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Welcome
• The didactic portion of this session will be recorded for the 

educational and quality improvement purposes
• Please rename yourself, with your practice

• Hover over self; click on 3 dots; rename yourself

Please remember…
• Mute your microphone when not speaking
• Turn on video when possible

What are practices excited about? Please enter in chat

Presenter
Presentation Notes
Linda
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Agenda

Time Topic Presenter

7:30 – 7:40 AM Welcome and Introductions Linda Cabral

7:40 – 8:00 AM Project Overview and Expectations Liz Cantor

8:00 – 8:30 AM First ECHO session: Epidemiology of Obesity Vania Kasper, MD

8:30 – 8:55 AM Case Presentation & Discussion
(not recorded)

Judith Westrick, 
MD / team

Presenter
Presentation Notes
Linda – Anchor Pediatrics case study
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THANK  YOU to our project sponsor and funder

Presenter
Presentation Notes
LINDA
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Project Team Introductions

Liz Cantor, PhD, 
Pediatric IBH 
Practice Facilitator

Pat Flanagan, MD, 
Clinical 
Director/PCMH 
Kids Co-Chair

Sarah Hagin, PhD, 
Pedi PRN (Lifespan)

Linda Cabral, MM, 
Senior Program 
Manager

Susanne Campbell, 
RN, MS, PCMH-CCE, 
Sr Program 
Development Mgr

Carolyn Karner, 
MBA, Program 
Management and 
Evaluation

Amy Ben-Zvi,
MPH Graduate 
Student Intern

Presenter
Presentation Notes
All – Pat 1st; Liz last
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Practice QI Team Introductions

Anchor Pediatrics

Contact Title/Professional Credentials

Christine Carr Practice Manager

Judith Westrick Pediatrician, MD

Pamela Riley IBH Clinician, LICSW

Cathleen Tager Nurse Care Manager, RN

Marna Heck-Jones EHR/IT Coordinator 
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Practice QI Team Introductions

Atlantic Pediatrics

Contact Title/Professional Credentials

Colleen Vitale Partner, MD

Social worker thru RIPCPC Integrated Behavioral Health Clinician

Esteisy Ramirez Care Coordinator/ Manager 

Marissa Simeone Care NP Practitioner 
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Practice QI Team Introductions

Santiago Medical Group

Contact Title/Professional Credentials

Dora Yepes Manager 

Carolina Herrera Nurse Practitioner 

Cristin Atehortua Care Coordinator
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Practice QI Team Introductions

St. Joseph Health Center

Contact Title/Professional Credentials

Rosa Linval Practice Manager

Jon Dooley Pediatrician, MD

Margaret Watts NP

Garry Bliss AE Director 
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Practice QI Team Introductions

The Westerly Medical Center

Contact Title/Professional Credentials

Susan Stuart owner/Pediatrician, DO

Laura Kelly Social Worker, LCSW

Cheryl Stefanski Office Coordinator 

Gina Falcone Medical Assistant 
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Practice QI Team Introductions

Tri-County Community Action Agency

Contact Title/Professional Credentials

Brenda Dowlatshahi Chief Operating Officer/Health Center Director 

Amato Polselli Pediatrician, MD

Jennifer Caffrey Integrated Behavioral Health Director, LICSW

Barbara Dormer Registered Nurse, RN

Casey Sardo Registered Dietitian, RD, LDN, CDOE 
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Practice QI Team Introductions

Waterman Pediatrics Coastal Medical Lifespan

Contact Title/Professional Credentials

Elizabeth Lange Pediatrician, MD

Susan Royal Office Manager
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Project Goals

 Improve pediatric care for children who are overweight/obese using a 
behavioral health approach to behavior change

 Develop new skills, knowledge, and comfort through didactic learning, case 
sharing, data driven quality improvement activities, and monthly team 
meetings

 Implement sustainable and standardized approaches for preventing, 
assessing and/or treating childhood obesity

 Improve patient outcomes 
 Be part of a learning community for behavioral health providers and 

pediatric care teams

Presenter
Presentation Notes
Liz (Pat)
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Practice Requirements / Expectations
o Complete pre and post assessment surveys and ECHO evaluations
o Monthly practice facilitation meetings with Liz (virtual or on site, initial meeting 

scheduled in late Sept or October, 2022)

o ECHO meetings:  
• At least one member of the care team must attend and participate in at least eight 

of the ten ECHO sessions 
• Submit and present at least one patient case study for discussion at one of the ECHO 

Learning session. Month to present will be assigned. 
• Practices submit and present patient success story and key learnings at final 2 

meetings (July or August). 

Presenter
Presentation Notes
Liz
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Practice Requirements / Expectations
o PDSA due in February with 3 data points:  baseline, midpoint and final 

data on one of the following topics:
• BH Enhancement: Establish monthly case consultations with IBH team 
• Primary Prevention: Establish standardized protocol to address healthy habits for 

children 0-2 years old at WCV - tentative
• Assessment: Improve assessment of factors that impact pediatric weight by 

incorporating a standardized assessment into WCV or follow-up visit 
• Patient Identification: Develop a workflow for identifying and tracking patients with 

obesity/overweight, including those who are referred to, and seen by, IBHC 
• Treatment/intervention: set up a protocol for patients who are overweight/ obese 

to be seen more than once/year by a provider

Presenter
Presentation Notes
Liz

Measurement specific for each topic + one overall measure on confidence + balancing measure



Pediatric 
Weight 
Management

Milestone 
Document in 
Participative 
Agreement

Important Dates Notes
Required Meetings

Learning Collaborative Meetings:
Kickoff + ECHO #1

Wrap-up meetings/ECHO #11 & #12

ECHO Learning Sessions #2-#10

12 Monthly Meetings with Practice Facilitator

Sept. 22, 2022 7:30-9

July 20, 2023 & August 17, 2023 
7:30-8:30

3rd Thursday/Month 7:30-8:30
From October, 2022 – June, 2023

To be scheduled by practices 
individually

Sept 2022 – August 2023

The expectation is that all 
of these will be virtual 
meetings; Zoom invitations 
will be sent out by CTC.

Case Presentations
Each practice to present 1 patient case at monthly ECHO Learning 
Session.

Date to be assigned Case Form Template
Submit 2 weeks prior to 
ECHO Learning Session 

to: deliverables@ctc-ri.org
Each practice to present 1 patient success story at wrap-up 
meetings

Date to be assigned
July 20, 2023 & August 17, 2023 

7:30-8:30

Template to be provided
Success story to be 

submitted July 6, 2023 or 
August 3, 2023

Assessments
Complete Learning Collaborative Pre-Assessment to be completed by 
primary care provider

Submitted with Participative Agreement
Due August 31, 2022

Complete Learning Collaborative Post-Assessment to be completed by 
primary care provider

Due August 31, 2023 Submit to: 
deliverables@ctc-ri.org

Complete post-ECHO evaluations (by all team members who attended 
the ECHO)

Monthly, immediately following each 
ECHO session

Complete final evaluation for CME/MOC part 4 Due August 30, 2023

Presenter
Presentation Notes
Liz – already in Participative agreement

https://www.ctc-ri.org/sites/default/files/uploads/Pedi%20Wt%20Mgt%20Milestone%20Doc%20final.docx
about:blank


Pediatric 
Weight 
Management

Milestone 
Document in 
Participative 
Agreement

Important Dates Notes
PDSA

PDSA Plan for improving 1 of 5 identified areas of Pediatric Weight 
Mgt best practice:

1. IBH Enhancement:  Establish monthly case consultations 
with IBH team 

2. Primary Prevention: Establish standardized protocol to address 
healthy habits for children 0-2 years old at WCV 

3. Assessment:  Improve assessment of factors that impact 
pediatric weight by incorporating a standardized assessment 
into WCV or follow up visit

4. Patient Identification:  Develop a workflow for identifying and 
tracking patients with obesity/overweight, including those who 
are referred to, and seen by, IBHC

5. Treatment/intervention:  set up a protocol for patients who are 
overweight/obese to be seen more than once/year by a 
provider 

Due February 15, 2023

Midpoint Data report Due May 15, 2023 Submit to: 
deliverables@ctc-ri.org

Final PDSA reporting out on progress, challenges and 
results/outcomes 

Due August 15, 2023 Submit to: 
deliverables@ctc-ri.org

Presenter
Presentation Notes
Liz

https://www.ctc-ri.org/sites/default/files/uploads/Pedi%20Wt%20Mgt%20Milestone%20Doc%20final.docx
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ECHO Curriculum
Tentative Date

1. Kickoff and ECHO session on Epidemiology of Obesity (AAP guidelines) Sept 22, 2022

2. Weight Bias/Stigma / impact on mental health Oct 20, 2022

3. Cultural Considerations Nov 17, 2022

4. Prevention / Developmental issues Dec 15, 2022

5. Motivational Interviewing / Difficult conversations Jan 19, 2023

6. Family-Based Behavioral Treatment (gold standard) Feb 16, 2023

7. Empowering Parents Mar 16, 2023

8. Nutrition / Physical Activity counseling - doable interventions in Primary Care Apr 20, 2023

9. Role of IBH clinician / PEDIPRN / Triage Care May 18, 2023

10. Self-Monitoring, Engagement in Treatment June 15, 2023

11. Practice Sharing of patient success stories: Part 1 July 20, 2023

12.  Practice Sharing of patient success stories: Part 2 Aug 17, 2023

Presenter
Presentation Notes
LIZ
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Kickoff ECHO 
Epidemiology 

of Obesity 
(AAP 

guidelines)

Practice 
Sharing of 

patient 
success 

stories: Part 2

Weight 
Bias/Stigma / 

impact on 
mental health

Cultural 
Considerations

Prevention / 
Developmental 

issues

Motivational 
Interviewing / 

Difficult 
conversations 

Family-Based 
Behavioral 
Treatment

Empowering 
Parents

Nutrition / 
Physical 
Activity 

counseling -
doable 

interventions 
in Primary 

Care

Role of IBH 
clinician / 
PEDIPRN / 
Triage Care

Self-
Monitoring, 
Engagement 

in 
Treatment 

Practice 
Sharing of 

patient 
success 

stories: Part 1

Sept 22, 22 Dec 15, 22 Jan 19, 23 Feb 16, 23 Mar 16, 23 Apr 20, 23 May 18, 23 Jun 15, 23 Jul 20, 23 Aug 17, 23Oct 20, 22 Nov 17, 22

Pediatric Weight Management timeline

QI PREPARATION
Gather data, self-assessment, choose QI topic, prepare for QI 

Initiative.

Baseline 
data due 
2/15/23.

Implement QI plan
Midpoint 
data due 
5/15/23.

Adjust

Prepare for best 
practice sharing of 

patient success story.
Final data due 8/15/23.
*Post-Assessment due 

8/31/23

Meet with IBH Practice Facilitator monthly

*Pre-Assessment due Aug, 2022

Q

Presenter
Presentation Notes
Liz
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CME Credits

• Available for each ECHO Session attended
• Partial Credit can be obtained for watching the Didactic 

recording
• NPs and RNs can also receive credit through AAFP’s 

partnership with the American Nurses Credentialing 
Center (ANCC) and the American Academy of Nurse 
Practitioners Certification Board (AANPCB).

• Still researching options for BH Clinicians
• Evaluations must be completed to receive credit.
• Certificates will be mailed ~ 1 month after event.

Presenter
Presentation Notes
Pat



21

What is Project ECHO?

• ECHO = Extension for Community Healthcare Outcomes
• A tele-mentoring program designed to create communities 

of learners by bringing together health care providers and 
experts using didactic and case-based presentations

• “All teach, all learn” 
• Encourages knowledge exchange
• Utilizes technology
• Promotes case-based learning

Presenter
Presentation Notes
Linda -  Programs are all different, based on the focus, style, and individual team members involved;
Works to build expertise at the front lines of care to safely and effectively manage common, complex conditions so that providers can meet the need for specialty care within their community;
Its an educational model, and not a patient care clinic; and
Is an ongoing multidirectional learning network that is not merely consultative and does not develop a patient-provider relationship
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What does an ECHO session look like?

• Introductions/Housekeeping (5 min)
• Lecture (followed by short Q&A) (15-20 min)
• De-identified Case Discussion (25 min)

• Case Presentation by spoke or faculty
• Facilitator summarizes case; asks for clarifying questions
• Recommendations/Discussion
• Facilitator summarizes recommendations

• Wrap-up (5 min)

ECHO sessions are smaller than 
the typical webinar to allow for 
more active participation. Much of 
the learning comes from the 
discussions

Presenter
Presentation Notes
Linda
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between any clinician and any patient whose case is being presented in a project ECHO setting
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Reminders

• This session will be recorded for educational and quality 
improvement purposes

• Please do not provide any protected health information (PHI) during 
any ECHO session

Prepared by Care Transformation 
Collaborative of RI

Presenter
Presentation Notes
Linda
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CME Credits 
(currently available for MDs, PAs, Rx, RNs and NPs)

25

• CME Credits – Please request session credits when filling out the 
evaluation at the end of the meeting.

• Evaluation/Credit Request Form: 
https://www.surveymonkey.com/r/PediWtMgmtCMEEvaluation

The AAFP has reviewed ‘ECHO Series Focused on Best Practices and QI’ and deemed it acceptable for AAFP credit. 
Term of approval is from 09/16/2022 - 09/16/2023. Physicians should claim only the credit commensurate with the 
extent of their participation in the activity. NPs and RNs can also receive credit through AAFP’s partnership with the 
American Nurses Credentialing Center (ANCC) and the American Academy of Nurse Practitioners Certification Board 
(AANPCB).

Presenter
Presentation Notes
Linda



26

Agenda

Time Topic Presenter

8:00 – 8:05 AM Faculty Introduction Liz

8:05 – 8:30 AM Didactic: Epidemiology of Obesity (AAP 
Guidelines)

Vania Kasper, MD

8:30 - 8:55 AM Case Presentation & Discussion Judith Westrick, MD  
/Team

8:55 - 9:00 AM Wrap up; Evaluation; Announcements Linda

Presenter
Presentation Notes
Liz Introduce Vania
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Today’s Faculty
Vania Kasper is the medical director of the Center for Pediatric Liver and 
Pancreatic Disorders, Associate Director of the Pediatric Cystic Fibrosis Center 
and Associate Fellowship Program Director. She enjoys working in obesity 
management and is the pediatric medical advisor for the adolescent bariatric 
surgery program. 
Vania Kasper is an Assistant Professor of Pediatrics and Clinical Educator at The 
Warren Alpert Medical School of Brown University and Hasbro Children’s 
Hospital. She has completed fellowships in Pediatric Gastroenterology, 
Hepatology and Nutrition at Brown University and in Pediatric Transplant 
Hepatology at Columbia University. Prior to her fellowship training, she 
completed a Residency and Chief Residency in Pediatrics at SUNY Downstate 
Medical Center in Brooklyn, NY.

Presenter
Presentation Notes
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Disclosures

Session presenters have no financial relationships with a 
commercial entity producing healthcare-related products used on 
or by patients.

If CME credits are offered, all relevant financial relationships of 
those on the session planning committee have been disclosed and, 
if necessary, mitigated.

Presenter
Presentation Notes
Vania
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Learning Objectives

After participating in this session, attendees should be able to:

• Describe the prevalence and epidemiology of obesity in the 
United States and Rhode Island 

• Identify children at risk for overweight and obesity

• Apply the AAP recommendations for assessment and treatment 
of overweight and obesity

Presenter
Presentation Notes
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Obesity trends in the United States

https://stateofchildhoodobesity.org/monitor/

Presenter
Presentation Notes

State of Obesity is funded by the Robert Wood Johnson Foundation. Uses NHANES, WIC Program characteristics, National Survey of children’s health (NSCH), Youth Risk Behavior Surveillance system (YRBSS) and behavioral risk factor surveillance system (BRFSS – adult data on obesity)

In 2020, the childhood rate of obesity rose to 22.4% from 19.3% shown here.
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Obesity rates in Northeast (Youth Ages 10-17 years, 2019-2020)

https://stateofchildhoodobesity.org/children1017/

Presenter
Presentation Notes
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Obesity trends in Rhode Island

https://www.rikidscount.org/

Core Cities: Central Falls, Pawtucket, Providence 
and Woonsocket

Presenter
Presentation Notes
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Obesity rates in Rhode Island by race

https://www.rikidscount.org/

Presenter
Presentation Notes
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Definition of obesity in adults

https://www.cdc.gov

Presenter
Presentation Notes
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Definition of obesity in children

Barlow SE, et al. Expert Committee, Pediatrics 2007

Determined by BMI percentile by sex and age:
• Normal weight – 5th to 85th percentile
• Overweight – 85th to 95th percentile
• Obese – above 95th percentile
• Severe/ Extreme Obesity –

• ≥ 120% of 95th percentile (class 2)
• ≥ 140% of 95th percentile (class 3)

Presenter
Presentation Notes
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Age 
(years)

BMI 
(kg/m2)

2 45th

4 55th

8 75th

10 87th

11 93rd

12 > 99th

13 > 99th

14 > 99th

15 > 99th

16 > 99th

Presenter
Presentation Notes





37Gulati, et al. Pediatrics 2012

Presenter
Presentation Notes





38Ogden CL, et al. JAMA 2016

Presenter
Presentation Notes
NHANES, >40K children aged 2-19y;
Objectives: To provide estimates of obesity and extreme obesity prevalence for children and adolescents for 2011-2014 and investigate trends by age between 1988-1994 and 2013-2014.
Design, setting, and participants: Children and adolescents aged 2 to 19 years with measured weight and height in the 1988-1994 through 2013-2014 National Health and Nutrition Examination Surveys.
Exposures: Survey period.
Main outcomes and measures: Obesity was defined as a body mass index (BMI) at or above the sex-specific 95th percentile on the US Centers for Disease Control and Prevention (CDC) BMI-for-age growth charts. Extreme obesity was defined as a BMI at or above 120% of the sex-specific 95th percentile on the CDC BMI-for-age growth charts. Detailed estimates are presented for 2011-2014. The analyses of linear and quadratic trends in prevalence were conducted using 9 survey periods. Trend analyses between 2005-2006 and 2013-2014 also were conducted.
Results: Measurements from 40,780 children and adolescents (mean age, 11.0 years; 48.8% female) between 1988-1994 and 2013-2014 were analyzed. Among children and adolescents aged 2 to 19 years, the prevalence of obesity in 2011-2014 was 17.0% (95% CI, 15.5%-18.6%) and extreme obesity was 5.8% (95% CI, 4.9%-6.8%). Among children aged 2 to 5 years, obesity increased from 7.2% (95% CI, 5.8%-8.8%) in 1988-1994 to 13.9% (95% CI, 10.7%-17.7%) (P < .001) in 2003-2004 and then decreased to 9.4% (95% CI, 6.8%-12.6%) (P = .03) in 2013-2014. Among children aged 6 to 11 years, obesity increased from 11.3% (95% CI, 9.4%-13.4%) in 1988-1994 to 19.6% (95% CI, 17.1%-22.4%) (P < .001) in 2007-2008, and then did not change (2013-2014: 17.4% [95% CI, 13.8%-21.4%]; P = .44). Obesity increased among adolescents aged 12 to 19 years between 1988-1994 (10.5% [95% CI, 8.8%-12.5%]) and 2013-2014 (20.6% [95% CI, 16.2%-25.6%]; P < .001) as did extreme obesity among children aged 6 to 11 years (3.6% [95% CI, 2.5%-5.0%] in 1988-1994 to 4.3% [95% CI, 3.0%-6.1%] in 2013-2014; P = .02) and adolescents aged 12 to 19 years (2.6% [95% CI, 1.7%-3.9%] in 1988-1994 to 9.1% [95% CI, 7.0%-11.5%] in 2013-2014; P < .001). No significant trends were observed between 2005-2006 and 2013-2014 (P value range, .09-.87).
Conclusions and relevance: In this nationally representative study of US children and adolescents aged 2 to 19 years, the prevalence of obesity in 2011-2014 was 17.0% and extreme obesity was 5.8%. Between 1988-1994 and 2013-2014, the prevalence of obesity increased until 2003-2004 and then decreased in children aged 2 to 5 years, increased until 2007-2008 and then leveled off in children aged 6 to 11 years, and increased among adolescents aged 12 to 19 years.
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Bogalusa Heart Study. Freedman. Pediatrics 1999, 2001, 2005

Singh AS, et al. Obes Rev 2008

Obesity persists into adulthood

Presenter
Presentation Notes
2610 subjects.  Compared BMI and triceps skin fold thickness in childhood (avg age 10) to adult (mean length of f/u 17.6 yrs, aged 18-37 yo). 31% boys 42% girls.
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Obesity persists into adulthood

Bogalusa Heart Study. Freedman. Pediatrics 1999, 2001, 2005
Singh AS, et al. Obes Rev 2008

Rundle AG, et al. Child Obes 2020

Risk factors for 
adult obesity:
• Age first obese
• Parental weight
• Severity of obesity
• BMI trajectory

Presenter
Presentation Notes
2610 subjects.  Compared BMI and triceps skin fold thickness in childhood (avg age 10) to adult (mean length of f/u 17.6 yrs, aged 18-37 yo). 31% boys 42% girls.
Tracking of Obesity in Childhood into Adulthood: Effects on Body Mass Index and Fat Mass Index at Age 50. AU Rundle AG, Factor-Litvak P, Suglia SF, Susser ES, Kezios KL, Lovasi GS, Cirillo PM, Cohn BA, Link BG SO Child Obes. 2020;16(3):226. 
Background: Obesity is present in 17% of US youth, age 2-19 years, but the extent to which obesity in childhood is associated with higher BMI and fat mass in middle age is unclear. In this study, links between childhood body size and BMI and body composition at age∼50 were assessed. Methods: Child Health and Development Studies participants, born between 1960 and 1963 in Alameda County, and still living in California, from whom anthropometric data were collected at age 5, 9-11, and/or 15-17 years were followed-up at age∼50 for anthropometric outcomes (251 women; 249 men). Linear regression analyses assessed whether overweight (85th to<95th BMI percentile) or obesity (≥95th BMI percentile) at age 5 were associated with BMI, fat mass index (FMI), and lean mass index (LMI) at age∼50. Results: At age 50, participants with obesity at age 5 had BMI scores that were 6.51 units higher [95% confidence interval (CI) = 3.67-9.35]than participants who were normal weight at age 5; FMI and LMI scores were 4.15 (95% CI = 1.98-6.32) and 2.36 (95% CI = 1.45-3.26) units higher, respectively. However, obesity experienced at age 5 had only a modest positive predictive value for predicting the presence of obesity at age 50 (67%), whereas obesity present at age 15-17 had a higher positive predictive value (86%). Conclusions: The experience of obesity at age 5 for members of this birth cohort was associated with significantly higher BMI, FMI, and LMI at age∼50.
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Gout
Arthritis

Skin infections

Fatty Liver Disease
Gall stones

Reflux

Cancer

Type 2 Diabetes
PCOS

Hypogonadism
Obstructive Sleep Apnea

Asthma

Hypertension
Hypercholesterolemia

Cardiovascular disease

Neurocognitive dysfunction
Headaches

Stroke
Dementia

20 – 30 year old male
• BMI > 45
• May lose 13 years of life

Fontaine, et al.  JAMA, 2003

Presenter
Presentation Notes
There are over 200 diseases that are linked or worsened by obesity.
Context: Public health officials and organizations have disseminated health messages regarding the dangers of obesity, but these have not produced the desired effect.
Objective: To estimate the expected number of years of life lost (YLL) due to overweight and obesity across the life span of an adult.
Design, setting, and subjects: Data from the (1) US Life Tables (1999); (2) Third National Health and Nutrition Examination Survey (NHANES III; 1988-1994); and (3) First National Health and Nutrition Epidemiologic Follow-up Study (NHANES I and II; 1971-1992) and NHANES II Mortality Study (1976-1992) were used to derive YLL estimates for adults aged 18 to 85 years. Body mass index (BMI) integer-defined categories were used (ie, <17; 17 to <18; 18 to <19; 20 to <21; 21 to 45; or > or =45). A BMI of 24 was used as the reference category.
Main outcome measure: The difference between the number of years of life expected if an individual were obese vs not obese, which was designated YLL.
Results: Marked race and sex differences were observed in estimated YLL. Among whites, a J- or U-shaped association was found between overweight or obesity and YLL. The optimal BMI (associated with the least YLL or greatest longevity) is approximately 23 to 25 for whites and 23 to 30 for blacks. For any given degree of overweight, younger adults generally had greater YLL than did older adults. The maximum YLL for white men aged 20 to 30 years with a severe level of obesity (BMI >45) is 13 and is 8 for white women. For men, this could represent a 22% reduction in expected remaining life span. Among black men and black women older than 60 years, overweight and moderate obesity were generally not associated with an increased YLL and only severe obesity resulted in YLL. However, blacks at younger ages with severe levels of obesity had a maximum YLL of 20 for men and 5 for women.
Conclusion: Obesity appears to lessen life expectancy markedly, especially among younger adults.
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Risk factors for obesity - Environmental
• Maternal health and weight during pregnancy
• Breastfeeding v formula
• Food insecurity
• Sugar sweetened beverages
• Sedentary behaviors
• Screen time over 2 hours per day
• Sleep disruption
• Psychoactive medications
• Toxins
• Viruses

https://www.rikidscount.org/

Presenter
Presentation Notes
Toxins – Epidemiologic studies raise the possibility that obesity could be triggered or exacerbated by exposure to environmental endocrine-disrupting chemicals, such as the pesticide dichlorodiphenyltrichloroethane (DDT) [167] or bisphenol A (BPA). BPA is a compound used to manufacture polycarbonate resin and is a common contaminant of foods sold in cans and plastic packaging [168]. Most individuals in the United States have detectable levels of BPA in urine, and most of the exposure is from food [169]. Experimental studies in cell culture and animals suggest that BPA is a selective modulator of estrogen receptors and accelerates adipogenesis and postnatal somatic growth [170-172]. Epidemiologic studies in adults and children demonstrate an association between urinary BPA concentrations and obesity or obesity-related diseases, including diabetes and cardiovascular disease [173-176]. It is possible that the observed association is due to dietary or environmental variables that were not included in the analysis, or by increased storage of BPA in adipose tissue among obese individuals, rather than a direct causal effect. (See "Endocrine-disrupting chemicals".)
Exposure to such endocrine-disrupting chemicals could also be a mechanism for the "metabolic programming" phenomenon described below. (See 'Metabolic programming' below.)
●Viruses – A few studies suggest the possibility that obesity can be triggered or exacerbated by exposure to a virus. Adenovirus 36 increases body fat in several animal models, and human studies have found conflicting results about an association between the presence of this serotype and obesity. These data are discussed in a separate topic review. (See "Pathogenesis, epidemiology, and clinical manifestations of adenovirus infection", section on 'Possible association with obesity'.)
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Risk factors for obesity – Non-environmental

• Polygenic
• Monogenic

• Melanocortin 4 receptor defects

• Syndromic 
• Prader-Willi, Bardet-Biedel

• Endocrine
• Hypothalamic, hypothyroid

Barlow SE, et al. Expert Committee, Pediatrics 2007
Goodarzi M. Lancet Diabetes Enrocrinol 2018

Presenter
Presentation Notes
Polygenic factors – There is strong evidence that genetic factors play a permissive role and interact with environmental factors to produce obesity. Studies suggest that heritable factors are responsible for 40 to 85 percent of the variation in adiposity [177], but most of the genetic polymorphisms responsible have not yet been isolated. Thus, genetic contributions to common obesity likely exist, but most of the molecular mechanisms for these factors have yet to be determined
FIGURE: Figure 1: Major GWAS discoveries for adiposity traits For clarity of presentation, findings of genome-wide association studies (GWAS), shown in appendix 2, are grouped into seven categories: BMI related (includes GWAS for BMI, weight, overweight or obese status in adulthood, childhood BMI, childhood obesity, and BMI change over time; 141 loci); body fat (includes GWAS for body fat percentage and body fat mass; 15 loci); birthweight (eight loci); waist-to-hip ratio or waist circumference adjusted for BMI (97 loci); visceral adiposity (includes GWAS for visceral fat and visceral-to-subcutaneous adipose tissue ratio; two loci); waist-to-hip ratio or waist circumference (includes GWAS for waist-to-hip ratio and waist circumference not adjusted for BMI; 26 loci); and extreme obesity (includes GWAS for extreme childhood and extreme adult obesity; 23 loci). PBRM1 was associated with waist-to-hip ratio adjusted for BMI mainly in Europeans and associated with BMI in East Asians. The COBLL1 SNP associated with waist-to-hip ratio adjusted for BMI and the COBLL1 SNP associated with BMI in individuals older than 50 years are in low linkage disequilibrium (r²=0·14 in Europeans in the 1000 Genomes Project). Appendix 2 lists GWAS results for additional categories of adiposity traits not depicted in the figure. Lancet Diabetes Endocrinol. 2018 Mar;6(3):223-236. Genetics of obesity: what genetic association studies have taught us about the biology of obesity and its complications Mark O Goodarzi 1
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Obesity Assessment
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Obesity Management Stages
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Staged treatment for 
12-18 year-olds

SWM: Structured 
weight management

CMI: Comprehensive 
Multidisciplinary 
intervention

TCI: Tertiary care 
intervention

Presenter
Presentation Notes
IGURE 3 Staged treatment for 12- to 18-year-old youths. The order of the stages and the time in each stage should be tailored to the child’s physical and emotional development and the readiness of the child and family to change. SWM indicates structured weight management; Cont, continue; CMI, comprehensive multidisciplinary intervention; TCI, tertiary care intervention
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Resources

• Sarah E Barlow, Expert Committee. Expert committee recommendations regarding the 
prevention, assessment, and treatment of child and adolescent overweight and obesity: summary 
report. Pediatrics. 2007 Dec;120 Suppl 4:S164-92.

• Matthew M Davis, et al. Recommendations for prevention of childhood obesity.  Pediatrics. 2007 
Dec;120 Suppl 4:S229-53. PMID: 18055653

• Nancy F Krebs, et al. Assessment of child and adolescent oberight and obesity. Pediatrics. 2007 
Dec;120 Suppl 4:S193-228. PMID: 18055652

• Bonnie A Spear, et al. Recommendations for treatment of child and adolescent overweight and 
obesity. Pediatrics. 2007 Dec;120 Suppl 4:S254-88. PMID: 18055654
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Contact information
Vania Kasper, MD 

vkasper@Lifespan.org
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Presentation Notes
Liz – a question or two?



Prepared by Care Transformation Collaborativeof RI

C a r e T r a n s f o r m a t i o n Col laborat iv e of RI

PLEASE NOTE: Project ECHO case consultations do not create or otherwise establish a provider-patient relationship 
between any clinician and any patient whose case is being presented in a project ECHO setting

Presenter(s):Judith Blazar Westrick MD, Anchor Pediatrics

Date: 9/22/22

Contact Info: jwestrick@lifespan.org

Pediatric Weight Management ECHO®

Case Presentation

Presenter
Presentation Notes
Liz



Reasons for Selecting this Case

Prepared by Care Transformation
CollaborativeofRI

Do Not Include PHI

Why did you choose this case? 
Frustration
Help w discussing body image and promoting positive self-
image

What questions do you have for the group?
Looking for ways to discuss the subject and empower young 
kids- esp young women.

Presenter
Presentation Notes





Basic Patient Information

Age 10y7m

Gender Identity Female/girl

Race/Ethnicity white

Current Weight and Height Weight:          161                         Height:  56

34.2- >>99%ile – morbid obesity

How long has the patient had concerning growth trends?
6years

How long has this individual been in your care? 10 years 

Insurance type (Commercial, Medicaid, Uninsured, Other) NHPRI

Current BMI and BMI%/Obesity class

Do Not Include PHI



Growth Curve

Prepared by Care Transformation
CollaborativeofRI



Does the Patient/Family have a weight 
management goal? Please describe.

Prepared by Care Transformation
CollaborativeofRI

Do Not Include PHI

Family goal- healthy young girl
Patient goal- avoid discussing the issue



Prepared by Care Transformation
CollaborativeofRI

Relevant Background

Relevant medical and/or behavioral 
comorbidities 

In utero exposure to cocaine/opiates and benzos

Relevant medications Cetirizine, multivitamin

Relevant lab results A1c5.8, Chol 157, HDL 41, AST26,ALT 36, TSH 2.3,Vitamin d 29

Relevant BH Screening results n/a

Relevant SDOH Screening results Adopted by bio aunt and uncle

Do Not Include PHI



Relevant Social History

Prepared by Care Transformation
CollaborativeofRI

Relevant obesity related family 
history?

Sister- 13 yo- bmi 29.

Adoptive mom- obese

Family/patient history of trauma?

Adopted by bio aunt and uncle

11yo cousin who lives w her was suicidal in 2021 but came out as trans and is 
better.

Bio mom died in MVA-

School related concerns? no

Other social history concerns?

Do Not Include PHI



Nutrition

Prepared by Care Transformation
CollaborativeofRI

What interventions have been tried?
How responsive has the family been to nutrition 
intervention?

Pediatric endo at Hasbro, nutrition counseling first privately 
and now w endo, Supportive counseling at Anchor counseling.

What barriers have the family identified for 
improving nutrition?

Family concerned about self image.  Thought patient was too 
anxious about weight when she initially lost weight.  

Does the patient have any of the following:
- Excessive hunger
- Night-time eating or binging
- Sneaking food
- Other

Excessive hunger

Other concerns with nutrition/eating (such as 
cultural considerations)?

Eats out 3 nights weekly

Eats breakfast and lunch at school – likes sweet drinks and 
sugary cereal.

Do Not Include PHI



Physical Activity

Prepared by Care Transformation
CollaborativeofRI

Do Not Include PHI

What interventions have been tried?
How responsive has the family been to physical activity 
recommendations?

Swimming daily this summer,  some family walks

Does the patient engage in regular physical activity? 
(yes/no)
Please describe

yes

Is screen time a significant part of the patient’s social 
time? (yes/no)
Please describe

yes

Other concerns with physical activity/exercise (such as 
physical restrictions, access, environmental safety)?



Were other approaches used for managing this 
patient?

Prepared by Care Transformation
CollaborativeofRI

Do Not Include PHI

I am out of ideas.



Patient /Family Successes and Strengths?

Prepared by Care Transformation
CollaborativeofRI

Do Not Include PHI

This family has pulled together through adversities.  They are very supportive and are 
trying. 
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Summary & Clarifying Questions
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Reasons for Selecting this Case

Prepared by Care Transformation
CollaborativeofRI

Do Not Include PHI

Why did you choose this case? 
Frustration
Help w discussing body image and promoting positive self-
image

What questions do you have for the 
group?

Looking for ways to discuss the subject and empower 
young kids- esp young women.

Presenter
Presentation Notes
Last case slide – summarize discussion and recommendation
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CME Credits 
(currently available for MDs, PAs, Rx, RNs and NPs)

63

• Please provide us your feedback!

• Evaluation/Credit Request Form: 
https://www.surveymonkey.com/r/PediWtMgmtCMEEvaluation

• Please request CME credits when filling out the evaluation at the end of the meeting

The AAFP has reviewed ‘ECHO Series Focused on Best Practices and QI’ and deemed it acceptable for AAFP credit. 
Term of approval is from 09/16/2022 - 09/16/2023. Physicians should claim only the credit commensurate with the 
extent of their participation in the activity. NPs and RNs can also receive credit through AAFP’s partnership with the 
American Nurses Credentialing Center (ANCC) and the American Academy of Nurse Practitioners Certification Board 
(AANPCB).

Presenter
Presentation Notes
Linda

https://www.surveymonkey.com/r/PediWtMgmtCMEEvaluation
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Announcements

Next Session: October 20, 7:30-8:30AM
Topic: Weight Bias / Stigma - Impact on mental health
Presenter: Katy Darling, PhD

Liz will be reaching out to practices to schedule monthly 
practice facilitation meetings.

We are looking for a volunteer practice to present a case in 
October.

Presenter
Presentation Notes
Linda
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