
International  Journal  of

Environmental Research

and Public Health

Article

Evaluating the Implementation and Effectiveness of
the SWITCH–MS: An Ecological, Multi-Component
Adolescent Obesity Prevention Intervention

Senlin Chen 1,*, Richard R. Rosenkranz 2 , Gabriella M. McLoughlin 3 , Spyridoula Vazou 3,
Lorraine Lanningham-Foster 3, Douglas A. Gentile 3 and David A. Dzewaltowski 4

1 School of Kinesiology, Louisiana State University, Baton Rouge, LA 70803, USA
2 Department of Food, Nutrition, Dietetics, & Health, Kansas State University, Manhattan, KS 66506, USA;

ricardo@ksu.edu
3 College of Human Sciences and Education, Iowa State University, Ames, IA 50011, USA;

gmclough@iastate.edu (G.M.M.); svazou@iastate.edu (S.V.); lmlf@iastate.edu (L.L.-F.);
dgentile@iastate.edu (D.A.G.)

4 University of Nebraska Medical Center, Omaha, NE 69198, USA; david.dzewaltowski@unmc.edu
* Correspondence: senlinchen@lsu.edu; Tel.: +1-225-578-7960

Received: 19 June 2020; Accepted: 22 July 2020; Published: 27 July 2020
����������
�������

Abstract: Background: The purpose of this study was to evaluate the implementation and effectiveness
of an ecological, multi-component adolescent obesity prevention intervention called School
Wellness Integration Targeting Child Health–Middle School (SWITCH–MS). Methods: Following
the effectiveness-implementation hybrid type 3 quasi-experimental design, seven middle schools
(377 students) in Iowa, United States, were stratified into “experienced” (n = 3; 110 students)
or “inexperienced” (n = 4; 267 students) groups to receive the 12-week SWITCH–MS intervention.
To evaluate implementation, school informants (n = 10) responded to a survey and students completed
behavioral tracking in the classroom on a website. For effectiveness evaluation, students in 6th,
7th, and 8th grades completed a validated questionnaire before and after intervention, to measure
behaviors of physical activity (PA; “Do”), screen-based activity (“View”), and fruits and vegetable
consumption (“Chew”). Results: The two groups of schools showed similar levels of implementation
for best practices, awareness, and engagement. Behavioral tracking rate favored the experienced
schools early on (47.5% vs. 11.7%), but differences leveled off in weeks 3–12 (sustained at 30.1–44.3%).
Linear mixed models demonstrated significant time effects for “Do” (at school and out of school;
p < 0.01) and “View” behaviors (p = 0.02), after controlling for student- and school-level covariates.
Conclusions: This study demonstrates that prior experience with SWITCH–MS may not be a prominent
factor for implementation and effectiveness, although greater experience is associated with favorable
behavioral tracking when the intervention is first launched.

Keywords: healthy-living behaviors; implementation science; obesity prevention; program evaluation;
school wellness

1. Introduction

Childhood obesity remains a major global public health concern with over 340 million children and
adolescents being classified overweight or obese in 2016 [1]. In the United States, more than one in five
adolescents is obese [2], and obesity prevalence in rural areas is higher than that in suburban areas [3].
More youth obesity prevention interventions that allow for adaptations in implementation in rural
areas are warranted to reduce health disparity [3]. Weight change is determined by the balance between
caloric intake and expenditure [4]. Interventions that work to influence healthy-living behaviors such
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as physical activity, diet, and screen-time-based sedentary behaviors across environmental settings
have shown effectiveness to prevent and control obesity in youth [5,6]. These interventions often entail
ecological, multi-level, and multi-component strategies across environmental settings such as school,
home, and community [5,7]. In particular, schools are considered a crucial setting to reach and impact
adolescents’ health-related behavioral outcomes, motivation, and healthy lifestyles [8,9].

The School Wellness Integration Targeting Child Health (SWITCH) is an evidence-based childhood
obesity prevention intervention (www.iowaswitch.org), centered on building school capacity to
implement comprehensive wellness programming as a means to reach students and parents.
The original Switch trial that took place at 10 schools across two states showed efficacy to change
3rd and 4th grade students’ healthy-living behaviors (i.e., physical activity, screen time, fruits
and vegetable consumption) [10]. The Switch program was subsequently modified into SWITCH
to function in a cost-effective manner, by transitioning to an online platform for data input and
behavioral assessment procedures. A formative evaluation of the program demonstrated that the
online distribution of SWITCH worked similarly as the traditional print program, for a lower financial
cost [11]. Subsequently, with grant support from the United States Department of Agriculture
(USDA; grant#: 2015-68001-23242), the SWITCH program underwent major modifications and has
been disseminated in dozens of elementary schools in Iowa to promote students’ “Do” (switch up
to 60 min or more of physical activity a day), “View” (switch down to 2 h or less of screen time
a day), and “Chew” behavioral goals (switch up to 5 or more servings of fruits and vegetables a
day). The SWITCH Implementation Process was established to build the capacity of school wellness
leaders to lead school wellness programming [12]. As an application of Healthy Youth Places
(HYP) Framework [13,14], the SWITCH Implementation Process was designed as a whole-of-school
approach to health promotion [15–17] that included training and technical support to school SWITCH
implementation teams [12]. The school implementation team was a hub for implementation in the
classroom, lunchroom and physical education (PE) [12]. Supporting the implementation process was
an online health promotion behavioral-tracking platform [18], which has shown good utility to change
physical activity outcomes [18–20].

Building upon the foundation of the SWITCH intervention for elementary school wellness and
child health, the middle school version was recently developed, namely, SWITCH–Middle School (MS).
Following the same implementation process framework [12], SWITCH–MS embraced the guiding
design, principles, and functionalities (upon making necessary adaptations to fit the structure of
middle schools and the developmental appropriateness of adolescents), and was administered in
tandem with the elementary school SWITCH for implementation in the 2018-2019 iteration (IRB.
no 18-506). The programming and evaluation of SWITCH in this iteration were guided by an
implementation science perspective to simultaneously understand the implementation and effectiveness
outcomes [21,22]. The implementation science perspective emphasizes implementation and
effectiveness as equally important outcomes, especially in multi-year, large-scale complex interventions
such as SWITCH [23–25]. The latest SWITCH elementary school intervention demonstrated modest
impact of implementation on capacity change at the targeted schools [21,22], and this capacity change
was not predicated on substantial training and support [21]. However, the implementation and
effectiveness outcomes of the newly added SWITCH–MS remain unclear. Thus, the purpose of this
study was to evaluate the implementation and effectiveness outcomes of SWITCH–MS in schools of
two distinct treatment conditions: inexperienced (no prior exposure to SWITCH) vs. experienced
schools (some prior exposure). Testing the relative differences in implementation and effectiveness
outcomes between the two conditions will determine whether prior exposure to SWITCH during
elementary school years is a significant factor for the dissemination of SWITCH–MS intervention to a
broader population of schools.

www.iowaswitch.org
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2. Materials and Methods

2.1. Design, Settings and Participants

An effectiveness-implementation hybrid type 3 quasi-experimental design was followed to
implement and evaluate the SWITCH–MS intervention [24]. A type 3 hybrid design is primarily
concerned with determining the utility of an implementation but also has a secondary aim at assessing
clinical outcomes to determine effectiveness [24]. For pragmatic reasons, we did not recruit a true
control group and randomize the schools to determine effectiveness; therefore, the design was regarded
a quasi-experimental design. Figure 1 illustrates the enrollment flow of the study. Nine schools were
categorized in one of two conditions: inexperienced (no prior exposure to SWITCH) and experienced
schools (some prior exposure) [24]. Two schools were excluded from the study due to reasons unrelated
to the intervention. Doing an intent-to-treat analysis would be unnecessary because the two schools
did not complete the protocol and could not contribute to data at posttest. Both of these two middle
schools were located in rural areas with similar socioeconomic status (57% vs. 48% eligible for free or
reduced-price lunch program). One school was larger (enrollment: 435 vs. 148 students), which was
more racially diverse than the other school (96% vs. 55% White/Caucasian). The seven remaining
schools participated in the project to receive SWITCH–MS either as experienced (n = 3 with 110
students; 51 boys, 59 girls; 54 in 6th grade, 38 in 7th grade, 18 in 8th grade) or inexperienced schools
(n = 4 with 267 students; 119 boys, 148 girls; 199 in 6th grade, 37 in 7th grade, 31 in 8th grade). Middle
schools that had counterpart elementary schools or fourth and/or fifth grades that participated in the
SWITCH elementary school project in the year before (2017–2018) were deemed “experienced” schools,
or otherwise as “inexperienced” schools.
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2.2. SWITCH–MS Intervention Process

The SWITCH–MS intervention program was expanded from the SWITCH elementary school
version, an evidence-based intervention [10]. Both interventions are guided by the SWITCH
implementation process framework [12] adapted from the HYP framework [13]. The broad objective is to
provide a whole-of-school self-sustaining infrastructure that features enhanced school wellness capacity,
conducive implementation of best practices and quality elements in schools and homes, and pursuing
goals and objectives in each setting [12,17]. The school wellness implementation team was three or
more individuals drawn from implementation settings (i.e., PE, health education classroom, lunchroom)
and administrators, one of whom assumed the school wellness team leader position. The SWITCH–MS
implementation process began with a series of preparatory webinars in summer/fall of 2018 and a
one-day in-person training conference occurred at the Iowa State University campus in early November
2018. Three implementation team members were required to attend the conference, where they
received training about the SWITCH–MS quality elements, best practices, background and rationale,
and key resources. The Iowa State University Outreach and Extension 4-H Youth Development staff

(https://www.extension.iastate.edu/4h/) who facilitate county-level 4-H programming also attended the
conference to learn about SWITCH–MS and then were tasked to work with the implementation teams
from specific schools within their respective counties to set up SWITCH–MS goals and develop action
plans. The 4-H stands for head, heart, hands, and health, and it is America’s largest youth development
organization that empowers nearly six million young children with the skills to lead for a life time
(https://4-h.org/about/what-is-4-h/). The Iowa State University Outreach and Extension 4-H was a
partner of the SWITCH–MS project, who contributed to recruitment, training, and engaging of schools.
They were considered key agents of change throughout the implementation of SWITCH–MS. A recent
study has shown that the involvement of 4-H extension staff is important to change school capacity for
wellness programing [26]. Throughout the process, implementation targeted health education, PE,
and lunchroom change as supported by curriculum modules and a robust website that facilitates access
to resources and students’ goal-setting and behavioral tracking (www.iowaswitch.org). The schools
completed baseline assessments before the spring 2019 semester started and then launched the 12-week
SWITCH–MS programming. The intervention spanned from late January to early May (including
interruptions of spring break and inclement weather). The schools completed post-test data collection
in May 2019.

2.3. Implementation and Effectiveness Outcomes

2.3.1. Whole-of-School Implementation Outcomes

The whole-of-school implementation outcomes of the SWITCH–MS were self-reported by the
key informants using a 21-item survey administered toward the end of implementation (week 12).
Specifically, 9 questions assessed the implementation of best practices by the school team (3 items for
each setting, including lunchroom, health education, and PE) and 12 questions assessed awareness
of SWITCH–MS goals and staff engagement level (6 questions for each construct). These questions
were answered on a 3-point scale. For example, a question that measures engagement in PE classes is
phrased as: “How would your team rate the overall degree of engagement in PE?” Possible choices
were: “1 = Low (little to no involvement)”, “2 = Moderate (some involvement but not enough to be a
key role player in SWITCH)”, and “3 = High (Lots of involvement and playing a key role in SWITCH
implementation)”.

2.3.2. Classroom Implementation Outcomes

In health education classrooms, students were asked to track their “Do” (at least 60 min per day),
“View” (no greater than 2 h of non-educational screen time per day), and “Chew” behaviors (5 or
more servings of fruits and/or vegetables) each week, using the sliding bar on the project website
(www.iowaswitch.org), to inform the classroom-based implementation outcome. Records of completed

https://www.extension.iastate.edu/4h/
https://4-h.org/about/what-is-4-h/
www.iowaswitch.org
www.iowaswitch.org
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vs. not completed trackers were saved to the website. Completion rate among students per class was
calculated to show the level of tracking behavior. The class-level tracking rate was aggregated by
school and then by condition (inexperienced vs. experienced) for subsequent analysis. As documented
in prior research, students’ behavioral tracking rate has been shown to be an important element of
SWITCH implementation and functionality [11,18,22].

2.3.3. Effectiveness Healthy-Living Behavior Outcomes

Three healthy-living behaviors including “Do” (PA), “View” (screen-based sedentary behaviors),
and “Chew” (fruits and vegetable consumption) were measured using the validated Youth Activity
Profile (YAP) to determine the effectiveness of SWITCH–MS. YAP has 20 questions with 10 capturing
“Do” (5 on PA at school and 5 on PA out of school) and 5 each capturing “View” and “Chew” behaviors.
The questions were answered mainly on a 5-point scale. For example, a question that measures “Do”
at school is phrased as: “How many days did you walk or bike to school? (if you can’t remember,
try to estimate”. Choices were: “A. 0 days (never)”; “B. 1 day”; “C. 2 days”; “D. 3 days”; “E. 4-5 days
(most every day)”. Previous research reported that the 15 questions of YAP assessing PA and sedentary
behavior could produce relatively accurate group-level estimates of PA and sedentary in comparison
to objective measures [27,28]. For example, one recent study reported that upper and lower limit of
95% CI for YAP predicted scores were within 10–20% of accelerometer-estimated scores [28]. The 5
questions on the “Chew” behavior were added upon the original validation of YAP, and showed small
to moderate correlations (r = 0.27) with a validated instrument for concurrent validity [29].

2.4. Data Collection

Students’ healthy-living behaviors (i.e., “Do”, “View”, “Chew”) were assessed using YAP before
and after SWITCH–MS implementation. Students completed the questionnaire online at their school’s
media center, or in their gymnasium, using laptop computers under the supervision of their teachers.
The teachers received training through preparatory webinars on how to administer the questionnaire.
Students were encouraged to ask questions when needed, and then completed the questionnaire
independently. In addition, students were prompted by their health education classroom teachers
to complete the “Do”, “View”, and “Chew” behavioral trackers each week during the 12 weeks
of SWITCH–MS implementation. For the staff survey, the core school implementation team staff

or key informants were asked to complete the survey online toward the end of the SWITCH–MS
implementation (week 12). All data were automatically recorded and saved in the online server and
then downloaded during summer 2019 for cleaning and processing.

2.5. Data Analysis

Descriptive statistics (M, SD, N, percentage) were obtained to evaluate the implementation
of SWITCH–MS. First, for whole-of-school implementation evaluation, descriptive statistics for
staff-reported implementation of best practices (including PE, health, and lunchroom), awareness,
and engagement were compared between inexperienced and experienced schools. For classroom
implementation evaluation, a line chart was drawn to illustrate the weekly tracker completion rate
for inexperienced vs. experienced schools across the 12 weeks. To determine the effectiveness of
SWITCH–MS, a series of three-level linear mixed models (i.e., time nested within student nested within
schools) were specified, where student-level healthy-living behaviors were entered as dependent
variables (i.e., “Do” at school, “Do” out of school, “View”, and “Chew” behaviors, respectively),
with one dependent variable per model. Specifically, in model 1, we tested the null or no predictor model
with randomly varying intercept at student and school–level. In model 2, we tested the fixed effects
of time (pre vs. posttest), condition (inexperienced vs. experienced schools), and time–by–condition
interaction with randomly varying intercepts at student and school levels. In model 3, we added
gender and grade as student-level covariates to the model 2. In model 4, we added one of the
four school–level covariates (i.e., behavioral tracking, staff–reported best practice implementation,
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awareness, and engagement, respectively) to model 3. Socioeconomic status was not entered as a
school level predictor due to its small variation between schools (see FARM% statistics in Table 1).
Least squared means and standard errors for time–by–condition interaction were obtained from model
4 where behavioral tracking was entered as a school-level predictor. Line charts were drawn to depict
the time–by–condition interaction effects for “Do” at school, “Do” out of school, “View”, and “Chew”
behaviors. [17]. Unstandardized regression coefficient estimate (B), standard error (s.e.), p value,
and intra-class correlational (ICC) coefficient were reported as results from model 4 for each of the
healthy-living behaviors. The sequential three-level linear mixed modeling described above was
performed by following Heck et al.’s tutorials [30]. SPSS 26.0 (IBM: Armonk, NY, USA) was used for
data analyses and Microsoft Excel 2016 was used to draw line charts. Alpha was set at the 0.05 level
for significance testing.

Table 1. Characteristics of the Inexperienced and Experienced Schools.

School # Group Locale Enrollment %White %Male %FARM

1 Inexperienced Rural: Distant 227 95% 54% 21%
2 Inexperienced Rural: Distant 97 99% 46% 22%
3 Inexperienced City: Mid-size 737 30% 49% 74%
4 Inexperienced Rural: Distant 189 93% 49% 28%

5 * Experienced Town: Fringe 30 92% 45% —
6 Experienced Rural: Distant 270 89% 54% 34%
7 Experienced Rural: Remote 70 96% 54% 26%

Note. #: school number; %FARM: percentage of student eligible for free or price-reduced meals. * School 5 is a
private school so no %FARM was calculated. Data were retrieved from www.nces.ed.gov.

3. Results

3.1. Implementation Outcomes

Table 2 shows the staff-reported implementation levels of SWITCH–MS best practices (including
health education, PE, and lunchroom curricular modules), awareness of SWITCH goals, and engagement
in accomplishing these goals for inexperienced vs. experienced schools. The average scores for
these implementation indicators were commensurate between the two groups of schools, although
experienced schools showed higher levels of engagement and inexperienced schools showed higher
implementation in the lunchroom.

Table 2. Whole-of-School Implementation Outcomes for Best Practices, Awareness, and Engagement
(M ± SD).

Group Implementation of the Best Practices
Awareness Engagement

Health PE Lunchroom

Inexperienced (n = 3) 1.9 ± 0.4 1.4 ± 0.2 2.2 ± 1.1 2.2 ± 0.2 1.9 ± 0.3
Experienced (n = 3) 1.8 ± 0.4 1.4 ± 0.5 1.7 ± 0.6 2.3 ± 0.3 2.3 ± 0.3

Note. One of the four inexperienced schools did not complete the survey. PE: physical education.

Figure 2 illustrates the weekly tracker completion rate over the 12 weeks of SWITCH–MS
implementation at inexperienced vs. experienced schools. Overall, both groups of schools showed low
to moderate tracking rates (below 50%). Experienced schools started at a moderate level of behavioral
tracking rate (47.5%) and sustained at the range of 31.3-44.3% between weeks 3 and 12. Inexperienced
schools’ behavioral tracking rate started low (11.7% in week 1 and 6.6% in week 2) but gradually
increased from week 3 and sustained at a level that was comparable to the experienced schools’.
As shown in Figure 2 (see standard errors), variation of behavioral tracking rate between schools per
group was relatively large

www.nces.ed.gov
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(n = 3) Schools.

3.2. Effectiveness Outcomes

Four sequential linear mixed models were conducted for each of the behavior outcome variables
(i.e., “Do” at school, “Do” out of school, “View”, and “Chew” behaviors). Table 3 show the results from
the final model (i.e., model 4) for each of the four healthy-living behaviors. Model 1 (i.e., the null/no
predictor model) across the four behavioral outcomes showed small clustering effect at the school-level
which accounted for 2.0-9.8% total variances, so student- and school-level predictors were subsequently
added for further testing. Model 2 (time, condition, and time-by-condition interaction) showed a
significant time effect for “Do” at school (p = 0.01), “Do” out of school (p < 0.01), and “View” behaviors,
favoring posttest behaviors (p = 0.02). These models showed a small clustering effect, with 1.8-9.6%
variances accounted for at the school level. Model 3 added gender and grade as student-level predictors
to model 2, and model 4 added behavioral tracking, staff-reported implementation of best practice,
awareness, and engagement, respectively. Compared to girls, boys showed significantly higher “Do”
behaviors (at school p < 0.01, and out of school p = 0.03) but also higher “View” behavior (p < 0.01).
By grade, 6th grade students displayed significantly higher “Do” behaviors, higher “Chew” behaviors,
and lower “View” behaviors (p < 0.01) than 8th grade students; while 7th grade students also showed
higher “Chew” behaviors than 8th grade students (p = 0.04). Behavior tracking, as a school-level
covariate, only seemed to matter to “Do” out of school behavior (p = 0.03). To save space, Table 3
only reports behavioral tracking rate as the only school-level predictor as these school-level predictors
showed similar results. School-level clustering ranged 3.8-17.3% for model 3 and 0.7-20.8% for model
4, across the four behavioral outcomes.

Figure 3 illustrates the descriptive results for “Do” (at school and out of school), “View”,
and “Chew” behaviors by time (pretest vs. posttest) and condition (inexperienced vs. experienced
schools) using the least square means and standard errors obtained from model 4 of four separate
linear mixed models (adjusted for student- and school-level covariates). Overall, both inexperienced
and experienced conditions showed favorable temporal changes for “Do” at school, “Do” out of school,
and “View” behaviors (lower values indicate lower screen-based sedentary behaviors).
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Table 3. Results from Four Sequential 3-Level Linear Mixed Models for “Do” at School as
Outcome Variable.

Behavior
Outcome

Predictors B s.e. df t p
95% CI Variances Explained at

Levels 1, 2, 3Lower Upper

“Do” at
School

Intercept 2.04 0.41 4.83 4.96 <0.01 0.97 3.11

33.5%, 45.7%, 20.8%

Time (T1) −0.20 0.07 375.05 −2.83 <0.01 −0.34 −0.06
Condition

(inexp.) −0.62 0.35 4.32 −1.79 0.14 −1.55 0.31

Time×Condition
(T1×inexp.) 0.05 0.08 374.93 0.55 0.59 −0.12 0.21

Gender (boys) 0.23 0.08 383.42 3.09 <0.01 0.08 0.38
Grade (6th G) 0.85 0.13 379.46 6.34 <0.01 0.59 1.11
Grade (7th G) −0.10 0.14 394.64 −0.73 0.46 −0.37 0.17

Tracking 0.14 0.85 4.08 0.17 0.88 −2.20 2.48

“Do” out
of School

Intercept 2.99 0.20 16.25 15.03 <0.01 2.57 3.41

45.7%, 53.6%, 0.7%

Time (T1) −0.37 0.09 375.08 −4.12 <0.01 −0.54 −0.19
Condition

(inexp.) −0.31 0.14 5.43 −2.29 0.07 −0.65 0.03

Time×Condition
(T1×inexp.) 0.13 0.11 374.98 1.21 0.23 −0.08 0.34

Gender (boys) 0.20 0.09 384.25 2.17 0.03 0.02 0.37
Grade (6th G) 0.60 0.15 148.25 3.98 <0.01 0.30 0.89
Grade (7th G) 0.23 0.16 379.02 1.44 0.15 −0.09 0.55

Tracking 0.94 0.30 4.31 3.09 0.03 0.12 1.76

“View”
Behavior

Intercept 3.14 0.16 9.89 19.48 <0.01 2.78 3.50

46.5%, 52.4%, 1.1%

Time (T1) 0.16 0.07 374.98 2.25 0.03 0.02 0.30
Condition

(inexp.) −0.01 0.11 3.74 −0.08 0.94 −0.33 0.31

Time×Condition
(T1×inexp.) −0.11 0.08 374.88 −1.35 0.18 −0.28 0.05

Gender (boys) 0.21 0.07 384.16 2.98 <0.01 0.07 0.35
Grade (6th G) −0.46 0.12 139.81 −3.90 <0.01 −0.69 −0.23
Grade (7th G) −0.22 0.13 379.96 −1.73 0.08 −0.47 0.03

Tracking −0.60 0.25 2.96 −2.35 0.10 −1.42 0.22

“Chew”
Behavior

Intercept 2.86 0.23 6.75 12.33 <0.01 2.31 3.42

31.7%, 61.9%, 6.5%

Time (T1) −0.05 0.06 375.30 −0.90 0.37 −0.17 0.06
Condition

(inexp.) −0.16 0.18 4.61 −0.90 0.41 −0.65 0.32

Time×Condition
(T1×inexp.) 0.01 0.07 375.15 0.11 0.91 −0.13 0.14

Gender (boys) −0.10 0.07 390.33 −1.44 0.15 −0.24 0.04
Grade (6th G) 0.64 0.12 333.44 5.17 <0.01 0.40 0.89
Grade (7th G) 0.26 0.13 405.07 2.02 0.04 0.01 0.51

Tracking 0.65 0.44 4.09 1.48 0.21 −0.56 1.87

Note. T1 = Time 1 or pretest; inexp. = inexperienced schools condition. Levels 1, 2, 3 correspond to time-, student-,
and school-levels. In these models where predictors were categorical variables (time, condition, gender, and
grade), time 2 (or posttest), experienced condition, girls, 8th grade was used as referent group. Bold values denote
statistically significant or p < 0.05
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4. Discussion

The purpose of this study was to evaluate the implementation and effectiveness of the SWITCH–MS
intervention, as a whole-of-school intervention. The implementation and effectiveness outcomes
were compared between inexperienced vs. experienced schools, which showed similarities and
differences that are theoretically and practically meaningful. The findings and their implications are
discussed below.

The implementation evaluation of SWITCH–MS revealed some interesting findings about the
implementation outcomes. First, the whole-of-school implementation of SWITCH–MS components
were similar and commensurate between the two conditions of schools for utilizing best practices in
PE, health classroom, and lunchroom; being cognizant of the SWITCH–MS goals at multiple levels
(from teachers and lunchroom staff to parents’ involvement); and staying engaged in achieving these
goals (see Table 2). However, on average, the experienced schools (n = 3) showed slightly higher
levels of engagement, but lower levels of best practice implementation in the lunchroom than the
inexperienced schools (n = 3). Inferential statistics were not conducted on these implementation
outcomes due to small sample size at the school level (n = 6). Furthermore, classroom-based
implementation—as represented by weekly behavioral tracking rate for “Do”, “View”, and “Chew”
behaviors—was better in the experienced schools during the first two weeks of implementation
than that in the inexperienced schools, but the group differences were attenuated between weeks
3 and 12. As previously mentioned, behavioral tracking is an essential element of the SWITCH
programing [12,18]. Previous evaluation of the SWITCH elementary school intervention showed
staff engagement was a key factor of boosting and sustaining students’ behavioral tracking rate [12].
The present implementation outcomes for SWITCH–MS are somewhat consistent with the findings
from the 2017-2018 iteration of the SWITCH elementary school intervention which showed that
SWITCH was implemented to a similar extent between the standard and enhanced conditions [21,22],
showing SWITCH–MS can be easily implemented without the necessity of prior exposure or additional
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training/support. This finding is encouraging to the future dissemination and implementation of
SWITCH–MS in broader schools.

The effectiveness evaluation demonstrated that SWITCH–MS intervention was associated with
significant temporal changes in most of the healthy-living behaviors (“Do” at school, “Do” out of school,
and “View” behaviors) among middle school students at both inexperienced and experienced schools.
Our three-level linear mixed models adjusted for student- and school-level predictors in order to
accurately determine the intervention effect. The non-significant time-by-condition interaction effects
for the healthy-living behaviors suggest that prior exposure to SWITCH in upper elementary school
years did not matter when it comes to the effectiveness of SWITCH–MS on these behaviors. In other
words, SWITCH–MS can render similar influence on promoting middle school students’ healthy-living
behaviors (“Do” and “View”), which is not predicated on prior experiences. These results are consistent
with the previous findings shown in the original elementary school Switch efficacy trial, verifying the
potential of SWITCH programing in influencing school wellness and child health [10,12,18].

Taken together the implementation and effectiveness evaluation, this study provides evidence of
SWITCH–MS, as an adolescent obesity prevention intervention. The findings verify the importance of
following the SWITCH Implementation Process framework for implementation across environmental
settings, attending preparatory webinars and in-person training, as well as the involvement of 4-H
staff engagement [12,26]. Making adaptations to fit the needs and structures of middle schools and the
developmental levels of adolescents was also a critical step, however, to provide a more appropriate
implementation process for the SWITCH–MS intervention. The findings from this study corroborate
that schools can be an effective setting to promote and shape adolescents’ healthy-living behaviors [8,9].
Conducive environmental affordances and wellness policies, which typically are lacking or inadequate
and require intentional promotion in most schools, are needed to enhance implementation and
effectiveness outcomes for multi-component, ecological interventions such as SWITCH–MS.

Despite the demonstrated implementation and effectiveness of the SWITCH–MS intervention,
we acknowledge several limitations of this study. First, in this effectiveness-implementation hybrid
type 3 design quasi–experimental study [24], we did not recruit schools to serve as true controls,
which limits our ability to determine the true effectiveness of SWITCH–MS in changing healthy-living
behaviors. As a result, any temporal change observed in this study could be due to seasonality
effects. However, this research design was pragmatic in public health research, as Switch at the
elementary school level previously established efficacy [10] and the SWITCH–MS is a derivative of
its elementary predecessor. Therefore, the observed temporal changes in healthy-living behaviors
between the two conditions can be viewed as relative effectiveness. Another noticeable limitation of
this study is the small sample size and heterogeneity of enrollment size at the school level. Due to
substantial missing data at two schools, we were only able to utilize data collected from seven schools.
We wish we recruited more schools across geographical regions but only had limited resources to
conduct this pilot study. In addition, this study used self-reported measures to assess the variables.
We acknowledge self-report measures may not be as accurate as objective measures. However, in a
large-scaled intervention study like this one, collection of self-reported data is more feasible.

5. Conclusions

This evaluation study has provided evidence for the implementation and effectiveness outcomes of
SWITCH–MS, as a whole-of-school intervention, in changing middle school wellness and adolescents’
healthy-living behaviors. For implementation outcomes, the two groups of schools showed similar
levels of self-reported best practices, awareness, and engagement. Classroom-based implementation,
as represented by the behavioral-tracking practice, was also similar between the two groups of schools
after the intervention was launched beyond two weeks. For effectiveness outcomes, students’ physical
activity levels both during and out of school, and screen-time-based sedentary behaviors improved over
the 12 weeks of intervention, regardless of treatment groups. Based on the evidence, we conclude that
the implementation and effectiveness of SWITCH–MS are not predicated on students’ prior experience,
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although some implementation indicators (e.g., behavioral tracking) may favor the experienced schools
than inexperienced schools. The findings shed light on future implementation and dissemination of
the SWITCH–MS intervention in broader schools.

Author Contributions: Conceptualization of research design S.C., D.A.D. and L.L-F.; planning of the study S.C.,
R.R.R., G.M.M., S.V., L.L.-F., D.A.G. and D.A.D.; data collection in schools and data cleaning G.M.M.; data analysis
S.C.; writing—original and draft preparation S.C. and R.R.R.; revision S.C., R.R.R., G.M.M., S.V., L.L.-F., D.A.G.
and D.A.D. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Eunice Kennedy Shriver National Institute of Child Health and Human
Development, National Institutes of Health (Grant # R21HD090513).

Acknowledgments: We thank Gregory J. Welk for facilitating the operation of this study. Philip Dixon provided
statistical consulting to the research design and data analysis. Laura C. Liechty, Ann Torbert, and Quinn M.
Zuercher (Iowa State University Extension and Outreach), and Joseph Lee (University of Colorado at Colorado
Springs) made contributions to the distribution, implementation, and evaluation of SWITCH–MS. Jennifer Smith
(Iowa State University), Priscilla R. Candal (Iowa State University), and Kelly Simonton (University of Memphis)
contributed to the development of SWITCH–MS modules. Thank you to the anonymous students, teachers, staff,
and administrators who contributed data and/or facilitated the operation of this project.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to
publish the results.

References

1. World Health Organization. Obesity and Overweight Key Facts. 2020. Available online: https://www.who.
int/en/news-room/fact-sheets/detail/obesity-and-overweight (accessed on 19 May 2020).

2. Hales, C.M.; Fryar, C.D.; Carroll, M.D.; Freedman, D.S.; Ogden, C.L. Trends in obesity and severe obesity
prevalence in US youth and adults by sex and age, 2007–2008 to 2015–2016. JAMA 2018, 319, 1723–1725.
[CrossRef] [PubMed]

3. Ogden, C.L.; Fryar, C.D.; Hales, C.M.; Carroll, M.D.; Aoki, Y.; Freedman, D.S. Differences in obesity prevalence
by demographics and urbanization in US children and adolescents, 2013–2016. JAMA 2018, 319, 2410–2418.
[CrossRef]

4. Manore, M.M.; Brown, K.; Houtkooper, L.; Jakicic, J.M.; Peters, J.C.; Edge, M.S.; Steiber, A.; Going, S.;
Gable, L.G.; Krautheim, A.M. Energy balance at a crossroads: Translating the science into action. Med. Sci.
Sport Exerc. 2014, 46, 2466–2473. [CrossRef] [PubMed]

5. Sobol-Goldberg, S.; Rabinowitz, J.; Gross, R. School-based obesity prevention programs: A meta-analysis of
randomized controlled trials. Obesity (Silver Spring) 2013, 21, 2422–2428. [CrossRef] [PubMed]

6. Wang, Y.; Cai, L.; Wu, Y.; Wilson, R.F.; Weston, C.; Fawole, O.; Bleich, S.N.; Cheskin, L.J.; Showell, N.N.;
Lau, B.D.; et al. What childhood obesity prevention programmes work? A systematic review and
meta-analysis. Obes. Rev. 2015, 16, 547–565. [CrossRef]

7. Knowlden, A.P.; Sharma, M. Systematic review of family and home-based interventions targeting paediatric
overweight and obesity. Obes. Rev. 2012, 13, 499–508. [CrossRef]

8. Sevil, J.; García-González, L.; Abós, Á.; Generelo, E.; Aibar, A. Can high schools be an effective setting to
promote healthy lifestyles? effects of a multiple behavior change intervention in adolescents. J. Adolesc.
Health 2019, 64, 478–486. [CrossRef]

9. Sevil-Serrano, J.; Aibar, A.; Abós, Á.; Generelo, E.; García-González, L. Improving motivation for physical
activity and physical education through a school-based intervention. J. Exp. Educ. 2020, 1–21. [CrossRef]

10. Gentile, D.A.; Welk, G.; Eisenmann, J.C.; Reimer, R.A.; Walsh, D.A.; Russell, D.W.; Callahan, R.; Walsh, M.;
Strickland, S.; Fritz, K. Evaluation of a multiple ecological level child obesity prevention program: Switch
what you Do, View, and Chew. BMC Med. 2009, 7, 49. [CrossRef]

11. Welk, G.J.; Chen, S.; Nam, Y.H.; Weber, T.E. A formative evaluation of the SWITCH(R) obesity prevention
program: Print versus online programming. BMC Obes. 2015, 2, 20. [CrossRef]

12. Chen, S.; Dzewaltowski, D.A.; Rosenkranz, R.R.; Lanningham-Foster, L.; Vazou, S.; Gentile, D.A.; Lee, J.A.;
Braun, K.J.; Wolff, M.M.; Welk, G.J. Feasibility study of the SWITCH implementation process for enhancing
school wellness. BMC Public Health 2018, 18, 1119. [CrossRef] [PubMed]

https://www.who.int/en/news-room/fact-sheets/detail/obesity-and-overweight
https://www.who.int/en/news-room/fact-sheets/detail/obesity-and-overweight
http://dx.doi.org/10.1001/jama.2018.3060
http://www.ncbi.nlm.nih.gov/pubmed/29570750
http://dx.doi.org/10.1001/jama.2018.5158
http://dx.doi.org/10.1249/MSS.0000000000000318
http://www.ncbi.nlm.nih.gov/pubmed/24932615
http://dx.doi.org/10.1002/oby.20515
http://www.ncbi.nlm.nih.gov/pubmed/23794226
http://dx.doi.org/10.1111/obr.12277
http://dx.doi.org/10.1111/j.1467-789X.2011.00976.x
http://dx.doi.org/10.1016/j.jadohealth.2018.09.027
http://dx.doi.org/10.1080/00220973.2020.1764466
http://dx.doi.org/10.1186/1741-7015-7-49
http://dx.doi.org/10.1186/s40608-015-0049-1
http://dx.doi.org/10.1186/s12889-018-6024-2
http://www.ncbi.nlm.nih.gov/pubmed/30217186


Int. J. Environ. Res. Public Health 2020, 17, 5401 12 of 12

13. Dzewaltowski, D.A.; Estabrooks, P.A.; Johnston, J.A. Healthy youth places promoting nutrition and physical
activity. Health Educ. Res. 2002, 17, 541–551. [CrossRef] [PubMed]

14. Dzewaltowski, D.A.; Estabrooks, P.A.; Welk, G.; Hill, J.; Milliken, G.; Karteroliotis, K.; Johnston, J.A. Healthy
youth places: A randomized controlled trial to determine the effectiveness of facilitating adult and youth
leaders to promote physical activity and fruit and vegetable consumption in middle schools. Health Educ.
Behav. 2009, 36, 583–600. [CrossRef] [PubMed]

15. Lewallen, T.C.; Hunt, H.; Potts-Datema, W.; Zaza, S.; Giles, W. The Whole School, Whole Community, Whole
Child model: A new approach for improving educational attainment and healthy development for students.
J. Sch. Health 2015, 85, 729–739. [CrossRef] [PubMed]

16. Rooney, L.E.; Videto, D.M.; Birch, D.A. Using the whole school, whole community, whole child model:
Implications for practice. J. Sch. Health 2015, 85, 817–823. [CrossRef] [PubMed]

17. Educating the Student Body Taking Physical Activity and Physical Education to School; Institute of Medicine:
Washington, DC, USA, 2013.

18. McLoughlin, G.M.; Rosenkranz, R.R.; Lee, J.A.; Wolff, M.M.; Chen, S.; Dzewaltowski, D.A.; Vazou, S.;
Lanningham-Foster, L.; Gentile, D.A.; Rosen, M.S.; et al. The Importance of self-monitoring for behavior
change in youth: Findings from the SWITCH®school wellness feasibility study. Int. J. Environ. Res. Public
Health 2019, 16, 3806. [CrossRef]

19. Chen, S.; Liu, Y.; Welk, G.J. Using a hybrid design to analyze effectiveness and implementation of a refined
energy-balance education module for upper elementary physical education. J. Rech. Interv. Educ. Phys. Sport
2019, 3, 108–124. [CrossRef]

20. Chen, S.; Zhu, X.; Androzzi, J.; Nam, Y.H. Evaluation of a concept-based physical education unit for energy
balance education. J. Sport Health Sci. 2018, 7, 353–362. [CrossRef]

21. Lee, J.A.; McLoughlin, G.; Dzewaltowski, D.A.; Rosenkranz, R.R.; Lanningham-Foster, L.; Vazou, S.; Chen, S.;
Gentile, D.; Liechty, L.; Welk, G.J. Evaluation of the implementation process and outcomes in the school
wellness integration targeting child health (SWITCH®). Proj. Eval. Progr. Plan. under review.

22. McLoughlin, G.M.; Candal, P.; Vazou, S.; Lee, J.A.; Dzewaltowski, D.A.; Rosenkranz, R.R.;
Lanningham-Foster, L.; Gentile, D.A.; Liechty, L.; Chen, S.; et al. Evaluating the implementation of
the SWITCH® school wellness intervention through mixed methods. Int. J. Behav. Nutr. Phys. Act.. under
review.

23. Colditz, G.A. The promises and challenges of dissemination and implementation research. In Dissemination
and Implementation Research in Health; Brownson, R.C., Colditz, G.A., Proctor, E.K., Eds.; Oxford University
Press: New York, NY, USA, 2012.

24. Curran, G.M.; Bauer, M.; Mittman, B.; Pyne, J.M.; Stetler, C. Effectiveness-implementation hybrid designs:
Combining elements of clinical effectiveness and implementation research to enhance public health impact.
Med. Care 2012, 50, 217–226. [CrossRef] [PubMed]

25. Durlak, J.A.; DuPre, E.P. Implementation matters: A review of research on the influence of implementation
on program outcomes and the factors affecting implementation. Am. J. Community Psychol. 2008, 41, 327–350.
[CrossRef]

26. McLoughlin, G.M.; Vazou, S.; Liechty, L.; Torbert, A.; Lanningham-Foster, L.; Rosenkranz, R.R.; Welk, G.J.
Transdisciplinary approaches for the dissemination of the SWITCH school wellness initiative through a
distributed 4-H/extension network. Child. Youth Care Forum 2020. [CrossRef]

27. Saint-Maurice, P.F.; Kim, Y.; Hibbing, P.; Oh, A.Y.; Perna, F.M.; Welk, G.J. Calibration and validation of the
youth activity profile: The FLASHE study. Am. J. Prev. Med. 2017, 52, 880–887. [CrossRef] [PubMed]

28. Saint-Maurice, P.F.; Welk, G.J. Validity and calibration of the youth activity profile. PLoS ONE 2015, 10,
e0143949. [CrossRef]

29. Klimesh, K.A. Associations between the Family Nutrition and Physical Activity Screening Tool and the Youth Activity
Profile; Department of Kinesiology, Iowa State University: Ames, IA, USA, 2015.

30. Heck, R.H.; Thomas, S.L.; Tabata, L.N. Multilevel and Longitudinal Modeling with IBM SPSS, 2nd ed.; Routledge:
New York, NY, USA, 2013.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1093/her/17.5.541
http://www.ncbi.nlm.nih.gov/pubmed/12408199
http://dx.doi.org/10.1177/1090198108314619
http://www.ncbi.nlm.nih.gov/pubmed/18469366
http://dx.doi.org/10.1111/josh.12310
http://www.ncbi.nlm.nih.gov/pubmed/26440815
http://dx.doi.org/10.1111/josh.12304
http://www.ncbi.nlm.nih.gov/pubmed/26440824
http://dx.doi.org/10.3390/ijerph16203806
http://dx.doi.org/10.4000/ejrieps.3648
http://dx.doi.org/10.1016/j.jshs.2016.06.011
http://dx.doi.org/10.1097/MLR.0b013e3182408812
http://www.ncbi.nlm.nih.gov/pubmed/22310560
http://dx.doi.org/10.1007/s10464-008-9165-0
http://dx.doi.org/10.1007/s10566-020-09556-3
http://dx.doi.org/10.1016/j.amepre.2016.12.010
http://www.ncbi.nlm.nih.gov/pubmed/28526365
http://dx.doi.org/10.1371/journal.pone.0143949
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Design, Settings and Participants 
	SWITCH–MS Intervention Process 
	Implementation and Effectiveness Outcomes 
	Whole-of-School Implementation Outcomes 
	Classroom Implementation Outcomes 
	Effectiveness Healthy-Living Behavior Outcomes 

	Data Collection 
	Data Analysis 

	Results 
	Implementation Outcomes 
	Effectiveness Outcomes 

	Discussion 
	Conclusions 
	References

