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Presentation Highlights

What obesity is and is not
Treatment goals and limitations of lifestyle therapy as a singular approach
New guideline from the American Academy of Pediatrics

New treatments hot off the press

Deciding about potential treatments: what, when, and how
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What Obesity Is

* A chronic, refractory, and relapsing
disease (even in childhood)

* Excess adiposity that impairs health

* Clinically defined by BMI at or above
the 95t percentile

Fatigue

impaired functional mobility and reduced
Iohysical activity level
Reduced health-related quality of life

Fractures
Slipped capital femoral epiphysis
Blount's disease

lllustration from: Jebeile H, Kelly AS, O'Malley G, Baur LA. Obesity in children and adolescents: epidemiology, causes, assessment, and management. Lancet Diabetes Endocrinol. 2022
May;10(5):351-365. doi: 10.1016/S2213-8587(22)00047-X. Epub 2022 Mar 3. PMID: 35248172. Chart image from: Twig G, Yaniv G, Levine H, Leiba A, Goldberger N, Derazne E, Ben-Ami
Shor D, Tzur D, Afek A, Shamiss A, Haklai Z, Kark JD. Body-Mass Index in 2.3 Million Adolescents and Cardiovascular Death in Adulthood. N Engl J Med. 2016 Jun 23;374(25):2430-40.

doi: 10.1056/NEJMo0a1503840. Epub 2016 Apr 13. PMID: 270743809.
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Yr of Follow-up
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Participants at risk 1,712,018 1,042,018 540,636 160,145
Cumulative person-yr 17,201,301 30,718,320 38,472,521 41,926,636
Cumulative cardio- 185 609 B577 2,676
vascular deaths
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What Obesity Is

Doggedly persistent, particular
when surfacing early in life:

* If obesity surfaces in childhood, it is probably
a particularly aggressive form of the disease

» >85% of youth with obesity will grow up to be
adults with obesity

Caused by countless factors (many/
most of which are not within the control
of the individual) that collectively
facilitate weight gain over time

Appetite/Satiety Hormone

A“Xiety Dysregulated Dysregulation o o pre;::ncy Gene.tic N
Moving Reward Television |ayogenesis B .S BMI Predisposition =
Walkways Pathways P @'Y Stigma/Body Image g @
Antibiotic Elevators Overty =0 DeESiaégggn = >
Use Epigenetics ] Rp Video Games % 3 Reduced
. . ess Recess "' = Executive
Poor Sleep Hygiene Calorie-Dense Foods " Impulsivity & 5 Functioning

Gestational
Weight Gain

I\EI{::IauI;jI(i’c Adverse Life Experiences Eco n O m I CS Leptin Resistance

D I t I M M ° ° °
Rate Programming Microbiota Less Gym Class Binge Eating Disorder

CENTER FOR PEDIATRIC

Freedman et al. J Pediatr 2007.
OBESITY MEDICINE



What Obesity Is Not @ A lifestyle problem

e

7 | | | @ A choice

@ A lack of willpower
@ Bad parenting
A,
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What Should
Our Treatment

Goals Be?

Durably reduce excess adiposity
* If we successfully treat childhood obesity, we successfully treat life-course obesity

BMI reduction >8-10%77
* Jury is still out on what represents
clinically meaningful BMI reduction

« May vary patient-to-patient, based on
many factors

Weight/BMI stabilization may be
laudable goal for some patients M
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Lifestyle Modification Therapy

US Preventive Services Task Force

JAMA | US Proventive Services Task Force | RECOMMENDATION STATEMENT
Screening for Obesity in Children and Adolescents
US Preventive Services Task Force
Recommendation Statement
US Preverttive Services Task Force
[ Editoral page 2378

IMPORTANCE Based on year 2000 Centers for Disease Control and Prevention growth charts, I} Acthor Audo Interview
17% of 21019 years nthe L have

obesity, and almost Related article page 2427 and
Lt S e o Mm;?;aplbw
In children and adolescents is associatad with morbidity such as mental heaith and
Issues, asthma, skap , orthopedic problems, and adverse OME Quez at

cardiovascular and metabolic outcomes (eg. high biood pressure. abnormal #pid levels, and jamanetwerk com/learming

Chidrenand & teasng R
behaviors based on their weight. Obesity may j & com

oy Outcomes of other obesity-related morbidity., amantemalmedcne com

sSuch as type 2 diabetes.

SUBPOPULATION (i of chidand

has stabiized over the last decade after Increasing steadiy for 3 decades, obesity rates
cor such as African American giris and Hispanic boys.
Thesa likaly 2 result of be and

nongenetic factors (eg. SoCi0econOmIC status, Intake of sugar-sweetened beverages and fast
food, and having a television in the bedroom).

OBJECTIVE To update the 2010 US Preventive Services Task Force (USPSTF)
for obesity years and older.

EVIDENCE REVIEW The USPSTF reviewed the evidence on screening for obesity In children
and and ind of weight rentions.

FINDINGS Comprehensive, Intansive behavioral Interventions (=26 contact hours) in children
and 6 years and older who h y can result In wetght
status for up to 12 months; there is idence regarding the of less

o none, and the harms of screening are minimal. Therefore, the USPSTF conduded with
moderate certainty for obesityin 6 years and older
Is of modarata nat banafit

CONCLUSIONS AND RECOMMENDATION The USPSTF recommends that cinicians screen
for obesity in children and adolescents & years and older and offer or refer them

In weight status. (ﬁ recommendation)

AuthoriGroup
Preventive Services Task Force.
(USPSTF) members are isted at e
andofthes artice.

“The USPSTF recommends that
clinicians screen for obesity in children
and adolescents 6 years and older and
offer or refer them to comprehensive,
(ntensive behavioral interventions to
promote improvements in weight
status.”

“The USPSTF found that
comprehensive, intensive behavioral
nterventions with a total of 26 contact
hours or more over a period of 2 to 12
months resulted in weight loss.
Behavioral interventions with a total of
52 contact hours or more
demonstrated greater weight loss and
some improvements (n cardiovascular
and metabolic risk factors.”

Grosman, MO, MPH
JAMA. 2017, 317(23) 2417-2426. ok 10 J00Vjama 20175803 (char @uzpesf ret)

O’'Connor et al. JAMA 2017.

7Physical

1)

Behavioral
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Lifestyle Modification Therapy

US Preventive Services Task Force

Table 2. Summary of Change in BMI z Score in 28 Trials for Treatment of Obesity in Children and Adolescents®

M Ch inBMI zS Difference in Change M Ch in Wei ht, lbl

Intervention No. of No. of S L Z >core in BMI z Score S e

Intensity, h® Trials Participants Intervention Control From Baseline (95% ClI) Intervention iontrol

>52 5 875 -0.05 to -0.34 0.00to 0.26 -0.31 (-0.16 to -0.46) -7 to3 to 17

26-51 7 489 -0.11 to -0.59 -0.20t0 0.40 -0.17 (-0.30 to -0.04) Preschool: 1 to 5 reschool: 11 to 12
Elementary: -6 to 15 lementary: 3 to 20
Adolescent: 5 dolescent: 7

6-25 7 513 0.05to -0.24 0.09 to -0.13 0.01 (-0.06 to 0.08) Elementary: 6 to 10 lementary: 6 to 10
Adolescent: -3 to 7 dolescent: -2 to 18

1-5 9 1315 0to -0.20 0.10to -0.10 -0.09 (-0.14 to -0.05) Preschool: 1 to 4 reschool: 1 to 4
Elementary: 1 to 12 lementary: 2 to 18
Adolescent: 4 dolescent: 6 to 12

Abbreviation: BMI, body mass index. ¢ Age-specific results were available from trials that limited enrollment to only 1
of the 3 age categories (preschool, elementary, or adolescent). Trials with 52
or more hours of contact enrolled participants across the 3 age categories and
both sexes, so age- and sex-specific results were not available.

4 Data presented in this table are limited to trials that reported BMI z score.
bEstimated.
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Is The USPSTF Recommendation Practical?
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Fewer than 50%

of pediatric patients referred for
weight management services
enroll in treatment

Danielsson et al. JAMA Pediatr 2012; Kumar et al. J Pediatr 2019; Savoye et al. JAMA 2007; Shaffer et al. J Pediatr 2016; Skelton et al. Obes Rev 2011; Smith et al. Nutrients 2015.

Attrition rates >50%

have been reported in
behavioral-based clinical trials
and in the clinical setting
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CLINICAL PRACTICE GUIDELINE Guidance for the Clinician in Rendering Pediatric Care

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

&

<

Clinical Practice Guideline for the
Evaluation and Treatment of Children
and Adolescents With Obesity

Sarah E. Hampl, MD, FAAP? Sandra G. Hassink, MD, FAAR® Asheley C. Skinner, PhD Sarah C. Armstrong, MD, FAAR®
Sarah E. Barlow, MD, MPH, FAAP® Christopher F. Bolling, MD, FAAP! Kimberly C. Avila Edwards, MD, FAAP®

Ihuoma Eneli, MD, MS, FAAP" Robin Hamre, MPH,' Madeline M. Joseph, MD, FAAP' Doug Lunsford, MEd*

Eneida Mendonca, MD, PhD, FAAP' Marc P. Michalsky, MD, MBA, FAAP™ Nazrat Mirza, MD, ScD, FAAR”

Eduardo R. Ochoa, Jr, MD, FAAP® Mona Sharifi, MD, MPH, FAAP? Amanda E. Staiano, PhD, MPP?

Ashley E Weedn, MD, MPH, FAAP" Susan K. Flinn, MA * Jeanne Lindros, MPH Kymika Okechukwu, MPA*

. Mercy Kansas ity Center for Children's Healthy Lifestyles &

Greetings

You have in your hands, or at your fingertips, the first edition of the
American Academy of Pediatrics clinical practice guideline for evaluation and
management of children and adolescents with overweight and obesity.
Putting together this guideline was no small task, and the Academy is
grateful to the efforts of all the professionals who contributed to the
production of this document. This work is a true testament to their passion
and dedication to combatting childhood and adolescent overweight and
obesity.

The Subcommittee responsible for developing this guideline comprises a
diverse group of professionals from a variety of disciplines representing both
governmental entities and private institutions. Experts all, they are united by
a common desire to provide the finest, most effective care and treatment to
children and adolescents with overweight and obesity. Over the course of
several months, the members of the Subcommittee reviewed the technical
reports produced from the study review, then worked in concert to develop

Nutrition, Univers ity of Missoun-Kansas City School of Medicing, Kansas
City Missourt: °Medical Diredoc American Academy of Pediatrics,
ingtitute for Healthy Chidhood Weight, Wilmington, Delaware:
“Department of Population Health Sciences, Duke University School of
Medicine, Durham, North Caroling “Departments of Pediatrics and
Population Health Sciences, Duke Clinaal Research Institute, Duke
Unkersity Durham, North Carolina; “Oepartment of Pediatnics, Uhiversity
of Texas Souttwestem Medical Center, Children’s Medical Center of Lalbs,
Datias, Texas; "Department of of ege of
Medeine, Ginannatl, Oti; *Chidren's Health Policy & Advocacy Ascension:
Department of Pediatrics, Deil Medical School at The Uhiversity of Texas at
Austh, Austin, Texas; "Department of Pediatrics, The Ohio State
Unversity, Center for Healthy Weight and Nutrition, Nationwide
Childrents Hospital, Columbus, Otvo; ‘Centers for Disease Control and
Prevention; Ationt, Geongi? Division of Pediatric Emergency Medicine,

of

of ty ge of
Medane—lacksonvile, Uhiversty of Fbrda Health Sciences

Center- Frio;* famy

'bepartments of Pediatrics and Bosttistics & Health Data Saence,
Indiana University School of Mediane, Indianapois, indiana;

the Key Action Statements and Expert C Rec dations
contained within this guideline. These were crafted with meticulous care by
the Subcommittee members, to align with current literature and to place
appropriate emphasis on each state t

“Department of . The Ohb State Lnversity, College of Medche,
Natorwie Chittrens Hespitol Cobambus Ohie;” Children's National Hospital,
George Washington University Washington, OC °Department of
Pediatrics, University of Arkansas for Med cal Sciences, Arkansas
Childrens Hospital, Little Rock, Arkansas; * Department of Pediatrics
Yale School of Medicine, New Haven, Connecticut *lowsana Sate

While representing such a broad spectrum of perspectives, the
this committee are all keenly aware of the multitude of barriers to treatment
that patients and their families face. These barriers impact not only their
access to treatment, but their ability to follow prescribed treatment plans.
Whereas some patients are able to adopt the lifestyle changes and
habitualize elements of their prescribed treatment plans, so many others
struggle to do so for a wide variety of reasons. The members of the
Subcommittee understand all of this. To assist with optimizing health equity
and overcoming these barriers, guidance on a number of multilevel factors
related to barriers to treatment have been included in this guideline. During
the course of their work, members of the Subcommittee acknowledged that,
although so much has been learned to advance the treatment of children and
adolescents with overweight and obesity, there is still so much we have yet

PEDIATRICS Volume 151, number 2, February 2023%e2022060640

bers of Universtty Re Center, Baton Rouge,
Loutsana "Department of Pediatrics, University of Oklahoma Health
Sciences Center, oty * Medical Wr

Washington, DG "American Academy of Pediatrics, itasca iinols and
“American Academy of Pediatrics, Masca Ninols

This document i copyrighted and is property of the American
Academy of Pediatrics and its Board of Directors. All suthors have

To cita: Hampl SE, Hassink SG, Skinner AC, et al. Clinical
Practi ideline for the B ion and Ti of
Children and Adolescents With Obesity. Pediatrics. 2023;151(2):
©2022060640
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American Academy of Pediatrics Guideline
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American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

P&PHCPs should treat
overweight/obesity &
comorbidities
concurrently (KAS 4)
following the principles
of the medical home and
the chronic care model,
using a family-centered
and non-stigmatizing
approach that
acknowledges obesity’s
biologic, social, and
structural drivers.(KAS 9)

Overweight
Components of

Comprehensive Treatment <6y 6to 212y

<12y

Motivational Interviewing’ (KAS 10)

Clinical Practice Guideline for the
val

Obesity

<6y 6to 212y

<12y

Intensive Health Behavior and Lifestyle
Treatments (KAS 11)

Weight Loss Pharmacotherapy" (KAS 12)

Offer referral to Comprehensive Pediatric
Metabolic & Bariatric Surgery programs'
(KAS 13)

A,
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Biological Response
To Weight Loss

Kelly and Fox, from “Pediatric Obesity: Etiology, Pathogenesis, and Treatment" 2016.

>

Enhanced perception s

of food palatability [ -T a

Peripheral sensing
of energy depletion
* Insulin |
« Leptin |

; -‘ Ghrelin T
[» ¥, PYY .

M\- @CCK 1

REE |

(metabolic
efficiency T)

|
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Biological Response To Weight Loss
Factors Unique To The Developing Child/Teen

Height velocity and energy expenditure

Role of reproductive priming and defended fat mass

Heightened reward responsivity

A,
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Anti-Obesity Medications

Increasing satiety @ Reducing hunger
X

(hind brain) (hypothalamus)

» Target underlying biological Reducing reward
pathways regulating energy sensitivity (brain)
balance %

®

.o ®o0° Increasing energy
expenditure

Slowing transit
of food (gut)

A,
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Approved Anti-Obesity Medications For
Pediatric Obesity

Phentermine approved for >16 years Liraglutide 3 mg approved for >12 years
Orlistat approved for >12 years
Liraglutide 3 mg approved for >12 years

Phentermine/topiramate approved for >12 years

Semaglutide 2.4 mg approved for >12 years

. Suprenza (phentermine) Prescribing Information. Available at: https://www.accessdata.fda.gov/drugsatfda_docs/label/2013/202088s005Ibl.pdf (accessed September 2022);

. Xenical (orlistat) Prescribing Information. Available at: https://www.accessdata.fda.gov/drugsatfda_docs/label/2012/020766s0291bl.pdf (accessed September 2022);

. Saxenda (liraglutide) Prescribing Information. Available at: https://www.accessdata.fda.gov/drugsatfda_docs/label/2014/2063210rig1s000Ibl.pdf (accessed September 2022);

. Qsymia (phentermine/topiramate) Prescribing Information. Available at: https://www.accessdata.fda.gov/drugsatfda_docs/label/2022/022580s021Ibl.pdf (accessed September 2022);

. Wegovy (semaglutide 2.4 mg) Prescribing Information. Available at: https://www.accessdata.fda.gov/drugsatfda_docs/label/2021/215256s000Ibl.pdf (accessed September 2022);

. Saxenda (liraglutide) Summary of product characteristics. Available at: https://www.ema.europa.eu/en/documents/product-information/saxenda-epar-product-information_en.pdf (accessed September 2022); CENTER FEOR PEDIATRIC
. Wegovy (semaglutide 2.4 mg) Summary of product characteristics. Available at: https://www.ema.europa.eu/en/documents/product-information/wegovy-epar-product-information_en.pdf (accessed September 2022).
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Pediatric Pipeline & Expected Timelines

Tirzepatide
(GLP-1/GIP dual agonist)
results from adult phase
1l trial published,;
pediatric trials to
L launch in the
coming years

/\\ Novel

| dual agonists

(GLP-1/GIP,
\9/ + GLP-1/Amylin,
GLP-1/Glucagon)
and tri-agonists in

development
And many more novel molecules M

under inveStigation... CENTER FOR DED‘IATRIC

OBESITY MEDICINE

Semaglutide
2.4 mg now
approved



Metabolic/Bariatric Surgery

CramMark

Y FOR OBESITY
TED DISEASES

Surgery for Obesity and Relaid Disesses

Review articl
ASMBS pediatric metabolic and bari;

Janey S.A. Pratt, M.D., FA.CS., FEASMB.S*",
Nancy T. Browne, MS. PPCNP-B.C. CBN. F.A
Megan Cohen, Ph.D.", Ashish Desai, M.D., F.R!
Thomas Inge, M.D., Ph.D.", Bradley C. Linden, M
Samer G. Mattar, M.D., FA.CS.,

Marc Michalsky, MD., FA.CS., FAAP. I}

Kirk W. Reichard, M.BA., M.D

Fatima Cody Stanford, M.P.H., M.P.A., M.

Meg H. Zeller, Ph.D., Jeffrey Zitsman)

“Lucille Packard Children’s Hospital and Suanford Universi

*Diplomate American Boand of Obesity M

“WOW Pediatric Weight Management Cling

"N(npw\/A"’rll 1. DuPons Hospisal for Chil

‘King's College Hospinal Londen,|

University of Colorado, Denver and Children’s Hasg

*Pedaric Swyical Aswciates and Allina Hed

*Swedish Weight Loss Services Swedish Medicd

‘Nasionwide Children’s Hospital and The Ohio §

‘Banner Gateway Medical Center and Universil

*Diplomas American Board of Obesity Medicine Masachusetss General Hel
ncimati Childven'’s Hospital Medical

“Morgun Stnley Chidsen's Hospial of NY Presbyterian and Colun
Received March 21, 2018; sccepte

Abstract The American Society for Metabolic and Bariatric Surge}
dence-based guidelines published in 2012, perfonming a cof
with 1387 anticles and other supporting evidence through
data supporting the use of mewbolic and bariaric sul
strengthens these guidelines from prior reports. Obesity is
obesity requires a life-long multidisciplinary approach witf
tion, medications, and MBS. We recommend using moded
with the Centers for Disease Control and Prevention age}
class T obesity as 120% of the 95t percentile and class
Adolescents with class Il obesity and a co-morbidity (listed
should be considered for MBS. Adolescents with cognitiv
eating disorders that are treated, immature bone growth,
weatment. MBS is safe and effective in adolescents: given tf

This menuscript was created by & subset of the Pediatric commitiee of the ASMH
reviewsd and spproved by e ASMBS Pediatic, Clinical Issues snd Executive Commi
was akio endored by the Sockty of Amedcan Gastrointestinal and Endoscopic Sugef
*Comespondence: Janey S.A. Pratt, MD., FACS., EASMBS, 0 Psseur Dri
E-mail: jsspran @stanford adu

htgps:doi 0rg/10.10164 s08d 2018.03.019
1550-72840 2018 Published by Eevier Inc. on behslf of American Society for Med

POLICY STATEMENT organizational Principles to Guide and Define th
Care System and for Improve the Health of all Ch}

America
of Pediat

DI

0T

Pediatric Metabolic and Barj
Surgery: Evidence, Barriers
Best Practices

Sarah C Armszong. MO, FAAP Chrisgher F. Bolling. MO, FAAP® Marc P. Michalsky, M
Xirk W Reichard, MD, MBA FARP. FACSS SECTION ON OBESTY, SECTION ON SURGER

Severe obesity among youth is an “epidemic within an epidemic” and portends  aDstract
a shortened life expectancy for today's children compared with those of their

parents’ generation. Severe obesity has outpaced less severe forms of

childhood obesity in prevalence, and it disproportionately affects adolescents,  Ceprment of datnd
Emerging evidence has linked severe obesity o the development and

progression of multiple comorbid states, induding increased cardiometabolic P, dioe of ed
risk resulting in end-organ damage in adutthood. Lifestyle modification
treatment has achieved moderate shortterm success among young children
and those with less severe forms of obesity, but no studies to date
demonstrate significant and durable weight loss among youth with severe

obesity Metabolic and bariatric surgery has emerged as an important e
treatment for adults with severe obesity and, more recertly, has been shown  exwl eviewsr. fiowe)
to be a safe and effective strategy for groups of youth with severe obesity. o b
However, current data suggest that youth with severe obesity may not have

adequate access to metabolic and bariatric surgery, especially among
underserved populations. This report outlines the currert evidence regarding  reasmmendarons o
adolescent bariatric surgery, provides recommendations for practitioners and
policy makers, and serves as a companion to an accompanying technical
report, “Metabolic and Bariatric Surgery for Pediatric Patients With Severe
Obesity.” which provides details and supporting evidence.

Wimingn, Geiawre

or armstrong was respal

unmmed. ans agree 1o

e guiamee n o
oty et inawatatcf
“This policy statement uses the term “pediatric” inreferencetoaperson ]
under 18 years of age. The term “adolescent” may be defined differently in  aumaeaty cxore v
various studies and clinical settings on the basis of age or developmental "= or reredat ar
stage. When making specific recommendations, this policy statement uses
“adolescent” to refer to a person from age 13 years to age 18 years.

o cite: Armerong o

SUPPLEMENT ARTICLE

Expert Committee Recommendation
Prevention, Assessment, and Treatm
Adolescent Overweight and Obesity:
Summary Report

Sarah E. Barlow, MD, MPH and the Expert Committee

gy, Department of Pediatrcs, Baylor Collage of Medi]

dnckne

ABSTRACT

To revise 1998 recommendations on childhood obesity, an Expert Committ
comprised of from 15 appointed exp)
rienced scientists and clinicians to 3 writing groups to review the literature af

d approaches to p and treatment. Because cff
tive strategies remain poorly defined, the writing groups used both availa
evidence and expert opinion to develop the recommendations. Primary o3
providers should universally assess children for obesity risk to improve eag
identification of clevated BMI, medical risks, and unhealthy cating and physi
activity habits. Providers can provide obesity prevention messages for most chy
dren and suggest weight control interventions for those with excess weight. T]
swriting groups also recommend changing office systems so that they suppd
efforts to address the problem. BMI should be calculated and plotted at les
annually, and the classification should be integrated with other information sul
as growth pattemn, familial obesity, and medical risks to asscss the child’s obes
risk. For prevention, the recommendations include both specific cating and phy
ical activity behaviors, which are likely to promote maintenance of healthy weigl
but also the use of patient-centered counseling techniques such as motivatior
interviewing, which helps families identify their own motivation for maki
change. For asscssment, the recommendations include methods to screen
current medical conditions and for future risks, and methods to assess dict af
physical activity behaviors. For treatment, the recommendations propose 4 sta
of obesity care; the first is brief counscling that can be delivered in a health 3
office, and subsequent stages require more time and resources. The appropria
ness of higher stages is influenced by a patient’s age and degree of excess weigl
These recognize the of social and

change to reduce the obesity epidemic but also identify ways healthcare provid
and health care systems can be part of broader cfforts.
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evere” obesity (dass 2 obesity or higher) is defined as havinga BMI =35
or =120% of the 95th percentile for age and sex.! Recent data from the

NHANES (2014-2016) report the prevalence of severe obesity in youth at
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Pediatric Obesity—A T
and Prevention: An Endocrine Society
Clinical Practice Guideline

Dennis M. Styne,' Silva A. Aslarian,? Ellen L. Connor,” Ismaa Sadaf Farooqi®
M. Hassan Murad,” Janet H. Silverstein,® and Jack A. Yanovski’

"University of California Davis, Sacramento, California 95817; ZUniversity of Pittsburgh, Pittsburgh,
Penmsyivania 15224; *Universty of Wisconsin, Madison, Wisconsin 53792; “University of Cambridge,
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Cospansaring Associations: The European Society of Endacrinology and the Pediatric Endocrine
Society. This guideline was funded by the Endocrine Society.

Objective: ice gui for treatment,

pediatric obesity.

Partidpants: The participants include an Endocrine Society-appointed Task Force of 6 experts, a
methodologist, and a medical writer.

Evidence: This evidence-based guideline was developed using the Grading of Recommendations,
Assesment, Development, and Evaluation approach to describe the strength of recommendations
and the quality of evidence. The Task Force commissioned 2 systematic reviews and used the best
available evidence from cther published systematic reviews and individual studies.

Consensus Process: One group mesting, several conference calls, and e-mail communications
enabled consensus. Endocrine Scciety committees and members and co-sponsoring organizations
reviewed and commented on preliminary drafts of this guideline.

Conclusion: Pediatric obesity remains an ongoing seriots international health concem affecting
~17% of US children and adolescents, threatening their adult health and longevity. Pediatric cbesity
has its basis in genetic susceptibilities influenced by a permissive environmert starting in utero and
g through childhood and Endoc for obesity are rare and usually
are accompanied by attenuated growth patterns. Pediatric comorbidities are common and long-tem
health compiications ften result screening for comorbidities of obesity should be applied in a
hierarchal logical manner for early before more sericus resutt. Genetic
by in or
The psychological tall of pediatric cbesity on the individual and family necessitates screening for
mental health fssues and counseling as indicated. The prevention of pediatric obesity by promoting
healthful diet, activity, and envir P achieving effective, long-lasting
results with lifestyle modification once cbesity occurs is . Although some behavioral and
pharmacotherapy studies report modest success, additional research into accessible and effective
methods for preventing and treating pediatric besity is needed. The use of weight lass medications,
during childhood and adolescence should be restricted to clinical triak. Increasing evidence
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Obesity Treatments: What, When, and How
@ %ﬁ [y

* What Physical Behavioral
Dietar sic enhaviora
* Lifestyle therapy 7 Tf 7 yj‘ ——
* Medication
» Surgery
* When

« Toddler age
* Young childhood
« Adolescence _3 = =

* How
« Starting conversations with healthcare providers
* Accessing treatments
 Chronic care: this will be a marathon, not a sprint
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Challenges That Remain

Barriers to Pediatric Obesity care

Clinical
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Iy Patient, caregiver(s), and healthcare e
7\ provider misperceptions and ~

miscommunications corne
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Challenges That Remain

Overcoming misperceptions about
obesity treatments

« Myth: managing weight is simple — just eat less
and move more (try harder!)

* Fact: obesity is exceedingly complicated and the
body is hard-wired to defend body fat

« Myth: Medication or surgery Is the “easy way
out”

» Fact: Medications and surgery take the edge off
and help level the playing field




Opportunities To Seize

 Real conversations about obesity are
starting — make your voice heard

* On the heels of the new AAP guideline,
pediatricians are starting to pay
attention

* Be assertive in seeking and demanding
access to all obesity treatments for your

child

 We have turned a corner: there are
more effective pediatric treatments than
ever before!




