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Research Proposal
	My introduction and purpose of paper will be a page long and will be written here.
Research Question
	According to the CDC, there has been a dramatic increase of obesity in adults in the United States within the past 20 years, and more specifically, obesity has tripled within the past 30 years.  There is a small city in the Midwest that has experienced an increase in the rate of children being diagnosed as obese.  The purpose of this proposal is to answer the following question regarding the increase of childhood obesity:  Will providing parents counseling and recommendations regarding a healthy diet plan for their children, as well as encouraging and implementing a healthy diet for their children have a positive effect on an obese child’s weight, rather than not providing any counseling and recommendations on healthy weight management for parents?  My nursing intervention will be to provide a 6-week structured informational and counseling program for parents.  The purpose of the first part of the paper will be to develop the research question on why there is an increase in the rate of children being diagnosed as obese, in order to ultimately decrease the knowledge gap surrounding this issue.  The purpose of the second part of this paper will be to provide research and background on childhood obesity.
	The study method for my research proposal will be a descriptive quantitative research design.  The intervention will describe if parental perception and influences has an effect on a child’s weight.  The study will compare data from the sample population who receives counseling and information on childhood obesity, and the control group which will not receive any counseling or information on childhood obesity.  The independent variable of the study is attending the counseling sessions, while the dependent variable is a change in perception and implementation of healthy behaviors within children.  The data collected will include perceptions of parents during the first week, third week, and sixth week of the programs, and the description of healthy implementation of healthy behaviors by parents weekly.  
	Before conducting a research study, it is essential to provide a broad and general description of the problem, also known as the background (Macnee & McCabe, 2008, p. 229). In this proposed study, background on childhood obesity will be provided.  More specifically, the following will discuss the pathiphysiology, statistics, risk factors, demographics, co-morbidities, current diagnostics procedures, current pharmacological, and non-pharmacological treatments of childhood obesity.
Background
	According to the Journal of  the American Heart Association (2005), obesity is a result of an imbalance between energy consumed and energy used (Daniels, Arnett, Eckel, Gidding, Hayman, Kumanyika, Robinson, Scott, Jeor, & Williams, 2005, p. 2).  Hormones are released from the stomach and intestine, which are also inhibitory (as cited by Daniels et al., 2005, p. 3).  Adipose tissue is important in the feedback regulation and is a result of the production of leptin and adiponectic, which are two important peptide hormones (Daniels et al., 2005, p.3).  The absence of leptic produces massive obesity.  The key to preventing obesity is to keep the balance of energy consumed equal to the amount of energy used.  If there is more energy being consumed than used, obesity is likely to result. 
	A study was done to examine trends of obese and overweight in adults from 1999-2008 in the United States (Flegal, Carrol, Ogden, & Curtin, 2010, p. 235).  The study concluded that prevalence of obesity in men was 32.3 percent and 35.5 percent in women from 2007-2008.  However overall, there has been a dramatic increase of obesity in adults in the United States within the past 20 years.  According to the CDC, Colorado was the only state in 2008 that had a prevalence of obesity less than 20 percent, with six states (Alabama, Mississippi, South Carolina, Tennessee, West Virginia) having a prevalence of obesity greater or equal to 30 percent.  When obesity rates are compared by race and ethnicity, overall, African Americans had a 51 percent higher prevalence, and Hispanics had a 21 percent obesity prevalence when compared to whites (CDC).
	There are many risk factors, both non-modifiable and modifiable behaviors that affect childhood obesity.  Non-modifiable factors include genetics and family health history, gender, age, and race (CDC).  It is important to keep in mind that family history alone cannot substantiate the triped obesity rates that have occurred in the past 30 years, since the genetic characteristics of the human population have not changed for the past three decades.  Modiafiable factors that affect childhood obesity are: diet, physical activity, and sedentary behaviors (CDC).  Diet that include large portions, frequent snacking on energy-dense foods, and sugar found in candy and sweetened drinks are contributing to childhood obesity (CDC).  Physical inactivity and sedentary lifestyle is also a modifiable factor of childhood obesity.  Sedentary behaviors such as hours watching television and movies, and playing video games has led to less physical inactivity, increased unhealthy snacking (as cited by CDC).
	According to the CDC, one out of seven low-income, preschool-aged children are obese.  There was about a two percent increase from 12.4 percent in obesity from 1998 to 2003 found in two to four-year-old children living on low income, and about a point one increase of percent in obesity from 2003 to 2008 (CDC).  These are overall stabilizing statistics, however by race, American Indians and Alaska Natives are the only ethnic groups that experienced an increase rate of obesity from 2003 to 2008.  According to the CDC, obesity rates were highest in American Indian and Alaska Natives (21.2 percent), Hispanics (18.5 percent), Whites (12.6 percent), Asians or Pacific Islanders (12.3 percent), and African Americans (11.8 percent).  When comparing geographic patterns among low-income preschool-aged children from 2006 to 2008, generally speaking, the highest obesity rates were in western and southern California, southern Texas, central and northern eastern seaboard, and some Appalachian states (CDC).  Overall, the prevalence obesity in children from six to 11 has increased from 6.5 to 19.6 from 1980 to 2008 (CDC).
	There are many co-morbidities associated with obesity such as cardiovascular diseases including high cholesterol, abnormal glucose tolerance, and high blood pressure, as well as type 2 diabetes, sleep apnea, and asthma (CDC).  The Daniels et al. (2005) states that metabolic syndrome, inflammation, and psychosocial abnormalities are also co-morbidities as a result of obesity (p. 5-6).  Daniels et al. (2005) states that it is important for health care workers to evaluate potential morbidities in an obese child, in order to identify additional treatment that might be required (p. 7).  It is important to keep in mind that obese children are more likely to be obese as adults.  
	Body Mass Index (BMI) is the most widely accepted method to screen for obesity.  BMI measures weight in relation to height to determine weight status, however does not directly determine body fat.  After a BMI is calculated, the BMI is plotted on a BMI-for-age growth chart to obtain a percentile ranking.  According to the CDC, a child is underweight when the percentile range is less than the 5th percentile.  A child is considered to have a healthy weight when then percentile range falls between the 5th percentile range to less than the 8thth percentile range  A child is considered overweight when the percentile range is 85th to less than the 95th percentile.  Lastly, a child is considered to be overweight when the percentile range is equal to or greater than the 95th percentile.  Although the BMI method is one of the cheapest and easy-to-perform methods in determining weight status, it is essential that assessments such as evaluations on diet, physical activity, and family history are also completed (CDC, 2009). 
	The National Heart Lung and Blood Institute (NHLBI) (2008) states that there are only two drugs approved specifically for obese adolescents: orlistat and sibutramine .  Orlistat inhibits fat absorption and is good for anyone 12 years or older.  Sibutramine is approved for anyone 16 years or older and it suppresses appetite because Sibutramine is a monoamime reuptake inhibitor that enhances adrenergic sertonergic and dopaminergic signaling in the brain (NHLBI, 2008)  NHLBI (2008) states that a third option for pediatric obesity is bariatric surgery: gastric bypass and Rouux-En-Yanastomosis, and adjustable gastric banding.
	There are many non-pharmacological treatments to treat childhood obesity, especially because obesity has to do with modifying lifestyles.  Changing diet so that less, but healthier calories are consumed.  Diet is influenced by many things such as whether or not families dine-out or have meals outside the home versus meals prepared at home with food bought from the local farmers market (Khan, Sobush, Keeer, Goodman, Lowry, Kakietek, & Zaro, 2009, p. 9).  Other ways to reduce calorie intake would be to eat smaller healthier snacks, rather than three big meals. Controlling portion size is important because most people do not know the difference in portion sizes and unknowingly eat larger amounts when they are presented with large portions, and because although individuals consume a lot of calories, it creates an imbalance because they fail to consume few calories to balance calories consumed and used (as cited by Khan et al., 2009, p. 11).  Another way to control obesity is to reduce sugar intake, because sugar is associated with greater caloric intake and greater risk of obesity (as cited by Khan et al., 2009, p. 12).  Another non-pharmacological treatment for obesity would be to increase physical activity, and decrease sedentary lifestyle, such as watching hour of television, playing hours of videogames, or sitting in front of a computer half the day (Khan et al., 2009, p. 14).  
	The background has introduced the problem—childhood obesity, and the causes, consequences, and treatment of childhood obesity.  To go more in depth about what has been published regarding the problems surrounding childhood obesity, a literature review must be done.  A literature review gives the readers a picture of what is already known and identifies where the gaps in knowledge exists (Macnee & McCabe, 2008, p. 33).  
Literature Review
Article 1
	The proposed problem posed in Daniels, Arnett, Eckel, Gidding, Hayman, Kumanyika, Robinson, Scott, Jeor, & Williams (2005) article focused on consequences of childhood and adolescent obesity such as cardiovascular disease (CVD) and type 2 diabetes; and, therefore, the need for several strategies in aiding the prevention and treatment of obesity is necessary in order to prevent childhood and adolescent obesity.  Daniels et al. (2005) article focused on the physiology, consequences, prevention, and treatment of childhood and adolescent obesity.  More importantly, Daniels et al. (2005) discusses the importance of preventing childhood obesity from occurring, but also provides ways to treat childhood obesity through monitoring dietary consumption and increasing physical activity.  Because contemporary healthcare delivery is often not well suited with meeting the long-term needs of overweight children, it is important to provide families family-based nutrition and behavioral-management programs that help teach families and children to manage their weight (Daniels et al., 2005, p. 10).  By taking this information into consideration, perhaps providing counseling and information to help parents guide their children on how to make healthier food choices will help decrease the rate of obesity.  
	Daniels et al. (2005) is a scientific statement, which examines the pathophysiology, and adverse outcomes of childhood and adolescent obesity.  The scientific statement also provides prevention and treatment strategies to help reduce obesity in children and adolescents.  There was no sample in the study, but rather an article with updated information on childhood and adolescent obesity.  There were no results, however, the article focused on prevention and treatment of obesity from the moment of birth, otherwise adverse consequences will happen if the proper physical and dietary lifestyle is not implemented (Daniels et al., 2005, p. 12).  The main conclusion of the study is that there must be interventions and strategies for not only health care providers, but also for families, healthcare insurers, the school system, government agencies, and food and entertainment industries to help reduce childhood obesity.  
	Information from the study under dietary management and physical activity will be used in the development of the research proposal, because age-specific dietary medication is the cornerstone of treatment of obesity, and because most successful weight loss programs incorporated regular physical treatment (Daniels et al., 2005, p. 11). By providing parents with strategies such as involving children in meal planning, shopping, and gardening, as well as providing ways to increase children activity, then hopefully parents can create healthier lifestyles and encourage healthier choices and patterns for their children. 
Article 2
	Kristen Howard (2007) discussed the importance of examining parental influence and parents’ perceptions on childhood obesity.  Research has shown that childhood obesity is largely due to lack of healthy lifestyle modifications and the need for early intervention on obesity in general (Howard, 2007, p. 73).  Because early intervention almost always begins within families, literature points out parents as key individuals who can help address childhood obesity (Howard, 2007, p. 73).  This is important regarding the research question if providing parents counseling and recommendations regarding a healthy diet plan for their children, as well as encouraging and implementing a healthy diet for their children have a positive effect on an obese child’s weight.  There must be other ways to help parents engage in healthy lifestyles with their children in order to begin to address childhood obesity, and one way Howard’s article suggested is providing health promotion through school nurses. 
	The purpose of Howard’s article is to increase school nurses’ awareness of parent’s important role in fighting against childhood obesity, in order to assists parents on implementing lifestyle modifications that will help prevent or decrease childhood obesity (2007, p. 73).  However, it is important for school nurses to keep in mind what stage of change the parents are in the Transtheoretical Model, because each stage will determine the readiness of change in parents, and what intervention will be implemented based on the stage.
	There was no sample of the study, yet Howard’s article provided a case example of how school nurses can use the stages in the Trantheoretical Model to help implement intervention against childhood obesity at schools with parents (2005, p. 76).  The six stages in the Transtheoretical Model are precontemplation, contemplation, preparation, action, maintenance, and termination.  There we no results of the study.  However, the article concluded the importance of school nurses utilizing the Transtheoretical Model to help encourage, implement interventions, and move parents to the precontemplation stage to the termination stages of the Transtheoretical Model to help decrease or prevent childhood obesity (Howard, 2007, p. 79).
	Information that will be used from this source will the literature review on parental influence and parental perception of parents on childhood in the development of the research proposal.  Hardy, Harrell, and Bell (2004) and Golan and Crow (2004) as cited by Howard (2005) believe that parents set the stage for healthy or unhealthy behaviors that contribute to weight (p. 75).  Taking into consider parental influence in the process of developing a study to understand why childhood obesity occurs is important, because it is through parents in which children will either take on or not take on the behaviors regarding weight that parents model (Howard, 2005, p. 74-75).  Research also suggests that although parents are key factors in addressing childhood obesity, most parents of obese children are unaware of overweight in children and the potential consequences from it (Howard, 2005, p. 75).  Because of this, it is important that parents are informed about the pathophysiology, consequences, and ways to prevent and treat childhood obesity.
Article 3
	Vaughn and Waldrop (2007) article discusses the importance of providing parent education in order to beat childhood obesity.  Vaughn & Waldrop’s provides ways in which parents can prevent obesity in infants, toddlers, and preschoolers.  For example, it is important for parents to breastfeed during the first year of life, and to encourage parents to inform their healthcare providers of any problems with breastfeeding (2007, p. 39).  For toddlers and preschoolers, it is advised that it is best to let a child regulate how much he or she eats, and that parents offer toddlers and preschoolers three meals a day along with two healthy snacks (Vaughn & Waldrop, 2007, p. 40).  Another way to prevent obesity is not restrict sweet or salty foods but to offer them sparingly, to avoid offering a child only his or her favorite foods, to continue to reintroduce healthy foods even if the child does not like them at first, and to avoid using food as a reward or bribe (Vaughn & Waldrop, 2007, p. 40).  These are examples that can encourage parents to promote healthy eating patterns for their children in order to prevent childhood obesity. 
	Obesity is a known and growing problem among adults, but also in children and adolescents.  The problem posed in Vaughn & Waldrop’s article is the need for parents to be informed and knowledgeable about their children’s weight, and ways for parents to know how to maintain a healthy balance (2007, p. 37).  The purpose of Vaughn & Waldrop’s article is to show the importance of providing easy-to-implement tools (such as checklists) that health care providers can give and discuss with parents.  There was no sample of the study, as well as no results.  However there were several conclusions.  First, a conclusion of the article included the need for healthcare providers to advocate for prevention of childhood obesity.  Second,  is the need to encourage and motivate families and caregivers to want to change.  A third conclusion is the importance of implementing gradual changes to weight lost rather than quick fixes are all important to decrease childhood obesity (Vaughn & Waldrop, 2007, p. 40). 
	Information and checklists pertaining to infants and children under and above the age of five, as well as the checklist for overweight children under five years of age will be used in the development of the research proposal.  Also, the parent handouts on infancy, toodlers, and preschools on how to prevent obesity will be used in the development of the research proposal.  These are great examples on how health care workers can promote and teach parents about healthy lifestyles to avoid obesity.
	Taking into mind the research question, background and literature review of childhood obesity, a research study must be done in order to gain a better understanding of the problem and to test the research questions through the use of a research design, and the components that make up a research design (Macnee & McCabe, 2008, p. 195).  The following will discuss the proposed research study regarding the question: Will providing parents counseling and recommendations regarding a healthy diet plan for their children, as well as encouraging and implementing a healthy diet for their children have a positive effect on an obese child’s weight, rather than not providing any counseling and recommendations on healthy weight management for parents?  Important components of research designs such as description, time frame, informed consent process, independent and dependent variables, population and sample, data collection methods, and limitations of the proposed study will be discussed, based on the literature review previously done.  
	The literature review has agreed that families, and more specifically parents, have a huge impact on childhood obesity, however, family-based nutrition and behavioral-management programs are lacking (Daniels et al., 2005).  It is believed that if families are able to take a preventative, active, and positive part of a child’s daily weight management from birth on, then childhood, adolescent, and adult obesity can be overcome.  However, literature suggest that because parent’s influences and perceptions affect their stage of change according to the Trantheoretical Model regarding their children’s there is a knowledge gap between what parents perceive their child’s weight to be, and how that may influence parent’s strategies to weight management (Howard, 2007).  The proposed research study seeks to understand parent’s perceptions on childhood obesity, and too see if such perceptions affect their children’s weight through the use of implementation of healthy weight management strategies.  
Proposed Research Study
Description of Study’s Proposed Design
	 In order to examine and understand parent’s perceptions of childhood obesity, and to examine whether or not counseling and information on childhood obesity effects parent’s implementation of healthy weight management in children, the study’s proposed design is a quantitative research design.  Quantitative research involves collection of information in specific period of time of specific events (Macnee & McCabe, 2008, p. 29).  In the proposed quantitative study, information about parent’s perception on childhood and implementation of weight management in children by parents will be collected over a period of six weeks through counseling. However more specifically, the study’s proposed design is a correlational study.  Correlational studies seek to link, connect, and answer research questions (Macnee & McCabe, 2008, p. 213).  In the proposed descriptive correlational study, parent’s perceptions and counseling on childhood obesity will be studied to see if there is a link between parental influences, and implementation of eating behaviors by parents for their children.  
Time Frame of Proposed Study 
	The proposed correlational study will be a prospective and longitudinal design.  Since prospective designs occurs when data is collected on events as they are occurring and moving forward with time (Macnee & McCabe, 2008, p. 210), the proposed study will also collect parents perceptions, given counseling to parents, and descriptions of parent’s implementation of eating behaviors will also be collected throughout the six weeks program.  Because the proposed study is prospective, it is also longitudinal.  Longitudinal designs occurs when data is collected more than once, and at different times (Macnee & McCabe, 2008, p. 210).  The proposed study is a longitudinal study because information will be collected more than once, but in fact, at the beginning and during of each counseling session.
Proposed Informed Consent Process
	Before any study can be conducted, it is essential and important that an informed consent process occurs.  The informed consent process described by Macnee & McCabe (2008) will also be the exact process the proposed study will do.  Researchers as well as research designs are obligated to follow three ethical principles: autonomy, beneficence, and justice (Macnee & McCabe, 2008, p. 147).    To achieve this in a study, a researcher must initiate and implement an informed consent process for the sample, or individuals that will decide to participate in the study.  An informed consent is a legal principle that informs a possible participant of relevant information pertaining to the study, in order to help him or her decide whether or not to participate in the study (Macnee & McCabe, 2008, p. 148).  The written legal document is the actual informed consent form each participant must sign, indicating that the participant has been adhered to (Macnee & McCabe, 2008, p. 148).  There are three important aspects of a consent form which are a description of the study, description of any potential risks and benefits by participating in the study, and a description of the participant’s rights (Macnee & McCabe, 2008, p. 147).  The informed consent form, and the description of the study must be reviewed, and approved by the institutional review in order for the study to be conducted (Macnee &McCabe, 2008, p, 149).  
Independent and Dependent Variables 
	Since the study is a quantitative study, independent and dependent variables will be used to describe the results of the proposed study.  The purpose of a quantitative design is to explain or predict a particular variable, also known as the dependent variable.  A dependent variable is also known as the outcome variable of interest, because the outcome depends on other variables in the study (Macnee & McCabe, 2008, p. 74).  The dependent variable in the proposed study is a change in perception and implementation of healthy behaviors within children by parents and caregivers.  The variable that the dependent variable depends on is known as the independent variable.  The independent variables also known as predictor variables, and are used to explain dependent variables (Macnee & McCabe, 2008, p. 74).  The independent variable of the proposed study is attending the counseling sessions and providing the participants information on childhood obesity, and ways to prevent and treat childhood obesity.  
Study’s Population and Sample
	The population and sample pertaining to a research study are two different definitions.  Populations includes all the individuals the researchers are interested in (Macnee & McCabe, 2008, p. 116).  In the proposed study, the population the researchers are interested in studying are parents of normal, at risk, overweight, and obese children.  It is impossible for researchers to conduct a study on the whole population because it is impossible to achieve 100% participation from all parents of normal, at risk, overweight, and obese children because there are many and the numbers are increasing.  Therefore, research studies use samples to conduct studies.  A sample is a subset of the population (Macnee & McCabe, 2008, p. 116).   In the proposed study, the sample will include 10 parents of normal, at risk, overweight and obese children receiving counseling and recommendations on childhood obesity.  There will also be control group of 10 other parents of normal, at risk, overweight, and obese children not receiving any counseling or recommendations on childhood obesity.  
	To gain the sample, stratified random sampling would be used, which is when the population of interest is first divided into two or more groups based on characteristics or variables that are important in the study, and then members within each group are randomly selected (Macnee & McCabem, 2008, p. 125).  In the proposed study, sample population one will receive counseling and recommendations on healthy lifestyle modifications regarding weight management.  The control group will not be able to attend any of the counseling sessions.
Study’s Proposed Data Collection Methods
	Methods generally used for quantitative research, such as systematic observations and written measures including structured, semistructed, or unstructured questions will be also be used in the study’s proposed data collection methods (Macnee & McCabe, 2008, p. 173)  In the study’s proposed data collection methods,  semistructured questions will be used in order to collect data about parents implementation of weight management following a counseling session on childhood obesity.  The two semistructured questions to be asked at the beginning of each session are “tell me your thoughts about childhood obesity” and, “tell me how you’ve incorporated weight management strategies into your child’s daily routines.”  
	Because the topic of parent’s perception and how parents go about implementing new weight management strategies is a complex and abstract concept, it is important to utilize written scales in quantitative design studies if a researcher wants to ultimately measure the abstract concept (Macnee & McCabe, 2008, p. 176).  In the proposed study, the measure a parent’s perception on their child’s obese weight, as well as measure the number of times a parent has implemented a weight management strategy for their child, a written scale will be used.  The first step to developing a written scale in order to measure an abstract concept would to identify or list items or questions that are relevant to the concept, and in this case, relevant to parent’s perceptions on childhood obesity and use of weight strategies.  Along with coming up with questions for the written scales, scale answers for the participants to use must also be developed.  A Likert-type response scale will be used in the proposed study.  A Likert-type response utilizes a rating of the item on a continuum that asks subjects the rate of frequency with what they perceive on childhood obesity, and the rate of frequency in which they use weight strategies on their children.  By using the Likert-type scale, the participants will be able to respond by using always, often, occasionally, or never (Macnee & McCabe, 2008, p. 178).  
Possible Limitations of The Proposed Study
	As with all studies, there will be possible limitations of the proposed study.  Limitations create uncertainty concerning conclusions of a study (Macnee & McCabe, 2008, p. 24). Limitations are there to remind the reader of certain constraints or limits of the study, however, limitations do not mean that results of study are flawed, but rather suggest that there are boundaries or constraints to the knowledge generated by the study (Macnee & McCabe, 2008, p. 24-25).  A limitation of the proposed study would be the validity of the answers of the parents, because some may tell all their perceptions on how they carefully implement weight strategies in their children’s daily routine, while some may not (for whatever reason) tell everything.  Because the answers are based on what the participant decides to share and reveal, a possible limitation would whether or not the participants are accurately portraying what they say they are experiencing and doing at home. 
Conclusion
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