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Why a new Algorithm?

Q Children with overweight and obesity may be sick

Q PCPs need to screen for comorbidities

0 To the extent possible, patients should be cared for
in their medical home

Q Providers have asked for guidance

How did we develop the

algorithm?
0 Engaged a small group of experts

Q Relied on existing guidelines

Q Utilized new research and new
consensus statements

Take Home Messages

0 Assessment is a critical piece of the puzzle
Q This assessment is doable in the primary care setting

Q Children who have a BMI > 85% may be sick and may
need:

= Special consideration to determine if they are ill
= Laboratory tests

= Additional work-up for comorbidities as determined
by positive signs and symptoms and family history
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Healthy Habits Questionnaire
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0 Gets conversation started
between parent and child

QO Keeps conversation going
throughout appointment

Q Can be used as a HEDIS
measure




Provide prevention counseling
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A Simple Framework
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Expectations in Primary
Care: Growth

Q Accurately measure and
chart growth
= Birth to 23 months — weight-
for-length
= 2 years and older — weight,
height, BMI, BMI% and
weight classification

Q Identify and note concerns

Words

What words do you use when
referring to the patient’s BMI?
Be sensitive and direct
Share why you, as the
provider, care
Avoid colloquialisms
Use the “O” word carefully

o wizsgary ainks] every 6yl
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Pausing for a Moment

0 These kids could be sick
Children at greater than 85t
percentile are at a higher risk
for comorbidities
We are going to look at 3 ways
to fine-tune/augment your
assessment:

= Family History

= Review of Systems

= Physical Exam

o

o

Childhood Obesity in Primary Care
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Augmented Obesity-specific Family History

O Obesity

O Type 2 Diabetes

O Hypertension

O Lipid level abnormalities
0O Heart disease

Barlow S, Expert Committee. Expert committee recommendations regarding prevention, assessment, and treatment of child and adolescent overweight and obesity:
Summary report. Pediatrics. 2007,120(4):5164-5192.

Augmented Obesity-specific Review of Systems

Probable causes

Snoring/sleep disturbances Obstructive sleep apnea
Abdominal p: GERD, constipation, gall bladder disease, NAFLD

Polyeystic ovary syndrome/Prader-Will syndrome
scre

Musculoskeletal stress from weight

Type 20M

Anxiety, school avoidance, social isolation Depression

Severe recurrent headaches Pseudotumor cerebri

Shortness of breath Asthma

Barlow S, Expert Committee. Expert committee recommendations regarding prevention, assessment, and
Summary report. Pediatrics. 2007;120(4):5164-5192.
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Augmented Obesity-specific Physical Exam

T Y-
Fypertension on 3.or more occasions

e e e

foorer ]
T

lsmallhandsandfectpolydacoy [P

Reproductive (Tanner stage, apparent micropenis, Premature puberty, may be normal penis buried in fat,
undescended testes) Prader-Wili syndrome

Barlow S, Expert Committee. Expert committee recommendations regarding prevention, assessment,
Summary report. Pediatrics. 2007;120(4):5164-5192.
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Health Risk Factors: Overweight

0 Healthy eating and active living behaviors
Q Family history

0 Review of systems

Q Physical exam

Overweight: Absent risk factors




Overweight: Risk factors present

These children have increased risk for
obesity related conditions and need to
move to the right side of the algorithm
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Laboratory Summary Slide

The recommended tests:
* Fasting Glucose
* Fasting Lipid Panel
* ALT
* AST

Additional laboratory test should be obtained as indicated
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elated Conditions

1 B The foll =

with obesity and should be considered for further work-up.
Additional lab tests may be warranted if indicted by the patient’s
clinical condition.” In 2014, cons onts i

Lo Hospital

conditions.*”

Endocrine:

. stic ovarian syndrome
(PCOS)

® Precocious puberty

® Prediabetes: Impaired fasting
glecose and/or impaired
Elucose tolerance as
demonstrated during a GTT

® Premature adrenarche

# Type 2 Diabetes

Gastrointestinal:

R « Cholelithiasis
—— - Constipation
«GERD

- Noenaleoholic fatty liver disease or steatohepatitis

Neurological:
« Pseudotumor cerebri

Orthopedic
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Psychological /Behavioral Health:
* Anxiety
* Binge eating disorder
# Depression

® Teasing/bullying
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Management and Treatment

Key Points:
Not every patient is ready
Fear tactics don’t work

There are no quick fixes
Frequent visits over time work

Small behavior changes can have profound effects
Motivational Interviewing works

The stages are a guide

The Next Steps guide and approach can be useful

11
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= Management and Treatment Stages for Patients with Overweight or Obesity
= « Patients should start at the least intensive stage and advance through the stages based
upon the response to treatment, age, BMI, health risks and motivation.

An empathetic and empowering counseling style, such as motivational interviewing,
should be employed to support patient and family behavior change.®?

Children age 2 — 5 who have obesity should not lose more than 1 pound/month; older
children and adolescents with obesity should not lose more than an average of 2
pounds/week.

Stage 1 Prevention Plus

Where/8y Whom: Primary Care Offi
What: Planned follow-up themed visits (15-20 min) focusing on behaviors that
resanate with the patient, family and provider. Consider partnering with dietician,
sacial worker, athletic trainer or physical therapist for added support and counseling.

Primary Care Provider

Goals: Positive behavior change regardless of change in BMI. Weight maintenance or
a decrease in BMI velocity.*

Follow-up: Tailor to the patient and family motivation. Many experts recommend at
least monthly follow-up visits. After 3 — 6 months, if the BMI/weight status has not
improved consider advancing to Stage 2.

12



Stage 2 Structured
Weight Management

‘Where/By Whom: Primary
training

‘What: Same intervention as Stage 1 while including more intense support and
structure to achieve healthy behavior change.

Goals: Positive behavior change. Weight maintenance or a decrease in BMI velocity.

Follow-up: Every 2 - 4 weeks as determined by the patient, family and physician. After
3= 6 months, if the ight status has not improved Jer advancing to Stage 3.
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Stage 3 Comprehensive
Tt N Multi-disciplinary Intervention
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Stage 4 Tertiary
Care Intervention
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What can be done in a well-child visit?

Q Assessment: Is the patient at risk for complications due to
his/her weight status?
0 Begin the conversation (tailored to family and risk)
0 Set the stage
0O Gauge patient and family interest in continuing the
conversation
Q Arrange for follow-up:
* Are labs necessary?
* Is areferral necessary?

* Does the patient and family want to keep talking about what
to do to get healthy?

Take Home Messages

Q Assessment is a critical piece of
the puzzle
Q This assessment is doable in the
primary care setting
Qa Children who have a BMI > 85%
may be sick and may need:
= Special consideration to
determine if they areill
= Laboratory tests
= Additional work-up for
comorbidities as determined by
positive signs and symptoms
and family history
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