Quick & Basic Training Guide
Module 3

CLINICAL FOLLAW? & RESOURCES

Seleda Williams, MD, MPH

California Department of Health Care Services
Chil drenés Medical Services

SN

February 27, 2010
Childhood Obesity 2010 Conference
San Francisco



http://www.dhcs.ca.gov/

Disclosure

Pediatric Skill Sets for Improved Care

A | have no relevant financial relationship with
the manufacturer(s) of any commercial
product(s) and/or provider of commercial
aSNIWAOSa RAA&AOdzaaSR A\

AdL R2 Y20 AYUSYR 02 F
unapproved/investigative use of a commercial
LINE RdzZOU K RSYWA OS Ay Yeé



Workshop Objectives

A Review Provider Role and Practice Pediatric
Obesity Provider Skills:

1. BMI Screening
2. Preventive Counseling
3. Clinical Followup & Resources



Workshop Objectives

Review AMA Expert Committee Recommendations on the
Assessment, Prevention, & Treatment of Child & Adolescen
Overweight & Obesity

WSOASG blrUA2YylFEf LYAGAIFIGAOGS
(NICHQ) guidelines & treatment algorithm for childhood
obesity

Explain why AMA Expert Committee & NICHQ pediatric
obesity guidelines & recommendations support skill sets



Quick & Basic Training Guide

A Please refer to Quick & Basic Training Guide;
Pages 15 to 18 for Module 3:

U Role of Medical Provider

U Why medical provider is critical in managing childhood obesity
U Prevention Plus

U Clinical Management: CMAF toolkit option

U Finding Community Resources & Health Education Materials

A Refer to CMAF Toolkit Chapters 2,4,5,7,8 &9



Treatment & Followdp Overview

Treatment Goals
ABehavioral Goals and Parenting Skills
ASelf Esteem and Self Efficacy

ABMI Velocity, Weight Loss Targets and
BMI % ile
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Treatment & Followdp Overview

A A Staged Approach from the AMA Expert Committe@eromotes
brief, officebased intervention then a systematic intensification
of efforts, tailored to the capacity of the clinical office, the
motivation of the family, the presence of risk factors and the
degree of obesity.

\

A Structured Weight Management

A Comprehensive, Multidisciplinary Intervention
A Tertiary Care Intervention

A Families progress to the next stage if there has been no
iImprovement in BMI/weight or velocity after@ months and if
the family is willing and ready.




A Staged ApproactOverview

A Stage 1- Prevention Plus

A Family visits with physician or health professional

A Frequency individualized to family needs and risk factors
A Stage 2 Structured Weight Management

A Family visits with physician or health professional with
training in childhood weight management. Visits can be
iIndividual or group.

A May include visits with a dietitian, exercise therapist or
counselor

A May include selmonitoring, goal setting and rewards

A Frequency monthly or individualized to family needs and
risk factors
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A Staged ApproaciOverview

A Stage 3 Comprehensive, Multidisciplinary Intervention
A Multidisciplinary team with experience in childhood obesity

A Frequency often weekly group sessions farBweeks with
follow up

A Stage 4 Tertiary Care Interventior{for select children only
when provided by experienced programs with established
clinical or research protocols)

A Medications- sibutramine, orlistat
A Verylow-calorie diets

A Weight control surgery gastric bypass or banding (not FDA
approved for children but in clinical trials)




NICHQ

AbtGA2YVIE LYAGAFGAGS -
A Quality refined the AMA Expert Committee
A Recommendations into:

A Step 1: Obesity Prevention at Well Care Visits
(Assessment and Prevention)

A Step 2: Prevention Plus Visits (Treatment)

A Step 3: Going Beyond Your Practice
(Prevention and Treatment)
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Obesity Algorithm

CMAF Toolkit
Ch. 2 Pg. 13
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NICHQ Recommendations based on AMA
Expert Committee
Provider Prevention & Treatment of Childhood Obesity

The Prevention Plus Visit

(Treatment)
Stage 1
3 1. 2-19yrs: BMI 8®4%ile with
Childhood ,
‘ Dontwfa?(eﬁgﬁt,y A ] risk factors
A\ 9 N e 2. All those with BMI>95%ile

Food I‘S:yn; cin help, Call 1 8883283483 0 s o you sl

More intensive weight management
Stage 2
Stage 3
Stage 4




The Prevention Plus Visit (NICHQ)

Please see CMAF Toolkit: Chapter 8 & Training Guide: Page 17

A Review Labs
A Discuss Treatment Options and Referrals

A Motivational Interviewing or Brief
Negotiation

A Cognitive Behavior Skills
A Arrange for FollowJp as Necessary




How often should visits occur?

» First FollowUp Visit
» When lab results back and-aepth survey completed

usually 18 weeks

» Format: inperson, sometimes by phone

» Subsequent Visits

A

> > > >

As needed based on risk factors conditions & readiness tc
change

Frequency Rangel week to 23 months

BMI checkg every 36 months (ZScore if able)

Format: irperson, phone, group, € mail (MD, NP, RD, HE)
Families progress to structured weight management if the
has been no improvement in BMI/weight or velocity after :
6 months and Iif the family is willing and ready




Treatment Goals Health Behaviors

A Lifelong healthy behaviors such as physical activity will impro
health outcomes regardless of weight change

A Improving self esteem and self efficacy can also improve heal
outcomes

A Small consistent changes over time can make a big difference

A Consistent behavioral changes averaging 110 to 165
kcal/day may be sufficient to counterbalance the energy ge
which leads to excess weight gain in some children.

A Changes in excess dietary intake (eg, eliminating one suge
sweetened beverage at 150 kcal/can) may be easier to
attain than increases in physical activity levels (1.9 hours
walking for an extra 150 kcal).

‘ 74 "N Pediatrics Vol. 118 No. 6 December 2006 pp. €1721-1733
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Treatment Goals BMI

A The long term BMI goal will need to be individualized based o
risk factors and genetics

A BMI < 85%ile Ideal long term goal
A BMI 8594%ile- Some children can be healthy in this range

A Short term BMI goals will need to be individualized based on
genetics, risk factors and the intensity of the intervention

A Decrease in BMI velocity
A Weight maintenance
A Weight loss

A Younger and more mildly obese children should change weigt
more gradually than older, more severely obese youth




Prevention Plus Visit Challenges

A Noncompliance with lab
tests

A Non-compliance with
follow-up visits

A Family readiness to change

A Perception by providers
that the followrup visit
does not have enough
content/substancdO
justify the cost




