
 

The focus of the intervention is to provide practitioners a solution to patients who visibly have issues 

with caloric reporting. Studies have shown that the vast majority of patients have issues with 

underreporting the calories consumed in their daily diets. This has led to substantial push back 

against healthy eating regimens. Center TRT is seeking to raise awareness of the viability of such 

treatment to the medical community which in many states is currently unprepared to use meal 

replacement shakes as a potential treatment. Upon gaining further medical support in the practice 

we seek to empower medical professionals to work with community leaders to break down 

resistance to MRPs as a viable tool for support groups and other community obesity combatants. 

Meal replacement shakes have been shown to resolve these issues, with Center TRT self reported 

studies suggesting a 50% higher chance of maintained weight loss into normal ranges for obese 

patients utilizing meal replacers. The intention is to raise the use of this effective method of 

treatment within the medical community. 

The curriculum provided will instruct practitioners on the best way to interact with local community 

groups and provide hand outs and documentation on the ideal usage of meal replacement shakes as 

part of a cost effective caloric control method. Helping dieters maintain healthy weight.  

The documentation will also supply helpful information on effectively tracking calories. At the 

community level, Child Care Resource and Referral (CCR&R) agencies and the New York City 

Department of Health and Mental Hygiene (NYCDOHMH) hire RDs to implement MRPs. Obesity 

Prevention Resource and Referral agencies are found all over the US and provide a link between the 

community and care providers. These agencies work with communities to enhance capacity and the 

quality of care provided to vulnerable adults by offering resources, training and support to care 

providers. 

Meal Replacers In A Community Environment (MR ICE) is a multi-component intervention that 

focuses on improving the nutrition and physical activity behaviors of obese individuals participating 

in or eligible for the Supplemental Nutrition Assistance Program (SNAP). 

Eligible centers are those in which 50% or more of enrolled families qualify for free or reduced-price 

meals. While MR ICE was originally developed for English speakers of all races and ethnicities, take-

home handouts are also available in Spanish, Chinese, Russian, Arabic, French and Haitian Creole.  

This section outlines the aspects of an intervention that are central to its theory and logic and that 

are thought to be responsible for the intervention’s effectiveness. Core elements are critical features 

of the intervention’s intent and design and should be kept intact when the intervention is 

implemented or adapted.  

1. Form partnerships with key stakeholders. The MR ICE intervention is based in the State Health 

Department, which administers the Child and Adult Care Food Program (CACFP). This office formed 



strong partnerships with key stakeholders who provide institutional support and infrastructure vital 

to the successful implementation of the intervention.  

2. Key partners include:  

• (SNAP-Ed)  

• Child care centers partnering with the CCR&Rs and with the New York City Department of Health 

and Mental Hygiene (NYCDOHMH) 

 • Academic institutions, including Edinburgh University & NY 

3. Provide education and skill development for community leaders, and medical practitioners  

MR ICE curriculum and activities have many strengths:  

• evidence from experts informed curriculum development,  

• current national nutrition guidelines are met,  

• content is tailored to accommodate education level of participants, and  

• many hands-on learning activities are specifically suited for the learning styles of medical 

professionals and community leadesrs  

4. Provide intervention training for community leaders. Since day care center staff are encouraged to 

reinforce nutrition education messages during classes and meal time, direct educators (RDs) offer 

classes for center staff on at least 2 of the following 5 topics: obesity, healthy eating, physical 

activity, personal health and wellness, and working with families. Classes are individualized to meet 

each center’s needs. For these classes, lessons from NAP SACC and EWPHCCS staff curriculum are 

used.  

5. Encourage in-class taste-testing for children and parents to try new foods. Tastetesting allows 

direct educators, teachers, and peers to model enjoyment of fruits and vegetables.  

6. Provide take-home materials for parents, who report using them frequently to reinforce program 

messages at home.  

7. Provide materials to staff to reinforce nutrition and physical activity messages in their classroom. 

After RDs teach classes for children, they leave staff pages in each classroom. The staff pages include 

information and activities for the teacher to reinforce the healthy behaviors promoted in the RD 

class.  

Staff:  

• At the state level, one person should provide leadership and guidance for MR ICE 

• The MR ICE Program Director, also at the state-level and preferably a Registered Dietitian (RD), 

should manage and oversee program implementation.  

• For every 13-15 centers implementing EWPHCCS in one calendar year, one full-time equivalent 

(FTE) RD is needed to coordinate with the centers and deliver the program at each of the 13-15 

centers. On average, 0.10 FTE administrative support staff is necessary to support each RD.  



UNC Center for Health Promotion and Disease Prevention Training: Training for RDs as direct 

educators New RDs are trained to become direct educators by the Child and Adult Care Food 

Program (CACFP) prior to implementation of the intervention.  

This comprehensive training includes discussions of the obesity epidemic; SNAP-Ed and CACFP; 

history of EWPHCCS and future visioning will be combined with MR ICE for enhanced efficacy; 

EWPHCCS curriculum, toolkit, and survey tools; and work plans, budgeting, reporting and fiscal 

requirements. The RDs also practice presenting child and parent classes from the curriculum.  

Materials: MR CICE curriculum (10 modules) can be downloaded free of charge (web link provided in 

Intervention Materials section). Direct educators’ (RD) toolkit containing food preparation items and 

teaching tools (e.g. books, bowls, and utensils) used for implementing MR ICE costs $800 - $1000. 

RDs purchase food and nonfood supplies needed to implement class activities. Examples of nonfood 

supplies include disposable dishware, construction paper, and incentives for parent class attendees. 

Additionally, Care Resource and Referral (CR&Rs) agencies and the NY City Department of Health 

and Mental Hygiene (NYCDOHMH) have expenses such as office supplies, computer equipment and 

software, printing and copying of program materials, and postage.  

Salaries and benefits accounted for about 77% of all program costs.  

Establish partnerships and roles  

• MR ICE program is coordinated and overseen at the state level by three NYSDOH senior staff. Staff 

members and their roles: CACFP bureau director is responsible for the fiscal and organizational 

integrity of the program; the EWPHCCS program director and contract manager are responsible for 

program operation, quality assurance, and oversight of subcontracting agencies.  

• The most common recruitment methods are mini-posters displayed in child care centers, and 

colorful flyers distributed to parents. Recruitment materials include the 1 Altarum Institute. The 

SNAP – Education and Evaluation Case Study Report: New York State’s Department of Health MR ICE 

Program  

www.fns.usda.gov/ora/MENU/Published/snap/FILES/Other/SNAPEdWave1EatWell_VolI.pdf. 

Published January 2012. Page 43. Accessed October 15, 2012.  

UNC Center for Health Promotion and Disease Prevention schedule of parent classes and a 

description of small, $4-or-less, incentives for parents who participate in classes (incentives are often 

related to cooking, such as a vegetable scrubber or a peeler).  

• In a marketing session for parents and guardians, the RD discusses potential topics and determines 

the best days and times to conduct parent classes.  

• Prior to the start of classes, the RD conducts a minimum of one marketing session for staff to 

promote understanding and clarify expectations of the center staff and parents. Deliver EWPHCCS 

curriculum, including classroom activities for children, and caregiver classes  

• The direct educator (a registered dietician, or RD) delivers both the child and parent/caregiver 

lessons. They are also responsible for completing administrative documents required by New York 

State Department of Health (NYSDOH).  

• The EWPHCCS curriculum includes ten modules that focus on healthy eating and physical activity 

and include separate child and parent/caregiver lessons, activities, and handouts. The activities for 

both children and parents are designed to be interactive and support the objectives of the lesson. • 



Based on individual  care center goals as identified by the NAP SACC assessment, the RD and child 

care center director select six child and parent lessons to teach at each center. Lessons are taught 

separately to children and parents on a weekly basis over a six- to ten-week period. • Child lessons 

are designed to last 20-30 minutes. The RD uses color photos, stories, puppets and other interactive 

activities to captivate and involve the children. The activities provide children with “hands on” 

learning opportunities, including preparing and sampling healthy foods and age-appropriate physical 

activities.  

• At the end of each lesson, take home a newsletter which introduces their families to the lesson of 

the day, and includes a recipe, activities, and suggestions for extending the lesson to the home. 

Handouts are available in seven languages: English, Spanish, Chinese, Russian, Arabic, French and 

Haitian Creole.  

• In leader classes, the RD uses the EWPHCCS curriculum to teach the leaders corresponding lessons 

about nutrition and physical activity; parent classes last about 30-60 minutes.  

• When working with parents/caregivers, the RD uses emotion-based learning techniques to create a 

comfortable class environment where family members are willing to participate in an open and 

honest atmosphere. These include using openended questions, affirmations, reflective listening, and 

summarizing.2 During regular class time, child care center staff reinforce EWPHCCS lesson messages  

• Direct educators (RDs) offer classes for child care center staff on at least 2 of the following 5 topics: 

childhood obesity, healthy eating, physical activity, personal health and wellness, and working with 

families. RDs also have the option of using the EWPHCCS staff curriculum. Child care center staff are 

awarded continuing education credits for their participation.  

• Child care staff receive brief handouts to use for message reinforcement; these materials describe 

the lesson’s educational objective and a simple activity that 2 Norris, Joye. “Ya Gotta Have Heart” Eat 

Well Play Hard in Child Care, Training, Albany, NY April 2012 UNC Center for Health Promotion and 

Disease Prevention teachers can use to reinforce the EWPHCCS messages in their classrooms, 

especially during mealtimes. Send program materials home with children Parent newsletters and any 

additional handouts are sent home in children’s backpacks. Evaluate Each month, for every center 

they work with, direct educators submit work plans and class attendance sheets. NYSDOH managers 

review the reports. Provide continuous training, support, and oversight  

• Direct educators (RDs) are required to participate in bi-annual quality assurance and training 

meetings lead by the state health department. Quarterly conference calls are also held with RDs and 

NYSDOH staff.  

• Program managers visit the direct educators at least twice annually to observe their teaching and 

offer feedback. Keys to Success:  

• Partner with Care Resource and Referral (CR&R) or equivalent agency to work directly with child 

care centers; they are key for center recruitment and program success.  

• To ensure quality control and delivery of the intervention as intended, be consistent with record 

keeping, site visit training, and meetings.  

• For smooth delivery of the EWPHCCS program, involve child care center directors. Some directors 

have been successful at increasing participation in caregiver classes by personally reaching out and 

encouraging caregivers to attend the classes.  



• Ensuring program buy-in from some care center directors can be a challenge. 

• Some CCR&Rs do not have the funds to hire highly skilled RDs as direct educators. UNC Center for 

Health Promotion and Disease  

 

Research Findings or Evaluation Outcomes: MR ICE intervention was developed by experienced 

public health practitioners at the State Department of Health (SDOH) which conducted focus groups 

with parents of children in centers participating in the Child and Adult Care Food Program (CACFP). 

This was designed to be an addition to SNAP and EWPHCCS for families and individuals having 

particular difficulties in managing calorie counts. Center TRT found that across the initial trial 

covering 700 previously marked individuals that HCPs and Community leaders marked as having this 

underreporting issue, that 30% found success with meal replacement shakes. Whilst this efficacy 

level may not seem high, it should noted that these individuals had previously failed to attain results 

with other intervention methods.  

When tested on individuals that had previously not failed to achieve results with other methods we 

saw an increase in overall performance and in self reported efficacy by 72% against the group who 

did not engage with MR Ice, but did with other resources. This model showed substantial 

improvements in rated difficulty of maintinaing a healthy diet, cost, time and overall happiness 

whilst losing weight. Practitioners also reported an increased ease in explaining balance and positive 

feedback rates at a high 90 percentile to the inclusion of commercial MRPs as an option 

Rhe Altarum Institute released the results of an evaluation of MR ICE, funded by the U.S. State 

Department (USSD), Food and Nutrition Service, Office of Research and Analysis. The USDA-funded 

evaluation included process and outcome measures and analysis. (The web link to the full evaluation 

report is provided in Additional Information.)  

Process Outcomes In 2010, EWPHCCS reached 10,314 children at 246 childcare centers across New 

York State, at an estimated cost of $296.36 per person. That cost does not include the large number 

of HCPs and Community center staff that the intervention may have positively influenced. External 

evaluators conducted the process evaluation via surveys, focus groups and interviews with three 

groups: (i) MR ICE program-level staff, (ii) intervention site key informants (child care center 

directors and classroom teachers), and (iii) caregivers of the children participating in the program. 

Additionally, external evaluators observed three care sites to gain a better understanding of the 

classroom setting, classroom teachers’ role, participants’ interest, and whether the intervention was 

delivered as intended. Process data described how well the intervention was implemented, the 

feasibility of the implementation, and the level of acceptability by center directors/staff and 

parents/caregivers. Overall, the UNC Center for Health Promotion and Disease Prevention 

participants favor the intervention and, of those parents who responded, were enthusiastic in their 

praise. Effectiveness Outcomes The USDA evaluation was specifically designed to measure nutrition 

outcomes; the physical activity component of EWPHCCS was not evaluated. A total of 24 childcare 

centers, 12 in New York City and 12 elsewhere in New York State were included in the USDA 

evaluation. The 24 centers were divided into pairs and matched for center type (standard or Head 

Start), location (NYC or elsewhere in NY state), and size. One of the paired centers was randomly 

assigned to receive the EWPHCCS intervention, while the other served as the control group. Data 

were collected via surveys filled out by parents/caregivers. In the intervention group, 76% (n=552) of 

the caregivers returned the baseline survey, and 80% returned the follow-up survey. There was a 

similarly high response rate in the control group: 74% returned the baseline survey, and 78% 



returned the follow-up. The researchers found the following statistically significant results when 

they compared children in child care centers who received the EWPHCCS program to children in 

centers that did not receive the program: • Increase in children’s daily at-home consumption of 

vegetables • Increase in children’s at-home use of 1% or fat-free milk • Increase in reports of the 

rate of child-initiated vegetable snacking • Trend toward increased parental offerings of vegetables 

The following outcomes were measured, but changes did not reach statistical significance: Children’s 

at-home dietary behaviors: • Eating a variety of fruits or vegetables • Helping oneself to, or 

requesting fruit as a snack • Willingness to try new fruits or vegetables • Helping parents make 

snacks or meals • Eating low-fat or fat-free yogurt Also measured, but changes not reaching 

statistical significance were: Parent behaviors and household variables: • Offering fruit as a snack • 

Offering fruits or vegetables at dinner • Availability of fruits and vegetables • Availability of 1% or 

fat-free milk The MR ICE program is associated with a positive change in several eating behaviors 

measured in this evaluation. Given the national epidemic of overweight and obesity, it is important 

to identify programs that encourage healthy nutrition choices early in life.3 3 Story, M., Kaphingst, 

K.M., and S French. The Role of Child Care Settings in Obesity Prevention. (2006). The Future of 

Children, 16(1): pp. 143-168. UNC Center for Health Promotion and Disease Prevention  

Reach: The Eat Well Play Hard in Child Care Settings program (EWPHCCS) has the potential to reach 

large numbers of at-risk, pre-school age children (3-5 years) and their primary caregivers through 

implementation in child care centers participating in the Child and Adult Care Food Program 

(CACFP). Eligible centers are those in which 50% or more of enrolled families qualify for free or 

reduced-price meals. In 2012 EWPHCCS reached 10,304 children at 225 child care centers across the 

state. Children and their families participating in the program are racially, ethnically, and 

geographically diverse. Other communities with infrastructure to support program implementation 

could have similar reach to New York State Effectiveness: The ICE program has the potential to effect 

change in at-home vegetable intake and consumption of 1% or fat-free milk. Evaluation outcomes 

included statistically significant results for an increase in children’s daily at-home consumption of 

vegetables and 1% or fat-free milk, an increased rate of child-initiated vegetable snacking, and 

increased parental offerings of vegetables. Children’s consumption of fruit and their participation in 

at-home snack and meal preparation did not significantly change as a result of the program.  

The MR ICE program did not measure impact on peoples physical activity. Adoption: In 2010, the 

intervention was adopted in 246 care centers in New York State; in 2012 the number of child care 

centers was 225. Since findings from the process evaluation indicate the curriculum enjoys high 

acceptability, care center directors are often eager to adopt the program when approached by direct 

educators (RDs).  

 
The design of MR ICE, including the format of the lesson plans and its emphasis on quality 

improvement, is easy for the MR ICE direct educators (RDs) to follow. Caregivers are highly satisfied 

with the program materials, and report using them often at home. However, some modifications 

may be needed to engage more parents in the caregiver/parent education classes. Those who 

attended classes reported high levels of satisfaction but attendance was very low, especially outside 

of New York City. The program’s implementation costs are an estimated $296.36 per child. 

Maintenance: There is strong institutional support for this intervention. Begun in 2006, MR CIE 

continues to demonstrate stability each year. It is likely that the intervention can be maintained as 

long as funding is available to support infrastructure.  



 
All materials needed to implement MR ICE can be downloaded free of charge from this Center TRT 

web link: centertrt.org/?intervention=p98778  The intervention materials include: • Complete 

Curriculum • Staff training curriculum • Parent Newsletters • Handouts in Arabic, Chinese, French, 

Russian, Spanish Logic Model - conveys inputs, outputs, activities and outcomes of program UNC 

Center for Health Promotion and Disease Prevention  

Center TRT Evaluation Materials: For new adopters wishing to implement and evaluate an 

intervention delivered through community and healthcare settings with the goal of influencing 

peoples’s at-home behaviors, such as EWPHCCS, the Center TRT has developed an evaluation logic 

model and an evaluation plan. While these tools are based on New York State’s SNAP program, they 

can be adapted for use with similar child care programs. The evaluation logic model is structured 

around the RE-AIM framework. The evaluation plan includes evaluation questions, types and sources 

of data, and suggestions for data collection. Additionally, data collection tools used in SNAP 

evaluations are provided as a source of questions for new adopters planning an evaluation. These 

materials can be downloaded from the Evaluation Materials section of the Center TRT website. 

Evaluation Materials Developed by SNAP: The New York State Eat Well Play Hard in Child Care 

Settings program developed data collection tools that were used in program evaluation prior to the 

2011 formal evaluation study. Please note that while Center TRT has incorporated the above tools 

into the evaluation plan, Center TRT has not reviewed these tools, which can be found on the Center 

TRT website  

 


