menestrel
S, et al.Cooperative Extension’s national framework for health
and wellness. http://www.aplu.org/members/commissions/
food-environment-and-renewable-resources/CFERR_Library/
national-framework-for-health-and-wellness/file. Published
March 2014. Accessed October 12, 2018.

4. Powers AR, Brock RW, Funderburk K, Parmer SM,
Struempler B. Multilevel faith-based public health initiative in
rural Alabama, 2017. Prev Chronic Dis 2019;16:E117.

5. Carter WM, Morse WC, Brock RW, Struempler B. Improving
physical activity and outdoor recreation in rural Alabama
through community coalitions. Prev Chronic Dis 2019;
16:E116.

6.Gustafson A, McGladrey M, Stephenson T, Kurzynske J,
Mullins J, Peritore N, et al. Community-wide efforts to
improve the consumer food environment and physical activity
resources in rural Kentucky. Prev Chronic Dis 2019;16:E07.

7.Kendall M, Broyles ST, Freightman J, Cater M, Holston D.
Opportunities and challenges addressing access to healthy food
in five rural Louisiana food stores. Prev Chronic Dis 2019;
16:190118.

8.Stluka S, McCormack LA, Burdette L, Dvorak S, Knight N,
Lindvall R, et al. Gardening for health: using garden
coordinators and volunteers to implement rural school and
community gardens. Prev Chronic Dis 2019;16:E156.

9. Wallace HS, Franck KL, Sweet CL. Community coalitions for
change and the policy, systems, and environment model: a
community-based participatory approach to addressing obesity
in rural Tennessee. Prev Chronic Dis 2019;16:E120.

10. Castillo EC, Campos-Bowers M, Ory MG. Expanding bicycle
infrastructure to promote physical activity in Hidalgo County,
Texas. Prev Chronic Dis 2019;16:E126.

11.Murriel AL, Kahin S, Pejavara A, O’Toole T. The High
Obesity Program: overview of the Centers for Disease Control
and Prevention and Cooperative Extension Services efforts to
address obesity. Prev Chronic Dis 2020;17:190235.

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

www.cdc.gov/pcd/issues/2020/19_0283.htm « Centers for Disease Control and Prevention 3



