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1.0  Roundtable Purpose and Overview 
 
Over the last three decades, childhood obesity has reached epidemic levels, threatening to erode 
longevity and quality of life for the current generation of youth.  We urgently need effective 
interventions to better understand population trends, efficiently mobilize scarce resources, and 
assess the efficacy or effectiveness of interventions. A robust surveillance system is needed.  
Because of the multifaceted nature of this epidemic and its risk factors, community-level data are 
of great strategic value.   
 
To date, most states that have explored surveillance systems have done so in the context of 
school-based screening programs.  Such programs are controversial as they are often 
accompanied by reports to parents indicating their children’s status.  School-based systems 
require training and equipping staff to weigh and measure children and to develop referral 
mechanisms for children found to be overweight or at risk. The staff must also have a clear legal 
understanding of education and health systems’ privacy policies.   
 
The opportunity to undertake surveillance in the clinical setting is starting to capture the attention 
of leading government agencies and foundations interested in halting the epidemic.  On March 
13, 2008, Altarum hosted Dr. Matt Longjohn at an Altarum Policy Roundtable to share his 
thoughts on future directions in childhood obesity surveillance.  Information about Altarum 
appears in Appendix A.   
 
Dr. Longjohn was the founding Executive Director of the Consortium to Lower Obesity in 
Chicago Children (CLOCC; www.clocc.net).  Under his leadership, CLOCC grew into a multi-
million dollar, nationally recognized coalition of over 1,500 individuals representing more than 
500 organizations.  Under his leadership, CLOCC organized a successful effort to pass five laws 
in the State of Illinois, one of which was to mandate the statewide surveillance of obesity in 
children.  Dr. Longjohn received his B.A. in Biology from Kalamazoo College (Kalamazoo, 
Mich) and his MD and MPH from Tulane University (New Orleans, La).  He recently stepped 
down as CLOCC Executive Director to relocate to his great-great-grandfather’s farmhouse in 
western Michigan.  From there, he serves as a consultant to leading foundations, government 
agencies, and other private and non-profit clients.  
 
Participants were encouraged to review a number of papers prior to attending the Roundtable.  
These papers included: 
 
 “What government can do to respond to childhood obesity,” Institute of Medicine.[1, 2] 
  
“F as in Fat: How Obesity Policies Are Failing in America, 2007” [3]  
 
“Obesity-Related Legislation Action in States,” Trust for America’s Health [4] 
 
“Assessment of childhood and adolescent obesity in Arkansas 2006-2007,” Arkansas Center for 
Health Improvement [5] 
 
“BMI Measurement in Schools,” Centers for Disease Control and Prevention [6] 
 
Altarum invited a cross-section of health researchers and policy analysts to the Roundtable, 
including representatives from the U.S. government, research institutes, and the private sector.  A 
list of attendees can be found in Appendix B.  The speaker’s brief biography is in Appendix C. 
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Section 2.0 of this document provides summaries of the remarks by Dr. Longjohn and Section 3.0 
summarizes the questions and answers that followed the presentation.  These summaries do not 
constitute a full transcript of the Roundtable; a complete audio recording of the presentation is 
available from Altarum. 
 
 
2.0  Presentation Summary 
 
Altarum President and CEO Linc Smith introduced Dr. Longjohn, noting the alarming data that 
37 percent of children and adolescents are obese or at risk for being overweight.   
 
Dr. Longjohn noted that today’s session would focus on the question, “How do we know what 
works?” While his orientation is to look from a state-level perspective, he indicated that he would 
address how local efforts can influence state-level policies. Following that, he would address 
different models to assess efforts to contain the epidemic. 
 

2.1 Overview of the epidemic 
 
Dr. Longjohn noted that the media storm around childhood obesity is relatively recent, growing 
exponentially between 1999 and 2002.  Building public awareness is one of the first steps in 
dealing with any epidemic, so media attention is important.  However, effective public health 
practice requires more than just public education: We need data-driven efforts to identify risk 
factors and high risk groups and to determine which interventions really work. 
 
States are in different places along the problem-response spectrum, and adult data show this best.  
The Behavioral Risk Factor Surveillance Survey is an annual telephone survey conducted by the 
Centers for Disease Control and Prevention.  Self-reported height and weight have been collected 
on adults since 1985.  From this information, body mass index (BMI) is calculated.  A person 
with a BMI greater than or equal to 30 is considered obese.  Even though these data 
underestimate obesity — due to self-report issues and the under-inclusion of those at greatest risk 
— the state-level increases in obesity prevalence in the last 20 years is remarkable.  By 2006, 
one-third of states had over 25% of adults reporting height and weight data in the obese range.   
 
 

Obesity Trends* Among U.S. Adults
BRFSS, 1995

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data           <10%            10%–14%           15%–19% 
CDC

Obesity Trends* Among U.S. Adults
BRFSS, 2006

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data           <10%           10%–14%           15%–19%            20%–24%           25%–29%            ≥30%
CDC

 
Source: Centers for Disease Control and Prevention [7] 
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The economic consequences of obesity are significant and are expected to have a huge impact on 
Medicare costs.  In 2003, medical care costs of adult obesity alone were estimated at nearly $100 
billion.  By 2050, up to 20% of the gross domestic product (GDP) may be attributable to 
Medicare spending, an amount equivalent to the entire national GDP today.  Increases in obesity 
accounted for 27% of the rise in medical care costs between 1987 and 2001, are demonstrably 
increasing Medicare costs today, and are expected to be a more significant driver of increasing 
health care costs than what is expected from the aging of the “baby-boomer” population. 
 
While the adult data are striking in and of themselves, they also serve to demonstrate the lack of 
comprehensive and detailed data on children.  The best information available on national 
childhood obesity prevalence comes from the National Health and Nutrition Examination Survey 
(NHANES), in which clinicians directly measure a relatively representative sample of U.S. 
children.  Longitudinal analysis of NHANES data show that childhood obesity has tripled since 
the late 1970s.  However, these surveys are not large enough to let states or communities monitor 
their progress in combating childhood obesity.  We know that the consequences of childhood 
obesity — cardiovascular, diabetes, social discrimination, depression, asthma, sleep apnea, non-
alcoholic fatty liver disease — are seen in overweight children, and that children who are 
overweight at age 3 are more likely to remain obese as adults.  But we don’t have a clear enough 
picture of these children, or the families and communities in which they live.  The improved 
monitoring of the epidemic in children is a crucial need. 
 
Dr. Longjohn reviewed a “perfect storm” of factors that have caused the epidemic. These include 
transportation, housing, food exposure, and access.  Among the examples given, Dr. Longjohn 
noted that public health experts used to be involved in city design—to ensure safe water and 
disposal.  However, urban design no longer includes public health considerations but rather is 
optimized for the automobile.  Finding a single product or industry to “blame” is difficult. While 
combating smoking requires addressing only one product — tobacco — there are 100,000 new 
food products introduced every year and a plethora of factors associated with increased caloric 
consumption and decreased caloric expenditure.  While breastfeeding appears to be protective, 
mothers identify many difficulties and stigmata inhibiting its practice.  There is a clear link 
between video screen time and obesity, mostly because of the nutrition intake that occurs with 
screen time, not because of the sedentary time.  There is also a linear relationship between income 
and nutritional food quality. The perfect storm that created the obesity epidemic must be seen as a 
symptom of unhealthy systems.  
 
While many groups, from clinical settings, community groups, faith-based organizations, and 
beyond are trying to combat childhood obesity, there are few proven prevention and treatment 
methods.  This is not to say that their efforts are for naught.  In fact, if a surveillance system were 
in place, we could see more clearly what is working where, with which populations, at what ages, 
across which demographic groups.   
 
Dr. Longjohn believes that the medical model for treating obesity will not contain the epidemic; 
rather, a socio-ecological model is the appropriate frame for this public health problem.    
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A Socio-Ecologic Problem

Society
Community

Institution
FamilyIndividual

 
Source: Longjohn, MM. [8]   
  
This indicates that there are factors at multiple levels (i.e., individual, family, institution, 
community, societal) that contribute to the epidemic and that each level must be addressed 
concurrently to halt or reverse the epidemic.  Children don’t make independent decisions about 
food and activity.  Families don’t have equal access to healthy choices.  Communities have 
different resources available to them and operate within the constraints of state and federal policy. 
Society places a value on quick and cheap, well-marketed, but relatively unhealthy behaviors. No 
single intervention will be enough to change the factors at each of these levels that are leading to 
childhood obesity.    
 
There is near universal consensus on the relevance of this approach and about what the available 
evidence tells us about the interventions we need to see at each of these levels.  Many programs 
have boiled that evidence down to a simple message or set of program elements: “5-2-1.”  This 
message, which varies a bit to suit the needs of those who use it, is meant to signify the 
importance of eating five fruits and vegetables a day, limiting screen time to 2 hours maximum 
per day, and getting 1 hour of physical activity per day.  Using a socio-ecologic approach and 
these evidenced-based strategies, prevention during early childhood could be an especially 
important focus.  The adiposity rebound occurs when children are found to be at a nadir on the 
BMI growth curve.  We know that children who undergo the rebound early, or are already heavy, 
have a strong elevated risk for being obese into their adult years.     
 

2.2 Overview of state approaches   
 
There are thousands of interventions being put into practice across the U.S.  The effectiveness of 
these efforts is largely unknown, but a review of the state-level efforts provides us with insight 
into what may be needed to develop this understanding. 
 
The Centers for Disease Control and Prevention (CDC) has provided capacity-building grants to 
16 states and implementation grants to 7 states to implement or plan childhood obesity prevention 
programs.  The National Governors Association has awarded funding to 15 states for focusing on 
policy efforts.  Michigan’s effort, in which both Altarum and Dr. Longjohn are involved, is using 
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a consensus-building effort based on the effective advocacy methods Dr. Longjohn developed in 
Illinois.  
 
Arkansas has been a national leader in obesity prevention, passing Act 1220 in 2003, assessing 
BMIs on all school children, and sending report cards home.  After three years, their data shows 
that they have actually stabilized their childhood obesity rates.  In light of the data shown earlier 
that reflects rapid increases continuing across the nation, merely staying flat actually represents 
significant progress.   
 
California has made a tremendous investment in nutrition education, leveraging foundation 
dollars to obtain United States Department of Agriculture matching funds.  They are monitoring 
progress using the “Fitnessgram.”  While useful for programmatic purposes, the data quality has 
been questioned by many. 
 
Colorado seemingly always has the lowest obesity rates in the country.  One supposes it is 
because of a culture of physical activity and healthy living.  A surveillance system is being 
piloted that will, among other things, permit assessment of significant investments being made by 
the state and Kaiser Permanente in active living and healthy eating.   
 
Illinois is notable for the successes of CLOCC, which has just received an award from the Acting 
U.S. Surgeon General for its efforts to combat and monitor the epidemic.  As noted earlier, details 
for statewide implementation of the Child Health Examination Surveillance System (CHESS) are 
being worked out, and this is a key strategy for many in Illinois who are looking for long term, 
strategic efforts to confront obesity. 
 
New York is developing Centers of Excellence for medical management of childhood obesity and 
is backing a program called “Activ8” (which represents the 5+2+1 strategy noted earlier).  They 
are developing a surveillance system based on the Illinois model.  New York City has been 
proactive with legislation around day care centers and menu labels, among other initiatives. 
 
Texas has been most active in school-based efforts.  They used economic forecasting of obesity 
costs to 2020 as a basis for state level strategic planning.  Surveillance efforts have been 
undertaken in a limited fashion. 
 
Other state efforts are described in the “F is for Fat” report circulated for this Roundtable.   
 

2.3 Cross-cutting findings 
 
In light of the absence of surveillance data and the immaturity of the obesity prevention field, it is 
not surprising that the U.S. Preventive Services Task Force (USPSTF) has been able to identify 
only a very small number of interventions as being supported by evidence.  Regarding physical 
activity the following interventions have evidence supporting their effectiveness: 

• Community wide campaigns  
• Point-of-decision prompts  
• Physical Education (PE) programs 
• Individually adapted behavioral approach  
• Non-family social support  
• Enhanced access with information outreach 
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However, despite their prevalence, the USPSTF found insufficient evidence to be able to 
recommend the following: 
 

• Classroom-based interventions 
• Mass media campaigns 
• Health education with TV turnoff  
• College PE 
• Family-based social support  

 
Overall, worksite interventions and multi-component interventions have some support, but single 
component interventions lack firm evidence to support their use.  It should be noted that BMI 
screening lacks evidence as an intervention, but that is in contrast to BMI surveillance, a focus of 
today’s Roundtable. 
 
Nevertheless, despite the lack of evidence for most interventions, the Institute of Medicine (IOM) 
implores institutions to work with the best available interventions because the consequences of 
failure to act are dire.  Organizations across the spectrum of the social-ecological framework have 
important roles to play. 
 

2.4 Opportunities to leverage local action and the role of government in 
preventing obesity 
 
While local data on obesity rates in children are scanty, they can be very powerful.  In Chicago, 
Dr. Longjohn’s group found that preschool obesity levels were 2.5 times the national level.  Over 
50% of children in some Chicago neighborhoods were found to be overweight.  To be able to say 
whether or not interventions are working at the school or community level, valid baseline data 
must be collected for that level.   
 
Many city and regional efforts are underway across the country as supported by the California 
Endowment, the W.K. Kellogg Foundation’s Food and Fitness program, Robert Wood Johnson 
Foundation, and similar organizations.  Governments could augment these initiatives by 
supporting local efforts, linking local leaders and experts with planning bodies, policy leaders, 
and others.   
 
Other key functions for federal and state government, as outlined by the IOM report, include 
undertaking data surveillance, developing key messages, certifying professionals, supporting 
research and programs, enforcing policies and regulations, and developing strategic plans. 
 

2.5 Models for monitoring state-level progress 
 
Much energy, and potential effectiveness, is being lost because we cannot quantify consistently 
the value of efforts being made at the local level.  State-level data surveillance seems to be a 
logical and achievable step, and many states are conducting studies or passing legislation to 
develop these systems.  A few models are emerging to implement this strategy.   
 
The Arkansas approach is the most advanced model, but others are emerging that are likely to be 
less costly and more politically feasible. In Arkansas, nearly a half million school children were 
weighed and measured in each of the past four years.  Other states have followed Arkansas’ lead, 
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and have led similar efforts with smaller samples. Others have conducted one-time assessments.  
It would appear that conducting secondary analysis of existing data is going to be the key to 
saving costs and achieving sustainability.   
 
The state of Michigan has a tremendous opportunity to develop BMI surveillance based on its 
existing immunization registry, called the Michigan Care Improvement Registry (MCIR).  The 
registry is considered a national model for its high levels of compliance with immunization 
reporting.  In contrast with the Arkansas model, which required the training and equipping of 
school personnel to weigh and measure children, it is a potentially more cost effective and 
politically acceptable solution to build. Illinois and New York are other examples of states 
looking to draw BMI data from existing data sets. 
 
3.0 Question and Answer Session 
 
Q:  Would undertaking surveillance in the clinical setting be limited by access and coverage 

access? 
 
A: School requirements can be used as a lever for clinic-based collection of surveillance data.  

Because schools and childcare facilities are mandated to show that 95% of students are 
immunized, children are driven to clinical settings.  Thus, a very high proportion of school-
aged children visit clinicians even if they don’t have established medical homes.  The data 
could be used, however, to assess obesity at the school level.  Arming schools with such data 
allow them to be powerful advocates for change.   

 
Q: I’m struck by the power of surveillance data but how do you replicate positive changes?  

How do you link the data with interventions or policies that may be underway or being 
changed in given local areas? 

 
A: There are many efforts underway to determine the effect of specific interventions, but they all 

have to build BMI assessment into every study.  You could provide a public use data set of 
aggregate BMI data to use in program evaluation.  With efforts to reduce smoking, a 
threshold effect was seen whereby a certain per capita level of investment was required to 
make an impact.  Similarly, we know we’ll need to invest in childhood obesity efforts to 
make a difference.  Surveillance, particularly when added onto existing systems, is likely to 
yield a large return on the investment. 

 
Q: Childhood obesity assessment is based on a relative rather than direct measurement of 

children.  The growth charts against which percentile calculations are obtained have been 
revised.  Do the trend data you cited from the NHANES study reflect changes to the standard 
population on which growth charts are based?   

 
A: The NHANES data have been adjusted to reflect the updated international reference 

population data used by the CDC since 2000. It’s also important to note that there are 
questions about the validity of BMI for screening individual children.  Some may be 
classified as obese if they are big boned or very muscular.  However, for general surveillance, 
BMI is very appropriate.   

 
Q: I appreciate the value of the focus on the community and institutional level, but we also must 

work with families.  The recent New England Journal of Medicine article showing a social 
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network phenomenon points to the role that families and friends play.  How do we address 
that? 

 
A: State level surveillance can help provide the impetus for addressing change at the individual 

and family level.  Physicians are in a position to make a difference, but don’t have the 
resources to implement effective treatment approaches. Surveillance data can be very 
powerful to convince those who make policies about insurance coverage to support treatment.   

 
Q: A comment and a question:  Most physicians are not trained to deal with families.  What is 

your opinion about using waist-to-hip ratio (WHR) instead of BMI for screening? 
 
A: New recommendations have just been issued for physicians to use in treating patients.  It 

takes 10 to 15 years for new practices to be adopted.  Physicians have not been trained in 
nutrition because of the focus on treatment rather than prevention.  However, a surveillance 
system could be used to change provider behavior.  If the registry showed that physicians in 
certain geographic areas were neglecting to report height and weight data, they could be 
targeted with informational resources.  This phenomenon was seen when the MCIR was 
introduced 10 years ago, and again more recently when lead screening was added to the 
MCIR.  Pockets of physicians who were not screening were identified and worked with.  
Regarding the question, WHR is of some use clinically for screening of metabolic syndrome, 
but does not add value for surveillance purposes.   

 
Q: Would adding height and weight reporting, on top of everything else clinicians are already 

required to do, be too burdensome? 
 
A: In some cases it could be… Because MCIR has already worked out ways to get systems to 

talk to each other, the benefits of the surveillance data in Michigan far outweigh the minimal 
additional burden that the reporting would entail.   

 
Q: Aside from Kaiser Permanente, are there any initiatives by state departments of insurance or 

health plans that might impact childhood obesity prevention? 
 
A: There are state-led efforts to educate providers, for example, about the Early Periodic 

Screening, Diagnosis, and Treatment (EPSDT) program funded by Medicaid.  Maine has an 
ambitious effort that has now been disseminated to other states but since the state’s 
population is so small, I’m not sure their system for reaching physicians is replicable.  
Physicians, providers, and patients are all disincentivized to participate in obesity prevention.  
However, if we can train providers, pay them for their efforts, and have receptive parents, 
there can be pockets of success.  Efforts to give parents prescriptions to exercise and referrals 
to neighborhood facilities are starting to have an effect on behavior. 

 
Q: Do all kids who get immunized get measured?   
 
A: Most places that administer immunizations (e.g., Women, Infants and Children (WIC), and 

community health centers) do basic height and weight screening.  It took 10 years for full 
immunization reporting in Michigan to be achieved.   

 
Linc Smith added that Michigan could produce reports to review disparities in coverage and 
reporting.   
 
Q: Is there data about the effectiveness of physical education (PE) in schools? 
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A: Studies show that PE promotes physical activity and also has positive impact on academic 

performance and obesity.  Quality of physical education is a confounder.  The PE of our 
youth was team-based.  New methods focus on providing life-relevant skills such as knowing 
how to monitor your heart rate and understand what that means.  Thus, efforts to assess the 
impact of PE must look at PE quality as well.  We also know that no single approache alone 
(e.g., removing vending machines) will result in changes in BMI.   

 
Q: How are other states actually doing surveillance?  Children don’t visit clinicians every year. 
 
A: Georgia is now looking at legislation to require twice-a-year measurements, but changes are 

unlikely to be seen over such a short period of time.  I’m not proposing direct measurement 
once a year for every child but rather, adding the data on a rolling basis and producing an 
annual report.  One appealing strategy is to tie surveillance to times when physical exams are 
normally performed.  For example, scoliosis screening, and physicals for intramural sports 
often take place in the 6th grade.  Kindergarten entry, for which nearly all children have 
visited a clinician, is an optimal time.  Age 2 and transitions to middle or high school are 
other time points to think about. 

 
Q: Can you affect obesity in kids without dealing with adult obesity? 
 
A: Not really.  A majority of overweight children have at least one overweight parent. The same 

factors causing the epidemic in children, and potential solutions, are relevant for both youth 
and adult obesity. 

 
Q: HEDIS measures will be implemented in 2009 looking for BMI documentation in patient 

chart.  Will that have an impact on BMI surveillance? 
 
A: HEDIS pertains to the quality rating of health plans.  This will create an opportunity to drive 

change.   However, the costs of obesity aren’t borne by employer-delivered health benefits.  
The costs of obesity will be seen further down the line, so it’s not clear what effect it will 
have. 

 
Q: You’ve made a persuasive argument that having data can be useful in making local changes.  

But if surveillance is developed at the state level, won’t we miss the opportunity to look at 
national trends?  For example, if states base surveillance programs on children of different 
ages, the data could not be aggregated nationally.   

 
A: There are numerous calls for national health informatics systems but, to date, there are no 

national standards.  While it would be ideal to have comparable data, we must take advantage 
of existing systems until such a national mandate comes.   

 
Q: To what extent are surveillance data used for research? 
 
A: When one uses the data for research instead of surveillance, then HIPAA [Health Insurance 

Portability and Accountability Act] provisions apply and IRB [Institutional Review Board] 
approval would be required.  We also want to make sure that insurers don’t discriminate 
based on community or sub-group obesity rates.  We need to be mindful of such 
considerations. 
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4.0  Summary 
 
In the past 20 years, childhood obesity has become an epidemic. While a plethora of interventions 
are being tested and implemented, there is little evidence available to support identification of 
effective programs or policies.  There is a crucial need for surveillance data that can be examined 
at local levels and for sub-populations of interest; such data can be used to understand the effect 
of various interventions, programs, or policies.  Body mass index represents an inexpensive and 
valid measure that could be used for surveillance.  Many states are undertaking surveillance based 
on screening children’s height and weight in school settings.  However, adding height and weight 
data to existing systems, such as state immunization registries, would be an acceptable and 
inexpensive way to implement surveillance rapidly.  
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Appendix A.  Altarum Institute – An Introduction 
 
Who we are and what we do 
Altarum is a nonprofit health systems research institute. We provide objective, rigorous research 
and practical solutions to clients ranging from the U.S. military health system to local 
communities seeking to provide better care to vulnerable populations. 
 
Leading in the field of health systems research demands many things of us: a diverse staff with 
diverse perspectives; a comprehensive set of skills – from complex modeling tools to hands-on 
technical assistance methodologies; and the ability to apply those skills across the continuum of 
health care programs, making complex decisions simpler. 
 
Our work is helping the nation provide better care today and achieve better health tomorrow. 
 
Our history 
Altarum traces its history back to 1946 with the founding of the Willow run Laboratory in 
Ypsilanti, Michigan. In 1972, the Willow Run Laboratory was renamed the Environmental 
Research Institute of Michigan (ERIM). In 2001, ERIM acquired Vector Research, Inc., a leading 
provider of health care forecasting models and decision support tools for federal and state 
government clients. Later that year, ERIM became Altarum Institute. To advance its strategic 
growth in health care, Altarum acquired Health Systems Research, Inc. (HSR) in 2006. 
 
For more information, please visit us at www.altarum.org.
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Appendix B.  Roundtable Attendee List 
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Kimberly Bellis Policy Analyst Altarum 
Stephanie Brooks Research Analyst Altarum  
Mimi Browne Director, Maternal and Child Health Altarum 
Cathy Call Director, Health Quality Research Altarum 
Amanda Cash Public Health Fellow Office of Women’s Health, HRSA 
Stanley Chin Corporate Analyst Altarum 
Lisa Cylar Miller Special Projects Officer Skillman Foundation 
Jen Decker Research Analyst Altarum 
Joseph Dooley Washington Office Representative Office of Michigan Governor Jennifer 

Granholm 
Betsy Frazao Assistant Deputy Director for Women Infants and 

Children Research 
USDA Economic Research Service 

Vivian Gabor Senior Policy Associate Altarum  
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Joanne Guthrie Assistant Deputy for Nutrition USDA Economic Research Service 
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Dave Smallwood Deputy Director for Food Assistance Research USDA Economic Research Service 
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Dennis Zaenger Project Manager Altarum 
Beth Zimmerman Director, Integration and Change Initiatives Altarum 
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Appendix C.  Speaker Biography 
 
Matt M. Longjohn, MD, MPH  
Matt Longjohn & Associates, LLC 
 
Dr. Longjohn provides obesity prevention expertise and public health strategies to nonprofit 
organizations, hospitals and healthcare systems, research institutes, and city and state agencies.  
Current clients include: the Altarum Institute, the Chicago Department of Public Health, the 
Chicago Public Schools, the Consortium to Lower Obesity in Chicago Children, and the 
Michigan Department of Community Health.  Other recent clients include Alegent Healthcare 
(Omaha, NE), the Robert Wood Johnson Foundation’s  Active Living Research program office, 
the Community Foundation of Southeast Michigan, the Public Health Law Program (Berkeley, 
CA), and the Public Health Association of New York City.    
 
Prior to working as a consultant, Dr. Longjohn was a faculty member in the Departments of 
Pediatrics and Preventive Medicine at Northwestern University’s Feinberg School of Medicine 
and the founding executive director of the Consortium to Lower Obesity in Chicago Children 
(CLOCC; www.clocc.net).  Under his leadership, CLOCC grew to become a nationally 
recognized coalition of over 1500 individuals representing more than 500 organizations: the 
largest coalition of its kind.  Dr. Longjohn raised millions of dollars to support these partners, and 
organized dozens of community-based programs and projects. Achievements include the drafting 
and passage of 5 State Laws, the organization of the City of Chicago’s Inter-Departmental 
Taskforce on Childhood Obesity, the development of award winning communication tools, a 3-
year $1.75 million youth-led public education initiative, and numerous research and evaluation 
projects.  
 
Dr. Longjohn has an interest in promoting physician leadership. Towards that end, he has assisted 
in organizing advocacy efforts of large medical societies to promote gun injury prevention 
policies, and instructed medical students at Northwestern University and the Medical College of 
Wisconsin in courses such as “Violence as a Public Health Problem”, “Public Health Advocacy, 
Policy, and Law”, and “Physician Leadership”.  
 
He received his B.A. in Biology from Kalamazoo College (Kalamazoo, MI) and his MD and 
MPH from Tulane University (New Orleans, LA).  He is a proud husband and father.  His family 
currently lives in Michigan in his great-great-grandfathers farmhouse.   
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