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•OUR HISTORY
•Founded in 1974 by Dr. Richard Izquierdo
•Federal Qualified Health Center (FQHC) designation in 1999
•Accredited by the Joint Commission.
•4 Sites:

– El Nuevo San Juan Health Center—1065 Southern Blvd, Bronx, NY
– Bella Vista Health Center—890 Hunts Point Ave, Bronx, NY
– Plaza del Castillo Health Center– 1515 Southern Blvd, Bronx, NY
– Plaza del Sol Health Center—37-16 108th St, Corona, NY

•5 School-Based Sites; 2 Off-Sites 2 Administrative Sites
•2009: 37,000 Users and 197,000 Encounters 
•82% Hispanic; 15% African-American; 3% Other 
•Largest employer in zip code 10459
•2009: Awarded the Nicholas E. Davies Community Health Award by the Health 
Information Management Systems Society (HIMSS)
•2009: NCQA Level 3 Patient Centered Medical Home Recognition

Urban Health Plan, Inc.
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Aim Statement:

The Fit 4 Life program will continue the UHP 
tradition of providing high-quality services through 
nutrition education and fitness guidance. Our ultimate 
goal is to minimize risk of Type 2 diabetes and promote a 
healthy lifestyle. We are targeting parents of 0-36 month 
old children with the objective of achieving or maintaining 
a healthy BMI between the 5th and 84th percentiles. We will 
use the care model to assure a comprehensive inter-
disciplinary approach.

Purpose Statement

Initial Population of Focus: Dr. Ally’s patient’s 0-36 months of age
First Spread: All patients of Nuevo San Juan 0-36 months of age



• Overweight and obese children tend to become 
obese adults

• In NYC, 39% of Kindergarten through 8th

graders are overweight or obese*

South Bronx:* 
• 31% of children in Head Start are obese

(Head Start average age=3.5 years old)

• 47% are overweight or obese
*NYC Vital Signs, New York City Department of Health and Mental Hygeine and New York Department of Education 2009
*Obesity in the South Bronx: A Look Across Generations DOHMH 2007

The Facts Tell the Story
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Comparative Rates of Weight Classification for 3 - 4 Year Olds



• Adolescent weight management program in 
2003

• Realized that healthy habits had to start at a 
much earlier age 

• Have a strong prenatal program
• Need early parental involvement
• Birth to 36 months old

Why Start with Infants?



BASELINE DATA
Weight Classification Breakdown of Patients
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Outcome Measure:

•75% of Dr. Ally’s patients between 36-47 months 
will have a healthy BMI between the 5th and 84th

percentile

•65% of patients of spread providers between 36 
and 47 months will have a healthy BMI between 
the 5th and 84th percentile

Measures



Process Measures:
• 100% of patients will have a documented weight classification
• 100% of patients overweight or obese will be referred to the nutritionist
• 80% of overweight and obese children will attend a nutrition consult
• 100% percent of patients will have a self-management goal set at a nutrition 

consult
• 80% of patients will receive monthly telephone calls from a telephone support 

specialist
• 100% of patients with a healthy weight classification will have at least one 

nutrition visit
• 95% of patients will receive physical play education during their nutrition 

education
• 90% of patients will receive nutrition education by 6 months
• 50% of patients/caregivers will participate in visits to the Farmer’s Market 

and/or the Supermarket
• 100% of overweight and obese children will be referred to the behavior 

specialist
• Percent of patients Seen by the Behavioral Specialist that are moving toward a 

healthy weight

Measures



Patients Enrolled in the Fit for Life Program
Goal: 2,000
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Percent of Spread Patients Ages 36-47 Months Old with a Healthy Weight Classification
Goal: 75%

62.8%
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The increase is due to an 
additional data source

Percent of Dr. Ally Patients Ages 36-47 Months Old with a Healthy Weight Classification
Goal: 90%
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Percent of Patients will have a Documented Weight Classification
Goal: 100%

92.9%
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Percent of Patients Overweight or Obese will attend a Nutrition Consult
Goal: 80%

94.1%
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Percent of Patients will have a Documented Self Management Goal During a Nutrition Consult
Goal: 100%
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Percent of Patient's Caregivers will Receive Monthly Calls from the Telephone Support Specialist
Goal: 80%
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The increase is due to the 
addition of a full-time 
Telephone Support 
Specialist

Decrease is due 
to vacation of the 
telephone 
Support specialist



Percent of Patients with a Healthy Weight Classification will have at least one Nutritional Consult or Nutrition 
Education Visit
Goal: 100%
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Percent of Patients Receiving Play Activity Education 
Goal: 95%

97.6%
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Percent of Patients Seen by the Behavior Specialist who are Moving Towards a Healthy Weight

69.4%
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Physician Awareness

BMI added 
to physical 

exam template

BMI added 
to physical 

exam template

Spread to all 
providers after a 

successful system 
was developed

Spread to all 
providers after a 

successful system 
was developed

Continuing Nutrition 
Education for 
providers and 

assistants

Continuing Nutrition 
Education for 
providers and 

assistants

Pediatric Endocrinologist 
presented to team 

and medical providers

Pediatric Endocrinologist 
presented to team 

and medical providers

One Pediatric 
physician to 

develop a system

One Pediatric 
physician to 

develop a system



Physical Exam Template



Physical Exam Template



Vitals



Growth Chart



Manual Data Collection



•Weight Classifications incorporated into the well child diagnoses: 
•V20.2 well child-underweight
•V20.2 well child-healthy weight
•V20.2 well child-overweight
•V20.2 well child-obese

•We also code for weight classifications separately
Underweight 783.22
Overweight 278.02

Obese 278.00
V85.51 BMI Pediatric <5%

V85.52 BMI Pediatric 5-<85%
V85.53 BMI Pediatric 85%-<95%

V85.54 BMI Pediatric >95%

Weight Classification



Well Child Code



Blame Free EnvironmentBlame Free Environment

Share information 
about normal growth 

and the potential 
negative 

consequences of 
overweight/obesity

Empower parents to take 
control of child’s weight

Language that does not 
convey parental fault

Blame Free
Environment



Engagement

Ask permission of the caregiver to discuss child’s
Weight, height and growth

Get an idea of the 
caregiver’s perception of the 

child’s weight (i.e. normal,
overweight, obese, underweight

Share the growth
chart with the family

and discuss healthy growth



Standardized Visits
Standardized Visits

PCP determines Weight Classification
via review of growth chart (BMI) & issues appropriate 

diagnosis

Well Child
Underweight

Well Child
Healthy Weight

Well Child
Overweight/Obese

PCP issues referral in eClinical
Works

to the nutritionist

MA makes appointment for Weight 
Check follow up in

4 to 6 weeks with Provider
AND nutritionist

PCP, MA, or Health Educator 
escorts patient to the Pediatric 

Nutritionist

Patient is seen by 
nutrition health educator 
for dietary education to 

prevent 
overweight/obesity

PCP answers if patient is 
‘Moving Towards a Healthy 

Weight?’ in eCW

If patient refuses nutrition visit, 
PCP will document in the referral

If Pediatric Nutritionist is not 
available, Health Educator will refer 

patient to Nutrition Dept.

If patient refuses nutrition visit, 
Health Educator will provide 

nutrition information

Telephone Support Associate calls patients between visits 
to provide health education support and appointment 

reminders

Patient attends 
appointment?

YES NO

PCP diagnosis pt as 
overweight/obese or 

underweight*

PCP diagnosis pt as 
healthy weight 

Telephone Support Associate 
calls patient to reschedule 

follow up weight check 
appointment

*Process repeats until child is diagnosed healthy weight



Two Levels of Nutrition Intervention 

• A Nutritionist is a professional that has graduated from 
an accredited college or university with a major in 
Nutrition and Dietetics

• Nutritionist are used in our program for intervention with 
underweight, overweight and obese children

• Registered Dieticians (RD) is a billable service
• A Nutrition Health Educator is a professional that is 

trained to provide nutrition information to patients and 
does not necessarily have a post secondary degree

• Nutrition Health Educators are used by our program to 
provide feeding guidance to healthy weight children for 
the purposes of preventing overweight and obesity



Role of Nutrition 

Nutrition at 
Point of Care

Implementation 
of the 

nutritional 
screening 

form to 
assess 
risk at 
Intake

(Initial visit)

Nutritionist being 
placed in the 

pediatrics 
department

Lifestyle 
modification 

through
behavioral 

choices and 
physical activity

(refer to TIA)

Waiting Room 
Workshops on 

Nutritional 
Topics

Nutrition Education 
at every well child 

visit by a 
nutrition health 

educator 
to prevent 

overweight/obesity

Nutrition Intervention



Nutrition Screening Form



Behavioral Component
• The behavioral specialist has a Master’s in 

Social Work
• The focus of the behavioral specialist is the 

underweight, overweight and obese children
• At each visit the caregiver sets a goal with the 

behavioral specialist on topics such as 
discipline, schedules, use of pacifier or bottle, 
etc.

• The patient is followed every 4-6 weeks to 
determine if a positive change was made based 
on the counseling session



Behavioral Change



• Consistent messages, which include low-literacy 
visuals:
– Juice reduction to 4 oz.
– Portion control
– Physical activity
– Switching to low fat milk
– Promote Breastfeeding
– Action Plan

• Done through nutrition waiting room workshops, 
nutrition education and consultations, provider 
education and walks to the market

Consistent Messages



Walks to the local:
• Farmer’s Market with a UHP sponsored 

EBT machine
• Supermarket
• Fruit & Vegetable stand
• Giving our patients access to fresh fruits and 

vegetables

Walking Groups



Community Resources

New York City
Department 

of Health 
and Mental

Hygiene

Local 
Markets

Project HOPE
Sophie Davis 

School 
of Biomedial
Education/

CUNY Medical 
School

AmeriCorps

Robin 
Hood 

Foundation

Community Health Care 
Association of 
New York State

New York State 
Department of Health

Community 
Resources









Baseline to Current

Percent of 37-47 Month Old Patients at a Healthy 
Weight

Baseline, 
52.8%

Current, 
67.6%
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This program has been really helpful 
because the last time I came here, I did 

not realize how much sugar was in apple 
juice; now I am more aware as to not give 
as much juice to my older child and I do 

not give any juice to my baby.





One of the things I found most effective was 
the one on one education so that I could 

ask questions about different food options 
for my picky eater.



Contact Information

Urban Health Plan, Inc.
1065 Southern Boulevard

Bronx, NY 10459
• Dr. Shamiza Ally

Shamiza.Ally@urbanhealthplan.org
718-589-2440 ext 4295
• Justine Springer

Justine.Springer@urbanhealthplan.org
718-589-2440 ext 4279

www.urbanhealthplan.org



* Obesity in the South Bronx: A Look Across Generations DOHMH 2007
**NYC Vital Signs March 2006 Volume 5, No. 2



Resources

New York City Department of Health and Mental Hygiene 
www.nyc.gov/health
New York State Department of Health
www.health.state.ny.us/
Community Health Care Association of New York State (CHCANYS)
www.chcanys.org/
Robin Hood Foundation
www.robinhood.org/
AmeriCorps
www.americorps.gov/
Sophie Davis School of Biomedical Education/ CUNY Medical School
med.cuny.edu/
Ounce of Prevention
http://www.healthyohioprogram.org/healthpromotion/healthylifestyle/nutri/nutr
ikids/ounce.aspx


