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° 1. Learn about the interconnection between childhood
obesity and social and emotional health
; ° 2. Identify common mental health concerns that co-occur
Lea_rnlr_]g with obesity
O b_] ectives 3. Identify treatment opportunities for addressing mental

health concerns




* Developmental Conceptualization

* Attention Deficit Hyperactivity Disorder

* Depression

* Anxiety

* Emotional Eating

* Loss of Control/Binge Eating

* Applying CBT to Pediatric Obesity

* Social Consequences Associated with Obesity

+ Assessment Tools

ACTVITY ASLATID.
AP TUNITIS AND RESOURCTS

Developmental
Conceptualization

Harrison et al. 2011
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Proposed
Causes and
Risk Factors:

Development
of Obesity

(Bomberg et al, 2019)

Table 1. Proposed causes and risk factors for the development of obesity.

Category

Examples

Individual

Genetics and epigenetics

Gut-brain hormones

Eating behaviors

Disease states

Medications.

Psychological conditions/mood

Physical activity

“-omics’

Pre- and perinatal exposures

Adverse life events
Environmental

Commercial messaging

Cultural norms

Built environment and area deprivation
Socioeconomic

Poverty

Education status

Congenital leptin deficiency, Bardet-Biedl syndrome
Ghrelin, leptin, insulin

Binge eating, loss of control eating, hunger, food addiction
Cushing’s disease, hypothyroidism

Steroids, atypical antipsychotics, insulin

Depression, anxiety

Sedentary lifestyle, increased screen time

Microbiome, metabolome, transcriptome, proteome
Prenatal weight gain, gestational diabetes in mother

Adverse childhood experiences

Advertising for calorically dense foods
Portion sizes, body image norms

Walkability, green spaces

‘Food desert’, ‘food swamps”

Low education level

2Nonexhaustive.

Development

of Obesity

Cardel et. al, 2020

Figurel.

Stress.
stressors can influence
excess calorie
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+ Strength of the relationship between ADHD and Obesity appears to get
stronger over the course of development

* There is more evidence that ADHD precedes obesity
+ ADHD symptoms at age of 7— 8 predict adolescent obesity (Khalife, et al 2014)

* Hypothesis that obesity may lead to ADHD via sleep disordered breathing

+ Factors underpinning the association:
AD H D  Genetics

Pediatric Obesity Algorithm
2018-2020

* E.g., those with high ADHD symptoms and greater dopaminergic activation in key
brain reward areas have a higher BMI

* Alterations in hot executive functioning/affective decision making
* Increased prevalence of loss of control eating (LOC)

Cortese et. al. 2019 * Over 70 percent of children with ADHD had recurrent LOC eating compared with
20 percent of children without ADHD (Reinblatt et al., 2015)

* Sleep issues

+ Children with ADHD often have difficulty falling asleep.

* Short sleep duration increases the likelihood of dysregulated eating
* Inattention associated with reduced physical activity in childhood

+ Children with ADHD have 50% lower odds of sports participation than children
with asthma

Treatment

* Address sleep concerns including OSA, if relevant
AD H D * Opportunities for physical activity

+ Clinical Experience: Young children with significant ADHD are less apt
Pediatric Obesity Algorithm to participate in organized sports

2018 -2020 * Behavior management training for parents (especially for young
children)

Cortese et. al. 2019 + Address academic under performance

* Consider medication management of symptoms




Depression

Pediatric Obesity Algorithm
2018 - 2020

Bidirectional association between depression and obesity

Children with obesity or overweight are significantly more likely to
have depression
* Children and adolescents younger than 21 with obesity have a 34%
higher risk of developing depression and are more likely to present
with depressive symptoms than their peers with healthy weight
(Quek, Tam, Zhang, & Ho, 2017)

More severe depression in groups with more severe obesity

Depression and antidepressant usage are independently
associated with BMI

Factors underpinning the association with obesity:
* Depression associated with physical inactivity and binge eating
* Peer victimization, bullying, and teasing increase with obesity status
and are strongly associated with depression
* Sleep may be a mediator of the relation between depression and
obesity

Depression

Jebeile et al 2019

Treatment

+ Participation in structured and professionally run obesity treatment interventions

with a djetary component are associated with a reduction in symptoms of
depression
* Even a small reduction during obesity treatment may reduce the susceptibility to
worsening of symptoms during adolescence
. grealter reduction in depressive symptoms found in studies with more severe obesity at
aseline

* Improvement in symptoms not related to weight related outcomes — could be due to
changes in dietary intake or other specific intérvention components (Omega 3?)

* Bariatric Surgery

+Initial improvement in depression but return of symptoms with weight regain

* Psychotherapy

+ Pharmacotherapy

+ Address sleep concerns including OSA, if relevant

+ Opportunities for increasing physical activity

* Relation between “does” of exercise and therapeutic response for depression remains
understudied

* More recent focus on affective based exercise — identifying exercise where you
consistently derive pleasure

10
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Anxiety

Pediatric Obesity Algorithm
2018 - 2020

* Odds of having severe obesity versus obesity were 5x higher for
those with anxiety

* Anxiety with increased BMI greater in females than in males

* Strong association with obesity and social anxiety in elementary
aged patients
* Factors underpinning the association

* Imbalance in the Hypothalamic Pituitary Adrenal Axis and altered
cortisol

* Loss of control eating
* Low self esteem and negative self image
* Weight bias

Anxiety

Jebeile et al 2019
Lopez-Alarcon et al 2020

Treatment

* Obesity intervention programs including structured exercise
classes had a greater reduction in anxiety compared with studies
prowdlng physical activity education alone

* Longer obesity interventions have a greater reduction in anxiety

* Recent evidence that Mindfulness based intervention plus dietary
intervention led to reductions in anxiety, BMI, and body fat in
children with obesity and anxiety

* Psychotherapy
* Pharmacotherapy
* Address sleep concerns including OSA, if relevant

* Opportunities for physical activity

12
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Emotional
Eating

Pediatric Obesity Algorithm
2018 - 2020

* Occurs when individuals eat in response to negative emotions or
stress

* Etiology
* History of high dietary restraint
+ Difficulty identifying hunger and satiety
+ Emotion dysregulation - associated with PTSD and depression

* Treatment:
* Focus on emotion regulation skills

+ Dialectical behavior therapy with a focus on mindfulness, emotion
regulation, and distress tolerance

13

Loss of Control
(LOQ)

Framework

Tanofsky-Kraff, M., Schvey,
N.A., & Grilo, C.M. (2020)

Binge-Eating Disorder
Recurrent (1/week] and pe;
pensatory be

accompanied by marked distress

gl;bthreshold Bing;
Eating Disorder

Loss of Control
Eating
Subjective experienc

control while eating, i o
reported omount of food consumed
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* Issue of what constitutes as abnormally large in youth (9-year-old
female versus 16-year-old male) leading researchers to examine
LOC eating in youth, instead of binge eating

* 5o percent of youth seeking weight loss treatment report past or
current LOC

* Youth as young as 8 years of age report LOC eating

LOC Eati * Risk Factors for LOC eating:
atl ng * Mothers with binge eating more apt to have a child with LOC eating
Tanofsky-Kraff, M., Schvey, * The FTO high risk A allele (a polymorphism placing youth at greater
N.A., & Grilo, C.M. (2020) risk for obesity) has been linked to LOC eating
- Dieting, emotional eating, and eating in the absence of hunger are
risk factors for LOC in adolescents
* Increased impulsivity and reward sensitivity may put youth at risk for
LOC eating

* Defined as the consumption of an abnormally large quantity of
food while experiencing a lack of control

* BED: recurrent binge episodes in the absence of regular
compensatory behaviors and must have 3 of the following: eating
faster than usual, eating until uncomfortably full, eatinglarge
portions when not hungry, eating alone because one feels shame,

Binge Eating
Tanofsky-Kraff, Schvey, & feeling disgust or guilt after
Grilo, 2020

* Etiology:
* Model hypothesizes that negative affect, elevated reward
responsivity for food, and alterations in executive functioning
increase risk for development of binge eating

16



Example Example
constructs: . . constructs:
Emotional eating Genetics/Biology Attentional bios to
due to: food cues
Anxiety Relative
Depression reinforcing value
Interpersonal of food
difficulties
Stress
Tanofsky-Kraff, Schvey, &
Grilo, 2020
Example
constructs:
impulsivity
y Poor Self-
Environment Requlation
Risk for Adult Binge-Eating Disorder and Obesity
Treatment

* Anxiety, ADHD, Depression

* Pharmacotherapy

Binge Eating

* Naltrexone? (Stancil et al., 2019)

* Psychotherapy
 CBT, DBT, Interpersonal Therapy

* Importance of addressing co-occurring disorders that impact BED

+ Lisdexamfetamine dimesylate (Vyvanse) may have clinical utility for
BED in adolescents (Guerdjikova et al., 2019; Srivastava et al, 2019)

18
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* Adverse Childhood Experiences (ACEs)

* Those predicting obesity in childhood and adolescence include death of
parent, family economic hardship, sexual abuse, witnessing domestic
violence, physical abuse

* Weight Stigma — the social devaluation of people because of their
body weight (Puhl, Himmelstein, & Pearl, 2020)
* Contributes to:

* Maladaptive eating behaviors

SOC|aI * Physiological stress
* Stigma %ositli\tlelyll assoglia_tted_ witdh Ictirculating C-reactive protein and
Increaseda cortisol reactivity in adults
Consequences . Weight gam
H * In children —related to increased psychosomatic symptoms, decreased
Of O besrty physical activity and fitness, incre%séd blood pressyurLP, and poorer self

rated health

* Bullying — manifestation of stigma
* Overweight one of the most common reasons children are bullied
* Teasing associated with increased gain in BMI and fat mass over time
* Verbal teasing most common
* Increases risk of depression

19

* Parenting interventions for children at risk for behavioral
Ea rl difficulties at age 4 associated with lower BMI and improved
y health behaviors near adolescence (Brotman et al 2012).

Intervention: * Children participating in the Healthy Steps program, who were
Targeting Preschool identified as at risk of social/emotional challenges, demonstrated
Children lower rates of obesity at age 5 compared with children that did not
participate (Gross et al, 2015).

20
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Table 1. Common components of CBT for obese children and adolescents

Goal og
Behavioral approach
Psychoeducation - Information about obesity
- Establishing a positive relationship
- Presentation of treatment principles
- Establishing self-monitoring
- Realistic goal setting
Nutrition and eating habits - self-monitoring eating and physical activity habits

- Healthy food choices

Applying CBT i, S s s

- Increasing daily activity and time management

to Ped | at rl C -:m@ﬁn'ﬁmwmwswwm computer use, and find alternative

. - Identify barriers to behavior change
Obesit oo
y of negative thoughts and - and record and related to eating and
emotions physical activity habits.
Kang & Kwack 2020 Automatic thoughts - Discuss how the can their
- Challenge the validity and utility of negative cognitions.
Stress management - Strategies for emotion regulation
- Avoid emotional eating
Problem solving - Strategies for handling difficult situations involving food (high risk
situation)
- Distinguish between hunger and craving
Self-esteem and body image - Promote self-esteem and healthy body image
and relapse - Review behavior modification goals and coping plans

- Cognitive strategies to help improve weight maintenance.
- Relapse prevention: plan for high risk

CBT: cognitive behavioral therapy.

Figure 3. Precision Medicine for Obesity Care

4 gathering \
,’/ Behavior Biopsychosocial
/ tracking
(Course of action planned
= = in consultation with care
Precision -

Y =,
Medicine é ..-,é ‘.

Cardel et. al, 2020 i
® oo
\ m\\-ﬂ ’ln
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Pediatric Symptom Checklist (PSC)

i
it
Semracn-

Assessment Bt

{
i

Tool: e s

General Screen

:;-i;
i
iﬂ

i
‘.‘
i

i
|
I

PSC 20 Vioks the doxtor with doctos g rothing weong
q 21. Has wouble seepng

Jellinek et al 1988 2

23. Wars 10 be with you mere than belors

24, Foels ha or she s bad

25, Takes unnecessary risks

26, Cats hrt recuerdly

27. Seema 10 be haning lems fun

T8 Acts younge than chidren ha o her age

29. Does ot baten 1o rubes

130, Does ot show fesings.

31. Doms ot undentand e pecpie’ lesings

12 Teases cthens

3. Blames othes for I o her troubles

34 Takes things that do not belong 1 hiem or her

15 Rehae 1o sthare

BUUBRRONBRERNNANEN
_ORORBORERRERRBRNN]

T

UUNEEERNUNOOENNERY ¢

CECE-BxREREBECNE=Y

w
w

PPSC: [——

18 months, 0 days to 65 months, 31 days
V1.07, 8/1/17 Birth Date

Today's Date
PRESCHOOL PEDIATRIC SYMPTOM ( T (PPSC)

mmmmmmm Mabmlwhﬂwumuﬂemedofoﬂvmmmmaw
and tell us how much each statement applies to your child.

Seem sad of unhappy? - - B

Assesment ot —

Have a hard time with change? -

mmmmmm‘; .
TOOl Break things on purpose? - .
Fight with other children? - B B ok
Preschool PSC Hove oo poymgateon? - - -+ -
. a calming « & & & s
(Weitzman et al, 2015) Have oubl tayng wihone scby? -
Is your child... Aggressive? - - . e
Fldgstyormaﬁehsllshl'l- e e
Angry? - e e e e
Is it hard to... Takeyuldidmlnmm'? N
Kmmummunggusv s e s s
Keep your child on a schedule or routine? -
Get your child to obey you? -

-@@@@@é@@@@@@@@@@@
HOPOEUOLREOBOROOO
PEOEEOEOPOEOOOOOOO

copyright © Tusts Medical Center, 2010 All rights reserved.
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Assessment
Tool: ADHD

Vanderbilt - Parent and
Teacher

NICHQ Vanderbilt Assessment Scale—PARENT Informant

Todays Date: Childy Name: Date of Barth:
Parenty N Parert’s Phone Number:

dﬂ_i_mh-i-mdw-ﬂu

this evalustion based en a time when the hild O & o dication (] not surel

___ wth.orcrample, bome

with. for Bomework
Has &fficulty kecping aftention to what needs o be done 0

R
3. Does not seem 1o listen when spoken to directly 0
T "

rough
(not duue o refusal or failure to understand)

5. Vs diffialty Taaks and activities 0

& Avoads, dilikes, or does Bt want 10 start tasks that require cngoing o
menta effort

7. Loses things Becesary for tasks of actvities (1o, amigaments, peacls, 0
ot books)

& Is easily distracted by notses of other stimell

s borprtful in dady activities

10, Fadgets with hands of feet of squirms in seat

11 Lesves sest when remaining sested b expected

13 Fias Gifficulty playing or Degining quict play activities

14. 15 "om the g or often acts s f “driven by a motor™

15. Talks oo much

0
0

0

0

12 Runs sbout of cimbs too much when remaining sested is expeced 0
[

]

0

0

16 Blurts ot answers before guestions have bern completed

7. Has difficulty waiting his of het turm

TR Inserrupts or intrudes In on others conversations and/or actvites

15, Argues with adults

1. Actively defies of refuses o with adully ot rules

28, Starts physical fights

Lies 10 et ot of trouble o 10 avold cblgations (e, cons” others)

Is truant from schood (skips school) without permission

Is phoysically cruel o people

Has stolen things that have vakoe

25

Assessment Tool:
Depression
CES-DC

Faulstich, Carey, Ruggiero, et al
(1986)

Bright Futures

INSTRUCTIONS

DURING THE PAST WEEK

1. | was bothered by things that usually don't bother me.

2. | did not feal bke eating, | wasn't very hungry.

3. | wasn't able to feel happy, even when my family or
friends tried to help me feel better.

4. | felt ke | was just a5 good as other kids.
5. | felt ke | couldn’t pay attention to what | was doing.

DURING THE PAST WEEK
6. | felt down and unhappy.

7. |felt ke | was 100 tired to do things.

8. | felt ke something good was going to happen
9. 1felt Mo things | did before didn't work out right.
10. | felt scared.

DURING THE PAST WEEK
11. | didn’t sleep as well as | usually sleep.
12, I was happy.

13. | was more quiet than usual.

14, | felt lonely, like | didn’t have any friends.

15. | felt ke kids | know were not friendly of that
they didn’t want to be with me.

DURING THE PAST WEEK
16. | had a good tme.
17, | felt Wi crying.
18. | felt sad.
19, I felt people didn’t ke me.
20. It was hard to get started doing things.

Not At All

N

1101 B

g
=
-

|8 ®

A Uttle

BB BN BN

BN §
BB &

NEE

| ® W §
| & B E

Some

| |

BN §

Below 1s a list of the ways you might have felt or acted. Please check how much you have felt this way during the past week.

A Lot

l_

o

26
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Screen for Child Anxiety Related Disorders (SCARED)
CHILD Version—Page 1 of 2 (1o be filled out by the CHILD)

Devaloped by Boris Birmaber, M.D., Sumeets Khetarpal. MD. Marisse Cully. M B4, Duvid Breat. MD. mnd Sandea McKenzie, D

Western Prychuae busomu aad Climc. Univeruay of 1993). E-mant

Sex Birmaber, B Bowst D A, Chisgpeea, L, Bridge, 1 Monga, 5., & Baugher, M. (1999). Prychomesrs: ropamis of the Screes for Clld
Ansery AVED) Pa— o 100,
12304

Name: Date

Directions

Belewisa and decsde if it is “Not Trun or Hardly Eves Trua™ ox

“Somewhst Troe o Socetizses Traa™ or “Very Trae or Oftes True™ for you Thar, for asch sntence, 8] in one curcle that
cormepond: 1o the rezponce that veem: to descmibe you for the lazr § mensh:

. 1 F]
Somenhne
NotTrae | Trmesr | VeryTrae
or Sometime: | or Often
Ever Trae Trae Tree

Assessment Ty o~ o [ o [w
2.1 ot baadaches whe | 3m at school. o] o 0 b
T | . A A 3.1 dow't ik 1o b widh pacpi 1 don't know well. [§] ) 0 |[sc
OO 0 nXlety 4.1 got seared if ] sleap sway from home (o] (o] (o] P
5 5.1 worry about otber e 6D
SCARED - Parent and Child = T e 1ol o =
(Birmaher et al., 1999) .l e 0o o 0 oo
8.1 follow my mother or fathar wharever they go. o] ] [¢] P
. Peaple il me that | look mervous [e] [*] o] PN
10.1 foel servous with people | dos't know well (o] [s] (o] sc
111 pot stomachaches at school [o] (o] [o] SH
12 Whan 1 ot Sightesed. I foel like | 3m gomg crasy [o] o] [o] PN
13,1 worry abost sleapiag alose o] [¢] o] P
14 1 woery sbout baing 23 pood a3 other kids (o] [¢] o] GD
15. Whes 1 got Sighteced, 1 feel like thungs are sot real 0 o 0 PN
16 1 kave mgbtmares sbout somethung bad happesiag 10 my parests 0 [¢] o s
17.1 womry about goimg 1o schoal o] o 0 faid
18 Whes | got Sighinced, my baaet beats fast. o] o 0 PN
191 got shaky. 0 [*] 0 PN
20,1 have naghemases sbout something bad happesiag 1o me. ¢} [+] 0 s

In the last 4 weeks (28 days), how often have you

Loss of Control e o okt g e
overeating efolomne i

Scale — Brief e e
Latner, et al.

(2014)

1. I continued to eat past the point when I wanted
1o stop.

. Ifeltlike I had “blown it" and might as well keep

eating.

1 felt helpless about controlling my eating.

. My eating felt like a ball rolling down a hill that

just kept going and going.

1 found myself eating despite negative consequences.

I felt like the craving to eat overpowered me.

1 felt like I could not do anything other than eat.

~

- w

N&a

28
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1do not think about my weight or size when I'm around other people.

. .
B N g e E atl n g ~ . L worry about my appearance, but it does not make me unhappy.

I think about my appearance or weight and | feel disappointed in myself.

S Ca I e . I frequently think about my weight and feel great shame and disgust.
JGormally. (1982) '

Ihave no difficulty eating slowly.

I may eat quickly, but | never feel too full.

htts:scholo- . Sometimesafter| eat fast  feel too full
tOOIS.ComteSt bi nge- . Usuallyl swallow my food almost without chewing, then feel as f | ate too much.
eating-scale s

Ican control my impulses towards food.

Non-bi ng i ng; less than 17 . IthinkI have less control over food than the average person.

Moderate blnglng 18-26 -+ Ifeeltotally unable to control my impulses toward food

Severe blnglng 27,and . Ifeeltotally unable to control my hfood and I try tofight my imp food.
I

o] reater

I do not have a habit of eating when | am bored.
Sometimes | eat when | am bored, but | can often distract myself and not think about food
I often eat when | am bored, but | can sometimes distract myself and not think about food.

Ihave a habit of eating when | am bored and nothing can stop me.

29

Lifestyle Behaviour Checklist

Bolowis a list of par have to managa.
For aach itom: (1) circle tho number that best describes how much of a problem that

you are that you could successfully deal with your child's behaviour if it did occur.
to put

avery

Rate your confidence from 1 (Certain I can't do it} fo 10 (Certain I can do it}

How musch of a problem is this How
behaviour with your child? confident
are you in

dualing

Not : Some Very
ma Altle g Mech o

Eats too quickly 1 2 3 4 5 6 7
Eats 100 much 1 2 3 4 5 6 7

Eats unhealthy snacks 1 2 3 4 5 6 7

Assessment Tool: ———
Potential Outcome - B 8 % ®

Throws a tantrum about
food

Measure
West & Sanders 2009 Avgues sboutfood (0.3

when you say No more)
Domands oxtra holpings
st moals 1 2 3 4 5 6 7

Refuses to oat certain
foods (Le. fussy eating}

000 0 oooooooooot

Roquests food

continuously 1 2 2 4 5 6 7

batweon moals

Demands food when

shopping 1 2 2 4 5 6 7

or on outings

Sneaks food when they

know they are not 1 2 3 4 5 & 7
o

Hides food 1 2 3 4 5 6 7

Stoals food (0.g.

from other childron's 1 2 3 4 5 6 7

lunchboxas)

30
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