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Today we will talk abouté

T̂he impact of diet and inactivity on 

childhood obesity.

R̂ole of health care providers in the 

primary care setting

P̂arental role in childhood obesity



By the end of this talk you will be 

able toé

D̂escribe at least 3 major areas in 

current society that have 

contributed to the pediatric obesity 

epidemic.

L̂ist 3 areas of focused advice to 

discuss with parents at well-child 

visits.



Current State of our Nation

^Over 60% of adults are overweight or 

obese

^15-20% are overweight or obese

^80% of obese adolescents will be 

obese adults

^Childhood type II diabetes is 

increasing at a similar rate to incidence 

of obesity



Our nationôs state, contôd:

^The average 11 y.o. is 11# heavier 

than in 1973.

^We will see a significant future 
increase in CVD, HTN, certain CA, 
arthritis, diabetes.

^Inactivity epidemic:  lack of fitness, 
excessive screen time (up to 35-40 
hours/week).



Source: MokdadAH, et al. J Am Med Assoc1999;282:16.

No Data             <10%           10%-14%           15-19%          ²20%     

Obesity Trends* Among U.S. Adults

BRFSS, 1991
(*BMI ²30, or ~ 30 lbs overweight for 5õ4ó woman)



Obesity Trends* Among U.S. Adults

BRFSS, 2000
(*BMI ²30, or ~ 30 lbs overweight for 5õ4ó woman)

Source:MokdadA H, et al. J Am Med Assoc2001;286:10

No Data             <10%           10%-14%           15-19%          ²20%     



Source: Behavioral Risk Factor Surveillance System, CDC

(*BMI ²30, or ~ 30 lbs overweight for 5ô4ò person)

No Data       <10%         10% ï14% 15% ï19%        20% ï24%      Ó25%

(*BMI Ó30, or ~ 30 lbs overweight for 5ô 4ò woman)

Obesity Trends* Among U.S. Adults
BRFSS, 2002





Global Epidemic of Obesity

^Other epidemics with an infectious cause; 
had single cause/vector  ==>  very effective 
treatment once treatment discovered.

^Obesity epidemic is the result of a ñperfect 
stormò of enviornmental factors, genetics, 
and societal progress; no one single 
cause==>

thus no single treatment.



Lessons from Bogalusa

^ñAdultò cardiovascular risk factors 

begin to appear long before the adult 

years in children (obesity, 

hypertension , hyperlipidemia, 

metabolic syndrome)

^Children with one or more 

cardiovascular risk factors also show 

atherosclerotic changes in their 

coronary arteries and aortas.



Future Impact of Pediatric 

Obesity epidemic^ñI think weôre looking at a first 
generation of children who may live 
less long than their parents as a 
result of the consequences of 
overweight and type 2 diabetes.ò

-Francine Kaufman, M.D.

Professor of Pediatric Endocrinology,                             

Childrenôs Hospital Los Angeles



Facts

Ân excess 100 kcal/day 

over one year causes an 

increase of 10 # in that year, 

and vice-versa.  Small 

effects can have big 

changes if maintained over 

a long period of time.



When most of today ôs 

parents were kids:

There were no computers, 

video games, cable TV 

and few fast food 

restaurants.



When most of today ôs parents 

were kids:

Most kids spent 

their days riding 

bikes, climbing 

trees, and playing 

tag.



What behaviors are related to 

children becoming overweight?

^Not enough physical activity

^Too much TV & video games

^Not enough milk, dairy, fruits, and 

vegetables.

^Too many sweetened drinks  (soda, 

juice drinks, sports drinks) and too much 

fast food.

^Skipping meals and breakfast.



Environmental/Social Factors

^Decrease energy expenditure with 
more energy saving devices = 
sedentary lifestyle  (TV, computers, 
escalators, remotes)

^More TV, computers and video 
games

^Disconnected communities that 
discourage walking, are less safe

^Decreased time in PE at school





Daily Physical Education Classes 
in School (9 -12 th Graders)

Year

1991

1997

%

42%

27%

YRBS 1991, 1997



Dietary Factors

^Large portion sizes and supersizing

^Eating in front of the TV

^Explosion of advertising for food

^Many new foods on the market

^Sweetened beverages

^Increased restaurant & fast food 
consumption

^Use of cheap food additives (high 
fructose corn syrup, trans fats)



Etiology of Obesity: 
Dietary Intake

¶ Increased caloric intake by 
220 calories from
1970 to 1990. 

- Increased portion sizes

- Increased frequency of 
eating out/fast food 
consumption

- Fat-free foods perceived 
as low calorie 

Ernst N. Am J Clin Nutr  
1997;66(suppl):965S-72S.



Typical McDonaldôs Meal vs. 

Caloric Requirements 10 y.o.
Cals Fat 

(g)

Pro  
(g)

Cho (g)

Big Mac 540 29 25 45

Large French 

Fries
587 30 6 70

Large Soda 310 0 0 86

Total 1430 59 31 201

Ave. daily reqts 1600-

2200
53-73 60-82 220-300



When most of today ôs 

parents were kids:

The family got 

together at dinnertime, 

sat at the kitchen table 

and ate a home 

cooked meal.



Changes in Dietary Patterns 
That May Contribute to 
Obesity in Children
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Jahns et al. J Pediatr 2001;138:493.

Morton and Guthrie. Fam Econ Nutr Rev 1998;11:44.

Lin and Frazao. USDA Economic Research Service; 1999 Agriculture Information 

Bulletin No. 749.



Prevention, Assessment, 

and Treatment in 

Childhood Obesity

-Recommendations from 

the AMA Expert 

Committee on Childhood 

Obesity, 2007



Expert Committee Members

^Sponsored by the CDC, AMA, and 

Maternal Child Health Bureau

^AAFP, AAP, Am. College of Sports 

Medicine, Am. College of Preventive 

Medicine, Am. Dietetic Assoc., Am. 

Psychological Assoc., The Endocrine 

Society, National Assoc. of Pedi. NP, 

NAASO (No. Am. Assoc. for Study of 

Obesity)



Goal of AMA Expert 

Committee
^To develop a set of recommendations 

for the prevention, assessment, and 
management of pediatric overweight 
and obesity that are based on ñbest 
available informationò and endorsed by 
major health provider organizations. 

^Directed at care provided in 
ambulatory settings and sensitive to 
cultural differences.



AAP Recommendation

ÅEarly recognition of excessive weight 
gain relative to linear growth should 
become routine in pediatric ambulatory 
care settings. 

ÅBMI should be calculated and      
plotted periodically.

Source:  Prevention of Pediatric Overweight and Obesity. Policy statement from the 
Committee on Nutrition PEDIATRICS Vol. 112 No. 2 August 2003, pp. 424-430



AAP Recommendation

Families should be educated and 

empowered through anticipatory 

guidance to recognize the impacthey 

have on their childrenôs development of 

lifelong habits of physcial activity and 

nutritious eating.

Source:  Prevention of Pediatric Overweight and Obesity.  Policy 

statement from Committee on Nutrition Pediatrics Vol. 112 No. 2 August 

2004, pp.424-430



Expert Committee: 
Evaluation

^Medical conditions

Êmotional and behavioral 
assessment 

Ûsual eating behavior

Ûsual physical activity and 
sedentary behavior



Consider Evaluation of:

R̂eadiness to make changes

L̂aboratory and diagnostic studies



Primary Care visits

At EVERY well-child check:

^Document BMI on every child over 2 

^ Plot BMI on chart 

^ Plot weight and height for every child 
under 2

^evaluate history and assessment of the 
childôs diet

^physical activity and inactivity 



Advantage of BMI-for-age

¶Provides a reference for adolescents that was 

not previously available

¶Consistent with adult index so it can be used 

continuously from2 years of age to adulthood

¶Tracks childhood overweight into adulthood 



BMI (contd)

Consistent with adult standards and tracks 

childhood overweight into adulthood.

BMI does not measure body fatness, but 
is the best measure we have that 
correlates with overall body fatness for 
age that relates to health risks 
including CAD, HTN, and DMT2.

Uniformly recommended by the AAP, 
CDC, IOM and AHA at all well-child 
visits 2 years and older./



Interpreting the BMI-for Age Chart

^ BMI -for -age indicates a child ôs weight in 
relation to his/her height for a specific age and 
gender

^ Need a series of BMI plots to determine the 
growth trend

^ If indices deviate from normal growth patterns, 
further assessment may be needed



Overweight and At Risk for Overweight in 

Children and Adolescents( > 2 years old)

^Obese: BMI for age Ó 95 percentile

^ Overweight: BMI of 85 -94% 
percentile

^ Adipose Rebound: Point of minimal 
BMI just before beginning a gradual 
increase of BMI  (5-6 years old)

www.cdc.gov/nccdphp/dnpa/growthcharts/trainingmodule1/text/page1a.htm

http://www.cdc.gov/nccdphp/dnpa/growthcharts/training
http://www.cdc.gov/nccdphp/dnpa/growthcharts/training
http://www.cdc.gov/nccdphp/dnpa/growthcharts/training


Body Mass Index = 31
Weight = 230
�+�H�L�J�K�W��� �����·���µ

Percent body fat = 55%

Body Mass Index = 31
Weight = 230
�+�H�L�J�K�W��� �����·���µ

Percent body fat = 12%


