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Abstract

Objective: To develop and pilot-test Wellness Champions for Change (WCC) to enhance local 

wellness policy (LWP) implementation by forming wellness teams.

Design: Randomized, controlled school-level pilot study.

Setting: Five Maryland school districts.

Participants: A total of 63 elementary, middle, or high schools.

Intervention(s): Developed from stakeholder interviews, focus groups, and existing programs. 

Schools were randomized within district to (1) WCC training (6-hour, single-day teacher training), 

(2) WCC training plus technical assistance (TA), or (3) delayed training (control).

Main Outcome Measure(s): Online teacher/administrator survey pre-post (spring, 1 year apart) 

that examined the direct effect of the intervention on active wellness team formation 

(postintervention, 8-item sum score) and LWP implementation (29 items, not implemented to fully 

implemented)/indirect effect of intervention on LWP implementation via active wellness team 

formation.

Analysis: Adjusted linear or logistic regression and mediation modeling.

Results: Postintervention, WCC plus TA and WCC had more active wellness teams (vs control, 

β= 1.49, P = .02 and β = 1.42, P = .03, respectively). No direct effect of intervention on LWP 

implementation was found. Formation of active wellness teams mediated the association between 

both WCC plus TA and WCC and LWP implementation (WCC plus TA confidence interval [CI], 

1.22–16.25; WCC CI, 10.98–15.61 [CI was significant without 0]).

Conclusions and Implications: The WCC intervention approaches indirectly affected LWP 

implementation through the formation of active wellness teams. These results support building and 

school-level wellness teams.
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INTRODUCTION

Childhood obesity is a significant public health problem in the US; approximately 17.5% of 

children (aged 6–11 years) and 20.5% of adolescents (aged 12–19) were classified as obese 

from 2011 to 2014.1 Children who are overweight or obese are likely to develop into obese 

adults and have major health complications such as type 2 diabetes, hypertension, sleep 

apnea, stroke, cardiovascular diseases, and cancer.2–4

Children and adolescents consume about a third of total daily calories at school and spend 

more time in school than any other place besides home; thus, schools are logical targets for 

pediatric obesity prevention.5 Furthermore, obesity-related behaviors, including diet/

physical activity (PA), are highly influenced by peers, teachers, and the social and physical 

environment at school.5,6 Thus, school-wide obesity prevention strategies are needed to 

address these influences.

Federal legislation addressed childhood obesity through a focus on schools. In 2004, the 

Child Nutrition Reauthorization Act mandated all school districts participating in the US 

Department of Agriculture (USDA) National School Lunch and/or Breakfast Program to 

create a local wellness policy (LWP), a written document intended to guide school efforts to 

establish nutrition/PA standards.7 The 2010 Healthy Hunger-Free Kids Act (HHFKA) added 

provisions to emphasize implementation, evaluation, and reporting of LWPs in schools.8 In 

2016, the HHFKA LWP implementation final rule required the establishment of wellness 

policy leadership (district or school level), public participation, and public reporting of 

school-level LWP implementation.9 Although researchers extensively examined the 

existence and strength of district-level LWPs,10–13 factors associated with school-level LWP 

implementation (ie, accountability, resources, support) are under-studied. The few studies 

that assessed these factors report mixed findings partly owing to a lack of consideration of 

school-specific culture, barriers, and resource needs.14,15

Recent evidence suggested that forming and providing tailored training to stakeholder teams 

(ie, wellness teams) can address these considerations, thus enhancing implementation of 

LWPs and accelerating changes to the school environment that promote obesity prevention.
16–18 In addition, a recent study demonstrated that among schools with wellness teams, those 

with active wellness teams that met best practices (met ≥4 times/y; set goals for healthy 

eating and PA; had representation from key school staff, parents, and students; and had 

mechanisms to inform the public) were more likely to implement wellness policies and 

practices.19 There is a need to investigate this relationship further as well as to understand 

strategies better, such as tailored training, that can support the formation of active, 

sustainable wellness teams in schools.

The purpose of this study was to develop and pilot-test an intervention to enhance LWP 

implementation in schools. The intervention, Wellness Champions for Change (WCC), was 
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a randomized, controlled pilot study aiming to promote LWP implementation by training 

teachers to become wellness champions and lead school-based wellness teams. The WCC 

training was based in Social Cognitive Theory (specifically, observational learning, self-

efficacy, and reciprocal determinism)20 and Social Ecological Theory (focusing on social 

networks and organizational factors).21 The added impact of providing technical assistance 

(TA) to wellness teams in the form of support for setting and meeting goals throughout the 

school year was also examined. This article describes the intervention development process 

and examines the impact of the intervention on planned school-level outcomes: (1) wellness 

team formation, specifically the formation of active wellness teams (meeting wellness team 

best practices19), and (2) LWP implementation (endorsing implementation of wellness 

policy best practices16). The mediating role of forming active wellness teams (school survey: 

8-item active wellness team sum score) in the relation between the interventions and greater 

LWP implementation (school survey: 29-item LWP implementation scale) is also examined.

METHODS

Institutional Review Board

The study team represented a partnership among 2 state universities, the state department of 

education, state and local health departments, and participating school districts. Methods 

consisted of formative research that informed the intervention development and pilot study 

procedures. The institutional review boards at University of Maryland School of Medicine 

and University of Maryland College Park approved these methods separately. Formative 

study participants provided informed consent for participation. Pilot study participants were 

asked about school policies and practices, did not report on personal opinions, and did not 

provide personal information beyond their roles in the school (ie, administrator, teacher). 

Therefore, the pilot study was deemed exempt by the institutional review board and written 

informed consent was not required.

Formative Research and Intervention Development

The researchers conducted formative research to inform the WCC training curriculum. The 

formative research plan included qualitative method triangulation in which individual in-

depth interviews with school wellness stakeholders (n = 6) and a teacher/administrator focus 

group (n = 8 participants) were combined to generate complementary views of a 

phenomenon.22 A standardized protocol and detailed scripts were developed. Using the 

protocol, the focus group meeting and in-depth interviews were conducted by 3 trained 

extension field educators with substantial interview experience.

Because the WCC training was to be developed based on Social Cognitive Theory20 and 

Social Ecological Theory,21 interview guides were developed with probes to collect key 

constructs of these theories. For example, organizational factors were explored by asking, 

What have you found to be key factors influencing successful wellness policy 
implementation in schools? Were there any specific partnerships? Moreover, to apply the 

concept of observational learning to the WCC curriculum, proxy questions were probed, 

such as What makes some school wellness champions more effective than others in leading a 
wellness team? All interviews were audio-recorded with participants’ permission and 
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transcribed verbatim. Using inductive content analysis,23 an open-coding, grouping, 

categorization, and abstraction procedure was followed.

Formative research findings indicated the importance of (1) forming a wellness team; (2) 

having buy-in and support from key stakeholders including teachers, principals, parents, and 

district administrators; (3) offering resources (eg, a list of healthy snacks or sample letters 

sent to parents); (4) building partnerships (eg, partnering with parent-teacher and community 

groups to provide additional resources, creating school-level clubs for students, such as a 

running club); (5) overcoming possible barriers (eg, finding co-champions, using peer 

sharing, ensuring district support); (6) setting clear, attainable, and simple goals with an 

evaluation and monitoring plan; and (7) providing an avenue to share information among 

schools and wellness teams.

From these findings and an extensive literature review, a single-day training was developed 

for wellness team leaders based in both Social Cognitive Theory and Social Ecological 

Theory. Specifically, for Social Cognitive Theory, reciprocal determinism was a major 

thread throughout the training, homing in on the relation between building teachers’ skills, 

knowledge, and self-efficacy regarding school wellness, their behaviors in leading a school 

wellness team, and the broader school environment, including an emphasis on interactions 

within and among the whole school community including students, parents, teachers, 

cafeteria staff, and community.20 Additional Social Cognitive Theory constructs were 

observational learning and self-efficacy, in that training was interactive and focused on 

skills.20 Social Ecological Theory was used through a focus on social networks and 

organizational factors.21 This training was tested in 1 school district several months before 

the start of the pilot intervention. School district partners invited potential participants via e-

mail, including 37 school teachers and staff, 5 administrators, and school district leadership. 

Timing and flow were documented by study staff, teacher participants completed detailed 

evaluations, and district leaders provided informal verbal feedback. The researchers made 

structure and content changes from this feedback. Specifically, training content specific to 

building an effective team, personality styles, and leadership skills was reduced and more 

training time was allocated to conduct a needs assessment and action planning. Figure 1 

describes the final curriculum.

The study team also developed a TA plan; it included facilitating completion of the 

nutrition/PA components of the School Health Index assessment24 (an evaluation of the 

health-promoting environment in schools), creating an action plan (a template developed for 

this study), and providing assistance and/or guidance for wellness goals. The TA plan 

specified that a wellness specialist (1/district, either an extension agent or a local health 

department employee assigned to this role based on prior experience or concurrent 

responsibilities) would serve as a consultant for the wellness champion and not lead or 

colead the wellness team. Contact logs were developed for the wellness specialists to 

complete after in-person meetings, e-mails, and phone calls with school-level wellness 

teams.
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Pilot Study Design

This pilot study was conducted in school districts in a single mid-Atlantic state (of 6 districts 

approached, 5 agreed to participate; 83.3%). School districts were approached based on 

results from a 2012–2013 state-wide survey,16 2 years before the pilot study, indicating that 

the districts had a low proportion of schools (<40%) with wellness teams. After district 

recruitment, a kickoff meeting was held with leaders from each participating district to 

describe the study design and answer questions. After the meeting, district leaders 

nominated elementary, middle, and high schools within their district to participate, based on 

3 guidelines: (1) a specified number of schools (range, 6–15 schools/district, depending on 

the district size [the number of schools per district ranged from >100 schools to <10 

schools]), (2) preference was given to schools with higher free and reduced-price meal 

(FARMS) eligibility rates (>40%) (per funder request, not a mandatory inclusion criterion), 

and (3) only standard schools (no part-day high schools, exclusive pre-kindergarten schools, 

or alternative schools, for example). A minimum of 60 schools were needed based on an a 
priori sample size calculation for the primary outcome (LWP implementation) with the 

assumptions of a pre-post assessment correlation of 0.7. This sample size allowed enough 

power (>0.8) to detect a medium to large intervention effect (Cohen’s d = 0.6) (eg, an LWP 

implementation score difference of 2.62 between intervention and control schools). This 

sample size did not account for clustering within district, as randomization of schools would 

occur within school district. Principals of nominated schools were e-mailed by the study 

team and asked to participate. All 63 schools approached within the 5 recruited districts 

agreed to participate and nominate an individual to be a wellness champion if randomized to 

the intervention.

Baseline evaluations took place during the spring semester before the start of the 

intervention year. The evaluation consisted of an online survey assessing school-level 

implementation of wellness policies and practices, as well as wellness team composition and 

activities (described subsequently under Measures). Surveys were sent via e-mail to a school 

administrator or the head of an ongoing wellness team, relying on a single respondent per 

school.

After the baseline evaluation, schools were randomized within the school district to 1 of 3 

intervention arms (Figure 1): WCC training plus TA, WCC training, or delayed control 

(received training the following summer). Schools were randomized within districts based 

on school type (elementary, middle, or high) (Table 1). All participating districts were 

offered financial resources (approximately $1,000/school), with guidance that the funds 

could be used to purchase items to support Smarter Lunchroom25 initiatives, purchase 

supplies that supported wellness activities, pay for substitute time for trainings, and/or pay a 

wellness champion stipend. Funds could be used for intervention and control schools. 

Schools in the WCC or WCC plus TA groups were notified that they had been selected for 

an intervention group and would need to send a wellness champion to a district-specific 

training. Two districts requested to communicate training information directly to the school 

administrators. Others were notified by the research team.

The WCC training took place in August to September, before or at the beginning of the 

school year. In addition to providing TA, the wellness specialists led the WCC trainings. 
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Wellness specialists attended a full-day training on how to lead the WCC training session 

(including a tool kit with detailed training notes and background readings), how to complete 

the School Health Index via the Alliance for a Healthier Generation website,24 and TA 

provision. After the WCC training, schools that were randomized to the WCC plus TA group 

were notified that they would be receiving TA throughout the year (this was not known to 

the schools during the training). School districts were unaware of which schools were 

randomized to WCC vs WCC plus TA; however, they knew which schools were in the 

control group.

A follow-up survey (1 year after baseline) was administered the following spring or summer 

via e-mail to the school contacts from baseline. The survey was again completed by a school 

administrator or the head of an ongoing wellness team, relying on a single respondent per 

school. The same respondent did not necessarily complete the survey at both times, because 

identifiable information about survey participants was not gathered and data collection was 

specific to the school-level practices.

Measures

An online survey, Maryland Wellness Policies and Practices Project School Survey II,26 

assessed the primary outcome variables: the formation of a wellness team, whether wellness 

teams were active, and whether implementation of LWP components occurred. The presence 

of a wellness team was determined by a single item, My school had a school-level wellness 
team responsible for implementing local wellness policies in place during the [2014–2015 
(baseline) or 2015–2016 (follow-up)] school year. Possible responses were yes, no, or don’t 

know. Schools responding yes were considered to have a wellness team.

Schools with wellness teams at follow-up were asked additional questions to determine 

whether teams were meeting 6 wellness team best practices (components of an active 

wellness team).19 Because the intervention also focused on monitoring and reporting, 2 

items were added to this score: conducting a needs assessment and creating an action plan. 

From these dichotomous variables, an 8-item active wellness team sum score was generated.

The researchers measured LWP Implementation using a scale adapted from the original 

Maryland Wellness Policies and Practices Project School Survey.16,27 The original scale (17 

items) demonstrated test-retest reliability (Spearman correlation = .70; P < .001; item-by-

item percent agreement = 75.6%) and high internal consistency (α = .923).16 Items in 

version II (29 items) were added based on the updated School Health Index28 and language 

in the LWP proposed rule stemming from the HHFKA.29 The version II LWP 

implementation scale also demonstrated high internal consistency (α = .933). The response 

set, used to create a sum score, included: fully implemented (3 points), partially 

implemented (2 points), under development (1 point), not implemented (0 points), and don’t 

know (0 points).

School-level demographic information, including school type, size, race/ethnicity of student 

body, and percentage of students eligible for FARMS, was provided by the state department 

of education. Information on the geographic locale of each school (rural/town, suburban, or 

urban) was obtained via the National Center for Educational Statistics.30
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Data Analysis

All analyses were conducted using SPSS (version 22, IBM Corp, Armonk, NY, 2013). 

Significance was set at P < .05. The researchers examined the distribution of continuous 

variables using the Skewness command. Differences in baseline school demographics by 

intervention group were examined using ANOVA (with LSD post hoc testing) or chi-square 

test for homogeneity. All regression models were adjusted for wellness team in place at 

baseline and matched respondent role (ie, administrator responded at both time points = 

matched; administrator at baseline and a teacher at follow-up = not matched). Clustering of 

schools within school district was not accounted for in the models because randomization 

occurred within districts.31

To examine the impact of the intervention on the formation of wellness teams, the 

researchers conducted unadjusted bivariate analyses within (McNemar tests) and between 

(chi-square) groups. A logistic regression model was conducted predicting wellness team 

formation at 1-year follow-up.

To examine the impact of the intervention on active wellness team formation, a restricted 

analysis was conducted only among schools with a wellness team at the 1-year follow-up 

(having an active wellness team depended on having a wellness team). Differences in each 

of the 8 components in the active wellness team sum score were examined independently 

between groups using a chi-square test for homogeneity. Unadjusted differences in active 

wellness team sum scores between groups were analyzed using ANOVA with LSD post hoc 
testing (the sum score was normally distributed; skewness = 0.310). A linear regression 

model was conducted that predicted active wellness teams at follow-up.

Change in LWP implementation pre-post was examined using an ANOVA model (with LSD 

post hoc testing) followed by adjusted linear regression predicting LWP implementation at 

follow-up (the postintervention LWP implementation sum score was normally distributed; 

skewness = 0.214), adjusting for the baseline LWP implementation score.

The researchers conducted a mediation model using the SPSS macro PROCESS32 to 

examine the indirect effect of the intervention on LWP implementation at follow-up via the 

active wellness team sum score, adjusting for the baseline LWP implementation score. 

Models were conducted using bootstrapping, which draws repeated samples from the data 

(with replacement) to gain multiple estimates of the indirect effect.32 This method generated 

5,000 bootstrapped samples. Statistical significance is based on the finding that the 95% 

confidence interval (CI) did not contain 0.

RESULTS

Sample

A total of 63 schools within 5 school districts were recruited to participate. Randomization 

yielded 21 schools/arm. The 2 districts that communicated independently with schools 

inadvertently instructed 3 control schools to attend the training; at the same time, they did 

not send 2 schools that were randomized to WCC plus TA to attend the training. This led the 

researchers to switch assigned arms for 5 schools: specifically, 2 schools randomized to 
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WCC plus TA were moved to control and 3 schools randomized to the control were moved 

to an intervention group (1 to WCC plus TA and 2 to WCC). This was not identified by the 

evaluation team until after the WCC training. All analyses were conducted using both the 

planned (intent-to-treat) and real randomization, and final regression findings did not differ; 

therefore, all data presented are for real group assignments.

Schools are described in Table 1 and included 28 elementary and 3 elementary/middle 

(grouped together under elementary), 14 middle and 3 middle/high (grouped together under 

middle), and 15 high schools. Most schools (79.4%) had a FARMS rate >40%. Few schools 

were attended by predominantly (≥75%) African American or Hispanic (7.9%) or Caucasian 

(20.6%) students, which suggested that most had a diverse student body. Schools were 

located in a range of geographic locations, with nearly a third each in rural/town, suburban, 

and urban areas. There were no significant differences in school demographics by 

intervention group (Table 1).

The majority of respondents at baseline were administrators (61.9%), followed by physical 

education teachers (15.9%), other teachers (12.7%), nurses (6.3%), and other school 

personnel (3.2%). At follow-up, primary respondents were physical education teachers 

(38.1%), followed by other teachers (30.2%), administrators (27.0%), other school staff 

(3.2%), and a nurse (1.6%). Respondent role did not differ by intervention group at baseline 

or follow-up. There was also no difference by intervention group regarding whether the 

survey was answered by an individual in the same role at both time points (matched 

respondent role = 28.6%).

Wellness Team Formation

At baseline, approximately one third of schools reported having wellness teams (Table 2). 

The prevalence was lowest in WCC plus TA schools (20%) compared with WCC (43.5%) 

and control (45.0%). This difference was not significant (P = .18). At follow-up, the 

prevalence of wellness teams increased significantly within all groups (McNemar P < .05). 

The WCC plus TA schools demonstrated the greatest relative increase (75.0%) compared 

with WCC (39.1%) and control (45.0%; 1 school lost its team); this difference was 

significant in a bivariate test (P = .05); however, in an adjusted logistic regression model, 

there was no significant difference in wellness team formation by intervention group (Table 

2).

Active Wellness Teams

Table 3 shows the prevalence of endorsement of the 8 active wellness team criteria. The only 

factor that differed significantly by group at the 1-year follow-up was conducted a needs 
assessment; 89.5% of WCC plus TA schools, 47.4% of WCC schools, and 17.6% of control 

schools endorsed this (P < .001). Overall, the active wellness team sum score differed by 

intervention group such that both WCC plus TA and WCC had higher scores at follow-up 

compared with the control (LSD post hoc testing, P < .05). There was no difference between 

intervention groups, WCC and WCC plus TA. In an adjusted regression model, this 

association held: both WCC plus TA and WCC schools had higher active wellness team sum 

scores compared with the control (Table 3).

Hager et al. Page 8

J Nutr Educ Behav. Author manuscript; available in PMC 2020 December 04.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Implementation of Wellness Policies and Practices

There was no direct effect of the interventions on LWP implementation pre-post in bivariate 

or adjusted models (Table 2). The average change in LWP implementation was positive for 

all groups with a greater raw magnitude of change among WCC plus TA (13 points) and 

WCC (9 points) vs control (3 points).

Mediating Role of Active Wellness Teams on LWP Implementation

Figure 2 presents specific mediation path estimates. Following the path, both WCC plus TA 

and WCC were significantly associated with higher active wellness team sum scores, and 

active wellness team sum scores were significantly associated with change in LWP 

implementation (as shown in a prior study19). Estimates of the indirect effect indicated that 

the active wellness team sum score mediated the association between WCC and WCC plus 

TA interventions and LWP implementation pre-post (WCC CI, 0.98–15.61 and WCC plus 

TA CI, 1.22–16.25); therefore, the interventions indirectly enhanced LWP implementation 

pre-post via the formation of active wellness teams.

DISCUSSION

This article describes the development of WCC, an intervention to enhance LWP 

implementation in schools by training teachers to build and lead active wellness teams. The 

intervention was grounded in Social Cognitive Theory20 and Social Ecological Theory,21 

developed by an interagency team through formative research, and rigorously pilot-tested in 

a randomized study. Findings suggested that WCC training, with and without TA, indirectly 

led to higher LWP implementation via the formation of active wellness teams.

The formation of wellness teams was recommended by government agencies (ie, the Centers 

for Disease Control and Prevention33 and the USDA34) and nonprofit school wellness 

promotion entities (ie, Alliance for a Healthier Generation35 and Action for Healthy Kids36) 

as a mechanism for enhancing LWP implementation and creating health-promoting 

environments. Research showed that when schools have wellness teams, they are more likely 

to implement LWPs16 and when those wellness teams are active and engage in best 

practices, they endorse greater LWP implementation.19 Much of the research into the role of 

wellness teams in LWP implementation has been cross-sectional. Few studies examined the 

impact of creating wellness teams on LWP implementation over time. This randomized pilot 

study demonstrated that training teachers to become wellness champions may lead to the 

formation of active wellness teams that, in turn, are more likely to implement LWPs. This 

provides clear support for the role of wellness teams in LWP implementation.

Schools in all randomization groups formed wellness teams over time. This may reflect a 

national emphasis on building wellness teams. A recent LWP final rule stemming from the 

2010 Healthy Hunger-Free Kids Act requires school districts to establish LWP leadership at 

the school or district level and to assess how each school is implementing the wellness 

policy through a triennial assessment.9 These federal requirements may be fueling a national 

movement toward building wellness teams; however, wellness team formation is only the 
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first step. Study findings suggested that providing training and support for wellness teams is 

a promising method for fully implementing LWPs.

Contrary to the a priori hypothesis, the provision of TA did not enhance intervention impact 

in this pilot study. Although a TA contact log was developed for the wellness specialists 

before the start of the intervention, the logs were not used consistently or uniformly, so it is 

difficult to fully understand the type and extent of TA provided. Wellness specialists were 

instructed to provide assistance in specific areas (assessment and action plan) but they were 

cautioned to avoid taking too large a role, to allow the wellness champion to be the true 

leader of the wellness team.

This cautionary advice may have led to technical assistance being more responsive rather 

than proactive. Prior research showed that TA recipients with fewer skills were less likely to 

make TA requests;37 therefore, proactive TA is recommended, in which TA providers are 

both responsive and anticipatory, to catalyze the process.38 The literature on proactive TA is 

growing38 and future studies should ensure a proactive TA approach in supporting wellness 

teams.

Local wellness policy mandates were established to address childhood obesity. This pilot 

study demonstrated the school-level impact of active wellness team formation via the WCC 

intervention; however, future studies might examine the impact of this strategy on students’ 

obesity-related behaviors as well as weight outcomes. In addition, this intervention required 

a single day and limited financial resources for execution, yet it led to active wellness team 

formation and LWP implementation; therefore, the cost-effectiveness of this approach might 

also be examined.39 Given the financial and resource constraints that exist in many school 

districts and state agencies, it is essential to identify effective approaches that are financially 

viable.

There were several notable strengths to this study, including the systematic approach to the 

development of the intervention. The use of a theoretical framework in developing and 

executing the intervention was a strength, specifically in that connections between individual 

teachers, their behaviors in building a wellness team, and the school environment were 

emphasized throughout.

Future analyses will incorporate qualitative interviews to understand specifically how using 

theory in this way may have facilitated or hindered the success. Moreover, the collaborative 

partnership and involvement of multiple stakeholders was a major strength, in addition to the 

high recruitment and retention rates. Finally, the findings were strengthened by the ability to 

execute a randomized, controlled trial within the limits of a pilot study. Controls are needed 

to understand the impact of a given strategy above and beyond the current climate 

supporting school wellness, as evidenced in this study by the positive changes seen in the 

control group pre-post.

Limitations of this study should also be considered. First, despite explicit discussion of the 

randomization process with participating school districts, several schools changed group 

assignment after randomization. To account for this, the researchers conducted analyses 

using both the intended (intent-to-treat) and real randomization groups, with no differences 
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in findings. Second, the role of the school-level survey respondent often was not the same at 

baseline and follow-up (ie, first an administrator and then a teacher), and information 

beyond role was not collected. This was accounted for by adjusting for matched-respondent 

role in the analysis. Future studies should recruit and follow 1 respondent for all data 

collection. Third, this study relied on a single respondent survey, a limitation that is common 

in most LWP implementation studies.40,41 Future studies should incorporate additional 

methods, such as student perception surveys or audits. Finally, although this pilot study took 

place in 5 diverse school districts, all were within Maryland. This approach should be 

replicated in other states.
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IMPLICATIONS FOR RESEARCH AND PRACTICE

This pilot study found that a 1-day intervention involving teacher training was able to 

affect LWP implementation indirectly through the formation of active wellness teams. 

Findings provide additional support for the importance of wellness teams in LWP 

implementation and hold promise as a strategy for enhancing LWP implementation in 

schools. Wellness teams can also provide school districts with a structure for meeting the 

LWP reporting requirement outlined in the LWP final rule.9 Before widespread 

dissemination, replicability in other states and the impact on student behaviors, including 

both health and academic outcomes, should be examined.
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Theory-based training programs that incorporate practical strategies such as needs 

assessments/action planning are recommended for local wellness policy implementation.
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Training teachers to be wellness leaders in their schools may lead to better LWP 

implementation through forming active wellness teams.
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Supporting the formation of wellness teams may be a promising strategy for enhancing 

school-based LWP implementation.
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Figure 1. 
Pilot study design and curriculum overview. TA indicates technical assistance; WCC, 

Wellness Champions for Change.
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Figure 2. 
Active wellness teams mediate the relation between both the Wellness Champions for 
Change plus technical assistance and Wellness Champions for Change intervention and 

change in local wellness policy implementation. LWP indicates local wellness policy; TA, 

technical assistance; WCC, Wellness Champions for Change.
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