
Translating Research Into High Impact Policy 

Alice Ammerman DrPH 
Director, Center for Health Promotion and Disease Prevention 

Professor, Department of Nutrition 
Gillings School of Global Public Health 

University of North Carolina at Chapel Hill 

alice_ammerman@unc.edu, 919 966-6082 

 

 

Accelerating Policies and Research on  
Food Access, Diet, and Obesity Prevention 

UPenn Prevention Research Center (PRC) Symposium : Friday, April 28th, Inn at Penn   

mailto:alice_ammerman@unc.edu


Two stories 

 

 

• Evidence-based CVD intervention translated for 
multiple settings – practical/feasible yet intensive 
enough for CMS coverage 

• Policy and social venture to increase healthy/local 
food access in rural corner stores 



The Challenge 

• Very high rates of heart disease 

• Few affordable options for health promotion 

• Most adults see physicians about 4 X year 
Opportunity to reach this population 

BUT: 
MDs don’t know a lot about nutrition 

or lifestyle counseling 
Visits are brief and must address many 

other issues 



The Opportunity 

•Create a Tool for Provider Counseling 
that: 
Makes it quick and easy to assess diet 
Provides “fool proof” counseling tips 
Is culturally relevant for the patient 
Builds in key behavior change strategies 



Humble Beginnings: 
Initial Food Focus Only 



Expanding to… Physical Activity, Healthy Weight, Smoking and 

Quitting, Diabetes Bone Health, Stress and Depression….  



Built around a simple “column-based” assessment and counseling 
strategy…  
 



• Spanish Version 
• Multiple State Specific Versions 



Carmen Samuel-Hodge, PhD, MS, RD 

  
 
o Evidence-based weight 

loss interventions in 
community and public 
health settings 
(translational research) 

 
o Family-centered 

chronic disease 
management (type 2 
diabetes) 

 
o Behavioral lifestyle 

interventions to reduce 
CVD risk among 
minority and low-
income populations 

 
o Diabetes self-

management training 
for African Americans 

New Leaf Reaches Out! 



Collaboration on 
Deaf Weight-Wise 
University of 
Rochester 
Prevention Research 
Center 

“Extreme Translation” 



                                





Center for Population Health and Health Disparities:  

The Heart Healthy Lenoir Project 

Research Team 
University of North Carolina at Chapel Hill 

East Carolina University 

 
 
 

Lenoir County Alliance for a Healthy Community 
Heart Healthy Lenoir Community Advisory Committee 

Many other community-based organizations and agencies 

 
 

Funded by 
National Heart, Lung and Blood Institute 

National Institutes of Health 
 
 

Lenoir County Partners 



Heart Healthy Lenoir 



NIH Centers for Population  
Health and Health Disparities 
 



Stroke Belt 

Lenoir County 

A "Stroke Belt" has been identified in the 
southeastern United States, where stroke mortality 
rates are 150% of the national average. An even 
deadlier "Stroke Buckle" exists along that region's 
coastline, where deaths from strokes are twice the 
national average. 





Community-Based  
Participatory Research 

• Driven by the community 

• Nature of intervention not 

predetermined. Developed in 

collaboration with community partners 

• Limited use of control groups – rather 

focus on reducing health disparities 

• Implement the intervention with 

feasibility and sustainability in mind 

 



Community Advisory Committee 

• Met quarterly with research team 

• Represented public health, medical, business, policy, faith-

based, and other community organizations 

• Provided project guidance to assure the research efforts 

were meeting the needs of and were sensitive to the 
community culture 

 



Project Timeline 

Year 1: Learn 
about 

Community 

Years 2-4: 
Conduct Studies 

and Deliver 
Intervention  

Year 5: Analyze 
Data and 

Report Findings 



Heart Healthy Lenoir 

High Blood 
Pressure Study  

 
Improve blood 

pressure control by 
working with medical 

practices  
and patients. 

 

 

 

Lifestyle Study 

 
Create lifestyle 
program with 

individual support and 
community changes 

that promote healthy 
eating, PA, and  
weight control. 

 

 

Genomics Study  

Study genetic factors 
related to heart 

disease and needed 
treatments.  



Lifestyle Program Phases & Options 

• Improve eating and physical activity habits  

• 4 individual or group counseling sessions 

• At 6 months, choose weight loss or LS 
maintenance through 24 months 

Phase I 

Lifestyle 
Phase (LS) 

(Months 1-6) 

• For BMI > 25 kg/m2  

• 16-week, behavioral weight loss program 

• 2 formats:  Weekly group sessions (16)  OR  5 
group sessions +  10 phone contacts 

Phase II  

Weight Loss 
Phase 

(Months 7-12) 

• Entry criteria ≥8 lbs wt loss; all others receive 
lifestyle maintenance 

• Randomized controlled trial 

• 2 groups – different number of phone contacts 

Phase III 

Maintenance of 
Weight Loss 

(Months 13-24) 



Lifestyle Intervention (Phase I) Results 
All Participants 

Outcomea n Baseline 6 Months 
Change 

(6M minus 
baseline, 95% CI) 

p-
value 

Diet quality, total 
scoreb 

235 27.6  31.9 4.3 (3.7 to 5.0) <.001 

Fat quality screener 
scoreb 

229 15.3 16.7 1.4 (1.0 to 1.7) <.001 

Walking time, 
min/wkc 

24
9 

97 161 64 (19 to 109) .005 

Systolic BP, mm Hg 
24
9 

134 128 -6.4 (-8.7 to -4.1) <.001 

Diastolic BP, mm Hg 
24
9 

82 78 -3.7 (-5.0 to -2.5) <.001 

Taking  BP lowering 
Medication, No. 
(%) 

24
9 

193 (77%) 198 (79%) 2.0% (-0.3 to 4.4) .10 

Weight, kg 
24
8 

98 97 -0.7 (-1.2 to -0.3) .002 

aData are means (SE) except where noted 
bHigher score indicates improved diet quality 
cIncludes walking for transportation and exercise 
 



All Participants (Phases II and III) 
Weight Loss (kg) at 12 and 24 Months 

  12 Mouth Weight Outcomes 24 Mount Outcomes 

Intervention Format N Change (95% CI) N Change (95% CI) 

--group weight loss 50 -3.1  

(-4.9 to -1.3) 

52 -2.1  

(-4.3 to 0.0) 

--combo weight loss 75 -2.1  

(-3.2 to -1.0)) 

72 -1.1  

(-2.7 to 0.4) 

--lifestyle only 125 -0.9 

 (-2.1 to 0.2) 

124 -1.7  

(-2.9 to -0.5) 



Participants with Diabetes 
Weight Loss at 12 and 24 Months 

  12 Mouth Weight Outcomes 24 Mount Outcomes 

Intervention Format N Change (95% CI) N Change (95% 

CI) 

--with diabetes,  group weight loss 17 -3.9 

 (-7.4 to -0.4) 

18 -5.2  

(-9.6 to -0.8) 

--with diabetes, combo weight loss 27 -2.6  

(-5.0 to -0.2) 

25 -2.2  

(-4.6 to 0.1) 

--with diabetes, lifestyle only 52 -0.2  

(-2.0 to 1.6) 

50 -3.8  

(-5.9 to -1.8) 







Our Core Research Project 



Problem.. Limited access to healthy food in rural low 
income communities 



Ultimate Overall Reach/                    
Impact 
• 30 Community Health Centers (mostly FQHCs) 

• 50 Health Departments 

• 80 African American Churches 

• Over time it has been delivered by physicians, health 
educators, nurses, community health workers, and by phone 
counselors 

• A part of at least $20 million in NIH/CDC funded grants 

• Significant improvements in diet and physical activity 
reported in most of these studies 

• Improved blood pressure, serum cholesterol, BMI, and 
carotenoids in many cases. 

• Many different delivery models have and are being tested 
including newer technologies 

 







Story #2:  Policy and social venture to 
increase healthy/local food access in rural 
corner stores 
 



The link between improving healthy 
food access and economic opportunity: 

challenges and opportunities  
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Sweet Spot 

• Increase healthy food access                           
with NC grown crops 
– Fresh, wholesome, good tasting food 

– $ stays in the state 

– Decreases transportation and storage costs 

– Reduces adverse environmental impact 

– Creates many opportunities for business 
expansion or start-ups to replace current 
inefficient systems or cross continental shipping 

(food hubs, value added processing, distribution, retail) 



In summary                                                        
we need to: 

• Support the sweet spot between healthy food 
access and NC agriculture in tackling food deserts  

• Give smaller food and agriculture businesses a fair 
chance in terms of loans, regulation, and zoning 

• Support start-up entrepreneurial efforts to rebuild 
local food economies 

• Leverage federal food benefit dollars to increase 
healthy food access AND support local business 

• Recognize the value & potential of southern food! 



Heart Healthy BBQ and Hush Puppies 

85% approval 
rating 







Farm Fresh Meals on the Go 
Good for you, your pocket, and the planet 

Sharing good food and good health 

 

A well timed social venture 



The Need – Healthy Food Access 

• North Carolina ranks 8th in food insecurity with some of the 
highest rates of obesity/chronic disease in the US 

• Affordable foods are often not healthy foods 

• This is particularly problematic in urban and rural “food 
deserts” where “community stores” (convenience/corner 
stores) may be the primary food retailers 

• Lower income families may lack                                                     
cooking equipment or time/skills                                                     
for meal preparation 

 



The Need – Economic Opportunity 

• Agriculture remains the largest industry in North Carolina 

• With the discontinuation of federal tobacco subsidies and the 
pressures of development, NC is losing more small to mid-sized 
farmers than almost any other state.  

• Rural North Carolina suffers disproportionately from both health and 
economic challenges 

• Vertically integrated contract farming                                                      
contributes to many problems for growers                                                               
as well as the environment. 

 



Product idea: Broccoli/Sweet potato/Black beans wrap or bowl 
with chicken or beef (or vegetarian) and brown rice, salsa, spices, 
cheese 



Taste Testing at 
Quick Mart 

Mebane, NC 



Business Model 

Farm 

Farm 

Farm Farm Farm 

Farm 

Sourcing and Aggregation of Local food 
Farmer Foodshare 
First Hand Foods 

Recipe 
Development 

and testing 
Midway Community 

Kitchen  
Experienced Southern 

Foods Chef 

Meal Preparation 
Weaver Street Market 

Food House 

Flash Freezing and Storing 
Seal the Seasons and Piedmont 
Food and Ag Processing Center 

Project and 
Financial 

Management 
  

UNC 
HPDP 

Food 
Insight 
Group 

LLC 

Distribution to Cost-
Offset Retailers 

Warren Foodworks 

Distribution to Full 
Pay Retailers 

Seal the Seasons 

Higher 
end 

Retailer 

Communit
y Store 

Higher 
end 

Retailer Higher 
end 

Retailer 

Higher 
end 

Retailer 

Business 
Model 

Consultation 
NC Growth      
Kenan Inst. 

Kenan Faculty 
MBA student 

Communit
y Store 

Communit
y Store 

Communit
y Store 



Financials – Dual Value Chain Model 

C
-s

to
re

 
C

o
-o

p
s 

Veggies: $0.31 
Meat: $0.50 
Carbs: $0.24 
Labor: $0.40 

Freezing: $0.25 
Packaging: $0.20 

Total Inputs: $1.90 

Internal Margin Distributor 
Margin 

Retail Margin 
Consumer 

Purchase Price 

Delivered $4.09 
10% Margin 

Delivered: 
$1.30 

Margin: 30% 

Delivered: $4.54 
35% Margin 

$1.86 

$6.99 54% Margin 
Make $2.19 

-62% Margin 
Lose $0.73 

Delivered: 
$1.17 

Margin: 10% 

Equal weighted gross margin: 27.75% 



What we need to learn from this pilot? 

• If we cook (and freeze) it, will “they” buy it/eat it (both high end and 
community store customers)? 
• What are favored recipes? 

• Will the business model work? 
• What price points at both ends are needed and                                               

acceptable to consumers 

• Can we cover basic costs – production/distribution 

• Small profit for Retailer? 

• Cover management and distribution costs? 

• Do farmers get a reasonable return on investment? 

• How do we market the “Pay more so others can pay less” approach? 

 
 



Community Benefit 

• Low income consumers have access to frozen, SNAP eligible, “grab 
and go” meals that are healthy, delicious and affordable. 
• Nudge toward trying new vegetable dishes and recipes at home 

• C-store retailers have a shelf stable healthy product consumers want 

• Local farmers have new markets for their meat and produce 
(including harder to sell grade B and protein “trimmings.”) 

• Higher end consumers, retailers: “feel good” benefit of supporting 
healthy food options for lower income. 

• Contributes jobs and opportunity in rebuilding local food production 
and distribution systems. 

• A model for other communities 



Creative marketing 

strategies are key to link 

obesity prevention with 

local food systems! 

Credit to: Angeline Stuckman 

Aka Aunt Angie:  11/12/13-1/13/13 



Questions?? 


