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ABSTRACT

The Role of Community Nutrition Programs in Prevention of Pediatric Overweight and Obesity
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Objective: The article reviews the rapidly evolving, multidisciplinary recommendations for the evaluation and treatment of pediatric obesity with a focus on nutrition.

Childhood obesity in the United States is a public health concern due to its implications on the immediate as well as long-term health status of children.  The nation has the highest levels of childhood obesity compared to all other countries in the world.  Approximately 16.3% of children and adolescents are obese and 32% are either overweight or obese.  While the major contributing factor is an imbalance of caloric intake and energy expenditure, the idea of simply correcting this imbalance to lose weight has not proven successful.  The evolving reality is that overweight and obesity result from a complex interaction between personal, family, environmental, genetic and cultural factors. The evidence suggests that health care providers should identity dietary patterns and behaviors occurring within the contributing factors and use a multi-disciplinary approach to successfully manage overweight and obesity in children. 
Key Points:

Assessment
Weight Assessment.  The American Academy of Pediatrics recommends that every child be assessed annually for excess adiposity.  Body mass index (BMI) is the preferred measure for children and adolescents 2 to 19 years of age.  Children with a BMI ≥ 95th percentile are classified as obese, while those between the 85th and 95th percentiles are classified as overweight.  A classification for severe obesity has been proposed for children ≥ 99th percentile. The assessment should also take into account body composition and growth patterns. 
Nutrition Assessment. Obesity is associated with multiple dietary practices and behaviors that should be thoroughly and accurately assessed by a trained professional. The assessment should include dietary patterns found to be linked with excessive energy intake.  These include the following.

1. Frequency of eating restaurant and fast food meals which are associated with a higher BMI. Meals eaten away from home have large portion sizes, increased energy intake and generally are of lower nutrient quality. 

2. Excessive intake of sweetened beverages, thought to be linked to the increased prevalence of childhood obesity.  However, the relationship is not clear.  Fruit juice should be considered a sweetened beverage. 

3. Consumption of large portions which leads to increased energy intake.

4. Consumption of energy-dense foods. While there is no clear evidence linking energy-dense foods with obesity in children, a relationship has been identified in adult populations.

5. Low consumption of fruits and vegetables.  Increasing fruits and vegetables has been associated with lower consumption of energy dense foods and increased satiety.
6. Skipping breakfast which is associated with increasing obesity in children and adverse effects on school performance.  Skipping breakfast meals does not necessarily result in decreased daily caloric intake.

7. Frequency of snacks which may result in increased energy intake and poor dietary quality.

These patterns should not only be assessed for the individual child, but also for the entire family.  Other factors include food shopping habits, the meal environment, meal locations and eating behaviors. 
Interventions

Behavioral approaches:

Family-based approaches for treatment of pediatric obesity are essential for achieving desirable outcomes.  Furthermore, parent-only approaches may be most appropriate for young children.

Education alone is not effective in changing nutrition behaviors, but should be supported with behavior modification programs comprised of three components.

1. Self-monitoring helps families gain awareness of their dietary habits. This can be achieved by keeping food records, diaries and logs.  These records can provide important information for stimulus control.

2. Stimulus control consists of changing environmental cues that lead to excessive food intake.  Examples are establishing new routines and changing the types of foods that are purchased and accessible in the home.  

3. Goal setting helps maintain focus.  Goals should be specific, measurable, attainable, realistic, and timely (SMART).  When goals are achieved they should be rewarded, which is especially important for children.  Rewards should be small so that they can be used frequently and not related to food, money or purchased items.  Appropriate examples include privileges and family-based activities.  Goal setting should be family-centered and based on their motivation, capabilities and confidence.
Dietary approaches:

The evidence indicates the most promising dietary interventions are based on grouping foods according to nutrient quality and caloric density, then applying a “traffic light” format.  Red light foods represent those with low nutrient quality and high caloric density and should be eaten rarely.  In contrast, green light foods are those with high nutrient quality and low caloric density; the can be eaten more often.  Yellow light foods are those foods that may have a higher nutrient and caloric content; they should be eaten less often and in moderation.
Staged approach for treatment:
The American Academy of Pediatrics advises a staged treatment approach based on the child’s age, BMI, and history of previous successes.  Stage 1 is defined as prevention and includes the following goals.  

1. Consumption of >5 servings of fruits and vegetables daily.

2. Minimize consumption of sugar-sweetened beverages.

3. Eating breakfast on a daily basis.

4. Eating meals at home and as a family,

5. Avoiding overly strict-eating regimens, consistent with authoritative parenting styles and feeding skills.  (See September 2010 Research Update titled Parental Feeding and Parenting Styles.)
Stages 2, 3 and 4 include progressively structured and comprehensive multi-disciplinary interventions requiring specialized care.  
THE IMPLICATION FOR EXTENSION:  


Oklahoma Cooperative Extension Service FCS educators are in a unique position to support health care providers in the prevention of childhood obesity. The scope of appropriate efforts includes:


Encouraging parents to have children’s weight assessed annually as part of a regular child health examination.


Including a family component in obesity prevention nutrition education programs.


Emphasizing promising dietary approaches and behaviors including:


Consumption of 5 or more servings of fruits and vegetables daily.


Minimizing consumption of sugar-sweetened beverages.


Eating breakfast on a daily basis.


Eating meals at home and as a family,


Avoiding overly strict-eating regimens, consistent with authoritative parenting styles and feeding skills.  


Encouraging families to use the behavioral modification strategies of self-assessment, stimulus control and goal setting to develop healthful eating behaviors.
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