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[bookmark: _Toc126508428]Abstract
PURPOSE: Pediatric obesity rates in rural areas of Vermont are double the Healthy Vermonters goal of 8%. Primary care clinicians are critically positioned to implement interventions for pediatric patients who meet obesity criteria. Research suggests that only 10% of pediatric patients who meet obesity criteria are receiving the recommended lifestyle interventions set forth by the US Preventative Task Force Services USPSTF). The purpose of this project was to understand current practice for the screening and management of pediatric obesity in a rural primary care setting. 
METHODS: Data was collected via provider surveys and electronic health record reports to gain an understanding of how current practice compared to best practice recommendations published by the American Academy of Pediatrics (AAP), CDC, and USPSTF. 
RESULTS: Data showed that 99.1% (n=1,292) of pediatric patients ages 6-17 were screened with an age specific BMI at their annual well child visit. Survey analysis revealed 30% (n=10) of providers reported use of a uniform clinic diagnostic criteria for pediatric obesity. Of children with an age specific BMI ≥ 95th percentile for age and sex, 45.8% (n=1,292) were provided the corresponding diagnostic billing code. 18.1% (n=1,292) of children with BMI above the 95th percentile were provided a referral to a weight management specialist. 
CONCLUSION: Findings were used to perform a gap analysis and develop a proposed workflow for the management of pediatric obesity. This proposed workflow and project can be replicated in other rural primary care practices to help improve the management of pediatric obesity per current best practice guidelines. 
Keywords: pediatric obesity, BMI, evidenced based practice, weight management
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Understanding Pediatric Obesity Management in Rural Primary Care
[bookmark: _Hlk97553566]Healthy People 2030 has set the national goal to reduce the proportion of children and adolescents with obesity from 19.7% to 15.5% by 2030 (Healthy People 2030, n.d.). Similar regional goals have been established across the country to reduce the prevalence of pediatric obesity. A Federally Qualified Health Center (FHQC) in the northeastern United States consisting of six primary care clinics, a critical access hospital, birthing center, specialty clinics and senior living facilities identified pediatric obesity as a health priority in the past several Community Health Assessments. (Gifford Health Care, 2021). In the most recent assessment, community obesity rates for adolescents were as high as 15%, almost twice that of the state specific goal of 8% (VDH, 2018). Screening, diagnosis, and subsequent management of pediatric obesity is provided by primary care providers at annual well child visits. Gaps in care exist between best evidence-based practice (EBP) as recommended by the US Preventative Services Task Force (USPSTF) and American Academy of Pediatrics (AAP) to that of current practice in rural communities. The goal of this project is to further identify these gaps in practice and develop a workflow algorithm to assist in the care of pediatric patients with obesity in rural primary care settings.
[bookmark: _Toc126508430]Available Knowledge
The national prevalence of obesity in children, 12-19 years old, was 21.2% between the years 2017- 2018 (CDC, 2021). According to Sanyaolu et al. (2019), “[i]n the past 3 decades, the prevalence of childhood obesity has more than doubled in children and tripled in adolescents” (p. 1). Obesity during childhood has immediate and long-term health consequences. Children who are obese are more likely to develop chronic health conditions including, hypertension, hyperlipidemia, type two diabetes, gastro-esophageal reflux, asthma, and sleep apnea. Obesity also puts children at increased risk for hepatic steatosis, cholelithiasis, anxiety, depression, low self-esteem and various forms of cancer later in life (Taveras et al., 2011).
Obesity is a multifactorial, complex health issue involving genetic, behavioral, and environmental influences (Taveras et al., 2011).  Due to the interrelated nature of these factors a child may experience exponential effects putting them at an even greater risk for becoming obese. Certain individuals are genetically predisposed to obesity with higher susceptibility of elevated body fat due to innate biological defenses (Sanyaolu et al., 2019). Added environmental stressors, such as lack of access to healthy food, can trigger physiologic changes in an individual’s hormones, brain processing, and gut microbiome resulting in a greater risk of developing obesity. Stress influences one’s mood and behaviors which may result in an increase in unhealthy food intake and a decrease in physical activity, putting the individual at greater risk for unhealthy weight gain (Levy et al., 2014).  
[bookmark: _Hlk97553488]Pediatric primary care of obesity must involve a multipronged approach to reflect its complex nature. Based on grade B evidence, the USPSTF (2017), “recommends that clinicians screen for obesity in children and adolescents 6 years and older and offer or refer them to comprehensive, intensive behavioral interventions to promote improvements in weight status” (p. 2417). A recent review found that pediatric primary care clinicians typically comply with national guidelines for childhood obesity screening requirements; however, less than 10% met the intervention guidelines (Staiano et al., 2017). Imoisili et al., (2019) explored clinician awareness of weight management programs that meet USPSFT recommendations finding that about one in four surveyed clinicians were aware of such programs. Factors associated with higher rates of referral included clinics associated with teaching hospitals, clinicians with female gender, and providers serving mostly middle-income patients (Imoisili et al., 2019).
In a review of the perceived barriers to the management of childhood obesity, Findholt et al. (2013) identified five broad categories of barriers including those related to, clinical practice, clinician, family/patient, community, and the broader sociocultural environment (Findholt et al., 2013). The major clinical practice barriers included lack of time and lack of reimbursement. According to Findholt et al. (2013), “Clinicians employed at rural health centers stated that the payment they received for obesity was sufficient due to higher rates of reimbursement for Medicaid patients” (p. 20). A barrier commonly reported by providers was lack of training regarding dietary evaluation and modification. Family/Patient barriers included lack of motivation for change, insurance coverage, income, and sensitivity to the issue around body image. Community barriers identified included lack of local resources, and issues with access like transportation, time and income. Lastly, Findholt et al.’s (2013) review identified broader sociocultural barriers like the prevalence of obesity and how managing all overweight and obese children was not feasible in the primary care setting. Tools to overcome these barriers were identified as focused behavioral assessment tools, templates for structured diet and activity planning, patient education materials for nutrition, and local recreational options for children (Findholt et al., 2013).
[bookmark: _Hlk105258470]Based on grade B evidence, the USPSTF recommends that clinicians refer obese children to weight management specialists for a recommended 26 hours per year of lifestyle coaching (USPSTF, 2017). Health coaches are ideally positioned to provide this lifestyle coaching as they have the knowledge and skills to provide holistic care by supporting families in overcoming social and financial barriers to health behavior changes (Rice et al., 2017). 
[bookmark: _Toc126508431]Rationale
Ajzen’s theory of planned behavior is utilized in this project to analyze providers’ adherence to clinical guidelines in the management of pediatric obesity. The theory provides a conceptual framework in understanding human social behavior. Figure 1. depicts how intent and behavior are influenced by three main variables: attitude toward the behavior; subjective norm; and perceived behavior control (Ajzen, 1991). Together these variables drive one’s intent and ultimately behavior. The use of these key concepts was used in the development of a provider survey about current practice behaviors to identify self-perceived barriers that influence clinical decision making in the primary care of pediatric obesity. 
Figure 1
Icek Ajzen’s Theory of Planned Behavior
[image: ]
Note. “The Theory of Planned Behavior” by I. Azjen, 1991, Organizational Behavior and Human Decision Processes, 50(2), 179-211. Copyright 1991 by Academic Press, Inc.
[bookmark: _Toc126508432]Specific Aim
[bookmark: _Hlk102401419]The primary aim of this project was to analyze current practice to establish baseline information about the screening, diagnosis, and specialist referral rates for pediatric patients with obesity in the rural primary care setting. The secondary aim was to develop a gap analysis and subsequent standardized site-specific proposed workflow for the use in rural primary care that integrated evidenced-based best practice guidelines for the screening and management of pediatric obesity. These guidelines included the AAP Algorithm for the Assessment and Management of Childhood Obesity in Patients 2 years and older, included in appendix A, the Centers for Disease Control and Prevention (CDC) Body Mass Index (BMI) Calculator, (CDC, 2022), and the USPSTF Recommendation statement for the screening for obesity in children and adolescents (USPSTF, 2017). Together these project aims worked towards the global goal of reducing the prevalence of pediatric obesity in the US.
The SMART goal for this project was: by the end of December 2022, adherence to best practice guidelines the management of childhood obesity will be understood and a workflow will be developed. 
[bookmark: _Toc126508433]Methods
[bookmark: _Toc126508434]Context
A northeastern US federally qualified health center (FQHC) serving a rural community of 19 towns with approximately 15,000 pediatric patients was chosen as the project site location. (Gifford Health Care, 2021). Pediatric primary care at this FQHC is provided at six offices, including one pediatric specific clinic, one family medicine clinic, and four certified Level III, patient-centered medical home health centers. A total of 20 providers consisting of family medicine physicians, nurse practitioners, and physician assistants provide patient care across these settings (Gifford Health Care, n.d.). 
This rural FQHC has an established community health team consisting of certified health and well-being coaches, and registered nurses specializing in nutrition, exercise, and coaching to support patients in reaching their health goals (Gifford Health Care, n.d.). These individuals assist with care coordination, health coaching, chronic disease management, and connect patients to social support services in the community. Experts in action planning, these individuals also assist patients with goal setting and finding needed resources such as food, fuel, housing, and transportation (Gifford Community Health Team, 2021). 
[bookmark: _Toc126508435]Interventions
This project utilized multimodal interventions including a survey and retrospective electronic health record analysis in order to understand current practice of pediatric obesity care. A short eight-question mobile friendly survey, see Appendix C, was distributed to all primary care providers within the FHQC via email. The survey questions focused on identifying current practice and clinical decision making in the screening, diagnosis, and management of pediatric patients with a BMI ≥ 95th percentile for age and sex. Due to the myriad of barriers that clinicians face in the management of this population, survey questions were developed to identify barriers to management and perceived frequency of referral. 
Survey questions were developed using concepts from the theory of Planned Behavior to provide data about provider attitude regarding the likelihood that adherence to guidelines will cause reduction in BMI and the subjective evaluation of the risks and benefits of such an outcome. The survey was developed using Qualtrics software and was Beta tested by two experts. 
Previous research suggests that clinicians often self-report adherence to guidelines greater than actual adherence (Kortteisto et al., 2010). Therefore, retrospective electronic health record quality reports were also conducted to provide comparative data for greater understanding of current practice. Annual well child visits between the October 2021 and September 2022 were analyzed using quality reports via electronic health record software. To determine screening rates, annual well child visits over this 12-month period were queried to determine if a weight and height were taken at the time of visit. To determine current practice around the diagnosis for pediatric obesity, the number of children with a documented BMI ≥ 95th percentile for age and sex were compared to the number of children provided a diagnostic ICD-10 code of Z68.54 “body mass index [BMI] pediatric, greater than or equal to 95th percentile for age”, for the corresponding well child visit (ICD10Data, 2022). To determine the current practice for the management of pediatric obesity, patients that were provided a visit diagnosis for BMI ≥ 95th percentile were cross matched with patients who were provided referrals to registered dietitians or to the nearby regional medical center’s Weight and Wellness Center. The number of children who screened positive with a BMI ≥ 95th percentile was also cross matched. 
The results of the survey and quality report data were used to develop a formal gap analysis to identify variances between current and evidence-based practices in the screening, diagnosis, and management of pediatric obesity. Lastly, findings were incorporated into a proposed future state workflow for the screening, diagnosis, and management of pediatric patients with a BMI ≥ 95th percentile to be used in the rural primary care setting.
[bookmark: _Toc126508436]Study of Interventions
Survey impact and quality was conducted using the Total Survey Error framework as recommended by the American Association for Public Opinion Research (Baker et al., 2016). This framework consists of a series of 17 broad questions to help analyze and make judgement about the validity of a survey’s results. Additionally, Qualtrics XM built in survey review tool was used to ensure that survey questions were without bias, clear, and mobile compatible. 
[bookmark: _Toc126508437]Measures
The three main measures obtained were the screening, diagnosis, and referral rates for pediatric patients with obesity. Qualitative and quantitative data was collected from the provider survey and quality reports. To measure current practice for the screening of childhood obesity the percentage of children who had their height and weight taken at their annual well child visit was assessed. To measure current practice for diagnosis the number of children with BMI ≥ 95th percentile who were coded with ICD-10 code Z68.54 was assessed. Additionally, providers were surveyed to determine what diagnostic criteria they use to code for pediatric obesity. To measure referral rates the patients diagnosed with ICD-10 code Z68.54 were investigated to determine the number of these patients that were referred to a weight management specialist. Additionally, providers were surveyed to determine how often they self-report the referral of pediatric obese patients to varying weight management specialists. 
[bookmark: _Toc126508438]Analysis
This quality improvement project was focused on establishing baseline data and did not lend itself to statistical analysis. Qualitative and quantitative data from the provider survey was analyzed using Qualtrics XM built in analysis tools and Microsoft excel. Electronic health record information was analyzed using Microsoft excel. Together this data provided baseline performance measures with the primary endpoints focused on the screening, diagnosis, and subsequent referral practices of providers who care for pediatric patients in a rural FQHC.
[bookmark: _Toc126508439]Ethical Considerations
According to the policy defining activities which constitute research at the University of Vermont/University of Vermont Health Network, this work met criteria for operational improvement activities exempt from IRB review (see Appendix B). All patient identifying factors were removed and excluded from data presentation. Data collection was performed in compliance with HIPAA standards and regulations. 
[bookmark: _Toc126508440]Results
[bookmark: _Toc126508441]Provider Survey
An eight-question survey, included in appendix C, was distributed to all pediatric and family primary care clinics within the FQHC organization. Of the fourteen providers who completed the survey, two were excluded from the analysis due to answering only one question and two others were excluded for not providing information on clinical setting, educational background, or proportion of clinic population that are made up of pediatric patients. Ten survey responses were included in the analysis. Of the providers included in analysis, four reported pediatric primary care as their primacy clinical setting, while three reported family medicine and three reported adult primary care. Every provider response included in the analysis reported that at least a small proportion of their patient population is made up of pediatric patients ages 6-18 years. Four providers responded that all or nearly all (75% or more) of their patient population is made up of children ages 6-18 years. One responded that some (25%-50%) of their patient population is made up of children ages 6-18 years, and five responded they only see a few (1%-25%) patients in this age group. Self -identified educational backgrounds of the surveyed providers included six Nurse Practitioners, three Medical Doctors, and one Physician’s Assistant. 
Based on grade B evidence, the USPSTF recommends that screening for pediatric obesity begins at age 6 years (USPSTF, 2017). When asked via survey, “At what age do you start screening for obesity at well child visits,” four providers responded “two years of age”, two responded “birth”, two responded “six years of age”, one responded “12 years of age”, and one responded “We do not screen children for obesity”. Table 1 shows this data stratified by clinic setting.
Table 1
Age for Initiating Screening for Pediatric Obesity by Clinic Setting

Note. This table demonstrates the variability in current practice for the age of initiation of pediatric obesity screening across clinic settings.
	Providers were also surveyed to determine current practice for the clinical decision-making criteria for the diagnosis of pediatric obesity. Providers were asked to respond to the question, “Does your clinic use uniform criteria for the diagnosis of childhood obesity?” The response options to this dichotomous included “Yes; ALL children of screening age with a BMI at or above the 95th percentile for the age and sex of the child are coded for obesity at well child visits” or “No; it is provider to provider”. Of the responses included in analysis, three responded “yes” and seven responded “no”. Two other survey questions explored practice around specialty referrals and barriers to the care of children and adolescents diagnosed with obesity. Most providers, six out of ten, identified dieticians as the specialist that they most often refer to. Three providers noted that they also refer to an out of network weight management specific specialty clinic in the nearby region. 
	Providers were provided five of the most cited barriers to managing children with obesity in rural communities and asked to rank them in order of most significant. Barriers included: patient/family motivation for change; access to healthy foods; lack of education about healthy food choices; screen time; and limited clinical support specialists to make referral to. Seven out of ten providers ranked patient/family motivation for change as the most significant barrier in the management of pediatric patients with obesity. Access to health foods, screen time, and limited clinical support specialist for referral were there second most commonly ranked barrier to the management of pediatric obesity. 








Table 2
Percentage of Surveyed Providers Who Attest that their Clinic Uses a Uniform Diagnosis Criteria for Childhood Obesity

Note. This table demonstrates the lack of uniformity for the diagnosis and subsequent coding practices for childhood obesity.	
[bookmark: _Toc126508442]Electronic Health Record Quality Reports
Quality report data for current practice of screening, diagnosis, and referral was completed using the electronic health record. Children ages 6-17 years of age who completed their annual well child visit between October 2021 through September 2022 were used for analysis, making the sample size 1,292 patients. Of the 1,292 patients analyzed 1,281 had a height and weight charted at their annual well child check, this equates to a 99.1% screening rate for BMI. When queried by BMI greater than 95%, the total number of patients in the sample that met the criteria was 277 patients. When queried by ICD-10 code Z68.54, which is the billable code pediatric BMI greater than 95% for age, 127 patients were reported. This finding results in a 45.8% rate of diagnosis. Lastly, of the 277 patients with BMI greater than 95% for age, 50 had a referral to a nutritionist, dietician, or weight and wellness clinic, resulting in a 18.1% referral rate based on BMI criteria. The referral rate based on diagnosis of obesity was identified as 39% (50/127). 
[bookmark: _Toc126508443]Discussion
[bookmark: _Toc126508444]Summary
A formal gap analysis, included in appendix D, was completed to summarize the findings of this project. When comparing current practice of this FQHC to best practice guidelines, overall, the organization performed well in the screening, diagnosis, and management of pediatric obesity compared to national data trends. Despite provider reported variance in age to initiate screening, nearly all children of screening age were screened for obesity at their annual well child visits during the analyzed period. Less than half of the children who met diagnostic criteria for the diagnosis of obesity were coded with the corresponding diagnosis. This correlates with the provider survey response of only 30% reporting uniform criteria for diagnosis utilized at their clinic. These findings highlight a gap in care that can be optimized through provider education and an organizational standard for diagnosis. Lastly, the referral rate of 18.1%, while low, shows how many pediatric patients who meet BMI criteria for the diagnosis of obesity received a referral to a weight management specialist. Whereas, the number of pediatric patients with a diagnosis of obesity who received a specialist referral is 39%. This further highlights the importance for improved diagnosis of obesity in pediatric primary care as it may lead to subsequent specialist referral. 
A workflow diagram, included in appendix E, for the screening, diagnosis, and management of pediatric obesity was developed to serve as a rural primary care protocol. This diagram integrates key findings from this project, with current evidence based best practice guidelines set forth by the AAP, CDC, and USPSTF to aid clinical decision making for pediatric obesity. 
[bookmark: _Toc126508446]Limitations
	This quality improvement project had some limitations. A primary limitation of this project was the sample size of surveyed providers. Only ten responses were used in analysis. A higher number of responses may have provided a deeper understanding of current practice. Another limitation is that the time of diagnosis was not identified. Thus, a child’s initial diagnosis of obesity may have been given at the annual visit the year prior and a referral may have been placed at initial diagnosis. Furthermore, the time period chosen for chart review analysis was October 2021 and September 2022. Families may still have been hesitant to seek care during this time period due to the COVID-19 pandemic. This may have skewed data regarding the prevalence of pediatric obesity in this community.
[bookmark: _Toc126508447]Conclusions
Reduction in the prevalence of pediatric obesity continues to be an important public health goal. Primary care providers that care for this population play a key role in helping meet this goal and can best do so by following evidenced based practice guidelines. This project identified diagnosis and subsequent specialty referral as main areas for improvement in adherence to practice guidelines. A protocol to improve practice was developed to aid in clinical decision making. This project can be replicated in other health organizations to establish organizational specific baseline data and quality improvement goals. The gap analysis can be repeated to identify more clinic strategies for improving care for this population. Lastly, the protocol can be implemented in any pediatric primary care setting without any analysis as it directly follows evidenced based best practice guidelines.  
Future work could include protocol implementation and analysis. Additionally, further investigation into follow up care, referral follow through, and subsequent impacts on BMI could be analyzed to identify more specific protocol guidelines.  
[bookmark: _Toc97208169][bookmark: _Toc126508448]Section V: Other Information
[bookmark: _Toc97208170][bookmark: _Toc126508449]Funding
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Note: Reference: AAP. (2015). Algorithm for the Assessment and Management of Childhood Obesity in Patients 2 Years and Older. In: AAP Institute for Healthy Childhood Weight.
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Appendix D
	Gap Analysis 
Screening, Diagnosis, and Management of Pediatric Obesity

	
Evidence-Based Best Practice Guideline
	
Evidence-Based Best Practice Strategies
	How Current Practices Differs from Evidence-Based Best Practice Guidelines
and Associated Barriers

	Screening
Screen all children 6 years and older for obesity (USPSTF, 2017)
	Obtain biometric data of height and weight.
Use biometric data to calculate and plot BMI age and sex appropriate growth chart. 

	99.1% Screening rate. 
No identified barriers.

	Diagnosis
Based on BMI range of age and sex specific growth charts (CDC, 2022)
	BMI at or above 95th percentile for age and sex is diagnostic for obesity
	45.8% Diagnosis rate
Lack of protocol for diagnosis
Varies by provider 

	Management
Offer or refer to comprehensive, intensive behavioral interventions to promote improvements in weight status. (USPSTF, 2017)
Follow up in four weeks.
	Referral or in office implementation of 26 contact hours of lifestyle-based weight loss intervention.
Follow up with patient after 4 weeks to monitor for changes in BMI.
	18.1% Referral rate
Lack of specialists/resources
Added workload, concerns over cost to patient for additional visits
Referrals are made based on clinical judgment
No specific timeline for follow up
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Age for Initiating Screening for Pediatric Obesity by Clinic Setting

Pediatric Primary Care	Birth	2 years	6 years	12 years	We do not screen	1	2	1	0	0	Family Medicine	Birth	2 years	6 years	12 years	We do not screen	1	2	0	0	0	Adult Primary Care	Birth	2 years	6 years	12 years	We do not screen	0	0	1	1	1	Age to Begin Screening
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Management and Treatment Stages for Patients with Overweight or Obesity

+ Patients should start at the least intensive stage and advance through the stages based upon the response to.
treatment, age, M, health risks and motivation.

+ An empathetic and empowering counseling style, such as motivational interviewing, should be employed to support
patient and family behavior change.**

« Children age 2~ 5 who have obesity should not lose more than 1 pound/month; older children and adolescents with
obesity should not lose more than an average of 2 pounds/week.

‘Where/By Whom: Primary Care Offce/Primary Care Provider
What: Planned follow-up themed visits (15-20 min] focusing on behaviors that resonate with the patien, family and provider.
Consider partnering with dietician, social worker, athefictrainer or physical therapist for added support and counseling.

(Goals: Positive behavior change regardless of change in BMI. Weight maintenance or a decrease in BMI velocity.

Follow-up: Tailorto the patient and family motivation. Many experts recommend at least monthiy follow-up visits. After 3-6
months, i the BMI/welght status has not improved consider advancing to Stage 2.

Where/By Whom: Primary Care Office/Primary Care Provider with appropriate training.
What: Same intervention as Stage 1 while including more intense support and structure to achieve healthy behavior change
Goals: Positive behavior change. Weight maintenance or a decrease in BMI velociy.

Follow-up: Every 2 - 4 weeks s determined by the patient, family and physician. After 3~ months, i the BMI/welght status has.
ot improved consider advancing to Stage 3.

Where/8y Whom: Pediatric Welght Management Cinie/Mult-disciplinary Team
‘What: Increased intensity o behavior changes, reauency of vists, and specialists involved. Structured behavioral modification
program, including food and activity monitoring, and development of short-term diet and physica actvity goals

‘Goals: Positive behavior change. Weight maintenance or a decrease in BMI veloclty.

Follow-up: Weekly or atleast every 2 - 4 weeks as determined by the patient, famil, and physician. After 3~ 6 months,if the
BMI/weight status has not improved consider advancing to Stage 4.

Stage 4 Tertiary Care Intervention
Where/By Whom: Pediatric Weight Management Center/Providers with expertse n trating childhood obesity
‘What: Recommended for children with BMI > 95% nd sgnificant comorbiditesif unsuccessful with Stages 1 - 3. Also
recommended for children > 99% who have shown no improvement under Stage 3. Intensive diet and actvity counseling wth
consideration of the use of medicabons and surgery.
Goals: Positive behavior change. Decrease n BMI.
Follow-up: Determine based upon patient's mofivation and mediecal status.
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Research Not Requiring IRB Review
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develop or contribute to generalizable knowledge.
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At what age do you start screening
children for obesity at well child visits?

Birth
12 years of age
We do not screen children for obesity
2years of age

6 years of age

Does your clinic use uniform criteria for
the diagnosis of childhood obesity?

Yes; ALL children of screening age with a
BMI at or above the 95th percentile for
the age and sex are coded for obesity at
well child visits.

No; itis provider to provider.
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Using your experience managing
children with obesity, please rank the
following barriers to childhood obesity
management in order of most
significant to least.

Patient/Family motivation for
change

Access to healthy foods

Lack of education about healthy
food choices

Screen time

Limited clinical support specialist
to make referrals to
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Please indicate the proportion of your patients that are ages 6 to 18

All or neariy all (76% or more)

Most (oetween 50% and 75%)

Some (between 25% and 50%)

Few (1% to 25%)

None

Which of the following most closely represents your clinic setting?

Pediatric Primary Care

Family Medicine

Adult Primary Care

Please select your educational background.
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Using the scale below with 5 being always and 1 being never, please think about how often
obese children at your clinic are provided referral to a:

a 4: Most of

1: Never 2:Rarely  Sometimes  thetme  5:Always
Community Health
i (¢] (¢] (¢] (¢] (¢]
Nutritionist O O (@] (@] (@]
Mental Health
Counselor o o o o o
Physical Therapist (@] (@] (@] (o] (o]

Other members of the health care team utilized to provide comprehensive, intensive
behavioral interventions to promote improvements in weight status in children at your
include:
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