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OVERVIEW AND APPROACHES TO
" OBESITY PREVENTION

PREVENTION IS THE GOAL

WHY AND HOW PHYSICIANS CAN BE
PART OF THE SOLUTION TO THE
OBESITY EPIDEMIC



u

EDUCATIONAL OBJECTIVE

EFFECTIVELY WORK WITH AT-RISK POPULATIONS TO
EMPOWER THEM TO MAKE HEALTHY LIFE CHOICES TO
PREVENT OBESITY.

WHO IS AT-RISK?
WHAT IS BMI, HOW IS IT MEASURED AND APPLIED?

WHAT ARE SOME ELEMENTS OF THE TOXIC
ENVIRONMENT?

WHAT IS JUNK FOOD?
RAY KROC WAS CONNECTED TO WHAT 2 ACTIVITIES ?

WHAT ARE 2 STATISTICAL REASONS FOR OBESITY
PREVENTION ?



5 CONCEPTS

GRASSROOTS APPROACH: A NECESSARY COMPLEMENT
TO LAW AND POLICY

CLINICAL APPROACH: OFFICE BASED
PUBLIC HEALTH APPROACH: COMMUNITY BASED

LINKING CLINICIANS, HEALTH PLANS, COMMUNITY
RESOURCES, AND THE NEXT GENERATION IN A
PREVENTIVE HEALTH EFFORT

COMMUNITY PHYSICIANS IN AND OUT OF THEIR OFFICES,
ENGAGING YOUTH, PARENTS, AND THEIR COMMUNITIES



n GRASSROOTS: WHAT CAN | DO?

BELIEVE THAT YOU CAN MAKE A DIFFERENCE

UNDERSTAND THAT YOU HAVE CREDIBILITY AND THE
TRUST OF PATIENTS

COMMIT TO DO SOMETHING

MAKE THE OBESITY ISSUE AN OFFICE ISSUE

PERHAPS 12 OR 24 HOURS/YEAR FOR YOUR COMMUNITY
PERHAPS SOME MONEY

IDENTIFY AND WORK WITH PARTNERS

UNDERSTAND THAT IT IS A LONG TERM PROJECT



n SHORT HISTORY OF OBESITY

A LONG TIME AGO, WE WERE HUNTERS & GATHERERS

AUTOMOBILES, AUTOMATION, TECHNOLOGY,
INDUSTRIAL REVOLUTION

AGRICULTURE, PRODUCTIVITY
LABOR-SAVING DEVICES

PHYSICAL ACTIVITY
PLAYING SPORTS to WATCHING SPORTS
EVOLUTION OF VIDEO GAMES, INTERNET ACCESS, MORE TV

LIFESTYLES

CITIES, SUBURBS, COMMUTES, TIME, DOUBLE INCOMES
RAY KROC



TOXIC ENVIRONMENT
THE PERFECT STORM

FAST FOOD, JUNK FOOD, SUGAR, SALT, OIL
TIME CRUNCH

ACCESS

COST

FOOD INDUSTRY: ADVERTISING, LOBBYING
TARGET: CHILDREN

SCREEN TIME

SCHOOLS: MISSION, BUDGET (REVENUE, FOOD
SERVICE), P.E.

PLAYGROUNDS, AFTERSCHOOL SPORTS, SAFETY



n HISTORY: LAW AND POLICY 2

2001 U.S. SURGEON GENERAL, DAVID SATCHER, “CALL TO
ACTION”

2002 SB 19 SODA BAN
2004 LOS ANGELES USD BOARD POLICY BANS SODAS

2005 SB 12 - LIMITS CALORIES, FATS, SUGARS IN SCHOOLS
SB965 — BANS SODAS IN K-12 SCHOOLS

2005 CSBA, MORAGA SCHOOL DISTRICT WELLNESS POLICY

2001-06 ADULT OVERWEIGHT/OBESITY:
60% TO 65% INCREASE



n SHORT HISTORY OF OBESITY 3

BARIATRIC SURGERY — ADULTS
1995 25,000 CASES
2004 144,000
2006 177,000

BARIATRIC SURGERY — TEENS

2003 771
2007 >1,000 predicted

HOSPITAL COST COMPLICATION RATE 5%
ADULT $31,000 MORTALITY 0.2 %

TEEN $36,000 *IMPACT ON DIABETES?
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n SHORT HISTORY OF McDONALD’S

1953 OLDEST McDONALD'’S (#4) BUILT BY RICHARD & MAURICE
McDONALD

1954 RAY KROC, 1st LICENSED FRANCHISEE
1961 RAY KROC BOUGHT McDONALD'’S

1968 1stBIG MAC

1973 15T EGG McMUFFIN

1979 HAPPY MEALS, SUPERSIZING (590 Cal. To 1550 Cal.)
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WHY FOCUS ON CHILDREN
AND PREVENTION?

TODAY’S TEENS ARE TOMORROW'’S OVERWEIGHT/OBESE
ADULTS (and PARENTS)

ADULT WEIGHT REDUCTION PROGRAMS: <5% SUCCESS
RATE

“ONLY” 15-30% OF TODAY’S ADOLESCENTS ARE
OVERWEIGHT/OBESE

80% REMAIN OVERWEIGHT/OBESE AS ADULTS

GOAL FOR THE NEXT GENERATION: HEALTHY LIFETIME
EATING AND ACTIVITY BEHAVIORS BASED UPON

GREATER UNDERSTANDING AND BUY-IN "



RECENT COMMENTARY

“I THINK WE’RE LOOKING AT A FIRST GENERATION OF
CHILDREN WHO MAY LIVE LESS LONG THAN THEIR
PARENTS AS A RESULT OF THE CONSEQUESCES OF
OVERWEIGHT AND TYPE 2 DIABETES.”

“BY 2040 ALL AMERICANS WILL BE OVERWEIGHT OR
OBESE.”

N. ENGL. J MED, MARCH 2005
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n OFFICE - CLINICAL APPROACH

CMA FOUNDATION AND CALIFORNIA ASSOCIATION OF
HEALTH PLANS EXPERT PANEL (Primary Care physicians,
Public Health, Medical Groups, Health Net, Blue Cross,
Ethnic physicians, Diabetes and Bariatric specialists,
Stanford, UCSF, Davis), April 2006

OVERWEIGHT & OBESITY PROVIDER TOOLKIT
PEDIATRICS, ADULT MEDICINE, BARIATRIC SURGERY

OBSERVATIONS AND SUGGESTIONS TO CONSIDER

14



n MAJOR OFFICE OBSTACLES

SHORT TIME OF VISIT: ACUTE VS. PREVENTIVE CARE
LACK OF CONTINUITY OF CARE: INSURANCE COVERAGE
REIMBURSEMENT

LOW RETURN ON INVESTMENT: TIME AND EFFORT

TRAINING AND PERSONAL BIAS: | TREAT DISEASE, NOT
BEHAVIOR
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“n WHAT CAN | REALLY DO?

YOU CAN DO ANYTHING, BUT YOU CAN’T DO
EVERYTHING

WAITING ROOM, EXAM ROOMS
BMI AS A MEASURE

THEN LINKING OVERWEIGHT, OBESITY, PHYSICAL
ACTIVITY TO DISEASES

PRESCRIPTIONS & CONTRACTS —as communication tools

GROUP SESSIONS: NUTRITION AND PHYSICAL ACTIVITY
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n SOME SUGGESTIONS

WAITING ROOMS

BROCHURES, HANDOUTS - THEME, DOCTOR’S INTEREST
ABOUT HEALTH AND NUTRITION/PHYSICAL ACTIVITY

HOSPITAL WAITING AREAS - VENDING MACHINES, FAST
FOOD RESTAURANTS, GIFT SHOPS

EXAMINATION ROOMS
BROCHURES
QUESTIONAIRES
VITAL SIGNS TO INCLUDE BMI MEASUREMENT

STAFF
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DEFINITIONS OF OBESITY

BMI 703 x WEIGHT (Ibs) / HEIGHT x HEIGHT (inches)

ADULTS NORMAL 20-24
OVERWEIGHT 25-30
OBESE > 30

PEDIATRICS Underweight Lowest 5%

(age approp. graphs) Normal 5th to 85t percentile
At Risk 85t to 95! percentile

Obese Highest 5%
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APPROACH TO PATIENTS 1

THE FOCUS SHOULD BE ON HEALTH AND FAMILY

A FOCUS ON WEIGHT AND DIET IS USUALLY DOOMED TO
FAILURE

OPEN-ENDED QUESTIONS

PATIENT PROBABLY WANTS YOU TO ADDRESS
OVERWEIGHT/OBESITY. HE FREQUENTLY KNOWS THE
PROBLEM, BUT CAN'T ADDRESS IT

LINK OBESITY TO WELLNESS AND DISEASES
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n APPROACH TO PATIENTS 2

WHOM DO | ENGAGE?

PATIENT AND FAMILY’S MOTIVATIONAL LEVEL
DON’T SET PATIENT AND YOURSELF UP FOR FAILURE
SAVE YOUR ENERGY

USUALLY MUST INVOLVE BOTH PATIENT AND FAMILY
HOME CAN BE A TOXIC ENVIRONMENT

FAILURE RATE IS HIGH. DON’T TAKE IT PERSONALLY
ADULTS: < 5% SUCCESS RATE IN DIETING

YOU HAVE CREDIBILITY & TRUST OF THE PATIENT: STAY
POSITIVE
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“n APPROACH TO PATIENT 3

IF PATIENT IS READY

USE QUESTIONAIRE ON FOOD, ACTIVITY (LIKE MEDICATION
LIST)

FOCUS ON INCREMENTAL BEHAVIORAL CHANGES
CREATE A LIST OF ACTIONS WITH THE PATIENT
LET PATIENT DEVELOP A SHORT LIST OF DELIVERABLES
NEED SOME EARLY SUCCESSES

PRESCRIPTIONS AND/OR CONTRACTS
DISCRETE, SPECIFIC
LIMITED
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APPROACH TO PATIENT 4

PATIENT QUESTIONAIRE: LET PATIENT DECIDE WHAT TO
ELIMINATE OR CHANGE

HAVE REASONABLE TIMELINE
NEED BUY-IN, SENSE OF CONTROL

HOME AS A TOXIC ENVIRONMENT
SODAS, JUNK FOOD
LARGE DISHES, BOWLS
TV’S, VIDEO GAMES, SATURDAY MORNING TV
PARENTS
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n APPROACH TO PATIENT 5
PHYSICAL ACTIVITY

WALK Y2 HR./DAY, 3-5 DAYS A WEEK TO START
3-5 MILES/HOUR
10,000 STEPS =5 MILES

TRY A NEW OR OLD SPORT OR OUTDOOR ACTIVITY
GET PARTNER(S)

EXERCISE BEFORE YOU GET HOME OR BEFORE
CHORES, HOMEWORK

LOOK FOR OPPORTUNITIES: STAIRS, PARKING AWAY,
EARLIER BUS STOPS

LIMIT SCREEN TIME
REMOVE TV’S FROM CHILDREN’S ROOMS

1/3 OF 2-7 YEAR OLDS, 2/3 OF 8-18 YEAR OLDS
AVERAGE SCREEN TIME: 4 HOURS/DAY
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APPROACH TO PATIENT -6
FOOD RX

BASICALLY, SPECIAL DIETS, ELIMINATION DIETS

NO OR NEVER REALLY MEANS RARELY, OCCASIONALLY
NO SUPERSIZING
NO SECONDS
NO SWEETS (DESSERTS), SODAS
NO SALT, SUGAR, SATURATED FATS
NO (JUNK FOOD) SNACKS vs. FRUITS, VEG, WHEAT CHEX
PORTIONS vs. SERVINGS
SMALLER PLATES, BOWLS
ALL ABOUT SUPERSIZING
SPLITTING DESSERTS, SANDWICHES, JAMBA JUICE, ETC.
LEFTOVERS ARE OK - YOU BOUGHT IT, YOU TAKE IT HOME

u
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REIMBURSEMENT

CMAF-CAHP TOOLKIT
ICD- 9 CODES
CPT AND HCPCS LEVEL Il CODES

MEDICAL NUTRITION THERAPY
97802 — 97804: INDIVIDUAL, GROUPS
MEDICARE COVERED, NON- M.D.’S; PROVIDER NUMBER
M.D.’S USE E & M, PREVENTIVE MEDICINE CODES

HEALTH & BEHAVIOR ASSESSMENT/INTERVENTION
96150 — 96155 (Includes interviews, guestionaires)
M.D.’S USE E & M, PREVENTIVE MEDICINE CODES
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n COMMUNITY, PUBLIC HEALTH
APPROACHES

LEADERSHIP ROLE, PARTNERSHIP ROLE

OUT OF THE OFFICE

12 TO 24 HOURS/YEAR
USE YOUR RESOURCES - MEDICAL SOCIETY, CMAF

GRASSROOTS
SCHOOLS
EMPLOYERS - Including hospitals

LOCAL GOVERNMENT

BUILT ENVIRONMENT

RECREATIONS AREAS, WALKABLE COMMUNITIES, HEALTY
FOOD ACCESS

TESTIMONY, SCHOOL BOARDS, TOWN COUNCILS,
COMMISSIONS
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RATES OF OBESITY/OVERWEIGHT BY
SENATE DISTRICT, CALIFORNIA 2003

OBESITY

OVERWEIGHT

TOTAL %

CALIFORNIA

21%

35%

56%

FRESNO, KERN
KINGS
TULARE

32%

36%

68%
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RATES OF OVERWEIGHT and UNFIT
CHILDREN IN CALIFORNIA

ETHNICITY OVERWEIGHT (2004) | UNFIT (2002)
Latino 35.4% 44.5%
African American 28.7% 46.0%
Pacific Islander 35.9% 44.0%
Am.Indian/Alaskan 31.7% 38.9%
White 20.6% 33.5%
Asian 17.9% 33.5%
Filipino 24.7% Not reported
Other 24.4% Not reported
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n SCHOOLS, CHILDREN

MY BIAS: PARENT, SCHOOL BOARD MEMBER, PHYSICIAN
FOCUS: ONE SCHOOL OR ONE SMALL SCHOOL DISTRICT

FAST FOOD INDUSTRY FOCUS ON CHILDREN
DISCRETIONARY INCOME
PRESENT & FUTURE CUSTOMER BASE
NONDISCRIMINATING

SOCIO-ECONOMIC BIAS
HIGH RISK: ETHNICITY
INCOME
EDUCATION
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ALL ABOUT THE EDUCATIONAL
SYSTEM

NOT AS EASY AS IT LOOKS

LARGE DISTRICTS, SMALL DISTRICTS
SCHOOL BOARDS
ADMINISTRATORS, TEACHERS
PARENTS (PTA’S)
SITE COUNCILS

RESOURCES
BUDGET
LOCAL FUNDING (PARENTS, LOCAL TAXES, FOOD SALES)
P.E.

SITE CHAMPION
INSIDER, PARTNER

u
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= APPROACH TO STUDENTS

YOU ARE JUST ANOTHER ADULT

THIS IS NOT JUST A LECTURE ABOUT FOOD
THIS IS NOT ABOUT APPEARANCE
THIS IS ABOUT YOUR HEALTH, YOUR FAMILY’S HEALTH

THIS IS ABOUT THE MEDICAL REALITIES OF LIFE-LONG
DISEASES RELATED TO WRONG FOODS (JUNK FOOD),
TOO MUCH FOOD, AND LACK OF ACTIVITY, THE MAIN
CAUSES OF OBESITY

THIS IS ABOUT YOUR FUTURE & YOUR FAMILY’S FUTURE
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= HERE ARE THE NUMBERS, AND THEY ARE
GETTING WORSE

OVER 60% OF ADULTS ARE OVERWEIGHT/OBESE
< 5% SUCCESS RATE FOR ADULT WT. LOSS PROGRAMS
15-20% OF CHILDREN ARE OVERWEIGHT/OBESE

80% OF CHILDREN REMAIN OVERWEIGHT/OBESE AS
ADULTS

EPIDEMIC OF CHILDHOOD TYPE |l DIABETES

SIGNIFICANT FUTURE INCREASES IN INCIDENCE OF
CARDIOVASCULAR DISEASE, ARTHRITIS, HTN, CERTAIN
CANCERS, DIABETES

LACK OF FITNESS, EXCESSIVE COUCH TIME AND
SCREEN TIME (UP TO 35-40 HR/WEEK)
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OBESITY EVOLUTION

NO LONGER ARE WE HUNTER-GATHERERS

OBESITY EPIDEMIC STARTED IN THE 60°’S: FAST FOODS,
MARKETING, ENVIRONMENTAL ISSUES, TECHNOLOGY,
COMMUTING, TIME CRUNCH

THE PROBLEM DEVELOPED OVER TIME
THE SOLUTION WILL TAKE PLACE OVER TIME

THIS PROGRAM BEGINS WITH YOU AS STUDENTS
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n FAST FOODS, JUNK FOODS

WHAT IS JUNK FOOD?

ONE DEFINITION: CALORIE DENSE, NUTRITION POOR
EXAMPLES - SODAS, FRENCH FRIES, CHIPS, PASTRIES
vs. FRUITS, VEGETABLES

WHAT IS A CALORIE? WHY ARE CALORIES IMPORTANT?
WHAT IS A SERVING vs. A PORTION?

WHAT IS SUPERSIZING?
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. POl‘tiOn nistortiON
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THE EFFECT OF SUPERSIZING

_20YearsAgo ___________ Today ___
X 2 ‘ ‘_1- 3
210 Calories 610 Calories

2.4 ounces 6.9 ounces
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STUDENTS AS CONSUMERS

STUDENTS AND CHILDREN AS TARGETS
MARKETING - “FAST FOOD NATION”
BRAND LOYALTY

SALT, OIL, SUGAR - ACQUIRED TASTES
“SUPER-SIZING” — PROFIT MARGINS

MAKING BETTER, SMARTER CHOICES
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n STUDENT BUY-IN IS CRITICAL

TOP DOWN IS NOT THE STRATEGY HERE

STUDENT BUY-IN COMPLEMENTS LAWS, REGULATIONS,
AND POLICIES

MY RESPONSIBILITY: TO ENGAGE, INVOLVE, & WORK
WITH YOU STUDENTS IN IMPROVING DECISION MAKING

GOAL IS FOR STUDENTS TO CHANGE BEHAVIOR AND TO
MAKE BETTER CHOICES

MULTIGENERATIONAL SOLUTION = YOU AND THE NEXT

GENERATION 28



“STUDY AIDS”




o STUDENTS BECOME ENGAGED

RESEARCH: INTERNET ACCESS

BRAINSTORMING: MULTIPLE SUB-ISSUES, INCLUDING
SCHOOL REVENUE, FREEDOM OF CHOICE, FOOD
CHOICES, VENDING MACHINES, SCHOOL POLICIES,
CULTURES

APPROACHES: WORKING WITH ADMINISTRATORS,
TEACHERS, FOOD SERVICE DEPARTMENT, VENDORS,
FELLOW STUDENTS (SURVEYS & TASTE TESTING),
YOUR PARENTS

PEER PRESSURE, PEER SUPPORT
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SOME STUDENT INITIATIVES

CHANGES: ONE VEGETARIAN ENTREE AT LUNCH, INSTALL

“MILK-CHUG” MACHINE, REMOVE ONE SODA MACHINE (OF 2)

STUDENT EDUCATION AT A PEER LEVEL.:

HEALTH AWARENESS WEEK
SCHOOL ANNOUNCEMENTS, STUDENT NEWSPAPER

PHYSICAL ACTIVITIES:

JUMP ROPE FOR THE HEART — FUND RAISER
GIRLS ON THE RUN — NON-COMPETITIVE ACTIVITY
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STUDENT CHOICE
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THE PRINCIPAL SAYS....

“What | find exciting 1s

ownership, rather than having it forced on them
by adults, which in my experience never works
anyway. "

Paul Simonin, Principal
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STUDENT EFFORTS

STUDENTS TESTIFY IN SAN FRANCISCO, SACRAMENTO

STATE SENATOR TOM TORLAKSON VISITS AND
RECOGNIZES STUDENT PROJECT AND ITS SUCCESS

MEMBERS OF THE PRESS INTERVIEW STUDENTS
LOCAL NEWSPAPER ARTICLES FEATURE STUDENTS

SCHOOL AND COMMUNITY SPECIFIC — RECOGNIZING
CALIFORNIA’S DIVERSITY
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IN A NUTSHELL

NEED FOR CLINICIANS TO DO BOTH CLINICAL AND
PREVENTIVE CARE

COMMUNITY PHYSICIANS HAVE TREMENDOUS
CREDIBILITY IN THEIR OWN COMMUNITIES

KEY STRATEGY: STUDENTS, THE NEXT GENERATION OF
OBESE PATIENTS, BECOMING ENGAGED AND
RESPONSIBLE FOR THEIR HEALTH

ONE SCHOOL, ONE COMMUNITY AT A TIME
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PROGRAM POSITIVES

MANY DIFFERENT APPROACHES: SOCIOECONOMIC,
CULTURAL, DIVERSITY, ACADEMIC ISSUES - NOT ONE

SIZE FITS ALL

A FOCUS ON STUDENT UNDERSTANDING OF OBESITY
AND SHAPING LIFELONG BEHAVIORS

A GRASSROOTS, PHYSICIAN, STUDENT, COMMUNITY-
BASED MODEL THAT RECOGNIZES DIVERSITY

MEASURABLE OUTCOMES: DECREASE IN BMI’S
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WHAT ELSE BESIDES STUDENTS?

PARTNERSHIPS

SCHOOL NUTRITION ADVISORY COMMITTEES
PTA

SITE COUNCILS

FUND RAISERS

5 A DAY
GOVERNMENT

SCHOOL BOARDS

TOWN COUNCILS

POLITICIANS & LEGISLATORS
BUILT ENVIRONMENT
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THE CHALLENGES

DIFFICULT TO DO COST-BENEFITS ANALYSIS
DIFFICULT TO GET DOCTORS OUT OF THEIR OFFICES
DIFFICULT TO GET INTO SCHOOLS

NEED TO TRAIN DOCTORS ON COMMUNICATING WITH
STUDENTS — TO ENGAGE STUDENTS. BANS &
DIRECTIVES ARE SELDOM EFFECTIVE

DELAYED GRATIFICATION - A MULTI- GENERATIONAL
ISSUE

REIMBURSEMENT 18



WHAT NOW?

MAKING A COMMITMENT
IN YOUR OFFICE AND HOSPITAL
YOUR TIME 12 - 24 HOURS/YEAR

YOUR MONEY
A SCHOOL OR SCHOOL DISTRICT

CHOOSING YOUR BATTLES

LEVERAGING YOURSELF
USE YOUR RESOURSES
IDENTIFY AND WORK WITH PARTNERS

COMMITING FOR THE LONG HAUL & BEING REWARDED
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