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Pediatric obesity is an urgent and complex public health issue. Approximately one-third of Canadian
children are overweight or obese, a proportion that highlights the need for effective and accessible
services to improve short- and long-term health risks. In our experience, we have encountered a
number of challenges common in pediatric obesity management across our clinical and research
centers. For the purpose of this review, these challenges and our real-world experiences are grouped
as issues that span (i) caring for children, adolescents, and families, (ii) collaborating with colleagues
and (iii) working within the health care system. Collectively, we highlight a number of lessons
learned from our years of experience and detail ongoing initiatives designed to optimize health
services for managing obesity for children and adolescents in Canada.
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Few health issues have received as much atten-
tion in recent years as pediatric obesity.
Approximately one-third of Canadian children
and adolescents are overweight ([BMI; kg/m2]
‡85th percentile) or obese (‡95th percen-
tile) [1], indicating that a large number of
young Canadians are eligible for specialized
health services for pediatric weight manage-
ment [2]. The complex causes and consequen-
ces of obesity necessitate coordinated strategies
among stakeholders working within and across
domains (e.g., health, education, industry, gov-
ernment, nongovernmental organizations) to
address obesity at a population level. However,
given the adverse physical, metabolic and psy-
chosocial consequences associated with obesity,
individuals within the field of health care have
taken leadership in developing strategies for
pediatric obesity management.

As a group, we have gained considerable
experience in pediatric obesity management
through day-to-day clinical work as well as con-
ducting clinical and applied health research in
Canada. Along with many other clinicians
working with families to help manage chronic
illnesses, we can attest to the challenges they
face in attempting health improvements and the
frustrations they feel as they try to access health

care, despite psychosocial and socioeconomic
barriers. We also share the satisfaction (and joy!)
of working with families when they achieve a
level of success that is meaningful for them (and
us!). These experiences have taught us important
lessons that have informed our research and
health services delivery. Because the etiology,
health risks, consequences and prevention of
pediatric obesity have been addressed in recent
reviews (e.g., [3,4]), the purpose of this narrative
review is to describe practical lessons learned
through our work in Canada. Our manuscript
highlights a number of important issues
encountered in managing pediatric obesity, all
of which were identified using an electronic sur-
vey designed to collect information and insights
across our centers. Two of us (JLSA, GDCB)
developed the survey; nine of us (TB, AB, JPC,
SH, JH, MMJ, LL, KMM, AW) responded to
the survey, which included the following ques-
tions: In regards to managing pediatric obesity in
Canada, what lessons have you learned related to:
Caring for children?; Collaborating with clinicians
and/or researchers?; and Working within the
health care system? In addition, what do you con-
sider to be important future directions for clinical
care and research in Canada? Survey responses
were organized and developed in detail below,
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with all authors and coauthors contributing substantially to the
writing and editing of the manuscript.

Caring for children, adolescents & families
Family-centered care

Managing pediatric obesity is most likely to be successful when
interventions focus on making healthy lifestyle changes within the
family. Specifically, family-centered care (FCC) is defined by
mutually beneficial partnerships during the planning, delivery and
evaluation of clinical care [5]. Within the tenets of FCC, clinicians
adopt a collaborative role, empowering family members to be
active participants in the care of their children. By working with
families as units, multiple family members (children, parents, sib-
lings, extended family members) all have the potential to benefit
from making healthy changes [6]. Pivotal to a family-centered
approach is a constructive relationship between clinicians and
families [7]. While it is important for clinicians to build rapport
and develop a therapeutic alliance with parents whose role is cen-
tral to engaging children in healthy lifestyle behaviors, it is equally
important for clinicians to gain respect and trust from children.
When discussing sensitive issues pertaining to weight and lifestyle
habits, it is important for clinicians to provide a safe environment
for families to discuss issues in a nonjudgmental and unbiased
manner (e.g., use language that parents prefer when discussing
children’s weight status [8]); focus on families’ successes in making
progress and positive changes; and consider children’s develop-
mental maturity when discussing treatment options and planning
(e.g., use simple language when speaking with younger children;
explore desire and capacity for autonomy with adolescents).

Adolescence

Clinicians address numerous needs and concerns when work-
ing with families to manage obesity, but should be mindful
of the uniqueness of adolescents. Adolescence is a dynamic
period defined by changes in physical, physiological and psy-
chosocial growth and variability; at this stage, teenagers har-
bor a strong desire for independence, while simultaneously
seeking acceptance and social support. Adhering to weight
management recommendations and healthy lifestyle changes
is challenging for many adolescents, which may explain why
children (who tend to have parents more involved in their
treatment) tend to be more successful in managing obesity [9].
In our experience, some adolescents with obesity have small
social circles, so interventions that offer ‘adolescent-only’
group-based care may help them to develop positive social
relationships with peers who have experienced similar chal-
lenges and establish increased independence and autonomy in
their own treatment. Interventions that include interactive
games, team-building activities and opportunities to enhance
lifestyle skill development in a safe, social space; enhance
self-esteem, body image and quality of life; focus on setting
specific, short-term achievable goals; address adolescents’
unique characteristics and challenges; and limit social isola-
tion and develop social skills can help to engage adolescents
in making healthy lifestyle behavior changes [10].

Mental health

A lot of research attention has focused on characterizing cardio-
metabolic risk (e.g., insulin resistance, dyslipidemia, high blood
pressure) in children and adolescents with obesity [11]. How-
ever, psychosocial issues tend to be more salient for families on
a day-to-day basis. Internalizing (e.g., anxiety, depression) and
externalizing (e.g., hyperactivity, aggression) disorders are com-
mon in children and adolescents with obesity [12], which can
make management strategies more difficult to implement. In
addition, different family members may be at very different
stages of readiness to change nutrition and physical activity
habits. Successful management of pediatric obesity requires
clinicians to assess motivational variables (e.g., readiness, impor-
tance, confidence) related to changing nutrition, physical activ-
ity and sedentary behaviors as well as managing unique
stressors and barriers among different family members. Clini-
cians can acquire skills and techniques consistent with motiva-
tional interviewing [13] and cognitive behavioral therapy [14] and
incorporate these into practice; such strategies enable clinicians
to deliver health services based on the tenets of FCC and
include a menu of behavior change techniques designed to help
families establish and maintain healthy lifestyle habits required
for managing obesity. Many mental health professionals (e.g.,
psychologist, social worker, psychiatrist) can be effective leaders
in assessment and management of weight and health-related psy-
chosocial issues common in children and adolescents. Along with
providing direct support for families, they can also be essential
members of a multidisciplinary team by assuming leadership
roles, building pediatric mental health knowledge and skills
among team members from other disciplines (e.g., nutrition,
physical activity, pediatric medicine). Taken together, these reali-
ties highlight the need for mental health professionals to assume
active roles in pediatric obesity management to explore, identify
and manage families’ unique mental health concerns.

Both clinicians and families encounter weight bias and stig-
matization. Many parents in our care have experienced shame
and blame from other family members, friends, coworkers and
health professionals regarding the weight status of their chil-
dren. Numerous reports have chronicled high levels of bias and
stigma within the health professions, highlighting the pervasive-
ness of these attitudes and beliefs, and suggesting that many
individuals and families are unlikely to get the necessary sup-
port and care required for successful weight management [15].
The underlying assumption in this instance is that individuals
with obesity just need to eat less and move more. This adage
undermines the complexity of obesity and is akin to suggesting
a person with depression just needs to cheer up, a sentiment
that demonstrates a lack of understanding and empathy. In
addition, individuals with obesity may present with a number
of adverse psychosocial outcomes including depression, low
self-esteem and body dissatisfaction [15]. There is a clear need
to shift from a singular focus on physical weight status to
define the health of individuals with obesity to a nonjudgmen-
tal and unbiased appreciation of the complex causes and conse-
quences of obesity.
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Tailored care

Treatment plans should be tailored to children’s and families’
individual priorities and concerns. Clinical practice guidelines
recommend that clinicians should work to help families identify
modifiable barriers that can impact weight management [16];
however, it is important to distinguish between the challenges
and strengths that exist for children versus those of their parents
since each family member participating in treatment will have
unique priorities, concerns and abilities. The comprehensive
identification of issues for different family members can enable
clinicians to develop treatment plans that are tailored to families’
needs and circumstances (e.g., individualize treatment goals based
on capacity for and motivation to change, and accessibility to
resources and facilities), and therapeutic alliances with children,
adolescents and parents, which may be done individually and as a
family unit. A strong alliance establishes rapport and trust
between parties, has a positive influence on families’ engagement,
reduces the potential for families to discontinue care prematurely
and is associated with a greater chance of treatment success [17].

Collaborating with colleagues
With few exceptions, most of the multidisciplinary clinics for
pediatric obesity management in Canada has been established
within the last decade [2]. Many Canadian clinicians working in
this field possess formal training and clinical experience in com-
plementary areas (e.g., endocrinology, psychology, nutrition),
contributing to the high level of collaboration and collegiality
between individuals and clinical programs. Such collaboration
has helped to increase our knowledge, encourage resource/
information sharing and enhance clinical competence and skills.
Expert recommendations [18] and clinical practice guidelines [16]

for managing obesity have served as formative documents to
guide our health services (e.g., FCC, multidisciplinary team
approach); however, our clinical experience in managing pediat-
ric obesity in Canada has shown only modest success in terms of
improving weight status [19–22]. These findings have served as
stepping stones for initiating multicenter studies designed to
understand and improve obesity management in Canada. For
example, the Canadian Pediatric Weight Management Registry
(CANPWR) is an ongoing, prospective, observational study of
children and adolescents receiving health services for obesity
management at eight clinical centers, most of which are affiliated
with research-intensive children’s hospitals. Along with character-
izing families who access care at these centers, research objectives
include examining predictors of change in cardiometabolic risk
factors and weight status, and determining predictors of program
attrition. Findings from this study will help guide more effective
design, delivery and evaluation of health services for managing
pediatric obesity in Canada.

An additional ongoing, multicenter study is designed to
understand families’ decisions regarding engagement and partici-
pation in obesity management. The Should I Stay or Should I Go
study is a four-site, qualitative study that includes families
referred for obesity management. One-on-one, semi-structured
interviews with children, adolescents and parents are conducted

to explore families’ reasons for declining, continuing and termi-
nating health services after being referred to multidisciplinary
obesity management [23]. In addition to identifying factors that
may predict premature discontinuation of care, study data will be
used to develop and test specific strategies to address barriers to
accessing care that can reduce the likelihood of program attrition
(e.g., offer clinical care in evenings and on weekends; provide
funding to offset family costs for transportation and parking).

Complementing this research, several of us have led and
participated in the development of a national network called
Treatment and Research of Obesity in Pediatrics in Canada
(TROPIC) [24]. In partnership with the Canadian Obesity Net-
work, TROPIC functions as a network within a network whose
purpose is to promote knowledge translation and dissemination
of issues related to pediatric obesity management in Canada.
To date, specific activities have included completing a nation-
wide environmental scan of health services for managing pedi-
atric obesity and disseminating brief summaries of timely issues
related to weight management.

Working within the health care system
Establishing health services for managing pediatric obesity

Through our clinical and research programs, we have gained
first-hand insight into the challenges and opportunities in offer-
ing health services for managing pediatric obesity. All of us work
within a national, universal health care system in Canada,
although funding decisions regarding health services and the allo-
cation of resources are made based on provincial, regional and/or
local priorities. Within this environment, there is substantial het-
erogeneity across the multidisciplinary clinics we lead and work
within; some are well-resourced (i.e., physical space, clinical, and
administrative personnel), while others struggle with limited
budgets to provide comprehensive and long-term care for fami-
lies. The high prevalence of obesity and obesity-related comor-
bidities in children and adolescents highlights the need for
effective health services; however, relatively small numbers of
patients (compared with other outpatient pediatric clinics [e.g.,
general pediatrics]) and a lack of substantial weight loss for most
children and adolescents with obesity represent ongoing chal-
lenges. Such challenges necessitate education, contextualization
and justification to colleagues and administrators within the
health care system so that obesity is viewed not as a simple prob-
lem that requires a quick fix in order to achieve weight loss, but
as a chronic disease that requires ongoing support and manage-
ment. Framing obesity as a complex, chronic medical condition
that includes offering extensive and long-term health services
would help distinguish pediatric obesity management from other
specialty areas in pediatrics that provide treatments of lower
intensity and shorter duration. Additionally, obesity management
success (defined according to weight loss) usually requires moder-
ate-to-high intensity lifestyle and behavioral interventions on the
order of 26–75 h of clinician–family interactions in order to
make and maintain healthy changes [25]. These observations have
led to calls for prioritizing pediatric obesity prevention [26,27] and
embedding obesity management health services within primary
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care settings [28,29]. Although these suggestions are not without
merit, they fail to address the needs of families that require spe-
cialized, comprehensive care for complex physical and mental
health concerns related to obesity. Two common issues that we
have encountered over the years include a desire for practical
resources that clinicians can use with families, and need to
enhance accessibility of available of health services, particularly
for families who live in remote and/or rural regions.

Clinical resources

Primary care clinicians have highlighted a need for practice-based
tools to support families in managing pediatric obesity [30,31]. In
response and complementary to a number of existing resources (e.
g., Canada’s Food Guide to Healthy Eating [32], Canadian Physi-
cal Activity Guidelines/Canadian Sedentary Behaviour Guide-
lines [33]), WHO Growth Reference [34] team members have
recently developed three made-in-Canada resources that are
intended to address this gap. First, the Edmonton obesity staging
system for pediatrics (EOSS-P), based on the original EOSS-P for
adults [35], was developed to complement anthropometric infor-
mation about weight status by providing a more comprehensive
assessment of the health and well-being of children and adoles-
cents with obesity [36]. EOSS-P is based on simple clinical assess-
ments including metabolic, mechanical and mental health
information and diagnostic evaluations that are widely available
and routinely completed in clinical practice. In addition, a mea-
sure of family milieu is included to represent the influence of the
social environment and family context on obesity-related health
risk. Second, the 5As (Ask, Assess, Advise, Agree, Assist) of obesity
management for adults were developed for clinicians working in
primary care to help promote clinician–patient communication,
assessments for obesity and specific planning for follow-up
care [37]. Preliminary evidence suggests that the tool helps clini-
cians to initiate obesity management with clients and increases the
likelihood of follow-up care [38]. A family-centered adaptation of
the 5As has been developed for clinicians working in pediatric
obesity management. Finally, since rapport and collaboration are
highly valued by clinicians and families alike [17], and positive,
family-centered interactions can enhance collaboration and possi-
bly reduce attrition [7], researchers developed a tool for clinicians
to use with parents of children and adolescents with obesity called
CONversation Cards�. The cards include approximately 40 indi-
vidual statements organized in suits that include issues common
to families trying to make and maintain healthy lifestyle changes
for managing obesity (e.g., ‘I like it when my doctor explains
medical terms to me’). Pilot testing showed that: the cards can be
easily incorporated into day-to-day clinical practice; families liked
the cards, found them relevant to their experiences and rated
them as easy to understand; and when not limited to the number
of cards they could choose, families selected numerous cards, an
observation that highlighted the variety of issues families experi-
ence in managing pediatric obesity [39]. The CONversation
Cards� as well as the adult and pediatric versions of the 5As for
obesity management are available online from the Canadian Obe-
sity Network [40].

Barriers to accessing health services

It is common for families to experience challenges in making
healthy lifestyle changes including issues such as limited finan-
cial resources, difficulty with time availability and management
and low motivation and/or perceived self-efficacy to change
lifestyle habits. In an effort to mitigate these challenges, several
of us have trialed different practical approaches to minimize
risk of program attrition and encourage families to stay con-
nected with clinicians who can help them to make and maintain
healthy lifestyle changes. To optimize families’ participation,
strategies have included: offering health services during evenings
and weekends; providing financial assistance for parking and
public transportation; sharing relevant information through
clinic newsletters; reminding families by telephone regarding
upcoming appointments; and encouraging participation in clini-
cal and health services research, which often includes financial
incentives or tokens of appreciation. Although some barriers are
common among families (e.g., parking/transportation costs, tak-
ing time away from work/school), the identification of chal-
lenges experienced throughout the treatment process can help
families to address and reduce barriers to accessing and receiving
care as well as allow clinicians to tailor their care to best meet
families’ needs.

Many primary care-based clinicians encounter frustration
because they lack local services for outpatient nutrition
counseling and accessible community resources for families.
It is not uncommon for families to experience long wait
times when referred to pediatric specialists (e.g., endocrinolo-
gist, psychiatrist) and tertiary weight management programs.
While waiting, many families have limited access to appropri-
ate support services. In our experience, children and adoles-
cents with obesity who are at greatest health risk are not
always given the highest priority for assessment and interven-
tion. As with adults [35], the allocation of resources for man-
aging pediatric obesity could benefit from an improved
triaging system to help ensure that those who require more
urgent care or who possess more extensive health risks receive
appropriate care in a timely manner.

Conclusion
As a group, we share a number of common challenges in managing
pediatric obesity. These challenges demonstrate the urgency to
identify, disseminate and implement evidence-based strategies to
prevent pediatric obesity in primary care and public health settings.
Future areas of research should focus on increasing availability and
accessibility of health and weight management services for families
(e.g., apply eHealth and mHealth technologies [41,42]) to better sup-
port clients where they live, especially since some families live in
rural or remote areas with limited access to health services and
because others will opt to address obesity through self-management
exclusively without ever accessing health services in person. Finally,
the incorporation of client and family-centered principles and the
collaboration among clinical colleagues has helped to increase
knowledge and encourage resource sharing, the latter being particu-
larly important to enhance clinical skills and competence.
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Expert commentary & five-year view
A number of challenges exist within pediatric obesity manage-
ment. Most research on interdisciplinary, family-centered and
lifestyle-based interventions has demonstrated only modest
improvements in the weight status of children and adolescents
with obesity. Premature discontinuation of care, lack of adher-
ence to intervention recommendations and difficulty in sustain-
ing healthy lifestyle and behavior changes are common. From
our clinical and research experience, future directions in Cana-
dian pediatric obesity management need to: help stakeholders
(children, adolescents, families, clinicians, health care adminis-
trators) understand the complex causes and consequences of
obesity with an emphasis on management strategies designed to
improve overall health and well-being with body weight as one
of many important health outcomes; develop, test, disseminate
and implement clinical tools and resources that can be used in
a variety of settings to prevent and manage pediatric obesity;
incorporate formal mental health assessments and appropriate
treatments into obesity management; work with the health care
professions to reduce weight bias among trainees and practicing
clinicians as well as sensitively address children’s body insecur-
ities in clinical practice; continue working to improve access to
and outcomes from available health services and interventions
for obesity management; and improve accessibility of tertiary
obesity management programs, particularly for children and

adolescents with severe obesity since they tend to be at high
risk for both short- and long-term adverse events.
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Key issues

• Since the 1980s, overweight and obesity have increased from 14 to 31% and 14 to 25% among Canadian boys and girls, respectively.

• There is no one size fits all approach in managing pediatric obesity; treatment plans should be tailored according to families’ unique

circumstances, needs, priorities, resources and levels of readiness to change weight-promoting lifestyle habits. Individualizing care plans

can occur in the context of both one-on-one and group-based interventions (e.g., psychoeducational group programs for parents), with

group-based care as a more efficient and cost-effective means of health services delivery.

• For management strategies to be most effective, a family-centered approach with parents playing a central role increases the likelihood

of positive outcomes for children and adolescents.

• While children will benefit from strategies that target parents, adolescents’ increased autonomy and development (cognitive and

physical) mean that they are able to take greater ownership in establishing healthy nutrition and physical activity habits.

• Mental health assessment and appropriate treatment must be included as core elements of managing obesity.

• Clinicians’ therapeutic alliance with families should be built on mutual trust, respect and collaboration.

• Clinical resources and tools (e.g., Edmonton obesity staging system for pediatrics (EOSS-P), 5As of Obesity Management, CONversation

Cards�) can assist clinicians in developing practical, feasible and sustainable treatment plans for families, although additional research is

required to build the evidence base for these resources.

• Common challenges experienced in managing pediatric obesity (e.g., program enrollment, program attrition) need to be addressed.

Such challenges may be attenuated by: addressing families’ common struggles encountered while making and maintaining lifestyle

behavior change; clarifying families’ misconceptions and expectations regarding obesity management; building a collaborative therapeu-

tic alliance with patients and families; and understanding the broader social/environmental impact.

• Canadian clinicians and researchers have made meaningful progress in establishing collaborative research and knowledge translation

activities focused specifically on managing pediatric obesity.

• Tertiary-level care resources for managing pediatric obesity are limited, highlighting the importance of establishing appropriate health

services at primary and secondary care levels that: allow families to access expertise and appropriate services; enable families living in

rural and remote settings to connect to health services via distance support (e.g., telemedicine); and, incorporate innovative, online ave-

nues to improve access, availability and cost–effectiveness of obesity management health services.

• Weight bias and stigmatization undermine the complex nature of obesity and have a negative impact on the management of pediatric obesity.
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