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EXECUTIVE SUMMARY 
INTRODUCTION   

Departures from a healthy weight trajectory are becoming a common occurrence among Canadian 
children and teens. In British Columbia (BC), approximately 26 percent of children aged two to 17 
are overweight or obese. These children have an 80 percent or higher probability of becoming obese 
in adulthood and, as adults, face increased risks of chronic health conditions. It isn’t only the future 
that is impacted. Studies have shown that overweight and obese children are more likely to have a 
reduced quality of life and are at greater risk of being teased, bullied and socially isolated. 

The Childhood Healthy Weights Intervention Initiative offered family-based programming between 
January 2013 and June 2014 to help families with overweight or obese children in BC to increase 
healthy eating and physical activity behaviours to promote healthy weights. It was a Demonstration 
Project led by the Childhood Obesity Foundation in partnership with the Province of BC. It 
provided free access to three interventions: Shapedown BC, integrated telehealth support through 
Dietitian Services at HealthLink BC and the Physical Activity Line (now provided through the 
HealthLink BC Eating and Activity Program for Kids) and MEND (Mind, Exercise, Nutrition, Do 
it!). These programs continue to be delivered to BC families to this day. The Childhood Healthy Weights 
Intervention Initiative: Shifting the Destination by Shifting the Trajectory Evaluation Report examined impacts of 
Shapedown BC and MEND interventions. 

This evaluation report builds on the findings from the Shifting the Destination by Shifting the Trajectory 
Evaluation Report. It focuses on MEND 7-13 programs implemented during the first two years 
following the Childhood Healthy Weights Intervention Initiative. During this time, MEND was 
implemented in 23 BC communities.  
 
BACKGROUND 

MEND is a community-based, evidence-based program for children who are just departing or are 
off the healthy weight trajectory. MEND programs are age-specific and BC is implementing the 
MEND 7-13 and MEND 5-7 programs. MEND is offered for free by trained leaders with 
recreation and/or health backgrounds. Families self-refer to the program. MEND 7-13 is intended 
for children aged seven to 13 who have a BMI-for-age above the 85th percentile. The 10-week 
program requires both the child and at least one parent to participate.  

This evaluation examined issues of Reach, Effectiveness, Adoption, Implementation and 
Maintenance, often referred to as the ‘RE-AIM’ Framework, for 72 MEND 7-13 programs delivered 
from July 2014 through June 2016- six cycles of the programs. It also includes findings from the 
Demonstration Project evaluation of 33 programs for comparison purposes. 

MEND 7-13 reached and retained children across BC  

MEND 7-13 programs reached almost 500 eligible participants in Years One and Two after the 
Demonstration Project. Participants attended programs in all five regional health authorities in BC. 
They came from both two-parent and single-parent families. Participants’ families represented a 
variety of ethnicities. Boys and girls participated almost equally in MEND 7-13. Most participants 
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had a BMI-for-age above the 97th percentile. Parents of participants had varying education levels and 
families had various annual household income levels. 

MEND 7-13 participants most often learned of MEND from posters/flyers followed by referrals. 
Provincial and site-level recruitment activities have included developing new marketing materials, 
online and onsite promotions, presentations and media relations initiatives. MEND 7-13 programs 
continued to experience recruitment challenges. 

MEND 7-13 retention appeared high; over three-quarters of children were retained in the program. 
Almost 400 eligible participants were retained in Years One and Two after the Demonstration 
Project. Families most often dropped out due to changes in family circumstances or timing.  

MEND 7-13 participants made healthy lifestyle changes  

Children ate more vegetables and fruit after MEND 7-13. The program helped families better 
understand healthy eating and build it into their daily routine. Children increased physical activity 
and continued to meet Canadian physical activity guidelines. MEND 7-13 helped families build 
physical activity into their daily routine. Children reduced their screen time and continued to meet 
Canadian sedentary behaviour guidelines.  

Children’s emotional distress was reduced after MEND 7-13. Parents felt that the program helped 
their child’s self-esteem and improved their relationship with their child. Children felt better about 
their body image after MEND 7-13. Children’s self-esteem improved after the program.  

Children’s BMI and BMI z-score decreased after MEND 7-13 and children’s waist circumference 
was reduced after participating in the program. Parents’ BMI decreased after MEND 7-13. 

This evaluation’s results were similar to changes observed in previous MEND evaluations in BC, 
Alberta and the UK. 

Families and staff were satisfied with MEND 7-13 

Parents reported satisfaction with the information provided by MEND 7-13. Children had fun and 
liked their leaders. Children, parents and leaders gave the sessions high ratings. They particularly 
liked the “How to be a MEND Detective” and “Fats and Sugars” sessions. They also liked the child 
engagement and group aspects of the MEND programming, along with the interpersonal 
connections made between families.  

When asked what they’d most like to change, children and parents most frequently suggested more 
physical activity, fewer questionnaires, having two age groups (younger and older) and different 
program timing (time of day, day of week, number of sessions, length of sessions).  

Twenty-five program sites have participated in MEND 7-13 since July 2014 

Fourteen program sites participated in MEND 7-13 in Year One and 23 in Year Two (12 
participated in both years). Twelve program sites are participating in MEND 7-13 in Fall 2016.  

STRENGTHS AND LIMITATIONS 

The evaluation’s strengths included its high external validity, use of valid and reliable instruments, 
pre-existing evidence base, comprehensive datasets, multiple lines of quantitative and qualitative 
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data, and guidance from an evaluation working group. Its limitations included a lack of control 
groups, quantitative follow-up data and feedback data from those who were not retained in the 
program or did not complete forms.  
 
DISCUSSION OF FINDINGS 

Participation increased in the second year as compared to the first year. In Year Two, programs 
served families with children along a wider range of the weight continuum. Participation of children 
above a healthy weight varied by health region. Children most often participated in MEND by 
attending programs in the Fraser Health region. The Northern Health region had the fewest 
participants. Physician-related recommendations and referrals to the program increased in Year Two 
as a result of targeted recruitment strategies. 

MEND 7-13 exhibited consistent and positive outcomes over both years. Program content 
continued to receive very positive feedback. However, it is unclear to what extent lifestyle changes 
made during MEND are continued by participants and their families after the programs finish.  

CONCLUSION 

MEND broadened its reach and sustained its impacts. New sites and children participated in 
MEND 7-13 programming in Year One and Year Two after the Demonstration Project. Once 
participants entered the MEND 7-13 programs most stayed in them and experienced positive 
physical and mental health outcomes. MEND 7-13 results in BC compare well with previously 
reported national and international effects. However, participants’ long term health outcomes 
remain unknown and maintenance programming could be strengthened. 
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1. INTRODUCTION 
Departures from a healthy weight trajectory are becoming a common occurrence among Canadian 
children and teens – obesity rates in teens have tripled in 25 years1 2, and one-third of Canadian 
children and youth are now overweight or obese3. In British Columbia (BC), approximately 26 
percent of children aged two to 17 are overweight or obese4. If left unchecked, obese adolescents 
have an 80 percent or higher probability of becoming obese in adulthood5 and, as adults, face 
increased risks of chronic health conditions such as heart disease, cancer and stroke 6 7. Preventing 
childhood obesity and providing interventions as early as possible is beneficial to adult health8 9. 

But it isn’t only the future that is impacted by childhood obesity. Studies have shown that obesity 
contributes to neurocognitive damage in children10, they are more likely to have a reduced quality of 
life and are at greater risk of being teased, bullied and socially isolated11. 

There is a growing body of evidence pointing to the benefits of family-based intervention programs 
for children who are departing from the healthy weight trajectory12. Some of these benefits are 
presented in Childhood Healthy Weights Intervention Initiative: Shifting the Destination by Shifting the Trajectory 
Evaluation Report. The report was produced by the Childhood Obesity Foundation in March 2015. It 
examines impacts of the Childhood Healthy Weights Intervention Initiative, which offered British 
Columbians family-based programming between January 2013 and June 2014 to help families with 
overweight or obese children so that more children attain and remain at a healthy weight. It was led 

                                                 
1 C. Le Petit and J.-M. Berthelot, "Obesity - a growing issue," Health Reports, vol. 17, no. 3, pp. 43-50, 2006. 
2 M. Shields, "Overweight and obesity among children and youth," Health Reports, vol. 17, no. 3, pp. 27-42, 2006. 
3 K. C. Roberts, M. Shields, M. de Groh, A. Aziz and J.-A. Gilbert, "Overweight and obesity in children and adolescents: 
Results from the 2009 to 2011 Canadian Health Measures Survey," Health Reports, vol. 23, no. 3, pp. 3-7, 2012. 
4 M. Shields, Measured Obesity, Overweight Canadian Children and Adolescents, Component of Statistics Canada 
Catalogue no. 82-620-MWE2005001. 
5 M. Simmonds, J. Burch, A. Llewllyn, C. Griffiths, H. Yang, C. Owen, S. Duffy and N. Woolacott, “The use of 
measures of obesity in childhood for predicting obesity and the development of obesity-related diseases in adulthood: a 
systematic review and meta-analysis”, Health Technol Assess 2015; 19(43). 
6 A. Tirosh, I. Shai, A. Afek, G. Dubnov-Raz, N. Ayalon, B. Gordon, E. Derazne, D. Tzur, A. Shamis, S. Vinker and A. 
Rudich, “Adolescent BMI trajectory and risk of diabetes versus coronary disease”, New England Journal of Medicine, 
2011;364:1315-1325 and M. Juonala, C. Magnussen, G. Berenson, A. Venn, T. Burns, M. Sabin, S. Srinivasan, S. Daniels, 
T. Dwyer and O. Raitakari,   “ Childhood Adiposity, Adult Adiposity and Cardiovascular Risk Factors”, New Englard 
Journal of Medicine, 2011; 365:1876-1885. 
7 K. Zalesin, B.A. Franklin, W.M. Miller and E. D. Petersen. “Impact of Obesity on Cardiovascular Disease”, 
Endocrinology & Metabolism Clinics, 01-SEP-2008; 37(3): 663 – 84; G. Danaei, S. Vander Hoorn, A. Lopez, C. Murray and 
M. Essati (2005) “Causes of cancer in the world: comparative risk assessment of nine behavioural and environmental risk 
factors”. Lancet: 366, 1786 – 1793; S.C. Smith, “Multiple risk factors for cardiovascular disease and diabetes mellitus”, 
(2007) American Journal of Medicine, Vol 120 (3A). 
8 Institute of Medicine (IOM). 2011. Early Childhood Obesity Prevention Policies. Washington, DC: The National 
Academies Press. 
9 J. Ling, L.B. Robbins, F. Wen, “Interventions to prevent and manage overweight or obesity in preschool children: A 
systematic review,” International Journal of Nursing Studies, 53 (2016) 270-289. 
10 N. A. Khan, L. B. Raine, S. M. Donovan and C. H. Hillman, "The cognitive implications of obesity and nutrition in 
childhood," Monographs of the Society for Research in Child Development, vol. 79, no. 4, pp. 51-71, 2014. 
11 World Health Organization, "Population-based approaches to childhood obesity prevention," World Health 
Organization, Geneva, 2012. 
12 P. Sung-Chan, Y. Sung, X. Zhao and R. Brownson, "Family-based models for childhood-obesity intervention: A 
systematic review of randomized controlled trials," Obesity Reviews, vol. 14, no. 4, pp. 265-78, 2013. 

http://childhoodobesityfoundation.ca/wp-content/uploads/2015/02/CHWII-Healthy-Weights-Evaluation-Full-Report.pdf
http://childhoodobesityfoundation.ca/wp-content/uploads/2015/02/CHWII-Healthy-Weights-Evaluation-Full-Report.pdf
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by the Childhood Obesity Foundation in partnership with the Province of BC and provided free 
access to three interventions: 

• Shapedown BC is a family centred, multidisciplinary team (physician, registered dietitian, 
registered psychologist) weight management program that supports families with children 
and teens who are obese or overweight and experiencing co-morbidities and 
complications. Physician referral is required.  

• Integrated telehealth support through Dietitian Services at HealthLink BC and the Physical Activity 
Line (PAL). In February 2015, the HealthLink BC Eating and Activity Program for Kids was 
launched and provides telephone-based services (access to registered dietitian and exercise 
specialist) for families with overweight or obese children and teens with limited access to 
in-person supports. This service is available through physician or self-referral. 

• MEND (Mind, Exercise, Nutrition, Do it!) is a community-based program for children who 
are just departing or are off the healthy weight trajectory and is offered by trained leaders 
with recreation and/or health backgrounds. Families self-refer to the program. 

The Childhood Healthy Weights Intervention Initiative offered multiple pathways for families to 
follow. 
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The Childhood Healthy Weights Intervention Initiative was considered to be a “Demonstration 
Project”13. This term acknowledges its focus on learning, adaptation and quality improvement. Other 
terminology used throughout this report is defined in Appendix A.  
 
The Childhood Healthy Weights Intervention Initiative concluded in March 201514 having 
introduced and scaled up the three interventions mentioned above; these programs continue to be 
delivered to BC families with overweight or obese children to this day. At the end of the Childhood 
Healthy Weights Intervention Initiative, responsibility for MEND operations and delivery was 
transferred to the Provincial Health Services Authority (PHSA) and implemented under the 
leadership of the Childhood Obesity Foundation in partnership with the Province of BC.  
 
This evaluation report builds on the findings from the Shifting the Destination by Shifting the Trajectory 
Evaluation Report. It focuses on programs implemented from July 2014 to June 2015 (Year One) and 
July 2015 through June 2016 (Year Two), the first two years following the Childhood Healthy 
Weights Intervention Initiative, as shown in the MEND Scale up and Implementation Evaluation 
Timeline following.  
 

 
 
 
Since MEND was introduced in April 2013 it has been implemented at 27 BC program sites, as 
illustrated in the map following. This includes implementation at 25 program sites in 23 BC 
communities in the first two years following the Childhood Healthy Weights Intervention Initiative.  
 
 
 
 
  

                                                 
13 Demonstration projects “provide the means to introduce and experience innovative ideas and approaches and prepare 
the way for replication and up-scaling”. United Nations Centre for Human Settlements (Habitat), “Tools to support 
participatory urban decision making”, United Nations Centre for Human Settlements (UNCHS Habitat), Nairobi 2001. 
14 The Childhood Healthy Weights Intervention Initiative’s planning and implementation occurred between Spring 2012 
and Winter 2015. Note: June 2014 was the cut-off for the evaluation data collected and reported on in Shifting the 
Destination by Shifting the Trajectory Evaluation Report. 
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2. BACKGROUND 

2.1 MEND BC Overview 
MEND is a community-based program intended to support children who are just departing or are 
off the healthy weight trajectory. It helps families to increase healthy eating and physical activity 
behaviours that promote healthy weights. This evidence-based program from the United Kingdom 
(UK) is for children who do not need the intensive services of Shapedown BC15. MEND programs 
are age-specific and BC is implementing the MEND 7-13 and MEND 5-7 programs16. In 2011, 
MEND was adapted to align with Canadian nutrition and physical activity guidelines.  

MEND in BC is working in association with Healthy Weight Partnership, Inc. (HWP), the exclusive 
representative of MEND programs in North America. HWP licensed the Childhood Obesity 
Foundation to establish, manage and deliver MEND in BC during the Childhood Healthy Weights 
Intervention Initiative and has worked with PHSA since it gained responsibility for MEND 
operations and delivery.  

MEND is managed by a MEND provincial manager at PHSA and two regional coordinators 
provided through agreements with the YMCA of Greater Vancouver and the BC Recreation and 
Parks Association (BCRPA). In turn, these organizations have entered into agreements with their 
associated organizations to deliver MEND programs in selected sites.  

MEND is offered for free by trained leaders 
with recreation and/or health backgrounds. 
The programs run for 10 weeks and are 
delivered throughout the province by local 
teams out of venues such as recreation 
centres and schools. Sessions occur on 
evenings and/or weekends. Topics covered 
include behaviour modification, active play 
and healthy eating, with an emphasis on 
putting learning into action.  

Families self-refer to the program and are 
eligible for MEND 7-13 if their child is 
between seven and 13 years and has a BMI-
for-age above the 85th percentile. From 
January to June 2016, the program 
temporarily transitioned from a BMI criteria 
to a behavioural criteria with the intention 
of attracting more overweight children (85th 
to <97th percentile). This period of using behavioural entry criteria (e.g., poor nutrition, low physical 
activity and high sedentary factors) is referred to as the BMI Pilot.  

                                                 
15 Shapedown BC is a clinically-based, effective weight management program delivered by health authorities with 
support from the Centre for Healthy Weights at BC Children’s Hospital (Provincial Health Services Authority). 
16 This evaluation report does not examine MEND 5-7 programming in BC. 
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The program requires both the child and at least one parent to participate17. Parents can take turns 
attending MEND with their child. Parents complete a medical screening form during the first 
session to confirm there are no contraindications for their child to participate in physical activity 
sessions.  

In addition to the 10-week program, participating families are given free passes to their local YMCA 
or BCRPA member recreation centre18 for a period of three months after program completion. 
Families are also given two years of access to ‘MEND World’, an online resource for maintaining 
and creating new healthy lifestyle changes after finishing the program. 

From April 2013 to June 2016, a total 105 MEND 7-13 programs were delivered to 808 eligible 
children and their families. As presented in the table below, during the initial Demonstration Project, 
sites delivered 33 MEND 7-13 programs (from April 2013 to June 2014). In the first year after the 
Demonstration Project was completed, sites delivered 27 MEND 7-13 programs (from July 2014 to 
June 2015). The following year, sites delivered 45 MEND 7-13 programs (from July 2015 to June 
2016). They included 34 programs delivered during the two BMI Pilot cycles. 

MEND 7-13 interventions delivered by cycle and regional health authority 

  Demonstration Project 
April 2013 to June 2014 

  Post-Demonstration 
Year One 

July 2014 to June 2015 

  Post-Demonstration 
Year Two 

July 2015 to June 2016 

   

 Apr - 
Jun 

2013 

Sept - 
Dec 

2013 

Jan - 
Mar 
2014 

Apr - 
Jun 

2014 

Sub-
Total 

Sept - 
Dec 

2014 

Jan - 
Mar 
2015 

Apr - 
Jun 

2015 

Sub-
Total 

Sept - 
Dec 

2015 

Jan - 
Mar 
2016 

Apr - 
Jun 

2016 

Sub-
Total 

TOTAL 

Northern  
(3 sites) 

1 1 1 1  0 0 1  0 2 1  8 

Interior  
(6 sites) 

1 2 2 2  3 0 2  3 5 3  23 

Island  
(5 sites) 

1 2 3 2  2 2 4  2 3 2  23 

Fraser  
(9 sites) 

1 2 3 3  3 3 3  4 9 5  36 

Vancouver 
Coastal 
(4 sites) 

1 2 0 2  1 1 2  2 2 2  15 

 5 9 9 10 33 9 6 12 27 11 21 13 45 105 

 

  

                                                 
17 With the exception of the BMI Pilot period, families may have been ineligible to participate if their child’s BMI was 
too low, age was outside the range of programs offered, and/or the family could not commit to having a parent attend 
every session. 
18 For MEND reporting, these are referred to as ‘recreation passes’. 
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2.2 Methodology 
The evaluation examined issues of Reach, Effectiveness, Adoption, Implementation and 
Maintenance, often referred to as the ‘RE-AIM’ Framework. Appendix B presents a full list of the 
issues examined and Appendix C cross-references key findings by RE-AIM evaluation category. The 
evaluation used multiple lines of evidence and both process and outcome evaluation practices. 
Evaluators collected and analyzed data from a variety of qualitative and quantitative sources 
including participant surveys, reports, MEND’s Operations Management and Monitoring System 
(OMMS)19, and other sources. A summary of these sources is presented in Appendix D.  
This report presents evaluation findings for MEND 7-13 programs delivered from July 2014 
through June 2016 – six cycles of the program. It also includes findings from the Demonstration 
Project evaluation for comparison purposes. Section 3 presents findings on the program’s reach and 
Section 4 its effectiveness. Section 5 examines implementation, Section 6 adoption and Section 7 
presents maintenance findings. Section 8 outlines the evaluation’s strengths and limitations. Section 
9 discusses the findings and Section 10 draws conclusions.  
 
  

                                                 
19 Operations Management and Monitoring System (OMMS) is a database used to organize, deliver and monitor MEND 
programs. 
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3. MEND REACHED AND RETAINED CHILDREN ACROSS BC 

3.1 MEND 7-13 continued to reach a broad demographic 
Recruitment efforts resulted in 275 recruited participants in Year One and 548 in Year Two. These 
recruited participants include both confirmed and not confirmed20 recruited participants, as well as 
eligible and non-eligible (e.g., sibling) participants. In total, 89% of those recruited were confirmed 
as participants in Years One and Two. 

In total, 75% of these confirmed participants were eligible participants with Healthy Growth 
Check21 (HGC) pre-measures in Year One and 63% in Year Two. In Year Two, from January to 
June 2016, BMI entry criteria were temporarily expanded to include children of a healthy weight 
(BMI-for-age below the 85th percentile) and their families, if a risk factor was present. For the 
purposes of this report, the “eligible” participants included in the evaluation continue to be only 
those above a healthy weight (BMI-for-age 85th percentile or above). A smaller proportion of 
participants met this definition during Year Two, in part, because of the temporary change to the 
BMI entry criteria22. 

MEND 7-13 programs reached almost 500 eligible participants in Years One and Two 

 Demonstration 
Project 

Year One Year Two 

# of Programs  33 27 45 
Recruited participants  
(confirmed and not confirmed) 

400 275 548 

Confirmed participants 
(includes non-eligible) 

379 246 485 

% Confirmed participants of recruited 
participants 

95% 89% 89% 

Eligible confirmed participants  
(with HGC1 measures) 

319 185 304 

% Eligible participants (with HGC1 measures) of 
confirmed 

84% 75% 63% 

Note 1: In the Demonstration Project an additional 10 participants were eligible but did not have HGC1 measures 
(were missing these data).  

Note 2: In Year One, two eligible participants had HGC1 and 2 data but were not confirmed bringing the total with 
data to 185. In Year Two, three participants had HGC1 and 2 data but were not confirmed bringing the total with 
data to 304. These participants are included in the table above and the analyses in this report. In the 
Demonstration Project there do not appear to have been any of this type of participant.  

                                                 
20 Confirmed participants are defined as recruited participants who are confirmed as participants by program staff.  
21 Healthy Growth Checks (HGCs) are conducted at the beginning (HGC1) and end (HGC2) of the program in order to 
track any changes from pre to post program. 
22 The eligibility criteria of BMI-for-age 85th percentile or above was reinstated after June 2016, following the BMI Pilot 
period. 
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MEND 7-13 participants attended programs in all five regional health authorities 

 

n = eligible children who commenced MEND 7-13 with HGC1 measures – Demonstration Project (319), Year One 
(185) and Year Two (304)  

As observed during the Demonstration Project, participating families continued to come from 
diverse educational, ethnic and socioeconomic backgrounds. Some of their key demographic 
characteristics, including gender, parent education and household income, are illustrated following. 
The demographic profile of the MEND participants reflects the diversity found in the BC 
population in general. 
 
MEND 7-13 participants come from both two-parent and single-parent families 

 

n = eligible children who commenced MEND 7-13 with HGC1 measures – Demonstration Project (319), Year One 
(185) and Year Two (304)  

12%
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29% 29%

11%
3%

16%

34% 34%

14%
4%

26%

14%

41%

15%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Northern Interior Island Fraser Vancouver
Coastal

Demonstration Project Year One Year Two
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64%

26%

5%

72%

22%

4%

68%

28%

0% 20% 40% 60% 80% 100%

Undisclosed or missing

Non-single parent family

Single parent family

Demonstration Project Year One Year Two



 

 
MEND Scale Up and Implementation 2014 – 2016 Evaluation Report  10 
 

MEND 7-13 participants’ families represent a variety of ethnicities 

 

n = eligible children who commenced MEND 7-13 with HGC1 measures – Demonstration Project (319), Year One 
(185) and Year Two (304)  

Boys and girls participate almost equally in MEND 7-13 

 

n = eligible children who commenced MEND 7-13 with HGC1 measures – Demonstration Project (319), Year One 
(185) and Year Two (304)  
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Notably, child participant BMI changed in Year Two23 to include a larger proportion of children 
with a BMI-for-age between the 85th and 97th percentile. 

Most MEND participants have a BMI-for-age above the 97th percentile 

 

n = eligible children who commenced MEND 7-13 with HGC1 measures – Demonstration Project (319), Year One 
(185) and Year Two (304). Note: only eligible participants – those with a BMI-for-age at or above the 85th percentile 
– are included in this analysis. 

Parents of MEND 7-13 participants have varying education levels 

 

n = eligible children who commenced MEND 7-13 with HGC1 measures – Demonstration Project (319), Year One 
(185) and Year Two (304)   

                                                 
23 The BMI Pilot occurred from January to June 2016. 
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MEND 7-13 families have various annual household income levels 

 

n = eligible children who commenced MEND 7-13 with HGC1 measures – Demonstration Project (319), Year One 
(185) and Year Two (304)  

3.2 MEND 7-13 continued to experience recruitment 
challenges 

The most frequently reported recruitment sources for MEND 7-13 participants were posters/flyers 
followed by referrals. Posters/flyers were most often accessed at community/leisure centres or 
schools. Referrals were most often from health care professionals including family physicians, 
pediatricians, and dietitians.  
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MEND 7-13 participants most often learned of MEND from posters/flyers 

 

n = responses on recruitment sources from eligible participants– Year One (189) and Year Two (317). A few 
participants provided more than one response. Percentages are calculated on the number of responses rather than 
the number of participants.  

At a provincial level, recruitment activities have included the development of new marketing 
materials and templates, new design and communications planning, providing online promotions 
and information, academic and community presentations, stakeholder engagement efforts as well as 
media relations initiatives. 

Information on site-specific recruiting activities was not available for the current evaluation. 
However, recruitment is cited as an ongoing challenge for programmers in other program 
documentation, such as session debriefing notes. The impacts of low recruitment include postponed 
and cancelled programs, and may include increased staff and site turnover. Program documentation 
noted factors challenging recruitment including: 

• Social media limitations 
• “Weight” language in materials  

These documents also noted factors facilitating recruitment including: 

• Marketing materials such as ePosters and “grab and go” materials 
• Promotions focused on “fun and free” terminology rather than “unhealthy weight” 

terminology 
• Consistent marketing materials – “one look” 
• Custom marketing materials and approaches – that “work locally” 
• Joint promotion/recruitment with Shapedown BC programming 
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3.3 MEND 7-13 retention has remained high  
Retention appears high; over three-quarters of children with HGC1 measures were retained in the 
MEND 7-13 program and provided HGC2 measures.  

Almost 400 MEND 7-13 participants were retained in Years One and Two  

 

Note 1: Retention rate is defined as eligible retained participants (with HGC1 and HGC2 measures) as a percentage 
of eligible confirmed participants (with HGC1 measures).  

Note 2: In the Demonstration Project, different calculations were used. Commenced participants were 329 and 
included participants without HGC1 measures. Retained participants were 255 = 78% of those who commenced. 
Those attending 70% or more of the sessions was 226 = 69% of those who commenced.   

Some participants who withdrew provided reasons to staff for not continuing. The reasons 
participants most often mentioned were: 

• A change in family circumstances  
• Not the right time for the family 
• Not the right program 
• Sickness 
• Other priorities 

The document review found that in some 
cases retaining participants was noted as an 
ongoing challenge, especially in the latter half of programs. Participants dropped out due to illness, 
life, language and community-specific issues.  Two sessions a week can be a large commitment for 
families. As well, weekends can be difficult when there are conflicts with sports. Some sessions also 
have family dynamics and behavioural issues that may contribute to reduced attendance. The 
documents noted the following as actions which can help with retention: a family commitment 
form, email reminders sent in advance of sessions and follow-up contacts a few days after sessions. 
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Spotty attendance was an ongoing issue for me. 
Unfortunately it can't be controlled as missed sessions 
were usually due to an unforeseen circumstance such 
as an illness. Regardless, better attendance would 
have made MEND more effective for me.  

– MEND Program Staff 
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4. MEND 7-13 PARTICIPANTS MADE HEALTHY LIFESTYLE CHANGES  
Families made healthy lifestyle changes during MEND 7-13 and planned to make more changes 
after finishing the program. Program staff perceived that parents had increased confidence in 
parenting and in implementing healthy lifestyle choices. Among those participating in MEND and 
for whom both a pre-and post-measure were available, the analysis found statistically significant24 
positive changes in the following:  

• nutrition: 
- nutrition score (measured using the MEND nutrition questionnaire)  
- servings of vegetables and fruit  

 
• physical activity: 
- hours of physical activity per week (parent reported)  
- physical activity score (child reported, using the PAQ-C)  

 
• sedentary behaviour:  
- hours of screen time per week (parent reported)  

 
• psychological well-being: 
- emotional distress (measured using the Strength and 

Difficulties Questionnaire)  
- body-esteem (measured using the Body-Esteem 

Questionnaire25)  
- self-esteem (measured using the Rosenberg Self-esteem 

Scale)  
 

• anthropometry: 
- child BMI and BMI z-score  
- child waist circumference  

Results showed mixed statistically significant changes in:  

• parent BMI – significant in the Demonstration Project and Year Two but not in Year One  
• fitness (recovery heart rate) – significant in Year One but not in Year Two or the 

Demonstration Project 
• sedentary activity score (child reported, using the PAQ-C) – significant in Year Two but not 

in Year One or the Demonstration Project 

  

                                                 
24 Statistical significance is defined as a p-value of < .05 and symbolized in this report with a *. 
25 Body Esteem questionnaire used in the Demonstration Project and Year One only – not included in Year Two 
measurements. 

We are eating more fruits and 
vegetables. We are choosing 
more MEND-friendly foods to 
eat because we know what to 
look for. We have switched to 
healthy grain products, lower 
fat milk options & healthy 
snacks. The free water bottle 
has my son drinking more 
water! And we are enjoying life 
more by making the time to 
get out and being active.  

– MEND Parent 
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This evaluation’s results were similar to changes observed in previous MEND evaluations in 
Alberta26 and the UK27. 

Some of these statistically significant effectiveness outcomes are graphically displayed following. The 
“*” symbol indicates significance with a p-value of < .05. This symbol is applied only to measures 
where data was collected both pre- and post-intervention.  

Children ate more vegetables and fruit after MEND 7-13* 

 

n = eligible children with parents reporting pre- and post-measures – Demonstration Project (234), Year One (137) 
and Year Two (219)  

  

                                                 
26 T. Baron, “Adaptation and implementation of MEND in Alberta,” in The 5th Conference on Recent 
Advances in the Prevention and Management of Childhood and Adolescent Obesity, Winnipeg, 2014. 
27 P. Sacher, M. Kolotourou, P. Chadwick, T. Cole, M. Lawson, A. Lucas and A. Singhal, “Randomized controlled trial 
of the MEND program: A family-based community intervention for childhood obesity,” Obesity, vol. 18, no. s1, pp. S62-
68, 2010. 
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MEND 7-13 helped families better understand healthy eating and build it into daily routine 

 

n = parents responding to Family Feedback Surveys – Demonstration Project (259) and Year One and Two (417). 
Responses shown are values 4 and 5 combined - on a 5-point scale where 1 = “not at all” and 5 = “definitely”.  
Note: includes eligible and non-eligible child participants as the surveys are anonymous. Year One and Year Two 
responses are combined as some of the surveys are not identifiable by site/cycle. 
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…help your child better understand healthy 
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Children increased physical activity and continued to meet Canadian physical activity 
guidelines* 

 

n = eligible children with parents reporting pre- and post-measures – Demonstration Project (230), Year One (136) 
and Year Two (222). Note: Canadian guidelines for physical activity can be found at http://csep.ca  

MEND 7-13 helped families build physical activity into their daily routine 

 

n = parents responding to Family Feedback Surveys – Demonstration Project (259) and Year One and Two (417). 
Responses shown are values 4 and 5 combined - on a 5-point scale where 1 = “not at all” and 5 = “definitely”.  
Note: includes eligible and non-eligible child participants as the surveys are anonymous. Year One and Year Two 
responses are combined as some of the surveys are not identifiable by site/cycle. 
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Children reduced their screen time and continued to meet Canadian sedentary behaviour 
guidelines* 

 

n = children with parents reporting pre- and post-measures – Demonstration Project (212), Year One (121) and Year 
Two (212). Note: Canadian guidelines for sedentary behaviour can be found at http://csep.ca  

Children’s emotional distress was reduced after MEND 7-13* 

 

n = eligible children with parents reporting pre- and post-measures – Demonstration Project (228), Year One (135) 
and Year Two (221). Strengths and Difficulties score ranges: 0-13 = Low needs; 14-16 = Borderline low/high needs; 
17-40 = High needs. Note: On average, children fell in the ‘low needs’ category on the Strengths and Difficulties 
questionnaire before MEND and although the score decreased after MEND, children on average stayed in the same 
category after MEND. 
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Parents felt that MEND 7-13 helped their child’s self-esteem and improved their 
relationship with their child 

 

n = parents responding to Family Feedback Surveys – Demonstration Project (259) and Year One and Two (417). 
Responses shown are values 4 and 5 combined - on a 5-point scale where 1 = “not at all” and 5 = “definitely”.  
Note: includes eligible and non-eligible child participants as the surveys are anonymous. Year One and Year Two 
responses are combined as some of the surveys are not identifiable by site/cycle. 

Children felt better about their body image after MEND 7-13* 

 

n = eligible children reporting pre- and post-measures – Demonstration Project (209) and Year One (128). Note: 
Higher scores indicate higher esteem; lower scores indicate lower esteem. Use of this questionnaire was 
discontinued in Year Two.  
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Children’s self-esteem improved after MEND 7-13* 

 

n = eligible children reporting pre- and post-measures – Demonstration Project (231), Year One (134) and Year Two 
(206). Note: Higher scores indicate higher esteem; lower scores indicate lower esteem. 

Children’s BMI z-score decreased after MEND 7-13* 

 

n = eligible children with pre- and post-measures – Demonstration Project (232), Year One (137) and Year Two 
(231). Note: The size of the effect is small which is to be expected over a 10-week program.  
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Children reduced their waist circumference after participating in MEND 7-13* 

 

n = eligible children with pre- and post-measures – Demonstration Project (240), Year One (131) and Year Two 
(227). Note: The size of the effect is small which is to be expected over a 10-week program. 

Parents’ BMI decreased after MEND 7-13* 

 

n = parents of with pre- and post-measures – Demonstration Project (202), Year One (93) and Year Two (158). 

Note: Parent BMI was significant in the Demonstration Project and Year Two but not in Year One.  
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5. FAMILIES AND STAFF WERE SATISFIED WITH MEND 7-13 
Overall, families were satisfied with MEND 7-13 and its programming.  

The document review noted what works well is when families respond well to content and some of 
the activities. They noted that barriers and challenges included behavioural and family dynamics 
issues. Staff turnover increased training needs and affected the skills available to deliver a program at 
a specific site. Modifications made which were noted in the documents included bringing parents 
into physical activity sessions, some physical activities and temporarily removing weight as an 
eligibility criteria (during the BMI Pilot programs).  

Parent Satisfaction  

Ninety percent or more of 417 parents reported the information given in sessions was respectful of 
their family’s financial situation, culturally suitable and easy to understand in Year One and Year 
Two.  

Parents reported satisfaction with the information provided by MEND 7-13 

 

n = parents responding to Family Feedback Surveys – Demonstration Project (259) and Year One and Two (417). 
Responses shown are values 4 and 5 combined - on a 5-point scale where 1 = “not at all” and 5 = “definitely”.  
Note: includes eligible and non-eligible child participants as the surveys are anonymous. Year One and Year Two 
responses are combined as some of the surveys are not identifiable by site/cycle. 

Parents rated each of the sessions in terms of what they liked and what they learned. Generally, 
three-quarters or more of parents liked or learned from all of the sessions (except the two HGC 
measurement sessions where learning ratings were lower).  Participants rated most highly sessions on 
How to be a MEND Detective, Fats and Sugars as well as Refined versus Unrefined. They reported 
learning the most from sessions on How to be a MEND Detective, Refined versus Unrefined as 
well as Fats and Sugars.  
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Parents also reported positive perceptions of the MEND 7-
13 program content, commenting they liked learning about 
nutrition content, healthy foods and label reading. Parents 
also liked the program’s processes and structures, 
particularly the knowledgeable and friendly staff as well as 
the family-based approach of MEND 7-13. The program 
components were well-liked by parents, specifically the 
physical activities and games, the MEND Detective and the 
grocery store tour sessions. Parents liked the group 
dynamics of the program, including the interpersonal 
connections they formed when meeting people facing 
similar challenges and the opportunities to share during 
group discussions. Other aspects of MEND 7-13 that 
parents liked include its focus on child engagement and the motivation participants felt to make 
healthier choices based on the new information they had learned.  

When asked to suggest changes, many parents indicated they would not change anything about 
MEND 7-13. Those who did suggest changes requested various adjustments to the program’s 
process and structure, including the time of day and days a week sessions were held, the number of 
sessions per week and the length of each session. Parents also suggested reducing the amount of 
questionnaires they were asked to fill out and shortening the duration of the classroom lessons, 

while increasing the time allotted for activities. Parents 
suggested changes to the program content, such as 
providing recipes and meal planning strategies to use at 
home. Additional recommendations included modifying 
the age ranges of the children in the group by creating 
one group for children aged seven to 9/10 and a separate 
group for children aged 9/10 to 13, removing the 
program’s emphasis on weight, and including parents in 
more physical activities with their children. 

 

 

  

Everything! But if I had to choose 1 
thing (it's very hard to choose), but 
maybe the Food Fest; I enjoyed 
tasting different foods that were 
healthy and tasted good, because I 
might not have wanted to try 
making them in case they tasted 
bad. 

– MEND Parent 

More activity than lectures. 
Include parents/caregivers in 
the exercise sessions. Make it 
longer until good/healthy 
lifestyle becomes natural. 

– MEND Parent 



 

 
MEND Scale Up and Implementation 2014 – 2016 Evaluation Report  25 
 

Child Satisfaction  

Among 449 children surveyed, 83% agreed they had fun on MEND 7-13 and 92% liked their 
MEND leaders. 

Children had fun and liked their leaders 

 
n = children responding to Family Feedback Surveys – Demonstration Project (259) and Year One and Two (449). 
Responses shown are values 4 and 5 combined - on a 5-point scale where 4 = “quite a bit” and 5 = “a lot”.  
Note: includes eligible and non-eligible child participants as the surveys are anonymous. Year One and Year Two 
responses are combined as some of the surveys are not identifiable by site/cycle. 

Children rated each of the sessions in terms of what they liked and what they learned. Generally, 
two-thirds or more of the children liked or learned from all of the sessions (except the two HGC 
measurement sessions where learning ratings were lower).  Children rated most highly sessions on 
How to be a MEND Detective, Goals and Rewards, as well as The MEND Fabulous Food Fest. 
They reported learning the most from sessions on How to be a MEND Detective, Fats and Sugars 
as well as Refined versus Unrefined.  

When asked to comment on what they liked most about MEND 7-
13, the element children most often mentioned was the program 
components, such as the exercise sessions and games they played 
which a majority indicated they enjoyed. Specific sessions listed as 
favourites were the grocery store tour and Fabulous Food Fest. 
Children enjoyed the program content, particularly learning new 
things about nutrition and label reading using the MEND 
Detective Cards as well as learning new recipes. They also liked the 
session leaders, the group atmosphere at MEND 7-13 and the 
interpersonal connections they formed while in the program. 

Children’s satisfaction with MEND 7-13 is further evidenced by the significant number of 
participants whose response was “nothing” when they were asked what they would change about 
the program. Of those who did suggest changes, the most common recommendations were to 
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Did you like your leaders?

Did you have fun on MEND 7-13?

Demonstration Project Year One and Year Two

I would say that it is a fun way to 
learn ways to be healthier and 
even make some friends. 

– MEND Child Participant 
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allocate more time for playing games and exercise while 
decreasing time spent on classroom discussions. Participants 
also made varied suggestions regarding changes to the time 
of day and days of the week sessions were held, the number 
of sessions per week and the length of each session, which 
highlights the challenge in finding a day and time that works 
for all families. Other suggestions for change included 
modifying the age groupings by creating a group for the 
younger children and one for the older children and 
reducing the amount of questionnaires they were required 
to fill out.  

MEND Leader Satisfaction  

MEND leaders provided similar ratings on session content to parents and children. Two-thirds or 
more of 54 leaders rated the following sessions most highly: How to be a MEND Detective, Fats 
and Sugars, Goals and Rewards (Parents and Caregivers).  

The MEND leaders indicated that one of the best aspects of 
MEND 7-13 was its program components. Specific sessions such 
as Fats and Sugars, the grocery store tour and the Fabulous Food 
Fest were named among the favourites, as well as the physical 
activity and children’s games components. MEND leaders 
indicated another key positive aspect of the program was the 
program activities, particularly the hands-on interactive approach 
to learning about label reading and nutrition. Additional positive 
aspects of MEND 7-13 reported by leaders were the 
interpersonal connections formed among program participants and the emphasis on child 
engagement in learning, which helped participants to apply new knowledge and make healthier 
choices.  
 
When asked how MEND 7-13 could have been more useful and effective for them, MEND leaders 
mentioned including even more engaging and interactive learning activities to the program content 
and by improving the handout materials. They also suggested that increased parent participation in 

classroom discussions would have made the program 
more useful and effective. As a solution, some MEND 
leaders proposed being provided with additional directed 
questions and prompts to guide group discussions, while 
others suggested shortening the time allotted for 
discussions. MEND leaders also identified consistent and 
on-time attendance by participants as a way to improve 
their programs.  
 

Separate age differences a bit 
more and not treat the bigger 
kids (10 to 13) like the smaller 
children (7 to 9). 

– MEND Child Participant 

Incorporating more props and 
demonstrations would make it 
easier for me to keep all the 
children's undivided attention 
for longer periods of time. 

– MEND Leader 

Had some amazing sessions; 
tears, laughter, epiphanies, and 
life changing moments. 

– MEND Leader 
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6. TWENTY-FIVE PROGRAM SITES HAVE PARTICIPATED IN  
MEND 7-13 SINCE JULY 2014 

Overall, 14 sites across five regional health authorities implemented MEND programs during Year 
One. Twenty-three sites implemented MEND programs during Year Two. Of the 23 sites in Year 
Two, eleven were new sites that had not implemented MEND in Year One. Two sites which 
implemented programs in Year One did not implement programs in Year Two. 

7. TWELVE PROGRAM SITES ARE PARTICIPATING  
IN MEND 7-13 IN FALL 2016 

In Fall 2016, 12 sites across four regional health authorities will implement MEND 7-13 programs.  

8. STRENGTHS AND LIMITATIONS 
The following strengths and limitations reflect the ‘real world’ practicalities of evaluating a complex, 
province-wide program such as MEND 7-13. 

Strengths 

The evaluation’s external validity is high; it was conducted during the actual implementation of the 
MEND programs in BC. Demographic information gathered from children and their parents 
showed that, for the most part, those who participated in MEND reflected the diversity of BC 
families. Consequently, the evaluation findings can be generalized to other BC families who may 
participate in MEND in future. 

The various instruments used to measure outcomes were valid and reliable. The majority of 
questionnaires used to assess outcomes (e.g., psychological well-being, physical activity, sedentary 
behaviour) were validated questionnaires. The physical measurements utilized to assess 
anthropometry were reproducible, widely-used procedures. 

MEND is an evidence-based program implemented effectively in BC and other jurisdictions. The 
existing evidence helped guide evaluation planning and was useful for comparative purposes. 

The data used in this evaluation are from comprehensive data sets that provided opportunities for 
triangulation and confirmation. Both quantitative and qualitative data were gathered from a range of 
sources including multiple categories of participants (i.e., children, parents) and program delivery 
staff. A range of instruments and methods were used such as physical measures, written surveys and 
program data such as written reports and comprehensive databases. The broad data set also 
provided the foundation for assessing the key components of the RE-AIM framework. 
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From planning through to final reporting, MEND has been guided by an evaluation working group 
whose members bring varied perspectives to the project including academic, non-profit and 
government. 

Limitations 

There was no control group for MEND 7-13. Thus, causality of the interventions on observed 
changes cannot be confirmed. However, the current findings are consistent with outcomes observed 
in a previous evaluation of MEND 7-13 in BC and Alberta as well as a randomized control trial28. 

The evaluation did not collect quantitative follow-up data beyond the last session of the MEND 
interventions. Therefore, it is unknown if changes observed and reported during the program were 
maintained.  

The current evaluation did not conduct systematic interviews with stakeholders. Qualitative 
information on staff and others’ perspectives was included only through leader feedback forms, a 
review of minutes and other documents. 

Families who withdrew did not complete feedback forms at the end of the program. Some families 
who were retained did not complete feedback forms. Therefore, data provided in feedback forms 
only represents families who were retained in the program and completed feedback forms. It is not 
known whether families who withdrew or did not complete forms would have responded differently 
than families who were retained and completed them. 

There was no way to assess whether BC families, in general, heard about the programs. It is also not 
known why families who heard about the programs and were eligible to participate in MEND 7-13 
did not contact the programs and, therefore, did not participate in the interventions. 

9. DISCUSSION OF FINDINGS 
Seventy-two MEND 7-13 programs were delivered at 25 sites in the two years from July 2014 to 
June 2016. In total, 489 children above a healthy weight (BMI-for-age above the 85th percentile) 
participated in these programs. 
 
Participation increased in the second year following the Demonstration Project as compared to the 
first year. Eleven new sites offered programming in the second year and behavioural entry criteria 
were used as a temporary means to respond to concerns about weight stigma to boost enrollment. 
In Year Two, programs served families with children along a broader range of the weight 
continuum. Compared to Year One, a smaller proportion of the children who participated in 
MEND 7-13 were obese and a larger proportion were overweight or at a healthy weight with risk 
factors in Year Two.  
 
Participation of children above a healthy weight varied by health region. Children most often 
participated in MEND by attending programs in the Fraser Health region. The Northern Health 
                                                 
28 P. Sacher, M. Kolotourou, P. Chadwick, T. Cole, M. Lawson, A. Lucas and A. Singhal, “Randomized 
controlled trial of the MEND program: A family-based community intervention for childhood obesity,” 
Obesity, vol. 18, no. s1, pp. S62-68, 2010. 
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region had the fewest participants. Regional participation levels reflect different population sizes and 
health authority perspectives regarding healthy weight programming. MEND program staff and 
program delivery teams continue to actively undertake stakeholder engagement strategies with 
regional health authorities. 
 
MEND program staff and program delivery teams used recruitment strategies aimed at community 
centre, school and health care populations in particular. Physician-related recommendations and 
referrals to the program increased in Year Two, as a result of these targeted strategies. In Fall 2016, a 
new provincial recruitment strategy aimed at further increasing participation levels was implemented 
and is still underway. 
 
MEND 7-13 participants exhibited consistent and positive outcomes over both Year One and Year 
Two. Children above a healthy weight experienced physical and mental health benefits. These 
included statistically significant improvements in nutrition, physical activity and sedentary 
behaviours as well as better psychological well-being and anthropometric measures (body mass 
indices and waist circumferences). Participating children reported they found the program fun. 
Parents expressed satisfaction with program content and delivery.  
 
MEND’s program content continues to receive very 
positive feedback from participants and MEND leaders. 
In particular, sessions on how to be a MEND Detective, 
Fats and Sugars, Refined versus Unrefined foods, as well 
as Goals and Rewards were popular with children and 
parents. MEND 7-13 regional coordinators monitored 
program delivery issues through feedback surveys and 
debriefing sessions. Some of these issues were addressed 
through program and training alterations e.g., using 
behavioural entry criteria and taking steps to strengthen 
program staff’s facilitation techniques.   
 
It is unclear to what extent lifestyle changes made during 
MEND are continued by participants and their families 
after the programs finish. The current evaluation could 
not access follow up-data on the use of family passes, whether participants access the online MEND 
World resource or other post-participant feedback. Program follow-up and maintenance support is 
an area in which MEND 7-13 could provide additional support. This might include changing to an 
incentives-based approach to encourage post-program maintenance of healthy behaviour changes 
(such as Carrot Rewards29). Closer connections with other healthy lifestyle programming could also 
be made (e.g., offering families access to dietitians, nutrition classes, or personal trainers) along with 
more follow- up by MEND 7-13 staff after the sessions finish (e.g., more planning done with 
families for after MEND and check-ins over the next year). 

                                                 
29 Carrot Rewards are an app introduced in Fall 2016 that will reward Canadians with various types of cashable points 
for living a more healthy lifestyle. Carrot Rewards is a partnership between the Ministry of Health, the Public Health 
Agency of Canada, the BC Healthy Living Alliance, and Social Change Rewards, along with NGO partners: YMCA 
Canada, Heart & Stroke Foundation, and the Canadian Diabetes Association. www.healthyfamiliesbc.ca/carrot-rewards  

The content is generally great. 
The kids really enjoy learning 
how to label read and 
practicing those skills during 
the grocery store tour. We do 
a blind-folded taste test for 
the Fabulous Food Fest and 
most of the participants really 
like that as well. 

– MEND Leader 

https://www.healthyfamiliesbc.ca/carrot-rewards
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10. CONCLUSIONS 
Children and youth who are off the healthy weight trajectory can experience negative effects long 
before adulthood. Most youth do not outgrow their obesity. Entering adulthood with an unhealthy 
weight significantly increases the risk of chronic diseases. Children who are at particular risk of 
obesity, or are already overweight and obese, benefit from focused support to change both their 
eating practices and physical activity levels in order to attain a healthy weight. Preventing childhood 
obesity and providing interventions as early as possible is beneficial to both childhood and adult 
health.  

MEND is an evidence-based, effective early intervention program. Over the past two years in BC, 
MEND broadened its reach and sustained the positive healthy lifestyle impacts observed during the 
Childhood Healthy Weights Intervention Initiative’s Demonstration Project. In total, fourteen new 
sites delivered MEND 7-13 programming in Year One and Year Two after the Demonstration 
Project. Almost 500 eligible children and their families participated in these programs post-
Demonstration Project. While eligible participation rates dipped in Year One, they increased again in 
Year Two. In Year Two, additional sites delivered programming and used temporarily expanded 
entry criteria. Between April 2013 to June 2016, 808 children and their families have participated in 
MEND 7-13 programming.  

Once participants entered the MEND 7-13 programs most stayed in these programs. Participants 
expressed satisfaction with their MEND programs and benefitted from taking part in the programs. 
There is consistent evidence of the programs’ effectiveness – in terms of both positive physical and 
mental health outcomes – while children and their families participated in programs.  

MEND 7-13 program evaluation results in BC compare well with previously reported national and 
international effects. However, participants’ long term health outcomes remain unknown and post-
program maintenance programming could be strengthened. 
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APPENDIX A – DEFINITIONS 
Term Definition 
Childhood Healthy 
Weights Intervention 
Initiative  

The Childhood Healthy Weights Intervention Initiative offered family-based 
programming to help families with overweight or obese children shift their own 
lifestyle trajectories so that more children and teens attain and remain at a healthy 
weight. The Initiative’s planning and implementation occurred between Spring 2012 
and Winter 2015. It was led by the Childhood Obesity Foundation in partnership with 
the Province of BC. It provided free access to three interventions that help BC families 
increase healthy eating and physical activity behaviours to promote healthy weights. 

Demonstration 
Project 

A term used throughout this report to describe the Childhood Healthy Weights 
Intervention Initiative, which delivered MEND 7-13 from April 2013 to June 2014. 
Demonstration projects “provide the means to introduce and experience innovative 
ideas and approaches and prepare the way for replication and up-scaling”. ( United 
Nations Centre for Human Settlements (UNCHS Habitat), Nairobi 2001). 

Year One July 2014 to June 2015. 
Year Two July 2015 to June 2016. 
Parents Throughout this report the term ‘parents’ is used to describe parents and non-parent 

caregivers, which includes grandparents and legal guardians 
Participant This report uses the general term “participant” for MEND evaluation reporting. 

Participants in programs include children and parents. In limited cases, participants 
include other family members and friends. Where possible, the report uses more 
specific terminology, such as children and parents. 
 

Confirmed/Not 
Confirmed  

Recruited participants confirmed or not confirmed by program staff. 

Eligible Participants who are between the ages of 7-13 with BMI scores at or above the 85th 
percentile.  

  
Commenced Enrolled participants who attended at least one session.  
Withdrawn Participants who withdraw from the program or stop attending without 

communicating why. 
Retention Rate Retention rate is defined as eligible retained participants (with HGC1 and HGC2 

measures) as a percentage of eligible confirmed participants (with HGC1 measures). 
Retained Participants not withdrawn. 
Sites Locations where MEND interventions were delivered. 

Program staff Overarching term that includes program delivery team members, program 
administration staff, and the MEND provincial management team. 

Program delivery 
teams 

Those delivering program content to families. 

  



 

 
MEND Scale Up and Implementation 2014 – 2016 Evaluation Report  32 
 

APPENDIX B – RE-AIM FRAMEWORK 
Framework 
Category 

Evaluation Question 

REACH 
Awareness How effective were the awareness, marketing and stakeholder engagement strategies in 

raising awareness of the interventions among the key stakeholder/referral groups? 
Program Processes How effective were program processes (e.g. eligibility criteria, screening processes, and 

clinical pathways) in generating appropriate referrals to the interventions? 
Utilization To what extent are the interventions reaching the intended/eligible client population(s)? 

Within the eligible populations, who is participating in the interventions, who is not, and 
why? 
What proportion of families complete the intervention programming? 

EFFECTIVENESS 
 What are the direct health, activity, nutritional and psychological impacts of the 

programs on participants and families? 
How do these outcomes compare to those reported in previous MEND evaluations? 

ADOPTION 
 To what extent are eligible organizations interested in providing the programs (e.g. 

YMCA and BCRPA community sites)? 

IMPLEMENTATION 
 What are the success stories, facilitators and barriers to implementing the interventions 

in BC? 
Quality To what extent were the programs implemented with fidelity? 

To what extent did the training meet the trainee needs? What worked well, what could 
be improved? 

Satisfaction To what extent were families, health authorities, community partners and stakeholders 
satisfied with the interventions? 
What are client, provider and stakeholder perceptions of the benefit and value added by 
the programs? 

Integration Linkages with other relevant supports and services 

MAINTENANCE 
 What are the conditions for successful longer term implementation of MEND in the BC 

context? 
What is the optimal model for delivery of the interventions in the longer term?  
What is the optimal model for governance of the interventions in the longer term? 

 Contributions to system of care and outstanding gaps 
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APPENDIX C – KEY FINDINGS BY RE-AIM EVALUATION CATEGORY 
Framework Category Key Finding 

REACH 

Report Section 3 MEND reached and retained children across BC 

EFFECTIVENESS 

Report Section 4 MEND 7-13 participants made healthy lifestyle changes 

IMPLEMENTATION 

Report Section 5 Families and staff were satisfied with MEND 7-13 

ADOPTION 

Report Section 6 Twenty-five program sites have participated in MEND 7-13 since July 2014 

MAINTENANCE 

Report Section 7 Twelve program sites are participating in MEND 7-13 in Fall 2016 
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APPENDIX D – DATA SOURCES FOR YEAR ONE AND YEAR TWO 
SOURCE Description 
Family feedback forms 879 surveys – 424 parent surveys and 455 child surveys – from 63 of 72 

programs  
 

Document review Documents included/summarized  
 

- Programmer Debrief minutes for Summer 2014 through Spring 2016 
cycles (11 sets of minutes) 

 
- Issue logs for April 2015, Fall 2015 and Winter 2016.  

 
- Insights West Phase One and Phase Two reports and detailed 

findings.  
 

- A pragmatic evaluation of a family-based intervention for childhood 
overweight and obesity by Catherine Law, Tim Cole, Steven 
Cummins, James Fagg, Stephen Morris and Helen Roberts October 
2014  
 

- MEND Recruitment Inventory (Aug 5, 2016 version)  
 

Doc Rev - Site visit reports - BCRPA site visit reports since July 2014 (16 completed 7-13 site visit 
reports spanning November 2014 – May 2016).    

Doc Rev - Recruitment 
strategies and tracking forms 

- 4 example recruitment strategies  
- NB: 9 Fall 2016 recruitment strategies received on Sept 2 

 
Requested/Not Available: 

- Other recruitment strategies/tracking forms 
 

Leader feedback surveys - 6 summaries of responses of Leaders completing online surveys 
  

Participation Overview - 
attendance/program 
management reports 

- Participation overview – a summary of existing information from the 
2014/15 Portfolio Report, the BMI Pilot Report, the Quarterly 
reports created and reviewed 

 
Quarterly reports Received: 

- Apr 2015 through Mar 2016 reports  
- July 2014 through Mar 2016  

 
Requested: 

- Apr to June 2016 reports (not yet available) 
 

Portfolio Report 
(OMMS Database) 

Received 
July 2014 to June 2015 Annual Report 
July 2015-June 2016 Annual Report  
 
Q4 2014 Report 
Q1 2015 Report 
Q2 2015 Report 
Q4 2015 Report (there is no Q3 2015 Report) 
Q1 2016 Report 
Q2 2016 report  
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2014/15 18-month Report (July 2014 to Dec 2015) 
2016 Pilot report (Jan to June 2016, Q1/Q2 2016, Winter/Spring 2016)  
July 2014-June 2016 report – 2 year cumulative report 
 
A list of program codes and (corresponding) site names   

  
NOT AVAILABLE  
Training feedback forms Not available 
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