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Overview 

 Clinic based interventions ages 2-5 years 

 

 The realities of clinical care ages 2-5 years 

 

 Emerging opportunities in clinical care 0-5 years 

 

 Potential partners for clinicians 0-5 years 

 



Clinic-based interventions ages 2-5 years 

 Virtually no solely clinic-based prevention 
interventions 

 Some focus on treatment for overweight young 
children with motivational interviewing as a key 
component (Taveras et al., Arch Ped Adolesc Med, 2011; Resnicow et al., 

Pediatrics, 2015) 

 

 

Group 1 - Usual Care 

Group 2 - PCP 

Group 3 - PCP + RD 



 

 

 

 

 “Pediatricians should use a longitudinal, 
developmentally appropriate life-course approach 
to help identify children early on the path to 
obesity and base prevention efforts on family 
dynamics and reduction in high-risk dietary and 
activity behaviors.” 



AAP Recommendations 

 Identify Children at Risk – growth charts, 
prenatal, child, and behavioral risk factors 

 Educate – screen for knowledge about: 

 Healthy diet (and where to find it), portion sizes 

 Risk of sedentary behaviors 

 WIC and SNAP 

 Online resources, e.g. ChooseMyPlate.gov  

 Manage Food and Activity Environment 

 Suggest healthy alternatives 

 Self Monitoring 

 Family Focused 



Realities - Opportunities 

 High access to children and parents/guardians 

 

 Trusted source of health information 

 

 Can link families to community resources 

 



Realities of clinical care - Barriers 

 Time and space constraints – availability of clinic 
rooms, short length of appointments 

 Extra travel for families if more visits 

 Physician care is relatively expensive, 
reimbursement for obesity-related care is poor 

 Lack of knowledge, experience in preventing 
obesity for young children 

 Providers often believe parents aren’t concerned 
about high weight for infants & toddlers 



Realities of clinical care – other priorities 

 Bright Futures, 3rd edition, 2 year well child visit 

 

 

 

 

 

 

 

 None of the visits 2 through 4 years list diet or 
nutrition as a priority! 



Bright Futures 2 Year Visit 

 



Bright Futures 2 Year Visit 

 



Growth Charts 

 Plotting BMI percentile on 
growth charts inconsistent 
in Pediatrics historically, 
but appears to be 
increasing. (Perrin EM, J 

Pediatrics, 2004; Hillman JB, Public 
Health Rep 2009) 

 

 Weight-for-length chart    
<2 years infrequently 
used though AAP policy 
statement noted 95th 
percentile defines 
“overweight”. 



BUT, there is hope! – Quality Improvement 

 Quality improvement (QI) – “systematic and 
continuous actions that lead to measurable 
improvement in health care services and the 
health status of targeted patient groups.” 

 QI “movement” was initially more focused on the 
inpatient environment. 

 Electronic Health Records (EHR) have often been 
viewed negatively by primary care physicians, but 
optimally they can improve efficiency and quality of 
care. 

 



Quality Improvement for Obesity Prevention 

 High weight-for-length, high BMI could display 
as alarm values 
 Rapid infant weight gain too? 

 Pre-visit or waiting room surveys could be 
automatically data entered to identify 
obesogenic behaviors, minimizing clinician 
assessment times 
 Early introduction of solids 

 Prolonged bottle use 

 Fruit juice, Sugar-sweetened beverage consumption 

 Lack of fruits and vegetables 

 TV time 



Changing the Paradigm? Centering Care 

 Model of group healthcare with 3 main 
components: 

 Assessment 

 Education 

 Support 

 

 Has been disseminated predominantly for 
prenatal care, but has moved into the pediatric 
well child care area though limited pediatric 
research … 



Centering Care 

 Typical session 90-120 minutes, 8-9 sessions first 
year after birth, 6-7 parent-baby dyads 

 Brief individual assessment with provider 

 Self-care activities 

 Self-assessment tools to examine relevant topics 

 Informal discussion with other participants 

 Facilitated discussion by care provider on health topics 



Centering Care 

 High patient Satisfaction, forms support 
network 

 

 Adaptation of this being tested at NYU with low-
income Latino participants, groups led by 
Nutritionist / Child Developmental specialist  

 



Partnering 

 WIC – can communication be improved? 

 Dieticians – early intervention? 

 Community resources 

 Farmer’s markets 

 Obstetricians/Childbirth Education 

 Breastfeeding discussion during pregnancy 

 Promote appropriate gestational weight gain, 
smoking cessation 

 Communication with childcare on dietary 
recommendations (e.g. beverages, snacks) 



Partnering – Example 

 NET-Works trial: RCT with intervention that 
integrates home, community, primary care, and 
neighborhood strategies (Sherwood et al, Contemporary Clinical Trials 2013) 

 Goal to promote healthful eating, activity patterns, and 
body weight among low-income, racially/ethnically 
diverse preschool-age children 

 Brochure helps primary care providers communicate 
about BMI percentile, healthful eating, activity 

 PCP role as trusted resource is to reinforce education 
from others involved in intervention 


