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Objectives

» Explore the etiology of childhood obesity
» Diagnostic criteria
* Prevalence
» Etiology
» Sociocultural considerations
* Associated health problems

» Describe assessment, prevention, and treatment options for

childhood obesity
* 2023 AAP Clinical Practice Guidelines

Definitions

» Overweight
« BMI between 85 and 95t percentile

* Obesity
* BMI at or above the 95th percentile

» Severe Obesity

* Class 2
* BMI >120% to 140% of the 95th percentile

* Class 3
* >140% of the 95t percentile
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Definitions

* Obesity is a public health problem
* 1998-NIH classified as chronic disease
* 14.4 million children and adolescents

* Obesity is the most common chronic disease in childhood

» The problem is only getting worse....

AAP Clinical Practice Guidelines

* “Obesity results from a multifactorial set of socioecological,
environmental, and genetic influences that act on children

and families”

» Does not include:

* Prevention recommendations
 Evaluation and/or treatment recommmends for children less than 2




Prevalence

. (CDQ)
* 19% of children and adolescents aged 2—19 years are obese
* 3X increase from 1980 data
* 12% with BMI above 97%

* If the epidemiologic model stays stable
* 57% of children will become obese by age 35

Prevalence

* 2-5year olds

* 13.9%

* No increase from the 1999 data
* 6-11 year olds

* 18.4%

* Increase from 15.8%
* 12-19 year olds

*« 20.6%

* Increase from 16%
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Etiology (AAP Guidelines)

TABLE 1 Selected Examples of Multilevel Influencers and Contributors to Obesity

Example Description

A. Policy factors Marketing of unhealthy foods
Underresourced communities
Food insecurity

B. Neighborhood and community factors School environment

Lack of fresh food access

Fast food proximity

Access to safe physical activity
Environmental health
Parenting feeding style
Sugar-sweetened beverages
Portion sizes

Snacking behavior

Dining out and family meals
Screen time

Sedentary behavior

Sleep duration

Environmental smoke exposure
10. Psychosocial stress

C. Family and home environment factors
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11. Adverse childhood experiences

Etiology

D. Individual factors D.1. Genetic factors

Monogenetic syndromes and polygenetic
effects

Epigenetic effects

Prenatal risk

Parental obesity

Maternal weight gain

[

Gestational diabetes

Maternal smoking

Postnatal risk

Birth weight

Early breastfeeding cessation and

formula feeding

c. Rapid weight gain during infancy and

earty childhood

Early use of antibiotics

Childhood risk

Endocrine disorders

Children and youth with special health
care needs

Children with autism spectrum disorder

Children with developmental and

physical disabilities

Children with myelomeningocele

Attention-deficit/hyperactivity disorder

Weight-promoting appetitive traits

Medication use (weight-promoting

medications)

Depression
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Associated Problems

* Physical Health * Emotional Health
* Type Il Diabetes » Self-esteem
* Metabolic syndrome * Body image
» Cardiac disease » Depression
* Hypertension » Lower quality of life ratings
* Hyperlipidemia
* Sleep apnea * Social Health

» Orthopedic problems

+ Nonalcoholic fatter liver disease . Bullying
(NAFLD)

Risk of altered response to

medications

* Stigma
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Assessment

» Overweight children are identified as such by their PCP only
28% of the time

» Parents identify their own children even less often

* Who was identified?
* Older children
* Those with highest body mass index (BMI)

* What are the consequences of missed identification?
* Missed early intervention for those at-risk of being overweight




How do we assess?

* Obesity assessment should be completed at every Well Child
Visit
* BMI still gold standard
* 24+ months

* Diet assessment
» Diet quality
* Feeding difficulties
* Food insecurity

* Physical activity assessment
* Screen time
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Assessment

» Focused family history
* Risk of obesity
* 9% if both parents are lean
* 60-80% if both parents are obese

* Developmental considerations
* Increased prevalence in children with special health care needs

» Adverse Childhood Experiences (ACEs)

* Laboratory Evaluation
» Consider lipid evaluation for 2-9 yo with severe obesity
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What do we say?

* 3 key factors to facilitate non stigmatizing conversation

» Ask permission to discuss BMI and/or weight
» Avoid labeling by using person first language

» Use words that are perceived as neutral
» Preferred words: unhealthy weight, too much weight for age, height, or health
* Non-preferred words: obesity, large, overweight, chubby, fat
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What do we do?

* Have the conversation
» Assess factors impacting the family

» Assess readiness to change
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New Gold Standard

L Care
Shared decision making with patient and family
Culturally competent care
Treatment coordinated in the medical home
Transition planning

Patient & Family & PCPIPHCP
Partnership

Treatment Across Lifespan

Treatment intensity &

o ;‘_) support vary to address.

relapsing & remitting nature
of obesity as a chronic
disease

Structural and Contextual Factors
That Impede and Influence
Health and Treatment

Access to Care

Weight Bias and Stigma
Obesogenic Environments
Adverse Child Experiences
Racism

Health Inequities
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Treatment of Obesity

* Chronic disease=chronic care model
* Bring awareness
* Motivational interviewing
* Intervention




Intensive Health Behavior and Lifestyle
Treatment

Intensive Health Behavior and Lifestyle Treatment (IHBLT)

WHO: WHEN: WHAT: DOSAGE: FORMAT: CHANNEL:
Patient and Promptly for Health 1 Hei L i al Group, Face-to-face
family in child or and skill building treatment (strongest
partnership adolescent with on multiple topics across 3-12 evidence)
with a overweight or months with 2
multidisciplinary  obesity ideally > 26
treatment team* Community-based  contact hours Individual, or
setting with linkage
Behavior to medical home M Virtual
modification gm"’ (growing
and counseling Both evidence)

* PCPs andior PHCPs with raining in obesity as well as other professionals trained in behavior and iestyle fields such as dietiians, axercise specialists and behavioral heath
pracationers

* “Dose” matters!
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* Metformin * Phentermine
+ Not FDA approved for weight loss + FDA approved for short term use
* Modest reduction in BMI when paired with lifestyle change * Age>16

« Side effect profile similar to other stimulants
* Orlistat (Xenical) * Topiramate
* FDA approved for 12+

* FDA approved
« Side effect profile poor—uncommonly used as a result

+ Seizures 2+
+ headaches for 12+
- Glucagon-like peptide-1receptor g Sideietioct prof"e
. . . . . « Cognitive slowing
agonists (liraglutide, exenatide, dulaglutide, and . Potential teratogen
semaglutide)
* Slows gastric emptying to decrease hunger q g
+
« Liraglutide FDA approve for 12+ for obesity * Phentermine Toplramate
-+ Exenatide FDA approved for 10+ for T2DM « Approved for adult weight loss
* Use to treatment resistant adolescents

Counseling for birth control
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Metabolic and Bariatric Surgery (MBS)

» Reserved for adolescents with severe obesity

+ >10 years of age
« BMI21.2X 95 percentile with a weight related co-morbidity
* BMI>1.4X 95t percentile irrespective of co-morbidity

» Degree of BMI reduction 30%

* Regardless of starting BM|

* Improved chances of consistently and durably altering co-
morbid conditions
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Metabolic and Bariatric Surgery (MBS)

* Results are promising, but not without risk
» Micronutrient deficiencies
» Higher rate of fractures
» Excess skin requiring future surgeries
» Tendency for increased alcohol abuse
* Increased post-surgical loss of control eating
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Case Example #1

* 8 yo female

« Complex psychosocial history
« COVID

Case Example #2

» 8 yo male presents to pediatric
cardiologist
» Complaints of non-cardiac chest pain
» Hxof autism
* Tx with risperidone

* Why is that important information?
* Risperidone is associated with
lipid/metabolic problems, specifically
increased triglycerides and LDL

*Di

et

captain crunch and cheerios--with
milk

applesauce with meds once a day
chDonaId‘s pancakes and French
ries

cert%m scrambled eggs--can't have
any brown spots, particular cheese

white rice with soy sauce
totinos cheese pizza
Gatorade/soda

Pickles

» Response to non-preferred
foods




Case Example

* Goals

Increase variety of
foods

* Reduce 5
vomiting/gagging .

- LOS
* 45 weeks
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Summary

» Pediatric obesity is not going away

* [t is a chronic health condition

* Medical home
« Community recourses

* Treatment needs to be comprehensive
* Lifestyle change is often not enough
* Medication and surgery discussions should not be avoided for
extreme cases
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Resources

* www.guidelines.gov, National Childhood Action Network
Expert Committee Recommendation

» National Initiative for Children’s Healthcare Quality (NICHQ)
* American Academy of Pediatrics (AAP)

* American Medical Association (AMA)
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