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Problem: How long does it take to translate 

research into clinical practice? 

17 YEARS1-5

Remembering 1999…

• Bill Clinton President of the United States 

• Wayne Gretzky plays his last game in the NHL

• Cher’s Believe Billboard hit was overtaken by TLC’s No Scrubs

• Best Selling Fiction was The Testament by John Grisham

• Society for Behavioral Medicine Annual Meeting Theme, The Next 

Frontier: Integrating Evidence-Based B.M. Approaches into 

Health Care.
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In 1999, the Next Frontier Included Integrated 

Health Communications

As we close out the century, the promise of good health for all 

Americans seems both tantalizingly close and frustratingly far away. 

We have made great strides in preventing disease and extending 

life. However, the science base, which makes progress possible, 

has not been effectively shared among all who need to understand 

and act on it. We can do a better job of translating this 

knowledge into useful communication for all people, and 

extending it to underserved populations who often carry the heaviest 

health burdens. New and emerging communication tools may help 

bring life-enhancing knowledge to people in ways they can use, 

when and where they need it.

- David Satcher, MD, PhD, Preface, Science Panel on Interactive 

Communication and Health. Wired for Health and Well-Being: the 

Emergence of Interactive Health Communication 19996
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Patient Lens in Today’s Automated Electronic Health 

Record (EHR) Environment
Open Notes
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2Y 3Y 4Y 5Y 6Y 7Y 8Y 9Y 10Y 11Y 12Y

Non-MA OB 10% 14% 14% 16% 18% 18% 17% 24% 23% 24% 29%

MA OB 10% 13% 18% 14% 20% 21% 24% 25% 24% 30% 31%
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Objectives

• Describe clinical implementation of pediatric 

obesity prevention guidelines using health 

information technology (HIT) strategies

• Discuss utility of incorporating patient-reported 

data for clinical decision making and preventive 

counseling on weight outcomes

• Highlight key implementation lessons 



Copyright ©2007 American Academy of Pediatrics

Optimizing Implementation of Guidelines for Assessment 
and Prevention of Pediatric Obesity7
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Guidelines, data, and health information 

technology strategies

Guideline: Identification of BMI Percentile 

• Data: Documented 94.6% of Well Child Visits

• HIT: Dual screens in exam room to enable provider-patient/parent 

discussion of growth 

Guideline: Assessment of Medical, Behavioral Risk and Attitude

• Data: Patient-Reported Data for Behavioral Risk- Early Healthy 

Lifestyles and Family Nutrition and Physical Activity

• HIT: patient-portal, real-time patient feedback, topic preference, 

integration into EHR for clinical decision support

Guideline: Preventive Counseling

• HIT: Ed. materials accessible at home and 1-click in clinic  
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Patient-Reported Screening 

Data: Early Healthy Lifestyles 

(0-24 mo)
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Patient-Reported Screening Data: Family Nutrition and Physical 

Activity (FNPA)8,9 (2-9 year olds) Physical Activity Tool

Parent educational materials

Parent:  Immediate feedback.

Discuss with physician today?

YES: Which 3 topics?

NO

Physician Clinical 

Decision Support: 

EHR alert FNPA results, 

topic preference, talking 

points, 1-click to 

educational materials



www.myfnpa.org
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FNPA Pilot: Randomized Cluster Controlled Design

PSbefore + CDS

Well Child Visit Y2

Well Child Visit with CDS

Growth 
Charts

FNPA 
Results

Parent 
Topics

Provider 
Talking 
Points

FNPA Data Capture

Pre-Appointment: 
MyGeisinger

During Appointment: 
Waiting or Exam Room

Parent Screening Before Well 
Child Visit Y1 7 clinics

2-5 Year Olds (n = 1183)

6-9 Year Olds (n = 563)

UC + PSafter

Well Child Visit Y2

Parent Screening After 
WCV

FNPA Data 
Capture

Phone 
Interview

2-3 weeks 
post WCV

Well Child Visit Y1

9 clinics
2-5 Year Olds (n = 488)

6-9 Year Olds (n = 122)

Well Child Visit Y2

Well Child Visit 
Y1

14 clinics

2-5 Year Olds (n = 1339)

6-9 Year Olds (n = 660)

Usual Care (UC)
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Participant Demographics

15

Baseline Characteristics 2-5 Years

PSbefore

(N=1183)

PSafter

(N=488)

Control

(N=1339)

Females 558 (47.2%) 245 (50.2%) 644 (48.1%)

Race/Ethnicity

White 1091 

(92.2%)

449 (92.0%) 1261 (94.2%)

Black 61 (5.2%) 25 (5.1%) 37 (2.8%)

Asian 14 (1.2%) 8 (1.6%) 26 (1.9%)

Multi 9 (0.8%) 1 (0.2%) 6 (0.5%)

Other 6 (0.5%) 5 (1.0%) 7 (0.5%)

Missing 2 (0.2%) 0 (0.0) 2 (0.1%)

Weight Category

Underweight 38 (3.2%) 18 (3.7%) 67 (5.0%)

Normal 807 (68.2%) 331 (67.8%) 980 (73.2%)

Overweight 184 (15.6%) 48 (9.8%) 169 (12.6%)

Obese 143 (12.1%) 48 (9.8%) 123 (9.2%)

Unavailable 11 (0.9%) 43 (8.8%) 0 

Baseline Characteristics 6-9 Years

PSbefore

(N=563)

PSafter

(N=122)

Control

(N=660)

Females 276 

(49.0%)

56 (45.9%) 318 (48.2%)

Race/Ethnicity

White 525 

(93.3%)

103 

(84.4%)

618 (93.6%)

Black 25 (4.4%) 10 (8.2%) 15 (2.3%)

Asian 4 (0.7%) 3 (2.5%) 15 (2.3%)

Multi 1 (0.2%) 1 (0.8%) 3 (0.5%)

Other 6 (1.1%) 2 (1.6%) 9 (1.4%)

Missing 2 (0.4%) 3 (2.5%) 0 

Weight Category

Underweight 18 (3%) 3 (2.5%) 17 (2.6%)

Normal 378 (67%) 76 (62.3%) 436 (66.1%)

Overweight 77 

(13.7%)

16 (13.1%) 103 (15.6%)

Obese 89 (15.8%) 16 (13.1%) 104 (15.8%)

Unavailable 1 (0.2%) 11 (9%) 0
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Hypothesis and Primary Outcome Measure

• Hypothesis:  Children in PSbefore + CDS arm will show 

smaller increases in BMI than usual care

• Primary outcome: Change in BMI50 over one year.

• BMI50 is the deviation from the 50th percentile for age 

and gender (CDC growth charts).
• More appropriate for prevention outcome than looking at reductions in

BMI because children have normal BMI distribution  at baseline

• BMI %-tile curves flatten at higher weight status10,11
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45 lbs 60 lbs 75 lbs 90 lbs

BMI%       4% 91% >99% >99%

BMI50      -12                 18                47                      77

BMI50 for 7 yr. old boy, 4’ tall



BMI50 Outcomes: 2-5 year olds

Counter to hypothesis, no difference between PSbefore & usual care (UC).

Compared to UC control group, those who received UC + Psafter had greater BMI50 

reductions 0.965 (p = 0.13) at one year. Not necessarily a desirable finding. 

Usual Care (Control) UC + PSafter
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BMI50 Outcomes: 6-9 year olds

Usual Care (Control) PSbefore + CDS
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• Confirmed hypothesis- Compared to UC control group, those who received Psbefore + CDS had 

greater BMI50 changes  0.93 (p=0.07) at one year. 

• No significant differences between UC and UC + PSafter groups at one year.

• Most pronounced gains in kids with baseline BMIs <50th percentile, kids at 50th-89th percentile very 

close to 0, and kids >90th percentile had negative BMI50 changes. 



Pilot Study Conclusions and Next Steps

Conclusions
• Age variation in results

• Are we asking the right screening 

questions for parents of 2-5 year 

olds?

• HIT-enabled intervention with 

CDS seems to have utility in 

promoting healthy weight 

trajectories for 6-9 year olds

• Will there be compounding 

benefits overtime?

• Could a simpler post-care  

intervention be effective for 

parents of 2-5 yr olds?

Next Steps

• 2-5 year old tool refinement

• Exploratory factor analysis of 

FNPA and weight trajectories in 2-

5 year olds to determine useful 

items to include

• Modify tool and evaluate 1 year 

outcomes in BMI50

• Longitudinal study of 

behavioral indicators and child 

growth (>6 yr olds), 

interactions with health care 

and community-level factors

• Treatment for >6 year olds
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Implementation 

Evaluation

Characteristics of Intervention 

• Guidelines-standard of care; evidence-

based tool for 6-9 yr olds, patient-and 

provider-informed design

Inner setting

• EHR analytics, expansion of visit codes to 

ensure firing of screenings

Individuals involved

• Parent satisfaction surveys (N= 211) 

– 99.9% agreement that PCPs talked about 

obesity prevention using sensitive, non-

blaming language

– PSbefore parents were more likely to identify 

sleep being discussed than usual care 

(p<0.05) 

– Regardless of child weight, parents’ 

satisfied with and will continue discussing 

weight and habits with PCPs

Implementation Process

• iPad least preferred by patients; providers 

want ease in documentation

• Psbefore completion rates 32% (includes 

7% patient portal)   | 21

Consolidated Framework for 

Implementation Research12



Implementation Lessons and Next Steps

Lessons

• Parent screening tool low 

completion rates 

attributed to: 

• low use of patient portal

• provider incentive to see 

patients within 5 minutes of 

arrival regardless of 

scheduled time 

• Account for local variation 

in workflow

Next Steps

• Encourage parent enrollment 

in patient-portal to access 

information and save time

• Work with administration to 

align provider incentives with 

quality

• Adequately equip clinics with 

technology tools

• Communicate workflow 

strategies that save time and 

improve quality
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Final Thoughts

We’ve shown that it is possible to implement guidelines into practice 

with aid of HIT in less than 10-17 years

• Guidelines based on best available evidence7 in 2007 and 

implemented at Geisigner in 2013.

• Gaps – under 2 (Dr. Williams will discuss next)

• Behavioral assessment- need an evidence-based tool for 2-5 year 

olds

• Successfully adapted research on an evidence-based tool into the clinic (super 

quick- 2009 to 2013)

Imperative to look beyond (before) primary outcome to tell the whole 

story.   

Learning health care systems are continuously innovating, discovering, 

and maturing.

Health care systems are part of the obesity prevention solution.

23
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