
A Brief eHealth Tool for Parents to Prevent Childhood Obesity 
in Primary Care: Preliminary Findings from an RCT
Jillian Avis1, Nadia Browne1, Andrew Cave1, Rachel Fournier2,3, Andrea Haqq1, Nicholas Holt1, 
Patricia Martz4, Katerina Maximova1, Raj Padwal1, Trevor van Mierlo2,3, T. Cameron Wild1, Geoff Ball1
(1) University of Alberta, Edmonton, AB; (2) Evolution Health Systems Inc. Toronto, ON; 
(3) University of Reading, Oxfordshire, UK; (4) Government of Alberta, Edmonton, AB 

OBJECTIVES
To determine the feasibility (primary outcome) and preliminary impact 
(secondary outcome) of a newly-developed, novel SBIRT designed to help 
parents prevent childhood obesity in primary care. 

METHODS
• Participants. Parents of children (5–17y) were recruited from a pediatric 

primary care clinic. They were eligible for the study if they self-identified 
as the child’s primary caregiver and could read and speak English.

• Trial Elements. This was a double-blinded, parallel-designed RCT. 
Parents were block randomized to complete (via tablet) one-of-four brief 
(~15 minutes) interventions (n=2 on nutrition [Eat It]; n=2 on physical 
activity [Move It]) or an eHealth control group. Within both Eat It and 
Move It, parents were provided with either injunctive [I] or normative [N] 
feedback.

• The Tool. The SBIRT was designed to (i) screen children’s weight 
status, (ii) deliver one-of-four brief interventions or an eHealth control, 
on children’s healthy lifestyle behaviors, and (iii) provide parents with a 
menu of resources to help prevent obesity in children. 

• Study Procedure. Prior to the SBIRT, children’s height (cm) and weight 
(kg) were used to calculate body mass index and age- and sex-adjusted 
weight status (underweight [<5th percentile], healthy weight [5th – 84th

percentile], overweight [85th – 94th percentile], obese [≥95th percentile]). 

• Outcomes. Feasibility (primary outcome): parents’ interest (i.e., level of 
recruitment; proportion that selected optional resources; proportion that 
‘opted in’ to tailored emailed report). Preliminary impact (secondary 
outcome): parents’ concern about children’s weight status and intention 
to change lifestyle behaviors post-SBIRT, assessed on a 5-point Likert 
scale.

• Analysis. One-way ANOVA, independent sample t tests, and Chi 
square analyses to examine group differences using SPSS 22.0.

INTRODUCTION
• There is growing interest in applying novel eHealth approaches to help 

prevent childhood obesity in settings that are accessible to families, 
including primary care.

• One such approach includes the eHealth screening, brief intervention, 
and referral to treatment (SBIRT) tool.

• Although SBIRT tools are well-established in the field of addictions, to our 
knowledge, this tool has yet to be applied in preventing childhood obesity.

CONCLUSIONS & FUTURE DIRECTIONS
• Parents’ willingness and interest to participate in the SBIRT supported 

feasibility in primary care.

• Many parents, particularly those with heavier children, showed interest in 
educational resources that might not be provided typically in primary care 
for obesity prevention.

• The novel eHealth tool might help to nudge parents at risk for having 
children with obesity towards preventative action.

• Our next steps are to (i) to refine the SBIRT based on these preliminary 
data and (ii) test effectiveness of the SBIRT to impact cognitions and 
behaviors of parents and children. 

RESULTSRESULTS

Figure 1. Selection and flow of participants in the RCT.

Primary Outcomes
• Proportion recruited (enrolled vs. invited to participate) 

• 84.3% (226 / 268)

• Proportion that selected optional resources for obesity prevention
• 85.4% (193 / 226)
• More parents selected resources in the eHealth control (vs. BI)
• Parents with heavier children were more likely to select resources
• Most commonly-selected handouts included healthy tips on 

sleeping (n=139/193; 72.0%), snacking (n=112/193; 58.0%), and 
positive body image (n=108/193; 56.0%).

• Proportion that ‘opted in’ to receive (by email) the tailored report
• 64.7% (144 / 226)

The Sample
• Parents (n=226) of children were primarily biological mothers 

(85.8%) and Caucasian (70.4%) 
• Children (9.9±3.4y; 50.9% males) were classified as underweight 

(5.8%), healthy weight (67.3%), overweight (16.4%) & obese (10.6%)
• Children’s mean BMI z-score was 0.4±1.1
• Demographic and anthropometric characteristics of parents and 

children did not vary across study groups 

Excluded (n=9)
• Parent not present (n=5) 
• Not enough time to approach (n=3)
• Parent did not speak English (n=1)

Assessed for Eligibility (n=277)

Invited to Participate (n=268)

Enrolled (n=228)

Declined participation (n=40)
• Parent said “no” (n=24)
• Parent said “not enough time” (n=16)

Participated in Follow-Up (n=136)

Intervention (n=108)
• Move It [I] (n=31)
• Move It [N] (n=24)
• Eat It [I] (n=28)
• Eat It [N] (n=25)

eHealth control (n=28) 
• Heads Up

Intervention (n=179)
• Move It [I] (n=46)
• Move It [N] (n=46)
• Eat It [I] (n=44)
• Eat It [N] (n=43)

eHealth control (n=47) 
• Heads Up

Secondary Outcomes

• Parents’ concern about children’s weight status and intention to 
change children’s lifestyle behaviors differed across several 
categorical variables (Table 1)

• Parents’ concern and intention to change did not differ across 
intervention groups

Table 1. Differences across secondary outcomes by 
demographic and anthropometric data.

Concern
mean ± sd

Effect Intention
mean ± sd

Effect

Ethnicity (parent)
Caucasian (n=159)
Non-Caucasian (n=67)

0.6±1.0
1.1±1.4 p=0.005* 2.4±1.3

2.8±1.3 p=0.048*

Ethnicity (child)
Caucasian (n=168)
Non-Caucasian (n=76)

0.7±1.1
1.0±1.4 NS 2.4±1.3

2.8±1.3 p=0.04*

Weight Status
Underweight (n=13)
Healthy (n=152)
Unhealthy (n=37)
Very unhealthy (n=24)

1.8±1.2b

0.3±0.7a

1.1±1.1b,c

2.5±1.6b,d

F=50.3
p<0.001*

2.7±1.1
2.3±1.3a

3.1±1.0b

3.3±0.8b

F=8.5
p<0.001*

Statistically significant post hoc analyses (all p≤0.001): a<b; c<dR

Withdrew 
(n=2)
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