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Abstract

| ssue addressed

Health and nutrition inequalities are prevalent among families from socio-economically
disadvantaged backgrounds. However, there is limited evidence of targeted early childhood
nutrition and active play approaches due to the methodological challereggmging

vulnerablefamilies in research.

Methods

The aim of this.paper is to report findings from a pilot intervention called Confident and
UnderstandingParents (CUPs). CUPs aims to improve child nutrition and active play-related
outcomes for children in vulnerable families. The intervention was delivered in six Supported
Playgroups.(SPs) in two disadvantaged locations in Victoria. Surveys incorporated
knowledge.and confidence measures and were administered pre- and post-training of SP
facilitators along with pre-, immediately post- and 3 months post-intervention to SP
facilitatorsgand parents. Qualitative data were collected via debriefing discussions with SP
facilitators and ethnographic observations during SP sessions. Thematic analyses of

gualitative data and statistical quantitative analyses were conducted.

Results

Nine SP facilitaters completed training, of whom six delivered CUPs in SPs with 64 parents
of childrensaged:0 to 4 years from socially-disadvantaged backgrounds. Forty-three parents
(66%) attended@ minimum of 50% of SP sessions with CUPs delivery. SP facilitators and
parents demeonstrated improved knowledge and confidence following the pilot. Learnings for

implementation were identified.
Conclusion
Overall, the CUPs intervention reached and engaged vulnerable families. A strength of the

intervention is the flexibility offered to SP facilitators in selecting key messages and the
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strong focus on “local” translation of key child nutrition and active play messages within
existing early childhood settings. A further strength was the adaptation of evaluation

methodology to optimise the engagement of vulnerable families.

So what?

This pilot study provides insights about engaging vulnerable families in a nutrition and active
play intervention to promote child health. These promising findings warrant further
implementation and rigorous evaluation of CUPs.

I ntroduction

Suitable nutrition and active play practices in early childhood promote healthy growth and
developmenttand can reduce the risk of poor health outcomes later in life (1, 2). Incremental
and timely=nutrition and physical activity improvements in early life can substantially reduce
the risk of/chronic disease such as cardiovascular disease and diabetes (3). However, more
than 730,000 children in Australia face inequities in their health and developmental outcomes
(4). Health and nutrition inequalities are prevalent among families from culturally and
linguistically diverse (CALD) backgrounds including migrants, refugees and Indigenous
Australians (5)«Evidence shows a social gradient exists that places vulnerable families at
greater risk of difficulties obtaining, understanding and applying child-health promotion
advice (6, 7). Consequently, vulnerable families are less able to access and engage with

health information and services, thus potentially widening the inequity gap (8).

Playgroups are important for building community connections especially for families not
engaged infoutine early childhood services (such as Maternal and Child Health (MCH),
preschaool.or.childcare) (9). Playgroups are informal play-based sessions intended for both
young childrens(aged birth to four years) and their parents /carers to meet in a relaxed
environment and are facilitated by the participating parents themselves. Supported
Playgroups (SPs) are a specific category of playgroup involving employed facilitators (who
may be bicultural workers) to support specific community groups at risk of vulnerability (9).
SPs generally‘target families who are at risk of social adversities such as families who are
Indigenous, from other CALD backgrounds, socially isolated, experiencing mental health
issues or living with disability. SP facilitators support families in accessing services and

information thus provide a ‘soft-entrypoint’ into mainstream early childhood services (such
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as MCH or preschdp The term ‘parents’ will be used throughout this paper and is inclusive

of carers and other family members. Emerging research suggests that attending SPs may
improve parents’ social support and increase parents’ ability to care for young children (10).
Attendance aBPsmay also improve children’s social and educational outcomes (9, 11)
promoterhealthy eating behaviours of mothers (12, 13) and support active play among young
children (14). Previous research demonstrates that children attending SPs consume more
packaged foods and sweet drinks, experience greater food insecurity and have greater
exposure to television and electronic screens than children the same age attending MCH
services or_childcare services in the same location (15). Therefore SPs provide an ideal
setting for'reaching vulnerable families to deliver nutrition and active play information and
support (16). /Despite this, there is limited evidence of nutrition and active play interventions
using SPs as a setting to promote child nutrition.

Aim

The aim of this paper is to report the findings from a pilot intervention called Confident and
Understanding Rarents (CUPs) delivered in SPs. CUPs aims to improve child nutrition and
active play.related outcomes for children in vulnerable families through building knowledge

and confidencesof SP facilitators to deliver key child health messages to families.

Methods

I ntervention

CUPs is a community-based child nutrition and active play intervention that was co-designed
with SP program providers and parents from CALD backgrounds (17) to ensure cultural
relevance, acceptability to families and feasibility of its delivery in SPs (18, 19) (Table 1).

The key components of CUPs intervention are 1) ten evidence-based nutrition and active play
messages (Table 2), 2) training, resources and support for SP facilitators to deliver nutrition

and active play'messages, and 3) delivery of messages by SP facilitators during SP sessions.

All components of the intervention were underpinned by best practise principles of early
childhood development within the socio-ecological model of health (20) and with

considerations for cultural competence, social learning, health beliefs and health literacy (21-
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23). The intervention takes a strengths-based approach to working with SP facilitators and

parents (24).

The ten key CUPs messages were informed by previous research (25), best-practice
evidence-based:nutrition and active play guidelines in early childhood (26-28)(29) and

consistent withwadvice provided by MCH nurses during routine child health visits.

Training.for.SP.facilitators consisted of one six-hour or two three-hour sessions providing
details of messages and practical strategies for delivery in SPs. Training included case
scenarios (e'g. how to discuss limiting children’s sweet drinks with parents as part of the ‘use

a cup’ message)'and strengthbased mastery (e.g. incorporating SP facilitators” suggestions
about how to'best communicate the messages) to build knowledge and confidence in
delivering the. CUPs messages. SP facilitators selected six (from ten) messages to discuss
with parents (during the routine two-hour SP session) over 6 weeks during a SP 10-week
‘term’. Six messages are consistent with the format within other ‘new parent’ groups

routinely provided by MCH nurses (30).

Evaluation'Design

The evaluationsef the pilot utilised both qualitative and quantitative measures. The
intervention.ecomponents assessed were the training program for SP facilitators and delivery
of the intervention in SPs. Participants in the evaluation of the pilot were SP facilitators and
parents attending SPs. Ethics was approved by the university (approval 2013 177V) and state
education @authorities (approval 2014_002283).

Project Advisory Group

A ProjectAdvisory Group comprising representatives from relevant government and non-
government organisations provided project governance. The Project Advisory Group
identified two Local Government Areas (LGAs) from the most disadvantaged locations in
Victoria, Australia according to the Socio-Economic Indexes for Areaex of Relative
Socio-economic Disadvantage (31). The index is derived from attributes that reflect
disadvantage including low income, low educational attainment, high cultural diversity and
high unemployment. Subsequently key stakeholders from each LGA nominated

representatives faLocal Working Group comprising SP program providers, MCH nurses,
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and non-government agency represengatiZach Local Working Group selected three SPs

to pilot the intervention in their LGA providing a total of six sites.

Setting

The interventionswas piloted in six existing SPs in the most highly disadvantaged suburbs
within the two'selected LGAs. The complex needs of families and informal nature of SPs
means thatiattendance at SPs varies between and within greup8 f@rents attend 30

40% of thetime). Barriers to regular SP attendance include the weather, access to transport,
childreris health'status, leaving the house on time or dissatisfaction with the venue (32).
Duration of SP attendance varies between one ‘school-based’ term (approximately 10 weeks)

and 1- 2 years.(Playgroup Victoria personal communication).

Recruitment and consent

Each Local'Werking Group introduced researchers to the SP facilitators who provided
informed consent for participation in the project before commencing training. All parents
attending the nominated SPs were eligible and invited to participate in the evaluation by
researchers (and SP facilitators to interpret when required). Although all parents attending
SPs received.the intervention, evaluation was based on participants who attended three or
more SP sessions when the six CUPs messages were delivered. Parents provided written
consentto.participate in the evaluation.

Data Collegtion

Quantitative measures.

SP facilitators were surveyed pre- and post- training. Parents and SP facilitators were
surveyed pre-intervention, immediately post-intervention, and three months post-intervention.
Five-point Likert.scale surveys were adapted from previously validated instruments (33-35)
to assess:changes to confidence of parentsplementing the CUPs messages. Parental
confidence and self-efficacy is associated with healthy eating and less sedentary behaviours
of children’(35). Sample survey statements includted easy to play outside with my child

every dagyand ‘It is easy to letny child feed themselvésPossible Likert scale responses

were from 1 (very hard) to 5 (very eas$urveys were modified following piloting for face

and content validity to ensure literacy and cultural applicability. Modifications involved a
reduced number of questions and use of culturally-inclusive images (17). Surveys were

completed verbally on a orie-one basis with researchers (and SP facilitators to interpret
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when required) before and following the intervention. Similar five-point Likert scale surveys
(e.g. ‘It is easy tantroduce the message ‘play outside every day’) assessed changesSR

facilitator confidence to deliver the messages. Ten additional knowledge-based questions
based on the ten key messages were completed with SP facilitators to assess changes in
knowledge pre="and post-training, pre-intervention, post-intervention and 3 months post-
intervention. Attendance records of parents and SP facilitators were also maintained.
Qualitative ' measures.

Researchers debriefed with SP facilitators following each SP session using prompts from a
discussion guide about the applicability of the CUPs messages, receptiveness of parents, and
cultural sensitivities. Sample questions asked during discussions with SP facilitators included
‘Do you thinkgparents will do anything different at h@mend ‘If you discussed these

Messages again,"'is there a better way to share this information with parents?’. An

ethnographic approach was employed which involved two or three researchers attending all
training, all SP _sessions and a follow-up visit 3 months post-intervention. Thus researchers
were both'trainers and evaluators, frequently discussing their observations and reflections
with SP fagcilitataers throughout the intervention to identify barriers and enablers of
implementing the intervention. Field notes of observations and discussions with SP

facilitators and parents were documented.

Data Analysis

Qualitative and quantitative analyses were conducted with data collected from debriefing
discussions (n=36) with SP facilitators, surveys [SP facilitators (n=9) and parents (n=43)] and
field notes from observations of program implementation (n=36). Hand-written field notes
were typed. at the end of every observation and cross-checked to confirm details by the

researchers.who attended the sessions (JM, JL and GN).

All sources of data were prepared in word documents and analysed manually. Researchers
used a processof thematic analysis to identify key themes (36). Two researchers (JM, GN)
independently coded and categorised the data. They then compared categories and refined
them to identify the key themes and sub-themes. Several meetings were held with the
authorship team and a meeting with the Project Advisory Group to discuss and ascertain
consensus of the results. Three themes were identified and are reported in the results. The
themes are 1) SP facilitator Training, 2) Intervention Implementation, and 3) Learnings for
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future Implementation. Quotes to illustrate key themes were selected. Frequencies and
descriptive statistics (mean +/- SD) were used to analyse the survey data. Quantitative survey

results were tallied and descriptive statistics (mean and standard deviations) were obtained.

Results

Participants

Nine SP facilitators participated in the training, of whom six SP facilitators delivered the
interventionin'six SPs. (Additional SP facilitators were trained in case of illness or other
contingency) (Table 3). Five facilitators were overseas-born, four had degree-level education
and three reported having limited English literacy skills, though understood and spoke

English well.

Sixty-four parents participated in the intervention with 27 parents (42%) attending at least

80% (5 or(6) of the sessions and 43 parents (66%) completing post-intervention surveys

(Table 3). English language was spoken at home for 37 (58%)tpdrkmty-five parents

(55%) were averseas-born, six parents (9%) were from Aboriginal backgrounds and 17

parents (27%).had educational attainment no higher than secondary schooling. Attendance
rates at each 'SP ranged from 3 to 28 parents per SP. Variable attendance was expected due to
the informality.ef SPs.

SP facilitatortraining
SP facilitator knewledge and confidence was measured using surveys pre- and post- training
as well as qualitative discussion groups and ethnographic observations. SP facilitators
reported improvements in knowledge (mean = 6.8 to 9.0 out of 10) and confidence (mean =
3.6 to 4.7 out of b) following training (Table 4). For example:

You need the training first... if I just have the pictures I don’t know how to talk about

them andvouldn’t do it. I need confidence first to explain it. (Urban SP 3)

Traininghit the mark...today we learnt a lot (Urban SP1)
SP facilitaters expressed their need for more time to practise the messages during training and
requested more practical ideas to introduce the messages to parents. SP facilitators also
acknowledged difficulty for parents changing habits already established, cultural
considerations when discussing the messages, and some requested suggestions to involve
children in the messages (e.g. activities such as colouring-in pictures of healthy foods).
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Intervention implementation

A different message was delivered each week across different SPs as determined by SP
facilitators: AlI"SP facilitators selected the messages ‘play outside every day’ (n=64 parents

heard the messapand ‘turn off the TV’ (n=54 parents). Other frequently discussed

messages were “cat fruit and vegetables’ (n=45 parents) and ‘develop routines’ (n=37

parents) (Table 2)Y'he topics ‘breastfeed your baby’, and ‘start baby food at 6 months’ were
discussed informally with individual parents of infants as needed rather than the whole group
(most children attending SPs were one to four years old). SP facilitators idengfied th

message ‘use local services’ as superfluous as it was part of regular delivery of the SP

program.

Surveys and observations demonstrated gains in SP facilitators and parents’ confidence with
the messages throughout the six-week intervention For SP facilitators, confidence increased
after the intervention (mean 3.6 pre-training to 4.7 post-intervention out of 5) and knowledge
increase was sustained (mean 6.8 pre-training to 8.3 post-intervention out of 10) (Table 4).
For parents, survey results showed confidence increased after the intervention (mean 4.0 to
4.3 out of 5)Further, SP facilitators were able to identify instances of parents’ receptiveness
to messages.

Parents maybe hear this information before, but they didn’t know why. Now they

understand the reasons (Urban SP2)

They tooka lot of points.... they will definitely try at home...they listen to the message

about speech (development and using a cup) (Urban SP3)

Discussions with and observations of SP facilitators highlighted the multiple ways that
messages were delivered by SP facilitators. Options included formal approaches to the whole
group, small group discussions, modelling practices during the playgroup and informal
conversations.with individual parents. Some SP facilitators shared their own experiences with
the groupsto convey the messages simply and clearly.

My daughter didn’t like fruit, then we set up a routine of cutting it up together, now

she enjoys (Urban SP1)
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Another positive element relating to the implementation of the CUPs intervention was the
informal nature of the delivery of messages.
Having open conversation. It’s really helpful. Different from when I had the other
children (Regional SP3)
Its'norinyour face, it’s like we have a chat (Regional SP3)
They (parents) felt good about asking questions (Urban SP1)
1 like the “routines’ message the most. It links all the other messages together (Urban

SP2)

Learningsfor future implementation

Several challenges for the implementation of CUPs in SPs were identified. Noted challenges
included theseempeting priorities of SP facilitators to welcome new families, the desire to
respond to individual parent’s needs, venue set-up and pack-up time demands, integrating
delivery of'messages with existing activities (e.g. story-time and singing), and prioritising
suitable opportunities to embed CUPs messages into SP activities. At SPs with large
attendance there was limited opportunity for meaningful engagement with the messages. As
such, researchers observed that CUPs delivery in addition to other demands of SP facilitators’

role could bendifficult. One facilitator co-delivered messages with the support of a MCH
nurse, and others deferred to researchers for back-up support.

Other barriers to implementation of the intervention included inconsistent professional
development opportunities and funding to support the SP facilitator training, difficulties in
the timing ef'the intervention conflicting with end of year activities, and perceptions by a
small number.ofSP facilitators that some parents ‘already know’ the information. In some

SPs, resounces (e.g. drinking cups, children’s tables and chairs) were insufficient or the venue

was unsuitable(e.g. one SP was conducted in the basement of a sporting club without any

heating in'winter).

Despite the barriers associated with conducting evaluations within vulnerable population
groups,'some promising changes in behaviour were observed during, immediately post- and
three months post- intervention. For example, researchers observed behaviour changes during
SPs such as some children selecting fruits and vegetables and self-feeding, and sitting down
during snacks. Parents reported that they incorporated messages in a variety of ways. For

example, choosing to bring fruit and vegetables to SP instead of sweet biscuits and cakes,
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offering water instead of sweet drinks, encouraging children to sit down during snack time
and encouraging outdoor play during the allocated time in the SP.
Observations and responses from SP facilitators confirmed anecdotal reports of positive child
enactment of the CUPs messages.
One-family has hidden the iPad, turned off the TV and getting out more (Urban SP2)
They are all shocked their children are trying [vegetables that are new to them]
(Regional SP1)
Observations and parent reports were also promising three months post-intervention.
Cup,.vegetables, play (Regional SP1)
Playing outside more...less ‘junk’ food...more healthy (Regional SP2)
I have ¢hanged everything! TV off... go outside (Urban SP2)

Discussion

Early childhood policy and program managers strive to reduce the impact of social inequity
through targeted strategies to meet the needs of vulnerable families (37). Evidence-based
messages promoting child health and development through healthy eating and active play are
well documented (26However, ‘translating’ key messages into practical guidance for

parental uptake remains a challenge particularly for families experiencing adversity (38).
Families experiencing disadvantage have been over-represented in reports of low fruit and
vegetable consumption, reliance on sweet drinks and snacks, concerns about risks of active
play and confusion about the role of electronic screen use for language development and
education(39-42). Key messages promoting child health may be new to parents not attending
the scheduled MCH visits (43hew parent’ groups (44) or other health services (8).

In this study, parents from diverse backgrounds participated in the CUPs intervention
delivered within'their usual SP program. Overall, parents received, understood, gained
confidencesand‘enacted some key messages despite potentially complex language, cultural
and healthJiteracy challenges. Parents responded to the messages in a variety of ways,
confirming thesneed to offer a range of strategies including discussion, role modelling and
repetition to support understanding and uptake (45, 46). Some parents reported changed
practises such as children’s drinks, snacks, or routines around sleep, whilst others prioritised

outdoor play, or set limits to electronic screen access. Unlike other research in highly
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socially disadvantaged locations in Australia (47-49) this intervention was specifically co-

designed for families from culturally diverse and socially disadvantaged backgrounds.

Embedding the CUPs intervention into an existing setting enhanced reach and uptake by
parents who'may experience challenges accessing mainstream early childhood services.
Mainstream services strive to provide culturally applicable services but may find

challenging to be responsive to the specific needs of some parents (43, 50) whereas it is
implicit in the nature of SPs to be sotyahnd culturdl inclusive (51).

The informal nature of SPs is a strength for engaging vulnerable families (52) however
variable attendance at SPs is common (11, 14). Participation in the CUPs intervention may be
improved by repeating sessions or extending the intervention over two SP terms instead of
one. Extendingthe implementation duration may strengthen opportunities for behaviour

change and reinforcement (24, 53).

A strength of the CUPs intervention was the practical training for facilitators enabling them

to engage and.tailor the messages to their own SP context. SP facilitators gained knowledge
and confidenceto effectively communicate key messages to families that may be
misunderstood or not prioritised when conveyed by health professionals (54). For example,
SP facilitatorssadapted delivery of messages for each local context and cultural group (21,
55). Ongoing mentoring and the ethnographic approach fostered capacity building of SP
facilitators to support parental behaviour change and was considered a strength of the design

and implementation of the intervention (56-58).

Highly vulnerable populations are typically excluded from intervention research due to
methodological challenges and difficulties engaging culturally diverse or disadvantaged
families (7)..As.such, the evaluation of CUPs posed a challenge due to large variability in
English language and literacy of the target population. The modified quantitative surveys
were combinedwith a qualitative, ethnographic approach to clarify and enrich data (59).
Objective.measures such as weighed food records, food frequency questionnaires and
accelerometers.(34, 60-62) may be more rigorous but were considered too intrusive for
families from highly disadvantaged backgrounds. All stages of the CUPs implementation and

evaluation took a strengths-based and inclusive approach.
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Study limitations

The study was based on a small sample of convenience. Evaluation was limited to parents
attending regular community SPs for a minimum of three sessions. The research team
facilitated all components of the intervention including development, training, and evaluation
contributingstespotential bias; however, the nature of the evaluation ensured that data
collection encompassed both strengths and weaknesses of the intervention. Social desirability
bias was minimised through a consistent presence at trainirfgReahabling researchers to
establish trusting relationships with SP facilitators and parents. The impact of the

intervention on children’s nutrition and physical activity practices was not evaluated.

However, qualitative data showed that there was a positive impact in relation to parents
changing nutrition and active play practices at the SPs and at home. Assessment of nutrition
intake and physical activity reports from families could be included in future research with

adequate coensultation to ensure understanding and appropriateness of methods.

Conclusion

This pilot'study provides insights about engaging vulnerable families in nutrition and active
play messages for their children. Such insights are currently lacking in the literature due to
the methodological challenges of including diverse population groups.

The strength of the approach in this intervention is the flexibility offered to SP facilitators in
selecting key.messages and the strong focus on “local” translation of key child nutrition and

active play messages within an existing early childhood setting. A further strength was the
adaptation.ef-evaluation methodology to optimise engagement of vulnerable families. These
promising-findings suggest that a larger implementation and evaluation study of the CUPs

interventiontiss'warranted.

This article is protected by copyright. All rights reserved



References

N o g &

10.

11.

12.

13.

14.

15.

Hesketh KD, Campbell KJ. Interventions to prevent obesity in 0-5 yearasidgpdated systematic
review of the literature. Obesity. 2010;18 Suppl 1:387-

Spalding KL, Arner E, Westermark PO, Bernard S, Buchholz BA, Berngi@aet al. Dynamics of fat
cell turnover in humans. Nature. 2008;453(7196):783-

GodfreysKMypGluckman PD, Hanson MA. Developmental origins of metabokadés life course and
intergenerational perspectives. Trends in endocrinology and metabolism: TENR 2@):199205.
Australians€ouncil of Social Service. Poverty in Australia NSW Australia 2016.

Australian Institute of Health and Welfare. Australia’s health Canberra: ATHW; 2016.

Marmot;M: Social determinants of health inequalities. The Lancet. 2005;%235(9499104.
MacDougall C, Riggs E, Lee V. Writing a new story for Australialsli@n. Aust NZ J Public Health.
2014;38(3):2034.

Riggs E, Gussy M, Gibbs L, van Gemert C, Waters E, Kilpatrick N. Haiehtth communities or hard
to aeceesssservices? Migrant mothers' experiences of dental services. Austradibjoderal.
20143;59(2):201¢.

Australian. Institute of Family Studies. Supported playgroups for pareshtshédren. The evidence for
their benefits. 2016.

McDonald M, Turner C. VICSEG Evidence into action paper: Playgroupsverse communities.
Melbourne: VICSEG and Centre for Community Child Health 2014.

Hackwerth NJ, Berthelsen D, Matthews J, Westrupp EM, Cann W, Ukoun@@net al. Impact of a
BriefiGroup Intervention to Enhance Parenting and the Home LedEnivigopnment for Children
Aged 6-36 Months: a Cluster Randomised Controlled Trial. Prevention scithecefficial journal of
the Society for Prevention Research. 2017;18(3)4837-

Jones CBurns S, Howat P, Jancey J, McManus A, Carter O. Playgoapsetting for nutrition and
physical activity interventions for mothers with young children: exployajaalitative findings.
Healthypremotion journal of Australia : official journal of Australian AssociatioHedlth Promotion
Professionals. 2010;21(2):92-

Jancey,JM;, Dos Remedios Monteiro SM, Dhaliwal SS, Howat PA, Burns S, RillstAl. Dietary
outcomes.of a community based intervention for mothers of youngefildrrandomised controlled
trial sEhesinternational journal of behavioral nutrition and physical activity4201:120.

Weber D, Rissel C, Hector D, Wen LM. Supported playgroups as a settipgpfnoting physical
activity of young children: Findings from a feasibility study intbewest Sydney, Australia. Journal of
Paediatrics and Child Health. 2014;50(4):31-

Myers J,'Gibbons K, Arnup S, Volders E, Naughton G. Early childimotrdtion, active outdoor play
and sources of information for families living in highly sociallgadvantaged locations. Journal of
Paediatrics and Child Health. 2015;51(3):287-93.

This article is protected by copyright. All rights reserved



16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.
32.

Lloyd B, M. Buffett K, Innes-Hughes C, Jackson D, Qi J, PoweBupported playgroups for health
promotion activity for healthy eating and active living: A social ecologicapsmtive. Australasian
Journal of Early Childhood. 2017;42(1):12@-

Myers J, Gibbons K, Riggs E, Naughton G. Engaging the harddb remprogram to improve
nutrition and active play for vulnerable families with young children.drRefpom consultations.
Melbourne Australian Catholic University 2014.

Wang-Schweig M, Kviz FJ, Altfeld SJ, Miller AM, Miller BA. Building a Concept&ahmework to
Culturally’Adapt Health Promotion and Prevention Programs at the Deep &thetvel. Health
promotion‘practice. 2014;15(4):583.

Castro,FG;.Barrera M, Jr., Holleran Steiker LK. Issues and challengesdestyn of culturally
adapted evidence-based interventions. Annual review of clinical psychology6 Z18339.
Bronfenbrenner U. Toward an experimental ecology of human devetbpfmerican Psychologist.
1977;32(7):513-31.

Thackrah,RD, Thompson SC. Refining the concept of cultural competauilting on decades of
progressiiThe Medical journal of Australia. 2013;199(1835-

Rosenstoek IM, Strecher VJ, Becker MH. Social Learning Theory and thih Bedief Model. Health
Education& Behavior. 1988;15(2):183.

Nutbeam D. Health literacy as a public health goal: a challenge for contempeaéthydducation and
communication strategies into the 21st century. Health Promotion Internatio®@j12(B):25967.
Bandura A/ Self-efficacy: Toward a unifying theory of behavioral gganPsychological Review.
1977;84(2):191-215.

Myersud;,Gibbons K, Naughton G, Hampson N, Volders E. NutritiorPagdical Activity Needs
Assessment, Children aged 0 to 8 years, Metropolitan and Rural Victoria. 'Filling The Gaps’. The

Royal Children’s Hospital. Melbourne; 2011.

National Health and Medical Research Council. Dietary Guidelines for Australians Canb@&ra 201
National*Health and Medical Research Council. Infant Feeding Guidelines Canberra National Health
and Medical Research Council 2012.

Jones. RA#Okely AD. Physical activity recommendations for early childioodremblay RE, Barr
RG, BoivintM, editors. Encyclopedia on Early Childhood Development [ehlMontreal, Quebec:
Centre of Excellence for Early Childhood Development; 2011.%. 1-

Okely AD, Ghersi D, Hesketh KD, Santos R, Loughran SP, Cliff DP, et @bllAborative approach to
adopting/adapting guidelines - The Australian 24-Hour Movement Guidelindsefearly years (Birth
to 5 years): an integration of physical activity, sedentary behaviosleso. BMC Public Health.
2017;17(5):869.

Department of Education and Early Childhood Development. MaternalfftiHealth Service
Guidelines;,Melbourne State Government Victo2ial 1.

Australian Bureau of Statistics. Australian Demographic Statistics Dec 201 &rGagb13.
Berthelsen D, Williams K, Abad V, Vogel L, Nicholson J. The Parents at llagdResearch Report.
Engaging Families in Supported Playgroups. Queensland Univefdigchnology 2012.

This article is protected by copyright. All rights reserved



33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

Flood V, Webb K, Rangan A. Recommendations for short questionsdsesa®od consumption in
children for the NSW Health SurveydSW Centre for Public Health Nutrition; 2005.

Bennett CA, de Silva-Sanigorski AM, Nichols M, Bell AC, Swinburn B&sessing the intake of
obesity-related foods and beverages in young children: comparisomafla piopulation survey with
24 hr-recall. The international journal of behavioral nutrition and physicaltgc2009;6:71.
Campbell'’K, Hesketh K, Silverii A, Abbott G. Maternal self-efficacy regardhilglen's eating and
sedentary behaviours in the early years: associations with childreniatalcsl and sedentary
behaviourS:international journal of pediatric obesity : IJPO : an official @ofrthe International
Assogciation' for the Study of Obesity. 2010;5(6):301-

Braun,\;,Clarke V. Using thematic analysis in psychology. Qualitative ResiedPsychology.
200653(2):77101.

Department of Education and Training. Universal Access to Early Childbdochtion 2017
[Availablefrom: https://www.education.gov.au/universal-access-early-chittieducation.
Andrews EJ, Symon A, Anderson AS. 'l didn't know why fiad to wait": an evaluation of NHS
infant=feeding workshops amongst women living in areasghf tieprivation. Journal of human
nutrition.and dietetics : the official journal of the British Dietetic Association. 2014.
WilliamsslzK, Veitch J, Ball K. What helps children eat well? A qualitative exploraifaesilience
among disadvantaged families. Health Education Research. 2011;26{20:296

Renzaho AM, Kumanyika S, Tucker KL. Family functioning, parental pdggieal distress, child
behavioural problems, socio-economic disadvantage and fruit and vegetalenption among 42
year-old Victorians, Australia. Health Promot Int. 2011;26(3):263-

Burdette HL, Whitaker RC. A National Study of Neighborhood Safety, Oufélay, Television
Viewing, and Obesity in Preschool Children. Pediatrics. 2005;116(3BB57-

Dixon LQ, Zhao J, Quiroz BG, ShinYJ-Home and community factors influencing bilingual children’s
ethnic language vocabulary development. International Journal of Bilingualdsr;16(4):54165.
Riggs'EypDavis E, Gibbs L, Block K, Szwarc J, Casey S, et al. Accassitegnal and child health
services imiMelbourne, Australia: Reflections from refugee families and seroizielgns. BMC health
services research. 2012;12:117.

Haneock:Kd, Cunningham NK, Lawrence D, Zarb D, Zubrick SR. RéaygParticipation and Social
Suppert Outcomes for Mothers of Young Children: A Longitudinal Costudy. PLOS ONE.
2015;10(7):e013300

Schlechter. CR, Rosenkranz RR, Guagliano JM, Dzewaltowski DA. A systemaswrof children's
dietary interventions with parents as change agents: Application of tidNREramework. Preventive
medicine. 2016;91:2333.

Bellg AJ, Borrelli B, Resnick B, Hecht J, Minicucci DS, Ory M, et al. Enhancingnteat fidelity in
health behavior change studies: best practices and recommendations from BehbiVidr Change
Consortium. Health psychology : official journal of the Division of He&sychology, American
Psychological Association. 2004;23(5):488-

This article is protected by copyright. All rights reserved



47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

Campbell KJ, Lioret S, McNaughton SA, Crawford DA, Salmon J, Baditka]. A Parent-Focused
Intervention to Reduce Infant Obesity Risk Behaviors: A Randomized Padlatrics.
2013;131(4):6550.

Daniels LA, Mallan KM, Battistutta D, Nicholson JM, Meedeniya JE, Bayeredkl. Child eating
behavior outcomes of an early feeding intervention to reduce dataiors for child obesity: The
NOURISH RCT. Obesity. 2014;22(5):E104-E11.

Wen LM, Baur LA, Simpson JM, Rissel C, Wardle K, Flood VM. Effemtiess of home based early
interventionson; children's BMI at age 2: randomised controlled trial. BMR;344(jun26 3):e3738-
Anderson’tM, Scrimshaw SC, Fullilove MT, Fielding JE, Normand ku@lly competent healthcare
systems:;A.systematic review. American Journal of Preventive Medicine,22083Supplement):68-
79.

Hanceck K, Lawrence D, Mitrou F, Zarb D, Berthelsen D, Nicholson JM, et al. Theiatimn
between'playgroup participation, learning competence and social-emotionaimgelidr children
aged4-5 years in Australia Australasian Journal of Early Childh@d@®;27(2):7281.

Jackson D Creating a place to ‘be’: unpacking the facilitation role in three supported playgroups in
Australia.European Early Childhood Education Research Journal. 2013;21813:77
Prochaska=]O, Velicer WF. The Transtheoretical Model of Health Behavior Changecan Journal
of Health Promotion. 1997;12(1):38.

Lee A, Ho M, Keung VM, Kwong AC. Childhood obesity managemeritispifrom health care
system to school system: intervention study of school-based we#gfzigement programme. BMC
Public Health. 2014;14(1):1128.

National,Health and Medical Research Council. Cultural Competency in Health: étgupdlicy,
partnerships and participation 2005.

Duncanson K, Burrows T, Collins C. Peer education is a feasible dnetliisseminating information
related to child nutrition and feeding between new mothers. BMC Public He4ih1201262.
ChusClyTseng CC. A survey of how patient-perceived empdtbgts the relationship between health
literacy and, the understanding of information by orthopedic patients? BMIZ Pigalth.
2013;13:155.

Glenton:€;xColvin CJ, Carlsen B, Swartz A, Lewin S, Noyes J, Baaliers and facilitators to the
implementation of lay health worker programmes to improve accesatéwmal and child health:
qualitative evidence synthesis. Cochrane database of systematic reviews (Q@li3)0:Cd010414.
Reeves S, Kuper A, Hodges BD. Qualitative research methodologies: ethnogrieigh0B8;337.
Commonwealth Scientific Industrial Research Organisation (CSIRO) PHNRF and tlegditgiof
South Australia. Australian National Children's Nutrition and Physical Activityey 2008

Rangan AM, Randall D, Hector DJ, Gill TP, Webb KL. Consumptioexifa' foods by Australian
children:itypes, quantities and contribution to energy and nutrient intakespedan J Clin Nutr.
2008;62:356(B64.

Engelen L, Bundy AC, Naughton G, Simpson JM, Bauman AgRdget al. Increasing physical
activity in young primary school childreiit's child's play: a cluster randomised controlled trial.
Preventive medicine. 2013;56(5):328-

This article is protected by copyright. All rights reserved



Table 1: Logic model for the CUPs intervention®

I nput

Immediate impact

Short-term impact

Behavioural impact

Outcome

SP facilitators are trained in CUP|

Facilitators implement CUPs in

existing SPs

Increased knowledge and
confidence in discussing child

nutrition messages

Ongoing sharing of these

messages with families

Nutrition messages are embedde
into SPs

SP facilitators deliver the CUPs

program in existingySPs.

Parents attending existing SPs

receive key nutrition messages

Increased knowledge and
confidence about child nutrition

Practice changes around food an

physical activity routines

Improved child health

SPs offer a welcoming, non-

stigmatising environmeht

Vulnerable families are engaged
and attend SPs

Increased knowledge and
confidence about early childhood

settings and services

Increased uptake by families of
MCH, immunisation, kindergarter

etc.

Improved early childhood health,

development and school readine

! The paper rep6rts orrimmediate and short-term impact of trainihdedivery of the intervention.

2These characteristies of SPs are not part of the intervention
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Table 2: Ten CUPs messages

Ten CUPs messages Reference Number of times message delivered

(number of parents present)

Play outside every:day:- 1 6 (65)
Turnoffthe TV. o 1 6 (54)
Eat fruit and vegetables 2 5 (45)
Develop routines foreating, sleep and play 1,3 5 (37)
Let children feed themselves 2,3 4 (51)
Use a cup 2,3 4 (45)
Enjoy home cooked foods with your children 2,3 3 (25)
Start food at aroungk6-months 2,3 1(8)
Breastfeed your baby 2,3 1(5)
Use local children’s.services 1(10)

1. Okely, A. D., Ghersi, D., Hesketh, K. D., Santos, R., Lougt8aR,, Cliff, D. P. Tremblay, M. S. (2017). A collaborative approach tptadgadapting guidelines - The Australian 24-
Hour Movement Guidelines for the early years (Birth to 5 years): arratiteig of physical activity, sedentary behavior, and sleep. BMC Public Ha@(h), 869. doi:10.1186/s12884-7-
4867-6

2. National Health and“Medical Research Council. (2013). Dietary Guidelines for Aussr&anberra

3. National Healthland Medical Research Council. (2012). Infant Feeding Guidedinlesr€a National Health and Medical Research Council

This article is protected by copyright. All rights reserved



Table 3: Characteristics and attendance at Supported Playgroups

Location SEIFA-IRSD" SP Facilitators Parents enrolled Par ents completion Number of families
: LGA Training Delivery who attended >80%
| (SP suburbs) (50or 6) sessions

Urban | 974* 6 3 33 24 (73%) 14 (42%)

(3 SPs) (801, 931)

Regional 1/ 980# 3 3 31 19 (61%) 13 (42%)

(3 SPs) | (867, 943)

Total ‘ 9 6 64 43 (67%) 27 (42%)

ASocio-economic Index For Area - Index of Relative Socio-economic disageaased on Census 2011, Australian Bureau of Statistics

*2M Decile in state
# 4" Decile in state
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Table 4: Changesin SP facilitator knowledge and confidence; and Parent confidence pre- and post-training and post program

SP Knowledge (out of 10) Confidence (out of 5)
Facilitatorst
- Pre- Post- Post- Pre-training Post- Post-
training  training = program training  program

Uban N=5 [/ | 6.6(1.8) 9.0(0.7) 8.0(0.8) 3.1(0.6) 4.2(0.4) 4.8(0.3)
Regional N=4 7.0(1.8) 8.8(0.5) 8.7(0.6) 4.1(1.0) 4.7 (0.3) 4.6 (0.4)
TOTAL N=9 =~ 6.8(L7) 9.0(05) 83(0.8) 3.6(1.0) 4.4(0.4) 4.7 (0.3

Parents Confidence (out of 5)

Pre-progtam Pre- Post Post-

program = program program

Urban  N=33 ™5 3.8(0.6) N=24 4.1 (1.0)
Regional N=31" 4.2(0.5) N=19 4.5 (0.4)
TOTAL N=64 4.0(0.6) N=43 4.3 (0.5)

Data reported in Mean,(SD)
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