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Implementation experts have recently argued for a process of “scaling out”

evidence-based interventions, programs, and practices (EBPs) to improve reach to

new populations and new service delivery systems. A process of planned adaptation

is typically required to integrate EBPs into new service delivery systems and

address the needs of targeted populations while simultaneously maintaining fidelity

to core components. This process-oriented paper describes the application of an

implementation science framework and coding system to the adaptation of the Family

Check-Up (FCU), for a new clinical target and service delivery system—prevention of

obesity and excess weight game in primary care. The original FCU has demonstrated

both short- and long-term effects on obesity with underserved families across a wide age

range. The advantage of adapting such a program is the existing empirical evidence that

the intervention improves the primary mediator of effects on the new target outcome.

We offer a guide for determining the levels of evidence to undertake the adaptation

of an existing EBP for a new clinical target. In this paper, adaptation included shifting

the frame of the intervention from one of risk reduction to health promotion; adding

health-specific assessments in the areas of nutrition, physical activity, sleep, and media

parenting behaviors; family interaction tasks related to goals for health and health

behaviors; and coordinating with community resources for physical health. We discuss
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the multi-year process of adaptation that began by engaging the FCU developer,

community stakeholders, and families, which was then followed by a pilot feasibility

study, and continues in an ongoing randomized effectiveness-implementation hybrid trial.

The adapted program is called the Family Check-Up 4 Health (FCU4Health). We apply

a comprehensive coding system for the adaptation of EBPs to our process and also

provide a side-by-side comparison of behavior change techniques for obesity prevention

and management used in the original FCU and in the FCU4Health. These provide a

rigorous means of classification as well as a common language that can be used when

adapting other EBPs for context, content, population, or clinical target. Limitations of

such an approach to adaptation and future directions of this work are discussed.

Keywords: adaptation, implementation strategies, family check-up, family check-up 4 health, obesity prevention,

primary care, scaling out

INTRODUCTION

Translation of evidence-based interventions, programs,
and practices (EBPs) for children and adolescents to the
real-world service systems that can support them is a challenging
endeavor and the lack of wide scale dissemination and
implementation is well documented (1, 2). EBPs grounded in the
principles of parent training are highly effective at preventing
a host of common mental and behavioral problems in youth
(3) and have been found to be effective when tested under
more “real-world” conditions (4). That is, conditions more
closely aligned to typical operations and resources available in
non-research settings. Parenting programs are slowly making
their way into the service delivery systems where youth and
families are served. These include social services, schools, and
home visitation. A relevant setting where such interventions have
not largely been adopted is pediatric primary care. This setting
is particularly relevant for preventive parenting interventions
as the majority of children in the U.S. receive annual primary
care services (5); low-income children have high rates of access
(6); parents expect to receive parenting advice from physicians
and view them as respected experts; there are potentially stable
mechanisms to fund these EBPs, whereas in other settings,
these are lacking; and this setting does not hold the stigma
that others, such as schools, do (7). Parenting in general, and
the effects of parenting interventions specifically, are linked
to both mental and physical health conditions, making these
programs highly relevant as a primary prevention strategy for
improving the health of all children (8). The existing primary
care system is the ideal context for parenting interventions
to be implemented. One of the barriers to doing so, however,
is the need to adapt parenting programs for the primary
care context and the populations that would receive these
interventions.

Abbreviations: ASU, Arizona State University; CAB, community advisory board;

CDC, Centers for Disease Control and Prevention; CHIP, Children’s Health

Insurance Program; CORD, Childhood Obesity Research Demonstration project;

EBPs, Evidence-based programs and practices; FCU, Family Check-Up; FIT,

Family Interaction Task; FCU4Health, Family Check-Up 4 Health; PCH, Phoenix

Children’s Hospital.

Use of adaptation as an implementation strategy is common
and aimed at making EBPs more appropriate, feasible, cost-
effective, and acceptable for both the target population and
service delivery system (9). Articles describing adaptations for
particular populations are more common in the literature
than are those for delivery through a new delivery system.
The most common population adaptations are for different
cultural groups. Appreciation for these adaptations grew as
problems with focusing behavioral interventions exclusively
on the majority culture, typically non-Latino White families,
emerged. Specifically, focusing only on the majority culture often
led to the EBP being ineffective with, or simply unpalatable
to, culturally diverse populations (10–12). Adaptation to a new
delivery system involves pursuing an alternative means through
which to reach the target population. This form of adaptation has
traditionally been done by changing the context through which
an intervention is delivered (e.g., from schools to mental health
or social service systems).

A traditional assumption in the field is that when EBPs are
adapted, they need to be rigorously re-tested to ensure positive
effects of the original program are not degraded. However,
Chambers et al. (13) and others have argued that adaptation
of EBPs—done in a way that maintains fidelity to the core
components—should result in at least comparable effect sizes
and are, perhaps more importantly, likely to be sustained. The
results of a recent review of adapted EBPs by Wiltsey-Stirmen
et al. (14) found little evidence that adaptations were detrimental
to effectiveness. Relatedly, however, they also found limited
consistent evidence that adapted protocols outperformed the
originals; the exception was the addition of components, which
had a modest positive impact on outcomes.

A process of “scaling out” has been recommended to more
rapidly increase the reach of EBPs (15). Scaling out differs from
the more common practice of scaling up an EBP, which means to
spread to additional units of the same or a very similar context,
and customarily targeting the same population, for which the
EBP was originally tested and shown to be effective. When scale
up occurs, there is an assumption that the EBP will be delivered
in the same way to the same type of population or people and,
therefore, health benefits will align with previous research if there
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is sufficient fidelity (16). It is thought that adaptation of the EBP
either is unnecessary or will simply not occur in ameaningful way
in a scale up scenario. In contrast, scaling out is defined byAarons
et al. (15) as a deliberate effort to adapt an EBP and broaden its
delivery (a) to a different delivery system, but with the same target
population as previous trials; (b) to a different target population,
but within the same delivery system as previous trials; or (c)
to a different target population and through a different delivery
system than those of previous trials.

There are a number of process frameworks to prospectively
guide the adaptation of EBPs, some of which are more generic
(17, 18), while others are specific to cultural adaptation [see
Barrera et al. (10)] or to technology-based platforms (19).
Adapting an EBP for a new clinical target outcome goes beyond
these models in important ways and is least represented in
the literature. Aarons et al. (15) suggest that the “new target
population” refers to the characteristics of the population, such
as developmental period (i.e., age), culture, or socioeconomic
status, but that the clinical target outcome is typically the same
(e.g., a preventive intervention targeting problem behaviors in
young children vs. adolescents). There are instances, however,
when adapting an EBP for a new clinical target outcome may
be warranted. The evidence for doing so may come from
a number of potential sources, including studies examining
collateral benefits of an intervention (i.e., effects on outcomes
not directly targeted). For example, the Familias Unidas program
was originally designed to prevent and reduce behavior problems
and substance use in Latino adolescents, but it has also had
positive effects on adolescents’ internalizing symptoms and
suicidal behaviors (20, 21). Another common collateral effect of
parenting programs is improvement in parental mental health,
such as reducing parents’ depressive symptoms [e.g., Beach et al.
(22), Shaw et al. (23)].

This article uses concepts and frameworks from the field of
implementation research to present and document the process of
scaling out an evidence-based parent training program for a new
clinical target and service delivery system. The Family Check-Up
[FCU; Dishion et al. (24)], which was originally tested in public
schools, community mental health clinics, and home visiting
services for families with youth at risk for problem behaviors,
has been adapted to target the prevention of obesity and excess
weight gain in collaboration with the primary healthcare system.
This paper attempts to accomplish three aims: First, we propose
four levels of evidence (minimum, preferred, preferred plus,
and optimal) as a framework to guide decision-making around
the adaptation of an EBP for a new clinical target—this is not
represented in the adaptation literature. These levels pertain to
the justification for conducting this type of adaptation. Second,
we categorize the modifications and adaptations made to the
FCU based on an existing framework, which was selected
because it was developed in the context of implementation
science, is comprehensive, and can be applied retrospectively
(25). We describe our process by detailing the various methods
and activities that were used to obtain salient guidance.
These included analyses of existing data and reviews of the
literature by the academic team, research-practice partnerships
with local agencies, and collaboration with diverse community

stakeholders. Activities with stakeholders comprised formal and
informal meetings, a pilot study at a partner agency, establishing
and regularly convening a community advisory board (CAB),
and conducting a multisite randomized trial (currently ongoing)
called the Raising Healthy Children study1 (26). Last, we apply a
recent standardized taxonomy for specifying the behavior change
techniques used in behavioral interventions for pediatric obesity
(27) to the resulting adapted and enhanced version of the FCU,
which we call the Family Check-Up 4 Health (FCU4Health),
and contrast that with the original program components. This
step is important in demonstrating that FCU4Health aligns with
the characteristics of other EPBs for the prevention of pediatric
obesity and excess weight gain. We anticipated that the process
of adapting FCU for obesity prevention in primary care would
center around changes and modifications to the content of the
intervention to more specifically target weight-related variables
and modifications to the delivery of the program to better align
with the context of primary care, specifically aligning with the
national recommendations for the prevention of excess weight
gain and a staffing model consistent with the primary healthcare
system.

Proposed Levels of Evidence for Adapting
an EBI for a New Clinical Target
Three of the authors (Smith, St. George, Prado) developed the
proposed four levels of evidence to consider when endeavoring
to adapt an EBP for a new clinical target (see Figure 1). The
need to develop these levels of evidence emerged as these authors
considered making adaptations for a new clinical target, which
differs from adaptations for a new population or setting.With the
large body of evidence indicating collateral effects of parenting
interventions [see Van Ryzin et al. (28)], such a guide for
adapters of these programs specifically for new clinical targets
would be useful. Each level is cumulative; it requires the newly
specified set of evidence in addition to the evidence listed in
each of the previous levels. Although not necessary, it would
be preferable each level of evidence be documented within the
target population (e.g., Latino immigrants). If research with
a specific target population is not available, this should not
necessarily limit the adaptation of the EBP for the new clinical
target. In situations where evidence in the target population
is unavailable, researchers may want to consider whether (a)
theory or input from relevant stakeholders and (b) cross-
sectional OR (preferably) longitudinal research support the
causal relations between the program, mechanisms of action, and
the new clinical target. Experimental designs, such as randomized
trials, are preferred at each level. Other designs (e.g., pre-post)
are acceptable but multiple studies with consistent significant
relations would be needed. In our descriptions of each level, we
integrate information from our work with FCU as illustration.
However, evidence can be garnered from different EBPs that have
similar intervention strategies and theories of action (see Level 3
for an example of drawing from other EBPs to support adaptation
of FCU).

1The FCU4Health as described in this article is being tested in the Raising Healthy

Children study compared to primary care services as usual.
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FIGURE 1 | Levels of evidence for adapting evidence-based programs for a new clinical target: FCU for prevention of obesity and excess weight gain as an example.

BMI, body mass index; EBP, evidence-based program; FCU, Family Check-Up.

Level 1: Minimum Evidence
To consider adapting an EBP for a new clinical target, it is
important first to determine whether there is sufficient evidence
demonstrating that the mechanisms of action (e.g., family
functioning) of the EBP are related to the new clinical target (e.g.,
physical activity, weight loss). Such evidence would require that
the EBP’s mechanism(s) of action have been shown to influence
the clinical target in more than one cross-sectional study or at
least one longitudinal study. For example, family functioning has
been found to be related to childhood obesity and obesity-related
outcomes in both cross sectional (29) and longitudinal research
(29–31).

Level 2: Preferred Evidence
This level requires all the evidence listed in Level 1 and
documented evidence that the EBP impacts the mechanism(s)
of action. For example, if a parenting intervention targeting
substance use is being considered for adaptation to obesity or
obesity-related outcomes, that EBP should have documented
evidence that it leads to improvement in the mechanism(s)
of action. Mediational analyses of randomized trials have
demonstrated that the FCU prevents and reduces youth

substance use through improvements on the same family
processes that have been linked to obesity and obesity-related
outcomes in longitudinal studies [e.g., (24, 32–38)].

Level 3: Preferred Plus Evidence
This level requires the criteria listed above and evidence that
the EBP has an impact on the new clinical target. There are a
few examples of effects of parenting programs on obesity. For
example, Brotman et al. (39) found that a parenting intervention
not focused on improving physical health significantly reduced
body mass index (BMI) 5 years post-intervention. (40) provide a
review of similar effects of parenting programs on obesity.

Level 4: Optimal Evidence
This level requires the previous criteria plus evidence that the
mechanism of action mediates the effects of intervention on
the new clinical target. The original version of FCU, which was
not designed to target obesity and obesity-related outcomes,
has had collateral effects on obesity in two randomized clinical
trials. In early childhood, effects on weight gain trajectories
were mediated by immediate improvements in observed positive
behavior support skills, which were in turn related to serving
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children more nutritious meals between the ages of 2 and 5
(41). This relationship between positive behavior support and
nutrition was explored more granularly and found to be strongly
related in early childhood in this trial (42). In adolescence, FCU
effects on parent-child relationship quality had a positive impact
on eating attitudes in late adolescence, which mediated the effects
of the program on obesity rates (43).

Each of these levels provides evidence to support adapting an
EBP for a new clinical target. Such adaptation of the intervention
to the new clinical target, although not necessary, would likely
yield stronger effect sizes with the content specifically related to
the new outcome. For clarity in terminology, we henceforth use
the term adaptation in reference to changes in the way FCU is
delivered in primary care and the term enhancement in reference
to additions and changes to the program’s content in order to
maximize potential impact on health behaviors related to obesity
and excess weight gain [see Smith et al. (44)].

Adaptation of the Family Check-Up for the
Prevention of Obesity and Excess Weight
Gain
The components and content of the original FCU model are
described in Table 1. Additional information is available in
Dishion and Stormshak (45) and Smith (46). In brief, the
FCU involves a 3-step process comprising an initial interview
with the family, an ecological family assessment (multimethod,
multirater), and a motivation-enhancing feedback session.
During the feedback session, family strengths, and areas for
potential intervention identified in the ecological assessment are
discussed with the caregiver(s) and motivational interviewing
is used to motivate families to make change and engage
in additional intervention. The primary form of subsequent
intervention is behavioral parent training and a variety of
community-based support services for the child (e.g., individual
mental health intervention) and the caregiver(s) (e.g., marital or
substance abuse counseling).

Although adaptation of the FCU for the prevention of
childhood obesity and excess weight gain and the primary care
context has not been described previously, the program has
been previously adapted for various populations and delivery
systems. Figure 2 provides a schematic of the various adaptations
of the FCU and the approximate chronology of these efforts.
A critical facet of each adaptation is retention of the core
components of the program and intervention strategies targeting
age-appropriate parenting and behavior management skills [for
further discussion, see Smith and Dishion (47). FCU was
originally designed for the prevention of problem behaviors in
the transition from middle to high school that increase the
risk of substance use, high-risk sexual behaviors, violence, and
other related outcomes (48) based on the successful Adolescent
Transitions Program (49) and the Parent Management Training
Oregon Model (50). The initial trials of the FCU occurred
in public middle schools (children age 12 to 14 years) in
underserved urban areas [see (35), (51)]. As described by Smith
et al. (38), the FCU was designed to be multiculturally responsive
and empirical studies have shown that different racial and ethnic

groups participate in and benefit from the program similarly.
However, there was not a specific adapted version of FCU for
each racial/ethnic group; rather, the program was individually-
tailored to the specific needs of each family [see Smith et al.
(38)]. The first adaptation of FCU for a specific racial/ethnic
group was for American Indian youth (52). Next, the program
was adapted for families with young children ages 2 and 12
years (24) and for delivery through home visitation rather than
embedded in schools (53). Then, FCU was adapted for delivery
within community mental health clinics (54). More recently, the
original FCUwas adapted for delivery within and in coordination
with primary healthcare systems (55). Ongoing studies are testing
the effectiveness of (a) a version of the program adapted for
emerging adults (ages 19 to 23 years) and their parents (56) and
(b) an Internet-based delivery of FCU to families in rural areas
identified in middle schools (57). In each of these situations,
the context of FCU delivery and the population were targeted
for adaptation, but the primary clinical target (i.e., reduction
of child problem behaviors through the improvement of family
management) remained consistent.

The developer of the FCU, Thomas Dishion, and other FCU
researchers at multiple institutions have recently undertaken
efforts to adapt the program to fit better within and in
coordination with pediatric primary care. These efforts coincide
with a national movement to implement evidence-based
parenting programs within primary care for the prevention and
the treatment of behavioral and mental health conditions (7,
8, 58). In addition to the effort described in this paper, Shaw
et al. (59) have been working in partnership with primary care
practices to reach children in need of family support services
to prevent substance use in pre- and early adolescence and
improve school readiness in young children. Their approach,
however, involves less adaptation to the FCU itself as they
identify eligible families in primary care, but then deliver the
FCU through the previously successful home visitation model
(outside of the primary care office). This linking of an EBP with
the primary care context is important, but places fewer demands
on the system to adopt the FCU compared to a more integrated
delivery model, and therefore, there is lesser need to adapt the
FCU for the demands of the context and is potentially more
quickly translated. Evaluating this hypothesis is a primary aim
of the ongoing Raising Healthy Children study (26) and a second
study also being led by Smith and Berkel that is funded by the
United Department of Agriculture (Grant number: 016–10799).
Relatedly, Polaha and colleagues pilot tested the FCU in primary
care clinics for young children’s mental and behavioral concerns.
The process and outcomes of these efforts are discussed in Smith
et al. (60) and Smith and Polaha (55).

In addition to adapting the FCU for delivery in the primary
care context, we also undertook a process of enhancing the
program to better target health behaviors and parental supports
to prevent obesity and excess weight gain. The findings of
previous research, including our own with the original FCU, have
resulted in efforts to enhance evidence-based parenting programs
to more specifically address behaviors related to maintaining
a healthy weight. Familias Unidas (St. George, S. M., Messiah,
S. E., Sardinas, K. M., Poma, S., Lebron, C., Tapia, M.,...
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TABLE 1 | Classifications of CONTEXT modifications to the original FCU in developing the FCU4Health program.

What is modified? By whom were

modifications made?
FCU FCU4Health

Format 1-on-1

Health maintenance model: Annual feedback sessions

with individually-tailored family support and referral

1-on-1

Intensive: 3 feedbacks in 6 months with

individually-tailored family support and referral (Goals:

USPSTF recommendation of 25–50 h)

N/A

Researchers (required by

funding agency)

Setting Schools

Home visitation

Community mental health

Social services

Pediatric primary care (i.e., behavioral health service,

integrated care)

Home visitation

Program developers

Agency administration

Personnel Master’s and doctoral-level mental health providers (e.g.,

social workers, psychologists)

Referral: school, mental health provider, parent

Master’s level providers in mental health (e.g., social

workers) and related health care and health promotion

fields (e.g., public health, nutrition)

Referral: pediatrician

Program developers

Agency administration

Program developers

Researchers (required by

funding agency)

Population Families with youth at risk for problem behaviors (e.g.,

oppositional, substance use, high risk sex, school failure)

Low-income, underserved

Ages 2–17 years (across multiple trials)

Families with youth at risk for obesity and excess weight

gain (e.g., poor diet, low physical activity,

racial/ethnic/cultural groups with disproportionate risk)

Low-income, underserved

Ages 6–12 in Raising Healthy Children

Program developers

N/A

N/A

Prado, G. Familias Unidas for health & wellness: Adapting an
evidence-based substance use and sexual risk behavior intervention
for obesity prevention in Hispanic adolescents, submitted for
publication) and Lifestyle Triple P (61) are other examples in the
family intervention literature of adaptation for this new clinical
target. The activities and sources of data used in the adaptation
and enhancement of the FCU for the prevention of excess weight
gain through primary care are presented in the Method section
and how each contributed to the adapted and enhanced version
of the program—the FCU4Health—is presented in the Results
section.

METHODS

Procedure
Adapting an EBP when scaling out should generally comprise
an iterative, multi-method, and multi-informant process. Our
process occurred through a variety of activities and sources of
data. These are described in the chronological order in which
they occurred. Continuation or repetition over time is noted as
appropriate. This study was carried out in accordance with the
United States Department of Health and Human Services (HHS)
policy for the protection of human subjects. The protocols of
the pilot study and ongoing Raising Healthy Children study from
which data were drawn for this article were approved by the
institutional review boards of Arizona State University and the
Phoenix Children’s Hospital. All subjects gave written informed
consent in accordance with the Declaration of Helsinki.

Evidence From Prior Trials of FCU For Adolescents
As summarized above and in Figure 1, there was optimal
evidence for adapting the FCU to focus on health behaviors.
Enhancement for the prevention of obesity and excess weight

gain was informed by analyses of prior trials of the FCU showing
mediated effects of the intervention on obesity and related
processes (41, 43).

Meetings With Pediatricians And Social Workers at

Phoenix Children’s Hospital (PCH)
In 2011, FCU developer Dishion and collaborator Berkel began
a series of formal and informal meetings with pediatricians
and social work staff at PCH concerning the acceptability and
appropriateness of using the FCU in general pediatrics. These
meetings comprised presentations by Dishion and sharing of
FCUmaterials. The chief of pediatrics and other clinic leadership
also attended. This partnership was made possible by Berkel’s
dual appointment at ASU and PCH’s general pediatrics care
coordination program (Berkel, C., Araica, E., Smith, J. D.,
Tovar-Huffman, A., Beaumont, S. W., & Shaw, T. Connecting
families: Implementation and outcomes of a comprehensive care
coordination program, manuscript in preparation).

Pediatrician Needs and Attitudes Survey
As a result of these meetings focused on exploring use of FCU
in general pediatrics, in 2012, Berkel et al. (62) conducted a
survey of the 20 physicians in the general pediatrics clinics about
their concerns for families and attitudes toward implementing
the FCU in the clinic. The top three areas of concern were obesity
(100%), nutrition (95%), and parenting (90%). All respondents
perceived a need for a program like the FCU that could also
address family factors related to weight management. Open-
ended responses, provided by 70% of respondents, reflected
themes of limited time to convey important, tailored health
information; the desire to increase parent understanding and
empowerment to support children’s health behavior change; and
a recognition of the many barriers to families’ being able to follow
through with recommendations for healthy lifestyle behavior
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FIGURE 2 | Characterizations and approximate chronology of adaptations to the FCU. 1Each project used an adaptation of the original FCU for the local context.
2This project is an extension of the Project Alliance 2 cohort. 3FCU Online uses the content of original FCU. 4Berkel and Smith began a related project funded by the

USDA in summer 2018.

change. Further, pediatricians reported feeling unprepared to
contend with these family-level barriers to follow through due
to their lack of training in this area and their many practice
demands. In 2011, Dishion and Berkel submitted a grant to
test the effectiveness of the FCU when implemented by general
pediatrics care coordinators in early childhood (birth to five).
This grant was not funded. In 2014, Berkel, Dishion, and Smith
submitted a grant to test the effectiveness of the FCU through
care coordination with adolescents, and Smith, Marisol Perez,
and Dishion submitted a grant to test FCU as an add-on
parenting support service for families in an outpatient specialty
care clinic for obesity in the hospital. Neither of these grants were
funded.

Pilot Trial of FCU in Pediatric Primary and Specialty

Care
Dishion was awarded a seed grant from Arizona State University
(ASU) to conduct a pilot feasibility trial of implementing the
FCU in general pediatrics and a specialty clinic in the department
of gastroenterology for children with non-alcoholic fatty liver
disease at PCH. These two clinics were selected to obtain

information about feasibility, appropriateness, and acceptability
of FCU for outpatient primary and specialty care, and how the
different population characteristics could inform adaptation of
the program to better address prevention of obesity and excess
weight gain across levels of disease progression. The pilot trial
was run by Dishion, with assistance from Berkel, Smith, and ASU
clinical psychology graduate students (Montaño, Rudo-Stern,
Chiapa) who provided the FCU. Eleven families and fourteen
families were consented and participated in some aspect of FCU
in the fatty liver and general pediatrics clinics, respectively. The
project demonstrated a need to adapt the FCU to fit clinic
procedures, which necessitated adaptations to program delivery
and addition of a relevant screening process and instrument
(63). Activities followed a participatory research approach with
health care staff (pediatricians, nurses, dieticians), patients, and
their families. All eligible families were offered the FCU at
no charge and received a $20 gift card for completing the
assessments. Qualitative findings from stakeholder interviews
with pediatricians (n = 11) and dieticians (n = 4) indicated
that these stakeholders: (1) desired to involve families in the
FCU; (2) actively offered FCU to families; (3) saw a need for
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an intervention to help families with parenting practices as
they relate to children’s physical health; and (4) felt the name
“Family Check-Up” is appropriate in this setting. Additionally,
the average score on the Evidence Based Practice Attitudes Scale
(64) reported by physicians and dietitians (n = 15) was a 44
(out of 50) indicating adequate acceptability. Results of family
interviews revealed (1) receptivity to the family-centered nature
of the FCU to support parents; (2) parents see themselves as the
primary source of support for their children; (3) acceptability
of a program that supports parents in implementing treatment
recommendations; (4) if an intervention that provided this type
of additional support for parents was being offered in their
clinic, they would find it appealing and would enroll; and (5)
the name “Family Check-Up” is appropriate in this setting.
Individual outcomes were not assessed as part of this trial as
the goal was determining feasibility and needed adaptations and
enhancements.

Raising Healthy Children Study: Hybrid

Effectiveness-Implementation Trial in Primary Care
In 2014, Smith, Perez, Dishion, and others submitted a proposal
for federal funding to conduct a randomized trial of the
FCU in specialty care for the management of obesity. The
proposal was not funded. In 2015, Berkel and Smith led a
proposal in response to a request for applications issued by
the Centers for Disease Control and Prevention under the
Childhood Obesity Research Demonstration (CORD) projects,
version 2.0 announcement. The proposal was selected for funding
and the Raising Healthy Children study officially began on June
1, 2016. Specific Aim 1 of the project was stated as “Finalize
the adaptation of the Family Check-Up 4 Health (FCU4Health)
program, which was initially adapted and piloted in pediatric
primary healthcare, based on input from a CAB and partner
clinics.” In brief, the trial is an effectiveness-implementation
hybrid trial comparing an integrated/co-located model of care
with a referral to external services model in partnership with
three primary care agencies. Families are randomly assigned
to FCU4Health (n = 200) or to clinic services as usual plus
information (n = 150). The FCU4Health protocol in the Raising
Health Children study consists of three family health behavior
assessments and three feedback sessions, with individually-
tailored family support sessions and referral to community-based
services, over a 6-month period. An assessment 1 year after
baseline will be used to examine lasting effects. The full study
protocol is available in Smith et al. (26). As of this writing, the trial
is still enrolling participants and providing the FCU4Health to
families randomized to that arm. FCU4Health coordinators and
supervisors meet regularly to discuss barriers and refinements to
delivery process.

Community Advisory Board
The CORD 2.0 funding mechanism entailed the inclusion of
a CAB with the goal of ensuring that at the conclusion of
the project, the program would be ready for dissemination.
The request for applications stated, “Collaboration with state
CHIP and/or Medicaid offices to advise a state-wide or regional
level project and to be part of a stakeholder group that can

help generate suitable recommendations for sustainability and
program components to be further replicated or scaled.” In
addition to a representative from the state Medicaid office,
known as the Arizona Health Care Cost Containment System
(AHCCCS), our CAB includes leadership and direct service
providers from local agencies (including our partner agencies
for the project); stakeholders from relevant local entities (e.g.,
local health department, Arizona chapter of the American
Academy of Pediatrics); representatives from health insurance
plans; and researchers in obesity prevention, nutrition, and health
disparities. We used community engaged dissemination and
implementation research methods (65) to inform the conduct of
our research and the execution of implementation.

We convened our first official CAB meeting in May 2016
(3 h) to prepare for the project starting. We next convened
a day-long CAB meeting in September 2016, in which we
held three concurrent work groups with the aim of obtaining
guidance on three key aspects of the project: (1) evidence
needed for post-project adoption; (2) integration of FCU4Health
into the pediatric primary care system; and (3) program
components to increase effectiveness for prevention of excess
weight gain. Clearly, the latter two are directly relevant to
adapting the program’s delivery and enhancing its content.
Berkel et al. (Berkel, C., Rudo-Stern, J., Villamar, J., Wilson,
C., Flanagan, E., Smith, J.D. Recommendations from community
partners to promote sustainable implementation of evidence-based
programs in primary care,manuscript in preparation) discuss our
partnership formation and the products of the CAB through the
qualitative analysis of these work groups. Relevant findings for
adaptation and enhancement are presented in the Results section.
Recently, the CAB and four collaborators from the Obesity
Prevention and Control Branch at the CDC, assembled for a 3 h
meeting in September 2017 for updates on project progress and
a discussion of successes and challenges to achieving the stated
aims.

RESULTS

This section of the paper describes the FCU4Health program
and classifies in what ways the original FCU was adapted for
primary care or enhanced for the prevention of obesity and excess
weight gain. Importantly, we also note important aspects of the
FCU that were not changed for FCU4Health; these were critical
for maintaining fidelity to the core components of the program
and the underlying theory of change. We use the framework and
coding system for modifications to EBPs developed by Stirman
et al. (25). There is also a description of the activities (listed
in the Method section) that were used in making the described
adaptations. Finally, we use the JaKa et al. (27) taxonomy to
specify the behavior change techniques used in FCU4Health
as a means of providing a standardized comparison to similar
programs.

Adaptation and Enhancement
The Stirman et al. (25) framework considers first the type of
modification: content of the EBP or context in which it is
being delivered. Within content modifications, 12 categories
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concerning the nature of the modification are identified and
the level at which the modification occurs is specified (e.g.,
individual patient, clinic population). For context modifications,
5 categories were identified and include changes to the format,
the setting, or the patient population (that do not result in
changes to the actual content of the EBP). For each type, who
was responsible for the modification is also indicated. Table 1
presents our classifications of the context modifications and
Table 2 the context modifications made to the original FCU in
development of the current model of FCU4Health. The narrative
that follows in this section is intended to supplement and
synthesize the information in the table by providing information
on the timing of the modification and the sources of data that
were used. This is one aspect of the Stirman et al. framework
where we diverge. As it was intended to be applied retrospectively
and not prospectively, we note when modifications were a priori
(by the program developers) or after data sources indicated a
need. The narrative also covers a third area of modification in
the Stirman et al. framework: training and evaluation.

Context Modifications: Adaptation for Primary Care
The 1-on-1 delivery format of the FCU and use of home
visitation during early childhood was retained for FCU4Health.
The motivation for and merits of a 1-on-1 approach that occurs

largely in the family home, compared to the common group-
based delivery of parenting programs at a central location, are
discussed in Smith et al. (53) and Dishion and Kavanagha (48).
Home visiting for delivery of behavioral health is particularly
germane to coordinating with pediatric primary care due to
the space limitations of typical medical offices for use by
behavioral health staff. In FCU4Health, identification, referral,
and initial contact (ideally) occur in the primary care office and
the remaining intervention services predominantly occur in the
family home or a community location (e.g., community center,
YMCA). However, the delivery strategy is flexible and is currently
being done in multiple ways in an ongoing trial aligning with the
staffing, space, and preference of the clinics involved (Berkel et
al., submitted). One major format modification that was made
for the Raising Healthy Children study concerns the intensity of
services provided. The original FCU was designed for selected
and indicated prevention and was intended to be delivered
using a health maintenance approach. Specifically, each year the
family has a comprehensive assessment and a “feedback session”
to build motivation and plan follow-up services for which the
intervention intensity (number and frequency of sessions) is
guided by the current level of need (66). In this project, a more
intensive model of delivery is being used. The CORD 2.0 RFA
required a delivery approach that would meet the recommended

TABLE 2 | Classifications of CONTENT modifications to the original FCU in developing the FCU4Health program.

What is modified? By whom were

modifications made?

Level of delivery Nature of the

modification
FCU FCU4Health

Screening—child behaviors and family

risk factors for ineffective parenting

Screening—child body mass index

(BMI)

Program developers

Researchers (required by

funding agency)

System level Substituting

3 contacts (initial interview; ecological

family assessment; feedback session)

2 contacts (combined initial interview

and family health routines

assessment; feedback session)

Program developers System level Shortening/

condensing

Ecological assessment

surveys—focused on ecological

influences on children’s adaptations

and behavior and on parent’s ability to

manage the family

Family health routines surveys –added

health routines and behaviors module

(e.g., dietary practices, mealtime and

sleep routines, physical/ sedentary

activity, health related quality of life)

Program developers

Researchers

Coalition of stakeholders

System level Adding elements

Family Interaction Tasks—focus on

risk reduction of factors related to

problem behaviors (e.g., monitoring,

limit setting)

5 tasks, 5min each

Family Interaction Tasks—focus on

promoting healthy goals/behaviors

and setting limits on unhealthy

behaviors

3 tasks, 3-4min each

Program developers

Coalition of stakeholders

System level Substituting

Tailoring/tweaking/

refining

N/A Anthropometric evaluation (BMI, body

composition) of child and other family

members, who are encouraged to

provide this data

Program developers

Researchers (required by

funding agency)

Coalition of stakeholders

System level Adding elements

Referrals to community services and

supports

Referrals to community services and

supports

Programs and services for diet,

nutrition, physical activity and

services to address social

determinants of health

N/A

Program developers

Coalition of stakeholders

System level

System and clinic/unit levels

(tailored at the individual

patient level)

N/A

Tailoring/tweaking/

refining

No explicit focus on nutrition or health

behaviors related to obesity and

excess weight gain

Nutrition and child health behavior

education and goals/expectations

Program developers

Coalition of stakeholders

System level (tailored at the

individual patient level)

Adding elements
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25 to 50 h of intervention time over a 6-month period specified
by the US Preventive Services Task Force for youth with a BMI
for age and gender of≥85th percentile (67). This requirement led
us to devise a condensed healthmaintenance approach with three
feedbacks in 6months (Months 1, 3, 6), rather than the customary
annual feedback, to facilitate achieving the hourly target, allow
us to continually tailor the intervention for each family, and
explicitly address motivation to change behavior—a primary
challenge in family-based intervention for the prevention of
excess weight gain (68) and an explicit target of the FCU and
FCU4Health. This schedule aligns with the suggested frequency
of visits to primary care for children with obesity (69). In this way,
the FCU4Health is being delivered as an indicated intervention
in the Raising Healthy Children study. However, in an ongoing
trial of FCU4Health funded by the United States Department of
Agriculture to Berkel and Smith (Grant number 016–10799), it
is being delivered as a selected intervention for young children
(ages 2 to 8 years) who screen positive for poor dietary habits
but who do not have an elevated BMI. Rather than the intensive
delivery of the program as is being done in the Raising Healthy
Children study, delivery of FCU4Health occurs annually for 3
consecutive years with individually-tailored intervention plans
(i.e., number of hours each year vary from 3 to 10) to correspond
with each child and family’s specific level of need.

Concerning the setting, we have previously discussed our
scale-out effort to primary care. The program developers sought
to take the FCU into this service context for a number of
reasons. First, it is a setting that serves a high proportion of
children and families; parents are typically present at children’s
healthcare visits; and parents are used to receiving advice from
pediatricians as a trusted source of information (7). These
factors generally support a parenting intervention in primary
care. Specific to shifting our clinical target of obesity and excess
weight gain, primary care is a context where weight and weight-
related behaviors are thoroughly embedded, it is the only system
that regularly tracks weight throughout childhood, and parents
may be more receptive to learning about their child’s risk
for obesity from their pediatrician than in other contexts (7)
where identifying children with elevated BMI creates concerns
about confidentiality and stigma (70). Our early and ongoing
meetings with stakeholders, survey of pediatricians’ needs, and
pilot trial provided the necessary evidence that such a program is
acceptable and appropriate for this setting. Formal data collection
on acceptability and appropriateness is ongoing in the Raising
Healthy Children study, but no major concerns have emerged up
to this point.

The personnel that typically deliver FCU were largely
maintained for FCU4Health. The primary providers areMaster’s-
level clinicians with backgrounds in mental and behavioral
health. In working with our partner agencies, and discussing
children’s primary healthcare practices more broadly with the
CAB, we elected to allow professionals from obesity-related fields,
such as health promotion, nutrition, and public health, to be
trained to deliver the intervention, as these are the professional
roles that serve similar functions to FCU4Health in pediatric
healthcare agencies and often have training in motivational skills.
Further, some components of the FCU4Health (i.e., conducting
the assessment, connecting families with referrals to community

resources to address contextual needs) may be completed by
community health workers or promotoras. This diffusion of
responsibilities fits with the medical home framework in which
each person in the clinic performs roles in accordance with their
training and abilities (71). The procedures for implementation
vary, however, by the agency or clinic depending on their
available personnel and other resources and the model of
behavioral health services used (e.g., integrated care, coordinated
care, colocation, referral to external service provider). Thus,
when implementing FCU4Health, there is a need to accomplish
specific program activities but the manner in which this is done,
who is responsible, and even where they are delivered—in the
clinic, the home, or another agency’s offices—is flexible (72;
Berkel et al., submitted).

With the change of setting came a change in the referring
professional. In previous trials, referrals originated with school
personnel, the parents, or a mental health provider. In keeping
with typical procedures in pediatric primary care, which was
also a requirement of the CORD RFA, the pediatrician identifies
children with elevated BMI and refers to the FCU4Health. In our
pilot trial and in meetings with our partner clinics and the CAB,
this procedure was found to be feasible and appropriate.

Population modifications centered on the new clinical target:
pediatric obesity. Instead of the FCU procedure of targeting
characteristics of children and families focused on risk reduction
for problem behaviors, FCU4Health targets families with youth
at risk for obesity and excess weight gain, but with a
health promotion approach. Characteristics considered include
behavioral risk factors, such as poor dietary practices and low
physical activity, and also membership in sociodemographic
groups that are disproportionately affected by the obesity
epidemic, including low-income and racial/ethnic minority
families (73). The age of the targeted youth is intended to be
the same as the original FCU, which is 2 to 17 years, however,
CORD 2.0 funding is for inclusion of children ages 6 to 12
years.

In summary, nearly all context modifications were made by
the program developers, who are also the researchers on the
project. Some modifications were directly influenced by the
CORD 2.0 RFA. Agency administrators (i.e., leadership at our
partner clinics) were influential in the decision to include related
professionals in the delivery of FCU4Health. Nearly all of these
modifications were determined a priori to the grant proposal,
based on our prior experiences (e.g., meetings, pilot trial).

Content Modifications: Enhancement for Pediatric

Obesity
Content modifications to FCU primarily involved tailoring and
adding elements to address obesity and health behaviors. Care
was taken to retain core components of the FCU in order to
maintain its effectiveness at improving parenting and family
functioning, which we found mediated effects of the program
on obesity in childhood and adolescence to adulthood (41, 43).
Content modifications were made in close collaboration with
our CAB. Berkel et al. (manuscript in preparation) report the
primary qualitative results of an analysis of transcripts from
three working groups conducted at our September 2016 CAB
meeting. These working groups discussed the topics of (1) fit
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of the FCU4Health within primary care, (2) components of the
program for prevention of obesity and excess weight gain and
management of co-occurring concerns, and (3) evidence needed
to support sustainment of the program after the trial. Salient
results from this qualitative research are included in the following
sections.

The procedures for delivering FCU4Health differs somewhat
from FCU due to the demands of the delivery setting and the
new clinical target. Members of our CAB engaged in a working
group on the issue of fitting FCU4Health into primary care.
The primary themes concerned fit with the clinic’s mission
and needs, clinic staffing, and patient characteristics. To this
end, we first needed a new screening process with the shift
to prevention of obesity and excess weight gain necessitated.
Although the CORDRFA dictated that the pediatrician was to use
the child’s BMI to initiate referral to FCU4Health after providing
counseling, consistent with Healthcare Effectiveness Data and
Information Set (HEDIS) procedures for children with BMI ≥
85th percentile for age and gender, our pilot trial experience
and CAB work group on integration confirmed that these steps
and personnel aligned with clinic practices and were preferred.
This modification was a substitute for the FCU screening for
child problem behaviors (e.g., oppositionality) and family risks
for ineffective parenting (e.g., parental depression). Next, we
shortened/condensed the number of contacts between the family
and the FCU4Health coordinator for the “check-up” portion of
the program based on pilot data indicating that families had
difficulty completing the typical 3 sessions of the FCU and
preferred fewer contacts (63). FCU4Health combines the initial
interview and assessment2, whereas these were originally separate
meetings in FCU.

Modifications to the family assessment, which were mostly
additions, were fairly extensive. In the original FCU, an ecological
family assessment is conducted to gather information on the
various influences on both child problem behaviors and on
parenting effectiveness (24). The majority of the constructs and
items in the original assessment were retained because they are
relevant to health behaviors (e.g., child self-regulation) or to
parenting (e.g., social support, parental depressive symptoms).
However, a health module was added to the survey portion of
the assessment to gather more pertinent information about the
constructs of (a) child dietary habits; (b) family health routines
(mealtimes, sleep, media) and behaviors (dietary practices,
exercise); (c) health-related quality of life; (d) weight-related
stigma; (e) body image; and (f) the management of common co-
occurring health conditions when present (i.e., asthma, diabetes).
These additional constructs were in part a result of a working
group meeting of our CAB on components of the FCU4Health.
In this meeting weight-related stigma came up as an area of
particular importance, as did the need for referral resources to
support child and family health in the areas listed previously.

2In the Raising Healthy Children study, we conduct the assessment first in a stand-

alone contact in order to double-blind the collection of baseline data prior to

randomization and follow-up assessments at later waves. The initial interview is

then combined with the feedback. In routine implementation of FCU4Health, the

initial interview and assessment would be combined.

The FCU assessment also includes an observational
component to rate parenting skills and family functioning
using the Family Interaction Task (FIT), which is a series of semi-
structured family interactions that are coded using a validated
system (74). In the spirit of shortening the FCU4Health, we
modified the number, length, and prompts of the FIT. In FCU,
five tasks (5min each) were administered with a focus on factors
related to preventing child problem behaviors (e.g., monitoring
the child’s whereabouts and peer network). In FCU4Health, we
administer three tasks (4min each) concerning health goals and
promoting healthy behaviors. For example, the instructions for
the Goal Setting task are:

To Child: I’d like you to talk about your goals for yourself for
exercise and your diet, especially developing healthy habits. Then,
please talk about how you feel that it is going right now.

To Caregiver(s): When (child name) is finished, please talk
about your goals for his/her health, diet, and exercise behavior.
Share with (child name) some specific ways you plan to help
support those goals. Then please talk about your hopes and plans
for your son’s/daughter’s future health.
The same coding system is used to assess parenting skills with
one salient addition: parents’ knowledge of national guidelines
for children’s health behaviors. Examples include the current
recommended amount of daily physical activity, servings of fruits
and vegetables, and amount of screen time. The FCU4Health
developers piloted a version of these FIT prompts in the pilot
trial and they were refinedwith guidance from our partner agency
staff and the CAB.

A final addition to the family health routines assessment for
FCU4Health was anthropometric evaluation of the child and
the family members using a portable medical-grade electronic
scale to obtain weight and body composition data. In the
grant application, we proposed to capture these data from the
child only. There was a concern with respect to our economic
assessment as to whether we would see cost-benefit within 1 year.
Because adult BMI is more proximally linked with expensive
health outcomes, and because we theorized that by promoting
healthy diet and physical activity in the family, parents may also
experience reductions in obesity. The CAB felt that having the
entire family get on the scale would normalize the measurement
process for the child. Consequently, we decided to add parent
weight and body composition to the assessment and encourage
being weighed and measured. As weight was not a target of the
original FCU, this element was simply added3.

The purpose of the assessment is to identify services that
would help families support child health and motivate parents
to engage in those services. These follow-up services can take one
of two forms. To address needs related specifically to parenting,
the coordinator provides parenting skills training using Every
day Parenting (75), a 12-module skills-based curriculum focusing
on three core areas of parenting and family management:
relationship quality, positive behavior support, and monitoring

3In a previous trial of FCU, children’s height and weight data was collected as part

of the research protocol, but this information was not used in the intervention

in any way [see Montaño et al. (42)]. Thus, we consider its explicit use in the

FCU4Health an addition.
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and limit setting. This element was refined from the FCU, which
also shares this explicit goal, by using examples that specifically
focus on health behaviors (e.g., setting limits on screen time).
In both programs, the number of Every day Parenting modules
and the type and number of referrals for community-based
support services are individualized to the specific needs of
each family following a feedback session that discusses the key
findings of the family assessment. Although FCU4Health adheres
to the Everyday Parenting modules as they pertain to skill-
building, because of the program’s target, coordinators add a
focus on children’s nutrition and age-appropriate health behavior
expectations. This element aligns with our added category in
the FIT assessment of parent understanding of health guidelines.
FCU does not provide this information as part of standard
protocol.

To address other areas of need, the coordinator shares
information about resources in the community and provides
motivational and logistical support to families to connect with
those resources. In FCU4Health, there is an emphasis on
referrals to health-related community supports, such as food
banks, community gardens, and recreational programs, and
also to social services that can help the family address social
determinants of health related to childhood obesity (76). There
is an explicit goal of assisting families in procuring insurance
for their child(ren) and securing or maintaining employment.
Similar to the original FCU, FCU4Health also commonly refers
parents to specialty mental health services, when indicated,
for such issues as children’s mental health concerns (e.g.,
developmental delays, attention deficit hyperactivity disorder)
parental depression and substance use. FCU4Health has a
greater focus on specialty health care for common co-occurring
conditions, most notably chronic health conditions such as
asthma and diabetes. The CAB workgroup meeting on program
components yielded recommendations on how to compile,
maintain, and disseminate up-to-date information on referral
resources to facilitate referrals.

Training and Evaluation Modifications
The FCU4Health training and supervision process and
implementation monitoring system remains largely consistent
with the most recent trials of FCU. Three aspects differ from
prior trials of FCU. First, given that the Raising Healthy Children
project is an effectiveness trial, the amount of consultation
from FCU4Health developers and supervisors, and ongoing
oversight more generally, is less prescribed in amount and
duration compared to efficacy trials by Dishion and colleagues
[e.g., Dishion et al. (24)]. The best comparison to our procedure
and amount of training and consultation is an effectiveness-
implementation hybrid type I trial conducted with the original
FCU in community mental health agencies (54). A second
modification to training compared to previously published
research trials is the use of an e-learning course developed by
Dishion and colleagues at the ASU REACH Institute as the
prerequisite to in-person training in the program. The e-learning
course is on the original FCU (77) and the Everyday Parenting
Curriculum (78) and covers the theoretical background and core
components of the parenting aspects of the program; we focused

on supplementing this information with the health-related
adaptations of the FCU4Health during the in-person training.
Third, FCU uses a validated, observational coding system called
the COACH (79) to monitor delivery of the program. The
COACH is an observational rating system of fidelity in delivering
FCU4Health. Skills in five areas (Conceptually accurate to
FCU4Health; Observant and responsive to client needs; Actively
structures the session; Corrective feedback is provided; Hope
and motivation) are rated on a scale from 1 (low) to 9 (high)
by trained coders. Scores on the COACH have been found to
be reliable and related to change in both parenting skills and
child behaviors in previous trials (80–82). For Raising Healthy
Children, we are using the COACH, but are also developing an
automated system to rate fidelity based on existing, validated
systems for core elements of motivational interviewing (e.g.,
presence of complex reflections, open-ended questions) (83–85)
and other family-based and parent training interventions (86, Li
et al., submitted). This system will allow us to evaluate fidelity
to FCU4Health for every session rather than the typical practice
of coding a small sample due to the burden of observational
assessment. Thus, the training of FCU4Health includes: for
coordinators, completion of a 7-module e-learning course,
a 3-day in-person training, completion of a mock case, and
close supervision for the first two families seen is encouraged
but not required, and varies based on ratings of fidelity to the
protocol; for interviewers (those completing the assessments),
a 1-day training that includes a practice administration;
and for referring physicians and other healthcare staff and
leadership/managers in the clinics, a 30–45min orientation
to the program and the referral procedures and inclusion
criteria.

Specifying the Behavior Change Techniques of the

FCU4Health
JaKa et al. (27) developed a standardized protocol to specify
the type and amount of behavior change techniques used in
behavioral interventions for pediatric obesity. They drew from
the original 93 techniques in the Behavior change Taxonomy (87).
For the purposes of this article, we specify the type and rate the
emphasis given each technique on a scale of 1 (low) to 5 (high).
JaKa et al. also code the amount of each technique, but this can
only be determined from observation of the program’s delivery.
Figure 3 provides a side-by-side comparison of the FCU4Health
and the original FCU. Because the FCU4Health is individually
tailored to the needs of each child and family, we further specify
whether a given technique is universal (received by all families
in the program) or applied selectively based on needs identified
in the family health behaviors assessment. We present the 23
techniques Jaka et al. (27) found to be reported at least once
in their evaluation of intervention protocols, manuscripts, and
workbooks, indicating salience for childhood obesity programs
whereas the remaining 70 techniques are unlikely to be relevant.
Further, given that FCU4Health is a family-based intervention,
certain behavior change techniques are taught to caregivers to
then use with the child. For example, we train caregivers to
provide effective social rewards to the child to reinforce desired
behaviors.

Frontiers in Public Health | www.frontiersin.org 12 October 2018 | Volume 6 | Article 293

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Smith et al. Adapting Family Check-Up for Obesity

FIGURE 3 | Specification of behavior change techniques in FCU4Health and the original FCU. All families. Selected families. Rating scale: 1, low; 5, high emphasis.

DISCUSSION

This paper presents the adaptation of an evidence-based
prevention program to scale-out to a new delivery context and
for a new clinical target. The well-established FCU program was
adapted for the pediatric primary care context and enhanced
to more effectively prevent obesity and excess weight gain in
children. The resulting program, FCU4Health, is likely to be
acceptable and feasible based on pilot study data (63) and
is currently being tested in a large randomized effectiveness-
implementation hybrid trial (26) to gather this data alongside
evidence of clinical impact on children’s weight and health
behaviors.

A number of key changes were made when developing
FCU4Health, while other core components and characteristics
of FCU were retained. Context adaptations, most of which
were made a priori by the program developers, included the
identification and referral process; a shift to a health promotion
focus; reducing the number of total contacts for the “check-up”
component; and a division of responsibilities among clinic staff
for the various components of the program. Important context
characteristics that remain unchanged from the original FCU are
an emphasis on underserved children disproportionately at risk

for the target outcome; the coordinator’s being behavioral health
professionals; 1-on-1 delivery format to maximize flexibility of
delivery and reduction of barriers to maximize participation; and
engaging caregivers inmultiple “check-ups” to track progress and
continually enhance motivation to change behaviors. Content
adaptations were almost exclusively due to the change in
clinical target. These additions began during pilot testing of the
FCU4Health and were later refined in collaboration with the
CAB. A key modification was making the family assessment
more relevant to weight-related behaviors. Importantly, the
critical processes that underlie change in the FCU were retained.
These include assessment, feedback, motivation enhancement,
coordination with community supports and programs, and
individualized intervention planning. Training, supervision, and
implementation monitoring largely remains unchanged, with the
exception of using a recently-completed e-learning course to
train coordinators and developing an automated fidelity coding
system as part of the ongoing Raising Healthy Children study.

Adaptation is a commonly used implementation strategy
to better align EBPs with the characteristics of real-world
service delivery systems and the populations being served
(18). Despite the prevailing use of EBP adaptation in practice,
this paper provides a number of unique contributions to the
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implementation research literature, such as how adaptations are
characterized, for what purposes, and how the decisions to adapt
were made. First, we framed our adaptation process and aims
on the new implementation science concept of scaling out (15).
In contrast to the common approach of incremental adaptation
typical in the existing literature, where modification to either
the delivery context or to the population is described, this paper
is an example of simultaneous adaptation to both dimensions,
which speeds translation of EBPs. We also delved deeper into
the scaling out concept in an important way by providing
detailed, hierarchical levels of evidence to be applied when
scaling out involves adapting a program for a new clinical target.
By providing Minimal, Preferred, Preferred Plus, and Optimal
levels of evidence, researchers, reviewers, and stakeholders can
better evaluate the case for scaling out in this manner. In
combination with available support for changing delivery context
or population (e.g., age, racial/ethnic group), the level of evidence
can be used to justify scaling out to a new clinical target. Future
work could involve similarly specifying levels of evidence for
changing to a new delivery context or population characteristic
(without changing the clinical target). Currently, this does not
exist explicitly.

Second, we used the Stirman et al. (25) adaptation coding
system in a novel way to characterize the types of adaptations
made, by whom, and based on what sources of data. Stirman
et al.’s system provides a framework for a comprehensive
description of adaptations. We found it to be particularly
useful for the current paper as it was intended to be applied
retrospectively. In contrast to the typical use of the system for
coding individual sessions, we were able to successfully apply
it to the program as a whole using a common language that
other adapters could also use to describe their adapted EBPs.
The consistent use of terminology is a critical challenge in
implementation research (88).

Third, we provide a comparison of the behavior change
techniques used and their levels of emphasis and application
between the original FCU and the new FCU4Health program.
We used the techniques that JaKa et al. (27) identified as
most common in EBP protocols of behavioral interventions for
pediatric obesity. Specification of techniques in this manner helps
to open the “black box” of how these interventions work and
allows for comparison with the active ingredients of other, similar
programs. In this paper, it was also useful in highlighting the
similarities and the differences between FCU and FCU4Health.
The differences were minor and centered on a greater emphasis
in FCU4Health on changing the physical environment and the
caregiver being a role model for healthier child behaviors. These
minor differences provide support for our assertion that the core
components responsible for the effectiveness of the original FCU
were retained in FCU4Health. Last, without the ability to rate
how frequently each technique was used in FCU4Health delivery,
as the JaKa et al. rating systemwas intended, we used an emphasis
scale and indicators of either to all families or to select families to
further illustrate the degree of likely use. Observational coding
of FCU4Health sessions in the future could be done to quantify
with better precision the frequency at which each technique is
used.

CONSIDERATIONS

One of the challenges in both adapting the FCU and in describing
it in this paper is that the program is individually-tailored
and delivery is flexible by design. This made it challenging to
code adaptations; many of the elements of FCU4Health would
be acceptable if done within the context of the original FCU.
For example, discussing a need for more physical activity and
less screen time in FCU would be appropriate if it related to
a concern raised by the caregivers even if it’s not an explicit
target of that program. FCU4Health more or less uses the core
intervention techniques and process of the FCU, but shifts the
focus to a new clinical target, pediatric obesity, and emphasizes
parental management and supports to improve child health
behaviors. While many adaptations described here could be
considered fidelity-congruent within FCU, but not necessarily
prescribed, they should be considered necessary for high fidelity
to FCU4Health given the new clinical focus.

From a practical perspective, the elements that we added to
FCU4Health’s questionnaires increased the time to complete,
particularly for children with additional chronic health
conditions (the presence of asthma and diabetes trigger
additional questions). The family assessment is already a
challenge to complete in many service delivery systems due to
the time required. Thus, we expect in the future to pare down
the assessment to its necessary constructs based on the findings
of this study to reduce burden on families and agencies. This
consideration harkens back to the framework of scaling out to
a new delivery context and the need to consider capacity and
readiness to adopt and deliver an EBP. Although assessment
is commonplace in pediatric primary care, the measures are
typically screeners that are very short. Moreover, assessments are
sometimes administered via semi-structured interview format
where pediatricians write out responses. Thus, it might be
challenging to change this practice in favor of the FCU4Health
questionnaire and FIT assessment even if the time required is
comparable.

CONCLUSIONS

This paper provides a detailed account of the many sources
of information and data that inform an ongoing process of
adaptation to meet the changing needs of the setting and the
population served. Our approach aligns well with the Dynamic
Sustainability Framework (13) and is an example of community
engaged dissemination and implementation (65). Our process to
date occurred over 6 years and will continue. Adaptations have
and will continue to occur as we triangulate data from multiple
sources (e.g., delivery, feedback from stakeholders, examination
of clinical effects). As the FCU4Health is implemented, we
are continuing to refine the program components and delivery
strategies with input from our CAB, the partner agencies,
FCU4Health coordinators, and our implementation support
staff. A key activity as the Raising Healthy Children study nears
completion is to review our implementation data and work with
stakeholders, including caregivers and children, to determine
what the program will look like and how it will be delivered
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in the “real world”; that is, as the agencies attempt to sustain
implementation of FCU4Health outside of a formal research
study. We expect the process of adaptation to be ongoing as the
healthcare landscape for children evolves and the priorities of the
agencies that serve them also shift.

AUTHOR CONTRIBUTIONS

JS and CB conceived of the study. JS, CB, JR-S, ZM, AM, AC, MB,
and TD participated in different phases of the adaptation process
and contributed to the adaptation of the FCU in substantive ways.
JS, CB, and JR-S collaborated in the writing of themanuscript and
wrote the final manuscript. All authors have read and approved
the manuscript.

FUNDING

This study is supported by grant U18 DP006255 from the
National Center for Chronic Disease Prevention and Health
Promotion of the Centers of Disease Control and Prevention,
under the Childhood Obesity Research Demonstration Project
2.0 (CORD), awarded to CB and JS. Additional support
was provided by grant P30 DA027828 from the National
Institute on Drug Abuse, awarded to C. Hendricks Brown;
minority fellowship SM60563-40 awarded to ZM and minority
fellowship SM060563-03 awarded to AC from the Department of
Health and Human Services; and the Implementation Research

Institute (IRI) at the George Warren Brown School of Social
Work, Washington University in St. Louis through grant R25
MH080916 from the National Institute of Mental Health and the
Department of Veterans Affairs, Health Services Research and
Development Service, Quality Enhancement Research Initiative
(QUERI). The opinions expressed herein are the views of the
authors and do not necessarily reflect the official policy or
position of the Centers for Disease Control and Prevention,
the Department of Veterans Affairs, the National Institute on
Drug Abuse, the National Institute of Mental Health, or any
other part of the US Department of Health and Human Services.
Development work for this project was supported by a research
grant from the College of Liberal Arts and Sciences at Arizona
State University, awarded to TD.

ACKNOWLEDGMENTS

The authors wish to thank our collaborators on this cooperative
agreement in the Obesity Prevention and Control Branch
of the Division of Nutrition, Physical Activity, and Obesity
at the Centers for Disease Control and Prevention; our
dedicated project staff at Arizona State University, Northwestern
University, the University of Southern California, and the
University of Washington; our partner healthcare agencies; and
the many individuals providing guidance and input as members
of our community advisory board, as well as the families that have
participated in the many activities mentioned in this article.

REFERENCES

1. Institute of Medicine Committee on Quality of Health Care in America.

Crossing the Quality Chasm: A New Health System for the 21st century.

Washington, DC: Institute of Medicine Committee on Quality of Health Care

in America (2001).

2. National Academy of Medicine and National Research Council.Opportunities

to Promote Children’s Behavioral Health: Health Care Reform and Beyond:

Workshop Summary. Washington, DC: National Academy of Medicine and

National Research Council (2015).

3. Sandler I, Wolchik SA, Cruden G, Mahrer NE, Ahn S, Brincks A, et al.

Overview of meta-analyses of the prevention of mental health, substance

use, and conduct problems. Ann Rev Clin Psychol. (2014) 10:243–73.

doi: 10.1146/annurev-clinpsy-050212-185524

4. Michelson D, Davenport C, Dretzke J, Barlow J, Day C. Do evidence-based

interventions work when tested in the “real world?”: a systematic review

and meta-analysis of parent management training for the treatment of

child disruptive behavior. Clin Child Family Psychol Rev. (2013) 16:18–34.

doi: 10.1007/s10567-013-0128-0

5. Bloom B, Jones LI, Freeman G. Summary Health Statistics for U.S. Children:

National Health Interview Survey, 2012.Vital Health Statistics (2013). p. 1–93.

6. Burwell SM. 2015 Annual Report on the Quality of Care for Children in

Medicaid and CHIP. Washington, DC: Department of Health and Human

Services (2016).

7. Leslie LK,Mehus CJ, Hawkins JD, Boat T,McCabeM, Barkin SL, et al. Primary

health care: potential home for family-focused preventive interventions. Am J

Prevent Med. (2016) 51(Suppl. 2):S106–18. doi: 10.1016/j.amepre.2016.05.014

8. Perrin EC, Leslie LK, Boat T. Parenting as primary prevention. JAMA

Pediatrics (2016) 170:637–8. doi: 10.1001/jamapediatrics.2016.0225

9. Powell BJ, Waltz TJ, Chinman, MJ, Damschroder LJ, Smith JL, Matthieu

MM, et al. A refined compilation of implementation strategies: results from

the Expert Recommendations for Implementing Change (ERIC) project.

Implement Sci. (2015) 10:21. doi: 10.1186/s13012-015-0209-1

10. Barrera M, Berkel C, Castro FG. Directions for the advancement of

culturally adapted preventive interventions: local adaptations, engagement,

and sustainability. Prev Sci. (2016) 18:640–8. doi: 10.1007/s11121-016-0705-9

11. Barrera M, Castro FG, Strycker LA, Toobert DJ. Cultural adaptations of

behavioral health interventions: a progress report. J Consult Clin Psychol.

(2012) 81:196–205. doi: 10.1037/a0027085

12. Kumpfer KL, Alvarado R, Smith P, Bellamy N. Cultural sensitivity and

adaptation in family-based prevention interventions. Prevent Sci. (2002)

3:241–6. doi: 10.1023/a:1019902902119

13. Chambers DA, Glasgow R, Stange K. The dynamic sustainability framework:

addressing the paradox of sustainment amid ongoing change. Implement Sci.

(2013) 8:117. doi: 10.1186/1748-5908-8-117

14. Wiltsey-Stirman S, Gamarra JM, Bartlett BA, Calloway A, Gutner CA.

Empirical examinations of modifications and adaptations to evidence-based

psychotherapies: Methodologies, impact, and future directions. Clin Psychol.

(2017) 24:396–420. doi: 10.1111/cpsp.12218

15. Aarons GA, Sklar M, Mustanski B, Benbow N, Brown CH. “Scaling-out”

evidence-based interventions to new populations or new health care delivery

systems. Implement Sci. (2017) 12:111. doi: 10.1186/s13012-017-0640-6

16. Klingner JK, Boardman AG, McMaster KL. What does it take to scale-

up and sustain evidence-based practices? Except Child (2013) 79:195–211.

doi: 10.1177/001440291307900205

17. Aarons GA, Green AE, Palinkas LA, Self-Brown S, Whitaker DJ, Lutzker

JR, et al. Dynamic adaptation process to implement an evidence-

based child maltreatment intervention. Implement Sci. (2012) 7:32.

doi: 10.1186/1748-5908-7-32

18. Baumann AA, Cabassa L, Stirman SW. Adaptation in Dissemination and

Implementation Science. In: Brownson R, Colditz G, Proctor EK. editors.

Dissemination and Implementation Research in Health: Translating Science to

Practice New York, NY: Oxford University Press (2018). p. 285.

19. Lyon AR, Wasse JK, Ludwig K, Zachry M, Bruns EJ, Unützer J, et al.

The contextualized technology adaptation process (CTAP): optimizing

health information technology to improve mental health systems. Admin

Frontiers in Public Health | www.frontiersin.org 15 October 2018 | Volume 6 | Article 293

https://doi.org/10.1146/annurev-clinpsy-050212-185524
https://doi.org/10.1007/s10567-013-0128-0
https://doi.org/10.1016/j.amepre.2016.05.014
https://doi.org/10.1001/jamapediatrics.2016.0225
https://doi.org/10.1186/s13012-015-0209-1
https://doi.org/10.1007/s11121-016-0705-9
https://doi.org/10.1037/a0027085
https://doi.org/10.1023/a:1019902902119
https://doi.org/10.1186/1748-5908-8-117
https://doi.org/10.1111/cpsp.12218
https://doi.org/10.1186/s13012-017-0640-6
https://doi.org/10.1177/001440291307900205
https://doi.org/10.1186/1748-5908-7-32
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Smith et al. Adapting Family Check-Up for Obesity

PolicyMental Health Mental Health Services Res. (2016) 43:394–409.

doi: 10.1007/s10488-015-0637-x

20. Perrino T, Pantin H, Prado G, Huang S, Brincks A, Howe G, et al.

Preventing internalizing symptoms among Hispanic adolescents: a

synthesis across Familias Unidas trials. Prev Sci. (2014) 15:917–28.

doi: 10.1007/s11121-013-0448-9

21. Vidot DC, Huang S, Poma S, Estrada Y, Lee TK, Prado G. Familias Unidas’

crossover effects on suicidal behaviors among Hispanic adolescents: results

from an effectiveness trial. Suicide Life-Threat Behav. (2016) 46:S8–14.

doi: 10.1111/sltb.12253

22. Beach SR, Kogan SM, Brody GH, Chen Y-F, Lei M-K, Murry VM. Change

in caregiver depression as a function of the Strong African American Families

Program. J Family Psychol. (2008) 22:241–52. doi: 10.1037/0893-3200.22.2.241

23. Shaw DS, Connell A, Dishion TJ, Wilson MN, Gardner FEM. Improvements

in maternal depression as a mediator of intervention effects on early

childhood problem behavior. Dev Psychopathol. (2009) 21:417–39.

doi: 10.1017/S0954579409000236

24. Dishion TJ, Shaw DS, Connell A, Gardner FEM, Weaver C, Wilson M.

The family check-up with high-risk indigent families: preventing problem

behavior by increasing parents’ positive behavior support in early childhood.

Child Dev. (2008) 79:1395–414. doi: 10.1111/j.1467-8624.2008.01195.x

25. Stirman SW, Miller CJ, Toder K, Calloway A. Development of a framework

and coding system for modifications and adaptations of evidence-based

interventions. Implement Sci. (2013) 8:65. doi: 10.1186/1748-5908-8-65

26. Smith JD, Berkel C, Jordan N, Atkins DC, Narayanan SS, Gallo C, et al.

An individually tailored family-centered intervention for pediatric obesity in

primary care: study protocol of a randomized type II hybrid implementation-

effectiveness trial (Raising Healthy Children study). Implement Sci. (2018)

13:1–15. doi: 10.1186/s13012-017-0697-2

27. JaKa MM, French SA, Wolfson J, Jeffery RW, Lorencatto F, Michie

S, et al. Feasibility of standardized methods to specify behavioral

pediatric obesity prevention interventions. J Behav Med. (2017) 40:730–9.

doi: 10.1007/s10865-017-9845-z

28. Van Ryzin MJ, Kumpfer KL, Fosco GM, Greenberg MT. Family-Based

Prevention Programs for Children and Adolescents: Theory, Research, and

Large-Scale dissemination. New York, NY: Psychology Press (2015).

29. Haines J, Rifas-Shiman SL, Horton NJ, Kleinman K, Bauer KW,

Davison KK, et al. Family functioning and quality of parent-adolescent

relationship: cross-sectional associations with adolescent weight-related

behaviors and weight status. Int J Behav Nutr Phys Activity (2016) 13:68.

doi: 10.1186/s12966-016-0393-7

30. Smith JD, Egan KN, Montaño Z, Dawson-McClure S, Jake-Schoffman DE,

Larson M, et al. A developmental cascade perspective of paediatric obesity:

conceptual model and scoping review. Health Psychol Rev. (2018) 12:271–93.

doi: 10.1080/17437199.2018.1457450

31. Smith JD, Montaño Z, Maynard A, Miloh T. Family functioning

predicts body mass index and biochemical levels of youths with

nonalcoholic fatty liver disease. J Dev Behav Pediatr. (2017) 38:155–60.

doi: 10.1097/dbp.0000000000000379

32. Brennan LM, Shelleby EC, Shaw DS, Gardner FEM, Dishion TJ, Wilson MN.

Indirect effects of the family check-up on school-age academic achievement

through improvements in parenting in early childhood. J Edu Psychol. (2013)

105:762–73. doi: 10.1037/a0032096

33. Caruthers AS, Van Ryzin MJ, Dishion TJ. Preventing high-risk sexual

behavior in early adulthood with family interventions in adolescence:

outcomes and developmental processes. Prevent Sci. (2014) 15:S59–S69.

doi: 10.1007/s11121-013-0383-9

34. Chang H, Shaw DS, Dishion TJ, Gardner FEM, Wilson MN. Direct

and indirect effects of the Family Check-Up on self-regulation from

toddlerhood to early school-age. J Abnormal Child Psychol. (2014) 42:1117–28.

doi: 10.1007/s10802-014-9859-8

35. Dishion TJ, Kavanagh K, Schneiger A, Nelson SE, Kaufman N. Preventing

early adolescent substance use: A family-centered strategy for public

middle school. Prevent Sci. (2002) 3:191–201. doi: 10.1023/A:10199945

00301

36. Lunkenheimer ES, Dishion TJ, Shaw DS, Connell AM, Gardner FEM, Wilson

MN, et al. Collateral benefits of the Family Check-Up on early childhood

school readiness: indirect effects of parents’ positive behavior support. Dev

Psychol. (2008) 44:1737–52. doi: 10.1037/a0013858

37. Reuben JD, Shaw DS, Brennan LM, Dishion TJ, Wilson MN. A family-based

intervention for improving children’s emotional problems through effects

on maternal depressive symptoms. J Consult Clin Psychol. (2015) 83:1142–8.

doi: 10.1037/ccp0000049

38. Smith JD, Knoble N, Zerr AA, Dishion TJ, Stormshak EA. Multicultural

competence and the Family Check-Up: Indirect effect on adolescent antisocial

behavior through family conflict. J Clin Child Adolescent Psychol. (2014)

43:400–14. doi: 10.1080/15374416.2014.888670

39. Brotman LM, Dawson-McClure S, Huang KY, Theise R, Kamboukos D,

Wang J, et al. Early childhood family intervention and long-term obesity

prevention among high-risk minority youth. Pediatrics (2012) 129:e621–8.

doi: 10.1542/peds.2011-1568

40. Gerards SMPL, Sleddens EFC, Dagnelie PC, de Vries NK, Kremers

SPJ. Interventions addressing general parenting to prevent or

treat childhood obesity. Int J Pediatr Obesity (2011) 6:e28–e45.

doi: 10.3109/17477166.2011.575147

41. Smith JD, Montaño Z, Dishion TJ, Shaw DS, Wilson MN. Preventing weight

gain and obesity: indirect effects of a family-based intervention in early

childhood. Prevent Sci. (2015) 16:408–19. doi: 10.1007/s11121-014-0505-z

42. Montaño Z, Smith JD, Dishion TJ, Shaw DS, Wilson MN. Longitudinal

relations between observed parenting behaviors and dietary quality of meals

from ages 2 to 5. Appetite (2015) 87:324–9. doi: 10.1016/j.appet.2014.12.219

43. Van Ryzin MJ, Nowicka P. Direct and indirect effects of a family-based

intervention in early adolescence on parent–youth relationship quality, late

adolescent health, and early adult obesity. J Family Psychol. (2013) 27:106–16.

doi: 10.1037/a0031428

44. Smith JD, St. George SM, Prado G. Family-centered positive behavior support

interventions in early childhood to prevent obesity. Child Dev. (2017) 88:427–

435. doi: 10.1111/cdev.12738

45. Dishion TJ, Stormshak EA. Intervening in Children’s Lives: An Ecological,

Family-Centered Approach toMental Health CareWashington, DC: American

Psychological Association (2007).

46. Smith JD, Mauricio AM, Stormshak EA. Assessment-driven intervention for

youth and families in community service delivery systems. In: Mercer BL,

Fong T, Rosenblatt E. editors. Assessing Children in the Urban Community.

New York, NY: Guilford Press (2016). p. 52–66.

47. Smith JD, Dishion TJ. Mindful parenting in the development and

maintenance of youth psychopathology. In: Ehrenreich-May JT, Chu

BC. editors. Transdiagnostic Mechanisms and Treatment for Youth

Psychopathology. New York, NY: The Guilford Press (2013). p. 138–160.

48. Dishion TJ, Kavanagh K. Intervening in Adolescent Problem Behavior: A

Family-Centered Approach. New York, NY: Guilford Press (2003).

49. Dishion TJ, Kavanagh K. The adolescent transitions program: a family-

centered prevention strategy for schools. In: Reid JB, Snyder JJ, Patterson

GR. editors.Antisocial Behavior in Children and Adolescents: A Developmental

Analysis and the Oregon model for Intervention Washington, DC: American

Psychological Association (2002). p. 257–72.

50. Dishion TJ, Forgatch M, Chamberlain P, Pelham WE III. The oregon model

of behavior family therapy: from intervention design to promoting large-scale

system change. Behav Ther. (2016) 47:812–37. doi: 10.1016/j.beth.2016.02.002

51. Stormshak EA, Dishion TJ, Light J, Yasui M. Implementing family-centered

interventions within the public middle school: linking service delivery to

change in problem behavior. J Abnnormal Child Psychol. (2005) 33:723–33.

doi: 10.1007/s10802-005-7650-6

52. Boyd-Ball AJ, Dishion TJ, Liddle HA, Rowe C. Family-centered treatment

for American Indian adolescent substance abuse: toward a culturally

and historically informed strategy. Adolescent Subst Abuse (2006) 423–48.

doi: 10.1080/15332640.2011.600189

53. Smith JD, Berkel C, Hails KA, Dishion TJ, Shaw DS, Wilson MN. Predictors

of participation in the Family Check-Up program: a randomized trial of

yearly services from age 2 to 10 years. Prevent Sci. (2016) 19:652–62.

doi: 10.1007/s11121-016-0679-7

54. Smith JD, Stormshak EA, Kavanagh K. Results of a pragmatic effectiveness-

implementation hybrid trial of the Family Check–Up in community mental

health agencies. Administr Policy Mental Health Mental Health Services Res.

(2015) 42:265–78. doi: 10.1007/s10488-014-0566-0

55. Smith JD, Polaha J. Using implementation science to guide the integration of

evidence-based family interventions into primary care. Families Syst Health

(2017) 35:125–35. doi: 10.1037/fsh0000252

Frontiers in Public Health | www.frontiersin.org 16 October 2018 | Volume 6 | Article 293

https://doi.org/10.1007/s10488-015-0637-x
https://doi.org/10.1007/s11121-013-0448-9
https://doi.org/10.1111/sltb.12253
https://doi.org/10.1037/0893-3200.22.2.241
https://doi.org/10.1017/S0954579409000236
https://doi.org/10.1111/j.1467-8624.2008.01195.x
https://doi.org/10.1186/1748-5908-8-65
https://doi.org/10.1186/s13012-017-0697-2
https://doi.org/10.1007/s10865-017-9845-z
https://doi.org/10.1186/s12966-016-0393-7
https://doi.org/10.1080/17437199.2018.1457450
https://doi.org/10.1097/dbp.0000000000000379
https://doi.org/10.1037/a0032096
https://doi.org/10.1007/s11121-013-0383-9
https://doi.org/10.1007/s10802-014-9859-8
https://doi.org/10.1023/A:1019994500301
https://doi.org/10.1037/a0013858
https://doi.org/10.1037/ccp0000049
https://doi.org/10.1080/15374416.2014.888670
https://doi.org/10.1542/peds.2011-1568
https://doi.org/10.3109/17477166.2011.575147
https://doi.org/10.1007/s11121-014-0505-z
https://doi.org/10.1016/j.appet.2014.12.219
https://doi.org/10.1037/a0031428
https://doi.org/10.1111/cdev.12738
https://doi.org/10.1016/j.beth.2016.02.002
https://doi.org/10.1007/s10802-005-7650-6
https://doi.org/10.1080/15332640.2011.600189
https://doi.org/10.1007/s11121-016-0679-7
https://doi.org/10.1007/s10488-014-0566-0
https://doi.org/10.1037/fsh0000252
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Smith et al. Adapting Family Check-Up for Obesity

56. Stormshak EA, Caruthers A, Chronister K, DeGarmo D, Stapleton

J, Falkenstein C, et al. Reducing risk behavior with family-centered

prevention during the young adult years. Prevent Sci. (2018)

doi: 10.1007/s11121-018-0917-2. [Epub ahead of print].
57. Stormshak EA, Seeley JR. School-based, family-centered online prevention

to reduce risk and support middle school success. In: DeGarmo DS. (Chair)

Development and Testing of Interventions. Washington D.C: Paper presented

at the Society for Prevention Research (2017).
58. Hawkins JD, Jenson JM, Catalano R, Fraser MW, Botvin GJ, Shapiro V, et al.

Unleashing the Power of Prevention.Washington, DC: Institute of Medicine of

the National Academies (2015).
59. Shaw DS. The use of the Family Check-Up in pediatric care: The SafeKeeping

Youth and Smart Beginnings projects. Washington, DC: Paper presented at the

Society for Prevention Research (2017).
60. Smith SC, Schetzina KE, Polaha J, Baker K, Wood, D. The family check-up in

a pediatric clinic: An integrated care delivery model to improve behaviors in

the home environment. Int J Child Health Hum Dev. (2016) 9:545–52.
61. West F, Sanders MR, Cleghorn GJ, Davies PSW. Randomised clinical trial

of a family-based lifestyle intervention for childhood obesity involving

parents as the exclusive agents of change. Behav Res Ther. (2010) 48:1170–9.

doi: 10.1016/j.brat.2010.08.008
62. Berkel C, Beaumont S, Tovar-Huffman A, Dishion TJ, Araica EO, Smith JD.

Pediatrician concerns about child health and the need for evidence-based

parenting support. Paper presented at the Annual Phoenix Children’s Hospital

Research Day, Phoenix, AZ (2016).
63. Montaño Z, Smith JD, Chiapa A, Miloh T, Dishion TJ. Adaptation and

Implementation of the Family Check-Up for the Treatment of Pediatric Obesity

Within a Primary Care Setting. Paper presented at the annual meeting of the

Society for Prevention Research, Washington, DC (2014).
64. Aarons GA. Mental health provider attitudes toward adoption

of evidence-based practice: The Evidence-Based Practice Attitude

Scale (EBPAS). Mental Health Services Res. (2004) 6:61–74.

doi: 10.1023/B:MHSR.0000024351.12294.65
65. Holt CL, Chambers DA. Opportunities and challenges in conducting

community-engaged dissemination/implementation research. Transl Behav

Med. (2017) 7:389–92. doi: 10.1007/s13142-017-0520-2
66. Dishion TJ, Brennan LM, Shaw DS, McEachern AD, Wilson MN, Jo B.

Prevention of problem behavior through annual Family Check-Ups in early

childhood: intervention effects from home to early elementary school. J

Abnormal Child Psychol. (2014) 42:343–54. doi: 10.1007/s10802-013-9768-2
67. Whitlock EP, O’Connor EA, Williams SB, Beil TL, Lutz KW. Effectiveness of

weightmanagement interventions in children: a targeted systematic review for

the USPSTF. Pediatrics (2010) 125:e396–e418. doi: 10.1542/peds.2009-1955

68. Kolagotla L, Adams W. Ambulatory management of childhood obesity.

Obesity Res. (2004) 12:275–83. doi: 10.1038/oby.2004.35

69. Spear BA, Barlow SE, Ervin C, Ludwig DS, Saelens BE, Schetzina

KE, et al. Recommendations for treatment of child and adolescent

overweight and obesity. Pediatrics, (2007) 120(Suppl. 4):S254–88.

doi: 10.1542/peds.2007-2329F

70. Schwartz M. Parental perceptions of body mass index notification: a

qualitative study. J School Health (2015) 85:714–21. doi: 10.1111/josh.12300

71. Council on Children With Disabilities and Medical Home Implementation

Project Advisory Committee, Patient- and family-centered care coordination:

a framework for integrating care for children and youth across multiple

systems. Pediatrics (2014) 133:e1451–60. doi: 10.1542/peds.2014-0318

72. Smith JD, Berkel C, Serrano M, Alonso L, Rudo-Stern J, Winslow E,

et al. Variability in primary care and challenges for the implementation of

evidence-based parenting programs. In: Berkel C. (Chair) System capacity

and operational considerations when scaling up evidence-based parenting

programs. Paper presented at the annual meeting of the Society for Prevention

Research, Washington, DC. (2018).

73. Messiah SE, Arheart KL, Lopez-Mitnik G, Lipshultz SE, Miller TL. Ethnic

group differences in cardiometabolic disease risk factors independent

of body mass index among American youth. Obesity (2013) 21:424–8.

doi: 10.1002/oby.20343

74. Chiapa A, ParraMorris G, VeronneauMH,Dishion TJ. Translational research

on parenting of adolescents: Linking theory to valid observation measures

for family centered prevention and treatment. Transl Behav Med. (2016)

6:90–104. doi: 10.1007/s13142-015-0375-3

75. Dishion TJ, Stormshak EA, Kavanagh K. Everyday Parenting: A Professional’s

Guide to Building Family Management Skills. Champaign, IL: Research Press

(2011).
76. Currie C, Zanotti C, Morgan A, Currie D, de Looze M, Roberts C, et al.

Social Determinants of Health and Well-being among Young People. Health

Behaviour in School-Aged Children (HBSC) Study: International Report from

the 2009/2010 Survey. Copenhagen, WHO Regional Office for Europe (2012).
77. Mauricio AM, Rudo-Stern J, Gill A, Dishion TJ. Family Check-Up E-Learning

Course. (2016) Available online at: http://asu.intervisionmedia.com/#/login

78. Mauricio AM, Rudo-Stern J, Dishion TJ. Everyday Parenting E-Learning

Course. (2017) Available online at: http://asu.intervisionmedia.com/#/login

79. Dishion TJ, Smith JD, Gill AM, Shaw DS, Knutson N. Family Check-Up &

Everyday Parenting Fidelity COACHRatingManual: Version 4.0. Phoenix, AZ:

ASU REACH Institute, Arizona State University (2014).

80. Chiapa A, Smith JD, Kim H, Dishion TJ, Shaw DS, Wilson MN. The

trajectory of fidelity in a multiyear trial of the Family Check-Up predicts

change in child problem behavior. J Consul Clin Psychol. (2015) 83:1006–11.

doi: 10.1037/ccp0000034

81. Smith JD, Dishion TJ, Brown K, Ramos K, Knoble NB, Shaw DS,

et al. An experimental study of procedures to enhance ratings of fidelity

to an evidence-based family intervention. Prevent Sci. (2016) 17:62–70.

doi: 10.1007/s11121-015-0589-0

82. Smith JD, Dishion TJ, Shaw DS, Wilson MN. Indirect effects of fidelity

to the Family Check-Up on changes in parenting and early childhood

problem behaviors. J Consul Clin Psychol. (2013) 81:962–74. doi: 10.1037/a00

33950

83. Atkins D, Steyvers M, Imel Z, Smyth P. Scaling up the evaluation of

psychotherapy: Evaluating motivational interviewing fidelity via statistical

text classification. Implement Sci. (2014) 9:49. doi: 10.1186/1748-59

08-9-49

84. Imel ZE, Barco JS, Brown HJ, Baucom BR, Baer JS, Kircher JC,

et al. The association of therapist empathy and synchrony in vocally

encoded arousal. J Counsel Psychol. (2014) 61:146–53. doi: 10.1037/a00

34943

85. Xiao B, Imel ZE, Georgiou PG, Atkins DC, Narayanan SS. Rate My

Therapist: automated detection of empathy in drug and alcohol counseling

via speech and language processing. PLoS ONE (2015) 10:e0143055.

doi: 10.1371/journal.pone.0143055

86. Gallo C, Pantin H, Villamar J, Prado G, Tapia M, Ogihara M, et al.

Blending qualitative and computational linguistics methods for fidelity

assessment: experience with the Familias Unidas preventive intervention.

Administr Policy Mental Health Mental Health Services Res. (2014) 42:574–85.

doi: 10.1007/s10488-014-0538-4

87. Michie S, Richardson M, Johnston M, Abraham C, Francis J, Hardeman W,

et al. The Behavior Change Technique Taxonomy (v1) of 93 hierarchically

clustered techniques: Building an international consensus for the reporting

of behavior change interventions. Ann Behav Med. (2013) 46:81–95.

doi: 10.1007/s12160-013-9486-6

88. Rabin BA, Brownson RC. Terminology for dissemination and implementation

research. In Brownson RC, Colditz G, Proctor EK. editorss. Dissemination

and Implementation Research in Health. 2nd edition. New York, NY: Oxford

University Press (2017). p. 19–46.

Conflict of Interest Statement: JS and CB led the adaptation of and co-developed

the Family Check-Up 4 Health program along with TD. TD is the developer of the

original Family Check-Up program.

The remaining authors declare that the research was conducted in the absence of

any commercial or financial relationships that could be construed as a potential

conflict of interest.

Copyright © 2018 Smith, Berkel, Rudo-Stern, Montaño, St. George, Prado, Mauricio,

Chiapa, Bruening and Dishion. This is an open-access article distributed under the

terms of the Creative Commons Attribution License (CC BY). The use, distribution

or reproduction in other forums is permitted, provided the original author(s) and

the copyright owner(s) are credited and that the original publication in this journal

is cited, in accordance with accepted academic practice. No use, distribution or

reproduction is permitted which does not comply with these terms.

Frontiers in Public Health | www.frontiersin.org 17 October 2018 | Volume 6 | Article 293

https://doi.org/10.1007/s11121-018-0917-2
https://doi.org/10.1016/j.brat.2010.08.008
https://doi.org/10.1023/B:MHSR.0000024351.12294.65
https://doi.org/10.1007/s13142-017-0520-2
https://doi.org/10.1007/s10802-013-9768-2
https://doi.org/10.1542/peds.2009-1955
https://doi.org/10.1038/oby.2004.35
https://doi.org/10.1542/peds.2007-2329F
https://doi.org/10.1111/josh.12300
https://doi.org/10.1542/peds.2014-0318
https://doi.org/10.1002/oby.20343
https://doi.org/10.1007/s13142-015-0375-3
http://asu.intervisionmedia.com/#/login
http://asu.intervisionmedia.com/#/login
https://doi.org/10.1037/ccp0000034
https://doi.org/10.1007/s11121-015-0589-0
https://doi.org/10.1037/a0033950
https://doi.org/10.1186/1748-5908-9-49
https://doi.org/10.1037/a0034943
https://doi.org/10.1371/journal.pone.0143055
https://doi.org/10.1007/s10488-014-0538-4
https://doi.org/10.1007/s12160-013-9486-6
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles

	The Family Check-Up 4 Health (FCU4Health): Applying Implementation Science Frameworks to the Process of Adapting an Evidence-Based Parenting Program for Prevention of Pediatric Obesity and Excess Weight Gain in Primary Care
	Introduction
	Proposed Levels of Evidence for Adapting an EBI for a New Clinical Target
	Level 1: Minimum Evidence
	Level 2: Preferred Evidence
	Level 3: Preferred Plus Evidence
	Level 4: Optimal Evidence

	Adaptation of the Family Check-Up for the Prevention of Obesity and Excess Weight Gain

	Methods
	Procedure
	Evidence From Prior Trials of FCU For Adolescents
	Meetings With Pediatricians And Social Workers at Phoenix Children's Hospital (PCH)
	Pediatrician Needs and Attitudes Survey
	Pilot Trial of FCU in Pediatric Primary and Specialty Care
	Raising Healthy Children Study: Hybrid Effectiveness-Implementation Trial in Primary Care
	Community Advisory Board


	Results
	Adaptation and Enhancement
	Context Modifications: Adaptation for Primary Care
	Content Modifications: Enhancement for Pediatric Obesity
	Training and Evaluation Modifications
	Specifying the Behavior Change Techniques of the FCU4Health


	Discussion
	Considerations
	Conclusions
	Author Contributions
	Funding
	Acknowledgments
	References


