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The Health and Obesity: Prevention and Education
(HOPE) Curriculum Project—Curriculum Development

abstract
The Health and Obesity: Prevention and Education (HOPE) project is a
multidisciplinary, healthy living counseling curriculum to educate pe-
diatric clinicians in training on how to recognize children who are at
risk for obesity and its comorbidities and how to promote healthy
weight among children and their families. Curriculum topics were se-
lected by experts of nutrition, medicine, dentistry, behavioral counsel-
ing, and education and incorporate the recent 2007 Expert Committee
recommendations regarding the prevention, assessment, and treat-
ment of childhood and adolescent obesity. The HOPE curriculum in-
structs medical and dental clinicians on the health consequences of
childhood obesity and screening techniques to identify children and
families at risk, reviews the current evidence for health intervention
recommendations, and teaches trainees regarding the theoretical ra-
tionale and art of constructive and culturally sensitive weight counsel-
ing for behavioral change. Although designed and tailored specifically
for and currently available medical and dental trainees, the HOPE cur-
riculum is Web-based and will also be made available to currently
practicing clinicians across the United States beginning in winter 2009.
This educational tool, grounded in understanding of relevant sciences,
literature, and research methods, provides clinicians with the skills
necessary to identify and counsel patients who are at risk to promote
healthy weight among youth. This article discusses the approach and
methods used for curriculum development. Future publications will
discuss HOPE project implementation and outcomes. Pediatrics 2009;
124:1438–1446

Childhood obesity is one of the nation’s most important health issues.1

As of 2006,�30% of children and adolescents are overweight or obese
and �16% are obese in the United States.2 Children who meet the
criteria for obesity are at risk for serious health problems, including
hypertension,3 impaired glucose tolerance and type 2 diabetes,4,5 liver
disease,6 and obstructive sleep apnea.7,8 Obese children report a lower
quality of life9 and demonstrate more negative self-perceptions, de-
creased self-worth, increased behavioral problems, and lower per-
ceived cognitive ability.10–12 Moreover, childhood obesity contributes to
increased medical expenses. The Centers for Disease Control and Pre-
vention estimates that among children and adolescents, annual hospi-
tal costs related to obesity were $127 million during 1997–1999 (in
2001 dollars), up from $35 million during 1979–1981.13 Obesity in child-
hood is also a significant predictor of adult obesity.14,15 For children
who remain obese into young adulthood, life expectancy can be short-
ened by asmany as 20 years16; therefore, the crisis of adult obesity and
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its resultant impact on health care ex-
penditures and premature death is in-
deed a pediatric problem.

Obesity is a chronic health condition.
As such, long-term medical manage-
ment is appropriate, with particular
attention to comorbidity development
and identification. The continuity, coor-
dination, and comprehensiveness of
health care that can be provided in
health care settings17 make this envi-
ronment ideal for the care of chronic
illness. As health care advisors to both
children and their parents, physicians
and dentists have access and the abil-
ity to influence families’ awareness of
obesity as a health concern and offer
families guidance on pursuing health-
ful dietary habits and regular physical
activity. Dental practitioners have the
greatest contact with children at 6 to
18 years of age,18 whereas pediatri-
cians and family practitioners are
more likely than dental practitioners
to see children during the early years.

Recent studies demonstrate a lack of
weight screening and insufficient guid-
ance provided by primary care practi-
tioners to patients regarding weight
management strategies. National data
indicate that both the rate and content
of physician counseling about diet, ex-
ercise, and weight loss are inade-
quate.19,20 In addition, physician adop-
tion of expert recommendations for
the treatment and prevention of child-
hood overweight remain subopti-
mal.21–23 In a study at an academic
medical center, reviewing data from
�2500 well-child visits, only 53% of
obese children aged 3 months to 16
years were identified as obese.21

Among those identified as obese, eval-
uation and treatment did not follow
published guidelines. In a 2004 survey
among 339 pediatricians and family
practitioners, only 19% physicians
were aware of national pediatric obe-
sity recommendations.22 Physicians

who were aware of recommendations
were more than twice as likely to have
positive attitudes about personal
counseling ability and the overall effi-
cacy of their obesity counseling. In a
survey that we performed among 253
dentists,�50% of dental clinicians re-
ported insufficient preparation for di-
etary counseling of overweight pa-
tients (unpublished data). Insufficient
clinician confidence, knowledge and
counseling skills, and lack of time and
resources may contribute to inade-
quate counseling on diet, physical ac-
tivity, and weight loss.24,25 This is dis-
couraging given that physician–
patient interactions regarding healthy
diet habits have been shown to effect
change and result in improved eating
habits and weight loss.20 Similarly,
physical activity counseling by physi-
cians can produce increases inmoder-
ate physical activity among previously
sedentary patients.26 Lack of training
seems to be an important issue, and
survey studies27,28 have demonstrated
notable interest in additional training
in a number of arenas, particularly be-
havioral modification strategies and
parenting techniques.

As community leaders, both physicians
and dentists have a responsibility to
serve as advocates for children’s oral
and overall health. Both the American
Academy of Pediatrics (AAP)29 and
the American Academy of Pediatric
Dentistry30 recognize the need for in-
creased clinician involvement in rec-
ognizing children at risk and in coun-
seling patients on how to live healthy
lifestyles. In addition, most clinicians
welcome clinical resources for obe-
sity management and express an in-
terest to advocate for policy
change.31 However, no standardized
mechanism in dental and medical
training programs currently exists
to train future clinicians on how to
incorporate weight status screening
techniques into their practice, how

to effectively counsel patients on
healthy weight and lifestyles, and
how to advocate for necessary policy
and environmental changes to pro-
mote a healthy lifestyle.32

OVERVIEW AND PURPOSE

The Health and Obesity: Prevention and
Education (HOPE) project is a Web-
based, multidisciplinary, healthy living
and counseling curriculum to educate
pediatric clinicians and clinicians in
training on how to recognize children
who are at risk for obesity and its co-
morbidities and how to promote
healthy dietary choices and increase
physical activity among children and
their families. The curriculum in-
structs future clinicians on the health
consequences of childhood obesity
and screening techniques to identify
children and families at risk, review
the current evidence for health inter-
vention recommendations, and
teaches trainees the theoretical ratio-
nale and art of constructive weight
counseling for behavioral change. An
interactive practicum has been incor-
porated into the curriculum whereby
trainees have the opportunity to prac-
tice counseling skills, using role-plays
that are based on sample patient out-
put. In addition, representatives from
communities that are disparately af-
fected by the pediatric obesity epi-
demic provide important insight re-
garding how to approach weight
management in a culturally sensitive
manner. The Web-based HOPE curricu-
lum will be distributed to medical and
dental training programs throughout
the United States and will be made
available to currently practicing physi-
cians and dentists for continuing edu-
cation credits beginning in winter
2009. There are 3 main phases to the
HOPE project: curriculum develop-
ment, curriculum distribution and im-
plementation, and outcomes analysis.
This article reviews the curriculum de-
velopment phase of the HOPE project.
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CURRICULUM DEVELOPMENT

The HOPE Expert Advisory Board was
assembled in September 2006 and rep-
resents expertise in the areas of med-
icine, dentistry, nutrition, physical ac-
tivity, behavioral management and
counseling, and education for the pur-
pose of educating clinicians and clini-
cians in training regarding the preven-
tion, assessment, and management of
pediatric obesity. Funding for a Web-
based curriculumwas obtainedMarch
2008, and the HOPE project was for-
mally initiated in June 2008. With the
December 2007 publication of the Ex-
pert Committee recommendations29

from 15 national health organizations
on the prevention, assessment, and
treatment of pediatric obesity, the
HOPE Expert Advisory Board decided to
highlight the recommendations as the
main focus of the curriculum. Review
of the Expert Committee recommenda-
tions29 and literature review from
relevant sources (American Dietetic
Association, American Medical Asso-
ciation, National Initiative for Chil-
dren’s Healthcare Quality, Institute of
Medicine, and the American College of
Preventive Medicine) was performed
to identify specific key curriculum top-
ics and objectives, which are listed in
Table 1. In addition, specific HOPE
project objectives were designed to
address the 6 American College of
Graduate Medical Education compe-
tencies to incorporate graduate medi-
cal education requirements (Table 1).

To determine which topics should be
addressed by the curriculum, the Ex-
pert Advisory Board considered the
following: What are the effective
screening techniques to identify chil-
dren and families who are at risk for
obesity and its comorbidities? What
constitutes healthy physical activity
and diet choices? Which messages
should clinicians promote in the clini-
cal practice setting? Which clinical

interventions have been found to be
efficacious in pediatric weight man-
agement? In cases in which disagree-
ments arose regarding curriculum
messages, a systematic literature
search was performed to ascertain
the strength of supportive evidence for
these recommendations to resolve
identified conflict. A preliminary list of
topics was thus generated and pro-
vided to practicing physicians and den-
tists at focus group meetings for feed-
back regarding whether the list of
topics adequately addressed what
should be included in a curriculum
that addresses pediatric obesity.

Focus Group Methods and Results

Methods

Input was obtained from medical and
dental trainees and practicing clini-
cians via focus group meetings. The
prerequisite for participation in the
trainee meetings was current enroll-
ment in a training program that in-
volves clinical training regarding the
health of children; the prerequisite for
participation in the clinician focus
group meetings was current involve-
ment in the treatment of children with
at least 50% time dedicated to clinical
care. Focus group meetings were held
separately according to medical or
dental specialty and level of training.
Focus group queries for clinicians in
practice focused on what topics
should be covered in the HOPE curric-
ulum (a preliminary list of topics was
provided for feedback), as well as re-
sources that should be provided to
help the integration of recommenda-
tions into clinical practice. Focus
group queries for clinicians in training
focused on the best method of Internet
learning and desired curriculum for-
mat. Focus group questions are listed
in Table 2. For all focus group sessions,
an audio recording device was used to
record participants’ responses. In ad-
dition, at all meetings, the HOPE ad-

ministrative assistant was present
to record response themes and visu-
alized participant reactions to ques-
tions. All summary notes and tran-
scribed responses were made available
to the advisory board for curriculum de-
velopment purposes.

Results

A total of 5 focus group meetings (1
medical trainee, 1 dental trainee, 1
medical clinician, and 2 dental clini-
cian meetings) were conducted with 4
to 8 participants per meeting for a to-
tal of 24 participants (8 trainees, 6 pe-
diatricians, and 10 dentists). Among all
focus group participants, PowerPoint
modules (ideally limited to 1 hour)
were well received and a familiar
means of training in regards to knowl-
edge acquisition. In regards to Web-
based learning, both trainees and clini-
cians preferred video accompaniment
with the PowerPoint presentation, ex-
pressing a desire to “see” the lecturer.
There were differences in learning
styles. For example, some trainees ex-
pressed a desire to learn in a multiple-
format learning Web environment (ie,
having a Web site that would allow
them to access multiple resources at
the same time). In contrast, practicing
clinicians preferred having the video
PowerPoint format be automatically
delivered on selection of a topic mod-
ule; accompanying resources could
then be selected according to desired
use. Clinicians also desired inclusion
of case-based learning and role-plays.

Both dental and medical providers re-
ported that pediatric obesity is a very
important pediatric health issue. Re-
ported barriers to current involve-
ment in obesity management included
poor success rates, fears of upsetting
clients/patients, and poor reimburse-
ment. Time management was also re-
ported as a barrier, but clinicians re-
ported a willingness to take the time if
their involvement were effective. All
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providers expressed interest in the
HOPE curriculum modules. Dental pro-
viders expressed significant interest
in playing a role in the prevention of
pediatric obesity by delivering consis-
tent health messages in concert with
medical providers.

A predetermined list of HOPE module
topics was provided to clinicians at the
focus group meetings; they are listed in

Table 1, and no additional recommenda-
tions were elicited at the meetings. In
regard to supplementarymaterials, fo-
cus group clinician participants re-
ported a desire to have 1 Web site
where they could learn about the
guidelines, access a list of local
weight-related patient resources, and
could download clinical toolkits and
other relevant patient materials. Iden-

tified clinical tools that would be useful
included clinical intake forms or work-
sheets, clinical algorithms, preprinted
referral forms, and patient informa-
tion handouts.

CURRICULUM FORMAT, MODULES,
AND RATIONALE

The final HOPE curriculum addresses
the prevention, assessment, and man-

TABLE 1 HOPE Curriculum Modules and Learning Objectives

Obesity epidemiology and etiology
To understand the epidemiology of childhood obesity in the US (MK)
To review the underlying etiologies of childhood obesity (MK)
To review the role and responsibilities of health professionals in the assessment and management of obesity in children (P)
Review of the expert committee guidelines for pediatric obesity
To become familiar with the evidence associated with the recommendations from the expert committee (PBLI)
To know how to assess for obesity risk (PC)
To know how to identify obesity-related morbidities (MK, PC)
To become familiar with the methods to assess diet and physical activity behaviors (PC)
To know the specific eating and physical activity behaviors that are likely to promote maintenance of healthy weight (PC)
To become familiar with the 4 stages of obesity management and care (PC)
To recognize when to refer patients for subspecialty evaluation (PC) and to learn how to interact and collaborate with other health professionals regarding
obesity-related issues (P)

Oral health and obesity
To review the status of oral health among children (MK)
To summarize the relationships between oral health, lifestyle behaviors, and obesity and obesity-related comorbidities (MK)
To establish the basis for intervention on obesity and oral health for medical and dental clinicians (MK, PC)
To review a universal protocol for assessment and intervention on both oral health and obesity among all clinicians (P, PC)
Behavioral counseling for effective dietary and physical activity change
To understand the behavioral and empirical basis for counseling children and their parents on weight-related issues (MK)
To learn how to communicate effectively health messages regarding diet, physical activity, and weight with patients and their families (ICS, PC)
To identify barriers to counseling (ICS)
To learn skills on how to counsel effectively (ICS)
To learn how to teach and motivate parents on how to use their authority effectively to implement healthy family lifestyles (PC, ICS)
To become familiar with the motivational interviewing technique for eliciting the concerns of patients, evoking motivation, and formulating a plan for
behavioral change (ICS, PC)

Cultural sensitivity
To understand the epidemiology of obesity affecting certain cultural backgrounds (MK)
To understand the social, economic, and environmental barriers that might affect specific cultures (P, PC)
To recognize key cultural considerations when working with families on obesity prevention and control (P, PC)
To increase sensitivity when caring for a culturally diverse population by providing a framework to assess thoroughly your patient within their cultural, social,
and environmental context (P, ICS)
To learn how to work effectively with an interpreter when working with non–English-speaking patients (ICS, P)
Advocacy
To recognize the importance of social, community, and environmental change to reduce the obesity epidemic (P)
To be aware of social, economic, and environmental barriers that might affect overweight/obese patients and their families in regard to their ability to
implement clinical recommendations (PC)
To learn about the role and responsibility of medical and dental professionals in the public health agenda of obesity (P)
To learn how to interact and collaborate with other medical personnel regarding obesity-related issues (P, SBP)
To learn the skills necessary to advocate for the weight management needs of the population that one serves (ICS)
Systems
To gain knowledge of practice and delivery systems of weight management (SBP)
To be aware of office system changes that can be used to screen, track, and manage overweight and obese children (SBP)
To become aware of what is required to implement weight screening and management practices (SBP, PBLI)
To become familiar with the chronic care paradigm (SBP)
To review quality improvement models and to learn how to evaluate and improve clinical approaches to weight assessment and management (PBLI)
To identify resources regarding obesity in one’s general practice location/environment (SBP)

The American College of Graduate Medical Education competency addressed by the learning objective is noted in parentheses. MK indicates medical knowledge; P, professionalism; PBLI,
practice-based learning and improvement; PC, patient care; ICS, interpersonal and communication skills; SBP, systems-based practice.
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agement of pediatric obesity via 7main
modules. These are listed by topic and
are presented in the lecture format as
described in the next section. The
HOPE curriculum is identical for dental
and medical trainees independent of
specialty. Most module materials have
relevance to clinical practice as a
whole, independent of dental or medi-
cal specialty (obesity epidemiology
and etiology, behavioral counseling,
systems, advocacy, and cultural sen-
sitivity). Although some modules are
more medically and/or dentally ori-
ented, an important goal of the HOPE
project is to provide an overall ori-
entation to the collaborative frame-
work within which each specialty can
contribute to the public health effort of
reducing pediatric obesity and to im-
prove communications between spe-
cialties. Relevance to each specialty
has been made evident in each mod-

ule, and themodules have been piloted
to both pediatric medical and dental
clinicians in training with positive re-
views (described in the section Curric-
ulum Testing).

Similarly, the HOPE modules will also
be provided to currently practicing
dental and medical clinicians begin-
ning in winter 2009. One of the barriers
to training clinicians is lack of faculty
experience and knowledge of the
guidelines, as has been previously es-
tablished.24,25 The HOPE modules as de-
veloped can be provided to faculty for
faculty development and are offered
free of charge and for continuing edu-
cation credits to encourage participa-
tion by not only faculty members but
also clinicians in practice. Mainte-
nance of board part IV certification
will be made available as an additional
incentive.

Format

For each module, the learner views a
dual-screen format projecting a video
file of the lecturer accompanied by a
simultaneous, self-advancing Power-
Point slide set. Figure 1 provides a
sample screenshot of a typical HOPE
module. In addition to the dual-panel
presentation, a reference bar will be
available whereby participants can se-
lect supplementary materials to view
at any point during the program. Se-
lected resources appear as “pop-up”
applications and allow participants to
view several information formats at
the same time or individually as de-
sired. Role-play scenarios are posted
with relevant modules for case sce-
nario and case-based learning as re-
quested by focus group participants.
Supplementary HOPE program materi-
als developed according to the needs
identified in the focus group sessions
comprise reference materials such as
key articles and clinical toolkits. Clini-
cal toolkits adapted from materials
currently available from public and
professional sources provide partici-
pants with the necessary instruments
to implement suggested guidelines
into clinical practice and include clini-
cal algorithms, clinical intake forms,
poster displays, and patient informa-
tion handouts. Lists of regional (ac-
cording to geographic location within
the United States) resources are avail-
able for clinicians to distribute to pa-
tients as needed; the HOPE team plans
to update these resources quarterly
to ensure their reliability and utility. In
cases in which focus groups identified
crucial curriculum elements that are
not available from other sources, new
materials were created.

The selectedmultiresource Web-based
format satisfies the various learning
styles elicited during focus group dis-
cussions. The HOPE modules may also
be delivered in person by faculty, and

TABLE 2 Focus Group Questions According to Group

Common to all
What do you think about pediatric obesity? Is it an important issue? Why or why not?
What is your role in pediatric obesity prevention?
What is your role in pediatric obesity assessment and management?
Are you familiar with the AAP Expert Committee recommendations?
In general, for factual data, how do you learn best? For skills, how do you learn best?
How do you learn best on the Web?
What is the ideal length for an educational seminar on this topic? What is the ideal length for a Web-
based seminar on this topic?

Trainees
Tell us about your educational setup and the methods used to train you. Which are most effective and
why?

Medical providers
What are barriers to your spending time talking/intervening/counseling patients on weight-related
topics?
What topics should we include in a curriculum designed to train clinicians on how to assess, prevent,
and manage pediatric obesity? What is missing from this list (list provided)?
What pediatric obesity messages or clinical practices should be taught to residents training today?
What resources would you like to see on a Web site for the assessment, prevention, and management
of pediatric obesity?
How does your office operate? To implement guidelines, what system-based changes have occurred in
the past? What has worked; what has not?
What clinical tools would be helpful to implement weight-related guidelines?
How did you last receive continuing education credits?
Dental providers
Do you think there is a role for dentists in obesity prevention or management? Why or why not?
What would your level of interest be in joining with other medical professionals toward a common goal
of reducing pediatric obesity?
How do you currently interact with medical professionals?
Do you currently refer patients for weight issues? Why or why not? What would facilitate this?
How did you last receive continuing education credits?
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HOPE lecture slides are available on re-
quest. Similarly, in-person role-play
scenarios can be performed using
HOPE project scripts and learning
tools. Sample HOPE evaluation tools
are available on request to program
directors for resident evaluation.

Training program directors are able to
select from available formal didactic
lectures and experiential (participa-
tory) components according to the
needs of the trainee population that
they serve. For example, the training
program director at each site may
choose to incorporate select elements
of the HOPE curriculum if the current
didactic program at their location al-
ready meets some of the teaching ob-
jectives via other educational activi-
ties; however, if no formal pediatric
obesity curriculum exists at a given lo-
cation, then the HOPE curriculum in its
entirety informs and educates train-
ees on all teaching objectives of the
HOPE project.

Module Topics

Epidemiology and Etiology of
Pediatric Obesity

Overweight and obesity have signifi-
cantly increased during the past 3 de-
cades among children and adoles-
cents. Awareness of this public health
issue and contributing factors is an
important step toward prevention and
treatment of this epidemic.

Review of the 2007 Expert Committee
Obesity Guidelines

The 2007 AAP guidelines29 codify the
recommendations on the prevention
and treatment of pediatric obesity
from an expert committee represent-
ing 15 national health care organiza-
tions that serve children and/or have
expertise in obesity and obesity-
related conditions, including the Amer-
ican Medical Association, the Health
Resources and Service Administration,
and the Centers for Disease Control

and Prevention. Clinicians who treat
children should be aware of these clin-
ical guidelines for their practice of
weight management.

Oral Health and Obesity

Oral health clinicians have daily access
to children with weight issues similar
to other medical professionals who
serve children.30 Given an already ac-
cepted role in discussing dietary is-
sues, there is a notable role for den-
tists and oral health practitioners in
healthy weight management among
children. Collaboration among health
care providers will be essential to re-
verse the growing epidemic of obesity
among youth.

Behavioral Counseling for Effective
Dietary and Physical Activity Change

Physician–patient interactions re-
garding healthy dietary and physical
activity habits have been shown to ef-
fect change that results in improved
weight-related behaviors20,26; however,

FIGURE 1
Screenshot sample of HOPE curriculum Web site. The reference bar is located below the dual-screen PowerPoint module and provides pop-up links to
supplemental materials.
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inadequate training and/or compe-
tency and time issues can hinder phy-
sician–patient engagement on weight-
related issues.24,25,31 Clinicians thus
need to be proficient in effective behav-
ioral counseling techniques and meth-
ods to promote healthy diet and physi-
cal activity and ultimately healthy
weight in their pediatric patients. Addi-
tional topics to be covered in separate
but optional video lectures includemo-
tivational interviewing and advanced
parenting.

Cultural Sensitivity

Obesity occurs disproportionately
among children and communities of
color. Understanding and addressing
the patterns and causes of prevailing
disparities in childhood obesity is a
prerequisite step to addressing them
effectively.33 Cultural approaches have
been shown to be effective in promot-
ing healthy weight among children of
color. Clinicians should be familiar
with cultural issues when engaging in
healthy weight management for chil-
dren. Four separate video modules ad-
dress issues of the Hispanic American,
African American, Asian American/Pa-
cific Islander, and Native American cul-
tures.

Systems

Systems management is crucial to the
improvement of health care delivery,
from prevention to treatment. Well-
constructed systems can provide nec-
essary resources andallowproviders to
spend more time on obesity prevention
and counseling, as well as improve phy-
sician self-efficacy for healthy weight
management.31 Likewise, cliniciansmust
be familiar with systems-based practice
and quality improvement models to
translate the expert committee obesity
guidelines into practice.

Advocacy

The cause of the obesity epidemic is
multifactorial and includes societal,
commercial, financial, and community

factors. Similarly, effective weight
management requires involvement
from not only the health care sector
but also the schools, the local environ-
ment, and society at large. Clinicians
must therefore learn how to advocate
for policy and environmental changes
in their communities to combat the
obesity epidemic.

CURRICULUM TESTING

Authors of the HOPE curriculum mod-
ules included expert advisory board
members. For modules for which ex-
pertise was not adequately repre-
sented by expert advisory board mem-
bers, such as the cultural sensitivity
modules, outside experts were re-
cruited for participation. Curriculum
testing incorporated an iterative im-
provement process. Lectures were
created in PowerPoint and limited to 1
hour in length. All lectures were pre-
sented to the expert advisory board for
initial review and revision. This was
then followed by pilot testing of the lec-
ture series among current trainees via
incorporation into the University of
California, San Diego, Pediatric, Pre-
ventive Medicine, and Pediatric Den-
tistry Residency Core Curriculums.

Curriculum Testing Methods and
Results

Methods

Main lectures, practicums, and associ-
atedmaterials from eachmodule were
presented to a select group of resi-
dents within each program during a
rotation or format that allowed consis-
tent attendance at all HOPE module
presentations. In general, delivery of
themodules occurred twice a week for
5 weeks of a monthly outpatient rota-
tion. Content pilot testing feedback
was provided via anonymous written
Likert scale evaluations to assess cur-
riculum contents, palatability, and ef-
fectiveness. Write-in boxes were also
provided for additional, more specific
feedback onwhat additional information

should be included in the presentation
and need for clarification. In addition,
PowerPoint slides were provided for
comment on slide content, presentation
of information, and clarity. Knowledge
quizzes developed by module authors
and HOPE staff to test main concepts of
each module were beta-tested by train-
ees immediately after the lectures.
Training handouts and toolkit materials
were also provided, and attendees were
asked to comment on palatability, utility,
and clarity.

Results

Twenty-four residents (13 pediatric, 4
pediatric dental, and 7 preventivemed-
icine residents) participated. Overall,
modules were well received; the ma-
jority of attendees agreed that the ma-
terial was informative (100%, 95 �
15% (median, mean � SD) agreed;
85%, 76 � 27% strongly agreed), met
specified objectives (100%, 95 � 15%
agreed; 90%, 81 � 23% strongly
agreed), and was clearly presented
(100%, 95 � 10% agreed; 76%, 80 �
18% strongly agreed). Other com-
ments focused mainly on the need for
more relevant clinical examples (eg, in
the systems module, trainees re-
quested additional presentation of rel-
evant pediatric obesity–related exam-
ples) and slide formatting issues.

Curriculum Modifications That
Resulted From Feedback

Formatted responses from the curric-
ulum testing were analyzed and sum-
marized for author and expert advi-
sory board review. Specific written
responses were also provided to the
module’s author and the expert advi-
sory board for continued refinement
and curriculum improvement to in-
crease comprehension and palatabil-
ity by residency trainees. Feedback in
regard to slide formatting was incor-
porated. Knowledge quiz responses
were graded and questions edited
when percentage correct statistics
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were �70% to reduce interpretation
variability. Given the overall positive
reviews of the curriculum, repeat test-
ing was not performed.

Additional content review was per-
formed by select section members
andmembers of the board of directors
of the American Academy of Pediat-
rics and members of the Professional
Educational Committee of the North
American Society of Pediatric Gastro-
enterology, Hepatology, and Nutrition.
All suggestions were incorporated. A
mock website was developed for beta-
testing and additional review by se-
lected national medical and dental ed-
ucation experts prior to website
publication and distribution.

The Web site is being formatted, and a
mock Web site is being developed for
beta testing and additional review by
selected national medical and dental
education experts beforeWeb site pub-
lication and distribution. Commentary
from these individuals will be used to
improve Web site presentation of cur-
riculum components to increase resi-
dency program usability and subscrip-
tion. Final publication of the Web site is
occurred in summer 2009.

CURRICULUM WEB DISTRIBUTION

Web access to the HOPE curriculum
was made available to all medical and
dental training programs that provide
care to children throughout the United
States beginning in summer 2009. In
winter 2009, invitations to participate
in the HOPE online course will be dis-
tributed to health providers via health
professional societies. Continuing edu-
cation credits will bemade available to
professionals who complete Web-
offered didactic sessions to increase
subscription to this service. Similarly,
maintenance of board part IV certifica-

tion will be made available as an addi-
tional incentive. Under available fund-
ing, Web access, continuing education
credits, andmaintenance of board cer-
tification will be provided free of
charge.

CURRICULUM OUTCOMES

Outcomes of the HOPE curriculum
project will be measured via curricu-
lum evaluations from both training
program students and practicing clini-
cians. Specifically, examination scores
for each module will be tabulated to
determine gain of knowledge in the im-
mediate postexposure period. User
satisfaction scores, Web site access
statistics, and number of distributed
continuing education credits will pro-
vide data regarding program sub-
scription, usability, and palatability. In
addition, training program directors
will be contacted after distribution at
scheduled time points to receive feed-
back regarding the HOPE project and
to obtain data as to how the HOPE cur-
riculummay or may not have been for-
mally integrated into the program’s
core curriculum.

Ultimately, whether clinician and
trainee participation in the HOPE cur-
riculum project and the anticipated
improvement in knowledge and skill
acquisition changes actual clinical
practice and patient outcomes is the
important question. Clinician perfor-
mance of recommended practices (eg,
determination of weight status using
BMI, screening for obesity-related
comorbidities, delivery of important
health messages using behavioral
counseling techniques) should be
measured to determine whether clini-
cian uptake of the HOPE materials has
translated into clinical practice imple-
mentation. Likewise, relevant patient
outcomes (eg, weight status changes,

prevalence of associated comorbidi-
ties over time) will need to be evalu-
ated to determine whether educa-
tional endeavors such as the HOPE
project are effective as a public health
intervention.

At completion, the HOPE project will
provide a fully developed, multidisci-
plinary curriculum that empowers
medical and dental clinicians to pro-
mote healthy lifestyles and healthy
weight among youth. This standard-
ized educational series, grounded in
an understanding of relevant sciences,
literature, and research methods, will
unify the approach to weight manage-
ment among not only oral health and
medical practitioners but also future
and current clinicians. Reports re-
garding the implementation and evalu-
ation of the HOPE curriculum will be
forthcoming.
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