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Life course research recognizes that
health and disease can be facilitated
or exacerbated by social, physical,
and biologic contexts over time.
Obesity, with its long-term
complications including
cardiovascular disease, type
2 diabetes, and some forms of
cancer, begins in childhood and, if
not averted, is a major predictor of
adult poor health outcomes and
shortened lifespan.1 Life course
interventions to prevent and treat
obesity address multiple contexts,
from biologic to sociologic, with
consideration for childhood
developmental timing. The timing of
these interventions varies, starting as
early as pregnancy and spanning
infancy, toddlerhood, preschool,
school-age, and adolescence. These
interventions also are implemented
in a variety of settings, including

clinic, school, community, and home
settings. Yet, these obesity life course
interventions produce variable
outcomes, from no effect to modest
effect.2

THE QUESTION IS WHY
It is clear that a one-size-fits-all
approach does not work when it
comes to obesity life course
interventions. For example,
behavioral interventions designed to
improve nutrition and physical
activity, 2 major behavioral drivers
of obesity, work for some children
but not others.3
Specifically, effective interventions
tend to work better in higher
socioeconomic status populations,
provide a higher “dose” of the
intervention over a longer period of

time,4 and include a family-based
approach involving at least 1 family
member, as well as the child. Paul
et al4 reported on a responsive infant
parenting intervention that improved
early growth trajectories and
reduced later childhood obesity. A
critical element of success was the
ability to go into the home setting
and tailor the approach to achieve
improved outcomes.
Another example of a successful life
course intervention is the Maternal,
Infant, and Early Childhood Home
Visiting program. These programs
reach populations that have been
marginalized by physically going into
the participant’s home during
pregnancy and early childhood, with
some addressing social determinants
of health. Over decades, this and
other home visiting programs have
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provided home-based services for
pregnant women and families with
children from underresourced
communities form birth through
kindergarten age, striving to ensure
that all children receive nurturing
care from their family to promote
child health. These evidence-based
models result in improved
pregnancy outcomes and other
reflections of maternal health and
well-being, including improved
indicators of education and
employment, reduced stress and
depression, and improved financial
security. Children experience
reduced rates of child abuse/neglect,
fewer behavioral/developmental
problems, improved school
performance, and improved health
care use.5 However, although
effective, these interventions are
costly and therefore tend to only
reach a small percentage of the
population who need them.

ENTER VIRTUAL CARE DELIVERY
Identifying and using the
technologic tools of today that could
mirror effective home-based
approaches could be a cost-effective
way to expand reach. The coronavirus
disease 2019 (COVID-19) pandemic
introduced novel approaches to reach
families where they live.
Through direct-to-family video
telehealth approaches, providers
were brought directly into a family’s
context, able to see their living
space. In a video telehealth equity
study conducted at Vanderbilt
University Medical Center, 80% of
patients from diverse populations
accessed telehealth using their
mobile phones. Both parent and
child introduced the provider to the
other family members and showed
the research team “around” their
home. This provided a new
perspective and deeper
understanding of their home
context. Some even took the visit
outside of their home to show

where they play or why they do not
go outside to play. They provided
information on what food was
available in their pantry and
refrigerator and what kitchen
equipment they could use for
cooking. Whereas, for the typical inperson visit, patients have difficulty
recalling medication names, in the
case of video telehealth, they
showed us their medications
(including over-the-counter
medications). All this information,
typically not shared as part of an inperson visit in another setting such
as the clinic, school, or community
center, allowed the provider team to
tailor recommendations to the
patients’ unique context.
In another example, the Family
Matters intervention, a National
Institutes of Health-funded study,
needed to pivot to provide “inhome” visits virtually because of the
COVID-19 pandemic restrictions.
This intervention includes
community health workers
conducting in-home visits and using
mobile health technologies to
intervene on familial stress in
multigenerational households of
children aged 5 to 9 to increase
healthy home food environments. A
critical component of this life course
intervention is exposing the entire
family system to the intervention,
increasing the likelihood of success
and sustainability. Moving to a
virtual in-home visiting platform
allowed for convenience in family
scheduling of in-home virtual visits,
resulting in more family members
being available to participate in the
intervention and for more visits to
be successfully completed.
Another project that used telehealth
approaches, The Maternal Health
Access Project, increased access to
perinatal support services. This
project included training community
health workers, lactation specialists,
doulas, and maternal support group
leaders about how to serve women
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and families of color via these
virtual platforms. Families also
received needed supplies to support
their ability to connect (internet
access, devices, training about how
to engage virtually). Whether
remote blood pressure monitoring
or baby cafes (providing lactation
support), once community workers
had the tools they needed, they
were able to successfully care for
families in new and more accessible
ways. Although full remote care is
now optional, the capacity to
provide more flexible, personcentered support opens a new world
of opportunity for expanded
services over time.

IN SHORT, THESE VIRTUAL LIFE
COURSE INTERVENTIONS CAN BE A
GAME CHANGER
Video telehealth is not new. Before
the COVID-19 pandemic, telehealth
typically occurred by bringing a
patient into the clinic, where
someone would assess them, set up
the computer, and initiate contact to
a specialist in another clinic. This
remote clinician had the ability to
direct a nurse to assess the patient,
allowing the specialist to “examine”
the patient from a distance.
However, the pandemic spurred
major telehealth policy changes that
allowed direct-to-patient video
telehealth with patients using their
own digital devices from their
homes. It is this direct-to-patient
approach that allows us to have a
new tool in our life course
intervention toolkit.
Specifically, including video
telehealth allows for a contextual
home-setting assessment that
provides essential tailoring
information to maximize
intervention effectiveness. This
capacity is especially important
when working with disadvantaged
populations for whom it is more
difficult to obtain equivalent
outcomes from life course
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interventions than for more affluent
populations. One important
difference may be the presence of
barriers that affect the intensity or
frequency of interventions, including
such things as lack of transportation
or child care. Many barriers can be
addressed using a video telehealth
approach that obviates the need to
travel. Video telehealth alone can
facilitate more regular participation
by removing this common barrier.
Alternatively, it could be paired with
in-person approaches, providing an
assessment of patients’ home
environments in a way that merely
asking about that environment could
not. As with any intervention
modality, researchers also need to
consider unintended risks. In the
case of “seeing” the home
environment virtually, concerns
could arise and might need to be
elevated if children are at risk for
abuse or neglect. However, this is
not different from current in-person
home visits. In both cases, families
need to be informed of potential
risks before participating in either a
virtual or in-person home visit.
Telehealth has obvious value as it
changes the typical medical
encounter. It also can contribute to
new ways of carrying out research.
Telehealth has potential major
implications for how, where, and by
whom health research can be
conducted. Traditionally, research
has taken place in hospitals, clinics,
and community settings such as
schools or community centers, but

the locus of research could now be a
virtual platform removing a physical
place as the meeting point. This
means subjects can be recruited
remotely and their home
circumstances documented
remotely. Interventions could be
conducted in real-time and real-life
settings and data could be collected
through apps and new technologies
and devices that are proliferating
daily. In the Family Matters study,
data collection of weight, height,
waist circumference shifted to
telehealth platforms with a data
collector coaching via video to
ensure high-quality data collection.
In this study, offering a virtual
platform approach resulted in
higher involvement of the entire
family and more complete data on
all family members.
Direct-to-patient video telehealth
interventions can be cost-effective,
individually tailored, and reach
diverse populations. Its use can
remove barriers and increase the
ability to deliver more of the
intervention “dose,” while including
the family in the process. At the
same time, a concerted effort is
needed to achieve and maintain
equity to equipment and bandwidth
that supports telehealth
interventions. Furthermore,
although telehealth visits hold high
promise, it is also important to
address other patient barriers, such
as imaging or blood draw
appointments that require in-person
visits. Properly implemented, adding
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this tool could enhance these
interventions that set the stage for
lifelong behavior changes to
improve lifelong health.
The idea is simple, the potential
outcome profound.

ABBREVIATION
COVID-19: coronavirus disease
2019
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