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Introduction

romoting a healthy weight, good nutrition, and physical activity

provides health care practitioners the opportunity to reduce the rates

of overweight and obesity in children and youth. Counseling children
and families allows clinicians a chance to establish long term health benefits
and prevent lifestyle related chronic conditions. In Vermont, 12% of low
income children between two and five years of age are obese and according
to the recent Vermont Youth Risk Behavior Survey, three in ten youths in
grades 9 through 12 are overweight or obese.

This toolkit was designed to help health care practitioners develop their own
approach to reach these goals, and to achieve the following office visit goals
recommended by the American Academy of Pediatrics (AAP) guidelines for
the prevention of overweight and obesity in children and adolescents.
Although we acknowledge the important issues around being underweight
(BMI < 5 %ile), these very different issues are not addressed in this toolkit.

Office visit goals for all children & adolescents
+ Calculate and plot BMI once a year
* Document current weight status

Assess current nutrition and physical activity
Counsel families to develop healthy nutrition and physical
activity behaviors

Vermonters look to their health care practitioners for health information.
Vermont data shows that adults who are counseled by their health care
practitioners are more likely to try healthier behaviors than patients

not counseled. Pediatric providers can focus on prevention
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Guidelines for the Prevention & Management
of Overweight Children Ages 2-18 Years*

Make referrals if needed for:
severe overweight (above 99th percentile)
severe overweight in children younger than 2 years
pseudotumor cerebri
sleep apnea
obesity hypoventilation syndrome
Blount’s disease
slipped capital femoral epiphysis

'

If the family is ready to discuss

change, the items at left should
ideally be covered at a second visit.

If a second visit is not feasible,
try to discuss during current visit.

If not ready

« Algorithm developed by VCHIP, based on: National Initiative for Children’s Healthcare Quality (NICHQ), Childhood Obesity Action Network (COAN). Available at
www.nichq.org/NICHQ/Programs/ConferencesAndTraining/ChildhoodObesityActionNetwork.htm. Accessed on May 2, 2014



Pediatric Lipid Screening Guidelines*

Age Population Studies
2-8 years Child Condition: BMI > 95%ile Fasting lipid profile 6C[t x2
OR diabetes, hypertension, (2 weeks-3 months apart,
cigarette smoker average the results)*
FHx: MI, angina, CABG/stent/
angioplasty at <55 in males or *see tables B & C for values
<65 in females,
parent with TC>240,
parent with dyslipidemia
9-11 years ALL Children: SCREEN ONCE Non-HDL cholesterol (non-
fasting) or FLP
12-21 years BMI >85%ile or Child Condition Fasting lipid profile x2
or FHx to include above (average results)
indications
17-21 years ALL adolescents/young adults: Non-HDL cholesterol (non-
SCREEN ONCE fasting) or FLP
Anytime High risk medical condition** Fasting lipid profile x2
**see table A

Table A: High Risk Medical Conditions

Type 1 DM

Type 2 DM

Chronic kidney disease/end stage renal
disease/ post renal transplant

post heart transplant Kawasaki disease

with current aneurysms

Kawasaki disease with regressed coronary
aneurysms

Chronic inflammatory disease (systemic lupus
erythematosus, juvenile rheumatoid arthritis)
HIV infection

Nephrotic syndrome

High Risk

Moderate Risk

Charts developed by VCHIP, based on American Academy of Pediatrics, Expert Panel on Integrated Guidelines for Cardiovascular Health and Risk Reduction in Children
«and Adolescents: Summary Report. Available at: http://pediatrics.aappublications.org/content/128/Supplement_5/5213.full.pdf+htm| Accessed on May 27, 2014
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Table B: Acceptable, Borderline-High, and High Plasma Lipid, Lipoprotein, and
Apolipoprotein Concentrations for Children and Adolescents**

Category Low, mg/dL Acceptable, Borderline-High, High, mg/dL
mg/dL mg/dL

Total Cholesterol -- <170 170-199 >200
LDL Cholesterol -- <110 110-129 >130
Non-HDL
Cholesterol -- <120 120-144 >145
Apolipoprotein B -- <90 90-109 >110
Triglycerides

e 09y - <75 75-99 >100

e 10-19y -- <90 90-129 >130
HDL Cholesterol <40 >45 40-45 --
Apolipoprotein A-1 <115 >120 115-120 --

Recommended Cut Points for Lipid and Lipoprotein Levels in Young Adults**

Category Low, Borderline-Low, Acceptable, Borderline- High, mg/dL
mg/dL mg/dL mg/dL High, mg/dL
Total Cholesterol -- -- <190 190-224 >225
LDL Cholesterol -- -- <120 120-159 >160
Non-HDL Cholesterol -- -- <150 150-189 >190
Triglycerides -- -- <115 115-149 >150
HDL Cholesterol <40 40-44 >45 -- --

**Charts Adapted from tables from American Academy of Pediatrics, Expert Panel on Integrated Guidelines for Cardiovascular Health and Risk Reduction in
Children and Adolescents: Summary Report. Available at: http://pediatrics.aappublications.org/content/128/Supplement_5/5213 full.pdf+html Accessed on
May 27,2014

Table C: Fasting Plasma Glucose and Liver Function Tests

Fasting Plasma Glucose Liver Function Tests (screening for Non-Alcoholic

Fatty Liver Disease)*
For Children > 10 years old (or at onset of puberty, | For children > 10 years old and BMI >95% (or BMI

if younger than 10) > 85% with other risk factors)
e AND BMI > 85%ile PLUS any 2 of the e Obtain LFTs (ALT and AST)
following:
e FHx Type 2 DM in first or second degree
relative

e Race/ethnicity: Native American, African
American, Latino, Asian American, Pacific
Islander

e Signs of insulin resistance (acanthosis
nigricans, hypertension dyslipidemia,
PCOS)

Frequency: Check every two years Frequency: Check every two years

*Evidence is not yet available, but expert recommendation is
as follows, until better evidence is available




Assessment

Prevention

Breastfeeding

Promoting healthier weight begins with feeding
decisions made before and at the time of the
infant’s birth. Explore with parents the benefits of
exclusive and continued breastfeeding. Initiation
and duration of breastfeeding are associated with
reducing pediatric overweight.'

Behaviors

Nutrition & physical activity habits

Incorporate assessment of nutrition and physical
activity behaviors into routine clinical practice. A
careful history will uncover opportunities to make
improvements. Asking about nutrition and
physical activity also raises awareness in the
patient and the family of their importance for
good health:?

Refer to Healthy Habits Questionnaire to assess
activity and nutrition behaviors (pages 27-30).

Attitudes
Self-perception & motivation

Access perception or concern about weight with
patient and family. Establish patient’s readiness

for change and determine barriers, challenges,
and successes.? Refer to national guidelines and
Healthy Weight Change Plan (pages 31-33)

for more detailed guidance.

Family History

The guideline’s algorithm summarizes aspects
of the patient and family risk factors that are
important for the assessment of overweight.

Review of Symptoms

Take a focused review of systems using the table
at right and refer to national guidelines in
toolkit (page 35).

Medical Risks

Physical exam

Signs to look for while conducting the physical exam
are included in the table at the right. Assess annually
blood pressure and body mass index (BMI).

Blood pressure

When measuring blood pressure be sure to use a
cuff large enough to cover 80% of the arm and
refer to Table 2 (page 39) in the Implementation
Guide when diagnosing hypertension.3

SYMPTOMS & SIGNS OF CONDITIONS ASSOCIATED WITH OBESITY

SYMPTOMS

Anxiety, school avoidance, social isolation, sleepiness or
wakefulness (Depression)

Tobacco use (Weight control technique)

Polyuria, polydipsia, unexpected weight loss
(Type 2 diabetes mellitus)

Severe recurrent headaches (Pseudotumor cerebri)

Breathing difficulties (Shortness of breath, exercise intolerance,
asthma, sleep apnea, hypoventilation syndrome, daytime
sleepiness, nocturnal enuresis)

Abdominal pain
(Gastroesophageal reflux, gallbladder disease, constipation)

Hip, knee, or foot pain (Slipped capital femoral epiphysis,
musculoskeletal stress from weight)

Oligomenorrhea or amenorrhea (Polycystic ovary syndrome)

SIGNS

Poor linear growth (Hypothyroidism, Cushing’s,
Prader-Willi syndrome)

Dysmorphic features (Genetic disorders, including
Prader-Willi syndrome)

Acanthosis nigricans (insulin resistance)

Hirsutism and excessive acne (Polycystic ovary syndrome)

Violaceous striae (Cushing’s syndrome)

Papilledema, cranial nerve VI paralysis (Pseudotumor cerebri)

Tonsillar hypertrophy (Sleep apnea)

Adominal tenderness (Gall bladder disease, GERD, NAFLD)

Hepatomegaly (Nonalcoholic fatty liver disease [NAFLD])

Undescended testicle (Prader-Willi syndrome)

Limited hip range of motion (Slipped capital femoral epiphysis)

Lower leg bowing (Blount’s disease)

Adapted from National Initiative for Children”s Healthcare Quality (NICHQ),
Childhood Obesity Action Network (COAN). Available at http://www.nichq.org/
documents/coan-papers-and-publications/
COANImplementationGuide62607FINAL.pdf Accessed on April 21, 2014.

Barlow, S.E. and C. and the Expert (2007). “Expert Committee Recommendations
Regarding the Prevention, Assessment, and Treatment of Child and Adolescent
Overweight and Obesity: Summary Report.” Pediatrics 120(Supplement_4):5164-192.
Accessed on April 21, 2014.



Mental Health It is helpful for several members of the office team
Depressed children and children with eating disorders ~ to know how to calculate patient BMI and

also require psychological evaluation and treatment.  to assign this role specifically for well-child visits.
Without treatment, a weight-control program may

be ineffective. Bright Futures in Practice: Mental Health

(see the Resources section for more information) Once BMl is calculated for patients, itis critical to
provides information on ear|y recognition and to assess and track the child’s BMI over time. You
intervention for specific mental health problems. will also find an online BMI calculator at http://

apps.nccd.cdc.gov/dnpabmi/. If your practice
has an Electronic Health Record that
automatically calculates BMI percentile, it is
important to document the weight category and
discuss with patient and family.

A child with BMI between the 85th and 94th
percentile for age and sex is considered over-
weight. BMI at or above the 95th percentile is
considered obese. Newly-issued recommendations
"f" replace the phrase “at risk of overweight” with
“overweight” and suggest the term “obese” rather
than “overweight” for patients with a BMI =95th
- percentile.? The negative impact of the term "obese"

Laboratory Tests & Referrals

Laboratory tests and referrals should be determined
by the degree of overweight, family history, and
the results of the physical exam. Clinicians should
recognize and monitor changes in obesity-related
risk factors for adult chronic disease, including
hypertension, dyslipidemia, hyperinsulinemia,
impaired glucose tolerance, and symptoms of
obstructive sleep apnea syndrome.? Universal
screening is now recommended for all children
aged 9-11 and 17-21. (Refer to page 6)

Body Mass Index (BMI)?

Calculate and plot BMI periodically. BMI is the ratio of
weight in kilograms to the square of height in meters.
It is used to define overweight because it correlates
well with more accurate measures of body fatness
and is derived from commonly available data.




may outweigh the benefits for some families.
Use sensitivity and clinical judgment when using
these terms in conversation with families.

Significant changes in BMI should also be
recognized and addressed. Refer to page 8 for
symptoms and signs of conditions associated with
obesity.

Until the BMI 99 percentile is added to the growth
charts, the Expert Committee recommends use of
the following table to determine the 99

BMI 99 PERCENTILE CUT POINTS (KG/M?2)

percentile cut points.?

Measurement Technique Checklist *

Stature

Use a calibrated vertical stadiometer with a right-
angle headpiece

Measure stature (height, not length) for children

2 years and older who are able to stand on their
own*

Child or adolescent is measured without shoes,
outer clothing, or hair ornaments on calibrated
stadiometer.

The child is measured standing with heels, buttocks,
and shoulders touching a flat upright surface

Child or adolescent should stand on the
stadiometer footplate with heels together, legs
straight, arms at sides, shoulders relaxed

Child looks straight ahead

Bring the perpendicular headboard down to touch
the crown of the head

Measurer’s eyes should be parallel with the head-
board

Read the measurement to the nearest 0.1 cm or 1/8
inch and record it on the chart

Reposition and remeasure the individual

Measures should agree within 1 cm or 1/4 inch

*The CDC recommends measuring stature for children 2 years and older who
are able to stand on their own, calculating BMI and plotting it on the BMI-for-age
chart. However, clinicians may choose to measure recumbent length and use
the weight-for-length charts for children 2 to 3 years of age. Alternatively, the
weight-for-stature charts can be used to plot stature from 77 to 121 centimeters.
Whether the child’s length or stature is measured determines which growth
chart will be used. It is inappropriate to use a length measurement to calculate
BMI-for-age. It is also inappropriate to use a stature measurement with either the
length-for-age chart or the weight-for-length chart.

10

AGE (YEARS) BOYS GIRLS
5 20.1 21.5
6 21.6 23.0
7 23.6 24.6
8 25.6 26.4
9 27.6 28.2
10 29.3 29.9
11 30.7 31.5
12 31.8 33.1
13 326 34.6
14 33.2 36.0
15 33.6 37.5
16 339 39.1
17 344 40.8
Weight

+ Use a beam balance or electronic scale.

A child older than 36 months is weighed standing
on a scale

+ Child must stand without assistance

« Child or adolescent is wearing lightweight under-
garments, gown, or negligible outer clothing

« Child or adolescent stands on center of scale platform

+ Read the measurement to the nearest 0.01 kg,
10 gm, or 1/2 oz. and record it on the chart

« Reposition and repeat measure

« Measures should agree within 0.1 kg, 100 gm,
or1/41b

Movable headpiece

yardstick
attached
to wall or
board

-"0" of tape
- exactly at
foot level

HL1V3H 40 '1d3Ad 31V1S NOLONIHSYM 3HL 40 ASILENOD
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Counseling

elping families adopt healthy behaviors is a STAGE OF CHANGE e —
major challenge for primary care clinicians.

Most clinicians have received little training
in the communication skills needed to engage

Precontemplation Unaware of problem.
No interest in change.

families in making behavioral changes.

Contemplation Aware of problem.

This overview will introduce you to basic concepts,
but you may want to pursue additional training or

Preparation Beginning to think of changing.
Realize benefits and thinking about
how to change.

reading. Consult the Community Resources and

Action Actively taking steps toward change.

Resources & References to get started.

Counseling for change and shared decision-

Maintenance Initial treatment goals reached.

making can be time-consuming. Explore a family’s
willingness for a second, follow-up visit to give
adequate time for counseling.

While families are usually always involved, if you
are working with an adolescent, it is important to
acknowledge their independence.

Goals for Treatment?

The primary goals of managing uncomplicated
childhood overweight in still growing children
should be healthy eating and physical activity
habits to maintain weight, not weight loss.

Weight loss may be beneficial for children with
secondary complications or a BMI greater than
the 95th percentile, but this should be secondary
to developing healthy habits. Refer to weight
loss targets below.?

Once families demonstrate they can maintain the
child’s weight, recommend additional changes

in eating and activity to achieve weight loss of
approximately 1 pound per month.

WEIGHT LOSS TARGETS?

Brief Principles for Motivating Families
Behavior change is affected more by motivation
than information.> The Stages of Change model®
illustrated above, is a helpful conceptual frame-
work for understanding how motivated or ready a
patient is to make a change. Most families present
in the precontemplation or contemplation stages.
One way to gauge readiness to change is to ask,
"On a scale of one to ten, with one being not at all
ready and ten being extremely ready, how ready
are you to make a change now?"

The family is in charge. The clinician’s goal is not
to get the family to change, but to create the
conditions that help the family reflect on whether
they want to change.

Behavior change is rarely an emergency. Primary
care practitioners follow patients over time. This
allows them to work with families in various
stages of change. The goal in any visit is to either
(1) move the family forward in their readiness

to change to the point where they are actually
engaged in a change, or (2) gain permission to
bring the topic up again.

BMI 85-94 BMI 85-94 PERCENTILE BMI 95-98 BMI >=99
PERCENTILE WITH RISKS PERCENTILE PERCENTILE

Age 2-5 Years Maintain weight Decrease weight Weight Gradual weight loss of up
velocity velocity or weight maintenance to 1 pound a month if BMI

maintenance

is very high (>21 or 22 kg/m2)

Age 6-11 Years Maintain weight Decrease weight Weight maintenance Weight loss
velocity velocity or weight or gradual weight loss (average is 2 pounds

maintenance (1 pound per month) per week)*

Age 12-18 Years Maintain weight velocity ~ Decrease weight Weight loss Weight loss
After linear growth is velocity or weight (average is 2 pounds (average is 2 pounds

complete, maintain weight maintenance per week)* per week)*

* Excessive weight loss should be evaluated for high risk behaviors

1"




All children and families have strengths.’
Children with a weight concern may have
some things they and their families need
to change, but they also have assets or
strengths that have helped them develop.
A child’s strengths (things like a supportive
friend or family member; discipline in
practicing an instrument; or independence
in preparing their own meals at home) will
help a child stick with any recommended
behavior changes. Similarly, a parent’s and
family’s strengths will help them make
changes together with their child.

Asking one or two questions can help
identify strengths and lets patients know
these are important aspects of their lives.

You may want to give interested parents
"A Strength-Based Approach to Healthy

Weight" (page 23) so they can help their
child maintain a positive attitude.

Ask children: What are you good at?
What responisibilities do you have at home? At school?
Who are the important adults in your life?

Ask parents: Tell me about the things your child
does well. What are some of the things you do
together as a family? What makes you most
proud of your son/daughter? Of your family?

Some Simple (and not so simple) Rules
for Talking About Change

Begin with the positive. Pave the way by first
identifying and praising the personal assets and
other resources the patient and family may have:
It’s great that you are doing so well in school.
That tells me you know how to work hard to
achieve goals for yourself.

Ask permission when preparing to discuss a
sensitive topic like a child’s weight. | think it would
be a good idea for us to talk about Amber’s healthy
growth and development. Would that be OK?

12

Avoid offering unsolicited advice. A highly
directive or confrontational counseling style often
proves counterproductive.® Clinician comments
like “She really needs to stop watching so much
TV”or “Your family needs to give up the sugary
beverages and drink more water,” are not only
unlikely to work, they may promote resistance to
change.

Use reflective listening. When a parent responds
negatively to a request to discuss weight, saying (for

example) “I'm sick and tired of people getting on my
case about Amber’s weight," it is tempting to respond
with, “Well, you know she’s at high risk for diabetes
and heart disease when she gets older”” Instead, try
something like, “You're feeling frustrated with people
blaming you for Amber’s being big.” Reflective listening
helps parents and patients open up. It takes lots of
practice — a course in motivational interviewing that
includes role playing is a great way to learn.

Don’t assume that families should want to change,
need to change, or must change health behaviors
simply because their child’s long term health is at risk.

Avoid trying to do too much. Set no more than
one or two goals for change in one visit.

Offer encouragement. Making changes requires
courage. Remind families they have tackled tough
issues in the past, and have strengths that will
support them once they are ready to change.



Examples of Interactions with Patients and Families®

IF A PATIENT IS AT HEALTHY WEIGHT

Offer praise and encouragement. Then
ask for any questions the patient or
family might have about nutrition or
physical activity issues.

Amber, it looks like you are making some healthy eating choices.
And we've talked today about continuing to walk to school.

Your decision to stay active is a very healthy choice!

Do you have any questions about food choices at school?

Any questions about being active at home?

Offer praise and encouragement to the
patient and parent. Then ask for any
guestions the patient or family might
have about nutrition or physical
activity issues.

IF A PATIENT IS OVERWEIGHT OR OBESE

Jacob, it is wonderful that you are such a big help to your mom.
You are learning how to take on responsibility.

That is a good example of your healthy development. And,

Mrs. Peterson, it sounds like you are all making some healthy
eating choices at home.

Jacob, do you have any questions about food choices at school?
Any questions about being active at home?

Then ask permission to discuss the
patient’s weight. Depending on the
age of the child, you may want to ask
permission from the parent or the
patient or both.

Jacob, Mrs. Peterson, | think it would be a good idea for us to
talk about Jacob’s growth and development.
Would that be OK?

Use reflective listening and determine how ready the patient is for change. You may want to ask the
patient and his/her family member to indicate where they are on a 1-10 scale of readiness. See the
Healthy Weight Change Plan in the Tools section for an example.

If the patient and family appear ready to change, explore the possibility of setting up a follow-up visit to give
enough time for discussion of a change plan. At that visit, (or in the same initial visit if a second visit is not
feasible) let the patient choose an achievable goal and make a plan for follow-up. The Healthy Weight Change
Plan can help you talk through the patient’s readiness and level of commitment.

If the patient and family do not want
to discuss the issue or are not ready for
change, ask one of these questions:

You could also provide families with a
copy of the Healthy Weight Change

Plan. Ask them to think about making
a change in the future.

IF A PATIENT IS NOT READY FOR CHANGE

What might need to be different for you to consider making a
change in the future?

What does your family define as “healthy?”

and/or

Could | give you some information about the effects of overweight
to help you think about this?

Some additional pointers

« Schedule an appointment for follow up.
Ask again at the next visit.

« It is appropriate to express concern for unhealthy behaviors, especially if a child is above the 95th percentile.
« Complete any indicated health assessment.
» Note the readiness to change in the chart.




Community Resources

ou may want to identify a champion in your

Yofﬁce who can research local resources and
have the information readily available for
patients and families

One way to begin gathering information is to

call Vermont 2-1-1, a free, statewide service that

informs callers about community services available
in their area.

2-1-1 staff is available:

Monday-Thursday: 8:00am-8:00pm

Friday: 8:00am-4:30pm

Dial 2-1-1, a local call from anywhere in Vermont
1-866-652-4636, toll free in Vermont
1-802-652-4636, from outside of Vermont

Statewide Resources

The Learning Kitchen empowers limited-resource
parents and at-risk youth to prepare healthy,
affordable meals for their families by increasing
their nutrition, budgeting, shopping, and cooking
skills. The program is a collaboration of the
Vermont Campaign to End Childhood Hunger and
the University of Vermont Extension’s Expanded
Food and Nutrition Education Program. Cooking
for Life offers the program across the state. For
more information, contact 865-0255 or visit
www.hungerfreevt.org/what/the-learning-kitchen

The Vermont Children’s Hospital at Fletcher Allen
offers a Healthy Living Clinic once a week in
Burlington. The referral based clinic provides
consultations, nutrition assessment and education
to children and adolescents whoare overweight or
obese and addresses nutrition and physical
activity, as well as the medical and psychosocial/
emotional aspects of overweight and obesity. For
more information call 802-847-4488.

14

Fletcher Allen's patient centered medical homes
include Community Health Teams - nurses, social
workers, dietitians, and health educators who
work together to help patients manage
conditions, including overweight and obesity,
and provide patients with the tools and support
to reach their goals.



The Vermont Department of Health operates
12 Local Health Offices throughout the state.
All Local Offices are committed to
strengthening relationships with their local
medical community and collaborating to

provide the following services and resources:

Nutrition education and WIC food
Breastfeeding support and promotion
Tobacco prevention and cessation services
Alcohol and drug abuse prevention

Healthy school environments

Disease prevention

Immunization

Newport
@ st. Albans

Morrisville

Burlingt
sl on St. Johnsbury

Barre

Middlebury @

White River Junction @

Rutland

Springfield

Bennington
Brattleboro

Somelocal officesalso offerexpanded services such as
breastfeeding peercounselingand WICservices co-
located in the pediatric home.

The Vermont Department of Health Local Offices
Barre 802-479-4200
McFarland Office Building

5PerryStreet,Suite 250

Barre,VT 05641-4272

Bennington 802-447-3531
324 Main Street, Suite 2

Bennington,VT05201

Brattleboro 802-257-2880
232 Main Street, Suite 3

Brattleboro, VT 05301-2881

Burlington ... 802-863-7323
108 Cherry Street, Suite 102

Burlington, VT 05401-9962

Middlebury
156 So. Village Green, Suite 102
Middlebury, VT 05753-1529

802-388-4644

Morrisville 802-888-7447
63Professional Drive, Suite

1 Morrisville, VT 05661

802-334-6707

Newport
100 Main Street, Suite 220
Newport,VT05855

Rutland
300 Asa Bloomer State Office Building
Rutland,VT 05701

802-786-5811

St. Albans
20 Houghton Street, Suite 312
St.Albans, VT 05478-2248

.802-524-7970

St. Johnsbury 802-748-5151
107 Eastern Avenue, Suite9St. Johnsbury, VT 05819-2638

Springfield 802-885-5778
100 Mineral Street, Suite 104

Springfield, VT 05156

White River Junction ... .802-295-8820
226 Holiday Drive,Suite 22 White

RiverJunction,VT05001

15



Proper Coding and Reimbursement Strategies

t all health supervision visits from age 3

and up, always use the proper ICD-9-

CM Diagnosis code to document BMI
percentile, counseling for nutrition and
counseling for physical activity. The
combination of these three codes makes up the
Healthcare Effectiveness Data and Information
Set (HEDIS) measure that document quality.
Also add the appropriate ICD-9-CM Diagnosis
code if the patient is overweight or obese.

Using the appropriate code, however, is
important for tracking the incidence of obesity.
The American Academy of Pediatrics has a fact
sheet about appropriate coding and can
answer coding questions (see the Resources).

The American Academy of Family Physicians,
Americans in Motion (AIM) initiative offers the
following strategies for reimbursement of
preventive services®:

* Schedule a separate visit to address chronic

illness (e.g., diabetes management) so there is
enough time in wellness visits for counseling
and guidance.

Bill for treatment of co-morbidities such as
diabetes and metabolic syndrome.

. Consult with the health plans. Some may be

willing to pay for fitness conversations.

+ Negotiate for reimbursement with self-insured

companies.
Ask families about using Flexible Spending
Accounts to pay for additional visits.

* Group visits for billable conditions like hyper-

tension may be an opportunity for group

conversations about making lifestyle changes.
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Pediatric Obesity Coding

At Health Supervision Visits:

At Follow up visits:

Consider coding for time if > than 50% of time
spent counseling:

99213 — 15 minutes

99214 — 25 minutes

99215 — 40 minutes

Always Add V Codes:

e V85.51 BMI, less than 5™ percentile for age

e V85.52 BMI, 5" to less than 85" percentile for age
e V85.53 BMI, 85" to 95" percentile for age

Use ICD 9 Codes:

e 278.00 - Obesity NOS

e 278.01 — Morbid Obesity
e 278.02 — Overweight

e 783.1 Abnormal
weight gain

e V85.54 BMI, greater than or equal to 95" percentile
for age

Add V Codes:

e V85.53 BMI, 85" to 95" percentile for age

e V85.54 BMI, greater than or equal to 95" percentile
for age

Counseling codes:
e V65.3 — Counseling on Nutrition
e V65.41 — Counseling on Physical Activity

Add codes for all existing co-morbidities:

Cardiovascular
796.2 Elevated Blood Pressure (BP)

e 401.9 Hypertension (HTN)
Female

e 626.0 Amenorrhea

e 626.1 Infrequent Menses

e 626.4 Irregular Menses

e 704.1 Hirsutism

e 259.1 Sexual Precocity

e 256.4 Polycystic (Ovaries) Syndrome
Skin

e 706.1 Acne

e 701.2 Acquired Acanthosis Nigricans
e 701.3 Striae

Sleep

e 780.57 Unspecified Sleep Apnea
e 786.09 Snoring

Ortho

e 736.41 Genu Valgum

e 732.2 SCFE

e 732.4 Blount's Disease

Gl

e 530.81 GERD/ Esophageal Reflux
e 574.1 Cholecystitis

e 574.2 Cholelithiasis

Mental Health
311  Depression
300.4 Dysthymic Disorder

Neurologic
e 348.2 Pseudotumor Cerebri

Conditions Diagnosed with Lab Tests:

272.0 (Pure) Hypercholesterolemia
772.2 Mixed Lipidemia

790.29 Insulin Resistance- other abnormal
glucose (pre-diabetes not otherwise
specified; hyperglycemia)

277.7 (Dys)metabolic Syndrome (X)

794.8 Abnormal LFT's

571.8 Fatty Liver- Other Chronic Non-Alcoholic

Liver Disease

250.00 Diabetes Mellitus without mention of
complication, Type Il or unspecified type,

not stated as uncontrolled
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Resources & References

Resource List

Assessment

CDC Training Module: Growth Chart Training
www.cdc.gov/nccdphp/dnpa/growthcharts/training/modules.htm

CDC BMI Calculator
www.cdc.gov/nccdphp/dnpa/bmi/index.htm

CDC Growth Charts
http://www.cdc.gov/growthcharts/cdc_charts.htm

Hagan JF, Shaw JS, Duncan PM, eds. 2008. Bright Futures: Guideline for Health Supervision of Infants,
Children, and Adolescents, Third Edition. Elk Grove Village, IL: American Academy of Pediatrics
http://brightfutures.aap.org/pdfs/guidelines_pdf/1-bf-introduction.pdf

Jellinek M, Patel BP, Froehle MC, eds. Bright Futures in Practice: Mental Health - Volume I. Practice Guide.

Arlington, VA: National Center for Education in Maternal and Child Health; 2002
http://www.brightfutures.org/mentalhealth/pdf/index.html

American Academy of Pediatrics: Clinical and professional resources related to pediatric nutrition and weight management
available for purchase through the online bookstore

www.aap.org

Counseling

May, M. AIM -HI Practice Manual. American Academy of Family Physicians.
http://www.aafp.org/dam/AAFP/documents/patient_care/fitness/AIMPracticeManual.pdf

Miller W, Rollnick S, eds. Motivational interviewing: Preparing people for change. 2nd ed. New York: Guildford Press; 2002
Patrick K, Spear B, Holt K, Sofka D, eds. Bright Futures in Practice: Physical Activity. Arlington, VA: National Center for Education
in Maternal and Child Health; 2001

Rollnick S, Mason P, Butler C. Health Behavior Change: A Guide for Practitioners. Edinburgh: Churchill Livingstone; 1999

Reimbursement

AAP Obesity and Related Co-Morbidities Coding Fact Sheet for Primary Care Pediatricians
http://www.nichqg.org/childhood_obesity/tools/AAPcodingfactsheet.pdf

AAP Coding Questions
http://www.aap.org/en-us/professional-resources/practice-support/financing-and-payment/Pages/Coding-Concerns.aspx
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Patient-Friendly Materials
Nemours Foundation, “Kid’s Health for Parents”

www.kidshealth.org/parent/nutrition_fit/nutrition/overweight_obesity.html

We Can! (Ways to Enhance Children's Activity & Nutrition) is a national movement designed to give parents, caregivers,

and communities a way to help children stay at a healthy weight by providing tools, fun activities, and more. Sponsered by

The National Heart, Lung, and Blood Institute, Natonal Institute of Diabetes and Digestive and Kidney Diseases, and the

Eunice kennedy Shriver National Institue of Child Health and Human Development, and the National Cancer Institute.
http://www.nhlbi.nih.gov/health/public/heart/obesity/wecan/

Let’s Move! is a initiative launched by First Lady Michelle Obama, dedicated to solving the challenge of childhood obesity. The

website provides parents, caregivers, and communities strategies, tools, and information to foster environments that support
healthy choices.

http://www.letsmove.gov/

MyPlate is a nutrition guide endorsed by the US Department of Agriculture which highlights the Dietary Guidelines and

visually depicts how to make healthy food choices when planning our meals. MyPlate provides guidance, tools, games, as well
as healthy recipes and a food tracker tool.

http://www.choosemyplate.gov/

Kids Eat Right is a joint initiative from the Academy of Nutrition and Dietetics and Academy of Nutrition and Dietetics

Foundation whose goal is to educate families, communities, and policy makers aobut the importance of quality nutrition.

Resources are available for all stages of childhood and adolescents and promote healthy shopping, cooking, and eating.
http://www.eatright.org/kids/

BAM! Body and Mind is an interactive online resource from the Centers for Disease Control and Prevention, designed to give

kids 9-13 years old information they need to make healthy lifestyle choices.

http://www.cdc.gov/bam

Fit WIC is an online resource that encourages parents and caregivers to be active with children and increase the amount of time
children actively play.
http://healthvermont.gov/wic/parents.aspx
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Healthy Habits: Ideas for Families with Young Children

Make 5-2-1-0 your goal; here are some activities to get you started.

EAT MORE COLORS .w
Goal: Aim for 5 fruits and vegetables a day

] Try one new vegetable or fruit each week
(| Add fruit to your child’s cereal
(] Make a rainbow of vegetables and fruits on your child’s plate . -

] Try veggies right out of the can or freezer bag for a quick and healthy snack

TURN IT OFF!

Goal: Aim for less than 2 hours of screen time a day (no screen time for children under age 2)
| | Read a story (and then act it out)

|| Visit the library—walk there if you can!

|| Turn up the volume and dance to your favorite music

|| Plan for TV time, pick the programs, set and stick to your limits.

MOVE MORE

Goal: Aim for at least 1 hour of activity each day

[ Toddlers love to follow the leader—especially when you're the leader! Hop like a bunny,
jump like a frog, stomp your feet, clap your hands. If you are active, your child will be too.

[ Play outside! Go on a bear hunt, take teddy bear on a picnic, visit a barnyard.

| Preschoolers like activities that use large and small muscles—and expand their minds.
Play with your child. You'll enjoy spending time together. Skip along a sidewalk,
somersault down a hill, dribble a ball with feet or hands bat a ball, balance on
a low beam, climb a jungle gym, or toss a Frisbee

[ Take the dog for a walk—borrow your neighbor’s if you need to

CHOOSE YOUR DRINK

Goal: Aim for 0 sugar-sweetened drinks
|| Offer water when your child is thirsty O\
|| Limit juice consumption (use 100% juice in a child size cup)

|| Drink non-fat or low-fat milk (for children over age 2)

MORE IDEAS!
(] Eat family meals as often as possible
] Involve children in choosing vegetables, preparing meals, and setting the table
] You decide what, when and where meals and snacks are eaten—let your child decide how much
L] Limit eating out at fast food places and pack your own “grab and go” food
20



Healthy Habits : Ideas for Families with School Age Children

Make 5-2-1-0 your goal; here are some activities to get you started.

Choose an activity that will help you move toward one or more of the goals listed below

EAT MORE COLORS

Goal: Aim for 5 fruits and vegetables a day :

L] Try one new vegetable or fruit each week u‘ \
[ ] Add fruit to your cereal i :i

[ Eat vegetables and fruits that are different colors

I ;r / )
L] Try cut up veggies and dip for a healthy snack - , :

TURN IT OFF!

Goal: Aim for less than 2 hours of screen time a day

| | Take the TV out of the bedroom

|| Pick one day a week for game night instead of watching TV

|| Plan TV, computer, and game time each day

MOVE MORE

Goal: Aim for at least 1 hour of activity each day

(] Play your favorite sport or choose a favorite physical activity
(ride bikes, play tag)

|| Walk or bike to school if you can
| | Take the dog for a walk
[ | Use the stairs

CHOOSE YOUR DRINK

Goal: Aim for 0 sugar-sweetened drinks

| Switch from soda to water or seltzer

L] Limit juice consumption (use the tiny glasses!)

[ ] Drink non-fat or low-fat milk

MORE IDEAS!

[ | Eat meals together at least once a week

| | Learn about portion sizes

| | Get everyone involved in preparing meals
| | Take the farthest spot in the parking lot
|_| Eat breakfast daily

|| Limit eating out at restaurants, especially fast food places
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AVCHIP

Vermont Child Health Improvement Program . s are o1s
UNIVERSITY OF VERMONT COLLEGE OF MEDgICINE Healthy Habits: Activities for Families

Staying Active As a Family

Keep a family log and set a goal to achieve a set number of hours of activity. When you
reach your goal, celebrate your success with a family movie night or go bowling.

e Visit your elementary school’s playground or local park for unstructured fun; walk if

possible

e Take a bike ride together around the neighborhood or visit a bike path; don’t forget the
helmets

e Build a fort inside using chairs, blankets, boxes, and watch your child’s imagination take
off

e Plan a scavenger hunt and roam your yard looking for common things found in your
house or yard

e Set up the sprinkler on a hot day and take turns running around the yard and through the
cooling mist

e Wash the family car

e Grab some old pillow cases and have sack races outside

e Play organized school yard games — tag, kickball, dodgeball or four square

e Explore the natural surroundings by taking a hike or walk through woods; take your time
and see what animals, birds, or insects you can find

e Inthe fall, rake leaves together; if you don’t have any leaves in your yard, head to the
woods to collect interesting leaves

e Start a family garden and plant your favorite flowers or vegetables; be sure to tend to it
weekly

e Plan atreasure hunt

e Participate in an open gym at a local fitness center or school gymnasium

e Have a dance party — turn on your favorite music and see who has the best moves

e Look at your local parks and rec department to find free or low cost recreation programs
or sports leagues

e Get the family involved in cleaning the house — think of chores that require physical effort

e Take a family walk after dinner

e Make a Saturday morning walk a weekly habit

e Celebrate special occasions and holidays with activities

e Have a jump rope or hula hoop competition

e For more ideas of kid-friendly fun happening in your area, check out Find and Go Seek
Vermont @ www.findandgoseek.net
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A Strength-based Approach to Healthy Weight

ou are the expert on your child. The ideas
v below are meant to help you support your

child’s healthy growth and development.
Consider whether these suggestions are right for
your family. If they aren’t, we hope you will see the
spirit of a strength-based approach and will come
up with your own ways to encourage your child’s
healthy development. (And please share your
ideas with us!)

Recognize Your Child’s Strengths'

All children have strengths. Your love and support,
and your child’s developing strengths, will help your
child make healthy choices and become a healthy
adult. Look for the following strengths in your child:

Independence: Is your child learning to do things
on his or her own? Making decisions indepen-

dently? Problem-solving? Growing independence
can help a child “own” a decision to increase their
physical activity, or improve their eating habits.

Mastery: Does your child know she is good at
certain tasks like reading, caring for a pet, or
sports? Are there healthy activities he or she
participates in with enthusiasm? Has she/he
made progress in choosing healthy behavior, like
good hygiene, exercising, controlling anger, or
following family rules? Praise this progress and

let them know healthy eating and activity choices
can be mastered, too.

Belonging: Is your child making connections with
friends and family? A child’s best friends and family,
and knowing they have people who support them,
can help a child stick with healthy behaviors.
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Simple Things You Can Do To Support Your
Child’s Strengths and Healthy Behavior

Offer Guidance: Actively guide your child toward
the values and skills you want for them.

+ Remind your child of their strengths and that they

can accomplish great things.

+ Regularly discuss what you expect from them.

+ Discuss your values; what you believe, and don't
believe.

+ Suggest ways they can pursue their interests and
enhance their strengths.

+ Model positive behavior. Let your kids see you
learning, working, and trying new things. And
show them you are making healthy physical
activity and eating choices.

+ Be present and supportive when things go wrong.

Make a safe space: It's hard to control the outside

environment, but you can make your home a safe

space where healthy decisions are easier.?

+ Serve healthy meals for everyone, not just for the
child who is trying to improve their eating habits.

+ Keep healthy snacks like apples in easy reach and
don’'t buy tempting, high-calorie, low nutrition
foods like chips and cookies.

+ Put the TV and video games in a room that is not
welcoming, or where a glare hits the screen.

+ If you designate TV time, try giving equal (or more)

time for exercise.

Get Involved: Let your child know what they think

and do matters to someone.

+ Talk together often. Ask them how things are going.

+ Play together and eat meals together.
+ Attend their school and sporting events.
+ Meet your child’s friends and their parents.

Acknowledge and Reward: Show your child you
appreciate them and enjoy being around them: *
+ Ask their opinion.

+ Include them in conversations.

+ Encourage them to share their talents with others.
+ Listen to their stories

+ Go places together.

+ Share their excitement.

+ Tell them how proud of them you are.

+ Follow them when they lead.

+ Do what they like to do.

+ Marvel at what they can do.

+ Cheer their accomplishments.

+ Believe what they say.

+ Help them take a stand, and stand with them.

+ Join in their adventures.

+ Introduce them to people of excellence.

When things seem to be going wrong, remember...
you have a great kid! No child is perfect. When
things start get off track, make a list of your child’s
strengths to help you refocus. When you finish the
list, review the strengths present or lacking and
make a plan for moving forward.

And don't forget, you have strengths as a parent:

* You are the expert on your child.

+ You have experiences and guidance that can help
your child.

* Your child needs YOU.

Your doctor cares about you and your child. Talk to
your doctor about your questions and concerns.

1 Adapted from: Brendtro, L. K., Brokenleg, M., & Van Bockern, S. (2002). Reclaiming youth at risk: our hope for the future. Bloomington, Ind:

National Educational Service.

2 Adapted from: Ludwig, D., & Rostler, S. (2007). Ending the food fight: guide your child to a healthy weight in a fast food/fake food world.

Boston: Houghton Mifflin.

3 Adapted from: Roehlkepartain, J. L. (2005). 150 ways to show kids you care = Los ninos importan. Minneapolis, Minn: Search Institute.
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AVCHIP

Vermont Child Health Improvement Program

UNIVERSITY OF VERMONT COLLEGE OF MEDICINE Healthy Habits Questionnaire
Ages 2-9 (parent/caregiver)

DEMOGRAPHICS

Last Name First Name
DOB Gender [Owm Or
Parent/caregiver name: Preferred Phone OHome Ocenn Owork

HEALTHY BEHAVIORS ASSESSMENT**
How many servings of fruits or vegetables does your child eat a day?

How many times a week does your child eat dinner at the table together with the family?

How many times a week does your child eat breakfast?

How many times a week does your child eat takeout or fast food?

How many hours a day does your child watch TV/movies or sit and play video/computer games?

Does your child have a TV in the room where he/she sleeps? [ Yes [ No
Does your child have a computer in the room where he/she sleeps? [ Yes [ No

How many hours of sleep does your child get per night?

How much time a day does your child spend in active play (faster breathing/heart rate or sweating)?
How many 8-ounce servings of the following does your child drink a day? (A 12-oz serving is the size of a can of soda
or pop)
100% juice Fruit drinks or sports drinks Soda or punch
Water Whole milk Nonfat or reduced fat milk
Are you concerned about any of your child’s nutrition or activity habits?

Have you recently made any changes to your child’s nutrition or activity habits?

Have you thought about making any changes to your child’s nutrition or activity habits?

Please rate the level of stress in your family (select a number)
0 1 2 3 4 5 6 7 8 9 10
Little or no stress A great deal of stress

NOTES

** Modified from Let’s Go Healthy Habits Survey (Ages 2-9) www.letsgo.org
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n
Vermont Child Health Improvement Program . . .
UNIVERSITY OF VERMONT CpﬂLLEGE OF MEDICINE Hea Ithy Habits Questionnaire

Ages 2-9 (parent/caregiver)

DEMOGRAPHICS

Last Name First Name
DOB Gender [Owm Or
Parent/caregiver name: Preferred Phone OHome Ocenn Owork

HEALTHY BEHAVIORS ASSESSMENT**

Does your child eat at least five or more servings of fruits and vegetables daily? OYes ONo

Does your family eat meals together at home 5-6 times a week? [ Yes [ No

Does your child eat breakfast every day? [ Yes [ No

Does your child eat fast food or takeout more than 2 times a week? [ Yes [ No

Does your child watch TV, play video games, or spend tjme r-  _computer for moic—rartweo-roursperuay—t—resmrve
Does your child have a TV in the room where he/she sleeps? [ Yes [ No

Does your child have a computer in the room where he/she sleeps? [ Yes [ No

Does your child get at least 7-8 hours of sleep every night? [ Yes O No

Does your child participate in active play (faster breathing/heart rate or sweating) for a total of one hour a day?[d Yes [d No

Does your child drink more than one 8oz sugar sweetened beverage (soda, juice, sports drink) each day? [ Yes [ No

Based on your answers, is there one thing you would like to change? [ Yes [ No

** Modified from Let’s Go Healthy Habits Survey (Ages 2-9) www.letsgo.org
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Vermont Child Health Improvement Program . . .
UNIVERSITY OF VERMONT CpﬂLLEGE OF MEDICINE Hea Ithy Habits QU estionnaire

Ages 2-9 (parent/caregiver)

DEMOGRAPHICS

Last Name First Name
DOB Gender [Owm Or
Parent/caregiver name: Preferred Phone OHome Ocenn Owork

HEALTHY BEHAVIORS ASSESSMENT**
How many servings of fruits or vegetables does your child eat a day?

How many times a week does your child eat dinner at the table together with the family?

How many times a week does your child eat breakfast?

How many times a week does your child eat takeout or fast food?

How many hours a day does your child watch TV/movies or sit and play video/computer games?

Does your child have a TV in the room where he/she sleeps? [ Yes [ No
Does your child have a computer in the room where he/she sleeps? [ Yes [ No

How many hours of sleep does your child get per night?

How much time a day does your child spend in active play (faster breathing/heart rate or sweating)?
How many 8-ounce servings of the following does your child drink a day? (A 12-oz serving is the size of a can of soda
or pop)
100% juice Fruit drinks or sports drinks Soda or punch
Water Whole milk Nonfat or reduced fat milk
Are you concerned about any of your child’s nutrition or activity habits?

Have you recently made any changes to your child’s nutrition or activity habits?

Have you thought about making any changes to your child’s nutrition or activity habits?

Please rate the level of stress in your family (select a number)
0 1 2 3 4 5 6 7 8 9 10
Little or no stress A great deal of stress

NOTES

** Modified from Let’s Go Healthy Habits Survey (Ages 2-9) www.letsgo.org
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Vermont Child Health Improvement Program . . .
UNIVERSITY OF VERMONT CpﬂLLEGE OF MEDICINE Hea Ithy Habits QU estionnaire

Ages 2-9 (parent/caregiver)

DEMOGRAPHICS

Last Name First Name
DOB Gender [Owm Or
Parent/caregiver name: Preferred Phone OHome Ocenn Owork

HEALTHY BEHAVIORS ASSESSMENT**

Does your child eat at least five or more servings of fruits and vegetables daily? OYes ONo

Does your family eat meals together at home 5-6 times a week? [ Yes [ No

Does your child eat breakfast every day? [ Yes [ No

Does your child eat fast food or takeout more than 2 times a week? [ Yes [ No

Does your child watch TV, play video games, or spend time on the computer for more than two hours per day? [ Yes [0 No

Does your child have a TV in the room where he/she sleeps? [ Yes [ No

Does your child have a computer in the room where he/she sleeps? O Yes [ No

Does your child get at least 7-8 hours of sleep every night? [ Yes O No

Does your child participate in active play (faster breathing/heart rate or sweating) for a total of one hour a day?[d Yes [d No

Does your child drink more than one 8oz sugar sweetened beverage (soda, juice, sports drink) each day? [ Yes [ No

Based on your answers, is there one thing you would like to change? [ Yes [ No

** Modified from Let’s Go Healthy Habits Survey (Ages 2-9) www.letsgo.org
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UNIVERSITY OF VERMONT CpﬂLLEGE OF MEDICINE Hea Ithy Habits QU estionnaire

Ages 10-18

DEMOGRAPHICS

Last Name First Name
DOB Gender [Owm Or
Parent/caregiver name: Preferred Phone OHome Ocenn Owork

HEALTHY BEHAVIORS ASSESSMENT**

How many servings of fruits or vegetables do you eat a day?

How many times a week do you eat dinner at the table together with the family?

How many times a week do you eat breakfast?

How many times a week do you eat takeout or fast food?

How many hours a day do you watch TV/movies or sit and play video/computer games?

Do you have a TV in your bedroom? [ Yes [ No
Do you have a computer in your bedroom? [ Yes [ No

How many hours of sleep do you get per night?

How much time a day do you spend in active play (faster breathing/heart rate or sweating)?
How many 8-ounce servings of the following do you drink a day? (A 12-0z serving is the size of a can of soda or pop)
100% juice Fruit drinks or sports drinks Soda or punch

Water Whole milk Nonfat or reduced fat milk
Are you concerned about any of your nutrition or activity habits?

Have you recently made any changes to your nutrition or activity habits?

Have you thought about making any changes to your nutrition or activity habits?

Please rate the level of stress in your life (select a number)
0 1 2 3 4 5 6 7 8 9 10
Little or no stress A great deal of stress

NOTES

** Modified from Let’s Go Healthy Habits Survey (Ages 10-18) www.letsgo.org
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UNIVERSITY OF VERMONT CpﬂLLEGE OF MEDICINE Hea Ithy Habits QU estionnaire

Ages 10-18

DEMOGRAPHICS

Last Name First Name
DOB Gender [Owm Or
Parent/caregiver name: Preferred Phone OHome Ocenn Owo