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Physical Education Class Decreases Obesity in School Age Children

Purpose

The purpose of this proposal is to see the affects Physical Education class has on children’s weight within the state of Illinois. Physical education class will be every Monday through Friday and last for sixty minutes. It’s important to incorporate a variety of moderate-intensity activities, such as jogging, kick ball, basketball, baseball, and circuit training programs into a child’s routine to help the child develop healthy habits in the future.  The exercises will be age appropriate for participants. Activities that children found extremely entertaining in the past are not considered entertaining for today’s generation. Every year, more physical education classes are being cut from school budgets. This proposal is to answer the following questions: Are children getting enough regular physical activity without physical education classes, is the child’s level of activity affecting his or her weight, and what are leading factors that have altered activity for children?
The study method for my research proposal will be a randomized qualitative study.  The study will compare school age children who have a physical education class at their school and compare to school age children who do not have a physical education class.  The nursing intervention will determine if a five day a week physical education class has an impact on school age children weight and body mass index (BMI). The independent variable of the proposal focuses on children participating in physical education classes and the dependent variable focuses on decrease in weight and health illnesses; for example diabetes and high blood pressure.
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Background on Childhood Obesity

Pathophysiology
Obesity in children and other health ailments, such as diabetes, high cholesterol, and high blood pressure are on the rise because of the lack of activity and poor eating habits.  “Overweight is classified as a body mass index (BMI) greater than 85% and obese is classified as a BMI greater than 95%” (Ricci & Kyle, 2009, pp.871).  Preventing childhood obesity is critical because the fat cells of childhood are carried into adulthood obesity and contribute to further illnesses and disease manifestations (Ricci & Kyle, 2009, pp. 872). 
Prevalence in the U.S.

In today’s society lack of exercise is becoming a norm.  According to the National Health and Nutrition Examination Survey (NHANES), “more children are overweight, over the past three decades the number of overweight children has tripled, more than thirty percent of 6-11 year olds are overweight or at risk for overweight” (Ricci & Kyle, 2009, pp. 871). It seems as thought children would rather sit inside and do less strenuous exercises then participate in a physical education course.  Obesity occurs when the intake of calories and food exceeds the expenditures of what the child is burning by activity (Ricci & Kyle, 2009, pp. 871).  
Risk Factors

The purpose of incorporating physical education courses was to remind children how fun and exciting activity can be while interacting with peers.  Children should do at least 60 minutes of physical activity every day. Engaging children in activity can improve there health and lessen
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the risk of obesity and health issues.  Many children follow what they are taught from school and enjoy the accomplishments they receive when mastering a skill.  Therefore, it’s important to incorporate children and their peers to live healthier lives.  Although some cases of obesity are genetic, some factors that influence obesity are lack of exercise and the decreased number of days that school systems offer physical education programs and recess (Ricci & Kyle, 2009, pp. 872). Other factors include cultural, environmental, and children living in unsafe neighborhoods and having no safe places to play outside; therefore, they spend majority of their free time watching TV and playing video games (Ricci & Kyle, 2009, pp. 872). 

Demographic Information

According to an article reviewed from JAMA, entitled Health-Related Quality of Life of Overweight and Obese Children, “children 6-11 years old, 22 percent of Mexican American children were overweight, whereas 20 percent of African American children and 14 percent of non-Hispanic White children were overweight” (Williams, J., Wake, M., Hesketh, K., Maher, E., Waters, E., 2005, p. 70). According to an article from JAMA, entitled Effects of a Weight Management Program on Body Composition and Metabolic Parameters in Overweight Children, “the prevalence of overweight among children and adolescents increased significantly from 1999-2004, with 17% overall defined as overweight and with an even higher prevalence among African American youth (18%-26%) (Savoye, M., Shaw, M., Dziura, J. Tamborlane, W., Rose, P., Guandalini, C., Goldberg-Gell, R., Burgert, T., Cali, A., Weiss, R., & Caprio, S., 2007, p. 2697). Obesity is becoming more of a problem in the United States.  
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As stated, “attention has focused on the increase of type 2 diabetes in adolescents that has accompanied the epidemic of childhood obesity, which is due to a combination of severe insulin resistance and progressive beta-cell failure, and is more common in African American and Hispanic youth. (Savoye et al., 2007, p. 2697). According to the article from JAMA, an even greater proportion of obese children have impaired glucose tolerance, as well as hypertension, dyslipidemia, and other components of the metabolic syndrome (Savoye et al., 2007, p. 2697). 
Co-Morbidities
Childhood obesity is a growing problem. The number of overweight children has doubled since 1980; the rate for teens has tripled (Ricci & Kyle, 2009, p. 930). It has been proven that an overweight child has a high probability of becoming an overweight adult (Savoye et al., 2007, p. 2697). Being overweight during childhood and adolescence increases the risk of developing high cholesterol, hypertension, respiratory ailments, orthopedic problems, depression and type 2 diabetes as a youth (Ricci & Kyle, 2009, p. 930). One disease of particular concern is Type 2 diabetes, which is linked to overweight and obesity and has increased dramatically in children. According to the research from the Journal of American Medical Association “severely obese children and adolescents have lower health-related quality of life than children and adolescents who are healthy and similar quality of life as those diagnosed as having cancer” (Williams, J., Wake, M., Hesketh, K., Maher, E., Waters, E., 2005, p. 70). “Child overweight and obesity are now so endemic that many countries are reporting prevalence’s of 25% or higher” (Williams et al., 2005, p. 70).  
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According to the article, an obese or overweight child’s quality of life which as defined by the World Health Organization includes physical, mental, and social well-being (Williams et al., 2005, p. 70). As evidence by the article from JAMA, “if childhood overweight and obesity lead to a significant reduction in health-related functioning, this could have population ramifications beyond the known complications associated with concurrent and future comorbities; such as, cardiovascular, endocrine, and psychosocial problems in the United States (Williams et al., 2005, p. 70).
Current Diagnostic Procedures


Current diagnostic procedure used to determine obesity, consist of the BMI. “The BMI provides an accurate estimate of total body fat and is considered a good method to 
assess overweight and obesity in people” (Ricci & Kyle, 2009, pp. 305). As stated earlier, “Overweight is classified as a body mass index (BMI) greater than 85% and obese is classified as a BMI greater than 95%” (Ricci & Kyle, 2009, pp.871).  Also, health assessments may be conducted to see if the child is meeting physical activity requirements in the recommended range for their particular age.
Current Pharmacological Treatments


Pharmacological treatments may consist of controlling a genetic predisposed ailment, such as diabetes, hypertension, or hypercholestremia. This would be managed with drug therapy such as insulin for diabetes, and blood pressure and cholesterol medication for both hypertension 
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and hypercholestremia. According the article reviewed from JAMA, entitled Effects of a Weight 
Management Program on Body Composition and Metabolic Parameters in Overweight Children,
“insulin resistance is considered to be a major pathophysiological factor underlying many of the clinical complications of childhood obesity and is increasing in prevalence” (Savoye et al., 2007, p. 2697). 
Non-Pharmacological Treatments

Non-pharmacological treatments include scheduling yearly well-child visits, setting a good example, exercising, promoting nutrition, promoting healthy sleep and rest habits, emphasizing the positive, and encouraging children to live healthier lifestyles (Ricci & Kyle, 2009, pp. 868). Lifestyle changes are usually the best childhood obesity treatment. A child’s best chance to get to a healthy weight is to start eating a healthy diet and exercising more. Incorporating children into physical education courses can help children get the required amounts of exercise. Physical education classes help a child to burns calories while also building strong bones and muscles that helps children sleep well at night and stay alert during the day. Such habits established in childhood may help children to maintain healthy weight and lifestyle throughout their life (Ricci & Kyle, 2009, pp. 874). Also, limiting recreational computer and TV time to no more than two hours a day, emphasize activity, not exercise, finding a child enjoys, and vary the activities to keep it interesting may also contribute to non-pharmacological treatments for obesity. 
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Literature Review
Article 1: Physical Activity for School Age Children

1) For this research proposal, the questions included consist of whether or not children are involved in physical education class and how is their weight affected if they are or are not involved with physical activity. The article reviewed from JAMA, entitled Physical Activity for School Age Children, provided me with facts supporting the research proposal questions. For instance, physical inactivity is connected to an increase in obesity; the study concluded that children need a minimum of 60 minutes of moderate to vigorous physical activity per day (Nader, P., Bradley, R., Houts, R., McRitchie, S., & O’Brien, M., 2008, p. 295). 
2) Decreased physical activity plays a critical role in the increase in childhood obesity. As stated in the article “although at least 60 minutes per day of moderate-to-vigorous 
physical activity (MVPA) is recommended, few longitudinal studies have determined the recent patterns of physical activity of youth” (Nader et al., 2008, p. 295).
3) Longitudinal descriptive analyses (Nader et al., 2008, p. 295).

4) The sample of the study consisted of “1032 participants in the 1991-2007 National Institute of Child Health and Human Development Study of Early Child Care and Youth Development birth cohort from 10 study sites who had accelerometer-determined minutes of MVPA at ages 9-15 year olds” (Nader et al., 2008, pp. 295). Participants included boys (517) and girls (515); 76.6% white; and 24.5% lived in low-income families” (Nader et al., 2008, p. 295).
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5) According to the article, “at age 9 years, children engaged in MVPA approximately 3 hours per day on both weekends and weekdays; however, weekday MVPA decreased by 38 minutes per year, while weekend MVPA decreased by 41 minutes per year” (Nader et 

al., 2008, p. 295). The rate of decrease in MVPA was the same for boys and girls (Nader et al., 2008, p. 295). The article stated “the estimated age at which girls crossed below the recommended 60 minutes of MVPA per day was approximately 13.1 years for weekday activity compared with boys at 14.7 years, and for weekend activity, girls crossed below the recommended 60 minutes of MVPA at 12.6 years compared with boys at 13.4 years (Nader et al., 2008, p. 295).

6) In this study cohort, measured physical activity decreased significantly between ages 9 

and 15 years (Nader et al., 2008, p. 295).

7) The article stresses factual information pertaining to children and physical activity. 

The proposal will be using the article’s statistic to include in my proposal, confirming a 
significant decrease of activity from ages 9 to 15 years in the United States (Nader et al., 
2008, p. 305). The article also summarizes there is a need for program and policy action 
as early as possible at the family, community, school, health care, and governmental 
levels to address the problem of decreasing physical activity with increasing age that will 
be including in the proposal (Nader et al., 2008, p. 305). Throughout the article it summarized 

benefits of physical activity for the school age children. The benefits were not only related to 

weight loss, but also a positive outlook on life. 
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Article 2: Health-Related Quality of Life of Overweight and Obese Children
1) The article reviewed from JAMA, entitled Health-Related Quality of Life of Overweight and Obese Children, provided me with statistics supporting the research proposal prevalence in the 
U.S. For instance, the negative effects of childhood overweight and obesity on quality of life (QOL) have been shown in clinical samples but not yet in population-based community samples (Williams, J., Wake, M., Hesketh, K., Maher, E., Waters, E., 2005, p. 70). This article will support the proposal by offering statistics based on overweight children in the U.S.

2) During the last decade, new instruments measuring health and well-being have been developed that are suitable for epidemiological studies, these measures have been shown to discriminate among population groups known to have different levels of health (Williams et al., 2005, p. 70). The article supports the proposals purpose by stating comorbidities that are related with obesity, such as cardiovascular, endocrine, and psychosocial morbidity (Williams et al., 2005, p. 70).
3) “Cross-sectional data collected in 2000 within the Health of Young Victorians Study, a longitudinal cohort study commenced in 1997” (Williams et al., 2005, p. 70).
4) “This study draws on cross-sectional data from the follow-up conducted in 2000 when 1569 children (80.8% of the original sample of children in kindergarten through third grade) were resurveyed when in grades 3 through 6” (Williams et al., 2005, p. 70). Each child’s height and weight were measured and each child and one of his/her parents completed brief written questionnaires (Williams et al., 2005, p. 70). 
5) “The sample reflects population characteristics in terms of socio-demographics, but as noted in previously published data, children retained in the cohort had a lower mean BMI at baseline 
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than children lost to follow-up (16.9 vs 17.5)” (Williams et al., 2005, p. 70).  “The mean (SD) age of the child participants was  9-12 years, the mean and the prevalences of overweight and obesity were 20.2% and 4.3% (Williams et al., 2005, p. 70). “A slightly higher proportion of females than males were classified as overweight or obese (21.3% overweight and 4.9% obese females vs 19.2% overweight and 3.8% obese males)” (Williams et al., 2005, p. 70).

6) The effects of child overweight and obesity on health-related quality of life in this community-based sample were significant but smaller than in a clinical sample using the same measure (Williams et al., 2005, p. 70).
7) The proposal will be applying statistics from this study indicating overweight children in the U.S. compared to those of other countries. As stated in the article, “children in the overweight category in the US study and the comparable obese category in the Australian study and the affects of physical, emotional, social, and school functioning with the obese child (Williams et al., 2005, p. 70).
Article 3: Effects of a Weight Management Program on Body Composition and 
Metabolic Parameters in Overweight Children
1) The article reviewed from JAMA, entitled Effects of a Weight Management Program on Body Composition and Metabolic Parameters in Overweight Children, provided me with comorbities related to obesity and the prevalence of overweight children and adolescents increased significantly from 1999-2004, with 17% overall defined as overweight and with an even higher prevalence among African American youth statistics supporting the research proposal prevalence 
OBESITY                                                                                                                                      12

in the U.S (Savoye, M., Shaw, M., Dziura, J. Tamborlane, W., Rose, P., Guandalini, C., Goldberg-Gell, R., Burgert, T., Cali, A., Weiss, R., & Caprio, S., 2007, p. 2697).   

2) The purpose of the article was to compare effects of a weight management program, 

Bright Bodies, on adiposity and metabolic complications of overweight children with a 

control group (Savoye et al., 2007, p. 2697).   
3) It was a randomized controlled study group (Savoye et al., 2007, p. 2697).   
4) “Random sample of 209 overweight children (body mass index [BMI] >95th percentile 

for age and sex), ages 8 to 16 years of mixed ethnic groups were recruited. A total of 135 

participants (60%) completed 6 months of study, 119 (53%) completed 12 months” 

(Savoye et al., 2007, p. 2697).   
5) According to the article, “six-month improvements were sustained at 12 months in weight management vs control, including changes in the following weight, BMI, and body fat” (Savoye et al., 2007, p. 2702). It was noted there were no differences in changes in height between the control and weight management groups at 6 and 12 months (Savoye et al., 2007, p. 2702). “The Percent body fat and total body fat were also reduced in the weight management group” (Savoye et al., 2007, p. 2702). However, the BMI, body weight, and total body fat increased in the control group (Savoye et al., 2007, p. 2697). The article statistics showed the difference between the two groups in changes in BMI (–3.3), body weight (–7.4 kg), body fat (–9.2 kg), and body fat percentage (–6.0%) after 12 months were significantly different (Savoye et al., 2007, p. 2702).   
6) “The Bright Bodies weight management program had beneficial effects on body 

composition and insulin resistance in overweight children that were sustained up to 12 
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months” (Savoye et al., 2007, p. 2697).   
7) This source was a valuable reference. In the proposal I will be including this source and elaborating on the context. Such as, obesity has escalated to epidemic proportions, leading to an array of comorbidities, including type 2 diabetes in youth (Savoye et al., 2007, p. 2697). The article elaborated on how most overweight children become overweight adults, this chronic condition results in serious metabolic complications by early adulthood (Savoye et al., 2007, p. 2697). 
Proposed Research Study

Proposed Study Design

The overall plan of this study is based on school age children ranging from 6-12 years of age, both male and female, from all ethnic backgrounds that live in the state of Illinois. Majority of participants will include Caucasian, African American, and Hispanic ethnicity. The school age years are a time for peer relationships, questioning of parents, and the potential for parental conflict but continued respect for family values (Ricci & Kyle, 2009, pp. 860). One must be aware of the effects on children of various groups’ family structures and traditional values (Ricci & Kyle, 2009, pp. 860). Many physical education programs are being cut from schools that are at loss of income and in low socioeconomic status areas. Perhaps these schools are the ones who need physical education classes the most to help keep kids healthy and off the streets while encouraging them to live healthier lifestyles. The results of this study will encourage schools to make a difference in school age children and implement physical education classes.
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Proposed Time Frame of the Study

To determine if physical education class is decreasing childhood obesity, the study time frame will last approximately 6 months. Physical education class will be every day, Monday through Friday and last 60 minutes. Before beginning the study, participants will perform a health assessment indicating their BMI and overall weight and fat percentage. The health assessment will be conducted once a month to monitor changes in weight and BMI. All children participants will also be assessed on their physical endurance and strength. 

Proposed Informed Consent Process

Before participating in this research study, all participants and parents will be 
given pertinent information relating to this study and process. Participants and parents 

will be informed of how long the study will last and what requirements must be 
completed before participating. For instance, all participants and parents will complete a 
Health History Questionnaire (HHG), waiver, and participants will perform an initial health 
assessment before participating in a physical education class. Participants or parents are 
advised to state any medical or other reasons why participation in a fitness assessment 
and/or exercise program by the individual would be unwise. A general exercise program 
will be written for all individuals starting with low intensity exercises and progressing 
towards moderate intensity exercises. The routine may be modified for individual based 
on the individual’s present level of fitness.  Physical education class is designed to 
progressively improve all components of fitness. During class sessions, physical 
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education teachers will monitor children and evaluate their performance. Every first 
Monday of the month, physical education instructors will evaluate participants 
performance by conducting a health assessment.
Variables

Variables will be based on the participants’ age and gender. Children ranging from six to eights will participate in a low-impact exercise program that focuses on interacting with one another, such as recess play. Where as participants ranging from nine to ten will participate in a low-moderate impact exercise program focusing on interacting with one another while implementing sports. Children ranging from eleven to twelve will participate in a moderate exercise program implementing circuit training that includes running, jumping jacks, and push-ups. All participants will start with a ten minute warm-up consisting of basic stretching and end with a ten minute cool down, consisting of walking and deep breathing. For the children six to eight they will play more games such as tag and jump rope. However, children ranging from nine to twelve will begin to be introduced to a balanced routine consisting of cardiovascular exercise, strength training (without weights) and stretching.  Cardiovascular activity will incorporate sustained activity using the cardiovascular, respiratory and musculoskeletal systems efficiently. Improvement in these systems is achieved by regularly stressing them with activity that is more intense than one’s current level. This could mean anything from a leisurely stroll to advance aerobics. Increasing muscle is important to prevent injuries and help the child to burn calories quicker. However, considering the child’s young age and joints that are not set, strength training 
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will consist of the child’s own body weight such as push ups and squat jumps. It’s important to take the child’s developmental stage into consideration when implementing physical education. For instance, the child age 6-12 is in the industry vs. inferiority stage of Erikson; therefore, all school age children should be encouraged to engage in physical activities and learn physical skills that contribute to their health for the rest of their lives (Ricci & Kyle, 2009, p. 856). 
Socioeconomic Status
Children are raised differently by parents of different educational levels, occupations, and incomes. For instance, low socioeconomic status typically has an adverse influence on an individual’s health; such as, not being able to afford healthy food, health care, meals may be unbalanced and households may be overcrowded and lack hygiene (Ricci & Kyle, 2009, p. 20). These families may not understand the importance of preventive care or may simply not be able to afford it (Ricci & Kyle, 2009, p. 20). Coming from a low-socioeconomic status can eventually affect a child’s life as well as self esteem as the child gets older. The article reviewed from JAMA, entitled Physical Activity for School Age Children, provided me with facts stating, “children from low-income families were more active at age 9 years on weekdays than were children from higher-income families” (Nader, P., Bradley, R., Houts, R., McRitchie, S., & O’Brien, M., 2008, p. 295). Therefore, more children from low-income families, spent more time in moderate to vigorous physical activity at age nine than did children from a higher-income family (Nader, P., Bradley, R., Houts, R., McRitchie, S., & O’Brien, M., 2008, p. 295). This study goes to show if children are started in physical activity young enough they can develop 
OBESITY                                                                                                                                       18
healthier habits to carry out with life. Especially children who come from low-socioeconomic backgrounds, physical education may give them something to look forward to, considering they may not have much at home. 
Proposed Population and Sample
Participants included in the study will consist of children ages 6-12 living in the state of Illinois. The study will compare obesity and risk factors from schools that already have a physical education program to schools that no longer have a physical education program due to low socioeconomic status and/or budget cuts. As evidence by genetic background and family history, the study will be sensitive to individuals with co-morbidities as well as developmental concerns that may contribute to additional disorders or diseases leading to lack of activity or obesity. Some children may have chronic illnesses such as diabetes, asthma, hypertension, or neurological disorders that impair their abilities to participate in regular physical activities (Ricci & Kyle, 2009, pp. 1460). The primary goal for these school aged children with health illnesses is to encourage them participate in activity without overexerting. It’s important to gradually increase the children’s daily activities as tolerance increases. Due to the fact that children may be easily discouraged, it is necessary to provide emotional support and encouragement to all children participating. After performing activity children will be assessed for abnormal responses due to the increased activity. Children who are unconditioned or have a health illnesses that inhibits their endurance and stamina are given adequate rest periods according to the child’s daily schedule, this will allow the body a period of low energy expenditure, which in turn will improve activity intolerance. 
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Proposed Data Collection Methods


The study entails conducting a randomized study that analyzes participants’ who participated in a physical education class Monday through Friday for 60 minutes compared to a group who did not participate in physical education class on a daily bases. The data collection will conclude results from the study indicating whether or not the child falls into a healthy range including BMI, body fat percent, and physical endurance. Every first Wednesday of the month, for 6 months the child will perform a health assessment to determine if they are progressing and building a tolerance to the activity. Finally, the children will be evaluated based on the participants activity status by asking questions, such as what activity are you doing at home, are you enjoying physical education class, and on a scale from 0-10 (0 = not tired and 10 = extremely tired and trouble breathing) what number do you rank?
Possible Study Limitations


Currently, schools are decreasing the amount of free play or physical activity that children receive during school hours either due to budget cost and or lack or funds. Only about one-third of elementary children have daily physical education, and less than one-fifth have extracurricular physical activity programs at their schools (Nader, P., Bradley, R., Houts, R., McRitchie, S., & O’Brien, M., 2008, p. 295). Other study limitations may consist of consent from participant’s parents and whether or not the child has a health illness that may hinder their performance in a physical education class lasting 60 minutes Monday through Friday. 
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Conclusion
The more activity and interaction given to school aged children will help decrease obesity, health illnesses, and increase healthy behaviors. All children should be given attention; however, some children require extra attention if they have a health issue that may hinder their performance. School age children are desperate to engage with one 
another and learn. Therefore it is important to teach healthy behaviors to this age group to enhance their lives for the future. In today’s society, more kids are overweight than they have ever been in the past and by cutting school programs such as physical education can not only impact a child’s life with peers; but, also impact their lives for the future. It’s getting to a point where we may see our life expectancy start to decrease if we don’t take charge and make a difference for today’s kids. Their lives are in our hands, we can start by stressing the importance of physical education classes and the impact it has on all children.
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