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Obesity currently is the nation’s greatest public health challenge. Serious chronic 
disorders are rising rapidly among children, teens, and young adults.1-5 Despite the 
urgency, many primary care clinicians have failed to engage their patients and 
parents around the topic of obesity. Yet in early childhood, no other health propo-
nent has the access and influence to reshape the family’s collective habits. National 
guidelines now exist to guide primary care clinicians through the evaluation and 
counseling process.

Childhood Obesity
The prevalence of childhood obesity in the United States abruptly rose in 

the mid-1970s. Since then, rates steadily increased for nearly 30 years until the 
year 2000.6 In the fi rst decade of the 21st century, rates of overweight seem to 
have plateaued, but at very high levels. Although obesity rates were 5% in the 
early 1960s, data collected by the National Health and Examination Survey 
(NHANES) through 2008 revealed that among all U.S. youth, 32% are over-
weight (above the 85th percentile body mass index [BMI]) and nearly 18% are 
obese (above the 95th percentile BMI). Examined by age group, the prevalence 
of obesity was 12.4%, 17.0%, and 17.6% for children ages 2-5 years, 6-11 years, 
and 12-19 years, respectively.7,8 This illustrates how early in life excess weight 
takes hold. Furthermore, the prevalence rates of extreme obesity, which is hav-
ing a BMI > 97th percentile, was 8.5%, 11.4%, and 12.6% for children in those 
same age groups, respectively. 

The Critical First Years
Of particular interest are the children in the fi rst decade. This group con-

tinues to experience rising obesity rates of 1.2% to 2.1% in just the past 4 
years alone.7,8 The highest risk factor for childhood obesity is parental obesity. 
Currently, more than two-thirds of U.S. adults are overweight and one-third 
are obese. The young adult parent of today represents the fi rst wave of chil-
dren caught in the obesity epidemic in the 1970s. This makes their children 
highly vulnerable to early and persistent excess weight.9-11 Being overweight in 
preschool raises by fi ve-fold a child’s risk of being overweight at age 12 years. 
Similarly, the child who is overweight or obese in the middle school years (10-
14 years) has an 80% likelihood of being obese at age 25 years, compared with 
a mere 10% likelihood if normal weight.12 Collectively, the data indicate that 
the earlier the onset of obesity and the longer that it continues into the second 
decade, the greater the likelihood of maintaining obesity into adulthood.9-12

Primary Care is Front Line
Well-child visits to primary care providers offer the best public health oppor-

tunity to instill proper nutrition and physical activity habits in very young 
children. Nearly 95% of pediatricians obtain height and weight information on 
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First Lady Michelle Obama has brought the problem of 
childhood obesity to national attention. Her “Let’s Move” 
program focuses on four key pillars: educating parents about 
nutrition and exercise, improving the quality of food in 
schools, making healthy foods more affordable and accessible 
for families, and emphasizing more physical education. 

This article highlights the pivotal role that pediatricians 
and primary care physicians play in combating this recent 
plague.

 ● Fewer than 20% of pediatricians and pediatric nurse 
practitioners use BMI percentile to assess weight.

 ● The American Academy of Pediatrics and 14 other col-
laborating organizations formed the Expert Committee 
on the Prevention, Identifi cation and Treatment of 

Childhood Obesity, publishing their Expert Committee 
Recommendations (ECRs) to guide clinicians.

 ● World Health Organization growth charts for those less 
than 24 months old and the CDC growth charts for those 
above 24 months are the recommended metrics to identify 
potential growth problems of under- or over-weight.

 ● Identifi cation of a child at risk mandates the following 
screening labs, depending on the age of the child and the 
extent of overweight: FBS, ALT and AST, and lipid 
panels.

 ● Clinical counseling including the simple mnemonic 
device, 5-2-1-0, has been shown to be effective.

Executive Summary

their patients during well-child vis-
its; yet documentation of BMI and 
counseling are not commonly found 
on chart review.13-15 Only 12.5% and 
13.3% of pediatricians and pediatric 
nurse practitioners, respectively, use 
BMI percentile to assess weight. The 
majority use their clinical impres-
sion.16 And another study showed 
that only 5% and 28% of overweight 
and obese children, respectively, had 
the diagnosis charted in their medi-
cal record.17 Following the trajectory 
of a child’s rising BMI percentile can 
aid in an early recognition. Clinicians 
infl uence the parents’ sense of 
urgency regarding the child’s weight 
status by using the objective BMI 
information and a clear diagnosis 
of the problem. A recent sample of 
parents revealed that only 22% of 
patients with an obese child and 14% 
with an overweight child recalled 
the physician mentioning the child’s 
abnormal weight.18 

How to Discuss Weight
Many parents are overweight. 

Their experiences with weight may 
have been emotionally traumatic, 
so broaching obesity can be chal-
lenging. Physicians should focus on 
weight as a health issue. Making the 
child’s BMI percentile a point of 
discussion during every well-child 
visit will heighten the family’s sense 
of concern. Evidence of a chang-
ing BMI percentile can be useful 

to repeatedly raise awareness. If the 
child is already overweight or obese, 
the clinician can tie the BMI percen-
tile with the family’s health history 
to create a risk profi le, linking the 
child’s current and future health with 
diseases well known to the family. 

Parental Perception
A family’s readiness to change its 

health-related behaviors can begin 
only once the parents recognize that 
a child is overweight. Parental recog-
nition of obesity in their own child 
is poor.18-21 In a sample of parents 
attending well-child visits who were 
asked to select words to characterize 
their child’s weight status, parents 
of overweight and obese children 
were more likely to perceive their 
child as “about the right weight” 
rather than “a little overweight or 
obese.” However, parents of over-
weight and obese children also were 
more likely to select visual images 
of a heavier child than an image of 
an average or lighter weight child, 
indicating a disconnect between the 
words they used to describe their 
child’s weight status and their image 
of the child’s body.18 In another 
study population, 71% of parents 
of overweight children and 28% of 
parents of obese children perceived 
their child’s weight as “about right” 
and 72% of parents of obese children 
perceived their child as “somewhat 
overweight.” Only 25% of parents of 

overweight children and none of the 
parents of obese children accurately 
categorized their child’s weight 
status.21 Parental misperception of 
their child’s weight status may be 
infl uenced by the age and sex of the 
child. Parents were more likely to 
classify their sons incorrectly than 
their daughters. Also, the child’s age 
can infl uence a parent’s concern.18,21 
Parents with children younger than 
6 years old were less likely to recog-
nize that their child was overweight, 
but were more likely to be concerned 
about their child’s weight status 
when they did become aware of it, 
making this age group a prime target 
for intervention.18

Evidence-Based Goals
The American Academy of 

Pediatrics (AAP) and 14 other 
collaborating organizations 
formed the Expert Committee 
on the Prevention, Identifi cation, 
and Treatment of Childhood 
Obesity. In 2007, this group 
published its Expert Committee 
Recommendations (ECRs) to guide 
clinicians.22 (See Table 1.) These 
recommendations were rooted in 
scientifi c research and compiled to 
achieve optimal effectiveness in clini-
cal practice. The primary behavioral 
targets included: 

• Exclusive breastfeeding for the 
fi rst 6 months of life

• Eating breakfast daily



www.ahcmedia.com  Primary Care Reports / Volume 17, Number 4 / April 2011 39

Table 1: 9 Expert Committee Recommendations for Healthy 
Diet and Active Lifestyle Habits

• Encouraging family meals
• Limiting fast food 

consumption
• Increasing fruits and 

vegetables
• Limiting sugar-sweetened 

beverages
• Eating age-appropriate 

portion sizes
• Limiting screen time to 

2 hours per day
• Participating in at least 60 

minutes of physical activity
These messages can be delivered as 

anticipatory guidance for preventive 
purposes while children are younger, 
or they can be used as part of the 
intervention strategy when the child 
has been identifi ed with a rising BMI 
or a BMI already exceeding the 85th 
percentile. 

Toolkits, books, and programs 
have been developed to give clini-
cians resources for use in practice For 
example, see www.AAP.org for pro-
fessional resources on obesity. (See 
Table 2.)

“An Ounce of Prevention” was 
developed in Ohio as a collabora-
tion between medical and public 
health representatives and is avail-
able free to clinicians (see the Ohio 
Chapter of the American Academy 
of Pediatrics at www.OhioAAP.org). 
This series of visit-by-visit guides 
comprises a counseling process 
for obesity prevention, including 
resources that augment and amplify 

the basic recommendations of the 
Expert Committee. The materials 
are printed in English and accul-
turated Spanish. Parent handouts 
accompany each well-child visit and 
extend the physician’s counseling 
on age-specifi c nutrition and activ-
ity behaviors. Figure 1 depicts the 
“Ounce of Prevention” handout for 
the 18-month well-child visit. 

The BMI Charts
The BMI percentile is the most 

powerful tool for determining 
obesity. As a proxy for fat mass, it 
indicates whether the child is nor-
mal weight (or underweight) vs 
overweight (BMI 85th to 94th per-
centile) or obese (BMI greater than 
the 95th percentile).22 The Centers 
for Disease Control and Prevention 
(CDC) has provided many resources 
for clinicians about the BMI (avail-
able at www.CDC.gov). In 2006, 
the AAP, the CDC, and the National 
Institutes of Health convened to dis-
cuss the use of 2006 World Health 
Organization (WHO) growth charts 
in combination with the 2000 CDC 
growth charts. There were differ-
ences in the population of children 
studied and the methods used to 
create the CDC and WHO growths 
charts, and therefore, each growth 
chart describes growth in childhood 
from a different perspective.23 The 
CDC growth charts depict a snap-
shot of how a representative group 

of children were growing in a spe-
cifi c place and time. It is best used 
as a growth reference. For children 
younger than 24 months old, data 
were obtained from national vital 
statistics (for birth weights) and from 
Missouri and Wisconsin vital statis-
tics (for birth lengths), the Pediatric 
Nutrition Surveillance Systems, and 
NHANES I, II, and III data, col-
lectively. At least 50% of the infants 
included in the CDC charts were 
breastfed and 33% were breastfed 
until 3 months of age. Additionally, 
the CDC charts included infants 
and toddlers whose measurements 
refl ected overweight. 

The WHO charts, on the other 
hand, illustrate how healthy children 
thrived under the most favorable 
conditions, and therefore repre-
sent an optimal growth standard. 
The children included in the WHO 
growth charts were breastfed exclu-
sively during the fi rst 4 four months 
of life and continued breastfeed-
ing until at least 12 months of age, 
meeting both the U.S. dietary refer-
ence intakes and the AAP’s endorse-
ment on breastfeeding. Additional 
selection criteria included low 
socioeconomic status, low altitude at 
birth, as well as inclusion of at least 
20% of mothers who followed inter-
national feeding recommendations. 
Weight and length were measured 
weekly during the fi rst 2 months of 
life, monthly until 12 months of age, 
and then bimonthly until the child 
was 24 months of age. For children 
24-59 months of age, population 
demographics were similar. However, 
for children 24-59 months old, the 
WHO growth charts did not incor-
porate children whose weight was 
three standard deviations above the 
mean weight. Therefore, as a result, 
overweight children were not incor-
porated on the charts, even though 
these children were included as part 
of the study population. 

Based on the different method-
ologies utilized, it has been recom-
mended that the WHO growth 
charts be used for children less than 
24 months old and the CDC growth 
charts for those above 24 months. If 
the WHO growth charts are utilized, 

Child and Adolescent Healthy Weight and Nutrition Tips
• Limit sugary beverages
• Eat 5 servings of fruits and vegetables per day
• Get 60 minutes/day of moderate physical activity
• Maintain screen time of 2 hours/day or less
• Remove TV/computer from child’s bedroom
• Eat breakfast daily
• Encourage family meals
• Decrease frequency of eating out
• Limit portion sizes

Sources: Available at: www.nationwidechildrens.org/managing-obesity. Barlow 
SE. Expert committee recommendations regarding the prevention, assessment, 
and treatment of child and adolescent overweight and obesity: Summary report. 
Pediatrics 2007;120(Suppl 4):S164-S192.
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physicians should use the 2nd and 
98th percentiles to identify potential 
growth problems of under- or over-
weight. The CDC charts not only 
provide physicians a well-researched 
screening method for children 2-19 
years old, but also they incorporated 
overweight children in the study 
population. Physicians using the 
CDC charts were recommended to 
continue to use 5th, 85th, and 95th 
percentiles as indicators of unhealthy 
weight. But remember that the BMI 
is only a screening tool, not a diag-
nosis. Muscle mass or edema can 
contribute to BMI. So it is crucial 
that an abnormal BMI be followed 
by an examination to determine 
whether the child is at risk due to 
adiposity. 

The Child at Risk
Once the clinician confi rms that 

the child is either rapidly cutting 
across BMI percentile ranks or is 
already overweight or obese, the 
focus shifts to an assessment of the 
degree of health risk. There are four 
steps to assess health risk: 

1. A family health history —
centered on obesity, diabetes, 
and cardiovascular disease 
(hypertension, dyslipidemia, 
medications or surgeries, heart 
attacks or strokes, early death)

2. A targeted review of systems 
—centered on obesity-related 
disorders, such as sleep apnea, 
asthma, polycystic ovary syn-
drome, and psychological 
problems

3. A targeted physical exam 
—centered on the physical 
fi ndings of obesity-related 
disorders, such as acanthosis 
nigricans to indicate insu-
lin resistance, hypertension, 
enlarged liver, hirsutism

4. Screening blood tests 
The family history includes an 

assessment of current behavioral 
risks that affect energy balance, 
such as sedentary time and physical 
activity behaviors, meal and snack-
ing habits, daily schedule, and sleep 
time. In this aspect of the history, 
the clinician is seeking to identify 
modifi able behavioral risks that are 

contributing to the child’s energy 
imbalance. Behavioral risks fall into 
two categories: traditional and non-
traditional risk factors. Traditional 
risks are those dietary behaviors and 
physical activity behaviors directly 
related to calories in and calories out. 
Non-traditional risk factors include 
factors that comprise the structure of 
a child’s daily life, including regular 
breakfast time, day care or school 
time, sleep and wake times, family 
meals, play time, and study time. 
The compilation of traditional and 
non-traditional risks will identify for 
the clinician where to begin when 
counseling the patient and family on 
weight management. 

The identifi cation of a child at risk 
mandates screening labs, accord-
ing to the Expert Committee 
Recommendations. Depending on 
the age of the child and the extent 
of overweight, the blood tests will 
include some or all of the follow-
ing: a lipid panel (for all overweight 
or obese children), fasting glucose, 
ALT, and AST (for all obese chil-
dren or those who are overweight 
and above age 10 years). Labs 
screen for high triglycerides, LDL 
or VLDL cholesterol, a low HDL 
cholesterol, glucose intolerance or 
early type 2 diabetes, and evidence 

of non-alcoholic fatty liver disease. 
Chart evaluations of obese children 
in pediatric practices showed that 
orders for a lipid panel, fasting glu-
cose, ALT, and AST were found in 
charts in only 57.8%, 29.0%, and 
10.8% of cases, respectively. Only 
15% of pediatricians consistently 
followed all the recommendations 
set by the Expert Committee in 
2007.16 Only 25% of pediatricians 
collected a complete family history; 
the remaining assessed some aspect 
of the health history — 85% asked 
about overweight family members, 
90% assessed the child’s family his-
tory for cardiovascular disease and 
hypertension, and 64% asked about 
diabetes mellitus and dyslipidemia.16 
Identifi cation of signs such as acan-
thosis nigricans, symptoms such as 
amenorrhea, or abnormal laboratory 
fi ndings such as high cholesterol 
values, are critical tools that allow 
the clinician to frame the problem 
in terms of the child’s health. These 
signs and symptoms form the ratio-
nale for repeated counseling visits.

Promoting Change
A diagnosis of obesity will elicit a 

range of reactions from parents and 
caregivers. Many will be defensive. 
The most important determinant of 

Table 2: Internet Resources

Serving sizes and specifi c www.MyPyramid.gov
 caloric needs 

General information on www.MyPyramid.gov/kids
 feeding kids

Portion sizes www.theportionplate.com

  http://hp2010.nhlbihin.net/portion

Information on fruits  www.fruitsandveggiesmatter.gov
 and vegetables

Calcium-rich recipes www.3aday.org

School lunches, sleep habits www.kidshealth.org

Physical activity (for kids) www.kidnetic.org

Physical activity (for parents) www.cdc.gov/nccdphp/dnpa

Caffeine content of beverages http://kidshealth.org/teen/drug_
  alcohol/drugs/caffeine.html
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Figure 1: “Ounce of Prevention” Handout for the 18-month-old Well-child Visit

Clinicians can individualize each handout with the child’s name, height, weight, and weight for length 
percentile. Handouts provide age-specifi c diet and activity behaviors. For the complete set of materials, see 
www.ohioaap.org/pediatrician-education/ohio-aap-educational-materials/ounce-of-prevention.

Food for Thought

Feeding Advice

Be Active

Notes:

18 months
eighth visit...

What foods does your child like to eat? 
Do you eat together as a family? 
Do you allow your child control over how much they eat? 
Do you offer a dessert as a reward? 
What types of activities do you do as a family?

● Provide your child with healthy, planned snacks twice a day. 
● Don’t offer snacks before meals. 
● Think of snacks as small meals between bigger meals, give your child

the same kind of foods you would give at meal time. 
● Limit sweets, desserts & avoid giving them candy. 
● Give water for thirst. 
● Your child should be allowed to stop eating when they are full. 
● Avoid eating in the car.

● Sit down and eat together as a family. 
● Children like to eat with other people and they also like to see what

you are eating, be a good role model. 
● You may need to offer a food more than 10 times before your child

will accept it.

● Your child will naturally like to run and climb stairs. 
● When your child is awake, make sure they are not sitting for more

than one hour at a time. 
● Play with your child daily. 
● Screen time (TV, computer, electronic games) not recommended under age 2.

Child’s name

Height                Weight                                          Date          

Weight for Height percentile      %          

A collaboration of Healthy Ohio; the American Academy of Pediatrics,
Ohio Chapter; Ohio Department of Health; Ohio Dietetic Association;
Nationwide Children’s Hospital and American Dairy Association Mideast.
May be reproduced in its entirety for educational purposes. December 2007
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successful weight management in a 
young child is the family’s readiness 
to change. In one study evaluating 
parental attitudes, concern about 
excess weight (78%) was similar 
to that of their child experienc-
ing multiple sunburns (76%) and 
only slightly higher than concern 
about watching too much television 
(67%).24 Parental lack of concern 
may relate to misperceptions about 
future problems associated with 
excess weight. Sixty-seven percent 
of parents believed that their over-
weight child was more likely than 
healthy weight children to be over-
weight as an adult; 74% believed that 
the child would have more diffi culty 
with social relationships; and 76% 
believed that the child could develop 
diabetes.25 

The starting point for health 
behavior change varies widely 
between patients. According to the 
Transtheoretical Process, there are 
fi ve stages that categorize one’s read-
iness to attempt behavior change: 
pre-contemplation, contemplation, 
preparation, action, and mainte-
nance.26 The physician’s role is to 
continue to express concern at each 
visit and encourage small, simple 
changes to get the family started. 
When the family has maintained a 
change in the child’s health behavior 
for 6 or more months, the family is 

in the maintenance stage of change.27 
Successful change builds upon itself. 
Particularly in obesity, relapses 
commonly occur. Rhee et al asked 
parents if they were thinking about 
making health behavior changes that 
would result in their child losing 
weight. Parents of obese children, 
compared with parents of overweight 
children, had an odds ratio of 4.5 for 
being in the preparation or action 
stage. This underscores the need 
for the physician to make families 
aware of their child’s weight status. 
When parents believed that their 
child’s weight posed a health risk, 
they had 16 times the odds of being 
in the preparation or action stage. 
There was increased odds for parents 
being in the preparation or action 
stage when they were overweight 
themselves, further supporting the 
need to raise the issue with families 
routinely. 

Individually Based Risk
Despite a common assumption 

that obese patients share a common 
path to obesity, neither the causes 
of overweight, its development, nor 
the response to therapy are shared. 
Besides the child’s familial genetic 
potential for obesity, race, ethnicity, 
and poverty are foremost contribu-
tors to risk.28-35 A study by Taveras 
et al illustrated ethnic differences. 

Hispanic and black children 2 years 
of age and older were more likely to 
have televisions in their bedrooms, 
to be consuming more fast food 
meals, and to be drinking more 
sugar-sweetened beverages than 
their white peers.28 Using the 2001 
to 2003 Fragile Families and Child 
Wellbeing Study, Whitaker et al 
evaluated how race/ethnicity and 
several other socioeconomic indica-
tors infl uenced the rates of obesity 
in preschool-aged children. Families 
were interviewed at the birth hospi-
tal (n = 4898), approximately 1 year 
after birth, and at 3 years of age (n 
= 2452).34 Despite their young age, 
the results were striking. Eighteen 
percent of children already were 
obese and 35.6% of children were 
at or above the 85th percentile for 
BMI. However, Hispanic children 
had an even higher prevalence of 
obesity of 25%, signifi cantly higher 
than other groups. Interactions were 
not found between maternal educa-
tion, income, or food security on 
the prevalence of obesity. Even with 
socioeconomic factors considered, 
Hispanic children had an 84%–104% 
higher risk than white children. 

Obesity is fueled by genetics as 
well as by an individual’s day-to-day 
life habits. A study of 4-year-old pre-
schoolers by Anderson and Whitaker 
revealed that only 56.6%, 57.5%, and 
40.4% ate meals with their families 
6 or 7 days a week, slept an average 
10.5 hours or more each night, or 
watched fewer than 2 hours of TV a 
day, respectively. Children were 23%–
25% less likely to be obese if they 
displayed even one of those three 
behaviors. Cumulatively, a child fur-
ther reduced the odds of being obese 
by 17% for each additional behavior 
manifested.29 This study brings atten-
tion to the benefi ts of encouraging 
structure in a child’s life. Although 
not included in the ECRs as tar-
geted behaviors, set sleep and wake 
times along with sleep duration have 
been independently associated with 
obesity in children. For instance, 
7-year-old children were more likely 
to be obese if they fell into the low-
est two quartiles for sleep duration 
when compared with children in the 

Table 3: Approach for Management of Excess Weight 
During Primary Care Office Visits

Raise clinician awareness

Address parental perceptions

Raise parental awareness of child’s weight status

Approach excess weight-related discussions—Anticipatory Guidance

Assess traditional and non-traditional risk factors

Collect child’s history

Gauge family’s readiness to change

Begin excess weight management discussions
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highest quartile for sleep duration, 
indicating that adequate sleep may 
reduce the risk of obesity.30 

Barriers
Clinicians report that treating 

obesity appears overwhelming, even 
though 78.1% and 89.1% of pedia-
tricians thought that obesity war-
ranted intervention.36 Pediatricians 
perceived lack of patient motivation 
(85.7%), lack of parent involve-
ment (81.2%), lack of support ser-
vices (60.0%) lack of clinician time 
(58.0%), and lack of treatment skills 
(45.0%) as barriers to treatment.36 In 
another study, physicians cited envi-
ronmental, practice-based, and indi-
vidual patient and family factors as 
barriers to effective treatment. Fast 
food and soft drink availability were 
noted by 97% and 95% of physicians, 
respectively, as ubiquitous environ-
mental factors, while the most com-
mon practice-based barriers were lack 
of reimbursement for non-MD staff 
(51%), lack of on-site dietitian (51%), 
and lack of patient education materi-
als (44%).37 Sixty-fi ve percent of phy-
sicians felt that the caregiver’s failure 
to perceive weight as a problem was 

the most common barrier to treat-
ment. Pediatricians thought that 
treatment of childhood obesity was 
more complex than treatment of 
adults because it involved changes 
within the entire family.38 But pedia-
tricians also expressed interest in 
learning behavioral management 
strategies, tips for resolving family 
confl icts, and guidance in parenting 
techniques. They would prefer to 
learn this information and acquire 
additional skill sets by referencing 
professional guidelines and tak-
ing continuing medical education 
courses.38 Of all the practice barriers 
cited by physicians, 96% of physicians 
expressed a need for better counsel-
ing tools to help them shape behav-
ior changes in their patients.37 

Approaching Counseling
The clinician should set reason-

able goals for counseling. The 
initial objective of counseling is 
not to induce weight loss, but to 
improve everyday habits, such as 
dietary choices and sedentary time. 
Increased physical activity and fi t-
ness are later goals to be achieved 
incrementally. In addition, evidence 

of a more structured daily sched-
ule, improved family commitment 
and confi dence, as well as a sup-
portive network surrounding the 
child, are all fundamental founda-
tions for weight management. So 
weight is not the sole, or even the 
most important, measure of suc-
cess for the primary care counseling. 
Parents, especially mothers, are the 
most powerful agents of change for 
a young child.39,40 Thus, manage-
ment of the child’s weight should 
be viewed as a stepwise, incremental 
process, enacted through a series of 
offi ce visits in a concentrated period 
of time by engaging the family in 
the process.41 The intervention goals 
should be individualized, designed 
in conjunction with the family, and 
initiated following the initial screen-
ing offi ce visit.42 The simple guide-
lines outlined in Table 3 provide the 
foundation and basic framework for 
more intense counseling processes 
and resources that gradually should 
incorporate all nine of the Expert 
Committee Recommendations plus 
non-traditional risk factors. (See 
Table 4.)

Sequential Counseling 
Visits 

In a self-reported survey on offi ce 
visits with preschool-aged children, 
only 50% of pediatricians made rec-
ommendations for weight control, 
compared with school-aged children 
where 82% of pediatricians made 
such recommendations.43 However, 
pediatrician recommendations often 
were not specifi c, such as changing 
“eating patterns” or “limiting spe-
cifi c foods,” and in physical activity 
“increase free play” or “decrease 
sedentary behaviors.” Pediatrician 
concordance with the ECRs was 
approximately 40% for dietary behav-
iors and 80% for physical activity.43 
A tool to bolster self-effi cacy may 
include obesity counseling train-
ing sessions as a continuing medi-
cal education activity. These often 
include information on the topics 
of detecting unhealthy weight tra-
jectories, communicating sensitive 
weight issues to parents, providing 
evidenced-based messages on diet 

Table 4: 10 Recommendations for Children

1. Improve food sold in schools.
2. Increase comprehensive health, nutrition, and physical 

education programs in schools and preschools.
3. Develop standardized national approaches to track BMI-for-age.
4. Develop national approaches for health care providers to 

improve nutrition, physical activity, and healthy weight gain 
during pregnancy.

5. Increase safe routes to schools and recreation areas.
6. Remove sugar-sweetened beverages and high-calorie snacks 

from schools, recreation centers, and other places where 
children gather.

7. Develop responsible zoning policies for fast-food around schools 
and other child-specifi c sites.

8. Promote a reduction in screen time and urge the removal of 
screens from the bedroom.

9. Develop policies on the marketing of foods to kids.
10. Establish affordable summer programs that support a healthy 

child. 
Source: Center for Nutrition Policy and Promotion. Dietary Guidelines for 
Americans, 2010. Integrating the Evidence Available at: http://www.cnpp.usda.
gov/dietaryguidelines.htm. Accessed March 14, 2011.
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and physical activity, and following 
up on counseling messages.44 Perrin 
et al provided physicians with ways 
to initiate discussions on weight 
management, using “Promoting 
Healthy Weight” counseling tools, 
BMI color-coded charts, and tools to 
assess parental readiness to change. 
Physicians who participated in this 
intervention experienced an increase 
in their ability to interpret BMI and 
identify risky eating and physical 
activity behaviors, and their skill to 
counsel on risky eating and physical 

activity behaviors.44 
Parents of overweight children 

offered insight for clinicians on 
how they should approach and 
facilitate discussions on pediat-
ric overweight.45 Parents felt that 
such discussions should begin with 
pediatricians classifying the child’s 
weight status, referring to national 
standards and discussing the associ-
ated health risk of excess weight. 
Two of the Expert Committee 
Recommendations, those urging 
parents to limit sugar-sweetened 

beverages and limit screen time to 
2 hours, were considered especially 
challenging. Sugar-sweetened bev-
erages should be clearly defi ned to 
include fruit drinks (sweetened water 
with little real juice), energy drinks, 
sweet teas, soft drinks, sugary pow-
ders, and other sources of added 
sugar. Instead, clinicians should 
promote water for thirst along with 
important nutrient-dense alterna-
tives, such as 100% fruit or vegetable 
juice, low-fat or non-fat milk, and 
fl avored milk. Recommendations 

Table 5: Healthy Servings for Children

Daily eating guide for children who participate in 60 minutes of moderate activity per day

Food Type Children 2-3 years old Children 4-8 years old
Grain Group 3 oz/day 4-5 oz/day
Bread 1 slice 1 slice
Bun, large bagel, English muffi n ½ ½
Crackers (whole grain) 5 5
Dry cereal (unsweetened) fl akes 1 cup 1 cup
Cooked cereal ½ cup ½ cup
Cooked rice, pasta ½ cup ½ cup

Fruit Group 1 cup/day  1-1½ cups/day
(1 cup fruit or 100% fruit juice or ½ cup dried fruit = 1 cup fruit)
Fresh/whole ½ cup 1-2 cups
Cooked or canned ½ cup 1 cup
Juice (100% fruit juice) 4 oz 8 oz
Dried fruit ¼ cup ½ cup

Vegetable Group 1 cup/day 1½ cups/day
(1 cup raw or cooked vegetables or vegetable juice, or 2 cups or raw leafy greens = 1 cup vegetables)

Milk Group 2 cups/day 2 cups/day
(choose lowfat or fat-free)
Milk, yogurt 1 cup 1 cup
Cheese, natural cheddar, string cheese 1½ oz 1½ oz
American, processed 2 oz 2 oz

Meat Group 2 oz/day 2 oz/day
Meat, poultry, fi sh 1 oz 1 oz
Dry beans and peas, cooked ¼ cup ¼ cup
Peanut butter 1 tablespoon 1 tablespoon
Egg 1 1
Nuts or seeds ½ oz ½ oz

Source: The Ounce of Prevention Program, a collaboration of the Ohio Department of Health, Healthy Ohio, the American Academy 
of Pediatrics–Ohio Chapter, Nationwide Children’s Hospital, the American Dairy Association Mideast, and the Ohio Dietetic 
Association. Complete handouts available at: http://www.healthyohioprogram.org/healthylife/nutri2/nutrikids2/ouncedoc.aspx. 
Accessed March 14, 2011.
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should include age-appropriate serv-
ing size and frequency of consump-
tion. For instance, preschool-aged 
children should consume no more 
than one 4-6 ounce glass of 100% 
fruit juice per day and teens should 
only consume 8-12 ounces per day.46 
See Table 5 for additional informa-
tion on healthy serving sizes for 
children.

Parents expressed diffi culty in lim-
iting screen time during inclement 
weather or limiting screen time when 
they felt it was educational. Although 
challenging, pediatricians can rec-
ommend planned screen time and 
planned non-screen time to encour-
age structure.47,48

Clinician counseling has been 
shown to be effective. To start, a 
simple mnemonic device, the 5-2-
1-0 recommendation has been 
championed within the AAP for 
anticipatory guidance (see AAP.org 
or BrightFutures.AAP.org). The 
behaviors targeted are restricted 
to: 1) eating fi ve or more servings 
of fruits and vegetables each day, 
2) limiting screen time to less than 
2 hours per day, 3) being physi-
cally active for at least 1 hour each 
day, and 4) consuming little or no 
sugar-sweetened beverages.49 In 
the Delaware Initiative, health care 
professionals were offered training 
to support a range of staff within 
the primary care setting, including 
receptionists, nurses, nurse practi-
tioners, and physicians. A similar 
primary care intervention, Keep 
ME Healthy—The Maine Youth 
Overweight Collaborative, pioneered 
the use of the 5-2-1-0 materials and 
physicians engaged in a quality col-
laborative. To improve the quality of 
obesity care, teams collected baseline 
data from 70 well-child visits charts 
to evaluate documentation of height, 
weight, BMI, BMI percentile, diag-
nosis of overweight or obesity, and 
blood pressure. Families seen during 
the collaborative were asked if they 
had heard the 5-2-1-0 messages at 
previous offi ce visits and were asked 
to rate the counseling they received 
during current visits. Providers were 
surveyed before and during the col-
laborative to obtain their knowledge, 

self-effi cacy, and practices around the 
5-2-1-0 messages. There was a 64% 
increase in obtaining BMI percentile, 
a 56% increase in weight classifi ca-
tion, and an 82% increase in the use 
of the 5-2-1-0 behavioral screening 
tool. Parents also indicated that phy-
sicians began to discuss the 5-2-1-0 
messages and provided increased 
nutrition, physical activity, screen 
time, and sweetened beverage coun-
seling. Providers reported increased 
self-effi cacy to counsel patients on 
obesity. With time, clinicians can 
expand their counseling to encom-
pass the range of Expert Committee 
Recommendations plus inclusion 
of non-traditional behavioral risks, 
as well as an acknowledgement of 
cultural, literacy, and language differ-
ences between families.50

Making the Messages 
Work

In The End of Overeating, David 
Kessler identifi es the primary 
problem to be treated as “condi-
tioned hypereating.”51 This term 
clearly frames the aims of counsel-
ing. Dietary habits are the result 
of repeated exposure to powerful 
food stimuli, particularly to high-
sugar, high-fat, and high-salt items. 
Counseling, then, requires the 
gradual disconnection of the trig-
gers, represented by food stimuli, 
from the patient’s habitual responses, 
along with the substitution of new, 
more healthful habits. Each success 
decreases the power of the stimu-
lus to evoke a conditioned eating 
response. To accomplish this, a num-
ber of behavioral techniques that 
are utilized by weight management 
centers may be useful for the primary 
care clinician during counseling:

• Create an awareness of the 
patient’s food-response habits. 

• Help establish competing 
behaviors meant to replace 
prior impulsive responses.

• Formulate specifi c thoughts 
and words that interrupt 
habitual responses by stat-
ing rules that refl ect personal 
goals.

• Create a decision point, a 
momentary delay between the 

urge and the impulse to eat, 
to interject the new, planned 
action.

• Learn to identify satiety. 
• Find individuals who can sup-

port the patient, reinforce 
their new habits, and encour-
age them to continue.

• Establish daily structure to 
minimize usual cues to eating, 
such as boredom or solitude.

• Expect relapses to occur and 
plan for them.

• Keep a diary of meals and 
snacks, the situations that set 
up successes and failures, and a 
regular record of weight.

Conclusions
The primary clinician who cares 

for children and adolescents has a 
unique opportunity to shape every-
day eating and activity patterns. The 
well-child visits are particularly pow-
erful in the fi rst years when lifelong 
habits are established. The funda-
mental behaviors that prevent and 
treat obesity are the same, but they 
need to be approached differently in 
practice. Using the BMI percentile 
allows the family to see how they are 
doing. When the child is becoming 
overweight or is already obese, the 
clinician’s goals change. The BMI 
percentile is used to raise awareness 
of growth trajectory and the health 
implications for the child, given the 
family’s health history. Screening lab 
tests, a targeted history, and physi-
cals can help reinforce the clinician’s 
concerns. The treatment involves 
gradual replacement of old habits 
with newer, healthful behaviors. 
Counseling tools and behavioral 
motivation techniques are available 
to aid the primary care clinician in 
mastering this crucial skill in practice.
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CME Questions

22. Childhood obesity rates rose steadily 
between:
a. 1950 and 2000.
b. 1960 and the mid-1970s.
c. 1970s and 2000.
d. 1970 and 2011.
e. 1990 and 2010.

23. The prevalence of obesity is:
a. higher among children ages 2-5 years 

old than children 6-11 years old.
b. highest among Hispanic and African 

American teens.
c. lower among Hispanic children than 

the national average.
d. highest among African American pre-

teen males.
e. lowest among African American pre-

teen females.

24. The best guide for pediatric obesity man-
agement for primary care clinicians is:
a. the AAP Bright Futures Guidelines.
b. the AAP Council on Obesity Policy 

Statement on Obesity Identifi cation 
and Intervention.

c. the Centers for Disease Control and 
Prevention (CDC) Recommendations.

d. the Expert Committee on the 
Prevention, Identifi cation and 
Treatment of Childhood Obesity.

e. the American Dietetics Association 
Manual on Healthy Weight.

25. In screening for overweight and obesity 
in a child, clinicians should: 
a. classify as overweight any child above 

the 85th percentile weight for age and 
gender.

b. classify as obese those above the 95th 
percentile based on their BMI value.

c. use BMI to graph BMI percentile, 
then identify those above the 85th 
percentile.

d. obtain a DEXA scan for body fat mass 
in those whose weight-for-height is 
above 85th percentile.

e. use the weight-for-height to get the 
BMI percentile for age and gender.

26. For weight management counseling, 
which behavioral goal is evidence-based?
a. Limiting sugar-sweetened breakfast 

cereals
b. Adding moderate physical activity for 

20 minutes per day
c. Limiting screen time to fewer than 2 

hours per day
d. Removing fl avored milk from the 

child’s diet
e. Removing high-fructose corn syrup 

from the child’s diet

27. Once a child is determined to be over-
weight, the clinician next should:

a. obtain his or her family history for 
obesity, cardiovascular disease, and 
diabetes.

b. examine the child for signs of acan-
thosis nigricans.

c. obtain blood tests for glucose, insulin, 
AST, and ALT.

d. check his or her blood pressure on 
two occasions while at rest.

e. set 2-3 simple, clear goals for diet and 
physical activity and reexamine in 3 
months.

28. The high-risk obese teen should be 
screened with the following labs:
a. fasting glucose and liver function 

tests.
b. lipid panel, fasting glucose, AST, and 

ALT.
c. Hb A1C, total cholesterol, AST, and 

ALT.
d. triglycerides, total cholesterol, fasting 

glucose, AST, and ALT.
e.  fasting glucose, insulin, AST, ALT, 

and lipid panel.
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