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Abstract

Background: Recommendations to screen and counsel for lifestyle behaviors can be challenging to implement during well-child
visits in the primary care setting. A practice intervention was piloted using the Family Nutrition and Physical Activity (FNPA)
Screening Tool paired with a motivational interviewing (MI)-based counseling tool during well-child visits. Acceptability and
feasibility of this intervention were assessed. Its impact on parent-reported obesigenic behavior change and provider efficacy in
lifestyle counseling were also examined.

Methods: This was an observational study in a pediatric primary care office. During well-child visits of 100 patients (ages 4-16
years), the FNPA tool was implemented and providers counseled patients in an MI-consistent manner based on its results. Duration
of implementation, patient satisfaction of the intervention, and success of stated lifestyle goals were measured. Provider self-efficacy
and acceptability were also surveyed.

Results: The FNPA assessment was efficient to administer, requiring minutes to complete and score. Patient acceptability was
high, ranging from 4.0 to 4.8 on a 5-point scale. Provider acceptability was good, with the exception of duration of counseling; self-
efficacy in assessing patient “readiness for change™ was improved. Parent-reported success of primary lifestyle goal was 68% at
1 month and 46% at 6 months.

Conclusions: The FNPA assessment with an MI-based counseling tool shows promise as an approach to identify and address
obesigenic behaviors during pediatric well-child visits. It has the potential to improve provider efficacy in obesity prevention and

also influence patient health behaviors, which can possibly impact childhood excessive weight gain. After refinement, this practice
intervention will be used in a larger trial.

Infroduction children and adolescents.! We recognize that many factors
contribute to excess weight gain in childhood. These in-

ediatric obesity is a significant public health concern  clude diet, physical activity (PA), physical environment,
P given that the prevalence of obesity and overweight  access to healthcare, genetic dispositions, and comorbid-
is already at 17% and 34%, respectively, among ities.>® There is potential for primary care providers to
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prevent excess weight gain and manage youth with obesity,
because multiple health supervision visits provide oppor-
tunities to influence lifestyle behaviors, which contribute to
the development of childhood obesity. Further, helping
families understand that abnormally high weight can be a
health problem is associated with a large likelihood of
making a health behavior change.* The majority of patients
want their provider to help with weight issues and feel that
they can be helpful and are comfortable discussing this
topic®; specifically, patient-centered conversations have
potential to change health behaviors of families.®® More-
over, multiple disciplines and organizations, including the
American Academy of Pediatrics, recommend dietary and
activity assessments followed by counseling for the pre-
vention and management of excessive weight gain in chil-
dren in the primary care setting.’

Despite concern among physicians about childhood obe-
sity as a health problem'®"? and clinical recommendations
regarding prevention and management of childhood obe-
sity, many primary healthcare providers struggle to follow
these guidelines.>'>~"> Providers under-recognize excessive
weight in their practices, because over 50% do not measure
BMI)*'*1%17 and 58% seldom track their patients over time
for weight-related behaviors.'® Though many ask general
questions about nutrition and PA, few (8% or less) use
standardized questionnaires and 65% assess these domains
more specifically.'® Providers feel that time constraints
impede implementation of guidelines and'® that their coun-
seling may be ineffective.”>*® Specifically, providers may
feel they have inadequate skills in behavior management
and parenting techniques to address family conflicts'216 and
may feel uncomfortable with counseling patients about
weight issues.!>162122 Self-efficacy in obesity management
is also reduced by a lack of educational materials, support
staff, and non-MD staff reimbursement.?® Clinician efficacy
may be further diminished by his or her perception that

families do not recognize obesity, that patients are not_

motivated, and parents are not sufficiently involved.'16-23

Motivational interviewing (MI) is an effective, patient-
centered approach to behavior change?*2° and represents a
collaborative, rather than a prescriptive, style of dialog
designed to elicit change. Pediatric literature, though lim-
ited, yields promising support in the implementation of MI
in pediatric weight management®?’ and its use is advo-
cated in pediatric practice guidelines.® It is an approach
that can improve provider efficacy in lifestyle counseling,
especially in the face of perceived family resistance.”?° MI
can be most useful when paired with healthcare education
or proposed health behavior goal setting.*°

Validated dietary and activity screening tools have been
recommended for use in the pediatric primary care setting
to aid in gathering information for the purposes of obesity
prevention counseling. However, the effects of screening
tool implementation have not been widely reported in the
literature.'? The Family Nutrition and Physical Activity
(FNPA) assessment tool was developed to assess obesi-
genic behaviors in children regardless of current weight
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status and has much potential for use in pediatric primary
care, but has not yet been studied in this setting. It is a 20-
question survey that was tested in a cross-sectional study
among parents of first-grade students with good reliability
and validity.3***

We developed and pilot tested a practice-based inter-
vention that involves implementing the use of the FNPA
assessment, a study-developed coaching tool and provider
training in MI. This intervention was used during all health
supervision visits of children ages 4-16 years. Our primary
objective was to assess the acceptability and feasibility of
the FNPA tool in one pediatric primary care practice. We
also assessed self-efficacy of providers on lifestyle coun-
seling during health supervision after the intervention. In
addition, we examined the impact of this intervention on
parent-reported obesigenic behavior change.

Methods
Study Design and Setting

We used a prospective, nonrandomized, observational
design in one pediatric practice with seven healthcare pro-
viders in Peoria, Illinois. This study was approved by the
Peoria Institutional Review Board.

Our primary outcomes were provider acceptability and
feasibility of using the FNPA assessment counseling sys-
tem and patient acceptability of the strategy. Secondary
provider outcomes included self-efficacy in addressing
weight status and discussing obesigenic behavior modifi-
cation and also fidelity to MI during patient encounters.
Secondary patient outcomes included achievement of sta-
ted health behavior goals, change in BMI, and improve-
ment in obesigenic behaviors.

Practice and Providers

The practice is a university-based academic pediatric
practice with paper-based medical records serving 330
patients per week, 33% of which are health supervision
visits. Approximately 54% of the patients receive state
insurance and over 50% are Caucasian. The providers
comprised six pediatricians and one pediatric advanced
practice nurse (6 of 7 were female). They were an average
age of 47.5 (£ 17) years old with an average of 14.6 years
(% 14) postresidency training,

Intervention Tools

The FNPA assessment® is a 20-question survey iden-
tifying obesigenic behaviors in 10 domains, such as fam-
ily meal patterns, food choices, restriction/reward, family
activity involvement, child activity involvement, family
eating habits, beverage choices, screen time, family rou-
tines, and healthy environment. Each question is answered
on a 4-point Likert scale ranging from almost never,
sometimes, usually, and almost always. The lower the total
score, the more prevalent obesigenic behaviors are in the
lifestyle.
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The FNPA Coaching Tool (Fig. 1) is a color-coded menu

for change that is used to have an MI-enhanced conversation,
which facilitates health behavior goal setting. The surveyed
health behaviors are characterized on this menu as impossi-
ble (red), could do sometimes (yellow), could do most of the
time (light green), and could do almost always (dark green).
Items that are scored a “3” or “4” on the assessment tool are
marked in the green zones reflecting healthy behaviors that
are being done successfully. Items that are scored a “1”” or
27 are marked as opportunities for change in a check box.
Using this information, an MI-based conversation is made
to facilitate goal setting, allowing the family to reflect on
which, if any, of the behavior opportunities marked by the
check box they would desire to change. The likelihood of
changing the behavior is then indicated by marking the
corresponding column. If a plan is made, SMART (Specific,
Measureable, Attainable, Relevant, Time limited) goals (up

to four) are written down along with a documentation of

the family’s readiness for change, based on a 10-point Likert
scale, for motivation for change and confidence for success
(1 being none and 10 being a lot).

Outcome Measurement Tools
Cycle time sheets are documents to record the time
(measured by a digital timer) taken to fill out the FNPA

FNPA COACHING TOOL

. Eat breakfast every morning
2. Eat fj.n.ce daily asa family _
3. No TV or computer during eating
4. Eatingout/ordering in < Liweek
5. Prepackaged foods < 2x/week
716. Fruits/Vegetables 2 5 servings/day

._‘.! 7. Sweetene;:l. beverage§ < l/‘day "

TJ8. Calcium rich foods 2 3 servings/d;f )

9. Keep mostly healthy snacks in house, but
_ don't overly restrict highly palatable foods

Dlo.‘Foaiflcandy i.s not us;d_é_s areward i

7111 Limit screen time to € 2 hours/day
.3 12. Remove TV's from the bedroom '

T113. Encourage 1 hour of déily thsical activity

7314, Family physical activity > 1 h{)ur/week
T15.Scheduled begtime
[116. Nine hours of sleep/night
7317, Other: -
18, Other:
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assessment, score the assessment, and have the coaching
conversation using the FNPA coaching tool.

The Provider FNPA Satisfaction Survey is an 18-item
questionnaire (designed for this study) assessing the ac-
ceptability and feasibility of this practice intervention in
the office setting. Domains measured are related to the
FNPA assessment, coaching portion and it§ process, and
impact on office flow. Responses are measured on a 5-
point Likert scale, ranging from strongly disagree to
strongly agree.

The Patient FNPA Feedback Survey is a parent-reported
survey designed for this project to measure three areas
of patient-level outcomes. The first comprises 11 items
assessing the acceptability and ease of use of the FNPA
assessment and satisfaction of the coaching tool and en-
counter experience and two items assessing the degree
to which the discussion motivated the child and family.
Responses are on a 5-point Likert scale, ranging from
“strongly disagree” to “strongly agree.” The second in-
quires about family and child readiness for change on a 10-
poirt Likert scale, ranging from “strongly disagree” to
“strongly agree.” The last asks about the degree to which
documented goals have been initiated. Responses are on a
4-point Likert scale, ranging from “impossible” to ““could do
almost always.” A rating of 3 or 4 was viewed as successfil.

Figure 1. FNPA coaching tool. FNPA, the Family Nutrition and Physical Activity Screening Tool.
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The FNPA Behavior Change Survey is a 20-item ques-
tionnaire using lifestyle questions from a pilot study con-
ducted by Ariza and colleagues.>> This tool assesses a
variety of parent and child dietary, PA, and sedentary
health behaviors, including the level of success in im-
plementing the goals set at the initial encounter. Responses
are dichotomous (yes and no) with room for qualitative
comments to specify changes made. Success in imple-
menting the stated primary goal was rated on a 4-point
Likert scale, ranging from “not at all, some of the time,
most of the time, or almost always.” Success was defined as
selection of two responses, “most of the time” or “almost
always,” indicating more participation in healthy behaviors.

The Provider Self-Efficacy Questionnaire is a 7-item
questionnaire, developed by our group to assess the pro-
vider’s perception of his or her competence in certain
pertinent areas. This was adapted from a 12-item sur-
vey examining provider self-efficacy by Perrin and col-
leagues,® which asked providers their perception of
their competence in counseling families about obesigenic
behaviors. Areas of efficacy included discussing BMI
percentile, modification of eating and activity practices,
behavior change, facing resistance, assessing readiness for
change, and facilitating goal setting. Responses were rated
on a 7-point Likert scale, ranging from “highly ineffec-
tive” to “highly effective,” and the questionnaire was
completed at baseline before training and after the inter-
vention period.

The Motivational Interviewing Treatment Integrity
coding tool*"** was used to code for fidelity to MI. One
random encounter for each provider was recorded and
coded by a certified coder who was blinded to the provider
participants.

Focus group interviews of office staff and clinicians
were conducted for purposes of process evaluation at the
end of intervention.

-

Procedure

Provider and staff training. Before the start of the patient
enrollment component, medical providers participated in
two 1.5-hour training sessions, during which they learned
MI skills. They also learned how to interpret the FNPA
assessment and use the coaching tool to facilitate an MI
discussion focused on goal setting. The staff learned to
score the FNPA assessment tool and demonstrated three
accurately scored tools during one 30-minute training
session. In addition, staff were trained on the process for
timing each activity with digital timers and how to accu-
rately document\them.

Patient subjects, Parents/guardians who accompanied
their children (ages 417 years) to health supervision visits
were asked to participate in the study during a 14-week
period that started in February of 2012. Parents gave
written consent to participate and those 12 years and older
assented to enrollment. Children with medical conditions
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that affected their ability to have age-appropriate nutrition
and PA were excluded (e.g., children with developmental
delays or complex medical conditions).

Practice intervention. At the start of the encounter, the
FNPA assessment was completed by the guardian (or the
child if 12 years or older). Practice staff scored the as-
sessment tool, obtained patient weight and height using the
same calibrated scale and stadiometer, and BMI was cal-
culated by standard formula®® and documented. At the end
of the encounter, providers reviewed the FNPA assessment
results with the family and administered the FNPA
Coaching Tool to address identified obesigenic behaviors.
This was followed by an MI-enhanced conversation, which
may have resulted in targeted goal setting of a behavior
change and an assessment of the patient’s or patient’s
guardian’s readiness to change. Staff and providers re-
corded the timing of each process.

Outcomes measures. Three to 4 weeks after their en-
counter, guardians completed the Patient FNPA Feedback
Survey by their preferred method of phone, e-mail, or
paper. Six months after their encounter, participants re-
turned for anthropometric measures and completion of an
FNPA assessment and FNPA Behavior Change Survey.
They were offered a $10 gift card for their participation at
both measurement points. BMI was measured at baseline
by practice staff and at 6 months by research staff who had
been trained according to CDC National Health and Nu-
trition Examination Survey procedural standards.*

Providers completed the Self-Efficacy Questionnaire
to assess perceived proficiency in discussing weight sta-
tus and lifestyle behavior topics before training and again
after the practice intervention was completed. A graphic
illustration of the intervention procedure is depicted in
Figure 2.

Statistical Analysis -

. The sample size was estimated based on other similar
pilot studies assessing the acceptability and functionality
of similar tools.*!*? Univariate analysis of variance was
applied to all continuous variables, and descriptive statis-
tics were applied to appropriate variables. SAS software
(9.3; SAS Institute, Inc., Cary, NC) was applied to all
analyses, and a p value <0.05 was considered significant.

Results

The intervention was successfully applied during 14
weeks at the practice. During that time, 129 qualifying
patients (ages 4-17 years) of the seven providers were
approached. One hundred patients (ages 4-16 years)
agreed to participate; 8 were excluded because of no
guardian being present, 1 was excluded for age, and 20
declined to participate (stated reason was patient time
constraint). The measured time of the intervention
components revealed that the FNPA Assessment was
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PATIENT/PARENT

Letter mailed to family in advance, after

making well-child appointml/

Given assessment and demographic sheet
in waiting room at Well Child Check

-

Family Nutrition and Physical Activity
Assessment Tool scored by staff

Weight/Height/Body Mass Index measured

Provider incorporates Family Nutrition and
Physical Activity Assessment
into Coaching tool

i
1l

Follow-up at 1 and 6 months’//

efficient to administer with a mean length of time to Primary Outcome Related to Feasibility

complete of 1.9 (£0.62) minutes and 1.3 (£0.41) min-  gup4 Acceptability

utes to score. However, implementing the coaching tool

with MI-based conversation took an average of 7.5 Provider acceptability was good, with a median rating of
minutes (+3.86). 4 on a 5-point Likert scale in 10 of 18 questions related to

Figure 2. Flow diagram of methods.
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usefulness of the assessment and coaching tool. Lower
satisfaction scores were assigned to the time spent to use
the assessment and coaching tool, impact on work flow,
and overall duration of patient appointment (Table 1).
Focus group discussions with staff confirmed results of the
survey. It was indicated that the FNPA was useful, but the
scoring format of the assessment section was a little la-
borious and that completing the coaching portion took a
long time considering the average length of a well-child
encounter. The providers felt that the coaching tool might
be better suited for a more focused obesity visit.

Secondary Outcomes Related
to Provider Performance

After the intervention period, the provider self-efficacy
score improved in the domain “discussing patient readi-
ness for change,” increasing from 4.6 (£0.89) to 6.00
(£0.00; p=0.025). Though the mean scores increased in

Table I.

Assessment

Results of Provider Satisfaction Survey
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all domains assessed (completed responses from only five
of the seven providers), the provider numbers were too low
to establish significance (see Table 2 for list of domains).
Five of the seven providers had a recorded encounter that
was MI adherent. Patient motivation was higher (score >
7=64.4%) for MI-adherent provider patients than for non-
MI-adherent providers (score>7=47.1%; r=0.04).
However, patient behavior achievement and encounter
satisfaction were not different between the two groups.

Secondary Outcomes Related to Patient
Behavior Change and Anthropometrics

The demographics of study patients are described in
Table 3. There was no demographic difference in the
subjects who were available for 1- and 6-month measures,
compared to those lost to follow-up, except that more
overweight and obese and subjects with a higher mean
BMI were available for 1-month surveys. This trend was

| Easy to score 3.29 (1.38)

| Easy to interpret 3.29 (1.60) 4 (1-5)
Little time to use® 3.00 (1.29) 2 (2-5)
Is accurate? 3.86 (0.90) 4-(2-5)
Is useful® 4.14 (0.38) 4 (4-5)

Coaching tool Easy to use® 3.86 (0.38) 4 (34)

Little time to use® 3.14 (0.69) 3 (24
Facilitates behavior change 4.00 (0.00) 4 (44)
discussion®
Facilitates targeted discussion 3.57 (0.53) 4 (3-4)
regarding obesigenic behaviors?
Increases efficacy in counseling® 3.71 (0.49) 4 (34)
Emphasizes pertinent behavior 3.86 (0.38) 43-=4)
change®
Assesses readiness for change 343 (0.79) 4 (2-4)
Helps families develop realistic 4.00 (0.00) 4 (4-4)

| goals®

Training and work flow . Training was adequate® 3.86 (0.38) 4 (3-4)

[ I like this tool 3.64 (0.94) 4 (2-5)
| would continue to use this tool.? 3.21 (0.91) 3 (2-5)
This caused little disruption in 1.86 (0.69) 2 (1-3)

\ work flow.?

Did not significantly increase the 1.71 (0.49) 2 (1-2)
duration®

*Indicates good satisfaction (mean >3.5 and median =4).
®Indicates low satisfaction (mean <3.5 and median <4).
SD, standard deviation.
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Table 2. Provider Self-Efficacy Domains

BMI percentile

Modification of eating practices

Modification of physical activity

Behavior change

Behavior change in the face of resistance

Assessing readiness

not sustained during the 6-month measurement group be-
cause weight status was not significantly different; how-
ever, fewer lower-income participants were available for
measurements at 6 months.

CHRISTISON ET AL.

nificance, there may be a trend of increased success in

- higher-weight categories.

Parent-reported patient success of primary behavior goal -

was 68% (n=62) at 1 month and 46% (n=28) at 6 months,
with a mean increase 0f 4.2 (+5.7) in the FNPA score from
baseline to 6 months (p <0.001). The mean BMI change of
0.28 kg/m* (+0.86) and z-score change of 0.04 (£0.28)
were not significant at 6 months. The z-score change of
children in the obese category was —0.04 (+0.1 8); though
not significant, it could be clinically important. A higher
proportion of children in the overweight category (91%)
were successful in achieving their goals at 1 month, but not
significantly different than those in the healthy weight
(62.2%) and obese (61.5%) categories. In addition, 60% of
children in the obese category were successful at achieving
their goals at 6 months and 47.8% of children in normal
and overweight categories were successful (p=1.0).
Though insufficiently powered to indicate statistical sig-

Patients

Patient satisfaction with the tool was high (n=62), ranging
from 4.04 to 4.78 on a 5-point Likert scale in 11 questions.
Perceived influence of the provider discussion on motivat-
ing the child or family to change was modest (Table 4).

Discussion

The FNPA tool practice intervention pilot was designed
to examine the feasibility and acceptability of pairing a
screening tool with an MlI-enhanced coaching tool for
prevention of obesigenic behaviors during all health su-
pervision visits, irrespective of weight status. Validated
and efficient health behavior screening tools have been
recommended, but not widely studied, in the pediatric pri-
mary care setting. Two adult-focused primary care tools—
the Weight, Activity, Variety, Excess and Rapid Eating
and Activity Assessment for Patients—have been demon-
strated to be valid, efficient, and feasible, but have yet to be
tested in the pediatric population.*'** Two tools used in
pediatric and adolescent populations, the Healthy Home
Survey®? and The Patient Centered Assessment and Coun-
seling for Exercise plus Nutrition program, both had fea-
sibility issues within the office setting.®! In this pilot, the
use of the FNPA assessment was facile, efficient, and ac-
ceptable among patients and providers.

The Ml-enhanced conversation using the FNPA
Coaching Tool was very acceptable to families; however,
the providers felt that this portion of practice intervention
should be shorter. In future applications, two tools may be
useful: a brief tool to help promote healthy weight be-
haviors during health supervision visits and a longer

Age, years 74 (37) 76 (37) 0.53 74 (3.6) 0.94
Gender: female (%) 55 (55.0) 36 (58.1) 0.43 19 (67.9) 0.11
Race: White (%) 55 (55.0) 37 (59.7) 0.4 19 (67.9) 011

Black (%) 26 (26.0) 15 242) 3(10.7)

Hispanic (%) 7 (7.9 3 (48) 2(7.1)

Other (%) 10 (10.0) 581 4(143)

Missing (%) } 2 (2.0) 232 0(00)
BMI (SD) kg/m? 182 (45) 19.0 (5.1) 0.01* 182 32) 0.99
Overweight (%) 32 (320) 25 (403) 0.02% 12 (42.9) 0.15
Obese (%) I5 (15.0) 13 21.0) 0.03* 5(17.9) 0.76
Low income (%) 27 (33.3) 18 (35.3) 0.63 3(13.6) 0.02*

| n=8I n=>5]| l n=22

Data are reported as mean and + standard deviation (SD), unless reported otherwise.
*Significant at the p<0.05 level.
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Table 4. Results of Patient Satisfaction

Survey

A5

Screening Easy to read 4.76 (0.43)
questionnaire
Easy to fill out 4.67 (0.56)
Took little time to 4.39 (0.90)
fill out
Discussion Was helpful 443 (0.71)
with provider |
| Was important 4.46 (0.85)
Made us feel 4.74 (0.56)
comfortable
Provider listened 4.78 (0.48)
to us
Right amount of time 4.68 (0.65)
Motivated family 3.79 (0.90)
to change
| Motivated child 3.47 (1.02)
to change
Would want to have 4.04 (1.26)
this again
Menu for change Helped us decide 4.14 (0.95)
on goals
Was easy to 4.56 (0.77)
understand

SD, standard deviation.

intervention to be implemented during weight manage-
ment visits. Suggestions were also made to have the as-
sessment tool and coaching tool integrated into electronic
health records, which could automate the calculation of the
assessment and also autopopulate the coaching tool for
ease of use.

Provider and Patient Qutcomes

Provider perception of self-efficacy in the area of obesity
prevention was improved in the area of assessing patient
readiness for change. The practice intervention’s impact
on self-efficacy, as it correlates to the degree of overweight
of the patient, was not examined in this study and would
be interesting to examine in the future. Though most dem-
onstrated fidelity to the MI process, more fidelity testing
might have been beneficial before intervention to be assured
that all providers demonstrated the skills to adequately
implement the MI approach during encounters.

Sixty-eight percent of participants successfully initiated
their goals at 1 month and nearly 50% of them reported
sustained behavior change at 6 months. Further, FNPA
scores increased, which shows promise of improved health
behaviors after this intervention and may be correlated
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with improved trajectory of growth.>* Though z-score
change of the subjects increased during the 6 months, those
available for measurement were small in number and over-
representative of overweight patients (43% compared to
32% at baseline). A larger sample would be needed to
understand its significance and compare this change with
previously reported trends, which correct for BMI per-
centile distribution of the subject population.

Study Limitations

BMI classification of the study population was not
compared to the clinic population in order to verify that
they were representative of the overall clinic population.
Participant success may have been overestimated given
that only 28% of the study population returned for out-
comes measures at 6 months. This group, which was more
motivated to return for follow-up measures, would have
been more likely to have achieved success of their goals.
Fewer lower-income participants returned at 6 months for
measurements, which may have skewed the population
toward success because lower-income families might
have faced more barriers to health behavior change. Also,
both 1- and 6-month surveys were parent reported; hence,
the level of success might be skewed as a result of the
influence of social-acceptability bias, potentially overesti-
mating their level of sustained success. Longet-term fol-
low-up (perhaps 1 year later at the subsequent well-child
visit) with more subjects would be necessary to adequately
evaluate impact of this intervention on the trajectory of
weight status in healthy weight and overweight children.
Provider outcomes were limited by the small sample size
of providers.

Conclusion

A practice-based intervention that includes pairing mo-
tivational interviewing training of clinicians and the use of
the FNPA (Assessment and Coaching) tool shows promise

. as an approach to help identify and address obesigenic be-

haviors during pediatric health supervision visits. It has the
potential to improve provider efficacy in the area of obesity
prevention and also to influence patient health behaviors,
which could impact the rising weight trajectories of chil-
dren. A future similar intervention including a larger num-
ber of practices and longer patient follow-up would aid in
evaluating its benefit for weight trajectories of children with
different weight classes, especially in children who start
out in the normal or overweight range. Further evaluation of
the utility of this practice intervention will require refine-
ment of the coaching tool and MI approach, followed by a
randomized, controlled trial involving a larger number of
practice sites, providers, and patients.
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