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Background: Overweight and obesity affects almost 30% of Canadian children and adolescents aged
2-17 years old which can lead to chronic disease later on in life. Research shows that healthy weight
programs are effective at reducing BMI but have issues regarding recruitment and retention. One way
to address these problems is by using a Social Marketing framework to determine what adolescents
need in a community-based healthy weight program. Methods: Open-ended and closed-ended
question surveys were conducted with multiple perspectives including youth aged 13-17 years,
parents, and youth workers in Fall 2018. Open-ended question answers were a priori categorized by
the ‘4Ps’ of the SM framework (Product, Price, Place, and Promotion) while frequency count data was
generated for closed-ended question answers. Open-ended answer data were managed using NVivo 12
and were analyzed using Braun and Clarke’s six-step approach to thematic analysis (Braun & Clarke,
2006). Results: A ‘marketing mix’ was thematically generated to identify elements of a healthy
weight program that adolescents need in order to participate from all three perspectives. Based on the
findings, programs should include physical activity, nutrition, and emotional/social health components
that are relevant and fun (Product). They should also emphasize benefits to participating such as
improvement to physical and mental health, having fun, receiving incentives, and building
relationships (Product) while minimizing barriers including emotional health concerns, lack of time,
financial cost, transportation, boring programs (Price). Differences were found amongst perspectives
in terms of types of incentives, transportation, and cost of program. Programs should take place in
convenient, appealing, and safe locations that may already exist including schools or recreation
centres (Place) and should also be promoted using social media and peer word-of-mouth or create
partnerships with youth-relevant organizations and use body positive language (Promotion).
Conclusion: Using this foundational work of a ‘marketing mix’ can help program developers design
programs that will help recruit and retain youth in community-based healthy weight programs.
Elements of social marketing were not considered in this study including competition, segmentation,
and branding which further highlights the need for exploring competing behaviours in youths’ lives,

different priority audience segments of BC, and brands that can be used to recruit and retain youth.
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CHAPTER ONE

1.1 Introduction and review of the literature

Global childhood and adolescent obesity rates have increased at an alarming rate for the
past 3-4 decades and in Canada roughly 30% of Canadian individuals between the ages of 5-17
years-old are now affected (Ng, Fleming, Robinson, Thomson, & Graetz, 2014; Rao, Kropac,
Do, Roberts, & Jayaraman, 2016; Fuentes et al., 2016). Overweight and obesity increase the risk
of chronic disease later in life because of the higher likelihood of overweight adolescents
growing up to be overweight adults (Flynn et al., 2006). Up to eighty-percent of obese
adolescents are likely to be obese past the age of 30 which can lead to the development of
chronic non-communicable diseases including cardiovascular disease, cancer, type 2 diabetes
mellitus, and many more (Elvsaas, Giske, Fure, & Juvet, 2017; Moores et al., 2018; Thunfors,
Collins, & Hanlon, 2009; Tripicchio et al., 2017; Wilson, 2007). Gradual increases in weight
gain from adolescence to adulthood are common (Goldschmidt et al., 2017) which is why this
time period is crucial for developing healthy lifestyles and initiating preventive efforts that can
be carried forward into early adulthood and beyond (Kornet-van der Aa, Altenburg, van
Randeraad-van der Zee, & Chinapaw, 2017; Reece, Bissell, & Copeland, 2016). This time period
is also crucial for healthy behaviour change because better maintenance of weight loss has been
observed in youth when compared to adults (Smith, Straker, McManus, & Fenner, 2014) and
those in younger adolescence have been found to be more likely interested in healthy behaviour
practices than those in older adolescent years (Thunfors et al., 2009).

The obesity epidemic has been heavily debated but conclusively attributed to an
imbalance of energy which stems from a multitude of factors starting with genetics and social
structures and including the health behaviour practices such as unhealthy eating patterns, lack of

physical activity and excessive inactivity (Elvsaas et al., 2017). The gradual decrease in physical



activity levels during adolescence (Colley et al., 2017; Huhman et al., 2010; Moores et al., 2018;
Wilson, 2007) combined with unhealthy dietary changes (Aratjo & Ramos, 2017) and an
increase in sedentary behaviour (Tremblay et al., 2011), strengthens the argument that this time
period is a critical point to address these issues (Moores et al., 2018).

Unfortunately, there is limited evidence on weight management interventions that serve
adolescents and where it exists there are issues with their success. The following literature
review provides an overview of unique characteristics of adolescence as a stage of development,
details existing healthy weight intervention programs and the issues contributing to their lack of
success and suggests an alternative approach is needed. Social marketing is introduced as a
potential framework for improving the development of youth healthy weight interventions
leading to the need for further research to explore the unique needs of adolescents beginning

with an understanding of the features of adolescence as a stage of development.

1.2 Unique features of adolescence that impact healthy weight intervention programs
Adolescence is an important time where biological, social, and behavioural changes begin to
develop (Kornet-van der Aa et al., 2017) At this point in time, adolescents are starting to:
cultivate a sense of autonomy and identity separate from their family and parents, strive to fit in
and gain acceptance from peers, develop competence and pursue achievement, and make
commitments to particular goals, activities, and beliefs (Brown, Clasen, & Eicher, 1986;
Neumark-Sztainer, Larson, Fulkerson, Eisenberg, & Story, 2010; Reece et al., 2016). At this
stage, it’s been found that obese youth tend to de-prioritize non-structured physical activity (e.g.,
walking, playing, etc.) while believing that the only way to lose weight is through vigorous
exercise (Kebbe et al., 2017). This misperception may have reinforced adolescents’ sedentariness

we see today (Kebbe et al., 2017) as adolescence is associated with a decline in physical activity



engagement (Colley et al., 2017) and an increase in sedentary behaviour (Tremblay et al., 2011).
Youth also begin to take responsibility for their food choices (Bassett, Chapman, & Beagan,
2008) and peer-dynamics start to become very important (Dailey, 2010) which is a concern that
may contribute to overweight risk behaviours such as physical inactivity and unhealthy diets
(Moores et al., 2018). Moreover, adolescence is a peak time for caloric consumption and poor
diet quality (Alberga, Sigal, Goldfield, Prud Homme, & Kenny, 2012). Since teens increasingly
begin to purchase and consume food away from home during this development stage, the
influences of peer pressure, acceptance, and conformity needs become important factors to
consider (Bassett et al., 2008) when addressing dietary behaviours in healthy weight
interventions.

An additional concern is the unhealthy dietary practices that may occur when youth
experience age-related weight gain, such as binge eating or extreme dieting which could further
increase the risk for overweight/obesity in early adulthood (Goldschmidt et al., 2017). Concerns
about intervention programs possibly contributing to unhealthy eating and physical activity
obsessions and behaviours have been voiced in the literature (Wilson, 2007). Researchers advise
program developers to assess future interventions for doing no harm in order to limit the possible
risk of developing unhealthy preoccupations with weight status (Thunfors et al., 2009).
Specifically, there is concern surrounding weight lifting being linked to steroid and human
growth hormone use in males, while for females the concern is the notion that participation in
health behaviour programs is more out of a desire to improve attractiveness than to improve their
physical fitness (Thunfors et al., 2009). Research demonstrates that a strong motivator for obese
youth to participate in these programs is oftentimes dissatisfaction with body and appearance

(Engstrom, Abildsnes, & Mildestvedt, 2016a). Facilitators and program developers need to be



aware of these attitudes in order to lower the risk of participants developing or exacerbating
extreme health behaviours as a result of program participation.

Autonomy-striving and independence are two very important aspects during the adolescent
development process and the relationship between parents and their youth becomes more
egalitarian (Steinberg & Sheffield Morris, 2001). As a result, research does show that parents
serve somewhat of a secondary role when it comes to adolescent healthy weight interventions
compared to parents playing a more direct role in child healthy weight interventions (Faith et al.,

2012).

1.3 Healthy weight programs for adolescents

Adolescents are described as a relatively underserved population compared with children
aged 6-12 years and adults with regards to nutrition, health education, and long term healthy
weight intervention research (Butryn et al., 2010; Casazza & Ciccazzo, 2007; Epstein, Valoski,
Wing, & McCurley, 1994; Reece et al., 2016; Smith, Straker, et al., 2014). Meta-analyses have
been conducted in the past two years detailing evidence for youth healthy weight programs
focusing on specifics such as: multi-component lifestyle interventions (Elvsaas et al., 2017),
maintenance interventions (van der Heijden, Feskens, & Janse, 2018), and community-based
interventions (Moores et al., 2018).

Elvsaas et al. (2017) focused on 39 randomized control trials (RCT) multi-component child
(under the age of 12 years: n = 20) and youth (over the age of 12 years: n = 19) lifestyle
interventions in which two or more strategies were targeted including diet, physical activity, and
behaviour. Studies were included if they assessed BMI and/or BMI Z score from baseline to 6,
12, and/or 24 months post-treatment and compared that against standard, minimal, and no
treatment. Meta-analyses were performed based on studies’ follow-up time period (i.e. 6, 12,

and/or 24 months post-treatment) and statistical significance was found for intervention effect for



both BMI and BMI Z score at 6 and 12 months but not 24 months. It was also found that multi-
component interventions had a moderate treatment effect on BMI and BMI Z scores in which the
most effective interventions seemed to be delivered through specialist healthcare (n =8 and n =6
for 6 months and 12 months, respectively) and included a group treatment component (n =8, n =
13, and n = 7 for 6 months, 12 months, and 24 months, respectively). Elvsaas et al. (2017)
however, did remark that this outcome may have been due to the limited data and lack of
standardized procedures in other settings like primary care or Internet interventions. All studies
included in this review took place either in schools, primary care, hospitals, or other health
institutions and most of the studies experienced high dropout rates (Elvsaas et al., 2017).

A systemic review by Moores et al. (2018) instead looked at 21 different community-based
interventions specific to the treatment of adolescent (13-17 years) obesity and assessed BMI Z
scores at the end of the intervention and at a follow up period anywhere from 10 weeks to 24
months after baseline. Programs were heterogenous in terms of frequency of contact/intensity of
sessions, length, and parent involvement and did not seem to be associated with weight specific
outcomes post-intervention. However, there were seven interventions that reported weight
management follow-up with significant sustained outcome effectiveness and four of those seven
that included a psychological component seemed to be the most effective at follow-up. As a
secondary outcome, researchers also found that programs that were effective at reducing the
level of overweight had significant positive effects for increasing self-esteem and/or quality of
life in participants. Upon closer inspection, 19 of the community-based interventions that Moores
et al. (2018) reviewed appeared to be either facilitated by health professionals (e.g., pediatricians,
nurses, doctorate-level psychologists, etc.), conducted in primary care or outpatient clinics,
conducted entirely online, or one-time university-led pilot studies (Moores et al., 2018). Only

two of the 21 studies were facilitated in community-based facilities but involved both allied and



non-allied health professionals (Bartelink, Jansen, Kremers, Mulkens, & Mujakovic, 2014;
Bartelink, Mulkens, Mujakovic, & Jansen, 2018; Foster et al., 2014). Foster et al. (2014)
facilitated a program including both children and adolescents of which adolescents only made up
roughly 25% of the group studied. According to Moores et al. (2018), after assessing sustained
effect in BMI Z scores, the results achieved in this study were not clinically significant. Bartelink
et al. (2014; 2018) conducted a successful community-based adolescent healthy weights program
in the Netherlands called RealFit but the team facilitators consisted of dieticians, sports
instructors, and psychologists (Bartelkink et al. 2014; 2018). Outcome results at follow up were
significant according to previous research (Kolsgaard et al., 2011) when sustained effect in BMI
Z scores was calculated.

In light of Moores et al. (2018) review, it can be seen that adolescent healthy weight
programs experience modest results with the findings of only 16 of the studies reporting follow-
up measurements post-intervention and only 7 of the programs reviewed maintained weight
management outcomes (Moores et al., 2018). Further, 20 of the 21 community-based programs
reviewed were delivered by clinical professionals and often in a clinical setting which may not
be available in all communities. Only one demonstrated a non-allied health professionally
delivered model in a community facility setting (Foster et al., 2014) and a majority of the studies
reviewed experienced recruitment and retention challenges (Moores et al., 2018).

Although there is some evidence for the positive effects of adolescent healthy weight
intervention programs, it appears that issues are still present when it comes to recruitment,

retention, and attrition rates.



1.4 Challenges for adolescent healthy weight intervention programs

It is evident from the literature that a majority of studies on adolescent obesity management
programs in the community have been delivered by clinical professionals but still struggle with
recruitment and dropout issues (Moores et al., 2018; Smith, Straker et al., 2014).

The quality and accessibility of some programs have been regarded as inconsistent and
literature on these treatments show a lack of statistical and clinical significance in outcomes with
high rates of drop-out and relapse post-intervention (Smith, Straker et al., 2014; Thunfors et al.,
2009). Moores et al. (2018) examined the significant changes in adolescent BMI Z scores in
weight interventions programs but noted the difficulty determining clinical significance in
weight loss since there is no specific definition for this population (Moores et al., 2018).
However, according to Moores et al. (2018), studies reporting a change in BMI Z score with a
sustained effect at or above 9% would be regarded as clinically significant in terms of weight
loss as recommended in the literature (Kolsgaard et al., 2011).

Despite a substantive body of evidence suggesting efficacy there is a dearth of research
regarding recruitment, retention, and best-practices for adolescent intervention programs (Cui,
Seburg, Sherwood, Faith, & Ward, 2015; Smith, Straker, et al., 2014; Thunfors et al., 2009); a
need suggested by multiple researchers. Further, older adolescents tend to have more trouble
achieving success in weight management programs compared with children (Danielsson,
Kowalski, Ekblom, & Marcus, 2012; Knop et al., 2015) and older adolescent ages seem to be
predictive of attrition (Dhaliwal et al., 2014) with rates ranging from 27-73% (Sallinen Gaffka,
Frank, Rhodes, Santos, & Hampl, 2013) and the majority of studies reporting a rate higher than
50% (Skelton, Goft, Ip, & Beech, 2011). Suggestions about what the structure and content of
weight intervention programs should look like are inconsistent (van der Heijden et al., 2018).

Although best practice recommendations for effective program structure and outcomes have



been suggested, no one program model has emerged as superior (Flynn et al., 2006) despite more
recent accounts of the challenges and facilitators influencing recruitment, retention, maintenance
of healthy behaviour change, and attrition rate issues (Dhaliwal et al., 2014; Grow et al., 2013;
Sallinen Gaffka et al., 2013; Smith, Straker, et al., 2014).

Furthermore, parents, youth, and community stakeholders have noted the need for
community-based programs for adolescents to both achieve and maintain healthy behaviour
changes (Smith, Straker et al., 2014). Support opportunities in the community after interventions
are key for helping participants maintain lifestyle changes they’ve adapted during the program
(Reece et al., 2016).

Research has also explored the involvement of parents in adolescent intervention programs.
Parents have limited direct effect on youth health behaviour which would explain the
disappointing findings in adolescent healthy weight interventions involving parents and/or family
units (Danielsson et al., 2012); however, research does show that parents serve somewhat of a
different role through modelling healthy behaviours that their adolescent may mimic (Knop et
al., 2015) and also consenting, supporting, and providing coordination in order for the adolescent
to participate in programs (Cui et al., 2015). They also monitor and control the environment in
which their adolescent is given independence and responsibility to choose food for consumption
(Hermans, de Bruin, Larsen, Mensink, & Hoek, 2017). Although youth participants involved in
lifestyle programs have stated that family support is important for making healthy lifestyle
choices, having their family directly participate in prevention programs has not been highly
valued (Wilson, 2007). Research has shown that youth want the option to participate in programs
on their own without their families or guardians (Jung, Bourne, & Gainforth, 2018). It has also

been mentioned that addressing adolescents via their parents has been shown to be inappropriate;



therefore it has been suggested that interventions for adolescent weight management should be

addressed directly to the adolescent (Markert et al., 2014).

1.5 Determinants of and barriers to program participation

Multiple studies have outlined program and personal characteristics that may affect youth
participation in healthy weight interventions. These factors include a lack of awareness that they
are overweight, embarrassment about having to attend, financial cost to attend a program,
support at home and from peers, transportation/location, life stresses, and lack of time (Kebbe et
al., 2017; Nader, Ward, Eltonsy, & Bélanger, 2018; Riiser et al., 2014; Smith, Straker et al.,
2014; Young et al., 2006). Smith et al. (2014) suggested that parents may not know their youth
are overweight because of the normalization of overweight in today’s society (Smith, Straker et
al., 2014). Gerards et al. (2012) also found this to be a common view among health care
professionals who referred parents with overweight youth to weight interventions and further
added that denial of an issue and resistance towards discussing weight was particularly a problem
(Gerards, Dagnelie, Jansen, De Vries, & Kremers, 2012), further exacerbating youth from
achieving a healthy lifestyle (Gerards et al., 2012; Kebbe et al., 2017).

If youth do address their weight and attend healthy weight programs, focus group research
has shown that youth are often embarrassed about having to attend due to the stigma attached to
being overweight which may prevent them from seeking assistance (Smith, Straker et al., 2014;
Vangeepuram, Carmona, Arniella, Horowitz, & Burnet, 2015). Creating programs that limit
these barriers will help youth be more successful in their pursuit of a healthy lifestyle. One way
that has been suggested in order to minimize these effects includes positive language and
message advertising that presents programs as creating “healthy lifestyles” and not “weight loss”

programs (Smith, Straker et al., 2014). Excluding terms that relate to weight may reduce the
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stigma surrounding being overweight and potentially attract targeted youth (Smith, Straker, et al.,
2014; Van Kessel et al., 2016).

Another way that researchers have recommended reducing barriers for program participation
is to reduce the price of programs for youth (Young et al., 2006; James et al., 2018); however,
this element is debated amongst stakeholders. Smith et al. (2014) remarked on the discrepancies
amongst parents, adolescents, and other stakeholders in which some parents believed that
offering these programs free-of-charge could overcrowd the group and attract individuals who
might not be there for the right reasons (Smith, Straker et al., 2014). Although in contrast, most
adolescents have stated in focus groups that in order for them to be more physically active and
hence, participate, these programs and areas where physical activity takes place have to either be
free or heavily discounted (James et al., 2018; Kebbe et al., 2017; M Dwyer et al., 2006; Nader et
al., 2018; Smith, Straker et al., 2014).

Another strong barrier to not only program participation but also program success and
maintenance post-intervention was support from peers and parents or guardians (Madrigal,
Adams, Chacon, & Barnoya, 2017; Nader et al., 2018; Neumark-Sztainer, Story, Perry, & Casey,
1999; Reece et al., 2016). Since adolescent participation in physical activity, particularly among
females, tends to decline from early to late adolescence, parent and peer support becomes
essential for continued physical activity involvement (Nader et al., 2018; Thunfors et al., 2009).
Adolescents interacting with peers in a socially supportive environment is enjoyable and has also
been found to be conducive to losing weight and eating healthy (Reece et al., 2016). This
possibly serves an indirect purpose (Kebbe et al., 2017; Reece et al., 2016; Sundar, Lendal,
Lagerlov, Galvin, & Helseth, 2018) as peers play a role in eating behaviour based on which
foods are “cool” to eat (i.e. unhealthy food) and which ones aren’t (i.e. healthy food) (Hermans

et al., 2017; Kebbe et al., 2017). Additionally, peers may positively influence an adolescent’s
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level of activity through encouragement or negatively affect it by teasing obese youth when
participating in physical activity (Kebbe et al., 2017). Research found that even when youth
attend healthy lifestyle programs on their own, they still struggle to make healthy choices at
home and school when these environments are not supportive of their new behaviour change
(Neumark-Sztainer et al., 1999; Reece et al., 2016).

Rice et al. (2008) stated that parents were the largest barrier for youth recruitment to healthy
weight intervention program (Rice et al., 2008). This was due to numerous factors including
denial of their youth’s weight problem, unwillingness to alter home environment to support
youth in nutrition and exercise changes, and inflexibility to changing family schedule in order to
accommodate the intervention program among other things (Rice et al., 2008). Research has
shown that a key predictor of child’s weight status is driven by parental weight status (Reece et
al., 2016) and roughly 60% of an adolescent’s diet is consumed at home (Kebbe et al., 2017). As
a result, food intake patterns outside of the home will stem from familiarity which is thought of
as a reflection on the home environment (Kebbe et al., 2017). When healthy food is readily
available in the household environment, it’s considered an enabler to healthy eating and could be
the support that teens need in order to make healthier food choices (Kebbe et al., 2017). To
further emphasize, obese adolescents found it difficult to make and maintain healthy food
choices when family support was lacking in the home environment (Kebbe et al., 2017).

An additional barrier to program and physical activity participation is transportation and/or
inaccessibility to facilities (Chircop et al., 2015; Kebbe et al., 2017; Nader et al., 2018; Smith,
Straker et al., 2014). Providing transportation has been found to be a way for parents to support
their youth in programs but can represent a barrier for them when it comes to distance, gas, and

money (Sallinen et al., 2013; Nader et al., 2018).
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A less prominent but potent barrier to youth program and physical activity participation
involved life stresses and responsibilities for youth surrounding academic work, household
chores, social barriers, and personal life events (Kebbe et al., 2017; Madrigal et al., 2017; Nader
et al., 2018). Exposure to life stress and not having the tools to cope can also play a role in
facilitating emotional eating for some adolescents (Kebbe et al., 2017). These factors could
address a need for a psychological component introducing stress reducing techniques, fostering
positive body image, and cultivating time management skills for future adolescent programs
(Kebbe et al., 2017).

Lack of time has been frequently cited as a barrier to implementing a healthy lifestyle (Kebbe
et al., 2017). Youth are often in search of food that is quick and easy to make as well as tasty
which could potentially lead to poor nutrition decisions (Neumark-Sztainer et al., 1999)
especially when youth have remarked on disliking the flavour of more nutritious food (Kebbe et
al., 2017). Furthermore, obese adolescents have also reported a lack of time when it comes to not
only preparing healthy meals but also engaging in exercise due to household chores, jobs, and
academic commitments (Kebbe et al., 2017). Families also struggle with prioritizing
commitments which can interfere with recruitment and retention of youth in healthy weight
programs.

A prime determinant that both youth and stakeholder focus group responses have indicated is
important for program recruitment and retention is that the program activities and content must
be “fun”, particularly with physical activity (Gillespie et al., 2015; James et al., 2018; Kitzman-
Ulrich, Wilson, & Lyerly, 2016; Sundar et al., 2018; Wilson, 2007). Sundar et al. (2018)
researched views that overweight adolescents had towards physical activity and found that it was
mainly associated with organized sports, health, and competence which could be a restraining

factor even if adolescents are motivated to become more physically active (Sundar et al., 2018).
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As mentioned previously, the fact that adolescents with obesity tend to de-prioritize unstructured
physical activity, like walking or playing, as a tool for weight maintenance, this may have
contributed to youth sedentariness (Kebbe et al., 2017). Programs emphasizing different forms of
physical activity that are fun aside from organized sports may help participants stay engaged and
successful in the long run. In addition to programs being fun for participants, it’s important that
the environment foster self-esteem, body satisfaction, and positive body image (Wilson, 2007).

Another determinant that is debated within the literature as effective or not for both
recruitment and retention is the use of incentives. Wilson (2007) conducted research asking teens
specifically what types of features they would like in an obesity prevention program with more
than 54% either strongly agreeing or agreeing that earning a type a prize would be an incentive
to adopting a healthy lifestyle (Wilson, 2007). Greene et al. (2013) however, found that
incentives were negatively associated with youth engagement which they described as
participants finding the “program activities enjoyable, interesting, and challenging” but may be
effective in recruitment/enrollment and attendance (Greene, Lee, Constance, & Hynes, 2013).
Although self-determination theory supports that extrinsic rewards may lower intrinsic
motivation (Deci, Koestner, & Ryan, 2001), recent research has shown that not only does the use
of incentives mitigate any initial perceived costs or negative aspects that the priority audience
has towards taking up the new behaviour (Higgins, Cookson, Hastings-James, & Frazer, 2012)
but that the removal of incentives does not affect intrinsic motvation whatsoever (Pope &
Harvey, 2015).

Yet, without the advice and insights from youth in the development of healthy weight
interventions (Peterson-Sweeney, 2005), the field is likely to remain stagnant. A social

marketing lens may provide a functional framework in identifying what adolescents need in a
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program to ensure relevance and applying their perspectives to future programming, delivery and

research. The chapter now turns to the discussion and review of social marketing.

1.6 Social Marketing
Andreasen (1994) proposed the following definition for Social Marketing (SM):
Social marketing is the adaptation of commercial marketing technologies to programs
designed to influence the voluntary behavior of target audiences to improve their personal
welfare and that of the society of which they are a part (p.110).
The “bottom line” of SM is to influence behaviour and to an extent, behaviour change
(Andreasen, 1994).

SM and advertising are two different things (Andreasen, 1994). Whereas those who
assume they are practicing social marketing by educating the public and “getting the word out,”
are in actuality only demonstrating advertising techniques that are fundamentally not designed to
change behaviour (Andreasen, 1994). SM comprises of the four elements of the marketing mix
including product, place, price, and promotion while advertising only includes the latter
(Andreasen, 1994).

According to Andreasen (1995), Product refers to the package of benefits the priority
audience receives from performing the desired behaviour and can be broken down into the three
components known as core, tangible, and augmented products (Andreasen, 1995; Lee & Kotler,
2011). The core product refers to the desired benefits the audience would like to receive in
exchange for performing the behaviour, tangible products refer to the actual product or behaviour
that is being promoted, and augmented products refer to any incentives or services being offered
in conjunction with the tangible product to increase appeal or reduce barriers towards the desired

behaviour (Lee & Kotler, 2011).
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The second element of the marketing mix is Price which refers to the costs that may be
associated with adopting the new behaviour and can be further broken down into two
components known as terminal and instrumental (Andreasen, 1995; Lee & Kotler, 2011).
Terminal cost refers to the beliefs or attitudes adolescents may have about the negative aspects of
adopting the new behaviour and instrumental cost refers to the costs associated with physically
engaging with this new behaviour (Andreasen, 1995).

The third element, Place, refers to when and where this behaviour may be performed, and
the fourth element Promotion refers to the communication techniques including key messages,
key messengers, and channels used to persuade the priority audience to engage in the desired
behaviour (Andreasen, 1995; Lee & Kotler, 2011).

When program developers are evaluating program success, they must evaluate based on
the capability of the program to change behaviour and not simply educate the public (Andreasen,
1994). SM campaigns have been around a long time and have had success in influencing not
only public behaviour but also public policy (Andreasen, 1994). Some have argued that social
marketing must at times engage ‘midstream’ and ‘upstream’ decision-makers addressing social
influences (parents, teachers, peers, coaches etc.), as well as policy and regulations such as price
changes, taxes, and smoke-free areas (Lee & Kotler, 2016; Thornley & Marsh, 2010).

The ‘upstream-downstream’ concept was first introduced by Wallack et al. (1993) in
order to detract social marketers from focusing their efforts solely on changing the behaviour of
the ‘downstream’ audience without considering the effects that ‘upstream’ factors may place on
consumers’ behaviour choices (Newton, Newton, & Rep, 2016). According to Gordon (2013),
‘upstream’ audiences refers to those that may influence law or policy and alter the structural
environment including educators, managers, regulators, and policy makers. ‘Midstream’ refers to

those that may be in the immediate social environment of the ‘downstream’ audience including
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parents, teachers, coaches, and peers at the community and school level, and ‘downstream’ refers
to the priority audience and influences on behaviour at the individual level including personality
and life experiences (Gordon, 2013). Each of these categories can be further segmented to
improve marketing efficiency and effectiveness when addressing behaviour change (Andreasen,
1995).

Segmentation is an important concept in SM theory in which different priority audiences
require different strategies when encouraging a new behaviour (Andreasen, 1995). For example,
campaigns directed at youth need to take into consideration geographic, demographic,
psychographic, and behavioural differences which are traditional variables used to segment
consumer markets (Lee & Kotler, 2011). This allows for managers to allocate resources
appropriately for more productive uses (Andreasen, 1995). Once segments have been identified,
elements like competing behaviours must be taken into account when developing an effective
SM campaign.

The potential for competing behaviours is an important aspect to consider within priority
audiences and is labeled as behaviours that “most often come from past habits or from inertia”
(Andreasen, 1995, p.153). This refers to the behaviour that priority audiences may prefer, be
tempted to do, or are currently doing instead of the behaviour that is being promoted (Lee &
Kotler, 2011). Downstream strategies used to discourage audiences from participating in
competing behaviours includes highlighting the downside of engaging in the behaviour in an
honest and credible way, while upstream strategies may include legislature action such as policy
change (Lee & Kotler, 2011). In order to encourage the priority behaviour and discourage
competing behaviours, the priority audience must perceive that benefits of taking up the
behaviour will either be equal to or greater than the perceived costs associated with it (Lee &

Kotler, 2011). This is otherwise known as the exchange theory (Lee & Kotler, 2011).
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The exchange theory in SM was first proposed by Philip Kotler in 1972 stating that
exchange was a concept of marketing and that audiences had to believe they were getting more
in return than they were giving (Kotler, 1972). Over time, this theory has evolved to now include
four main audience perspectives that must be considered including barriers (what the audience
believes they have to give up to perform new behaviour), benefits (what audience believes they
will get if they perform new behaviour), competition (what behaviours they are doing instead of
new behaviour), and influential others (who does your priority audience listen to and are those
influential others engaged in desired behaviour) in order to understand and develop effective
campaigns for the priority audience (Lee & Kotler, 2011). This exchange can be summarized
using Andreasen’s acronym, SESDED, used to convey this idea in a more digestible way to help
marketers understand how they might influence consumers to take up the desired behaviour
(Andreasen, 1995).

SESDED is an acronym used to help marketers understand that they must create a
“Superior Exchange, that is Social Desirable and Easily Done” in order for the priority audience
to take up the new behaviour (Andreasen, 1995, p.224). Superior exchange relates to the benefits
of taking up the desired behaviour (i.e. Product) outweighing the perceived costs (i.e. Price) that
may be associated with it; socially desirable refers to the compatibility engaging in the behaviour
has with the priority audiences values, identify, and relationships; and easily done refers to
removing any barriers that may be associated with adopting new behaviour and increasing
accessibility and self-efficacy (Andreasen, 1995). Using SESDED as a main objective for
behaviour change can be accomplished by understanding the audience perspectives and needs to
reduce barriers and communicate desirable benefits and also use tools like branding to create

socially desirable behaviours.
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According to Salvy, de la Haye, Bowker, and Hermans, (2012), influencing health
behaviours, like healthy eating, can conflict with teens’ desired image that they wish to portray;
even certain brands of food are important to building one’s social image and social standing
among peers (Salvy, de la Haye, Bowker, & Hermans, 2012). Brands are distinctive labels, signs,
or symbols that differentiate the goods and services of one seller from another (Asbury, Wong,
Price, & Nolin, 2008). In social marketing, brands must embody and reflect the values and
beliefs that the priority population/market holds about the product as well as its costs and
benefits. Since brands are a way of self-expression for youth, they are more sensitive to the
messages that they convey to peers through brand choices (Breiner, Parker, Olson, Committee, &
Board, 2013). Brands and branding are a successful commercial marketing technique that has
been effective in public health campaigns like the tween physical activity VERB campaign
(Asbury et al., 2008). SM has been shown to be an effective model for not only understanding
and engaging adolescents but also for influencing them to make healthy behaviour decisions
(Breiner et al., 2013; Thornley & Marsh, 2010) through multiple strategies including branding.
For instance, the successful marketing campaign Truth, which was conducted in the United
States and ran from 1999-2002, showed a direct social marketing campaign effect for tobacco
reduction of 22% in youth smoking (Breiner et al., 2013). It continues today empowering teens
to be the last generation to take up smoking and fall victim to the tobacco industry, branding

itself #finishit (https://www.thetruth.com/ accessed March 18, 2019).

As this chapter has detailed, youth are an important priority for obesity management, and
social marketing a viable framework for guiding intervention development. In the following
section, a more in-depth understanding of the impact of two key social marketing campaigns

addressing physical activity for youth is presented.
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1.7 Youth oriented Social Marketing campaigns

Two notable youth oriented social marketing campaigns that have successfully changed
physical health outcomes in youth include VERB and TAAG (Thornley & Marsh, 2010).

VERB was a social marketing campaign that ran from 2002 — 2006 in the US and after
extensive formative research with youth and parents, cleverly branded the campaign to
encourage adolescents between the ages of 9-13 years old to be physically active each day
(Asbury et al., 2008; Potter, Judkins, Piesse, Nolin, & Huhman, 2008). Instead of using
traditional healthy education messages that emphasized facts and figures about the benefits of
physical activity, VERB inspired young people to become active to overcome their tendency to
be optimistic and unconcerned about their health at that age (Asbury et al., 2008). Informed by
the focus group data with tween and parents revealing both barriers and motivators for engaging
in physical activity, VERB marketers focused the campaign on having fun with friends,
exploring something new, and not being judged (Asbury et al., 2008; Berkowitz et al., 2008).
Additional focus groups were then conducted with “trendsetter” tweens in order to gather ideas
on what an ideal campaign directed at tweens might look like (Asbury et al., 2008). This
technique of gathering information from the priority audience in order to build a well-received
program by that same audience is essential for successful social marketing campaigns (Asbury et
al., 2008; Berkowitz et al., 2008; Fuentes et al., 2016; Thornley & Marsh, 2010). Consistent
evaluations of the VERB campaign highlighted that using individual and small-group interviews
with the priority audience was a critical component to not only understanding tweens but also
developing an effective messaging and branding strategy for the campaign (Berkowitz et al.,
2008). Indeed, since ‘policy gaps’ are often created between professional understandings of
young peoples’ health needs and what teenager’s really want, regular feedback from intervention

participants is crucial for guiding policy makers when designing and adjusting physical activity
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initiatives (James et al., 2018). The campaign resulted in the average tween aged 9-10 years who
was aware of the campaign engaging in 34% more free-time physical activity sessions per week
than tweens of the same age who were unaware of the campaign (Huhman, 2005). Furthermore,
tweens that had been originally targeted in 2002 by the campaign and had a higher frequency of
exposure to VERB, showed an increase in free-time physical activity sessions as 13-17 year olds
when surveyed in 2006 (Huhman et al., 2010). This provided preliminary evidence that social
marketing campaigns could have a longer-term effect on audiences after the campaign is over.
One analysis by Huhman et al. (2007) demonstrated a statistically significant dose-response
effect for children exposed to VERB; they were more likely to report physical activity on the day
before the interview but also the median number of weekly sessions of physical activity they
reported during free time was higher than non-exposed children (Huhman et al., 2007).

Equally effective yet on a smaller scale community-based social marketing campaign was
the Trial of Activity for Adolescent Girls (TAAG) which ran from 2002-2005 in the United
States (Thornley & Marsh, 2010). Developers for TAAG used a social marketing approach to
promote awareness and participation in physical activities using media and promotional events
(Webber et al., 2008). Focus groups and interviews were conducted with boys and girls in grades
6 to 8 along with school PE teachers, principals, and parents of which data were used to enhance
program development, facilitate implementation, tailor key messages, and explore channels for
delivering those key messages (Gittelsohn et al., 2006). Key messages were provided schoolwide
and were designed to increase the support and acceptance for physical activity in girls (Webber
et al., 2008). The intervention was designed to improve social support and norms, and to increase
self-efficacy, outcomes, expectations, and behavioural skills to foster greater moderate to
vigorous activity primarily in girls (Thornley & Marsh, 2010; Webber et al., 2008). Selected

schools were linked up with community agencies (e.g. YMCA) to develop and promote physical
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activity programs that were outside school hours (Thornley & Marsh, 2010; Webber et al., 2008).
A statistical significant increase in MET-weighted minutes of MVPA was found in year three of
the program after a program champion intervention was undertaken (Thornley & Marsh, 2010;
Webber et al., 2008). This significant increase showed girls in intervention schools doing on
average 11 more minutes of MET-weighted MVPA on weekdays after school compared to
control schools (Thornley & Marsh, 2010). This amount roughly translates into 80
kilocalories/week and could potentially prevent weight gain of 0.82kg/year which could be
substantial and clinically significant on a population level as the average weight gain for young
adults over the age of 15 years is approximately 1kg/year (Thornley & Marsh, 2010).

These two SM informed interventions demonstrate the success at influencing positive
weight-related health behaviour change in adolescents. The promise of such an approach for
integrating healthy eating with physical activity to address healthy body weight management was

the premise of this study.

1.8 Limitations and key gaps in the literature
To my knowledge, there is no published research using social marketing as a conceptual

framework to inform a community-based healthy weight intervention program targeting youth
that are off the healthy weight trajectory. Much research has focused on interventions designed
by professionals using theory-based approaches to encourage individuals to adopt new lifestyle
behaviour(s) but none that we know of has used formative research to design for youth as a
specific priority audience. In order to address the issue of adolescent obesity, formative research
must be conducted with the priority market in order to understand their beliefs and perceptions
surrounding healthy weight intervention programs. Research Purpose:

The purpose of this research was fourfold: 1) to understand the multiple audience needs

and perceptions of adolescents (downstream) and practitioners and parents (midstream) in order
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to influence recruitment and retainment of youth in healthy weight programs and influence
healthy long term behaviour change; 2) identify perceived costs, benefits, and promise that need
to be addressed in order for youth to participate in healthy weight programs; 3) identify key
design elements and promotional components for healthy weight programs; and, 4) add evidence

to the current research surrounding adolescent healthy weight interventions.

1.9 Research Questions

1. What does a healthy weight program have to include to recruit and retain adolescents?
2. How does the program need to be framed in terms of costs, benefits, and promise?

3. Where does a healthy weight program need to be promoted and accessed?

4. What delivery formats should be adopted that will facilitate program adherence and

retention of adolescents (e.g., group, online, mixed, etc.)?

1.10  Operational Definitions

Adolescent: Individual aged 13-17 years.

Health Weights Program: A secondary prevention community-based weight
management intervention targeting youth who are off the healthy weight trajectory.
Social Marketing (SM) Lens: The application of commercial marketing technology to
programs that are designed to influence the voluntary behaviour of the priority audience
(i.e. adolescents) to improve their personal welfare (Andreasen, 1994). This approach
includes acting on the concepts of Understanding the Consumer (Participant) Perspective
on motivations, beliefs, values; Exchange (identifying and acknowledging the benefits
and costs associated with taking up a new behaviour); Competition or the alternatives

vying for the participant’s time, energy, interest; and, Segmentation that recognizes
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audiences are distinct groups each with their own set of needs, interests, motivations,

resources etc.

The 4 P’s of SM: Product, Price, Place, and Promotion (Andreasen, 2006)

Product refers to the package of benefits of which the recommended
behaviour offers to adolescents. As part of the product platform, there are
three components: the core product reflecting the underlying values, beliefs
and attitudes regarding the benefits; the tangible product which is the actual
service, experience, program or policy enabling the behaviour change; and the
augmented product which can include supplemental resources, gifts,
incentives and other means to enhance the appeal of the tangible product.
Price refers to the perceived benefits and costs at which adolescents will have
to exchange to adopt behaviour. The benefits and costs may be financial, time,
social, psychological or emotional in nature. Costs may be further delineated
as terminal (tied to beliefs, values, attitudes) and instrumental (associated with
taking up a new behaviour).

Place refers to places and times where the tangible product will reach or be
distributed to the audience.

Promotion refers to communication of key messages through multiple

channels intended to both inform and persuade audiences.

Upstream SM: Refers to the structural environment and bodies of influence (economic

conditions, law, policy, etc.) that can influence consumer behaviour (Gordon, 2013).

Midstream SM: Refers to groups within the more immediate social environment such as

community level, school, etc. (Gordon, 2013).
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Downstream SM: Refers to influences on behaviour at the individual level (personality,

life experience, etc.) (Gordon, 2013).

Overweight: BMI at or above 85" percentile (WHO)

Obese: BMI at or above 95™ percentile (WHO)

1.11 Assumptions

Youth, youth workers, and parents of youth willingly and honestly took part in
opinion surveys.

Multiple perceptions exist on the topic of healthy weight programs including both
perspectives of the participants and of the researcher and project partners
Researcher interactions with participants may influence the data and their

interpretation of the data

1.12 Delimitations

Youth from 13-17 years of age with a BMI in the 85 percentile or higher

Adults who are parents of adolescents aged 13-17 years of age with a BMI in the
85" percentile or higher

Youth workers who have worked with adolescents from 13-17 years of age with a
BMI in the 85" percentile or higher

English-speaking and a resident of British Columbia

1.13 Limitations

Both response and recall bias could influence the results
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Sampling and consenting procedures may have created a more positive volunteer
response bias
Small targeted sample may influence the transferability of the results

Researcher bias may influence interpretation
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CHAPTER TWO

Manuscript for Social Marketing Approach to Understanding What Adolescents
Need in a Community-Based Healthy Lifestyle Intervention Program

2.1 Introduction

Global childhood and adolescent obesity rates have increased at an alarming rate for the
past 3-4 decades and in Canada roughly 30% of Canadian individuals between the ages of 5-17
years-old are now affected (Ng, Fleming, Robinson, Thomson, & Graetz, 2014; Rao, Kropac,
Do, Roberts, & Jayaraman, 2016; Fuentes et al., 2016). Overweight and obesity increase the risk
of chronic disease later in life because of the higher likelihood of overweight adolescents
growing up to be overweight adults (Flynn et al., 2006). With the current trend in adolescent
obesity, whereby obese youth bear the same comorbidities as obese adults, researchers have
predicted these youth may suffer 20 to 30 years longer with chronic illnesses (Wilson, 2007).
The gradual decrease in physical activity levels during adolescence (Colley et al., 2017; Huhman
et al., 2010; Moores et al., 2018; Wilson, 2007) combined with unhealthy dietary changes
(Araujo & Ramos, 2017) and an increase in sedentary behaviour (Tremblay et al., 2011), makes
the argument that this time period is a critical point to address these issues (Moores et al., 2018).

An array of healthy weight intervention programs targeting adolescents have attempted to
address this issue but have had limited success and high dropout rates (Smith, Straker, et al.,
2014; Sundar et al., 2018). Much of this can be attributed to the fact that many programs were
not developed in conjunction with their target audience and may not have appealed to the values,
beliefs, and perceptions that youth hold surrounding the adoption of healthy behaviours (James et
al., 2018; Wilson, 2007). Although certain factors have been identified as being crucial for
program development and success including being community-based, adolescent-focused, and
delivered using multi-components (Jung et al., 2018; Lau, Lau, Wong, & Ransdell, 2011;

Markert et al., 2014), adolescent healthy weight programs still struggle with recruitment and
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retention issues (Smith, Straker, et al., 2014) with some researchers suggesting a need for
designing studies that test specific recruitment and retention strategies (Cui et al., 2015).

Youth are different from children in that they begin cognitive and social developmental
processes like seeking autonomy from parents, relying on peers as a source of acceptance and
normative behaviour, and shifting towards abstract thinking (Brown et al., 1986; Llaurado et al.,
2015; Neumark-Sztainer et al., 2010). A different approach to program development and
implementation that incorporates or responds to these processes may be required in order to
successfully reach this priority population (Riiser et al., 2014; Smith, Kerr, Fenner, & Straker,
2014).

Social Marketing (SM) is a technique used by marketers to develop relevant and inviting
messages and products for target audiences (Lee & Kotler, 2011). Using SM as a framework can
help understand how target markets differ and the types of beliefs and perceptions they possess
by exploring the four main elements product, price, place, and promotion in relation to the
desired behaviour (Lee & Kotler, 2011). SM frameworks have had previous success in
influencing healthy adolescent behaviour (Van Kessel, Kavanagh, & Maher, 2016; Young et al.,
2006) and may be a way to inform successful health interventions (Luecking et al., 2017) and
address the current childhood and adolescent obesity issue at hand (W. Douglas Evans,
Christoffel, Necheles, & Becker, 2010).

As aresult of the rise in adolescent obesity, the evidence indicating that community-
delivered programs were not common (Moores et al., 2018) and the identified issues of
recruitment, retention and sustainability of behaviour change associated with existing clinical
youth programming, the Childhood Obesity Foundation (COF) in collaboration with the

University of Victoria (UVic), launched a formative research project using a Social Marketing
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(SM) lens to understand the needs and perceptions of adolescents in order to recruit and retain
youth in healthy weight programs and influence healthy long term behaviour change.

The purpose of this research was fourfold: 1) to understand the multiple audience needs and
perceptions of adolescents (downstream) and practitioners and parents (midstream) in order to
influence recruitment and retainment of youth in healthy weight programs and influence healthy
long term behaviour change; 2) identify perceived costs, benefits, and promise that need to be
addressed in order for youth to participate in healthy weight programs; 3) identify key design
elements and promotional components for healthy weight programs; and, 4) add evidence to the

current research surrounding adolescent healthy weight interventions.

2.2 Research Design and Sampling

An instrumental single case study design (Patton, 2015; Stake, 2005) drawing from
multiple sources of information (Creswell, 1998; Yin, 1989) was used to explore and express the
beliefs and values youth held when it came to healthy lifestyle programs. Further we employed a
maximum variation sampling strategy (Patton, 2015; Stake, 2005). This allowed us to illustrate
the issue at hand and further analyze emerging themes from different perspectives (Creswell,
1998; Stake, 1995). As Patton (2015) has noted, uncovering any common patterns or emerging
themes from greater variation in sampling is particularly important in terms of value when it
comes to capturing the central ideas and experiences of a specific phenomenon.
2.2.1 Recruitment and Sample

The first audience we reached out to were youth program directors, facilitators, and
leaders around British Columbia including Victoria, Vancouver, Prince George, Kelowna, and
Campbell River. We distributed surveys to youth workers from two youth worker conferences in

both Vancouver, BC at the British Columbia Recreation and Parks Association (BCRPA)
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Empower Youth Conference and Victoria, BC at the Helping Youth Programs Excel (HYPE)
Conference. We also distributed opinion surveys to current youth participants of a clinical weight
management program for youth Shapedown BC (SDBC) as well as their parents. Ethical
approval of the study was obtained from the Human Research Ethics Board at the University of
Victoria (Appendix A). Forty-four youth worker surveys were completed, ten SDBC youth
participant surveys were completed, and sixteen SDBC parent surveys were filled out in Fall

2018.

Table 1.
Number of participants from youth, parents, and youth workers

Perspective Number of survey participants
Youth (Y) 10
Parent (P) 16

Youth workers (YW) 44

Total 70

2.2.2  Data Collection

Surveys for all three perspectives contained both open-ended and closed-ended questions.
Format varied depending on the audience and was largely based on feedback from the SDBC
staff who wanted more closed-ended questions to reduce respondent burden. Consequently, the
SDBC youth and parent survey had 1 open-ended question with 6 or 5 closed-ended questions,
respectively (Appendix B and C respectively). The youth workers survey included 7 open-ended
questions with 3 closed-ended questions (Appendix D). All surveys were informed by the social

marketing framework including questions addressing the 4P’s such as perceived benefits and
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costs. Specific survey questions, format, and closed-ended answer options can be seen in the
Appendices. Each closed-ended question for all three audience surveys had a “other” selection
box in which participants could elaborate in detail.

SDBC program coordinators distributed the surveys to their youth and their parents to fill
out along with typical end of program evaluation materials, and completed surveys were picked
up by the primary researcher from the SDBC program team in Vancouver, BC.

Youth worker surveys were distributed and collected from youth workers attending the
Empower Youth BCRPA conference in Vancouver, BC and the HYPE conference in Victoria,
BC. Youth worker surveys were handed out in the morning at each conference by the conference
facilitators (BCRPA Empower Youth) or primary researcher (HYPE) and returned back via

courier service (BCRPA Empower Youth) or at the end of the conference (HYPE).

2.2.3 Data Analysis

Quantitative close-ended questions
To analyse the quantitative data survey responses were entered into Excel and frequency

counts were generated and represented as percentages. Frequency data were transformed into
tables and figures for visual inspection.
Open ended qualitative feedback

The methods used to analyse the open ended qualitative data were modeled after procedures
conducted in other research involving SM campaigns regarding healthy eating and physical
activity (Grow et al., 2013; James et al., 2018; Ramanathan et al., 2018). Open ended survey data
were managed and thematically analyzed with NVivo 12 (QSR International, Melbourne,
Australia). We employed Braun and Clarke’s six-step approach to thematic analysis (Braun &
Clarke, 2006) beginning with a provisional “start list” of codes derived from the social marketing

framework. In Step 1, the qualitative survey data were read and re-read as a familiarization step
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prior to initial coding that allowed for the identification of any ideas or patterns to be shaped.
Once sufficiently familiar with the data, step 2 was implemented and consisted of generating
initial codes for the data. However, in light of working with the SM framework, a provisional
“start list” of codes was used (Miles and Huberman, 1994; Andreasen, 1995). We organized the
data a priori according to the social marketing categories: Product (perceived core values and
benefits associated with participating in healthy lifestyle programs), Price (perceived costs
associated with participating in healthy lifestyle programs), Place (spaces and locations to
participate in healthy lifestyle programs), and Promotion (key messages and communication
strategies increase awareness and popularity of healthy lifestyle programs) (Andreasen, 1995;
Lee & Kotler, 2011). Product and Price also have subcategories which explore the concepts a bit
further. The Product subcategories include: Core Products (the benefits youth value and believe
the will experience by participating in programs), Actual Products (the actual features or
program components), and Augmented Products (any additional services that will be included in
offering programs to youth) (Lee & Kotler 2011). The Price subcategories include: Terminal
Costs (youths’ values or beliefs about the negative psychological consequences of participating
in a program) and Instrumental Costs (costs associated with actually participating in a program)
(Andreasen, 1995).

In Step 3, the coded data were re-focused at a broader scale to identify potential emerging
patterns (Braun & Clarke, 2006). Since the codes were already organized a priori by the
overarching concepts of SM, time was taken to sort the coded data into the overarching themes
of Product, Price, Place, and Promotion (Andreasen, 1995). In Step 4, the analysis was reviewed
to ensure that the themes previously set out were congruent with the data set. In Step 5, the
themes were refined by clarifying the relevant concepts in order to understand how the themes

wove together in the overall story unfolding from the data (Braun & Clarke, 2006).
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2.3 Results

The surveys were designed in a way to uncover the needs and perceptions of youth aged
13-17 surrounding healthy weight programs and understand how best to design future programs
in order to encourage long term behaviour change and positively influence youth recruitment and
retainment. The needs and perspectives were examined from multiple stakeholders. Differences
and overlaps in perspective are highlighted. Quantitative data and then the qualitative themes
related to each theme within the a priori SM framework are discussed following. Qualitative
themes are illustrated with quote display. Agreement between the quantitative and qualitative

data is also presented.

Product:

The Product platform elements were identified from youth, parent, and youth worker
responses included improvement in physical health, improvement in mental health, having fun,
incorporating movement, incorporating nutrition into the program, building relationships, and
providing incentives. Quantitative data are displayed in Figures 1 and 2 as well as Tables 2 and
3.

Core Products:

A main theme seen across all three perspectives in the quantitative and qualitative data
was the overall improvement of physical health. In the quantitative data, the majority of youth
and parents both agreed that a positive outcome that they would like to experience in a program
or while supporting their teen in a program would be to “improve physical health and/or reduce
risk of disease” and “feeling better physically” would be a positive outcome they would like to
experience (Figure 1). In the qualitative data, youth workers supported this in the open-ended

question when asked about what the importance of offering a program like this to youth would
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be in which some youth workers responded with “reduce obesity and secondary diseases,”

[YW43] and “promoting health and longevity,” [YW22]. When asked about thoughts that came
to mind when thinking about healthy lifestyle programs, parents also expressed ideas like “good
for health” [P3] and “emphasis on long term health” [P5]. In addition to this more objective and
longer-term health status, the majority of youth also indicated that “having more energy” (80%)

would be a positive outcome they would like to experience (Figure 1).

20% 90%
80% 80% 1%
80%
75%
o 69% 69%
60%
0%
50%
20% 37.50%
30%
20%
10%
0 0 0
0%

Feeling Better Physically Feeling Better About  Having More Energy ~ Meeting New People Learning New  Improve Physical Health  Increased Family
Themselves Information and/or ReduceRiskof ~ Communication
Disease

HYouth WParents

Figure 1. Core product - percentages represent boxes ticked off when asked the following questions:
Youth: “What are some positive outcomes or benefits that you think youth would like to experience in a healthy lifestyle intervention program?”
Parents: “What are some positive outcomes or benefits that you would like to experience while supporting your teen in a program?”’

Supporting emotional health was a theme strongly emphasized in the quantitative data
by youth in which all youth agreed to “feeling better about themselves” as a benefit that youth
would want to experience in a program (Figure 1). This finding is also reflected in the qualitative
data from youth workers. When youth workers were asked an open-ended question about the
benefits of youth participating in these programs, frequently mentioned terms included
“confidence”, “self-esteem”, “quality of life”, and “self-efficacy”. Youth workers also expressed

in open-ended questions the importance of incorporating “support or counselling” [YW32] in

order to make the program seem more interesting and important to youth. In the qualitative data,
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one youth did note that “listening to their kid, understand how they feel” [Y2] was a way for
parents to best support their youth in a program. Related to mental health, a majority of youth
also agreed with the statement that “peer support” would be a desired feature that they would
want in a program (Figure 2). Parents were not asked questions surrounding mental health of
their youth but were asked about features that would be helpful in supporting their teen in a
program. A minority of respondents agreed that in-person or phone support would be helpful
(Figure 2).
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20%
10%
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Youth Parents

Figure 2. A representation of youth and parents who ticked off boxes “peer-support” (youth) or “in-person/phone support” (parents) when asked
the following question:

Youth: “What kinds of supportive features do you think youth would want in such a program?”

Parents: “What kinds of extra features would you find helpful in supporting your teen during a program?”’

Fun was identified by the majority across all three perspectives as an important element
integral to encourage youth participation. Eighty percent of youth, 63% of parents, and 93% of
youth workers highlighted this component. In the qualitative data, youth workers emphasized
“fun leaders” who could relate to the youth as being key program components. Fun was a way to
recruit and retain youth through activities that were “youth directed, dynamic, fun, adrenaline-
based...” [YW21] and that were “relevant enough to their real life,” [YW33] in order to get
adolescent buy-in. One youth worker mentioned that “youth input, to get buy in, always
important,” [YW41]. When asked in an open-ended question about what someone could say in
order to make the program seem more interesting and important to youth, one youth worked

noted that “exercise should be fun. Find something you love and pursue it” [YW22].
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Tangible/Actual Products:
Key design elements expressed quantitatively and qualitatively in this category included
movement and a nutrition program component.

Movement through either exercise or active games was seen as a staple component in
programs. The qualitative data demonstrated youth and parents using terms like “exercise”,
“training”, “activities”, and “physical activity” when describing their views about healthy
lifestyle programs. Youth workers added and supported those terms in open-ended questions
with specifics like “fitness”, “exercise”, “slacklining”, “sports”, and “diversity”.

A nutrition component expressed as either free food, cooking classes, education, or
recipes was appreciated in some way or another by all three perspectives. The majority of youth
and parents in the quantitative data checked off the statements “recipes” and “nutrition
information” but not “cooking classes” in response to a question asking them about what topics,
skills, or resources would be helpful in meeting their needs or helping them (parents) support
their teens (Table 2). Youth workers expressed in the qualitative data that free food had been
successful in recruiting and retaining youth in previous programs and that “cooking recipes

together” [YW2] or “learning how to make healthy meals” [YW32] were key components and

ways to make the program seem interesting and more important to youth.

Table 2.

Tangible products and Augmented products- percentages represent boxes ticked off when asked the following question
Youth: “What topics, skills, and/or resources would be helpful in meeting your needs?” or

Parents: “What topics, skills, and/or resources do you need to support your teen in making healthy lifestyle changes?”

Sleep Recipes Nutrition Cooking Stress Individual Activity Passes
Information Information Classes Management Coaching and/or
Tips Memberships
Youth 30% 70% 60% 30% 50% 30% 60%
Parents 37.5% 69% 56% 50% 37.5% 37.5% 75%
Augmented Products

Aspects of the quantitative and qualitative data coded as augmented products also

included building relationships and offering incentives.
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The majority of youth (80%) who responded to the survey agreed that a positive outcome that
youth would like to experience in a program would be to “meet new people” (Figure 1) or “doing
it with friends”, and thus foster new or pre-existing relationships. Most youth workers also
concurred that “doing it with friends” would be a programmatic strategy for encouraging youth
to participate. This theme was echoed in the youth workers’ responses in the qualitative data
where some mentioned “friend circles tend to sign up together” [YW28], “building relationships
[with staff]”, and “social connection” as benefits to the program.

Additionally, having “face-to-face instruction” selected as a valued supplement to the program

by all three participant groups (Table 3).

Table 3.

Augmented products responses when asked about supportive features and features that would make it easy and fun
Youth and youth workers: “What kinds of supportive features do you think youth would want in such a program?”
Parents: “What kinds of extra features would you find helpful in supporting your teen during a program?”’

Supportive, easier/more fun, and engaging

Phone App Videos Face-to-Face Instruction Cool Gadgets
Youth 60% 60% 60% 70%
Parents 25% 44% 81% 31%
Youth workers 57% 29.5% 77% 43%

Incentives were also mentioned as techniques that could motivate or remove barriers in
order to attract and keep youth engaged in programs. The quantitative data demonstrated that two
thirds of youth (Table 3) checked off boxes with the statements “phone app” and “videos” as
supportive features youth would want in a program. “Cool gadgets” (Table 3) were seen as items
that would make it easier and more fun for youth to participate, and “activity passes and/or
memberships” (Table 2) as resources that would be helpful in meeting their needs. The majority
of parents only checked off the box “activity passes and/or memberships” (Table 2) as resources
that could help them support their teen and there was less agreement about the need for “phone
app”, “videos,” (Table 3) and “cool gadgets” (Table 3). Adults, both parents and youth workers,
identified “cool gadgets” as making it easier or more fun for youth to attend but this was a less

frequent response. However, the qualitative data supported the quantitative data where ideas for
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enhancements to the product were explored. For instance, youth workers mentioned ideas
including “incorporating technology” [YW36], giving teens free access to facilities with
“recreation passes” [YW10], “free stuff (swag)” [YW32], prizes, and grants as methods to make
the program seem more interesting and attractive to youth; however, some youth workers did
express that incentives only “sometimes work™ [YW20] and that they should only be given “at

first” [YWS].

Price

Price elements that were identified in both the closed-ended and open-ended questions
terminal and instrumental costs including: psychological consequences, no support from parents
or peers, lack of time, transportation, cost, and the programs being boring, repetitive, or not
relevant to youth. Quantitative responses are displayed in Figures 3 — 5 and Table 4 and
qualitative responses are displayed in Table 4.
Terminal Costs

Psychological consequences were a terminal cost and barrier that came up in both
youth’s closed-ended and youth worker open-ended survey responses. Quantitative data showed
that a majority of youth checked the box titled “feeling embarrassed” (Figure 3) as a negative
outcome that they themselves might experience participating in an intervention with one youth
noting in an open-ended question that “only dumb people go there!” [Y9] (Table 4) when asked
about thoughts when thinking about healthy lifestyle programs. Youth workers provided more

P19

details in the open-ended questions mentioning possibilities like “body shaming”, “negative self

2 ¢

ID”, “something is wrong with their body”, “body image issues”, “stigma” and “judgement”

(Table 4).
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Figure 3. Psychological, physical, and instrumental costs - percentages represent boxes ticked off when asked the following question
Youth: “What are some negative things you might experience participating in a healthy lifestyle intervention?”

Table 4.

Qualitative data from open-ended questions to youth and youth workers about price of attending healthy lifestyle programs, quantitative data
from parents for the closed-ended question “What are some negative things you might experience while supporting your teen?

Qualitative
Price Youth Youth Workers
a)  Instrumental Cost Boring, repetitive Cost, no parent/peer support, competitive
environment/activities,
boring/repetitive programs, transportation, lack of
time, youth not having skill development to
participate in prescribed activities
b)  Terminal Cost Judgement (e.g. “only Psychological costs like fat shaming, stigma,
dumb people go judgement, anxiety, embarrassment, pressure,
there!” from one critical.
respondent)
Quantitative
Decreased Family Loss of Time Due to Information Overload Incorporating New
Communication Program Duration and Behaviours that are
Transportation Challenging
Parents 19% 56% 12.5% 56%

Instrumental Costs

Main elements identified quantitatively and qualitatively as instrumental costs were lack

of time, transportation, no support from parents or peers, cost, and programs being boring,

repetitive, or not relevant.

Lack of time was equated negatively in a closed-ended question as “loss of time due to

program duration and transportation” (Table 4) for parents and “time away from friends, family,
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and school work” (Figure 3) for youth. Youth workers also expressed in an open-ended question
an aspect of “time consuming for families” [YW12] as being a negative outcome of
participation.

In relation to time, transportation was also seen quantitatively as an issue that impact
parents negatively when supporting their youth in a program (Table 4) while youth expressed
that “transportation to and from program” (Figure 4) would be a way that parents could best
support youth in the program. In the qualitative data, youth workers did suggest that

transportation is a key component to healthy weight programs [YW21].

100%
90%

80% 80%
80%
’ 70%
70%
’ 60%
60%
50%
40%
30%
20%
10%
0%
Buy Healthy Foodfor Transportation to Participate in Talk to Their Youth
Home and from Program Activities with Their about Healthy

Youth Lifestyle Behaviours

Figure 4. Supportive features outside program - percentages represent boxes ticked off when asked the following question
Youth: “How can parents best support youth like you in healthy lifestyle programs?”

In the quantitative data, parent support for participation was identified, with the majority
of youth highlighting their role in “buying healthy food for home”, “participating in activities
with their youth”, and “talking to their youth about healthy lifestyle behaviours” (Figure 4). The
qualitative data illustrated the complexity of support mentioning that support from parents and
peers could be both supportive or not depending on the youth and their family situation. For

instance, one youth worker suggested “parents (could go either way)” [YW38], and another

stated “hopefully parents, friends, teachers, family (but these are all variables that could go either
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way)” [YW33] when asked about who might or might not support teens in a healthy lifestyle
program.

Youth workers also expressed qualitatively that having no support from parents and
peers can inhibit youth program participation with one youth worker stating that “if they
[youth’s friends] find it boring or lame that could discourage youth to join” [YW35] or another
mentioning that “when youth’s friends do not join they will not join” [YW34].

Program Cost of programs was noted as a barrier to youth participation especially by the
youth workers. Quantitative data showed that the majority of youth agreed that “no or low cost”
(Figure 5) would make it easier for youth to participate in these programs. In contrast, only half
of parents checked off the “no or low cost” (Figure 5) box when asked what would make it easier
for them to support their teen in a program. In the qualitative data, many youth workers
expressed that programs should be “free” to youth and that “whoever has to pay” [YW44] could

be a potential barrier. These sentiments were supported by the youth as mentioned above.
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Figure 5. Price - A representation of youth, parents, and youth workers who ticked off the box “no or low cost” when asked the following
question

Youth: “What would make it easier for youth to participate? What would make healthy lifestyle programs more fun and/or engaging?”
Parents: “What would make it easier for you to support your teen in a healthy lifestyle program?”

Youth workers: “In your experience, what might make it easier for youth to participate in healthy weight programs? What would make these
programs fun and/or cool?”
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Programs that were boring, repetitive, and not relevant to the youth was a cost that
youth felt would limit youth engagement in lifestyle programs. In the quantitative data, the
majority of youth checked off the box “being bored” as possible negative things they might
experience in a program (Figure 3). In the qualitative data, some youth expressed that thoughts
of “boring” [Y9 and Y10] and “repetitive” [Y8] came to mind when hearing the term “healthy
lifestyle program” (Table 4) while youth workers not only expressed those ideas but also ideas
surrounding “parents enrolling youth who don’t want to be there” [YW42] as possible negative
outcomes.

Different perspectives were found in the quantitative and qualitative data for three
different categories in the Product and Price elemenrs including supportive features that youth
would want in a program when it came to technology (Product), transportation (Price), and

program cost (Price) (Table 5).

Table S.
Comparison of the difference in multiple perspectives on beliefs surrounding what youth want in a program. Quantitative data is expressed in
percentages.

Incentives (Product — Augmented) Transportation (Price — Program Cost (Price —
Instrumental) Instrumental)
Phone Apps Videos Cool Gadgets
Youth Majority (60%) Majority (60%) Majority (70%) Majority (80% - supportive Majority (60% - no or
feature from parents) low cost)
Parents Minority (25%) Minority (44%) Minority (31%) Majority (56% - negative Minority (50% - no or
aspect to program low cost)

participation)

Youth Workers Majority (57%) Minority (29.5%) Minority (43%) Negative aspect to program Majority (98% - no or
participation (qualitative) low cost)
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Place

Elements that were prominent in the Place category included convenience, being
outdoors, and safety. Quantitative support for these elements is shown in Figure 6.

The quantitative responses of all three participating groups highlighted the importance of
holding the program “in a convenient time and place” and how this would make it easier for
youth to participate in a healthy weight program (Figure 6). Youth workers advised in open-
ended questions that “easily accessible (close to school)” [YW21] or “location (convenient)”

[YW17] as being key components for healthy lifestyle programs.
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Figure 6. Developing place strategies - A representation of youth, parents, and youth workers who ticked off the box “In a convenient time and
place” when asked the following question

Youth: “What would make it easier for youth to participate? What would make healthy lifestyle programs more fun and/or engaging?”
Parents: “What would make it easier for you to support your teen in a healthy lifestyle program?”

Youth workers: “In your experience, what might make it easier for youth to participate in healthy weight programs? What would make these
programs fun and/or cool?”

Some youth workers also expressed that going outdoors was important for recruiting and
retaining youth with some noting “an emphasis on outdoors,” [YW22], “outdoor activities,”
[YW42], and “fitness activities...more outdoors,” [YW43]. One parent also noted that “fresh air”
[P7] came to mind when hearing the term “healthy lifestyle program.”

Safety in terms of acceptance and inclusivity was expressed by youth workers as

important to recruiting youth and making the program seem more important to them. One youth



58

worker noted that a potential negative outcome of delivering this type of program would be “lack
of participation from youth who don’t feel safe to enter a ‘healthy weight’ program,” [YW27].
Promotion

The primary elements of the Promotion aspect were the use of body positive language,
social media, peer word-of-mouth, and creating partnerships.

Many youth workers advised that using the term “weight” would discourage youth from
participating and to instead focus on body positive language including “health”, “wellness”, and
“lifestyles”. One youth worker noted “don’t call it a healthy weight program. Weight stigma will
prevent participation” [Y W37]. Another mentioned that a way to make the program seem more
interesting or important to youth was to say “It’s not about the numbers, it’s about how you
feel,” [YW15].

Social media was also highlighted by youth workers as a way that they had recruited
youth, for example, using “# contests on Instagram,” [YW36]. As well, using “social media,”
[YW12] or “social media engagement,” [YW15] was cited as a way to portray the program as
being interesting to youth.

Further, youth workers also noted that peer word-of-mouth was the best way to recruit
youth and make the program seem more interesting or important to them. One youth worker
recommended “talk to youth about it in person,” [YW31] while another youth worker noted that
“friend circles tend to sign up together” [YW28].

Another effective promotional messenger strategy expressed qualitatively by youth
workers to recruit and retain youth has been building partnerships “with schools,” [YW9] or
“with...youth-engaging organizations” [YW27] and using “youth-led advertisement,” [YW10]

with “promo posters” [YW31].
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2.4 Discussion

The study objectives were to understand the needs and perceptions of multiple audience
perspectives in order to influence recruitment and retainment of youth in healthy weight
programs and influence healthy long term behaviour, identify perceived benefits and costs, and
program design, content, delivery, and communication components that need to be addressed in
order for youth to participate in healthy weight programs.

The literature has continually stressed the idea that overweight and obesity in adolescence is an
epidemic where solutions need to be found urgently in order to effectively manage the issue
(Houle-Johnson & Kakinami, 2018; Livingood et al., 2017). Healthy lifestyle programs are an
effective intervention strategy for addressing those youth already off the healthy weight
trajectory, but they suffer from low recruitment and high drop-out (Dhaliwal et al., 2014;
Morrison et al., 2018). Social marketing is a potential method to tailoring these programs so
they are more appealing to youth who may be in need of them (Evans et al., 2010). This study
collected data using social marketing as an a priori framework to explore the perceptions of
youth, parents, and youth workers and identify a critical marketing mix for a healthy lifestyle
intervention serving overweight and obese youth as the target audience. Although the findings
echoed those in the literature around determinants, barriers, and best-practice recommendations,
the SM framework provides the foundation for a more in-depth program analysis. In addition, the
instrumental case design and multiple perspectives allowed for a richer understanding of the
needs, issues, and barriers. The data also highlighted some relevant issues to Social Marketing
theory and provided a preliminary ‘marketing mix’ that BC communities can use to design

community-based youth healthy weight programs. The specific findings are discussed below.



60

Product

In this study, the core motivations for youth participation as noted by all the audience
streams included improving overall physical health, improving emotional health, and having fun.
These findings have been described in previous research related to the Product element of the
framework (Berkowitz et al., 2008; Engstrom, Abildsnes, & Mildestvedt, 2016; James et al.,
2018; Kebbe et al., 2017; Reece et al., 2016; Silva et al., 2018; Smith, Straker, et al., 2014;
Sundar et al., 2018; Wilson, 2007). Some studies have shown that overall physical health has
been important whether it’s pertained to chronic illness prevention or for appearance reasons
(Engstrom et al., 2016b; Silva et al., 2018; Sundar et al., 2018). Researchers and public health
practitioners have warned against using physical appearance as a motivator as it may lead to
unhealthy and extreme weight loss strategies (Houle-Johnson & Kakinami, 2018). This stands in
stark contrast to research with youth, especially females, where they expressed the importance of
using messaging and branding techniques to emphasize benefits of attractiveness and featuring
“attractive, slender, healthy-looking young women,” (Van Kessel et al., 2016, p.9). Youth
workers in our study warned against using a “standard” of a healthy weight or body image in fear
of the development of weight stigma, judgement, fat shaming, depression, or eating disorders. To
prevent this, youth workers suggested fostering mental health via support or counselling and
youth suggested peer support as a feature they would want in a healthy weight program. Previous
research has suggested that a mental health component designed to build self-esteem, develop
coping strategies, provide support, foster body satisfaction, and promote positive body image is
important for intervention environments and essential for supporting positive healthful lifestyle
change (Reece et al., 2016; Wilson, 2007).

Incorporating fun was found to be a strong value described by youth, parents, and youth

workers as essential for healthy weight interventions. The research has found that youth are not
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only more willing to exercise if it’s fun (Wilson, 2007) but Reece et al. (2016) recommended
looking into enjoyment and having fun as being crucial determinants for success in physical
activity participation. In the same vein, the youth, youth workers, and parents in this study show
the importance of building relationships as positive or beneficial outcomes to a healthy weights
program. Sundar et al. (2018) also noted that friendship and the opportunity to get together with
friends in sports was important to youth and their perception of having fun which was a key
motivator for overweight adolescents. On the other hand, adolescents who take up new sports
where they don’t know other participants appear to be more likely to not enjoy the activity and
eventually drop out (Sundar et al., 2018); therefore, social engagement and friendship may be
another avenue through which youth may experience fun in healthy weight programs.

Tangible products in the form of physical activity and nutritional components were noted
as important elements for intervention programs. This is in line with previous studies showing
that adolescents view physical activity as essential for improving future general health and
fitness and the number one program component that youth prefer to help them lead a healthy
lifestyle (Wilson, 2007; Sundar et al., 2018; Silva et al., 2018). Also consistent, was that youth
workers in this study noted that it was important to offer a variety of activities to adolescents.
James et al. (2018) not only supported this but further recommended that offering a variety of
activities is especially important for teenage girls otherwise they would not participate in it and
prefer to be inactive (James et al., 2018). Nutrition elements in the form of provided snacks,
cooking skills, or nutrition education were emphasized by the youth workers but not as strongly
by the youth themselves or their parents. This may have been due to using the term “class” and
youth having a negative connotation because of school. Nonetheless, previous research has noted

that youth enjoy learning new cooking skills and receiving free healthy food (Kitzman-Ulrich et
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al., 2016; Ridder, Heuvelmans, Visscher, Seidell, & Renders, 2009; Sallinen, Schaffer, &
Woolford, 2013).

All three participant perspectives reflected augmented products to complement the
programmatic components including relationships and incentives as important key factors for
adolescent participation. Youth and youth workers in this study mentioned peer support, building
relationships, and attracting friend groups as ways to make it easier for adolescents to participate
in programs. Previous studies have supported these findings also noting that they are highly
emphasized during treatment interventions and when done in a socially supportive context, are
enjoyable and conducive to losing weight (Reece et al., 2016; Vangeepuram, Townsend,
Arniella, Goytia, & Horowitz, 2016; Wilson, 2007). As mentioned above, this may be an avenue
to explore as a means to introduce an element of fun into programs and motivate overweight
adolescents to participate in programs. Similar to previous literature (Wilson, 2007), the research
findings were ambiguous about including families/parents in the programming. This study
showed that adolescents liked the idea of parents directly participating in program activities with
their youth and also provide supporting features like transportation and healthy food for home.
However, our sample of youth was drawn from a family-based intervention which could have
influenced results. Conversely, youth workers indicated that it depended on the youth but also
highlighted that parents played an important supporting role by assisting adolescents with
transportation and at home through modeling behaviour, providing healthy food, and creating a
supportive environment for healthy behaviour. Previous research has found similar findings with
parents acting as a support base for their youth in healthy weights programs (Cui et al., 2015;
Knop et al., 2015).

Another aspect to augment the tangible product were incentives for program

participation. Specific features that were recommended by youth were technology and cool
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gadgets while youth workers recommended prizes, technology gadgets, and free swag in the
qualitative data. There were however some differences in perspectives noted in the quantitative
data as to what supportive features youth would want in a program when it came to using
technology. All three audiences recommended free activity memberships. Congruent with the
research, incentives in the form of prizes, memberships, and other rewards are favourable in
exchange for adopting a new behaviour (Wilson, 2007). However, some youth workers in our
study cautioned that incentives should only be offered initially which is supported in the
literature (Gillison, Standage, & Verplanken, 2014) and theoretically by self-determination
theory which shows extrinsic rewards may lower intrinsic motivation (Deci et al., 2001).
Although, according to Wharf Higgins et al. (2012) offering incentives using a social marketing
paradigm “is critical to ensuring that the benefits of change are more immediate and outweigh
the instrumental costs of taking up the change” (Wharf Higgins, Cookson, Hastings-James, &
Frazer, 2012, p. 46). Recent research by Pope & Harvey (2015) supports this perspective
whereby the removal of incentives did not affect intrinsic motivation (Pope & Harvey, 2015).
Augmenting the core product with these additional extras, such as swag and gadgets, may
mitigate the more upfront perceived costs or negative aspects that youth associate with attending
these types of programs because often a benefit that is certain right now (instant gratification) is
typically worth more than a future possible payoff (delayed gratification) (Wharf Higgins et al.,
2012).
Price

Some of the terminal costs in relation to the Price component have been already
discussed in this study but nonetheless include weight stigma, emotional health issues, fear of
over-competitive environments, lack of physical skills, stress, low self-esteem, low self-worth,

fear of judgement, and development of eating disorders. All of these factors have been
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expressed previously in the literature (Reece et al., 2016; Sundar et al., 2018; Wilson, 2007).
Recognizing the potential for harm youth workers in this study advised screening for eating
disorders before admitting youth to a program, something that other researchers have also
recommended to ensure that the intervention “does no harm” (Wilson, 2007). In addition to
terminal costs, instrumental costs of actually participating in healthy weight programs need to be
considered in order to overcome barriers to program participation.
In terms of instrumental costs, this study found that lack of time, transportation, cost, and boring
or repetitive programs were negative aspects or barriers to program participation. All of these
components have also been noted in the literature (James et al., 2018; Sundar et al., 2018;
Wilson, 2007). Offering free passes and transportation to alleviate some of the barriers
surrounding program participation have been recommended (James et al., 2018; Wilson 2007)
and addressing the boring or repetitive aspect by ensuring that the programs are fun, inviting
friends, and offering incentives are ways to mitigate those costs (Silva et al., 2018; Reece et al.,
2016). In the quantitative and qualitative data, there were some discrepancies in perspectives
found in terms of transportation and program costs.
Place

Place strategies were less often emphasized by the participants in this study. Nonetheless,
place elements that were emphasized in youth worker surveys included making the location
closer for convenience; making the location more appealing (outdoors and with friends);
overcoming psychological barriers associated with place (safety); and using existing distribution
channels (locations at schools and recreation centers). Relating to other studies, place strategies
including convenient locations, safe spaces, outdoor recreation, and existing distribution

channels have been previously noted (Douglas Evans, Necheles, Longjohn, & Christoffel, 2007;
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Kitzman-Ulrich et al., 2016; Thunfors et al., 2009; Van Kessel et al., 2016; Vangeepuram et al.,
2015; Lee & Kotler, 2011).
Promotion

Finally, Lee and Kotler (2011) and Drummond et al. (2009) suggest that the Promotion
element is commonly mistaken as the whole of SM with marketers neglecting the other ‘P’s
when designing campaigns to reach their target audience (Drummond, Higgins, & Hubert, 2009;
Lee & Kotler, 2011). Developing a marketing mix that includes all four components strengthens
a campaign by maximizing its effectiveness (Luecking et al., 2017; Kotler & Lee, 2011). Similar
to other research surrounding ‘promotion’ strategies in SM, using social media, peer word-of-
mouth, creating partnerships, and using body positive language all emerged as important in this
study. This finding was consistent with the communication channels, key messengers, and
elements of key messages that other research has shown to be effective for reaching priority
audiences (Evans et al., 2009; Hsu, Rouf, & Allman-Farinelli, 2018; Scott & Wharf-Higgins,
2012; Van Kessel et al., 2016; Vangeepuram et al., 2015).

Informed by social marketing, we set out to capture and understand the perspectives of
multiple audiences critical to youth healthy weight programs. Our results demonstrated relevant
core values elicited from all three audiences that have immediate real-world practical
implications. Above all else, having fun and improving physical and emotional health were noted
as top priority core benefits that youth wanted to experience in, and leave with from, healthy
lifestyle programs. In designing these programs, developers should be sure to consider these core
values and integrate them in the key messages. Creating an appropriate ‘marketing mix’ for this
target audience will ensure that the desired behaviour is directly linked back to youths’ core

values and beliefs (Andreasen, 1995).
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Based on the study findings, we identified the following criteria for youth healthy weight

programs:

Youth need to have a program that includes physical activity, nutrition, and
emotional/social health components that are relevant and fun in order to attract and
engage them.

Programs need to emphasize the benefits of program participation including physical and
mental health, having fun, receiving incentives, and building relationships while
minimizing the barriers including emotional health concerns, lack of time, cost of
program, transportation, and boring programs.

Creating partnerships throughout the community, using peer word-of-mouth, and using
social media platforms are communication lines that should be utilized for promoting
youth healthy weight programs.

Youth want a face-to-face group dynamic delivery system in combination with

technological components.

2.5 Limitations and ways forward

This qualitative case study utilized an SM lens to identify the values, beliefs, needs, and

attitudes in youth in order to determine what youth required in a community-based healthy

weight intervention program. It was delimited to English-speaking youth who were age 13-17

years and over the 85" BMI percentile, and adults who were parents of children over the 85%

BMI percentile or who worked with overweight or obese youth.

There were methodological limitations as the initial study plan was to include focus group

interviews; a recommended optimal approach to data collection with this population (Peterson-

Sweeney, 2005). However, interestingly, there was a lack of response to recruitment efforts and
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so the survey was selected instead. In terms of response numbers, we had a proportionately larger

response from youth workers and parents compared to youth which could have skewed the data.
Youth worker surveys also included more open-ended questions that allowed for more
qualitative data to be collected. In addition, the youth had participated in a clinical healthy
weights program which may have made them respond more positively to the questions. The fact
that recruitment of youth to the study was extremely challenging highlights the potential for a
positive response bias.

Initially, we hoped to do focus groups and surveys in different parts of BC due to rural vs
urban setting differences (Joens-Matre et al., 2008); however, lack of recruitment support among
youth programs also inhibited this process. Many didn’t feel that they served the overweight and
obese youth population and in many cases the time demands of supporting recruitment were a
barrier.

Future research can move beyond the findings of this study. Our study identified a rich
description of the Product and Price elements of the framework, less related to Place and
Promotion components. Since SM campaigns are optimal when all four factors are used
(Luecking et al., 2017; Lee & Kotler, 2011), further exploration of Place and Promotion will
only strengthen our understanding of how to best design and reach youth audiences. More in-
depth qualitative exploration of the four P’s including key promotional messages and identifying
competing behaviours that may discourage youth participation may help increase recruitment for
healthy weight programs. Furthermore, research into different segmented markets of the priority
audience is important in order to effectively reach different youth audiences (Andreasen, 1995).
It remains important to understand differences between rural and urban youth, how to reach and
intervene with youth from lower socio-economic strata and youth of different ethnicities and

cultures. Working with the latter two audiences will aid in gathering more diverse perspectives
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and also the specifics that may be contextually appropriate for specific geographic areas (Joens-
Matre et al., 2008) and different groups of youth.

Finally mobilizing what was learned into ‘a healthy living intervention/product’ and
testing whether a youth-tailored community-based model is effective in reach, retention and
outcomes, is of paramount importance. Although this is foundational work, program developers
could also use these findings to create a socially desirable brand that may reflect the values and
beliefs that youth have about program participation as well as its costs and benefits in order to
increase youth recruitment. Doing so will require a longitudinal, collaborative and mixed-
methods approach ideally engaging youth themselves in defining indicators beyond the standard

health measures.

2.6 Summary

In summary, tailoring healthy weights intervention to youth must include aspects of the
product, price, place, and promotional strategies and messages that are distinctly relevant for that
age group. Such initiatives should aim to contain the themes we found in this study in order to
create effective weight management interventions that address the core benefits of adolescents
and reduce barriers to their participation. Informing the marketing mix were themes capturing
found physical health, emotional health, fun, movement, nutrition, relationships, and incentives
to supplement participation. Regarding the price of their participation, we need to tend to
emotional consequences, time, and transportation constraints, support from parents and peers,
financial costs, and create meaningful and inspiring content. These programs must be convenient
in terms of location and time, offer an outdoor component, and a safe environment free from
stigma and shame. Using body positive language, social media, peer word-of-mouth strategies,

and existing partnerships will help inform and persuade youth to participate.
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Appendix B
SDBC Youth Survey with open-ended and closed-ended questions and answer options

Question Answer Options

1. When you hear the term “healthy lifestyle program” what Open-ended answer

thoughts or feelings come to mind? (ex: fun, boring,
physical activity-based, anxiety, time with friends, etc.)

What topics, skills, and/or resources would be helpful in
meeting your needs? Tick all that apply:

What are some of the positive outcomes or benefits that
you think youth would like to experience in a healthy
lifestyle intervention program? Tick all that apply:

What might be some of the negative things youth might
experience participating in a healthy lifestyle
intervention? Tick all that apply:

What might make it easier for youth to participate? What
would make healthy lifestyle programs more fun and/or
engaging? Tick all that apply:

What kinds of supportive features do you think youth
would want in such a program? Tick all that apply:

How can parents best support youth like you in healthy
lifestyle programs? Tick all that apply:

Sleep information

Recipes

Cooking information

Cooking classes

Stress management techniques
Individual coaching

Other

Feeling better physically

Feeling better about themselves

Having more energy

Meeting new people

Learning new information

Improve physical health and/or reduce of
disease

Other

Feeling embarrassed

Physical discomfort

Time away from friends, family, and school
work

Being bored

Other

No or low cost

In a convenient time and place
Having fun

Doing it with friends

No parents

Cool gadgets

Other:

Phone app

Videos

Face-to-face instruction
Peer support

Other

Buy healthy food for home
Transportation to and from program
Participate in activities with their youth
Talk to their youth about healthy lifestyle
behaviours

Other:




Appendix C
SDBC parent survey with open-ended and closed-ended questions and answer options

Question Answer Options

1. When you hear the term “healthy lifestyle program” what Open-ended answer

thoughts or feelings come to mind? Please explain (ex:
fun, boring, physical activity-based, anxiety, time with
friends, etc.)

What topics, skills, and/or resources do you need to
support your teen in making healthy lifestyle changes?
Tick all that apply:

What are some positive outcomes or benefits that you
would like to experience while supporting your teen in a
program? Tick all that apply:

What are some negative things you might experience
while supporting your teen? Tick all that apply:

What would make it easier for you to support your teen in

a healthy lifestyle program? Tick all that apply:

What kinds of extras features would you find helpful in
supporting your teen during a program? Tick all that

apply:

Information on sleep

Recipes

Nutrition information
Cooking classes

Stress management techniques
Individual coaching

Activity passes/memberships
Parenting tips

Family communication

Other

Having more energy

Meeting new people

Learning new information

Increased family communication
Improve physical health and/or reduce of
disease

Other

Decreased family communication

Loss of time due to program duration and transportation
Information overload

Incorporating new behaviours that are challenging
Other

No or low cost

In a convenient time and place

Having fun

Able to bring siblings/childcare

Participating with other parents/families that you know
Technology gadgets

Other:

Phone app

Online videos

Face-to-face instruction
In-person or phone support
Other




Appendix D

BCRPA Empower Youth and HYPE Conference youth workers survey with open-ended
and closed-ended questions and answer options
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Question

Answer Options

10.

When you think about your recreation centre offering a
youths’ healthy weight program, what do you see as the
importance and merit of doing so?

What key components of a healthy weight program might
be important to include (e.g. activities, curriculum,
duration, structure, etc.)?

What positive and possibly negative outcomes would you
anticipate from delivering such a program?

What have you tried that has worked to attract and retain
youth? What has failed? Why do you think that is?

In your experience, what might make it easier for youth to
participate in healthy weight programs? What would
make these programs fun and engaging? Tick all that
apply:

What could someone:
Say:

Show:

Give:

Do:

That would make the program seem interesting and
important to youth?

In your opinion, what else might be going on in youths’

lives that might make it difficult or less appealing to
participate in such a program? Tick all that apply:

What kinds of supportive features do you think youth
would want in such a program? Tick all that apply:

Who in youths’ circle of friends or family do you think
would support their participation in a program? Who
might not support it?

Is there anything else you would like to add?

Open-ended question

Open-ended question

Open-ended question

Open-ended question

No or low cost
Convenient time and place
Having fun

Participating with friends
No parents

Cool gadgets

Other

Open ended question

Playing video games

Using social media

Homework

Paid work/employment

Extra-curricular activities (e.g. music lessons, sports, etc.)
Other

Phone app

Videos

Face-to-face instruction
Other

Open-ended question

Open-ended question




