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The Obesity Action Coalition (OAC) applauds the members of the Senate HELP Subcommittee on Children and Families —
especially Subcommittee Chair Chris Dodd (D-CT) and Subcommittee Ranking Member Lamar Alexander (R-TN) for their
leadership efforts on this critical public health issue.

Childhood obesity affects more than 30 percent of children, making it the most common chronic disease of childhood.
Today, more and more children are being diagnosed with diabetes, hypertension and other co-morbid conditions
associated with adult obesity and morbid obesity. Although the causes of childhood obesity are widespread, certain
factors are targeted as major contributors to this epidemic, such as: environment, lack of physical activity, heredity and
family, dietary patterns and socioeconomic status.

We recognize that obesity is a significant concern for policymakers on both sides of the aisle and we commend all of your
efforts to prevent its increased growth. If the most recent data analysis holds true, we may be seeing a leveling of the
growth in childhood obesity rates. This is excellent news, but it is tempered by the reality that more than 60 percent of
the U.S. population is already overweight or obese.

Congress must work in a bipartisan fashion to identify the opportunities within all major legislative actions to promote
health in every policy. In doing so, we can address the obesity epidemic on multiple fronts by improving nutrition,
increasing physical activity and expanding access to care. The OAC would especially like to praise the following 24
Senators who have already signed onto a letter to DHHS Secretary Michael Leavitt, which is being circulated by Senator
Evan Bayh (D-IN) and the Subcommittee’s Ranking Republican Lamar Alexander that urges Secretary Leavitt to encourage
the National Institutes of Health to update its decade-old evaluation and treatment guidelines for obesity:

Burr, Carper, Casey, Clinton, Dole, Dorgan, Bingaman, Feingold, Harkin, Inouye, Isakson, Kennedy, Lautenberg, Levin,
Lieberman, Lugar, Martinez, Mikulski, Menendez, Sanders, Schumer, Stabenow, Voinovich and Wyden.

The OAC is a non-profit patient-based organization that offers those affected by obesity many valuable resources to begin
educating themselves about the disease and advocating for access to safe and effective treatment. From tips to working
with insurance providers, to the most current information on obesity and its treatments, the OAC provides individuals
with the tools needed to take a proactive approach in the fight against obesity.

As part of this mission, the OAC, in conjunction with Dr. William Cochran, developed the attached article on
“Understanding the Childhood Obesity Epidemic.”

The mission of the Obesity Action Coalition is to elevate and empower those affected by obesity




Understanding the Childhood
Obesity Epidemic

By William Cochran, MD

“Doctor, is my child overweight?” “Oh no, it is just baby fat
and he’ll grow out it.” Is your son or daughter obese or over-
weight? Is it indeed just baby fat, and will they outgrow it?

Pediatric obesity is now of epidemic proportions in the United
States. Pediatric overweight and obesity now affects more than
30 percent of children, making it the most common chronic dis-
ease of childhood.

Pediatric obesity is not just a cosmetic problem; it is a real
health problem that can be associated with significant issues in
childhood and in adulthood. Therefore, parents of overweight
young children should not just ignore this issue, but
should actively seek out help to determine why their
child is overweight and what they can do to help rectify
the situation.

BMI =

cause for worry. The earlier in the child’s life that you
make changes a child’s lifestyle in regards to nutrition
and physical activity, the easier it is.

Measuring Obesity in Children

You may be confused with the many new terms related
to obesity. There is good reason for this confusion as
there is controversy over the definitions related to obe-
sity. For adults more than 18 years of age, the defini-
tions are based on BMI. BMI can be calculated using
pounds, inches or kilograms and meters using the fol-
lowing formulas:

Calculating Body Mass Index (BMI)

Using pounds and inches:
Weight in pounds x 703

Understanding Obesity in Children

When infants are born, they have comparatively more
fat; however, this is normal and appropriate. This rela-
tively greater amount of fat provides the infant with
some nutritional reserve when they are most vulnerable

(Height in inches) x (Height in inches)

Using kilograms and meters:
BMI = Weight in kilograms
(Height in meters) x (Height in meters)

and adjusting to life outside the womb. This greater
amount of fat decreases as the infant grows older and through-
out the first several years of life.

Around five years of age, children have the lowest amount of
fat and have the lowest body mass index (BMI) — a relationship
between weight and height. If a child is getting overweight be-
tween two and five years of age, this is not normal and it is not
just “baby fat.” Likewise, after five years of age, an overweight
child should not be treated as if it is just “baby fat” and told
they will outgrow it and not to worry.

In reality, if your child is overweight or obese, you do have a

The normal range of BMI for adults is 18.5-24.9. A
BMI of less than 18.5 is considered underweight. A
BMI between 25 and 29.9 is considered overweight
while a BMI of 30 and over is considered obese. Some
also define morbid obesity as a BMI greater than 40.

For children, BMI is calculated in the same fashion as
for adults, but there are no absolute numbers of BMI

defining normal and overweight. Instead, you have to
calculate BMI and plot it on a BMI curve and find the
percentile for a child. There is a BMI curve for males



and a separate one for females, ages two to 18 years
(http://www.cdc.gov/growthcharts).

BMI Ranges in Children

Less than 5 percentile = Underweight
5 - 85 percentile = Normal
85 - 94.9 percentile = Overweight

95 percentile and above = Obese
Defined by the Centers for Disease Control and Prevention

The exact definition does not matter as much as knowing what
the BMI percentile of the child is and if it is normal or abnor-
mal, increasing or decreasing. For simplicity sake, we will use
overweight and obese interchangeably.

For children less than two years of age there is no BMI curve
available. Instead, you can plot the measurement on the “weight
for length curve” that can be found on the “growth curve” used
by healthcare providers. Normal weight is when this measure-
ment falls between the five and 95 percentiles. A child with a
“weight for length” that plots less than five percent is consid-
ered underweight and greater than the 95 percent is considered
overweight.

Causes of Childhood Obesity

Changes in the living environment (how we live, eat and act) is
the major factor that has contributed to the current problem.
There have been several dietary changes that have transpired
over the last 20 to 30 years which have contributed to obesity.

One major factor is the frequency with which people eat out. It
is now estimated that approximately 40 to 50 percent of every
dollar that is spent on food is spent on food outside the home
(i.e. restaurants, cafeterias, sporting events, etc.). When people
eat out they tend to eat a larger quantity of food (calories) than
when they eat at home. Also, foods that are consumed in restau-
rants tend to have more fat (higher
caloric density) which in turn con-
tributes to excessive intake of calo-
ries. This also tends to be true for
meals purchased in the school cafe-
teria. Providing children with
money to buy their lunch at school
also poses another potential prob-
lem.

Portion sizes have also increased.
This is true for packaged foods and

fast food restaurants. Take french fries for example. A
portion size is actually 12 french fries. Most fast food
restaurants have small or medium french fries, but sell
more large or extra-large french fries. People do not
think that a large order may actually be two or three
portions.

Also, soda sizes have significantly increased. The aver-
age serving size of a soda was 6 ¥z ounces in 1950, and
increased to 12 ounces in the 1960’s and 20 ounces in
the 1990’s. Currently, 24 and 32 ounce sodas are mar-
keted, with a 32 ounce soda containing approximately
400 calories. The consumption of soda by children has
increased throughout the last 20 years by 300 percent.
Fifty to more than 80 percent of children consume at
least one soda per day and 20 percent of children con-
sume more than four per day. Scientific studies have
documented a 60 percent increase risk of obesity for
every regular soda consumed per day.

Box drinks, juice, fruit drinks and sports drinks present
another significant problem. These beverages contain a
significant amount of calories and it is estimated that
20 percent of children who are currently overweight
are overweight due to excessive caloric intake from
beverages.

Another major factor in contributing to the pediatric
obesity epidemic is the increased sedentary lifestyle of
children. School-aged children spend most of their day
in school where their only activity comes during recess
or physical education classes. In the past, physical edu-
cation was required on a daily basis. Currently, only
eight percent of elementary schools and less than seven
percent of middle schools and high schools have daily
physical education requirements in the U.S.

Children are also more sedentary outside of school,
which is due to increased time spent doing sedentary
activities such as watching television, playing video
games or using the computer. Only 50 percent of chil-
dren, 12 to 21 years of age, regularly
participate in rigorous physical ac-

. tivity, while 25 percent of children
report no physical activity. The aver-
age child spends two hours a day
watching television, but 26 percent
of children watch at least four hours
of television per day.

Studies indicate that when children

=2 watch more than two hours of televi-



Childhood Qbesity

sion per day there is a significant increased risk of obe-
sity as well as high blood pressure. Studies have also
determined that children who eat in front of the televi-
sion consume higher fat and salt containing foods and
less fruits and vegetables than children who do not eat in
front of the TV.

Correlation Between Childhood Obesity and
Adulthood Obesity

Pediatric obesity is a real and very significant health
problem that is associated with adverse effects on health
in childhood as well as adulthood. There is a high likeli-
hood of an obese child becoming an obese adult. This
risk increases as the child gets older.

The risk that an obese five year-old child remains obese
as an adult is approximately 50 percent. This increases to
more than 80 percent for an obese adolescent. On the
other hand, the risk of a normal weight child becoming
obese as an adult is only seven percent.

Childhood obesity also has adverse effects on health dur-
ing childhood. The most common consequence of child-
hood obesity is the psychosocial effect. It has been
shown that obese adolescents have higher rates of poor
self esteem, and this negative self image may carry over
into adulthood. There may also be increased rates of de-
pression in children who are overweight.

Our society also discriminates against obese individuals,
females more so than males. It has been documented that
obese females have lower acceptance rates for college
than non-obese females with the same grades and stan-
dardized test scores. The National Longitudinal Survey
of Youth study noted that obese adolescent females as
young adults had less education, less income, higher pov-
erty rate and decreased rate of marriage as compared to
non-obese adolescent females.

Health Risks of Childhood Obesity

There are multiple medical conditions associated with
obesity in childhood. The most common include insulin
resistance (the first step towards developing diabetes),
hypertension, liver problems and hyperlipidemia
(elevated cholesterol and/or triglyceride). While these
typically do not cause many problems in childhood, some
children will develop diabetes or severe liver disease, in-
cluding cirrhosis. Other problems that can occur include

Staggering Statistics

« Only eight percent of elementary schools, and less
than seven percent of middle schools and high
schools, have daily physical education require-
ments in the U.S.

« Only 50 percent of children, 12 to 21 years of age,
regularly participate in rigorous physical activity

« 25 percent of children, 12 to 21 years of age, re-
port no physical activity

« The average child spends two hours a day watch-
ing television

« 26 percent of children watch at least
four hours of television per day

joint problems, menstrual problems, gallbladder disease,
sleep apnea and headaches.

Treating Childhood Obesity

Treatment of pediatric obesity is a family affair and needs to
be directed at the family, not just the child. This is extremely
important since the home environment and family support
are important factors when trying to address pediatric obe-
sity. If the child is the only one making changes in their life,
they are less likely to be successful and are then made to feel
different. Likewise, parents who do not make healthier
changes in their lives are likely to undermine the child’s at-
tempts.

Prior to addressing the treatment of childhood obesity, you
must first assess the readiness of the child and the family to
make changes. If the child is very depressed, this needs to be
addressed prior to working on the child’s weight problem. If
a depressed child attempts weight-loss and is unsuccessful,
this may worsen their depression or lower their self-esteem.

Similarly, if there is a lot of stress in the family at that time it
is not ideal to try and tackle yet another major issue. In some
situations where there is significant depression or stress, it
may be most appropriate for the child and the family to seek
counseling to address these issues. In addition, if parents ex-
press little concern regarding their child being overweight,
they are not ready to make the necessary changes.

Treatment of pediatric obesity is not accomplished by just
dieting. You need to address multiple aspects of the child’s
and the family’s lifestyle, nutrition and physical activity pat-
terns. Prior to discussing any treatment plans, you first must
determine what the desired goals are. If your child is over-



weight, or at risk for becoming overweight, it is impor-
tant to work with your healthcare provider to develop
an individualized plan of care that includes realistic
goals and action steps.

Treatment Goals

The goals of treatment of pediatric obesity can be di-
vided into three major areas: behavioral goals, medical
goals and weight goals. The behavioral goals are to
promote lifelong healthy eating and activity behaviors.
Medical goals are to prevent complications of obesity
in childhood and potentially adulthood, as well as im-
prove or resolve existing complications of obesity. The
weight goals are dependent on the child’s age and the
presence or absence of associated co-morbidities.

Taking the First Steps

Changing Family Behaviors

Here are tips to help change a family’s lifestyle, nu-
trition habits and activity level:

Lifestyle
. Eat as a family.

. Slow down the eating process.

. Have special family time that is physically active.
. Limit eating out or getting take-out food.

. Pack lunch for school instead of buying lunch.

. Do not have a television in the child’s bedroom.

. Limit computer time to a maximum of 1-2 hours

per day.

. Do not eat in front of the television.

. Do not use food as a reward.

The first step for all overweight children is to establish
weight maintenance. For children two to seven years of
age with a BMI between 85-95 percent, weight mainte-
nance is the primary goal. This is because the child will
be growing taller and they have the time as well as the
ability to “grow into their weight.” For those with a
BMI greater than 95 percent and no associated compli-
cations, weight maintenance is still the overall goal. For
those whose BMI is greater than 95 percent and have
an associated co-morbidity, weight-loss should be
strived for after weight maintenance is achieved. Chil-
dren seven to 18 years of age with a BMI between 85-

7.

Nutrition
. Eat healthy, well balanced meals and snacks.
. Plan meals and snacks in advance.
. Offer the child a choice of healthy foods to eat.
. Limit intake of calories from beverages.
. Eat appropriate portion size for the child’s age.
. Limit calorically dense foods (i.e. high fat, high

sugary foods).

Limit treats, but do not eliminate them.

Physical Activity

95 percent and who have no complications, weight
maintenance is reasonable. However, close follow-up is
needed to ensure that they are not becoming more over-
weight or develop a complication of obesity.

3.
4.

For those who have an associated co-morbidity and/or
whose BMI is greater than 95 percent, weight-loss
should be strived for after weight maintenance is
achieved. When weight-loss is desired, it needs to be stressed
that gradual weight-loss is preferable to rapid weight-loss. It is
better to make gradual changes that can be maintained over
time, resulting in gradual weight-loss. Ideally, you should not
try to lose more than one to two pounds per week.

Parents and Treating
Childhood Obesity

Parents are of vital impor-

, tance in the treatment of pedi-
\ atric obesity. Parents act as
role models for their children
regarding nutrition and physi-
cal activity. It is extremely

1.
2.

Encourage daily physical activity.
Have a variety of physical activities that can be

done.

Be physically active with others.
Limit sedentary activity.

important for an overweight child to see the parents be-
ing an example of what they want their child to do.
Treatment needs to be family-based and individualized.
By obtaining a good dietary, physical and lifestyle his-
tory, areas of potential concern for that child and family
can be identified and then addressed.

Three Major Areas of Treatment

Treatment of pediatric obesity needs to focus on three
major areas: lifestyle, nutrition and physical activity.
(See box above for tips on changing family behaviors.)
As you approach the treatment of obesity, it is important
this is done in a gradual and stepwise fashion. Once



some problem areas are identified, you may consider dis-
cussing a few of them and then ask the child to pick one
to work on at that time. If you present a long list of things
that the child and family need to change, they may feel
overwhelmed and are likely to not make any attempt.

In addition, once one or two issues are agreed upon, close
follow-up is required to monitor changes, as well as to
give positive reinforcement for change in behavior even
if no weight is lost. The greater the period of time be-
tween appointments with the primary care provider the
less likely they are to be successful. Once the initial be-
havior change has been successfully accomplished, the
child and family should move on to the next desired
change, but at the same time continue to monitor the ini-
tial change.

Medications and Childhood Obesity

There are a number of medications both over-the-counter
and prescription that are available for the treatment of
obesity. These are not frequently used in the initial phase
of treatment of pediatric obesity; however, the primary
treatment modality is behavior modification and lifestyle
changes. Some children with significant obesity, espe-

cially those associated with other co-morbidities, may benefit
from pharmacologic therapy as well. This should be done
only under the direction of a physician knowledgeable in the
area of pediatric obesity

Surgery and Treating Childhood Obesity

Bariatric surgery (weight-loss surgery) for adults with severe
obesity is now being done with increased frequency. This sur-
gery is safe and effective, but is to be used only for those with
morbid obesity who meet specific criteria. At this time bariat-
ric surgery should be considered investigational and should
only be done in institutions with a comprehensive pediatric
weight management program and by surgeons experienced
with this type of surgery in children.

About the Author:

William Cochran, MD, has been a pediatric gastroenterolo-
gist & nutritionist at the Geisinger Clinic in Danville, PA
since 1987. Dr. Cochran is the director of the Pediatric
Weight Management Program at Geisinger. He is also a
member of the American Academy of Pediatrics Task Force
on Obesity and chairman of the Section of Gastroenterology
& Nutrition of the American Academy of Pediatrics.

OAC membership

educate and advocate on behalf of the m

Membership in the Obesity Action Coalition allows the patient voice to be heard in the fight against obesity. By
building a coalition of members, consisﬁn? of patients, family members and
illions who are affected by obesity.

E/\rofessioncls the OAC strives to
embership benefits include:

* Official charter membership card/certificate
* OAC News - the OAC's quarterly newsletter

* Subscription to Obesity Action Alert - a monthly e-newsletter
* Representation through advocacy in addition to information
on advocacy issues concerning patients

Membership Application _ Patient/Family Member: $20

Name: _ Allied Health Professional Member: $50
_ Physician Member: $100

Company Name:

Address: _ Surgeon Member: $150
City: State: Zip: _ Institutional Member: $500 (Bariatric surgery
centers, weight-loss management centers, e?c.)*
Phone: _ _
) Chairman’s Council: $1,000 and up*
E-mail:

* Different benefits apply,. Contact the OAC National Office for more info.

Payment Information
Enclosed is my check made payable to the
Obesity Action Coalition for $

_Discover® Mastercard® Visa®  American Express®

Credit Card #:
Please charge my credit card for my membership  Expiration:

fee of $

Please mail fo:  Obesity Action Coalition

Name on Card:

Signature:
Or fax to: (813) 873-7838

If you have questions about OAC membership, please
4511 North Himes Ave, Suite 250 contact the National Office at (800) 717-3117.

Tampa, FL 33614




