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There is clear evidence from western 
societies that obesity is higher among 
socially disadvantaged populations,1 

yet little is known about obesity rates 
among some of the most vulnerable and 
disadvantaged children – those who live 
in out-of-home care (OOHC). International 
studies (e.g. US, UK) indicate high rates of 
overweight and obesity among children in 
OOHC2 and Australian estimates indicate 
that 62.8% of children in OOHC are 
overweight/obese,3 which is more than 
twice the prevalence (28.9%) of Australian 
children from similar socially disadvantaged 
backgrounds.4 To date, the factors 
contributing to weight gain in children in 
OOHC remain unclear. While the role of the 
obesogenic environment on weight-related 
behaviour is well established,5 the differential 
effect of the obesogenic environment on 
vulnerable populations, such as children in 
OOHC, is unknown. 

The evidence is clear that the family 
environment is critical to a child’s health and 
wellbeing and family behaviours influence 
future behaviours.6 Parental knowledge, 
encouragement, support and modelling 
of healthy lifestyle behaviours, as well as 
availability of home resources, have been 
identified as key influences.7-8 While care staff 
within residential OOHC are not biological 
parents, they are in loco parentis; that is, they 

function in a way that approximates the role 
of parents for the children they look after. 
Hence, this study aimed to examine carer 
knowledge, encouragement, support and 
modelling of healthy lifestyle behaviours and 
the availability of health resources in OOHC. 
We present here the baseline data that were 
collected as part of the Healthy Eating and 
Active Living (HEAL) randomised trial.9

Methods

Study design
Baseline data were collected in 2012–13 for 
The Healthy Eating and Active Living (HEAL) 
Study, a 12-month randomised trial to address 
risk factors of overweight and obesity among 
young Australian people in residential OOHC.9 
Briefly, the intervention comprised a free, 
multi-component healthy lifestyle program 
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Abstract

Objective: Given the high prevalence of overweight/obesity among young people in residential 
out-of-home care (OOHC), and as their carers are in loco parentis, this research aimed: 1) to 
examine the healthy lifestyle cognitions and behaviours of residential carers; and 2) to describe 
resources needed to improve diet and/or physical activity outcomes for residents. 

Methods: Cross-sectional data were collected from 243 residential carers. Measures included: 
demographics; knowledge of dietary/physical activity recommendations; self-reported 
encouragement/importance of health behaviours; physical activity/screen time (at work); unit 
‘healthiness’; and necessary resources for creating a healthy environment.

Results: Staff placed importance on the residents eating well and being physically active. 
However, examination of carer knowledge found significant gaps in staff education. Three 
key priority areas were identified to help build a healthy food and activity environment in 
residential OOHC: funding, professional development and policy. 

Conclusion: Carer knowledge of healthy lifestyles can be improved and they need to be well 
resourced to ensure children in public care settings live in a healthy environment. 

Implications: These findings may inform the development of ongoing professional 
development to improve carers’ health literacy, as well as policy to support dietary/activity 
guidelines for the OOHC sector. 
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offered in three major OOHC community 
service organisations in Victoria, Australia,9 

and included surveying carers on their 
perceptions of sedentary/physical activity 
and diet. 

Ethics approval was provided by the Deakin 
University Human Research Ethics Committee 
and the Victorian Department of Human 
Services Research Coordinating Committee.

Measures
Carer information was collected by the 
most convenient method for the carer (a 
questionnaire mailed to the unit, an online 
questionnaire or phone interview). Baseline 
information included sex, age, Aboriginal 
and Torres Strait Islander status, educational 
attainment and time spent working in 
residential care. 

Table 1 summarises the questions for carers 
and their responses. These included questions 
about:

•	 Knowledge of current dietary,10 physical 
and sedentary activity recommendations11 
for Australian adolescents.

•	 How encouraging carers are of the 
young people in their residential unit 
participating in physical or sedentary 
activities and eating fruits and vegetables, 
and how important this is to them.

•	 Modelling of physical activity and screen 
time at work (measured using the Active 
Australia Survey,12 with two items added to 
record the time participants spent doing 
moderate physical activities and screen 
time (i.e. watching TV, videos, or DVDs) at 
work during the past week.

•	 How healthy they feel their current 
residential unit is in terms of foods offered 
and prepared for adolescents living there, 
and providing opportunities for exercise/
physical activity to adolescents.

•	 Comments on any resources they felt were 
needed in the unit to improve diet/physical 
activity outcomes for the young people 
living there.

Statistical analyses
SPSS Statistics in 2014 (Version 21 for Windows, 
Chicago, IL, USA) was used to generate 

descriptive statistics. Carer knowledge 
responses were categorised according to 
the Australian adolescent recommendations 
for diet10 and physical activity11 into 
‘underestimated’, ‘within range’ and 
‘overestimated’ (Table 2). The recommended 
serves for young people aged 12–18 years 
are: 2.5 serves of protein; 3.5 serves of dairy; 5 
serves of vegetables for girls and 5.5 for boys. 
Given only whole numbers were included as 
response options, responses were categorised 
as ‘within range’ if they responded within half 
a serve of the recommendation. There are 
no set recommendations for saturated fats, 
take-away foods, soft drinks and lollies; it is 
recommended that these foods/beverages 
should only be eaten ‘sometimes’ and in small 
amounts.10 Estimates were made based on 
inclusion of these foods as a part of a balanced 
diet, i.e. one serve of take-away and lollies 
and zero serves of saturated fats and soft 
drink. The difference in serves is because 
participants were asked to make a ‘weekly’ 
estimate for take-away and lollies and a ‘daily’ 
estimate for saturated fats and soft drink. 
To determine whether carers were meeting 
physical activity recommendations at work, 
their responses were compared to Australian 
physical activity recommendations for adults.13 
Given current guidelines recommend 150 to 
300 minutes of moderate intensity physical 
activity each week, carers were classified as 
meeting physical activity recommendations 
if they reported 150 minutes or greater over 
the previous week. Currently, there are no 
time-based recommendations for sedentary 
activities; instead, it is recommended that 
adults, “minimise the amount of time spent in 
prolonged sitting”.13(p8) To interpret the data in 
a meaningful way, carer screen time was split 
into three groups: 1) watched more than 1 
hour/day; 2) watched less than 1 hour/day; and 
3) watched no TV at work. All other variables 
were descriptive in nature and reported as 
means and/or percentage of respondents for 
each possible category. Carers also reported 
the availability of resources for health 
behaviour change in OOHC. 

Results

The study sample consisted of 243 residential 
care staff, with a mean age of 39.0 years (SD 
= 11.50, range = 19–69 years), 163 (67%) 
were female and 5 (2.1%) were Aboriginal or 
Torres Strait Islander. On average, carers had 
worked in residential OOHC for 33.2 months 
(SD = 37.0) and the majority had a certificate, 

Table 1: Summary of study measures.
Measure Item(s) Example Question(s) Response Options

Carers

Knowledge Saturated fats

Take-away meals

Protein

Vegetables

Dairy

Soft drink

Lollies

Fruit

Physical activity

Sedentary activity

How many servings of VEGETABLES do you 
believe is healthy for the adolescent(s) to eat 
PER DAY?

What do you believe is the recommended 
amount of moderate to vigorous physical 
activity needed for adolescents to keep 
healthy, per day?

What do you believe is the daily 
recommended amount of screen time 
(TV, video game, and computer use) for 
adolescents?

0-14 (serves)

 
 
Report hours/minutes

 
 
 
Report hours/minutes

Encouragement Participate in physical activities

Eat fruit and vegetables

Watch TV

Engage in sedentary activities

Please rate how encouraging you are of 
the following activities: I encourage the 
adolescent(s) to eat fruit and vegetables

Five-point Likert scale: 

Not at all - Extremely

Importance Takes part in sporting activities

Eats fruits and vegetables

Spends time watching TV/DVDs

How important is it that the adolescent(s) 
spends time watching TV/DVDs?

Five-point Likert scale: 

Not at all - Extremely

Modelling Moderate physical activities

Sedentary activities

In the last week at work, what do you 
estimate was the total time that you spent 
doing moderate physical activities whilst at 
work? (e.g. household chores, gardening, 
medium paced walk)

What do you estimate is the total time that 
you spent watching TV, videos, or DVDs whilst 
at work in the last week?

Report hours/minutes

 
 
 
 
Report hours/minutes

OOHC Unit 
‘healthiness’

Foods offered and prepared

Opportunities for exercise/
physical activity

On a scale of 0-10 please rate how healthy 
you feel your current residential unit is in 
terms of foods offered and prepared for 
adolescents living there.

Ten-point Likert scale:  
0 =‘not at all healthy’,  
10 = ‘extremely healthy’

Health Care Healthy lifestyle behaviours in out-of-home care
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advanced diploma or a graduate diploma 
qualification (n=149, 61.9%). 

Knowledge of adolescent dietary, physical and 
sedentary activity recommendations. Tables 3 
and 4 show that the majority of staff correctly 
estimated daily servings of take-away foods, 
protein and soft drink; over-estimated dietary 
fat, lollies and fruit; and under-estimated 
recommendations for dairy, vegetables, 
physical and sedentary activity. 

Encouragement and importance of healthy 
lifestyle habits. Table 5 shows that more than 
95% of carers were encouraging or more 
encouraging of participation in physical 
activities and eating fruit and vegetables, 
while 83% and 52% were either not 
encouraging at all or somewhat encouraging 
for TV viewing and sedentary activities. Carer 
importance of health behaviours was similar 
for both the young people and the carers 
(Table 5).

Modelling of physical activity and television 
viewing (TV) while at work. Almost three-
quarters (73.3%) of carers met the physical 
activity recommendation for adults; the 
mean daily time spent in moderate physical 
activities was 52.6 minutes (SD 54.14). Just 
over half reported watching TV for less than 
one hour at work (mean 18.1 min SD 30.1); 
8.1% reported watching more than one hour; 
and 39.5% reported watching no TV. 

Carers’ perceptions of provision of healthy food 
and opportunities for physical activities. About 
one-third of carers rated the food (28.4%) and 
physical activity (31.3%) opportunities a score 
of five or lower out of ten, and less than 10% 
gave their unit a 10 for overall ‘healthiness’. 

Needs assessment: identifying resources 
necessary for creating a healthy environment. 
Carers identified a range of funding, 
educational and policy needs that impede the 
delivery of healthy food and physical activity 
opportunities for young people in residential 
OOHC (Table 6).

Discussion

This is one of the first studies to explore 
and describe carer perceptions of healthy 
eating and physical activity opportunities 
in residential OOHC in Australia. A better 
understanding of these perceptions, as 
well as identifying key resources needed to 
address weight-related behaviours in OOHC 
is the first, and a necessary, step to address 
the higher rates of overweight and obesity 
among this vulnerable population of young 

Table 2: Cut-offs used to determine carer knowledge of current recommendations.
Item Underestimateda Within rangeb Over Estimatedc

Saturated fats (per day) - 0 (serves) 1+ (serves)
Take-away (weekly) <1 (serves) 1 (serves) 2+ (serves)
Protein (per day) <2 (serves) 2-3 (serves) 3+ (serves)
Vegetables (per day) <5 (serves) 5-6 (serves) 6+ (serves)
Dairy (per day) <3 (serves) 3-4 (serves) 4+ (serves)
Soft drink (per day) - 0 (serves) 1+ (serves)
Lollies (weekly) <1 (serves) 1 (serves) 2+ (serves)
Fruit (per day) <2 (serves) 2 (serves) 3+ (serves)
Physical activity (per day) <60 (mins) 60 (mins) >60 (mins)
Sedentary activity (per day) <120 (mins) 120 (mins) >120 (mins)
a: Response was less than current recommendations10,11 

b: Respondent correctly identified current recommendations10,11

c: Response was above current recommendations10,11

Table 3: Carer knowledge of adolescent dietary recommendations. 
Under-estimated (%) Within Range (%) Over-estimated (%)

Saturated fat 0.0% (n=0) 8.2% (n= 20) 91.8% (n= 223)
Take-away 11.5% (n=28) 78.6% (n=191) 9.9% (n=24)
Protein 15.2% (n=37) 52.3% (n=127) 32.5% (n=79)
Vegetables 59.3% (n=144) 25.1% (n=61) 15.6% (n=38)
Dairy 44.9% (n=109) 37.4% (n=91) 17.7% (n=43)
Soft drink 0.0% (n=0) 72.4% (n=176) 27.6% (n=67)
Lollies 35.8% (n=87) 23% (n=56) 41.2% (n=100)
Fruit 2.9% (n=7) 21.8% (n=53) 75.3% (n=183)

Table 4: Carer knowledge of adolescent physical and sedentary activity recommendations. 
Under-estimated (%) Within Range (%) Over-estimated (%)

Physical activity 42.8% (n= 104) 28.4% (n= 69) 28.8% (n= 70)
Sedentary activity 59.7% (n= 145) 29.2% (n= 71) 11.1% (n= 27)

Table 5: Carer encouragement and importance of health behaviours to OOHC residents (n = 243).
Encouraging health behaviours in young 
people

Not at all – somewhat 
encouraging

Encouraging Very – extremely 
encouraging

To participate in physical activities 4.1% 35.4% 60.5% 
To eat fruit and vegetables 0.8% 18.5% 80.6% 
To watch TV 83.1% 13.6% 3.3% 
To engage in sedentary activities 51.9% 34.2% 14.0% 
Importance of health behaviours for young 
person

Not at all – somewhat 
important

Important Very – extremely 
important

Young person takes parts in sporting activities 7.4% 29.6% 62.9% 
Young person eats fruits and vegetables 1.2% 11.1% 87.6% 
Young person spends time watching TV/DVDs 71.3% 22.6% 5.8% 
Carer’s importance of health behaviours for 
themselves

Not at all – somewhat 
important

Important Very – extremely 
important

I take part in sporting activities 22.2% 28.0% 49.8% 
I eats fruits and vegetables 0.8% 12.3% 86.8% 
I spend time watching TV/DVDs 68.3% 20.2% 11.5% 

people. The key findings of carers indicate 
that when asked how encouraging they are of 
healthy behaviours, not all carers responded 
at ceiling; that is, not all carers were ‘extremely 
encouraging’ of young people participating 
in sports or eating fruit and vegetables. 
This is not surprising, given that young 
people in residential care often present 
with complex emotional and behavioural 
issues that may include unresolved trauma 

from familial abuse and/or neglect, are 
at higher risk of engaging in self-harm or 
aggressive or sexualised behaviours, and 
have higher instances of substance abuse.14 
With this in mind, one can appreciate how 
the acute needs of the young people often 
take precedence over healthy lifestyle 
priorities and may contribute to carers’ lower 
perception of healthy eating and physical 
activity as ‘extremely important’. Nevertheless, 
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a specific proportion of OOHC budgets is to 
be spent on healthy food items). 

Carers also believed funding was required 
to provide physical activity opportunities, 
including club fees, gym equipment and 
membership. While community sports are 
an ideal platform for young people’s physical 
activity, the time and costs associated with an 
individual’s participation are potentially not 
appropriate in the residential OOHC setting 
under the current funding model. This finding 
reflects low literacy on physical activity, where 
carers’ perceptions are that physical activity 
had to be ‘organised’ rather than at leisure. 
This should be addressed. Greater emphasis 
could be placed on providing leisure-time 
physical activities that have no financial cost 
but may still have social or cognitive benefits 
for the young people, e.g. visits to local green 
spaces or having them assist with household 
shopping. 

The findings also showed that the 
overall health literacy on adolescent 
recommendations for diet, physical 
activity and sedentary behaviour was 
mixed and generally low. In particular, 
the over- and under-estimation of 
recommended daily serves of fruit and 
vegetables, respectively, was interesting, 
given both the public health focus and 
considerable investment in social marketing 
to increase population consumption of 
fruit and vegetables.17 Poor knowledge of 
government-endorsed guidelines is not 
unique to this population;18,19 however, 
that the majority of carers recognise the 
importance of consuming and encouraging 
the consumption of fruit and vegetables 
suggests awareness, but not necessarily 
knowledge. These responses may reflect 
social desirability. Interestingly, most 
carers (>70%) did not report the correct 
recommendations for physical activity and 
sedentary behaviour in adolescents; again, 
research has shown that public knowledge of 
activity recommendations is limited.20-22 While 
the majority of carers also reported the need 
to encourage physical activity and limit TV 
and sedentary behaviour as very important, 
this potentially also reflects socially desirable 
responses, as less than 30% could state the 
recommendations. 

Carers’ lack of awareness of physical 
activity, screen time and some dietary 
recommendations reflects their need for 
identifying professional development as a 
key priority area. Indeed, recent evidence 
has identified insufficient levels of training 

Table 6: Carer reported needs assessment (to support healthy eating and physical activity in residential OOHC) 
(n=177*).
Needs Frequency Examples
Funding 58.2% Easier approval processes for funding opportunities

Increased funding to support additional staff (to help overcome logistical issues, e.g. 
limited car access, staff time restraints)

Increased funding to support fees associated with joining sports clubs, gyms, uniforms 
and/or exercise clothing

Increased funding to access recreational activities and gym facilities

Increased funding to purchase more fruit and vegetables

Increased funding to support purchase of equipment for the unit, i.e. basketball rings, 
bikes, gym equipment, boxing bags

Increased funding to support additional storage for equipment and/or space to exercise
Professional development 31.1% Improved access to professional help including dieticians, personal trainers, sports 

coaches, motivational speakers

Information for carers and young people around the importance of healthy lifestyle

Strategies to support healthy eating/physical activity

Cooking classes

Helping young people develop independent living skills (i.e. how to shop on budget, etc)

Provision/access to recipe books and healthy meal plans
Policy 23.2% Limits set around provision of energy-dense, packaged snack foods

Staff are consistent with health messages delivered to the young people (with increased 
support from team leaders/senior managers/organisation), and improved planning

Preparation of ‘healthier’ foods

Easier access to sporting clubs/associations

Easier approval processes RE: consent for participation
* Sample size reflects: missing data (n=35), no additional resources needed (n=31). A percentage of carers listed multiple resources. 

staff appeared to model appropriate levels  
of physical activity and TV viewing while  
at work.

Residential care work is clearly challenging 
for carers, and it often centres on crisis 
management and ensuring the safety of 
young people in their care. This may explain 
why one-third of carers reported actively 
encouraging sedentary activities and just 
under one-quarter rated TV viewing as 
‘important’; staff mentioned the need to 
encourage sedentary activities at times to 
calm the common hyper-arousal of young 
people in their care. Certainly, the experience 
of trauma can predispose an individual 
to high levels of impulsivity, reactivity, 
dysregulation, aggression, hyper-vigilance, 
hyper-arousal, hypersensitivity and a 
heightened stress response.15 This presents 
a challenge for carers wanting to address 
the lifestyle habits of young people in care 
and it is important that they are resourced, 
trained and supported to consider alternative 
options, e.g. trampolining, drumming or 
walking. To do this, functional motives for 
encouraging obesity-promoting behaviours, 
such as TV use, warrant further research. 

The assessment of carers’ needs indicated 
that better funding, resources and education 

are key priority areas to help build a healthy 
food and activity environment in residential 
OOHC. A recent audit of residential OOHC 
in Victoria indicates that 80% of funding (for 
complex residential care) covers staffing 
costs (i.e. salaries, shift allowances, on-costs), 
leaving 20% for household expenses (i.e. 
food, clothes, utilities, medical, personal 
care and entertainment) and staff training.14 
Importantly, this report concludes that the 
current system is operating over capacity, 
as a result of more young people – with 
increasingly complex needs – entering 
residential OOHC, as well as a trend for 
children staying longer in OOHC.14 In 2011, 
the Protecting Victoria’s Vulnerable Children 
Inquiry warned that the entire OOHC system 
is under significant stress. In response, the 
Victorian State Government has released an 
agenda for reform in OOHC, which highlights 
the issues surrounding current funding for 
OOHC and discusses a new funding model 
with increased flexibility, which is outcomes-
focused and tailored to meet each child’s 
specific needs.16 Given that carers reported 
a lack of funding as a barrier to creating 
a healthy home environment, a potential 
solution is to mandate specific funding for 
healthy home environments as a part of this 
new funding initiative (e.g. for policy to state 
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and support for carers.13 This suggests that 
even the most well-intentioned carer may 
struggle to enact positive change if their 
base knowledge is inadequate. This is further 
supported with carers’ observations of their 
unit’s ‘healthiness’; less than 10% of carers 
gave their unit a 10 out of 10 for ‘healthiness’. 
Again, this is indicative that staff capabilities 
need to be strengthened, especially in 
regards to providing healthy choices. One 
suggestion from carers was employing 
health professionals, such as nutritionists and 
personal trainers; however, these approaches 
are expensive and are not likely to be 
sustainable in the long-term. A more cost-
effective alternative is to build staff capacity 
by incorporating professional development 
programs for carers that could include healthy 
food preparation, managing household food 
budgets and strategies to promote physical 
activity and reduce TV viewing. 

Practical recommendations  
to build healthy lifestyle habits in 
residential OOHC 
The findings identify several areas of need 
that may inform the development of policy 
to promote healthy residential OOHC. These 
areas include, but are not limited to:

•	 Developing standard guidelines on the 
provision, availability and access to food in 
OOHC residences. 

•	 Developing standard guidelines on 
the provision, availability and access to 
physical activity in OOHC residences.

•	 Developing standard guidelines on 
availability and access to TV and other 
screen technologies in OOHC residences.

•	 Professional development programs 
to underpin the dissemination of new 
policy areas and train staff in the delivery 
of healthy lifestyle behaviours. Such 
programs could be linked to accreditation 
and continuing education points.

Conclusion

To our knowledge, this is the first study to be 
conducted among OOHC carers to explore 
knowledge, support, encouragement and 
carer modelling of diet and physical activity 
behaviours. The study identified key areas 
of need including funding, professional 
development and policy. It is important that 
any professional development program is 
developed in conjunction with the needs 

of OOHC carers to ensure it accommodates 
competing demands associated with caring 
for vulnerable adolescents. Additionally, 
community service organisations that offer 
OOHC services should consider upstream 
organisational mechanisms that will support 
the training, and the dissemination of 
relevant and appropriate food and activity 
guidelines. 
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