Appendix.
This appendix provides additional description of CHOICES microsimulation modeling methods and modeling parameters for intervention effect, reach, and cost associated with the national implementation of a primary care-based Healthy Weight Clinic compared with usual care.

Microsimulation Model Parameters
This study used the CHOICES microsimulation model to project the future impact of an intervention strategy on population health and healthcare costs. The modeling methods and data sources are described in detail in Gortmaker et al. 2015 Health Affairs, Appendix A3.1  This study used the same approach, with updated model inputs and assumptions as noted below to reflect new data available and methodological refinements made over time.  

Population characteristics were updated based on more recent available data, including data from the 2013-2017 American Community Survey (5-year microdata), 2013-2017 Behavioral Risk Factor Surveillance System, 2003-2018 National Survey on Children’s Health, and 2011-2016 National Health and Nutrition Examination Survey (NHANES).  Lifetime height and weight trajectories were based on a published analysis of data synthesized from multiple longitudinal cohort studies.2 Population growth was projected based on infant population estimates by state and by race/ethnicity from the U.S. Census 2010-2018 National Population Projections.  Annual total medical expenditures per person in the simulated population by BMI and age were estimated based on a published analysis of data from the 2011-2016 Medical Expenditure Panel Survey (MEPS).3  Health-related quality of life (HRQL) weights by sex, age group, and weight status were estimated using published EQ5D preference weights from a 2006 analysis of the 2000 MEPS,4 and utility weights for children were extracted from a meta-analysis of 16 studies.5  See Appendix Table A1 for more details about these updated model assumptions and sources.

Parameters for Modeling Intervention Effect, Reach, and Cost Associated with the National Implementation of a Primary Care-Based Healthy Weight Clinic Compared with Usual Care
Appendix Table 2 summarizes the parameters used to estimate the cost-effectiveness of a nationwide simulation model of a potential pediatric weight management intervention in the United States. In this model, the Healthy Weight Clinic (HWC) would be delivered at federally qualified health centers (FQHC) for children (ages 6-12 years old) with overweight and obesity (BMI >85th percentile). The HWC uses a multidisciplinary team to deliver motivational interviewing and behavioral modification techniques to engage families in setting and achieving healthy eating and activity goals.6, 7 The team is primarily comprised of a pediatrician, community health worker, and dietitian. The table specifies the estimate of the effect of the HWC intervention on an individual’s body mass index (BMI), the values used to estimate population reach if HWCs were implemented in FQHCs nationwide in the U.S., and the activities (e.g., labor, training, materials, intervention delivery) and resources needed to implement HWCs. 
This model assumes the HWC would be implemented at each of 1,342 grantee sites for FQHCs across the 50 U.S. states and the District of Columbia, based on data from the Uniform Data System (UDS) maintained by the Health Resources & Services Administration (HRSA).8 


Population Reach
Appendix Figure 1 shows a hierarchical representation of populations reached by the Healthy Weight Clinic intervention in Federally Qualified Health Centers and estimated national reach in the first year of the intervention.



BMI = body mass index.
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Appendix Table 1. Microsimulation model parameters used to project the future impact of an intervention strategy on population health and healthcare costsa 
	Model parameter
	Modeling assumption
	Source

	Demographic characteristics: Sex, race, ethnicity, census tract, and age
	Individuals were sampled randomly within census tracts to create a simulated population of 1,000,000 children and adults at model initiation.
	U.S. 2010 Census

	Demographic characteristics: Household income, poverty ratio, public school attendance, and SNAP participation
	Individual demographic variables not included in 2010 Census were assigned using non-parametric statistical matching techniques conditional on age, sex, race, ethnicity, and census tract.
	2013-2017 American Community Survey 5-year microdata

	Adult self-reported height and weight
	Individual self-reported height and weight were sampled with replacement proportional to sampling weights and assigned to individuals conditional on age, sex, race, ethnicity, household income, and state. Adjusted for self-report bias9 (see measured height and weight below).
	2013-2017 Behavioral Risk Factor Surveillance System 

	Child and adolescent parent-reported height and weight
	Individual parent-reported height and weight were sampled with replacement proportional to sampling weights and assigned to individuals conditional on age, sex, race, ethnicity, household income, and state. Recent NSCH releases do not report individual-level BMI, so based on BMI categories only. Adjusted for self-report bias10 (see measured height and weight below).
	2003-2018 National Survey on Children’s Health 

	Measured height and weight, and dietary intake
	Individual objectively-measured height and weight were sampled with replacement proportional to sampling weights and assigned to individuals conditional on age, sex, race, ethnicity, household income, and self- or parent-reported height and weight percentile. Food frequencies and dietary intake were also simulated from sampled individuals.
	2011-2016 National Health and Nutrition Examination Survey (NHANES)

	Lifetime height and weight trajectories
	Lifetime height and weight trajectories based on a published analysis of data synthesized from multiple longitudinal cohort studies.2 Trajectories calibrated to match projected mean BMI by age and sex from 2010-2030. Quantile regression based longitudinal population creation, using prevalence in 4 BMI categories (normal, overweight, obesity, and severe obesity) as calibration targets, sex and race/ethnicity specific by age groups (2-5, 6-11, 12-19, 20-39, 40-59, 60-79, 80+)
	National Longitudinal Survey of Youth; National Longitudinal Study of Adolescent to Adult Health; Early Childhood Longitudinal Study-Kindergarten; Panel Survey on Income Dynamics; NHANES I Epidemiologic Follow-Up Study; NHANES 1999-2012

	Baseline smoking prevalence and smoking trajectories
	Individual smoking prevalence among adults with initiation and cessation rates from published estimates.11 
	2011 Behavioral Risk Factor Surveillance System; 1965-2009 U.S. National Health Interview Surveys

	Open population characteristics
	Infant population estimates were obtained from the Census for 2010-2018 by state and race (White, Black, American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander, Two or more) and ethnicity (Hispanic/Not Hispanic). Projections were made using a log-linear model. Population trajectories were sampled from the (joint-normal) distribution of regression coefficients. Trajectories were independently sampled for the state overall and for each race.
	U.S. Census 2010-2018 National Population Projections

	Baseline mortality rates
	2010 age, sex, and race-ethnicity life tables adjusted for smoking and BMI based on data from 527,000 members of the NIH-AARP Diet and Health Study.12 
	U.S. 2010 Period Life Tables; NIH-AARP Diet and Health Study

	BMI-related mortality reduction due to intervention
	Based on data from 900,000 participants, each 5 BMI unit increase within the range of 25-50 BMI units was associated with a 30% higher risk of death (HR: 1.29; 95% CI: 1.27-1.32). The estimated HR was used to shift individual-level mortality risk due to BMI reductions compared to the individual’s risk in the natural history model.
	Prospective Studies Collaborative13

	Healthcare costs
	Annual total medical expenditures per person in the simulated population by BMI and age based on a published analysis of data.3
	2011-2016 Medical Expenditure Panel Survey (MEPS)

	Health-related quality of life (HRQL)
	HRQL weights for males and females, age groups (18-25, 25-44, 45-64, 65-74, and >75), for three BMI categories: 23-25 (normal), 25-30 (overweight), >30 (obesity), using published EQ5D preference weights from 2006 analysis of MEPS 2000.4 Utility weights for children extracted from meta-analysis of 16 studies by Kwon et al. 2018.5
	2000 MEPS; Kwon et al. 2018 meta-analysis


a CHOICES microsimulation model methods and data sources were introduced in Gortmaker et al. 2015 Health Affairs, Appendix A3.1 Some model assumptions and data sources have been updated since introduced to reflect new data available and methodological refinements made over time.


Appendix Table 2.  Parameters for modeling intervention effect, reach, and cost associated with the national implementation of a primary care-based Healthy Weight Clinic compared with usual care 
	Parameter
	Estimate
	Description & Sources

	Effect estimate

	Change in BMI over 1.66 years among intervention participants relative to comparison sites 
	-0.38 (SE 0.11) a
	Based on the Clinic and Community Approaches to Healthy Weight quasi-experimental study, HWC participants’ BMI changed by -0.23 (95%CI -0.36 to -0.10) per year compared with the comparison sites in the fully adjusted model.7 
Since BMI measurements were available in the EHR for trial participants for a mean (SD) of 1.66 (0.51) years after trial enrollment, we used this yearly rate of BMI change reported for the trial and estimated that the full intervention effect was achieved at 1.66 years with a difference between the HWC participants and the comparison sites of -0.38 (SE 0.11) kg/m2.

	[bookmark: _Hlk116907210]Population reach 

	Proportion of children ages 6-12 that are seen at FQHCs in the United States 

(Eligible population)b
	0.115


	The Uniform Data System (UDS) maintained by the Bureau of Primary Health Care at the Health Resources & Services Administration (HRSA) reported that a total of 3,190,832 children ages 6-12 were seen in FQHCs in the 50 U.S. states and the District of Columbia in 2017.8 Projections from the CHOICES model estimate that there are 27,671,922 children ages 6-12 in the 50 states and the District of Columbia, so we assume that 11.5% of children ages 6-12 are seen in FQHCs (p=0.115). We estimate and apply proportions by state and race/ethnicity, based on data from the HRSA UDS database 20178 and projections from the CHOICES microsimulation model. 

	Proportion of children ages 6-12 seen at FQHCs that have overweight or obesity in 2020

(Eligible population)b
	0.399
	CHOICES model projection based on parent-reported child height and weight from the 2003-2018 National Survey on Children’s Health, adjusted for self-report bias,10 and multiple longitudinal cohort studies.2 We assume that children seen in FQHCs have the same rates of overweight and obesity as children ages 6-12 by state and race/ethnicity group.

	Proportion of children ages 6-12 with overweight or obesity who are seen at FQHCs that are referred to the HWC program

(Eligible referred population)b
	0.4583 (SE 0.0122; range 0.41, 0.50)a
	Estimate based on the proportion of eligible children referred to a weight management program in the Clinic and Community Approaches to Healthy Weight trial (770 children referred / 1,680 children eligible = 0.4583).7 Families with eligible children had to agree to be referred, and the referral was at the discretion of the pediatrician. Pediatricians declined to refer patients who had potentially complicating co-morbidities, had extenuating family circumstances, had siblings already enrolled in the program, or were known to have moved or not be attending the community health center anymore.

	Proportion of children ages 6-12 with overweight or obesity that enroll in the HWC program after being referred by a FQHC 

(Intent to treat population)b
	0.5221 (SE
0.025; range 0.447, 0.672)a
	Estimate based on the proportion of children referred to the HWC that actually enrolled in the HWC program at FQHCs in the Clinic and Community Approaches to Healthy Weight trial (201 children enrolled / 385 children referred = 0.5221).7  Because the effect estimate used to calculate health benefits was based on intention-to-treat analyses from the Clinic and Community Approaches to Healthy Weight quasi-experimental study,7 we apply the health benefit to all children who enroll in the program. 

	Proportion of children enrolled in the HWC program who attend any visits

(Benefitting attending visits)b 
	0.6766 (SE 0.033; range 0.5766, 0.7766)a
	Estimate based on the proportion of children that attended visits as part of the HWC program once enrolled in the Clinic and Community Approaches to Healthy Weight trial (136 children attended any visits / 201 children enrolled = 0.6766).7

	Intervention Implementation Costsc 

	Provider time to prepare “Introduction for Providers to Weight Management Programs” training 

 
	Per FQHCd

$149.63/hour x 0.5 hours for 1 pediatric provider

$45.36/hour x 0.5 hours for 1 RD

$32.31/hour x 2 hours for 1 CHW  
 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. One clinician champion (pediatric provider) would prepare the training annually with assistance from one CHW and one RD. Pediatric provider salary was estimated from BLS occupation codes 29-1221 Pediatricians, General and 29-1215 Family Medicine Physicians,14 based on reported state-specific FTE of each physician typee at FQHCs.8 RD salary was estimated from occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8

	Provider time to attend “Introduction for Providers to Weight Management Programs”  training 

 
	Per FQHCd

$149.63/hour x 0.5 hours for 5.2 pediatric providers

$45.36/hour x 0.5 hours for 1 RD

$32.31/hour x 0.5 hours for 1 CHW  
 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. The training session (0.5 hours) would occur at each FQHC annually. Assume there are 6.5 pediatric providers per FQHC on average nationally (total of 8,670 providers nationally, with state-specific estimates applied in model, based on HRSA UDS data)8, 1 RD per FQHC, and 1 CHW per FQHC. Assume that 80% of all pediatric providers (n=6,936 nationally) would attend the training and 100% of RDs and CHWs would attend. Pediatric provider salary was estimated from BLS occupation codes 29-1221 Pediatricians, General and 29-1215 Family Medicine Physicians,14 based on reported state-specific FTE of each physician typee at FQHCs.8 RD salary was estimated from occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8

	Costs for providing food/coffee at the “Introduction for Providers to Weight Management Programs”  training 
	Per FQHCd

$135 (range $95-$175)f 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Food and coffee would be offered at each training annually.

	Pediatric Provider time & training program fee for participating in the American Board of Pediatrics Training
	Per FQHCd

$149.63/hour x 2.5 hours for 3.9 pediatric providers 

$15 training fee per provider
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. We estimate that 60% of pediatric providers would complete the training (n=5,202 providers) based on data from the trial. Pediatric provider salary was estimated from BLS occupation codes 29-1221 Pediatricians, General and 29-1215 Family Medicine Physicians,14 based on reported state-specific FTE of each physician typee at FQHCs.8

	Pediatric Provider time for participating in the Change Talk Training from the American Academy of Pediatrics 


	Per FQHCd

$149.63/hour x 0.5 hours for 3.9 pediatric providers in year 1 and 0.6 pediatric providers in years 2-10
	Estimates are from the Clinic and Community Approaches to Healthy Weight Trial. Assume that 60% of pediatric providers would complete training (n=5,202 providers). We assume that 14.65% of providers will turnover each year,15 and that 60% of newly hired pediatric providers will participate in the training after the first year. Pediatric provider salary was estimated from BLS occupation codes 29-1221 Pediatricians, General and 29-1215 Family Medicine Physicians,14 based on reported state-specific FTE of each physician typee at FQHCs.8

	Labor time for Medical Assistants and CHW to participate in annual training to conduct height and weight measurements and time for Supervising Nurse to lead training
	Per FQHCd

[bookmark: _Hlk115954737]$26.00/hour x 0.5 hours for 10 Medical Assistants 

$32.31/hour x 0.5 hours for 1 CHW 

[bookmark: _Hlk115954641]$56.38/hour x 0.5 hours for 1 Supervising Nurse 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Assume that 10 Medical Assistants and 1 Community Health Worker per FQHC would attend this annual training, and 1 supervising nurse per FQHC would lead the training, based on attendance from two FQHC sites in trial. Medical Assistant salary was estimated from BLS occupation code 31-9092 Medical Assistants, CHW salary from 21-1094 Community Health Workers, and Supervising Nurse salary from 29-1141 Registered Nurses.8

	Labor time to set up HWC program referral in the Electronic Health Record system in the first year

	Per FQHCd

$33.90/hour x 0.5 hours for 1 EHR technician
	Estimate based on data from the Clinic and Community Approaches to Healthy Weight trial. Assume all FQHCs use EHR systems, and it would take 0.5 hours of an EHR technician’s time to add a new internal referral in the system one time. EHR technician salary was estimated from BLS occupation code 29-2098 Medical Dosimetrists, Medical Records Specialists, and Health Technologists and Technicians, All Other.8

	Platform development and maintenance costs for the text message/email campaign 
	Per FQHCd

$1000/month 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. The text message and email campaign would be maintained through the Mobile Commons or similar platform, and costs would be incurred each year. 

	Labors costs for the CHW to develop and maintain text message/email campaign 


	Per FQHCd

$32.31/hour x 13 hours for 1 CHW in year 1 to set up

$32.31/hour x 52 hours for 1 CHW in years 1-10 to monitor

Per child enrolled in campaigng

$32.31/hour x 0.083 hours for 1 CHW per child enrolled in the text message/email campaign 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Assume the setup of the text message program and research into community resources would be a start-up cost in Year 1 only. The time and costs to check the system, respond to messages, and enroll participants in the text message campaign would be ongoing costs annually. We estimate that 96% of families (n=884,000 over 10 years) enrolled in the HWC program would enroll in the text message/email campaign based on data from the trial. CHW salary was estimated from BLS occupation code 21-1094 Community Health Workers.8

	Labor costs for the CHW to review referrals and conduct outreach phone calls to participants
	Per patient referredh

$32.31/hour x 0.083 hours for 1 CHW per child referred to HWC program
	Estimate based on data from the Clinic and Community Approaches to Healthy Weight trial. Assume that the CHW will spend 5 minutes per patient referred to the HWC program to review the referrals and make initial phone calls each year. CHW salary was estimated from BLS occupation code 21-1094 Community Health Workers.8

	Labor time for HWC team to participate in the HWC training 
	Per FQHCd

[bookmark: _Hlk115954577]In Year 1: 
$32.31/hour x 4 hours per 1 CHW

$149.63/hour x 4 hours per 1 Pediatric Provider 

$45.36/hour x 4 hours per 1 RD

In Years 2-10:
$32.31/hour x 4 hours per 0.1465 CHW, and x 2 hours per 0.8535 CHW

$149.63/hour x 4 hours per 1.1465 pediatric providers, and x 2 hours per 0.8535 pediatric providers

$45.36/hour x 4 hours per 0.1465 RD, and x 2 hours per 0.8535 RD
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Assume one CHW, one pediatric provider, and one RD from each FQHC would participate in the HWC training (4-hour session) in the first year. The training session would be led by the Pediatric Provider. We assume that each returning provider (CHW, Pediatric Provider, and RD) would participate in a refresher training (2-hour session) in years 2-10, and newly hired providers would attend the full training in years 2-10 (plus 1 pediatric provider leading the training). We assume that 14.65% of providers will turnover each year.15 Pediatric provider salary was estimated from BLS occupation codes 29-1221 Pediatricians, General and 29-1215 Family Medicine Physicians,14 based on reported state-specific FTE of each physician typee at FQHCs.8 RD salary was estimated from occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8




	Food and material costs for the HWC Program Team Training Session 
	Per FQHCd

$12 for food and coffee served annually

$60 for materials, replaced every 5 years 
	Estimate based on data from the Clinic and Community Approaches to Healthy Weight trial. Estimate for training food costs are based on assumption from prior clinical cost-effectiveness model, adjusted for training duration.16 Material costs are based on the American Academy of Pediatrics Next Steps Guide ($60) and would be replaced after 5 years. 

	Labor time to attend check-in meeting where clinicians meet to review progress and address successes/challenges in delivering the HWC 

	Per FQHCd

$149.63/hour x 12 hours for 1 Pediatric provider 

$32.31/hour x 12 hours for 1 CHW

$45.36/hour x 12 hours for 1 RD
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial.  Assume clinicians delivering the HWC program would meet for 1 hour each month, annually, to check in and review progress. Pediatric provider salary was estimated from BLS occupation codes 29-1221 Pediatricians, General and 29-1215 Family Medicine Physicians,14 based on reported state-specific FTE of each physician typee at FQHCs.8 RD salary was estimated from occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8

	Labor time for CHW  and RD to participate in the change talk training program offered by the American Academy of Pediatrics
	Per FQHCd

In Year 1: 
$32.31/hour x 0.5 hours for 1 CHW
 
$45.36/hour x 0.5 hours for 1 RD

In Years 2-10:
$32.31/hour x 0.5 hours per 0.1465 CHW

$45.36/hour x 0.5 hours per 0.1465 RD
	Estimate of the training length from the American Academy of Pediatrics and the Clinic and Community Approaches to Healthy Weight Trial. This is the same training all pediatric providers would be expected to take. We assume every CHW and RD on the HWC teams would participate in the training in year 1, and newly hired CHW and RD team members would attend the training in years 2-10. We assume that 14.65% of clinicians will turnover each year.15 RD salary was estimated from BLS occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8

	Labor time for the CHW to lead the orientation visit for the children participating in the HWC program
	Per child attending an orientation visiti

$32.31/hour x 1 hour for 1 CHW 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. We assume a CHW would spend 1 hour with each child attending a HWC program orientation visit. CHW salary was estimated from BLS occupation code 21-1094 Community Health Workers.8

	Labor time for providers to lead the group visits 
	Per group visitj 

$32.31/hour x 3 hours for 1 CHW 

$45.36/hour x 3 hours for 1 RD 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. This estimate for labor time includes effort to prepare for the group visit (1 hour), conduct the group visit with the patients (1.5 hours), and clean up and close the group visit (0.5 hours). RD salary was estimated from BLS occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8

	Labor time for CHW to communicate and prepare materials for the group visits annually
	Per FQHCd

$32.31/hour x 52 hours for 1 CHW

	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Assume that the CHW would spend 2 hours/week to call  and schedule patients and prepare materials/food for group visits in the first 6 months of each year (26 weeks). CHW salary was estimated from BLS occupation code 21-1094 Community Health Workers.8

	Labor time for providers to lead the individual visits 
	Per individual visitk

$32.31/hour x 0.5 hours for 1 CHW
 
$149.63/hour x 0.5 hours for 1 Pediatric Provider 

$45.36/hour x 0.5 hours for 1 RD
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Each HWC program participant attends a 1.5 hour individual visit, meeting with the CHW, pediatric provider, and RD for 0.5 hours each. Pediatric provider salary was estimated from BLS occupation codes 29-1221 Pediatricians, General and 29-1215 Family Medicine Physicians,14 based on reported state-specific FTE of each physician typee at FQHCs.8 RD salary was estimated from occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8

	Labor time for CHW to schedule the individual visits 
	Per child attending visitsl

$32.31/hour x 1 hour for 1 CHW  
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Assume CHW spends 1 hour total time calling and scheduling each patient over the year a child spends participating in the HWC program. CHW salary was estimated from BLS occupation code 21-1094 Community Health Workers.8

	Labor time for providers to make phone calls to families between visits
	Per child attending visitsl

$32.31/hour x 0.42 hours for 1 CHW

$45.36/hour x 0.42 hours for 1 RD 
	Estimate based on data from the Clinic and Community Approaches to Healthy Weight trial. The CHW and RD would make a total of 18 phone calls to families whose children attended any visits, with the CHW and RD each making half of the calls (9 calls each). Assume 1.87 calls (SE 0.253; range 0, 7)a per family would be completed and have a call length of 10 minutes, and the remaining 16.13 calls per family would not be completed (i.e., family did not answer) and would have a call length of 2 minutes. RD salary was estimated from BLS occupation code 29-1031 Dietitians and Nutritionists, and CHW salary from 21-1094 Community Health Workers.8

	Time for families to attend the group and individual visits 
	Per child attending visitsl

$38.93/hour x 7.55 hours for 1 parent/guardian 

	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Based on the average attendance across the 19 planned visits for each participant in the trial, we assume each child attending any visits would attend on average 4.55 visits (SE 0.305; range 1, 8).a We assume families spend 1.66 hours at each visit (SE 0.076; range 0.5, 4)a based on responses in a survey completed by the families participating in the trial. Parent/guardian opportunity costs were estimated using the national mean annual salary across all occupations, BLS code 00-0000.8

	Time families spend on phone calls with HWC team providers  
	Per child attending visitsl

$38.93/hour x 0.31 hours for 1 parent/guardian 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. The CHW and RD would make a total of 18 phone calls between visits to families whose children attended any visits. Assume families that attend at least one visit respond to on average 1.87 phone calls (SE 0.253; range 0, 7)a that are each 10 minutes long. Parent/guardian opportunity costs were estimated using the national mean annual salary across all occupations, BLS code 00-0000.8

	Transportation and parking costs for families to attend the visits at the FQHC
	Per child attending visitsl

$21.75 
	Estimates based on self-reported expenses of parents randomized to the HWC arm of the Clinic and Community Approaches to Healthy Weight Trial. Assume that families who attend at least one visit spend $4.78 (SE $0.72; range $0, $20)a on transportation and parking to attend their last HWC visit, based on a survey of families who attended the HWC and completed a 12-month survey (n=118, 59% of those randomized to the HWC). We assume each child attending any visits would attend on average 4.55 visits (SE 0.305; range 1, 8).a

	Costs for childcare for other children while families attend visits at the FQHC
	Per child attending visitsl

$9.75  
	 

Estimates based on self-reported expenses of parents randomized to the HWC arm of the Clinic and Community Approaches to Healthy Weight Trial. Based on a survey of families who attended the HWC and completed a 12-month survey (n=118, 59% of those randomized to the HWC), we assume that 25% of families who attend any visits spend $8.57 (SE $2.69; range $0, $30)a on childcare for their other children who are not enrolled in the HWC, per 4.55 visits (SE 0.305; range 1, 8).a

	Labor time for CHW to tailor fliers and other promotional materials to their local community in the first year
	Per FQHCd

$32.31/hour x 1 hour for 1 CHW
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Assumes fliers and other promotional materials that have previously been developed will be updated in the first year to meet the needs of local communities. CHW salary was estimated from BLS occupation code 21-1094 Community Health Workers.8

	Material costs for HWC promotional materials 
	Per child attending visitsl

$0.93 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Assume that each patient who attended at least one visit would receive one copy of 4 materials: a schedule, a sugary drink handout, one flyer, and one mindful eating handout ($0.12/page x 4 pages). Additionally, the patient would receive one goal sheet ($0.12) at each of 1.38 group visits (SE 0.141; range 1, 6)a and 2.34 individual visits (SE 0.198; range 1, 12).a 

	Food and beverage costs for snacks provided at group visits 
	Per child attending visitsl

$10.35 
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. Snacks were provided at group visits, at a cost of $7.50 per patient at each of 1.38 group visits attended (SE 0.141; range 1, 6).a

	Labor time for a supervisor to conduct quality assurance observations of the individual and group visits 
	Per FQHCd

$134.21/hour x 12 hours for 1 pediatrician
	Estimate from the Clinic and Community Approaches to Healthy Weight Trial. In each year, assume 3 hours per quarter (12 hours per year total) for a supervisor to conduct quality assurance observations of the HWC individual visits (1 hour) and group visit (2 hours). Supervisor salary was estimated from BLS occupation code 29-1221 Pediatricians, General.14


BMI = body mass index; CI = confidence interval; HWC = Healthy Weight Clinic; FQHC = Federally Qualified Health Center; SE = standard error; RD = Registered Dietitian; CHW = Community Health Worker; BLS = Bureau of Labor Statistics; FTE = full-time equivalent; EHR = electronic health record.
Costs are reported in 2019 US dollars.
a Sampled from a normal distribution, unconstrained except where a range is noted.
b Refer to Appendix Figure 1 for definitions of population levels reached and counts of people reached in each population level.
c Salaries were estimated using state-specific May 2019 Occupational Employment and Wage Estimates from the U.S. Bureau of Labor Statistics (BLS).14 Annual mean salary was converted to hourly wages assuming 2000 hours per FTE, and a fringe benefit rate of 1.4556 was applied to all salary estimates. Estimate shown is national mean hourly wages17 including fringe benefits. 
d This model assumes the HWC would be implemented at each of 1,342 grantee sites for FQHCs across the 50 U.S. states and the District of Columbia, based on data from the Uniform Data System (UDS) maintained by the Health Resources & Services Administration (HRSA).8
e Nationally, we assume 32% of pediatric providers are pediatricians and 68% are family physicians.8
f Sampled from a uniform distribution.
g The model estimates that 921,000 children would enroll in the HWC program over 10 years.
h The model estimates that 1.77 million eligible children would be referred to the HWC program over 10 years (see Population Reach parameters).
i The model estimates that 525,000 children enrolled in the HWC program over 10 years would attend an orientation visit. This assumes that 57% of the 921,000 children enrolled in the HWC program over 10 years would attend the orientation visit (mean proportion 0.57; SE 0.035; range 0.430, 0.710; sampled from a normal distribution).
j The model estimates that 358,000 group visits would be held over 10 years. This assumes that 623,000 children enrolled in the HWC program over 10 years (68% of the 921,000 children enrolled; see “Benefiting attending visits” reach parameter) would attend an average of 1.38 group visits (SE 0.141; range 1, 6; sampled from a normal distribution), and each group would include on average 2.4 children (SE 0.130; range 1, 7). 
k The model estimates that 1.46 million individual visits would be held over 10 years. This assumes that 623,000 children enrolled in the HWC program over 10 years (68% of the 921,000 children enrolled; see “Benefiting attending visits” reach parameter) would attend an average of 2.34 individual visits (SE 0.198; range 1, 12; sampled from a normal distribution). 
l The model estimates that 623,000 children enrolled in the HWC program over 10 years would attend at least one visit (i.e., 68% of the 921,000 children enrolled over 10 years; see “Benefiting attending visits” reach parameter).
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Children ages 6-12 years in the U.S. (27.7 million in the first year)


Seen at Federally Qualified Health Centers (3.19 million in the first year)


Referred to and enroll in the Healthy Weight Clinic intervention (321,000 in the first year)


With BMI ≥85th percentile (1.35 million in the first year)
