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ABSTRACT
LISA MARIE LOWENSTEIN: Assessing Barriers among PrimaryeCRroviders to

Counseling Families about Obesity
(Under the direction of Alice S. Ammerman)

Childhood obesity continues to be a major public health issue, and pediatric
primary care providers could help address this epidemic. However, muditpbes may
impact a provider’s ability to address obesity, including practice level gmoes and
resources, individual attitudes and beliefs, and physician-patient comnmumigatls.

The purpose of this research project was to explore barriers and facilitatbiihood
obesity counseling by primary care providers. In the first aim, a practee le
environmental assessment tool was compared to chart reviews at eigleepract
observations at four practices to assess the tool’'s ability to ob@zacind rank practice
level support for body mass index (BMI) documentation, BMI communication, and
practice level resources for healthy eating and physical activitg.afsessment tool had
good within-practice reliability (kappa=0.63) and good agreement with ahdrt
observation data (percent agreement = 87-100; 50-100), respectively. The second aim
used baseline survey data of providers’ (N=123) attitudes, beliefs, and counseling
frequency to determine the association between self-efficacy, outcpaetaions,
practice level support, and counseling frequency. Providers were confidgnt/ver
confident (88.6%) in their ability to counsel about healthy eating, physicaitacind

weight and agreed/strongly agreed (73.3%) that their counseling would nescitial



changes. Providers with higher self-efficacy and outcome expectatiomsnoez likely
(odds ratio=2.4; 2.2) to report providing obesity counseling. Practice level support was
not associated with reported counseling frequency. For aim 3, focus groepiseleer

with male caregivers to explore concerns and preferences when commumigtiting
primary care providers about childhood obesity. The qualitative findings rewbale

these fathers were involved in their children’s healthcare and found doctors to be a
helpful partner to keep their children healthy, yet they generall§iééitout” during
appointments. The quality of the relationship with their children’s doctor inflddmoe
receptive fathers were to discussing their children’s weight, diet, anccahgstivity
behaviors. Fathers made suggestions to help improve communication between doctors
and fathers, such as conveying a sense of respect, giving concrepesxam‘how” to

eat more healthfully and increase physical activity.
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CHAPTER |
INTRODUCTION

Overview

Currently, childhood obesity is the most prevalent chronic disease affecting
American children, and it has tripled among children and adolescents between 1980 and
2008! The physical, psychosocial, and economic consequences of childhood obesity are
well documented. Although there have been numerous interventions at all levels of the
social ecological framework with modest impacts, more points of interventioreaded

to address this “epidemic.”

Primary care practices are a promising point of intervention that deseoves
exploration. In 2007 the Expert Committee on the Assessment, Prevention, and
Treatment of Child and Adolescent Overweight and Obesity developed asstasih
treatment guidelines for providersThen in 2010, the US Preventive Services Task
Force (USPSTF) recommended screening and referral for children 6 yeardenid ol
Recommendations included annual age- and gender-specific body mass index (BMI)
screening as well as preventive counseling regardless of weight Seatventive
counseling for this proposal will refer to counseling on healthy eatingigahgstivity,
and achieving/maintaining a healthy weight. However, competing pg&ahd other

barriers exist that may interfere with providers’ ability to follow thgaidelines:®



Organizational and environmental barriers may affect providers’ willirsgtees
offer preventive counseling to overweight children and their fanfifieBractice level
procedures and available resources may impact providers’ ability to dtulasen’s
weight with parents, such as ensuring that children’s height, weight, and BMI ar
recorded in the chart. Better understanding of these environmental barriers through the
use of a clinical environment assessment tool may help primary carnegsactplement

initiatives to address childhood obesity.

Previous research suggests that the majority of providers do not regularly
diagnose obesity as a disease or discuss healthy eating and physiitgldacing
visits 1% Although they are knowledgeable about the benefits of preventive counseling
they often lack self-efficacy and/or have negative outcome expectations foeloghs
For example, providers may believe that patients have limited motivation tgechad
that counseling will have little impact on the family’s behaviors or the childight.
This perception may lead to a decreased likelihood that preventive counseling will be
offered during well child checks. Even when patients make behavioral changege posit
results in the way of improved dietary or physical activity behaviorsmoaipe readily

apparent to providers.

Communication between parents and providers can impact the success and
frequency of preventive counseling. Some caregivers report negativeeexpsrivhen
working with their provider regarding childhood obesity concéfnsluch of the
research to date has been primarily with mothers or parents in gemesainore
information is needed regarding fathers’ attitudes and experiences viitbhilgren’s

health care provider as wéff'?



The purpose of this research was to assess barriers among primarnpciaier o
to counseling families about obesity. A clinical environment assessoubmids
developed in North Carolina as part of the Kids Eating Smart and Moving More
(KESMM) study (PI: Alice Ammerman) and then tested for reliabdityl validity in
eight practices in western New York (PI: Stephen Cook). This assessasnsed to
characterize and rank practice level support for childhood obesity prevention and
management. To assess the relationship between providers’ attitudes, counseling
behavior, and environmental barriers, a survey of health care providers was emieiém
in 24 practices across North Carolina. These practices were painigipeKESMM, a
large randomized control intervention trial to address childhood obesity. To further our
understanding of provider-parent communication and fill the gap of fathers’ exgsrienc
with their children’s healthcare provider regarding obesity prevention and ragsess
data from focus group discussions with African American, Caucasian, and Eatners

was examined.

Specific aims
Aim 1
Develop and validate index scores for the KESMM On-site Clinic AssessK@B8iqA)

to describe and rank the level of practice support available to providers femiagre

patients and offering preventive counseling.

1.1 Develop index scores for the KOSCA based on expert consensus to describe and
rank the level of practice support available to providers for screeningtgatie

and offering preventive counseling.
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1.2  Conduct a reliability and validation assessment of the KOSCA instrument by
comparing it to data from patient charts (i.e. documentation of BMI) and

observations of practice staff-patient interactions in a sub-sample ttpsac

Aim 2

Explore the relationship between providers’ self-efficacy, outcome exppestapractice-
level support, gender, years in practice, provider type, and perceived weight\atht

reported preventive counseling frequency.

2.1  Explore whether providers with higher levels of self-efficacy, outcome
expectations, and practice level support are more likely to report greater

counseling frequency.

Hypothesis: Providers with higher levels of self-efficacy, outcome expastat
and practice level support are more likely to report greater preventive counseling

frequency.

2.2 Explore the association between providers’ gender, years in practice, provider

type, and perceived weight status with reported outcome expectations.

Hypothesis: Providers who report higher outcome expectations are more likely to
be female, newer to practice, nurse practitioners/physician assistants, and

perceive they are at a healthy weight.

2.3 Explore whether more providers counsel about safety, behavior, and school
problems than obesity prevention in order to differentiate obesity counseling
from general preventive counseling.

4



Hypothesis: Fewer providers will report counseling about obesity related topics

than safety, behavior, and school problems.

Aim 3

Qualitatively explore African American, Caucasian, and Hispanic fategpgriences,

attitudes, and beliefs regarding their interactions with their children’thhesle provider

regarding obesity related concerns using data from focus group discussions.

3.1  Explore fathers’ reported involvement in their children’s healthcare.

3.2  Assess how receptive fathers are to discussing their children’s eatieignpatt
physical activity, and weight.

3.3  Explore how fathers prefer to discuss their children’s eating patternscahysi

activity, and weight with health care providers.



CHAPTER Il

LITERATURE REVIEW

Childhood Obesity Prevalence and Consequences

Obesity is one of the leading public health concerns affecting American
children’® Among children and adolescents overweight is defined as equal to or greater
than the 85 percentile but less than the"dBercentile of the sex specific body mass
index (BMI) for age growth charts, and obesity is defined as equal to ¢emttean the
95th percentilé. Since 1980, the number of children who are overweight or obese has
tripled % Overweight and obesity among children have many consequences.
Overweight in childhood is associated with hypertension, dyslipidemia,
hyperinsulinemia, type 2 diabetes, orthopedic stress, kidney dysfunction, arahaym
problems such as sleep apAt¥. One study demonstrated that obese Hispanic children
started to exhibit nonalcoholic fatty liver disease as young as fourgfeags® In
addition to suffering from physical illnesses, overweight and obese childremase
likely to experience low self-esteem and psychiatric diseases sdep@ssioA+ 2
Schwimmer et al. showed that the quality of life for obese children is comparable t
children diagnosed with childhood canc&rdNot only do children experience health

consequences, they also have increased odds of becoming obese adults, which has been

associated with a multitude of health concéfifs.



In addition to the physical and psychosocial health problems associated with
obesity, there are economic implications as well. Not only do obese adults irater gre
health care expenditures but we are also beginning to see increasedtoosishildren.
Within the Kaiser Permanente Colorado healthcare system, overweighechibht a
higher rate of medical and mental health visits compared to healthy whifgiren°
Furthermore, the primary care visits had an additional annual cost of $42,000 per 1000
children, and mental health visits had an additional cost of $32°0Bfare labs were
requested for obese children, which may account for some of the additionatdncurr
health care expenditurds.Obese children with asthma and/or diabetes have greater
health care costs and stay in the hospital longer compared to healthy weyeinchith
the same chronic conditiorfs.These studies may be underestimating the true economic
burden of childhood overweight and obesity because of the dependence on claims data,
low BMI documentation rates, and low rates of obesity diagnosis. The preponderance of
data across studies strongly suggests that the medical, psychosocial, and ecosiismic
of overweight and obesity are high. In this environment, we need a greater amdiagst
of the practice and provider level barriers to counseling in order to promote the

assessment, identification, and treatment of childhood overweight and obesity.

Prevention and Treatment of Childhood Obesity in Primary Care

Primary care providers are seen as one source of health inforfiatimhseveral
clinic-based interventions have shown positive effects on childhood offether
intervention strategies including multiple visits, parental educationsibsss and

computer-assisted questionnaires with follow-up contacts have resultedyht less



and improved dietary and physical activity behaviors as#&fl® A randomized clinical
intervention, which incorporated biweekly behavioral modification sessions during the
first six months followed by bimonthly visits for the remaining six months, pratiuce
decreases in weight and BMI with children 8-19 years ofadéowever, the majority of
these studies were very intensive interventions that may not be feasible fqreaiasric

or family medicine clinics.

Two pilot studies demonstrated that a less intensive clinic-based interveartion ¢
have a modest effect on children’s BMI percenttf8. In the first study, participants
were randomized to either the intervention or coriftdhtervention participants
received a combination of individualized care with their healthcare providen{sis)
and group meetings (two visits) with peers to learn healthy eating andahgivity
over a ten month period. In the second study, patients were either randomized to control,
minimal intervention (one motivational interviewing session with a medical dpotor)
intensive intervention (one motivational interviewing session with a medical dodor
two motivational interviewing sessions with a registered dietician) osierraonth
period** Evidence from these and previously mentioned studies suggest that preventive
counseling may be beneficial, but that achieving significant impact on BMbmay
challenging within traditional primary care settings due to the low atitim of BMI to
assess children and the lack of resouf¢é$. The United States Preventive Services
Task Force (USPSTF) recommends providers screen children six years aridrolde
obesity and offer or refer them to intensive behavioral interventidisce low-income
parents may not have the resources to seek additional help for their childrght the

physician may be one of the few viable optidniglany school districts require a well



visit before a child starts kindergarten or when a child starts a sport. Thisigua
opportunity for providers to assess the child’s weight, identify target behaviors, and

encourage the family to make changes so that the child can maintain a heaitity wei

Identification and Assessment of Overweight and Obese Children

Screening children for excess weight can be an important first stepidtngi
counseling about healthy eating and physical activity. Identifying eightvand obesity
in children is more complex than in adults because children’s growth has to be taken into
consideration. Even though BMI is considered more accurate than visual asgessme
traditional growth cart8>**two studies showed that many providers visually assess
children for overweight and obesfty. According to the American Academy of
Pediatrics and American Academy of Family Physicians as well asptifessional
organizations, providers should calculate and plot children’s BMI annually, but two
newer studies demonstrated that providers do not consistently assess BMthiiadve
visits. In a study of pediatricians, 52% of providers reported that they asdéss B
percentile for children two years and olfefhe second study was conducted with
family physicians, and 31% reported plotting BMI during well child viSi#s.cross-
sectional study, which included chart abstractions from both community health centers
and tertiary care hospitals, reported that BMI was recorded 0.5% of thioticteldren
who were> 85" to < 94" percentile, 5.9% of those who wer@5" to < 98" percentile,
and 56.8% of those who were99" percentile’® As children get older, providers

document BMI more frequently: 4% for children less than 3 years of age, 13%of@r 3 t

year olds, 23% for pre-adolescent, and 30% for adolesteffisis suggests that



pediatricians may not be documenting the child’s BMI until the child is older dyidipr
obese.

Not only are providers failing to use BMI to identify overweight and obese
children, but obesity during childhood continues to be underdiagri®5el. Patel et al.
found providers are less likely to diagnose white children and children aged 2 to 5
years'' Children who have their BMI documented in the charts and an obesity diagnosis
are more likely to receive nutrition and physical activity counseling eesang for

hypertensiort*!

Providers’ Frequency of Nutrition and Physical Activity Counseling

Several studies have explored providers’ use of nutrition and physical activity
counseling with overweight and obese children. The Women Physicians’ Healyh &tud
nationally representative sample of female physicians, found that only 43%of the
counseled patients about nutrition and only 50% counseled about Weiysurvey of
pediatricians from 1998-1999 found that about 50% reported that they always counsel
children 2-12 years of age about nutrition and physical activity and 56% reported
counseling for children who were 13-18 years of &ga. study of pediatricians found
that 98% reported that they address growth and nutrition at child health supervision
visits*® However, this study did not assess nutrition counseling alone; therefore, we
cannot determine if by nutrition the authors meant “healthy” nutrition habitstor jus
making sure the child eats enough foods to ensure proper growth. A more recent survey
of pediatricians found that many reported discussing 5-a-day fruit and vegetable

consumption (89%), physical activity (86%), and screen time (76%) at well csiils®vi
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However, Patel et al. found that obesity-related counseling occurred in 51%byisi
obese patients, using data from 2005-2007 National Ambulatory Medical Care Survey
and National Hospital Ambulatory Medical Care SurveyDf those who do counsel
patients, they were more often pediatricians, female, saw on aveeagerghan 10
patients per week, and spent more than 20 minutes with each patfetitis unclear

what underlying determinants differentiate providers who counsel patientgtose

who do not. It may have to do with their individual beliefs and attitudes regarding the
ability and effectiveness of counseling. Although these studies described adkee at

the frequency of counseling, more information is needed regarding detetsrioR
counseling regarding specific obesigenic behaviors such as sugar sweetenagdse
consumption, active play, and sedentary behaviors. In addition, a further understanding
is needed of potential practice level barriers for counseling pediatrenisaéind their

families about nutrition and physical activity to promote a healthy weight.

The Importance of Practice and Community Resources in Managing Childiod
Overweight and Obesity

Access to clinic (staff support, patient education tools, and tools to assess weight
status) and community resources are essential in managing childhood overweight and
obesity. However, providers report that they have limited access tougipfirs, on-site
nutritionists, educational resources, and referral serf/itesn addition, practice level
procedures for documenting BMI could also serve as a barrier to offer preventive
counseling. Although Klein et al. and Sesselberg et al. found that majority of psovider

reported that they had tools to calculate BMI, only slightly more than hdigof t
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providers reported calculating or plotting BRfi. A study conducted by Flower et al.
found that one of the barriers to using BMI was that they view it as an additiskd] ta
Instead, providers wanted someone in the practice to record the BMI forthem.
Furthermore, one study found that availability and access to resourcesufgpaiits

time, tools) was associated with the use of BMhcreasing staff support to address
obesity may enable providers to address obesity with their patients andgarAilsudy
conducted by Dunlop and colleagues trained office staff about the tools and incarporate
them into patient charts. These tools included the Nutrition and Activity Setilis
(NASH) questionnaire, BMI growth charts, Advise-ldentify-Motivate (AIMJoseling
guides to assess patient readiness to change and identify behavior goalsgldnyd He
Living prescription pads. By involving the practice staff in the intervention, pnsvide
increased BMI documentation and preventive counsélinig.order for providers to
counsel families and their children about healthy lifestyle behaviors, prewnded
educational resources for patients and families, as well as referral cgdisteged by the
USPSTF Because of competing priorities primary care clinics may not be ablesto off
moderate- to high-intensity interventions; therefore, access to rgfevgahms are

needed. In a national survey, 70% of pediatricians referred overweight children or
adolescents to a registered dietitian or nutritionist most of the time ordfidany
providers felt that affordable referral options are not readily availatitetr patients:*°
They also noted that patients were unlikely to seek further treatment & nota@overed

by insurancé. Studies examining the impact of practice level barriers and frequency of
counseling are needed. To our knowledge, there has not been a study that has developed

and tested a tool to assess practice level procedures and support for obesitingounsel
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Provider Level Barriers to Nutrition and Physical Activity Counseling

Provider’s attitudes and beliefs about obesity and counseling may impact their
preventive counseling behavior. There appears to be a distinction between prevention
and treatment of obesity among providers with prevention of obesity being more
manageable than treatmé&nt.Providers are aware of the health risks associated with
childhood overweight and obesity and believe that it is impottahtThey report that
addressing nutrition and physical activity counseling is important anchidahiey are
knowledgeablg."®>° Although, they report believing they have a role in the prevention
and treatment of obesify;>*some perceive that they do not have the time to counsel
families about healthy eating and physical actifity:*® There has been some research
on providers’ self-efficacy to counsel patients on healthy behaviors withirbilgjr
clinic schedules or other barriers. Studies consistently report that pravadlersow
self-efficacy regarding effectively counseling overweight childrgshtaeir families to
make behavioral chang&$°>® In one study, self-efficacy was the only significant
predictor for counseling about nutrition and growttSelf-confidence was also
associated with nutrition counseling among female physiéfaf®rrin et al. found that
younger pediatricians in their sample had higher self-efficacy fordbéity to treating
obesity and potential for treating obesity than older pediatriidResearch has shown
that providers believe that counseling about obesity is both difficult and udiegiar
Some cited reasons were poor patient and family motivation and lack of parental
perception of the problefT>°%>" The research suggests that providers have negative

outcome expectations because they believe their efforts are’ftitirurthermore,
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providers reported feeling that they are more effective in counselingtease sexually
transmitted diseases and several other health concerns among their phatrents
preventing childhood obesity Even though outcome expectations are core determinants
of behavior according to the social cognitive theory (SCThere is not a wealth of
research regarding what providers expect from their counseling efforts

To our knowledge, research examining the relationship between self-etiicdcy
outcome expectations or the relationship of either or both of these constructs with
frequency of counseling with overweight patients has not been reported. érgreat
understanding of these relationships may help the development of interventions to

improve these modifiable constructs to increase obesity counseling.

Parent-Provider Communication

Providers must work with parents to prevent the consequences of childhood
obesity, since parents influence children’s edfiftand physical activity behaviof$,
especially for younger children. Parents look to providers to help them keep tltrrchi
healthy and value their assessment of their children’s w&ight® Previous studies have
found that providers and parents, predominantly mothers/female caregivergdepor
negative perceptions and experiences when discussing weight, nutrition, andl physica
activity behaviors:”*2°%%182prgyiders often cite that parents are not motivated to make
changes, and they fear that they will offend parehté®®? At the same time, parents
have reported that they felt they were being criticized or blamed forcth&dren’s
weight issues by provideté* Other studies have shown that parents often do not view

their children as overweight or obese even though clinical assessmentstiygeare

14



overweight or obese; thus, highlighting the need for providers to discuss weiglgt durin
visits and tie it to health consequenge®:®* Much of what is currently known about
provider-parent communication regarding obesity has been from mothers/female

caregivers.

Role of Fathers in Addressing Obesity

Recognizing the role fathers play in their children’s health, the American
Academy of Pediatrics published guidelines encouraging practices to bdatimar-
friendly.?®> Although fathers influence children’s development, much of the literature has
examined mother’s perspectives regarding their experiences with provitets Today
the father’s role encompasses much more than being the bread-winner or disaiptiha
the family®®®” An engaged father or father figure can positively impact children’s
behavioral, social, and cognitive outcomes. Garfield and colleagues examinesl fathe
experiences at well child visits and found that they enjoy and play an active tiodr
children’s health car® Although this study examined fathers’ perspectives generally on
health care, it did not assess how providers can improve communications regarding thei
children’s weight, diet, and physical activity behaviors.

Given that fathers can positively influence their children’s social, degnand
behavioral outcomes, one could hypothesize that they could also have a role in addressing
obesity. From previous studies, it is unclear whether fathers’ behavioissactaded
with childhood obesity. The findings from Neal Davis et al. suggest that fathers’
sensitivity and monitoring are not significantly associated with adolesbesity’®

However, from the project EAT study, adolescent girls had higher BMIs iffttbers

15



did not model or encourage healthy eating or physical acfRiStewart et al. found that
many of the female participants reported that fathers or other extemdigdrfeembers
served as barriers for making healthy charieBherefore, it may be helpful to gain a
greater understanding of fathers attitudes, beliefs, and experiencesidgalesity

with their children’s healthcare provider.

Summary

In summary, the childhood obesity epidemic has physical, emotional, and
economic consequences that need to be addressed. Along with other initiatives,
interventions at the primary care level may help patients and familiesvadmd
maintain a healthy weight. However, providers face many barriers dirticeand
individual levels. A greater understanding of these barriers may promote the
development of interventions that will encompass practice level support, individual

provider attitudes and beliefs, and provider-parent communication.
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CHAPTER Il

THEORETICAL FRAMEWORK AND METHODS

Theoretical Framework

Social Cognitive Theory

Social Cognitive Theory was one of the first theories to propose that learning is
not only mechanical but also a complex cognitive proedsaditional learning
theories, such as Tolman’s Learning Theory, posited that organisms leacelwng
direct rewards in response to a beha{fom contrast, Bandura proposed that people
learn through observation, which he termed the Social Learning Theory. Then in 1986,
Bandura changed the name of Social Learning Theory to Social Cognitive ;TWaarty
serves as a conceptual framework for understanding human behavior. Within the Social
Cognitive Theory, there are core determinants of beha%l6r> Bandura stated that in
order for people to change their behavior, they must first be aware of the rebalidind
perceived benefits. Also, individuals need to have confidence in performing a behavior
and the ability to overcome the barriers to that behavior. People learn to expdict speci
outcomes to a given behavior. They also set goals for themselves, and there are
facilitators as well as social and structural impediments that may hidaer behavior
change.

In order to decide if behavior change is necessary, individuals need to be

knowledgeable about the health risks associated with their current behavior. Then they



balance the risks with the benefits associated with changing their behideiaever,
knowledge is not enough to change behavior. Bandura proposed that individuals need to
have confidence (self-efficacy) that they can change their behavtoe presence of

different obstacles. Regardless of what other motivators or guidesp@apte need to

believe that they can produce the desired results if they change their habits.

Behavior change is not only driven by self-efficacy, expectations alsono#iue
behavior. People learn to expect specific outcomes as a result of certain acéions i
given setting. This can be learned from observing others or from their personal
experiences. There are three different types of outcome expectdtionshere are
physical expectations such as pleasant physical outcomes, i.e. increaggdeseds.
People also learn to expect certain positive or negative social reactions, apphoas|
and rejection. Lastly, individuals’ behavior is regulated by their selfiatrae
outcomes. People choose personal standards and control their behavior by their positive
and negative self-evaluative reactions. They continue behaviors that incréaselfthe
esteem and discontinue those habits that elicit self-dissatisfaction.

Motivation is enhanced when a behavior fits into a person’s self-interest and
broader goals. These goals stem from individuals’ value systems and proviamatdit
incentives for behavior change. Long term goals set the stage for persaorg, dhat
too many barriers exist for long term goals to directly influence cubehavior. On the
other hand, short term goals are more helpful in changing today’s behavior.

Change is not always easy since there are numerous barriers. Rerceive
facilitators and impediments also influence behavior. Personal, structural stegbhy

barriers can decrease the likelihood of the desired behaviors. Howewveeysioa’s self-
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efficacy is high, then the perceived barriers are not as influential as/thag be for a
person with low self-efficacy. The infrastructure to support the positive lwehaaly

not exist, which in turn may deter the desired behavior.

Social Cognitive Theory and Preventive Counseling

In order for providers to counsel patients, SCT states that self-efficdwynsain
determinant because “it affects health behavior both directly and by its irdloartbe
other determinants.” Providers’ sense of efficacy influences theacéations, perceived
facilitators and barriers, and goals (Figure 3.1). Bandura suggests thatqubsedf-
efficacy and goals are positively correlated, meaning providers witlethseplf-efficacy
will set higher goals for themselves. This means that providers who have Ikigh se
efficacy in their ability to address childhood overweight and obesity may in tuan set
goal to counsel all patients that are greater than th@@&&gentile for BMI. Providers
with low self-efficacy may provide preventive counseling only if the farslys to
discuss the child’s weight and health behaviors. Self-efficacy alsosaffiednhdividual’s
outcome expectations. If they have low self-efficacy, their outcome exjpest may be
negative. On the other hand, if they have high self-efficacy, their outcome aiqresct
may be more favorable. How individuals perceive facilitators and basialso
influenced by their self-efficacy. Individuals with low self-efficacgynweport that
barriers (lack of family motivation) to the behavior are greater and nkalg to give up.
Providers with high self-efficacy may find ways to minimize the barriedig@ecians
with high self-efficacy were less likely to report that lack of non-Milmbeirsement, on-

site dietitian, and patient education materials as barriers when comparedtagans
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with low self-efficacy’ According to the social cognitive theory, providers’ outcome
expectations influence preventive counseling frequency. However, providers’ outcome
expectations may depend on what benchmark providers are using to define their
preventive counseling efficacy. Although we know that providers do not believe that
they are effective in eliciting behavior changes, we do not know how they define
succes$:>"*® However, if providers expect dramatic decreases in weight and behavioral
changes, such as going from eating out six days of the week to none, one could
hypothesize that this will feed into their self-defeating viewpoint and dectieeais
counseling frequency. Figure 3.1 shows the path of influence in Bandura’s proposed
socio-cognitive causal model. He states that “personal efficacysaffealth behavior
both directly and by their impact on goals, outcome expectations, and perceived
facilitators and impediments.”

SCT emphasizes that attitudes, beliefs, behavior, and environment influence each
other. Counseling patterns are influenced by individual attitudes and behaviors as well
sociocultural and environmental factors. Thus, SCT is a useful theory to help

characterize providers’ preventive counseling behavior within a broader tontex

Parent Studies

This dissertation was conducted in coordination with two parent studies: Greater
Rochester Obesity Collaborative (GROC) and Kids Eating Smart and Movirgg Mor
(KESMM). GROC was funded by a Greater Rochester Health Foundation grant

(http://www.thegrhf.org/Default.aspx?RD=593varded to Dr. Stephen Cook, and it

was the parent study for the paper presented in chapter four. KESMM (5R01HD050981-
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05) was funded by the National Institute of Child Health and Human Development
(NICHHD) awarded to Dr. Alice S. Ammerman, and KESMM was the parent study f
the work described in chapters five and six.

GROC was a quality improvement project designed to improve the quality of
pediatric care for childhood obesity in Monroe County, New York. The Department of
Pediatrics at the University of Rochester served as a lead agency @fsgp@enter for
the Prevention of Childhood Obesity (CPCO). The center collaborated with experts f
National Initiative for Children’s Healthcare Quality (NICHQ) toldwa regional node of
excellence for the prevention, screening, and management of childhood obeddy, sim
to other regional centers in Maine, New Mexico, and New Hampshire. CPCO also
collaborated with the Upstate Chapter of the AAP to facilitate communyssigan
recruitment and to provide a regional linkage to practice materials, toolkits, and
community resources. GROC used the chronic-care model following the s#titut
Healthcare Improvement’s Breakthrough Series Collaborative model ageafguall
project activities® " Intervention materials and toolkits were adapted from the Maine

Youth Overweight Collaborativédgalthcare Toolk)t*°

Over a three year period (July 2008 to June 2011), 8-10 practices were enrolled in
a year-long collaborative that focused on two aspects of the chronic-care ofiodzll
decision support and family management. Changes in clinical decision support included
tracking BMI percentiles, identifying overweight/obese patients, and usinggaibeal
screening tool. Family management of risk included counseling of familiegadients
on the 5-2-1-0 behavioral goals: encouragirfgservings of fruits and vegetables daily,

limiting screen time t&2 hours dailyz> 1 hour of physical activity daily, and drink O
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sugar sweetened beverages daily. Practices and providers were also eddoursde
additional improvements following the chronic-care model. The practicesawxpeeted

to develop a “practice team” composed of at least one provider, nurse, office manager,
and parent. Participating providers were expected to (1) review his/her ehéets

20) prior to the first face-to-face session; (2) attend all four facectoléarning
collaborative sessions where they share and learn about successfukstfateg
implementing changes to support obesity prevention and management from other
participating practices and invited experts; (3) participate in quagsesup phone

meetings with the GROC staff; and (4) and attend individual practice meefithgheir
GROC staff coach. The last learning collaborative session combined the enditeytand s
of the old and new practice teams.

The studies presented in chapters six and seven used baseline provider survey and
gualitative data from the formative phase of the Kids Eating Smart and Mowvirgg M
(KESMM) study, a five year NICHHD funded group randomized interventiaayst
awarded to Dr. Alice AmmermarKESMM tested provider counseling tools and
examined what combination of treatment options was the best method to address
childhood overweight and obesity. Twenty-four clinics across North Carolina
participated in KESMM, and each practice enrolled 24 children ages 3 to 10cd&ract
were randomized to one of four arms: (1) Provider Only Arm, (2) Case Mamaer a
Expanded Food and Nutrition Program (CM-EFNEP) program assistants, (3) Provider +
CM-EFNEP, and (4) Delayed Intervention. Clinics ranged in size from aegngVider
to a large practice with multiple providers and multiple clinic sites. Abtes,

enrolled in the study, identified a “provider champion” who served as the mawonliai
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between the research team and ensured that all practice staff werg twipparticipate in

the study. It was not necessary for all providers within a single practpzeticipate.

Study Populations

For the first aim, the study population consisted of eight pediatric primary care
practices, four were from the first year and the other four were frosettand year,
recruited from the Greater Rochester Obesity Collaborative (GROCpra&tices were
located in Monroe County and expressed interest in addressing childhood obesity. The
study population for the second aim consisted of primary care providers in @actice
participating in the KESMM study. All providers were physicians, nurseipoaers, or
physician assistants. For the third aim, study participants were fathersad self-
identified as being African American, Caucasian, or Latino, had at leashitch@bo
was 12 years or younger, and agreed to participate in focus group discussions during the

formative phase of the KESMM study.

Practice Level Support: Measurement and Analysis

The KESMM study group developed a clinical environment assessment tool
(Appendix A), called the KESMM On-Site Clinic Assessment or KOSCAh#&oacterize
and rank practice level support and was adopted from a previous tool to assess the clinic
environment as it pertained to obesity prevention. This initial tool was a timsiwge
tool that assessed the clinic environment as it related to obesity prevention ESNaVK
study staff made additional modifications to the original clinical environnsssisament

tool by reviewing the literature and consensus from individuals on the study tea
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regarding the barriers to addressing childhood obesity in clinical practiach as
collection and documentation of BMI and access to educational material.

The KOSCA is completed by observation and interviews with three different
practice staff (provider, nurse, and office manager/front desk staff) to eottine
availability of obesity related support systems and tools from the time tdaschi
measured to check-out. Itis used to collect information on practice level pracémure
weighing, measuring, and BMI calculation as well as chart documentatientodl is
also used to assess whether or not practices have resources for obesitjoprane
treatment, such as educational hand-outs.

An index score was developed by dividing the environment assessment tool into
three sections: practice level procedures for documenting BMI, BMI commionit¢at
families, and resources on healthy eating and physical activityg Bad). The
maximum value for the overall KOSCA score was 90 points, and the value for each
subscale was 30 points. For each subscale, different items were asdignedtgioint
values, reflecting its subjective importance. For example, calculakigvBs worth
eight points while having a designated staff plot BMI was worth one point for the
practice level procedures for documenting BMI. Factor analysis was not cexiduct
because the sample size was too small to give any meaningful concfiisions.

The KOSCA was validated using data collected from chart reviews and
observations of clinic staff. The GROC chart review tool (Appendix B), which has bee
used in previous unpublished work conducted by Cook and colleagues, was used to
determine provider practices associated with obesity prevention and management,

including: the extent of provider documentation of weight status, communication of
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weight status, and utilization of obesity related resources. The chaetalsereviewed
to determine if the child was referred to a specialist and/or a communityaesibar
weight management plan was given, or if a weight related follow-up visisalzeduled.

In a sub-sample of practices (four practices), research staff odsbeve
interactions between patients and practice staff for 45 patients within theveskas
the KOSCA was administered. Researchers observed whether practicellseted
patients’ weight, height, documented BMI, and whether they asked patientoterem
their shoes or coats/outerwear prior to weighing. BMI communication wassesl by
asking patients and families if they were told about their BMI and how it was
communicated to them, verbally or visually. Given that practice staff traxyge their
behavior in the presence of a researcher, repeat visits were made to enarngiz
potential impact the researcher’s presence may have on the practicebstadfgor.

STATA 9.2 was used for all data analy&eDescriptive statistics were computed
for items on the KOSCA, chart review, and observations. The multiple raters kappa
statistic was calculated for each practice by comparing the resploosethe three
practice staff (provider, nurse, and office manager/front desk staffll ftemas on the
KOSCA (43 items, which were coded as yes=1/n0o=0), and the level of agreement was
interpreted using the scale developed by Altman (189T\wo research staff reviewed
10 charts and observed 10 patient-practice staff interaction and obtained 90% and 100%
agreement, respectively.

To test the validity of the KOSCA, it was compared to two objective methods:
chart review data and observation of patient-practice staff interactiongad¢topractice,

the KOSCA form was filled out after researchers examined the chatwdaita. If it
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was determined from the chart reviews that a practice collected bottt Aapgyweight

for well child visits, then a research staff would select the corresponding resyatits

for the question regarding how frequently height and weight were collectéte 33
demonstrates how each KOSCA item was coded using chart reviews and observations
The percent agreement between chart review and staff interviewacfoK©SCA item

was calculated. A similar approach was used to verify the practice sfadhses to the

KOSCA with the observational data.

Provider Attitudes, Beliefs, and Behavior: Measurement and Analysis

A baseline provider survey (Appendix F), which was modified from the survey
used by Perrin et al. was used to assess provider attitudes, beliefs, and bebavior wi
regards to obesity prevention and treatméhtPrior to administration, it was pre-tested
with a group of non-participating providers (N=5) to ensure that the instrumerdieaa
and not excessively time intensive. The survey was administered prior to the provider
specific training for the KESMM study.

The primary outcome of interest for this sub-study was providers’ geiftes
counseling frequency, and the independent variables included providers’ setfyefiinch
outcome expectations. Counseling frequency regarding healthy eating, pagswty,
achieving/maintaining a healthy weight, general behavior problemgho@sschool
problems, and age-specific injury risk prevention was assessed on a 4-painstake
(never, some of the time, most of the time, and all of the time) by asking the psovider
“When you see children ages 3-8 for well child checks, how often do you discuss the

following topics...” Providers’ self-efficacy was assessed by having them rate thei
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level of confidence (not at all confident, minimally confident, confident, veryiaemnit)

in their ability to effectively counsel families about increasing faaid vegetable
consumption, decreasing sugar sweetened beverage consumption, decreasing juice
consumption, switching to a lower fat milk, decreasing “junk food” consumption,
reducing screen time, and increasing outdoor activity. To assess outcontatexpsec
providers were asked to rate their level of agreement on a 4-point Liker{sicahgly
disagree, somewhat disagree, somewhat agree, and strongly agree) oilovihed
statement for the same behaviors as above: ‘I believe that my counselingjiet e
result in actual change regarding’..In addition to the independent variables of interest,
providers were asked for demographic information including gender, age, years in
practice, patient volume, provider type (provider, nurse practitioner/physisgastant),
and perceived weight status. Providers were also asked if they had received any
additional training in obesity or motivational interviewing.

Composite scores for reported counseling frequency regarding hestitiy, e
physical activity, and obesity prevention were developed by summing thelgnsvi
responses within each topic area for both self-efficacy and outcome expectatiens
obesity prevention subscale included items regarding healthy eating, phgti\igy,
and achieving/maintaining a healthy weight. The standardized Cronbauthés al
suggested that internal consistency was good to high for self-efacacgutcome
expectations regarding healthy eating, physical activity, and glpgsiention, as shown
in table 3.3. A similar approach was used to develop a summary score for obesity

prevention counseling frequency by summing the responses regarding counseling
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frequency for healthy eating, physical activity, and achieving/maintaa healthy
weight, which achieved a similarly high level of internal consistency.

Descriptive statistics were used to describe provider demographitslesfiand
beliefs. Single test of proportions was used to determine the differencebetperted
counseling frequencies for obesity-related and non-obesity related tdpies.
proportional odds model was used to explore the relationship of providers’ selfyefficac
and outcome expectations with counseling frequency because it has more power than
logistic regression and it does not force an artificial cut-géifit. The model
assumptions were tested using the Brant test for parallel regre3$ierapproximate
likelihood-ratio test of proportionality of odds across response categoriessted t
when there were missing values or if STATA generated an error mdssdige Brant
test® A random effects term was used to account for clustering of providers within
practices. For models with independent categorical variables, two diffeoeletsiwere
explored: a model with dummy variables as predictors and a model with a binary
predictor variable (category 1/2=0 and 3/421¥or the dependent variable, there were
zero observations in the lowest response category; thus, the two lowestieate:goe

combined.

Assessment of Parent Experiences with their Children’s Provier

The focus group discussion guide (Appendix G) was developed from a review of
the literature and from expert opinion from individuals with extensive experience
working with low-income and ethnic minority populations in public health and clinical

settings to ensure that the questions were culturally relevant. Therd8epen-ended
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qguestions with probes covering fathers’ parenting experiences and perceptioas
relationship with their children’s doctor. Following the focus group discussions,
participants filled out a brief multiple-choice survey, which covered freasa (1)
demographics; (2) children’s diet and physical activity; (3) perceptiorewfdhildren’s
weight; and (4) comfort level with the children’s doctor. The survey was asteried

after the focus groups, allowing latecomers to fully participate in tloegsgon.
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Figure 3.1. Social cognitive theory paths of influetfce
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Table 3.1. KOSCA tool items and scoring

Question Score Rationale

BMI Documentation
1. Who performs height and weight 1 point for  Having designated staff to perform

measurements? any response the measures may increase the
a. Nursing staff likelihood the measurements are
b. Medical assistant made.

2. What protocol for measuring height2 points for  Following protocols increases
and weight is followed, if any? each accuracy of measurement

a. Shoes off response

b. Coats/outerwear off

3. How often are height and weight 4 points for ~ The more often the better.

measured? a.
a. Every visit
b. Every well check 2 points for
b.
4. |s BMI Calculated? 8 points for a. Important for identifying obesity
a. Yes
b. No
5. How often is BMI being calculated?4 points for a. The more often the better.
a. Every visit
b. Every well check 2 points for
c. Other b. orc.
6. When is BMI typically calculated? 1 point if any Designhated time may increase
a. Upon check-in checked likelihood of calculation.
b. In patient’'s room
C. Atnurses’ station
d. Other
7. What tools are used to calculate 1 point for Facilitates calculation.
BMI? any response
a. Calculator
b. Hand wheel
c. PDA
d. Webtool
e. EMR system
f. Other
8. Is BMI being plotted on a growth 5 points for a. Provides visual feedback and
curve? categorization.
a. Yes
b. No
9. If yes, who is performing this? 1 point for Designated staff may increase
a. Provider any response likelihood.
b. Staff
Cc. Other
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10. Where are BMI measurements
stored?

a. Front of chart

b. In growth chart section of chart
C. Electronically

d. Other

BMI Communication

1 point for
any response

Necessary for future reference

1. BMI is reported to parents at: 25 pts for a. The more often the better.

a. Every visit 20 points for

b. Every well check b.

c. Other 15 points for
C.

2. If yes, how is it reported? 1 point for

a. Verbally by provider each

b. Visually by provider response

C. Written on practice handout

d. Charted on practice resource that is

shared with patient
e. Other

Practice level resources on healthy eating and physical activity
1. Are resources currently being used 20 points for

in the practice regarding healthy
eating/exercise?

. Yes

. No

If yes, what is being used?

Educational CDs
Other

PO T NT

a.

Handouts/information pamphlets 2 points for
Referrals to nutritional counseling each
Referrals to community resources response
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Table 3.2. Coding scheme used for the KOSCA from chart reviews and dioserva

KOSCA ltem Chart Review Data Observation Data

Who collects height and weight

Nurse NA If a nurse was seen collecting the
height and weight greater than 60%

Medical of the visits observed, response

Assistant “nurse” was coded as 1 and

“Medical Assistant” as 0
Height and weight collection frequency

Every well If the chart review data If the observation data indicated that

child check indicated that height and height and weight were collected at
weight were collected at only  only well child checks according to

Every visit well child checks according to the visit type, then “Every well child

the visit type, then “Every well check” was coded as 1 and “Every
child check” was coded as 1  visit” was coded as O.
and “Every visit” was coded as
0
Protocol for collecting weight and height
Shoes removed NA If greater than 80% of the time, clinic
staff was observed asking children to
remove their shoes, it was coded as 1.

If greater than 80% of the time, clinic
Coat removed staff was observed asking children to
remove their coats, when appropriate,
it was coded as 1.
Is BMI Calculated
Yes/No If the BMI was documented in If the BMI was documented in 90% of
90% of the visits where height the observed visits, when height and
and weight were collected, thenweight were collected, then BMI
BMI calculated was coded as 1calculated was coded as 1.
Frequency of BMI calculation

Every visit If the BMI was documented If the BMI was calculated when it was

when it was only a well-child  only a well-child visit, then “every
Every well visit, then “every well child well child check” was coded as 1 and
child check check” was codedas 1 and  “every visit” was coded as 0

“every visit” was coded as 0.

Is BMI plotted on a growth chart

Yes/No If the BMI was plotted in 90% If the practice staff was observed
of the charts where height and plotting the BMI in 90% of the visits
weight were documented, “BMIwhere height and weight were
plotted” was coded as 1 and O collected, “BMI plotted” was coded
otherwise. as 1 and 0 otherwise.

Is weight status reported to families
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Yes/No If more than 50% of the chartsIf more than 50% of the families
with height and weight leaving the practice, when height and
documented had some sort of weight were collected, reported that
documentation indicating that atheir child’s weight status was
provider communicated the reported to them, then “weight status
child’s weight status reported” was coded as 1.
(underweight, healthy weight,
overweight, or obese/excess
weight), then “weight status
reported” was coded as 1.

Are there practice resources for healthy eating/physical activity

Yes “Practice resources” was NA
coded as 1, if more than 50% of
the charts had providers
document that they had used a
resource on healthy
eating/physical activity,
referred them to nutritional
counseling, or a community

resource

If there are practice resources for healthy eating/physicaltgctixhat type
Handouts or “Handouts or pamphlets” were NA
pamphlets coded as 1, if more than 50% of

the charts had providers
document that they has used a
handouts or pamphlets during a

visit.
Referral to “Referral to nutritional NA
nutritional counseling” was coded as 1, if
counseling more than 50% of the charts

had providers document that

they has used a handouts or

pamphlets during a visit.
Community “Referral to community NA
resource resource” was coded as 1, if

more than 50% of the charts

had providers document that

they has used a handouts or

pamphlets during a visit.
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Table 3.3. Cronbach’s alphas of the provider baseline survey

Preventive Counseling Nutrition PA
(Nutrition, PA, and weight)

Self-Efficacy 0.9334 0.9519 0.7785
Outcome Expectations 0.9414 0.9206 0.8677
Frequency 0.8524 NA NA
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CHAPTER IV
A CLINICAL ENVIRONMENT ASSESSMENT TOOL: ASSESSING PRIMAR

CARE PRACTICES ENVIRONMENTAL SUPPORT FOR OBESITY COUNSHG

Abstract

Background: Primary care providers are uniquely positioned to address childhood
obesity, and the clinic environment may play a role in helping providers assess a
manage this growing clinical problem.

Purpose: This article describes the development and testing of a clinical environment
assessment tool designed to assess the clinic level support for obesityiogunsel
Methods: The Kids Eating Smart and Moving More On-site Clinical Assessment
(KOSCA) tool was developed as part of an intervention study and later aidmadis
eight pediatric practices in western New York to test for inter-ratebility and
convergent validity. Convergent validity was tested comparing the KOS@®AwoO
objective methods: chart reviews and observations staff-patient interacti@toring
scheme was developed to describe and rank clinic level support for obesityliogunse
Results: The KOSCA took an average of 10-15 minutes to administer, and there was
good within-practice inter-rater reliability (kappa=0.63). The percereagent for
KOSCA items regarding the collection and documentation of body mass index (BMI)
ranged from moderate to almost perfect when compared to chart (87%-100%) and

observation data (50%-100%), but it was slight for educational resoefeesls.



Conclusion: The KOSCA is a practical and easy to use tool to assess clinic level support
for obesity counseling that was found to have moderate to almost perfect convergent
validity for BMI documentation and communication. Researchers or organizatayns m
use the KOSCA to help them identify possible changes to better assist providers in

managing overweight/obese children.

Introduction

Nearly one out of three children in the United States is either overweights®, obe
putting them at increased risk of developing type Il diabetes, hyperteasbn,
hyperlipidemia'**?*?* Obese children are also more likely to experience a lower quality
of life and depressioff.?° In response, several professional organizations and groups
have published guidelines for the assessment, prevention, and treatment of childhood
obesity, which include assessing body mass index (BMI) at least yeartpanskeling
children and families about healthy eating and physical actiityhe practice
environment and access to resources for counseling/treatment may influence how
frequently providers engage in obesity prevention counseling. Regular and sigstemat
collection of height and weight at a visit could promote early identificatioreajiw
problems; however, practices do not consistently collect height and Weight.
According to one study, providers are more likely to counsel about obesity if the BMI
percentile is documentéd. In other studies, providers report that there is a lack of good
educational resources for their patients and families about preventing 8B&sltyone
survey of providers, 65% reported that they do not have access to referral services, such

as access to a dietitian or community progfdmA study conducted by Dunlop and
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colleagues found that after educating practice staff about intervention tomhséting

guide, color coded BMI growth charts, nutrition and activity self-histompf@nd

healthy living prescription pads), providers’ increased BMI documentation and
preventive counselint. Another study found that after placing color-coded BMI charts
on practice walls, patients and families initiated more conversations abight.We

Given that the practice environment could be modified to promote obesity prevention, a
practice level assessment tool may help practices increase organakatipport for

obesity prevention. To our knowledge, there has not been a study to develop and test a
measure to assess practice level procedures or support for documenting Bédluoces

for nutrition and physical activity in the clinic. This study was designedstdlte inter-

rater reliability and convergent validity of the KESMM On-sitenigliAssessment

(KOSCA) tool to describe and rank the level of practice support availaptevialers for
screening patients and offering preventive counseling. Inter-ratoiliéy was assessed

by determining the level of agreement between three practice stafier@nConvergent
validity was assessed by comparing staff KOSCA responses to aataliart reviews

and observations of clinical staffs’ interactions with patients.

Methods

Practice Recruitment and Study Design

Practices were recruited from the first (June 2008-June2009) and second (June
2009-May 2010) cohort of the Greater Rochester Obesity Collaborative (GROICh
was established to improve the quality of pediatric care for childhood obesityriro#

County. GROC used the chronic-care model following the Institute for Healthcare
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Improvement’s Breakthrough Series Collaborative model as a guide for akiproj
activities’®"® Intervention materials and toolkits were adapted from the Maine Youth

Overweight CollaborativeHealthcare Toolk}t®® The learning collaborative initiative

involved with this study consisted of quarterly group sessions, individual preisitse

by GROC staff, and group conference calls over a 12-month period. Pradeoesnat

the learning collaborative sessions were given an informational @garding the study.
After a total of eight practices agreed to participate, researtltatdéacted them to
schedule data collection. The Kids Eating Smart and Moving More On-SiteaClini
Assessment (KOSCA) and chart reviews were collected at theegigilted practices.
Observations were conducted at four randomly chosen practices. The KOSCA was
administered after practice observations in order to minimize the influeneg hawe

on practice staffs’ behavior. All data were collected from September 2008/entber

2009. This study was approved by the institutional review boards at both the University

of North Carolina at Chapel Hill and University of Rochester School of Medicine.

Measures

KOSCA The KOSCA (Appendix A) was adapted from a previous tool developed
by Marks and colleagues (unpublished) to assess the clinic environment regardityg obe
prevention and management. The clinical environment assessment tool wasdhodifie
aid implementation of the Kids Eating Smart and Moving More (KESMM) studyghwhi
was a randomized controlled trial to prevent and treat childhood obesity in primary ca

practices in North Carolina.
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The KOSCA is completed by observation and interviews with three different
practice staff (provider, nurse, and office manager/front desk staff) to eottine
availability of obesity related support systems and tools from the time tdaschi
measured to check-out. It is used to collect information on practice level pracémture
weighing, measuring, and BMI calculation as well as chart documentatientodl is
also used to assess whether practices have resources for obesity prewdrtieatiaent,
such as educational hand-outs on healthy eating and physical activity. Qyeatteea
KOSCA took about 10 -15 minutes to administer.

Chart Review Patient charts were reviewed to validate the data collected from
the KOSCA. The GROC chart review tool (Appendix B) was used to determine provider
practices associated with obesity assessment and counseling, inclindirextent of
provider documentation of weight status, communication of weight status, and utilization
of obesity related resources. The charts were also reviewed to detdrthie child was
referred to a specialist and/or a community resource, if a weight managaarewas
given, or if a weight related follow-up visit was scheduled.

Using a master list of all patient visits, a list was compiled of patientsweh®
2-18 years of age and had at least one medical visit the week prior to theAKOSC
administration. Two researchers randomly reviewed a total of 360 visits (45pasit
practice). The inter-rater reliability was calculated to be 90% &¥teresearch staff
reviewed 10 randomly selected charts.

Practice ObservationPractice observations were conducted to validate the data
collected from the KOSCA. In a sub-sample of practices (4 practicesaroh staff

observed the interactions between patients and practice staff for 45 patibimshe
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same week as the KOSCA was administered. Researchers observed priaeticer
staff collected patients’ weight, height, documented BMI, and whdibgrasked
patients to remove their shoes or coats/outerwear prior to weighing. Theateter-
reliability for the observations was calculated to be 100% after two chsstaiff
observed 10 patient-practice staff interactions. BMI communication wassesl by
asking patients and families if they were told about their BMI and how it was

communicated to them, verbally or visually.

KOSCA Index Score Development

An index score was developed to describe and rank practice level support for
obesity assessment and management. Two trained researchers, with egigresieace
in primary care practices, developed the scoring scheme. The KOSCAwdesl dinto
three sections: practice level procedures for documenting BMI, BMI commionit¢at
families, and resources on healthy eating and physical activity. Thenmmaxalue for
the overall KOSCA score was 90 points, and the value for each subscale was 30 points.
For each subscale, different items were assigned different point vallestimg its
subjective importance: for example, calculating BMI was worth eightweihitle having
a designated staff plot BMI was worth one point for the practice level procedures f

documenting BMI.

Data Analysis

STATA 9.2 was used for all univariate data anaffsied DAG_Stat was used to

calculate the 95% confidence intervals for the percent agreefebescriptive
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statistics were computed for items on the KOSCA from staff intervievast idviews,
and observations. The multiple raters kappa statistic was calculatedHqraetice by
comparing the responses from the three practice staff (provider, nurse,iead off
manager/front desk staff) for 43 yes/no items on the KOSCA.

To test the convergent validity of the KOSCA, it was compared to two objective
methods: chart review data and observation of patient-practice staff ilmesadData
collected from the chart reviews was used to fill out the KOSCA (KOSCA-GR)e
chart review data indicated that height and weight were collected for maatilghild
checks according to the visit type, then “every well child check” was caslédand
“every visit” was coded as 0. The variables “BMI calculated” and “BMItptbtwere
coded as 1, if the BMI was documented or plotted, respectively, in 90% of the visits
where height and weight were collected. If the charts indicate®lhiaivas
documented only for well child visits, then “every well child check” was coded as 1 and
“every visit” was coded as 0. If more than 50% of the charts with documented dn@iight
weight had some documentation indicating that a provider communicated the child’s
weight status (underweight, healthy weight, overweight, or obese/excgss)when
“weight status reported” was coded as 1. “Practice resources” wasatled more
than 50% of the charts had providers document that they had used a resource for healthy
eating/physical activity, referred them to nutritional counseling, @nanmunity resource.
The same procedure was used to code the items regarding “handouts/ pamphlets,”
“nutritional counseling,” and “community resource.” Data collected from the
observations was used to fill out the KOSCA (KOSCA-O) for each practicenuifsa

was observed collecting the height and weight greater than 60% of the visitgeolhs
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response “nurse” was coded as 1 and “Medical Assistant” as 0. If greate8G% of the
time, clinic staff was observed asking children to remove their shoes and beat, w
appropriate, “shoes removed” and “coat/outerwear” removed were coded as 1,
respectively. If more than 50% of the families, when height and weight wereted|lec
reported that their child’s weight status was reported to them, then “wtagid s
reported” was coded as 1. The items regarding height and weight colleetjaericy
(“every visit/every well child check”), BMI calculated (“yes/no”), dreency of BMI
calculated (“every visit/ every well child check”), and BMI plotted €4®”) were coded
in the same manner as the data collected from the chart reviews. The pgneemieat
was calculated for the KOSCA-staff report vs. the KOSCA-CR and KOS&#\report

vs. KOSCA-O by combining the items in agreement divided by the total item®i4 it
from the chart reviews, 11 items from the observations). As a guide, we followed the
benchmarks suggested by Landis and Koch for agreement: < 0.20 = slight, 0.21 — 0.40 =

fair, 0.41 — 0.60 = moderate, 0.61 — 0.80 = substantial and 0.81 — 1.0 = almost’perfect.

Results

Practice characteristics and within-practice inter-rateslviiiy

The practices had an average of 3.8 (range: 1-8) full-time physicians, 1.9 (0-13)
part-time physicians, 0.3 (0-2) full-time physician assistants (RWgé practitioners
(NP), 1.3 (0-11) part-time PAs/NPs, 3.7 (0-12) full-time nurses, 4.3 (0-12) yert-ti
nurses; 2.5 (0-10) full-time office staff, and 1.6 (0-4) part-time officd. s&déven of
these practices were community practices, and one practice wasl limcateacademic

medical center. There was an equal distribution of practices from thenfirseaond
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cohort. The average kappa statistic across all the practices wamsideteto be 0.63,

and ranged from kappa=0.52 to kappa=0.77.

Practice level procedures for documenting BMI

Descriptive statistics for the KOSCA practice staff surveys asgnted in table
4.1. All 24 clinical staff from the eight practices completing the KOSCA tegdhat
nurses were responsible for collecting height and weight. Majority of ti€%tar %)
reported that height and weight were mainly collected at well-chiltsvi3ihe majority
of the staff (87.5%, 79.2%) reported that children were asked to remove ttigiacda
shoes before weighing, respectively. All practice staff also repdraeditey used
height-for-age, weight-for-age, and BMI-for-age growth charts.

From the chart reviews (n=360), both height and weight were documented in
60.6% of all visits (Table 4.2). However, BMI was calculated in fewer tharohalf
reviewed visits (47.8%), and the BMI percentile was in only one-third of v8sit§%0).

As can be seen in figure 4.1a, documentation frequency varied across practi&) and
was documented more than the BMI percentile.

Out of 180 observations (Table 4.3), a patient’s height was collected 27.2% of the
time and weight was collected 85.0% of the time. Prior to being weighed, erstetit
were rarely observed asking patients to remove their coats/outwear (1®8%3) or to

take off their shoes (62.1%; 95/153).

Communication of weight status to patients and families
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Majority of the practice staff (91.7%, and 79.2%) reported that BMI is ever
reported to patients and their families and that BMI was reported verbajhgctesely.
According to the chart review data, providers rarely documented that thagsisc
weight (5.8%). During the observations, BMI was communicated to 25.6% of the time

either verbally or visually to the patients and their families.

Healthy eating and physical activity resources

Majority of the practice staff reported that their practices used gdnah
handouts (87.5%) and referred to nutritional counseling (83.3%) or to a specialist
(70.8%). As part of the collaborative, practices received an obesity toolkit, which
included 5-2-1-0X5 fruits and vegetable servings da#y hours or less of screen time
daily,>1 hour of physical activity, and 0 sugar-sweetened beverages) posters, healthy
lifestyle patient surveys, color-coded CDC BMI growth ch&tesjucational hand-outs
on nutrition and physical activif. They also had displays demonstrating the amount of
sugar in various beverages. Providers rarely documented that they used the healthy
lifestyle survey (15.6%), referred to a specialist (0.3%), or scheduletjatwe
management follow-up (2.2%). Referral to a community resource was not documented i

any of the patient charts.

Comparisons between KOSCA, Chart Reviews, and Observations

The percent agreement between KOSCA and the two objective measures are
presented in table 4.2. The percent agreement ranged from substantial to ali®ecist per

(75.0%-87.5%) between the KOSCA and KOSCA-CR for height and weight collection
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frequency, (100%) BMI calculation (yes/no), (87.5%-100%) BMI calculatiaquiacy

(well child checks, all visits, other), and (87.5%) BMI plotted. When the KOSCA was
compared to KOSCA-O, the overall percent agreement was 50.0%-100.0% for height and
weight collection frequency, 75.0%-100% for height and weight collection procedure,
75.0% for BMI calculation, 75.0%-100% for BMI plotting, and 75.0%-100% for the
reporting of weight status. Although practice staff reported that they ussidyaietated
resources, it was rarely documented; thus, there was slight percemagtréetween the

two measures for the use of obesity related resources.

Practice Level Support for Obesity Assessment and Management

The KOSCA overall score had a mean and standard deviation of{ 3138
The BMI documentation subscale, BMI communication subscale, and practiceessour
subscale means and standard deviations were, respectively,19,£26.7+ 5.7, and
25.7+ 1.7. Practices with electronic medical records (EMR) systems scaybtysli

higher on the BMI documentation subscale (21.3 vs. 18.7).

Discussion

Our findings show that the KOSCA tool had moderate to substantial within-
practice inter-rater reliability when it was administered tociper, nurse, or office
personnel in the eight practicsThe convergent validity ranged from slight to almost
perfect when the percent agreement was calculated comparing KOSCAawvith t
KOSCA-CR and KOSCA-O> When the KOSCA was compared to KOSCA-CR the

percent agreement ranged from moderate to almost perfect for BMI doetioreand
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BMI communication, and the percent agreement ranged from slight to almost perfect
when the KOSCA was compared to KOSCA-O. But, there was slight perceatraamnt
for the items regarding practice level resources. We are not awang pfeviously
published studies that described efforts to evaluate a clinical environreessiaent tool
to characterize practice level support for the prevention and managembihdiodad
obesity.

Although the convergent validity for the KOSCA tool ranged from moderate to
almost perfect when compared to data collected from staff reports, ehiaws, and
observations regarding BMI documentation and communication, there are inherent
limitations from each method. Data from staff reports may be susceptildeiab s
desirability bias. Data collected from chart reviews captures wésilacumented,;
therefore, the data may not accurately capture everything a provider degsadalinical
visit. Family report of weight status only tells us what was heard durihgi@actvisit.
However, it is important to know what families heard because a messageeadietindr
received may be more likely to influence behavior than a message delwneok
received.

The lack of convergent validity regarding utilization of educational materéal a
referrals to community resources warrants further consideration. ifthiisg may
highlight the difference between “availability” and “utilization” of edtigaal materials
and referral services. Another possibility is that providers may be usingldeabesity
related resources but are not documenting these activities. The clinicahemsirt
assessment tool may need further refinement to better differentiateeinetutilization”

and “availability.” If providers have access to educational and commusaynees,
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then there is a need for studies to find strategies that will help prattireseffectively
use available resources.

Although practices with electronic medical record (EMR) system&daightly
higher on the KOSCA BMI documentation subscale (21.3 vs 18.7), conclusions cannot
be drawn from these data because there were only two such practices. lactine,pr
the system calculated and plotted the child’s BMI, and it prompted providers toendicat
whether they discussed healthy eating and physical activity or used g hizstyle
survey. The other practice’s system required providers to type out the detlds/isht
and did not calculate or plot the BMI. Thus, there is variability among EMRnsyste
regarding their potential to encourage the prevention and management of childhood
obesity.

There are several limitations to this study. The presence of a reseaanhave
influenced clinical staff behavior during the observations in several waysdinglthe
Hawthorne effect. The clinical staff may have been reminded to document BMi, and i
could have also been a demand characteristic of the study since the clinioetstaf
aware that we were testing a scale to assess practice level supporsityr @heseling.
Although we did not formally collect information regarding staff behavior twer
observed time period, it appeared that the study practices were very busylaue to t
release of the H1N1 influenza vaccine. Thus, it seemed that the researdsaster
had a minimal impact on staff behavior.

Another issue is that of generalizability of our findings. Since these geacti

were participating in a collaborative, they may be classifieda$y“eadopters, thereby
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differentiating them from practices in general. However, even early ad@ate show
improvement regarding the prevention and treatment of childhood oBf&Sity.

Lastly, our sample size was small. We were not able to conduct comparisons
between the practices from the first and second cohorts regarding the@ttne
KOSCA tool. However, there was variability among the practices, which was
demonstrated in figures 4.1a and 4.1b.

Despite these limitations, this study uses data from two objective sources to
validate a clinical environment assessment tool, and showed that the convergemgt validi
was moderate to almost perfect for BMI documentation and communication when staf
report was compared to chart review and observational data. The tool had moderate to
almost perfect inter-rater reliability among practice staffe KOSCA tool could be used
in a variety of situations. It may be helpful in clinical quality improvenpeafects to
improve practice level support for obesity assessment and counseling. Quality
improvement (QI) is designed to improve practice-level flow so that cliaicpmvide
healthcare services more efficiently by implementing practoxe $heets, flagging
patient charts for needed services, and improving patient tracking xampke, the
delivery of developmental and behavioral screening among children improved after a
clinic flow sheet was used in North Carolina practietn a randomized trial, clinic
flow sheets were used to separate tasks between clinic staff and providgvsoieel
mammography and clinical breast examinatihSimilar strategies could be used to
improve the delivery of obesity prevention and assessment in primary careq,aatid
the KOSCA tool may help practices decide how they could assign tasksettt eoll

child’s BMI and BMI percentile, then identify who and how the chart will be fldghe
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the child is overweight or obese. In addition, the KOSCA tool could be used to track
practice level support in primary care practice interventions for childhoodybesit
Given that BMI documentation of BMI/BMI percentile is poor, the KOSCA tool
may be a valuable quality improvement measure at the practiceleligi¢® One study
found that BMI was documented for less than 1% of children who @52 percentile
to the 94 percentile, 5.9% of children who wer85" percentile ta< 98" percentile, and
56.8% of children who were99" percentile® This is unfortunate given that the
documentation of BMI has been associated with a greater likelihood that padients
receive counseling or screening for comorbidithes. Therefore, the KOSCA tool may
help practices determine what is needed to better identify overweight erdblesen

and ultimately lead to increased obesity intervention, though this deser\ies &iudy

Conclusion

The KOSCA tool had moderate to almost perfect inter-rater reliability and
moderate to almost perfect convergent validity when compared to chart renew a
observation data, which offers reassurance that it is accurately aggésstlinic
environment regarding BMI documentation and communication. The next phase would
be to assess whether or not the KOSCA tool can help practices implement poticies a
procedures to promote obesity prevention. Future studies may want to explore whether a

greater score on the KOSCA is associated with greater obesity counssijngricy.
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Table 4.1. KOSCA descriptive statistics from three practidé sta

n (%)

KOSCA (n=24)
Who collects height and weight

Nurse 24 (100.0)

Medical Assistant 12 (50.0)

Other 0 (0.0)
Protocol for measuring height and weight

Shoes removed 21 (87.5)

Coat/outerwear removed 19 (79.2)
Frequency of measuring height and weight

Every well child check 22 (91.7)

Every Visit 4 (16.7)

Other 8 (33.3)
What is plotted on a growth curve

Height-for-age 22 (91.7)

Weight-for-age 22 (91.7)

BMI-for-age 20 (83.3)
BMI calculated 24 (100.0)
Frequency of BMI calculated

Well child check 22 (91.7)

Every visit 2(8.3)
When BMI is calculated

Upon check-in 2 (8.3)

In patient’s room 7 (29.7)

Nursing station 12 (50.0)
What tools are used to calculate BMI

Calculator 7 (29.7)

Handwheel 14 (58.3)

PDA 2(8.3)

Webtool 7 (29.7)

EMR 6 (25.0)
BMI Plotted on Growth Curve 24 (100.0)
Who plots BMI

Provider 8 (50.0)

Staff 18 (75.0)

Other 3(12.5)
Where BMI measurements stored

Front of chart 1(4.2)

Growth chart section 15 (62.5)

Electronically 6 (25.0)

Other 14 (58.3)
Is BMI reported to families

Yes 22 (91.7)
How is BMI being reported to parents

Verbally by provider 19 (79.2)

Visually by provider 16 (66.7)

Written on practice hand-out 12 (50.0)

Charted on practice resource & shared with parents

15 (62.5)



Other

Are resources currently being used in the practice regarding healthy

eating/exercise

What resources are being used
Handouts/pamphlets
Referral to nutritional counseling
Referral to a community resource
Educational CD
Other

6 (25.0)
24 (100.0)

21 (87.5)
20 (83.3)
17 (70.8)
1(4.2)
9 (37.5)
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Table 4.2. Descriptive statistics for chart review data (N=360)

n (%)
BMI documented 172 (47.8)
BMI percentile documented 117 (32.5)
Weight discussed 21 (5.8)
Measured height 183 (50.8)
Measured weight 302 (83.9)
Measured both height and weight 183 (60.6)
Measured height only 0 (0.0)
Measured weight only 119 (39.4)
Used the Healthy Living Survey 56 (15.6)
Referred to specialist 1(0.3)
Referred to community resource 0 (0.0)
Scheduled a weight management follow-up 8 (2.2)
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Table 4.3. Descriptive statistics for observational datal89)

n (%)
Measured height 49 (27.2)
Measured weight 153 (85.0)
Asked patients to remove shoes
Yes 95 (52.8)
No 57 (31.7)
Asked patient to remove coats/outerwear
Coats removed 29 (16.1)
Had outwear/coats but was not asked to remove 16 (8.9)
Calculated BMI 32 (17.8)
Plotted BMI 32 (17.8)
BMI communicated 46 (25.6)
BMI communicated verbally 45 (25.0)
BMI communicated visually 30 (16.7)
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Table 4.4. Comparison of KOSCA responses from staff reports, chiawsewand observational data

KOSCA Variable Chart Review % Agreement Observation % Agreement
(95% CI) (95% CI)
Provider Nurse Office Provider Nurse Office
Who collects height and weight
Nurse -- -- -- 100.0** 100.0** 100.0**
Medical Assistant - -- -- 75.0 100.0** 75.0
(19.4-99.4) (19.4-99.4)
Height and weight collection frequency
Every well child check 87.5 75.0 75.0 100.0** 75.0 100.0**
(47.3-99.7) (34.9-96.8) (34.9-96.8) (19.4-99.4)
Every visit 87.5 75.0 87.5 100.0** 50.0 100.0**
(47.3-99.7) (34.9-96.8) (47.3-99.7) (6.8-93.2)
Protocol for collecting weight and height
Shoes removed 100.0** 75.0 100.0**
(19.4-99.4)
Coat removed 100.0** 50.0 100.0**
(6.8-93.2)
BMI calculated 100.0** 100.0** 100.0** 75.0 75.0 75.0
(19.4-99.4) (19.4-99.4) (19.4-99.4)
Frequency of BMI calculation
Every visit 87.5 100.0** 87.5 0.0** 100.0** 100.0**
(47.3-99.7) (47.3-99.7)
Every well child check 100.0** 100.0** 87.5 75.0 75.0 75.0
(47.3-99.7) (19.4-99.4) (19.4-99.4) (19.4-99.4)
BMI plotted 87.5 87.5 87.5 75.0 75.0 100.0**
(47.3-99.7) (47.3-99.7) (47.3-99.7) (19.4-99.4) (19.4-99.4)
Weight status reported 12.5 0.0** 12.5 75.0 100.0** 75.0
(0.3-52.7) (0.3-52.7) (19.4-99.4) (19.4-99.4)
Practice resources 0.0** 0.0** 0.0**
Handouts or pamphlets 0.0** 125 25.0
(0.3-52.7) (3.2-65.1)
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Referral to nutritional 25.0 12.5 12.5

counseling (3.2-65.1) (0.3-52.7) (0.3-52.7)

Community resource 12.5 50.0 25.0
(0.3-52.7) (15.7-84.3) (3.2-65.1)

Notes:* 95% Confidence interval could not be calculated when theremageethan 2 empty cells. Percent agreement was calculated by
dividing the overall agreement by the total number of observations. (--pteslithat data was not collected.



Figure 4.1a. Descriptive statistics for chart reviews by practice
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Figure 4.1b. Descriptive statistics for observations by practice
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CHAPTER V
PEDIATRIC PRIMARY CARE PROVIDERS’ SELF-EFFICACY AND OUT@QME
EXPECTATIONS FOR CHILDHOOD OBESITY COUNSELING IN AN

INTERVENTION STUDY

Abstract

Objectives: We explored the relationship of providers’ self-efficacy, outcome
expectations, and practice level support with childhood obesity counseling frequency.
Methods: In a multi-clinic randomized intervention trial, providers (N=123) completed a
baseline survey which assessed their self-efficacy, outcome expestaind reported
obesity counseling frequency on a 4-point Likert scale. A practice levekas=et tool
was used to characterize the practices. We analyzed data using frexjaadcie
proportional odds modeling.

Results: Providers were confident/very confident (88.6%) in their ability to counsel
about healthy eating, physical activity, and weight and agreed/strayglgda(73.3%)

that their counseling would result in actual changes. Providers with higheffa=lty

and outcome expectations were more likely (odds ratio [OR]=2.1; 3.4) to repadipg
obesity counseling. Female providers were more likely to report counselingodiesity
(OR=2.3) than males. Providers in practices that were using resourcealfioy keating

and physical activity reported higher levels of self-efficacy and ctingdeequency.



Conclusion: Our findings suggested that providers were confident in their ability to
provide obesity counseling and expected changes from their efforts, sngdkeati

future studies should build on the high level of outcome expectations as well as self-
efficacy. Since we found a gender difference in obesity counseling frequenicg, fut
research may want to explore the reason behind this gender divide and target male

providers with self-efficacy support.

Introduction

A significant public health issue affecting American children is obesiti, ovie
third of children considered either overweight (defined as a body mass index§B¥il]
to <95%) or obese (BM95%)! Excess weight during childhood is associated with
multitude of health risks, including type 2 diabetes mellitus, asthma, and non-alcoholic
fatty liver disease. Obese children are also more likely to experienassdiem and a
lower quality of life?>?°19%1%1 Fyrthermore, obesity as a child has been shown to carry
into adulthood, and as a consequence leads to an increased risk of cardiovascular disease
and some cancef§!%? Given the significant health risks associated with childhood
obesity, primary health care providers have started placing more emphaddsessang
this “epidemic.®*

Because of their important relationship with children and parents, primary ca
providers can play an active role in the prevention, assessment, and treatment of this
chronic disease in accordance with the American Academy of Pediattisigas
Ideally, obesity can be discussed during routine and non-urgent clinical niitsay be

well accepted by parents and younger adolescents, who often seek advice atiout heal
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eating, physical activity, and obesity prevention from their primary carédars'>%

In addition, several clinic-based interventions have shown positive effects, such as
modest weight loss, improved diet quality, and increased physical agtivit}:

Social cognitive theory suggests that ones’ self-efficacy (confidarmee’s
ability to do a given behavior), outcome expectations (expected outcome of doing a
behavior), and perceived environmental barriers and facilitators can infludrmedsé®
Previous studies exploring providers’ attitudes and beliefs have been desanptature
and have shown that providers believe that childhood obesity needs treatment, affects
chronic disease risk, and deserves their attefitiolm several studies, providers reported
that they do not feel confident in their ability to counsel obese children and bakgve t
obesity counseling is ineffectiVé® Competing priorities in a busy clinical practice in
addition to perceived barriers such as lack of time, practice and community leve
resources, and reimbursement may make it less likely for providers to spend time
discussing obesity**'%* One study showed that if BMI is plotted, providers are more
likely to counsel about obesity preventi$hAlthough these studies have provided some
insight regarding providers’ attitudes, beliefs, and behavior, few have examed t
associations with counseling behavior.

Therefore, we conducted a study using cross-sectional baseline satadéryoch
providers participating in a childhood obesity intervention trial in North Carolina. Our
primary aim was to explore the relationship of providers’ self-efficacypoutc
expectations, and practice characteristics with reported counseljpghey. A
secondary aim addressed whether the frequency of obesity preventigelcaydiffered

relative to other preventive topics.
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Methods

Study Participants

The target population for this study was primary care providers in pediatric
practices participating in the Kids Eating Smart and Moving More (KE$Btudy, a
randomized intervention trial awarded to Dr. Ammerman (5R01HD050981-05). Our aim
of the KESMM study was to improve provider assessment and counseling for childhood
overweight, with and without the support of community public health practitioners.
Multiple strategies were used to recruit practices including Communigy@&aorth
Carolina network lists and personal contacts. After practices enrolledyéney
randomized to one of three interventions: (1) provider only; (2) provider, case manager,
and Expanded Food Nutrition Education Program; and (3) delayed intervention.
Although practices were given a minor incentive, individual providers were not@men
additional incentive for participating in the KESMM study. This study was apgtoye

the University of North Carolina institutional review board.

Data Collection Methods

Provider Baseline Survey and Administratiorhe baseline survey (Appendix F)
was modified from work done by Perrin ef&f:' Prior to administration, it was pre-
tested with a group of providers (N=5) not enrolled in this study. The survey was
administered prior to the provider-specific training for the KESMM study aratdoahy

intervention activities.
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The primary outcome of interest for this sub-study was providers’ geiftes
counseling frequency, and the independent variables included providers’ setfyefiinch
outcome expectations. Counseling frequency regarding healthy eating, pagswty,
achieving/maintaining a healthy weight, general behavior problemghp@sschool
problems, and age-specific injury risk prevention was assessed on a 4-painstate
(1=never to 4=all of the time) by asking the providers “When you see childreB3-&ges
for well child checks, how often do you discuss the following topics...” Providers’ self
efficacy was assessed by having them rate their level of confidence jpoirat 4ikert
scale (1=not at all confident to 4=very confident) in their ability to &ffely counsel
families about increasing fruit and vegetable consumption, decreasing sugternade
beverage consumption, decreasing juice consumption, switching to a lower fat milk,
decreasing “junk food” consumption, reducing screen time, and increasing outdoor
activity. To assess outcome expectations, providers were asked to ratevéheir le
agreement on a 4-point Likert scale (1=strongly disagree to 4=stragrgly)avith the
following statement for the same behaviors as above: “l believe thatumgealng
families will result in actual change regarding...”

In addition to the independent variables of interest, providers were asked for
demographic information including gender, age, years in practice, patient volume,
provider type (provider, nurse practitioner/physician assistant), and pereapight
status. Providers were also asked if they had received any additional traiobesity
or motivational interviewing.

Composite scores for reported counseling regarding healthy eating;gdhysi

activity, and obesity prevention were developed by summing the providers’ respons

63



within each topic area for both self-efficacy and outcome expectations andtiuemgdi

by four. The obesity prevention subscale included items regarding healtiy, eati

physical activity, and achieving/maintaining a healthy weight. Thelatdized

Cronbach’s alphas (Table 3.3) suggested that internal consistency wase gagidfor

healthy eating (self-efficacy, outcome expectations: 0.95, 0.91), physiisatya(0.79,

0.87), and obesity prevention (0.93, 0.94). A similar approach was used to develop and
code a summary score for obesity prevention counseling frequency by summing the
responses and dividing by four regarding counseling frequency for healtiny, eat

physical activity, and achieving/maintaining a healthy weight, whetieaed a

similarly high level of internal consistency (0.83).

Practice Level Assessment Todlhe KESMM study team developed a tool to aid
the implementation of intervention tools in the larger study. The assessmeamasool
completed by observation and surveying practice staff to assess whettieepraad
electronic medical record (yes/no), had identified a non-provider to calcothfgat
BMI (yes/no), or had resources for the promotion of healthy eating/phystocatya

(yes/no).

Analysis

STATA 9.2 was used for all analy$fs.Descriptive statistics were used to
describe provider demographics, attitudes, and beliefs. Single test of proporitess (Z
was used to determine whether there were differences between reported imgunseli
frequencies for obesity-related and non-obesity related topics. The prodartidea

model was used to explore the relationship of providers’ self-efficacy and autcom
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expectations with counseling frequency because it has more power than logistic
regression and it does not force an artificial cut-pSifit A random effects term was
used to account for clustering of providers within practices. Model assumptions we
tested using the Brant test for parallel regression and the approxikesiteolbd-ratio test
of proportionality of odds across response categgties.

For models with independent categorical variables, two different models were
explored: a model with dummy variables and a model with a binary predictor v&fiable.
Due to small n’s in the lowest categories, self-efficacy and outcometakpeaesponse
categories were combined. Those rating as 2 or lower for self-gfficamitcome
expectations were defined as having low self-efficacy or low outcometakipas,
respectively. For the dependent variables with zero observations in the lespesise
category; the two lowest categories were combined, resulting in a 3 poirtddkée.

For the subscales of self-efficacy and outcome expectations for healtig; paysical
activity, and obesity prevention counseling, the variables were dichotomizdaftd

>3) for analyses.

Results

A total of 123 providers, (physicians, nurse practitioners, and physician @is3ista
from 23 practices completed the baseline provider survey. On average, partiwgrants
44.6+ 9.7 years old and had been practicing on averagetl2Byears. As seen in
table 5.1, sixty-four percent of respondents were female and most weragis/§1e%)
versus nurse practitioners/physician assistants (26%). Slightly more0¥taaf%he

providers reported seeing 11-19 patients per half day (54%). The majority (72%) als
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reported that they were personally at a healthy weight. The tweng/ghaetices had an
average of 4.7+2.9 full-time (FT) physicians, 1.4+1.6 part-time (PT) physicians, 1.7+1.9
FT physician assistants/nurse practitioners, 0.5+0.8 PT physician as#istes#
practitioners, 5.2+6.8 FT nurses, 0.5+0.8 PT nurses, 6.0+4.5 FT front desk staff, and
0.9+1.4 PF front desk staff.

Providers reported that they were confident/very confident, with 84.5% to 93.5%
rating their confidence as a 3/4 on a 4-point scale, in their ability toieéctounsel
children ages 3-8 about age appropriate topics and obesity related behavioralsd@hey
agreed that their counseling efforts could make a positive impact, 64.2% to 81.2%
reported that they somewhat/strongly agreed that their counseling couldnehiahge
(Table 5.2). Using the single test of proportion (Z-test), a greater picypof providers
reported that they counseled “most/all of the time” about healthy eating ¢%%0)
physical activity (92%) compared to general behavior problems (81%), quiobdéms
(77%), and age-specific injury risk prevention (85%) at p-value<0.05. However, the
was not a significant difference between the proportion of providers who frequently
discussed achieving/maintaining a healthy weight (81%) than general behabienms
(p=0.16), school problems (p=0.24), or age-specific injury risk prevention (p=0.35).

Female providers were more likely to report higher levels of selfaeffitor
increasing fruit and vegetable consumption (odds ratio [OR]=2.2; 95% confidence
interval [Cl]=1.0, 4.9), decreasing sugar sweetened beverage consumption (OR=2.2; 95%
Cl=1.1, 4.4), decreasing “junk food” intake (OR=3.0; 95% CI=1.1, 7.9) healthy eating
(OR=2.1; 95% CI=1.0, 4.5); reducing screen time (OR=2.5; 95% CI=1.0, 6.1), and

physical activity (OR=1.1; 95% CI=7.9). Female providers were also hkefg to
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believe that their counseling efforts were effective for increasingdnai vegetable
consumption (OR=2.7; 95% CI=1.6, 4.6), decreasing sugar sweetened beverage
consumption (OR=2.2; 95% Cl=: 1.1, 4.3), and increasing outdoor activity (OR=2.1;
95% CI: 1.0-4.3). Females were also more likely to counsel frequently aladtinyhe
eating (OR=3.2; 95% CI=1.5, 6.7), physical activity (OR=2.5; 95% CI=1.2, 5.2), and
overall obesity specific counseling (OR=2.3; 95% CI=1.1, 4.8). Providers’ years in
practice, perceived weight status, and whether they were a physician sea nur
practitioner/physician assistant were not associated with reportesffeedfzy, outcome
expectations, or counseling frequency for obesity prevention.

Provider self-efficacy for increasing outdoor activity (OR=3.5; 95%1CQI=
10.9), physical activity (OR=4.0; 95% CI=1.8, 9.1), and counseling about obesity specific
topics (OR=2.1; 95% CI=1.0, 4.3) were more likely to counsel about healthy eating,
physical activity, and obesity prevention, respectively (Table 5.3). dawmiself-
efficacy for physical activity (OR=2.9; 95% CI=1.3, 6.1) remained signifiafiat
controlling for their outcome expectations and gender. Providers who expectedschange
(higher outcome expectations) from their counseling efforts for healtimgd&R=3.2;
95% CI=1.7, 6.5), physical activity (OR=3.2; 95% CI=1.6, 6.5), and obesity prevention
(OR=3.4; 95% CI=1.8, 6.4) were more likely to counsel about obesity prevention.
Providers’ outcome expectations remained significant for healthy e@iRg3.1; 95%
Cl=1.5, 6.3), physical activity (OR=2.6; 1.4, 4.8), and obesity prevention (OR=3.0; 95%
ClI=1.6, 5.7) after controlling for their self-efficacy and gender.

The practice level assessment tool characterized practice level siopport

addressing childhood obesity. Only 3 out of the 23 practices reported having an
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electronic medical record (EMR) system that calculated BMI. T&enity of the

practices reported that BMI was plotted by someone other than the providerai@3%o)
that they are currently using resources to promote obesity prevention (74%). The
association of these practice characteristics was tested with proViekffisacy,

outcome expectations, and counseling frequency. Only having practice ressasce
significantly associated with counseling about achieving/maintaininglthiieveight
(OR=1.9, 95% CI 1.0, 3.5), provider’s self-efficacy for counseling about incgeisin

and vegetable consumption (OR=1.8; 95% CI=1.1, 2.9), decreasing “junk food”
consumption (OR=1.8, 95% CI=1.1 2.9), and increasing outdoor activity (OR=1.8; 95%
Cl=1.1, 2.9). The association between the other practice characterigtse)qe of an
EMR and having someone other than the provider plot the BMI, were not significantly
associated with providers reported self-efficacy, outcome expectations sty obe

counseling frequency.

Discussion

This study has 3 key findings: (1) providers are confident and expect changes
from their counseling efforts; (2) female providers are more likely to régginer levels
of self-efficacy, outcome expectations, and frequently counseling about olg&sity
provider attitudes and beliefs are associated with reported counseling freqiéi
finding correlates with the social cognitive theory, suggesting thatthal sognitive
theory may be a useful framework to describe provider behavior regarding obesity

prevention and treatment.
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Contrary to previous studiég,many providers in our sample expressed
confidence in their ability to counsel families about obesity. Encouragwvglyound
that providers in this study reported that they felt that counseling about oledestiey r
topics would result in actual change in that behavior, such as switching to loweikfa
which also contrasted with previous repdrt8.These discrepancies may highlight the
conceptual difference between “prevention” (addressing key obesigenicdrshawvid
“treatment,” with the latter being more difficditin addition, providers may have started
to counsel about life-style changes, and as a result their comfort level attveids
discussing obesity related topics. Furthermore, the increased availabiigyning
opportunities and increased awareness about childhood obesity may have all impacted
this shift in provider attitudes and beliefs.

We found that providers’ gender was associated with their reported sedfegffi
outcome expectations, and counseling frequency for obesity. Rattay andussdledsp
found that female providers are more likely to counsel about olféskithough the
reason for the gender difference is unclear, it is possible that femaleqyeoaié more
interested in counseling about obesity because they feel it is more retettait tole as
a provider. Thus, further exploration regarding the gender difference may be adrrant

Our findings confirmed our hypothesis that providers’ attitudes and bafeefs
associated with the frequency of obesity related counseling. There was arstrong
relationship for providers’ outcome expectations with counseling about obesitficspeci
topics and providers’ self-efficacy for counseling about obesigenic behaviors, thugges
that outcome expectations is more predictive of provider counseling behavior. Howeve

our results must be interpreted with caution, given that this was an explaatdygis.
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Although we cannot be positive that provider behavior will impact patient behavior, the
finding by Kant et al. gives some hope that provider counseling may impact patient
behavior:®

This study has several limitations that need to be considered. We recognize tha
the study sample was made up of providers in practices that agreed to particgate i
childhood obesity intervention trial, who may have been more motivated than providers
in non-participating practices. The timing of the survey administration, batthe first
and second training, may have influenced providers’ responses. During the firsgtraini
session, all practice staff learned about the study intervention tools aedizadthow
they were going to implement the intervention. Only providers attended the second
practice training, and it covered the assessment and management of childhagd obesi
The first training may have increased providers awareness of their oiudestibeliefs,
and counseling behaviors for obesity, which may have influenced their responses. Both
the timing of the survey as well as being in a practice involved in an obesiteimtien
study may reflect a very motivated set of providers, explaining why we dithddow
levels of self-efficacy for the prevention and management of childhood ob&sity.
Although there was a high level of internal reliability for the provider sumnweymust
rely on face validity based upon its use in studies by Perrir&t 8 We cannot be
confident that all model assumptions were met due to small cell sizes for Spoese
categories; thus our findings are exploratory in nature.

Nevertheless, our study adds to the literature on provider attitudes, beliefs, and
counseling behavior regarding obesity prevention and treatment in severalmigysto

our knowledge, this is the first study to report provider outcome expectations ddicspe
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obesity related behaviors. Secondly we have shown that females are mgri® Irkeplort
higher levels of self-efficacy, outcome expectations, and counseling frggioenc
obesity. We found that providers in practices with resources for healthy aating
physical activity were more likely to report higher self-efficangl aounseling about
achieving/maintaining a healthy weight. Lastly, we have demoedtthat providers'
attitudes and beliefs are associated with reported obesity counselinghfreque

Primary care providers have the opportunity and responsibility to participate in
the prevention and management of childhood obesity. Although primary care providers
may not be able to manage obese children and adolescents sufficiently withbabalddi
support and referral resources as concluded by the United States PrevemicesS
Task Force (USPSTF) recommendatidtisey have an important role in prevention and
early identification. Providers are in a position to assess healthy aatinghysical
activity patterns in all children and adolescents, regardless of weight gtadoder to

promote the achievement or maintenance of a healthy weight.

Conclusion

Our findings have several implications for studies to implement the guideihes
forth by the Expert Review Committee and the most recent USPSTF guidélifést,
strategies to enhance providers’ outcome expectations in addition to selég8hould
be incorporated, such as those suggested by Perrin et al. for self-effidacprding to
the social cognitive theory, if providers’ self-efficacy is increaseakigers will have
more positive outcome expectations, which will in turn lead to increased counseling

about obesity® The second is that our finding that there was a gender difference
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regarding provider attitudes, beliefs, and counseling behavior warrants firitig.
Lastly, studies may need to help providers’ utilize resources effectiveliyefdthy eating
and physical activity to enhance their self-efficacy and increase coungeljugncy

about obesity.
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Table 5.1 Characteristics of the study sample (N=123).

Frequency
n (%)
Gender
Female 84 (68.3)
Provider type
Provider (MD/DO) 91 (74.0)
NP/PA 32 (26.0)
Perceived weight status
Underweight 1(0.8)
Healthy weight 87 (70.7)
Overweight 35 (28.46)
Received additional training in obesity 53 (43.1)
Received additional training in motivational interviewing 40 (32.5)
Number of patients seen per half day
< 10 patients per half day 33 (26.8)
11 — 19 patients per half day 66 (53.7)
> 20 patients per half day 22 (17.9)

Notes. Abbreviations. MD=medical doctor, DO=doctor of osteopathic nmeglici
NP=nurse practitioner, PA=physician assistant.
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Table 5.2 Providers’ reported self-efficacy, outcome expectatiods;@unseling frequency

Response Categories

n (%)
Self-Efficacy* 1 2 3 4
Discuss children’s weight status with 1(0.8) 9 (7.3) 67 (54.5) 46 (37.4)
parents
Increasing fruit and vegetable consumption 2 (1.6) 17 (13.8) 58 (47.1) 46 (37.4)
Decreasing sweetened beverage 1(0.8) 7 (5.7) 60 (48.8) 55 (44.7)
consumption
Decreasing juice consumption 1(0.8) 9 (7.3) 56 (45.5) 57 (46.3)
Switching to lower fat milk 0 (0.0) 9 (7.3) 57 (46.3) 57 (46.3)
Decreasing “junk food” consumption 2 (1.6) 11(8.9) 64 (52.0) 46(37.4)
Decreasing general behavior problems 1(0.8) 32(26.0) 72(58.5) 18(14.6)
Reducing screen time (n=121) 3(2.5) 23 (19.0) 58 (47.9) 37 (30.6)
Increasing outdoor activity 2 (1.6) 14 (11.4) 68 (55.3) 39(31.7)
Decreasing age-specific injury risk 1(0.8) 19 (15.4) 79 (64.2) 24(19.5)
Outcome Expectations*
Discuss children’s weight status with 6 (4.9) 32 (26.0) 80 (65.0) 5 (4.0)
parents
Increasing fruit and vegetable consumption 3 (2.4) 32 (26.0) 82 (66.7) 6 (4.9)
Decreasing sweetened beverage 4(3.2) 19 (15.4) 81(65.8) 19 (15.4)
consumption
Decreasing juice consumption 3(2.4) 22 (179) 82(66.7) 16(13.0)
Switching to lower fat milk 3(2.4) 14 (11.4) 83(67.5) 23(18.7)
Decreasing “junk food” consumption 7 (5.7) 31(25.2) 79 (64.2) 6 (4.9)
Decreasing general behavior problems 4 (3.2) 36(29.3) 79(64.2) 4 (3.2)
Reducing screen time (n=122) 10(8.2) 32(26.2) 73(59.8) 7 (5.7)
Increasing outdoor activity 6 (4.9) 38 (30.9) 70 (56.9) 9 (7.3)
Counseling Frequency*
Healthy eating 0 (0.0) 6 (4.9) 50 (40.6) 67 (54.5)
Physical activity 0 (0.0) 10(8.1) 61(49.6) 52 (42.3)
Achieving/maintaining a healthy weight 0 (0.0) 23 (18.7) 60 (48.8) 40 (32.5)
General behavior problems 0 (0.0) 29 (23.6) 57 (46.3) 37 (30.1)
Preschool/school problems 1(0.81) 27(21.9) 56 (45.5) 39 (31.7)
Age-specific injury risk prevention 0 (0.0) 19 (15.4) 52 (42.3) 52 (42.3)

Reported frequencies and proportions/percentages

*Response categories for self-efficacy are 1=not at all confidentinkmaily confident,
3=confident, 4=very confident; outcome expectations are 1=strongly disdgsmmewhat
disagree, 3=somewhat agree, 4=strongly agree; and counseling frequeheparer, 2=some of
the time, 3=most of the time, 4=all of the time
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Table 5.3 Relationship of provider attitudes and beliefs with repatbesity related counseling frequency

Model 1 (SE) Model 2 (OE) Model 3 (SE&OE)
Healthy Eating CF OR (95% Cl)  AOR (95% CI) OR (95% Cl) AOR (95% CI) OR (95% CI) AOR(95% CI)
Increasing fruit and 1.5(0.5,4.4) 1.3(0.4, 3.6) 3.31.7,6.5 29(1.4,5.7) 1.1 (0.4, 3.0) 1.0(0.4,2.7)
vegetable consumption 3.3(1.6,6.4) 29(1.4,5.7)
Decreasing sweetened 1.7 (0.5, 6.1) 1.1 (0.4, 3.6) 2.5(1.0,6.2) 2.7 (0.9, 8.0) 1.2 (0.3,4.9) 0.9(0.2,3.1)
beverage consumption 3.1(1.1,9.0) 2.8(1.0,7.6)
Decreasing juice 1.6 (0.5, 4.4) 1.2 (0.4, 3.4) 2.5(1.0,6.2) 2.3(1.0,5.7) 1.1 (0.4, 3.2) 0.9 (0.3, 2.4)
Consumption 24(1.0,6.1) 1.0 (1.0,5.8)
Switching to lower fat 2.0 (0.7,5.9) 1.5(0.5,4.5) 1.4 (0.5, 4.0) 1.5(0.5, 4.5) 1.8 (0.6, 5.4) 1.3 (0.4, 4.0)
Milk 1.2 (0.4, 3.5) 1.4 (0.5, 4.3)
Decreasing “junk food” 1.7 (0.5,5.4) 1.1(0.4,3.1) 2.6 (1.3,5.1) 2.€(1.3,5. 1.3(0.4,4.2) 0.8 (0.2,2.3)
Consumption 2.5(1.2,5.0) 2.7 (1.3,5.6)
Overall nutrition 1.4 (0.6, 3.4) 1.5(0.9, 2.5) 3.2(1.7,6.3) 3.1(1.6,6.1) 1.1 (0.4, 2.9) 1.0 (0.4, 2.3)
3.2(1.6,6.4) 3.1(1.5, 6.3)
Physical Activity CF
Reducing screen time 1.7 (0.7, 4.0) 1.1 (0.5, 2.3) 2.8 (1.3, 6.0) 2.6 (1.3,5.3) 1.3(0.4,3.5) 0.9(0.4,2.2)
24(1.0,6.1) 2.3(1.0,4.1)
Increasing outdoor 3.5(1.1, 10.9) 1.6(0.4,6.% 2.5(1.3,5.1) 2.3(1.2,4.6) 2.7(0.9,7.8) 22(0.8,7.)
Activity 21(1.1,4.3) 2.1(1.1,4.0)
Overall physical activity 4.0(1.8,9.1) 4.0(1.8,9.1) 3.2 (1.6, 6.5) 3.0(1.5,5.8) 3.2(1.4,7.4) 29(1.3,6.1)
2.6(1.3,5.2) 2.6(1.4,4.8)
Achieving/Maintaining a Healthy Weight CF
Discuss children’s weight 2.1 (0.3, 14.7) 1.9(0.2,15.00 15(0.7,32 1.5(0.7,3.2) 1.8(00.2,14.4) 1.7 (0.2,15.0)
status with parents 1.4 (0.7, 3.1) 1.4 (0.6, 3.0)
Obesity Prevention CF
Prevention 2.1(1.0,4.3) 1.9(1.0, 3.7) 3.4(1.8,6.4) 3.3(1.7,6.0) 1.4 (0.7, 3.0) 1.3(0.7,2.5)
Counseling 3.1(1.6,6.1) 3.0(1.6,5.7)

Notes. Abbreviations. CF=counseling frequency OR=0dds ratio, AOR=atljptis ratio (95% confidence interval), controlling for gender.

The dependent variables are the bolded text. The statistigailfiant associations are in bold. Model 1 models self-efficacy éth t
dependent variables. Model 2 models the relationship of outcome expeaotatiotiee dependent variables. Model 3 models the
relationship of both self-efficacy and outcome expectations. The ORs andak@®@Rported for self-efficacy and then outcome

expectations.



CHAPTER VI

FATHERS’ EXPERIENCES AND PERCEPTIONS WITH THEIR CHILDRE®'

DOCTORS ABOUT OBESITY

Abstract

Objectives We explored African American, Caucasian, and Latino fathers’ perceptions
and experiences communicating with their children’s doctor during clinks vesyarding
weight, diet, and physical activity.

Methods Four focus groups, grouped by race/ethnicity, including a total of 24 fathers
were conducted. The men were asked open-ended questions, responses were recorded
and transcribed, and ATLAS.ti software was used for analysis.

ResultsFindings revealed the following common themes. Fathers reported involvement
in health decisions and found doctors a helpful partner to keep their children hgatithy
they generally felt “left out” during clinic appointments. The qualityhef telationship

with their children’s doctor influenced how receptive fathers were to discussing
children’s weight, diet, and physical activity behaviors. Fathers made soggds help
improve communication between doctors and fathers, such as personalizing the
discussion.

Conclusion:Doctorsand other health professionals may benefit from recognizing that
fathers want to have a role and feel they could contribute to preventing childhoog obesit

but often feel left out.



Introduction

Childhood obesity is a serious issue for parents and doctors in the United States.
The prevalence of overweight or obese children is 21% among two to five year olds and
35% among six to eleven year ofd®octors, who care for children, regularly diagnose
hyperlipidemia, hypertension, and type 2 diabetes as well as other co-tesbidi
associated with obesify?*?® Both parents and doctors have a role in preventing
childhood obesity as well as its future consequences. Particularly at youeger ag
parents influence children’s eatiig®and physical activity behaviof8. Parents look to
doctors to help them keep their children healthy. Previous studies have found that
doctors and parents reported negative perceptions and experiences when discussing
weight, diet, and physical activity behaviors in clinical setthg%:°***®*Among the
barriers doctors often cite include parents’ lack of motivation to make chanddsars
they will offend parents of children by raising the issue of ob&4it§®* Studies have
shown that parents often did not view their children as overweight or &&seich
may make this discussion more difficult. Meanwhile parents have said thd¢lthtbey
were being criticized or blamed for their children’s weight issues biocs

Although fathers’ presence in the household is likely to have an influence on a
child’s development, much of the literature has been limited to mothers’ pérspect
regarding their experiences with doctors about ob&stfy*®°° Stewart et al. found that
many of the female participants reported that fathers or other extemdigdrfeembers
served as barriers for making healthy chari&arfield and colleagues examined

fathers’ experiences at well child visits and found that they reported egjayd playing
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an active role in their children’s health c&teBut, the study examined fathers’
perspectives generally on healthcare, and it did not address the specific @hekcom
interactions regarding their children’s weight, diet, and physical acbethaviors. It is
reasonable to hypothesize that fathers influence their children’s diet andgblagsivity.
Thus, this purpose of this study was to explore African American, Caucasian, enxd Lat
fathers’ experiences and perceptions of their interactions with thedrexg health care
provider. A more detailed analysis of the Latino participants was previesiyted,
which did not include the findings from the African American and Caucasian father

participants:’’

Methods
Procedure

Participants were recruited by posting flyers throughout the community and
through personal contacts. Interested participants underwent phone screensugeo e
that they met the eligibility criteria: (1) they were a male paoewtregiver and (2) they
had at least one child who was 12 years old or younger. The parent’s or childis weig
statuses were not an inclusion or exclusion criteria. From March to April 200@drai
focus group facilitators conducted four focus groups, separated by raciglfeentity,
with 24 fathers living near the central region of North Carolina. Focus groued las
approximately 90-minutes and took place at the university research centeioand tw
community centers. All focus groups were conducted following the same girotoc
However, Latino focus groups were conducted in Spanish. Participants were fully

consented at the start of the discussions, and all focus group discussions were recorded
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with their permission. All participants received free childcare and $20 fortitimeir

This study was approved by the University of North Carolina InstitutionaeReBoard.

Data analysis

All focus group discussions in English were transcribed verbatim and checked for
completeness by the research team. The Latino focus group discussion wabchirsc
Spanish, and then back-translated by professional staff. The researchers developed a
codebook which incorporated the main topics covered in the discussion guide as well as
emergent themes from the focus group notes and an initial reading of theiptan$ct™
Two independent researchers then proceeded to code for content #idfsisd met to
reconcile any discrepancies. Additional themes were added as neededdatal\aéire
analyzed using ATLAS.ti, qualitative softwar@. Coded texts were grouped under each
theme and displayed in a network to visualize the density of each theme and seib-them

This enabled the researchers to better understand the nuances of the data.

Instruments

The discussion guide was developed from a review of the literature and from
expert opinion, consisting of individuals with extensive experience working with low-
income and ethnic minority populations in public health and clinical settings to ensure
that the questions were culturally relevant. There were 18 open-ended questions wi
probes covering fathers’ parenting experiences and perceptions of tluséligt with
their children’s doctor. Following the focus group discussions, participantsdiliea

brief multiple choice survey which covered four areas: (1) demographiahil@en’s
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diet and physical activity; (3) perceptions of their children’s weight; andadhfort level
with their children’s doctor. The survey was administered after the focus groups

allowing latecomers to fully participate in the discussion.

Results
Participants

The 24 fathers self-identified as African American (33%), Caucasian (17%), or
Latino (50%). All of the Caucasian participants graduated from collegehwliffered
from the African American (37%) and Latino (0%) fathers (Table 6.1). Oagee
(meant standard deviation), the fathers hadt3249 children between the ages of one
month to 12 years (493.7 years). The majority (87%) of fathers felt that childhood
obesity was an important issue (Table 6.2). In the sample, 80% believdtethat t
children were currently at a normal weight; however, 58% had some concerns alvout thei
children’s weight. Most of the fathers (83%), reported that their doctors had not
expressed concern about their children’s weight. However, participants repotted tha
they would feel comfortable talking to doctors or nurses about their children’h healt

(100%), weight (100%), and dietary habits (92%).

Fathers level of involvement in making decisions about their children’s health

Fathers reported that they were involved in making decisions about their
children’s health either jointly with the mother or alone. The reasons for their
involvement varied. Some fathers reported that they were responsible fogmaki

decisions involving family finances. For example, they would make the deeusiether
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it was necessary to take the child to the doctor. Others reported that they wate sta
home fathers or worked from home; thus, they were with the children more often than the
mothers. However, fathers emphasized that sole-decision making only occuered wh
was absolutely necessary, one parent is unavailable or it is an emergency.

In addition to making and participating in decisions, the majority of the father
reported attending health visits either with the mother or alone. At thaklke Yisits,
they noted that it was rare to see other men, which they believed was norma&. Thes
fathers said they wanted to be involved because they loved their children ahehfelt t
had a responsibility to ensure their children’s health. For some, their personal
experiences with their own fathers made a strong impact in their decisions twebe m
involved. According to one fathét, promised myself that I'm not going to be like my
daddy.” While another father stated that he attended because he wanted to heaeall of th
information, which is illustrated by the following quotefeel like my wife is going to

tell me only half the story.”

Health information sources for diet and physical activity

Although participants reported various sources of health information, doctors
were the common source among the three racial/ethnic groupings. Fapressed that
doctors were their “first choice” when seeking help to keep their childrerhiadmit diet
or physical activity were not frequently discussed during health visits. Thysiéveed
discussing these topics, such as diet, as not a ntdowbr thing,” highlighted by the

following quote:
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“You would think that the best approach would be to kind of get some ideas from
your doctor, but | can’t think of too many times when I've discussed diet um, with

my children’s doctor.”

Other fathers shared that they discussed their children’s weight and dietively were
concerned about their children not gaining enough weight with the doctor. For the most
part, fathers felt they were more likely to seek advice from doctors ifwkesy

“concerned” because doctors are there to “fix problems.”

Both Caucasian and African American participants reported that theyritgque
seek help from family and friends. For example, they would ask friends foeatithey
knew their children ate healthy foods: “[I would ask] friends | do know who have kids
who do eat well.” African American and Latino fathers reported that #iey f
nutritionists would be a good source of health information. Although African American
fathers mentioned nutritionists, they did not describe a situation where they hathmet
a nutritionist. In comparison, Latino fathers reported the experience of nuttgionis
playing an active role with their children in their native countries.

There were some differences among the groups regarding sources of health
information. African American fathers were more likely to report rgiyn their own
“‘common sense” because they reported that they know what is healthy for tloeerchi
Caucasian fathers discussed using books as a resource. However, they did not find the
books helpful because they were not specific to their childtiérseems like there are so
many books about the same topic and there are so many types of kids, and they’re not my

kid so it's not going to work.Latino fathers reported that they have tried to seek health
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information for their children at schools. They reported difficulty navigating the

healthcare system due to language barriers and lack of insurance.

Receptivity to doctors’ advice/information

Responses varied when the fathers were asked how they would feel if the doctors
talked to them about their children’s weight, diet, and physical activity. fSdtioen all
groups were more likely to be receptive if there was an established r&fgbiorn
addition, the information had to fit with their concept of what was “healthy,” and dst w

appropriate for their children. This theme is highlighted by the following quote

“I'll pick and choose what | hear. And if my child is not at the stage yet, where

the doctor needs to be talking about it, I'll put it on the back burner.”

They were receptive to receiving advice/information from their chldréoctor.

As one father said;If there’s doctors or professionals giving me some good advice, then
nine times out of ten I'm going to take itThe fathers felt that when it came to their
children’s health, they had to pay more attentf&mowing that it is your child you are
talking about, you have to pay more attention to the diet of your children.”

Although they reported being receptive to discussing most topics with their
children’s doctor, television viewing habits were viewed less favorabltheFsaviewed
television as an educational tool as well as some video/computer games. Abene fa
said,“She wouldn’'t have been as advanced as she is today if she wouldn’t have seen

those videos.”
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The fathers also outlined several barriers to discussing diet and phgtidal.a
If the doctor asked about diet and physical activity, they reported that it wouldtineske

feel “guilty” because they “missed” something. For example,

“It almost makes you sound like a bad parent if they start to talk about something
along those lines. Something about it's a judgment now versus a health issue. And
then I think | might start to be upset. Barriers would go up and | would not be
interested in discussing that with them because | would not perceive them as an

expert.”

Also, discussing these topics was seen as largely irrelevant becaasenbtvhealth-

related,” and they usually had specific reasons for taking their childrae tiottor.

Furthermore, doctors were not viewed as being the “expert” on diet and plagsicay.

Improving health communications

Fathers reported that not only was the content important, the context and tone of
the discussion were essential to facilitate positive interactions. Séilgatighted
several ways they felt doctors could make the interaction more positive. Thesedcl
talking about obesity prevention from the first interaction, personalizing the siiscus
offering ideas on how to change behaviors, following up, and handing out relevant
educational materials. Furthermore, they wanted to be addressed when ey wer

attendance.
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Fathers shared that it would have been helpful if diet, physical gcawid
weight were talked about during the very first visit. That way, fathers coultsgdtto
discussing these topics with their children’s doctor. As one father shidadyould
make us more comfortable and more accustomed to that being a doctor thing.”

In addition, fathers wanted to discuss these topics before there was a health
problem, such as diabetes. That way they could have made changes before it was too

late, as demonstrated by the following quote:

“Let’s have some type of interaction here beforehand, before it gets to the point
where there’s a problem... If all of a sudden there’s a problem, now, why weren’t

we discussing it before it was a problem?”

Not only did fathers want to talk about these issues before there was a problem,
they wanted doctors to personalize the discussion. These men felt that doctors would
learn a lot more if doctors asked questions about their child. Otherwise, thegdeport

that they would be less likely to listen to the doctor. For example,

“You just come in and talk about healthy eating and dieting, and [we] wouldn’t
have heard half of what you said. So asking questions is really the key point as

far as finding out what you really want to know.”

Fathers indicated that it would be helpful if their children’s doctors spent time

discussing how to change a behavior instead of pointing out what they are doing wrong.
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They expressed wanting concrete examples on how to make those changes. Fathers
wanted to knowwhy” it was important to make changes as well as more detail about
how much and what to avoid. They shared wanting the doctor to give a sense of
“urgency” to the matter and emphasize how important it was to have a healthy lifestyle.
In addition, fathers wanted to discuss educational materials, and they wanted beem t
relevant to the topic. For example, they reported frustration thatdbey the doctor
for one thing and get a newsletter for something elSéhéy also wanted the doctors to
follow-up, give feedback on any changes, and to write down information. Not only what
was said was important but establishing respect and trust was essential.

Fathers expressed the sentiment that they did not feel respected sitshe vi
because doctors did not address them directly in conversation. This was espeeially t
when both parents were present at a visit. Therefore, they reported that they would be

less receptive to receiving information from their children’s doctor. Famele,

“l accompany my wife to every appointment that we have with my daughters, and
they [doctors] do not address me. [...] | get kind of offended with that. And my
wife and | have this thing now where she knows how | feel about that. And she’ll
look over at me, and then he’ll look at me and start to ask me a question. And
part of that is that we wouldn’t be receptive to it, it's just that show me some

respect. I've spent two years as a concerned father, so talk to me a little bit.”
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Fathers felt that they were often not addressed because the doctors were used t
seeing the mothers. In addition, they felt that the doctors might have pert¢mired t

attendance at clinical visits negatively.

“When you try to engage as a father, you [the doctor] see him as a controlling
man ... there’s a whole negative stigma that comes along with that. Not that

you're there because you are concerned or interested in the well-being of that
child, but you're controlling or abusive or you're dictating what’s going on with

that life. And they get offended by that.”

Not only did these fathers state they wanted to feel respected, they wanted to be
able to trust their children’s doctor. If trust was not established at thetaetfathers
stated that they would not go back. For example, one father‘¥ad:got one time, and
if | don’t trust you, | ain’t never going to do business with you again. To me, that’s the
most important thing to me with a doctorFPathers shared that doctors could earn their
trust by showing concern for their children. As one father Satdeast act like you
care.” They also discussed how they wanted the doctor to speak in a manner that was
easy to understand. One father sdidon’t come and use these big words. And don’t

try to sound dumb yourself.”

Discussion
This study explored fathers’ attitudes, beliefs, and experiences regarding

communications with their children’s doctors about weight, diet, and physiocatyacti
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Our findings suggested that these fathers are involved in the health decisiog maki
process within families, even if they are not in attendance at the clinic visiese
father participants expressed strong opinions about the doctor-parent relptionshi
specifically desiring open communication regarding their children’s wedgtt and
physical activity. However, weight, diet, and physical activity were oinely
discussed during clinical visits. Some reported that when they attended agodsitm
they felt left out because conversations and counseling were usually dicxeseds the
mother.

As in our study, Garfield et al. found that fathers believe they have antanpor
role in promoting their children’s health.Given these findings, health care providers
may want to reexamine their efforts to engage fathers. This is @msisth a clinical
report issued by the American Academy of Pediatrics’ Committee on Psyiiosoc
Aspects of Child and Family, which encouraged practices to become moex-‘fath
friendly” by actively engaging fathers, thereby, emphasizing the impm&taf doctors
establishing a relationship with fathers as well as mofieTéhey recognized that fathers
are active participants in their children’s health care, which can positnfelgnce
children’s developmerit**!* Of interest was our finding regarding the negotiation of
health care decisions with fathers reporting that they were involved in tiseodec
process, either making joint decisions with their wives or alone. Only in the Gaucas
group did we hear that the mothers were solely responsible for making health care
decisions. This finding is of interest because Stewart et al. found thatgzantssi
predominantly mothers, reported fathers or other extended family membe$ aerve

barriers for making healthy changésTherefore, doctors or other healthcare
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professionals may need to make an extra effort to work with the other adults in the
household to promote healthy lifestyle changes.

Our findings suggest that the content, context, and tone of the discussion
regarding their children’s weight, diet, and physical activity infludribeir receptivity
to the doctor’s advice, similar to other studies with predominantly moth#r&-**2
Fathers in our sample felt that doctors were not “experts” on healthg @atihphysical
activity, indicating that these fathers may not have seen obesity aslizdihessue.

This disconnect between what doctors view as a health risk versus parentshas bee
reported by other studies. For example, Burnet et al. showed that parents defined
“obesity” in terms of functionality, whether a person can easily walk uplz g

stairs'*? Other studies have found that parents value their children’s quality of life over
weight, even among parents seeking help for their obese chifdfe®octors and other
healthcare providers may need to help parents make the connection between their
children’s’ obesity and current and future health risks. However, doctors wayrae
success if they focus on the aspects of self-esteem and quality of lifelfloeic who are
overweight or obesg.

Although our study and others have found that parents are receptive to receiving
information from their children’s doctdf;*® providers do not always counsel families
about weight, diet, and physical activity*®**® These clinic visits could be viewed as
missed opportunities where providers can clarify any misconceptions. Foplexa

some fathers in our group felt that placing a limit on the amount of educational To//vide

would have limited their children’s development.
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Our participants shared several strategies that they felt would help make the
more amenable to discussing their children’s diet, activity, and weightisdisg these
topics from the very first visit, asking questions, offering concrete exaropléow to
make changes, and making recommendations specific to their family helped tazeninim
any judgment. The desire to be listened to and respected was found in other studies that
were conducted with mainly mothéfs:* Also, a study of low-income fathers found that
trust was essential for effective parent-provider diald§uBoth Guerrero et al. and
Ariza et al. found that parents expressed a preference for doctors to telhtheio
make changes and to tailor their advice for their famiity? Thus, the one size fits all
approach may not be suitable when working with families regarding obesitynpogeve
and management.

Findings from our study as well as others demonstrate that the traditional
“anticipatory guidance style,” characterized by doctors counselirmizaregarding
general health behaviors, may not be the best communication strategy whesirdiscus
preventive health behaviol¥, Instead, a more patient-centered approach may be more
effective?*>This approach is characterized by asking questions, assessing parental
readiness, and working with parents to make changes. Using this patienégente
approach may help decrease the feeling of blame and make the discussion seem more
relevant to the individual child; thereby, increasing the likelihood that behaviorehang
may occur.

Although this study provided an in-depth exploration with fathers from diverse
backgrounds regarding their attitudes, beliefs, and experiences withhitaie's

doctor, there were several limitations. The sample size was small bisteohwith
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traditional qualitative studies and purposive samples to obtain rich information rather
than to test hypothes&¥. In addition, this study represented a community sample versus
a clinic sample, which may have allowed the participants to be more open about their
experiences with doctors. The potential for social desirability bias wesnieecause
participants may have wanted to respond in a favorable manner in the focus group
discussions. However, the study protocol took steps to ensure that participants felt
comfortable, and no physicians were present to conduct the focus groups. Our findings
may not be generalizable, since all of the fathers were married or livingartner.
Although their educational backgrounds were diverse, the participants exlpresge

similar sentiments regarding the parent-doctor relationship. We did ndtydassess

these fathers’ attendance at clinical visits; however, our findings suggettdse

fathers are active participants in their children’s health care. Fomthher many of our
findings were supported by previous research regarding parents, consisting gf mainl
mothers, experiences with healthcare providers about their children’s weighandie
physical activity****"* Although this was a small study, we believe it offers an important
exploration of fathers’ experiences regarding their interactions withdhiédren’s

doctor about obesity.

Conclusion

In this qualitative study, fathers discussed their desire for gieatdvement
during clinical visits and offered ideas that doctors could use to help them addrelss obesi
in a sensitive manner. Furthermore, they wanted the discussions to be persamalized t

their children in a caring manner. The clinical encounter can serve aatavgry for
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parents and providers to communicate about how they can address childhood obesity.
This study as well as others of parental perceptions demonstrates how pasehts/en
different definitions of “good care” than healthcare organizations/doctorskelJnli
healthcare organizations/providers, parents do not put as much emphasis on weight and
other health risks associated with obesity. Instead they value psychoso@atesitc

such as self-esteem and overall quality of life and their connection withhdsihcare

provider’*
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Table 6.1. Respondent demographic characteristics (N = 24)

African Caucasian Latino Total
American n (%) n (%) n (%)
n (%)
Sample Size 8 (33) 4 (17) 12 (50) 24 (100)
Marital Status
Married/Living with a Partner 8 (100) 4 (100) 12 (100) 24 (100)
Education
< High School 0 (0) 0 (0) 3 (25) 3(12)
Some High School 0 (0) 0 (0) 3 (25) 3(12)
High School Graduate 1(12) 0 (0) 5 (42) 6 (25)
Some College/Technical
School 4 (50) 0 (0) 1(8) 5(21)
College Graduate 3 (37) 4 (100) 0 (0) 7 (29)
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Table 6.2. Respondent survey on attitudes and beliefs about obesity and experiences with
doctors (N = 24)

African Caucasian Latino Total
American n (%) n (%) n (%)
n (%)
Sample Size 8 (33) 4 (17) 12 (50) 24 (100)
How important is the issue of overweight children to you?
Important 6 (75) 3 (75) 12 (100) 21 (87)
Not important 1(12) 0 (0) 0 (0) 1(4)
Don’t know/Not sure 1(12) 1(25) 0 (0) 2 (8)
How would you describe your child’s weight?
Overweight 1(12) 0 (0) 1(8) 2 (8)
Underweight 1(12) 1(25) 1(8) 3(12)
Normal 6 (75) 3 (75) 10 (84) 19 (79)
Do you have a concern about your child’s weight?
Yes 2 (25) 2 (50) 10 (84) 14 (58)
No 6 (75) 2 (50) 2 (16) 10 (42)
Don’t know/Not sure 0 (0) 0 (0) 0 (0) 0 (0)
Has your doctor or nurse ever said they were concerned about your child’'saweight
Yes 0 (0) 0 (0) 4 (33) 4 (17)
No 2 (100) 4 (100) 8 (67) 20 (83)
How comfortable do you feel talking to your doctor about your child’s health?
Comfortable 2 (100) 4 (100) 12 (100) 24 (100)
Not comfortable 0 (0) 0 (0) 0 (0) 0 (0)
Don’t know/Not sure 0 (0) 0 (0) 0 (0) 0 (0)
How comfortable do you feel talking to your doctor about what your child’s weight
Comfortable 8 (100) 4 (100) 12 (100) 24 (100)
Not comfortable 0 (0) 0 (0) 0 (0) 0 (0)
Don’t know/Not sure 0 (0) 0 (0) 0 (0) 0 (0)
How comfortable do you feel talking to your doctor about what your child eats?
Comfortable 2 (100) 4 (100) 11 (92) 23 (96)
Not comfortable 0 (0) 0 (0) 1(8) 1(4)
Don’t know/Not sure 0 (0) 0 (0) 0 (0) 0 (0)
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CHAPTER VII

SUMMARY AND RECOMMENDATIONS

Summary of Findings

Given that childhood obesity continues to be a significant public health issue,
more information is needed to develop effective interventions in primary care@sact
Primary care providers are in a unique position because they have the potentialdp de
a long term relationship with families, and as a result they can becousteatltsource of
health information. Because of their unique role, primary care providers dre wel
positioned to address the prevention and management of childhood obesity. Furthermore,
there are many barriers to dietitians, weight management programs, anallatie
health professionals such as access, availability, money, and health insokeatage

Multiple factors may influence whether providers engage in obesity prevention
and management. Primary care providers’ ability or desire to addraf# wiitus,
healthy eating, or physical activity could be influenced by the practideo@ment, their
individual attitudes and beliefs, and the communication between a parent and provider.
Thus, we focused on these three aspects in this dissertation to increase ouwsindidgrst
so that interventions could be developed to better address childhood obesity in primary
care practices.

In the first aim, found in chapter four, we tested the inter-rater refiabiid

convergent validity of a clinical environment assessment tool to charached rank



practice level support for obesity counseling. Our results suggested that the tool had
moderate to almost perfect within-practice inter-rater reltsglahd moderate to almost
perfect convergent validity when compared to chart review data and pravete |
observations for BMI documentation and communication. However, the percent
agreement for the clinical environment assessment tool was slightilization of
educational resources and referral to obesity prevention programs. Praatiedsn/
their practice level support score, suggesting that the tool could be used to raockgpract
with differing levels of practice support for obesity counseling. In therskaim, found
in chapter five, data were analyzed from the baseline survey of provitisies and
beliefs participating in a randomized intervention trial. The majority @fiders
reported that they were confident (self-efficacy) in their counselinig skil expected
changes from their efforts (outcome expectations). We found that providers who
reported higher levels of self-efficacy and outcome expectations wereikebyed
counsel about healthy eating, physical activity, and achieving/maintaimieagliy
weight. Our results suggested that female providers were more likelyotd ngher
levels of self-efficacy and outcome expectations. They were also melsetb counsel
about obesity prevention, while no significant associations were found for providers’
years in practice, perceived weight status, and provider type. Providerstingsrghat
were currently using resources for healthy eating and physicatyaetere more likely

to report higher levels of self-efficacy and counseling frequency. Othetiqe
characteristics, such as having an electronic medical record (EMRptbalates and
plots BMI and having someone other than a provider calculate/plot BMI, were not

associated with provider self-efficacy, outcome expectations, or counseljpgncy.
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In the third aim, found in chapter six, we examined fathers’ experiences and
beliefs regarding discussions with providers about their children’s weightadaet
physical activity. We learned that they were open to discussing obédatbdressues
with their children’s provider. These fathers also discussed provider-parent
communication strategies that would increase their receptivity to provatdkmise:
personalizing the discussion, giving concrete examples, and respecting thémeras fa
who care about their children. This study highlighted the importance of focusing on

“how” providers speak to fathers about their children’s weight, diet, and phgstoaty.

Recommendations
Aim 1

To date, much of the assessment, management, and treatment of childhood
obesity research had focused on provider behavior. It is reasonable to hyeadtesi
the clinical practice environment could influence how frequently providers coainset
obesity related topics. A practice level assessment tool was tested datedain eight
pediatric practices to characterize and rank practice level support fesaitdy
childhood obesity using two objective measures. The convergent validity comibering
clinical environment assessment tool to chart review data and practice oloseroati
staff-patient interactions and environment ranged from moderate tot gdantect for
BMI documentation and communication. However, the convergent validity whs slig
for the utilization of practice level resources such as educational ahateferrals to
nutrition counseling, or other community programs when compared to chart reviews.

The practices involved in this study were all participants in a collabordtoug abesity,
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thus we recommend that the environmental assessment tool be tested in prettares t

not involved in an obesity related initiative.

Aim 2

Research examining provider attitudes and beliefs has explored provider self
efficacy but not outcome expectations regarding obesity counseling.efaaite, other
studies have not examined whether practice level support influences provider behavior
Few studies have tried to examine the association of provider’s seliegffmacome
expectations, and practice level support with obesity counseling frequency. We found
that there was a significant association between self-efficacy amthmitexpectations
with reported counseling frequency. We recognize that there are sewiaions to
this study, including that the sample consisted of providers involved in a randomized
obesity intervention trial. Therefore, the results may not be gendilaliwaa wider
population. As with other survey studies, the results are dependent upon self-report.
Providers may have also reported greater levels of self-efficacy andetingns
frequency. The sample size would need to be increased and include providers who are

not involved in an obesity intervention to increase the generalizability of our findings

Aim 3

The focus groups conducted in the third aim added valuable knowledge regarding
provider-parent communication about obesity related topics. Unlike previous studies,
this study focused on the male perspective. The purpose of the focus groups was to

inform the development of a randomized intervention trial in primary care qgegsacti
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Most of our sample was married and majority of the participants were Laniikind

our findings to our participants. Furthermore, there was a distinct educatiodal divi
between the three ethnic groups. Caucasian participants had receivedeaantlieation

or more and Latino parents with high school or less. Future studies could try to have a
more equal distribution among the three groups: African American, Caucasian, and
Latino. We would also recommend that researchers assess whether feghdedahe

clinic visits with their child. Although this was not directly assessed dunmdpcus

groups, from the responses it seemed that the father participants did attendsitai

However, it was unclear whether they normally attended health visits.

Future Research

Childhood obesity continues to be a public health issue affecting many of our
youth, and healthcare providers have a responsibility to address this aigngsue.

The findings from this dissertation may help the development of effectategits to
increase obesity counseling. However, it is likely that more comprehengwemions
will be needed to enable providers to help children and families achieve andimainta
healthy weight.

The results of this dissertation project highlight possible areas toeftésearch
to address childhood obesity in primary care practices dealing with the clini
environment, individual provider attitudes and beliefs, and provider-parent
communication. The clinic environment could potentially help providers address
childhood obesity, and the clinical environmental assessment tool tested andd/atidate

chapter four could be used to characterize and rank practice level support ftyr @besi
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part of an intervention at multiple time points. Given that childhood obesity has some
negative impact on the healthcare system, healthcare organizations may akso have
interest in using the clinical environment assessment tool to assess BMIeshbatiom

and communication in a quality improvement project designed to improve the quality of
care for childhood obesity. The tool may encourage practice personnel to think about
their policies and procedures and make any changes to increase the likelihood that a
child’s BMI will be documented and communicated. Furthermore, researchers o®uld us
this clinical environment assessment tool to help practices make shartge practice
environment and explore the impact these changes may have on provider behavior.

In chapter five, we found that providers in practices with practice levalineeso
for healthy eating and physical activity were more likely to repgttérilevels of self-
efficacy and report counseling more frequently about achieving/maimgea healthy
weight. This was an important finding because it provides support for the beli¢fehat t
practice environment can potentially enhance providers’ ability to adolbbesgy
prevention and management. Although interventions should target provider behavior, it
is also essential to help practices determine how they will incorporatecinten
activities into their daily routine.

Another commonly held belief is that providers’ attitudes and beliefs influenced
their counseling behavior, which is supported by the findings presented in chapter five
To our knowledge, this is the first study to examine the relationship between providers
self-efficacy and outcome expectations regarding specific obesitgddiahaviors and
counseling frequency. Although a high proportion of providers reported they were either

“confident” or “very confident” in their ability to effectively counsel fdies about
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healthy eating, physical activity, and achieving/maintaining a heaiéight, less than
50% of the providers were “very confident.” We found higher levels of self-efficac
among providers than previously reported; however, it is possible that providers’ sel
efficacy regarding obesity counseling has improved over time given tteassd

attention from professional organizations such as the American Academy dfiPgdia
and increased training opportunities. A longitudinal study of providers may bentearra
to determine if increased attention to childhood obesity and training opportunities are
associated with increased self-efficacy.

Also, providers’ self-efficacy and outcome expectations were not global
constructs. More providers reported that they were “very confident” in théty abi
effectively counsel about juice, low-fat milk, and sugar-sweetened beveragengiios
than decreasing screen time and increasing outdoor activity. Although leg9%aof
providers said that they “strongly agreed” that their counseling could dlamiges, there
were fewer providers who believed that their counseling could impact childverght
status, fruit and vegetable consumption, “junk” food consumption, screen time, and
outdoor activity. These findings suggest that interventions may want to first asses
providers’ self-efficacy and outcome expectations for these various topics artditbe
intervention materials and activities to target specific topics.

In chapter five, we also found gender differences regarding providetstatj
beliefs, and reported counseling behaviors. Compared to male providers, female
providers were more likely to report higher levels of self-efficacy, outcexpectations,
and counseling frequency. This finding needs to be replicated in other survey studies

provider behavior with providers who are not in pediatric practices and not pairtigipat
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in an intervention study. A qualitative study may help us understand why male psovider
may report lower levels of self-efficacy, outcome expectations, and cowgnsel
frequency. As stated previously, majority of providers did not report the higlvetd bf
self-efficacy or outcome expectations. Thus, studies should still continue to use
strategies that will enhance providers’ self-efficacy and outcome ttioes, such as
increasing their knowledge about the benefits about obesity counselingiaimd) tira
patient-centered counseling skills. Efforts to increase providers’ counskbog@esity
related topics is still warranted since only slightly more than 50% ofgems/reported
that they counsel about healthy eating “all of the time” and less than 50%vadeys
report that they counseled “all of the time” about physical activity and
achieving/maintaining a healthy weight.

The quality of provider-parent communication can impact parents’ recetvity
providers’ advice about their child’s weight, diet, and physical activity. Iptehaix,
we found that fathers were receptive if the advice was presented in a respacifigr
and tailored for their child and lifestyle. Previous studies that included masthers,
also wanted the advice to be specific for their child. They also wanted thdetieir
concerns were taken seriously without any blame for children’s weigigsis©Our study
demonstrated that fathers want providers to tell them “how” to make changes, which ha
been found in studies with predominantly mothers/female caregivers. The fatbers
study talked about how they wanted to do what was best for their child, but they did not
specifically mention that they wanted their children to be “happy.” While quevi
studies that had mostly mothers found that they wanted their children to be “happy” and

were willing to indulge their children in less healthful eating and actiahaliors.

102



Therefore, it may be that providers need to discuss addressing childhood obesity
prevention and management differently for mothers and fathers. For examiersmot
may value their children’s psychosocial well-being, while fathers miaye \@ysical
health and fitness.

Our study only focused on fathers’ perceptions and experiences. We were not
able to assess whether they got the message when providers counseled dbgut hea
eating and physical activity. Currently, no studies have examined whethetspgetthe
message if providers counsel about obesity related topics. More researdes toee
compare what providers think they say and what parents think they heard in a given visit
where healthy eating, physical activity, and weight are discussedpdssible that
providers and parents view the discussion very differently from each other and what wa
actually discussed at the visit. Given that “how” providers communicate to p&rents
important, interventions may want to include training on patient-centered counseling
Improved communication between providers and parents may result in better outcomes
such as healthy eating, increased physical activity, and weight. In syntheafindings
from this dissertation provide useful information for the development of future
interventions at multiple levels: practice environment, individual provider atsitaioe

beliefs, and provider-parent communication.
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KESMM On-Site Clinic Assessment (KOSCA)

KESMM On-Site Clinical Assessment Tool

Kids Eating Smart and Moving More

APPENDIX A:

NOTE: This form is to be completed on-site by study staff during the initial clinic visits
or via phone with knowledgeable practice staff. Answers can be based on asking staff

in addition to observation.

ate: || /IO O 0]

I. Clinic Personnel

1. How many personnel does the clinic employ?

#FT #PT # Bilingual Notes
(English/Spanish)
1a. MDs
1b. PAs, NPs
1c. RNs, LPNs

1d. Front Desk Staff

1e. Medical
Assistants

1f. Dieticians
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1g. Social Workers

1h. Interpreters

1i. Other:

1j. Other:

1. Clinic Procedures/Operations

5. Who performs height and weight measurements?

[] Nursing staff [list names if possible]:

|| Medical assistants [list names if possible]:

| Other:

6. What protocol for measuring height and weight is followed, if any?
| Shoes off

|| Coats/outerwear off
| Other:

7. How often are height and weight measured?
[] Every well child check
[] Every visit
L] Other:

8. For children 3 years and older, check if the following are currently charted on a
growth curve:

[] Height-for-age
[] Weight-for-age
[] BMI-for-age

] Other:
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9. Is BMI calculated? "] Yes I No> Skip to Q. 10

9a. If yes, how often is BMI being calculated?
L] At every visit
"] At well child checks only
L] Other:

9b. When is BMI typically calculated?
[] Upon check-in
Ll n patient’s room
L] At nurses’ station
] Other:

9c. What tools are used to calculate BMI?
] calculator
[ ] Hand wheel
| PDA
|| Webtool
"] EMR system
] other:

9d. Is BMI being plotted on a growth curve? ] Yes

9e. If yes, who is performing this?
| Provider
L] staff [list names if possible]:

] No

| other:

9f. Where are BMI measurements stored?
| Front of chart

] In growth chart section of chart
[] Electronically
| Other:
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9g. Is BMI reported to parents at each visit? ] Yes ] No> Skip to Q.
10

9h. If yes, how is it reported?
[] Verbally by provider
[] Visually by provider
| Written on practice handout
" | Charted on practice resource that is shared with patient
| other:

10. Are resources currently being used in the practice regarding healthy
eating/exercise?

] Yes | No > Skip to Q. 11

10a. If yes, what is being used?
| Handouts/information pamphlets
|| Referrals to nutritional counseling
| ] Referrals to community resources (i.e. YMCA)
[ ] Educational CDs
| other:

11. General comments on clinic environment regarding healthy eating/exercise:

(i.e. Healthly eating messages, prizes given to children, candy at front desk/check-out
desk, etc.)
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APPENDIX B:

Chart Review Tool

G-Roc CHART REVIEW TOOL

WELL CHILD CARE VISIT (AGES 2-18 YEARS)

DEMOGRAPHIC INFORMATION

WEIGHT STATUS

1.Birth date (MM/DD/YYYY) |5Height:

_____ Cm
_ _ Inches
2.Visit Date (MM/DD/YYYY) 6 Weight
- Kg
3.Gender _ IB @ Oz
O Male O Female 7. BMI recorded
4 Blood Pressure BME_ %
BML 0 0%
d  Not done

8 Was BMI plotted?
3 Yes d No

HEATTHY LIFESTYLES

9.Was the healthy lifestyle 11.Did provider counsel on nutrition
survey completed? and physical activity?

QO ves O No Nutrition QPhysical Activity
d Both O Neither

10.What messages were documented?

12 Was parental concern of child’s weight
status documented?

O Yes O No
13 Was weight classification decumented
for this visit?

O Yes 0O No

If yes, which classification?

Underweight ................... |

(<3®%ile for age/gender)
Healthy Weight ... a

(3%-84% %ile for age/gender)

Ovetwelthbl . ..o v ensd |

SApER T e
(857-947 %ile for age/gender)

(93907 %ile for age/gender)
Morbidly Obese.........._.._. a

(93™-99" %ile for age/g ender)

14 Was weight status discussed
with the family?
d  Yes d No

O Will be discussed at follow up
visit

Discussed Achieved 15. Were any of the following
: documented?
| a 5 fruits and vegetables a day
O Recommended lab work ordered
d d 2 hours of screen fime or less L
O Referral to specidist
| | 1 hour of moderate/vigorous activity a day :
0O Referral to community resource
a a 0 servings of soda/other sugar sweetened drinks D Weishimasascownt plan
= = Other 0O Weight related follow up visit/call
Practice [D:
CASEID /45
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APPENDIX C

INFORMATIONAL FLYER
D @

Healthy Kids ROC!
e A Healthy Heen

Learn More About: KOSCA G-ROC

What is KOSCA G-ROC?

KOSCA G-ROC is a research study. The purpose of the research study is to further
test and validate a clinic environmental scan and use it to characterize practice level
procedures and resources regarding obesity screening, healthy eating and physical

activity in western New York.

Who can take part in KOSCA G-ROC?

This study is for practices that are currently participating or will participate in the Greater
Rochester Obesity Collaborative.

What happens if our practice decides to participate?

This study will last up to 6 months. During this time, your practice will be asked to allow
a research staff to administer the KOSCA and review patient charts. If selected
randomly, your practice flow may be observed.

What will my practice get out of participating in this study?

You or your practice will not directly benefit from participating in this research study.
You will be part of a study that is designed to help improve practice level support for the
prevention and treatment of childhood obesity. In doing so, your practice may be able
to identify points in the practice flow where changes can be made to better serve your
patients.

Who do | contact if | want more information?
If you would like more information, please contact Lisa Lowenstein, MPH, RD, KOSCA
G-ROC Principal Investigator at lisa_lowenstein@urme.rochester.edu or (919-357-1587)
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APPENDIX D
LETTER OF SUPPORT SAMPLE

Stephen Cook, MD

Assistant Professor of Pediatrics
Golisano Children’s Hospital at Strong
University of Rochester Medical Center
601 Elmwood Ave, Box 777

Rochester, NY 14642-3917

Dear Steve,

On behalf of I am happy to
write a letter of support for the University of Rochester’s proposal regarding the Greater
Rochester Clinical Initiative for Childhood Obesity Prevention project to address the provider’s
role in preventing, screening, and treating childhood obesity. Prevention and treatment of
obesity in children and youth is one of the top priorities for our practice. The activities you
propose reflect similar priorities that we share at our practice and hope to address this problem in
the Rochester community.

As a member of the learning collaborative will
be happy to send staff members to attend quarterly learning sessions focused on improving
clinical assessment skills in identifying and managing ...

I look forward to working closely with you and your colleagues on this initiative.

Sincerely,

110



APPENDIX E

VERBAL CONSENT FORM

@ i% ﬁ]
KOSCA G-ROC Practice Staff Verbal )
Consent Healthy Kids ROC!

Be A ”.-.u’ﬂ.{r Herp

Your practice has agreed to participate in the KOSCA G-ROC is research study. The
purpose of the study is to further test and validate a clinic environmental scan and use it
to characterize practice level procedures and resources regarding obesity screening,
healthy eating and physical activity in western New York.

You will be asked a series of guestions regarding your practice procedures. |n addition,
you may be observed as you perform you clinical tasks. No personal information will be
collected from either you or your patient during these observations. Any collected
information will not be linked to other data being collected.

This study will last up to & months. During this time, your practice will be asked to allow
a research staff to administer the KOSCA and review patient charts. If selected
randomly, your practice flow may be observed. The observation period may lastupto a
moenth, depending on patient volume.

Participation is completely voluntary and may refuse at any time throughout the study.
Do you agree to participate in this study?

If you would like more information, please contact Lisa Lowenstein, MPH, RD, KOSCA
G-ROC Co-Investigator at lisa_lowenstein@urme.rochester.edu or (919-357-1587)
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APPENDIX F

CLINICIAN SURVEY - BASELINE

9789458673
I_ KESMM - Pt ID _I

Clinician Survey - Baseline k'ds xi
CLN1v. 1.0 Trel 1 -

* Eatingﬁmart ’
Moving More

Page 1 of 8

£>) This survey takes about 10 minutes to

Comple{:?'f\lda te
Today's date: / / 21010
month day year

E>) Limiting your responses to those concerning children ages 3-8, please rate your
confidence in your ability to effectively counsel families about:

1 2 3 4
confident  confident " comnident
1. Identify general behavior problems in children VLo O @] O
2. Identify eating behaviors/habits that increase CLNZ 0 O O
children's risk for overweight
3. Identify problems children are having in CLN3 ) e 'e) e}
preschool/school
4. Identify physical activity behaviors/habits that CLN4 0y 0 'e) o)
increase children's risk for overweight
5. Identify age-specific injury risks in children N0 O ®) O
6. Determine whether a child is overweight CNe O O O O
7. Calculate body mass index N7 O O O O
8. Interpret body mass index in children CLNE O O O O
9. Discuss children's weight status with parents CNg O O ]
10. Explain children's body mass index to their parents V¢ O O O O
11. Increasing fruit and vegetable consumption Rl O] O O O
12. Decreasing sweetened beverage consumption Nz o O @) O
13. Decreasing juice consumption NIz O @) O O
14. Switching to lower fat milk N2 O @] O O
15. Decreasing "junk food" consumption Nz o O O O
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[ KEsmMm

8387458676 I
T . PtiD
Clinician Survey - Baseline

CLN1v. 1.0 -
Page 2 of 8

[continued] Limiting your responses to those concerning children ages 3-8, please rate
vour canfidence in yvour ability to effectively counsel families about;:

1 2 3 4
not at all minimally confident very
confident confident confident

16. Decreasing general behavior problems Cvie o O @] O
17. Reducing "screen" time CINIZ O @) @] O
18. Increasing outdoor activity s g O O @)
19. Decreasing age-specific injury risk NI O O O O

@ For questions 20-28, please rate your agreement with the following statement:
"I believe that my counseling families will result in actual change regarding. .. "

1 2 3 4
strongly somewhat  somewhat strongly
disagree disagree agree agree
20. Children's weight status cin20 QO O O O
21. Increase fruit and vegetable consumption can21Q Q Q o
22. Decrease sweetened beverage consumption anz2zQ O O @)
23. Decrease juice consumption N3 Q @) Q O
24. Switching to a lower fat milk canz4 Q @) @] O
25. Decreasing their "junk food" intake an2s O O O @)
26. Decreasing behavior problems w26 Q O O @)
27. Decreasing "screen” time anzz Q O @] O
28. Increasing outdoor physical activity time cnzs Q O @) O
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[~ KESMM

Clinician Survey - Baseline
CLN1v. 1.0
Page 3 of 8

N During well child visits for children ages 3-8, how difficult is it for you to
counsel families about:

29,

30.
31.
32.
33.

34.

Q When you see children ages 3-8 for well child checks, how often do you discuss the

Healthy eating

Physical activity

General behavior problems
Preschool/school problems

Maintaining and achieving a healthy weight

Age-specific injury prevention

following topics:

35.

36.

37.

38.

39.

40.

General behavior problems

Preschool/school problems
Healthy eating

Physical activity
Maintaining and achieving a healthy weight

Age-specific injury prevention

114

1

very
difficult

CLNZQO

CLNJOO
CLN31 (o)
CLN.?JO
CLN.UO

CLN34 O

1

never

CLN.?SO

cinie O

CLN37
crnzg Q
cLn3e O

cLN40 O

2
difficult

c O O 0O O

2

some of
the time

O

0 O O O O

0271458670 |

Pt ID
3 4
minimally not at alf
difficult difficult
@) O
O O
O O
@) O
@) O
@) O
3 4
most of all of
the time the time
O
O O
@) O
O O
@) O
O O



I_ KESMM i 8584458675 _||

Clinician Survey - Baseline
CLN1v. 1.0
Page 4 of 8

J In the following section, we ask questions specifically about your experience with
Spanish-speaking families in your practice:

41. What proportion {estimate roughly) of your pediatric patients are accompanied by
parents/caregivers who are Spanish speakers with limited English proficiency?
CLN41. ) none/fewer than 1% =3 Skip to Q. 60
0O 1-10%
O 11-50%
O more than 50%

42. When addressing overweight/obesity issues with Hispanic children whose parent/caregiver
has limited English proficiency, how frequently do you use a Spanish interpreter?
CIN2 O never = skip to Q. 44
O sometimes
O most of the time
O always

43. When you do use an interpreter, who usually does the interpreting? [Mark only one.]

CLM43 O not applicable (I don't use an interpreter.)

O a family member or friend of the patient
O a clinical member of the office staff (RN, LPN, midlevel provider)

Q a clerical member of the office staff

O a dedicated, trained interpreter specify Oin person O by phone

O Othere Spec.‘ﬁ/ CLN43b
Q Limiting your responses to offfce primary care visits with Hispanic children ages 3-8
whose parent/caregiver has limited English proficiency (i.e. Spanish speaking
only), please rate your confidence in your ability to:
1 2 3 4
not at all minimally confident very
confident confident confident
44. Identify general behavior problems in children Eale) @] O O
45. Identify eating behaviors/habits that increase CLN45 O @] O O
children's risk for overweight ||
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I KESMM 7157458670 —I
Pt ID
Clinician Survey - Baseline

CLN1wv. 1.0 -
Page 5 of 8

[continued] Limiting your responses to office primary care visits with Hispanic children ages 3-8
whose parent/caregiver has limited English proficiency (i.e. Spanish speaking
only), please rate your confidence in your ability to:

1 2 3 4
not at all minimally confident very
confident confident confident

46. Identify problems children are having in CLN6 O O O O

preschool/school

47, Identify physical activity behaviors/habits that o) O O O

increase children's risk for overweight

48. Identify age-specific injury risks in children CLNIs O O O @]

49. Determine whether a child is overweight CLva9 O O O

50. Calculate body mass index CLNS0 & O @) O

51. Interpret body mass index in children CLVET o (@] O O

52. Discuss children's weight status with parents Ele) O O O

53. Explain children's body mass index to their parents “*** O O @] O

o During well child visits of Hispanic children ages 3-8 whose parent/caregiver has limited
\'Q English proficiency (i.e. Spanish speaking only), how difficult is it for you to counsel about:

1 2 3 4

very difficult minimally not at alf

difficult difficult difficult
54, Healthy eating CLNs% 0 @] @] O
55. Physical activity CLNS5 oy ®) O 0
56. General behavior problems CLN56 @) @) O
57. Preschool/school problems CLN57 ®) O ®)
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[T kEsMM

Clinician Survey - Baseline

CLN1v. 1.0
Page 6 of 8

PLID

5989458675 I

[continued] During well child visits of Hispanic children a ges 3-8 whose parent/caregiver has limited
English proficiency (i.e. Spanish speaking only), how difficult is it for you to counsel about:

58. Maintaining and achieving a healthy weight

59. Age-spedific injury prevention

For the following set of questions, please rate the
degree to which you agree with each statement:

1

very
difficult

CLN58 O

CLN59
CLN5¢ 0

1

strongly
disagree

60. Children age 3-8 with BMI between the 85%ile and““"*’ O

61.

62.

63.

64.

65.

66.

95%ile need treatment.

Children age 3-8 with BMI at the 95%ile or above

need treatment.

Childhood overweight is more amenable to

treatment than adult overweight.

Children age 3-8 and overweight will outgrow

their overweight.

Overweight in children age 3-8 affects chronic

disease risk.

Overweight in children age 3-8 affects their

quality of life in the future.

CING1 O
CLNG2 O
CLN63 e
CING4 @)

-‘:.[NGSO

2

difficult

O
O

2

somewhat
disagree

O

O
O
O

3 4
minimally not at all
difficult difficult

O @)

@) O

3 4
somewhat strongly

agree agree

O O

O @)

O @)

@] O

o O

@] O

Given all of the anticipatory guidance topics physicians may cover at well child chacks, how
high of a priority is counseling about obesity prevention in each of the following age

ranges in your patient population?

a. Infants
b. Toddlers
c. Pre-school children

d. School-aged children
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1
very low

priority
CLNGGa O
CLNG66b O

C.[Nﬁ-ﬁr_’o

CLN6G6d O

2

low priority  high priority

© O O O

3 4
very high
priority
O @)
@] @)
O Q
O O



r

L

KESMM 9872458676 _I

. ) PLID
Clinician Survey - Baseline

CLN1v. 1.00 -
Page 7 of 8

67. For children less than 2 on an overweight trajectory, or for children older than 2 who are
overweight, how high of a priority is treating obesity in each of the following age
ranges in your patient population?

1 2 3 4
very low low priority  high priority very high

priority priority
a. Infants ez O o o
b. Toddlers CLNO7E O ) o O
. Pre-school children ceNeze o @] o O
d. School-aged children cLezd oy O O O
@ The following set of questions asks specifically about you:
68. How many days a week do you see patients?
CLNGS () less than 2 days O 2-3 days QO 4 or more days
CLNG9

69. On average, approximately how many patients do you see per half day?

70. Have you had any additional training (i.e. CME or similar courses) in obesity/childhood overweight?

CLN7O CLN70a
QOyes =» 70a. If yes, how much training? O 1/2day O1-3days O more than 3 days
O no

71. Have you had any training in Motivational Interviewing techniques?

CLN71 O no Q3 hours or less O more than 3 hours

72. How would you classify your own weight?
CLN72 O underweight O healthy weight O overweight

73. Would you say that your own weight makes it easier, harder or makes no difference when
counseling families about overweight?

CIN73 . .
Qeasier Qharder QO nodifference
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[T kEsMMm

7673458673 I
Clinician Survevy - Baseline

CLN1v. 1.0 -
Page 8 of 8

PtID

74. On average, how many days during a typical week do you have at least 30 minutes of
moderate or vigorous exercise?

CLN74 (O 0-2 days O 3-4 days O 5-7 days

75. On average, how many hours during a typical day do you sit in front of the TV or computer
during non-working hours?

CLN75 (O |ess than 1 hour O 1-2 hours O 3-4 hours O more than 4 hours

76. How many servings of fruits and/or vegetables do you usually eat each day?

CLN76 Q) 5 or more O34 Q less than 3

77. How many 8-ounce servings of juice, punch, soda, or other sugar-sweetened beverages do you
usually drink each day?

CLN77 (O 1 or less O2 O 3 or more
78. How many snacks like cake, cookies, ice cream, chips, or fast food (like french fries) do you
usually eat each day?
CLN78 O 1 or less 02 QO 3 or more

CIN7%9a CLN79b

79. With shoes off, what is your height?

feet inches
CLN8D

80. With shoes off, what is your weight?

pounids

Thank you for completing this survey!
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I KESMM = . 1438227502 I
Clinician Demographic Information kl ds M Pt ID
DEM1v.1.0 e e _
Page 1 of 2 * Eatir_lf_:!gmart

DErate Moving More
1. Today's date: / /
month day year
DEM2a DEM2D
2. Clinician name:
first name DEM3 last name
3. Practice name:
DEM4 practice name
4. Gender: Omale O female
DEM5
5. Year of birth:
DEM6
6. Year Residency/Medical
Training completed:
7. Degrees completed: DEM7a () MD DPEM7e O MSPH PEMZi O PhD

mark all that appl
[ pPlv] pem7b Q BSN pemMzf Q MPH  pemzi O NP

peM7c QID DPEM7ZaQMS  DEMZk O DO DEM7I 1

pemzd O MBADEM7Zh O MSN  pemzi O Other=9

8. Have you completed a medical residency?
DEME yes =»  8a. If yes, what type of residency was it? [Mark only one.]
Ono O Pediatrics O Medicine/Pediatrics DEMSa 1
O Family Medicine O Other

9. Ethnicity: [Mark only one.] DEMI Hispanic/Latino O Not Hispanic/Latino

10. Race: [Mark only one.] DEMI0 Oy pmerican Indian/Alaskan Native
O Asian
O Black or African American
O Native Hawaiian or other Pacific Islander
OWhite  pepmios

O Other >
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[T KEsmMM

8818227501 I‘

Clinician Demographic Information ptiD

DEM1v. 1.0
Page 2 of 2

11. Please rate your verbal Spanish proficiency on the 12 point scale below. Use the descriptions to
the right to help you estimate your level. [Mark only one. ]

Level Description
DEMI1 () 1 Total beginner I have no knowledge of the language whatsoever.
O 2 Beginner -

12. Email address:

I can use Spanish for simple, courteous
O3 Beginner exchanges which are generally not clinical
in nature.

O 4 Beginner +

OS5 Intermediate -
) I can manage common, low complexity clinical
O6 Intermediate interactions in Spanish.

O 7 Intermediate +

O8 Advanced -
I cant manage most interactions in Spanish
O9 Advanced including less common andyor higher
complexity clinical scenarios.

O 10 Advanced +
O 11 Near native

I speak at the level of a native speaker.
O 12 Native speaker

DEMi12

Thank you for completing this survey!

_
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APPENDIX G

PARENT FOCUS GUIDE GROUP

Version 012606

Pediatric Obesity Parent Focus Group Guide

ICE BREAKER (~10 minutes)

(As an icebreaker/opening question, go around the table and ask all participants)

1. Let’s begin by going around and everyone tell me the number of children you have and
their ages.

2. What words would you use to describe your famuily’s eating or exercise patterns?
a. How. if at all. is your child’s eating or exercise pattern different than your’s?

PARENTING (~15-20 minutes)

You were selected to participate in this discussion group because. as parents. you have valuable
experiences we want to learn more about.

(Objective: Assessing parenting styles)

1. Who in your family makes the decisions about ...
a. vour child’s health?
b the foods that are bought?
c. what foods are cooked?
d what activities are done?

2. What are the challenges (or what gets in the way) of your family staying healthy and
active?
Probe: Cost

Time

Expectations of others

Cultural expectations

Peers/Friends

3. Why do you think some children are thick?
(For Hispanic Groups, ask about GORDITA)

Focus Group Survey Page 1
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Version 012606

HEALTH CARE PROVIDER ROLE/RELATIONSHIP (- 40 minutes)

1. (Objective: Sources of Information)
It you wanted to get information on how to help your child be healthy (and by “healthy™
we mean eating well and being active) who would you most likely go to?

Prompt:
s Family
e Friends
* Books.

®  Puslor/Pricst
e Physicians/Doctors/Nurses

2. (Objective: Assessing Boundaries)
How de you feel about your doctor or nurse talking about:
a. Your child’s weight?
b. The amount of time your child spends in front of the TV, computer. or
videogames?
¢, Amount of time your child spends in outdoor play time?
d. Your child’s activity level or eating habits if your child is NOT overweight?
c. What foods you cat or how you cook?
3. Objective: Doctors as Facilitators)
How can your doctor or nurse be most helpful to you in keeping your child at a healthy
weight?
Probe
e Have doctor write down instructions
*  Weight preseription
* Have your doctor spend time giving you tips
e Listening to a tape
s Follow-up phone call
s Through a handout, paper after the doctor appointment
* Something in the mail (posteards, newsletters)
e Personal contact via nurse. case manager, ete
(Objective: Doctors as Barriers)
a. What, if anything. should your doctor or nurse avoid doing?
b, What would be less helpful o you?
Focus Group Survey Page 2
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CLOSING (~ 5 minutes)

]

We want to make sure anything we do involving parents will be helpful and successful to
parents like you. Based on our discussion today, what do you feel are the two main things
I should fake back to our team?

Focus Group Survey Page 3
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v H l| Today's Date:

The purpose of this survey is to provide us with information about working with
parents and families. You do not have to answer any question that you are not

comfaortable answerina Pleagse DO NOT include vour name. Your resnonses +o +
COMICridli€ Qnswering. riedse Uy INu 1 INCIUGE YouUl ndme. Jour respenses 7 i

survey are completely private and confidential.

1.  Number of children in your family:

If you have more than 1 child, please think about your oldest child (between the
ages 1-12) to answer the following questions:

2. During a typical week day, how much time does your child spend doing
physically active things?
_____0-1hour/ week
___2-3 hours/ week
4.5 hours/ week
_____6-7 hours/ week
____ More than 7 hours/ week

3. During a typical week day, how much time does your child spend
watching TV, playing on the computer or video games?
___ Less than 1 hour/ day
__ 2-3 hours/ day
_____ More than 4 hours/ day

4. During a typical week day (at school and home), how many times does
your child drink a sweetened beverage such as soda, sweet tea, punch,
Kool-aid, sports drinks or fruit drinks?

_ None

_1time

2 times

___ 3 ormore fimes
__ Don't know/Not sure

Focus Group Survey Page 1
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Version 012606

5. During a typical week day (at school and home), how many servings of
fruit does your child eat?
__ None
___ 1serving
_____ 2servings
_____ 3 or more servings
__ Don't know/Not sure

6. During a typical week day (at school and home), how many servings of
vegetables does your child eat?
Nonhe
___ 1lserving
____ 2 servings
__ 3 or more servings
__ Don't know/Not sure

7. How important is the issue of overweight children to you? (Check one):
_ Important
_ Not important
__ Don't know/Not sure

8. How would you describe your child's weight?
____ My child is overweight
_____ My child is underweight
__ My child is at a normal weight

9. Do you have a concern about your child’s weight?
Yes
No

Don't know/Not sure

10. Has your doctor or nurse ever said they were concerned about your
child's weight?

- \ ¥/

Don't know/Not sure

Focus Group Survey Page 2
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11.

[y

13.

n

Version 012606

How comfortable do you feel talking to your doctor about your child's
health? (Cherk nne}:

health? (Check on
Comfortable
Not Comfortabie
Don't know/Not sure

Loy st fmmdabils o
nuw cumjuriuvie u

weight? (Check one):

__ Comfortable

_____ Not Comfortable
Don't know/Not sure

How comfortable do you feel talking to your doctor
about what your child eats? (Check one):
__ Comfortable
____ Not Comfortable
Don't know/Not sure

For the purpose of our research, we need to describe who participated in our focus
groups. Please help us by answering the following questions:

14,

15.

What is your Sex? (Check one)
Male

Female

What is your Race/Ethnicity? (Check one)
Black or African American

____ White or Caucasian (Non-Hispanic)

__ Hispanic or Latino

_____ Other [please describe]

15a. (For Hispanic/Latino Participants)
How many years have you lived in this country?

Focus Group Survey Page 3
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16. Current marital s
|

Manniod an
wmanrrie of

[«]

Single
Divorced
Widowed

-
~

Some high school
High school graduate

Some college or technical school
Coiiege graduate

18. Work Status (Check ALL that apply)
__ Work full time
___ Work part time
__ Work at home
__ Not employed right now
____ Ofher [please describe]

THAMNK YOU)

Focus Group Survey
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