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Abstract

Objectives: Naturopathic medicine has demonstrated efficacy at reducing risk factors for chronic disease.
Targeting health behaviors of parents and caregivers in a group-based setting may improve the behaviors of
children in their care. This study sought to assess the feasibility of such a program.

Design: Participants of a six-session health education series were invited to respond to surveys and partic-
ipate in a focus group about their health behaviors and their experience in the program.

Subjects: Caregivers of children aged 0–6 attending publicly funded community centers in Ontario, Canada.
Interventions: A 6-week group-based naturopathic education program to promote healthy lifestyle behaviors

among caregivers.
Outcome measures: Satisfaction with content and delivery, and frequency of healthy behaviors.
Results: The majority of responses indicated satisfaction with the program, and an ongoing benefit 6 weeks

and more after completion. There was a clear correlation between healthy behaviors of parents and children.
Conclusions: A group-based naturopathic education program may be a feasible method of delivering

primary-prevention education to caregivers, particularly in the domains of practicality and acceptability.
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Introduction

Noncommunicable disease (NCD) is the leading cause
of mortality worldwide1 Upward of 75% of health care

spending in developed nations is for individuals with chronic
disease.2,3 The top four causes of death—cardiovascular
disease, cancer, respiratory disease, and diabetes1—are
conditions that have modifiable lifestyle determinants, in-
cluding diet, physical activity, and tobacco use.3 Inadequate
sleep,4 toxic stress (especially during early life),5 environ-
mental toxins,6 and inappropriate use of medications such as
antibiotics potentiate the underlying common mechanisms,7

notably oxidative stress and an inflammatory phenotype.
Primary prevention is the most effective means of reducing
the prevalence of NCD.3 Naturopathic approaches have
demonstrated efficacy in decreasing risk factors for NCD,
effectively reducing health care costs.8,9

Although behavior change can be difficult to promote and
maintain in adulthood, behaviors established in childhood

tend to persist throughout the lifespan.10–12 There is myriad
evidence that prenatal, infant, and childhood health lay the
foundation for adult well-being, including the risk of
NCD.13–16 Maladaptations to suboptimal conditions set the
stage for chronic inflammation, oxidative stress, and meta-
bolic dysregulation.17,18 All four of the top NCD identified
by the World Health Organization have determinants
originating in childhood, including obesity,14,19–22 child-
hood adversity,17,23 environmental exposure,24–32 sub-
optimal nutrition,33,34 and early life antibiotic use.35–38 To
improve community health, interventions are needed early
to reduce the impact of these determinants. Because pri-
mary caregivers directly control factors such as nutri-
tional options, emotional bonding, health care approaches,
and opportunities for physical activity, targeting caregiv-
ers may be beneficial in promoting healthy behaviors in
children and reducing the risk of NCD.17,39,40 The im-
pact of parental modeling has been demonstrated for a
wide range of behaviors, including fruit and vegetable
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consumption,41–43 physical activity,43,44 screen use,45 smok-
ing,46,47 and empathy.48

Strategies other than one-on-one clinical encounters may
create opportunities to bridge gaps in health literacy.49,50

Group programs can facilitate learning and enhance com-
munity and social support, more deeply engaging partici-
pants in self-care.51 Group visits have been successfully
used for prenatal care,52,53 to support and educate parents of
children with and attention deficit hyperactivity disorder
(ADHD),54 and for primary prevention of pediatric obesity55,56

including the ‘‘Lifestyle Triple P,’’ trials of which have
demonstrated benefit.57,58

There is a paucity, however, of data on group programs that
focus on general wellness promotion in families. Healthy
Family, Healthy Kids (HFHK) is a group program designed to
deliver evidence-based preventative health education. It aims
at facilitating decision making by caregivers with a goal of
reducing risk factors for NCD in children. The program was
developed and delivered by naturopathic doctors and students;
in Ontario, naturopathic doctors are regulated primary health
care providers with a broad scope of practice. This study
explores the feasibility of the program.

Methods

Intervention

The HFHK program consisted of six 2-h educational
sessions offered at provincially funded Early Years Centers
(EYCs) in Toronto and Cambridge (Ontario). EYCs provide
free health and development programming for families with
young children, and they offer childcare during programs for
caregivers. We targeted families with at least one child from
newborn to 6 years of age (also the target for the EYC).
Participants enrolled in one of four iterations of the program
between October 2014 and June 2016. The groups were

facilitated by naturopathic doctors and students. The content
and methods were consistent among iterations, with space
for flexibility based on group needs and facilitator style.

Topics included nutrition, environmental health, optimizing
immune function, psychosocial well-being, and other deter-
minants of health such as physical activity and sleep. The
objectives of each session are provided in Appendix Table A1.
A variety of teaching methodologies were used to accom-
modate different styles of learning, including traditional di-
dactic methods, small group discussion, hands-on activities,
and social media engagement. Every session incorporated
setting goals for behavior change. Appendix Table A2 pro-
vides examples of different delivery approaches. HFHK was
solely an educational program, and it offered no individual
medical care to participants.

Study design and analysis

We used a sequential explanatory mixed-method study
design59 (quantitative surveys with open-text responses,
followed by a focus group) to seek cross-validation of re-
sults (Fig. 1).60,61 Questions proposed for feasibility studies
by Orsmond and Cohn62 and Tickle-Degnen63 were used for
guidance; the primary area of focus was acceptability to
participants.64 The good reporting of a mixed-methods study
(GRAMMS) guidelines proposed by O’Cathain et al.65,66

provided structure to our description of methods and results.
Semi-structured interviews were also held with the admin-
istrators of the EYCs where the program was hosted. This
was an open-label design without a control group.

All program registrants were invited to complete survey 1
online at the outset of the program; questions were related to
health-related behaviors. All respondents were invited by
e-mail to complete survey 2 6 weeks after finishing the
program. Survey 2 inquired about the same behaviors, and it
prompted the participants’ evaluation of the program (both

FIG. 1. Flow of study design and methodology.
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surveys can be viewed in Appendix 1). Quantitative re-
sponses were provided according to a Likert scale, and
open-text responses were invited. No structured face validity
testing was used to assess the surveys; however, the mate-
rials were reviewed by a number of mentors and colleagues
and deemed to be relevant to the goals of the study. Survey
responses were matched based on the combination of e-mail
address and birthday of the child; parents were informed
that this was the sole reason for collecting this information.
Respondents were sent a $30 honorarium for completing
both surveys; no reimbursement was provided for com-
pleting only the first.

Count, percentage, and median response values were
determined to evaluate acceptability; themes were assessed
within the open-text responses. To explore preliminary ev-
idence for efficacy, Spearman rho was used to evaluate the
correlation between parent and child behaviors. Wilcoxon
signed-rank test was used to determine whether there were
significant differences in these behaviors both before and
after the program.

All interested respondents were invited to participate in a
focus group to further explore the themes that arose from the
surveys. The focus group took place in November 2016; all

participants had completed the program the previous spring.
A 1-h semi-structured conversation focused on strengths
and weaknesses of the program; discussion around a par-
ticular question continued until no new themes emerged.
The focus group was recorded, transcribed, and analyzed
by using a content analysis method, and the themes were
connected and compared with the quantitative data.67 Fo-
cus group participants received a $50 honorarium for
participation.

The study received research ethics board approval from the
Canadian College of Naturopathic Medicine before conduct.

Results

Forty-two individuals registered to participate in one of
the four iterations. Thirty-four took part in four different
iterations of the 6-week program. Group sizes ranged from 5
to 12 participants. All but one participant were female. Two
caregivers were grandparents; the rest were parents. Ethnic
diversity represented the wide range typical of the Greater
Toronto area. More than half of the participants attended
four or more of the six sessions; more than 75% attended
three or more.

FIG. 2. Flow of participants through the intervention and study.
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All program participants were invited to complete survey
1 (some participants started attending later in the series and
were not included in the study). There were 24 responses
to survey 1 (response rate 70.1%; 11.01% margin of error,
95% confidence interval [CI]) and 18 responses to survey 2
(response rate 52.9%; 16.8% margin of error, 95% CI). The
flow of participants through the program and study is illus-
trated in Figure 2. The ages of the children were between 1
and 7 years. Demographic information of the respondents
was not systematically gathered.

Most respondents to survey 2 had attended all sessions,
with only one or two missing any one session. One hundred
percent of respondents indicated that they were ‘‘satisfied’’
or ‘‘very satisfied’’ with both the content and the delivery of
the program overall. The majority of participants found all
sessions helpful; basic nutrition (‘‘Nutrition 1’’) and coping
with illness (‘‘Getting Sick Well’’) were rated as helpful by
100% of the participants who attended (Fig. 3).

All delivery methods were evaluated as being used to an
appropriate degree, with between 66.7% and 100% of re-
spondents deeming that each method was used ‘‘just the
right amount’’ (Fig. 4). The methods that were desired more
by most respondents included Facebook posts (27.8%) and
shared resources (33.4%).

Most respondents indicated an ongoing benefit of the
program at the time of completing survey 2, with 100%
indicating a conscious application of concepts learned.
Overall, 66.7% of respondents referred back to resources
used during the program, and 94.5% agreed that the program
was valuable to their family’s health. Fourteen of 17 open-
text responses received in response to the question ‘‘what
was most valuable to you’’ about the program cited various
elements of content. The practical nature of the course
followed with six mentions, and the group approach with
four. Two open-text responses reflected that the program

improved their confidence in their ability to care for their
children. Ten comments of 12 suggested more hands-on
activities and resources such as handouts, electronic infor-
mation, and Facebook.

We noted a significant correlation between behaviors of
caregivers and their children both pre- and postintervention
(Table 1). There were no significant differences in behaviors
between pre- and postcourse responses for either child or
adult.

Four focus group participants were drawn from three
program iterations in two different centers. They had all
attended five or six of the six sessions. Because demo-
graphic information was not collected, it is unclear whether
the characteristics differed between focus group participants
and nonparticipants. One participant attended via telephone.
There was strong agreement among participants, and satu-
ration was reached quickly. Participants expressed that the
program was manageable in terms of structure and content.
They indicated that the content was trustworthy, built on
pre-existing knowledge, and gave them the opportunity to
apply it without pressure. The delivery approaches catered
to different learning preferences. They appreciated having a
skilled, knowledgeable facilitator. Resources were appreci-
ated, and more were desired. It was suggested that the lack
of cost to participants may have decreased commitment; all
indicated that they would have paid for the program. The
importance of providing childcare was strongly emphasized.
All participants expressed an interest in doing more of this
kind of program, a theme that was apparent from open-text
responses as well. Key themes that emerged from the focus
group are outlined in Table 2 and compared with the find-
ings from the survey.

We did not survey individuals who chose not to partici-
pate in the program. However, center administrators cited a
range of obstacles to registration or attendance, including

FIG. 3. Percentage of respondents reporting individual sessions as being helpful to their family’s health. The majority of
participants found all sessions helpful.
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poor timing and difficulty with transportation or conflicting
obligations. Some were not interested in ‘‘natural medi-
cine.’’ One administrator reported that some participants
expressed concern that others were being too dominant.
Facilitators also noted that it was occasionally difficult to
ensure the needs of the entire group were being met. Some
participants already seemed literate on some topics, with
others finding them quite novel. Some participants appeared
to want more one-on-one personal support that the program
was not designed to offer; at times, this pulled the group off
track.

Discussion

The HFHK program appears to be an acceptable way to
deliver lifestyle education to caregivers of children aged 0–
6. Collaborating with the Ontario EYC enhanced our ability
to recruit participants in our target population, and offer the
physical resources needed for the program (such as admin-
istrative support, childcare, consumable materials, space);
access to childcare services was highly valued by partici-
pants. Respondents communicated appreciation for the
topics explored in the program; it may be beneficial in the
future to assess baseline knowledge and interest of partici-
pants, placing more emphasis on topics that are unfamiliar
or that are in higher demand.

There was particular appreciation for the sharing of re-
sources and practical application. Although all respondents
reported a conscious application of concepts in the weeks
or months after the program, offering additional resources as
suggested may have further supported these participants in
their efforts.

Focus group responses acknowledge the reassurance of
hearing other parents’ stories and experiences. Previous
studies support the findings that group-based education
improves parental confidence, reducing stress in the home
and promoting attachment between parent and child.68–71

However, it is important that facilitators have sufficient
training and support engaging in this method so that the
needs of all group members are met.

All focus group participants indicated that they would
have willingly paid for the program, and they suggested that
not charging a fee may have decreased accountability.
Previous research suggests that patients would pay for a
valuable program71; however, it may be difficult to deter-
mine the ideal fee for this program while maintaining its
accessibility, especially for lower income families. The pub-
licly funded EYCs are mandated to provide early childhood
programming free of charge; it would be challenging to find
another partnership so ideally suited to the needs of the
program. Given the network and funding of these centers
across the province of Ontario, it offers an excellent

FIG. 4. Evaluation of delivery methods by respondents. All delivery methods were evaluated as being used to an
appropriate degree.

Table 1. Correlation Between Health-Promoting Behaviors of Caregivers and Children (Postcourse)

Physical activity Reading time Screen time Servings of fruit Servings of vegetables Beverages

Rho p Rho p Rho p Rho p Rho p Rho p

0.357 0.15 0.729 <0.001 0.520 0.03 0.496 0.04 0.563 0.01 0.412 0.09
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Table 2. Key Themes Emerging from Open Text Responses and Focus Group

Themes Sample phrases (focus group) Sample comments (survey)

Manageable
� Valuing ability to make

small steps
� Participation was

motivating
� Nonjudgmental, low

pressure
� Weekly gathering was

effective; time to
integrate and apply
� Class length was

sufficient, held interest

‘‘They were all very relevant. I don’t think any of
them were beyond the scope of your normal life.
Even if you don’t use everything. At least it’s
sort of in your mind and you can say, oh yeah,
you know, this particular, like apples, I really,
really wash them now, or if I can afford to get
the organic I will. That kind of stuff. Yeah I
think I use a little bit of something from
everything.’’
‘‘I did like how certain things weren’t really
shoved down your throat. There didn’t seem to
be any judgment; there was, like, well here’s an
option if you want to take it and I did like that.’’

Flexible timing and more dates
would be great

Practical
� Hands/on and applied

activities
� Variety of learning

methods
� Like the homework /

immediate application
� Topics were relevant

‘‘Anything that you get up and you have visual and
tactile stuff. For me I find that helps me retain
better and a couple of the presentations were
really good and engaging.’’
‘‘Like when they bring in the product and we
looked at the ingredient; now I started to read
[labels].’’
‘‘I think [the homework] made you think about
what you’d gone over; and even if you didn’t do
it right away in the week, it gave you that time to
say OK let me look at things again.’’

Offered practical ideas that were
easy to implement

Resources
� Appreciated, and more

wanted

‘‘Websites where they could put a downloadable
small card [to] put in your wallet.’’ (regarding
chemicals to look for in personal care products,
or foods to prioritize)
‘‘A little bit more focus on some family friendly
recipes; some things that you can really use and
things that [are] super easy because I tend to end
up giving him, like, a hot dog if I’m tired.’’
‘‘If we’ve tried something having an area where
[we can share] like say on a Facebook page.’’
‘‘I have used many of the resources discusses in
the seminars. I feel my understanding of health
and wellness was strengthened.’’

I have also used many of the
resources discussed in the
seminars
E-mails of handouts, Facebook
discussion group sounds like a
good idea!
I would also have liked a few
more tools for meal planning
Yes, more tips on meal planning.
Give out the materials at the
beginning so that I could have
prepared questions before the
session. Suggestions and recipes
for super food/meals, suggestions
or even a section for health and
wellness on the go. So many of
the ideas presented are fabulous
with ample amounts of time but
how to make everything work as
a working family—freezer meals,
etc.

Value of the group interaction
� Wish for more

participants
� Normalizing

‘‘When I heard other people discuss their situations
and then you compare your situation with them
and then you would learn that, OK it’s not [just]
me who is facing these problems and I’ve
learned a lot from other people’s experience.’’

Open forum/informal setting
allowed other attendees to share
helpful tips, resources, etc.
Able to engage with other parents
who had similar interests

Importance of skilled
facilitator
� Value of having a

consistent facilitator (vs.
different faces)
� Importance of a strong,

knowledgeable facilitator
� Facilitators seen as

reliable sources of
information

‘‘You know their teaching styles are a little bit
different; it’s always good to have a bit of variety
but I wouldn’t mind a little more consistency in
who taught it.’’
‘‘I like the fact that there was more than one per
session and they could kind of feed off each
other and share.’’
‘‘It’s [knowing] the right website to rely on.
Because there are tons of sources that are better
or not. Reliable sources of interesting topics
healthwise.’’

(continued)
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opportunity to deliver the program in a variety of commu-
nities with a range of participant characteristics (with the
common feature of children aged 0–6). However, funding is
necessary to adequately compensate facilitators for their
time and expertise.

Although the design and power of our study were insuf-
ficient to make any conclusions about efficacy, a variety of
studies have demonstrated the effectiveness of group-based
programs directed at parents. Dickin et al. demonstrated
positive trends in healthy behavior change among parents
and children participating in group-based educational
workshops focused on nutrition and parenting practices.72

Davison et al. found that providing parents with education
and resources to increase physical activity with their chil-
dren was effective at increasing outdoor play time and re-
ducing indoor sedentary time compared with controls.73 A
Cochrane review found that the behavior of children with
ADHD can be positively influenced after parental training
intervention with the added benefits of a decrease in parental
stress levels and improvements in the confidence of par-
ents.41 It seems evident that this kind of approach can be
effective at delivering parental education.

Our results showed a positive correlation between all
caregiver and child behaviors, a relationship that is sup-
ported by other studies.41–46,68 When parents improve their
own diet,74–76 sleep,77 and physical activity,78,79 their chil-
dren benefit as well. A number of studies have shown a
positive correlation between parental and child weight loss
in particular.80,81 A positive change in parental body com-
position was found to be a significant predictor of an im-
provement in the child’s body mass index, showing a benefit
to youth when parents are actively involved in interventions
related to weight loss.81 Encouraging caregivers to make
healthy choices for themselves may promote healthy be-
haviors in their children. Continued application of concepts
by participants of the HFHK program 6 weeks or more
postdelivery suggests that this program has the potential for
long-term impact on healthy behaviors.

Although the ‘‘natural’’ focus of our program may have
deterred some potential participants, it was a draw for
others. Given the common use of complementary health
approaches by families in North America,82 it is wise for
public initiatives such as the Ontario EYCs to collaborate
with experts in these strategies, including naturopathic
doctors. Naturopathic medicine is defined by principles
that favor patient-centered, whole-systems, preventative,

and low-force interventions (such as dietary guidance, stress
management counseling, nature exposure, and herbs gener-
ally recognized as safe).83 These values are strongly aligned
with the benefits of group-based approaches. When in-
formed by best evidence for health promotion, group visits
facilitated by naturopathic doctors have great potential to
improve the health of children and their families.

Strengths

The data collected represented multiple iterations of the
program with different facilitators and locations, allowing
for evaluation of the program independent of these other
factors. The anonymity of the surveys encouraged honesty
by respondents. A mixed-methods approach allowed deeper
exploration of themes. Holding the focus group allowed us
to query further about ways the program could be improved
and made more acceptable to participants.

Limitations

There was selection bias at every stage, from those who
registered, attended sessions, and participated in the survey
and focus group. The response rate for the second survey
and the focus group increases the risk of bias. Valuable
information may have been gleaned by surveying individ-
uals who did not participate in the program, or those who
attended fewer than half the sessions. Invitations to com-
plete survey 2 were disseminated 6 weeks postcompletion,
but some responded as long as 6 months later. It is possible
that too much time had passed, distorting respondents’
memory of their experience. A fully iterative process84 was
not done because of a limited capacity to continue offering
the program. Given that we held only one focus group, it is
questionable whether saturation truly occurred.85 Holding
additional groups with purposeful sampling may have al-
lowed for an opportunity to test emerging themes for new
concepts to manifest. Demographic information was not
collected, and this limits the generalizability of the study;
future iterations and pilots should collect this information
so that the effects on different populations are well under-
stood. The primary investigator (L.S.) was also the devel-
oper and core facilitator of the program. This undoubtedly
increased the risk of bias in the interpretation of results from
both the survey tools and the focus group. The focus group
was run by V.K., who was new to participants, thus reducing
potential inhibition of honesty.

Table 2. (Continued)

Themes Sample phrases (focus group) Sample comments (survey)

Importance of childcare
� Opportunity for a

‘‘break’’
� Could not attend

otherwise

‘‘I think [childcare] is necessary. Because of when
it is you’re getting stay at home moms for the
most part. So yeah that was invaluable I think
that’s the reason I signed up. Ooh! I get a break
and I get to learn something.’’

Value of paying for the
program to motivate
attendance

‘‘Free programs are not respected.’’
‘‘I would pay the fee to attend that session and I
will be more punctual or maybe I attended with
more interest.’’
‘‘I think it does it make it a priority if there is
something invested.’’
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Next steps

Future research should focus on the efficacy of such
programs in modifying behaviors. The ultimate outcome
measures would include longitudinal and cohort-controlled
assessment of incidence or risk of NCD, such as blood
pressure, elevated body composition, glucose intolerance, or
inflammatory markers in both parents and children as they get
older.86 Given the emergence of these conditions at younger
ages, observing these values over time would be a helpful
indicator of program effectiveness. Given the correlation
between parental health and child health, assessing these
values in parents may act as a proxy for children. It would be
useful to determine whether this program is equally feasible
and effective for participants who are not self-selected, or
whether charging for the program affects engagement and/or
outcome. Determining the influence of varying demographic
factors may be possible with a larger sample of participants.
These investigations would be comparison-controlled to
accurately determine effects. Completion of a structured fa-
cilitators’ manual and training program is necessary to enable
skilled delivery.

Conclusion

The Healthy Family Healthy Kids program may be a
feasible method of delivering primary-prevention education
to caregivers, particularly in the domains of practicality and
acceptability. Programs that target caregivers of young
children have the potential to alter behaviors that contribute
to NCD, reducing morbidity and mortality and lowering
health care costs. A group-based, family-centered program
such as the HFHK program may be a cost-effective means
of achieving these goals, and it may prove to be a successful
component of a broader public health approach to pediatric
and community wellness. Future well-designed studies are
needed to accurately assess the impact of the HFHK pro-
gram on measurable health behaviors and outcomes in
various populations.
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Appendix

Appendix Table A1. Healthy Families, Healthy Kids Session Objectives

Appendix Table A2. Methods of Facilitation Used During Healthy Family, Healthy Kids Program

Session Objectives

Family wellness � Caregivers can identify determinants of health specific to children and families and examine those that
are relevant to their own family.

� Caregivers are able to broadly evaluate the quality of their family’s lifestyle.
� Caregivers are able to describe the impacts of childhood health on lifelong health.
� Caregivers can describe the importance of caregiver health on child health.
� Caregivers are able to create SMART goals with respect to healthy behaviors for their family.

Nutrition 1 � Caregivers are able to critically assess various models of optimal nutrition (e.g., Canada food guide,
Mediterranean diet, etc.).

� Caregivers are able to describe the purposes, benefits, and sources of the various components of an
optimal diet (water, fats, fruits/vegetables, whole grains, legumes, sources of protein).

� Caregivers are able to identify dietary components to minimize or eliminate, and they can describe
their impact and sources (sweetened beverages, food additives, sugar, trans-fats, sodium).

� Caregivers are able to weigh the pros and cons of foods that are not clearly helpful or harmful (e.g.,
dairy, soy, gluten, juice).

� Caregivers are able to generate a 2-day menu that incorporates family-friendly, high-quality nutrition.
Nutrition 2 � Caregivers can describe attributes and benefits of nutritious food beyond macro/micronutrient content

(local/seasonal, organic/wild, plant-based, minimal processing).
� Caregivers are able to read food labels (i.e., nutrition facts and ingredients) and identify misleading

information on food packages.
� Caregivers demonstrate skills related to shopping and preparation of nutritious food.
� Caregivers are able to identify ways of eating more mindfully as a whole family.
� Caregivers develop skills to manage common challenges with food with kids.

Getting sick well � Caregivers are able to recognize illness, monitor recovery, and understand when additional
interventions are necessary (e.g., fevers, alarming symptoms).

� Caregivers develop a basic understanding of immune function with respect to antibody production,
hygiene, and the development of (and risk factors for) allergy.

� Caregivers know the pros and cons of vaccinations and have enough information to make informed
decisions.

� Caregivers can demonstrate strategies to reduce discomfort and quicken recovery from minor illnesses
in the home.

Environmental
health

� Caregivers can define environmental toxins and describe the broad impacts on childhood development.
� Caregivers can identify common sources of toxin exposure.
� Caregivers can critically evaluate the toxic burden of a particular product or food by using evidence-

based resources.
� Caregivers can select safer foods and products, and develop strategies to minimize toxic exposure.
� Caregivers can identify ways in which they can promote detoxification pathways in their families.

Development
and attachment

� Caregivers understand the significance of and can define their family’s values.
� Caregivers understand the principles, benefits, and strategies of responsive parenting.
� Caregivers can relate principles of mind–body connection to their home life, their children, and their

interactions with their children.
� Caregivers can describe foundational elements of healthy development.

Method Example

Full group discussion Open conversation about caregivers’ experiences with their ill children
Small group discussion Pairs of participants reflecting to one another about strategies of responding to a child’s tantrum
Formal teaching Explaining the difference between a protein, fat, and a carbohydrate
Visual slides Showing an image of a food guide for discussion
Written activities Creating a menu plan
Manual activities Using an online tool to assess ingredients on household cleaning products
Shared resources Providing handouts containing recipes or websites
Goal setting Coaching participants to create SMART goals that are relevant to the content discussed that day
Reflection Structured exercise to define personal and family values
Social engagement Posting items to a Facebook group devoted to the program
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Appendix 1

Survey 1
These surveys allow us to evaluate the usefulness of the Healthy Families, Healthy Kids program. All responses will be

anonymous—please be as honest as you can. Please complete the survey only once—if you have more than one child, please
select one child to think about for the purposes of these questions.

For the next few questions, please think of the last THREE MONTHS:

How many times did your child have an episode of acute illness (fever, cough/cold, diarrhea.)?

0–1 2–3 4–5 6 or more

If your child has a persistent health condition, on many occasions was this condition aggravated?

0–1 2–3 4–5 6 or more My child does not have a persistent health condition

On how many occasions did you seek medical care for your child (MD, ND, other)?

0–1 2–3 4–5 6 or more

On how many occasions did your child use a fever-reducing medication?

0–1 2–3 4–5 6 or more

On how many occasions did your child take a course of antibiotics?

0–1 2–3 4–5 6 or more

On how many occasions did your child take any other pharmaceutical medication (other than a daily prescribed
medication for an ongoing concern; a course of treatment can be counted as one occasion)?

0–1 2–3 4–5 6 or more

For the next few questions, please think of the LAST SEVEN DAYS:

What is the average number of minutes per day that your child has spent engaged in physical activity that was
vigorous (dancing, sport, running, playing games)?

0–20 20–40 40–60 60–90 >90 My child is not independently mobile

What is the average number of minutes per day that you have spent engaged in physical activity that was vigorous?

0–20 20–40 40–60 60–90 >90

What is the average number of minutes per day that your child spent reading or looking at books (independently or
with someone else)?

0–20 20–40 40–60 60–90 >90

What is the average number of minutes per day that you spent reading (books, magazines, newspapers, texts, etc.)?

0–20 20–40 40–60 60–90 >90

What is the average number of minutes per day that your child has spent in front of a screen (TV/computer/
videogame/handheld device, etc.)?

0–20 20–40 40–60 60–90 >90

What is the average number of minutes per day that you have spent in front of a screen?

0–20 20–40 40–60 60–90 >90

On average, how many servings of fruit did your child eat each day? (1 serving 5 1 medium piece or 2 small pieces of
fruit or ½ cup diced pieces)

0–1 2–3 4–5 6–7 8 or more My child does not yet eat solid food

On average, how many servings of fruit did you yourself eat each day?

0–1 2–3 4–5 6–7 8 or more

On average, how many servings of vegetables did your child eat each day? (1 serving 5 ½ cup cooked vegetables or 1
cup of salad vegetables).

0–1 2–3 4–5 6–7 8 or more My child does not yet eat solid food

On average, how many servings of vegetables did you yourself eat each day?

0–1 2–3 4–5 6–7 8 or more

How many cups of soft drink, fruit beverage, or sports drink did your child consume? (1 cup 5 250 mL. One can of
soft drink 5 1 ½ cups. One 500 mL bottle of Gatorade 5 2 cups)

0–1 2–3 4–5 6–7 8 or more
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How many cups of fruit juice, soft drink, fruit beverage, or sports drink did you yourself consume?

0–1 2–3 4–5 6–7 8 or more

Please categorize your response to the following question: ‘‘Over the past six weeks, I have felt confident in my ability
to promote health and wellness in my child overall.’’

Strongly disagree Disagree Agree Strongly agree

Survey 2 (repeat survey 1 1 program feedback)

How satisfied were you with the content of the course (what you learned)?

Very satisfied Satisfied Neither satisfied nor dissatisfied Dissatisfied Very dissatisfied

Comments:

How satisfied were you with the delivery of the course (how information was learned)?

Very satisfied Satisfied Neither satisfied nor dissatisfied Dissatisfied Very dissatisfied

Comments:

Please rate each session with respect to how helpful the session was to your family’s health:

Very helpful Helpful Neither helpful nor unhelpful Unhelpful Very unhelpful

Comments:

Please rate the approaches used in this course according to the following scale:

1 Wanted a lot more Formal teaching by instructor
2 Wanted more Full group discussions
3 Just the right amount Small group or paired discussions
4 Wanted less Visual slides (e.g., powerpoint)
5 Wanted a lot less Written exercises (e.g., menu planning)
Comments: Manual exercises (e.g., arranging foods)

Shared resources (e.g., books, websites)
Weekly goal setting
Group Facebook page

Please indicate your agreement or disagreement with the following statements:

1 Strongly agree I refer back to the resources we discussed/used in this program.
2 Agree I stay in touch with other caregivers I met in this program.
3 Neither agree nor disagree I consciously apply concepts I learned in this program.
4 Disagree I found this program to be of value to my family’s health.
5 Strongly disagree I would recommend this program to others.
Any comments?

In your own words, what aspects of the program did you find most valuable to you?

In your own words, how could this program be improved?
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