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adjusted for sex, age, BMI percentile, race/ethnicity and clinic department. 
Results: Overall, blood pressure was measured at >80% of children’s visits 
to pediatric and family medicine clinics. The predicted probability of a blood 
pressure recorded at a primary care visit increased steadily with age (from .81 
in 3-5 year olds to .89 in 15-17 year olds, p for trend <.0001). Of the 60% of 
visits where children had a recorded BMI, children with a BMI =95th 
percentile were slightly less likely to have a blood pressure recorded 
compared to BMI 85th <95th, and BMI<85th (91%, 93%, 94%, respectively, 
p<.0001). There were no differences by sex or race/ethnicity in the adjusted 
prevalence of documented blood pressure measurement. Conclusions: Blood 
pressure measurements are documented at a large proportion of children’s 
visits to pediatric and family medicine clinics. Younger children were less 
likely to have blood pressure measurements recorded than adolescents. The 
relative lower likelihood of blood pressure measurement in obese children 
warrants further investigation given the higher prevalence of hypertension in 
these children.
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Background: Despite consistent recommendations in numerous guidelines 
sponsored by professional societies, screening youth for familial 
hypercholesterolemia (FH) and/or those with a family history of premature 
cardiovascular disease (CVD) identifies only a small percentage of high-risk 
youth. By linking parent and child data in the virtual data warehouse, we can 
assess current screening practices, factors that impact screening practices and 
ultimately strategies aimed at improving childhood screening. Aims: the aim 
of this study is to compare cholesterol testing and screening rates in youth 
who have at least one parent covered under the same health plan with a 
history of CVD defined as a history of myocardial infarction, percutaneous 
coronary artery intervention (PCI) or coronary artery bypass surgery (CABG) 
and/or a parent with FH established by ICD-9 diagnoses or an abnormal 
cholesterol level. Methods: A cohort of youth who were 2-26 years of age 
anytime between service dates inclusive of 01/01/2001 and 12/31/2009 and 
who were covered as insured members under their parents’ health plans 
within the Scott & White HMO were identified including a subset with any 
ICD-9 diagnosis code associated with hyperlipidemia. Parent-child linkagages 
were created using a subscriber_id relationship code and relationship 
description. The parental cohort with CVD was identified from the CVRN 
Surveillance study as well as parents who have FH defined as an LDL-C of 
> 215 mg/dl or a total cholesterol > 300 mg/dl. Results: We found that 
adherence to guidelines for cholesterol screening of youth at a higher risk for 
premature CHD is no greater than screening rates for children with a lower 
risk who do not have an affected parent. Moreover, a family history of CHD 
and hypercholesterolemia is rarely documented in a dependent’s medical 
record. Conclusions: Cost-effective approaches to screening for FH in the 
pediatric population rely on a parental history of CVD and/or FH. However, 
this approach does not identify the majority of youth at risk for premature 
CVD. Universal screening of youth may be warranted.
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Aims: To identify parent-level and child-level risk factors for childhood 
obesity, to study health consequences and medical service utilization among 
the overweight children. Methods: The study included families with children 
aged 4–11 years old, registered with Maccabi Healthcare Services at 2 
community clinics in the Greater Jerusalem Area. During 2008, 409 mothers 
completed questionnaires and interviewers weighed and measured 714 
children. There was a 50% response rate. Information on associated 
morbidity and utilization of Health Services was obtained from Maccabi’s 
computerized database. Results: Approximately 30% (122 of 409) of the 
families had at least one overweight or obese child (BMI>85th percentile / 
BMI>95th percentile, respectively). Twenty percent of the children sampled 
were overweight or obese(overweight:11.9%, 85 of 714. obese: 8.3%, 59 of 
714). The variables with an independent effect on having at least one 
overweight child in the family were: father of Asian-African origin; 
immigration to Israel since 1995; non-academic education; a maternal age 
less than 40; a mother who had a history of being overweight and who 
reported lack of control over her eating habits. Variables with an independent 
effect on children’s obesity/overweight were: age below 7 years old; eats a 
broad variety of foods (not fussy); has an ‘inactive’ lifestyle; eats the main 
daily meal at a daycare center or afternoon enrichment center at least once a 
week. Among the overweight children, mainly in the 7-11 age groups, a 
higher rate of associated morbidity (particularly asthma, orthopedic problems 
and dermatological conditions) was documented. The service utilization rates 
were also higher among overweight children compared to children within the 
normal weight range. Conclusions: Pro-active medical monitoring of 
overweight or obese children must be encouraged even if they do not present 
other symptoms. Parents and caregivers should be provided with information 
regarding the risk factors for obesity, as some of those are modifiable. It is 
recommended that a follow-up study be conducted with a national 
representative sample of children to verify the findings.
Keywords: Obesity, Child, Risk factors

doi:10.3121/cmr.2011.1020.c-b5-01

C-B5-02:
A Parent Failure Modes and Effect Analysis: Parent Teams Can Identify 
Problems and Propose Interventions

Joann Wagner, MSW1; Kathleen Walsh, MD, MSc2; Juliet Moretti, BA1; 
Terry Field, DSc1; Kathleen Mazor, Ed, DMS1; Jennifer Donovan, PharmD3; 
Abir Kanaan, PharmD3

1Meyers Primary Care Institute-UMass Medical School, Fallon Clinic, 
FCHP; 2UMass Medical School, Meyers Primary Care Institute; 3MCPHS, 
Meyers Primary Care Institute

Background: Parents of many children with cancer administer highly 
complex chemotherapy regimens at home which are error prone. One way to 
identify and repair potential error prone processes is with a Failure Mode and 
Effect Analysis (FMEA). An FMEA is a systematic, team-based approach to 
understanding the ways a process can fail and developing interventions; it 
has been used in hospitals for decades but has never, to our knowledge, been 
used with a team of parents. Methods: The objective of this study was to 
identify aspects of the home medication use processes at risk for error and 
propose interventions using an FMEA with a group of parents. We recruited 
parents of children with cancer taking home medications. FMEA steps 
included: selection of a high-risk process; diagram the process; brainstorm 
potential failure modes; rate and prioritize failure modes; identify root 
causes; and redesign the process. The target high-risk process was parent/
caregiver administration of 6-mercaptopurine following a change in 
medication dose. Parents were trained in FMEA methodology using materials 
at a 6th grade reading level and a real-life example. Failure modes were 
prioritized using ratings for severity, frequency of occurrence, and 
detectability. Results: The process diagram developed by the parent-team 
included 12 steps. The highest priority failure modes were: (1) shared 
instructions by the parent who attended the clinic visit regarding change in 
dose are misunderstood by the other caregiver(s); (2) administration of 
chemotherapy without realizing that another caregiver already administered 
it; (3) parent misunderstanding of physician’s instructions about the change 
in dose; and (4) the parent who attended the clinic visit shares incorrect 
instructions regarding the change in dose with other caregivers. During the 


