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Definitions

• Overweight = increased body weight in 
relation to height 

• Obesity = excessively high amount of 
body fat in relation to lean body mass 



National Health and Nutrition 
Examination Survey (NHANES) 

2007-08

• An estimated 68% of U.S. adults are 
either overweight or obese (i.e.: body 
mass index (BMI) ≥ 25)



What is BMI ?

• An expression of the ratio of weight to 
height 

• Weight (in kg) divided by the square of 
height (in meters) 

• More highly correlated with body fat than 
any other indicator of height and weight

• BMI of 25 - 29.9  = overweight
• BMI of 30 or more = obese



Use of BMI in Pediatrics

• BMI percentiles (as opposed to actual 
numbers) are more useful – they take into 
account age and sex differences in body 
fat.

• The current CDC criteria
– Overweight = 85th – 95th percentile
– Obese = > 95th percentile





Obesity Trends* Among U.S. Adults
BRFSS, 1985

Source: Mokdad A H, et al. J Am Med Assoc 1999;282:16, 2001;286:10.  

(*BMI ≥30, or ~ 30 lbs overweight for 5’ 4” woman)

No Data         <10%           10%–14%



Obesity Trends* Among U.S. Adults
BRFSS, 1990

(*BMI ≥30, or ~ 30 lbs overweight for 5’ 4” woman)

Source: Mokdad A H, et al. J Am Med Assoc 1999;282:16, 2001;286:10.  

No Data         <10%           10%–14%



Obesity Trends* Among U.S. Adults
BRFSS, 1995

(*BMI ≥30, or ~ 30 lbs overweight for 5’ 4” woman)

Source: Mokdad A H, et al. J Am Med Assoc 1999;282:16, 2001;286:10.  

No Data         <10%           10%–14% 15%–19%



Obesity Trends* Among U.S. Adults
BRFSS, 2000

No Data         <10%           10%–14% 15%–19%          ≥20

(*BMI ≥30, or ~ 30 lbs overweight for 5’ 4” woman)

Source: Mokdad A H, et al. J Am Med Assoc 1999;282:16, 2001;286:10.  



(*BMI 30, or ~ 30 lbs overweight for 5’4” person)

No Data         <10%           10%–14% 15%–19%          20%–24%            ≥25%

Obesity Trends* Among U.S. Adults
BRFSS, 2002

Source: Mokdad A H, et al. J Am Med Assoc 1999;282:16, 2001;286:10.  



Obesity Trends* Among U.S. Adults
BRFSS, 2005

(*BMI ≥30, or ~ 30 lbs overweight for 5’ 4” person)

<10% 10%–14% 15%–19% 20%–24% 25%–29% ≥30%



Obesity Trends* Among U.S. Adults
BRFSS, 2008

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data <10% 10%–14% 15%–19%           20%–24%          25%–29%           ≥30%





What about our population ?

• The percentage of overweight/obese 
children and adolescents has more than 
tripled since the early 1970s

• About 32% of children and adolescents 
are now overweight/obese (BMI ≥ 85th

percentile)

• Geographic trends in pediatrics mirror 
those of adults



It’s not getting any better…
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How does Virginia
compare to nationwide statistics?

• National Survey of Children’s Health 2007

– Ages 10-17 years

– Thirty-one percent are either overweight 
(15.7%) or obese (15.2%)



Virginia Obesity Statistics

• In 2008, CDC data indicated that 62% of 
adults in Virginia were either overweight 
(37%) or obese (25%)

• Virginia ranks 27th in overall prevalence with 
31% of children considered overweight 
(15.7%) or obese (15.2%)
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26% of people in Northern Virginia are 
under 18 years old = 581,848

About 180,000 children in Northern Virginia 
(< 18 yrs old) are overweight or obese



Physical, Emotional and Social 
Consequences of Obesity

 Glucose intolerance and 
insulin resistance 
 Type 2 Diabetes 
 High blood pressure 
 High cholesterol 
 Hepatic steatosis (fatty liver 
disease (FLD) 
 Cholelithiasis (gallstones) 
 Sleep apnea 
 Asthma 
 Skin conditions 
 Menstrual abnormalities 
 Impaired balance 
 Orthopedic problems 

 Low self esteem 
 Negative body image 
 Depression 

 Stigma 
 Teasing and bullying 
 Negative stereotyping 
 Discrimination 
 Social marginalization



Think about this:
If an answer to the obesity epidemic 

is not found soon, the present 
generation of children will not live 

as long as their parents.



So, how do we control the 
epidemic?

•Prevention



Whom do we target ?

•Children and their 
families



Who is “we?”

1.Family
2.Medical community
3.Society



The Role of the Family
• Recognize obesity as a 

disease
• Work together to change 

behaviors 
• Food choices
• The family table
• Exercise
• Limit TV/computer/video game 

time



The Role of the Medical 
Community

• Early identification (includes routine use of 
BMI charts)

• Educate the family (diet, exercise, 
behavior modification, community 
resources)

• Get involved in the community 
(neighborhoods, supermarkets, schools, 
places of worship)



The Role of Society (schools, 
government, food industry)

• Schools - physical education, school lunches, 
vending machines

• Government – promote awareness, safe 
neighborhoods, sidewalks, bike paths, parks 
and recreation facilities

• Food industry – marketing tools



SUPER SIZE ME





Best Practices for a Hospital Operated 
Childhood Obesity Program

• In January 2010 the United States 
Preventive Services Task Force 
recommended that pediatricians refer obese 
children and adolescents to intensive 
counseling or behavioral intervention 
programs that offer at least 25 hours of 
contact. (source: Health Affairs, March 
2010)
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Best Practices for a Hospital Operated 
Childhood Obesity Program

• Multidisciplinary (includes members from various 
specialties to collaborate and coordinate care)

• Family approach in intervention and behavioral change 
process

• Focus on educating, counseling, and coaching patients 
on how to change nutritional habits and make physical 
fitness a priority in their lives

• Capability to refer patients with co-morbidities to the 
appropriate specialist for care

• Affiliations with local fitness centers, schools, and health 
initiatives to facilitate lifestyle changes



• There are no comprehensive pediatric 
weight management programs in Northern 
Virginia. 

• There are existing community weight 
management programs at Inova, but there 
is no structured program that offers clinical 
and community intervention for children and 
their families.

Why do we need a pediatric weight 
management program at Inova?
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Why do we need a pediatric weight 
management program at Inova?

• Existing weight management programs 
typically do not achieve desired outcomes 
because of inaccessibility of the program 
(location and/or financial), lack of 
individualization, and lack of long-term 
follow-up communication. 

• IFHC’s goal is to integrate these three 
components to create a unique service for 
children in our community.




