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ABSTRACT

Childhood obesity has become more prevalen:: oy
years, according to the Centers for Disease Cc:atr
tion (2015), with higher rates existing for thoie v
socioeconomic status, from racial/ethnic popt lat
disabilities. Occupational therapy practitioner s ¢
role in helping children with or at risk for obe ity
settings. This article focuses on the various se tin
pational therapy to address childhood obesity nc
and discusses approaches for treating obesity : or
various conditions and disabilities.

LEARNING OBJECTIVES

After reading this article, you should be able to

1. Describe occupational therapy’s role in addr >ssi
obesity

2. Identify intervention settings for addressing he:
and obesity prevention in children

3. Describe evidence-based intervention apprc ich
management and prevention in children

4. Recognize the risks of obesity for various co 1’ ions
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a decline in any of the age ra- 2018). T.
are substantial disparitie- thnicity, *
nearly half of all Hisr esity (Skii
ner et al., 2018). randemic,
occupational * rlay a vital 1
in promo*’ > for childre
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including facilitating enjoyable physical and social activities,
strategies for decreasing weight bias/stigma and bullying, and cul-
turally appropriate healthy food preparation and meals (American
Occupational Therapy Association [AOTA], 2012).

Evaluation

As with all clients, occupational therapists working with chil-
dren who are overweight or obese should create an occupational
profile before treatment. It is important to learn the concerns,
daily routines, and relationship and home dynamics of the child,
parent, caregiver, and other family members. Environmental
factors play a considerable role in wellness, with youth between
ages 8 and 10 years spending 8 hours per day on average in
front of screens, and often using more than one type of media

at a time (American Academy of Pediatrics [AAP], 2013). In
addition, 80.5% of food advertisements directed at youth on
television marketed items in the lowest nutritional category
(AAP, 2013).

An occupational profile can gather information on activities
engaged in at home, as well as the potential influences and
resources a family may have regarding health promotion. To
access services, many families seek or require referrals from
their primary care physician.

Chaparro and colleagues (2018) discussed how documenta-
tion in pediatric inpatient, outpatient, and subspecialty clinics
tends to underestimate the prevalence of obesity, which sig-
nificantly limits the use of problem-list-driven clinical decision
support. With the implementation of a new alert prompting
clinicians to add the diagnosis of overweight or obesity, depend-
ing on the body-mass-index percentile by age and gender, the
percentage of patients with an appropriate diagnosis improved
to 80% in the post-intervention period (Chaparro et al., 2018).

Advocacy for the client in receiving adequate services is
imperative, and occupational therapy practitioners should be
willing to take on positions of leadership in advocating for child-
hood obesity prevention and treatment (Kugel et al., 2017).

Assessment
For determining whether people are overweight or obese, phy-
sicians use the body mass index (BMI) and the CDC normative
BMI percentiles (Styne et al., 2017). BMI is commonly used to
track changes before and after intervention, although it does not
differentiate between fat and muscle for body composition (Cas-
tillo et al., 2015; Chaparro et al., 2018; Darendeliler et al., 2015;
Hollar et al., 2010). Pre- and post-intervention surveys are also
commonly given, such as those used in the health promotion
programs BodyWorks, Healthy Hearts, and STOMP.

One assessment developed by occupational therapist Michael
A. Pizzi, PhD, OTR/L, FAOTA, uses theory from the field of
health promotion and a systems perspective to examine the
effect of obesity in daily skill engagement for children. This
self-assessment, the Pizzi Health Weight Management Assess-
ment (PHWMA) has a child/youth version and a parent version
(Pizzi, 2001). The PHWMA consists of two sections: the first
identifies health factors relating to weight management, and the
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second focuses on identifying the top five areas to change. This
assessment is based on the principles of general systems theory,
which examines the interrelationship between the environment
and person.

Kuo and colleagues (2016) used the PHWMA and deter-
mined it to be a reliable and culturally responsive tool to
assist practitioners in identifying changes when implementing
an occupation-based weight management program for their
tested population, adolescent Burmese refugees. In addition,
the PHWMA was used to assess program effectiveness in
implementing the Healthy Hearts Program, which focused
on routine awareness and practical ideas for incorporating
more healthy foods and active time in the daily routines of
ten 8 to 9 year olds and their parents (Kugel et al., 2016). As
evidenced, the PHWMA may be used by occupational therapy
practitioners to support empowering habit change and imple-
menting psychosocial interventions (Kuo et al., 2016; Pizzi &
Vroman, 2013).

INTERVENTION SETTINGS AND APPROACHES

Community-Based

In a community-based setting, it is important to address both
medical complications and psychosocial and mental health risks
(Drieling et al., 2014; Kugel et al., 2017; Kuo et al., 2013). Some
occupations in the community setting that may be influenced
by childhood obesity include participation in outdoor activities,
play, eating habits and routines, and leisure activities (Kugel et
al., 2016). With obesity having the potential to limit a child’s
ability to participate in meaningful occupations, occupational
therapy in a community setting should encourage inexpensive
community activities and participation in non-competitive
sports teams to increase confidence, socialization, self-esteem,
and friendships (AOTA 2012).

Aspects of the obesogenic environment include energy intake,
the ways kids are fed, poverty, sleep deprivation, sedentary
lifestyle, inactive work, and living environment (Bellisari, 2013;
Kuo et al., 2013). Some contextual factors to consider include
access to green spaces, physical activities, and nutritious food
(Kuo et al., 2013). Drieling and colleagues (2014) found that
community resources that provide health education are associ-
ated with more physical activity and better diet, which can be an
asset for obesity-reduction strategies. However, there is a need
for better promotion of these affordable educational community
resources given the low use (Drieling et al., 2014).

Home Health

In home-based interventions for childhood obesity, it is valuable
to consider access to nutritional food and community resources,
safety of the surrounding area, and family dynamics. In a study
by Yun and colleagues (2015), a home-based childhood obesity
intervention focused on observing and modifying daily rou-
tines to encourage healthy behavior change. Results indicated
the importance of being in the home context and supporting
healthy weight efforts when seeing families during subsequent
clinical visits (Yun et al., 2015). When addressing mealtime
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occupations, consider school meal programs and that more than
two thirds of children reported that their school meals were
unhealthy (Dietz et al., 2015).

Primary Care

According to recent trends in health care, only a quarter of
parents of overweight children are told by their primary care
physicians that their child is overweight (Dietz et al., 2015).

It is vital to have system-wide changes to encourage standard-
ized practice approaches to obesity management. Primary care
interventions can provide beneficial health education and
introduction to habit change for families. Arauz Boudreau and
colleagues (2013), in a study on family-based interventions in
primary care, found that Latino families with obese children
were willing to work with a health coach and participate in
interventions. The BodyWorks program at Altamed General
Pediatrics at Children’s Hospital Los Angeles functions in a
primary-care setting, with families seeing a physician prior to
attending and gaining a recommendation to receive services
for overweight and obesity.

Interdisciplinary Team-Based Approach

An interdisciplinary approach allows team members of differ-
ent fields to collaborate on setting goals, making decisions, and
sharing resources and responsibilities for a common purpose.
The BodyWorks program, for example, is an 8-week commu-
nity-based healthy lifestyle program designed to help families
improve eating and physical activity (Castillo et al., 2015).
Although the participant groups are all-inclusive, a majority of
the families are from an underserved Latino community.

The curriculum addresses three key areas: diet, exercise, and
behavior. The caregivers must be willing and invested to enact
changes in the home for children to lose weight (Espinosa et
al., 2017). A typical class schedule includes (1) a clinic check
in with a physician consult and gathering of physical data,

(2) physical activity and exercise instruction, (3) snack and
nutrition education, and (4) education lessons for adults, and
play-based lessons for children. Weekly topics include healthy
weight and habits, basics of healthy eating, portion control,
meal planning, physical activity and screen time, cooking and
shopping together, and media influences. One intervention
week includes navigating families through a grocery store,
comparing nutrition labels and making healthier food choices.
With physicians, nurses, occupational therapy practitioners, and
other allied health professionals working together to imple-
ment the BodyWorks curriculum, results show healthier eating
behaviors and increased physical activity among Latino families
(Castillo et al., 2015).

Another study using the BodyWorks curriculum and inter-
professional environment implemented personal activity track-
ers (Espinosa et al., 2017). The use of personal activity trackers
in conjunction with the weight-management program has the
potential to serve as motivation and may influence program

completion rates and weight-related outcomes (Espinosa et al.,
2017).

AltaMed provides an interprofessional team-based interven-
tion in its southern California clinics called STOMP: Solutions
& Treatment in Obesity Management & Prevention. Similar to
BodyWorks, physicians, nurses, nutrition experts, and physi-
cal activity specialists work together to carry out the 12-week
weight-control program. STOMP interventions separate the
caregiver and child so the information can be accessed more
easily by each. Aiming to help families live healthy lifestyles
with the help of nutrition and fitness education, motivational
messages, and medical care and personal consultations, STOMP
caters to its surrounding community and provides education in
both English and Spanish.

Interprofessional teams can also be used for people with
mental health conditions, as showcased in the Snack Adventures
program at Children’s Hospital Los Angeles Developmental Dis-
orders. This wellness program follows an 8-week cycle similar
to BodyWorks, but it focuses on helping children with mental
health conditions engage in healthy habits. This group is led by
occupational therapists and other mental health professionals.

Lastly, one study used interprofessional service learning with
health professional students to address childhood obesity (Buff
et al., 2011). Incorporating professional development into the
sustained project providing obesity prevention education was
deemed mutually beneficial for the participating children and
the health professions students.

Prevention Programs Approach

Bazyk and Winne (2013) emphasized a three-tiered public
health model for intervention that corresponds to the pri-
mary, secondary, and tertiary areas of prevention. The tiers
include Tier 1 Universal (services geared toward all children
and youth); Tier 2 Targeted Services (services geared toward
children at-risk for obesity); and Tier 3 Individualized Inten-
sive (services geared toward children struggling with obesity)
(Bazyk & Winne, 2013).

Based on the growing literature on health disparities, Latino
and African American youth are at a 38% higher risk for obesity
than White and Asian youth with and without disabilities
(Krueger & Reither, 2015; Suarez-Balcazar et al., 2016). Cul-
turally relevant and tailor-made health promotion and obesity
prevention programs can foster engagement in family routines
and optimize healthy behaviors and routines, including setting
and achieving goals (Suarez-Balcazar et al., 2016). It is rec-
ommended that health care practitioners consider partnering
with bilingual staff, work collaboratively with parents to choose
appropriate health promotion activities, be aware of cultural
preferences, and engage with diverse communities to tailor
interventions to meet clients’ needs (Suarez-Balcazar et al.,
2013, 2016).

In Hollar and colleagues’ (2010) work with school-based
obesity prevention programming, interventions were geared
toward school-aged children from low-income backgrounds.
Because this population is at particular risk for obesity, it
qualifies as a Tier 2 service. Results from this study showed
that schools can be effective environments to implement
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health-related strategies addressing nutrition, healthy lifestyle
education, and physical activity (Hollar et al., 2010). Merely
participating in obesity prevention programs can result in
children feeling more empowered to make healthy choices,
comply with health instruction, and make healthier snack
choices (Lau et al., 2013).

One strategy in obesity prevention programs is using family
coaches, community members, or paraprofessionals trained in
creating specific goals that have definable outcomes (Rotheram-
Borus et al., 2018). Coaching has been used to support families
in increasing healthy habits including exercise, enhancing
patient self-management, and improving parenting skills around
health and behavioral challenges (Rotheram-Borus et al., 2018).
Occupational therapy practitioners can use elements of health
coaching and emphasize achievable goals when promoting habit
change.

Managing Obesity-Related Disability

There is a lack of health programming available to youth with
disabilities, which can contribute to the high obesity rate in this
population (Suarez-Balcazar et al., 2016; Yazdani et al., 2013).
Below are the risks of obesity for various conditions and poten-
tial interventions.

Developmental Coordination Disorder (DCD)

Individuals with DCD are at risk for decreased participation in
physical activity, greater sedentary behavior, and lower physical
fitness than their peers with average motor skills (Cermak et al.,
2015). Cermak and colleagues (2015) found that significantly
more parents of children with DCD rated their child as being
more inactive and liking physical activity less than their peers
in the typical group. To address this, it is imperative to intro-
duce preferable physical activities and social opportunities to
enhance health and wellness.

Autism

Children with autism spectrum disorder (ASD) are 40%
more likely to be obese than typical children (Curtin et al.,
2010; Mische Lawson & Foster, 2016). Frequently, chil-
dren with ASD report sensory sensitivities that may lead to
unusual eating habits (Curtin et al., 2010; Mische Lawson &
Foster, 2016). In Mische Lawson and Foster’s (2016) work
with children with ASD and obesity, results showed that
participants with avoiding sensory patterns had higher BMI.
This may be the result of severe avoiding patterns that lead
to eating less varied and potentially less healthful foods, and
participating less in environments with more sensory stim-
uli, such as parks or sporting events (Bandini et al., 2013;
Mische Lawson & Foster, 2016).

Additionally, limited communication skills and favoring
more sedentary activities may influence a child’s overweight or
obesity status (Bandini et al, 2013; Curtin et al., 2010). Occu-
pational therapy practitioners working with children with ASD
can use sensory processing knowledge to structure environ-
ments to best fit the child and introduce physical activities that
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align with the child’s abilities, such as walking, swimming, and
doing yoga (Mische Lawson & Foster, 2016).

Hormone Disorders

Individuals with hormone disorders, such as Prader-Wili Syn-
drome and Turner Syndrome, may be at risk for lifestyle-related
diseases (Darendeliler et al., 2015; Hanew et al., 2016; Reinehr
et al., 2014). Girls with Turner syndrome are prone to obesity,
with excessive weight gain and BMI valuing higher than the
general population (Darendeliler et al., 2015).

Additionally, children with hormone disorders treated with
growth hormone showed higher proportions of being over-
weight or obese than their typically developing peers (Reinehr
etal,., 2014). It is important to give children with hormone
disorders nutritional instruction and exercise therapy as part of
their health management routines to address their overweight
and obesity (Hanew et al., 2016).

Diabetes

Childhood obesity and Type 1 and Type 2 diabetes are recip-
rocally related epidemics, with the incidence of obesity in
children with Type 1 diabetes parallel to that of obesity in the
general population of children (Cahill et al., 2016). Type 2
diabetes is highly associated with overweight and obesity status
and is often diagnosed after the onset of puberty (Cahill et

al., 2016; Cameron & Wherrett, 2015). Cahill and colleagues
(2016) encouraged occupational therapy practitioners to work
with members of the diabetes team in supporting children by
developing self-management skills and reducing risks of further
complications.

Mental Health

Children who are overweight or obese often experience bul-
lying, stigmatization, discrimination, and peer victimization
(Kugel et al., 2017; Kuo et al., 2013; Pizzi & Vroman, 2013). This
can further negatively influence their body image, self-confi-
dence, and psychosocial development, as well as their partici-
pation in social activities (Kugel et al., 2016; Pizzi & Vroman,
2013). In addition, youth who are overweight or obese can
present with depression, social withdrawal, eating disorders,
negative self-concept, and low health-related quality of life
(Kugel et al., 2017; Pizzi & Vroman, 2013). Using a systems
perspective, occupational therapy practitioners can work to
create and support a systems change to remove barriers that
hinder healthy psychosocial development (Pizzi & Vroman,
2013). Occupation-based interventions, incorporated into a
climate of inclusion at home, at school, and in the community,
can manifest into a child’s positive self-regard, self-esteem, and
empowerment (Pizzi & Vroman, 2013).

Outcomes

Common findings post occupation-based interventions for
children who are overweight or obese and their families demon-
strate a need to identify meaningful and enjoyable physical
activities, culturally relevant recipes, individualized health
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management routines, and activities supporting healthy habits
that the family can participate in together (Dietz et al., 2015;
Hong et al., 2016; Kugel et al., 2016). One finding showed that
families who regularly ate dinner together at a table had a lower
body mass index than families who ate elsewhere (Kugel et al.,
2016; Wansink & Van Kleef, 2014). Another study indicated
that the risk of overweight and obesity decreased by 7% as the
number of days on which participants were active for at least
60 minutes increased (Hong et al., 2016). These findings imply
that following the 60-minute per day guideline for children who
are overweight and obese may reduce their risk of overweight
and obesity by 49% (Hong et al., 2016). Health professionals
working with children with overweight or obesity can use
motivational interviewing techniques to empower habit change
(Dietz et al., 2015).

CONCLUSION

Children who are or at risk for overweight or obesity can be
limited in their ability to participate in meaningful, satisfying
occupations. An occupational therapy perspective is client-cen-
tered and can provide the tools and the framework necessary to
support the child and the child’s family. @

REFERENCES

American Academy of Pediatrics. (2013). Children, adolescents, and the media
[Policy statement]. Pediatrics, 132, 958. https://doi.org/10.1542/peds.2013-
2656

American Occupational Therapy Association. (2012). Occupational therapy’s role in
addressing childhood obesity. Retrieved from http://www.aota.org/ ~/media/Cor-
porate/Files/Practice/Children/SchoolMHToolkit/Childhood%200besity.pdf

Arauz Boudreau, A. D., Kuroski, D. S., Gonzalez, W. 1., Dimond, M. A., & Ore-
skovic, N. M. (2013). Latino families, primary care, and childhood obesity:
A randomized controlled trial. American Journal of Preventive Medicine, 44,
S247-S257. https://doi.org/10.1016/j.amepre.2012.11.026

Bandini, L., Gleason, J., Curtin, C., Lividini, K., Anderson, S., Cermak, S, ...
Must, A. (2013). Comparison of physical activity between children with
autism spectrum disorders and typically developing children. National Insti-
tutes of Health, 17, 44-54. https://doi.org/10.1177/1362361312437416

Bazyk, S., & Winne, R. (2013). A multi-tiered approach to addressing the
mental health issues surrounding obesity in children and youth. Occupa-
tional Therapy In Health Care, 27, 84-98, https://doi.org/10.3109/07380577
.2013.785643

Bellisari, A. (2013). The obesity epidemic in North America: Connecting biology and
culture. Long Grove, IL: Waveland Press.

Buff, S. M., Gibbs, P. Y., Oubré, O. L., Ariail, J. C., Blue, A. V., & Greenberg, R. S.
(2011). Junior doctors of health: An interprofessional service-learning project
addressing childhood obesity and encouraging health care career choices.
Journal of Allied Health, 40(3), e39—e44. Retrieved from http://libproxy.usc.
edu/login?url=https://search.proquest.com/docview/918118256?accoun-
tid=14749

Cahill, S. M., Polo, K. M., Egan, B. E., & Marasti, N. (2016). Interventions to
promote diabetes self-management in children and youth: A scoping review.
American Journal of Occupational Therapy, 70, 7005180020p1-7005180020p8.
https://doi.org/10.5014/ajot.2016.021618

Cameron, G., & Wherrett, D. (2015). Care of diabetes in children and adoles-
cents: Controversies, changes, and consensus. Lancet, 385, 2096-2106.
https://doi.org/10.1016/S0140-6736(15)60971-0

Castillo, P. R., Kreutzer, C., Orozco, J., Deavenport, A., & Yin, L. (2015). Pedi-
atric weight management: An interprofessional team makes a difference.
Journal of Interprofessional Education & Practice, 1, 48-77.

ARTICLE CODE CEA0119 | JANUARY 2019

Centers for Disease Control and Prevention. (2015). Childhood obesity causes and
consequences. Retrieved from http://www.cdc.gov/obesity/childhood/causes.
html

Cermak, S. A., Katz, N., Weintraub, N., Steinhart, S., Raz-Silbiger, S., Munoz M.,
& Lifshitz, N. (2015). Participation in physical activity, fitness, and risk for
obesity in children with developmental coordination disorder: A cross-cul-
tural study. Occupational Therapy International, 22, 163-173. https://doi.
0rg/10.1002/0ti.1393

Chaparro, J. D., Denney, B., El-Kareh, R., Kuelbs, C. L., Rhee, K. E. (2018).
Improving obesity documentation in pediatric populations. Pediatrics, 14, 13.
Retrieved from http://pediatrics.aappublications.org/content/141/1_Meeting-
Abstract/13

Curtin, C., Anderson, S., Must, A., & Bandini, L. (2010). The prevalence of
obesity in children with autism: A secondary data analysis using nationally
representative data from the National Survey of Children’s Health. BMC
Pediatrics, 10(11). https://doi.org/10.1186/1471-2431-10-11

Darendeliler, F., Yesilkaya, E., Bereket, A., Bas, F., Bundak, R., Sari, E., ... Cinaz,
P. (2015). Growth curves for Turkish girls with Turner syndrome: Results
of the Turkish Turner syndrome study group. Journal of Clinical Research in
Pediatric Endocrinology, 7(3).

https://doi.org/10.4274/jcrpe.2023

Dietz, W. H., Baur, L. A., Puhl, R. M., Taveras, E. M., Uauy, R., & Kopelman, P.
(2015). Management of obesity: Improvement of health-care training and
systems for prevention and care. The Lancet, 385, 2521-2533. https://doi.
0rg/10.1016/S0140-6736(14)61748-7

Drieling, R. L., Rosas, L. G., Ma, J., & Stafford, R. S. (2014). Community
resource utilization, psychosocial health, and sociodemographic factors
associated with diet and physical activity among low-income obese Latino
immigrants. Journal of the Academy of Nutrition and Dietetics, 114, 257-265.
https://doi.org/10.1016/j.jand.2013.07.025

Espinosa, J., Chen, A., Orozco, J., Deavenport-Saman, A., & Yin, L. (2017).
Effect of personal activity trackers on weight loss in families enrolled in
a comprehensive behavioral family-lifestyle intervention program in the
federally qualified health center setting: A randomized controlled trial. Con-
temporary Clinical Trials Communications, 7, 86—94. https://doi.org/10.1016/j.
conctc.2017.06.004

Hanew, K., Tanaka, T., Horikawa, R., Hasegawa, T., Fujita, K., & Yokoya, S.
(2016). Women with Turner syndrome are at high risk of lifestyle-related
disease—From questionnaire surveys by the Foundation for Growth Science
in Japan. Endocrine Journal, 63, 449-456. https://doi.org/10.1507/endocrj.
EJ15-0288

Hollar, D., Lombardo, M., Lopez-Mitnik, G., Hollar, T., Almon, M., Agatston, A.,
& Messiah, S. (2010). Effective multi-level, multi-sector, school-based obesity
prevention programming improves weight, blood pressure, and academic
performance, especially among low-income, minority children. Journal of
Health Care for the Poor and Underserved, 21, 93-108.

Hong, 1., Coker-Bolt, P., Anderson, K. R., Lee, D., & Velozo, C. A. (2016).
Relationship between physical activity and overweight and obesity
in children: Findings from the 2012 National Health and Nutrition
Examination Survey National Youth Fitness Survey. American Journal of
Occupational Therapy, 70, 7005180060p1-7005180060p8. https://doi.
org/10.5014/ajot.2016.021212

Krueger, P. M., & Reither, E. N. (2015). Mind the gap: Race/ethnic and socio-
economic disparities in obesity. Current Diabetes Reports, 15, 95. https://doi.
0rg/10.1007/s11892-015-0666-6

Kugel, J., Hemberger, C., Krpalek, D., & Javaherian-Dysinger, H. (2016). Occu-
pational therapy wellness program: Youth and parent perspectives. American
Journal of Occupational Therapy, 70, 7005180010. https://doi.org/10.5014/
ajot.2016.021642

Kugel, J. D., Javherian-Dysinger, H., & Hewitt, L. (2017). The role of occupation-
al therapy in community-based programming: Addressing childhood health
promotion. Open Journal of Occupational Therapy, 5(1), Article 2. https://doi.
org/10.15453/2168-6408.1259

Kuo, F., Goebel, L. A., Satkamp, N., Beauchamp, R., Kurrasch, J. M., Smith, A.
R., & Maguire, J. M. (2013). Service learning in a pediatric weight manage-
ment program to address childhood obesity. Occupational Therapy In Health
Care, 27, 142-162. https://doi.org/10.3109/07380577.2013.780318



https://doi.org/10.1542/peds.2013-2656
https://doi.org/10.1542/peds.2013-2656
http://www.aota.org/~/media/Corporate/Files/Practice/Children/SchoolMHToolkit/Childhood%20Obesity.pdf
http://www.aota.org/~/media/Corporate/Files/Practice/Children/SchoolMHToolkit/Childhood%20Obesity.pdf
https://doi.org/10.1016/j.amepre.2012.11.026
https://doi.org/10.1177/1362361312437416
https://doi.org/10.3109/07380577.2013.785643
https://doi.org/10.3109/07380577.2013.785643
http://libproxy.usc.edu/login?url=https://search.proquest.com/docview/918118256?accountid=14749
http://libproxy.usc.edu/login?url=https://search.proquest.com/docview/918118256?accountid=14749
http://libproxy.usc.edu/login?url=https://search.proquest.com/docview/918118256?accountid=14749
https://doi.org/10.5014/ajot.2016.021618
https://doi.org/10.1016/S0140-6736(15)60971-0
http://www.cdc.gov/obesity/childhood/causes.html
http://www.cdc.gov/obesity/childhood/causes.html
https://doi.org/10.1002/oti.1393
https://doi.org/10.1002/oti.1393
http://pediatrics.aappublications.org/content/141/1_MeetingAbstract/13
http://pediatrics.aappublications.org/content/141/1_MeetingAbstract/13
https://doi.org/10.1186/1471-2431-10-11
https://doi.org/10.4274/jcrpe.2023
https://doi.org/10.1016/S0140-6736(14)61748-7•
https://doi.org/10.1016/S0140-6736(14)61748-7•
https://doi.org/10.1016/j.jand.2013.07.025
https://doi.org/10.1016/j.conctc.2017.06.004
https://doi.org/10.1016/j.conctc.2017.06.004
https://doi.org/10.1507/endocrj.EJ15-0288
https://doi.org/10.1507/endocrj.EJ15-0288
https://doi.org/10.5014/ajot.2016.021212
https://doi.org/10.5014/ajot.2016.021212
https://doi.org/10.1007/s11892-015-0666-6
https://doi.org/10.1007/s11892-015-0666-6
https://doi.org/10.5014/ajot.2016.021642
https://doi.org/10.5014/ajot.2016.021642
https://doi.org/10.15453/2168-6408.1259
https://doi.org/10.15453/2168-6408.1259
https://doi.org/10.3109/07380577.2013.780318

IXey¥N Continuing Education Article
NCE

Earn .1 AOTA CEU (one contact hour and 1.25 NBCOT PDU). See page CE-6 for details.

CE Article, exam, and certificate
are also available ONLINE.

Register at http://www.aota.org/cea or
call toll-free 877-404-A0TA (2682).

Kuo, F., Pizzi, M. A., Chang, W.-P., Koning, S. J., & Fredrick, A. S. (2016).
Exploratory study of the clinical utility of the Pizzi Healthy Weight Manage-
ment Assessment (PHWMA) among Burmese high school students. American
Journal of Occupational Therapy, 70, 7005180040p1-7005180040p9. https://
doi.org/10.5014/ajot.2016.021659

Lau, C., Stevens, D., & Jia, J. (2013) Effects of an occupation-based obesity
prevention program for children at risk. Occupational Therapy In Health Care,
27,163-175. https://doi.org/10.3109/07380577.2013.783725

Mische Lawson, L., & Foster, L. (2016). Sensory patterns, obesity, and physical
activity participation of children with autism spectrum disorder. American
Journal of Occupational Therapy, 70, 7005180070p1-7005180070p8. https://
doi.org/10.5014/ajot.2016.021535

Pizzi, M. (2001). The Pizzi holistic wellness assessment. Occupational Therapy in
Health Care, 13(3-4), 51-66. https://doi.org/10.1080/J003v13n03_06

Pizzi, M., & Orloff, S. (2015). Childhood obesity as an emerging area of practice
for occupational therapists: A case report. New Zealand Journal of Occupation-
al Therapy, 62(1), 29-38.

Pizzi, M. A., & Vroman, K. (2013) Childhood obesity: Effects on children’s
participation, mental health, and psychosocial development. Occupational
Therapy In Health Care, 27, 99-112. https://doi.org/10.3109/07380577.2013.
784839

Reinehr, T., Lindberg, A., Koltowska-Haggstrém, M., & Ranke, M. (2014), Is
growth hormone treatment in children associated with weight gain? Longi-
tudinal analysis of KIGS data. Clinical Endocrinology, 81, 721-726. https://doi.
org/10.1111/cen.12464

Rotheram-Borus, M. J., Swendeman, D., Rotheram-Fuller, E., & Youssef, M. K.
(2018). Family coaching as a delivery modality for evidence-based prevention
programs. Clinical Child Psychology and Psychiatry, 23(1), 96-109. https://doi.
org/10.1177/1359104517721958

Skinner, A. C., Ravanbakht, S. N., Skelton, J. A., Perrin, E. M., & Armstrong, S.
C. (2018). Prevalence of obesity and severe obesity in U.S. children, 1999-
2016. Pediatrics, 141(3), e20173459. https://doi.org/10.1542/peds.2017-3459

Styne, D. N., Arslanian, S. A., Connor, E. L., Farooqi, I. S., Hassan Murad, M.,
Silverstein, J. H., & Yanovski, J. A. (2017). Pediatric obesity—Assessment,
treatment, and prevention: An Endocrine Society clinical practice guideline.
Journal of Endocrinology & Metabolism, 102, 709-757. https://doi.org/10.1210/
jc.2016-2573

Suarez-Balcazar, Y., Friesema, J., & Lukyanovam, V. (2013) Culturally compe-
tent interventions to address obesity among African American and Latino
children and youth. Occupational Therapy In Health Care, 27, 113-128. https://
doi.org/10.3109/07380577.2013.785644

Suarez-Balcazar, Y., Hoisington, M., Orozco, A. A., Arias, D., Garcia, C., Smith,
K., & Bonner, B. (2016). Benefits of a culturally tailored health promotion
program for Latino youth with disabilities and their families. American Jour-
nal of Occupational Therapy, 70, 7005180080p1-7005180080p8. https://doi.
0rg/10.5014/ajot.2016.021949

Wansink, B., & van Kleef, E. (2014). Dinner rituals that correlate with child and
adult BMI. Obesity, 22, E91-E95. https://doi.org/10.1002/0by.20629

Yazdani, S., Yee, C. T., & Chung, P. J. (2013). Factors predicting physical activity
among children with special needs. Preventing Chronic Disease, 10, 120283.
https://doi.org/10.5888/pcd10.120283

Yun, L., Boles, R. E., Haemer, M. A., Knierim, S., Dickinson, L. M., Mancinas,
H., & Davidson, A. J. (2015). A randomized, home-based, childhood obesity
intervention delivered by patient navigators. BMC Public Health, 15(1).
https://doi.org/10.1186/s12889-015-1833-z

ARTICLE CODE CEA0119

How to Apply for
Continuing Education Credit

A. To get pricing information and to register to take the exam online for the
article Managing Obesity in Pediatrics: A Role for Occupational Therapy, go
to http://store.aota.org, or call toll-free 800-729-2682.

B. Once registered and payment received, you will receive instant email
confirmation.

C. Answer the questions to the final exam found on pages CE-6 & CE-7 by
January 31, 2021

D. On successful completion of the exam (a score of 75% or more), you will
immediately receive your printable certificate.

Final Exam

Article Code CEAO119
Managing Obesity in Pediatrics:
A Role for Occupational Therapy

To receive CE credit, exam must be completed by January 31,
2021.

Learning Level:  Beginner

Target Audience: Occupational Therapists and Occupational Therapy

Assistants
Content Focus:  Professional Issues; Occupational Therapy Interventions
1. Children currently or at risk for becoming overweight or obese

may experience all of the following except:

A. Marginalization from their peers
B. Decreased participation in occupations

C. Limited issues in school

O000

D. Low self-esteem

g

An occupational profile:

o)

A. Can gather information on daily routines, activities, and
household dynamics of the client and their family

(* B. Should be done after working with the family at least
once

(O C. Does not cover influences that affect health promotion

(O D. Is not essential to deliver client-centered care
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3. Which statement is incorrect regarding assessments used 8. Effective prevention program interventions:
with the overweight and obese population? (O A. Include culturally tailored mealtime activities
(0 A. Body mass index (BMI) differentiates between fat and (O B. Only correspond to the primary area of prevention: Tier
muscle for body composition. 1, Universal Services
(O B. Pre- and post-intervention surveys may be created and (O C. Are most effective in a monolingual setting
provided by health-promotion programs to identify (0 D. Strive to create ambitious goals for immediate lifestyle
change. change
(O C. The Pizzi Health Weight Management Assessment
(PHWMA) can be given to both youth and parents. 9. When working with children with autism spectrum disorder
(" D. The PHWMA may be used to assess program effective- and childhood obesity, which of the following pairs is not
ness and identify change. associated or correlated?
(O A. Sensory avoiding patterns affecting food intake
4, A cqntextual f_actor that may contribute to an obesogenic (O B. Sensory sensitivities leading to less participation in
environment is: active environments
(O A. Availability of nutritious food (O C. Limited communication influencing preference for
(O B. Access to green spaces more sedentary activities
(O C. Affordable educational community resources (O D. Avoiding sensory patterns and lower BMI
(O D. Inactive work environment
10. Interventions for lifestyle-related diseases include all of the
5. Home-based childhood intervention: following except:
(O A. Does not consider school meal programs (O A. Intensive exercise regimen
(' B. Observes and modifies daily routines to encourage (0 B. Development of self-management skills
healthy behavior change (O C. Providing nutritional instruction
(O C. Is not influenced by access to nutritional food (O D. Developing successful health management routines
(O D. Focuses solely on supporting healthy weight efforts of
parents 1. When children experience peer victimization from being over-
weight or obese:
6. Ateam-based approach: (O A. Their eating behavior is not typically affected.
(O A. Shows limited results surrounding healthy eating (O B. They attempt to participate in more social activities.
behaviors (O C. Their self-concept is minimally influenced.
(0 B. Is not used in community-based programming (O D. They can present with low health-related quality of life
(O C. Can be used with mental health conditions
(O D. Should be limited in the number of team members 12. Successful occupational therapy interventions when working
with children who are overweight or obese include all of the
7. Children at risk for overweight and obesity include all of the following except:
following except: (O A. Promoting family mealtime and eating regularly together
(O A. Latino and Black youth (O B. Engaging in physical activities, regardless of child
(O B. Children from low-income backgrounds interest
() C. Youth with disabilities (O C. Using motivational interviewing to empower habit
C change

D. There are no disparities in youth obesity by race, ethnic-

ity, ability, or socioeconomic status.
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O D. Establishing individualized health management

routines
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