Physician Counseling to Prevent Overweight in Children and Adolescents:
American College of Preventive Medicine Position Statement
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Abstract

The American College of Preventive Medicine (ACPM) presents this position statement
to guide physicians in counseling children and adolescents to prevent overweight.
Rigorous reviews of the published literature have found insufficient evidence to permit
the development of formal recommendations by the U.S. Preventive Services Task Force
(USPSTF) and others. However, numerous public health and physician organizations
have developed recommendations based on expert opinion, professional judgment, and
the available scientific evidence. This paper presents the position of the ACPM in light
of these ambiguities. ACPM will review and modify its recommendations as new
scientific evidence emerges.
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"Overweight and obesity must be approached as preventable and treatable problems..."
David Satcher, MD, PhD, from The Surgeon General's Call to Action to Prevent and
Decrease Overweight and Obesity, 2001

Introduction

Overweight is epidemic among children, adolescents and adults in the United States.
Sixteen percent of children and adolescents 6-19 years old and 10.3% of 2-5 year olds are
overweight (BMI-for-age and gender at or above the 95th percentile).1 The prevalence of
overweight is greater among children of certain racial and ethnic groups. In 1999-2002,
the prevalence of overweight among non-Hispanic black (21.1%) and Mexican American
(22.5%) adolescents 12-19 years old was significantly greater than that among nonHispanic white adolescents (13.7%) in the same age group. Similarly, the prevalence of
overweight in non-Hispanic black and Mexican-American children ages 6-11 years
(19.8% and 21.8% respectively) was much greater than that seen in non-Hispanic white
children (13.5%) the same age.1 Overweight is on the increase in all pediatric age groups.
From the time of the National Health and Nutrition Examination Survey in 1976-80
(NHANES I) to the NHANES survey of 1999-2000, overweight prevalence more than
doubled in children 6-11 years old (from 6.5 % to 15.3%) and tripled in adolescents 1219 years old (from 5% to 15.5%).2 An even more alarming trend has been the rise in
prevalence of overweight among children 6-23 months of age (from 7.2% in NHANES I
to 11.6% in the 1999-2000 Survey).2 This increase in excessive weight has been
attributed to environmental and behavioral factors which influence diet, exercise, and

leisure-time activities.2,3,4,5,6 Children and adolescents tend to consume more fat
(especially saturated fat) and calories, eat fewer fruits and vegetables, watch more
television, and participate in less physical activity than are recommended.7,8,9,10,11

Identifying the children and adolescents at greatest risk of becoming overweight is
complex. Pediatric overweight is an expected feature of inherited syndromic and
monogenetic disorders including Prader-Willi syndrome, Down syndrome, Duchenne
Muscular Dystrophy and congenital leptin deficiency, and is common in endocrine
disorders such as Cushing syndrome, hypothyroidism and hyperinsulinemia. These
secondary causes of obesity account for only 1-2% of cases in children and
adolescents.12,13 Clinicians should also be alert to the potential for excessive weight gain
in patients with physical disability, poorly controlled type 1 diabetes, and psychosocial
problems, or who are being treated with centrally-acting drugs (anti-depressants, antipsychotics, sodium valproate), insulin, or glucocorticoids.12 However, the majority of
cases of overweight are “primary.” Potential population level risk factors include
ethnicity, parental obesity, gestational diabetes, smoking during pregnancy, low birth
weight, and low socio-economic status.12 Although parental obesity is considered the
strongest predictor of childhood and adolescent overweight, it has not yet emerged as a
clinical screening tool.13

In children and adolescents, overweight is associated with cardiac risk factors such as
atherosclerosis, asymptomatic coronary artery disease, hypertension, dyslipidemia, and
hyperinsulinemia.14,15,16 Knowledge that the pathological changes of type 2 diabetes and

cardiovascular disease can begin in childhood and adolescence has hastened interest in
preventing overweight in.children.17,18 Other conditions associated with pediatric
overweight include asthma, obstructive sleep apnea, gallstones, type 2 diabetes,
menstrual irregularities, orthopedic problems, and psychosocial problems.6 Pediatric
overweight is predictive of adult obesity with its associated risks of increased all-cause
mortality and cardiovascular, endocrine, gastrointestinal, respiratory and neoplastic
disease.19 The probability of an overweight child becoming an obese adult increases with
age, from approximately 30% in the preschool years, to 50% at school age, to 80% as an
adolescent.20

Adult obesity and overweight are estimated to account for 9.1% of health expenditures
(51.5 to 78.5 billion dollars annually) in the United States.21 Remarkably, 27% of the rise
in inflation-adjusted per capita medical spending between 1987 and 2001 is attributable
to changes in the prevalence and intensity of care for obesity.22 Total medical costs
attributable to pediatric overweight have not been estimated, but the annual cost of youth
(6-17 years of age) hospital admissions for overweight has risen from $35 million in
1979-1981 to $127 million in 1997-1999.23

The US federal government has therefore addressed overweight and obesity in its Healthy
People 2010 objectives. The Healthy People 2010 objectives call for a reduction in the
proportion of children, adolescents, and adults who are overweight and obese; an increase
in the proportion of Americans consuming the recommended levels of whole grains,
vegetables, fruits and total and saturated fat; a decrease in sedentary behavior; and an

increase in physical activity.24 The Institute of Medicine believes that the health care
system can have a significant impact on the problem of childhood overweight and has
called for physicians to make overweight prevention a routine and longitudinal aspect of
their pediatric care.25

Background

The magnitude and pace of the current epidemic and its implications for child and adult
health have caused many public health and physician organizations to issue guidelines
that encourage counseling to prevent and treat pediatric obesity. Various approaches have
been suggested to improve diet, increase physical activity and reduce sedentary behaviors
among children and adolescents. The American Medical Association Guidelines for
Adolescent Preventive Services (GAPS) recommend that clinicians interview adolescents
regarding body image and dieting patterns and provide annual dietary counseling to
promote healthy eating, safe weight management techniques and improved physical
fitness. Annual screening for BMI and in-depth clinical assessment of adolescents found
to be overweight or at risk of overweight are also recommended.26

A recent American Academy of Pediatrics policy statement similarly suggests the use of
counseling to prevent overweight in children. As part of routine health supervision, the
AAP recommends that health care providers promote: breastfeeding and healthy eating
patterns; the autonomy of children in decisions about food intake; care-giver modeling of

healthy food choices; physical activity in diverse settings; and a maximum of 2 hours of
television and video time per day. 27 This stance is consistent with extensive health
supervision guidelines produced by the AAP and HRSA's Maternal and Child Health
Bureau, which outline techniques for assessing eating habits and patterns of physical
activity and providing developmentally appropriate counseling.28 These
recommendations incorporate the Dietary Guidelines for Americans, the USDA Food
Guide Pyramid and the Nutrition Facts Label as useful tools to optimize nutritional
status. The American Dietetic Association (ADA) recently affirmed the relevance and
safety of the Dietary Guidelines for Americans, for children 2-11 years old.11,29 The
guidelines recommend eating a variety of grains, fruits and vegetables every day, and
moderating dietary intake of fat, sugar and salt. The ADA recommends that the principles
of the USDA Food Guide Pyramid be followed, with use of the Food Guide Pyramid for
Young Children as a tool for those aged 2 to 6 years.11

All consensus groups agree that young people must have regular physical activity. The
International Consensus Conference on Physical Activity Guidelines for Adolescents
recommends daily physical activity as part of structured or unstructured activities as well
as at least 20 minutes of moderate to vigorous exertion three times per week.30 The
National Association for Sport and Physical Education (NASPE) takes the position that
“all children birth to age five should engage in daily physical activity that promotes
health-related fitness and movement skills,” but the unique characteristics and needs of
developing infants, toddlers, pre-schoolers and elementary school-aged children should
inform the intensity, frequency, duration and mode of physical activities.31 NASPE

recommends daily physical activity for infants involving environmental exploration with
parents or other caregivers. Infants’ movement should not be restricted for prolonged
periods (for example by placing the infant in a seat). Toddlers are encouraged to engage
in at least 30 minutes of structured physical activity (caregiver-directed activity that
accommodates developmental level) and 60 minutes to several hours of unstructured
physical activity (child-initiated environmental exploration) each day. Toddlers should
not be sedentary for more than 60 minutes at a time when awake. Preschoolers are
encouraged to do 60 minutes of structured physical activity per day and 60 minutes to
several hours of unstructured physical activity (child-initiated environmental exploration)
each day.31 Similarly, elementary school-aged children, "should accumulate at least 60
minutes, and up to several hours, of age-appropriate and developmentally appropriate
physical activity from a variety of activities on all, or most days of the week," and should
avoid extended inactive periods of two hours or more.32 Childhood physical activity is
intermittent in nature (activity bursts of seconds to minutes alternating with rest periods),
even when moderate to vigorous, and adults should not expect or prescribe sustained
programs. The 2005 Dietary Guidelines for Americans and the ADA similarly
recommend at least an hour of moderate to vigorous physical activity on most days of the
week, as explained in the USDA Kid’s Activity Pyramid.11,33
Several authoritative panels have systematically reviewed the literature on diet, physical
activity and lifestyle counseling in the pediatric population. Although early
recommendations by the USPSTF suggested that all children over the age of 2 should
receive dietary counseling, the USPSTF reversed its recommendations in 1996 because
the scientific evidence was insufficient to warrant such a recommendation.34,35 Similarly,

the USPSTF's 1996 recommendation for behavioral counseling to promote physical
activity in children was revoked in 2002 due to insufficient evidence.36 In 2005, the Task
Force found insufficient evidence to recommend (for or against) the routine screening of
children and adolescents for overweight, because of “the paucity of good-quality
evidence on the effectiveness of interventions for this problem in the clinical setting.”
The task force did not re-address primary prevention in its 2005 recommendations.37

Two recent Cochrane Reviews examined the success of published interventions designed
to prevent or treat pediatric overweight. The first review included randomized controlled
trials (RCTs) and non-randomized trials with a concurrent control group, which observed
children in overweight prevention programs (educational programs, health promotion or
counseling) for at least three months.38 No trials with clinic-based or physician-delivered
interventions met the inclusion criteria and no generalizable conclusions on the
effectiveness of overweight prevention programs (focusing on "diet, physical activity
and/or lifestyle support") could be drawn from the review. This review was updated in
2005, but inclusion criteria again resulted in the selection of studies which were school,
family and community-based. Some of the studies showed a “small positive impact on
BMI,” and almost all showed some improvement in diet or physical activity, but the
authors conclude, “that the interventions employed to date have, largely, not impacted on
weight status of children to any significant degree.”39

A second Cochrane review examined treatment of childhood overweight through diet,
physical activity, and/or behavioral therapy interventions.40 The review included

randomized controlled trials of at least six months duration. Many of these trials took
place in specialized hospital-based clinics. No direct conclusions could confidently be
made on the basis of the review, in part, due to the size and homogeneity of the study
populations. The authors noted however, that behavioral therapy giving parents the
primary responsibility for behavioral change supports a reduction in their children's
sedentary activity. The review also notes that physical activity is, in general,
recommended for everyone because of its health benefits. Another similar systematic
review looked at nonrandomized studies with a concurrent control group, in addition to
RCTs, and found similarly equivocal results.41

However, there are studies to suggest that, in general, counseling may be effective in
reducing harmful behaviors or increasing healthy ones.42 Guidance and ongoing support
from a health care provider can moderately increase cardio-respiratory fitness and self
reported physical activity among healthy people 16 and older.43 Calfas et al. found that
physician-based counseling, specifically, was efficacious in producing increases in
physical activity among sedentary patients.44 Dietary counseling of healthy adults
improves cardiovascular risk profile and produces beneficial changes in dietary intake
over the near term (median study length of 9 months).45 When intensive physical activity
and dietary counseling are provided to adults who are obese or at-risk for diet-related
chronic disease, the balance of benefits and potential harms is even more favorable. The
USPSTF found fair evidence to recommend intensive behavioural dietary counseling by
primary care clinicians, nutritionists or dieticians, for adult patients with hyperlipidemia
and other known risk factors for cardiovascular and diet-related chronic disease35; in

cases of adult obesity, there is fair to good evidence to recommend high-intensity
counseling (about diet, exercise or both) when coupled with behavioural interventions.46

Other studies suggest that encouragement by health care providers may lead to
improvements in problem drinking, dietary fat or fiber content, and smoking cessation.4750

Although the bulk of studies on behavior change interventions in community and

clinical settings have been conducted in adults,51,52,53 primary care-based counseling on
injury prevention in children54,55 and breastfeeding in lactating mothers56 have
demonstrated positive outcomes. Similarly, research by Epstein et al. found that children
who received behavioral family-based interventions consisting of diet, nutrition, and
exercise training had improvement in overweight over 5 year and 10 year intervals when
compared to control groups.57,58

Both the Canadian Task Force on Preventive Health Care and the U.S. Preventive
Services Task Forces (CTFPHC and USPSTF) have addressed the evidence for
behavioral counseling in primary care settings. The USPSTF finds that physician
counseling, particularly when coupled with the advice of other health care professionals
and reinforced with telephone calls, repeat visits or multimedia materials, may increase
the prevalence of salutary behaviors and decrease the prevalence of behaviors that have
negative affects on health.51 In addition, they argue that physician-patient interactions
lend themselves to behavioral counseling: patients look to physicians for information and
guidance on health behaviors; physicians have come to "accept and value" this role; and
continuity of care provides for numerous opportunities to intervene and monitor
progress.51 These statements are even more germane to the pediatric setting where

anticipatory guidance and a schedule of visits are entrenched aspects of practice. The
CTFPHC suggests that, "there is evidence that even brief counseling can be effective in
busy primary care settings, that a triage approach for evaluating a patient's status
regarding predisposing, enabling and reinforcing factors is effective in appropriately
targeting education and counseling strategies, and that the use of office support tools and
programs improves the delivery and effectiveness of counseling in the primary care
setting.” 53

Because a child or adolescent's life and patterns of behavior are governed not only by
personal choices, but also by physical and social environments beyond their control,
parents are a necessary target of diet, physical activity and lifestyle counseling for the
pediatric population. In terms of nutrition, parents and caregivers play a role in the
“availability and accessibility of foods, meal structure, adult food modeling, food
socialization practices and food-related parenting style.”11 Similarly, parents control
placement of televisions in children’s bedrooms, influencing time spent watching or
playing video games.59 An understanding of the parent-child dyad and of the differences
between pediatric and adult populations is crucial to the success of counseling efforts.
Although the possible harms of counseling to prevent overweight in children and
adolescents have not been adequately researched,38,40,60 the risk associated with
counseling is likely to be minimal compared to the risk associated with pediatric
overweight in the short and long-term. Environmental and policy initiatives, although
beyond the scope of this statement, are also crucial targets for intervention.

Statement

ACPM takes the position that physicians should counsel children, adolescents and
their parents about healthy behaviors that may prevent overweight. These behaviors
include decreased television viewing, decreased time playing video and computer games,
increased physical activity, and the adoption of a healthful, balanced dietary pattern.61,62
ACPM believes that the potential benefits outweigh any potential risks. Physicians
should assess the family's readiness for change, and act accordingly.63,64 Anticipatory
guidance should be routinely provided on developmentally appropriate physical activity,
healthy eating habits and the reduction of sedentary behaviors, based on the guidelines
outlined here.

Rationale

Evidence-based practice requires, "the integration of best research evidence with clinical
expertise and patient values."65. Thus far, well-designed clinical trials remain insufficient
to determine the impact of counseling on the primary prevention of overweight in
children and adolescents. There are however several studies that suggest that counseling
by physicians and other health professionals can reduce risky behaviors, and promote
healthy ones. Professional judgment therefore suggests that even before the literature
conclusively reveals effective interventions, physicians should work with other health
professionals to promote healthy diet, lifestyle and physical activity patterns in children

and adolescents. ACPM asserts that physicians should take an active stance in the
primary prevention of overweight in children. A number of factors were considered
before taking its position. The magnitude and pace of the epidemic heightens the urgency
of developing effective responses; ACPM fully supports research efforts to develop
effective interventions. However, clinicians and patients cannot wait for the results of
well-designed studies. There is a risk in urging clinicians to take time during the periodic
health exam for a counseling intervention that is not fully endorsed by the evidence-based
scientific literature at the expense of another intervention that has the full support of the
science. However, in this case, the risks of the intervention must be weighed not only
against the potential benefits, but also against the risks of morbidity and mortality posed
by inaction. The need for age-appropriate dietary, lifestyle and physical activity
counseling is made all the more urgent by research showing that overweight among
children and adolescents leads to obesity in adults.

Clinicians must take advantage of every opportunity to extol the virtues of a balanced
lifestyle that includes a healthy diet and adequate physical activity. The current
recommendation for primary prevention is made with the knowledge that research is
sorely needed in the pediatric setting to develop strategies for the prevention of
overweight in children and adolescents.
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